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Abstract
Objective. To assess whether differences exist in experi-
ences of discrimination, perceptions of physical attractiveness, 
socioeconomic position, and mental health according to 
student’s skin color. Materials and Methods. The popula-
tion included students from a public university in Mexico 
City. The following three groups were created based on skin 
color: white, light brown, and brown. By means of regression 
models, we evaluated whether differences in mental health 
according to skin color could be due to experiences of 
discrimination, perceptions of physical attractiveness, and/or 
socioeconomic position. Results. Students with brown skin 
had lower levels of self-esteem and vitality and higher levels 
of fatigue and alcohol consumption. These differences were 
explained by more frequent experiences of discrimination and 
because students with brown skin perceived themselves as 
less attractive. Conclusions. This is one of the first studies 
to document the possible effects of racism on mental health 
among the urban population. Verification of these findings in 
representative samples is required. 
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Resumen
Objetivos. Conocer si existen diferencias en experiencias 
de discriminación, percepción del atractivo físico, posición 
socioeconómica y salud mental en función del color de la 
piel. Material y métodos. La población consistió en estu-
diantes de una universidad de la Ciudad de México. A partir 
del color de piel se formaron tres grupos: blancos, morenos 
claros y morenos. Mediante modelos de regresión se evaluó 
si las diferencias en salud mental de acuerdo al color de piel 
se debían a experiencias de discriminación, percepción del 
atractivo físico y/o posición socioeconómica. Resultados. 
Los que tenían piel morena tuvieron niveles más bajos de 
autoestima y vitalidad, pero más altos de cansancio y de 
consumo de alcohol. Estas diferencias fueron explicadas por 
las experiencias de discriminación y porque los estudiantes 
morenos se percibían menos atractivos. Conclusiones. Por 
primera vez se documentan los posibles efectos del racismo 
en la salud mental en población urbana de México. 
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The concept of race has been criticized1 because it 
makes reference to the existence of genetically ho-

mogenous groups that can be distinguished from one 
another; however, these groups do not exist, and this is 
especially true for the Latin American population.2 On 
the other hand, racism has been defined as institutional 
arrangements and/or individual beliefs, attitudes, and 
acts that tend to denigrate individuals or groups because 
of their phenotypic characteristics or their affiliation 
with an ethnic group. This is expressed as differences 
in the treatment of individuals and in their access to 
opportunities.3-5

 When racism is addressed, it is frequently used 
to describe the disadvantages of Blacks or people of 
African descent with respect to Caucasians or those of 
European descent. This observation is well-documented 
in industrialized countries.5 Recently, in Latin American 
countries such as Brazil, analyses have begun concern-
ing the differences in morbidity and mortality between 
Black and Caucasian populations.6,7

 In Latin America, the concept of ethnic groups has 
been key to understanding differences between indig-
enous populations (contemporary groups related to 
Mesoamerican groups) residing in rural areas and the 
Mestizo population inhabiting urban areas.8 While the 
majority of these studies has been focused on malnutri-
tion- and infection-associated morbidity and mortality, 
mental health has been less frequently studied; in ad-
dition, said research has been done within a biomedical 
framework.9 
 A little analyzed observation in Mexico in particu-
lar, and in Latin America in general, is that there are 
skin color-related differences in treatment within the 
urban population. In a literature review concerning 
social inequality in health in Latin America, Almeida-
Filho et al.10 concluded that, with the exception of Brazil, 
there has been little exploration of the roles that racial 
and ethnic discrimination play in health and disease 
distribution. In the case of Mexico, while sociological 
and anthropological research studies have been carried 
out to document racism, there is currently no research 
concerning the association of this form of racism with 
health outcomes. 
 As in the majority of Latin American countries, 
racism in Mexico has its origin in the colony established 
by Spain. During the colonial era, a system of categories 
was developed to justify the economic exploitation of 
the native people. In this system, hierarchies were estab-
lished that placed the Spanish population at the highest 
position and the Native Indian and Black populations at 
the lowest. It was argued that the natives were biologi-
cally and culturally inferior, and the politics of segrega-
tion were thus established.11,12 From that time forward, 

skin color was and is a mark that serves to confer dif-
ferential treatment. These hierarchies were reproduced 
and reinforced through the formation of the Mexican 
nation. For example, during the 19th century in Mexico, 
the racist theories that were developing in Europe and 
the U.S. were very influential. Later, in addition to the 
hierarchy established between the Spaniards and the 
Indians, the distinction between American (Caucasian) 
versus Mexican (brown skin people, or moreno) was 
added.12

