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Welcome to CuraLink—a newsletter for innovators
building a healthier future for all.
Dear Cura Community,
Welcome back to CuraLink, a newsletter and interview series featuring
the most pressing issues in human health, unmet medical needs and
the emerging innovations and technologies directed to address them.
In September, we had the honor of speaking with FDA Commissioner
Dr. Robert Califf, who is guiding the nation’s medical and nutritional
innovation. Dr. Califf shared how the biggest problem in medicine isn’t
strictly medical, it’s social and political: misinformation. If you missed
the conversation, it’s well worth the read.
This month, we’re highlighting the transformational work of Dr. Angela
Diaz, director of the Mount Sinai Adolescent Health Center (AHC). In
New York City, Dr. Diaz runs one of the most accessible and patientforward clinics in the United States. Under a single roof, the AHC offers
integrated physical, mental and social services to optimize the health
and well-being of around 12,000 adolescents every year—at no cost to patients. From legal counsel to
dance classes to family therapy, the AHC supports nearly every aspect of youth’s lives and facilitates
positive changes that go far beyond the clinic’s walls.
By redesigning services to be youth- and equity-centered, Dr. Diaz and her team ensure that patients
emerge from the AHC healthier, happier and freer to pursue their goals. Dr. Diaz and the success of
the AHC provide a revolutionary model for integrated health care that improves access for some of
the most vulnerable, high-risk populations in the country.

To subscribe, click here

bit.ly/CuraLink-Subscribe
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A conversation with Dr. Angela Diaz
Mental illness in young people has surged dramatically over the past two decades.
Between 2007 and 2018, suicide rates among youth ages 10 to 24 in the U.S.
increased by 57 percent, while mental health providers struggle to keep up with
soaring demands.
Existing needs exacerbated by pandemic-induced isolation, a national racial
reckoning and a widespread economic downturn have collided to create a “tsunami”
of youth mental health needs, Dr. Angela Diaz tells the Cura Foundation.
From over forty years practicing adolescent medicine, Dr. Diaz knows first hand the
psychological issues teenagers face. She also understands them on a personal level.
In 12th grade, she, herself, dealt with severe depression and dropped out of high
school. Fortunately, Dr. Diaz accessed therapy and career development programs at
the same clinic she now directs, resources which she says provided a pivotal coursecorrection in her life’s trajectory.
Without the AHC, Dr. Diaz may not have become one of the country’s leading
experts in adolescent medicine or the guiding force behind an organization helping
thousands of young people every year. Drawing on these personal and professional
experiences, Dr. Diaz’ insights are essential to combating the escalating mental
health crisis.
In Issue 8 of CuraLink, Dr. Diaz shares her inspiring path to medicine, the optimal
approach to treating youth and how she creates harmonious care integration in a
notoriously fragmented health system.

Angela Diaz, MD, MPH, PhD, Director of the
Mount Sinai Adolescent Health Center, Dean of
Global Health, Social Justice, and Human Rights
and the Jean C. and James W. Crystal Professor
in the Department of Pediatrics and Department
of Environmental Medicine and Public Health at
the lcahn School of Medicine at Mount Sinai

