David Espino: …for this opportunity to really look at issues from the provider perspective. I think one of the things that is kind of a change of pace for my talk is to look at the barriers associated with providing care and in particular focusing on issues other than finances as barriers. So let’s set the stage. The main piece to remember about when we’re talking about elder patients and Medicare elder patients are these are patients that primarily have problems that are chronic, which are superimposed with acute illnesses. So really the management focus moves from looking at acute illness into chronic, multiple co-existing co-morbidities and providing care to that type of patient population. And that’s a very different patient population than the bread and butter primary care provider provides care to in the United States. So the issues of access focus around the financial issues, as you know, for Mexican-origin elders, but also communication issues and issues of quality. In terms of financial, again, Medicare is based on an acute care model and we all know that so that does its job very well. If you have pneumonia or myocardial infarction, all of the roll-outs concerning cardiac care all came as the result of Medicare so it’s a good thing. But it creates problems because it’s not set up to deal with chronic care issues. The other issue with relation to Mexican-origin elders is the issue of universality of Medicare and one of the interesting things that we’ve found in working with the Hispanic EPESE data is that as we tried to link that to CMS data we found that there’s a group of people who tend to share Medicare numbers from the Mexican American perspective so that’s very interesting. There’s models out there of these folks being able to get their own care as best they can. In terms of availability we don’t want to forget that managed care, really when it comes down to the provider level, to my level, it’s an issue of managed cost. Because the less care I provide at a level then the more at the end of the year that I can take home. And so that works with specific patient populations for health care and prevention, but in terms of dealing with this chronicicity, multiple-morbidity patient population it doesn’t work very well. In terms of Medicare modernization if there’s anybody in the audience that can explain to me exactly what’s going to happen in the next six months, please let me know. And in terms of accessibility, again all of our data that we focus on are single disease models and of course what we really deal with when the rubber meets the road are these patients with multiple co-morbid issues. So what’s the issue in terms of the monolingual Mexican-origin patient of Mexican origin that we see? Well of course there’s limited number of providers that can provide that care so as a result of that it makes it very easy for us on the provider level to pick and choose those patients. And how do we pick them? We pick them based on the number of co-morbidities and we pick them based on whether or not their adult children are easy to work with, or whether they’re difficult to work with, or those kind of pieces. So there are some barriers that are associated with that to begin with. In addition to that you can see here transportation leads to issues of non-compliance. We heard a little bit earlier from the panel in terms of this quote-unquote “non-compliance;” transportation is a major issue. Communication, we want to focus a little bit on language kinesthetics. The notion that you can take a medical student and you can give them a six week course in Spanish and then they will be language proficient is something that is not realistic. And so as a result of that you get issues associated with language kinesthetics, how people present themselves in the nuances of the language which can get into barriers between the provider and the patient. And then all of the issues of cultural communication come into play. When we’re looking at trust building we don’t forget that it’s not just language, it’s how we treat one another. Do we use last names? Do we use first names? How is the physician dressed? Is there a period of socialization and is there a period of socialization within the three minutes that the provider really has to cover everything in that visit? In terms of assessment, providers, you know if it looks like a duck and walks like a duck then it’s probably a duck, but there’s many different types of duck. And so what we do with the three minutes that we have we go back to orthodox solutions. If it looks like a cardiac problem and it might be a cardiac problem—on the other hand, with these multiple co-morbidities it might be the medication that’s causing the cardiac problem, so the nuances are lost in translation. In terms of care plan development issues of care plan really come down to trust: trust between the provider, trust between the individual patient, and trust between the adult daughter or daughter-in-law. So it’s not really based on quality it’s based on trust. Support mobilization: how do we get people to actually do what we ask them to do? And we’ve heard some of that this morning but all of these things are limited in terms of formal support, for example. We’re limited by communication, not enough qualified translators, limited by transportation—getting to the people and getting people to the right place. And we’re limited by patient trust. Older people like the socialization and if they don’t they’re not going to necessarily do what we recommend. In terms of emotional support—and