NHMA – NATIONAL HISPANIC MEDICAL ASSOCIATION

NHMA – 15th Annual Conference – Health Care Transformation to Expand Prevention and Health Promotion for Hispanic Communities

Washington, DC

March 20, 2011
Contents

1Plenary Breakfast Session: Building a National Agenda on Healthy Aging, Eldercare and Healthy Hispanic Communities





Plenary Breakfast Session: Building a National Agenda on Healthy Aging, Eldercare and Healthy Hispanic Communities
[START 240824_March20_Breakfast_1_Castro-Walker-Vega-Luchsing]

DR. KATHY FLORES:  Good morning.  Boy, everybody looks half asleep.  Good morning.  

MIXED VOICES:  Good morning.  

DR. FLORES:  [foreign audio]  My name is Dr. Kathy Flores [phonetic], and I am a family physician in Fresno, faculty with University of California San Francisco School of Medicine.  We have a Fresno campus and also am the director of the Latino Center for Medical Education Research, which is a pipeline program for our youth.  The reason I’m the moderator, I think, is because I’m old, and as you know this is a workshop on aging.  The title is “Building a National Agenda on Healthy Aging, Eldercare and Healthy Hispanic Committees.”  I tried to get our immediate past chair, Dr. Simia [phonetic], up here to help me moderate, but he denies that he’s elderly so that’s why you got me.  I really do appreciate that you all came out this morning.  I know that a lot of you need to leave, and as you can tell a lot of people did leave.  
But we have a very exciting agenda, and you can see we have a full panel.  We will stick to our timeline.  Everybody has 10 to 12 minutes to do a presentation.  Several of our speakers do need to leave right after or shortly after their presentations, and so rather than holding all questions, if there are a few questions.  We will take a couple, but to respect the rest of the speakers we certainly don’t want to take a lot of time because we want to get through to the end.  
I did ask all of them if they had financial disclosures, and none of them do so we won’t take any more time having to each of them to disclose that they don’t when they come up, and lastly before you all leave today, I just want to remind everybody if you haven’t paid your dues to please pay your dues for NHMA.  As you can tell after this conference, it was amazing, and there’s a lot going on, but we really do need your membership.  As you leave, if you haven’t paid your dues, please talk to the people who will be checking you out, and they’d be happy to take your check or your IOU as long as you give them your name or card.  


With that we’re going to start with our first speaker, and I’m very honored because I got to listen to this individual last week when I was at the [foreign audio] Conference, which is a Latino education conference in San Antonio, Texas.  I had never heard him speak, and actually frankly I had never heard about him, but I was very impressed after listening to him.  I actually knew that he was a recipient of one of our awards, and I looked forward to having the opportunity to see him here again today.  


For those of you who don’t know the Honorable Julian Castro was the elected mayor of San Antonio on March 9th, 2009.  A 36-year-old San Antonio native, Mayor Castro is the youngest mayor of a top fifty American city.  In 2001, at the age of 26, Julian Castro became the youngest elected city councilman at that point in San Antonio history.  Throughout his tenure in public service, Mayor Castro has championed a vision of economic growth and a top-notch quality of life for all San Antonians.  


Befitting those goals, Mayor Castro has placed an unprecedented emphasis on education during his first term in office with the goal of positioning the city to attract the jobs of the future. His initiatives in early childhood education, high school dropout prevention and comprehensive higher education counseling are holistic in approach, and he is trying to raise the local educational attainment levels in his city by actively being a participant.  He was just sharing that he visits the schools in his community quite regularly.  


I wanted to end by saying I also met another individual when I was at that same San Antonio conference who happens to be his twin brother, and when he spoke the day after the mayor, he mentioned that he had an ugly brother and this is the ugly twin.  Before he comes up, I wanted to also mention that he wasn’t here last night, and I apologize that we don’t have the award with us this morning, but he was honored by receiving the government Hispanic health leadership award, and we will get that to you.  You can read more about him.  There’s tons more in his bio that’s in your program.  So please give a warm welcome to the mayor. 

MR. JULIAN CASTRO:  Thank you very much, Dr. Flores, and thank you, Dr. Simia, and to all of the NHMA members.  Thank you all for being here.  I appreciate the opportunity to present a little bit about San Antonio’s progress with our aging in place strategy.  I also want to commend all of you who did get up on this Sunday morning for being here.  I was telling the panelists that being in politics you develop a thin skin.  A few years ago some folks when I was campaigning invited me to come to their home because they wanted to host a coffee for me, and they said that there was so much enthusiasm for my candidacy there.  It was on a Sunday afternoon, and when I showed up there was them and two other people.  So being in politics, you get used to grand crowds and small crowds.


I want to tell you a little bit about what we’re doing in San Antonio to distinguish ourselves as a community as it regards the health and wellness of seniors.  A little bit first about San Antonio itself.  San Antonio is now the seventh largest city in the United States.  Our census numbers just came out.  We have 1.327 million people.  We’re the second largest city in Texas.  Over the last decade San Antonio passed Dallas to claim that distinction, and we’re about the fifth or sixth fastest-growing big city in the United States. 


The city is 63.2% Latino, and just over 90% of that is Mexican American Latino as you can imagine being only about three hours away from the boarder.  What that means as a practical matter, of course, is that generally the city is a young city.  The median age is 31.7 years.  At the same time, we also have a very, of course, well-established and growing senior citizen population.  And so I wanted to present a little bit about what we have done over the last couple of decades to address this issue of insuring the health and wellness of our community in a way that works with non-profits, with other governmental entities, and with private sector partners.  


I never use PowerPoint, and I hope you’ll begin by forgiving the mistake on the date.  Today is March 20th, not the 21st, but they say that green is forward so this should be easy enough.  


So we expect a 45% increase in senior population over the next ten years in Bexar County.  So San Antonio has about 1.3 million people in it, and Bexar County, the county that it sits in has about 1.7 overall.  You can see the projection there to when we take this out at the end of it showing about 350,000 seniors if we define that as age 60 and older.  The City of San Antonio is about a 12,000-employee organization that is not consolidated with Bexar County, but we have a Senior Services Division and that department is responsible for the coordination of service delivery with other governmental entities as a passthrough of federal and state dollars, and also a direct provider of services.  I’ll get a little bit more into exactly what those services are.  


One of the things that has been astonishing to me because I got onto the City Council in 2001 and was there from 2001 to 2005 and then became mayor in 2009, has been the dedication of resources to the health and wellness of seniors.  It has increased dramatically, and you see that here in this chart.  Just from fiscal year 2007 to this fiscal year 2011, it’s increased, and - - million, and that’s irrespective of the issues that all cities have had over the last couple of years during this down turn.  So it’s been significant.


