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made available shows the Hispanic experience to be
only slightly less favorable than the Anglo (other
white) experience, suggesting remarkable progress
in recent years. Native Americans have also made
remarkable progress in recent years, especially in
reducing infant mortality. Blacks have shown less
improvement than the other two groups. Reasons for
these trends, for differences among the groups in
mortality rates and life expectancy, and for patterns
of mortality by cause are discussed.

SYNOPSIS ..................................

The mortality experiences of blacks, Native Amer-
icans, and Hispanics are reviewed. Evidence recently

I N RECENT YEARS, WE HAVE SEEN increasing inter-
est in study of the demographic behavior and experi-
ence of America's ethnic minority populations. Yet
much of this interest has been in the areas of fer-
tility and migration rather than in the area of mor-
tality. The study of mortality among racial and
ethnic minorities is important not only for its demo-
graphic relevance but also because mortality is a
fundamental quality-of-life indicator (1).

Of America's three largest disadvantaged ethnic
minority groups-blacks, Hispanics, and Native
Americans (American Indians and Alaska Natives)
-much more is known about the mortality situation
of blacks than that of the other two groups because
official life tables are routinely published only for
the total U.S. population, for whites, and for blacks.
The lack of official life tables for Hispanics is re-
lated, among other things, to the problem of deter-
mining and defining exactly what constitutes the
Hispanic population or specific Hispanic subpopula-
tions (2). In the case of Native Americans, the
added problem of small numbers makes it difficult
to provide stable life table estimates.

Relative lack of knowledge about mortality
among minority populations often leads to misunder-
standings. In the case of Hispanics, the lack of recent
data-or their unavailability, until very recently, in
a form accessible to scholars-has led to many mis-
understandings about the mortality situation of this
group. It is not uncommon, for example, to read in
textbooks and even in scholarly publications state-
ments that the life expectancy of Mexican Americans

is lower than the life expectancy of blacks-state-
ments not warranted by 1970 statistics recently made
available (3).

This paper discusses recent patterns and trends
in the mortality condition of blacks, Hispanics, and
Native Americans. In it I have examined mortality
rates by age and sex, life expectancy values for the
most recent years available, and cause-of-death data,
in order to assess how the three minority groups
compare with each other and with the majority
white (non-Hispanic) population. Particular empha-
sis has been given to changes in the relative position
of the minority groups vis-a-vis the non-Hispanic
white population. The three groups are discussed
separately, then compared.

Black Americans

Trends in life expectancy. Recent official life table
estimates show that nonwhites (95 percent of whom
are black) were expected to live an average of 69.2
years in 1978, 4.8 years less than whites (4). This
disadvantage was slightly less among women (4.2
years) than among men (5.2 years). The sex gap
was somewhat greater among nonwhites than among
whites. As was the case for whites, this gap was very
small in 1900, an indication that improvements over

the years have favored nonwhite women more than
nonwhite men. Since the life expectancy of non-

whites in 1900 was very low (33.0 years), the 20th
century has seen dramatic improvements in their life
expectancy, leading to a gradual narrowing of the
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racial gap from 14.6 years in 1900 to 8.3 in 1950
and to 4.8 in 1978. While this is remarkable progress
(5), much of it has resulted from reductions in
child and infant mortality rather than from reduc-
tions in mortality at higher ages. Despite improve-
ments, however, infant mortality for blacks remains
approximately twice as high as that for whites: in
1977, there were 23.6 deaths per 1,000 live births
among blacks, versus 12.3 per 1,000 among whites
(6a). This continued racial gap in infant mortality
implies that much progress can be made to further
reduce the racial gap in life expectancy at birth.