 Stratification associated with skin color continues 
to occur in Mexico.13 Construction and reproduction 
of skin color-related stratification is based on divisions 
associated with the white-brown dichotomy: beauty-
ugliness, intelligence-dullness, etcetera.12 Thus, there 
are nicknames that endow Indians (and therefore, the 
physical characters associated with them) with igno-
rance, clumsiness, lack of manners, and ugliness. Given 
that Caucasian features are associated symbolically with 
positive aspects, people then aspire to possess these 
characteristics.
 One of the problems with studying racism in 
Mexico is that the forms of discrimination are not overt.13 
For example, there are no eugenic groups that push for 
“racial purity.” Nonetheless, this does not mean that 
racism does not exist, but rather that racism is expressed 
in veiled or subtle forms. For example, 43% of the Mexi-
can population believes that the indigenous population 
will always possess social limitations due to their racial 
characteristics, and 34.1% expressed the opinion that 
the Indian, in order to emerge from poverty, would be 
required to avoid their “Indian behavior.”14 
 Two explanations have been proposed to explain 
the relationship between racism and health outcomes: 
“racial minorities” are overrepresented at lower so-
cioeconomic positions15 and they are more likely to 
experience discrimination.4 Another explanation for 
these differences lies in the stereotypes of beauty, in 
which white skin is associated with attractiveness.13 
Therefore, subjects with brown skin perceive themselves 
as less physically attractive, which can cause greater 
psychological distress.16 In this case, these subjects have 
internalized the social norms that negatively evaluate 
some of their traits.17

 The hypotheses proposed for the exploratory study 
reported herein include: 1) in comparison to students 
with white skin, those with brown skin would have 
higher levels of psychological distress, and 2) said dif-
ferences in psychological distress could result in the 
latter subjects facing discriminatory experiences with 
greater frequency, belonging to lower socioeconomic 
strata, and/or perceiving that they do not meet the 
societal norms of beauty. 
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Materials and Methods
A cross-sectional survey was carried-out. The studied 
population comprised students from the health profes-
sions (nursing, nutrition, medicine, and dentistry) at the 
National Metropolitan Autonomous University, who 
at the time of field work (November and December 
2007) were studying in the 8th, 9th, and 10th trimesters. 
These three levels were selected because another of the 
survey objectives was to investigate harassment and 
discrimination experiences that the students had faced 
at the university. The response rates were 94% (N=122) 
in nursing, 87% (N=123) in nutrition, 72% (N=127) in 
medicine, and 84% (N=228) in dentistry. 
 The first page of the questionnaire included an 
explanation of the objectives of the study, in addition to 
the informed consent form. Only students who agreed to 
participate in the study were included. Prior to question-
naire implementation, several tests were conducted to 
verify that the questions were comprehensible. The ethi-
cal aspects of the study were approved by the Research 
Committee of the Division of Biological and Health 
Sciences of the Metropolitan Autonomous University.
 Students were asked to assess the color of their skin 
according to nine response options, which included the 
following four groups: 1) white: ‘very white or blond’ 

and ‘white’; 2) ‘light brown’; 3) brown: ‘brown that is 
neither light or dark’ and ‘dark brown’; and 4) other, 
including ‘red-head,’ ‘black,’ ‘yellow,’ and ‘no option 
is adequate.’ 
 The education of the primary wage-earner of the 
household was used to evaluate socioeconomic posi-
tion, which was grouped into three categories: 1) low: 
secondary education or less; 2) middle: high school or 
technical course; and 3) high: undergraduate degree, 
equivalent or higher. 
 Experiences of discrimination were assessed by 
means of the application of ten questions, which have 
been validated in Spanish, concerning unfair treatment 
in daily life and two questions concerning major dis-
crimination events.18,19 The complete original discrimi-
nation questionnaire18 was not applied because some 
of the investigated events (occupational discrimination 
or discrimination in obtaining a home) are not relevant 
for the majority of university students because they are 
economically dependent on their families. Each question 
had four response choices that were dichotomized as 
follows: 1) no: ‘never’, and 2) yes: ‘once’, ‘two or three 
times’ and ‘four or more times.’
 Exploratory factorial analyses of these questions 
were carried out (Table I). The first factor was denoted 
“experiences of mistreatment” and included seven 

