Peter Ward: More than 24% of populations household, though the economic profiles are somewhat better. We’re talking for example if we go to Hays County or Bastrop County or Williamson County surrounding Austin. You’ll find populations there living in colonía type subdivisions, these informal homestead subdivisions. There, Mexican and Hispanic households by now, not exclusively as they would be in the border, but you’ll see that their household profiles are in the order of 20, 24, 25 thousand dollars a year household. And again, that doesn’t bring them into federal programs of provision. Where do these people live? Well yes they are living in these homestead subdivisions in rural areas, but those homestead subdivisions are outside of the built-up areas, some 10, 12, 15 miles outside of the built up areas. This is actually outside of the _________ city. You can see some of the colonías there. This is the ____________ environment that you’re looking at on the border region. This is __________, you can see manufactured homes, campers, some self-building here. And ___________ city here, these are modular homes which sometimes get self-built extensions. These are sometimes again self-built. What I’m going to ask you, what I’m inviting you to think about is look at these residential environments as environments in which to look after one’s family or one’s elderly parents. This is a—in fact it talks about the different types of homestead subdivisions that we can identify up here. Classic border colonías, non-border homestead subdivisions, recreational subdivisions, retirement homes, and then trailer parks, mobile home communities about which I won’t be speaking today. I’m showing you this slide because this is actually as you come into Austin-Bergstrom Airport and it’s kind of a homily to invite you from here on in to—if you don’t already take a window seat and look down—please start doing so as you go into metropolitan areas, particularly in the south and east of the country. This is a sort of subdivision—this is a homestead subdivision that I’m talking about outside of Austin-Bastrop County. You can see the trailers, manufactured homes, trailers, modular homes, and so forth. Very large lots, note. They’re half an acre a quarter half and full acre lots. Low density settlement. Here’s another one in Hays’ County south of Austin. You can see with the census limitation around it. This is Lubbock, just so that you don’t think that we’re talking about south Texas. This is north Texas. You can see the lot sizes here of this informal homestead subdivision. This is the sort of environment we’re looking at. This is a settlement just outside of Austin. Same settlement here, you can see trailers, modular homes. This is Lubbock; it is a mobile home community and informal homestead subdivision in Lubbock. This is in New Mexico, Tuscon, Arizona. This is just outside Austin again. Essentially a large lot. This is what I would call a residential homestead subdivision, a higher ______________ but again it’s a mechanism for low income families, or relatively low income families to acquire a home or even a second home in some of these cases where they can keep horses or whatever as the same settlement. So let me just go back there. So what I’m inviting you to think a little bit about is this as the residential context in which to look after one’s family. This is a mobile home community for the elderly, primarily. So really what we’re looking at here, what I’m concluding here is that these are the dwelling environments that are important today for Mexican homesteaders and they’re likely to become increasingly important localities for informal care of the elderly given the economics of elderly care, the costs of looking after one’s parents, the low incomes of these families, the cultural practices that we’re talking about, the transnational demographics and family dynamics that we’re observing. And what I argue is that these are suitable environments—perhaps these are insuitable environmental dwelling environments to look after one’s aged families. The lots are large; you can set up compound-type arrangements with sons and daughters, and grandparents. There’s a relative security. These are semi-rural areas; there’s informal monitoring from local neighbors and so forth. They are isolated. These are good contexts in which if you have Alzheimer’s or parents with Alzheimer’s or are disabled, these are kind of safe contexts in which to look after them and be reassured that they are being properly looked after. 

Andres Villarreal: Thank you, Peter. Now we can have time for maybe a few questions. 
Audience member: With respect to the migrants who drink and have nervios and so forth, the first question that would come to my mind is this just what happens with better economic status, more money, more drinks; more drinks, more nervios, something of that sort. So it kind of goes to the question of—as people become better off or have more resources is that going to lead to—I mean it leads to satisfaction as you’ve shown, but it also may lead to risk factors. The tie in with Dr. Knaul’s presentation is what I’m curious about is the health expenditures, the amount of money that gets spent on health. In some ways, it sort of sounds like you can eliminate that if you provide insurance to that population. But going back to my ancient days when Julio and others were looking at peoples’ purchases of drugs, most of it was ill-founded and so forth. People will pay a lot of money for a private delivery so they can get knocked out and not experience pain but you know it’s kind of bad health at high cost, but it isn’t so much a question—it’s a demand, I mean it’s a supply; there’s both supply and demand aspects to it, but how confident are you that—what is it going to take to reduce this kind of ill-advised spending on health? And I’m not sure what proportion that is, you know the total numbers you’re looking at. It may be less so for the elderly, but still I suspect it’s a lot of it.
