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Kaiser Permanente is facing serious challenges: We need to
control spiraling health care costs, maintain and continuously
improve the quality of care we deliver to our members and face ever

more competent competition. The health care consumer market is demand-
ing hard evidence of our ability to provide high-quality, cost-effective care.

At the same time, the U.S. population and labor force is becoming more
diverse than at any other time in its history. Due primarily to changes in the
immigration laws, the country has experienced a major influx of immigrants
and refugees over the last two decades. Less than three percent of these
immigrants have been European; the vast majority have come from Asian,
Latin and African nations. Added to large preexisting minority populations,
this makes for an extremely rich and diverse health care consumer market
with differing needs and expectations around health care services.

The term “culturally competent care” is being used by many to describe
health care that is sensitive to the needs and health statuses of different
population groups. Increasingly, health care organizations are being evalu-
ated by consumers for their ability to provide such care. Additionally, studies
are now indicating that ethnicity is as important a variable as age or gender
in understanding health care utilization patterns and cost of care.
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• Expanding our markets
• Maximizing retention rates
• Enhancing quality of care
• Containing costs
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This manual is just one, albeit very important aspect of Kaiser Permanente’s
overall strategy for addressing diversity as a business imperative and a way
of maintaining a competitive quality advantage.

Our goal in creating this handbook for Kaiser Permanente’s health care
professionals is to provide an overview of the cultural and epidemiological
differences that characterize the major ethnocultural groups comprising our
membership. It focuses on the characteristics of each group that affect
health care utilization. It does not, by any means, suggest that we stereotype
our members by group. Rather, the manual presents general background
information and health care statistics which can help our providers become
even more sensitive and knowledgeable about our diverse membership.
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The data reported in this manual came from many articles published in
medical and other health-related journals. Some information came from
state and federal publications. Almost all of the data were gathered or
reported in the last decade. Rather than have the pages bristle with foot-
notes, data sources were placed in the reference section at the end of the
handbook which is divided into segments corresponding to each topic.

The data are uneven across the different ethnic groups, a state of affairs that
reflects the unevenness of research in the field of ethnic medicine. For some
ethnic groups, such as Mexican Americans or African Americans, there is
much information. For others, such as Vietnamese or East Indians living in
the U.S., information is very scanty. The loose-leaf format will allow updates
when new information becomes available.
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The sections devoted to each major subgroup will first provide pertinent
demographic information, including data on the different subgroups which
comprise the overall group.  Next will come a segment describing the
cultural characteristics of the group with special attention to the unique
factors that shape health-related behavior. Following this will be the health
profile for the group which summarizes risk factors and disease states. At
the end of several sections, the implications of the data for Kaiser
Permanente providers will be briefly summarized.

Kaiser Permanente National Diversity Council 1996
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While the overall population of the United States increased by
9.8%from 1980 - 1990, the number of people of Latino origin
increased by 53% during this same decade, going from 14.6

million to 22.4 million.  Latinos are now 8.7% of the population. Because of
high levels of immigration and natural increase, the Latino population is
expected to continue to increase rapidly over the next decade, reaching 30
million by the year 2000.

Discussing a population group is difficult without using a label. However,
the terms “Hispanic” and “Latino” are used to aggregate several distinct
populations. We have chosen to use the term “Latino” in this manual, but
wish to emphasize that most Latinos are proud to be identified by the name
of their specific group of national origin.
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• 62% are Mexican Americans, living primarily in the Southwest,
especially California and Texas.

• 12% are Puerto Ricans, living primarily in the Northeast, particularly
New York, New Jersey and Connecticut.

• 5% are Cuban, living primarily in Dade County, Florida.

• 9% are other Latinos, Central and South Americans, living primarily
in California.

Latinos are a classic portrait of heterogeneity, coming from different nations
and cultures, with important differences in both demographic characteristics
and health profiles.

• While the mean age for Mexican Americans and Puerto Ricans  is 25,
the mean age for Cubans, 38, is somewhat higher than non-Hispanic
whites, 34.
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• About 67% of adult Latinos are foreign born.

• Labor force participation among Latinos is high: 82% for Mexican
Americans, 70% for Puerto Ricans, and 76% for Cubans,
compared to non-Hispanic whites, 66%.

• Educational levels are highly variable: 46% of Mexican Americas
and 38% of Puerto Rican adults had not finished high school, while just
13% of Cuban adults had not  (U.S. 1990 Census).

• The occupation profile of Cuban Americans is very similar to
that of the larger  population. However, Puerto Ricans and Mexican
Americans are over-represented in the laboring, service and crafts
occupations.

Because of their exponential growth, Latinos are growing in influence
economically, politically, and as a consumer market.

• While Latinos comprised 7.7% of the U.S. labor force in 1990, they will
make up 11% by 2005. In some areas, such as Los Angeles, they will be
over 50% in 2005.

• 88% of Latinos live in urban areas; only 4% are farm workers.

• Of the 50% of Latinos covered by some form of health insurance,
72% is through an employer and 19% is self-paid.

• U.S.-born Latinos are more likely than foreign-born Latinos to have
health insurance, 72% compared to 46%.
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• About 60% of Latino adults use the Spanish language at home, 20% are
bilingual and 20% are English dominant. Women are more  likely to be
Spanish dominant than men.

• One in 4 new households formed in the ’90s will be Latino.

• Mexican Americans and Puerto Ricans have fertility rates almost twice
as high as those in the general population. The median household size
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 is for 4.15 for Mexican Americans, 3.00 for Puerto Ricans and 3.13 for
Cubans as compared to 2.66 for the U.S. as a whole.

• 38% of Latino women between the ages of 18-49 are not in the labor
force compared to 25% of non-Latino women.

• One third of Latino families are below the poverty line; however, most
Cuban families are middle income.

• Forty percent of Puerto Rican families are female headed as are 18% of
Mexican American and 14 % of Cuban families.

Another important contributor to Latino heterogeneity is generational
status: With each generation beyond immigrant status, Latinos are more
likely to increase their educations, incomes, occupational mobility, fluency in
English, and out-marriage rates but decrease in fertility rates.
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According to Market Development, Inc., a firm that specializes in assessing
Latino consumer patterns, Kaiser Permanente serves about 6% of U.S.
Latinos who have HMO coverage. As the population increasingly becomes
more Latino, and if we get our share of this market, Kaiser Permanente can
expect to have more Latino members.

