
Abstract 

The objectives of this analysis are to describe some of the health and 
human rights concerns of US-Mexico border populations and to set out 
various strategies that attempt to solve them in this geographic area. 
Further objectives are to recommend paradigm shifts that use principles 
of human rights to eliminate the health disparities in the US-Mexico 
border region. 

Cette analyse a pour objectifs de d&crire certains probkmes de droit a la 
sante et de droits de la personne concernant les populations a la frontiere 
entre les Etats-Unis et le Mexique et d't&ablir diverses strategies pour 
tenter de les resoudre dans cette zone geographique. D'autres objectifs 
visent a recommander des changements de systeme, faisant appel aux 
principes des droits de la personne pour supprimer les differences en 
matiere de sante dans la region frontaliere des Etats-Unis et du Mexique. 

Los objetivos de este anilisis son para describir algunas de las preocu- 
paciones de salud y derechos humanos de las poblaciones en la frontera 
Estados Unidos-Mexico y establecer varias estrategias que intentan re- 
solverlas en esta area geogrifica. Otros objetivos son de recomendar 
cambios de paradigma que utilizan principios de derechos humanos 
para eliminar las disparidades de salud en la regi6n en la frontera 
Estados Unidos-Mexico. 
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To ADDRESS HEALTH DISPARITIES 
ON THE US-MEXICO BORDER- 

ADVANCE HUMAN RIGHTS 

Delfi Mondragon and Jeffrey Brandon 

In the Americas, all Hispanics are ultimately a mix of 
indigenous peoples and of Spanish conquerors.' This mix is 
often referred to as "the new race," la raza nueva, or simply, 
la raza. Spain in the 14th century was the most powerful na- 
tion in the world, with large and strong naval forces. They 
set out for the new world, conquering and occupying in- 
digenous peoples' territory from the Canary Islands in the 
North Atlantic Ocean, most of the Caribbean Islands, and 
most of Central and South America. In North America, they 
conquered all of Mexico and the territory that is now Texas, 
California, Utah, and Nevada, as well as parts of New 
Mexico, Arizona, Colorado, and Wyoming. Spanish, the lan- 
guage of the conqueror, became the tongue of the occupied. 
Catholicism became the religion of the conquered. Mexico 
overthrew Spain in 1821 after 300 years of dominance. In 
1848, to end the Mexican War with the United States, 
Mexico agreed to cede the area that included the territory of 
the states listed above to the US in the Treaty of Guadalupe 
Hidalgo. The treaty guaranteed the land rights of Mexicans, 
but these were not respected. Early US Hispanics came ei- 
ther from or through Mexico; today in the US there are im- 
migrants from Central and South America as well as a 
steady flow from Mexico.2 

The United States and Mexico share a 2,000-mile long 
border from San Diego, California to Brownsville, Texas. 
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The region includes four US states: Texas, New Mexico, 
Arizona, and California. It also includes six states in 
northern Mexico: Tamaulipas, Nuevo Leon, Coahuila, 
Chihuahua, Sonora, and Baja California. The area is located 
in both the United States and Mexico with a width of 100 
kilometers (62 miles) on each side of the border.3 The popu- 
lation is estimated at 11 million with most people living in 
three pairs of cities: San Diego-Tijuana, the largest; Las 
Cruces-El Paso-Juarez; and Brownsville-Matamoros.4 This is 
one of the world's busiest borders, with over 400 million 
people crossing back and forth annually. 

This movement between countries is a concern for the 
spread of communicable diseases, adding to the fact that, on 
the US side, the health of the border population ranks 
among the poorest in the nation. Former Health Resources 
and Services (HRSA) Administrator, Dr. Claude Fox, refer- 
ring to border residents stated: 

Their health status is abysmal. If it were the 51st state, 
the area would rank last in access to health care, second 
in death rates due to hepatitis, and third in deaths re- 
lated to diabetes. Tuberculosis, becoming drug resistant, 
is six times the national rate. Vaccine-preventable 
measles and mumps are twice the national rate. 
HIV/AIDS is spreading rapidly, especially in large- to 
mid-sized US-Mexico sister cities and among farm 
workers. The border area would rank last in per capita 
income, first in numbers of children living in poverty, 
and first in numbers of uninsured children.5 

The US-Mexico border region is unique because a de- 
veloping country shares a border with the most powerful 
country in history. Immigration, low socio-economic and 
education levels, and rapid industrial development and pop- 
ulation growth from implementation of the North 
American Free Trade Agreement (NAFTA) in 1994 help ex- 
plain the current complexity. These factors all influence 
health and well-being of residents in the border area. In ad- 
dition, diseases and environmental hazards on one side of 
the border directly impact the other side because large num- 
bers of people move in both directions. The large numbers 
of people who migrate to the border include many from cen- 
tral Mexico coming to the northern border for employment 
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at the maquilas or twin US-Mexico plants. These maquilas 
are run by US multinational corporations which locate in 
Mexico because of the cheaper labor costs. The industrial 
plants (over 700 in Tijuana and 300 in Juarez in 2000) have 
been a magnet, drawing increasing numbers to the border 
area for employment.6 Many Mexicans eventually immi- 
grate to the United States. 

