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ABSTRACT
The population surveyed consisted of all cases

referred to the Social Service-Mental Health Section of the E1l Rio

Santa Cruz Neighborhood Health Center (NHC) from June to Octoter
' 1971. The NHC provides comprehensive mental health services to the
predominantly Méxican American Model Cities area of Tucson, Arizona.
The principal contact persor at NHC--social worker, psychologist or
psychiatrist--filled out an informationm schedule on each patient.
This schedule included demographic information, social history, and
the presence and intensity of certain symptoms and problem behaviors.
The findings suggested that this NHC service was able to reach a high
risk Mexican Rmerican population frequently missed by mental health
programs, contrary to the findings of other studies. The patients
seen were predominantly poor, young adult Mexican American women with
marital problems, somatic complaints, and symptcms of depressicns.
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PRECIS

Detailed demographic and symptom data was collected over a
four month period on patients seen in a mental health service
which was integrated into a Neighborbood Health Center serving a
predominantly Mexican American Model Cities neighborhood. The
findings suggest that this service was able to reach a high risk
Mexican American population frequently missed by mental health
programs, contrary to the findings of other studies. The patients
seen were predominantly poor, young adult Mexican American women

with marital problem, somakic complaints and symptoms of depression.
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Demcgraphic and Symptom Characteristics of Lower Socioeconomic

Patients from a Barrio Neighborhood Mental Health Service

Elliott M. Heiman, M.D. and Marvin W. Kahn, Ph.D.

Neighborliood Health Centers (NHC) have been established
throughout the United States to provide‘comprehensive health care
to the poor. The El Rio Santa Cruz NHC was established in October
1970 by the Department of Family and Community Medicine at the
University of Arizona College of Medicine to serve the predominantly
poor Mexican American Model Cities area of Tucson.

Several articles on the provision of mental health
services within an NHC (1-3) have focused on accessibility, commu-
nity involvement and consultation to.the health team. However, wé
have not as yet seen a demographic study of patients receiving
mental health care within an NHC.

| The patients treated by the El Rio Santa Cruz NHC are both
predominantly lower socioeconomic class and Mexican Amegican.
Several epidemiologic survey studies of mental health>(4—6) show
greater psychopathology and inferior mental health treatment for the
poor. Additional studies (7, 8) indicate a significant under-
utilization of mental health facilities by the Mexican Americans.

Demographic and diagnostic characteristics of persons
receiving.outpatient mental health services have been reported in
several studies. Bahn (9), has summarized such chacteristics for
all cutpatients in the State of Maryland, and in a somewhat later
paper, Rosen, Bahn and Kramer (10) presented the same type of data

for the entire United States. Thus, data exist at the national and
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- state levels of the characteristics of individuals receiving
outpatient mental health services.

In addition, the characteristics of populations of local
mental health c¢linics have been compared with other clinics and
with data from large sciile studies. In this connection McKnight
et al (11) have compared the demographic characteristics of patients
in their outpatient clinic to that of the entire Hartford, Connecticut
area. Gannat and Lebow (12) have compared the characteristics of a
northern region outpatient clinic with thbse of a southern region
clinic.

Relatively few studies have been‘reéorted on Mexican
American mental health problems and treatment. Meadow and Stoker
(13) have compared Mexican American and Anglo inpatient symptom
characteristics. They found that Mexican American male symptoms are
characterized by alcoholism and threats of violence whereas Mexican
American females tend to ekhibit crying svells, ixritability,
depression and temper tantrums. Fabrega et al (14) have described
Mexican American outpatients as often repoarting somatic compiaints.
Men, particularly, express themselves in "somatic constrﬁcts."
Burrell and Chavez (15) and Phillipus (16) have described character-
istics of successful mental health treatment programs for Mexican
Americans. Karno, Ross and Kaper (17) note the importance of the
physician in providing mental health services to the Mexican
American community. In regard to physiciaus, a recent study by
Shepherd et al (18) in England, found that an average of 147 of.the
patients Seen by family physicians were found to have a psychiatric

disorder. We would therefore expect that an NHC that provides
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total family health care would be an excellent place to identify
patients, both Mexican American and non-Mexicarn American, who might
utilize mental health treatment.