Table 1

Factorial analysis scale oF discrimination experiences*

Distribution of responses Factorial analysis

N 1T 2–3T ≥4T

% % % % F1 F2

Eigen value 4.30 1.14
Percentage of variant 35.8 9.5

  1. You have been treated with less courtesy than other people 35.1 29.1 27.5 8.3 0.78 0.14
  2. You have been treated with less respect than other people 49.7 23.7 22.2 4.4 0.77 0.16
  3. You have received poorer service than other people at restaurants or stores 56.0 20.9 19.0 4.2 0.54 0.28
  4. People have acted as if they think you are not smart 50.2 24.7 20.0 5.1 0.69 0.12
  5. People have acted as if they are afraid of you 64.3 17.5 13.3 4.9 0.27 0.56
  6. People have acted as if they think you are dishonest 74.0 16.0 7.8 2.3 0.37 0.52
  7. People have acted as if they’re better than you are 26.0 23.0 35.8 15.3 0.69 0.17
  8. You have been called nicknames or insulted 47.3 26.5 19.1 7.0 0.58 0.24
  9. You have been threatened or harassed 58.3 23.9 13.1 4.7 0.42 0.36
10. You have been followed around in stores 74.2 14.0 7.6 4.2 0.18 0.64
11. Have you ever been unfairly stopped, searched, questioned, physically threatened or 
abused by the police? 85.3 9.8 3.0 1.9 0.00 0.80

12. Have you ever been unfairly discouraged by a teacher or advisor from continuing 
your education? 75.0 19 3.4 2.7 0.34 0.22

* Data from a questionnaire given to students from a public university in Mexico City, November-December 2007. Abbreviations: N, never; 1T, one time; 2-3T, 
two to three times; ≥ 4T, four or more times
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questions. Three groups were formed according to the 
number of experiences: none, 1-3, and 4-7. The second 
factor was termed “experiences of harassment” and 
included five questions. Three groups were formed ac-
cording to the number of experiences, as follows: none, 
1-2, and 3-5. 
 Study participants were asked how they perceived 
themselves in terms of physical attractiveness, in com-
parison with other people. There were five response op-
tions pertaining to this question, for which the following 
three groups were created: 1) less attractive: ‘much less 
attractive than most people,’ and ‘a little less attractive 
than most people’; 2) the same level of attractiveness: 
‘as attractive as most people,’ and 3) more attractive: ‘a 
little more attractive than other people’ and ‘much more 
attractive than the majority of people.’
 Mental health was evaluated by means of the 
Rosenberg self-esteem scale validated for adolescents 
in Mexico City.20 This scale included ten items with 
four response options ranging from ‘full agreement’ 
to ‘full disagreement,’ which were scored from one to 
four. The scores of all 10 items were summed. To assess 
psychological distress, the mental health-related items 
from Health Survey SF-36 were applied.21 The response 
options for the items were scored on a scale of zero to 
five. Factorial analysis was performed on the responses 
and two factors were identified. The first factor was 
denominated vitality and included the questions: ‘Have 
you felt full of life?’ ‘Have you felt so down that nothing 
can cheer you up?’ ‘Have you felt quiet and calm?’ ‘Have 
you had a lot of energy?’ ‘Have you felt discouraged and 
sad?’ ‘Have you felt happy?’ Of these questions, those 
worded in a negative sense were given inverse scores 
and the scores of all six questions were added. The sec-
ond factor was termed fatigue and included the follow-
ing questions: ‘Have you felt tired?’ ‘Have you felt worn 
out?’ ‘Have you felt very nervous?’ The scores of these 
three items were added together. Alcohol consumption 
was evaluated with three items from the Alcohol Use 
Disorder Identification Test (AUDIT):22 ‘How often do 
you consume beverages containing alcohol?’ ‘In general, 
how many beverages (drinks) that contain alcohol do 
you drink?’ ‘How often do you consume six or more 
drinks on the same occasion?’ Response options were 
assigned scores from zero to four and summed. This 
resulted in an alcohol consumption index in which the 
highest values indicated the greatest consumption. 
 The descriptive statistics of studied variables were 
estimated (Table II). Chi-squared and analysis tests were 
used to determine whether there were statistical dif-
ferences according to skin color (Table III). Analysis of 
variance was used to compare mental health indicators 
according to socioeconomic position, discriminatory 

