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DR. FLORES:  Our next presenter is Dr. Leonard Rubinstein.  Dr. Rubinstein has been in private practice for over 25 years in Sarasota, Florida, and he has served on the faculty of the American Academy of Cosmetic Surgery, the American Academy of Anti-Aging and Regenerative Medicine, the Mexican Academy of Cosmetic Surgery, the Italian Society of Cosmetic Surgery and the Spanish Academy of Cosmetic Surgery just to name a few.  
Dr. Rubinstein was recently nominated to serve on the U.S. Department of Health and Human Services Office of the Public Health and Science Advisory Committee on national health promotion and disease prevention objectives for 2020.  I could go on and on.  I’ve got two pages of a CV that is in your program, but I’m going to let him come up and give his presentation.  Please give him a warm welcome. 

DR. LEONARD RUBINSTEIN:  Thank you very much.  I appreciate that very much.  I want to give you a little background so you understand where I’m coming from because you’ll understand why the words are coming out, why the thoughts are coming out.  I’m a little different from some of the other presenters.  Yes, I’m an allopathic trained physician.  I was trained at Jefferson.  I was trained at Medical College of Pennsylvania in Philadelphia, Jefferson University, did my residency program in ENT head and neck facial plastic, did a cosmetic surgery fellowship, and then did my international boards in plastic aesthetics and then eventually boards in anti-aging, regenerative medicine.  
However, in the last 27 years I’ve done what I hope a lot of you will do, and I guess in respect to Jose’s comment about chumming, I’m from Sarasota, Florida.  I live on the water on the Gulf of Mexico.  We definitely understand chumming, and what I’m really doing is chumming for physicians and healthcare workers to participate, to jump on the band wagon, and what my speech really is wherever I speak, whether I am speaking here or in my faculty appointment in China, at SUNY College of Medicine in - - Province in China or in Mexico, I’m always teaching the same kind of thing, which is I’m trying to chum the waters if you will to be able to go ahead and get physicians on board in this concept of holistic approach to the practice of medicine. 


Now, this shouldn’t scare anybody, but that holistic approach takes time.  It takes determination.  You’ve got to keep studying.  You’ve got to continue being a good student.  As I always say, and I always teach  my medical students, a good physician never had a graduation ceremony.  We get the diplomas, but that’s not a graduation because it’s the beginning of the study process, and so we want to continue that.  In keeping with that, I’m going to be talking about things that are a little bit, you know, a couple of things that are going to raise some hairs for the people that still have some hair on their head, and are going to get you know it’s a little uncomfortable because it’s difficult for a physician to understand that we don’t know what we don’t know.  It’s difficult.  It takes a lot of ego understanding that we don’t know what we don’t know.  
Well, patients don’t know what they don’t know, and so what they’re doing is they’re relying us as credible sources to guide them so that they can know what needs to be known.  So that they can prevent these problems of an epidemic proportion that’s happening in our communities.  As a Cuban-born physician I can tell you it scares me to see the statistics that we’ve seen over and over again in these presentations over the weekend in Hispanic Americans, and Hispanic people all over the world.  
We just don’t do it right, so I will tell you that whether you think you’re practicing holistic healthcare or not, your patients are partaking in advisement from people that don’t know what they don’t know in many cases.  The health food gal, the gal who is making $8 an hour who is giving them advisement on what vitamins to be taking, and all these things that they’re doing, they may be doing wrong.  You’ve got to be aware of what’s going on so that you can help them to prevent the problem.  


So we’ve seen a lot of things.  I’m going to go through it real quick.  I’ve got a lot of stuff to go through in a short period of time, but we understand that the Hispanic population is growing.  There is a reason for this.  Hispanic Americans as an aging population is really important.  Like I said before, aging doesn’t start when you’re 55.  I mean it started when you were younger and you developed those wrong habits.  It happens when our children are addressed [foreign audio] the fat little child who I  remember in my family.  
Both of my parents were physicians born in Cuba and trained in Cuba, and they took pride in the fact that every one of the children was obese.  I mean it’s a pathetic thing, but we’ve got to change those things, we’ve got to educate people.  We’re going to go through these things.  I don’t want to go through a lot of statistics because we’ve already heard that, but let’s fact it.  
The American heart association definition of metabolic syndrome is something that really has to be advanced, and when I teach I always talk about not syndrome X as we refer to metabolic syndrome, but syndrome XYZ as Dr. Steve Holt [phonetic] a colleague of mine at the American Academy of Anti-Aging - - medicine speaks about in his books, this concept of it’s got to go way beyond just cardiovascular because we’re not talking about entire life, entire organ system involvement in metabolic syndrome.  
We’ve got to address the entire system, and we do that in our practice holistically.  We employ oriental medicine, acupuncture, we employ homeopathy.  We employ energetic medicine.  We employ allopathic medicine, which is my base.  We employ nutritional counseling.  We employ exercise physiology counseling, I mean, psychological counseling.  We go through the whole gamish [phonetic] as we say in Spanish, well at least in my Jewish home in Spanish.  I use these words in China, and they go, oh - - , you know, but the prevalence of metabolic syndrome amongst ethnicity’s, let’s face it, we’re not doing well.  We’ve got to go ahead and move forward, and the way to do it, I think is to understand that metabolic syndrome is really a matter of chronic inflammatory process.  
If we don’t get rid of the chronic inflammatory process, what Dr. Luchsinger is talking about, which is so eloquent about this concept of cognitive changes in dementia, that’s all a result of chronic inflammatory problems that have not been addressed appropriately years before.  What we’re doing in allopathic medicine, unfortunately in conventional medicine is we’re chasing the problem at its periphery when it’s already there instead of really going back and going what the heck are we doing?  We’ve got to go back to the very beginning of the problem and stop the process of inflammation so that we don’t end up with the unhealthy aging, which results in metabolic syndrome. 


Okay, I'm going to go through this real quick.  So our approach is an integrative approach.  Yes, I’m chumming the waters to be able to get more participation in the holistic approach.  I want you guys and gals to embrace this concept and don’t be scared of it.  Team up people that know a little bit more about certain aspects of this holistic, integrative alternative kind of thing that you do, and then be honest with yourself and become a continual student.  Don’t be scared by it.  It really works. 


We provide a very holistic approach to patient treatment.  It may include aromatherapy, acupuncture, nutrition, massage, craniosacral massage, informational medicine, herbal medicine, osteopathy, and here is the deal.  I’ve got to constantly be reading.  I’ve got to constantly be learning.  I’ve got to constantly be opening my mind, and what I don’t do very often, at all in fact, I don’t do it any more is I don’t use the following phrase.  I find too many healthcare workers/professionals doing this.  They will say things like if a patient says what do you think, doctor, about bioidentical hormones, for example, or something that doctor is not aware of or up on, we unfortunately in medical practice tend to be down on that which we’re not up on, and we don’t know what we don’t know. 