Can you tell us about your upbringing in the Dominican Republic and New York and your journey to medicine?
I was born in the Dominican Republic and immigrated to New York when I was 15. When I was four, I had a major accident
and ended up in the hospital for surgery. Before then I really didn’t know what a doctor was. I lived in poverty as a child and
teenager. I didn’t have health insurance or access to health care—I wasn’t even vaccinated at that time. So I had never seen
health providers talking with patients and taking care of them.
In that pediatric ward where I was treated, there was an almost total devotion to the children. It was a helping profession—
clinicians trying to bring comfort and make sure that you were eating and not in too much pain. I just loved the way that
they interacted with me and the other patients. They were so kind. Ever since that moment, I wanted to be a doctor. I didn’t
know what it meant. I didn’t know what it took. But I always knew that.
You have been both a patient and a provider and now are director at the Mount Sinai Adolescent Health Center (AHC).
How did your early experience at the AHC influence the trajectory of your life, and how has AHC continued to shape it?
When I was in 11th grade, a guidance counselor was asking students: What do you want to be when you are older? I said: I
want to be a doctor. At that time, Mount Sinai had a program for inner-city youth who wanted to pursue a career in health.
She sent me and three other people from my school to this program.
Over the summer, I worked on a gynecologic oncology floor helping people with their meals or changing their bedpans.
Being in that program brought me inside the hospital and cemented my desire to become a doctor.
But in 12th grade, I became very depressed and stopped going to school altogether. Program participants could get health
care at the AHC, and, eventually, I realized I could go there for help. So I went, and they gave me therapy and encouraged
me to go back to high school. With that support, I went back to high school, graduated and moved on.
Why did you choose to specialize in adolescent medicine? What are the major differences in treating teenagers and
young adults vs. treating children or adults?
So I wanted to be a doctor, but my family was low-income, and I had to work while attending high school and college. I
went to City College and was a science major, but I really didn’t have support or people guiding me in the direction toward
medicine. I was working in the same factory as my parents and going to college mostly at night.
One day, I walked by Columbia University Medical School in my neighborhood of Washington Heights. I went in and asked
them: What do you need to be a doctor? And they said: You have to take biology, chemistry, physics and math. I said: I had
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taken all those things. Can I apply?
The admissions person gave me the form, which I completed on the spot. She was
surprised, took the form and asked for an application fee of $15. I said I don’t have any
money. I just came in to ask a question. She just took the form and waved me off.
Two months later, I got a letter asking me to come for an interview. I borrowed
some clothes and high heels and went for my interview. One of my interviewers
was a psychiatrist, and we had this amazing connection. A few months after that,
Columbia sent me an acceptance letter. That was a huge break for someone from my
background.
When I went through the different rotations in medical school, I really loved the
people in pediatrics—the residents, attendings, patients and parents. It felt very
natural to me, and after medical school, I did my residency in pediatrics at The Mount
Sinai Hospital in New York.

Dr. Angela Diaz at the Mount Sinai Adolescent
Health Center in 1984

I was committed to join the National Health Service Corps after residency and work in
an underserved area, as required by the Corps who funded my medical education. But the former director of the Mount Sinai
Adolescent Health Center heard that I worked really well with teenagers and asked me to do a fellowship at the AHC with
the permission of the National Health Service Corps.
Once I trained in adolescent medicine and worked with the teenagers, I fell in love with it. My supervisor offered me a
permanent job in the middle of my training, and I’ve been at the AHC ever since.
What do you love so much about working with teenagers? What makes adolescence such a crucial period of
development?
As people, teenagers are very authentic, courageous and creative. If they trust that you care about them, are trying to help
and are asking them the right questions, they share their life with you. If you ask a teenager why they come to the AHC, they
say because they feel welcomed, respected, connected, safe and not judged. When they have that, they can be themselves.
I often feel like I am an artist helping shape these wonderful young people. Many behaviors of adulthood are being formed
during adolescence. You can really have a tremendous impact by guiding teenagers, teaching them and helping them create
the best possible habits and behaviors that can sustain them throughout their lives.