we see this quite often—we’re limited by family dynamics. The adult daughter who’s making the decision but then the daughter from Seattle comes in and wants to make a different decision and there becomes a whole different dynamic. And we also find that families are limited much more by time than by financial resources. They actually have to take care of their children, they actually have to take care of their adult mother who has dementia and then as we saw yesterday in my clinic we also have the spouse of the adult with dementia who also is becoming demented, so that whole household issue. In terms of quality issues, we don’t really have our handles over quality, right? A lot of the quality indicators are really counting of widgets, right? We count the number of encounters in which a mammogram was ordered, in which a blood test was done, and that really doesn’t get at the real issue of how do you measure quality when you have a patient with multiple co-morbidities and where mortality may not necessarily be the ultimate negative outcome but rather worsening morbidity being the ultimate outcome. And then the other thing that is concerning is just of course this whole issue of access. In this population, more access may not equal and certainly won’t equal better care unless we have a better system to provide care in. Some examples of that of course are the fact that in many patients they prefer their older physician and of course an older physician is no longer able to see in many cases, has a difficulty driving themselves, and so may have difficulty in providing adequate care in that regard, but you can’t get the patient away from those. Younger physicians as well who may be learning their craft as well as the fact that they’re not able to provide direct experiences and so as a result tend to make more errors, and then the whole issue of specialist care. Specialist care focused in doctor shopping—it’s not unusual to have mom taken to the cardiologist, the neurologist, the dermatologist, and any other -ologists you wish. And as a consequence of that there’s no coordination of care, there’s poly-pharmacy, and again, more access is not equivalent to better care. Non-traditional medications also enter in the mix, and finally, we will wind up with all of this in the emergency room at some point or another. I didn’t want to finish out here without talking a little bit about language, and—I mean racism. And racism of course goes from both perspectives, both the patient and the individual provider but issues such as language… a significant number of our trainees have extreme difficulty in terms of dealing with people with accents so an accent creates a barrier in and of itself. There’s a reluctance to be inattentive to these folks and then the individual providers can deliver poor attitudes towards the care. I do want to touch slightly on ethics just to remind you that ethics may differ between Mexican origin elders and what we as a society see. There’s certainly—we’ve written on issues of autonomy, length of care, and assisted suicide and radically different worldviews in this population. So in some re—all these different issues are complex. It doesn’t boil down to financial and there’s certainly not the paramount issue in terms of barriers to care and I think what we want to focus on is access to appropriate quality care and if we can begin to focus on that I think we’ll be much better off so thank you very much. 
Alberto Coustasse: Okay. Our next presentation is two speakers, Rogelio Saenz from Texas A&M University and Mercedes Rubio from the American Sociological Association and the topic is Latino Health Insurance Barriers and Health Outcomes. 

Rogelio Saenz: Okay, thank you very much and thank you to Jacqui and Keith for inviting us to speak. And also I’d like to acknowledge my co-author Mercedes Rubio and for both of us this is a new area in terms of looking at healthcare so that Sharon indicated earlier that it was a scary proposition to put sixteen years of research into ten minutes, it’s also pretty scary to put a couple of months of research into ten minutes as well. So, but just to—running down—I’ll do this pretty fast because we’re running out of time. But in terms of—we all know the drill in terms of the Latino population represents the fastest growing population in the United States. The impression that we get of course is that it’s a very young and dynamic population, one of the youngest populations in the United States. And this hides the fact that we have a significant elderly population even though relatively speaking they account for four percent of the population or so forth. In absolute numbers it is a significant portion of the population. We also know that Latinos are unique in several respects. They constitute a significant portion of the labor force. Males in particular have high levels of labor force participation and roughly one in three Latinos are uninsured. This lack of insurance is associated in many cases with the type of jobs Latinos hold and so forth. Now we also know in terms of the elderly Latino population there is a significant portion that is uninsured and we know that from the census bureau again even though Latinos—the elderly account for only six percent of the overall Latino population in 2000, we can see that the population will get increasingly older so that one-fifth, for example, fifteen percent by 2060, twenty percent by the year 2100. So that we see then the challenges that aging of the Latino population bring to the table and the increasing