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A Call to Future Doctors


As the population of Mexican-Americans increases each year, the morbidity and mortality rates for chronic disease get bigger and bigger. Simply offering medical treatment and prevention is no longer satisfactory because of the different lifestyles that Mexican immigrants live compared to Americans.  In Adela de la Torre and Antonio Estrada’s book, “Mexican Americans and Health: Sana! Sana!,” they describe the sociodemographic factors (age, gender, language, education, occupation, immigrant status) and cultural factors (linguistic competence, Mexican folklore, gender roles, Mexican origin) that influence this populations barriers to healthcare.
There are several sociodemographic factors that complicate the effectiveness of healthcare service to Mexican Americans. One of these factors is the language barrier between Mexican immigrants and the rest of the dominant society, which speak English. Language is one of the few cultural aspects that Mexican immigrants can take with them as they cross the border, a symbol of their ethnic identity, but it also can hinder their acceptance into schools and jobs. Known as the “Spanish Mexican Equation”, this conflict can limit Mexican-American success in the economy and in health.  For example, a Mexican immigrant may not even be aware of the diabetic screening because they are incapable of reading the flyer or understanding the announcement about the screening services, which will limit the actual amount of the Mexican-American population that utilizes this opportunity. As a result, the diabetic screening wouldn’t sufficiently reach the Mexican-American community and the morbidity and mortality rates of diabetes would continue to rise (Mexican Americans and Health; Sana Sana, 2001, 9-12).

Another sociodemographic factor limiting the success of diabetic screening is education. Education is a direct predictor for both occupational and health achievement. Those that are highly educated are aware of the dangers of diabetes and will be more cautious in preventing it. Also, people who are educated have better jobs that provide health insurance and health services to keep them healthy. Unfortunately, this isn’t the case for most immigrants. Mexican-Americans have one of the lowest college completion rates and one of the worst high school dropout rates in the nation. This means the majority of the immigrant community is not even aware of the threat of diabetes; and, even if they were aware, most of them do not even have health insurance because of there location in low-tier occupation. This further shows the insufficiency in providing diabetic screening and preventing the increasing rates of morbidity and mortality among Mexican-Americans (Mexican Americans and Health; Sana Sana, 2001, 12-15).

Besides sociodemographic factors, it is important to also consider cultural factors that can limit the success of diabetic screening. One of these factors is the importance of Mexican folklore and its traditional significance in Mexican health. Medical treatments as limpias, pláticas, herbal remedies, and massages have been passed down within the women of Mexican families from generation to generation. These traditional practices can be used as a first line of defense for Mexican-American families. This implies that immigrants have other options in medicine and wouldn’t think less of diabetic screening because they can first use traditional medicine, which is within their immediate setting. Also, Mexican-Americans only go to the doctor when it is absolutely necessary, meaning there must be an emergency. With this point in mind, it is difficult to see the significance of screening for this population because diabetes is a chronic disease that often ends in an emergency after many years of possession. This shows that the Mexican-American community would have no motivation to even attend diabetic screening unless they have had the disease for several years and were experiencing a diabetic induced caused life-threatening event. As a result, in the future the mortality rates of diabetes will increase and the morbidity rates will likely remain the same (Mexican Americans and Health; Sana Sana, 2001, 100-103).

Another cultural factor that must be considered when questioning the success of diabetic screening is the role of women in the Mexican-American culture. Traditionally, immigrant women may be influenced by marianismo. This term is the process by which Mexican-American women live. They strive to provide service and pleasure to there family, before meeting their own needs. It is about forgetting about oneself and the duty of caring for your family. This lifestyle conflicts with the idea of women thinking about there own best interests, seeking medical help, and leaving their duties at home. It is unlikely that any Mexican-American women would challenge this means of existence in order to attend a diabetic screening. Again the number of patients that would actually utilize this service is minimized and the benefits of this service on morbidity and mortality rates are nonexistent due to cultural influence (Mexican Americans and Health; Sana Sana, 2001, 106-108).

