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Despite methodological limitations of much of
the research, it can be concluded with some
certainty that the health status of Hispanics in the
Southwest is much more similar to the health
status of other whites than that of blacks although
socioeconomically, the status of Hispanics is closer
to that of blacks. This observation is supported by
evidence on such key health indicators as infant
mortality, life-expectancy, mortality from cardio-
vascular diseases, mortality from major types of
cancer, and measures of functional health. On
other health indicators, such as diabetes and
infectious and parasitic diseases, Hispanics appear
to be clearly disadvantaged relative to other
whites.

Synopsis....................................

Recent reports in the literature on the health
status of southwestern Hispanics, most of whom
are Mexican Americans, are reviewed critically.
The review is organized into the following
sections: infant mortality, mortality at other ages,
cardiovascular diseases, cancer, diabetes, other
diseases, interview data on physical health, and
mental health.

Factors explaining the relative advantages or
disadvantages of Hispanics include cultural prac-
tices, family supports, selective migration, diet,
and genetic heritage. The recently completed His-
panic Health and Nutrition Examination Survey
will go a long way to provide answers to many
questions regarding the health of Hispanics in the
Southwest or elsewhere.

HISPANICS CONSTITUTE THE SECOND LARGEST
and most rapidly growing ethnic group in the
United States. The 1980 U.S. Census enumerated
14.6 million persons of Spanish origin, and this
figure undoubtedly excludes large numbers of
undocumented immigrants. According to some
projections, Hispanics will outnumber blacks by
1990. Most of these persons are of Mexican origin,
and most live in the southwestern United States.
The majority of the remainder are Puerto Ricans
who are concentrated in the Northeast, Cubans in
Florida and the New York metropolitan area, and
persons of other Spanish origin, the great majority
of whom live in the Northeast.

Despite the rapid growth in the number of
Hispanics and a growing interest in their health on
the part of both policymakers and researchers,
large gaps in our understanding of the health
status of this group remain. Early studies going
back to the 1940s were confined primarily to the
more exotic folk medical beliefs and practices of
Mexican Americans in the Southwest (1). More
systematic epidemiologic studies appearing during

the 1950s and 1960s focused primarily on mental
health (2, 3). This early research as well as later
studies suggested the existence of an "epidemi-
ologic paradox" (3); that is, unlike other socioeco-
nomically disadvantaged minority groups, Mexican
Americans were found to have very low rates of
use of psychiatric services. Although early research
strongly suggested that this paradox could be
explained by strong family ties that protected the
individual person against stress (2,4) and by other
factors (3), some recent studies have suggested that
the utilization gap has narrowed considerably (5).
The extent to which Hispanics enjoy a mental
health advantage is thus not clear. However, a
number of recent studies-to be reviewed subse-
quently-have provided evidence suggesting that
southwestern Hispanics may enjoy a relative ad-
vantage on a number of physical health indicators.
Although many studies of Hispanics are method-
ologically weak, it is certainly important to at-
tempt to review and evaluate in a comprehensive
manner our limited knowledge of the Hispanic
population's health status.
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In this review, we examine critically the relative
advantage or disadvantage of southwestern His-
panics on a number of health status indicators
including infant mortality, mortality at other ages,
cardiovascular diseases, cancer, diabetes, other
diseases, functional health, and mental health. Our
aim is to ascertain in which areas an epidemiologic
paradox does seem to exist according to the
available data. We limit our discussion mostly to
southwestern Hispanics (residing in Texas, New
Mexico, Arizona, Colorado, and California) be-
cause most studies of Hispanics have been con-
ducted in the Southwest and because of the greater
diversity of other Hispanic populations in the
United States. The recently completed Hispanic
Health and Nutrition Examination Survey will
surely add much needed evidence about the health
of Hispanics in the Southwest and other areas. In
this paper we review the epidemiologic evidence to
date and suggest potential explanations for some
apparent advantages and disadvantages of Hispan-
ics relative to Anglos, blacks, and Native Ameri-
cans.

Infant Mortality

Infant mortality is considered one of the most
sensitive indicators of socioeconomic development
(6,7) and health status of populations (8). Over the
years researchers have repeatedly documented an
inverse relationship between infant mortality and
socioeconomic status (8-12). Similarly, disadvan-
taged ethnic minority populations have tradition-
ally had high infant death rates. Black Americans,
for example, have an infant mortality rate almost
twice that of whites (13), and an excess remains
even when socioeconomic status differences be-
tween blacks and whites are controlled (10-14).
Likewise, infant death rates for Native Americans
have been very high in the past but have declined
to a level below that of blacks in recent years (13).
Mexican American infant death rates have also
been high traditionally (15,16), but recent evidence
has documented relatively low infant death rates
for Mexican Americans in the Southwest, particu-
larly during the neonatal period (first 27 days of
life).

Using data for 1970-72 for Texas State Eco-
nomic Areas (SEAs), Teller and Clyburn (17)
found the lowest infant death rates in the SEAs
along the Mexican border which are most heavily
populated by Mexican Americans. They suggested
that these low rates may be artificial in that they
partly result from Mexican mothers who cross the

border to give birth in the United States, presum-
ably to assure American citizenship for their
children. Because many of these births are regis-
tered as occurring to United States citizens, there
is an artificial inflation of births on the U.S. side
of the border. Similarly, since any deaths of these
infants after they return to Mexico go unregistered
in the United States, there is a deflation of infant
deaths on the U.S. side.
While underregistration of infant deaths may

explain the low infant death rates in the border
region, this argument is less tenable for areas far
from the border region. Bradshaw and Fonner (18)
maintained that the situation outside the border
region is unlikely to be any different than for
other groups. However, it has been suggested that
artificially low infant death rates resulting from
failure to register deaths may also be found
outside the border area (19,20). In any case, the
low neonatal mortality rates of Hispanics in Texas
are consistent with similar rates for California
(21).

Powell-Griner and Streck (22) examined linked
birth and neonatal death certificates for Texas and
found indirect evidence of underreporting of
deaths of persons with Spanish surnames. This
practice was associated with the presence of large
concentrations of Mexican nationals (and presum-
ably illegal aliens). They suggested that under-
reporting of neonatal deaths by Mexican nationals
may occur because of fear of contact with govern-
ment authorities. This failure to register is not
likely to take place with births which are perceived
as a way of assuring residence and citizenship
rights for the infant and his or her parents.
Indirect evidence that the infant death rates in the
Texas-Mexico border region are artificially low was
provided by a county-level analysis by Markides
and Hazuda (23). These authors, however, found
evidence of a Hispanic advantage in neonatal
mortality even outside the border region. Another
ecological analysis of Texas counties reached simi-
lar conclusions (24). These findings were also
corroborated by individual level analyses in Hous-
ton (25) and in El Paso (26).