“Not only are adolescents growing physically, but they are also forming their values,
their morality, their behavior and their critical thinking during this period.”
They are discovering themselves and finding their place in society. I find it very enriching to help guide these amazing
humans during this critical time.
The Center’s vision is to deliver comprehensive, confidential medical and mental health services and prevention
education to young people ages 10 to 26, at no cost to patients. Your team sees over 12,000 youths every year. How
does the Center execute that, and what range of services does the AHC provide?
We have an integrated model of medical, sexual and reproductive health; dental; optical; nutrition; health education; and
behavioral and mental health. I often say: from head to toes, from dental to mental.
We also offer legal services, mind-body work like yoga and dance and healing through the arts. We help with academics
including tutoring, SAT prep and college entrance applications, because health and education are intertwined. You cannot
separate them. If you’re not healthy, it’s really hard to learn, even when you’re going to school.
Then we have a number of specialized programs including for kids who are gay, lesbian and transgender; those with trauma,
including sex trafficking and patients who are HIV positive. We have the expertise to take care of all these groups’ health
needs.
We provide the full range of family planning methods, from prevention to prenatal care and have a Young Parents Program.
On the same day, we can provide health care for the entire family to make sure that the teenager and the baby have their
needs met as well as offer family therapy for all generations in the family.
Is there an overarching philosophy that you and other AHC health providers use when treating teenagers? What
strategies does the clinic teach or emphasize to promote long-term well-being?
Our philosophy at the AHC is that we are a youth-friendly, youth-specific place. We ask teenagers: What are potential
barriers that may prevent you from coming here? What are potential facilitators that are going to help you come? Then we
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design services around those answers.
If teenagers have an issue, they want it to be addressed right away. They don’t want to hear about a two-week or two-month
timeline, because by then, either their issue is gone, they went someplace else or they forgot. So we encourage patients to
make appointments, but also every day they can just walk in.
During a patient visit, I take a youth’s history. I speak to them directly in simple language. I want to know them as people—
what they are thinking, what they are feeling and what they are doing. What is really important to them? What is bothering
them? Then based on what they share with me, I design an individualized intervention plan and include whatever discipline
we have that may be helpful to that young person.
Privacy is a key factor for teenagers. They say that if they don’t have confidentiality, they may not come for services, because
they are worried that their parents or a family member is going to find out about some behavior. If they don’t come in, they
will likely continue engaging in that behavior without receiving proper care. That’s not what we want. We want them to
discuss options freely so that they can have the best possible outcome.
Confidentiality also often means seeing patients without using their health insurance. Because sometimes insurance
companies send the explanation of benefits to the person that owns the policy, not our patient, which violates confidentiality
of the youth.
We want adolescents to have upgraded autonomy. So we love parental involvement, but always make sure to spend time
alone with the youth to dig into sensitive issues that they may not feel comfortable
sharing in front of anybody else, including their parents.
What are the major physical, mental and practical issues that the Center’s
patients are facing?
From the beginning, the Adolescent Health Center has been an integrated clinic.
Physically, we see everything from the common cold to routine physicals to sexual
assault forensic exams.
In terms of mental health, the most common issues are stress, anxiety, post traumatic
stress disorder and depression. Most of our youth have trauma, especially sexual
trauma. Many of our youth are gay, lesbian and transgender, and those kids often get
bullied or teased in school. So you have all that interpersonal conflict, either among
peers at school, in communities or inside the house.
How does your team manage to deliver such integrated care based primarily on
donations? What are the biggest fundraising challenges?

Leslie Gomez came to the AHC for pediatric
care for her son, Joshua. Social worker Tricia
Folman helped her deal with issues of domestic
violence while giving her guidance on parenting.
Watch Leslie’s full story here. (Patient story
courtesy of Mount Sinai. The safety of the
community is Mount Sinai’s highest priority;
some images herein were taken prior to
February 2020)

Usually, health care is mono-disciplinary. When you have 15 disciplines working
together, it can be challenging because you need to ensure that everyone is in
harmony and feels appreciated about their contribution. The compilation of disciplines
creates the beauty and the magic, and it is why our kids do so well. It’s not just because of one doctor or one therapist.