The racial mortality crossover. Life expectancy for
nonwhites (95 percent of whom are black) is lower
than life expectancy for whites except at advanced
ages, when a reversal is observed whereby non-
whites have a higher life expectancy than whites
(table 1). This phenomenon has been called the
racial mortality "crossover" (7-9). Early discus-
sions of the phenomenon were characterized by
skepticism regarding its validity. For example, it was
thought to be due to enumeration errors and age
misreporting. Yet adjustments for these factors have
generally failed to eliminate the crossover (7,10,11).
Most scholars today agree with Manton (8), who
suggested that "The crossover is a result of differen-
tial early mortality which selects the least robust
persons from the disadvantaged population at rela-
tively earlier ages so that, at advanced ages, the
disadvantaged population has proportionately more
robust persons." The differential mortality affecting
blacks and whites before reaching old age results
largely from socioeconomic differences between
the races as well as poor access to health care by

blacks, resulting from discrimination and other fac-
tors. Therefore, reductions in the overall racial
socioeconomic inequalities and better access to qual-
ity health care by blacks, which might reduce higher
early (before old age) mortality, can be expected to
lead to a later mortality crossover, or to the elimina-
tion of it (12). Ironically, such reductions in inequal-
ities in younger years can also lead to increasing socio-
economic and health inequalities between the races
at advanced ages (13).

Major causes of death. Overall mortality rates vary
by race or by other factors because of differences in
mortality from specific causes of death. The black
disadvantage is most evident in the number one
cause of death: diseases of the heart. Statistics for
1977 (6b; table 2) show an overall age-adjusted
heart disease death rate of 322 per 100,000 for
black men, compared with a rate of 294 for white
men. Similarly, black women had an age-adjusted
rate of 204 per 100,000, compared with 137 for

Table 1. Life expectancy at various ages by race and sex: United States, 1978

Age (years)

0 ...............

10 ... ......

20 ..... ..

30 ............

40 ............

50 ....

55

60 ..........

65 ....
70

75 .............

80 .... ....

85 ..

SOURCE: reference 4a.
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Whites

Both sexes Females

Nonwhites

Both sexes Males

74.0
65.1
55.5
46.2
36.7
27.8
23.7
19.8
16.4
13.1
10.3
8.0
6.2

Males

70.2
61.5
52.0
42.8
33.6
24.8
20.8
17.2
14.0
11.1
8.6
6.7
5.3

Females

77.8
68.9
59.1
49.5
39.9
30.7
26.4
22.3
18.4
14.8
11.5
8.8
6.7

69.2
61.1
51.5
42.5
33.7
25.7
22.1
18.9
16.1
13.2
11.2
10.3
9.3

65.0
57.0
47.4
38.8
30.4
22.8
19.5
16.5
14.1
11.6
9.8
8.8
7.8

73.6
65.4
55.6
46.2
37.0
28.5
24.7
21.2
18.0
14.8
12.5
11.5
9.9



Table 2. Death rates (per 100,000 population) due to diseases of the heart, by race, sex, and age: United States, 1950-77

1950 1960 1970 1977

Race and age (years) Males Females Males Females Males Females Males Females

Whites
All ages, crude .......... 434 291 455 307 438 314 392 302
Ail ages, age-adjusted .... 381 224 375 197 348 168 294 137
Under25 ................ 4 4 2 2 2 1 3 2
25-29 .................. 14 10 10 6 7 4 6 3
30-34 .................. 29 17 25 10 19 8 12 5
35-39 .................. 68 30 66 19 55 15 30 11
40-44 .................. 160 56 152 39 131 32 71 25
45-49 .................. 313 104 300 73 266 63 138 49
50-54 .................. 544 184 540 138 474 122 249 96
55-59 .................. 879 331 842 263 784 227 405 180
60-64 .................. 1,324 614 1,312 519 1,210 419 679 349
65 and over ............. 3,302 2,503 3,363 2,433 3,316 2,284 2,334 2,000
65-69 .................. 1,940 1,056 1,929 915 1,829 764 992 588
70-74 .................. 2,853 1,891 2,789 1,636 2,641 1,385 1,606 1,074
75-79 .................. 4,249 3,237 4,100 2,849 3,939 2,474 2,655 2,054
80-84 .................. 6,187 5,167 6,341 5,062 5,829 4,222 3,999 3,512
85 and over ............. 9,960 9,086 10,136 9,281 8,818 7,840 7,096 6,922