In reviewing findings from their El Paso study,
Hedderson and Daustidel (26) concluded that
Spanish surname neonatal deaths are not signifi-
cantly under-reported. They argue that since two-
thirds of neonatal deaths occur during the first 3
days of life and since 99 percent of Spanish
surname registered births in El Paso are attended
by a physician, it seems unlikely that physicians
would release large numbers of high-risk infants
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within the first 3 days of their life. It is unlikely
that a large number of infants would be taken to
Mexico immediately after birth and then die so
that they are not registered in the United States or
that their deaths in the United States would not be
reported because of avoidance of health authori-
ties. "A family that goes to a hospital for a birth
obviously dares, however reluctantly, to have con-
tact with health authorities," these researchers
noted (26). Moreover, they point out that if the
Spanish surname population has high neonatal
mortality, it should also have a high proportion of
premature, underweight infants, a situation not
supported by the available statistics.
Gee and co-authors (25) found that low His-

panic neonatal death rates in Houston were related
to favorable birth weights and full-term gestation
periods. They concluded that "certain socio-
cultural factors associated with the Mexican Amer-
ican family system ... might encourage better care
of mothers and children" (25a), but they did not
specify what these factors might be. Hedderson
and Daustidel (26) also found favorable birth
weight distributions for Spanish surname infants in
El Paso and concluded that these may be related
to "genetics, low rates of smoking and alcohol
consumption [by] pregnant women, or salience of
parental roles" (26). Markides and Hazuda (23)
suggested a migration selection explanation for the
low neonatal mortality among those with Spanish
surnames. They noted that women born in Mexico
(as well as other foreign-born women) have more
favorable birth weight distributions than native-
born white women, especially among those with
less than 12 years of school (27). If migration is
selective of mothers with high reproductive effi-
ciency, the fact that many Mexican American
women are foreign-born may partly account for
the neonatal advantage. It also seems reasonable
that daughters of foreign-born mothers would
inherit some of this reproductive efficiency, mak-
ing for the overall Spanish surname advantage in
neonatal mortality in the Southwest.

Mortality at Other Ages

For a long time, scholars relied on the work of
Ellis who used 1949-51 data from Houston and
San Antonio for estimates of the life expectancy
and general mortality situation of Mexican Ameri-
cans (15,28). This early research showed that
Mexican Americans (Spanish-surname whites) had
considerably lower life expectancy than Anglos,
particularly the women (29). Roberts and Askew

(30) also studied 1949-51 data from Houston and
found that the mortality situation of Mexican
Americans was even less favorable than that of
blacks. Their 1960 data showed a narrowing of
mortality differentials between Mexican Americans
and Anglos in Houston; Mexican Americans were
in a clearly favorable situation when compared
with blacks and at a clear disadvantage when
compared with Anglos.
More recently mortality statistics for Mexican

Americans became available to scholars in pub-
lished form in the late 1970s. Bradshaw and
Fonner (18) presented age-adjusted mortality rates
for Spanish surname persons in Texas for 1969-71.
The rates for males were very similar to those for
other white males, though the rates for women
were somewhat higher among Spanish surname
persons. Very similar results were published a year
later (31), also for Texas. These data showed that
in 1970, people with Spanish surnames had a life
expectancy only slightly below that of Anglos
(other whites), but substantially higher than that of
blacks. Among men, Spanish surname persons had
a life expectancy of 67.2 years compared with 68.1
years for other whites and 61.5 years for blacks.
Spanish surname women had life expectancy of
73.4, compared with 76.5 for other white and 69.5
for black women.
The data for Texas around 1970 thus show that

Spanish surname persons had moved clearly ahead
of blacks and were only minimally disadvantaged
relative to Anglos. Since the socioeconomic condi-
tions of Mexican Americans in Texas (and else-
where) were (and still are) more similar to those of
blacks than whites, scholars began speculating that
the relatively advantageous mortality situation of
Mexican Americans may be an artifact of incom-
plete or inaccurate statistics. However, as Brad-
shaw and Fonner (18) suggested, since death
registration data (numerator) tend to be more
complete than census enumerations (denominator),
the Mexican American death rates they computed
may have even been slightly biased upwards.
Conversely, as Siegel and Passel (31) have ob-
served, the fact that death rates for Spanish
surname persons were lower than expected from
their disadvantaged socioeconomic situation may
indicate that the Hispanic population of Texas
may not be as greatly underenumerated as is
commonly thought (32,33).

Additional evidence of the similarity in the
mortality situations of Mexican Americans and
Anglos was presented by Schoen and Nelson (34)
who computed life tables for 1969-71 for Califor-
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nia. They showed that the life expectancy at birth
of Spanish surname males was 68.3 years com-
pared with 68.7 for other white and 63.5 for black
males. Spanish surname women had a life expect-
ancy of 75.2 compared with 76.0 for other white
and 71.5 for black women.
Data for 1980 have recently become available

and show that Mexican Americans may have
narrowed the mortality gap even further. For
Texas, one set of estimates suggests that the life
expectancy of Hispanics in Texas may even be
greater than the life expectancy of all others (35).
As Gillespie and Sullivan (36) note, however, these
figures may be inflated, since they are based on
Spanish surname numerators (deaths) and Spanish
origin denominators (population). The Spanish
origin denominator tends to contain approximately
10 percent more people than the Spanish surname
numerator and may understate Hispanic death
rates on which life expectancy figures are based.
At a minimum, however, the 1980 data suggest
that Hispanics in Texas are not greatly disadvan-
taged (if at all) relative to Anglos in overall
mortality. Data from California, however, also
suggest that life expectancy of Spanish surname
persons may exceed that for other whites (21).
The favorable mortality situation of Mexican

Americans in the Southwest is reflected in low
death rates from major causes of death, particu-
larly among men. In the sections that follow we
take a close look at cardiovascular diseases, can-
cer, diabetes, and selected other diseases.

Cardiovascular Diseases

In an early study, Ellis (28) found significantly
lower mortality rates from diseases of the heart

among Spanish surname males than among other
white males in San Antonio in 1950, whereas
Spanish surname females had slightly higher rates
than other white females. Similarly, 1970 data for
Texas showed that age-adjusted death rates from
all cardiovascular diseases for Spanish surname
men were lower than rates for other white men,
whereas rates for Spanish surname women were
slightly higher than rates for other white women.
A similar pattern was observed for ischemic heart
disease mortality. In both cases the Spanish sur-
name rates were lower than rates for nonwhites
(36).
For cerebrovascular disease mortality, 1970 data

for Texas showed slightly lower age-adjusted death
rates for both Spanish surname men and women
than for white men and women (36). The Spanish
surname rates were considerably lower than the
rates for nonwhites. Kautz (37) suggested that the
white-nonwhite differentials in total cardiovascular
mortality can be attributed to differences in
cerebrovascular mortality, while the white-Spanish
surname differences are due more to differences in
ischemic heart disease mortality and among males
only.
Data from New Mexico also show that Hispan-

ics are advantaged in mortality from the diseases
of the heart. Buechley and co-workers (38) found
that ischemic heart disease mortality rates were
considerably lower among New Mexico Hispanic
men during 1969-75 than among Anglo men.
More recently, Frerichs and his colleagues (39)

found age- and sex-adjusted death rates from
diseases of the heart and from cerebrovascular
diseases in Los Angeles County, CA, in 1980 were
somewhat lower among Hispanics than among
whites and considerably lower than among blacks.
Unfortunately, these rates were not computed
separately for men and women, and we are thus
unable to examine whether the pattern by sex
observed elsewhere also holds in Los Angeles
County.