Health professionals in the Paso del Norte area, which 
includes Las Cruces in New Mexico, El Paso in Texas, and 
Ciudad Juarez in Chihuahua, have recognized that the three 
sister communities must be viewed as a single epidemio- 
logical unit when developing health strategies.7 They recog- 
nize that the border's population movements create a dis- 
tinct zone with unique disease patterns and specific health 
characteristics.8 

The following section summarizes some of the most 
important health issues affecting the border populations and 
provides suggestions as to how these issues could be ad- 
dressed by drawing attention to the links between these is- 
sues to both the neglect and violation of human rights. 

Communicable Disease 
While there are a variety of communicable diseases 

that plague the border region, hepatitis and tuberculosis are 
of most concern.9 The patterns of these illnesses found in 
Anglos, African-Americans, and Hispanics along the border 
create unique challenges for public health responses to the 
major causes of morbidity and mortality, and especially the 
health disparities that exist between this region and the rest 
of the US. One third of all US tuberculosis cases are in the 
four border states; all communicable disease (especially tu- 
berculosis, gastrointestinal illness, and syphilis) occur at 
higher rates there than in the rest of the US.10-12 Water-borne 
infections such as cholera and other water-related illnesses 
(such as malaria and dengue) transmitted by mosquitoes 
whose larvae thrive in standing water also continue to be of 
concern.13 

Non-Communicable Conditions 
Data on Mexican-Americans residing at the border sug- 

gest that some diseases, such as diabetes, are genetically 
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linked, while others are due primarily to barriers to health 
care, including poverty.'4 Lack of access to care results in 
significant bilateral cross-border utilization of services.'5 In 
rural areas, problems associated with remoteness, high 
levels of dust particulate pollution, and pesticide exposure, 
as well as cultural and language barriers, require group- 
specific problem-solving. 

Diabetes mellitus is a leading cause of morbidity, dis- 
ability, death, and of direct and indirect costs to the US 
economy. People in the border region are at greater risk for 
diabetes and for developing its complications. The mainly 
Mexican-American population in the Rio Grande Valley has 
two to five times as much diabetes as the general popula- 
tion, as well as more severe complications, such as kidney 
failure, blindness, and amputations. 

'16 
Asthma is a life-threatening disease that affects people 

in all age groups. Baseline studies have been done since the 
signing of NAFTA, showing that rates at the border have 
been increasing in children from both inner cities and in 
populations that have limited or no access to medical serv- 
ices.'7 The increase in environmentally caused diseases may 
be related to the rapid industrialization of the border region, 
triggered by the usual pollutants in areas of poverty-expo- 
sure to dust, insecticides in the home, and environmental 
tobacco smoke.18 There is a need to monitor the prevalence 
of not only asthma but all environmental health trends 
within border communities. 

Studies of cancer rates and their stages at diagnosis in 
the border region show the most common cancers-breast, 
cervical, and prostate-are found at later stages among 
Native Americans, African Americans, and Hispanics than 
among Anglos. Poor populations are two to three times 
more likely to die from cancer, possibly due to delayed di- 
agnosis as well as to diminished screening and fewer treat- 
ment options. 19 Cancer survival would be improved with in- 
creased screening and an increase in health insurance so 
that services could be accessed after diagnosis. With this 
population there is often an additional ethical dilemma, 
which is whether to include uninsured subjects in research 
with cancer screening if there is no option for follow-up of 
positive results.20 
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Drug and alcohol abuse as well as mental health prob- 
lems such as depression are persistent among border popu- 
lations.21 These may be related to a variety of factors, in- 
cluding poverty, migration-related loneliness, fear of depor- 
tation (for illegal workers), and lack of acculturation-espe- 
cially in language, access to health care, and general mar- 
ginalization. 

Pesticide poisoning incidents are associated with agri- 
cultural use 80% of the time. In New Mexico, most agricul- 
ture production is in the south.22 One of the authors' clin- 
ical experience in rural health shows limited education 
about pesticide use among all agricultural workers, in- 
cluding land owners. Pesticide-related illness is difficult to 
diagnose, largely because of limited clinician education as 
well as the hundreds of under-studied chemicals released 
into the environment by pesticide preparations.23 Pesticide 
labeling with warnings in Spanish or in universal graphics 
are necessary. Surveillance of pesticide poisoning and edu- 
cational programs to train health care workers to detect pes- 
ticide poisoning are also needed. 