Nelly Salgado de Snyder: Should I go ahead and reply to this question? Okay. Thank you for your question, Joe. You know what is interesting about this data is that in previous studies that I have conducted in other high migration areas in Mexico younger people tend—males—tend not to report nervios. Nervios is supposed to be a female type of thing, okay? And what we see, they do report a lot of drinking. So we believe, and qualitative data shows that men tend to self-medicate by drinking alcohol, increasing their levels of consumption per occasion of alcohol. But women report a lot of nervios, significantly more so than men. But what is interesting here is that when they get older they acknowledge the fact that they are frail, okay that they are—well, having nervios is a sign of weakness for many rural cultures; this is what it means. So they—by saying this is that they continue drinking. The drinking behavior is there and it probably has been there for a long, long time, but what is new is that they are also acknowledging the fact that they are suffering from mental distress, something that they would as younger people they would never acknowledge this in a regular context, you know, of rural communities. Now some of this data has been published before as part of a larger epidemiological study that we conducted on mental health issues in rural Mexico that was associated with migration and we found very similar situations. Well, just in a way, but it was with a younger group. We did not focus on elderly people. This is the first time we’re looking into these characteristics of rural elderly people with migration experience. 
Felicia Knaul: I agree with you on every point except that those days were not so long ago. I remember them very well. I think a lot of the out-of-pocket is unnecessary for two reasons. One, because it’s often not well-founded and well grounded in medical needs and the second is because of the way it’s done. It’s done as point of service when the families have the least ability—and I think that’s true about elderly and non-elderly—to be able to search for a better price. You have to take what you get in the moment that you most need it. So really, the reform is about converting out-of-pocket into prepayment. It’s only the lowest two income deciles that have a zero contribution. The rest of the contributions are there. They’re positive, they’re extremely progressive by decile, but the families will continue to contribute to the health system in ways that are very similar to payroll taxes or social security for the _____ but graduated according to income distribution. And the logic there is the sort of classic health economics logic that prepayment makes a lot more economic sense than a payment at point of service. The other I think piece that responds to your question is that it’s a demand-side reform but has a lot of supply-side elements. So one of the big pieces of the reform is that there’s much more certification of providers. So that a lot of the problems that we’re seeing—because you could go to a good private provider or a very bad private provider—will be eased out by the certification process and eventually uncertified providers won’t be able to see Seguro Popular patients and get reimbursed for it in eventually some kind of a more pluralistic system. But right now they need all public providers and sort of not-for-profits as well. 

Dr. Angel: Okay, who would like the last question before lunch?

Audience member: Thank you. I am concerned and I would like to explain what is my concern because it seems that we are focusing basically on the migrant population that is providing a major income to the country, to Mexico, with the remittances. It is perhaps one of the best investments that doesn’t cost much to the Mexican government because it’s sending a lot of money to the country, but we need to see what we can do to stop people from emigrating to the United States at all levels. I think that the colonías in the United States as a source for housing for elderly people is an investment that will be better paid if people invest in Mexico in housing; and therefore they keep the migrants’ parents in Mexico and they take care of them themselves there. I want to ask you, in Seguro Popular, what proportion of the payment of the insurance is paid by insured, and how much of that comes from the federal government? Because if a lot of it comes from the federal government it’s similar to what is being done in the past with that coverage. And to Nelly I wanted to ask one question: how truthful are the data, in the sense the population that has never left the country is a population that is not accustomed to answering very many questions and it is a population that is shy? They don’t look for the nations outside. They don’t look to outside. So is there anyway how you can assess the validity of the answers? Thank you. 