These members will be younger than other members and have more
children. There will be an especially significant impact on O.B./Gyn, Family
and Emergency Practices. Many members will be non- or limited-English
speaking.

An ability to provide bilingual care providers or good medical interpreters
will make Kaiser Permanente more competitive in areas of high Latino
population concentration, and familiarity with the health needs of Latinos
will help the organization deliver high quality care.

Latinos are a generally healthy population (there is some indication, how-
ever, that the longer they are in the U.S., the more health problems they
experience), but their health beliefs and epidemiological patterns are some-
what distinct from other Americans as will be seen in the following sections
of the manual.
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As with any cultural group, Latino health-related behavior is shaped
by beliefs interacting with the environment. Two kinds of beliefs are
important: Specific beliefs about etiology, disease characteristics,

anatomy and body systems and more generalized beliefs arising out of
overall cultural orientations that define what is real and what is not, what is
moral and what is not and, especially, how people should appropriately
interact with each other. Both kinds of beliefs are shaped and/or affected by
the characteristics of the social and physical environment, its constraints
and opportunities.

At this point you are wondering if generalizations about Latinos’ health
related beliefs can be made. The truth is that such generalizations are only
possibilities and probabilities based on what is known about a cultural
group’s collection of health beliefs and behaviors. They do not describe an
individual Latino’s perceptions.
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• Whether the individual’s heritage is Mexican, Puerto Rican, Cuban,
Guatemalan or another Latin nation. “Latino” is  a convenience term,
grouping peoples that are similar  in some ways and who share the
Spanish language but are  certainly not identical in culture or
historical experience.

• Whether the individual is an immigrant or is U.S.-born.  A third
generation Latino is more likely to hold beliefs and behave more like
other U.S.-born people than like people in his/her country of
national heritage.

• Whether the individual is monolingual Spanish speaking  or can speak
English fluently. Oftentimes, though not always, inability to speak
English signals a more traditional cultural perspective and a lack of
familiarity with U.S. systems.

• Whether the individual is middle class or lower class.  Middle class
persons worldwide are more likely to have   higher educations and to
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have had their health beliefs shaped by education and access to bio-
medicine than are lower class people.

• Whether the individual grew up in an urban or rural environment.
Foreign-born persons from urban backgrounds are more likely to be
aware of  biomedical health and disease concepts than are rural people.

All of these variables interact to produce the individual Latino’s
unique pattern of health beliefs and behaviors. A Mexican-born
rural-raised, monolingual Spanish speaking cannery worker is

more likely to hold traditional beliefs about disease causation than a third
generation English-speaking store manager. It is likely, however, that both
may hold similar expectations about how  health care providers should
interact with patients, since cultural orientations to interpersonal behavior
are much more enduring than specific beliefs.

As an example of the first type of belief, some Latino women pursue a
special diet and bind their abdomens following childbirth in order to
maintain a health-maintaining harmony and balance in the body and
ensure that organs believed to be displaced by pregnancy return to their
normal state. Similarly, a belief that the life force dwells in the heart is not
uncommon and hence such concepts as “brain death” are less readily
understood and accepted by some Latinos.

On the other hand, Latino patients’ and their families’ understanding of the
proper relationship with the health care provider is guided by their cultural
orientation to how authority or expert roles are seen and valued. Many
Latinos living in the United States are from cultures with strong notions of
social hierarchy, clear authoritarian/dependency social roles and a high
regard for expert knowledge. Normative expectations for provider and
patient behavior may follow these orientations.

Thus Latinos may expect the care provider to be highly directive and may
exhibit what appears to be a level of dependency behavior that puzzles the
provider. And, because most Latino cultures place high value on respecto
and dignidad for every person, they will expect the care provider to treat
them in a caring, confidential and dignified manner.
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In a sense, beliefs of the first type, that is, traditional concepts of disease
symptoms, causation and treatment, are easier to uncover through em-
pathic questioning or discussion, though many Latinos who subscribe to
them are at first unwilling to admit holding “traditional” medical beliefs for
fear of appearing old-fashioned or non-scientific. Beliefs of the second type,
those that spring from a world view or culturally shaped life perspectives,
are more difficult to detect: Most people (including care providers) are more
or less unaware of these abstract, culturally shaped understandings that
direct their actions.
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A great deal has been written about traditional Latino diseases (susto,
moller caido, empacho, bilis, mal de ojo, for example) and recourse to
traditional healers: curandero/as (curers), parteras (midwives), sobadors
(massagers/bone setters), espiritistas (spiritual healers), yerberos (herbalists)
and señoras (women knowledgeable in herbal remedies). Research has
shown, however, that most persons who use these traditional sources of
health care also use modern medical resources if affordable and accessible.
In truth, traditional or folk beliefs and use of folk healers are typical prima-
rily of immigrant segments of the Latino population. The Hispanic Health
and Nutrition Survey (HHANES) conducted in 1984 found that only 4.2%
of a national sample of Latinos had consulted a folk curer (curandero/a),
and the strongest predictors of having done so were limited English
language ability and dissatisfaction with modern medical practices. Other
reasons for resort to traditional healers or remedies are to pacify family
members, to reassert cultural roots and to “hedge their bets.”

Briefly, many Latino folk concepts of disease etiology center around the ill
effects of experiencing intensely negative emotional states (fright, anger,
envy), dislocation or malfunction of organs or body parts, infant susceptibil-
ity and magical causes. Folk medical treatments are highly variable across
regions and Latino subcultures, even for the same disorders. Treatments
involve a variety of rituals based on purification, social reintegration and,
sometimes, penance. The folk pharmacopoeia is immense and complex.
Boticas which carry curative herbs flourish in almost any U.S. city with a
sizable Latino population.
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Most traditional remedies are neutral or harmless in their effect. There have
been some instances of the use of lead-containing ointments on children
and salmonella-ridden rattlesnake capsules for A.I.D.s patients but these
practices are rare. Usually the greatest harm from use of folk medicine lies in
delayed utilization of medical care or abandonment of a treatment regimen.
If a care provider suspects this type of obstacle, non-judgmental questioning
may surface it. A skilled medical interpreter can often uncover folk practices
in a tactful way.