Researchers have recently turned their attention
to declines in cardiovascular disease mortality
during the 1970s in the general population to
examine whether Hispanics have shared in the
decline. Kautz and co-workers (40) found, on one
hand, that mortality rates from ischemic heart
disease and acute myocardial infarction showed
smaller declines among Spanish surname persons
in Texas between 1970 and 1975 than among other
whites and blacks of both sexes. On the other
hand, chronic ischemic heart disease mortality
increased in importance for all sex-ethnic groups
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with the exception of Spanish surname females.
No significant declines in cerebrovascular disease
mortality were observed for any group.

Stern and Gaskill (41) found that ischemic heart
disease mortality rates showed declines for both
Spanish surname men and women and for other
white men in San Antonio from 1970 to 1976.
Acute myocardial infarction mortality rates de-
clined in all ethnic and sex groups, while chronic
ischemic heart disease mortality declined only
among Spanish surname women. No significant
declines in cerebrovascular mortality were observed
in any group. The greater decline in overall
cardiovascular mortality among blacks, and the
relatively smaller decline among Hispanics than
among the other two ethnic groups, are bringing
the rates for the three ethnic groups closer.
However, Hispanic rates remain the lowest (37).

Possible clues to the apparent advantage of
southwestern Hispanics in cardiovascular disease
mortality may be found in risk factors such as
hypertension, serum cholesterol, smoking, and al-
cohol consumption. National data show that Mexi-
can Americans have the lowest systolic and
diastolic blood pressure, while blacks have the
highest (37). However, a study by Friis and
co-workers (42) in Orange County, CA, found no
differences between Hispanics and non-Hispanics
in either systolic or diastolic blood pressure.
Christensen and co-workers (43) found no differ-
ences in blood pressure levels between Mexican
American and other white men in Houston. The
levels of Mexican American women, however, were
higher than those of other white women but lower
than those of black women. A study of a
California sample found that Mexican Americans
aged 35-59 had lower serum cholesterol than
whites, although the difference was very small
(44). In contrast, Friis and co-workers (42) found
higher levels of serum cholesterol among Hispanic
men then among non-Hispanic men, but the levels
of Hispanic women were lower than those of
non-Hispanic women. Christensen and co-workers
(43) found higher total cholesterol levels among
Hispanic men than among other white men in
Houston. The levels of Hispanic women were
again lower than those of other white women.
Among other risk factors, national data show

that Hispanics smoke less than whites and blacks
(45), though the situation may be changing (46).
On the other hand, Hispanics appear to be more
obese and less physically active than whites. Fi-
nally, although Hispanics appear to consume
slightly smaller quantities of alcohol than whites

(45), there is a higher proportion of heavy drinkers
among Hispanic men than among Anglo men (47).

Cancer

At present, we do not have epidemiologic data
on cancer for the overall Hispanic population in
the United States. State level data must be used to
discern trends in cancer rates for this ethnic group.
The best incidence data are those compiled by the
National Cancer Institute's Surveillance, Epidemi-
ology, and End Results (SEER) Program for the
Hispanic populations of New Mexico and Puerto
Rico (48). This discussion will examine data for
New Mexico (49) and Texas (50). Although not
truly population-based, the Texas data are consid-
ered reliable for ethnic patterns.
For the most common sites, cancer incidence

among Hispanics is consistently lower than among
Anglos and blacks, yet higher than among Ameri-
can Indians with whom they share some genetic
heritage. On one hand, the Hispanic-Anglo differ-
ential is most pronounced for malignancies of the
lung, colon, breast, and prostate, for which His-
panics have incidence rates one-half to two-thirds
as high as Anglos. Higher rates for Hispanics, on
the other hand, are found for cancers of the
stomach, liver, gall bladder, and cervix. For these
sites, incidence for blacks and American Indians is
about equal or higher than for Hispanics. The
patterns just described are consistent for both New
Mexico and Texas (comparisons are not possible
for blacks in New Mexico and American Indians
in Texas).
The epidemiologic pattern poses the question of

the relative contribution of genetic and environ-
mental factors on cancer among southwestern
Hispanics. A genetic influence, for example, is
suggested by the fact that populations with partial
Indian ancestry, including Hispanics, have rates
for most cancers that are intermediate between
those for Anglos and tribes with generally full
Indian heritage (51). Interpreting the New Mexico
data, Black and Key (52) note that a kind of
"dose-response" relationship seems to exist for
cancer in the State's triethnic population, but the
dose could involve cultural as well as hereditary
factors. The case for a genetic explanation, how-
ever, is strengthened by epidemiologic studies of
gall bladder cancer in New Mexico's tricultural
population (53,54).
Although ethnic differences in lung cancer might

be associated with differences in cigarette smoking
habits (55), diet and reproductive behavior are
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implicated for cancers of the breast, colon, stom-
ach, and cervix. Newell and Boutwell (56) hypothe-
size a nutritional link to explain the lower
incidence of breast and colon cancer among Mexi-
can Americans in Texas. The combination of lower
breast and higher cervical cancer incidence, how-
ever, also suggests the possible influence of fertility
(57). There is evidence that early and high fertility
lowers the risk for breast cancer (58,59), and that
early onset of sexual relations increases the risk for
cervical cancer (60,61). Mexican American females
have earlier and higher fertility rates than other
U.S. ethnic groups (62).
The relative advantage regarding cancer inci-

dence for Mexican Americans, however, is not
reflected in comparably lower cancer mortality
rates among females of this group. Overall cancer
incidence for Mexican American women in Texas
is lower than that of Anglo and black females, but
mortality from cancer of all sites is slightly higher
for Mexican American women (18). High cancer
mortality among ethnic minorities usually is as-
sumed to reflect the effects of delay in seeking
treatment. In a study of breast cancer patients at
M. D. Anderson Hospital in Houston, however,
no differences were found among blacks, Anglos,
and Mexican Americans regarding delay in seeking
treatment or survival rates (63).

Diabetes

With regard to diabetes, the Mexican American
population is clearly disadvantaged. Prevalence
and mortality rates for noninsulin-dependent (type
II) diabetes mellitus are two to five times greater
than those found in the general U.S. population
(64-68). Since the risk factors for diabetes, other
than obesity, are not well established, it is difficult
to identify which subset of possible determinants
might account for the elevated rate in this ethnic
group. Higher rates of diabetes and obesity are
characteristic of low-income groups, generally (69),
a pattern which suggests the importance of socio-
cultural factors in diabetes epidemiology.