Felicia Knaul: On the housing point, just to say that I think the idea of having a section of government that was very seriously thinking about medium to long term care policies would be thinking about the housing issue, but I’m not so sure that we can easily identify right now who that or what that institution is—which institution is doing that. So that would be my point about thinking about an inter-institutional responsible individual section of government. On the Seguro Popular it varies by income deciles. The lowest two deciles have a zero contribution. They’re only contribution for the majority are those that are part of the opportunidades formerly progressive program and those who sort of in-kind, adhere to basic good health practices. That’s their contribution. But there’s no monetary contribution whatsoever. The rest is on a sliding scale up to the upper-income deciles which is a much more serious contribution level. The rest is between federal and state allocations which again for the poorest decile is virtually 100% of what’s being put in. Now by law, the first year of the reform had to be focused on the poorest, the lowest two deciles and that’s what it did. So now in the second year and from now on we’ll begin to see how those who have some or better income earning capacity will be buying into the system and how the overall funding will turn around. My sort of hope is that many of them will come in and that there will be a significant proportion that comes from pre-paid in a very solidarity-oriented scheme. But we have to see that’s going to be one of the challenges in the future. 
Nelly Salgado de Snyder: Regarding your question about what is the validity of the responses, well this is social sciences not basic sciences. There is such a thing as face validity, and whatever they tell you, that’s what you write down. And as part of these people who have been in the United States perhaps having more experience you know as being participants of surveys, it’s possible. Yes it’s possible, but not very much—remember these are very small villages. These are villages of 2500 people or less and most of them, because we did ask the question if they had ever participated in a survey and over 90% they had never been a participant of anything. So in that sense they are pretty equal. I had one comment regarding housing and the comment that you just made. I’m conducting a research project right now in the area of La Mesteca. La Mesteca Baja. There is the states of Guererro, __________, and Oaxaca. It’s one of the poorest areas in Mexico where the three states come together. Very high levels of migration and also a very high level of marginality. The two characteristics are brought together in that particular area. So we’re looking at how lifestyles have changed in homes with immigrants versus homes with no immigrants, but that’s beyond my point. The point here is that we started already collecting the data and something that has been very interesting is to see these ads. I’m talking about very, very small communities known as rancherías. These are villages with 500 or less inhabitants. And you see signs that say, in Spanish, please build a house for your family in Mexico, we’ll deduct from your paycheck in the United States, okay. So now they are going that way. These are large construction companies that are going directly with the employers of the migrants in the US and making the deduction automatically from their paycheck. I don’t know how they get away with this but they, believe me, they are building in Mexico in these very, very remote areas of rural Mexico, homes perhaps for their parents, I don’t know. But they are making it very, very easy to build homes now in Mexico. 
Andres Villarreal: Thank you very much. This concludes the second session, thank you to all of the presenters. And now there’s lunch. Where is it located? 

Dr. Angel: There’s boxed lunches for everybody but for the speakers and the presenters there’s a separate table for you to pick up your lunch. Your name is on your lunch box. For the rest of you guys it’s a first come, first served basis. We will return at 12:30 today. … We’re going to go ahead and get started with our session three and Alberto Costas is going to be the presider for this session. Go ahead. 
Alberto Coustasse: Well, thank you very much to Jacqui and Keith for organizing such a good conference. And we have five presentations so today in this will be 10 minutes each one and at the end we’ll have two presentations—the two questions. We’ll start with Dr. Warner. He’s from the LBJ School of Public Health here at the University of Austin and his topic is ‘Cross-border health insurance coverage for elderly Latinos.’ 