To keep the system operating optimally, I have one medical director for the entire system to integrate the various disciplines.
This ensures that we can have one philosophy and one way of working together through equity and youth-friendly lenses.
People now commonly talk about equity, but we have put equity first since 1968. We always knew that some young people
have been deprived of certain things like health care or education. So we make sure that we work with them in a way that
they can propel them to achieve their maximum potential.
Also, because we provide health care at no cost to patients, we don’t exchange money with anyone, including when we see
youth who are not necessarily low-income because we feel that all teenagers have the right to have their needs met.
So when you have to raise the money to fund this, that’s a major challenge. Even if you get grants, they don’t always come
on time, so you need to make sure you don’t have cash flow issues. You have to be a little fundraising machine, because you
have to raise funds every single year.
How do social determinants and exposure to adverse childhood events influence patients’ mental and physical health
outcomes? How does the Adolescent Health Center help address these issues and reach patients where they are?
We track all of our patients’ social determinants—where they live, their school and their community resources. We know that
many teenagers have undergone adverse childhood experiences, including sexual abuse, physical abuse and neglect, and
we ask them about these experiences directly. We also know that these youth are more likely to be traumatized. So if you
have this conversation, you can then target interventions that are trauma-specific, like trauma-focused cognitive behavioral
therapy, dialectical behavior therapy, and Eye Movement Desensitization and Reprocessing (EMDR) to help them heal.
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We work with patients wherever they are in their journey to get to the next stage of life. If they are homeless, the staff will
work with different shelters to try to find them places to stay. If they’re not in school, we figure out why. It may be because
they were raped in the last school and don’t want to return. So then we try to identify a different school for them.
We also do psychological and psycho-educational evaluations, so that psychologists, parents and our legal team can help
kids get what they need if they learn differently or have a learning disability.
Because many of these patients are low-income, black and brown, often people are afraid of them in the streets. They do not
get a lot of positive input. When patients come here, they feel seen. We love them, and we appreciate them for who they are.
In the past decade, there have been dramatic and alarming increases in anxiety, depression and suicidality in teens.
What are the major factors fueling the youth mental health crisis?
For years, teenagers have had mental health needs. There has always been an inadequate capacity to meet them.
The trifecta of the pandemic, the financial crisis and the racial reckoning put youth over the edge. Especially for a population
like ours that is low-income and black and brown. In addition, the schools were closed. Teens were home and isolated with
their routines interrupted and without their usual social connections.
We did a monthly survey starting in May 2020, which shows that 33 percent of our youth lost a loved one. Sometimes they
lost the only parent they had. Many did not have the chance to say goodbye or the ability to gain support or closure at
rituals like a funeral.
What we’re finding in our survey is that there has been an increase in anxiety,
depression, financial issues, food insecurity, abuse, trafficking and interpersonal
violence since the pandemic, especially when people were isolated inside their houses.
All of these factors combine to put many young people into a state of crisis. There is
a tsunami of youth mental health needs coming upon us that many people are really
not aware of.
Also, there is a mismatch. As the needs expand, the capacity of mental health
providers is decreasing. Many are entering the private sector, and there are not
enough mental health providers to begin with, especially child and adolescent
psychiatrists. We need more social workers, psychologists and psychiatrists in general.
Is the U.S. health care system currently equipped to effectively treat adolescents,
mentally and physically? If not, what policy changes need to occur to better
address the needs of youth?
The U.S. health care system was created by adults for adults. Then we try to fit
teenagers into this system, and when it doesn’t work, we blame them. We call them
“non-compliant and hard to reach.” Indeed, what is hard to reach are the services
how they are designed.

Fausto Gallegos was diagnosed with HIV on his
21st birthday. The AHC helped him stay healthy
and find direction. Now, he’s getting his MBA
in marketing and looks forward to working for
a company that develops HIV drugs. “I don't
want to be someone who happens to have HIV.
I want to be an advocate,” says Fausto. Watch
Fausto’s full story here. (Patient story courtesy
of Mount Sinai)