So what happens is the doctor will tend to say, well, there’s no literature to support that as being effective and I say when a doctor says that in front of me, I say are you kidding?  This is what I say?  How can you even say those words today?  Do you know all the literature in English that’s published?  Have you digested all the literature?  Are you really a good ambassador of that statement?  Are you really being responsible?  Let me ask you a question?  Do you know the literature in Russian?  Do you know the literature in Mandarin?  They’ve only been around for 5,000 years, BCE.  I mean they probably ended up dealing with patients catching and complaining about the same identical things that we see every day, but they’ve been doing it for 5,000 years, and we’ve been doing allopathic conventional medicine for 300 years.  Do you know the literature in Spanish.  So a lot of doctors, please don’t use that phrase because it’s dangerous because you’re coming off from a position of credibility and it’s really scary because the patients might take you seriously and actually believe you actually say the truth.  I had a doctor say that to me yesterday here.  I thought, okay, let’s—we’ve got to talk.  
That was the beginning of a long discussion, but hopefully it helped.  I believe this approach provides a more complete and honest approach to the prevention of disease and treatment of disease once it occurs.  We have osteopathic doctors.  I teach at the Lake Erie College of Osteopathic Medicine.  We have oriental medicine people on staff.  I’m very blessed to be able to have some wonderful, wonderful people.  The evaluation is extensive.  We take a very East/West approach to this thing.  If you’re ever interested in following me to China to our institution there we have 10,000 medical students.  It’s an East/West approach, the SUNY college of medicine.  It would be my pleasure to have you serve on faculties over there, and I think you’re going to come back going, wow, did I learn more than I even gave to these people.  I always come back informed


We take a look at everything.  I’m talking about past medical and surgical history, allergies and endocrine factors and also financial capacity because that’s reality.  Like I just said to U.S. Department of Health and Human Services that’s a real issue.  We need funding to be able to do comprehensive healthcare for these patients.  Conventional medicine as we all know it is various fields of specialization comprise conventional medicine, and we basically, unfortunately conventional medicine somehow missed out on the source of the problem, and we instead of just chasing the disease later on.  


The origins of conventional medicine obviously is really only a few hundred years old.  It’s not 5,000 years old.  Alternative medicine, this is not scary, alternative medicine really is approaches to health and healing that don’t really rely on drugs or surgery or other conventional medical procedures in treating illness.  But how does it work, and what is this all about?  


Well, we call it complementary medicine, integrative medicine, holistic medicine, it doesn’t discount conventional medicine.  It doesn't’ discount allopathic medicine.  It complements it.  It adds to it.  Homeopathy, for example started, Dr. Hahnemann with the Hahnemann School of Medicine where I was trained he was the one that actually talked about “allopathic medicine”.  He was the one that coined the term allopathy denoting that it’s kind of unfortunately treating the problem out there instead of really treating the whole patient.  
He felt it was a somewhat misguided and inadequate method of disease care and prevention, and I tend to think that maybe that’s the case.  Homeopathy we’re treating like with like, tiny little energized amounts of remedies will stimulate the patient’s reparative mechanisms.  The philosophy of alternative medicine, Oriental and - - medicine from India, which I’m very active in studying and in practicing, we recognize that human beings are comprised of body, mind and spirit, and it’s the composite of everything that affects patients. 


Medical wisdom evolved, and eventually Hippocrates came out and started talking about different elements that we need to produce and maintain health that were really natural and included hygiene, a calm and balanced mental state, a proper diet, boy things haven’t changed much since he mentioned these things back in 477 BCE.  


Holistic medicine was coined by Dr. Sheeley [phonetic] who was one of the first presidents of the American Holistic Medical Association, and really the goal is to provide a common community for physicians committed to treating the whole person according to the philosophy of holistic medicine.  It empowers patients.  In homeopathy we’re talking about similars.  
We’re talking about testing for remedies, prescribing based on the totality of symptoms, the use of minimum dose, potentiation of the remedy, a shaking of the remedy before it’s administered.  I don’t do it for every patient, but I do know that in many cases I use these tools to be able to help the patients and I promise you that it works if you know what you’re doing.  You’ve just got to know what you’re doing, like giving vitamins.  I don’t say to every patient, listen, go to the counter and get whatever vitamins you think you should get because the patients are doing that anyway.  
By the way Hispanic Americans probably take more herbs and vitamins than anybody else, and they do it because [foreign audio], [foreign audio] and somebody else mention they should take it.  [foreign audio] this helps me out, so you ought to take it and before you know it these patients are on a concomitant of stuff that is interfering with what we’re trying to do in many cases allopathically.  You’ve got to be aware of this stuff and be aware that our population that we’re treating, Hispanics, we are definitely do it with or without our permission, without our sanction and without our guidance, and that’s what’s scary.  Okay, we’re going to keep going. 


I bet I don’t have time for that.  Now, one of the issues we deal with on a regular basis in terms of metabolic syndrome is this problem of lymphatic stasis.  We as cosmetic surgeons trained obviously we deal with it, but there is a real problem.  This concept of inflammation, cell inflammation at the cellular level really leads to a lot of edema, a lot of interstitial problems, - - spacing, and we’ve got to deal with that because this protein concentration, aggregate really of proteins really messes up the entire system and causes a lot of problems at all different levels, and it leads to eventually oxidation and toxicity.  
So we have all kinds of non-traditional if you will, non-traditional, light beam generator therapy that we use in our practice to be able to help these patients out.  We also when we’re talking about age management assessment to prevent metabolic syndrome because that’s really what we’re doing with age management, or healthy age management is prevention of metabolic syndrome as much as we possibly can, we take a look at hormone levels.  We take a look at habits, and dietary issues, and exercise and detox procedures, but I will tell you that hormones are extremely essential.  I haven’t heard a lot of talks this weekend about hormonal balance, little mentions here and there, but I think it’s essential for us to become much more aware of the fact that people after 25, 30 are on a constant demise of testosterone, progesterone, growth hormone, DHEA, I mean you name it, thyroid issues, and it’s out there sub-clinically in many cases until it’s like fulminant, and all of the sudden the patient comes in and you go oh my God when did this start? You could have prevented it had you been monitoring those patients adequately and thoroughly early on in their stage of hormonal imbalance.  
Then take a look at the thyroid, take a look at human growth hormone, DHEA, cortisol, estrogen, testosterone.  Take a look at whether or not the patients have obstructive sleep apnea problems.  I deal with that as an ear, nose and throat physician all the time.  Obstructive sleep apnea will give you cognitive changes galore.  It will give you depression for sure.  It will give you mental brain fog for days.  Sleep deprivation, the inability to achieve that restful sleep so we deal with obstructive sleep apnea, which is a tremendous problem and I believe an additional source of metabolic syndrome. 


You’ve got to use an anti-aging standard to laboratory interpretation.  You can’t take a look at patients and say this laboratory test is within normal range.  This is what our normal ranges are when we go to a regular lab.  They’re telling us for a patient demising at the same rate that this patient is demising, they are about par.  That’s what they’re saying.  They’re not saying if the patient was to be younger operationally or optimally health, it doesn’t tell you optimum health.  It tells you for the patient at this level of aging, we expect that this is the norm, and yeah the patient kind of fits into that norm and you go, okay, you’re doing okay.  
That patient may not be doing okay if they want to perform at a 30-year-old level and they are now 65.  You’ve got to take a look.  That’s where we differ in terms of anti-aging, and as anti-aging physicians from endocrinology, somewhat different.  We’re not looking unfortunately for optimal levels of younger adults.  We should be looking for optimum health and performance, not for, hey, patients rotting at pretty much the rate of everybody else so you’re about par. 


