Health and Poverty

Among Indigenous People in Chile

Problem Statement

When Columbus discovered the new world he found a land already inhabited by people,
the indigenous people of the Americas. The subsequent history of oppression, subjugation and
discrimination towards indigenous people has been well documented. Whether in North, Central
or South America, native peoples were evicted from their lands and traditional livelihoods,
forced to assimilate or forcibly isolated on reservations, and otherwise subjected to the
exploitative tendencies of colonizers. Regrettably, this history is not unique to the Americas.
Indigenous groups exist around the world, each with their own story of repression and
discrimination. According to the United Nations (UN), despite centuries of forced assimilation,
there are more than 370 million people in the world today who identify as belonging to an
indigenous group. Despite the varying groups, languages, beliefs and cultures, common to many
of their histories is a pattern of rural, agrarian populations being dominated forcefully,
politically, and economically by a colonizing population (Claudio and Jeanne 2008). And one
characteristic that is almost universally shared amongst indigenous people is poverty.

Poverty is not only a concern because of the inherent inequality but because of the
negative outcomes that are associated with poverty. Variations in health have been shown to be
correlated with income and poverty. Lower income is associated with poorer health outcomes
(Adler and Newman 2002; Newacheck, Hung et al. 2003; Shi and Stevens 2005). Health
disparities are not equally distributed across racial groups. Multiple research projects in

developing countries as well as some lesser developed countries have shown that racial



minorities have higher rates of poverty and poor health (Betancourt, Green et al. 2003;
Alexander Warren, Alejandro Esteban et al. 2007; Acevedo-Garcia, Osypuk et al. 2008) .

While worldwide concern gained a voice in the 2007 UN Declaration on the Rights of
Indigenous Peoples, much needs to be learned about the socio-economic and health
circumstances of indigenous people today if meaningful and effective ameliorative strategies are
to be developed (Kaplan and Bennett 2003).

Just as when Columbus arrived in the Americas, Latin America today is home to a
diverse indigenous population that numbers over 40 million (Gonzalez 1994; Eversole, McNeish
et al. 2005). They inhabit a range of countries and diverse contexts. The indigenous population
accounts for about 11% of the population in Latin America (McNeish 2005), a far greater
percentage than the 0.8% seen in the United States according to recent U.S. Census Bureau
estimates. Despite their relatively large share of the Latin American population, little is known
empirically about how they compare socially and demographically to the non-indigenous
population, what mechanisms perpetuate the higher rates of poverty among the indigenous
population, and how they confront difficult social and economic challenges as they piece
together a living. This research will focus on the relationship between poverty and health among

indigenous peoples, specifically in Chile.

Literature Review

The first people in Chile were the ancestors of the indigenous people of today. The
largest group of indigenous people in Chile (at over 75%) is the Mapuche of the Central Valley
(MIDEPLAN 2007). At eight percent, the proportion of the Chilean population that is indigenous

is low relative to other Latin American countries. However, at 1.2 million people it is quite



sizable in absolute terms (IADB 2006). According to the Ministry of Planning and Cooperation
in Chile, the indigenous population is growing at a rate comparable to the overall population
(MIDEPLAN 2007), so it will remain an important minority group into the future.

In the past few decades Chile has experienced profound political and economic
transitions going from the leftward leaning leadership of Salvador Allende during the 1970's, to
years of brutal dictatorship in the 1980's under Augosto Pinochet, to a series of democratically
elected presidencies basically following pro-growth market oriented economic policies (United
Nations. Economic Commission for Latin America and the Caribbean. 1988; WorldBank 2002;
Rector 2003). These policies have ostensibly met with some success(Ocampo, Franco et al.
2004). Just in the past decade, Chile has been able to significantly decrease the rate of poverty at
the national level (Mario 2008). However, this poverty reduction has not been evenly distributed.
Rural areas, over represented by indigenous people, have experienced less poverty reduction
(WorldBank 2002). This finding is in line with limited research showing that indigenous people
in Latin America, despite economic growth, are more likely than non-indigenous people to be
poor (Kay 2006).

