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We have recently served as consultants to the 
young social service interns who provide health 
care to the Tarahumara Indians in the Mexican Si­
erra Madre. This memorable experience provided 
considerable insight into the somewhat complex 
health care system in Mexico and into the health 
care of one of the world’s more fascinating indige­
nous peoples.

The setting into which we arrived was reached 
via a serpentine seven-hour train ride into the 
Sierra Madre from the city of Chihuahua. At 8,000 
feet, the town of Creel, our destination, is sur­
rounded by alpine forests, lakes, and towering 
rock outcroppings. It is a town of 5,000 people,
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approximately 15 telephones, one unpaved and 
very dusty main street, a few cowboys, many In­
dians (some living in caves overlooking the main 
street), and the Jesuit Mission Clinic, which is 
staffed by social service interns serving their 
obligatory year of public service to the indigent. 
This is the municipal and medical center for 50,000 
Tarahumara Indians, who are scattered widely 
through the vast pine-covered Sierra Madre and its 
breathtaking canyons. Existing in a subsistence 
economy, many living far from any road, Indians 
who wish to visit Creel must often travel on foot 
for hours or even days to reach the nearest railway 
crossing to catch the trains that run once a day in 
each direction. The Tarahumara are largely non- 
Spanish-speaking and illiterate, and when modern 
medical care is sought, it is only as a last resort 
because of inaccessibility, cost, and unfamiliarity. 
Since most health problems are treated either with 
herbs (about 300 in active use) or by traditional 
healers known as shamans, visits to the clinic in 
Creel represent true desperation by a remarkably 
stoic and hardy people. When they do come to the 
clinic, they are sick.
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The Tarahumara are perhaps best known as 
runners who have the stamina to run down a deer, 
but their biological hardiness was also striking to 
us. We saw several instances of recovery from 
serious injuries and infections that tended to rein­
force an awareness of the venerable process of 
natural selection through which all Tarahumara 
have passed. One case especially deserves 
mention—that of a 26-year-old Indian man who 
was stabbed in the abdomen in a dispute inspired 
by locally made corn beer. The man arrived at the 
clinic with his intestines almost totally outside his 
abdomen and packed in goat manure. The social 
service physicians, without benefit of general an­
esthesia, irrigated the bowel, placed it back inside 
the abdomen, closed the patient up under local 
anesthesia, and began vigorous antibiotic therapy. 
The patient was back tilling his cornfield with his 
horse-drawn wooden plow two months later.

Such examples of immunologic prowess follow 
from the extraordinary challenges to survival that 
the Tarahumara face throughout their lives. Births 
are attended in the typical dirt-floored home by 
grandmothers or neighbors. During the first five 
years of life, gastroenteritis and other infections 
conspire with malnutrition to carry off as many as 
50 percent of Indian children. For those who sur­
vive the ubiquitous sanitation and waterborne ill­
ness problems, marginal nutrition from two years 
of breast-feeding and a corn gruel diet renders in­
fants susceptible to devastating cases of measles, 
otitis media, and pneumonia. Beyond these rigors, 
then, lurk summer rattlesnakes and deep winter 
snows, and everywhere, the white plague of 
tuberculosis.

Small wonder that such a life, both hard and 
precarious, should lead to frequent consultations 
with shamans and other traditional health care 
providers. There is, perhaps, more preventive 
medicine in their practices than there is in our 
own system, with preventive curing ceremonies 
being performed, not only for people, but also for 
animals and crops. The “cures” allegedly prevent 
such illnesses as those caused by underground 
spirits, angry peyote plants that have the power to 
curse, and various natural hazards such as the 
great white frog and the bird that can suck out the 
sleeping soul in the dark of night.