Environmental contamination-especially of water 
and air pollution-is a major concern.24 Environmental con- 
taminants, including raw sewage and toxic wastes, pollute 
the Rio Grande; and air pollution levels greatly exceed all 
standards. These conditions, including the non-availability 
of potable water, affect the lives of nearly half a million 
border residents who reside in colonias-unincorporated 
communities without running water, sewers, storm 
drainage, electricity, or paved roads.25,26 According to the 
Border XXI Workgroup, the two most significant environ- 
mental health problems are water-borne communicable dis- 
eases and respiratory problems associated with the ambient 
air quality (dust particulates).27 The Southwest Center for 
Environmental Research and Policy cites problems with air 
quality in all 14 paired, cross-border cities, as well as with 
agricultural runoff and industrial and hazardous waste.28 
The projection for population growth through 2020 in the 14 
pairs of cross-border cities that make up the border indicate 
an increase in traffic congestion, a reduction of air quality 
with related health effects, water shortages, hazardous and 
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solid waste disposal problems, as well as sewage infrastruc- 
ture shortfalls.29 

Access to health care is a problem for 30-50% of people 
at the border.30 Hispanics are the most uninsured group in 
the US; half of Hispanics with incomes below the poverty 
level are uninsured. Forty percent of Hispanic residents in 
California and Texas are uninsured, with the border coun- 
ties having the greatest percentage.31 The reasons vary. 
Nationally, only 43 % of Hispanic adults and children are in- 
sured by employer-sponsored providers, compared to the na- 
tional average of 64%.32 These workers are concentrated in 
low-wage jobs and with small firms. The uninsured get their 
care at the most expensive point in the system-in the 
emergency room, after simple problems have become se- 
rious, expensive problems.33 Further, border populations 
often need care more frequently and more acutely because 
they live in poverty, may be underemployed or unemployed, 
reside in substandard housing, and are generally at higher 
risk for illness and injury. This results in large numbers of 
people in southern New Mexico and Texas who have unat- 
tended medical conditions, some long-standing.34 Access to 
primary care is critical. Community health centers provide 
the major care to the migrant and indigent, frequently with 
some level of federal grant funding.35 

Strategies Attempted 
The following are examples of some attempts that have 

been made to address the health problems of the border pop- 
ulation by various actors concerned with their health and 
well-being. Each generated enthusiasm at the time it was 
implemented. However, the pervasive character of the prob- 
lems and the ways in which these health issues are inter- 
woven with poverty and all that goes with poverty has 
severly limited their effectiveness. 

Faith-Based Community Initiatives 
While a number of programs exist, representative of 

their general approach is a community health model, 
Project Vida, a multiple-social-service agency sponsored by 
the Presbyterian Church USA.36 This program addresses the 
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health problems of an El Paso community directly on the 
border with significant poverty (70% of families have no 
health insurance) and crime problems.37 It is community- 
based, developed locally, designed to foster families having 
greater control and responsibility for their own futures 
through means such as running a thrift shop and food co-op, 
building local housing, and providing a clinic and health ed- 
ucation. It is intended to allow the local community to de- 
fine its vision, then support the development of programs to 
make that vision a reality by involving other agencies as 
partners.38 

Federal, State, University, and Local Agency Partnerships 
Current efforts that involve partnerships are the Allied 

Health Careers Opportunity Programs (AHCOP) and the 
Area Health Education Centers (AHEC), both federally 
funded through the US Department of Health and Human 
Services (DHHS), and the Health Resources and Services 
Administration (HRSA). These programs are all designed to 
improve the health status of Hispanic Americans by in- 
creasing the numbers of Hispanic health care providers.39 
AHCOP supports the recruitment, preliminary education, 
and entry of economically and educationally disadvantaged 
youth into public health and other health professions. 
AHEC assists in recruitment, but specializes in the reten- 
tion of health care providers in rural border areas through 
strategies such as the provision of convenient, local, contin- 
uing education. Universities along the border, especially 
those offering a masters of public health (MPH) degree or 
similar programs, are interested in collaborating with pri- 
vate-sector initiatives and with communities, public health 
authorities, and federal agencies to help both specific com- 
munities as well as to teach students.40 

