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Latino Children's Health and the Family-Community

Health Promotion Model
FERNANDO S. MENDOZA, MD, MPH, Palo Alto, Califomia; and ELENA FUENTES-AFFLICK, MD, MPH, San Francisco, Califomia

A majority of Latino children in the US live in poverty. However, unlike other poor children, Latino chil-
dren do not seem to have a consistent association between poverty and poor health. Instead, many
poor Latino children have unexpectedly good health outcomes. This has been labeled an epidemio-
logic paradox. This paper proposes a new model of health, the family-community health promotion
model, to account for this paradox. The family-community health promotion model emphasizes the
family-community milieu of the child, in contrast to traditional models of health. In addition, the fam-
ily-community model expands the outcome measures from physical health to functional health sta-
tus, and underscores the contribution of cultural factors to functional health outcomes. In this paper,
we applied the family-community health promotion model to four health coutcomes: low birth-
weight, infant mortality, chronic and acute illness, and perceived health status. The implications of this
model for research and policy are discussed.
(Mendoza FS, Fuentes-Afflick E. Latino children's health and the family-community health promotion model. West I Med
1999; 1 70:85-92)

In the 21st century medical breakthroughs will improve
the health of children, especially those with chronic

and disabling conditions. These advancements, how-
ever, may not affect all areas of children's health nor all
children. While we are on the verge of implanting genes

into the cells of children with cystic fibrosis, thereby
dramatically changing their lives, we have made far less
progress in providing quality health care to poor chil-
dren with chronic illness, such as asthma, or in decreas-
ing disability and death from accidents and violence.
This discrepancy arises in part because socio-environ-
mental factors do not usually respond to "silver bullets."
They require, instead, complicated interventions over a

sustained period of time to effect resolution. The num-

ber of children with health problems that respond to sil-
ver bullets, unfortunately, is small, while the large
number of those affected by the detrimental effects of
poverty continues to grow.

It is clear that along with new technology, the coming
century will present child-health researchers and profes-
sionals with three challenges. The first will be to increase
our understanding of the socioenvironmental factors
influencing children's health. The second will be to
develop effective, economically feasible health interven-
tions that will have long-term effects on these socioenvi-

ronmental factors. The third, and perhaps most important
challenge, will be to ensure that all children benefit from
these health interventions, particularly those groups of
children disproportionately affected by poverty.

In order to meet these challenges, we must understand
the multiple factors that affect children's health. Biomed-
ical research has increased our understanding of the
effects of physiological disorders and environmental
pathogens on biological processes within the human
body. The relationship, however, between socioenviron-
mental factors and health remains poorly understood.
Poverty is an important risk factor for poor health, and
children living in poverty tend to have poorer health than
those not living in poverty.'"5 For example, Starfield
found that poor children have a rate of morbidity from
chronic and disabling conditions two to three times that
of nonpoor children.' Because children living in poverty
in the United States have a disproportionate, demographic
tendency to be minorities, these children tend to have a

worse health status than middle-class white children.9
Newacheck and colleagues, however, reported that the
poorer health status of minority children results from their
having less access to quality health care, and that this
effect is independent of their socioeconomic status.9 Thus,
race and ethnicity are also important covariants in the
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relationship between poverty and health. Yet, not all
poor minority children have poor health status; some
have unexpectedly high health outcomes in certain areas.
Poor Latino children in particular have shown better than
anticipated health results, especially in the areas of low
birth weight and infant mortality.'" This disparity in the
traditionally observed relationship between poverty and
poor health has been termed an epidemiological paradox,
in that certain poor children seem to be protected from
some of the negative effects of poverty. Some aspect of
the socioenvironmental milieu, it seems, may serve as a
buffer against the damaging health effects of poverty,
and, consequently, give these children a better health pro-
file than one would expect.

In an effort to explain the epidemiological paradox,
this paper proposes an alternative model of risk factors
for adverse health outcomes. Our "family-community
health promotion model" offers a new, conceptual
approach to understanding the unexpectedly low rates
of adverse health outcomes among some groups of poor
children. We examined the usefulness of this model in
explaining the current data on the prevalence of low
birth weight, infant mortality, chronic illness, and per-
ceived health status in Latino children. None of these
health measures follows the traditional relationship
between poverty and poor health, and therefore, each
provides us with an opportunity to expand our thinking
on the subject.