The decision to seek medical attention from a 
physician is a last resort, sometimes prompted by 
the traditional health providers themselves when
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their efforts fail. Once at the clinic, the patients are 
cared for by recent graduates of one of Mexico’s 
medical schools. These hardworking young phy­
sicians fill an important need in this still develop­
ing country. As required by law, they serve for a 
year at relatively low salary, taking care of very 
complex medical problems with limited resources. 
They must manage life-threatening, and all too 
often fatal, diarrheas with no equipment for lab­
oratory electrolyte determinations. Nor is there 
bacteriology capability in this community, which 
has frequent epidemics of typhoid. Fortunately, 
the clinic does have an x-ray machine, but because 
of shortages of electricity, it is run for only about 
an hour a day. The pharmacy is well run and sur­
prisingly well stocked as a result of the pharma­
cist’s diligence, but certain expensive prepara­
tions, such as rifampin, are unavailable.

The clinic has an immaculate 30-bed hospital 
ward attached. A local woman has obtained labo­
ratory technology training and performs simple 
tests, such as blood counts and urinalyses; liver 
chemistries and blood banking; however, are ab­
sent. Forced to improvise ways of dealing with 
complex problems, the physicians, or pasantes 
as they are called, refer frequently to the popular 
American medical texts that are in the clinic li­
brary, struggling to understand the English. They 
rely considerably on physical diagnosis and clini­
cal techniques, shifting diagnoses when chastened 
by the clinical response. A typical case was that of 
a young woman with a temperature of 41°C, severe 
headache, leukopenia, and splenomegaly, who 
was at first suspected of having malaria but whose 
response to the eventual test of intravenous chlor­
amphenicol tended to confirm the diagnosis of 
typhoid fever.

Occasional cases have to be referred out to the 
social service hospital in Chihuahua for diagnostic 
or therapeutic specialty treatments unavailable in 
Creel. Although the government provides health 
care for the medically indigent of Mexico—an es­
timated 60 percent of the nation’s people—there 
are some charges associated with this service, 
which is supported by theoretically universal tax­
ation. (In one case, a pasante received a bill from 
the social service hospital after he sent in a totally 
indigent Indian patient.) One gets the sense that 
the 30 percent or so of Mexican people who are 
eligible for the employee health care system par­
tially subsidized by their employers, or the 10 per-
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cent or so who enjoy sufficient affluence for pri­
vate medical care, are generally better off. Indeed, 
the social service clinics that we visited were fre­
quently lacking in resources, supplies, or even 
physicians and were indicative of a level of service 
for the poor that appeared well intended but 
threadbare.

Thus, the synergistic combination of resources 
offered by the Jesuit clinic and its government- 
sponsored physicians in the little town of Creel is a 
fortuitous one, no doubt improving greatly on 
what either the church or the government alone 
would be able to provide. Our study of the clinic’s 
records showed that more than 6,000 visits were 
made to the facility from August 1, 1981, to July 
31, 1982.

In spite of the clinic’s merit, however, the In­
dians tend to come in less frequently, proportion­
ately, than their Mexican mestizo counterparts, 
and once they do come, they tend to be hospi­
talized more often than mestizos. In a review of 
6,000 clinic visits, we found that a total of 24 per­
cent of the Indians were admitted to the hospital in 
contrast to 8 percent of the Mexican mestizos. 
The Indians were much more likely to be hospital­
ized with contagious diseases, such as tuber­
culosis or severe diarrhea, and preliminary 
analysis of the mortality statistics of the clinic 
indicates that they had a much higher mortality 
rate, as might be expected from the fact that they 
were sicker when they came in. Interestingly 
enough, there were only 24 obstetric admissions of 
Indians in the past year. Most were very compli­
cated, some patients presenting with herbs in the 
vagina or stones tied to the prolapsed umbilical 
cord. Clearly, pregnancy and normal childbirth are 
not considered a disease in the Tarahumara cul­
ture.

We observed that the support staff, the nurses, 
and the physicians maintained a high morale, de­
spite low wages. (The physicians earn $160 per 
month, working every other or every third night 
and weekend, for a whole year. But then, a worker 
in the local sawmill earns $1.50 per day.) Of 
special interest in the United States is that the 
physicians find their experience gratifying enough 
that many come back for visits in future years, and 
two physicians of our acquaintance remained on
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for additional years of voluntary service in spite of 
the low pay. Two other physicians went into prac­
tice in small towns in the Sierra, where their in­
comes were marginal but where they could con­
tinue taking care of a needy population. Thus, the 
rewards of the humane services that can be ren­
dered in this setting are important in attracting 
physicians to settle in the area, even though the 
economic incentives are presumably not great.