More troublesome is the resort to Mexican border pharmacies for drugs
requiring a prescription in the United States but not in Mexico. It is
oftentimes expected that Mexican pharmacists will diagnose as well as
dispense drugs, and this does sometimes occur. Many Mexicans place a
good deal of faith in injections and will cross the border to obtain them.
Health care providers may be surprised to find their patients taking  pre-
scription medications not listed in their charts!
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Health-related behavior shaped by Latino cultural perspectives has been
given research attention in the last two decades. Several specific orientations
have been noted:

• A distrust of formal institutions and an emphasis on personalismo
expectations about the patient/provider relationship. The patient is most
concerned about the relationship between him/herself and the care
provider and is less concerned about the clinic, hospital or structure of
the health care system. The patient wants clear evidence that the pro-
vider is concerned about him personally. Interestingly, Kaiser
Permanente’s STAR data bear this out:  Our Latino members are
signifIcantly more likely to say that having a personal physician is
important to them than are our other members.

• A belief that the involvement of significant others plays an important
role in a successful treatment and healing process. This requires that
others, usually family members, be included in decision making and
action taking. Strong family support systems can often be enlisted in the
care of Latino patients.
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• A tendency toward fatalism that may or may not be linked to the “will
of God.” Such notions of immutable fate and an attitude of resigned
forbearance are typical of poor and/or traditional peoples worldwide
and are likely a rational response to experiencing many uncontrollable
circumstances from floods to infectious disease to grinding poverty.
Vestiges of these attitudes may persist to some degree through several
generations even though the conditions which gave rise to them are no
longer operative.

For example, a 1989 study of cancer beliefs among Kaiser Permanente
patients in San Francisco and Alameda County disclosed that Latinos were
significantly more likely than Anglos to believe that there is nothing that
one can do to prevent cancer, and they were also more fatalistic about a
cancer diagnosis.

• Similar to and probably shaped by the same conditions, is a lowered
belief in personal self-efficacy. Studies of childbirth anxiety, for example,
showed that unacculturated Mexican American women were more
anxious about childbirth pain because they were less likely to perceive
that they had control over the delivery process than were more-accul-
turated Latinas. External locus of control places the burden of preven-
tion, diagnosis and treatment on forces external to the patient...on the
provider “expert” rather than inspiring proactive behavior on the part of
the patient; i.e., Latinas are less likely to breast self-exam than Anglos or
to go for PAP screening.

• Linked to the above beliefs is an expectation about provider behavior:
The provider must quickly give evidence that she/he is the powerful
expert by prescribing medications, making concrete recommendations
and generally maintaining a kindly but firm “take charge” attitude.
Marketing research among Latinos has revealed that they are especially
sensitive to professional dress on the part of providers.

• A tendency to somatize, especially among Latinas, e.g., the widely
known malady, nervios, which usually refers to restlessness, insomnia,
loss of appetite, headache and non-specific aches and pains, is often
verbally linked to experiencing chronic, negative life circumstances,
especially in interpersonal relations.
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• As with other cultures, Latinos believe that good health is being free of
pain, being able to carry out one’s daily activities and perform one’s
social roles and responsibilities. It should be pointed out that many of
the studies that have examined such “cultural” orientations have also
found that differences between non-Hispanic whites (Anglos) and
Latinos are greatly attenuated or even disappear when educational
levels are controlled.
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A discussion of health-related beliefs and behaviors of Latinos would be
incomplete without noting the effects of structural, economic and language
barriers impacting on health care service utilization in this population.

• Access to health care is significantly lower among Latinos than in the
larger population.  About 40%-50% of Latinos are uninsured. About 9%
of Latinos receive government assisted health care.

• Mexican Americans make less use of health care than Puerto Ricans,
Cubans, African Americans and non-Hispanic whites.

• Lack of access to care is largely related to the concentration of Latinos in
work force sectors that receive low incomes   and few or no employee
benefits.

• One-third of the Mexican Americans interviewed in HHANES reported
experiencing barriers to the use of health care.  The barriers that actually
prevented them from obtaining care were: Cost, need for child care, not
knowing where to go, not having transportation, losing pay from being
away from work.

Persons most likely to experience these barriers were young, female, poorly
educated, and foreign born.

• Cultural factors such as lack of bilingual staff, language barriers or
discriminatory treatment were infrequently mentioned as barriers.

12



• Among poor or immigrant Latinos knowledge of prevention and
treatment modalities and understanding of the U.S. medical system and
types of providers is limited by lack of fluency in English, low literacy in
Spanish and isolation from the larger society.
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While a major proportion of the Kaiser Permanente Latino membership is
currently made up of U.S.-born Latinos who speak English, the proportion
of patients who are monolingual Spanish speakers and who have lower
educations will probably increase in the next decade.

Several forces will drive this increase. The first is the increasing proportion
of Latino immigrants in the U.S. work force and a limited but growing
occupational mobility among Latino workers. Secondly, as has been the
case in California, government policy is likely to direct government assisted
health care recipients to health management organizations.

It is good to know that several studies conducted within Kaiser Permanente
have shown that when Latinos become members, the barriers described
above are removed. For example, a study of PAP smear utilization among
over a half million Health Plan members in Southern California disclosed
that Latinas were just as likely as other women to make use of these
services. Another study that looked at the effects of race and poverty
(measured by Medi-Cal sponsorship) on pediatric asthma care utilization
showed that these two factors did not predict utilization.

Sensitivity on the part of providers to the heterogeneity of Latino health
care beliefs and behaviors and to Latinos who have little knowledge and
understanding of the health care system will continue to be critical.
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This section of the handbook outlines the major risk factors related to Latino
health and presents an overview of the incidence and prevalence of specific
diseases.

It is important to note that until the last decade, few national studies of
Latino health existed. Most studies were regional or local studies of
specific Latino subgroups, primarily Mexican Americans. With the

completion of the Hispanic Health and Nutrition Survey 1982-1984
(HHANES),a data base that allowed comparisons across Latino subgroups
and with non-Hispanic whites and African Americans was created. Despite
the impetus provided by HHANES, information on smaller Latino sub-
groups, primarily Central Americans, remains scant. The following profile of
disease patterns among Latinos therefore focuses on Mexican Americans,
Puerto Ricans and Cubans.

Kaiser Permanente serves large numbers of Mexican Americans in Califor-
nia, Texas and Colorado and numerous Puerto Ricans in the Mid-Atlantic
and Northeast Regions.
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Tobacco, alcohol and drug use are major risk factors for coronary heart
disease,  cancer, pulmonary and liver disease, accidental injury, fetal abnor-
malities, premature and low birth weight infants, suicide and violence.