Private sector involvement is critical to finding solu- 
tions to border health problems. One such private sector ini- 
tiative is the Paso del Norte Health Foundation in El Paso, 
Texas.4' This foundation, established after the sale of a 
Catholic hospital, funds regional community-based health 
promotion programs, including research. 
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Binational Initiatives 
A systems approach to border health problems in which 

the first step would be for the US and Mexico to reach agree- 
ment on a super-ordinate goal, with equal importance to 
each, was described by Bruhn. Each country would then 
work binationally through policy development and follow- 
up joint funding.42 He proposed that this binational com- 
mission have representatives from the federal, regional, and 
community levels, with monitoring and enforcement 
powers agreed to by Washington, DC, and Mexico City. This 
effort has begun: the US and Mexico have reached agree- 
ment on a goal-a binational commission with representa- 
tives from the federal, regional, and community levels has 
been set up. Monitoring and enforcement powers agreed 
upon by both nations' governments have been established to 
address border health problems.43 

Border health problems exist both at the national and 
local level, but small-scale projects often succeed because 
they are locally conceived and managed. The community 
health worker or promotora (community lay health advisor 
with minimal training who teaches and distributes health 
and referral information) model is an example of an effective 
local, community-based approach. This is important be- 
cause of the paucity of Hispanic and Spanish-speaking 
physicians, nurses, and health educators; extenders are crit- 
ical in a systems approach. 

In 1994, the XII Border Governors' Conference called 
for the establishment of a commission supporting bi- 
national cooperation at both federal and local levels to im- 
prove medical and public health practices in an environ- 
ment that requires a cooperative multi-state and binational 
approach.44 The Commission was established on the border 
to do the following: 

1. Facilitate implementation of public health and preven- 
tion programs within existing structures. 

2. Facilitate and coordinate development of public and 
private partnerships to deal with border health prob- 
lems such as the lack of disease prevention, emergency 
care, prenatal care, and other health services, and the 
paucity of health care insurance. 
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3. Establish criteria for public health guidelines as they re- 
late to urban planning standards. 

4. Design and develop a continuing public health assess- 
ment system and hearing process for border implemen- 
tation.45 

Because of these objectives, and those proposed by the Texas 
Medical Association and the US-Mexico Border Health 
Association, the Border Health Commission Act (sponsored 
by J. Bingaman, a Democratic member of Congress from 
New Mexico) was authorized by the US Congress in 1994.46 
The Commissioners for the US section consisted of the 
Secretaries of Health from the four border states on the US 
side (Texas, New Mexico, Arizona, and California), two 
Presidential appointees from each of the four states, and the 
US Health and Human Services Secretary serving as the 
Commission's Chair. 

The US and Mexico then reached a formal agreement, 
establishing the US-Mexico Border Health Commission. In 
July 2000, the Commission added a coordinator in the 
Mexican section and the health officials from the Mexican 
border states of Coahuila, Nuevo Leon, Tamaulipas, 
Chihuahua, Baja California, and Sonora. The Commission is 
a forum to discuss ways to improve the health status of cit- 
izens on both sides of the border. Much energy and money 
has been spent through this Commission in attempting to 
heal the health status discrepancies on the border, but its 
final impact remains to be seen. 

Necessary But Not Sufficient 
The appproaches proposed and accomplished by this 

range of actors, even with extremely effective health educa- 
tion and promotion, are not enough. Health promotion is 
"the combination of educational and environmental sup- 
ports for actions and conditions of living conductive to 
health," that enable people and communities to gain more 
control over the determinants of their health.47 On public 
health and human rights grounds, it is clear that these ef- 
forts have not been sufficient. 

On the US-Mexico border, the need for environmental 
supports for actions and conditions of living conducive to 
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health must be emphasized. This view reflects intervention 
strategies increasingly directed toward promoting societal 
change. One important variable that we know is conducive 
to health is control over one's destiny; it is obtuse for health 
educators to insist that the only way toward better health is 
"to do what we tell you to." Behavior change strategies 
alone have little impact on individuals with experiences 
quite different from the US' middle socio-economic class, 
meaning having good employment, good health, and always 
knowing that there will be a next meal. In the unique geog- 
raphy of the border, the least healthy are those in need of 
food, clothing, and shelter, causing entirely different pri- 
ority systems. At times, only risk behaviors may drown the 
continual pain of need. Stated differently, the quickest way 
out of intractable hunger and three children screaming with 
their intractable hunger may be a bolus of intravenous 
heroin. 

Health education and promotion are necessary, but not 
sufficient to generate health. Health education and promo- 
tion will not suffice in the face of poverty and rights abuses; 
it is poverty as a condition of living that is not conducive to 
health. 