The history of the indigenous population in Chile has been one of repression,
discrimination and subjugation (Melissa, David et al. 2008). When Europeans came into Chile
they attempted to keep the indigenous populations isolated in part because they believed them to
be inferior(Wiegand 1983). Segregation but also forced assimilation became the twin tools of
the dominating European-origin population (Rector 2003; Mallon 2005). The indigenous people
were forced to assimilate or faced isolation, and they were subjected to social oppression through
legislation, social policies and other official and quasi-official means (Jeffery 2007). These laws

created formal mechanisms such as slavery and a reservation system that legally legitimized



discrimination against indigenous people. One example was the forcing of indigenous
communities onto reservations that were smaller than traditional ancestral lands (Ray 2007). An
inevitable result was dire poverty amongst indigenous people. Over time these official policies
of repression became viewed as morally unacceptable, and they slowly changed (Jeffery 2007).
Despite abolishment of these formal controls, informal means of oppression such as racism and
discrimination still exist. One example is in access to human capital attainment (Ray 2007).
Indigenous people in urban areas are given less opportunities for education, adequate
employment, housing and health care (Sahn and Younger 2006). Their survival depends on their
ability to compete in the urban world and the lack of human capital renders that survival
difficult. Indigenous Chileans in rural areas, who are more likely to rely on the land for survival,
are faced with decreased access to land, and receive less of the infrastructure benefits of urban
areas. The Mapuche are forced to compete in a larger Chilean society, but negative stereotypes
and discrimination constrain their ability to participate and compete in mainstream society
(Patricia 2007; Ray 2007). Just as has been chronicled in the United States, these disadvantages
become barriers to attaining standards of living comparable to the non-indigenous population
(Snipp 1989).

A complicating factor in current studies of indigenous people inheres in the reliance on
self-identification as indigenous which raises problems of selectivity. Some indigenous people
have ceased to identify with indigenous groups, moved away from indigenous areas and
assimilated into mainstream Chilean society (Ray 2007). Others still maintain an indigenous
identity but have left indigenous lands and migrated to the cities to eke out a living in an urban
setting, either in the mainstream or at the margin. Many however have maintained their

indigenous identity and continue to seek ways to maintain their lifestyles on their ancestral lands



(Raul 2008; Wessendorf 2008). As such, poverty among indigenous people in rural areas may
be influenced not only by the legacy and practice of formal and informal means of oppression,
but also by the selection of people who self-identify as indigenous and choose to remain in rural
areas. In other words, much as William J. Wilson describes the inner city with its concentration
of the black underclass, rural reservations might be described as rural concentrations of the
Mapuche underclass (Wilson 1987).

The identity of the Mapuche is inextricably bound to the land. Indeed, the name Mapuche
means "people of the land" (Ray 2007). As in many countries, indigenous people in Chile are far
more likely to reside in rural areas than are their non-indigenous counterparts (MIDEPLAN)).
This interaction of identity with land also complicates the study of poverty among the indigenous
people because location and space available to a community can greatly affect the risk of poverty
among indigenous and non-indigenous people alike (RSS 1993). Empirical evidence has shown
that areas that are dependent on one major natural resource for economic well-being are
disproportionately poor (Slack and Jensen 2004; Stedman, Parkins, and Beckley 2004). As well,
in rural areas the population is less likely to have adequate housing, health and sanitation. They
receive less education and have less access to high paying jobs. They are overly dependent on
natural resources for livelihood and employment (Psacharolpulos and Patrinos 1994). This is
consistent with other empirical studies of poverty in Latin America (McNeish 2005; Eversole
2005; Damman 2005; Kelley 1988).

Despite being disadvantaged by their rural location, rural people often contribute to their
own economic well-being through various informal survival strategies such as gardening,
hunting, fishing and bartering (RSS 1993; Gomez and Franco 2007). Poverty measures that do

not take into consideration differing costs of living, levels of infrastructure, community



characteristics, or the varying survival strategies of rural populations can over or under state the
level of poverty (Snipp 1992; RSS 1993).

Some research has attempted to look at variations in health between indigenous and non
indigenous in Chile (Patricia, Hugo et al. 2001; Burrows 2008). Most of these studies only
examine a small sample of the population (Sapag, Aracena et al. 2008) or focus on a particular
type of illness (Benjamin Vicente, Pedro et al. 2005; Rojas 2007). One particular problem with
these studies is the aggregation of indigenous into one group(McArthur, Holbert et al. 2003).
This assumes that indigenous people are a homogenous group and masked any variation across
indigenous groups. The most cited reason for this aggregation is lack of data. Fortunately the
data is available for some analysis of variations within the indigenous population.