The funding sources for that are not just city funds, but city funds make up about $4.4 million of that.  Our city general fund contributes about $1 million of what we call consolidated funding.  There’s also general fund support from the city for nutrition and transportation services that I’ll describe in just a few minutes.  We also get community development block grant money, about $400,000, and the Alamo Area Council of Governments, which is funding that comes generally from the state distributes about $2.2 million to the city.  And our comprehensive senior nutrition centers also are funded at about $2.6 million, and private sector donations make up about $200,000 of our budget.  


So what are the services?  There are actually a whole array of services.  You will see in a few moments that the City of San Antonio in 1973 began its services in a very, very basic way with respect to seniors.  It wasn’t a comprehensive model.  It basically just said we’re going to set up some places in the city where people can go and get meals if they don’t have a meal to eat for lunch, and it was strictly that.  In the years since then, the services that the city offers have expanded significantly.  Now it includes those nutritional services, paratransit services to transport folks to doctor’s appointments, grocery stores and so forth.  There are also resources that are provided in a more comprehensive way, referrals to non-profit agencies, help with medications and medical equipment, and the eligibility for it starts at age 60 and you have to be a Bexar County or City of San Antonio resident to take advantage of these services.  


This is just a kind of visual of how much growth there has been in the different types of services offered to seniors from adult senior centers to nutrition sites to what I’ll describe as our one-stop centers and talk a little bit more about in a minute.  Eighty-two centers is a lot for San Antonio.  San Antonio is 469 square miles in land area.  Just to give you a sense, this is more than Houston and Dallas combined in terms of these types of senior outreach centers.  I’ve spent a little bit of time thinking about why that is, and really I don’t particularly know why San Antonio has invested so much more in this way at least in this mode of service delivery, but for us it seems to have been very effective.


So, why have we invested?  Well, one reason may be because there’s a tremendous need.  I don’t think it comes as any surprise to folks in this room that with such a heavy Latino population we also have a very heavy rate of diabetes.  In fact, as the numbers bear out, San Antonio’s diabetes rate or Bexar County’s diabetes rate is twice the national average.  The rate of obesity is also significantly higher, and we see all of the health maladies associated with diabetes, hypertension, more stroke, all of those things in our senior population. 


So, just at a 30,000-foot level, our comprehensive nutrition program is about delivering hot and nutrition meals to our seniors, and they are served generally in a congregate setting so there’s also an opportunity for folks to come to these centers, to socialize, to get to know neighbors, and develop relationships, something that goes beyond strictly just having a meal.  As I mentioned, they started in 1973, and there are now 82 of them throughout the city.  


There are 989,000 meals that are served annually through these centers, about 3,700 meals a day, and over 7,000 seniors are served annually.  There are about 261 serving days per year and over 1,400 volunteers in addition to paid workers that help make these things go.  And so those are the senior nutrition services.  


The city also provides paratransit services.  The senior transportation program basically is based on the idea that we want to make it convenient for seniors who may not have the means to go to a doctor’s appointment, or another important appointment or to take care of legal issues or whatever it is that they need.  The city wants to put in place the ability to service their needs, and we’ve done that in a significant way providing door-to-door paratransit services usually to take folks to medically-related treatments and other essential appointments, and that includes grocery store visits and so forth. 


This is just a little bit more about those paratransit services.  As you can see, it’s a relatively modest fleet, 10 vehicles, but they made about 12,500 trips in 2010 and about 88% of those trips were for critical medical appointments, and it served about 500 unduplicated seniors annually.  


We also have an elderly resource access service component.  This is part of the latest development in San Antonio in terms of serving seniors.  We’ve gone to a kind of one-stop model of service.  These are places, and there are five of them right now.  The goal is to make 10 across the city where seniors can go and get more than just a hot meal and enjoy more then just a social setting, but essentially be part of a case management model for services.  
So, if they have an issue related to their social security check or they have a medical issue they can get a referral.  They also can take advantage of a partnership that the city has for them to get a health screening there on site so that a lot of our seniors who don’t want to go to the doctor, I remember I grew up with my mother and my grandmother mostly.  My grandmother had diabetes and she eventually died of that, but she never wanted to go to the doctor, and that’s very, very common in our community.  


So this is a sort of less intimidating way for them to access those services, and perhaps engage in a little bit of preventive care instead of having the emergency room be their primary care physician.  


So this is the case management model that I talked about, and it’s been very successful.  I want you to notice at the bottom some of the particular issues that we also offer including emergency rental assistance if there are folks who need assistance with paying their rent on a monthly basis.  CPS energy is the municipally owned utility for San Antonio.  They offer discounts for seniors who cannot afford their electricity bill particularly in the hot months of the summer or the cold months of the winter.  


The San Antonio water system does something similar on water bills.  We also have a program called Plumbers to People that gets folks out to homes that have issues with their plumbing, and Project Warm and Project Reap are similar assistance programs related to energy bills.  That’s been a significant challenge.  I don't know why my staff in San Antonio thought that folks in DC might actually want to see the addresses of these places, but let me just comment a second on that portion of it. 


We have a tremendous number of seniors like you do in every community that are essentially shut ins, and so trying to get them out to the centers has been a challenge.  But we’ve been proactive about going out to homes and partnering with organizations like Christian Senior Services, like Meals on Wheels and others that do have relationships with folks because they deliver meals to them.  That’s been a large part of our success.  


We also have something called Project Hope, the healthy options project for the elderly.  This is a project that is delivering food from the food bank to 65 nutrition centers on certain days, and our seniors who come to the nutrition centers at that time not only get the meal but also can take a month’s worth of food with them from the food bank if they need it. 


Some of the partner agencies that I mentioned is you can imagine over the years if you think about San Antonio, San Antonio has been, especially the Hispanic community, sort of one of the ground-breaking communities for social service and related agencies in the Latino community.  Things like MALDAF [phonetic] were started there.  LULAC [phonetic] was formed in South Texas, and we have in the health field places like Central Delvadio [phonetic] and others that are doing a great job being part of a team to provide comprehensive services to seniors, everything from medical equipment to a dance therapy program that’s gone citywide that’s focused on seniors and trying to get them active and hopefully in good spirits.  


So, this is just a little bit more about that.  We’re at five comprehensive centers, one-stop centers right now, and the goal is to eventually be at ten.  The sixth one is under construction, and it will be done this summer.  So more addresses.


I just wanted to note that we have over 1,400 volunteers that take part in the service delivery to our senior citizens, and for me that has been one of the best parts to witness because we have a lot of young people that have had the opportunity to develop strong relationships and to learn from seniors in our community.  And I hope take those lessons and become more civically engaged themselves.  I think that’s sort of a side benefit, but San Antonio has been above everything else a community that is committed to the health and wellness, not just of young people because actually we always hear about that.  You hear a lot of focus on the youth and the future, but our senior population that is growing at such a quick rate and particularly as we look at a Latino community, this wave that is very young now one day are the ones that are going to populate in a grand way.  That senior community is very important to focus on.  Thank you all.

DR. FLORES:  Okay, we have another amazing speaker and another attorney.  This is Edwin Walker.  