importance on healthcare issues and the challenges that Latinos are going to be facing, and society as a whole. So the two major research objectives that we have here is one: what are the factors that are associated with a lack of insurance among Latino elderly, and two: what is the relationship between mortality and the lack of health insurance, as well as other selected factors. Just because of running out of time I’m just going to skip here—trust me that it’s important research. We know then the life expectancy has been increasing not only in the overall population but in the elderly years as well and of course that has implications again on the health care of the Latino population. Now the study population uses the data from Kokos Markides’ The Hispanic Established Epidemiological Study of the Elderly Population. The study population: persons sixty-five and older living in the southwest—Arizona, California, Colorado, New Mexico, and Texas. We used two particular—three particular waves of data. Wave one, which is 1993-1994, 3,050 individuals. Time two: 1995-1996, and that’s 2,438 individuals. And this—a very nice composite index for healthcare insurance. Wave four doesn’t have that so we’re still working on that. And then we’re also working on time four in terms of individuals who have died by December 2004. Just the logistic regressions that we carry out. The first one is a prediction of lack of health insurance in waves one and four. We have the dependent variable, lack of health insurance, and then a series of independent variables as you can see there: national origin, age, gender, nativity, and for immigrants: time spent in the United States, marital status, employment status, economic difficulty, self-assessed health, education, and state of residence. And then the second part of the analysis is the prediction of mortality by 2004 and again the major independent variable there is lack of insurance, as well as the other independent variables that are listed here. Now in terms of the stage one descriptive results—in, for wave one, 10.4 percent of the Latino elderly lacked health insurance in that 1993-1994 period. By wave two, it was 5.9 percent that lacked insurance. Now some of the key findings that we have in terms of variables that are related to lack of insurance, younger individuals, younger elderly individuals tend to be more likely to lack insurance. The foreign born particularly those that have been in the US for a shorter period of time are more likely to lack insurance. The married individuals and widowed—in terms of comparison to other marital statuses—the employed are also more likely to be lacking insurance, and again, it shows the types of jobs that they have: low level, very few benefits, and so forth. Those with greater economic difficulty, again, have a greater difficulty in getting insurance, but in wave two we find totally the opposite. I don’t know what’s going on. I checked the coding, the recoding, and it looks fine. I don’t know what’s going on here. And those that are—ironically, those that perceive themselves as having excellent health tend to be more likely to lack insurance as well. And then those living in Texas in wave one were also, were less likely to be out of insurance. Now in terms of the second part of the analysis—looking at mortality—this shows in terms of the different waves, males, females, the percentage that died by December 2004. There’s a whole lot of theories going on here, becomes a little bit clearer when we look at the multi-variate analysis, the logistic regression. And here note that the lack of insurance is positively but not significantly related to mortality. So it looks like individuals that lack insurance are more likely to have died, but not significantly more so than those that have insurance. And individuals that are more likely to have—younger, more elderly—are less likely of course to have died, females less likely to have died. Foreign-born that are living in the US for 10-19 years are less likely to have died, perhaps a little bit of the epidemiological paradox going on there. Married and widowed individuals are less likely to have died; the employed less likely to have died, and those that are in better health are also less likely to have died. So just some of the conclusions here: the most vulnerable Latino elderly lack insurance. These are individuals that are younger, elderly, individuals that are recent immigrants, and those with greater economic difficulties—particularly in the first wave. And those are employed. And with the employed, perhaps, it’s those that are working out of necessity. That they don’t have—particularly they’re recent immigrants, that they need to be working. And there’s also the possibility of a selectivity possibility here in that those individuals that are more favorable—with a more favorable self-assessed health status tend to be less likely to have health insurance. And perhaps this is a postponement due to the lack of resources. And then the lack of insurance is not directly related to mortality, but perhaps it may be more complicated and there’s indirect relationships that we would have to take into account. And it’s a very complicated feature; we’ve only touched on very—smaller portion of the larger overall equation but we can see that there are other related factors here: histories, overall employment histories, household SES histories, access to pensions, disparity in health care, legal status, who will provide the care, etc. that are still questions that are looming. Thank you very much.