Traditional Model of Health
A general overview of the basic components of health

models will put this new model into context. Although var-
ious models of health have been proposed in the past, the
most basic models of health usually encompass three pre-
dictive variables: genetic potential for disease in the indi-
vidual or population; environmental health risks, such as
toxins, infectious agents, malnutrition, or stress; and high-
risk behaviors, such as smoking, substance abuse, or early
sexual activity, on the part of the individual or populations
(Figure 1).4 Genetic potential is key to the model. At pres-
ent, we know that a child's genetic potential can determine
a variety of risks for poor health, such as a chronic illness,
reaction to infectious agents, or the probability of some
types of mental illness. Whether this potential is expressed
may be influenced by environmental factors, like stress or
exposure to infectious agents, and high-risk behaviors, like
smoking and improper diet. Thus, the traditional health
model postulates that the interactions between an individual's
genetic potential for illness or health, and his or her behav-
ioral and environmental risks are important determinants of
his or her health status. If the model were extended to a
population of individuals, each of these factors would have
greater variability due to the multiplicity of individuals, but
similar relationships would be anticipated.

In most health models, socioeconomic status, or poverty,
affects health status through environmental or behavioral
factors. The supposition is that families living in poverty or
near-poverty may not have the economic, social, or com-
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Figure 1.-Traditional health model.

munal resources needed to keep children in good health.
Brooks-Gunn and Duncan suggest that poverty affects chil-
dren's well-being by influencing health and nutrition, home
environment, parental interactions with children, parental
mental health, and neighborhood conditions.5 The deficits
associated with poverty may lead to inadequate diets, result-
ing in poor growth; inadequate housing and increased risk
of exposure to lead and other toxins; overcrowding and
increased risk for infectious diseases; and community vio-
lence that threatens the well-being and, often, the lives of
children. Furthermore, the combined effects of these stres-
sors may lead to hopelessness and depression among family
members, possibly resulting in high-risk health behaviors
and unfavorable familial or parental interactions. Overall,
socioeconomic status is the primary determinant of the envi-
ronmental risks in most health models and is strongly asso-
ciated with high-risk health behaviors. Consequently, if
poverty is part of the individual's environment, its interac-
tion with the genetic-behavior axis will more likely result in
a poor health outcome.

Many health models also include the intervention
domains of the medical and public health systems, which
mediate health outcomes. The medical care system inter-
acts with the individual patient and, occasionally, with his
or her family. In contrast, the public health system inter-
acts with the community as a whole, and occasionally
with families, but less often with individuals. The distinct
identities of the medical and public health care systems
and the economic characteristics of each-one is pri-
vately, the other publicly managed-limit their interaction
and collaboration. Therefore, it is not unusual that most
health models only present the perspective of one or the
other. Yet, each system plays an important role in sup-
porting the health of the individual and the population.

The outcomes assessed in most health models generally
focus on morbidity and mortality from illness or injury.
Health models traditionally use morbidity rates to examine
the health status of children, although they occasionally
look at mortality rates. While physical examination pro-
vides most measures of morbidity, some measures attempt
to address more functional morbidities, such as the ability
to attend school or participate in routine play. The medical
care system, however, focuses primarily on physical health,
and, therefore, medically derived morbidities are more
commonly measured. For example, the presence or
absence of disease and the frequency of health care use
are commonly used as morbidity assessments, while the
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function of the individual in his or her environment is,
unfortunately, less commonly used. This type of assess-
ment, however, an assessment of functional health, is the
final, common pathway towards understanding "healthi-
ness," a concept congruent with the World Health Organi-
zation's definition of health. If a model ofhealth principally
uses medical morbidities, the effects of mediating vari-
ables, such as family, social networks, communal
resources, and sociocultural traditions, will be infrequently
assessed. In contrast, public health models commonly
include these medicosocial variables; their results, how-
ever, are more population-based and less individual-spe-
cific. Is there a way to combine both the medical and
public-health perspective in one model of health? The fam-
ily-community health promotion model expands the envi-
ronment-behavior axis and extends the measures of health
outcomes to encompass this broader view of health and its
determinants.