The community mental health center movement has brought
into focus the iﬁportance of knowing the types and extent of mental
health problems, both for the entire population and for localized
areas. In order to mount effective treatment programs we must know
both the population at risk and the most effective way of reaching
those people who need help. This present study provides descriptive
data concerning the nature of the utilization and the characteristics
of the individuals who utilize a barrio mental health program.

Comparison with other mental health populations are made.

METHOD.

The population surveyed consisted of all cases referred to
the_Social Service - Mental Health Section of the El Rio Santa Cruz
Neighborhood Health Center over a four month period from mid-June
to mid-October, 1971.

The NHC provides comprehensive health services to the Model
Cities area of Tucson which has a population base‘of appro#imately
20,000. Identification of the age and sex distribution for that
Model Citles area was available. More extensive demographic data
including ethnic group, marital status and source of income, was
available for patients of the NHC.

The principal contact person at the NHC, the social worker,
psychologist or psychiatrist, filled out a formal information schedule
on each patient referred for mental health care. This schedule con-

tained 77 items including demographic information, social history
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'and the presence and intensity of certain symptoms and problem
behavi&rs. This data was‘;ummarized to present demographic and
symptom charactéristics of thé mental health patients in terms of
percentage of occurrence in the sample population. Further, where
it was possible, characteristics of the mental health populatien
was compared with the Health Center population as a whole, and with

the Model Cities area population. This was done by a chi square

proportional analysis.

RESUTIS

A. Age-sex, ethnic origin, and other demographic factors.

As can be noted from Table I, the age distribution of the
mental health cases fall largely in the range from 15-44 years (82%).
Only 7% fall between 5-14 years, and no cases were seen below age 5.
This age distribution differs significantly from that for the Center
as.a whole (X2 = 70.1 < .01), where only 40% of the patients fall
in the age category of 15-44 while 467% are less than 14 &ears of age.
The Health Center as a whole saw significantiy more young patients.
and fewer elderly patients than is represented in the Model Cities
population (X2 = 463f94 < .01). These age differences are consigtant
for both male and female patients as indicated in fable II. The
Health Center saw more children and the Mental Health program saw
more young to middle age adﬁlts ahd both saw fewer elderly patients
than 1s represented in the base Model Cities population.

From Table TII it can be noted that 73% of the Mental
Health population were o Mexican American ethnic origin. The per-
centage of Mexican Americans for the Health Center as a whole was

83%, a significantly greater proportion. It appears that this
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discrepancy is largely a function of the differences in the age
distribution of the two services. The heavy concentration of young
children in the Health Center population, Qho ware almost exclusively
Mexican American, appear to be the main factor in the difference.

Another significant difference between the Mental Health
Program and the NHC as a whole was in the propoftiou of womeu; The
Mental Health population was 777 female while the MNHC population was
55% female. The proportion of women in the Model Cities area was
54%, approximately the same as for the Health Center.

| It appears in our data that the Mental Health population
had more persons who were divorced and had a higher percentage of
individuals living on pensions rather than gaining their income from
employment. However, these findings were influenced by the age
variables previously noted and further evaluation ié required.

In summary, the population using the Mental Health services
differed from the Mo&el Cities area and the NHC population in having
a higher proportion of females, a higher proportion of young to
middle~age adults and proportionately somewhat less Mexican Americams.

The social class level, as rated by the Hollingshead
classification, was predominantly level 5, thé lowest level on that
scale. While most of the Mental Health patients, (87.7%) spoke
English, 56% lived in bilingual homes. The population was a fairly
stable one in terms of residency, 66% had lived in the city for more
than four years and 35% had been in their same neighborhood for a
comparable period. In terms of household composition 37% lived with
their spouse and children while 21% lived withApareﬁts.

Forty-two per cent of thé mental health patients gave a

history of broken parental home with divorce and separation being
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' the most prominent reasons. In 45% of the cases there was a family

history of psychological problems.

B. The mental health probiems of the Barrio population, by sex and
ethnic origin. A

Table IV gives the percentages of various categories of
observed symptoms and problems as rated by professionals at intake.
This table provides data for the total mental health group by sex
and ethnic origin. This categorization offers an opportunity to
compare the symptoms, referrals and problems of Chicanos and non-
Chicanos who reside in the same urban area.

It can be noted that the main reason for referral to
Mental Health were depression, anxiety and family conflict. Suicide attempt
was present in almost 207 of the Chicano referrals while it was not
at all present in the non-Chicano referrals. Psychosis was the
reason. for '13.3% of the male referrals as opposed to only 4.2% of
the female referrals. 1In general, the physician was the main source
of referral. It is of note that referrals from sociai workers were
only for non-Mexican Americans.