Are these hormone deficiencies in women significant?  I’d say there are a lot of issues here that are leading to metabolic syndrome, and the symptoms are not just in women by the way.  Men get something called andropause too, guys.  It’s not just women.  We go through our own menopause.  Women know we go through our own menopause.  We just don’t admit that we go through our own menopause.  But we have our own problems, and then we start replacing patients in an allopathic manner with pharma, not bio-identical  hormones and the patients end up with secondary and tertiary problems from hormonal irregularities because we’re giving the wrong things.  We’re giving them estrogens that are wrong.  
We’re giving them progesterones that are totally off.  The biggest use of progesterone in the United States is Provera and Premarin.  Premarin as the name suggests is from pregnant mare’s urines, pre—mar-in.  It is counterproductive to progesterone, and you’ve got to know what you’re doing because if you’re giving patients Provera and progesterones like that, Premarin, you are counterproductive.  It is the most common replacement hormone given to women, and it is the most counter productive hormone given to women, but you’ve got to know.  


There’s a big difference between progesterone and Provera.  It kind of looks like the same thing based on a cholesterol molecule, but those little N chains will mess you up.  We don’t have receptors for pregnant mare’s urine in our organs.  Progesterone, you know, progesterone deficiencies, estrogen deficiencies, estrogen dominance, testosterone deficiencies, these things you’ve got to take a look at.  There are cancer studies that are showing that progesterone is extremely helpful.  
The Women’s Health Initiative unfortunately took place some years ago.  Gave some really scary things, scary results, and unless you understand what you’re doing, you’re going to misinterpret the WHI study and think that all hormones were bad.  Well, the hormones that we’re talking about there were orally-administered, pharmaceutical grade hormones.  It wasn’t bio-identical hormones, but people didn’t understand that.  So then every patient that comes in is being told by family practice and their gynecologist, oh my God, don’t take hormones because they’ll kill you, they’ll give you breast cancer, they’ll give you heart disease and stroke, and they’ll give you blood clots.  That is total misinterpretation of a study.  So when a person says to you, well, there is nothing in the literature to support, or we are looking at evidence-based medicine, practice, you’ve got to be careful you digest things correctly and read between the lines a little bit to figure out what’s going on.  
Otherwise, you’re going to be giving the wrong thing.  This is what happens in the typical gynecologist’s office.  How old are you?  Less than 45 we’ll give you birth control pills.  Over 45, we’ll give you some hormone replacement, oral, synthetic, problematic potentially, right, and unfortunately too often not bio-identical hormone supplementation, less or greater than 45, you are depressed, antidepressant, not responsive to the therapy, well, let’s take it out.  That’s the problem.  Human growth hormone, we use it very commonly in our practice to prevent metabolic syndrome and to deal with patients that are acquiring metabolic syndrome issues because it really helps them out.  


I can go on and on about amino acids.  You’ve got to be knowledgeable about that stuff.  We’ve got to go ahead and treat patients correctly.  Four out of five men ages 40+ have low testosterone symptoms and levels, and low levels of testosterone increase the death rate for men over 50, University of California study.  That’s pretty significant, so here we are in the periphery treating metabolic syndrome issues, and we’re not dealing with hormonal balance.  It’s beyond me, but we’ve got to get back to the basics.


Testosterone is the most important hormone in the male body for energy, libido, muscle size strength and by the way cognition. Cognition/mentation increases with testosterone. Human growth hormone phenomenal results, DHEA great, better for sleep. Anyway, hormonal balance, think hormonal balance.  Testosterone improves oxygen uptake through the body, helps control blood sugars, helps regulate cholesterol.  Isn’t that what we’re dealing with when we’re talking about insulin, hyperinsulinemia, and insulin resistance, type 2 diabetes?  Absolutely.  Testosterone is the most important hormone, okay?  


This is the gal that works for me.  These are the kinds of people that work in my office.  She’s an exercise physiologist.  She works for me, Gabby [phonetic], a Hungarian, and she’s a triathlete, and these are the kinds of people that I think need to be guiding patients about exercise physiology.  We also look at food allergy.  Why do we look at food allergy?  
Because ADHD, ADD, cognitive changes, depression, mood issues, brain fog, very much related to hidden food allergies.  I’m very fortunate to be an ear, nose and throat doctor who took an interest in delayed food allergies, allergen-specific IgG testing is what you need to do, in vitro.  You can’t do it on skin, and you can’t look at IgE molecules because IgE is not delayed food allergies.  Seventy percent of food reactions that give you these problems are delayed food reactions.  You’ve got to take a look differently.  Once we find it, we treat the patient with sublingual immunotherapy, allergy drops, not shots because you can’t safely give shots for patients that have food allergies.  It’s a whole thing.  


Hippocrates said let your food be your medicine.  I frankly tell patients you are what you eat and process correctly.  It’s not just what you eat because some people digest incorrectly and they have problems.  So we take a look at allergen-specific IgE and IgG testing, and then we treat them with sub-lingual immunotherapy instead of shots.  I’ve done this for years.  
It works great, and in southern Europe it’s the only way that people get treated for allergy.  If you tell somebody in Europe that you’re being treated with allergy shots, they look at you like what century are you from?  It’s just wrong.  Anyway, take a look at vitamins. Take a look at what the new ranges are.  Be aware of this because there are a lot of new vitamin actually levels of these essentials that are really—the RDA was wrong.  It’s got to be updated, and these are suggested for new levels.  You’ve got to make sure that patients are getting the right things.  I will tell you that patients are getting these vitamins, they are taking the vitamins.  They’re Hispanic-Americans.  
They are definitely taking vitamins and minerals, the only problem is that they’re taking way, way, way too many things that are not being supervised.  Sometimes herbals will also give you problems, and even herbals will give you—I mean you can get elevated liver enzymes and bilirubin from patients that unknowing to you are taking - - , - - , mistletoe, - - and skullcap and all of these things, unexpected low glucose, garlic, ginseng, ginger, you think oh my God I’ve done too much, I’ve over treated the patient, the patient is doing their own treatment.  You’re just not aware of the influences in these mixtures.  Abnormal thyroid profile from kelp and hypokalemia from licorice, abnormal bleeding.  
I have to educate all of my patients before I do cosmetic surgery on these patients.  Otherwise, they come in and I think it’s my fault that they have some bleeding issues, so we really do a lot of education on this stuff.  


One-third of patients coming in for surgery will be taking herbs, and there is a reluctance among many of these patients to even talk about it because they don’t think they are medicines.  This is typical.  I tell my patients bring every vitamin and mineral that you take, and they go every?  I go every.  This is just one of four cabinets that one patient brought in.  It’s not atypical.  Patients come in and if you think these messages are not messing up the entire system, most of the stuff is not even absorbed.  The goldfish get real strong, but you don’t do anything.  You’ve got to be aware of that.  Common herbal supplements with some issues.  I’m being told I’ve got to go so here we go.  You’ve got to take a look at what the patients are doing, okay, and let’s take a look at what the patients are doing.  Okay?  