Recent changes in health care policy as well as the economy have effected changes in
access to health care (Howard, Celia et al. 2001; Burrows 2008) but empirical evidence of
improvements in population health are yet to be seen. The increase access may not have been
equally improved across space. Urban areas are consistently granted greater access to
infrastructural development such as healthcare. For this reason it is important to empirically
identify trends in health across groups and region.

The indigenous population of Chile has endured centuries of subjugation and
discrimination that has left a lasting legacy manifest most noticeably in high rates of poverty. At
the same time, like all Chileans, they have seen significant social and political transformations in
recent decades, but for them these macro-level changes have not had uniformly positive
implications. Notably, they may have fallen further behind the non-indigenous population that is
generally prospering amidst economic growth, and those following more traditional lifestyles in

rural central Chile may have had their livelihoods threatened by orthodox growth-oriented



economic development strategies. Apart from descriptive evidence of higher poverty rates and
poorer health among the Mapuche, much is left unknown. The purpose of this research is to
make a contribution towards answering the following general questions: Are indigenous people
in Chile more poor? How does health vary between indigenous and non-indigenous people? To
what extent do disadvantages in human capital (education) and other individual and family-level
variables account for disparity in health and poverty? To what extent do ecological variables
such as rurality of residence play? Together these questions generally ask, what are the
relationships between poverty and health among the indigenous people (mostly the Mapuche) in
Chile? Researching the social, economic, and health situation of indigenous people not only
sheds light on their particular situation, but also broadens the literature on issues such as health,

poverty and ethnicity.

Data

The data comes from a household survey developed by the Ministry of Planning and
Cooperation in Chile called the National Socio-economic Characterization Survey or CASEN.
This survey is a government funded household survey of about 71,325 (in 2003) households
throughout Chile. This survey gathers data about household demographic variables as well as
employment, income, education and health issues. It is a stratified cluster sample that is
nationally representative.

Because of its large sample size, representativeness, depth of information, and the fact
that the data are geo-coded, the CASEN lends itself to quantitative research on health and
poverty that includes spatial location. This survey provides the data necessary to assess the

relative impact of many of the mechanisms that may perpetuate poverty and poor health. Using



the CASEN data allows the analysis of household level demographic variables that correlate with
indigenous poverty and health such as human capital attainment, family composition,
employment, and residence. The survey data are stratified by rural and urban residence, with the
entire nation broken down into its three distinct geographic levels: region, province and county.

The ethnic identity is self identified when the respondents are asked if they belong to or
identify with one of nine indigenous groups. As mentioned above, most literature chooses to use
indigenous as a dichotomous variable. This analysis attempts to keep the groups separated as
much as possible. Unfortunately the majority of the indigenous groups in Chile are very small in
number. For this reason the ethnicity is divided into three groups: non-indigenous, Mapuche, and
other indigenous groups.

The health question is a 5 category scale of self rated health with possible answers
consisting of very good, good, regular, bad and very bad. Self-rated health has been shown to be
an effective measure of overall health (Reyes-Ortiz, Pelaez et al. 2007; Sapag and Kawachi
2007; Sapag, Aracena et al. 2008). In the case of this survey there were a large portion of
respondents who did not respond to this question. In order to keep as many cases as possible a
category called ‘other’ was included in the analysis. Table one shows the percent of how the
population, divided by ethnic group, responded to the self rated health question. The question
was coded into separate categories with very good and good combined as well as bad and very
bad. This resulted in a four category variable: very good/good, normal, bad/very bad and other.

The poverty variable included in the survey was calculated by the Ministry of Planning. It
consists of an absolute monetary value which is calculated as living below two times the cost of
a basic food basket. This is similar to the way poverty is calculated in the US. The measurement

in Chile has one distinct feature. The absolute poverty line varies by residence with rural



residents expected to live with less income. The reasoning for this difference across space is
unclear. This measurement proved to be problematic when controlling for residence so to adjust
for this problem a relative poverty line was created. The measurement was calculated by taking
the median household income for the entire population and dividing it in half. Respondents are
coded poor if their household income is below one half of the median household income. In
order to not bias the results by location, the relative poverty measure was used.