Alberto Coustasse: Okay. Before questions I want to make a comment from the south of South America—from Chile that we—as Jacqui mentioned it—our population is, elderly population is increasing and we are already having the developed diseases and now as Dr. Frenk said we have the immigration problem as we are having in this discussion. People from Peru, mostly is coming to our country, and Bolivia and Argentina. So, okay, I will…questions? There is one.

Audience member: Hi. I’m hoping Dr. Warner can articulate his last slide with the Medicare/MediGap/Medicaid population for retirees? Thanks.
David Warner: Sure. And now that I have the microphone I’d like to make one point that I didn’t add on the California HMO’s. The reason such products don’t exist in Texas is because it’s illegal. In other words, you’re not allowed to have an HMO insurance product that is—that has doctors that are not certified, not licensed by the Texas State Board of Medical Examiners. So if you had such products then employees at the School of Public Health, since it’s a highly subsidized product, that cover themselves and their whole family in Mexico pretty easily at pretty low cost. I’m sure no cost. In terms of the last slide, essentially if you are on Medicare, Medicare does not pay outside of the United States unless you are on the AlCan highway going to Alaska or if you’re in the US and have an emergency and the closest appropriate facility is either in Canada or Mexico. So essentially it doesn’t—certainly would pay for retirees to Mexico and you can buy MediGap policies which cover the pieces that Medicare doesn’t pay and there’s essentially ten standard policies—A through J, or however many that is—of which about four include travel insurance and that really covers emergency care while you are outside the US of a duration less than sixty days. So it may be possible that some people actually are retired in Mexico and use that to get emergency care, claiming that you know, they haven’t been out of the country any longer than that. So really what I’m in the—what I’ve been trying to do is push the idea that we at least ought to have a research and demonstration project which looks at the cost and the quality and the access to care of covering some specific population who’ve retired to Mexico. Maybe in the first case it would probably be not Mexicans and Mexican Americans, but the fact of the matter is that as a large number of Mexican origin population who own property in Mexico and spend a good bit of the year if not all their time back where they came from who at the same time have part A of Medicare and sometimes part B and come back to the US with their emergency needs. But it would be a good way I think to both beef up parts of the Mexican healthcare system and it would be significantly—could be significantly cheaper than it costs to provide care and other services to people up here. That was a long clarification.

Audience member: Thank you. My question is based on a … (inaudible). …symposium…so all of you are…TV with the recordings of…will be available. The place where you can find more of this will be in the www.ccm-dfw.org. That stands for Center Comunitario Mexico Dallas Fort Worth. It’s a non-commercial venture. Thank you.
Dr. Angel: I’d like to ask the panel to see if we can reach any consensus. If we were going to summarize the—any common variables that we see in the barriers to service use in acute care settings, what would those be between the population coming from Mexico but also for our retirees coming from the United States and going to retire in Mexico. What would be some of those baskets of variables that are similar that we should sort of highlight, taking away from this.

David Espino: The key piece for me was the language issue and I think that works both ways. If you are unable to communicate with your physician I think that’s a pretty basic barrier of whether you’re financially able to pay or not is almost secondary there.

Dr. Angel: And it also obviously influences whether or not you’re able to be eligible for services, for example to sign on and try to get referred to Medicaid programs, right? It takes a lot of social competency that’s very much associated with language proficiency. So I think that is clearly one variable. What else?

Sharon Brown: I just want to mention about the language issue, and I know that in many places that because they don’t have a lot of Spanish speaking individuals that they will have translators who are available and that is in my experience is really not an approach that is—in some places that’s the best they can do, but it certainly is better if you can have, in my opinion, health care providers who are bilingual and who speak both languages fluently and can go back and forth, particularly along the border where people actually speak Spanglish and go back and forth between the languages pretty easily. So I think that language is really very important. 

Dr. Angel: Big one. How about family? I mean I sort of took that from your presentation as well. Role of family and extended family in access to care. 

David Espino: Well family can be an enabler but it also can be a barrier. You know part of the family issue is the frustration of dealing with a system that is not set up to deal again with the chronic problems so they wind up moving mom to different physicians and then just increasing frustration, increasing medications, and then trying…Yes.