Let’s take a look at some of these modifiable risk factors for metabolic syndrome.  We take a look at everything, you know, stress, all chronic degenerative age-related disease really starts gradually as functional disorders at first and then become organic diseases eventually.  That’s why we really have to get back to taking care of these kids at a much younger age and start educating the parents of the kids.  These are additional modifiable factors that we don’t even think about, we don’t even get at, and here is the deal.  If you are doing alternative therapies, for sure bio-identical hormones, and a lot of the work that we’re doing at the Academy of Anti-Aging and Regenerative Medicine, these are things that can in fact be modified, oxidative damage issues, genetic damages, telomere length, we’ve got a lot of good stuff going on now in terms of telomere lengthening and not shortening telomeres so we have the protective genetic duplication.  
Impaired detox, insulin resistance issues, impaired protein synthesis and glycation, chronic inflammation, impaired cardiovascular function, a lot of these things are not only issues that prevent premature aging but also syndrome X or metabolic syndrome.  Aging is very difficult to be able to go ahead and get a hand of because it’s so gradual so we don’t think about those things until the issues are right there in front of us, but really is it a disease?  I mean our goal is healthy, disease-free aging, the prevention of unhealthy disease-ridden aging, prolonging health and achieving our maximum lifespan potential with optimum health throughout.  
That’s really our goal as physicians when we’re talking about prevention of metabolic syndrome so we really have to do that.  The patients are being aware of the media, and patients are going to be coming in and hopefully with a lot of publications that we’re doing, they’re going to come in and say hey doctor, tell me about bio-identical hormones, or tell me about these things that I read about, Suzanne Somers, and you better know, and it’s not as easy as putting it off and saying, there’s no evidence in the literature to support what she is saying.  Trust me, I know Suzanne, and I promise you I know what she’s doing, and it’s certainly working for her and thousands of other patients that we have in our practice.  


Doctors and staff don’t know what they don’t know, and patients and support individuals don’t know what they don’t know.  So we’ve just got to fix that.  We’ve got to know what we need to know.  This newer concept of a new paradigm really has to be established.  We really have to understand that X, Y and Z syndromes are really expanded concepts of the old cardiovascular.  We can’t just be dealing at the top of the tree.  We really have to take a look at environmental inputs, fundamental physiology processes, genetic predispositions.  
Otherwise, this is what we are doing, the result is a focus on treating each symptom complex as a separate, distinct disease with a separate and distinct treatment in metabolic syndrome, and it’s not.  So what happens is we start, if they’ve got osteoarthritis, non-steroidals, if they’ve got hypertension, ACE inhibitors, depression just give them an SSRI, H2 blocker for gastro—that’s not the way to practice medicine.  You’ve got to do much more holistic care.  Okay, here we go, last slides.


An integrated strategy really requires a diverse knowledge base of both diseases and risk disorders as well as all of the available resources.  In cosmetic surgery we always teach students and physicians you’ve got to know all the different tools, all the different techniques in order to be a great physician.  No sculptor uses one tool, and that’s it, that’s all they do for all of their sculpting.  You have to know every single technique and then you have to go ahead and be responsible in terms of analyzing and evaluating each one of these things as it is appropriate for each patient.  That’s the only way we’re going to be able to go ahead as a group and help metabolic syndrome prevention and our Hispanic Americans.  Thank you. 

DR. FLORES:  Yet another outstanding presentation.  I hate to be the moderator because I hate to be the one to have to be putting the five minutes, two minutes because I really don’t want him to stop.  Just to remind people, all of these talks are being video taped, and our intent is to have it on the web.  I can’t say for sure when, but do keep an eye on our web site.  We will have them, and I am hoping that Dr. Rubinstein would be willing to share his slides or at least some of the slides.  I think they’re amazing for us primary care doctors in terms of particularly the herbs and all of the vitamins that people take that we don’t really know a whole lot about.  So thank you so much.  I appreciate it.  


Okay, our last presenter is Amelia Morante, Mr. Morante was born and raised in New York City and has 35 years of progressive experience in public health advocacy and management, healthcare administration, performance management systems, project management and policy development.  In 2000 Mr. Morante founded the Green Planet performance management associates to provide organizational development and project management services to non-profit healthcare organizations and currently serves as its managing director.  


Since 2000, his organization has provided management consulting services to the National Hispanic Medical Association on infrastructure development matters including the formation of the NHMA Council of Medical Societies and the NHMA Foundation.  We’re very grateful that he is willing to be I don’t know what they say in baseball, the last—pinch hitter?  Oh, the closer, well I don’t know baseball, but at any rate, so I introduce you to our closer, please give him a warm welcome, Mr. Amelia Morante.  

DR. MORANTE:  Dr. Luchsinger, Dr. Rubinstein, thank you for making it easier for me.  I’m approaching this from a slightly different angle.  It’s amazing what I'm hearing today because if we talk about healthy aging and how we can age in a healthy way, then the answer is we’re dying prematurely, we’re dying more often, and the issue is why.  In 2009 the Institute of Medicine had a break-through summit that signaled a paradigm shift in medicine.  
There were three messages at the conclusion of that summit that I think have to lead to new messages.  The first one is genes are not destiny.  The second one is the environment influences health, and the third thing is we can do something about it.  We can reverse many chronic conditions, and in many instances we can totally heal.  I have a slightly different experience.  I’m not a doctor.  I did a lot of advocacy work in East Harlem and in the Lower East Side in my twenties, and it earned me a ticket to Columbia University where I got my two degrees, my MPH and my other degree in urban planning.  Why do I say that?  


It’s a story I tell friends of mine because I sat in classrooms where I was repeatedly being told that diseases have nothing to do with genes, have nothing to do with the environment.  I mean I remember sitting in those—it was a virus or it was genes?  Repeatedly that was the message that was developed/delivered, and the reason for that is we don’t know what we don’t know.  


So we spent the last 40 years doing that while behind the scenes there was extraordinary research taking place starting in the sixties.  They were telling us a different story, and when Thomas Cune [phonetic] spoke about the paradigm shift, the guy who came up with the paradigm shift, that’s exactly what he was talking about.  Medicine has a tendency to once it consolidates around a model it rejects everything else.  It’s not bad or good.  That’s the way science evolves.  There’s a lot of drilling down, right, and you only focus on knowing more of what you just learned.  


Green Planet Performance, the way that originated was around the table a decade ago, and it has two metaphors.  The one that I’m going to refer to right now is that Green Planet Performance’s behavior that’s consistent with our human health and it’s consistent with our human nature.  One of the remarkable things that we’ve learned is that genes and food talk, and that’s a remarkable picture because frankly when I first heard about it, it startled me, completely startled me.  
We know the numbers, and the numbers are astronomical.  When we talk about Latinos, they are disproportionate.  We know the numbers, 29 million diabetics, 60 million people with pre-diabetes or insulin resistance, and there are some who are saying that is a conservative number.  That’s the CDC number.  If two-thirds of the population is overweight, you’ve got yourself 190 million people that are potential candidates for pre-diabetes.  