Begin with Poverty 
The positive effects of a higher economic scale on 

health status are well known: better health; better health 
care; better housing, transportation and nutrition; and more 
exercise and less stress. The more advantaged groups, 
whether expressed in terms of income, education, social 
class, or ethnicity, have better health than other members of 
their societies.48 The indicators in the Robin Hood Index 
which measure inequality demonstrate that poverty is 
strongly associated with infant mortality, coronary heart 
disease, malignant neoplasms, and homicide.49 Further, as a 
new book by the Andersons argues convincingly, there is 
more to the effects of socio-economic position than the 
"usual suspects" of nutrition, housing, and access to care.50 
They argue that these effects are independent of risk factors 
such as smoking, race, age, and gender. Inequality, they say, 
predicts life expectancy; changes in inequality predict 
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changes in life expectancy. The Andersons cite an interview 
with Dr. Nancy Adler, where she states that "social or- 
dering" is the belief that "something is inherently un- 
healthy" about being lower on the social and economic pole 
than one's reference group. Where we view ourselves on 
those hierarchies may be what matters most to our health. 
The book also cites a study that shows that "among African- 
American and Latino women, income was a more important 
determinant of health than subjective status," and notes 
that this is because achieving an adequate income is the 
critical goal and the most meaningful determinant of 
quality of life for people who struggle financially.51 

This knowledge must be used by the public health work 
force to address the "recently discovered and mysterious" 
gap in health status of racial and ethnic groups.52 The latter 
quotation is of course tongue-in-cheek; poor people have al- 
ways known why they and their babies are more often and 
more acutely ill than the bosses and their children. 

Economists have demonstrated the morality of human 
capital investment, but it is a particularly unpopular topic 
with conservatives in the US.53-55 We believe this is because 
they tend to see the people engaged in labor as a means to 
their own end, not as an end in themselves, as witnessed by 
the unrelenting, worldwide search for ever-cheaper labor. 
The 1999 World Health Report documents the circularities 
of health and economics: poor health brings economic loss, 
good health brings economic gain, and vice versa.56 In the 
US-Mexico border region, we are very familiar with these 
principles in practice in daily life. 

Increased economic globalization forces us to view the 
globalization of health. The free market will always find 
cheaper production costs, including cheaper labor, until we 
have a true, complete global economy-if one is possible. 
Geographies with cheap labor or high unemployment also 
have poorer health. We no longer have the luxury of being 
concerned with only our city, county, state, nation, or con- 
tinent; if we do not tackle problems in health beginning 
with poverty and in a global context, we will only chase 
them from "neighborhood to neighborhood." Poverty is an 
issue of human rights, a moral issue. On human rights 
grounds, it is clear that current efforts are not sufficient. 
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Human Rights 
The legal, national, and international ramifications of 

human rights can provide a way to assess the health condi- 
tions of these border populations and the steps needed by 
the governments on both sides of the border to address 
them. We will focus here on economic, social, and cultural 
rights noting that in general today transgressions against 
human rights are more glaringly common in areas that have 
a history of bitter dispute for, or externally-imposed, bor- 
ders: Northern Ireland, India-Pakistan, North-South Koreas, 
Israel-Palestine, many other countries in the Middle East, 
and the US-Mexico border. 

Human Rights As a Framework 
A framework is a set of assumptions, held consciously 

or not, which define the subjective meaning of our words. 
On the border, words to consider are freedom and equality 
because these are frequently used with a different meaning 
by the poor than they are by powerful people. The difference 
in meaning is that for the powerful these words appear to 
apply only to themselves and people like them, not to all- 
especially not to those who look different, speak a different 
language, or within the US who speak English with an ac- 
cent. Freedom is frequently defined as permission to use 
might over others simply because one can, or do "what the 
market will bear," even if unjust. On the border, this is seen 
daily in cases of paying a laborer $3 an hour because "he 
won't complain," or the clinician's disquiet over the chronic 
patients' inability to buy prescription medications because 
of the high cost. This is the effect seen when people make 
their ends (objectives) justify the means they use, even if 
those means bring harm to others. 

The US was designed for free enterprise, not for the 
present form of perverse capitalism. Laws have slowly 
been changed to benefit the greedy. People come to the US 
to escape feudalism and now have a newer version of it to 
contend with. 

Let us look at issues which affect Hispanics and border 
peoples. In spite of history, many were punished in US 
public school if "caught" speaking Spanish during recess. 
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The standard of beauty has been externally imposed, first by 
the Spanish conquerors, then by the Western European late- 
comers.57 

If we examine merely issues of labor in the US-Mexico 
border region, we immediately run into core human rights 
concerns, forced labor, discrimination in employment and 
occupation, and violations of freedom of association for col- 
lective bargaining and equal pay for equal work, and humane 
treatment of foreigners, mentioned internationally as far 
back as 1919.58 At the border, violations of human rights are 
found also in a range of other arenas relevant to health and 
well-being: education, housing, and, certainly, health care. 