Audience member: I certainly agree fully that language is vital, but I think that culture is as important or perhaps more than that. And the reason being is the following, for example, the concept of time in the Mexican and Latino culture is very different. If your bus passes or you miss your plane, another one will come. It’s a circular concept, while in our society if the plane is gone, it’s gone. And perhaps another one will come but you lost that one. The relationship with the patient where in this country you need to tell the patient that he’s sick, in other societies you don’t have to tell the patient, you consult with the family. And those are vital elements in the interaction with the patient. There are very, very many things along those lines that I think the providers of health in the United States need to be fully aware of the situation if you want to have an effective interaction with the patient. Thank you. 

Alberto Coustasse: I want to add to that that being a physician and Hispanic physician is not the same and being bilingual is not the same to treat the Mexican American and instead of a Cuban physician. They share the language but they don’t share the culture. 

Dr. Angel: I think we’re out of time for this session. I want to thank everybody. The panelists did an excellent job. Before you leave, I need to remind you that our next activity is to go view the graduate student posters that are being shown to—at the end of the hallway and I want everybody to take a look at them. We will be having an awards presentation at four o clock? Three thirty. So everybody needs to come back for the awards presentation. Thank you.
Dr. Keith Whitfield: Well I hope you’ve all had a chance to go through and see the wonderful posters that students and post docs and such have presented. It’s always amazing to me and I think actually very exciting and it makes you feel like you can rest a little bit when you see such brilliance out of young people that are coming through the system. I know that as the chair for the task force we’re always looking for bright, sparkling new minds because some of our minds have cobwebs and other things in them. So I’m very encouraged to see those. Actually we knew the class of what we were going to have, and so we actually have two different presentations and the first one is just to just say how wonderful we thought they were, and we’d like to give each of you a small token. So now see you didn’t follow the instructions, you were supposed to sit in the front row. So everyone who had a poster, yep, Terrence told you. You have to come down and sit in the front row. Yes I see you. Second row, there we go. And go ahead and open it so you can show the crowd. Actually we didn’t realize that the storm was coming but we thought you might use those just in case the power goes out—nice little clocks. And in addition, another sparkling mind that I’ll say to anyone who’s in the sociology department, he’ll be graduating pretty soon and you should snap him up—is our provider of judges, Terrence Hill. Yeah, I’m glad. Good good good. He did an incredible job. The reason why I think everything was coordinated so well was because of his tireless efforts and now I also want to thank you and invite you up to present the next one.
Terrence Hill: Thanks. Before I announce the winners I want to once again thank the participants for allowing us to view their wonderful research. I’d also like to thank Juan Sanchez, Tony Miles, and Helen Azuda for giving us their time and effort in their judging efforts today. Thank you very much. So let’s get to the awards. Third place, which is seventy five dollars in gift certificates to different stores. Ana Acha? Ana Acha? Second place is 150 dollars to various different stores. Vivian Colon. And first place is 300 dollars in gift certificates to various stores. Andres Vargas. Those of you who won see me in like a minute. And now I’d like to turn the mike back over to Keith Whitfield.

Keith Whitfield: And if we could, let’s have one more round of applause for everyone. Well you finally get to hear from me a little bit today. I do more than just AV. I assist Jacqui in all matters and I have the distinct pleasure of being able to introduce our final keynote speaker for the day. Our final keynote speaker is Ron Angel. Those of you who don’t know him, I don’t know where you’ve been. In the area of aging and Hispanics he’s one of those names that’s the first ones that comes to mind. He’s a professor of sociology at UT and a past chair of the sociology department. His area of research broadly is on family health among Mexican Americans. I have tried to make this succinct because you don’t want to hear from me, you want to hear from him. But just a few things. One of the ways that I know Ron actually is that he works with my wife on—I don’t like to ever give the number but I like to say it’s the largest welfare to work study particularly of social scientists in the country and it’s in the tens of millions of dollars. It’s one of the largest endeavors period that I’ve ever seen go on. I also know Ron from some of the books that he’s done. And just three to mention, one is Who Will Care for Us?: Aging and Long-term Care in Multicultural America, Painful Inheritance: Health and the New Generation of Fatherless Families, and I got word that there’s a new one coming out in the spring I think called Poor Families in America’s Healthcare Crisis: How the Other Half Pays. In addition to many other honors, I think one important one to note is that he’s a fellow of the American Association of the Advancement of Science and a past editor of the Journal of Health and Social Behavior. He’s served on numerous study sessions, done lots and he’s going to present a discussion and a wrap up for us today. Ron?