As the deputy assistant secretary for the program operations with the Administration on Aging within the U.S. Department of Health and Human Services, Edwin L. Walker serves as the chief career official for the federal agency responsible for advocating on behalf of older Americans.  In this capacity he guides and promotes the development of home and community-based long-term-care programs, policies and services designed to afford older people and their caregivers the ability to age with dignity and independence and to have a broad array of options available for an enhanced quality of life.  Again, the rest of his bio is in your packet.  Please read the rest of the bios.  I am going to really cut them short.  Mr. Walker also will need to leave about the same time so we’ll have him do his presentation and then take a question or two.  So please give a warm welcome to Mr. Walker. 

MR. EDWIN WALKER:  Good morning.  It’s great to be here.  I officially bring you greetings on behalf of the Administration on Aging and Assistant Secretary Kathy Greenley [phonetic] as well as Principal Deputy Assistant Secretary Cindy Padilla.  Cindy really wanted to be here to do this session today, but she is actually in Denver facing some health challenges.  
So I was very pleased to step in and be with you this morning and to talk briefly about healthy aging and to tell you a little bit about who we are and what we do because we weren’t quite sure that this crowd was aware, but we want to officially say that it is very significant that you as an association are having this session on healthy aging that you are looking at how to address the issues as we move forward, the issues of healthy aging especially with the Hispanic population.  


I represent the U.S. Administration on Aging.  I was telling one of my colleagues here on the panel this weekend I reconnected with a friend, a college buddy, my best friend from college, and so we were catching up.  You know, how do you do 35 years in 2 hours?  We were catching up, and I was telling him what I do.  He says you know you are really passionate about this, and it hit me, it was like well that’s because I really love what I do.  
I know that I work for an agency whose mission is really to help people, people who really need help, people who appreciate that help, and we’re focused on improving the lives of older people.  It’s a simple message, not necessarily easy to do, but a critical message and one that makes me feel good.  I was raised in part by my grandmother.  She instilled a good, strong respect for elders and a sense of community service and public service.  So that has guided me through my years.


We at the Administration on Aging are responsible for implementing the Older Americans Act, and I would imagine that some of you in the crowd may not be familiar with the Older Americans Act.  I wanted to let you know that it was passed in 1965, in July of 1965, right along with Medicare and Medicaid.  
It was the third part, but it was actually passed first, of President Johnson’s social agenda as part of his war on poverty.  Medicare was implemented as an insurance program for seniors.  Medicaid was for indigent individuals, people who didn’t have resources, and the Older Americans Act was passed to address the number of at that time poor seniors who really didn’t have a structure, an infrastructure in the community to address how do you continue to live in the community in a holistic way, in a comprehensive way, and so I’m very proud to be a part of that Older Americans Act national aging network, as we refer to it.  
And we believe that we are a good complement to Medicare and Medicaid with a mission that is designed to focus on health and independence and to give older people whatever they may need to help enable them to continue to live in their own communities, preferably in their own homes for as long as possible, and to prevent premature institutionalization.  


But once they are in an institution to then speak on their behalf, and advocate on their behalf, and to protect their rights.  


So, we’ve had 45+, actually 46 years of success and experience at being and becoming the visible, trusted community resources that older people rely on for information, assistance counseling and support.  And that’s regardless of funding stream or administering agency.  We are the entities where older people turn to in their communities when they have questions about issues.  The Mayor just highlighted our programs better than anyone else because we’ve created this infrastructure with a good federal model.  
We are a very small federal agency at the top, but just like a pyramid we give our dollars out to every state, and there are 56 state units on aging, they then distribute funds to regional planning commissions called Area Agencies on Aging, and then they contract with local cities and service providers to provide a whole host of services that support seniors, more than 20,000 providers at the local community level, and our dollars are flexible enough so that communities, individual older people themselves participate in a process that determines what their needs are, and the dollars can respond to those needs.  


And so across this country you have a network of senior centers and programs designed to keep people healthy, nutrition being the largest of those programs both in a congregate setting and for those who are homebound home-delivered meals as well, commonly known as Meals on Wheels.  Everyone has heard of Meals on Wheels.  No one has heard of the Older Americans Act, and so we need to think about whether or not we take on that name, but again I’m just very proud to be a part of that agency.  
We are and as I mentioned 45, 46 years of progress, but we also are aware of what we haven’t done well and the fact that it is a small federal program and we are at the point at the Administration of Aging of investing in and rebuilding the capacity of the aging network because we are very mindful of the demographics and we know the challenges that are before us and we know we need to better prepare our network to respond to future needs as well.  And one strategy that we’re employing there is to become a better partner and to truly integrate what we do with the healthcare delivery system, do it in a much better way than we have in the past.  And I’m going to talk about that in a bit. 


You know, our programs are often likened to motherhood and apple pie.  They’re good things.  Who is going to complain about our programs, and they’ve been developed from the standpoint of being practical and good common sense solutions to social issues.  But we have embarked upon a new era in this country where the competition for resources has become fierce, and as a result we as a network need to be much smarter if we’re really going to achieve our mission, which is always having an eye on the older person and ensuring that we are able to get to them what will help them.  
And so what we’re looking at is getting on that bandwagon, and we’ve started, and I’ll talk a little bit about that.  We’ve started by focusing not just on good common sense solutions that have been developed throughout the country and in local communities around the country but to really focus on the science.  To look at evidence-based interventions that have been proven to produce good health outcomes and reduce healthcare expenditures and really have been proven to be of good value in a publicly administered program.  


I looked at your overall agenda and saw tat you’ve had a number of sessions related to healthcare reform, and I was pleased to see that because we’re starting this week in terms of marking the one-year anniversary of the passage of the Affordable Care Act, and from the administration I have to say that we just couldn’t be more pleased about the potential to really make a difference in this country and to bring about a transformative change in this country that’s been long overdue. I was sharing with the mayor that I’ve been back here at the Administration on Aging since 1992, and I worked hand-in-hand with Hillary Clinton on the big effort for health reform.  
I was grieved over the fact that we were not successful during that administration, out there stomping for it each and every day and admittedly there were some mistakes that were made, but the purpose was dead on and definitely needed and right.  So this time around when we again launched into efforts for health reform, I was just again very excited but also very concerned that, oh, we may not make it again.  When the treats from the congress came, I was about to grieve all over again, but I was so pleased.  So this week we are very excited to highlight the one-year anniversary of health reform, and again as we go through a host of reforms they are all focused on providing better care, producing better outcomes and reducing costs.  


You’ve probably heard some of the initiatives related to changing payment methodologies and incentives and moving from paying for individual procedures to paying for the outcome of the patient, changing the way that performance is measured and reducing re-admissions, and reducing errors, and reducing fraud, waste and scams, but while the reforms are really focused on the patient, they are focused on the individual, the client, with an eye toward the person always, something in the aging network we’ve always done.  