One comes away from an experience such as 
this with a host of new insights. Among our many 
new perspectives is the sense that even with less 
affluence to invest in technology, Mexico may 
have something to teach us in the United States 
through its approach to providing health care to 
the indigent. Mexico’s required year of social serv­
ice for physicians (six months for nurses) seems an 
idea that has received too little attention in our 
own country, which still has vast numbers of 
medically underserved and indigent people. Our 
admiration for the dedicated and humane Jesuits 
and their mission organization is great, and the 
modesty and continued diligence of the nuns who 
manage the clinic is inspiring. Finally, the uncom­
promising fortitude and courage of the Tarahum­
ara people in the face of their bewitching but harsh 
mountain ambience once again inspires admiration 
for the power of man to endure and even prevail.

Ours is a world of inequalities, and other phy­
sicians venturing into the Third World to extend a 
helping hand will be enriched by the response, as 
we were.
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to health and social support and 
coping.” Two contributors, Ian 
McWhinney and Jack Medalie, 
hold impressive family medicine 
credentials, but neither their writ­
ings nor those of the other sympo­
sium members seem to address the 
purpose of the symposium in a co­
hesive manner.

It was a joy to read McWhin- 
ney’s scholarly treatment of how 
physicians accrue knowledge (“ ob­
jective information and subjective 
understanding” ) that pertains to a 
family’s social and behavioral his­
tory. McWhinney’s honesty is re­
freshing: “ Our (family physician’s) 
information about patients and 
their families is at best fragmen­
tary. In perhaps 10 percent of fami­
lies it approaches what we might 
call completeness.” In addition 
McWhinney notes, “ treating the 
family as the patient—like many 
ideas transferred from other disci­
plines—has limited application to 
family practice.”

Of the book’s authors, Medalie 
comes closest to revealing the is­
sues that must be addressed to clar­
ify family health. Not only does he 
list presenting problems that may 
be considered cues for family 
study, but he also outlines strate­
gies for assessment and interven­
tion. Medalie’s schema is not, 
however, utilitarian, but should 
serve as a springboard for future 
studies.

The chapter “ Adaptation and 
Health: A Life-Span Perspective” 
by David and Beatrix Hamburg of­
fers a general model for coping that 
is worth examining. There is, how­
ever, little explanation of how the 
practitioner can use general coping 
theory in dealing with problems of 
family dysfunction seen in the 
clinic or office. The reader will

nevertheless gain an improved un­
derstanding of coping strategies by 
reviewing the ways in which the 
Hamburgs examine how adoles­
cents and middle-year adults deal 
with crises.

The final chapter on assertive­
ness training for adolescents seems 
to be a “ filler.” It lacks a sense of 
belonging to the book's theme. 
Granted, adolescents do have fami­
lies, but the role of families in as­
sertiveness training is never made 
clear.

This book may be of interest to a 
limited number of researchers in 
family studies. The lack of cohe­
siveness in the chapters leads this 
reader to the impression that not all 
symposia should be edited into 
books.

Gabriel Smilkstein, MD 
University o f Washington 
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Pediatric Drug Handbook. William 
E. Benitz, David S. Tatro. Year 
Book Medical Publishers, Chicago, 
1981, 475 pp, price not available.

This is an excellent book for 
quick reference on pediatric drug 
dosages, indications, availability, 
administration, and toxic side ef­
fects. It is well-indexed and divided 
into chapters based on organ sys­
tem as well as according to thera­
peutic indication. The index con­
tains generic as well as brand name 
drugs for easy cross-referencing. 
There is also a very good review at 
the beginning of the book on anti­
dotes for particular problems. The 
book would have been enhanced by 
adding treatments for drug over­
dosages with each drug that is dis­
cussed. Despite that oversight, it is 
an extremely handy book for office 
practice as well as for residency 
programs or students.

Linda Stewart, MD 
Baton Rouge, Louisiana
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