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AN ASSESSMENT OF THE MENTAL HEALTH TREATMENT PROCESS:
. ELIMINATING SERVICE BARRIBRS FOR MEXICAN AMERICANS -

. . o
- ‘ .
by &haron Sepulveda-Hassell, A.C.S.W.

\. ABSTRACT
Federal legislation mandatés the delivery of linguistically
appropriate, cultural}y sensitive community . mental health
and ‘cultural minority groups. The

—

services to linguistic

.underutilization of mentalthealth services by Mexican Americans

may, howevers, reflect the service’ delivery system'% lack %f
understanding and appreciation for the significance of linguistic
and cultural .variables affecting the treatment process.

R The mental health intervention process,™ which enté{ls the
twelve essential services to be offered by \community mental
health centers, is studied as an interactive process involving:
1) . the cultural foundations within which mental health and
illheSS/are‘defined, 2) the range of. cultural variability of
Mexican American service recipients and their service needs, 3)
the culturally based attitudinal'and behavioral responses of the
mental health service providers to Mexican Americans, and 4) the
treatment approaches utilized with Mexican American clientdt
Mental health ll{erature regarding the iintervention process
1nvolv1ng Mexican American service recipients and treatment
models” developed for use with Mex1can Americans is reviewed. A
treatment "team service approach “that incorporates clinical
professionals and indigenous paraprofessionals in the delivery of
a comprehensive range of community mental healthf serviceyg is
proposed. '

An exploration'of the'perceptions and attitudes of Texas
community mental "health center administrators and providers
regarding the delivery of mental health services is reported.
The underrepngsentation. of Mexican Americans at professional
levels and the limited awareness of cultural treatment factors
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are diséu§sed, as indicators of the community mental health
system's currently limited capacity to offer culturally relevant
and ling'uisticfally appropriate s"vices to Mexican Americans. .
ThéA implications of offering Yj’lingual/bicultural community
mental health services are considered. ;
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MENTAL HEALTH RESEARCH PROJECT OF THE
" INTERCULTURAL DEVELOPMENT RESEARCH ASSOCIATION

N \} .
~ The Intercuitural Development Research Association's Mental
Health Research Project (MHRP), funded by the National Institute

of Mental Health, seeks to ihp;pve mental Hbalth'delivery systemé
for Mexican Americans in the State of Texas. '

]

’ »

« .

The MHRP's major goals include: 1) a preliminary analysis
of the effectiveness of the:¢state mental health service delivery
system and subsystems in providing services to Mexican Americans;
2) an assessmemt of the community mental health center concept as
it relates to the Mexican American population; 3) the design of a
bilingual/multicultural human service delivery model relevant to
the mental health needs of Mexican Americans- in Texas; and 4) the
development of policy and programm?t}p alternatives to ephance

the . utilization of the state mental health service delivery °

system by Mexican Americans.. f

. ‘ r N

The MHRP has established a Texas Advisory Committee which
cons1sts + of mental - health service deliverers,
profe551onals/acadep1c1ans and consumer representatives from the
five major peographical regipns of Texas. The committee members
serve as conduits for information d1ssem1nation,and collection.
- To ensure maximum generalizébility of the process and products of
the MHRP, six natlonally\recognxzed profess1onals in the area of
mental health and serv1cé delivery systems serve as consultants
to the MHRP in the form of a Natitnal Advisory Committee.

The- ggal of theg
improved services«fo;,

ex1c§n Amer1cans in the state of Texas.
Because a lack of a»»eement has existed in Census surveys and

soc1a1 science research’ ;7’ to the definition of 4 '"Mexican -

American," potential problYems emerge  in attempting to compare
data sources  across regionsyor tﬂme framés. Terms encountered

‘?istorically to identify this ethnic froup include: Mexicans,

IDRA.(Mental Health Research Project Ys'
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- Mexican origin. ' ‘ ' ),

Mexican Amevricams, Spanish-surnamed, Spanish-speaking, Latin -
Americans, Spanish ‘Americans, Hiépanics, etc. The term 'Mexican