���$��%
• Many studies have found slightly lower prevalence rates  of smoking

among Latino males, 30%, as compared to non-Hispanic whites and
blacks. The lower incidenceof lung cancer in Latino males has been
linked to this factor.

• However, the HHANES study of a national sample of Latinos showed
that for 20-74 year old Latino males, 42% of Mexican American, 40% of
PuertoRican and 42% of Cuban respondents were current smokers.
Cuban males 20-34 had the highest smoking rate: 50%. These rates are
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higher than rates for non-Hispanic white males but lower than  for
blacks.  Differences inreported rates across studies may be the result of
changes over time or research methods.

• Latino men smoke more than Latinas.

• Some studies show that about 16% to 20% of Latinas smoke, compared
to 26% for non-Hispanic white women. HHANES data show, however,
that Mexican American, 24%, Puerto Rican, 30%, and Cuban, 24%,
women smoke at rates similar to women in the larger population.

• Rates of smoking initiation among Mexican American and Cuban men
have declined in recent years and are similar to whites.

• Rates of smoking initiation among Puerto Rican men have not declined.

• The number of cigarettes smoked per day varies across Latino males:
About 52% of Puerto Rican and 64% of Cuban  males smoke 20+ ciga-
rettes a day, compared to 34% for Mexican American and 37% for non-
Hispanic white males.

• Smoking rates for Latinas increase with acculturation; smoking rates
among Latinos decrease with acculturation.

• Latino adolescents initiate smoking in their early teens.

�	���	
• There are significant differences across the major Latino groups in terms

of alcohol consumption, with Cuban men and women tending to be light
drinkers and Mexican American men and women the heaviest drinkers
and Puerto Ricans falling between.

• There are particularly strong gender differences in alcohol use in adult
Latino populations with the gender differential being greatest among
Mexican Americans. Mexican American  men are heavier drinkers than
non-Hispanic white men and Mexican American women are much
lighter drinkers than white women.
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• Mexican men drink less frequently than men in the U.S. but drink larger
quantities per occasion. Upon migrating to the U.S., many Mexican men
adopt more frequent drinking practices resulting in high frequency,
high quantity drinking.

• Heavy drinking occurs in roughly 40% of Latino men aged  18-39.
Unlike males in the larger population, heavy drinking and alcohol-
related problems do not decline after age 30, but continue at high levels
untilage 50.

• Alcohol dependence is the only mental health problem reported by
more Mexican American men than men in the general population
according to the Epidemiological Catchment Area Survey.

• Immigrant women are most likely to be abstainers, second generation
women, light drinkers, and by the third generation, Latinas have
adopted the moderate drinking practices typical of women in the larger
population.

• Among Mexican American women, unlike their male counterparts,
alcohol use and alcohol problems are more common among the better
educated and higher income women.

• Latinos, like other Americans, begin use of alcohol in early adolescence.
By age 18, nearly half of adolescents in all Latino groups have used
alcohol.

• Among Latino teenagers, the gender gap is closing rapidly, with alcohol
use now almost as prevalent among girls as  boys. This very recent
change may soon be reflected in adverse effects on rates of low
birthweight and infant  mortality which have been up to now quite
favorable for Latinos.
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Analysis of the HHANES data for the 1982-1984 survey shows that lifetime
and one-year prevalence rates for marijuana and cocaine use were higher
for Latinos age 18-24 as an aggregate group than for non-Hispanic whites.
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However, very significant differences existed among Latino  subgroups and
between genders within subgroups.

• Marijuana
50% of Mexican American and Puerto Rican men had used marijuana at
some point in life; for Cubans, 31%.
31% of Puerto Rican, 20% of Mexican American and 12% of Cuban
women had used marijuana.

• Cocaine
41% of Puerto Rican, 20% of Mexican American and 12% of Cuban
menhad used cocaine.
21% of Puerto Rican, 6% of Mexican American and 7% of Cuban
women had used cocaine.

• Lifetime and previous year prevalence of marijuana and cocaine
were linked positively to acculturation (measured by level of English
language use) at all socioeconomic levels but especially among Latinos
with low educations.
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Persons 19 and under comprise 38% of all Latinos compared to 20% for
non-Hispanic whites, and represent an added challenge so far as substance
abuse is concerned. Substance abuse in among Latino youth, as with other
youth, is associated with dropping out of school.

• Marijuana has been used by 50% of Puerto Rican, 46% of Mexican
American and 24% of Cuban Americans by age  18.

• Cocaine has been used by 20% of Puerto Rican and 7% of Mexican
Americans and Cuban Americans by age 18.

• Hispanics between the age of 12 and 17 were in between African
American and non-Hispanic white youths in overall drug use rates with
non-Hispanic whites being the highest.
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• Hispanic children age 12 to 17 reported the highest rates of cocaine use
but they were lower in marijuana  use than African American and
white youth.

• Hispanic youths use inhalants and sedatives at higher rates and heroin
at lower rates than white youths.

�� � ����#
���
������	�'��
(��
"����� �����
Obesity is an established risk factor for cardiovascular disease, diabetes
mellitus II, gallbladder disease and some forms of cancer.

Obesity is a definite risk factor among Latinos, contributing significantly to
higher incidence (2 to 4 fold that of non-Hispanic whites) of non-insulin
dependent diabetes (NIDDM) and gallbladder disease.

#����������= A Body Mass Index (BMI) equal to or greater than the 85th
percentile of the total U.S. population.

$������#�������������#������ = a BMI equal to or greater than the 95th
percentile of the total U.S. population.
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• 30% of Mexican American males are overweight; 10% are

severely overweight.

• 39% of Mexican American women are overweight; 16% are

severely overweight.

• 25% of Puerto Rican males are overweight; 8% are severely overweight.

• 37% of Puerto Rican women are overweight; 14% are severely
overweight.

• 29% of Cuban males are overweight; 11% are severely overweight.

• 34% of Cuban women are overweight; 8% are severely overweight.
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The previous figures exceed prevalence of non-Hispanic white and black
males by 4-5 percentage points for overweight; and exceed prevalence for
non-Hispanic white females by 10%-15%.

• Some research shows that among Mexican American women,
acculturation and higher income is negatively associated with
overweight but not for men.

• Overweight appears to begin earlier among Latino children than
children in the larger population, especially for girls.

• Overweight Latino mothers tend to prefer chubby babies.