Blacks
All ages, crude .......... 348 290 331 269 330 261 295 239
All ages, age-adjusted 416 350 381 293 376 252 322 204
Under25 ................ 10 11 5 5 5 5 5 4
25-29 .................. 33 38 28 24 28 16 21 11
30-34 .................. 74 67 58 47 57 35 40 17
35-39 .................. 134 132 120 89 125 67 93 46
40-44 .................. 271 250 222 167 253 133 188 85
45-49 ..... ............. 442 403 386 269 413 223 322 157
50-54 .................. 841 682 667 472 626 368 537 280
55-59 .................. 1,226 1,023 973 755 954 568 805 436
60-64 .................. 1,717 1,457 1,594 1,211 1,355 878 1,248 698
65 and over ............. 2,681 2,173 2,798 2,235 2,837 2,199 2,491 1,957
65-69 .................. 1,895 1,379 2,030 1,431 1,935 1,292 1,405 838
70-74 .................. 2,570 2,188 2,661 2,055 2,695 1,948 2,458 1,860
75-79 ................... 3,146 2,545 3,505 2,626 3,735 3,061
80-84 ................ 14,108 13,499 4,410 3,743 4,305 3,537 3,804 2,874
85+ ............................... 6,038 5,650 5,368 5,004 5,032 4,247

1 Combined total, ages 75-85 and over.
SOURCE: reference 6b.

white women. This racial gap in age-adjusted rates
of death from diseases of the heart has been con-
sistent since 1950 and is somewhat larger among
women. Age-specific rates of death from heart
disease are higher among blacks at every age except
very advanced ages, when a reversal is observed.
Here again is the familiar mortality crossover. That
it takes place in heart disease mortality should
come as no surprise, since heart disease is respon-
sible for most deaths.

The racial mortality crossover in deaths from
diseases of the heart deserves a bit more attention.
As table 2 shows, in 1977, it took place at around ages
80-84 for both sexes; in 1970, it took place in the
upper 70s for men and the low 80s for women; in

1960, it occurred in the low 70s for men and the
upper 70s for women; in 1950, it occurred as early
as the upper 60s for men and the upper 70s for
women. Thus, in recent years there has been a defi-
nite tendency for the crossover to take place at more
and more advanced ages, particularly among men.
This is consistent with the earlier discussion, which
suggested that crossovers occur later and later as the
overall position of the disadvantaged population
improves.

Although at very advanced ages mortality from
diseases of the heart is lower among blacks than
among whites, the black disadvantage is very high
in middle age, as it is in earlier years. This black
disadvantage in middle age is no doubt related to
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greater prevalence of hypertensive disease, "which,
if related to physical exertion, social position, or
difference in medical care would probably be more
manifest in middle age" (7a).

Blacks are also disadvantaged, in comparison
with whites, with respect to the second most im-
portant cause of death: malignant neoplasms (can-
cer). In 1977 black males had an age-adjusted rate
of death from malignant neoplasms of 222 per
100,000, compared with a rate of 133 deaths per
100,000 for white males. Black females had a rate
of 130 deaths per 100,000 compared with 108 per
100,000 for white females (6c). While rates of
death from malignancy for both black and white
women have stayed virtually unchanged since 1950,
the rates for men in both racial groups have shown
a gradual increase over the past three decades. This
increase is most notable among persons over 65.
Thus we have, at least in the case of men, an oppo-
site trend from that observed in mortality from
diseases of the heart. The two trends, of course,
may not be unrelated; it is possible that many of
those who now survive heart disease die later from
cancer.
As was the case with diseases of the heart, we

have a racial crossover in mortality from malignant
neoplasms (6c). In 1950, the crossover occurred
among persons at ages in the upper 60s, but in
1977 it took place among persons in the low 80s.
The change in timing of this crossover thus parallels
the change in timing of the crossover in mortality
from heart disease.
Among less important causes of death, blacks

have death rates higher than whites for diabetes,
accidents, and homicides, and lower than whites for
suicides, though the racial gap with respect to sui-
cides has been decreasing in recent years (14).
Leaving accidents, homicides, and suicides aside for
the moment, it is important to note that mortality
from a given disease is not an adequate indicator of
the prevalence of the disease. Given their socioeco-
nomically and politically inferior position and their
difficulties in obtaining quality medical care, blacks
may be less prepared to cope with a given disease
and, therefore, more likely to die from it.