Overall, the U.S. needs to create policy to develop youth-friendly and youth-specific services and providers that understand
them developmentally—making changes like cutting down on waiting lists or conducting appointments outside school
hours.
We need adolescent or young adult medical homes where people have access to health resources and health care. When I
say health resources, I mean healthy foods, exercise and environments where people can be active.
We should see physical, sexual and mental health care as a right that everyone has access to. In the United States, we are
extremely advanced technology-wise, and the quality of health care is often high for those who can get it. But not everybody
can access it. Health care is not well-distributed even for the general population, let alone teenagers.
Can you share some of the specific innovations that have transformed care at the AHC?
We have created a free flow of communication between patient appointments. We built an app called Health Squad.
Our patients use it to ask questions at any hour, and a doctor will respond to them within a business day. We send them
medication and appointment reminders through the app, so that they can be better health care consumers. We also use
MyChart®—a patient portal containing their electronic medical records.
We want them to always have access to us. The clinic is open all day Monday through Saturday. As soon as the doors are
closed, there is an on-call service managed by physicians. So the youth have access to us 24/7, 365 days a year, either
physically because our doors are open or through the answering service where we respond promptly.
It’s almost a closed-loop system. When patients are sick, instead of going to the emergency room, they can come to the
Adolescent Health Center as a walk-in. Or if they are admitted to another hospital or facility, we stay in touch and later bring
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them back to our system for care.
In the mid 1980s, during the AIDS epidemic, we also developed a peer education program. Initially we trained young people
to educate other young people about HIV prevention, but we have broadened the scope. Now, we offer youth health
education around various topics like sexuality and trauma.
We are an organization that is always learning and changing to meet the needs of our population, especially through patient
experience surveys. We are never done.
How might AHC’s approach be replicated in other clinics or health systems? Are there other health centers using a
similar model?
We think there should be a Mount Sinai Adolescent Health Center in every borough, every city or every state, and there
can be. In 2016, we actually wrote a blueprint for replication and now work with others in partnership to provide technical
assistance.
The major challenge that people find is the financial model. They say: Dr. Diaz, you can raise the money being based in New
York City, but wherever we are, we are not able to. Or doctors are not necessarily inclined to fundraise.
If the government can create a sustainable funding mechanism for integrated adolescent health, it will be much more costeffective than our current system. Policy should also include incentives to train mental health providers and those specialized
in adolescent health and primary care.
On average, we spend about $1,000 per youth per year for all services provided. Some kids need less and some need much
more. But on average, this integrated model is extremely cost-effective and has a tremendous impact. The young people
do well—many stay in school, go to college and graduate school. They do better than they would have, given their life
circumstances.
This program can bring not just tremendous savings in human suffering, but promote well-being in youth, who are then
better educated and contribute to society. So there is a win-win.
Might some of the lessons learned in adolescent medicine at the AHC help providers better treat other populations—
perhaps the elderly or immigrant populations—or better operate in other regions beyond New York City?
I talk about teenagers because that’s the population that we serve, and they probably need this the most. But in our service,
we see low-income youth, those in foster care, those who are homeless, immigrants, or documented and undocumented
refugees, as well as those with HIV or who have been trafficked. This model is really attractive and inclusive to patients from
all backgrounds.
From prenatal to palliative care, this integrated model of being really patient-centered, regardless of the age or the stage of
development, is the best approach. Ultimately, it saves money, too.
What is your vision for adolescent medicine and the Adolescent Health Center? What keeps you motivated to make
this vision a reality?
In terms of our program, my immediate vision right now is finding child, adolescent and adult psychiatrists to make sure that
we double our capacity in mental health to meet the increased need. We are currently getting about 50 mental health calls
per week that we cannot keep up with.
More broadly speaking, we also train pediatricians, internists, family physicians, psychologists, social workers and health
educators to become adolescent medicine experts. I am very interested in conducting research, doing advocacy and helping
shape policy. We work at the local, state and federal levels to help craft some of the policies that we want, not just for our
youth, but for adolescents in general.