Stern and coworkers (66) found elevated rates of
both obesity and diabetes among Mexican Ameri-
cans in Laredo, TX; however, data from the San
Antonio Heart Study indicate that obesity alone
cannot account for the entire excess prevalence
rate among Mexican Americans (70). After con-
trolling for social class and obesity, Mexican
Americans still were at a greater risk for type II
diabetes mellitus. Within each weight category
(lean, average, obese), Mexican Americans of both

sexes had a higher prevalence of diabetes than
Anglos and, in fact, an even greater excess was
noted in Mexican Americans after controlling for
obesity (70a).
Both genetic and environmental factors may

account for the elevated risk of diabetes not
attributable to obesity alone. Acculturation to a
"western lifestyle," including increased consump-
tion of fat and simple carbohydrates and sedentari-
ness, has been offered as an explanation for
increasing rates of diabetes in other populations
(69); however, this reasoning would not explain the
excess rates of Mexican Americans compared with
Anglos, who presumably represent the Western
norm. Rather, a genetic predisposition to diabetes
shared with Native Americans appears to be the
more compelling explanation. Very high rates of
diabetes are found among American Indians, par-
ticularly among members of the Pima tribe who
have close to 100 percent Native American genes
(71).
Using skin color as an index of Native American

admixture, the San Antonio investigators demon-
strated that type II diabetes prevalence parallels
the degree of Native American heritage (70,72,73).
In that study, the percent of Native American
admixture of Mexican Americans was 46 percent
of persons in a low-income barrio, 27 percent in a
middle-income transitional neighborhood, and 18
percent in a high-income suburb. The rates of
diabetes for barrio, transitional neighborhood, and
suburb corresponded closely to the above propor-
tion of Native American admixture, leading the
authors to suggest that the epidemic of type II
diabetes among Mexican Americans is confined
largely to that part of the population with signifi-
cant Native American genetic heritage (72). This
conclusion is supported by similar findings for
proportionate admixture and diabetes for the
Three Affiliated Indian Tribes (74).

Other Diseases

Hispanics appear to be disadvantaged in other
diseases in addition to diabetes. Data from
1969-71 for Texas suggest that, overall, Hispanics
are considerably disadvantaged relative to other
whites in mortality from infectious and parasitic
diseases, influenza and pneumonia, and from
accidents and all deaths involving violence, that is,
homicides and suicides (18). The Hispanic disad-
vantage in influenza and pneumonia mortality is
very slight among men, but quite pronounced
among women. The disadvantage in mortality
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from accidents and other violent causes among
Hispanic males is pronounced at ages 30-44, but
minimal among those aged 45 and older. Hispanic
women, on the other hand, have lower death rates
from accidents and violence than other white
women. Data from the same period for California
reveal similar patterns (34). Unpublished data from
the New Mexico Health and Environment Depart-
ment for 1976-78 show lower mortality from
influenza and pneumonia for males at ages 35-64
among Hispanics than for other whites. However,
the Hispanic rates are higher at ages 65-74 but
lower again after age 75. Rates for females are
lower among Hispanics at ages 35-64 and slightly
higher at age 65 and over than for other white
females. The data also show that New Mexico
Hispanic men have higher death rates from acci-
dents and violence until age 54 and lower rates at
ages 55 and older. As in Texas and California,
however, Hispanic women have lower death rates
than other white women for accidents and vio-
lence.

Survey Data on Physical Health

Most of the information we have presented is
based on relatively objective data obtained from
death certificates or clinical assessments. Such data
are useful in that they provide disease models of
the health of populations, but say little about how
populations perceive and cope with illness and
disability. Illness or functional models of health
are based on self-ratings of health, bed disability
days, activity limitation due to poor health or
disability, and other similar self-reported measures.
Although limited, the available survey data on

functional health corroborate the patterns sug-
gested by disease indicators; Hispanics fare as well
as Anglos and considerably better than blacks.
National data from the 1976 Health Interview
Survey showed that Spanish origin persons re-
ported less limitation of activity due to chronic
conditions and fewer days lost from work per
currently employed person than the total and the
black population (75). These figures were adjusted
for differences in age between groups. In contrast,
persons of Spanish origin had slightly more re-
stricted activity days and bed disability days than
the total population, although it is not clear
whether the last two variables are indicators of
health or use of services.
More recent data are also available from the

National Health Interview Survey for 1978-80 (76).
These data are given by type of Spanish origin,

and thus allow us to compare persons of Mexican
origin (most of whom reside in the Southwest)
with other whites and blacks. These data show
again that, with the exception of dental health,
persons of Mexican origin are generally ad-
vantaged relative to blacks, but are quite similar to
other whites on most indicators.
The Mexican origin-other white comparisons,

however, reveal some interesting patterns by age
group. Persons of Mexican origin have fewer
restricted activity and bed disability days under age
45 but more at ages 45 and older and relatively
wide differences in the 65 years and older group.
A similar pattern is noted for days lost from work
per currently employed person, except that these
figures are based on too few older persons of
Mexican origin. The percentage of those with
activity limitation due to chronic conditions is
lower among persons of Mexican origin than for
other whites up to age 44, is similar at ages 45-64,
and higher among elderly Mexican origin persons
than elderly other white persons. The comparable
percentages in the 45- to 64-year group result
from a lower percentage among Mexican origin
men and a higher percentage among Mexican
origin women than among other white women.
The overall age-adjusted percentages of persons

with activity limitations due to chronic conditions
are similar in Mexican origin and other white
persons. Unfortunately, no overall age-adjusted
measures are given for the other health indicators.
However, the patterns by age noted in the previous
paragraph suggest that age-adjusted measures
would be comparable in the two groups. Neverthe-
less, researchers must pay attention to the different
patterns of findings by age group.

In contrast to disability indicators, the National
Health Interview Survey data show that persons of
Mexican origin fare poorly on dental health com-
pared with all other groups (76). Only 34 percent
of Mexican origin persons aged 4 years and older
reported having visited a dentist within the year
compared with almost one-half of all other His-
panic persons, 37 percent of blacks, and 56
percent of whites. Across all age groups, use of
dental services by Mexican Americans more closely
resembled the pattern for blacks than for whites
and other Hispanics. Furthermore, the 17.4 per-
cent of persons of Mexican origin who have never
received dental care was almost seven times greater
than the proportion for whites and twice that of
blacks. The magnitude of these differences for ever
receiving dental care was considerably less among
children and adolescents.
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Data specifically comparing the self-reported
health of Mexican Americans with that of Anglos
and blacks were reported by Roberts and Lee (77)
from the Alameda County, CA, study. They found
that Mexican Americans were more likely to
perceive their health as fair or poor than were
Anglos, but less so than blacks. However, a
greater proportion of Mexican Americans reported
having no health problems compared with either
Anglos or blacks, and fewer reported a disability,
a chronic condition, or physical symptoms. Mexi-
can Amercians also scored lower than the other
ethnic groups on a composite index of physical
health problems. More importantly, this apparent
advantage of Mexican Americans remained after
the effects of age, sex, education, family income,
marital status, and perceived health were con-
trolled. This advantage of Mexican Americans was
more notable among men than among women, an
observation which is consistent with epidemiologic
patterns on cancer and cardiovascular diseases
discussed earlier.

Mental Health

A large body of literature has accumulated on
issues related to mental health among Mexican
Americans. Most of these researchers attempt to
explain what Karno and Edgerton (3) called an
"epidemiologic paradox" of underuse of mental
health services by members of this ethnic group,
whose social and economic disadvantages would be
expected to elevate risk for psychiatric disorders.
Several reviews of this topic are available (1,5,
78-82). Therefore, this section addresses selected
facets of the issue of possible mental health
advantages for Mexican Americans.

Since the 1950s numerous researchers have con-
cluded that Mexican Americans underuse mental
health services. However, a recent review by Lopez
(5) calls into question the generalizability of this
conclusion, both for the past as well as for the
present. Lopez (5) demonstrated that usage rates
have not been consistently low across time periods,
geographic areas, or types of care facilities. A
sizeable number of single institution studies report
usage rates at parity with Mexican American
representation in the community. Given the poten-
tial sample bias of single facility studies, however,
it is impossible to make generalizations about use
patterns for all Mexican American groups.
To the extent that underuse has been docu-

mented for certain settings and populations, three
possible explanations have been suggested for it.
These may be summarized in terms of three
general hypotheses.