Native Americans

Mortality trends. The position of Native Americans
in American society is also disadvantageous. Their
isolation on reservations, where access to medical
care has been poor and where infectious and para-
sitic diseases have been commonplace, has meant

Table 3. Mortality ratios ' by age and race: United States,
1970

American
Age (years) Black Indian

All ages, crude ....... ..... 1.06 0.76
All ages, age-adjusted ...... 1.54 1.18
Under 5 years ....... ...... 2.00 1.67
5-14 ...................... 1.42 1.60
15-24 ..................... 1.83 2.69
25-34 ..................... 2.94 3.48
35-44 .. 2.72 2.7945-54 ..................... 2.08 1.67
55-64 ..................... 1.63 1.00
65-74 .. 1.35 0.81
75-84 ..................... 0.98 0.70
85 and over ............... 0.67 0.56

Deaths to nonresidents of the United States excluded. Ratios ara
computed by dividing the age-specific death rate of a specified racial
or ethnic group by the death rate of the white population in that age
group.
SOURCE: National Center for Health Statistics-data computed by

the Division of Analysis from data compiled by the Division of Vital
Statistics. Adapted from reference 6g.

high child and infant mortality rates-and, conse-
quently, low life expectancy at birth. Yet the situ-
ation of Native Americans has changed enormously
in recent years, so that by 1970 they had an overall
age-adjusted death rate lower than that of blacks
(6d) and a life expectancy at birth of 65.1 years
(both sexes), about the same as that for blacks for
the same year (6e). Much of this change resulted
from sharp reductions in infant mortality. While, for
example, the infant mortality rate for blacks declined
from 43.9 deaths per 1,000 live births in 1950 to
23.6 in 1977, the rate for Native Americans de-
clined from 82.1 deaths per 1,000 in 1950 to just
15.7 in 1977 (only slightly above the 12.3 per 1,000
rate for whites), a change largely reflecting in-
creased availability of maternal, infant, and other
child health services to Native Americans (6f).

Data show that a mortality crossover also takes
place between Native Americans and whites. Amer-
ican Indian to white mortality ratios for 1970, for
example, show that the crossover takes place at an
even earlier age (65-74) than it does between
blacks and whites (6g; table 3). While the mortality
crossover between Native Americans and whites has
not been studied, it is consistent with the disadvan-
tage of Native Americans relative to whites and with
the higher mortality of Native Americans at younger
ages.

Mortality among Navajos. A recent study by Carr
and Lee (15) of Navajo mortality by cause of death
provides an in-depth look at mortality conditions
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in the largest Indian tribe. Carr and Lee constructed
separate life tables for Navajo men and women for
1973 and calculated a life expectancy at birth of
58.8 years for men and 71.8 years for women, a sex
gap considerably larger than that observed in the
general American population or in other minority
populations. The combined life expectancy for both
sexes was 64.9 years, a figure similar to that for the
total American Indian population in 1970. The
large difference in life expectancy between Navajo
men and women is partly due to sex differences in
causes of death. The leading cause of death for
Navajo men in 1974 was accidents (principally
motor vehicle accidents), followed by diseases of the
heart, respiratory diseases, cirrhosis of the liver,
and cerebrovascular diseases (see also data pre-
sented in references 16 and 17). The leading cause
of death for the American population in general in
the same year was diseases of the heart, followed
by malignant neoplasms, cerebrovascular diseases,
accidents, and respiratory diseases. The cause-of-
death rankings for Navajo women were closer to
those for the total U.S. population, except that acci-
dents were second to diseases of the heart, while
infectious and parasitic diseases were more impor-
tant than in the total population (ISa).
The high mortality from accidents, particularly

motor vehicle accidents, is related to greater reliance
on the automobile (because of the low population
density of the Navajo reservation), poor road condi-
tions, unsafe vehicles, and high levels of alcohol use
(18). Carr and Lee estimated that the elimination
of deaths from motor vehicle accidents alone would
add 5.2 years to the life expectancy at birth of Nav-
ajo males. Elimination of deaths from all other acci-
dents would add another 3.3 years. Elimination of
deaths from motor vehicle accidents would add 2.7
years to the life expectancy of women, about half
the gain for men, bu. still substantial when compared
with the experience of other groups. For example, in
1970, as Carr and Lee note, elimination of deaths

from motor vehicle accidents would have added only
0.9 and 0.4 years to the life expectancy at birth of
white men and white women (15b).