“On a daily basis, I see the lives of our young people transform.”
I also think about my own life. I was a high school dropout. I had no access to health care, I had a little bit of psychotherapy
at the AHC in high school. But that was enough—this support helped me get back to high school and then go to college,
become a doctor and contribute. AHC’s impact even extends to my own biological children, who are very successful, happy
people. The right help at the right time can spur positive effects across a lifetime.
I find the energy of our young people very enriching. They really want to do the right thing. Just knowing that they matter to
someone is meaningful. Helping them feel seen, through the love that we give them, keeps me going.
This interview has been edited for length and clarity.
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Insights, Perspectives & Ideas

One of Long COVID’s Worst
Symptoms Is Also Its Most
Misunderstood
The Atlantic, September 2022
Among the myriad of mysterious Long COVID
symptoms, brain fog “is by far one of the most
disabling and destructive,” Dr. Emma Ladds,
a primary-care specialist from the University
of Oxford, told The Atlantic’s Ed Yong. It’s
also among the most misunderstood and
most common, afflicting 65 to 85 percent of
COVID long-haulers. This month, The Atlantic
highlights what it's like to live with brain fog,
the struggle to access effective treatment and
the scientists scrambling to understand the
mechanisms behind this puzzling, persistent
cognitive impairment.

Nobel Prize in Medicine Awarded
for Research Into the Evolutionary
History of Humankind
STAT News, September 2022
This month, Svante Pääbo, PhD, of the Max
Planck Institute for Evolutionary Anthropology
in Leipzig, Germany, won the 2022 Nobel Prize
in physiology or medicine for his research into
the evolutionary history of humankind. As
Megan Molteni reports, the Swedish scientist
accomplished something widely believed to
be impossible: recovering and reading DNA
from 40,000-year-old bones. In analyzing
this ancient genetic material, Dr. Pääbo and
his team sequenced the genome of the
Neanderthal and discovered a previously
unknown hominin, Denisova—achievements
which unlock scientists’ understanding of how
extinct hominid genes are passed down to
modern humans. “Pääbo’s seminal research
gave rise to an entirely new scientific discipline;
paleogenomics,” the Nobel committee said in
a statement. “By revealing genetic differences
that distinguish all living humans from extinct
hominins, his discoveries provide the basis for
exploring what makes us uniquely human.”

A New Drug for a Relentless Brain
Disease

The Controversial Embryo Tests That
Promise a Better Baby

NPR, October 2022

Nature, September 2022

There is no cure for amyotrophic lateral
sclerosis (ALS), but as of September, there is
a newly approved medication that may slow
down the disease and extend patients’ lives,
NPR’s Jon Hamilton and Thomas Lu report.
The drug, called RelyvrioTM, got its start with a
couple of college students, some “ice bucket
challenge” money and a new approach to
targeting this disease. The U.S. Food and Drug
Administration greenlit Relyvrio based mostly
on a single, relatively small study, prompting
objections from experts in the field. Hear the
potential promise and pitfalls of Relyvrio on
NPR’s life science podcast, Short Wave.

In the IVF industry, pre-implantation genetic
testing for rare genetic disorders and
chromosomal abnormalities has become
common, Max Kozlov reports. Recently, a crop
of testing companies has emerged, offering
parents ‘polygenic risk scores.’ The scores claim
to predict embryos with the lowest risk for
diseases such as diabetes or cancer, and may
eventually be used to select for non-disease
traits like intelligence. Experts caution that the
models underlying this novel tech are too weak
to make meaningful predictions of disease risk.
Others warn against the downstream effects
of selecting disease and disability out of the
human gene pool. While ethical and medical
questions hang unanswered, companies
expand their testing footprints.