I’d like to mention to you that in the U.S. within 30 days of discharge from a hospital there’s a 24.5% rate of hospital re-admissions, far too high, and the process by which patients move from hospitals to other care settings is increasingly problematic as hospitals shorten their lengths of stay and as care becomes more fragmented.  


Medicare patients report that their highest level of dissatisfaction is related to discharges, and care transitions is the movement under reform where we hope to make a better mix of that where we combine and really thoughtfully integrate the healthcare delivery system, aging network supports, individuals throughout the community, all the networks that are available to ensure that the individual who is being cared for has a smooth transition.  There will be demonstrations related to this that will really help to urge hospitals and community providers of all kinds to work together to develop good systems that will be targeted to those areas where we have the highest rates of hospital re-admissions in order to reduce that.  
At the administration, we have been focused on prevention.  We have talked about healthy aging.  We’ve worked with CDC who has a healthy aging initiative.  We have worked with other agencies, and as I alluded to, we have been focused on translating research into practical interventions that can be implemented through our community based providers and organizations.  
We have looked at and found a number of evidence-based interventions that truly have been proven to reduce disease and injury and the risk of falls, interventions like Stanford’s chronic disease self-management program, which is so easy to apply in our community-based organizations, peer-led intervention that really has a positive outcome in empowering individuals, seniors to take better care of themselves, learn how to do it, interact with their physicians in a better way and their other healthcare providers.  I didn’t know about it.  When I first heard about it, I said what is it really like?  


I listened and I said, so this is sort of like a Weight Watchers for chronic disease because it’s supporting one another.  It really works, but other interventions like Matter of Balance to help prevent the risk of falls and all, and we have as an aging network have been focused on rolling out and making seniors more aware of their Medicare preventive benefits as well to ensure that they are aware of them and availing themselves of the new annual wellness exam and the screenings for mammograms and colonoscopies and the like, but I want to take a minute and talk specifically about the older Hispanic population. 


Currently, the older Hispanic population represents 6.8% of the older population at large, but in eight years Hispanics will become the largest minority group within the population of older individuals.  By 2050, Hispanics are projected to account for more than 19.8% of the older population.  Yet the poverty rate is two times that of non-Hispanic whites, and while nursing home residents declined for whites between the years 2000 and 2007, for Hispanics it grew 43.6%.  As the mayor mentioned, Hispanics tend to have multiple chronic conditions, 1.5 times more likely to have diabetes, but 60% more likely to die from diabetes.  
This clearly speaks to a need for us to collectively address these issues and to work together to ensure and when I say together I mean government, the entire public sector, the philanthropic community and the private sector as well as individuals.  Each person needs to take responsibility to make a difference here, but we have started working with HERSA [phonetic], CDC, CMS, ARC, ASPI, NIH, and the Office of Minority Health.  We need to honestly address and tackle the health disparities in this country, but we also need to prepare for the future.  
What we’ve done is we first started with what we call a learning network.  It was HERSA who helped us with this, and we targeted the eight largest population centers in the country related to older Hispanics.  Those communities were Chicago, Houston, LA, the lower Rio Grande Valley, Miami, New York, San Antonio, and San Diego, and we convened teams and focused on the evidence that was there and had the community-based teams develop strategies for tackling the health challenges of older Hispanics.  
We’re now broadening that because it’s been so successful focusing on diabetes self-management and attempting to get accreditation so that we can eventually get Medicare reimbursement for this in order to continue to fund it.  We work on a national level with two primary national minority aging organizations who have worked with us for years in terms of focusing on reducing health disparities and getting the word out.  We have focused on medication management issues, and we are looking at working with federally qualified health centers to advance issues related to the medical home model.  


We are focusing on and continue to focus on addressing cultural competency.  We’ve developed a toolkit that all of our providers and anyone actually could use to interact with individuals and other organizations to insure that in your organization your staff are sensitive to the issues of both culture and language and how they can really be a barrier if not appropriately addressed in your programming.  


We are working with issues related to the future of the work force.  We know because we run a family caregiver program, a national one, that family caregivers are the primary caregivers in this country of long-term services and supports, but we also know the family structure is changing and there’s not enough to really address the whole host of needs and issues.  
So, we are talking with other organizations and the Department of Labor about how do we get others and how do we plan for investing in the future to create a new direct-care workforce, an additional direct care workforce?  I can tell you from traveling in other countries this is not an issue unique to us.  We saw in Spain where they had made an agreement with El Salvador, and they actually trained people in El Salvador, put them through school, gave them the skills, and then brought them to Spain for purposes of being the direct care workforce in the country.  We are taking a very comprehensive approach to addressing the issues, and we are looking forward. 


My last point because time is up is that just a week or so ago Hispanics in Philanthropy issued a report. I don’t know if it was discussed here at the conference or not, but they launched a report on the hill and held a press conference.  It was a very good report because it highlighted the data, the needs and the issues, and their recommendations were that we need to take a very comprehensive approach if we are going to address the issues of Hispanic aging in this country.  Organizations such as this association should look at how to become mentors for others, how to encourage individuals to get into the field of geriatrics and gerontology.  I’m pleased to have our health and aging policy fellow, Dr. Analica Herrara [phonetic] here with us who is placed at HERSA but is working with the Administration on Aging.  We are talking about these issues, and we would love to join with you in partnership to begin to address these issues as well.  Thank you so much.  

DR. FLORES:  Thank you very much.  That was an outstanding presentation.  Mr. Walker is also going to need to leave in just a bit so if there is a pressing question we can entertain that right now.  There is one, and we’ll take one.  Oh, there’s two.  We’ll take one and then that one, and that will be it.  

MR. PABLO HILL:  Pablo - - Hill [phonetic] from Albuquerque, New Mexico.  Coming to this conference really informed me about the Affordable Healthcare Act.  After you hear nothing but negative news media on the Affordable Healthcare Act, can’t the administration get on to Meet the Press or something similar and explain what is going on with this and give it a positive spin instead of just negative spins?  That’s my question.  

MR. WALKER:  Thank you for that comment.  You will see a media blitz this week.  Every day there is a different theme highlighting the benefits and the positive components of health reform.  Tuesday happens to be seniors’ day.  I’ll call that to your attention, but there will be folks all over.  The administration also believes that we’ve been trying to do that.  There has been a tremendous effort to focus on misinformation and to mislead people.  That’s a shame.  It’s part of the era we live in.  We recognize that, but it speaks to the need to clearly indicate what the benefits are and to make them personal for individuals.  It’s sort of like politics.  All politics are really local.  

DR. FLORES:  Thank you.  