The Navajo pattern of mortality by cause can also
be observed in other Native American groups. The
death rate from accidents among all American In-
dians aged 25-54 is approximately five times the
rate for the total U.S. population of the same age
(6f). Bolesta (19a) showed that accidents are by far
the leading cause of death among Alaska Natives-
and not only among the young. In 1976, for ex-
ample, accidents were the leading cause of death
among Alaska Natives aged 45-64. Among persons
65 years old and above, however, accidents are not
an important cause of death, and diseases of the
heart have taken over first place (19b).

Hispanics

Mortality rates and life expectancy. The mortality
situation of the Hispanic population has been stud-
ied little, despite the fact that Hispanics comprise
the nation's second largest minority. (For a compre-
hensive review of pertinent literature through the
mid-1970s, see reference 20.) In their analysis of
mortality rates, 1969-71, among persons in Texas
with Spanish surnames, Bradshaw and Fonner (21)
showed that age-adjusted death rates for Spanish-
surnamed white males were very similar to the
rates for other white males. Spanish-surnamed white
females, on the other hand, had death rates approxi-
mately 19 percent higher than those for other white
females. This means that the sex gap in mortality
was smaller among Spanish-surnamed persons than
among other whites, a situation that may have been
related, in part, to higher fertility rates among Span-
ish-surnamed persons and to earlier childbearing,
both of which may increase maternal mortality.

Similar findings are reflected in 1970 life expec-
tancy values for Texas, published recently (3a; table
4). These data show that the life expectancy of
Spanish-surnamed persons was only slightly lower
than that of other whites but was considerably higher
than that of blacks. When Spanish-surnamed men
were compared with other white males, the deficit
at birth was negligible. By age 20 it was virtually
nonexistent, and it became reversed at age 65, when
Spanish-surnamed men had slightly higher life ex-
pectancies than other white males. Spanish-surnamed
women, on the other hand, had deficits of 3.1 years
at birth, 2.3 years at age 20, and 1.5 years at age 65,
when compared with other white females.
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Table 4. Life expectancy at birth, at age 20, and at age 65 for Spanish-surnamed persons, non-Spanish-surnamed whites,
blacks, California, 1969-71

Spanish surname Non-Spanish surname Blacks and other races 1

Age (years) Total Males Females Total Males Females Total Males Females

0 ......... 70.2 67.2 73.4 72.2 68.1 76.5 65.5 61.7 69.5
20 ......... 53.2 50.4 56.0 54.3 50.5 58.3 48.7 45.2 52.3
65 ......... 15.3 14.1 16.4 15.8 13.5 17.9 14.9 13.3 16.5

11969-71.
SOURCE: reference 3a.

The mortality rates and life expectancy values for
the Hispanic population of Texas were more favor-
able than would have been expected in light of their
generally lower socioeconomic status, and this raises
questions about the accuracy of the data. However,
since death registration data were probably more
complete than population enumeration data, the
death rates may have been slightly biased upwards
(21). On the other hand, the fact that mortality rates
for Spanish-surnamed persons were lower than
would have been expected, considering their rela-
tively disadvantaged socioeconomic status, leads to
speculation that perhaps the Hispanic population of
Texas was not greatly underenumerated (3b).
Lower than expected death rates during infancy

have also been noted among Hispanics. Most recent
evidence suggests that they have infant death rates
comparable to those of other whites (21-23), but
there is some evidence that Spanish-surnamed infants
have lower neonatal (first 27 days of life) death
rates than other white infants, as a result of favor-
able birth-weight distributions (22).

Evidence of similarity in the mortality situations
of Hispanics and Anglos (other whites) is added by
recently published statistics from California. Schoen
and Nelson (24; table 5) showed that life expec-
tancy at birth for Spanish-surnamed males in Cali-
fornia during the period 1969-71 was 68.3 years,

only 0.4 years less that that for other white males.
Unlike their counterparts in Texas, Spanish-sur-
named females in California had a life expectancy at
birth closer to that of other white females (75.2
years for Spanish-surnamed females, compared with
76.0 years for other white females). In California
as in Texas, blacks of both sexes fared much worse
in life expectancy than did Hispanics and other
whites.