Ron Angel: Well thank you very much. I see I’m scheduled for an hour. I think I’ll give—in the lateness of the hour I think I’ll make my comments a little bit more succinct in that you can move on to your wine and cheese or whatever. Thank you very much for having me and it’s a fascinating conference, very important topic and one that really shows us where the state of the art is in the study of Latino health in general, especially with a focus on the elderly. But what I want to do today here at the end is now move over in the realm of politics into the realm of impossible dreams and you know where do we go from here, to sort of summarize as well as to you know take a look at the future in terms of what we might do about the disparities, the problems that have been identified throughout the conference. Now as we know the research reported here was very useful when it made clear the causes and the potential consequences of differential patterns of morbidity and mortality among African Americans, Hispanics and Asians are complex and as yet incompletely understood. What’s quite notable though and I think we have to acknowledge it is that despite continuing socioeconomic disadvantages and significant disparities in morbidity and mortality among groups, minority Americans are living longer and in most cases living better than they did in the previous decades or than poor people are living in other parts of the world today. Despite longer life-spans, though, Mexican Americans, Hispanics, minority Americans in general, as we have heard, suffer significant morbidity and disability as the result of preventable causes which most likely have their origins in that complex nexus of genetics, lifelong socioeconomic disadvantage, the exposure to environmental and behavioral risk factors, and inadequate healthcare, which is what I’d like to touch upon. And as we know increased longevity in the presence of significant illness and disability means that this population has high levels of need that in many cases, as we know, are not being met. So my charge as the closing speaker is to briefly examine the possible means for meaningful change for realistic healthcare reform for addressing the healthcare disparities that we have heard identified. Especially innovations that might improve the health of Latinos, the subject of this healthcare conference, and especially of Mexican Americans, I’d like to focus on who are seriously the most underinsured in the nation. In response to that charge I’ll briefly touch upon some complex political issues in order to emphasize the barriers that exist to any meaningful and significant reforms. And also, you know, we’ll do a little dreaming, as it were. But first let me begin on a fairly pessimistic note, those of us who believe that the only realistic option for providing health care, basic health care coverage to all Americans is a universal tax finance system that covers everyone. Clearly been relegated to the wings in the current political climate. It’s not going to happen next week. After the resounding defeat of the Clinton health plan which we don’t talk about anymore because it’s not in fashion, a realistic view might well be that any meaningful reform of this employer based, employment health care system that evolved after the second world war in the United States is unrealistic, that any significant reform that is going to extend coverage to the 47 million plus Americans just won’t happen. It’s simply impossible, after all as we know the Clinton failure was only the most recent in a long history of attempts to provide health care to everybody, beginning with the progressives in the last century. Truman attempted, there have been several attempts, none of which have come even close. The current system as we well know, as you know, has worked well for all of the major players including management, business, labor, insurers, doctors, hospitals, pharmaceutical companies, to mention important players, and the rest of the health care industry. It’s worked very well for middle class Americans who have good jobs, and who correctly perceive that any extension of coverage to those who are currently uninsured, it’s probably going to be digging into their benefits, and certainly undermines the choices that many people still have and are quickly losing. The result is that, you know, those segments of the population with the greatest political power currently have no real investment in changing the system. It’s just fine from their perspective. The fact that 47 million Americans who are uninsured, and probably many more under-insured, inadequately insured, really is in and of itself not enough I would say to change the system. The number has been fairly constant, or the proportion has been fairly constant, the number goes up as the population increases. These are just the wrong people. They are the working poor, they are the unemployed and under-employed adults, they are the children who qualify for Medicaid as we’ve heard about on the basis of income but who are not enrolled in the program. So they’re just the wrong people. They’re not the ones with political clout that will allow them to take on entrenched interests. However I think there are other changes that are going on that although these 47 million, the existence of them will never change, there are things that are going on that may lead to reforms that could benefit Latinos, African Americans, and other people that are currently not part of