David Warner: Well thank you Alberto. Basically what I wanted to talk about is the availability of coverage both for Mexicans and Mexican Americans who are on this side and wish to have services on the Mexico side and wish to have services on the Mexican side or can only afford services on the Mexican side, as well as coverage for their elderly relatives in Mexico and the possibility of portability of things like Medicare or travel insurance in either direction. Obviously something like _________ would be in this direction. I’m not sure what I’m supposed to—oops…I guess I can… So for Mexicans and Mexican Americans in the US, if you’re employed you can have a standard employment based plan like a lot of us have like Blue Cross or Aetna and it covers the employee, it may cover the dependents. You only get services in Mexico and its an emergency and you happen to be there, or if you live on the border and there’s kind of a some kind of a deal between Blue Cross and a particular hospital or provider which they’ll honor but won’t admit to. That’s certainly something that we found in some of the cases. Increasingly in the US with most health insurance, it’s either a PPO which would be restricted to US providers or a gatekeeper who would only be likely to approve you to go to US providers. And generally, in most of these policies, the only elderly beneficiaries are covered are the workers themselves or the spouse of the worker. And so that’s kind of the situation we’re in right now in terms of standard plans. In California, however, and number of plans have developed and essentially in each of these cases these are plans where they’re Mexico-only plans basically and consequently they’re quite a bit less expensive. And the four plans that we looked at—and almost all this work was done by students. One of the students is in the audience, Cesar Martines, we first looked at something called SIMSA. And that is a Mexican—it’s not an insurance plan—it’s not insurance but it looks like kind of looks like insurance. And essentially in the early 90s a number of people sold coverage to employees in San Diego. A number of hotels, restaurants, and other things, which would only provide coverage in Mexico and it was a way to provide some coverage for employees. The state of California came in and decided to regulate these and the only survivor was SIMSA and SIMSA basically has two clinics, one in two parts of Tijuana and they have contract with several hospitals. And essentially they until just about a year ago were only allowed to sell to Mexican citizens and so most of the people they were selling to lived in Tijuana, worked in San Diego county and their employers would provide health insurance. And generally the health insurance for SIMSA would cover family as well as the employee. If you bought the other coverage, essentially it would only cover the employee who bought the US-based coverage. And essentially if you buy SIMSA you have to get your care in Mexico except for emergencies that occur in the US or for certain services that aren’t available in Mexico or are illegal like abortion or pediatric brain surgery and a couple other very, very specific examples. After SIMSA got in you had several other plans which developed. You had Access Baja which Blue Shield of California developed which also locks you in but that’s part of a duel choice thing. They were already a licensed HMO in California so you just picked the Mexico option or the other option. You had to live within fifty miles of the border on either side and they have essentially a deal with Generales de Salud to provide the network of physicians and contracts with three hospitals in Tijuana and a contract with a hospital in Mexicali. The third one is a little more complex and actually Access Baja has also developed a more complex thing and that is HealthNet which is a pretty big insurer has developed a package with some clinics mostly Hispanic physician clinics in LA. And you could kind of pick a PPO or you can pick the clinics in LA exclusively for your physician care. You can pick the SIMSA in Tijuana exclusively or some members of your family can sign up in Mexico and some can sign up in LA and that seems to be a—it’s called Salud con HealthNet—and that seems to be a pretty fast growing thing. Access Baja has developed a plan where if you let’s say you work up in the central valley you buy the standard Blue Shield plan for yourself and you buy Access Baja for your family because they live in Tijuana or they could possibly live in San Diego. They have to possibly live within fifty miles of the border to buy the Access Baja product. And then finally there’s Western Growers. And Western Growers is as big as all the rest of them combined. Western Growers however is an ______________ plan, it’s a multiply employee welfare arrangement, it’s not subject to regulation by the state of California insurance department and it’s been around since the fifties but they developed a network of providers and essentially western growers represents ag related businesses, mostly growers in California and Arizona. And what they have is they’ve got a Mexican option in addition to the standard plan and they have contracts with clinics and hospitals from Agua _____ to Tijuana. In other words including San Luis Rio Colorado, Mexicali, Tecate, and it’s not Alamogordo but it sounds like that. It’s in—I think it’s in Sonora. And Alogundos, is that it? Anyway, the fact of the matter is that they have about 90,000 enrollees and essentially they have a package—and each grower could pick their own package. To have the Mexican option is almost about $35 dollars a month or more. And the other option tends not to be tremendously generous. I’ve got two minutes, that means I need to do a lot—I’m sorry. Another option is health savings accounts. A lot of people say this is not a very good option but at the same time if you get your care in Mexico it’s quite a bit cheaper and it’s possible maybe to stay inside your savings account and accumulate some savings in some cases. Now most people, many people will not be able to afford to buy their dependents in. Discount cards, the standard way that a lot of people are going now—and there are even some discount plans that include providers in Mexico. The Club de la Salud is such a plan that’s kind of just about rolling out and essentially you pay a monthly fee and you get these discounts in the US and in Mexico. When we did some studies in Dallas we found a lot of such discount cards being sold in the Dallas area. That’s kind of not through the employer, that’s just the individual buying it. Then you’ve got two Mexican programs where you actually can buy your relatives in. You’ve got the _____ which has started with farm workers and had some real problems because although the union was paying to buy the relatives of farm workers in back in Mexico many of the farm workers were not from areas where there were __________ facilities and that got worked out but it’s been going along at a fairly limited level although _______ tells me that it’s in Dallas they’re trying to gear that up significantly. The other is the Salud Popular which Dr. Frenk talked about. There it’s going to be tied to your income. In both cases, the one issue is a lot of people will say rather than going through the government to buy this why don’t I just send my money back to the family in Mexico and let them buy in? That’s Salud Popular. The private health insurance, it’s one of the big problems for people coming from Mexico to visit the US; it’s very limited private health insurance. Elderly relatives find it extremely difficult and threatening to come in. and finally Medicare and Medicaid. Essentially there has to be some way for retirees who retire to Mexico to figure out how to pay for services through Medicare and I could go to great length in that and I only have five seconds, so that will have to wait. But one of the problems I think with the thing that Rebecca Wong’s point was a good one, the only problem is if you’re not—the real big problem is if you’re not a documented and you’re working on a fake social security number, neither the totalization nor the buying into _____ or whatever it would do seems to actually be terribly viable. I mean we’re going to have to work that part out as well.