Why Scientists Fear Monkeypox
Spreading in Wild Animals

Call It Data Liberation Day: Patients
Can Now Access All Their Health
Records Digitally

Nature, October 2022
Based on recent data suggesting double or
quadruple the number of animal species might
be susceptible to monkeypox than previously
thought, scientists worry that monkeypox
rampant in wildlife would make the virus
impossible to control. They are concerned
that if the virus becomes established in wild
animals, such as rodents, outside its usual
range in West and Central Africa, such animal
reservoirs could then transmit the virus back
to people. “Then we are in trouble,” Malachy
Okeke, PhD, a virologist at the American
University of Nigeria in Yola, said. Controlling
the spread in wild animal populations would
be extremely difficult, he explains, making
the virus “impossible to eliminate.” Emiliano
Rodríguez Mega explores the reasons why
monkeypox remains poorly studied, leaving
fundamental knowledge gaps regarding the
best way to contain it. Without adequate field
and surveillance data on transmission areas,
ramping up vaccination remains the best
current tool against the virus.
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STAT News, October 2022
Under federal rules taking effect on October
6, health care organizations must now give
patients total access to their full health records
in digital format. The new rules—passed under
the 21st Century Cures Act—are designed
to shift the balance of power to ensure that
patients can not only get their data, but also
choose who else to share it with, national
technology reporter Casey Ross writes. It is
the jumping-off point for a patient-mediated
data economy that lets consumers in health
care benefit from the fluidity they’ve had for
decades in banking: They can move their
information easily and electronically, and link
their accounts to new services and software
applications. “I hope it will become clear
that we need to switch from a paternalistic
system where a lot of data is moving behind
peoples’ backs and without their permission
or knowledge, to one where people have
more control and agency over their data,”
cardiologist Dr. Harlan Krumholz said.

Updates & Events
l

On October 31 through November 3, the 16th annual Global Wellness
Summit will take place in Tel Aviv, Israel. Featuring some of the leading minds
in the business of wellness and prevention, the 2022 Summit theme is “Open
Minds. Open Hearts. Open for Business.” Speakers include Richard Carmona,
MD, 17th US Surgeon General and Chief of Health Innovations at Canyon
Ranch; Dan Buettner, Founder of Blue Zones, LLC and Noam Gabison,
Industry Manager for Digital Health at Meta, Israel, among others. Learn
more and register at https://www.globalwellnesssummit.com

l

On November 7 through 9, the
 22nd Population Health Colloquium will
feature the convergence of diagnostics and population health. In partnership
with Jefferson College of Population Health, the Colloquium includes fireside
chats with Andrew M. Slavitt, MBA, of Town Hall Ventures and United States
of Care; Ronda Copher, PhD, of Bristol Myers Squibb and Jeff Arnold of
WebMD and Sharecare. You’ll also hear sessions on resilience and burnout,
digital tools and health care devices and health equity, among other
topics. Learn more and register to attend virtually or in person at https://
populationhealthcolloquium.com

l

On November 14, the National Academy of Medicine and AARP are
hosting the Global Roadmap for Healthy Longevity Summit: Enabling a
Virtuous Cycle for Healthy Longevity in the U.S. The one-day symposium in
Washington, D.C., will host conversations about how societies can take the
recommendations from The Global Roadmap for Healthy Longevity and reap
the benefits of global aging by creating healthy longevity. The meeting will
convene experts from across policy, health, research, media and business
sectors. Learn more and register to attend the summit in person or virtually
at https://nam.edu/event/global-roadmap-summit/

l

On November 15 and 16, STAT News is hosting the 2022 STAT Summit. The
two-day event offers solution-oriented discussions into the most important
topics in biotech, medicine and policy with leaders like Albert Bourla, DVM,
PhD, Chairman & CEO of Pfizer; Chelsea Clinton, DPhil, MPH, Vice Chair
of the Clinton Foundation; Siddhartha Mukherjee, MD, DPhil, Associate
Professor of Medicine at Columbia University and Nora D. Volkow, MD,
Director of the National Institute on Drug Abuse at the National Institutes of Health. Conversations will be
moderated by STAT News reporters and editors including Helen Branswell, Senior Writer covering infectious
diseases; Nicholas St. Fleur, General Assignment Reporter and Associate Editorial Director of Events and Lev
Facher, Addiction Reporter. Learn more and register to attend the summit in person or virtually at
https://www.statnews.com/2022/summit/stat-summit/
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