The other SES variables are fairly straight forward. Employment was included and
describes whether the respondent was employed, compared to those unemployed or inactive in
the labor market. Education was included as continuous variable representing years of formal
education. 12 years is the normal amount of time to graduate from secondary school in Chile.

Civil status in Chile is also difficult. Divorce was illegal in Chile until 2004. Because of
this, the rate of cohabiting couples is higher than other places as well as the rate of separation. In
order to deal with this 4 separate groups were coded: Single, Cohabiting, Married and Other.
Other includes separated from legal union, separated from non-legal union, and widowed.

Age, number of people in the household, sex, and residence were also all included in the

descriptive as well as the other analysis.

Methodology

In order to address the research questions, descriptive analysis were first conducted to see
the rates and correlations of the variables followed by multivariate analyses. Because the data is

a household survey, heads of households were selected for analysis.' The data is weighted by a

! The data is collected by asking the head of household or their spouse about everyone in the household. The
health question was not asked to anyone under the age of 15. For this reason adults, specifically heads of
households, are used.



weight variable to adjust it so it is nationally representative. Because health and poverty among
indigenous groups is the main focus, these variables were analyzed first.

As mentioned above Table 1 shows the proportion of each ethnic group that answered the
health question and how they answered. Both poverty measures are shown in table 2. Further
descriptives of the independent variables were made and are presented in Table 3.

The multivariate analysis started with a logistic regression with the category bad/very bad
being regressed on the independent variables. The indigenous population was divided up into the
three categories discussed above. The final model is given in table four as odds ratios. It became
apparent that the number of people that responded with bad/very bad health is low. Trying to
break that group up into three ethnic identities became problematic due to lack of cases. To
adjust for that, the indigenous variable was aggregated into a dichotomous variable like it is done
in other research. To improve on the lack of people responding with bad/very bad, multi-nomial
logistic regression was used, with normal, and bad/ very bad each compared to good/very good.
The group other was included but not presented in the table. These multi-nomial results are

presented in table five.

Results

As we can see from table one, the rates at which each group reported their health status
significantly varied. The indigenous groups had a higher rate of reporting normal than the non-
indigenous population. The other indigenous groups have a higher rate of reporting good health

as well as bad health. This is possibly due to their lower rate of not reporting.
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Table 1: Health Descriptives Between Ethnic Groups

bad/very
Percents very good/good normal bad other
Non-Indigenous 335 16.6 51 448
Mapuche 30.4 23.1 56 40.8
Other Indigenous 42.4 21.2 6.1 303

Chi-square significance test p< .000

Table 2 represents the difference in the poverty rates by different poverty measures. The rates of

poverty vary dramatically across ethnic group. The other indigenous group has a lower rate of

poverty compared to either the Mapuche or the non-indigenous group. This may be related to the

small number of other indigenous households. The non-indigenous households have consistently

lower poverty rates than the Mapuche households. The Mapuche have the highest poverty rates

out of the three groups.

Table 2: Poverty Measures by Ethnic Group, Percent Poor

Poor by Relative

Poor by Survey Measure
Non-Indigenous 14.8 36.1
Mapuche 25.6 46.6
Other Indigenous 5.1 30.6

Chi square test significant at p<.000

The third table is a list of independent variables with the percentage of the whole sample listed or

for those continuous variables, the average. The majority of the sample is non-indigenous. Over

half of the household heads are married, 26 percent are female headed and 87 percent live in

urban areas. The employment rate is over 70 percent and the average household sized is about 4

people.
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The logistic regression was used to see if the indigenous groups had higher odds of
reporting bad/very bad health. As shown in table four, after controlling for socio-demographic
characteristics and residential characteristics, neither indigenous group varies significantly from
the non-indigenous group in their odds of reporting poor health. This may be in part because of

the small number of those who reported bad/very bad health.

Table 3: Descriptives, Percentages and Means of Variables
% Total
Individual level Sample
Demographics
Race (Indigenous)
Non Indigenous 95.2
Mapuche 4.7
Other Indigenous 0.1
Age (Mean for Head of Household) 49.4
Female Headed Households 25.9
Marital Status
Married 58.0
Cohabiting 12.9
Single 10.0
Other 19.1
Socioeconomic Status
Employment 71.8
In Poverty (Relative measure) 36.5
Education (mean number of years) 9.7
Spatial Characteristics
Santiago 30.9
Rural 13.0
Other Urban 56.1
Live in a House 85.4
Number of Residents (Mean) 3.8
Own their home 70.3

Other findings become apparent in this model. Gender becomes an issue with women

significantly more likely to report bad health compared to men. SES, as expected, is an
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important factor in health variation. Poor, unemployed, and less educated people are significantly
more likely to report bad/very bad health.
The multi-nomial logistic regressions were used to help identify more specific variations

in self-reported health. These results are included in table five.