this system. Recent Kaiser report and other reports before it have documented the fact that health insurance premiums continue to rise for families, for individuals. They’re going through, they have risen for the last few years and continue to rise at a rate far higher than general inflation as you well know. Even in years in which the rate of health care inflation decreases it’s still three and four times what general inflation is. Which means that employers are dropping plans, as you well know. They are dropping plans that were promised, Medigap plans that were promised to retired employees even after those individuals are retired. So they’re dropping these right and left for employees and they’re shifting the greater burden of paying for the plans on to the employees. So a family plan these days costs 10 to 12 thousand dollars per year. The employee is asked to pay an ever larger fraction of that cost, and finds him or herself having to pay higher co-pays at the doctor’s office, having to pay for many more services that are not covered. So what’s happening in this environment is that the middle class and the working class find itself subject to the same sort of health care insecurities that have sort of been normal for African American families, Latino families, for decades. So one can see that perhaps this particular shifting of the crisis up the socioeconomic ladder creates an impetus that might well need to change. I think that in the longer term there are forces at play that will require a greater coordination of the system—the need for savings, the need to introduce, like it or not, ration of various sorts. The middle class, those people with jobs now know that they’re going to get _____________ but that may be, that’s just probably too bad. Now for the remainder of this talk I’d just like to focus on the fundamental shortcomings of the proposals that have been made and sort of explain why anything short of a universal plan probably won’t work, certainly won’t cover all of the Latinos or anyone else who is uncovered. And maybe we can sort of just think what is the time frame for the renewal of the debate on universal health care might be. Now before doing so I must point out that in addition to having inadequate incomplete health care coverage as you’ve seen documented in many places, minority Americans are subjected to increased structurally based health risks that represent a major public health care crisis. A  large body of research in addition to that presented in this conference here that you’ve heard today shows that the systems for assuring the health, the public health of the work force, of the labor force and the population in general are in disarray. This is a term that was coined by the National Institute of Medicine by Dr. Sharp’s direction. Although modern medical care has contributed to both the increased length and higher quality of life, basic public health measures, such as ensuring clean water, safe food, safe workplaces, providing family planning and especially delivering vaccinations to kids may have a lifelong impact. They are relevant to the elderly as well as to the young. And that particular system is just not functioning. And those who it’s leaving behind and serving least well are minority Americans. African American and Hispanic children are at the highest risk for incomplete immunization with all of it’s lifelong implications. In recent years the immunization gap between non-whites, Hispanics, African Americans, and Hispanic children has widened, and not in favor of minorities. Approximately a quarter in 2001 of African American children were incompletely immunized, a crisis that we don’t seem to be able to correct. This fact adds to the already at risk profile associated with poverty and it threatens the quality of life for future generations. It threatens the productivity of the labor force; it threatens the retirement income of non-hispanic white Americans who will be relying on the two employed workers, one of whom will be a minority American in the years to come. Although the proportion of overweight children has increased among all groups, the increase has been particularly pronounced among black and Hispanic children. These children again are at elevated risk of the early onset of all of the negative consequences, the negative sequeli of obesity. So once again, these are problems that begin, they’re rooted in socioeconomic disadvantage, which is intimately related to racial and ethnic discrimination differences in the United States that have lifelong implications for asset accumulation, for earnings, for the welfare of not just individuals in their later years but entire community. The assets and the wealth of entire communities are affected by public health. Okay well so that’s one aspect that we may not have touched upon today. Back to health care just as health care, going to the doctor, being in the hospital. As I said before, universal health care proposals have never come even close to succeeding in the United States and this fact might well lead one to despair the possibility of anything ever changing but as I’ve said before there’s reason to believe that things might well change in the near future as the middle class finds itself pinching. Now let me just say something about the health care system itself and move towards what I think the reforms that have been offered in various forms in Congress mean for Latinos in specific. Let me begin with another institute of medicine proposition: we can ask ourselves ‘what are the basic requirements for equitable and sustainable health care system that addresses the needs of the entire population?’ Now there seems to be a fairly wide consensus on the characteristics of an equitable and efficient health care system, the dilemma of course is how we get there. The dilemma is in the details, of course, in this case for sure. What is economically feasible? In the ideal health care system, coverage should be universal, right? It should be continuous, shouldn’t end as you shift from one job to another. It should be affordable for individuals and families. Access to health care should not be limited by a means test as it is currently for the poor. It should not depend on age. There shouldn’t be an age where you lose it or which you gain it prior to which you don’t have it. It should not depend on current health status or individual characteristic including race or ethnicity. Basically a system should not underwrite, which is what our current system does. We shouldn’t think of people as risks—as having different risk profiles. They are people and they need health care. Kenneth Arrow many years ago, a very famous economist pointed out that health, insuring health—paying for health care is different than any other commodity because in those days we thought of it as something that you insured against. You can insure against events that are rare and catastrophic events that we think of. Health care is not. Maybe you know cancer or a brain tumor might be thought of rare and catastrophic as it certainly is, but preventive and standard acute health care is not budgetable for poor families not because it’s unpredictable but because they can’t afford it. Now in an equitable health care system there should be continuity of health care and few transfers between sources of care as people shift from welfare to jobs or one job to another. And currently, Keith, in the study that you just mentioned we find that health care is hugely discontinuous, that families don’t have complete coverage, that in families some children are covered by health care—by Medicaid or CHIP—other children are not because they’re too old, because for any number of reasons, and rarely are the adults covered at all. So the situation currently does not look anything like what we would consider an ideal system to be. And of course the system has to be sustainable in the long run. Let me just mention some of the actual plans that have been proposed. I’m not going to mention individual names, I’m not going to mention Kennedy, I’m not going to mention any specific bits of legislation but rather the types of plans and things that have been offered, propositions that have been offered, and then we can think of why they might not be particularly useful or thought that they might fail to accomplish the purpose of insuring everyone who’s currently not covered. Now, many have been offered. One, some are like you know medical savings accounts that you might have heard of that are very popular with people who—I’ll start with propositions that really want to leave the status quo as is. They simply, and employer based, market based system in which somebody purchases the health care insurance whether it’s indemnity or any other sort. Basically I’m looking at who pays. The problem, let me simply say, with the currently system that has evolved after the second world war and which you saw today that is __________ is that it’s employer based. We tie health care to employment which is fine if everybody is employed. Well, not everybody is employed so that wouldn’t work either. If everybody who were employed had health insurance that would, might get us a long way towards universal health care. As we see, even the middle class are finding that they are not insured, either at all or incompletely insured. Most of the people, most of the workers in the study that Keith mentioned again, if you do a study of poor people you will find that they are in jobs in which economists talk about take-up, in which you can be offered insurance and then you can choose or choose not to purchase it. These people are not offered it in jobs. Many are working in the informal economy. If you go to work at IHOP, if you go to work at Motel 6, you’re not going to be offered health insurance. If you work you wouldn’t be able to afford it. You certainly wouldn’t be able to afford a family plan. So workers can’t afford the individual plan whatsoever, and if you are working at a job that does not provide health insurance, I assure you you will not be able to afford it on the open market. There’s some really awful things—anybody watch Spanish TV? They’ve got ads for family health care for like two dollars a day; I mean somebody’s getting ripped off here, right? Health insurance is expensive; a decent plan is highly expensive. So one of the propositions that you’ll hear about is medical savings accounts, or sometimes called high deductable accounts. And that, so, really what you know is that if the insurance is cheaper, the higher deductable you take. So really what they are is just, these are plans with a $1500, a $2,000 a year deductable with a provision that you’re allowed to save up that deductable, carry it forward on a tax-exempt basis. In some of these plans the employer can do it from what I understand. The actual tax-based nonsense, but the whole point is that the insurance is cheaper to the extent that the employee 