The concentration of fat on the trunk or abdomen relative to the limbs or
lower body, centralized body fat distribution, has also been shown to be
associated with a number of serious metabolic disturbances and chronic
diseases. Centralized fat distribution is prevalent among Latinos, with
Mexican Americans particularly susceptible.

• The percent of centralized adiposity is greater in Mexican American
men(24%) and women (40%) as compared to non-Hispanic whites
(20% and 25%, respectively).
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•Average cholesterol is the highest (222.9mg./100 ml) among all
population groups in the U.S.

•Significantly higher triglycerides than other groups.

•Lower levels of high density lipoprotein.

•Total cholesterol and low density lipoprotein become even higher
with acculturation, particularly for Mexican American women.
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Latinos generally are similar to the larger population in dietary characteris-
tics even though there are some underlying differences associated with
place of origin (i.e., Caribbean, Mexico, Central America). Analysis of
HHANES dietary recall data revealed that the major sources of energy and
nutrients among Latinos were similar to those seen for non-Hispanic
whites and African Americans. Cultural differences in food preferences
appeared to be most frequently expressed in food names, recipes, methods
of preparation and condiments rather than differences in principal sources
of nutrients.
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•Food preparation methods tend to add animal fats in the formof
lards, cheeses and creams.

•There is a preference for high fat meats such as pork and organ
meats.

•25% of Mexican American children and 50% of teenagers con-
sumed fruits and vegetables less than once a day.
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•High prevalence of obesity.

•Very high prevalence of diabetes II.

•High prevalence of anemia among Mexican American women.

•High incidence of suboptimal growth among some Latino
children.
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• Has complex carbohydrate staples.

• Consumption of vegetables and fruits high in Vitamin A and C is
common.
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• Vegetable protein sources rather than animal protein are given more
emphasis. Corn and beans eaten together provide complementary
proteins.

• Less milk and dairy products are consumed than in the larger
U.S. population.

• Diets are high in fiber, calcium, phosphorus, niacin.

• Cholesterol intake appears to be lower. Animal fat is important  but
contributes proportionately less to total calories than in other
populations.

• Mid-day meal is the heaviest among the less acculturated.

• Greater reliance on stews and mixed meat/vegetable dishes.
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The growing rates of smoking, alcohol and drug use among adult Latinas
and girls is a critical problem. It has commonly been assumed that the
strong norms against use of alcohol and other drugs within Latino cultures
served as a protective factor for the health of women and infants. Prenatal
education for Latinas around use of alcohol, drugs and tobacco is especially
needed.

The enduring high rates of alcohol use among Mexican American men are
reflected in their problems with cirrhotic liver disease as well as significant
family and employment problems. An increasing need for chemical depen-
dency screening and treatment will be important as this population in-
creases in our membership.

Preventive education and emphasis on early weight control will be increas-
ingly important both in terms of reducing health risks and containing costs
in serving the Latino membership since this risk factor plays such a pivotal
role in exacerbating complications in so many disease states. Emphasizing
the strengths and eliminating the weaknesses of the Latino diet can play an
important role.
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There is a much higher prevalence of diabetes among Mexican Americans
than non-Hispanic whites and the excess prevalence is exclusively limited
to non-insulin-dependent-diabetes (NIDDM). While Puerto Ricans also
have higher rates than whites, the vast majority of studies devoted to Latino
diabetes have focused on Mexican Americans.
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• Mexican American male incidence: 6.8%
• Mexican American females: 7.6%
• Non-Hispanic white males: 2.8%
• Non-Hispanic white females: 3.0%
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• younger age at onset
• rapid development of acuity
• greater metabolic severity
• longer duration of disease
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• high levels of obesity, though non-obese Latinos are still  at higher risk
than non-Hispanic whites

• level of American Indian genetic background
• poor dietary control

Studies have found that many more non-diabetic Mexican Americans than
whites are hyperinsulemic.
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• higher rates of diabetic retinopathy
• a rate of end-state renal disease some studies have found to be

six times higher than in the general population
• increased risk for coronary heart disease
• a gestational diabetes rate that is three times higher than among whites

Acculturation and increased incomes are linked to a decreased prevalence of
NIDDM among women, but almost no reduction in men.
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With increasing numbers of Latinos entering Kaiser Permanente member-
ship, the level of NIDDM in this population will be a cost containment and
service challenge. This challenge can in part be met by:

• early screening for prediabetic symptoms
• comprehensive patient/family education on diet
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Given the high rates of NIDDM among Mexican Americans, it is not
surprising to find the rates of ESRD correspondingly elevated in this group.
A large Texas study reports three year incidence rates:

• Mexican Americans have a 2.4 to 3.4 times higher incidence of ESRD
thannon-Hispanic whites but about 2/3 that of blacks.

• Mexican Americans have between 4.5 and 6.6 times the rate of diabetic
ESRD than non-Hispanic whites and 1.2 and 1.9 times  that of blacks,
accounting for about half the diagnosed ESRD.

• Despite similar rates of hypertension, Mexican Americans had rates of
hypertensive ESRD 2 to 3 times that of whites.

Studies also suggest that HIV-associated nephropathy may occur relatively
more often in Latinos than in non-Hispanic whites.
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Ultrasonography diagnostic techniques used in the HHANES disclosed the
following prevalence of gallbladder disease (gallstones + cholecystectomy)
among Latino groups:

• Mexican American males = 7.2%
• Mexican American females = 23.2%
• Puerto Rican males = 4.0%
• Puerto Rican females = 15.4%
• Cuban males = 4.2%
• Cuban females = 13.5%

Older Mexican American women show very high prevalence: 30% of all
Mexican American women will have either radiographic/ untrasonographic
evidence of gallstones or have undergone a cholecystectomy by age 60.

������������������������������������������*�+���
�'������
�

����������������
�������

• American Indian genetic admixture
• Overall body adiposity
• Centralized adiposity among women but not among men

However, with both overall and central adiposity controlled, differences
between Mexican Americans and non-Hispanic whites were still signifi-
cant.
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While coronary heart disease is for Latinos, as with other Americans, the
leading cause of death, variation by subgroup within the Latino population
and the relationship of disease to risk factors are important considerations.