1. The incidence of mental illness among Mexi-
can Americans is actually lower than in other
groups.

2. Types and rates of psychopathology are no
different for Mexican Americans, but the concomi-
tant symptomatology is either perceived differently
by members of this minority group or is mani-
fested through alternative patterns of social devi-
ance such as alcoholism and criminal behavior.

3. Patterns of treatment among Mexican Ameri-
cans are distinct in several respects, including
avoidance of Anglo facilities, greater reliance on
family support, and recourse to alternative sources
of care.
Recent arguments have emphasized differential

perception of mental illness (79,83,84) and ineffec-
tive organization of mental health services for
Mexican Americans (80,81,85).
A recurrent factor in most discussions of the

mental health of Mexican Americans is the protec-
tive function of the close-knit, extended family.
Studies support the general conclusion that Mexi-
can American families are characterized by a
strong familistic orientation, a highly integrated
extended kinship system, and reliance on family
members as the primary means of coping with
emotional stress (86). The distinctiveness of these
attributes may be more a matter of degree than
indicative of a qualitative difference in family
organization, stemming largely from greater acces-
sibility of nearby kin in ethnic neighborhoods
(87,88).
The process by which the Mexican American

family is thought to protect or promote mental
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health has not been clearly articulated. Some
authors contend that strong family supports lower
the incidence of mental disorders and provide
therapeutic functions such as anxiety reduction so
that the need to seek outside help is considerably
lessened (2,4,89-91). Another view suggests that
Mexican American families are more tolerant of
deviant behavior and do not seek professional help
except in cases of severe psychosis. For example,
there is evidence that hospitalized Mexican Ameri-
can schizophrenics are more chronic and disorga-
nized than comparison groups (92) and that pride
in self-reliance discourages seeking professional
help for less severe mental problems (84).

Research on Mexican American family integra-
tion indicates that patterns of interaction are
similar to those found among Anglo families, but
are more intense due to greater accessibility of
kinfolk (87). In a comparative study of social
support among Anglo and Mexican American
families in southern California (88), it was found
that despite the larger size of Mexican American
families, no clear differences were observed in the
tendency to seek emotional support from relatives.
The main difference between the two ethnic groups
was the tendency for Anglos to turn to informal
helpers outside the family, such as friends, neigh-
bors, and coworkers, while Mexican Americans
rarely seek support from these sources. The au-
thors concluded that "there is little reason to
believe that the presence of the extended family
can be the reason for any alleged lower incidence
of mental illness among Mexican Americans" (88).

Because data on use of services are difficult to
interpret, researchers have resorted to community
surveys of psychiatric symptomatology and psycho-
logical distress for further understanding of the
mental health of Mexican Americans (93). Re-
searchers in a Houston study found lower levels of
psychological distress among Mexican Americans
than Anglos of similar socioeconomic status
(94-96). Similar findings were obtained by
Mirowski and Ross (97) in El Paso. Using data
from the Alameda County study, however,
Roberts found no evidence that Mexican Ameri-
cans experience lower levels of psychological dis-
tress than Anglos (98,99). A study of older
Mexican Americans and Anglos in San Antonio
found that Mexican Americans reported more
psychological distress than Anglos, but this differ-
ence disappeared when socioeconomic status differ-
ences were held constant (100,101). Similar results
were obtained for depressive symptoms by Roberts
(99) and by Frerichs and co-workers (102). Finally,

Vega and co-workers (103) found no differences in
depressive symptoms between English-speaking
Mexican Americans and Anglos, but a greater
prevalence of symptoms among Spanish-speaking
Mexican Americans than among the other two
groups.

In sum, early studies of use of mental health
facilities and early community surveys provide
some support for the notion of an epidemiologic
paradox. However, recent studies provide little
evidence suggesting a mental health advantage for
Mexican Americans. Whether this reflects a decline
in extended family supports with increasing accul-
turation, or the effect of more systematic research
procedures, or some other factors, is not clear.

Conclusion

From the studies reviewed in this paper, it is
clear that much research is needed to understand
fully the health status of Hispanics in the South-
west or elsewhere. Much of the material presented
came from vital statistics and census enumerations.
Problems in linking these two sources of data for
studying the health of Hispanics have been well
documented (32,104-106). New community surveys
that can avoid these limitations have appeared, yet
they too have problems in defining and identifying
Hispanics (107,108).

Despite these limitations we can draw the gen-
eral conclusion that the health status of southwest-
ern Hispanics falls somewhere between the health
status of blacks and that of other whites. How-
ever, accumulating evidence suggests that the
health of Hispanics is much closer to that of other
whites than to the health of blacks, with whom
Hispanics share socioeconomic conditions. This
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positioning is shown on key health indicators
including infant mortality, life expectancy, mortal-
ity from cardiovascular diseases, cancer, and mea-
sures of functional health. On other health
indicators such as diabetes and infectious and
parasitic diseases, however, Hispanics are clearly at
a disadvantage relative to Anglos.

Possible explanations for these relative advan-
tages and disadvantages in health status may
involve several factors.

1. Cultural practices that favor reproductive
success may contribute to favorable birth weights
and low neonatal mortality.

2. Selective migration may confer some repro-
ductive advantage as well as contribute to general
health.

3. Early and high fertility in Hispanic women
may contribute to lower breast and higher cervical
cancer rates.

4. Dietary factors may be linked to low cancer
rates and high prevalence of obesity and diabetes.

5. Genetic heritage, particularly Native Ameri-
can admixture, may partly account for certain
cancer patterns and excess diabetes.

6. Extended family support may reduce need for
psychiatric treatment and protect from stress-
related morbidity.

7. Low socioeconomic status and associated en-
vironmental risks probably contribute to high rates
of infectious and parasitic diseases.

8. Other, as yet unknown causes, may contrib-
ute to a favorable life expectancy and other
positive health indicators.

More research on the relative importance of
these contributing factors is needed. Current evi-
dence at least warrants further investigation of the
apparent epidemiologic paradox. The recently com-
pleted Hispanic HANES is expected to make a
significant contribution in addressing this paradox.
Of particular importance is further investigation of
cultural factors. In much of the literature it is
implied that strong family ties and a less accultur-
ated life style might afford some protection to the
health of southwestern Hispanics, but more spe-
cific identification of which factors account for the
differences is needed.
For example, as the population becomes more

acculturated, we might anticipate increases in cer-
tain risk factors including higher rates of smoking,
drinking, and the adoption of a diet more condu-
cive to cardiovascular diseases and certain cancers.
These changes are likely to happen at a time when
a growing proportion of the population will fall in

the older age groups and therefore will be at
greater risk of developing chronic diseases. In
addition, to the extent that strong family ties are
protective of health, it is important for researchers
to study changes taking place in the Hispanic
family and how these might influence the health of
the population in the foreseeable future. Finally,
special attention must be given to distinguishing
socioeconomic, cultural, and genetic factors influ-
encing the health of Hispanics.

References.................................