Americans' is used ons1stent1y by the Mental, Health Research

Project to refer to this population, 1nd1cat1ng those r s1dents
who are of Mexican origin or, descent. Referenc to specific
data sources may at times utiﬁize-the eéxact label‘cited therein.
(e.g., "Span1sh Amerlcans"), 1t is assumed by the project that

the overwhelmlng majority of any sulh individuals in Texas are of .
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. INTRODUCTION

¢ - ’

3
Development Research Association. is conduct1ng soc1al policy

research with the goal of developing a mentql health services
delrvery model for the 1mprovement of community mental health
servrces for Mexican Amerrcans in [Texas' The exploratory and
descr1pt1ve research process is studying various. aspects of the

exlstrng mental health system in Texas including communrty mental

health center (CMHC) staffing patterhs and utilization reports,

"theﬁgovernance patterns of the mental health services network,

the accessibility of CMHCs in Texas to the ‘state's Mexican
American population,' and the mental .health serviges planning
proce§§i In an effort to address the fundamental mental health
issue regardlng the delivery of treatment serv1ces, the' Mental
Health Research PrOJect has - expanded its regearch agenda to
include .an examination of the mental health treatment process
occurring between Mex1can Aniérican servrce recipients and mental
health service providers.

N »

This monograph explores the‘primary~cultural dynanics of the

The Mental - Health Research PrOJect of the Intercultural )k

" . .
‘treatment process, as well as- reviews the mental health-

literature regarding treatment  of Mexican American clients.
¢, .

Among the treatment issues considered are:’ 1) the cultural

foundatrons w1th1n which mental health and 1llness ‘are defined;

2) the cultural d1ver51ty of Mexican American service rec1p1ents

and - the1r needs; .and. 3) the culturally based att1tud1na1 and

behavioral responses of mental health service provrders with

» ‘respect to Mexican Americans. Alternative models reported in the

\]

literature, concerning the -delivery of treatment services to
. Mexican Americans are also reviewed in the :monograph " An
additional service approach: conceptual1zed bpkthe author that
incorporates the services of professionals and 1gd1genous Mexican

American’ paraprofe551onals in a treatment team format s oEfered'
. for, consideration of its viability to and appllcatron in Texas

-

CMHCs..

b . r

-~

w

b
e
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The -mo;;graph d1lso -reports the results .of. preliminary
‘research efforts to assess the attitudes held by community mental )
health service providers regarding'the delivery of mental health
services to Méxican Americans and other culturally ‘relevant .
issues. The data is compiled from structured interviews
conducted during‘ﬁental Health Research Project site visits to
CMHCs .in Texas (Mental Heatth Research Project, 1980Y and from
the published evaluation of the Texas/New Mexico Symposium on the
Delfvery of Mental Health Services} to Mexican Americans (Andrade,
1978). In additiom, a cursory-analysis o§ the staff composition
at Texas CMHCs is reported to indicate the degree of Mexican
American representation. at CMHC staff levels -engaged in. the

design end delivery of treatment services.
. v

5

The monograph does not mprehensively deal w1tb alf\?ﬁerm
issaes regarding the deliver f culturally relevanit services to
Mexican Americans in community menral health settings. Rather, &
the purpose of the monograph is tg acquaint'the«reader with the
bodaﬁof 1egislatfon and social policy related to the mental
‘health treatment process, including the federal mandates for the
delivery' of culturally relevant, 1linguistically appropriate
services by 'CMHCs to special popuiations, such as Mexiean
Americans. Far too few mental .health service providers and
members of the communities wherein treatment services are offered

¥

are aware of the service criteria outlined "by federal enabling
legislation. Without such information, Mexican.Americans and
other special pepulations A&re 11m1ted in their efforts to hold
CMHCs accountable ‘for the' provision of needed yet generally
unavailable culturally relevant services. ‘ ‘ . .