The Family-Community Health Promotion Model
Recent data conceming the health status of Mexican

American children reveal the limitations inherent to
existing health models. Table 1 shows the demographic
profiles of Latino and non-Latino white children. Mexi-
can American children have higher levels of poverty,
lower levels of parental education, and limited access to
health care than non-Latino white children, 11'2 but, as
we will later show, Mexican American children have
both unexpectedly low rates of adverse perinatal results
and prevalences of chronic and disabling conditions that
appear to be unaffected by their level of poverty. This
has been termed the epidemiological paradox.

In order to define the factors associated with optimal
health outcomes in Latinos, we propose a new health
model, the family-community health promotion model
(Figure 2). This model retains the three core predictive
variables (genetic potential, environmental factors, and
health behaviors), but adds several new ones. The family-
community health promotion model differs from tradi-
tional models, first, by emphasizing the family-community
complex, as opposed to the genetic-behavioral-environ-
mental triad. The model stresses specifically the capacity
of the family to support the optimum health behaviors of

its members, particularly its children, as well as the ability
of the family's community to support it in this endeavor. A
supposition of the model is that if a family promotes ben-
eficial health behaviors among its members, these lessons
will likely be part of the family's culture or tradition. That
is to say, these behaviors are apt to be part of the family's
identity and history. While family history is a dynamic
process, certain aspects of family culture are passed down
from one generation to the next. These may include the
ways parents nurture their children, the use of extended
family members for social support during stressful times,
the family's dietary preferences, and other cherished, core

family values. These are the sociocultural reference points
for good and bad health behaviors and the social norms
that support or deter good health.

While the family-community model still predicts that
the interactions between the individual's genetic potential
for disease, his health behaviors, and his environmental
conditions affect health status, it differs from traditional
models, secondly, by restructuring health status into two
major components, physical and psychological health.
These two components contribute to the individual's over-

all ability to function in day-to-day living; that is, they
determine the individual's functional health status. Func-
tional health measures the individual's physical and men-
tal abilities to perform age-appropriate activities. This is a
much more robust health measure than commonly used,
static measures of morbidity. Moreover, the model predicts
that functional health, tempered by the individual's family-
cultural milieu through psychological well-being, influ-
ences the individual's perception of his health. Therefore,
a person's perception of his health status is determined pri-
marily by how he functions in his normal activities, which,
in turn, is colored by his cultural perception of "healthy
functioning." Thus, one would expect Latinos' health per-
ception to be culturally modified. Indeed, as we will note
below, Latino children and their mothers are more likely to
have a different view of their health than physicians.

If Latinos believe that their health is poor, they are likely
to take some sort of action. This will depend on their access
to health care and their perception ofwhat is needed-more
nurturing of children, support from family, folk remedies-
for resolution of the health problem. Furthermore, the
model implies that changes in health perception create a

TABLE 1 .Socio-Demographic Profiles of Latino Families and Cnildren .'Current Population Reports, 1994)

Percertaqe 'J Fam?l'es Percerntooe of Children Percentoge o F&milies Headed Percer;age c Populoation PertagLe o,Families witMot
Group in Poverty in Poverty by a Female nith High 5k-,oal EdurtiOr Heajlth Insurance*

Non-Latino white ............. 7.6 13.6 13.0 84.9 11.7
Latino. 27.3 40.7 25.7 46.7 -

Mexican American 27.6 40.5 20.3 42.5 38.1
Mainland Puerto Rican. 35.4 54.3 43.5 59.4 16.2
Cuban American. 17.2 27.0 24.4 64.1 23.9
Central South American. 23.9 35.4 27.3 62.4 -
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Figure 2.-Family-community health promotion model.

feedback loop to individual and familial health practices. If
changes in health behaviors make the individual "feel" bet-
ter, then the individual is likely to repeat these changes for
the same or similar symptoms. These changes may, in this
manner, become part of the family's response to a particu-
lar set of symptoms. If the response is very successful and,
thereby, used routinely, it may become part of the family's
culture, like hot liquids for colds, teas for diarrhea, or reli-
gious counseling for stressful events. While these responses
are most often developed for common self-limited ill-
nesses, they nonetheless provide the basis for responses to
more serious, chronic or disabling conditions.