Comparative mortality rates per 100,000 for CHD, taken from the Analysis
of Health Indicators for California’s Minority Populations exemplify varia-
tion among Latinos:
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• Mexican Americans: 88
• Puerto Ricans: 94
• Cubans: 92
• non-Hispanic whites 121
• Blacks: 188

Other studies also show that cardiac mortality is 15% to 35% lower than
among non-Hispanic whites, depending on the subgroups studied.
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• Although risk factor profiles (Type A personality, obesity,  diabetes,
hyperlipidemia, high systolic and diastolic blood  pressure, lack of
exercise) are similar or unfavorable compared  to non-Hispanic whites,
Mexican American men generally are less likely to have electrocardio-
graphic evidence of myocardial infarction and exhibit ischemic
mortality rates 20% to 25%  lower than whites.

• For example, Mexican Americans of both sexes have a threefold higher
prevalence of diabetes than non-Hispanic whites. However, rates of
CHD along diabetic Mexican Americans are lower than for diabetic
whites, though there are no differences among non-diabetics.

• Nonetheless, studies show that the physiological association between
diabetes and myocardial infarction and cardiovascular risk factors is the
same among Mexican American men and women and non-Hispanic
whites.

• Researchers hypothesize a yet unidentified protective factor, possibly
genetic, that operates differently for Latin men than women.
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Despite the apparent protective factors, cardiovascular mortality,
while declining among Mexican American men, is not dropping at the rate
experienced by men in the large population. This slower rate of decline is
attributed to:

• Less knowledge about the relationship between risk factor
and CHD among Latinos

• Lower access to health care
• Lower compliance with treatment and control of diabetes
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The evidence regarding levels of hypertension in Latinos is contradictory.
The prevalence reported in the HHANES, based on a single reading, are as
follows:

• Mexican American men = 16.8%
• Mexican American women = 14.1%

• Puerto Rican men = 15.6%
• Puerto Rican women = 11.5%

• Cuban men = 22.8%
• Cuban women =15.5%

These prevalence rates are lower than those found among non-Hispanic
whites and Blacks. A number of studies, such as the San Antonio Heart
Study, on the other hand, report higher levels of hypertension in Latinos
than in non-Hispanic whites based upon multiple readings.
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• Among Puerto Ricans and Mexican Americans up to 50% of
hypertensives are undiagnosed; among diagnosed hypertensives,
control is poor. Latinos are less likely to control their hypertension than
Latinas.

• As a result of poor blood pressure control, there is an approximate 2.5
fold increase in end state renal disease as a complication of hyperten-
sion among Latinos.
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• Access to health care and having a personal physician are correlated
withincreased control among Latinos.

• Rates of hypertension increase with decreases in socio-economic status
in Latino populations.

• Mexican Americans have significantly higher rates of  hypertension
thanMexicans in Mexico City.

• There appears to be no linear association between acculturation and
hypertension, however.
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Comparative mortality rates per 100,000 for cerebrovascular disease
exemplified by data from the California analysis of health indicators show
variation across Latino subgroups:

• Mexican Americans: 25
• Puerto Ricans: 38
• Cubans: 26
• non-Hispanic whites: 28
• Blacks: 50

As with other populations in the U.S., cerebrovascular disease is declining
among Latinos.
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Generally speaking, Latinos have a lower prevalence of many kinds of
cancer than persons in the general population. However, Latinos not only
differ from non-Hispanic whites and African Americans, but Latino
subgroups differ from each other in terms of primary cancer sites.
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• For Mexican Americans, cancers of the cervix, vagina/vulva, testis, eye,
central nervous system, stomach, liver, gallbladder, bone, soft tissues,
and thyroid as well as Hodgkins disease and leukemia were reported
more frequently in the National Cancer Data Base.

• For mainland Puerto Ricans, cancers of the esophagus, stomach, liver,
bone, skin (excluding melanoma), cervix and penis as well as lympho-
mas were most frequent.

• For Cuban Americans, cancers of the rectum, gallbladder, skin (exclud-
ing melanoma) and central nervous system as well as lymphomas were
most frequently reported.

For 7 out of 8 types of cancer studied in the National Cancer Data Base,
Latinos, particularly Mexican Americans, had a less favorable stage of
disease than non-Hispanic whites at first diagnosis.
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• Invasive cervical cancer among Mexican American and Cuban women
is two to three times more prevalent in these two groups than it is
among non-Hispanic whites. It is about seven times as prevalent
among foreign-born Latinas as among non-Hispanic whites. The
following factors are found to be contributory to increased incidence of
cervical cancer among Latinas:

low education
long interval between PAP smears or no PAP screening

years of smoking

non-use of barrier contraceptives

frequency and years of douching

history of genital warts

number of sexual partners before age 20

lack of access to health care

lack of knowledge about need for screening

spouses/partners with many sexual contacts
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Several studies, including studies done at Kaiser Permanente in Southern
and Northern California, indicate that Latinas with access to health care are
no less likely to have had PAP screening than other women.

• While the rates of breast cancer in Latinas (except for Cuban women) is
significantly lower (30%) than in white and black  women, several
studies have shown that non-English speaking  Latinas present with
later stage disease than other women and  are significantly less likely to
have had a mammogram.

• Some studies suggest that the lower prevalence of breast cancer may be
due to lower levels of smoking and high fiber diets.

• Mexican American women are at higher risk for gallbladder and other
biliary cancers than women in the larger population. and onset appears
to be earlier. Women who are born in the United States have higher
rates than Mexican-born women. Studies suggest these high rates may
be related to:

Amerind genetic factors
obesity
dietary factors

• Among males, Mexican Americans have twice the rates of testicular
cancer as non-Hispanic white males, but Puerto Rican and Cuban males
have lower rates than whites.

•On the other hand, Mexican American men have significantly
lower rates of prostate cancer than whites and blacks but Puerto
Rican men, particularly, and Cubans have higher rates.

Migration from Puerto Rico to the mainland U.S. appears to have significant
effects on the incidence of two cancer sites:

• Colorectal cancer rates increase twofold, though remain lower
than whites.