-

an awareness of the numerous variables affecting the delivery of .
appropriate and relevant sérvices to Mexican Americans, as well
as introduce varied treatment appﬁgacﬁes that'pay facilitate an
increased utilization of CMHC services by, this growing number of
Texas residents. In doing so, the goal is the dewglopment of a
reséensive Texas mental health system to Mexican A@eﬁ¥cans and
other special populations. ’

Furthermore, it is hoped that the monograph will. cultrvateg

13 .

y




CHAPTER I

. d .
LEGISLATIVE AND POLICY DEVELOPMENTg RELATED

TO CMHC TREATMENT SERVICES |,

X 2 AR . ., s
" The provision’of accessible and acceptable mental health,
services to Texas residents is one of the legf%latively mandated
responsihilities (PL 94-63) of the thirty community mental health-
centers (CMHCs) currently operational in Texas. The 1970 Census
reports that the Hispanic residents of Texas, most of whom are
Mexican American, numbered 2.3 million,.or almost 19% of the
state population (U.S. Bureau of the Census, 1973). Clearly, the
Mexican American‘population‘currently residinp within the state
is much larger. Because Mexican Americans constitute such a
sizeable minority population within Texas, one would expect them
to ut1l1ze communlty mental health services in proportionate
numbere. Me;lcan Americans should in fact overutilize menta/l_/7
health services due to the fact that they generally have been
only marginally integrated socially and economically and,
therefore, experience-higher levels of social, psycholog1ca; and
economic stress (Report of the Special’ Populat1oﬁ§ *Sub-Task
Panel on Mental Health of Hispanic Americans, 1978). The
documented underutilization of méntal health services by Mexican
Americans in Texas and elsewhere (Bachrach, 1975; Cuellar, 1977;
Jaco, 1959; Karno § Edgerton, 1969; Kruger, 1974; Ramirez, in
press), however, creates doubt regarding the effectiveness with
which mental health 3erv1ces arevberng delivered to this minority

v

population.
. r

In l1ght of the paradox inherent in the underutilization of

mental health serv1ces by Mexican Americans, it is useful to

examine thé treatment ‘process in otrder to determ1ne whether

culturally 1ncompat1ble treatment services are linked to the

»




Y

¢
[N

v underutilization phenomenon. The treatment interventioh*\that
occurs between CMHC staff and local service reciﬁients is
extremely 1mportant because it 1is the fundamental mechanism
through whi the legislatively defined putpose of CMHCs is
realized. Furthermore, through their delivery of treatment .

{' CMHCs come into contact with phe community members

whose 'mental health needs Justlfy the existence of the centers.
As much of the impetus for the creation é% the CMHC network
originated at the federal level, a body of legislation and policy
recommendations was generated reggrging the type of service to-be
delivered by CMHCs. A review of that body of law and \policy
clarifies the range and caliber of treatment services to which

services, t

Mexican Americans, as all American residents, are entitled to
receive from local CMHCs receiving federal assistance.

F8110w1ng the 1963 passage of PL 38- 164, which authorized
federal assistance, for the construction of ‘community mental
health centers, a new era in the delivery of mental health
services began. The community mental health concept developed as
an effort to meet the 1ncrea51ng numbers of apggrent mental
health needs while allowing service recipients to remain in their
local communities. The proponents of community mental health
services envisioned the community-based approach as a means to
best meet local needs as well as to decrease the number of
citizens requiring expensive institutional care. It was also
-anticipated that community services could exert preventive
efforts to reduce theﬁ incidence of serious mental health
disturbances while offering a support system for previously
institutionalized citizens (Bloom, 1973). R

/

*Treatment or intervention process will be used 1nterchangeab1y to
denote the fulll range of mental health services delivered at
CMHCs, such as psychotherapy, chemotherapy, occupational therapy,
recreational thdrapy, day treatment or partial hospitalization
services, inpatient , services, emergency services,  and
consultatlon and educational services. '
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The-mechhni%ms for the delivery of community mental health
services evolved through™ the passage of subsequent legislation

'(Brusco, 1979).. The passage of PL 94-63 in 1975 resulted in an

expanded., Jef1ngt1on of the range of comprehensive services that
must be offered by CMHCs receiving federal assistante. .