A number that really struck me is that in 1990 two to four percent of pediatric diabetes cases, the pediatric centers were reporting that only 2 to 4% of their new cases were type 2 diabetes.  I guess the other were type 1, gestational, etc.  Ten years later they were reporting that 45% of their new cases were type 2 diabetes.  Think about that number.  It’s astronomical.  It’s what Dr. Luchsinger was saying with his findings.  It’s what Dr. Rubinstein was saying. 


And so the question is why?  So step back for a second and you know I don’t mean to simplify, but it’s what I call the 800-pound gorilla, the elephant in the room, an obvious truth that we’re ignoring.  And the way I explained it to you is that Dr. Lenna - - invited me to a meeting a couple of months ago, to Flashman Hillard [phonetic], it’s a communication, it’s a public relations and advertising company, one of the largest, and David Kessler [phonetic] was there, the former FBA commissioner.  It was a small grouping 18 people, and you had some of the senior leaders, which is my point, of the food industry.  As Kessler begins to explain, and it’s a dialog session, he begins to explain to those executives what they didn’t want to hear, which is that the content and the quality of the food supply has changed dramatically in the last 60 years, and social epidemiology and evolutionary biology is teaching us that our genes evolve in an environment of scarcity over 100,000 generations or 50,000 generations, and our bodies haven’t changed and our genes haven’t changed, but the food supply did.  
The difference is that as Dr. Kessler was now beginning to explain to these guys, a senior executive from Pepsi-Co asks him how can you tell me, how in Heaven’s name can you tell me that potato chips are not food?  He proceeds to tell him when you, you know, soak them in fat, and soak them in sugar, and soak them in salt, and then you start the whole thing all over again, that’s no longer food.  


As Dr. Luchsinger and Dr. Rubinstein were explaining and to use my own language, we have too much sugar in our blood, we have therefore too much insulin in our blood, therefore we have too much fat in our blood, and the message that we are getting is that has shifted the national metabolism toward fat storage and away from fat burning.  That is exactly what’s happening.  
We have astronomical numbers, and someone senior from HRSA was saying the other day and I agree that this is a national security issue because we’re killing the population.  But it’s the 800-pound gorilla.  It’s an obvious truth that we’re not addressing directly.  And we should understand why.  The food industry is a trillion-dollar industry.  It’s extraordinarily powerful, so essentially the question that we are asking ourselves is some are saying, well, that’s a public health issue, it doesn’t have anything to do with medicine. 


I beg to differ.  There are 900,000 physicians, do I have those numbers right, a significant number, right?  The healthcare system, and incidentally this is one of the major significant points of the new legislation of the Affordable Care Act.  We’re focusing on access and that’s phenomenal, greater access.  The other piece is that the legislation creates a national prevention infrastructure and requires a national prevention strategy where hopefully I'm predicting, I’m not sure this is going to be true, preventive medicine becomes a cornerstone of the healthcare delivery system where we pay more attention to primary prevention.  


As we now understand, there are early stages in all diseases, and we were not talking about that.  We can intervene very early, and that information can be used by physicians to anticipate potential problems and begin to intervene in that process.  


That’s why Michelle Obama’s strategy I think is significant because what she has done is to say we have to change the food supply.  We have to find a way to make real food more affordable, and we have to negotiate with the food industry so they can cut down on the sugar and the salt, and all that madness.  Here is the other piece, and again this comes from science.  Health communications, the science of health communications is the most recent public health tool for intervention and it’s combining research and action to achieve behavioral change.  


The food industry spends on average $33 billion targeted to our communities and children to market their foods.  Advertising is the science of behavior change, and these are Constitutional issues.  These are Constitutional values, but if we don’t openly address the issue, identify it, and talk about it, we will not be able to cut into what in fact is a national catastrophe.  
We shouldn’t talk about it any other way because the numbers that I’m talking about are having a disproportionate impact on the Latino company.  I just talked about the national numbers, but now you start talking about African Americans, Latino, and this is where evolutionary biology is teaching us a lesson.  They’re saying that indigenous populations in this country and it’s been defined as African Americans, Mexican Americans because basically the research has been focusing on that population because they come from environments of chronic scarcity, genetically and they actually name it, there’s chromosome 11, there is a particular gene that makes us more efficient at storing energy because we came from environments of scarcity.  It’s a good thing.  It helped us survive.  You put us smack into this society and it changes.  
I guess my message is just stepping back that the problem we’re dealing with is an enormous problem that has to do with the food supply and requires from us new messages, new narratives, new stories, translated in language that we can understand that begins to increase the health literacy hopefully to the medical community, not just the public health community that will hopefully change consumer preferences or more importantly begin to celebrate our culture, which comes from a tradition where we were eating natural foods, and then the minute we came here that changed. 


That’s essentially what my message is.  There are a lot of exciting things happening.  There are new models of care.  There are new interventions.  The FQHC models, and you had one of the previous speakers is combining healthcare intervention with public health intervention, and we need more attention on that.  But we have to change the narrative, we have to be willing to talk about what the problem is and then figure out what we - - .  Thank you.  


[applause] 


DR. FLORES:  Thank you very much to all of our panelists.  We have time for questions now.  Yes, and please address to the panelist and I see that Dr. Rubinstein also has a question, but we’ll start here and then move - - . 

DR. VICTOR DIAZ:  Well, my name is Victor Diaz from Jefferson Family Medicine in Philadelphia, and I don’t know about the rest of the members in the audience, but I’m glad I stayed for the Sunday morning talk.  And talk about saving the best for last.  I have two questions for both physicians on the panel.  First, for Dr. Luchsinger, being of Dominican background it’s very sobering to see the data on dementia in Northern Manhattan.  Was there a controlled study with Dominican Islanders?  Did you take into account the stressors, the environmental factors of living in the United States, especially in an urban center facing issues of crime, and poverty and so on?


And for Dr. Rubinstein, again, very eye-opening, just an awesome talk.  Is there any role in your practice for pharmaceuticals?  You mentioned inflammation.  There’s no doubt that we know that statins, non-steroidals and aspiring, which we use all the time are anti-inflammatories.  Could you please address that? 

DR. LUCHSINGER:  I don’t have the data.  What I can tell you is that we do have - - who is a Dominican physician in Washington Heights, they have a family study in the Dominican Republic.  They have those data.  They’re collecting those data.  We do have data on literacy and on the influence of different cultural issues, place of birth, which are proxies for the type of issues that you’re trying to address.  
Precisely what I'm trying to do, you know, as I said during my presentation, I’m writing this renewal, what I'm doing actually is moving to a younger population that’s 55 to 65 where you’re going to have a greater mix of people who were born in the Dominican Republic, people who have actually grown up in Washington Heights, in other words different levels of acculturation precisely to be able to answer, you know, the influences of those issues on cognitive impairment, etc.  
Of course, there is always the worry that this being a population where there’s a lot of low educational attainment or a wide range, that could influence as well the bias or the assessment of dementia or the assessment of cognitive impairment.  In other words, people who have lower education, they may fail the test not because they have a problem, but because they don’t know or they are less capable of answering the test.  We try to take that into account, but there is obviously a bias as a common axium that has been mentioned is that we don’t know what we don’t know.  
Donald Rumsfeld would be very happy that it’s been mentioned. That was his favorite thing to say, the unknown unknowns. So, you know, the other thing that we’re trying to do in this new study is to use more sophisticated methods to account for acculturation for reading ability for literacy both in English and Spanish so that we can actually see if these disparities that we’re seeing are a result of biases related to the measurement, the instruments that we’re using to measure these problems or are real.  By the way the other thing I’m trying to get into my grant, but it’s more complicated is how cognition and literacy may actually be causing diabetes through behaviors etc. which is also a matter that’s particular relevant to our community.  I hope that answered your question. 