In terms of primary problems or symptoms observed by the

~ professionals at intake, difficulty with spouse, physical symptoms

and anxiety were the most predominant. |

A variety of symptoms were judged also present in a large
proportion of the Mental Health cases. These Included family stresses,
a variety of symptoms associated with depression including concentra-
tion disturbance, social withdrawal, loss of interest, guilt, sadness,

crying spells, and feelings of worthlessness.




A difference in the proportion of occurrence of symptoms
between Mexican American and non-Mexican American groups was noted
on occasion. For instance, the Mexican Americans seemed to more
often have primary difficulty with their spouse, whereas the non-
Mexican American group more often had primary difficulty with their
children. Symptoms of insomnia, suicidal ideation, crying spells,
and physical complaints were more frequenﬁly present with the
Chicanos whereas loss of interest was more ofter. reported for the
non-Chicano. School and work disturbances seemed to happen more
often with the non-Chicanos while housekeeping disturbance and, at a
low level of occurrence, drug and alcohol problems were more
frequently present with the Chicanos than with the non-Chicanos.

Those behaviors and symptoms which were infrequently
present in this population included sleep disturbances, weight gain
and loss, sexual problems. Suicidallideation did not often occur
despite the fact that it was a frequent referral problem. Psychotic
manifestations such as delusions and hallucinations, as well as drug

and alcohol problems were not present to any large degree.

| DISCUSSICN
Of primary significance in our study is the fact that the
mental healthlprogram in the NHC is clearly serving the Mexican
American population of the Mcdel Cities area. This success in
reaching a population frequently missed can perhaps be understood
by examining the nature of thé NHC and the place of the mental

health program within the NHC.
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The ﬁHC is a comprehensive family oriented health facility
located visibly and accessibly in the midst of tHe Barrio. The
center has a community board, many Spanisl. speaking employees, a
strong outreach component, transportation and a general "helping"
atmosphere. When the Center opened in October, 1970, the staff
went into the community Lo publicize and "sell” this center. The
people from the community quickly filled the center to capacity.

From the inception of the Center the philosophy of the
mental health program was not to be just a blace to send people with
psychological problems. The mental health staff, who were located
geographically within the NHC, made every effort to become azpért
of the total health care team, and I believe succeeded. Perhaps
the one lesson to be learned from this study is that mental health
services will reach the Mexican American people if they are integrated
within a health facility which because of its location, its community
representation and .jits outreach atmosphere is itself reaching the
people.

The patients predominantly seen in ouf mental health program
were women between the ages of 20 and 40 with famiiy problems and |
symptoms of depression. If we look at the age and sex distribution
for the diagnosis of depression in clinics across the country we see
that to a great extent our program refiects the national pattern.
Although we do see women who are depressed, there are certain
significant groups which are prominent in the.national pattern that
are inffequently'seen in our population. As moted in the results,.

among these groups are children and men.
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The specific nature of a comprehensive health facility
for case finding can perhaps best explair our treating so many
depressed women. Shepherd in his studv of psychiatric disturbances
seen in the faﬁily physician's offices in England found nearly twide
. as many disturbed females as males. This significantly larger
number of women can be explained by the fact that (1) men are less
disturbed than women or (2) women are more likely to go to a family
physician with their problems or perhaps, a combination of these two
factors. The fact that women tend to visit their physician more
often than men is corroborated in the NHC data that although women
register approximately as often as males ﬁhey visit the center twice
as frequently.

Just as in the general Anglo culture, the Mexican American
man has difficulty admitting '"psychological" or "physical" weakness
in coming to a doctor for help. The fact that men had to be "sicker"
in order to come for help is illustrated by the ‘large percentége~
of "psychotic'" referrals. Although this observation is by means
universal, our general impression i; that women become depressed,
often with physical complaints, and follow a previous pattern of
turning to the doctor., The men, under similar psychological and
situstional stress, would tend to turn within themselves or to
alcohol énd drugs. We obéerved that many of the spouses and other
male family members of our women patients have alcohol'and drug
problems. Further corroborating this observation is the fact that
the local methadone maintenance program treating an overlapping
population shows an opposite sex distribution from the mental

health program at the NHC, that is, predominantly male.
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The fact that we are not seeing'as large¢ a proporiion of
children as the national pattern againwe feel is related to the NHC
as a case finding agency. If we were to work with the schools and
juvenile court we would.quickly find many of our younger patients.
The local community mental health center with its larger catchment
area would be a more appropriate place for this type of case finding.
Although the NHC is perhaps not the most natural portal of entry into
the mental health treatment system for school age children, the
health center would be an ideal place for locating and treating high
risk infants and disturbed mother~child relationships in preschool
children.