Table II

socio-demographic characteristics

oF students at a university in mexico city

(november-december, 2007)

Variables N %

Degree course

      Nursing 115 21.7

      Dentistry 218 41.1

      Medicine 88 16.6

      Nutrition 109 20.6

Skin color

      White 121 23.0

      Light brown 212 40.2

      Brown 182 34.5

      Other 13 2.5

Gender

      Men 144 27.3

      Women 384 72.7

Socioeconomic position 

      Low 163 31.6

      Middle 134 26.0

      High 219 42.4

Experiences of mistreatment (n)

      0 77 14.8

      1–3 143 27.5

      4–7 300 57.7

Experiences of harassment (n)

      0 185 35.7

      1–2 239 46.1

      3–5 94 18.1

Perception of attractiveness

      Less attractive 63 12.1

      Same level of attractiveness 306 58.7

      More attractive 152 29.2

Mean Standard
deviation

Age 23.4 3.9

      Self-esteem 33.8 4.4

      Vitality 20.7 5.2

      Fatigue 6.8 2.6

      Alcohol consumption 2.7 2.5



129salud pública de méxico / vol. 53, no. 2, marzo-abril de 2011

Racism and mental health Artículo originAl

experiences, and perception of physical attractiveness 
(Table IV). Linear regression models were estimated to 
evaluate whether the variables mentioned above me-
diated the association between skin color and mental 
health.23 In these models, the group “other” defined 
according to skin color was excluded because, in ad-
dition to being the minority (n = 13), the categories 
included ( “yellow” or “reddish”) were not of interest 
for the proposed hypotheses. In model A, the effect of 
skin color on each mental health indicator was assessed; 
in model B, in addition to skin color, socioeconomic 
position was incorporated; in model C, skin color and 
mistreatment experiences were added; in model D, skin 
color and harassment experiences were added, and; in 
model E, skin color and perception of physical attrac-
tiveness were included. Models B to E were estimated 
to ascertain whether the effect of skin color on mental 
health remained when other mediators were incorpo-

rated. In all models, age and gender were included as 
confounders. 

Results
The most frequent form of discrimination (Table I) was 
that some people had acted in a superior manner to 
the surveyed students (74.1% responded that having 
occurred at least one time during his/her life). This 
was followed by students who had been treated less 
courteously than others, those who had been insulted 
or who had been called a nickname that they did not 
like, and those who had been treated with less respect 
than others. The majority of the study population was 
composed of dentistry students, persons with light 
brown skin, females, persons with a high socioeco-
nomic position, and those who perceived themselves 
to be as attractive as other people (Table II). Addition-

Table III

diFFerences in socioeconomic position, experiences oF discrimination, and perception oF beauty

and mental health according to skin color*

White skin Light brown skin Brown skin Other

% % % % p

Socioeconomic position

      Low 27.4 34.1 31.8 23.1 0.302

      Middle 26.5 24.9 24.6 53.8

      High 46.2 41.0 43.6 23.1

Experiences of mistreatment (n)

      0 11.7 17.1 14.5 15.4 0.025

      1–3 40.0 22.9 23.5 38.5

      4–7 48.3 60.0 62.0 46.2

Experiences of harassment (n)