DR. RUBINSTEIN:  You’re asking a great question.  I get asked that.  So do you not use pharmaceuticals?  The answer is yes, I do.  There’s a role for pharma but with an enormous amount of prudence.  This is the problem.  The problem is I’m aware of the fact that every patient that comes to me, just about, is experiencing a fragmented care system, and so they’ll go to one guy for one thing, usually specialists.  They don’t even go to people like yourself in many cases.  I can’t tell you the number of people disappointingly who say to me I don’t need a family practice guy anymore because I go to specialists.  If I have a heart problem, I go to a cardiologist.  Here is the deal.  
Number one, it’s robbing family physicians of the vital role of serving as the conductor of an orchestra that has to be able to bring in the specialists as the time is needed.  It also robs them of an opportunity to be able to learn and grow where they need to learn and grow to incorporate all of these understandings of the different instruments that make up a wonderful symphony and harmony.  
So, I’m aware of that, and what happens unfortunately is there is a lot of miscommunication or non-communication amongst the specialists let alone, I mean it’s a given with the family practitioner.  I send copies of everything I do to the family practice people.  And I tell them here is the deal.  I don’t care whether they referred the patient or not, I say to the patient, you make sure you go back to your family practice doctor because they need to know what’s going on.  They are the ones that are involved with you on a regular basis.  


Now, not all doctors do that.  I’m also aware of once we put the patients into a pharma program of thinking that wait until the problem and once you’ve got the problem there’s a fix.  And the fix is a pharmaceutical with known secondary and tertiary problems.  We really rob the patient of an opportunity to explore alternatives that are much more safe, much more natural.  We also rob the practitioners who are in family practice who should be managing these patients of knowing that there are in fact alternatives because I know the training you’re getting and I know the program you are with at Jeff, and it’s a very responsible program.  
They are responsive to learning, so wouldn’t it be great if in fact you could manage these patients, now this is going to sound crazy, but wouldn’t it be great if you could actually manage patients with aromatherapy or essential oils.  We don't learn this in medical school traditionally right?  There are volumes of aromatherapy essential oil medicine, and it’s not hokey.  These are actually evidence-based studies.  The only problem is they don’t come into our American Journal of Otolaryngology Head and Neck.  They don’t come into our American Academy of Allergy and Immunology sessions.  You know they don’t, and so what happens is we don’t have the literature.  
The answer to your question is, yes, I use with a lot of prudence pharmaceuticals when necessary, and sometimes it’s just a temporizing thing to get the patient over that hump.  I do everything in my power to educate the patients, and I do everything in my power to get the patients understanding that there are alternatives and if they are patient and they are willing to work cooperatively as a team, and we’re honest with each other that I will help them to be able to find an alternative way that won’t commit them to being attached to this umbilical cord called “pharma”.  
Does that make sense?  Yeah, I’m still one of you guys, don’t worry, although I will say, forgive me one second.  I just want to make a comment about Amelio’s excellent presentation.  I teach in China.  I don’t speak Mandarin, and I even speak English with a Yiddish accent, a Jewish accent.  My Spanish is like that too.  In the household, it was mixed.  I go over there, and I'm very entertaining so they say, but in China one of the things that’s interesting is if you drive around provincial China, mainland China, especially - - province, - - a beautiful city that you’ve got to visit, a beautiful artistic city, but if you go to mainland China, you will find at just about every corner a park purposefully created because they believe that people need to surround themselves even in an urban setting with nature.  Purposeful money spent on inner-city parks for the beauty of what God gives us, for stress, okay, problems.  
You’ll always see tai chi.  You’ll see people in hoards.  You’ll see corporations absolutely dedicated to providing time during the day for people to go out into the courtyards that are decorated with wonderful designs, peaceful settings, and you have corporations stressing mid-afternoon tai chi.  You see corporations taking that involvement. 


Interestingly enough if you look at the obesity studies in mainland China they’re significantly low.  Now, again most of these people are exercising, bicycling and walking.  Get that.  They’re not driving.  They are bicycling all over the place.  It’s not uncommon to see an active exercising exercising dietary vegetarian primarily but also meat habits and then also stress-relieving activity on a daily basis.  I will tell you the numbers of metabolic syndrome that we see in mainland China is considerably low.  Take a look at the genetics as Amelio said.  
Take a look at the same genetics in Hong Kong where I do some lecturing, an enormous amount of acne, an enormous amount of psoriasis, eczema, and stress, and it’s all urban, and very few parks, and everybody is in a hustle bustle, and everybody has a Mercedes, and everybody has to have a Lamborghini, and everybody has to have a Bentley, and everybody has got to be high stress, and everybody is in financial disarray, same genetics, horrible diet, unfortunately Western diet, an enormous amount of obesity.  
That’s the only place where you find fat Chinese people, in Hong Kong with the same genetics, so as Amelio said, genetics does not mean that is your life sentence.  There’s a genetic play that is either played out or not played out, and we can influence it.  That’s what anti-aging is about.  It’s about doing something with your biologic clock even though your chronological clock is still going on.  We are all aging, but are we aging healthily?  That’s the whole thing.  That was a long answer to a question. 

FEMALE VOICE:  Thank you.  Along that line, you mentioned that we are doing our patients a disservice, you corrected yourself because I think you recognize that we are not educated, and the question is so what do we do about that?  I don’t have time to go to China.  The courses—I have seen some courses that teach some of what you were showing us in your slides.  
How do we know what courses to go to?  I mean maybe that could be the next conference, you come in and do a little this is how we do it, and the truth of the matter is that we speak about the alternative methods that our patients use, but actually many of us use it ourselves because we grew up with it in the [foreign audio] down in Harlem or the South Bronx, aloe for GI problems, teas for stress and we actually do it ourselves in our own homes.  
The things that you’re talking about take a nice hot bath, put candles, nice scented candles, I actually do tell my patients that in terms of stress because it does work but in terms of having hard facts and knowing what is dangerous, what’s not dangerous I know that as a physician, OB/GYN working in the venue of the Bronx where unfortunately I have to say I’m a walking lottery ticket.  I just don’t want to give them another excuse, so it’s a balance.  And the truth of the matter is that we know there’s a lack of information.  We know there are some courses out there.  I certainly wouldn’t know which ones to attend.  I wouldn’t know—I don’t even know where to start.  So that’s where we need you.  Thank you. 