PL 94-63 outliﬁes,twelve essentiat services. to be offered by
TMHCs. Six of the twelve areas are to be avai}able upon the

establishment of center opérations. These six include: 1) -

inpatient services, . 2) outpatient services, 3) emergency

services, 4) assistance to courts in screening individuals being

considered for referral to a state mental health institution,. §5)

follow-up Ea;e, and 6) consultation and education services. The

additional six services, whicg/”are to be phased in over the

sdbsequent three yeéars of center operation, include: 7) partial

‘hosp1ta%12at1on, 8) ‘children's services, 9) geriatric services,

10) ttransitional and follow -up services, 11) alcoholism services,
anq 12) drug abuse services (lel 1979).

Within- its expgﬁded definition'of community mental health
services, PL 94-63, Sec. 206(c)(7)(D) calls for the delivery of
linguistigally appropfiate, culturally sensitive services. The

~legislatiom further requires ‘that a CMHC serving a sizeable

population of -limited English-speaking individuals develop a
program plan. responsive to the needs of those individuals.
Furthermoﬁe, it is mandated that each such CMHC identify staff
mémberS'ﬁﬁsfkould serve as linguistic and cultural liaisons to
the special population service recipients as well as to provide
guidance_ %o other staff in the appropriate delivery of services
‘to the spec1a1 population.

-

g :
The ' 1977 passage of PL 95-83, which contains amendments

ensuing from PL 94-63, spurred the development of Guidelines for
CMHCFServices to Minorities by the National Institute of Mental
Health .in 1978. Astnoted in the Guidelines, PL 95-83 mandates
that the proérams of CMHCs be made available, accessible to ggd

effective for all citizens in accordance with the intent of PL

- -

lo

<“\




| “88-164, PL 94-63"and Title VI of the Civil Rights Act. Regarding

»
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services, the -Guidelines state that:

< e

" Community mental health center service programs and

treatment modalities should at a minimum be planned -and
implemented in such fashion as to ensure an accessible,
equitable and appropriate response to the. unique life
experiences of minority catchment area residents.

The CMHC should ifplement -programs, policies, .4nd

procedures which will -assure that all board members and\\
n

staff will give specific attention to the.identificatio
and elimination of practices which impede the delivery
of effective and équitable services to minorities.

' Examples of procedures and practices which should be

examined and modified as indicated include: staff
behavi at intake; criteria used to determine which
staff are assigned to work with minorities; refgrral

~determinations; diagnostic procedures,, including the

use of .culturally biased tests; ° and treatment
modalities. B '
Continued attention to these, practices is needed to-
assure that the managemenf/ of the CMHC 1is not
contributing to such well documented problems
experienced by minorities as low utilization rates,
inappropriate diagnoses and treatment modalities, and
disproportionately high dropout rates.
~

. .- .

The .presence of ' these problems often indicates that
.staff and” board members are not -adequately inforgeﬁib

- ‘about the 1life eriences and cultures of minorities

and may be insensitive to the impact of staff behavior
upon minority ients or catchment area residents.

Staff. should bedgme aware of and be sensitive to the
unique life experiences and cultures of many minority
clients which are related to lifestyles developed from
qhi?tlients’ experiences with racism. The minority
cliént's psychological attitude toward theCMHC afhd its
staff may include distrust and inhibitidns to being
genuinely self-disclosing. Board and staff members
should be aware that this is likely to have a profound
impact upon the development of rapport and to adversely
affect therapeutic relationships with minority clients.
Appropriate responses to this situation will require
sustained attention to’ the manner in which services are
planned and provided.

An appropriate response to these issues should include
at a minimum the implementation of a wide array of
flexible and accessible services; multi-racial,
bilingual, and bicultural staff; and extensive outreach

pu
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_ e : . .
programs which' have been designed with the’ active

involvement of minority catchment area. leaders and
minority staff (SharfsEeinf pp: 1-2, 1978). - .