Schoen and Nelson (24) also noted that mortality
rates for Spanish-surnamed men and for other white
males showed a kind of crossover, in that the rates
for Spanish-surnamed men were somewhat higher at
younger ages than those for other white males, and
somewhat lower after age 45. This should not lead
one to the conclusion that a crossover similar to that
found between blacks and whites was observed here.
The crossover between Spanish-surnamed men and
other white males was small in magnitude, and ex-
actly why it occurred is not clear. Crossovers usually
occur when one population has substantially higher
early mortality than another (8). The crossover ob-
served in California is difficult to explain, since
differences in mortality rates between the two groups
at younger ages were minimal. In the case of fe-
males, Schoen and Nelson noted that a "double
crossover" took place: Spanish-surnamed females
had higher mortality rates than other white females

Table 5. Life expectancy at birth, at age 15, at age 40, and at age 65 for Spanish-surnamed persons, other whites, and
blacks, California, 1969-71

Spanish surname Other whites Blacks

Age (years) Males Females Males Females Males Females

0 ..................... 68.3 75.2 68.7 76.0 63.5 71.5
15 ..................... 55.4 62.1 55.5 62.4 51.3 58.9
40 ...................... 33.4 38.3 32.5 38.6 30.5 36.3
65 ..................... 14.1 17.4 13.6 17.7 14.5 17.7

SOURCE: Adapted from reference 24, p. 267.
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at ages under 30, lower rates than other white fe-
males at ages 34-54, and higher rates again at age
60 and above.

Major causes of death. For the period 1969-71, the
number one cause of death among Spanish-surnamed
persons in Texas, as well as among other whites, was
diseases of the heart (21). However, the age-ad-
justed death rate from this cause was notably lower
among Spanish-surnamed males than among other
white males, whereas in the case of females a slightly
higher rate for other white women was noted (see
also reference 25). Spanish-surnamed males also
had a lower age-adjusted death rate from malignant
neoplasms than other white males, while Spanish-
surnamed women had a slightly higher rate than
other white women (see also references 26 and 27).
On the other hand, Spanish-surnamed men had
higher death rates from accidents and other causes
involving violence than other white men, while Span-
ish-surnamed women had somewhat lower death
rates from these causes than other white women.

Blacks of both sexes had considerably higher rates
of death involving violence, as well as higher rates
of death due to heart disease and cancer, than both
Spanish-surnamed and other white persons. How-
ever, Spanish-surnamed persons had higher rates of
death from infectious and parasitic diseases and from
diabetes mellitus than both blacks and other whites.

For the same period in California, Shoen and
Nelson (24) also found lower mortality from neo-
plasms and cardiovascular diseases among Spanish-
surnamed persons than among other whites. In Cali-
fornia as in Texas, however, Spanish-surnamed per-
sons had notably higher mortality from infectious
and parasitic diseases.

This discussion of the mortality experience of
Hispanics is limited to data on Spanish-surnamed
persons in Texas and California, most of whom were
Mexican Americans. Data on Hispanics elsewhere

are either not available or not available in an appro-
priate form. For example, mortality statistics for
Puerto Rican Americans in New York City are avail-
able only for those persons who were born in Puerto
Rico. These data (28) show that the mortality ex-
perience of Puerto Rican Americans is similar to
that of other Hispanics with respect to levels and
causes of death. Thus, in 1970 Puerto Ricans in New
York had age-adjusted rates of death from diseases
of the heart and cerebrovascular diseases lower than
rates for the total population of the city. Like other
Hispanics, Puerto Ricans in New York had high
mortality from accidents and homicides. Unlike
other Hispanics, however, they had an age-adjusted
rate of death from diabetes lower than that for
the total New York City population.

Discussion

This review of recent evidence about the mortality
experience of ethnic minority groups raises many
questions, perhaps the most important of which re-
late to the continuing disadvantage of black Ameri-
cans. While progress has been made by blacks, im-
provements in the mortality condition of the white
population have meant that the relative position of
blacks has improved little. Although blacks have ex-
perienced reductions in rates of infant death, these
rates are still almost twice as high as infant death
rates for whites. But the continuing high rates of
infant death for blacks are only part of the reason
for their continuing disadvantage in life expectancy.
A major factor is their high mortality from cardio-
vascular diseases and cancer, particularly in middle
age.