DR. RUBINSTEIN:  Thank you so much for the talk.  It’s great to have you here.  It was encouraging in a healthy aging session, so I’m glad that this is taking place.  Dr. Rubinstein from Sarasota, Florida. My practice is primarily health aging, anti-aging, originally cosmetic surgery interestingly enough and then developed into anti-aging, but one of the things that we do in our practice is very, very active, and I'm going to be speaking about that is an integrated approach to healthy aging because my attitude is if you don’t start early enough you never have healthy aging.  You have to start in the adolescent.  You have to start in the pubescent era. You have to talk about young adults following the right kinds of things, and it would be wonderful to be able to see the U.S. Department of Health and Human Services Division of Aging, Healthy Aging, to partner up with organizations to really inform and educate, and that’s important to educate organizations dealing with younger individuals on the need to be able to address aging at a much earlier time because that’s really what life is really about.  
We can’t be sitting there and just tackling the end result of the problems of chronic inflammatory disease that is the unhealthy aging.  It would really be great to be able to see that, number one.  Number two, from a holistic standpoint, and you used the word holistic and integrative, we practice very integrative, but I don’t see coverage in healthcare of things like bio-identical hormone replacement, which is so imperative for maintaining these people’s hormonal balance or nutritional supplementations, which is totally non-covered by the present health system or a lot of preventative measures that we’d like to encourage our patients to do, and it just doesn’t take place. It’s extremely frustrating as a physician who is compassionate about the practice not seeing that kind of support for the aged population.  

DR. WALKER:  Thank you.  Two comments in response.  As the mayor referenced, many of the programs we have historically funded had an eligibility of age 60. We realize that we can’t start there.  While we acknowledge that getting individual to practice good health, healthy habits at any age is a good thing and can produce clear results, we know that we need to focus on a younger population and it’s not limited to health.  It’s about lifestyle.  It’s about choices.  It’s about financial planning.  It’s about planning for your future.  
We know that in this country the life expectancy has greatly expanded, and everyone wants to live that long life, but they want to live a good quality long life.  Our message to younger people, people of all ages because we’re all aging is that you need to prepare over the course of your lifetime, life course planning in order to prepare yourself to live that good quality long life.  


As it relates to prevention, you’re absolutely right.  There hasn’t been enough attention on prevention.  We believe that we are beginning to make some real progress.  We are so pleased to see Medicare actually begin to address issues of prevention, and we believe that it’s the first, you know, a few key significant steps, but I couldn’t agree with you more and we need to do more.  Thank you.  

DR. FLORES:  We’re going to continue, and we have four more amazing panelists.  The next person is Susan Vega who is the senior program manager in the Senior Advocate Program at Alivio Medical Center.  I’m sorry, it’s Alivio.  I’m from California, and we have Alviso [phonetic].  Alivio Medical Center, a federally qualified health center in Chicago, Illinois.  Ms. Vega serves ten predominantly Mexican and Mexican-American southwest side communities in Chicago as well as the suburban communities of Sissero [phonetic] and Berwin [phonetic].  
In her role, Ms. Vega is responsible for the operation of the Pilson [phonetic] Satellite Senior Center at Casa Marivia [phonetic].  In Ms. Vega’s role as senior advocate, she provides expert information and assistance to seniors and the people who care for them.  So with that I’d please ask you to give a warm welcome to Susan Vega. 

MS. SUSAN VEGA:  Good morning.  [foreign audio]  I’m so pleased to be part of this panel this morning.  What we’re doing at Casa Marivia in Chicago, I don’t know who planned this session, but it flows very well because what we’re doing is partnership with the Resurrection project.  They are the developers of the property.  The City of Chicago, where the Resurrection Project built out the Satellite Senior Center to the city’s specifications and we at Alivio are managing the Senior Center.


This is really a creative example of how different kinds of entities, public and private, can work together in situations where the resources are getting scarcer and scarcer where everybody kind of plays to their strengths.  So a little bit of background about the community.  Pilson is also a little bit like San Antonio where a lot of the activism in the late sixties and early seventies happened where there is a long and rich history of working together on specific issues to improve the quality of life.  It was a port of entry and because we are just southwest of the city center there are lots of challenges that include gentrification and other development issues.  So when the Resurrection Project came to Alivio and talked to our executive director, we owned the land that Casa Marivia sits on and also there’s another building that is family housing.  
So it’s moderate to low-income housing for families.  How many folks here know our executive director, Carmen Velasquez, anybody?  A couple of people, so Carmen said, yeah, I’m willing to deal with you on three conditions.  One of them is that at least part of it has to be dedicated for seniors.  Another part of it that this relationship be about respect and transparency, and the third thing is we’d like to pitch our services to the people who live in the development.  So, the vision had lots of madrinas [phonetic], lots of padrinos [phonetic], lots of people in the community who wanted to see independent housing for seniors in the Pilson community with supportive services.  


So the partners of Alivio medical center were federally qualified health center, the Resurrection Project, which is a community-based development corporation and the City of Chicago Department of Family and Support Services Area Agency on Aging Senior Services.  That’s the name of the triple A in Chicago, so the area we are talking about is just southwest of the city center, and our service area is now about 12 communities.  We started in 1989 to serve three communities, and we’ve grown.  We have now two free-standing clinics, a storefront clinic and three school-based clinics.  


We do lots of community outreach.  We have a very strong promodoras [phonetic] program called [foreign audio] and the senior services and [foreign audio] really work very closely together to provide really a broad range of services and programs to the whole community but seniors specifically.  


All of our staff that has direct contact with patients or their families is bilingual.  That’s a minimum requirement.  So, we’re an FQHC, and we have all the trappings of FQHCs.  We have a diabetes collaborative, an asthma collaborative.  We have a certified diabetes educator, registered dieticians and the [foreign audio] that provide all kinds of outreach and screening services, and then there are specific areas where there’s promotion of health for women, men’s health.  We have school-based family health clubs so the whole array.  So, I started with Alivio in 2004.  We got a little bit of money to do some promotion of the prescription discount program through Medicare, and then we built the senior advocacy program, and we joined a lot of stuff that already was going on.  
We made sure that we were in touch with the big movements with the changing trends that were happening, especially with this Medicare Part D program, and so we participated in the access to benefits coalition.  We used the benefits check-up, which is a web-based tool, and we work with the Medicare Work Coalition.  We became a senior health insurance program site so we do counseling on Medicare and other insurance issues.  And we also help people all the way along.  So we become their advocate.  We help them to actually apply for Medicare Part D.  We counsel them on their options for Medicare whether it be the supplemental plans and some of the Medicare Advantage plans, and we also participated in the Hispanic Elders Learning Network Program.  


So as we learned a lot about what other people were doing in other parts of the country, we found out about some of the evidence-based programs, and so we thought we would take the plunge, and we developed something called [foreign audio], which is our evidence-based chronic-disease self-management programs.  We are using the Take Charge of Your Health [foreign audio], which is the Stanford product.  We’re working on translating and interpreting the Fit and Strong program, which is an arthritis self-management program.  We’re working with the U of I, one of the schools, and the U of I in Chicago is going through lots of different changes. It’s a big organization that’s trying to pull together and hopefully move more together in the right direction.  We are going to be the flagship of fit and strong in Espanol, and we are also working with a young researcher at the U of I in a program called [foreign audio].  