1. Weaver, J. L.: Mexican-American health care behavior: a
critical review of the literature. Soc Sci Q 54: 86-102
(1973).

2. Jaco, E. G.: The social epidemiology of mental disorders.
Russell Sage, New York, 1960.

3. Karno, M., and Edgerton R. B.: Perception of mental
illness in a Mexican-American community. Arch Gen
Psych 20: 233-238 (1969).

4. Madsen, W.: Mexican-Americans and Anglo-Americans: a
comparative study of mental health in Texas. In Changing
perspectives in mental illness, edited by S. C. Plog and
R. B. Edgerton. Holt, Rhinehart & Winston, New York,
1969, pp. 217-241.

5. Lopez, S.: Mexican-American usage of mental health
facilities: underutilization reconsidered. In Explorations in
chicano psychology edited by A. Baron, Jr., Praeger, New
York, 1981, pp. 139-164.

6. Hauser, P. M.: Demographic indicators of economic de-
velopment. Econ Develop Cultural Chng 7: 98-116 (1959).

7. Stockwell, E. G.: Some demographic correlates of eco-
nomic development. Rural Soc 28: 165-175 (1966).

8. Antonovsky, A., and Bernstein, J.: Social class and infant
mortality. Soc Sci Med 11: 453-570 (1977).

9. Adamchak, D. J.: Emerging trends in the relationship
between infant mortality and socioeconomic status. Soc
Biol 26: 16-29 (1979).

10. Brooks, C. H.: Path analysis of socioeconomic correlates
of county infant mortality rates. Int J Health Services
5: 499-514 (1975).

11. Markides, K. S., and McFarland, C.: A note on recent
trends in the infant mortality socioeconomic status rela-
tionship. Soc Forces 61: 268-276 (1982).

12. Stockwell, E. G.: Infant mortality and socioeconomic
status: a changing relationship. Milbank Mem Fund Q
40: 101-111 (1962).

13. National Center for Health Statistics: Health, United
States, 1979. DHEW Publication No. (PHS) 80-1232,
U.S. Government Printing Office, Washington, DC, 1980.

14. National Center for Health Statistics: Vital Health Stat
[22] No. 14, Rockville, MD, 1972.

15. Ellis, J. M.: Mortality differentials for a Spanish surname
population group. SW Soc Sci J 39: 314-321 (1959).

16. Moustafa, A. T., and Weiss, G.: Health status and prac-
tices of Mexican-Americans. Mexican American Study
Project. University of California at Los Angeles, 1968.

17. Teller, C. H., and Clyburn, S.: Trends in infant mortal-
ity. Texas Bus Rev 48: 240-246 (1974).

18. Bradshaw, B. S., and Fonner, Jr., E.: The mortality of

262 Pubflc Heafth Reports



Spanish surnamed persons in Texas: 1969-1971. In The
demography of racial and ethnic groups, edited by F. D.
Bean and W. P. Frisbie. Academic Press, New York,
1978, pp. 261-282.

19. Palloni, A.: Application of an indirect technique to study
group differentials in infant mortality. In The demography
of racial and ethnic groups, edited by F. D. Bean and
W. P. Frisbie. Academic Press, New York, 1978, pp.
283-300.

20. Selby, M. L., Lee, E. S., Tuttle, D. M., and Loe,
H. D.: Validity of the Spanish surname infant mortality
rate as a health status indicator for the Mexican American
population. Am J Public Health 74: 998-1002 (1984).

21. California Center for Health Statistics: Health status of
Californians by race/ethnicity, 1970 and 1980. Data
Matters, No. 84-02085, State of California Health and
Welfare Agency, Sacramento, 1984.

22. Powell-Griner, E., and Streck, D.: A closer examination
of neonatal mortality rates among the Texas Spanish sur-
name population. Am J Public Health 72: 993-999 (1982).

23. Markides, K. S., and Hazuda, H. P.: Ethnicity and infant
mortality in Texas counties. Soc Biol 27: 261-271 (1980).

24. Eberstein, I. W., and Pol, L. G.: Mexican American
ethnicity, socioeconomic status, and infant mortality: a
county level analysis. Soc Sci J 19: 161-171 (1982).

25. Gee, S. C., Lee, E. S., and Forthofer, R. N.: Ethnic
differentials in neonatal and postnatal mortality: a birth
cohort analysis by a binary variable multiple regression
method. Soc Bio 23: 317-325 (1976); (a) p. 234.

26. Hedderson, J., and Daustidel, H. C.: Infant mortality of
the Spanish surname population. Soc Sci J 19: 67-78
(1982).

27. National Center for Health Statistics: Factors associated
with low birth weight, United States, 1976. Vital Health
Stat [21] No. 37, Hyattsville, MD, 1980.

28. Ellis, J. M.: Spanish surname mortality differences in San
Antonio, TX. J Health Hum Behav 3: 125-127 (1962).

29. Roberts, R. E.: The study of mortality in the Mexican-
American population. In Cuantos somos: a demographic
study of the Mexican-American population, edited by
C. H. Teller, L. F. Estrada, J. Hernandez, and D.
Alvirez. Center for Mexican American Studies, Austin,
TX, 1977, pp. 131-155.

30. Roberts, R. E., and Askew, C.: A consideration of mor-
tality in three subcultures. Health Services Rep
87: 262-270, March 1972.

31. Siegel, J. S., and Passel, J.: Coverage of the Hispanic
population of the United States in the 1970 census.
Current Population Rep, Series P-23, No. 82, Bureau of
the Census, Washington, DC, 1979.

32. Hernandez, J., Estrada, L., and Alvirez, D.: Census data
and the problem of conceptually defining the Mexican-
American population. Soc Sci Q 53: 672-687 (1973).

33. Estrada, L. F., Hernandez, J., and Alvirez, D. Using
census data to study the Spanish heritage population of
the United States. In Cuantos somos: a demographic
study of the Mexican American population, edited by
C. H. Teller, L. F. Estrada, J. Hernandez, and D.
Alvirez. Center for Mexican-American Studies, Austin,
TX, 1977, pp. 13-59.

34. Schoen, R., and Nelson, V. F.: Mortality by cause among
Spanish named Californians, 1969-1971. Soc Sci Q
62: 259-274 (1981).

35. Gillespie, F. P., and Sullivan, T. A.: What do current
estimates of Hispanic mortality really tell us? Presented at

the annual meeting of the Population Association of
America, Pittsburgh, PA, Apr. 14-16, 1983.

36. National Center for Health Statistics: Summary report,
final mortality statistics 1970. DHEW Publication No.
(HRA) 74-1120, vol. 22, No. 11, Rockville, MD, 1974.

37. Kautz, J. A.: Ethnic diversity in cardiovascular mortality.
Atherosclerosis Rev 9: 85-108 (1982).

38. Buechley, R. W. et al.: Altitude and ischemic heart dis-
ease in tricultural New Mexico: an example of confound-
ing. Am J Epidemiol 109: 663-666 (1979).

39. Frerichs, R. R., Chapman, J. M., and Edmond, F. M.:
Mortality due to all causes and to cardiovascular diseases
among seven race-ethnic populations in Los Angeles
County, 1980. Int J Epidemiol 13: 291-298 (1984).