• Stomach cancer decreases slightly and mortality rates are much
more favorable.
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Some of the challenges facing providers treating cancer in Latinos are:

• delay in reporting symptoms

• reluctance to have examination by male provider on the part of women
or their husbands

• fatalistic attitude toward cancer

• misconceptions about the causes of cancer

• paucity of culturally sensitive educational materials on cancer and
cancer screening

• significant variation in cancer sites and rates across Latino subgroups
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Since the mid-80s, tuberculosis has been on the rise, particularly in minor-
ity groups. This is a disappointing setback for a nation where the disease
was reduced from 84,000 cases in 1954 to 22,500 cases in 1987. The current
increase is attributable in large measure to the recent influx of large num-
bers of immigrants from nations where this disease is more prevalent,
including Latin nations. Comparative incidence rates:

• TB rate for U.S. .................................................................  9/100,000

• TB rate for non-Hispanic whites .................................... 4.3/100,000

• TB rate for Mexican Americans ....................................... 26/100,000

• TB rate for Puerto Ricans ................................................ 24/100,000

• Latino men with TB: ..................................... 67% of Latino Total TB

• Latino women with TB: ................................ 33% of Latino Total TB

• U.S.-born Latinos ........................................ 47% of Latino Total TB

• Foreign-born Latinos ................................... 53% of Latino Total TB
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• non-compliance for a variety of reasons to preventive regimens
• movement back and forth across the U.S./Mexico border
• drug resistance
• lack of information
• concurrent HIV infection
• lack of access to health care
• only 60% of Latino TB patients converting to negative sputum when

95% conversion is expected
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Center for Disease Control figures indicate that rates for AIDS are signifi-
cantly higher for Latinos than for non-Hispanic whites.  However, there are
very important differences across Latino groups in terms of incidence and
exposure patterns as can be seen in the national cumulative incidence per
100,000 data for 1981-1988:
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U.S.-born Latinos 51.7 21.7 20.9
Mexican-born 25.3 18.7 1.0
Puerto Rican-born 181.2 45.9  104.3
Cuban-born 118.0 97.2  5.3
All Latinos 70.8 32.1  26.3
Non-Hispanic whites 25.7 19.9 1.7

Puerto-Ricans were the only Latino group in whom most AIDs cases were
in heterosexual intravenous drug users; for other Latino groups, the propor-
tion of cases in heterosexual IVDAs was 10% or less. It is estimated that
38.7% of AIDS among Latinos is due to IV drug use.

Another factor which contributes to the higher incidence of AIDs in Latinos
is the amount of unrecognized bisexual behavior among Latino men. Many
men choose to identify as heterosexual and can do so because homosexual-
ity is frequently defined differently among some Latin cultures: Men are not
identified as homosexual unless they play the passive, receptor role.
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• The risk of AIDS for Latino men is 2.7 times higher than whites.

• The risk of AIDS in Latino women is 8.1 times that of white women.

• The risk of AIDS in Latino children is 6.6 times that of white children.

• The risk of AIDS in Latino women with a bisexual partner is 3.6
times that of white women with bisexual partners.

• Latino patients with AIDS are diagnosed later and die more quickly of
AIDS.

• Hispanic women have less knowledge of AIDS.

• Gender role constraints around female modesty and male dominance
in sexual behavior may make it less likely for Latinas to suggest
condom use than non-Hispanic white women.

• The incidence of Latinas with multiple sex partners is low.
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Providers in different regions are likely to be dealing with Latino popula-
tions that have different exposure patterns. AIDS patients in our Northeast
Region are more likely to have been exposed by intravenous drug use of
self or spouse. Those in California or Texas most probably were exposed
through same sex sex or through a bisexual spouse.

Since exposure patterns are different, patient education may need to have a
different focus in the various Latino groups.

Gender role issues may make it important for separate, culturally relevant
education and prevention programs for men and women.
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Current data indicate that there are a number of other infectious diseases
that cause disproportionately increased morbidity in Hispanics. The high
rate of poverty with associated socio-environmental problems, increased
barriers to health care and importation of infectious diseases from the
countries of origin are some of the reasons that account for the disparity.
Some of the most common diseases are cysticercosis, hepatitis A, syphilis
and typhoid fever.

• Preschool measles outbreaks are a particular problem among Latino
children. In an analysis of health indicators for Latinos in California,
comparative incidence rates for measles were:

   Latino, 63.3, White, 11.2, Black, 38.6 and Asian, 21.2
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• Immunization coverage among Latinos in a given area is insufficient
(e.g., below 95%) to halt measles transmission.

• Delayed immunization among those who are vaccinated.
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Although immigrants are by and large healthier than U.S.-born Latinos
because they are less likely to suffer from chronic life style diseases, recom-
mended screenings for newly immigrated Latinos include:

• hepatitis B in prenatal patients
• iron-deficiency anemia
• intestinal parasites
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Since increasing immunization rates is one of the quality improvement
goals in many regions, regions with large Latino memberships may wish to
assess how special outreach efforts targeted to Latino parents can help
them reach their goals.

Initial screening of immigrant patients might include tests for diseases
found predominantly in immigrant groups.
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• Latinas (all groups) : 94 births per 1,000 women
• Mexican Americans: 98.5 births per 1,000 women
• U.S. General Population: 68.5 births per 1,000 women
• The Puerto Rican birth rate is similar to that of Mexican Americans;

since the Cuban population is considerably older, their birth rate is
similar to that for other Americans.

Childbearing among Latinas begins at a younger age and continues for
more years as compared to non-Hispanic women. However, this general
tendency is mediated by several factors as illustrated in a study of Los
Angeles Latinas:

• Mexican-born Latinas have the lowest rate of early sexual intercourse,
but the highest rate of early births, compared to non-Hispanic whites,
because they are more likely to become pregnant if sexually active and
more likely to give birth if pregnant. These women also have the highest
rate of early marriage.

• U.S.-born Mexican Americans are more like non-Hispanic whites in
that they initiate sexual activity early, are less likely  to become pregnant,
and if pregnant, more likely to terminate.

��������������������



2������&������������
�����������������
����
�����������
�
��

�������
������������
��"���
������������

• Mexican American: 31% among females age 15-19
• Puerto Ricans: 30% among same age group
• Cubans: 19% among same age group
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• Mexican American women have a relatively low incidence of low birth
weight babies (similar to U.S. rate of 6%).

• Cuban-born women have an even lower rate than U.S. average.
• Infant mortality rates vary across Latino subgroups: 5.3/1,000 and

5.5/1000 for Mexican Americans and Cubans, 11.8/1,000 for
Puerto Ricans.
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• poverty levels
• comparatively low access to health care
• immigrant status for many
• high incidence of teen pregnancy
• high percentage of single mothers at 31%, compared to 15% for

non-Hispanic whites but 53% among Puerto Ricans and 16%
among Cubans

•  low levels of education among many
•  low levels of prenatal care
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• lower levels of alcohol use and smoking among Mexican American
women

• high levels of familial support
• under-reporting due to undocumented status
• genetic effects
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Improvement of access to prenatal care may improve the already favorable
infant mortality rates.
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• Excessive weight gain. One study found that 52% of overweight and
75%of obese Latinas in Los Angeles had excessive gains based on the
standards of the Institute of Medicine.