So this is our heart health event that we just did.  Pilson and the community in Chicago’s near southwest side is a community really coming of age.  What we’ve tried to do in everything that we do, and our executive director is especially interested not just in the clinical setting obviously—we really think of health in the community as much more.  Lots of things happen outside of the exam room, so leadership through action especially in the areas of access to healthcare, immigration issues making sure that everybody has access to healthcare, and workforce development because we all know that this is going to be a challenge moving forward.  
I tell people when I was growing up they were building high schools for us, and there are just not going to be enough clinicians to take care of all of us if we’re not thinking about it and moving towards that direction.  So, one of the great things about this project is everybody was able to work from their strength, and it was interesting in that the Resurrection Project does lots of different things.  They don’t just develop properties, but they do develop properties.  That’s kind of their forte, and ours is health.  
In the beginning we were part of the discussion because we owned the land.  After we sold the land, obviously we had still a great stake because we’re right next door, but the Resurrection Project could have done what most organizations do and that is to think that they could do the programming themselves, but they were wise and they saw that we could work together and quickly realized that this was going to be a lot harder than they thought and realized that the learning curve was too high.  
Pretty early on they said, you know what we realize that Alivio can do this, we think that Alivio should do this, and you know that’s not terribly common.  Working with the city has been interesting because they’ve gone through a lot of changes as well.  When we started on this project two years ago, the City had a department of senior services.  Now there is the City of Chicago Department of Family and Support Services and the Area Agency on Aging.  Where there used to be a commissioner, now there’s an executive director.  So there were three people trying to decide on what color the walls should be in the senior center.  So it’s been an interesting journey.  


These are some of the things that we’ve been very interested in and why we wanted to get ready for this because we know that the proportion of the aging of the folks who are 60, I’m sorry 45 to 64 is growing exponentially.  We have lots of multi-generational households.  It is nothing at all for three generations of the family to come into my office to ask me about where to get the medications for their parents.  So we have the little kids and the sons and daughters, and the daughters-in-law and the seniors themselves.  
And in a lot of ways because of the economy the way it’s been especially lately we have lots of situations where the parents came to take care of the grandchildren, and they were living there, and they were contributing and everything was great.  Everybody was working.  Everybody had a job.  Everybody had a function.  Now all of the sudden the daughter-in-law gets laid off, and they don’t need the baby-sitters anymore, so instead of being somebody who is helping, oftentimes it’s somebody who is putting a strain on the household, and we’re trying to figure out how to address that.  Then of course we’ve got all the complications with immigration status. 


These are some of the lessons that we learned.  It’s important to really have an understanding of where you want to go, an understanding of what the outcome is that you want to have.  We now have a 7,000 square foot facility where we are providing services for not only people who live in the building but also people throughout the community, and this is the first dedicated space for Latino seniors in the city of Chicago.  When you think about the huge numbers that we’re talking about, it’s really quite astounding.  


So, the other thing is it’s important to understand the capacity in your own organization.  When I started at Alivio, the senior program that we had was serving Latino seniors as patients, and when I came on, we were able to—now we have a senior department, which is interesting.  We can do more, serve more people, and make sure we’re getting ready for what is happening in the future.  The other thing that we know is that we do it better than anybody else with all due respect to anybody else, but I never ever have to say are we going to do that in Spanish?  


So moving forward, we know that it’s going to continue to be a struggle to provide these services.  Our programs are not fully funded.  Some of them are grant-funded, and it’s always a struggle when you have to go back after two or three years to ask for three more years and foundations depending on where they are and what their mission is can continue to support you or not.  Building a workforce for the future especially looking at the [foreign audio] model is going to be something that I don’t think there is any way to avoid it.  I think there is something going on nationally and in lots of states to look at how [foreign audio] can enhance and improve the current healthcare delivery system.  


It was always important for us to look for the opportunities.  We started doing a lot of these things without getting paid for it.  We became a ship site before they started reimbursing sites, but we thought it was important because it’s a way to establish a credential to let people know that you’re there and there’s a certain amount of credibility that comes with that.  


We’re also working on making sure that people know what their rights are, what the programs are.  So many of these programs and services were so under utilized until we were really able to get the word out because again there was a year that in the State of Illinois, the State of Illinois has a great program called Illinois Cares Rx that helps to pay for prescription drugs, and it helps people who are 65 and older, some people with disabilities, and the unique part of this program is that you do not have to be a permanent legal resident for five years.  
One year for a whole year they didn’t put out anything in Spanish effectively cutting out that whole segment, and if we weren’t out there kind of beating the bushes and going to every health fair that we could and letting everybody know about it, then there would be tens of thousands of people who wouldn’t have had access and their health status would have been even worse than it might be.  That’s my contact information.  I’m happy to answer any questions. 


[applause]

DR. FLORES:  We have time for one or two questions before we move on to the next speaker.  We have one.  Dr. Medina?

DR. MEDINA:  I have two short questions.  In San Diego I deal mostly with the senior population, and over the last 30 years there has been a constant attack on the dual eligible patients.  Now it looks like they backed off, but for very short period of time, I don’t know how long that is. I just wondered if you had that similar problem in Chicago.  They want to put all the Medicaid, the dual eligible into mandatory managed care, which really limits their options.  
The second one, you mentioned Medicare Part D, and there has been a big change.  I don’t know if there’s a change in the legislation or what, but all of the sudden medicines that they have been on for years all of the sudden we can’t get them.  They want to put them on all generics, and all the cheap generics, and even somebody with rheumatoid arthritis that is on Coumadin, all of the sudden you can’t get them Celebrex.  They want you to try something else, so you are forced to put them on a narcotic or something else instead of keeping them on Celebrex.  I just wondered if you knew of any changes in the legislation.  

MS. VEGA:  The legislation was written with probably not the right intent let me just put it that way.  We are seeing lots of that.  We’ve seen lots of prescription Part B plans, Medicare Part B plans that are going to really complicated tier levels and step treatment, and we know that it’s a constant challenge to the physicians and to the systems because you have to do a lot more paperwork.  Things have to go by fax.  You have to work much closer with the pharmacy and the pharmacist, and we know that is an issue.  I don’t know that there is anything in the legislation that’s going to improve that. 


As far as the dual eligibles go, I think as long as they’re in Medicare, the state cannot compel a dual eligible person to be in a managed care plan that they do not want to be in.  Now, we’ve seen a lot of people being mislead in the Medicare Advantage Plans, and in Illinois at least the Department of Insurance has cracked down quite a bit on it.  Some of the big insurance companies who thought they could really act with impunity actually lying to people got caught and were fined.  So they’ve cleaned up their act a little bit. 

DR. MEDINA:  Thank you. 

DR. FLORES:  Our next speaker, I love to say the name, Jose Alexandro Luchsinger.  Dr. Luchsinger is a general internist and epidemiologist.  He has been working in risk factors for cognitive disorders including dementia and Alzheimer’s Disease since 1999.  His focus has been predominantly in the relationships of vascular and metabolic risk factors and diet with Alzheimer’s Disease in diverse populations.  He is also the principal investigator and director of the NIMHD-funded Northern Manhattan Center of Excellence on Minority Health and Health Disparities at Columbia University.  Please give a warm welcome to Dr. Luchsinger.