Table 4: Logistic regression of Bad/Very Bad Health on Covariates

Demographics
Race (non-indigenous ref)

Mapuche 0.91
Other Indigenous 1.50
Age 1.02%**
Female 1.93%**

Marital Status (Married ref)
Cohabiting 0.97
Single 0.84**
Other 0.92
Socioeconomic Status
Unemployed or Inactive 2.48%**
In Poverty (Relative measure) 1.49%**
Years of Education 0.92%**

Spatial Characteristics
Santiago (ref)

Rural 1.07

Other Urban 1.00

Number of Residents (Mean) 0.95%**
Pseudo R 0.17
-2Log Likelihood 24279.00

*=p<.05, **=p<.01, ***=p<.001

In the first model, only ethnicity was included. The results show that indigenous people (as an
aggregated group) are significantly more likely than non-indigenous people to report bad/very
bad than good/very good. This is the same for normal compared to good/very good. After
including individual demographic characteristics in the second model the results are the same. In
the third model only SES variables are included and the results change. Although still significant
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(although the significance has decreased), indigenous people in this model are less likely to
report bad health than non-indigenous but more likely to report normal health than non-
indigenous people.

In the fourth model only residential characteristics are included. This includes whether
they own their own home versus renting, and whether they live in a house versus an apartment or
other type of structure. Rural and other urban areas are also compared to residents of Santiago.
The results show that residence does seem to make a difference with rural and other urban areas
significantly more likely to report poorer health than those in Santiago. In the final model all
variables are included. The results show that indigenous people do not differ significantly from
the non-indigenous in their odds of reporting bad/very bad health. Gender does however remain
a significant difference as well as SES. In regards to reporting normal versus reporting
good/very good, indigenous people are significantly more likely to report normal health,
suggesting that they have poorer health than non-indigenous people.

Residential characteristics lose significance when comparing bad to good, but when
comparing normal to good health residence retains its significant odds. SES of course stays

significant in every model.

Discussion

There is something about self identifying as an indigenous person in Chile that shows
significant difference when compared to non-indigenous people. The likelihood of reporting
poorer health differs. If we assume that self-reported health is a valuable and accurate measure of
health, then indigenous people are more likely to have poorer health. The assumption that self-

reporting health measures are consistently accurate across cultural and ethnic lines is unclear. If
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indigenous people have some cultural characteristic that biases their reporting towards the mean
or normal health in this case, then the results may not be that accurate.

Alternatively because they have higher poverty rates and have a higher rate of living in
rural areas more analysis needs to be done in order to understand the interactions between
residence and poverty on health.

One problem that was encountered that is the same as other researchers looking at
indigenous issues in Chile is the inability to disaggregate the indigenous groups to look at them
separately. In the logistic regression the results show differences between the Mapuche and the
other indigenous groups in their odds of having bad health. The other indigenous group is small
but by aggregating together the two indigenous groups for the multi-nomial models these
differences are hidden, potentially biasing the results.

From the results it would be tempting to conclude that indigenous people have higher
odds of reporting poor health, but further types of analysis are needed to understand the potential

differences within the indigenous category.