In this model, environmental risk is determined pri-
marily by socioeconomic status, and by the presence or
absence of poverty in particular. In addition, it includes
immigration status as a determinant of environmental
risk to account for the added burden immigrants bear in
work and living environments incomparable to those of
other poor individuals. For example, although some poor
families may live in environmentally hazardous areas,
immigrants may be forced, due to lower levels of social
integration, to live in environments with greater risk for
exposure to harmful toxins like pesticides and lead. This
is clearly the case for farm workers, who are predomi-
nantly new immigrants, but even in urban areas, immi-
grants who are poor may need to take more risks in order
to survive. It is not unusual for immigrant children and
their families to live in crowded conditions-multiple
families sharing one house are not uncommon-or to live
and play in high-risk, violent areas. Furthermore, because
of their immigrant status, whether documented or undoc-
umented, the "safety net" for the poor may be less, if at
all, available for immigrants and their children. Yet, for
all their increased risk, immigrant families have their cul-
tural milieu that appears to help them and the community
ward off poor health.

The following three areas of health have been studied
among Mexican American children and found paradoxi-
cal according to the traditional model. Each area of study
emphasizes a different part of the model as its point of

primary focus. Low birth weight and infant mortality are
related to the family's cultural norms regarding preg-
nancy, maternal behaviors, and the perinatal environ-
ment. Chronic and disabling medical conditions are used
to examine the genetic prevalence of these among Mexi-
can American children and the environmental influence
of poverty. Finally, perceived health status is used to
examine the disparity between Latino families and physi-
cians with respect to what each considers good health.

Low Birth Weight, Infant Mortality and Latinos

When the result of prematurity or poor growth (the
child is small for its gestational age), low birth weight is
associated with disabling health and developmental con-
ditions.13 While recent advances in neonatal medical care
have significantly decreased these negative effects, low
birth weight still poses a major risk to children's health
and development. Both the prevalence of low birth weight
and limited access to health care are strongly associated
with poverty. Presumably because of their higher poverty
rates and lower use of prenatal care, African Americans in
the United States have a higher rate of low birth weight
infants than non-Latino whites.14'15 If the same model of
health is applied to Latina women, they, too, should have
a high prevalence of low birth weight infants owing to
their high poverty rate and low use of prenatal care. In
fact, Latina women have the lowest use rate of prenatal
health services than any other group of women in the
United States.'6 Yet, the rate of low birth weight infants
among Latina women is only slightly higher than that
among non-Latina white women."7 The relationship
between Latino ethnicity and low birth weight infants,
however, varies by Latino subgroup. Infants of Latina
women of Central or South American, Cuban, and Mexi-
can origin have similar rates of low birth weight, and
these rates are similar to the rates among non-Latina white
women.16"7 In contrast, infants of Latina women of
Puerto Rican origin have a higher incidence of low birth
weight compared to other Latina women and non-Latina
white women. Thus, socioeconomic status alone does not
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determine the seemingly complex relationship between
ethnicity and low birth weight.

The relationship between behavioral, medical, obstetri-
cal, and health-service factors does not consistently predict
rates of low birth weight among Latina women.15 While
younger maternal age is associated with an increased risk
of low birth weight in the general population, it is not con-

sistently linked to low birth weight among Latina
women.15 Similarly, lack of prenatal care has not been con-

sistently associated with increased low birth weight among
Latina women, although prenatal care is an important
component of the public-policy interventions aimed
towards reducing the incidence of other adverse birth out-
comes.17-19 Thus, traditional risk factors do not predict
low-birth-weight infants among Latinos reliably, which
suggests that other factors may be involved, factors such as

sociocultural and nutritional influences.2025 Guendelman
has reported that Mexican American women report lower
consumption of tobacco, alcohol, and caffeine.25 Others
have reported similar fimdings and noted that these risk
factors increase with acculturation.21-24 This suggests that
nonacculturated women have better than expected perina-
tal outcomes resulting from their health habits surrounding
pregnancy, habits which their families, communities, and
culture appear to support.
A similar picture emerges when considering infant

mortality.26 While this is not a measure of chronic illness

or disability, it is worthwhile noting that the factors asso-

ciated with low birth weight are also associated with
infant mortality. Thus, interestingly, infant mortality, like
low birth weight, is lower than expected among Latinos,
particularly new immigrants.26 In fact, despite high lev-
els of poverty and low access to health care, infants born
to Mexican immigrants have an infant mortality rate
similar to that of non-Latino white, middle-class infants.
Therefore, incidences of low birth weight and infant mor-
tality in Latino children are significantly lower than
would be predicted by a traditional model of health.
According to the family-community health promotion
model, a positive cultural milieu surrounding the issue of
pregnancy and child-rearing would explain this discrep-
ancy, and current data supports this conclusion.