Alberto Coustasse: Our next speaker is Dr. Sharon Brown from the University of Texas at Austin and her topic is ‘Cultural Myths and Other Fables about Promoting Health in Mexican Americans: Lessons Learned from Starr County Border Health Intervention Research.’
Sharon Brown: Okay. Thank you and I want to thank Jacqui and Keith for inviting me to speak this afternoon. I’m intimidated by the ten minutes so I’m just going to talk as fast as I can. It’s difficult to characterize sixteen years of research in ten minutes but we’ll see how successful this is. I want to take a little bit different approach in that I wanted to talk a little bit about the realities of conducting research within a specific Mexican American border community and the lessons that we have learned since 1988 working in that community with regard to cultural issues. Over the sixteen years that we’ve been working in this community we have been developing interventions that were specifically designed for Spanish-speaking individuals who had type II diabetes. The age range was from 35 to 70; mean age was around 52 to 55 across all of our studies. And we were—we used focus groups heavily to help us design culturally appropriate interventions and some of the barriers that we were up front warned about, cautioned about, were these that I have listed here. I’ve just picked out a few of them and I’m going to group them in the interest of time I’m going to group them together. But I’d like to talk about some of the issues that we have tried to address and in the context of dealing with some of the most impoverished people living along the border that—and I would like to make the argument that some of the cultural barriers that we talk about are really myths. And in some cases if they are barriers they can be overcome with some attention to those barriers. Let me give you a little bit of a context. You saw from Peter Ward earlier today when he talked about Starr County; he talked about the border area and that is where we are located. And many of the subjects of our studies we’ve had about 1000 overall come from some of the local colonías which are some of the poor areas. If you can follow this, this is the Gulf of Mexico that we are worried about today but this is the border right along here and where we do our work is in Rio Grande City which is about—I’d say this is about a two-hour drive from where we fly into Harlington to Rio. And this is right on the Texas-Mexico border and we encompass an area like this because we go as far East as Sullivan City and as far west as Roma. And we deal with subjects that are primarily from the US side of the border although we do occasionally have people come from across the border. And we deal with physicians on both sides of the border. So in this particular setting the majority—98 percent—are Mexican American and we have learned that the majority of them prefer to speak Spanish. This is an area that has the highest unemployment rate in the state. It has one of the highest diabetes related death rates. Some of the poorest housing, you saw that when Peter Ward talked about earlier today and some of the lowest income—approximately $8,000 dollars per capita. Fifty percent of the health care is obtained in Mexico and so we had to recognize that in designing any interventions. And I should say that the reason that we are doing this or one of the reasons is because this is a mandate of the community. When we arrived back in 1988 in the community they told us we have been contributing to researchers’ careers. And it is now time for people to give back to our community. That same kind of situation happened with the Pima Indians who were studied so much in diabetes in Arizona. And so they were pretty adamant about requiring us to develop some kind of interventions. It was documented many years ago that diabetes affects about half the population and what that means is they either have been diagnosed with diabetes or they have a first degree relative with diabetes and more recent data has indicated that of those people who have not been diagnosed yet, about a third of them have impaired glucose tolerance which means that they are on the trajectory. It is estimated that about 30 to 35 percent of the genetic heritage comes from Native American sources and that this to some degree—well at least it is a factor in the high rates of diabetes that we see in this population. And what has been a motivating factor for me in working in this area is that as a nurse and having done clinical work in diabetes for many years before I went into academia, I recognize that you know we had lots of Hispanic patients who were involved in healthcare and they always were labeled as being non-compliant and being the population that was the most difficult to work with. And so my goal was to try to address that issue and demonstrate that it was not so much a problem with the populations, it was a problem of the health care system and the way that we were dealing with these populations and the recommendations that we were making which were totally in some cases inappropriate, not only for Hispanics but in some cases for all of us. So one of the major areas that always comes up in a discussion of recruiting Mexican Americans in research is that it is felt that it is impossible to recruit, or very difficult to recruit Mexican Americans into research and there’s a lot of historical reasons for this. But over the years we have taken a cultural approach to doing and based upon focus groups with people in the community—tried to design strategies that would be successful in