      0 37.3 38.8 30.9 46.2 0.225

      1–2 49.2 44.5 45.1 46.2

      3–6 13.6 16.7 24.0 7.7

Perception of attractiveness

      Less attractive 4.2 12.0 17.3 8.3 0.005

      Same level of attractiveness 56.3 59.6 60.3 50.0

      More attractive 39.5 28.4 22.3 41.7

M M M M

      Self-esteem 34.5 33.8 33.3 33.8 0.163

      Vitality 21.5 20.6 20.2 21.0 0.248

      Fatigue 6.5 6.7 7.3 7.2 0.025

      Alcohol consumption 2.6 2.4 3.0 3.1 0.122

* Data from a questionnaire given to students from a public university in Mexico City, November-December 2007. Abbreviation: M, mean
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ally, 57.7% of students had experienced 4-7 forms of 
mistreatment, and 46.1% had experienced one or two 
forms of harassment.
 The proportion of students with brown skin who 
had experienced mistreatment or perceived themselves 
as less attractive was greater; in addition, they had higher 
levels of fatigue than those with white skin (Table III). 
 In comparison to students from the high socioeco-
nomic stratum, those with low socioeconomic position 
possessed lower levels of vitality and reported less 
alcohol consumption, but had higher levels of fatigue 

(Table IV). Compared to the students who had not 
experienced mistreatment, those who had experienced 
mistreatment reported lower levels of self-esteem and 
vitality and higher levels of fatigue. Students who re-
ported experiences of harassment had less self-esteem 
and vitality, and higher levels of fatigue and alcohol 
consumption. With respect to students who perceived 
themselves as attractive, those not perceiving them-
selves as attractive presented lower self-esteem and 
vitality and higher fatigue. 
 In regression models (Table V), students with brown 
skin had lower levels of self-esteem in comparison with 
students who had white skin; these differences were 
maintained after adjusting for socioeconomic position 
and harassment experiences, but disappeared when the 
experiences of mistreatment or perceptions of physical 
attractiveness were added. Students with brown skin 
color also reported lower levels of vitality; this pattern 
was not modified after adjusting for socioeconomic 
position or harassment experiences, but disappeared 
when the mistreatment experiences or perception of 
physical attractiveness were added. Students with 
brown skin presented higher levels of fatigue, a situation 
maintained after adjusting for socioeconomic position, 
mistreatment experiences, harassment experiences, or 
perceptions of physical attractiveness. Upon adjusting 
for age and gender, alcohol consumption was not dif-
ferent among the three skin color groups (β= 0.22; p= 
0.122); thus, we did not estimate models adjusted by 
mediator variables. 

Discussion
The findings of this study complement those of research-
ers in the field of social sciences11-13 with respect to the 
existence in Mexico of skin color-related discriminatory 
practices, given that students with brown skin had a 
greater probability of experiencing discrimination. This 
pattern could be attributed to the Eurocentric vision that 
predominates in Mexico. Similarly, beauty is a social 
construct, in that its definition varies according to time 
and place;16 thus, differences in self-perception of how 
attractive students were in terms of skin color can be 
interpreted as the acceptance of social norms, in which 
white skin is equivalent to beauty and brown skin is 
evaluated in negative terms. 
 According to the bibliographic review, this is the 
first study in Mexico that documents that people with 
brown skin present a poorer mental health state than 
subjects with white skin. These differences cannot be 
attributed to biological differences,2 but rather, skin 
color-associated health inequalities can be the result of 
social processes that exert negative effects on disadvan-

Table IV

diFFerences in mental health indicators according 
to socioeconomic position, experiences

oF discrimination, and perception oF beauty*

Socioeconomic position

Low Middle High

M M M p

Self-esteem 33.4 33.7 34.1 0.303

Vitality 19.7 20.9 21.4 0.006

Psychological distress 7.3 7.1 6.4 0.004

Alcohol consumption 2.2 2.9 2.8 0.044

Experiences of mistreatment (n)

0 1–3 4–7

M M M p

Self-esteem 36.5 34.6 32.8 0.000

Vitality 23.4 21.6 19.6 0.000

Fatigue 5.8 6.5 7.3 0.000

Alcohol consumption 2.7 2.5 2.7 0.811

Experiences of harassment (n)