Transgressions of human rights in border communities 
are not generally reported or documented; if they were, they 
would be investigated, the correct offenders would be pun- 
ished, and the transgressions would likely soon disappear. It 
is precisely because of the victims' vulnerability that trans- 
gressions occur, again, because they can. Even though many 
of these issues would be breaking news for any newspaper, 
they are generally not covered, perhaps for political reasons, 
until a court case is won or lost. The most frequent and 
commonly known coverage is in law reviews or in cases the 
American Civil Liberties Union (ACLU) publicizes. There 
is, additionally, an active progressive press reporting on 
border injustice issues, though sporadically and selectively, 
as cited below. 

Recent reports include the following: false arrests and 
conviction of the innocent; a challenge to Huntington's in- 
famous premise that the US southwest may separate itself 
from the rest of the nation, using the fact that the border 
was gained by morally illegitimate means, demonstrated 
historically; freedom of association for collective bar- 
gaining-a long-standing right-which was challenged by 
Alcoa, a multinational corporation, and brought binational 
union reaction.59-62 As more Hispanics and liberal thinkers 
on the US side of the border are educated at high levels, we 
begin to see reports of those injustices that have always oc- 
curred but are only now being disclosed. 

We have watched a US economy allow a greater concen- 
tration of monetary wealth among its richest citizens. 
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Whether or not we choose to behave ethically, there is a 
demonstrable, pragmatic reason to diminish inequality. 
Inequality negatively affects everyone's health. When the gap 
between rich and poor is large, everyone's health suffers.63 

The US appears to be losing its moral compass and, as 
a consequence, many people are suffering, as documented 
by the disparity in health status of racial and ethnic groups 
within the US, but also outside the borders-for example, by 
the 100,000 "mostly women and children," dead in Iraq.64 

A major way to promote and protect rights and health is 
to change the frameworks within which the US government 
operates. We know that in the moral order every life has 
equal value. The US must demonstrate this effectively and 
continually, and only then can it improve the health and 
well-being of its populations as well as begin to regain the re- 
spect of other nations. To regain the respect or to win hearts 
and minds must not be the ultimate reason for a paradigm 
shift; it must happen because it is the right thing to do. 

A good place to make progress in both health and human 
rights terms is the US-Mexico border. A focus specifically on 
human rights promotion and protection as relevant to this 
population's disparities in health status with the rest of the 
US would go a long way to teaching the value of ethical gov- 
ernment behavior. 

References 
1. P. Goetz (ed), The New Encyclopaedia Britannica (Chicago, IL: 
Encyclopaedia Britannica, 1989). 
2. B. Kirkman-Liff and D. Mondrag6n, "Language of Interview: Relevance 
for Research of Southwest Hispanics," American Journal of Public 
Health 81/11 (1991): pp. 1399-1403. 
3. United States-Mexico Border Health Commission Act, Public Law 
(October 22, 1994): pp. 103-400. 
4. N. Gibbs, "The New Frontier, La Nueva Frontera, A Whole New 
World," Time (June 11, 2001): pp. 50-79. 
5. Assuring a Healthy Future Along the US-Mexico Border: A HRSA 
Priority (Washington, DC: United States Health Resources and Services 
Administration, 2000). 
6. J. Pacheco, "Where Is the Maquila Industry Headed?" Business 
Outlook, International Trade section 16 of the Albuquerque Journal (June 
17, 2000). 
7. F. Crespin and N. Kalishman, "New Mexico's Health Status: A Natural 
Experiment in Border Industrialization," presented at Border Health 
Conference (McAllen, TX: 1991). 