40. Kautz, J. A., Bradshaw, B. S., and Fonner, E.: Trends in
cardiovascular mortality in Spanish surnamed, other white
and black persons in Texas, 1970-75. Circulation
64: 730-735 (1981).

41. Stern, M. P., and Gaskill, S. P.: Secular trends in
ischemic heart disease mortality from 1970 to 1976 in
Spanish surnamed and other white individuals in Bexar
County, Texas. Circulation 58: 537-543 (1978).

42. Friis, R., Nanjundappa, G., Pendergast, T. J., and Welsh,
M.: Coronary heart disease mortality and risk among
Hispanics and non-Hispanics in Orange County, Califor-
nia. Public Health Rep 96: 418-422, September-October
1981.

43. Christensen, B. L., et al.: Cardiovascular risk factors in a
tri-ethnic population: Houston, Texas, 1972-1975. J
Chron Dis 34: 105-118 (1981).

44. National Center for Health Statistics: Total serum choles-
terol levels of adults 18-74 years: United States,
1971-1974. Vital Health Stat [11] No. 205. Hyattsville,
MD, 1978.

45. National Center for Health Statistics: Health practices
among adults: United States, 1977. Advance Data No. 64.
DHHS Publication No. (PHS) 81-1250, Hyattsville, MD,
1980.

46. Marcus, A. C., and Crane, L. A.: Smoking behavior
among U.S. latinos. Am J Public Health 75: 169-172
(1985).

47. Caetano, R.: Drinking patterns and alcohol problems
among Hispanics in the U.S.: a review. Drug Alcohol
Depend 18: 1-15 (1983).

48. Young, J. L., Percy, C. L., and Adire, A. J., editors:
Surveillance, epidemiology and end results-incidence and
mortality data, 1973-77. Natl Cancer Inst Monogr 57,
Bethesda, MD, 1981.

49. Young, J. L.: Cancer in minorities. In Behavior, health
risks, and social disadvantage, edited by D. L. Parron,
F. Solomon, and C. D. Jenkins. National Academy Press,
Washington, DC, 1981, pp. 19-31.

50. McDonald, E. J., and Heinze, E. B.: Epidemiology of
cancer in Texas. Raven Press, New York, 1978.

51. Sievers, M., and Fisher, J. R.: Cancer in North American
Indians: environment versus heredity. Am J Public Health
73: 485-487 (1983).

52. Black, W. C., and Key, C. R.: Epidemiologic pathology
in New Mexico's tri-ethnic population. Pathol Annu
15: 181-194 (1980).

53. Morris, D. L., Buechley, R. W., Key, C. R., and Morgan,
M. V.: Gallbladder disease and gallbladder cancer among
American Indians in tricultural New Mexico. Cancer
42: 2472-2477 (1978).

S4. Devor. E. J., and Buechley, R. W.: Gallbladder cancer in

May-June 1986, Vol. 101, No. 3 263



Hispanic New Mexicans. Cancer 45: 1705-1712 (1980).
55. Thomas, D. B.: Epidemiologic studies of cancer in minor-

ity groups in the United States. National Cancer Institute
Mongr 53: 103-113 (1979).

56. Newell, G. R., and Boutwell, W. B.: Cancer differences
among Texas groups-an hypothesis. Cancer Bull
33: 113-114 (1981).

57. Menck, H. R., et al.: Cancer incidence in the Mexican
American. J Cancer Inst 55: 531-536 (1975).

58. MacMahon B., et al.: Age at first birth and cancer of the
breast. A summary of an international study. WHO Bull
43: 209-221 (1970).

59. Research Group for Population-Based Cancer Regis-
tration: Cancer registries in Japan. Activities and inci-
dence data. Annual report of the Center for Adult
Diseases (Osaka, Japan) 16: 12-31 (1976).

60. Terris, M., et al.: Epidemiology of cancer of the cervix.
V. The relationship of coitus to carcinoma of the cervix.
Am J Public Health 57: 840-847 (1967).

61. Rotkin, I. D.: A comparison review of key epidemiologi-
cal studies in cervical cancer related to current searches for
transmissible agents. Cancer Res 33: 1353-1367 (1973).

62. Ventura, S. J.: Births of Hispanic parentage, 1981. Na-
tional Center for Health Statistics. Monthly Vital Statistics
Rep 33, No. 8 (supp) 1984.

63. Vernon, S. W., et al.: Ethnicity, survival and delay in
seeking treatment for symptoms of breast cancer. Cancer
55: 1563-1571 (1985).

64. Fonner, E.: Mortality differences of 1970 Texas resi-
dents: a descriptive study. Master's thesis. University of
Texas School of Public Health, 1975.

65. Stern, M. P., et al.: Affluence and cardiovascular risk
factors in Mexican Americans and other whites in three
northern California communities. J Chron Dis
28: 623-636 (1975).

66. Stern, M. P., et al.: Cardiovascular risk factors in Mexi-
can Americans in Laredo, Texas. I. Prevalence of over-
weight and diabetes and distributions of serum lipids. Am
J Epidemiol 113: 546-555 (1981).

67. Hanis, C., et al.: Diabetes among Mexican Americans in
Star County, Texas. Am J Epidemiol 118: 659-672 (1983).

68. California Center for Health Statistics: Diabetes among
California Hispanics 1979-80. Data Matters Topical Re-
ports No. 83-05079, August 1983.

69. West, K. M.: Epidemiology of diabetes and its vascular
lesions. Elsevier, New York, 1978.

70. Stern, M. P., et al.: Does obesity explain excess preva-
lence of diabetes among Mexican Americans? Results of
the San Antonio Heart Study. Diabetologia 24: 272-277
(1983); (a) p. 275.

71. West, K. M.: Diabetes in American Indians and other
native populations of the New World. Diabetes
23: 841-855 (1974).

72. Gardner, L. I., et al.: Prevalence of diabetes in Mexican-
Americans: relationship to percent of gene pool derived
from native American sources. Diabetes 33: 86-92 (1984).

73. Relethford J. H., et al.: Social class, admixture and skin
color variation in Mexican Americans and Anglo Ameri-
cans living in San Antonio, Texas, with special reference
to diabetes prevalence. Am J Phys Anthropol 61: 97-102
(1983).

74. Brosseau, J. D., et al.: Diabetes among the three affiliated
tribes: correlation with degree of Indian inheritance. Am J
Public Health 69: 1277-1278 (1979).

75. National Center for Health Statistics: Health characteris-

tics of minority groups, United States 1976. Vital and
Health Statistics, Advance Data, No. 27. U.S. Govern-
ment Printing Office, Washington, DC, 1978.

76. National Center for Health Statistics: Health indicators
for Hispanic, black, and white Americans. Vital Health
Stat[lO] No. 148. U.S. Government Printing Office,
Washington, DC, 1984.

77. Roberts, R. E., and Lee, E. S.: The health of Mexican
Americans: evidence from the Human Population Labora-
tory studies. Am J Public Health 70: 375-384 (1980).

78. Barrera, M.: Mexican American mental health service
utilization: a critical examination of some proposed vari-
ables. Community Mental Health 14: 35-45 (1978).