DR. RUBINSTEIN:  I empathize.  I know exactly what you’re saying, and I deal with it every single day.  I appreciate very much what you’re saying.  It’s a problem.  Some years ago I started a—we started an organization that was kind of—we called it the - - American Medical Dental Nursing Exchange Program.  
And what we did is we got together with different universities, we got - - College of Medicine in China, East/West College of Natural Medicine in Sarasota where I also teach from time to time, Florida, USF, University of South Florida nursing division, University of Miami, Miller participated a little bit, Lake Erie College of Osteopathic Medicine where I’m on clinical faculty and we got together, it was my idea.  I said look, let’s get together and allow for a platform to be able to be created amongst these different institutions so that we can have exchange courses and exchange faculty so that the faculty can come over form one institution to the other institution and do some lectureships.  
Let the medical students take courses in some of these other institutions.  It will open us up, and it will keep us from being so prone to say things like ah, forget that because that doesn't work when we don’t know what we’re talking about and visa versa by the way because it happens on the other side.  Trust me, oriental medicine and acupuncture students that I have, I hear them talking about the fact that you definitely don’t want to go to those MDs because they don’t know how to take care of you holistically and I'm going you’ve got to be kidding.  That’s my background.  What are you talking about?  


So, it happens on both sides, and that’s what we’re up against as physicians.  There’s a lot of misinformation and people putting stuff down that they don’t understand because they just don’t understand it.  So, I’d like to say that the platform that I initiated is very tough to be able to go ahead and maintain because of all the other focuses that are taking place at those institutions.  Wouldn’t it be great if in fact we could do that.  It would be great if the National Hispanic Medical Association could do that to kind of sponsor that kind of exchange where we put within the organization a platform or we start inviting more speakers and create more sessions on these kinds of alternative healthcare systems so at least we can get it from the right sources because the patients are getting it potentially from the wrong sources and we’re not even aware of it.  


Obviously, I love teaching so anytime somebody invites me back I’ll certainly come.  I love this organization, and I'm so grateful to even have the opportunity to be able to be invited for this.  I just thought it was imperative to be able to have an age management type session so I kind of pushed for it at the committee meetings.  Thank you very much for your comments, and talk to me.  I’ll guide you any way that I possibly can.  That’s a little commercial.  I just want to do a little commercial so that it will help you.  There’s no profit to me whatsoever, so this is disclosure.  I was asked ahead are there any financial disclosures or any disclosures you have to make, and I said my wife asks me that on a nightly basis, and I tell her what my attorney says, which is absolutely not, there’s no disclosure I have to make, everything is fine, and I plead the fifth.  I did the same thing here.  
There is no financial interest that I have whatsoever in this comment, but the American Academy of Anti-Aging and regenerative medicine is an organization that was started some years back by some colleagues that I think has done an enormous job of putting together interdisciplinary interspecialty platform to be able to teach people advancements in the anti-aging or regenerative medicine or what I like to call rejuvenation medicine, which is a term I kind of came up with, rejuvenation medicine.  
If you go to the A4MA, the number four, M as in Mary dot com, not only do we have postings of hundreds of thousands of articles on these different subjects there, but in addition the upcoming session is taking place in Orlando next month.  I will promise you that if you go to these meetings, you will always go back.  It’s just an enormous meeting.  There we have—get a hold of this.  We have chiropractors, we have oriental medicine doctors, we have MD’s, DO’s, PhD’s.  We have every different group, and it’s an active exchange of how do we help patients to prevent disease, not just to look better.  I like to call it looking and feeling your best from the inside out, which is really why as a cosmetic surgeon I embrace this.  Thanks. 

DR. FLORES:  Thank you so much.  We’ll take one more question, and then I would like—this was a great opportunity though and I didn’t want to lose it to remind you about evaluations.  On your evaluation form, obviously you rate how you felt the speakers were but you also have an opportunity to give some input as to what type of sessions you would like for the next conference.  So please, please, please write down the types of things that you would like to hear for next year.  
The other thing is it doesn’t just have to be at the conference.  We have an NHAMD web site, and we would be more than happy to hear some feedback about perhaps if Dr. Rubinstein would be interested in having I think they call them chat rooms or whatever they call them as NHMA members that perhaps we can engage in this type of a discussion.  So with that, there is one question, Dr. Rios, is it okay if we take that question, and then I’m going to pass it over to Dr. Rios?  Or did you need to say something first? 

FEMALE VOICE:  Hi.  Something that Amelio said at the end kind of resonated with me, and that was to be sure to not dismiss things that we in public health, and aging and medicine can really do, to make sure we don’t dismiss a potential solution as, oh, that’s a public health role or that’s what medicine does, and I guess as some one in public health sometimes I don’t always see the potential value of an organization like the National Hispanic Medical Association.  
You know, one of the things that for example just more recently the Alzheimer’s Association is working with CMS to develop recommendations on the screening and assessment of Alzheimer’s and dementia.  I’m wondering especially as dementia screening will be part of the new annual wellness visit and reimbursable as of this year, I know not a lot of providers are completely on board and there’s a lot of uncertainty in terms of just exactly how sensitive any of these instruments are.  The process has not been laid out.  Does this association have a potential role in providing input and recommendations around that.  
Maybe that’s a question for Dr. Luchsinger or others, but my second question is and this is something that some of the early presenters kind of touched on, and that’s we have this rapidly growing older Latino population, very stressed caregivers caring for them, providing the bulk of the long-term care at some point, and then add the disability, add the dementia, what role could this association have in terms of putting forward recommendations or urging providers to have that conversation with middle-aged Latinos about advanced care directives, around long-term care planning.  
We don’t like to discuss it, but it’s a reality because there’s a growing number of elder abuse cases among Latinos.  We heard there’s a 44% increase in the number of older Latinos entering nursing homes in the past decade or so, so it’s a reality.  We can’t take care of our families the way we used to in traditional ways.  We may want to, but social pressures, financial pressures, it’s not there.  So I guess my questions are those two things.  
What can this association, what role can this association have in providing input to the Alzheimer’s association and CMS around dementia screening so that they consider the cultural differences and nuances, and the second, what role can they have in terms of recommending how to approach their patients around advanced care directives and long-term care planning?  I’m - - Herrara;  I’m a health and aging policy fellow and faculty at UCLA’s School of Public Health, but working here at HRSA for the Administration on Aging on all things health and aging policy. 

DR. FLORES:  Thank you for the questions, and I'm actually going to refer it to Dr. Rios.  I could probably answer it, but I think - - if you don’t mind, I’m sure you can answer.  I don’t know if you were listening.

DR. RIOS:  I wasn’t particularly, but I wanted to respond to the fact that we don’t take care of our elderly in the way that we used to, in the traditional methods, but let me say there is another angle to all of that, and I think it is to be continued at our next year’s conference.  The issues around elderly and not just elderly abuse but eldercare.  I’m dealing with this with my parents right now.  
The eldercare in our communities, we have less and less options based on budgets and based on the state budgets being cut. Nursing home care right now is about $5,000 a month, and for elderly in our families that do not qualify for the I’ll say Medi-Cal in California, I’m from California, but Medicaid, it’s very difficult to understand, and then in Medicaid I never understood all of this, I’m just learning about it now, Medicaid takes your home.  Medicaid will pay for your parent’s treatment, whether it’s abuse or what have you, Medicaid, and then they take the house.  So, when you have two parents and one dies first, you have to have a waiver to have the second parent be able to keep the house. 