192 Vol. 8 No. 1 



8. J. Brandon, F. Crespin, C. Levy, and D. Reyna, "Border Health Issues," 
in J. Bruhn and J. Brandon (eds), Border Health: Challenges to the United 
States and Mexico (New York: Garland Press, 1997): pp. 37-71. 
9. See note 5. 
10. A. Furino and E. Munoz, "Health Status Among Hispanics: Major 
Themes and New Priorities," Journal of the American Medical 
Association 265/2 (1991): pp. 255-257. 
11. US-Mexico Border Health Statistics (El Paso, TX: Pan American 
Health Organization, El Paso Field Office, 1990). 
12. D. Warner, "Health Issues at the US-Mexican Border," Journal of the 
American Medical Association 265/2 (1991): pp. 242-247. 
13. See note 5. 
14. P. Koo, "Poverty and Health on the Border," Texas Journal of Rural 
Health 20/3 (2002): pp. 38-51. 
15. Health Care: Availability in the Texas-Mexico Border Area 
(Washington, DC: United States General Accounting Office, Doc. # HRD- 
89-12, 1988). 
16. T. Byrd, "Notes on Community Health on the Border from Theory 
and Practice," in J. Power and T. Byrd, US-Mexico Border Health: Issues 
for Regional and Migrant Populations (Thousand Oaks, CA: Sage, 1998): 
pp. 195-207. 
17. P. English, J. Behren, V. Harnly, and R. Neutra, "Childhood Asthma 
Along the United States/Mexico Border: Hospitalizations and Air Quality 
in Two California Counties," Pan American Journal of Public Health 3/6 
(June 1998): pp. 392-9. 
18. See note 17. 
19. L. Suarez and A. Ramirez, "Hispanic/Latino Health and Disease: An 
Overview," in R. Huff, M. Kline, et al. (eds), Promoting Health in 
Multicultural Populations: A Handbook for Practitioners (Thousand 
Oaks, CA: Sage, 1999): pp. 1 15-136. 
20. D. Mondrag6n and J. Brandon, "Two Major Ethical Issues in Health 
Education and Promotion: Assessing Stage of Change and Cancer 
Screening," Family and Community Health 2/34 (2001): pp. 50-61. 
21. See note 19. 
22. R. Skaggs and B. Wiltgen, A Profile of Agriculture in New Mexico 
from the 1997 Census of Agriculture (Las Cruces, NM: New Mexico State 
University, Agricultural Experiment Station, College of Agriculture 
and Home Economics, Technical Report No. 35, September 2000). 
23. R. Metzger, J. Delgado, and R. Herrell, "Environmental Health and 
Hispanic Children," Environmental Health Perspectives 103/6 (1995): pp. 
25-32. 
24. New Mexico Border Health Office, Border Health and Environmental 
Survey (Las Cruces, NM: 2000). 
25. J. Brandon, Sister Communities Health Profiles: United States- 
Mexico Border, 1989-1991 (El Paso, TX: Pan American Health 
Organization, El Paso Field Office, 1994). 
26. R. Reavis, Border Health Conference Proceedings (El Paso, TX: Pan 
American Health Organization, El Paso Field Office, 1989): pp. 23-4. 

HEALTH AND HUMAN RIGHTS 193 



27. N. McGee and D. Swartz Larson, paper presented at Border XXI 
Environmental Information Issues (Las Cruces, NM: New Mexico State 
University, June 1999). 
28. P. Ganster (ed), "The US-Mexican Border Environment: A Road Map 
to a Sustainable 2020," Border Environment Research Reports Number 5 
(San Diego, CA: San Diego State University, Southwest Center for 
Environmental Research and Policy, 1999). 
29. R. Durbin, "Border Environment Issues," Texas Journal of Rural 
Health 18/2 (2000): pp. 17-33. 
30. See note 5. 
31. K. Quinn, Working Without Benefits: The Health Insurance Crisis 
Confronting Hispanic Americans (New York: The Commonwealth Fund, 
2000). 
32. See note 25. 
33. W. Quigley, "New Mexicans Pay Price for Uninsured," Albuquerque 
Journal (September 30, 2001): Section A-1. 
34. See note 26. 
35. See note 34. 
36. B. Schlesinger, "Project Vida: Community Health Models That Work" 
in J. Power and T. Byrd (eds), US-Mexico Border Health: Issues for 
Regional and Migrant Populations (Thousand Oaks, CA: Sage, 1998): pp. 
165-172. 
37. See note 36. 
38. See note 36. 
39. National Coalition of Hispanic Health and Human Services 
Organizations, Delivering Preventive Health Care to Hispanics: A 
Manual for Providers (Washington, DC: National Coalition of Hispanic 
Health and Human Services Organizations, 1988). 
40. United States-Mexico Border Health Commission, Healthy Border 
2010: An Agenda for Improving Health on the United States-Mexico 
Border (El Paso, TX: United States-Mexico Border Health Commission, 
October 2003). Available at: www.borderhealth.org. 
41. Paso del Norte Health Foundation, Hot Projects (El Paso, TX: Paso del 
Norte Health Foundation, August 2001). 
42. J. Bruhn, "Border Health Problems: A Systems Approach to Solutions," 
in J. Bruhn and J. Brandon (eds), Border Health: Challenges to the United 
States and Mexico (New York: Garland Press, 1997): pp. 181-200. 
43. See note 40. 
44. Committee on Health and Social Implications of Increased Trade 
along the Border Region, Preliminary Recommendations for the 1994 
Border Governors' Conference (Tijuana, Baja California, 1994). 
45. See note 40. 
46. See note 3. 
47. L. Green and M. Kreuter, Health Promotion Planning: An 
Educational and Environmental Approach (Mountain View, CA: 
Mayfield Publishing Co., 1991). 
48. D. Blane, "Social Determinants of Health-Socioeconomic Status, 
Social Class, and Ethnicity," American Journal of Public Health 1995, 
85/7: pp. 903-904. 