[applause]

DR. LUCHSINGER:  Thank you very much for having me here.  I want to thank the NHMA for inviting me.  I think one of the gratifying things about coming to a talk like this is although I did not communicate to any of the other speakers, it is just amazing to see how there is sort of a collective conscience and everybody’s talks complement and have to do with the others.  I think that is the case with  mine, and I think it’s a nice continuation of the talks that we’ve had here this morning.  


So basically what I’ll be talking about is a summary of some of the work that we’re doing in Northern Manhattan that’s related to some of the issues that’s been discussed here today.  


This graphic shows what has been mentioned this morning, that the Hispanic population of the United States is growing.  Right now most of the distribution of the Hispanic population is towards the younger age groups.  If you see the graph on the left, we still have sort of a pyramidal shape meaning that younger age groups are still more numerous than the older age groups whereas if you look at Non-Hispanic whites the population is getting older, which is shows as the pyramid losing its base and sort of the cylinder getting thicker up on the top.  
But, as was mentioned before, it is expected that the Latino elderly are going to be growing exponentially and not only that, but that the group of the elderly that is growing the fastest is the Latino elderly as was mentioned by Mr. Walker earlier in his presentation.  So—anyhow so in summary definitely aging is a very important thing in Latinos in an accelerated way because Latino elders as a group is growing faster than in other ethnic and minority groups. 


So as also was mentioned this morning by the mayor of San Antonio, particularly obesity, diabetes, metabolic problems, are a major source of health disparities in Latinos.  Here we see that the prevalence of obesity is much higher in Mexican American men and women compared to non-Hispanic whites.  This is local data from Washington Heights, which is not a Mexican American but institution mostly Caribbean Hispanics with the majority of people from the Dominican Republic and some from Cuba and Puerto Rico, we follow exactly the same trends.  
When you look at diabetes, which is the ultimate consequence of obesity and overweight throughout the lifespan, we see that both nationally and locally in Washington Heights, the prevalence of diabetes is about twice as high as non-Hispanic whites.  A similar statistic was mentioned by Mr. Castro this morning.  So here if you see the first columns on the left we see diabetes by the American Diabetes Association criteria and NHANES-3 and we see that in African Americans and Latinos the prevalence of diabetes is twice as much as in non-Hispanics, whites.  The second column is in Washington Heights, and we see a very similar trend.  
Then if you include diabetes and glucose intolerance, which is what we call now pre-diabetes, something that you hear about much more, actually about 50% of the population have that and if you look at Latinos, over 60% of the population, particularly over the age of 60 years has either pre-diabetes or diabetes.  Now, what that means in summary is that over 60% of the Latino population, I’m sorry, yes, over 60% of the Latino population over 60 years of age is susceptible to the consequences of pre-diabetes and diabetes, which includes things we already know like stroke, heart disease, neuropathy, and other things.  
Much of my work has been based on the aging consequence of these conditions, and I’ll show you a little bit about this.  Basically, this is a graphic from a study in Washington Heights called the Washington Heights - - Columbia Aging Project, the PI is Richard Manuo [phonetic].  I’ve been a project leader or co-investigator now for ten years on that project. 
Unfortunately I don’t have a pointer with me, so I’m going to guide you through the graph, but what you see here is quartiles of waist circumference, which is a good marker of obesity and its relation with dementia.  Just focus on the solid lines, and what the solid lines show is that people who are in the higher quartile of waist circumference meaning that they have obesity have a higher risk of dementia, almost twice as much as the people who do not have a high waist circumference.  
Again, this is a problem that is particularly prevalent in Latinos, and in Latinos in northern Manhattan.  Now, if you look at high insulin levels coming from insulin resistance which is the consequence of high adiposity, this is in a population that is 65 years and older, you also see a negative consequence.  
So, what you are seeing in the X axis is the quartiles of insulin.  What you are seeing in the Y axis is the odds ratio of Alzheimer’s disease and the fact that the line shows a progression toward going up means that the risk of Alzheimer’s disease and dementia in general increases with higher insulin levels, which are something that precede the onset of diabetes, accompany diabetes, certainly accompany pre-diabetes and accompany high waist circumference and abdominal obesity.  
What you are seeing here is basically apparently the risk of Alzheimer’s Disease increases around 70% with high levels of insulin.  Now, when we go to diabetes, which is the ultimate consequence of this natural history, what we see is that there is a doubling of the risk of Alzheimer’s Disease in overall dementia.  Now, what is important here is that around 39% of cases of Alzheimer’s Disease in Northern Manhattan could be explained by hyperinsulinemia or pre-diabetes and diabetes.  
So, how can this be?  How can you have a 39% of cases could be explained by this?  Well, when you have a risk factor that is very significant, and by significant I mean that when you look at the data that I showed you it doubles the risk of Alzheimer's Disease, and then that risk factor is present in around 60% of people in that age group that is a huge public health issue.  
That is how the interaction of those two come to give you a number of 39%.  That’s done through a formula.  It’s called the population attributable risk that we use in biostatistics and epidemiology.  So basically what I’m trying to show you is that you have a very big percentage of the Latino population who are potentially at-risk for you know very bad consequences of aging.  


In fact, studies in Washington Heights have shown that minorities, that is people, Latinos and African Americans in Washington Heights, have around twice the risk of developing dementia in general and Alzheimer's Disease than the non-Hispanic whites as evidenced by the two curves that are in the upper part of this graphic that are Latinos and African Americans. 


I hope to show you that indeed the problems of aging are more prevalent in Latinos.  Not only that but risk factors for problems of aging are more prevalent for Latinos as well so I think I can make a compelling case that aging issues are minority health issues particularly in Latinos. 


Now, most importantly there’s no prevention or cure that’s known for dementia, and what you’re seeing here you don’t have to read it, but it’s a statement from a panel of experts that convened at the National Institute on Aging about a year ago and came out with a statement that we really don’t know anything about prevention and cure of Alzheimer's Disease and dementia.  
We’re in a situation where we have trends of increasing diabetes, increasing pre-diabetes, particularly in Latinos who are growing older, who are growing older at a faster pace than other populations who have a higher risk of dementia in general, and we don’t have a way really to prevent this at this point.  So, we better work and look at this pretty fast.  