15



91

T00>0=y 45 ‘TO>A=y44 ‘SO>0=,

yyeay poosd/poos A1an si Alodaled aduaiaal,

6788¢T LEIL (4443 6CLVT SS pooy1 a1 8o01g-
L8T 860° €T 1474 T00° .4 0pnasd
VCETL VCETL VCETL VCETL VeETL =N
*x%%x 10T T90° #x%€99"  wxxVVL 2Inua] 9snoH
*x%%xEE0° 0oTo’ *6T0-  4xx160™- SIUSPISaY JO JaquINN
00"~ ¢LO- xxxLVC xxx0TE 9SnOoH jo adA]
*%x98C S0’ xxxVVE wsnbVT uegJn 49y310
*%x09Y" 0L0° #%%LC8"  #%x899 |einy
sa13s1i91I€eIRY) [BIIUSPISAY
*#x%960""  xxxECT- #x%CEL™ %991 uoneanp3
#xxCEC xxx9C9’ 0€0° *xx6€T sniels Anenod
*xxxE9C"  xxx889'- #xx799"  xx49TE'T- juswAojdwy
SN1e3S JIWOoU0J30100S
*xxGVT- *x8LT'- xxx LT *xG6T'- J9y10
wwxl9T'- «I8T"- #xx0GT %xx0LT- a|8uls
*x9ET’ €10’ wkx 1EC *89T" Sunigeyod
(494 patasew) snieas |elldey
#xx98V  4xxGT9" #x%095" 444618 (494 3jeWS3Y) JopURH
xxxEC0° xxx V€D *xx0V0° *xx090° a3y
*+0LT L10- #xx0TT €€0° «OTT +C6T"- #xx80G" %980 *#%GTY +86T (snouadipu) aoey
sojydesowaq
[9A3] |ENPIAIPU]
lewJoN peg AJop lewJoN peg AJop |ewJoN peg AJop |ewJoN peg AJop |ewJoN peg AJapn
/peg /peg /peg /peg /peg
N ISPON Al ISPON [l [PPOIN I ISPOIN | ISPOIN SOIqeHEeA

S9}elIBAOD JIWIOU0I3-010S UO Y}|B3H paley §|3S JO suoissai8ay 21351807 [eIWoN -INIAI 3§ d|qel




Bibliography:

Acevedo-Garcia, D., T. Osypuk, et al. (2008). "Toward a policy-relevant analysis of geographic and
racial/ethnic disparities in child health." Health Affairs 27(2): 321-333.

Adler, N. and K. Newman (2002). "Socioeconomic Disparities in Health: Pathways and Policies." Health
Affairs 21(2): 60-76.

Alexander Warren, H.-F., G. Alejandro Esteban, et al. (2007). "The Chilean infant mortality decline:
improvement for whom? Socioeconomic and geographic inequalities in infant mortality, 1990-
2005." World Health Organization. Bulletin of the World Health Organization 85(10): 798.

Benjamin Vicente, R. K., R. Pedro, et al. (2005). "Psychiatric Disorders among the Mapuche in Chile." The
International Journal of Social Psychiatry 51(2): 119.

Betancourt, J. R., A. R. Green, et al. (2003). "Defining cultural competence: a practical framework for
addressing racial/ethnic disparities in health and health care." Public Health Reports 118: 293-
302.

Burrows, J. (2008). "Inequalities and healthcare reform in Chile: equity of what?" Journal of Medical
Ethics 34(9): 5.

Claudio, G.-P. and S. Jeanne (2008). "All That Glitters Is Not Gold: Resettlement, Vulnerability, and Social
Exclusion in the Pehuenche Community Ayin Mapu, Chile." The American Behavioral Scientist
51(12): 1774.

Eversole, R., J.-A. McNeish, et al. (2005). Indigenous peoples and poverty : an international perspective.
London ; New York

New York, Zed Books

Gomez, A. and R. Franco (2007). "Survival Always Trumps Ideology: A Case Study." Human Organization
66(3): 270- 280.

Gonzalez, M. L. (1994). How Many Indigenous People? Indigenous People and Poverty in Latin America:
An Empirical Analysis. G. Psacharopoulos and H. A. Patrinos. Washington D.C., The World Bank.

Howard, W., I. Celia, et al. (2001). "Social medicine in Latin America: Productivity and dangers facing the
major national groups." The Lancet 358(9278): 315.

IADB (2006). Operational Policy on Indigenous Peoples and Strategy for Indigenous Development, Inter-
American Development Bank.

Jeffery, R. W. (2007). "Indigenous Struggle in Latin America: The Perilous Invisibility of Capital and Class."
Latin American Politics and Society 49(3): 191.

Kaplan, J. and T. Bennett (2003). "Use of Race and Ethnicity in Biomedical Publication." JAMA 289(20):
2709-2716.

Kay, C. (2006). "Rural Development and Development Strategies in Latin America." Journal of Agrarian
Change 6(4): 455- 508.