194 Vol. 8 No. 1 



49. Kennedy et al. (eds), "Income Distribution and Mortality: Cross 
Sectional Ecological Study of the Robin Hood Index in the United States," 
British Medical Journal 312 (1996): pp. 1004-1007. 
50. N. Anderson and P. Anderson, Emotional Longevity: What Really 
Determines How Long You Live (New York: Penguin Books, 2003). 
51. See note 50. 
52. US Department of Health and Human Services, Healthy People 2010: 
Understanding and Improving Health (Washington, DC, 2001). 
53. G. Geoffrey, "Adam Smith on the Nature and Causes of Poverty," 
Review of Social Economy LV(3) (Fall 1997): pp. 273-291. 
54. Centre for Educational Research and Innovation, Human Capital 
Investment: An International Comparison (Paris: Organisation for 
Economic Co-operation and Development, 1998). 
55. A. Sen and J. Foster, "El enfoque de las capacidades y las realizaciones: 
Espacio, capacidad y desigualdad (Space, Capability and Inequality, with 
English summary)," Comercio Exterior 5 (May 2003): pp. 417-23. 
56. World Health Organization, "Chapter 1, Health and Development," 
The World Health Report 1999-Making a Difference (Geneva: World 
Health Press, 2000). 
57. I. Mayorga, "El Rey Feo," La Voz de Esperanza, 16/3 (April 2003): p. 13. 
58. H. G. Bartolomei de la Cruz , G. Von Potobsky, L. Swepston, The 
International Labor Organization: The International Standards System 
and Basic Human Rights (Westview Press: Boulder, CO, 1996). 
59. C. Villarreal "Don't Get Railroaded," La Voz de Esperanza 17/7 
(September 2004): p. 1 1. 
60. S. Huntington, Who Are We? The Challenges to America's Identity 
(New York: Simon and Schuster, 2004). 
61. J. Valadez,"A New Vision of Global Justice: Challenging Huntington's 
Thesis," La Voz de Esperanza, 17/5 (June 2004): p. 6. 
62. The Staff, "Texas and Mexican Groups Join Together in San Antonio 
to Make Alcoa Feel the Pressure," La Voz de Esperanza 15/10 (December 
2002-January 2003): p. 21. 
63. R. G. Wilkinson, "Income Distribution Transition and Life Expectancy," 
British Medical Journal 304 (1992): pp. 165-168; Unhealthy Societies: The 
Afflictions of Inequality (London: Routledge, 1996). Cited in Anderson (see 
note 31). 
64. L. Roberts, R. Lafta, R. Garfield, J. Khudhairi, and G. Burnham, 
"Mortality Before and After the Invasion of Iraq: Cluster Sample Survey," 
The Lancet 364/9448 (2004): p. 1857. 

HEALTH AND HUMAN RIGHTS 195 


	Article Contents
	p. 178
	p. 179
	p. 180
	p. 181
	p. 182
	p. 183
	p. 184
	p. 185
	p. 186
	p. 187
	p. 188
	p. 189
	p. 190
	p. 191
	p. 192
	p. 193
	p. 194
	p. 195

	Issue Table of Contents
	Health and Human Rights, Vol. 8, No. 1 (2004), pp. 1-202
	Front Matter
	Health and Human Rights: What Can Ten Years of Democracy in South Africa Tell Us? [pp. 1-25]
	World Bank Policies and the Obligation of Its Members to Respect, Protect and Fulfill the Right to Health [pp. 26-60]
	Promising but Elusive Engagements: Combining Human Rights and Public Health to Promote Women's Well-Being [pp. 62-92]
	Empowerment and Human Rights in Addressing Violence and Improving Health in Australian Indigenous Communities [pp. 94-113]
	Health, Human Rights, and Islam: A Focus on Yemen [pp. 114-137]
	To Be a Shoeshine Boy in Hanoi: A Different Childhood Narrative [pp. 138-158]
	Occupied Palestinian Territory: Linking Health to Human Rights [pp. 160-176]
	To Address Health Disparities on the US-Mexico Border: Advance Human Rights [pp. 178-195]
	Book Review
	Review: Rationally Defensible Standards for Research in Developing Countries [pp. 197-202]

	Back Matter