recruiting Mexican Americans to this research. And we had—this research has been funded by NIH. And we had—this study we had 90% retention rate and our second one was 80% which was very satisfactory. Some of the things that we have done to accomplish that are listed here for you. We use Mexican American recruiters, we do it in Spanish. We are flexible in our scheduling; we try to adapt our schedules to the individual schedules. And as a last resort we will make a home visit if necessary because of transportation and other kinds of issues. But one of the main things we try to do is convey to them the benefits because if they see what the benefits are for participating in this study that they are more likely to participate. So let’s look at the primary outcome. We measure a lot of things but one of the primary outcomes is glycosylated hemoglobin. And these individuals start out with a very high glycated hemoglobin level, and what I have shown here is these are the results over a year, twelve months, of a short intervention versus a more intensive, long intervention. So this is like a two month intervention versus a twelve month intervention, more intensive. And you can see that the A1C comes down which is what we want—what the goal is actually, less than seven. But these people start out with 11.8, 12’s which is quite high and in this case you can see with a short intervention their A1C comes down but within a short time tends to go back up. And with a long intervention—the long intervention is a year long—as long as they’re in this intervention, we’re better able to maintain a lower A1C level. Here’s another view where we just look at the top 50% or the people who attended more than 50 percent intervention and you can see with the long intervention we achieved a much greater reduction of 1.7 percentage point reduction in A1C. Having done a meta-analysis of the diabetes literature, the average A1C reduction is about 2.4 percentage points, so we’re talking about a 1.7 in a population that has the least amount of resources. And so I’m quite satisfied with that although we now have proposals under review at NIH looking at ways that we might be able to reduce that 9.2 even further. Here are the top ten percent, reduced their A1C level by 6.0. This top ten percent in terms of attendance at the intervention; and the bottom ten percent they’re A1C went up. So this is a progressive disease—if you do nothing, the disease deteriorates. Gender roles—their differences in health beliefs, differences in perceptions of support, perceptions of control where males feel more support and feel more control over their diabetes. And in terms of metabolic control, A1C levels tend to be lower in males; but also males with greater attendance achieved greater improvements in their A1C. So there are gender differences but the bottom line is everyone, males and females, had significant improvements as a result of the program. In terms of the weight issues and dietary practices, the research is showing that coming back to their cultural diets is an important issue. That has been demonstrated in the Alaskan Natives as well as in the Pima Indians. The taking people away from our toxic American diets to—back to their cultural diets is better for their diabetes. And one of the last things that I want to mention is the issues of promotoras. This doesn’t fit anywhere in this presentation but I take every opportunity to talk about this because I have strong feelings about it and that is that many programs are using promotoras. We were planning on doing this early on in our studies. These are community lay-workers and we were advised through focus groups that this was not acceptable to our population. They viewed these promotoras as their neighbors and as people that were not authority figures. They wanted authority figures providing the intervention, which we now use promotoras to provide support, to provide logistical support and transportation and those kinds of things, but they do not provide the intervention. And in fact, it has been said to us that over the years after we have developed some trust in the community that some people feel that the use of promotoras as health care provider substitutes is a form of racism in that most people particularly middle class, upper class people would not accept their neighbors as their health care provider. But yet we expect people of lower socioeconomic groups to do that. So that’s a whole other presentation but I always want to sensitize people to the issue of using promotoras in an attempt to overcome barriers in that it may be appropriate depending on what their role is; but on the other hand it may not be appropriate, and the communities need to be assessed in terms of whether it’s acceptable. In terms of the cost of these programs, one medication for diabetes—the primary medication for diabetes—can cost as much as 100 dollar a month or 1200 dollars a year. Our most intensive intervention costs as much as 384 dollars a person which in my view is cost-effective. So—I’m getting ready to split—one more word… So what we have found is that the behavioral interventions are designed to address the cultural issues; can be effective but there are still very few studies. There’s a lot going on in San Antonio; there’s a lot going on in Starr County. There are very few studies specifically with Mexican Americans within the diabetes area which is a growing epidemic. So the area is wide open for work and there still are a few minority groups that are participating in research, but we can overcome this as well. But I guess I have to stop. 