0 1–2 3–6

M M M p

Self-esteem 34.6 33.4 33.1 0.005

Vitality 21.9 20.0 20.0 0.001

Psychological distress 6.2 7.2 7.5 0.000

Alcohol consumption 2.4 2.7 3.3 0.024

Perception of attractiveness
Less 

attractive
Average

 
More 

attractive
M M M p

Self-esteem 29.3 34.4 34.4 0.000

Vitality 17.1 21.0 21.5 0.000

Psychological distress 7.6 6.7 6.8 0.040

Alcohol consumption 2.5 2.5 3.0 0.141

* Data from a questionnaire given to students from a public university in 
Mexico City, November-December 2007. Abbreviation: M, mean
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taged groups. If this is the case in Mexico (and perhaps 
in other Latin American countries), it is worthwhile to 
study racism as another social determinant of health, 
similar to other aspects such as socioeconomic position 
and gender. 
 Considering the proposed hypothesis, a mediator23 
should fulfill certain characteristics, such as being most 
frequently in the disadvantaged group, associated with 
the health outcomes studied, and its incorporation into 
regression models should result in a decrease in estima-
tions of association between exposure (skin color) and 
outcomes (mental health indicators). Three mediators 
(perceptions of physical attractiveness, experiences 
of discrimination, and socioeconomic position) were 
postulated for explaining differences in health among 
skin color groups. Regarding the first mediator, we ob-
tained the following results: students with brown skin 
most frequently perceived themselves as less attractive; 
students who perceived themselves as less attractive 
had lower levels of self-esteem and vitality and higher 
fatigue levels, and; perceptions of physical attractiveness 
explained the relationship of skin color with self-esteem 

and vitality. These results can provide evidence of the 
psychological distress that results when possessing an 
attribute that is socially evaluated as negative, which 
can be experienced as a chronic stressor that is lived and 
reinforced daily. Until now,3 the individual’s perception 
of attractiveness had not been considered as a possible 
mediator between health and the inequities that derive 
from racism. 
 One indicator of discrimination was more com-
mon among students with brown skin. Additionally, 
as mistreatment experiences increased, their levels of 
self-esteem and vitality decreased, and higher levels of 
fatigue were present. Finally, experiences of mistreat-
ment explained the association of skin color with self-
esteem and vitality. In recent years, the negative effect 
exerted by discrimination on mental health has been 
consistently documented.5,24 Among the mechanisms 
postulated as an explanation for this effect is the fact 
that discriminatory acts create and reinforce negative 
self-concept in the people affected because they have a 
characteristic that is negatively evaluated.25 A prior ex-
perience of discrimination on one occasion can result in 

Table V

regression models with mental health indicators as dependent variables*

Self-esteem Vitality Fatigue

β p β p β p

Model A

Skin color -0.59 0.025 -0.68 0.029 0.43 0.004

Model B

Skin color -0.62 0.021 -0.66 0.033 0.42 0.006

Socioeconomic position 0.35 0.137 0.73 0.009 -0.37 0.007

Model C

Skin color -0.44 0.088 -0.56 0.063 0.38 0.010

Experiences of mistreatment -1.81 0.000 -2.02 0.000 0.80 0.000

Model D

Skin color -0.55 0.038 -0.68 0.028 0.42 0.005

Experiences of harassment -0.94 0.001 -1.46 0.000 0.71 0.000

Model E

Skin color -0.37 0.155 -0.44 0.156 0.39 0.011

Perception of physical attractiveness 1.80 0.000 1.77 0.000 -0.30 0.115

* Data from a questionnaire given to students from a public university in Mexico City, November-December 2007. Age and gender were included in all models. 
Codification: Skin color: 1, white; 2, light brown; 3, brown. Socioeconomic position: 1, low; 2, middle; 3, high. Experiences of mistreatment: 0, no experience; 
1, 1-3 experiences; 2, 4-7 experiences. Experiences of harassment: 0, no experience; 1, 1 or 2 experiences; 2, 3-6 experiences. Perception of attractiveness: 1, 
less attractive; 2, same level of attractiveness; 3, more attractive
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perceiving or anticipating future acts of discrimination, 
which in turn creates feelings of fear, anxiety, and anger 
that can eventually be as a chronic stressor, accompanied 
by psychological consequences.3,26