The Prevalence of Chronic and Disabling
Conditions Among Latino Children and
Adolescents

The medical community has very little data on the
prevalence of chronic and disabling conditions among

Latino children and adolescents. The Hispanic Health and
Nutrition Examination Survey (HHANES), conducted by
the National Center for Health Statistics from 1982
toI984, provided the first physician-assessed prevalences
of chronic medical conditions among Mexican American,
mainland Puerto Rican, and Cuban American children
and adolescents."7 These findings showed that Mexican
Americans and Cuban Americans had three to five per-

cent prevalence of chronic medical conditions, as did
other US children. In contrast, six percent of mainland
Puerto Rican children and adolescents had chronic med-
ical conditions (Table 2). The higher rate among Puerto
Ricans resulted almost entirely from a higher rate of
chronic respiratory problems, principally asthma. The
prevalences of chronic medical conditions among all
groups surveyed did not vary by sex, age (except for Mex-
ican Americans), socioeconomic status, or level of accul-
turation, as measured by language usage (Table 2). This
finding is consistent with the hypothesis assumption that
for the most part genetic, rather than socioeconomic fac-
tors determine chronic illness, and that rates of chronic ill-
ness increase with age, as is seen among Mexican
American children. Therefore, it appears that the preva-
lence of chronic medical conditions among Latino chil-
dren resembles that of other US children, with the
exception of asthma in Puerto Rican children. This excep-
tion suggests that Puerto Rican children may have a

greater, genetic predisposition for asthma.
The HHANES also supplied information provided by

respondents who reported both present and prior medical
and developmental conditions (Table 3).2728 These data
showed that Mexican American mothers reported rates
similar to or lower than US norms for asthma, coordina-
tion problems, psychological and behavioral problems,
speech problems, and mental retardation. In contrast,
mainland Puerto Rican mothers reported higher rates
of some medical and developmental conditions than

TABLE 2.-Prevalence of Chronic Medical Conditions (CMC) by
Sex, Age, Poverty, and Language Usage (Percentage with CMQ*

tlVeicur ia- nd Gibar
Amer.cr- juerto Ricoa Arreriyr

Total Group .................. 3.9 6.2 2.5t
Sex
Male ..................... 3.9 6.2- 2.11
Female ....... 4.0 6.3- 2.9;
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6-11 x 4.5 6.8± 5.31
12-18\ ....... 4.9 5.1t 1.8t

Poverty Status
Poor..... 3.7r 6.8t 1.7t
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Mexican American mothers. According to the reports of
Puerto Rican mothers, 11.5% of their children have
asthma, 5.7% have psychological and behavioral prob-
lems, 6.7% have speech problems, and 3.1% have men-
tal retardation. Overall, Puerto Rican mothers reported
greater numbers of children with medical and develop-
mental conditions. We do not know if this data indicates
an actual, increased prevalence of these conditions, or if
it reflects greater knowledge on the part of these mothers
about their children's conditions, thus greater access to
care. This question requires further research.

Mothers also reported whether their children had
obtained treatment for their conditions. In general, treat-
ment for physical disease was obtained, while treatment
for behavioral, developmental, and psychological condi-
tions was less frequently obtained, particularly for Mexi-
can American children.27'28 Compared to other groups of
children, Mexican American children have less access to
health care as a result of limited health insurance cover-
age.1012 In contrast, mainland Puerto Rican children have
higher rates of insurance coverage because of their citi-
zenship status. Yet, when we examine the health of Puerto
Rican children, it seems that they have higher rates of
chronic and disabling conditions than either Mexican
American or Cuban American children. Although Mexi-
can American children come from families that have high
poverty rates and low levels of education, they appear,
from our current, limited information, to do better than
expected in their health, and better compared to Puerto
Rican children. At present this is documented by a lower
prevalence of low birth weight, and chronic medical and
developmental conditions. It remains to be seen whether
these findings will persist after controls for reporting
biases are examined, and further research will be required
to determine what factors lead to different outcomes
among Latino subgroups.