Alberto Coustasse: Thank you very much. Our next presentation is—we have two speakers, Elena Bastida and Shelton Brown from the University of Texas at Brownesville. They will be presenting Health Insurance, Healthcare, and Socioeconomic Disparities Along the US-Mexico Borders: Evidence from the Border Epidemiologic Study __________.
Elena Bastida: Good afternoon. Thank you Jacqui and thank you Keith for your invitation to present. I’ve asked my—one of my coauthors Shelton Brown—to later on maybe, we only have ten minutes so I’ll be brief, to join me since we do have data on health insurance along the border, because it’s not an area that I really have worked with. So I thought that I would benefit as well as the audience from having some economists, two economists, join me in this effort. I have a map here of what insurance coverage looks like today, well in the year 2000. And if you look here at the very, very dark spots which represent a lack of insurance coverage greater than twenty-five percent up to thirty-eight percent, you’ll see that most of those very, very dark pockets or a large number of them are right along the US/Mexico border with New Mexico also being high. But very, very strong and very, very dark along the US/Mexico border. And so we ask then, who are the uninsured along the US/Mexico border and what are some of their characteristics? We have used data from the Border Epidemiological Study of Aging. We are currently in the field conducting our fourth wave. We began in 1996 and we have approximately 1300 households and we are going to be presenting data mostly from the third wave and some from the fourth wave, which is currently in progress but it does have some interesting reasons why they do not have health insurance which we did not ask in our previous waves. We’re located on the very, very tip of Texas and our study comprises two counties along the border: Starr County, about which we have heard considerably today, and Hidalgo. Just quickly, these are some of our demographic characteristics by gender, by married or single widowhood. You can see from the time we started until wave three we have widow increase, mortality, and so forth. At baseline distribution of household income, we’re talking about a sample that is really highly disadvantaged in terms of income with our median being somewhere around ten to eleven thousand dollars a year per household. In terms of country of birth, we have at about fifty-three percent of those who were selected in the baseline were Mexican born, and forty-six, almost forty-seven percent were born in Mexico. Now who are the uninsured in our sample? This comes from wave three of our study which was completed I believe in 2002 and 2003, so it’s very recent. We know that men are less likely to be uninsured than women, so about twenty-two percent of the men in our sample were not insured versus 35.8 percent of women. And I would like to tell you that we started—this really represents the forty-five plus and now we have sub-sample of those who are thirty-seven years old. So we’re talking about those who are older than thirty-seven years old. Who are the uninsured in terms of age? Given that this is a conference that has to be with aging, if you look at our very, very last column in our study, those who are 65 plus are covered by some form of insurance, in this case public insurance, in this case mainly Medicare. Those who are under the age of fifty, and then those who are over between fifty and sixty-four are uninsured. But the elderly are covered by Medicare. In terms of nativity, we know that forty-three, over forty-four percent of our sample that’s Mexican born does not report having health insurance either private or public. And only twenty-one percent of those who are US born are covered by either public or private health insurance. Men, in terms of five major, six major chronic diseases and still you can see that in spite of major uninsured reporting subject higher levels of subjective health status that they report also higher rates of diabetes. So twenty-eight percent, or twenty-nine percent of all those reporting diabetes in our sample are insured and so forth. Who are the uninsured in terms of levels of education? We know that we have uninsured across all levels of education with those who are between seven and twelve years of school being the most likely to be not covered by either public or private. In terms of household income, again we see that even those who are earning over $30,000 dollars about fifteen percent of those report not having any kind of health insurance. In terms of where do they go for healthcare services we know that of the uninsured, seventy-six percent are going to Mexico for healthcare services but we still have a twenty-five percent report that they’re not getting any kind of healthcare whether in Mexico or the us. And I’m going to stop here with the models that I ran but Sheldon if you want to briefly go over then I just basically summarized the findings but if you’d like to I can move to the…oh well I think last but not last I do have—the reason for not having health insurance, keep in mind it’s only for the fourth wave….it’s only for the fourth wave that we asked reasons for not having health insurance. At this moment we have completed 700 interviews and we are active in the field and we have more now, but these are the ones that we have entered. We have 157 reporting no health insurance coverage and the reasons you can see that sixty-five, over sixty-six percent of those who do not have health insurance gave us the reason that they can obtain free care in Mexico and I know there’s sixteen percent of those that obtain free local medical care in the US. Very, very few said that they had been rejected. They did not have—that the insurance had changed or that…I’ll let you ….