FEMALE VOICE:  Can I just say in answer to the question, I apologize, I couldn’t tell if you had heard it, but I think the answer to the question is certainly NHMA should be involved.  Dr. Rios put forth the policy implications that—the policies that are put forward, the policy that we may need to move forward, the agenda that we need to put forward as an organization, so partnering for instance with HRSA, partnering with the agency on aging, partnering with any organization or agency that impacts the health of Latinos, in this case elder Latinos, we should be at the table, so we would welcome your input being an intern at HRSA to bring to us how we can work with you, what avenues we should take.  I also believe that we have another response.

DR. MORANTE:  I don’t work closely with NHMA, but let me use this occasion to say that while I do think NHMA should be addressing these questions if they’re not and I would love to participate, I mean I work with the Alzheimer’s Association of New York City.  I give talks.  Most of my publications are highly biological if you will and mechanistic, etc.  But I also do quite a bit of work in the community.  I give a lot of talks.  I’ve edited monograms on Alzheimer's Disease and caregiver issues and Latinos, so those publications will be forthcoming.  
I think that a cost-effective way I think in which the NHMA could help this process is by getting a group of people together who work in this area and have a dissemination plan basically.  I don’t think that would be too costly.  I think it would be cost-effective, and I think it would be very useful, and also to set the NHMA as an actor with leverage in the decisions that are made or giving input about what are the best forms of communication.  
I am a general internist and I deal with the issues of advance directives that you deal with, and I see a lot of disasters because when you bring up issues of advanced directives, I’m not saying in all Latinos, but I would say on a large group of Latinos, they don’t want to deal with it.  They want the doctor to deal with it, and then what happens is a person with dementia gets hospitalized, nobody had accepted that they had dementia and then all hell breaks loose.  
The person gets lost in the street, and there’s the care-giving issues, etc.  So I absolutely agree that there has to be an education effort to start thinking about these things, to accept them as part of aging because we are talking about prevention and cure.  Prevention probably means delay.  Cure is certainly not around the corner, and I don’t think it’s going to be for 10, 20, 30 years or I don’t know if ever, and actually as we age more healthily and as we live longer, we set ourselves more for the conditions of aging, so although I work on the prevention side, etc., one of the things that I realized is that as you prevent, you actually increase the proportion of the elderly population and I think the only way to address this is by educating people and lasting throwing something out there maybe for next year’s meeting.  
I think there’s going to have to be changes in society and about how families approach this and how apartments are built to have quarters for your elderly parents.  I think this is a major, major issue because everybody is talking about curing and preventing.  You’re not going to be able to cure and prevent at least not completely.  You’re just going to have to deal with it at the end, and it’s a fixed pot of money, it’s a zero sum game, and you can’t just increase expenditures up, up and up to take care of this.  You’re going to have to redistribute the money and redistribute, re-plan how you approach taking care of the aging, how families with elderly parents are comprised, etc.  I just wanted to throw that out there as maybe an interesting topic for next year or upcoming years. 

FEMALE VOICE:  Can I just add the last thing in response to what you said and to what I said to you, NHMA is only as good as the membership and the willingness of the members to work together.  We as an organization, we do have leadership and the leadership should respond to the needs of the organization, but we can only do that in partnership with each other.  So, I fully am grateful to the offer that was just made to I didn’t hear you say champion the effort, but certainly if you wouldn’t mind being one of the champions.  

DR. MORANTE:  After April 14th. 

FEMALE VOICE:  After your grant is submitted and approved because honestly in all of these efforts it really takes all of you, us to work together to make the difference so that then Dr. Rios can go to the hill and push for the policies that we need to advocate for, but we have to be willing to do the work.  Thank you for that question.  Dr. Rios?

DR. RIOS:  My comment was that we very much appreciated the introduction to the concept of looking at aging and healthy aging by Dr. Rubinstein in the planning of this conference, and we thought how important it would be to take the continuum of aging and to have different perspectives presented so that we went from an individual approach and a surgical approach and a dermatology approach to an internist approach to a community approach from a community approach, from an adult daycare to community clinics’ perspective, and knowing that a mayor’s perspective would be more in tune giving us another perspective and strategy about the community and of course Amelio with his long-time interest in the concept of healthy living, and I think that what’s next needed is looking at the healthcare reform policies.  
There’s one section in the Healthcare Reform Bill, the Affordable Care Act that I myself have not really focused on, and that was the long-term care planning. Senator Kennedy before he died was the real impetus.  This was his section of the Affordable Care Act, to put together a new way of developing policies for the future that would take people out of hospitals and keep people in homes.  I think that’s where we have to go for next year, and for this year’s—to follow up on this, to be able to have policy and I'm not going to say policies, the policies are there.  We need comments on how the regulations are about to be built for the Latino communities because our families need more education.  
This is the perfect opportunity to develop those kinds of linkages.  The other thing is the attorneys, the legal side of this and the elderly attorneys, and I’m from Los Angeles where my parents are, they told me that there is only one Spanish-speaking elderly attorney that they are connected with in the greater Los Angeles area.  There is a huge need for education, and that’s why when you bring the elderly attorneys to meet with your parents and sign all the DNR stuff and get everything ready before they do pass on, most parents that are Spanish-speaking are not going to be able to get to that level of understanding.  It’s not even an option so there are so many things that we can do, so I just wanted to thank you and say that we definitely will continue the effort to build a policy arena around healthy aging in a very proactive sense.  

DR. RUBINSTEIN:  I appreciate very much what you said.  When we first suggested at the committee about having this aging section and I said anti-aging, of course the first impression was well he’s a cosmetic surgeon, he’s going to be talking about surgery.  We’re not really interested in these.  I said, no, no, no, we’re going to talk about anti-aging or healthy aging, and you were very much like almost immediately you said the truth of the matter is we really should be doing that.  I appreciate the fact that you right away responded saying why aren’t we doing it?  Right.  We should be doing that.  
I think from the talks, and I’ve learned so much from this meeting, I appreciate so much the invitation to be able to come and be part of this, and I’ll definitely keep coming back meeting after meeting, because I myself learned so much over the last two days.  I mean 48 hours chock full of good stuff, I mean some great mentors that I’ve now acquired here at this meeting.  But let’s face it, when we’re talking about Hispanic-Americans we’ve got to be talking about these issues because we have the worst stats across the board, and it behoves us to be intimately and passionately involved in the process of protecting our elderly, and protecting ourselves and our people so they don’t end up with age-related chronic inflammatory disease.  
So I really appreciate it.  This is definitely a meeting I’ll be coming back to regularly, and unlike Jose I'm in private practice.  Therefore, I’m not at all dependent on any type of funding from external sources other than the patients, obviously, nor grants, so I’m available any time you need me to be able to go ahead and help you right away.  I don’t have to wait until after April.

MALE VOICE:  Any other businesses?  As Dr. Flores had to leave, I wanted to thank the panelists for this outstanding type of presentation and discussion.  The evaluation sheets need to be completed, and lastly I want to thank the staff.  The staff are sitting on the table.  Can the staff hear me?  Can you stand up please so we can than you very much for all of your efforts in making this happen?  I appreciate that, and with that we close the 15th conference of NHMA.  Thank you.  
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