For Hispanic Americans, infant mortality rates
are low-perhaps lower than would be expected,
considering their disadvantaged socioeconomic
status. And Native American populations have ex-
perienced especially large improvements in life ex-
pectancy as a result of better infant and child care.
Reductions in infant mortality rates for Native
Americans have been so great that these rates are
now only slightly higher than infant mortality rates
for whites.

If the Navajo experience is indicative of the over-
all experience of Native American groups, much
progress can be made in increasing life expectancy
among Native American males by reducing accident
mortality. While Native American women have a
high rate of death from accidents, the rate for males
is exceptionally high and is related, perhaps, to high
rates of alcohol consumption as well as other
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factors. Blacks and Hispanics also have high rates
of death from accidents, but not nearly as high as
those of Native Americans. Hispanics have higher
mortality from infectious and parasitic diseases and
diabetes than blacks, but fare much better than
blacks in mortality from cardiovascular diseases and
cancer.

Overall, the mortality experience of Hispanics is
much closer to the Anglo experience than it is to
that of blacks. Why Hispanics fare so much better
than blacks is not known. Schoen and Nelson (24)
alluded to possible cultural factors that might give
Hispanics some protection from the leading causes
of death but did not specify what these factors might
be. In trying to explain the relatively low infant
death rates for Hispanics in Houston, Gee and asso-
ciates (22a) suggested that "certain socio-cultural
factors associated with the Mexican American family
system . . . might encourage better care of mothers
and children." Again, these authors did not specify
what these factors might be.
More recently, Markides and Hazuda (29)

raised the possibility that low neonatal death rates
among Hispanics in Texas might be partly accounted
for by a migration selection effect. After noting that
mothers born in Mexico (and other foreign-born
mothers) had a smaller percentage of babies of low
birth weight than native-born mothers had, they sug-
gested that migration may be selective of women
who are healthier and more reproductively efficient
(as indicated by favorable birth-weight distribu-
tions). If so, the result, since many Hispanic women
are foreign-born, may be an overall Hispanic advan-
tage in the neonatal period, when favorable birth
weight is most critical. This observation is consistent
with data from the United Kingdom, where "women
who migrate from depressed to affluent areas . . .

tend to be taller, healthier and more able, and to
have lower perinatal mortality rates than those in the
same social classes who do not migrate . . ." (30).

Markides and Hazuda also noted that during the
postneonatal period (28 to 364 days of life), when
environmental and socioeconomic factors become
more important than physiological factors, Hispanics
have notably higher infant death rates than other
whites do.

Deducing that lower mortality at higher ages than
might be expected from the disadvantaged socio-
economic status of Hispanics is related to favorable
birth-weight distributions may not be warranted.
However, these observations at least suggest that
immigrants from Mexico (and elsewhere) may be a
more select group than might be expected from
commonly held stereotypes about this population.
This should in no way lead one to conclude that
Hispanic immigrants or Hispanics in general have
adequate access to health care.

Like Hispanics, Native Americans also appear to
be somewhat protected from the leading causes of
death. Yet this "protection" may be due to very
high mortality rates from accidents and other causes
of death involving violence. Thus, any reductions in
mortality from such causes will likely lead to in-
creases in mortality from cardiovascular diseases
and cancer, if only because more Native Americans
will survive to middle and old age when these
diseases are more common.

Research is needed to examine whether recent
improvements in the mortality situation of Native
Americans are uniformly shared by the various tribes
and reservations as well as by Native Americans in
urban areas. Similarly, there is a need to investigate
whether the apparently favorable mortality situation
of Hispanics is shared equally by the various His-
panic groups-Mexican Americans, Puerto Rican
Americans, Cuban Americans, and other Hispanics.

Mortality advantages or 'disadvantages of given
populations vis-a-vis others are, of course, reflected
in mortality rates by causes of death. The recent de-
clines in mortality from cardiovascular diseases
must be watched closely to determine the extent to
which minority populations are benefiting from
them. Trends in this area are likely to have notable
effects on mortality patterns of minority populations.

Finally, the mortality crossover phenomenon is
worthy of more inquiry. Since the phenomenon ap-
pears to exist between Native Americans and whites
as well as between blacks and whites, investigation
of its nature, timing, and trends over time with re-
spect to native Americans must be undertaken.
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