Mallon, F. E. (2005). Courage Tastes of Blood: The Mapuche Community of Nicolas Ailio and the Chilean
State, 1906-2001. Durham, Duke University Press.

Mario, S. (2008). "Neoliberal Economics, Democratic Transition, and Mapuche Demands for Rights in
Chile." The Hispanic American Historical Review 88(1): 150.

McArthur, L. H., D. Holbert, et al. (2003). "Prevalence of overweight among adolescents from six Latin
American cities: a multivariable analysis." Nutrition Research 23(10): 1391-1402.

McNeish, J.-A. (2005). Introduction: indigenous peoples and poverty. Indigenous Peoples & Poverty: An
International Perspective. R. Eversole. London, Zed Books.

Melissa, M., S. David, et al. (2008). "Engaging Indigeneity in Development Policy." Development Policy
Review 26(4): 483.

17



Newacheck, P., Y. Hung, et al. (2003). "Disparities in adolescent health and health care: Does
socieoeconomic status matter?" Health Services Research 38(5): 1235-1252.

Ocampo, J. A, R. Franco, et al. (2004). A decade of social development in Latin America, 1990-1999.
Santiago, Chile, ECLAC.

Patricia, B., A. Hugo, et al. (2001). "Growth in indigenous and nonindigenous Chilean schoolchildren
from 3 poverty Strata." American Journal of Public Health 91(10): 1645.

Patricia, R. (2007). "BRAVAS, PERMITIDAS, OBSOLETAS: Mapuche Women in the Chilean Print Media."
Gender & Society 21(4): 553.

Raul, L. M. (2008). "The Rise of Ethnopopulism in Latin America." World Politics 60(3): 475.

Ray, L. (2007). Language of the Land: The Mapuche in Argentina and Chile. Copenhagen, Denmark,
International Work Group For Indigenous Affairs.

Rector, J. L. (2003). The History of Chile. Westport, Connecticut, Greenwood Press.

Reyes-Ortiz, C. A., M. Pelaez, et al. (2007). "Religiosity and self-rated health among Latin American and
Caribbean elders." International Journal of Psychiatry in Medicine 37(4): 425-443.

Rojas, F. (2007). "Poverty determinants of acute respiratory infections among Mapuche indigenous
peoples in Chile's Ninth Region of Araucania, using GIS and spatial statistics to identify health
disparities." International Journal of Health Geographics 6.

RSS, Ed. (1993). Persistent Rural Poverty in Rural America: Rural Sociological Society Task Force on
Persistent Rural Poverty. Rural Studies Series. Boulder, CO, Westview Press.

Sahn, D. E. and S. D. Younger (2006). "Changes in inequality and poverty in Latin America: Looking
beyond income to health and education." Journal of Applied Economics 9(2): 215-233.

Sapag, J. C., M. Aracena, et al. (2008). "Social capital and self-rated health in urban low income
neighbourhoods in Chile." Journal of Epidemiology and Community Health 62(9): 790-792.

Sapag, J. C. and |. Kawachi (2007). "Social capital and health promotion in Latin America." Revista De
Saude Publica 41(1): 139-149.

Shi, L. and G. Stevens (2005). "Disparities in access to care and satisfaction among US children: The roles
of race/ethnicity and poverty status." Public Health Reports 120: 431-441.

Snipp, C. M. (1992). "Sociological Perspectives on American Indians." Annual Review of Sociology 18:
351-371.

Snipp, M. C. (1989). American Indians: the first of this land. New York, Russell Sage Foundation.

United Nations. Economic Commission for Latin America and the Caribbean. (1988). Development and
change : strategies for vanquishing poverty. Santiago, Chile, Economic Commission for Latin
America and the Caribbean, United Nations.

Wessendorf, K., Ed. (2008). The Indigenous World 2008. The Indigenous World. Copenhagen, Denmark,
Eks-Skolens Trykkeri.

Wiegand, P. (1983). "Education and Social Class, Disparity and Conflict in Latin America, with Special
Reference to Minority Groups in Chile." Comparative Education 19(1): 213-218.

Wilson, W. J. (1987). The Truly Disadvantaged. Chicago, The University of Chicago Press.

WorldBank (2002). Chile's High Growth Economy: Poverty and Income Distribution, 1987-1998. World
Bank Country Study. Washington D.C., The World Bank.

18