Shelton Brown: Okay. Like Elena was saying, basically there are two economists on this paper. I guess it will probably end up being a series of papers. And if you live on the border, I’ll give you an example—we have several people, actually I work for UT Houston, despite what my tag says but we have a regional campus in Brownesville and some employees that live in Mexico and they have green cards. And it was kind of interesting, one of the number one things that people would say when we would hire them was do I have to buy US health care insurance. Okay so it’s sort of not what people think. A lot of people—the assumption is that anybody on the border who is offered health care insurance will buy it. So therefore if you go to Mexico there’s no way it’s a choice—it was something that was forced on them. So the spirit of the idea that we have with the series of models that I’ll put up is well let’s just take seriously the idea that given the problems in the US healthcare system, I mean let’s face it it’s great for technogical spread the hospitals are good but the primary care I mean is out of bounds expensive in comparison to what you can get in Mexico. So it’s possible that some of this actually is people using Mexico as an insurance policy rather than having the money deducted out of their healthcare account. Okay, so that’s sort of reflected in what we’ve got here. So what did we do? We ran several regressions. One, we looked at whether you used healthcare in Mexico. We had several things, we had whether you were uninsured and as you can expect that ran very high odds ratio. Okay, also the people that were healthier okay were less likely to go to Mexico and the longer you lived in the US if you were from Mexico, the less likely you were to go to Mexico. Okay, we also looked at predictors of unpaid medical bills. Okay, so how long do I have? Zero minutes, okay. So one of the interesting things here is that we found the people who are uninsured are less likely to have unpaid bills and we think that’s because they’re going to Mexico. We’ve all gotten—everybody who has UT Select or whatever your insurance plan is we get bills, okay, alright. And so the other thing that we did is we have looked at an ID technique to try to get at the causality. Is it people voluntarily substituting okay Mexican care for private insurance, or do they have to go to Mexico? Okay, so we have a binary probe and this is a technique in econometrics and I’ll show you the interesting result is that MX_doc negatively predicts having health care in the US. So if you have a regular Mexican doctor you are less likely to buy healthcare in the US. Okay that’s the second part of the binary probe. That’s an instrumental technique that’s used in econometrics. Okay, the other thing that we did that I want to talk about with my zero minutes, okay, is that we—a better test that we looked demand for Medicare B for everybody that’s got Medicare A. Okay, so if you’ve got Medicare A you can pay about $70 bucks a month, you get doctor’s services. And we found that if you had a regular Mexican doctor you were significantly less likely to buy Medicare B. Okay so we know they were offered health care insurance so it’s a very clean test. Okay so what we are trying to do is basically take seriously the idea that Mexico is a substitute for US care. And I would say the big implication out of this and of course it’s only half the sample is that we need to do something about health policy inflation in the US if we want Mexican Americans to buy healthcare here okay. Particularly along the border it’s hard to imagine that if hyperinflation continues we won’t see more and more and higher and higher uninsurance rates in the US by Hispanic Americans. Okay. 
Alberto Coustasse: Thank you very much our next presentation is Dr. David Espino from the University of Texas Health Science Center. 