We are funded by the National Institute of Minority Health and Health disparities.  That’s NIMHD, used to be NCMHD, National Center of Minority Health and Health Disparities as a Center of Excellence and Research Education and dissemination, but we do primarily research.  We used to be called CCHUM, which is the Columbia Center for the Health of Urban Minorities.  CCHUM has many implications, a chum is a friend or it’s a feed for fish as well, so I sort of didn’t like that name very much.  Anyhow, CCHUM the first principal investigator was - - who has been active in NHMA and some of you may know.  
It was first funded in 2002 and then it was refunded in 2008, which is what we call CCHUM 2.  We are getting ready for our renewal.  Actually, I shouldn’t be here.  I should be writing the grant for the renewal.  Anyhow, it’s a pleasure to be here, and now we’ve called the center the Northern Manhattan Center of Excellent in Minority Heath and Health Disparities so that nobody accuses us of not having an earnest name.  Anyhow, this is the structure of the center.  We have an administrative corps, which is led by myself.  It used to be led by - - , who is now the chief of the division of general medicine at the University of Miami.  We have a research corps that’s based out of the - - Home for the Aging, and we have three projects, and we have two supplements.  


I’ll describe them, and you’ll see what the relevance is to some of the issues that have been talked about today.  Project one is called NOMCHOP, that’s the Northern Manhattan Community Health Outreach Project.  It’s a clinical trial of 360 poorly-controlled elderly Latino diabetics, to examine the effectiveness of a community-based worker, which is the same thing, the community health workers, which is akin to the [foreign audio] that were mentioned by Susan Vega before in addressing the ABCs of diabetes care.  
Actually one of the things that we have found in these populations is that they have a very high prevalence of depression, which we were not addressing so actually now in the proposal that I should be writing right now we are actually proposing to address the ABCDs of diabetes, the D being the depression and trying to be holistic as Dr. Rubinstein was saying before.  


The second project that we have is a prospective study examining the impact of glycemic control on cognitive function in minority elders with diabetes.  It’s only looking at diabetics and seeing what happens with their cognition although we are also looking at depression again because minority elders with diabetes are probably the group at highest risk for the different types of cognitive impairment including what’s called MCI, mild cognitive impairment, vascular dementia, Alzheimer's dementia, you name it.


The third project is a community-based comprehensive therapeutic lifestyle intervention including group sessions and motivational interviewing on blood pressure control among minority elders, so we are very much an aging center although we didn’t intend to be.  That is apparently what in fact we are being. 


We also have had a couple of supplements that were funded by NIMHD.  One is the Land Youth Program, which is basically a program to get minority primarily Hispanic K-12 students in the community of Northern Manhattan interested in the health sciences.  They attend a summer institute and an after-school program to get them interested in medicine and health issues and hopefully they’ll go into health-related careers in the future.  


We are also funded recently to establish the Northern Manhattan Center of Excellence and Comparative Effectiveness Research to eliminate disparities.  What is comparative effectiveness research, which is something you may or may not have heard about but is very important in healthcare reform and in the near future?  
One way to describe it is that it’s the direct comparison of existing healthcare public health interventions to determine which work best for which individuals and which pose the greatest benefits and harms.  This is particularly important for Latinos because Latinos which in themselves are very heterogeneous group but definitely have certainly cultural and other characteristics that distinguish them from other people such as family orientation, maybe liking more community-based interventions.  
You have to see if interventions that have been proven beneficial for the community at large or for example non-Hispanic whites if they can be adapted to Latinos or how they can be adapted or if they can be effective, so this is very much how that fits in.  So there are two important concepts here.  One is efficacy, which is the effect of an intervention under ideal conditions.  Most of the stuff you read in medical journals or that you hear about in papers about clinical trials, etc., they show evidence of efficacy but it doesn’t mean that is going to work in the real world.  


So, effectiveness is to see if an intervention with proven efficacy can actually work in a real-world setting, for example the community of San Antonio, the community of Chicago, the community of Northern Manhattan and particularly Latinos.  The way—the process should go to test interventions is that you first get proof of efficacy.  Then you do studies to get proof of effectiveness, and then you do public health implementation, which I think is a lot of what the AOA does and what Susan Vega has done.  Then you do surveillance to see if what you’re doing is actually working out.  


This is the structure of our Center of Comparative Effectiveness Research.  I’m not going to go through this too much, but we conduct research.  We’re supposed to educate people in comparative effectiveness research, particularly minorities, and we’re supposed to keep an infrastructure for doing this.  We’re supposed to disseminate results in the community and to physicians in the community, and we conducted a symposium in January of 2010, which was about dementia prevention, treatment and its consequences, and we also had several focus groups with members of the community, and we concluded that the prevention of dementia and caregiving issues are of particular concern to Latinos and this has been talked about this morning.  
It’s pretty obvious we’re getting older.  We’re going to develop the diseases of getting, of the elderly.  We are trying to prevent them, but the bottom line is this is an epidemic that is coming that is putting a lot of stresses on families and particularly Latino families.  At least my sense is sometimes Latino families are not willing to delegate the care of their loved ones, but that has been stressed now because Latino women are as active in the workforce as others, and when I say Latino women I mean Latino daughters for example.  
Anyhow, there’s a lot of stresses on Latino families going on right now.  We are looking at this, and we’re now conducting a randomized trial comparing the New York University caregiver intervention which by the way has been sanctioned by the AOA and there’s been demonstration projects in that regard versus a case manager or case manager alone and 160 Latino spouse caregivers of persons with dementia, and the case managers are community health workers or [foreign audio] actually based at [foreign audio] which is a community-based organization in New York City.  
We’re also—we’ve sent out a grant to the Alzheimer's Association, but we have to wait and see if it’s going to get funded to test the effectiveness of dementia daycare programs in Northern Manhattan, which there are a lot of these programs, but some of them we don’t really know if they work or if they don’t work, and so you may ask well so what they’re already there, and they’re helping, so why do we need to investigate it?  


There’s a huge fiscal crisis in the country.  Governments and cities are under amazing stress, and they’re chopping down programs.  If you cannot show that your program is working, you’re going to get chopped.  What we are trying to do is we are trying to investigate what works, what doesn’t work in whom so that we cay actually help then policy makers in justifying the maintenance and the use of those programs.  


We’re going for the renewal.  As I said, it’s actually going April 14th, and we’re going to continue supporting the - - research that we’re doing in that center.  We are definitely going to do education and dissemination on aging issues in minorities particularly Latinos in our community, and our projects are actually going to be very aging related.  They are going to be a Northern Manhattan Project of Metabolism and Mental Health actually looking at people who are 55 and 65 to see what are the factors that lead them to age with problems later.  The Northern Manhattan Community Outreach Project 2, which as I mentioned before is the same NOMCHOP but now including depression, and we’re going to have a project on statistics in measuring health disparities. 


So in conclusion our center has identified Latino aging issues as an important focus area, and I hope that I’ve made a compelling case that that is the case.  With our Latino aging projects we strive to influence clinical care, public health policy related to Latino aging issues in general.  I just wanted to acknowledge first and foremost that we are able to carry out this work because we are funded by a P60 that is a center mechanism from the National Institute of Minority Health and Health Disparities, and we hope that they keep us funded after this competitive renewal.  Anyhow, these are the members of different components and projects.  Thank you very much. 


[applause]
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