@

~ ' t »
The Guidelines' intent is to secure compliance with Title Vi
of the Civil Rights Act of 1964, as well as the legjislation
specifically related to CMHCs. Title VI mandates, that: -

Véfberson'in the United States -shall, on

the/ ground of racé, color, or national ) -~
origin, be excluded from participatiop in, be -
denied the benefits of, or be subjected to °
discrimination under any program oz?activity
receiving Federal financial assistance. (42

. U.S.C. S 2000d) : . '

' Several,‘implementation regulations were 1issued- by the |
Department of Health, Education, and Welfare (HEW) in order to
assure the equitable tre%}ﬁknt of all indivi%uals by’federally
" assisted programs. Several of the regulations pertinent to the
delivery of culturally acceptagie §ervices to Mexican Americans
by CMHCs are listed. The regulations prohibit the following
discriminétory 3ctions: ) ' ' : (

!

- denial of any service, financial aid or other benefit
because. of a person's race, color, ar national origin,
45 C.F.R.-S80.3 (b) (1) (i); ‘7 )

- providing any- service, financial aid, or other benefit
to an—individual which is different, or is provided in a.
different manner, from that provided to others because
of the individual's race, color, or national origin, 45
C.F.R. $80.3 (b) (1) (ii); —

-  treating an individual in a 'separate and/or uniqpe’
manner in any matter relating to his or her receipt of
any service, financial aid, or other benefit because of
the individual's race, color, -or national origin, 45
_C.F.R. S80.3 (b) (1) (iii);

- restricting an individual's enjoyment of any advantage
or privilege enjoyed by others because of the
individual's rac®, color, or national origin, 45 C.F.R.
$80.3 (b) *(1) (iv);’ ~




- treatlng an 1nd\V1dua1 differently from others in
determining eligibility because of the individual's.
Eage, .color, or mational origin, 45 C.F.R. S80.3 (b) (1)

vis

- .denying an individual the r1ght' to participate in

, programs on the same basis as other participants because
of the individual's race, color, or nat1ona1 origin, 45
C.F.R. $80.3 (b) (1) (vi)$ and -

-z’id1str1m1nat1on against an individual resulting from the
utilizdtion of criteria' of methods of administration
that - have the effect of defeating or substantially
1mpa1r1ng the objegtives of federally assisted programs

-with respect to individuals of particular race, color,
or nat1ona1 origin, 45 C.F.R.-580.3 (b) (2).

( o !

Despite éhé::éxiStence of such regulations, there is
widespread concern among nétional'minority'groups regarding the
perpefuétion of discrimbnatory acts .against minority Americans by
federally-assisted programs (Owan, 1980). A consortium of eleven
minority advocacy groups reported. to HEW that persistent and
extensive acts of discrimination occur* within HEW- fugged programs
against. non- Eng11sh and limited Bng11sh speak1ng individuals
(Hogan § Hartson, 1978) , N

’

When such advefse circum$tances continue to influence the

delivery Qf services, to minority groups despige federal efforts,

it is difficult .to determine whether, they.are the resalt of

malfeasance or Ponfeasance. As noted in the NIMH Guidelines
previously cited, the perpetuation of treatment inadequacies with -
respect to minority populations may result from uninformed and/or

.insensitive” individuals engaged in program design and service -

delivery. Conversely, individuals who may be sharply attuned to
the treatment needs of minority groups nay be unable to 1m§act
the prevailing treatment regimen. ., .