The general symptom and problem data will only allow us to
make the most general observations. There does not appear to be any
remarkable pattern of differences between Mexican American and non-
Mexican American patients. The higher fréquency of crying spells
and suicidal ideation and attempts among Mexican Americans could
perhaps be explained by the more expressive nature of the Chiéano
culture. The high incidence of physical symptoms among the Mexican
American patients agrees with previous obsérvations and underiines

the potential effectiveness of a health facility in identifying
mental health problems.

The reason that we found more Mexican Americans to have
problems with spouses than non-Mexican Americans is not clear. It
is apparent, however, that cultural conflict and change together
with poverty exerts intense stress on the Mexican American family.

This stress is undoubtedly manifested in problems with the spouse.
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In conclusion, poor people tend to have a high incidence
of psychological problemws. A particular subgroup of the poor are
women Qith marital problems who are attempting to raise their
children without the support of a husband. Although the poor tend
to use mental health outpatient facilities less than the middle
class, poor Mexican Americans have a particularly significant record
of under-utilization. Our data would indicate that our program‘is
serving a high risk group who perhaps otherwise would not be
receiving mental health services, that is, the poor Mexican American
young to middle age adult female. However, at the same time, our
study shows we are missing certain other vulnerable groups of

people, such as the Mexican American child and male.
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Table I

Age Distribution and Comparison between Mental Health, Health Center
and the Model Cities Population

A. Age x Sample
Mental Health Neighborheood
Age ] Health Cenir
0-4 0 (.00) 1,457 (.16)
5«14 5 (.07) 2,822 (.30)
15=24 22 (.31} 2,041 (.22)
25-Ll 36 (.51) 1,671 (.18)
Ls5-64 7 (.10) 870 (.09)
g5+ 1 (.01) b2l (.05)
T 9,285
2 .
X% = 70.10"p<.01
B. Age x Sample -
Neighborhood
Age Health Center Model Cities
0~-2L 6,320 (.68) 10,814 (.49)
251 1,671 (.18) 3,940 (.18)
e miy R
+ iy .0 03 (.11
9,255 27,963

2 .
X = 463.94%p <01




Table II

Age Distribution, Sex Comparison between Mental Health, Health Center
and Model Cities Population

A. Males | Females
Age x Sample Age x Sample
Age ME g MK g M Z  mE g
o-4 0 (.00) 7h5  (.18) 0 (.00) 712 (.1k4)
5.1 L (.25) 1,392 (.33) 1 (.02) 1,430 (.28)
15-2h 1 (.06) 898 (.22) 21 (.38) 1,143 (.22)
25-4h 9 (.56) 627 (.15) 27 (.L9) 1,04 (.20)
bs-6L 2 (.13) 324 (.08) 5 (.09) 546 (.11)
65+ 0 (.00) 162 (.0L4) 1 (.02) 262 (.05)
16 L,158 55 55137
2 = 2,03 pc.01 X = 68.52 pe.ol
B. Males Female.:s_
Age x Sample Age x Sample
Age  NHC % M. Cities % NHC 2 M. Cities
0-2Lh 3,035 (.73) 5,344 - (.53) 3,285 (.6L) 5,470
25-uh 627 (.15) 1,868 (.19) 1,04 (.20) 2,072
e e o oid o L g L 2
* ] .0 51 .11 .0 1,3
L,748 1.00 10,07L 1.00 5,137 1.00 1"1,889'

2 2
X = 747.07 pe.O1 X =947.68 p<.01
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Taole III

Ethnic Group Comparison

MHP NHC

Mexican American [52 (.73) 7,749 (.83)
Non-Mexican Amar. {19 (.27) 1,536 (.17)
71 9,285

£ = 2,22 .01

Sex Sﬂie
MH NHC Model Cities
Female |55 (77) | 5,137 (.55) 11,889 (.5h4) |
71 9,265 21,963

2
X = 21.67 p<.01