79. Keefe, S. E.: Why Mexican Americans underutilize mental
health clinics: fact and fallacy. In Family and mental
health in the Mexican American community, edited by
J. M. Casas and S. E. Keefe. Spanish Speaking Mental
Health Research Center, Los Angeles, CA, 1978,
pp. 91-108.

80. Keefe, S. E., and Casas, J. M.: Mexican Americans and
mental health: a selected review and recommendations for
mental health service delivery. Am J Community Psychol
8: 303-326 (1980).

81. Ramirez, D. G.: A review of the literature on the
underutilization of mental health services by Mexican-
Americans: implications for future research and service
delivery. Intercultural Development Research Association,
San Antonio, TX, 1980.

82. Schreiber, J. M., and Homiak, J. P.: Mexican Americans.
In Ethnicity and medical care, edited by A. Harwood.
Harvard University Press, Cambridge, MA, 1981,
pp. 264-336.

83. Phillipus, M. J.: Successful and unsuccessful approaches
to mental health services for an urban Hispano-American
population. Am J Public Health 61: 820-830 (1971).

84. Newton, F.: The Mexican American emic system of
mental illness: an exploratory study. In Family and mental
health in the Mexican American community, edited by
J. M. Casas and S. E. Keefe. Spanish Speaking Mental
Health Research Center, Los Angeles, CA, 1978,
pp. 69-90.

85. Morales, A.: The need for nontraditional mental health
programs in the barrio. In Family and mental health in
the Mexican American community, edited by J. M. Casas
and S. E. Keefe. Spanish Speaking Mental Health Re-
search Center, Los Angeles, CA, 1978, pp. 125-142.

86. Ramirez, O., and Arce, C. H.: The contemporary
Chicano family: an empirically based review. In Explora-
tions in chicano psychology, edited by A. Baron, Praeger
Publishers, Inc., New York, 1981, pp. 3-28.

87. Gilbert, M. J.: Extended family integration among
second-generation Mexican Americans. In Family and
mental health in the Mexican American community, edited
by J. M. Casas and S. E. Keefe. Spanish Speaking Mental
Health Research Center, Los Angeles, CA, 1978, pp.
28-48.

88. Keefe, S. E., Padilla, A. M., and Carlos, M. L.: The
Mexican American extended family as an emotional
support system. In Family and mental health in the
Mexican American community, edited by J. M. Casas and
S. E. Keefe. Spanish Speaking Mental Health Research
Center, Los Angeles, CA, 1978, pp. 49-68.

89. Jaco, E. G.: Social factors in mental disorders in Texas.
Soc Problems 4: 322-328 (1957).

90. Jaco, E. G.: Mental health of the Spanish American in

264 Public Heafth Reports



Texas. In Culture and mental health: cross-cultural stud-
ies, edited by M. R. Opler. New York, 1959, pp. 360-397.

91. Madsen, W.: Society and health in the Lower Rio Grande
Valley. Hogg Foundation for Mental Health, Austin, TX,
1961.

92. Fabrega, Jr., H., Swartz, J. D., and Wallace, C. A.:
Ethnic differences in psychopathology: specific differences
with emphasis on a Mexican-American group. Psychiat
Res 6: 221-235 (1968).

93. Griffith J.: Re-examination of Mexican American service
utilization and mental health need. Hisp J Behav Sci
5: 163-180 (1983).

94. Antunes, G., et al.: Ethnicity, socioeconomic status and
the etiology of psychological distress. Social Soc Res
58: 361-368 (1974).

95. Gaitz, C. M., and Scott, J.: Mental health of Mexican
Americans: do ethnic factors make a difference? Geriatrics
27: 103-109, November 1974.

96. Scott, J., and Gaitz, C. M.: Ethnic and age differences in
mental health measurements. Dis Nerv Syst 36: 389-393
(1975).

97. Mirowski, J., and Ross, C. R.: Minority status, ethnic
culture, and distress: a comparison of blacks, whites and
Mexican Americans. Am J Sociol 86: 474-495 (1981).

98. Roberts, R. E.: Prevalence of psychological distress
among Mexican Americans. J Health Soc Behav
21: 134-145 (1980).

99. Roberts, R. E.: Prevalence of depressive symptoms among
Mexican Americans. J Nerv Mental Dis 169: 213-219
(1981).

100. Markides, K. S., Martin, H. W., and Sizemore,
M.: Psychological distress among elderly Mexican Ameri-
cans and Anglos. Ethnicity 7: 298-307 (1980).

101. Markides, K. S., Martin, H. W., with Gomez, E.: Older
Mexican Americans: a study in an urban barrio. Mono-
graph of the Center for Mexican American Studies.
University of Texas Press, Austin, TX, 1983.

102. Frerichs, R. R., Aneshensel, C. S., and Clark, V. A.:
Prevalence of depression in Los Angeles County. Am J
Epidemiol 113: 691-699 (1981).

103. Vega, W., et al.: The prevalence of depressive symptoms
among Mexican Americans and Anglos. Am J Epidemiol
120: 592-607 (1984).

104. Teller, C. H., et al. editors: Cuantos somos: a demo-
graphic study of the Mexican American population. Center
for Mexican American Studies, Austin, TX, 1977.

105. Juarez, R. Z.: Vital and health statistics of the Spanish
origin population in the United States. Presented at the
annual meeting of the American Public Health Associa-
tion, Los Angeles, Oct. 15-19, 1978.

106. Trevino, F. M.: Vital and health statistics for the U.S.
Hispanic population. Am J Public Health 72: 979-982
(1982).

107. Aday, L. A., Chiu, G. Y., and Andersen, R.: Meth-
odological issues in health care surveys of the Spanish
heritage population. Am J Public Health 70: 367-374
(1980).

108. Hays-Bautista, D. E.: Identifying "Hispanic"
populations: the influence of research methodology upon
public policy. Am J Public Health 70: 353-356 (1980).

Suicide and Homicide
among Hispanics
in the Southwest

JACK C. SMITH, MS
JAMES A. MERCY, PhD
MARK L. ROSENBERG, MD, MPP

Mr. Smith is a Senior Statistical Consultant, Dr. Mercy, the
Assistant Chief, and Dr. Rosenberg, the Chief, all of the
Violence Epidemiology Branch, Center for Health Promotion
and Education, Centers for Disease Control, Atlanta, GA
30333.
The Offices of Vital Statistics in Arizona, California,

Colorado, New Mexico, and Texas provided data for the study.
Tearsheet requests to Mr. Smith.

Synopsis....................................

A study of suicide and homicide among Hispan-
ics of Mexican origin (Mexican Americans) focused

on five southwestern States-Arizona, California,
Colorado, New Mexico, and Texas-where more
than 60 percent of all Hispanics in the United
States reside. And 85 percent of them are Mexican
Americans.

Data were obtained on all suicides and homi-
cides among Hispanics and Anglos (white non-
Hispanics), using Anglos as a comparison group.

Results for suicide showed the suicide rate for
Hispanics (9.0 per 100,000) to be less than the
national rate for whites (13.2) and half that of the
Anglos residing in the same area (19.2). The lower
suicide rate for Hispanics relative to Anglos is seen
for both males and females. For homicide, the
overall rate for Hispanics (20.5) was more than
2% times that of Anglos (7.9). The rate for
Hispanic men (39.3) was more than three times the
rate for Anglo men (11.4).
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