• Gestational diabetes. A study conducted at the University of California,
San Diego medical center reported 51% of their cases of gestational
diabetes over a two year period were Latinas.

• Immigrant Mexican American women may be on a diet which is not
well balanced, for they may have a tendency to avoid foods traditionally
labeled as “cold” such as fruits and vegetables in the belief that preg-
nancy makes their bodies warm. Their diets may be excessive in total
calories but deficient in protein, essential minerals and vitamins.
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• Less-acculturated Mexican American women have more prenatal

anxiety, less desire to control labor and delivery, are less assertive and
expect more pain during labor and delivery than more acculturated
women.

• Norms for father participation in labor and delivery also vary with
acculturation levels, with more acculturated Latinos, especially in the
middle class, more comfortable with participatory role. Less acculturated
women may be more comfortable with female relatives present at
childbirth.
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Fewer Latinas tend to breastfeed than non-Hispanic whites. One study has
indicated that the likelihood of Latinas  breastfeeding is about one-third
that of non-Hispanic whites. Research has shown that:

• Some Latinas who do breastfeed do not start until milk production
begins out of a belief that colostrum is “not fit” for the infant.



• Some Latinas do not breastfeed out of a belief that it is not “modern”
to do so.

• Women in Mexico tend to breastfeed for about 6 months; there is a
belief that prolonged breastfeeding produces an ill-mannered child.

• In Mexico, numerous dietary practices such as drinking atole made up of
corn and sesame seeds are believed to be galactogue  or milk promot-
ing.

• Studies indicate that employment status and husband’s wishes impact
on a Latina’s decision to breastfeed.
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In regions with high Latino populations, such as Texas, Northeast and
California, providers should expect that a large number of their obstetrical
patients will be Latinas. In areas with numerous immigrants, provision
should be made for Spanish language prenatal education.

Diabetes in pregnant Mexican American women is a serious and expensive
health problem. These pregnancies present an opportunity for cost-effective
preventive health care, including individualized management, earlier
diagnosis and treatment and improved short-term and long-term infant
outcomes.

The number of teen and single pregnancies in this population appears to
highlight the need for special programs in Adolescent Medicine depart-
ments.
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The Hispanic population on the east coast is quite diverse and, although
there is limited specific data available, it is may be useful to consider the
Puerto Rican experience.

The median age for the population of territorial Puerto Rico is about 29
years, while the birth rate is about 18.1 per 1,000 and the death rate is about
7.4 per 1,000.
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Preliminary data from the Department of Health of Puerto Rico indicates
that heart disease is the primary cause of death, while cancer and diabetes
run second and third, respectively.  Following is a summary of the ten most
frequent causes of death for 1991:

	��������,���� 0����3���4&555

1. Heart Disease ............................................................................. 160.7
2. Cancer ........................................................................................ 121.7
3. Diabetes ....................................................................................... 47.3
4. AIDS ............................................................................................. 35.9
5. Cerebrovascular disorders ............................................................ 35.0
6. Pneumonia ................................................................................... 31.8
7. Accidents ...................................................................................... 30.7
8. Hypertension-related disorders ................................................... 26.9
9. COPD........................................................................................... 25.1

10.Liver disease and cirrhosis ........................................................... 23.3
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Infant deaths have been documented at 13.4 per thousand live births, while
neonatal mortality is about 9.7 per 1,000.  Pre-term delivery and low birth
weight have been implicated as the main causes of death for this age group.
Low birth weight runs at about 0.2%, while early prenatal care is close to
73%.

Risk factors related to the mothers are important since 3.2% were diag-
nosed as having pregnancy-related hypertension and 1.8% as having
diabetes.  C-section was high at 31%.
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In addition, about 38% of babies are born from unwed, single mothers;
18.9% of mothers are teenagers or younger than 20 years of age.
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One of the most dramatic changes that has been documented is related to
dietary habits and the transition from nutritional deficiencies to health
problems associated with over-consumption of food, alcohol an cigarettes
which result in high rates of obesity, arteriosclerosis, heart disease, cirrhosis
and cancer.

In general terms, the Puerto Rican diet is about 16% protein, 38% fat, and
46% carbohydrates.
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Although AIDS appears now as a major cause of death, the incidence of
other communicable diseases shows that gastroenteritis, influenza and
dengue are prevalent disorders among Puerto Ricans.  The table below
shows the most prevalent disorders with high morbidity in the island in
1982.
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1.Gastroenteritis ............................................................................ 836.1

2. Influenza ..................................................................................... 436.7

3.Dengue ....................................................................................... 279.2

4.Gonorrhea .................................................................................... 83.3

5.Chicken Pox .................................................................................. 25.9

6.Syphilis .......................................................................................... 25.1

7.Tuberculosis ................................................................................... 10.1

8.Hepatitis B ...................................................................................... 9.7

9.Salmonella ...................................................................................... 9.5

10.Hepatitis A ..................................................................................... 8.6

In 1990, Puerto Rico reported an incidence of AIDS of 52.2 per 100,000.  In
fact, this rate is the second highest among the states and territories of the
United States.  From 1981 to 1991 there were 6,288 cases on the island.
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Intravenous drug users are the largest group at risk for AIDS in Puerto Rico
and among Puerto Ricans in the United States.
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The support that Puerto Ricans receive from their natural support systems
allows them to cope with an environment that includes racism, crime,
poverty, and poor housing conditions.  Individuals who receive more
support are less likely to experience stress and emotional disturbances as
well as substance abuse.

1������
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There has been a belief that a set of particular hysterical symptoms pre-
sented by Puerto Ricans during times of stress were truly a syndrome.
However, among 118 young Hispanic (101 Puerto Rican) psychiatric
inpatients, somatic complaints, violence, suicidal tendency, hallucinations,
sudden onset of symptoms, and dissociative behavior each occurred in 46%
or more patients.  There was no difference in clinical presentation between
island Puerto Rican patients and those raised on the mainland.  There is no
relationship between these behaviors and any specific psychiatric disorder.
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