Men have a very different role than women in culture and again this role conflicts with the success of a diabetic screening service. The idea of machismo, a lifestyle lived by many Mexican-American men, is an expression of pride and strength. Machismo men are tough and see work as a form of self-accomplishment. They don’t need doctors and have little concern for the health. This very prideful idea prevents Mexican-American men from attending diabetic screenings or any other health service, regardless of whether they are sick or not. This is a cultural concept that is often not acknowledged in health and will lead to higher rates of both mortality and morbidity in the future (Mexican Americans and Health; Sana Sana, 106-108).

Irwin M. Rosenstock’s Health Belief Model is used to examine the influence of culture on the patient’s willingness to make a behavioral change. The model is primarily based on perception in a health related situation, meaning that in order for medical help to be beneficial, the individual must perceive the illness and the health professional must understand the factors that influence the perception of the disease. This method becomes very important when dealing with Mexican-American patients, especially because there are a very limited number of Mexican-American doctors that share the same perspectives as their patients. Therefore, in order to cause a medically beneficial change in a patient, a doctor must look at demographic, psychosocial, and structural factors within the patient’s life (Latinos y Salud, slide 11).

Without looking into these factors, the doctor-patient interaction is inadequate and there is a small chance of a medical intervention. For example, obesity is becoming a national epidemic, especially among the Mexican-American population. Furthermore, obesity is a major risk factor and primary contributor to diabetes, which is also a big concern among the US Mexican population. So it is likely that the prevention of these diseases will come up in a doctor-patient interaction. Unfortunately, without the correct perception of the patient’s lifestyle, the doctor has no way of truly treating the patient. For example, what if the patient eats a high carbohydrate diet, which leads to diabetes, because he can only afford tortillas and rice. It is very unlikely that the patient will conform to the doctor’s wishes of eating healthier because he or she is incapable of affording such a diet, making the doctor visit a waste of both the doctor’s and the patient’s time (Latinos y Salud, slide 10,11 & 12).

In order to influence a behavioral change, doctors should first understand demographic factors that make the patient who he or she is. Understanding simple things like age, sex, race, and ethnicity can help a doctor make a more efficient and beneficial treatment plan. For example, if a doctor were to tell a 12-year-old Mexican-American child that he or she needed to become a vegetarian in order to eliminate his or her risk for diabetes and heart disease, it is very unlikely that the child would do so. On the other hand, understanding the amount of control a child has on the type of food he or she eats and the child’s age can make asking the child to exercise more a much easier and effective treatment plan (Latinos y Salud, slide 11). 


Psychosocial factors can also have the same effect on the patient’s experience with the doctor. Personality, social class, and peer pressure are all factors that must be considered in order to have an effective outcome at the doctor’s office. For example, telling an obese 12-year-old child to play soccer might seem a little unrealistic if the child’s personality or social experience doesn’t support this type of physical activity. In this case, telling the child to go outside and run around or climb a tree for an hour everyday might be more effective. Through a different perception, the task changes from a chore to a pleasing activity (Latinos y Salud, slide 11).

Lastly, structural factors, like knowledge of disease or previous experience with the disease are important elements to consider when constructing the proper perspective for the patient. Without these understandings, an inefficient appointment is bound to occur because these factors can influence the patient’s emotions block his intentions of changing (Latinos y Salud, slide 11).

The Rosenstock Health Belief Model also provides cues for action such as family or friends with the illness, advice from others, mass media reminders, newspaper articles, education, and member illnesses to help persuade the patient into making a behavioral change. For example, seeing a family member or friend struggling with activities of daily living because they are too obese has great influence on people because it verifies the reality that that could be you in the near future. People often distance themselves from vulnerability in order to protect themselves from disappointment, but seeing a someone close to struggle with an illness that you are predisposed to have, like obesity, will often be the bullet that breaks the vulnerability shield (Latinos y Salud, slide 11).

In the end, being a cultural competent doctor is not easy. Every patient is different and should be treated differently based on his or her unique lifestyle. If we, all future doctors, are to decrease the morbidity and mortality rates of chronic disease and obesity in the Mexican-American community, then we will have broaden our vision of medicine. It’s important to remember that there is no one right treatment for every disease and in order to provide the best treatment, everything must be considered: culture, lifestyle, occupation, and everything else. 
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