 In industrialized countries, there is a wide range of 
evidence that the differences in health status between 
Caucasian and Black populations are, to a great extent, 
due to socioeconomic disparities, which can imply, 
among other aspects, working in jobs with less control 
or living in geographic areas with fewer opportunities 
for maintaining a healthy lifestyle.15,27 Nevertheless, 
among students in Mexico City, there are no skin 
color-associated socioeconomic differences; additionally, 
socioeconomic position did not explain any of the differ-
ences in mental health indicators. This is possibly due 
to a selection bias, because the research was carried out 
with university students. In Mexico, less than 4% of the 
adult population achieves a university level education, 
principally due to socioeconomic factors. Thus, it cannot 
be underestimated that people with brown skin have a 
greater probability of belonging to low economic strata,11 
and therefore have fewer possibilities of reaching upper 
academic levels. If this occurs, the results of the present 
study would be biased toward null values; therefore, the 
differences in experiences of discrimination and mental 
health indicators among individuals with different skin 
color would have been underestimated. Future studies 
that utilize representative samples from a wide geo-
graphic zone to encompass the socioeconomic dispari-
ties that characterize Mexican society are warranted. 
 Among the limitations of this study is the assess-
ment of skin color. First, certain skin color-related terms 
(“fair” or “olive” skin - piel apiñonada o trigueña) are 
ambiguous or possess a distinct meaning for different 
people. Second, when people are asked to report the 
color of their skin, they compare it with the color of the 
skin of other people; thus, people living among indi-
viduals whose skin is darker tend to report themselves 
as having lighter skin, while the opposite occurs when 
an individual resides among people with lighter skin. 
This problem can bias estimations toward null values. 
However, in the research of “racial” and ethnic inequi-
ties, the evaluation of skin color or ethnic identification 
based on the report of subjects has been a common 
practice.28,29

 Another limitation is that measurement of the 
variables was based on information reported by the 
students. Report-based measures can lead to people with 
psychological distress reporting discriminatory events 
with greater frequency due to their psychological state; 
nevertheless, prior evidence shows that this does not 
occur.5 Education level was used as a proxy variable of 

socioeconomic position. While such a variable could be 
an inadequate indicator of family wealth because there 
is not a perfect correlation among education, occupation 
and income, it is recognized as an indicator of social 
capital.
 Although we did not obtain a random sample of all 
students from health professions, we believe that our 
results adequately reflect the situation of this popula-
tion because: 1) Although the differential participation 
according to experiences of discrimination was not stud-
ied, in the case that any bias exists the effect would be 
minimal due to the relatively high response rate (>70%). 
2) Although we only surveyed students in three courses 
out of the twelve, the sample is considered to be valid 
since the studied population is socially and demographi-
cally similar across the generations.30 3) The age and 
sex composition of students of different career courses 
from the public university where the study was carried 
out is similar to those of students at other educational 
institutions31 and of practicing health professionals at 
the national level.32 
 In summary, in this study, we observed that stu-
dents with brown skin had lower self-esteem and vitality 
levels and higher levels of fatigue than students with 
white skin. These differences were not explained by 
socioeconomic position, but rather by experiences of 
discrimination and because students with brown skin 
perceived themselves as being less attractive. Docu-
menting the existence of differences in experiences of 
discrimination and health problems in terms of skin 
color is a first step toward making the existence of rac-
ism visible in Mexican society. 
 Because of the exploratory nature of this study, 
it is necessary to verify whether the results obtained 
herein are confirmed in representative samples from 
different age groups. If these results are replicated in 
other samples, then it would be worthwhile to consider 
the incorporation of questions concerning skin color 
in national surveys and censuses, because this could 
serve for monitoring social and health inequalities 
associated with racism. In addition, institutions and 
policies directed toward combating discrimination need 
to broaden their attention not only to include ethnic 
discrimination toward Indigenous populations but also 
to include other expressions of racism, because the latter 
is a factor that has been underestimated. One theme to 
explore in the future is the possible existence of spatial 
segregation33,34 according to skin color and its associa-
tion with health outcomes. Ethnographic research11 sug-
gests that in Mexico, segregation exists among people of 
high socioeconomic strata (among which people with 
white skin predominate) and that of low strata (among 
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which people of brown skin predominate). Likewise, 
the existence of other forms of discrimination (by social 
class, sexual orientation or physical attractiveness) and 
their effects on health must be the objective of future 
analyses.
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