A cautionary note, however, must be given. If one
examines the rates of acute illnesses, particularly of infec-
tious diseases, all Latino children seem to fare less well.
Latino children have higher rates of tuberculosis, measles,
and parasites than other US children.9 Furthermore, lim-
ited health care access has resulted in low immunization
rates, thus to higher frequencies of childhood illness.'0'29
Other acute illnesses, such as gastroenteritis and pneumo-
nia, are common among Mexican American children
because of their environment and frequently go untreated
because of lack of health care access.29 Such children are
not uncommonly hospitalized for complications resulting
from these acute illnesses. The combination of acute illness
and lack of health care may result in significant morbidity,
causing disabling conditions for Latino children. Likewise,
Latino children suffer from high rates of accidents and vio-
lence.' These conditions, if not appropriately treated or

prevented, can also have long-term chronic effects on these
children. With a more restrictive health care system, newer
surveys may fimd changes in the prevalences of chronic
medical conditions among Latino children.

Thus, the family-community health promotion
model predicts that chronic and disabling medical con-
ditions develop out of the interaction between genetic
potential and environmental and behavioral risks.
Chronic medical conditions that arise primarily from a
genetic predisposition, like asthma, are less affected by
poverty, while those disabilities that result from expo-
sure to environmental pathogens are clearly more com-
mon among the poor. In either case, lack of access to
health care is a major, mediating factor in the health of
Latino children. Consequently, although Mexican Amer-
ican children have rates of incidence for certain health
conditions similar to those of non-Latino white children,
their limited access to care makes them more likely to
suffer morbidity from these conditions.
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The Perceived Health Status of Latino Children

The HHANES assessed the perception of the child's
and adolescent's health from the perspectives of the
child (6-11 years), adolescent, mother, and survey

physician. Physicians identified only 1% of all children
surveyed in HHANES as in fair or poor health, while
Mexican American and mainland Puerto Rican mothers
identified 15% to 20% of their children and adolescents
as in fair or poor health.27'31 Among children six years of
age and older, about 10% to 19% believed they were in
fair or poor health, as opposed to 5% to 10% percent of
other children in the United States. When mothers' per-

ceptions of their children's health were examined, the
data showed no difference by the child's sex or age, but
did show a significant difference by their poverty status
and home language.28 Mothers of poor and Spanish-
speaking children were more likely to believe their chil-
dren were in poor health.27 Children with a chronic
medical condition were seen as vulnerable, with 27%
and 41% of Mexican American and mainland Puerto
Rican children, respectively, being rated in poor health
by their mothers.27 Yet, the physician ratings were signi-
ficantly lower, at 11.6% and 6.4%, respectively. This
discrepancy suggests either that mothers are identifying
in their children health problems not easily identified by
physicians, or that Latina mothers and their children
have a different perception of health, one that is not fully
appreciated by traditional measures (physical disease
findings). This clear disparity between physicians and
Latina mothers and children has far reaching implica-
tions for health care use, compliance and patient satis-
faction. Examining the functional health-perceived
health linkage among Latinos will be essential to better
understanding the health care needs of this population
and to testing the usefulness of the family-community
health promotion model.

Research and Policy Implications
The implications of this model for research and policy

are several. First, measures of functional health are

needed for Latino and non-Latino groups in order to use

the model fully to predict outcomes. As the physicians'
assessment of Latino children demonstrated, physical
health assessments are limited. It is important to study
and understand the social and cultural histories of fami-
lies and communities if we are going to use their
strengths effectively. Moreover, it is essential to under-
stand better how these familial-community assets sup-

port children's development. Garcia-Coll has suggested
that children from different ethnic groups have cultur-
ally-derived, developmental pathways.32 Studying these
pathways would be very important to gaining a better
understanding of poor, ethnic children with chronic and
disabling conditions. As we examine the effect of envi-
ronment on these children, we need to identify the vari-
ous forms of poverty and their influence on children. We
should be concerned not only about lead and pesticides,
but also about the effects of chronic violence and other

stressors. Most importantly, we need to refocus policy
toward helping families, rather than treating disease, and
we need to see immigrants as a useful and essential
resource for this country's future. The family-commu-
nity health promotion model provides a better conceptual
framework for developing and researching hypotheses
about Latino children and families than the traditional
health model. It also provides a better explanation of the
existing epidemiological health paradox. As the United
States becomes more ethnically diverse, we will need
models of health robust enough to account for the effect
of cultural milieu on health. Though this is clearly not a
new idea, it is one strongly rooted in public health prac-
tices. Our current imbalance in the health care system,
however, requires that we focus our attention on the true,
major determinants of health for children. We hope that
our model will stimulate further discussion.
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