A grow1ng volume of mental health literature concerning
culturally relevant services to Mexican Amer1cans is being
developed by Mexican American and other culturally sensitive

'scholars, researchers and practitioners. Nonetheless, many,,

/



;adminiét}ators, practitioners and interested parties involved in
“the Texas “community mental ‘health system remain uninformed
régardiﬁg the basic elements of the treatment process impacteﬁ%by
cultural and linguistic factors. The author assumes that the
deéigﬁ and implementation of a mental health service system
xespon51ve to Mexican Americans will be promotfed by the anlus1on
"of culturally relevant 11terature and reseaXch reports in the
., mental health program plann1ng and service: de11ve
selected review of several critical treatment factors identified

cesses. A

in\ mental health 1literature regarding the Mexican ‘Americgﬁ
service recipient, the treatment provider (who is generally not
bilingual or bicultural), the culturally determined perceptions
of mental health and illness; and diagnostic .and treatment
éiprbaches is presented in the following chapter.

r—
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DYNAMICS OF THE INTERVBNTION INTERACTION ITS iMPACT
' , UPON MENTAL\HEALTH SERVICBS TO MB&ICAN AMERICANS |
Community mental health centers vary W1de1y in’ numerous
; respects, including their phy51ca1 faC111t1es, the specificity of
theif role in serving the community, management and staff
operations, the variety of services offered, and the reception
and utilization of available services bfxthe local community.
. Perhaps the most apparent commonality existing emoﬁg CMHCs is
<f that all are designed to offer mental health _ interventions
‘intended to prevent or ameliorate mental 6 and emotional.
distresses. Intervention is used here'tegdenéte a broad range of
activities related to mental health services such as preventave,
educational, consultat1ve, advocative and therapeutic activities
‘ ‘ delivered by CMHCs to’ the service recipient. The efficacy of any
intervention is influenced by a complex cluster of interrelated
vériables such as the availability and accessibilit}ﬁ‘of the
service, the suitability of the center's ambﬁence, the complex
interaction between the service deliverer and potential
recipient;,; the dynamics of the problem being addressed and the.
type of intervention undertaken.
Four interaction fagtors are of pafticular importance in the
- effective design and delivery of relevant, appropriate community
mental health services to Mexican Americans. Among these are:
1) the cultural foundations w1th1n which mental health and
» illness are defined, 2) the p&hge of cultural var1ab111ty of
' Mexican American service recipients and their needs, 3) the
culturally -based attitudinal and- behavioral responses> of the
mentdl health service providers to Mexican American clients, and \
. 4) the treatment approaches utilized with Mexican Amerikans.
' These four factors will be examined in order to illustrat%‘their
1nf1u,ence upon the utilization and outcome of mental €>iﬁealth'
_services delivered to Mexican Americans.

. 5 | |
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THE CULTURAL ORIEﬁ?ATION OF MENTAL HEALTH PRACTICES

~. ! . \\ S

Culturél distinctionsé play a significant role in the
definition of mentAl health and illness with regard to Mexican
Americans and other ethnic groups. Although there is still a
lack of scholarly consensus regarding the cultural and individual
interplay that draws the -limits -of normative and aberrant
behavior, it is generally acknowledged -that varied norm§pexi§t

between ethnic cultural populations.

Gregory (1978), for example, describes 'jﬁi highly

traditional Hispanic world view as weaving together natural

‘world of scientific medicine and \}he supernatural realm ofr//

religion and spirituality into one balanced systenm. The
maintenance of balance is essential to the individual's health,
No distinction is made between ﬁsychological and total physical
well-being in traditional Hispanic thought.” Relief for mental

and emotional illness, therefore, is traditionally sought within®

- 7 , .
medical and réligiodus processes rather than the psychotherapeutic

N ' ' 11

treatment designated by tHe prevalent Anglo culture as the -

A Y

preferred treatment for mental illness.

< ‘
In the field of cross-cultural psychiatry, Torrey (1973)
identifies .several similarities in the healing  processes
performed in several cyltures. In order to deliver meaningful,

effective, therapeutic services, the '"healer" and the 'patient' -

must share a similar world view that enables them to name and
treat illness:in<a mutally:compafible manner. The techniques of
treatment must also be jointly acknowledged as appropriate and
useful. Finally, the persénal quali}jes,of the "healer" and the
location where the treatment will be administered must have
substantial significance -to the 'patient," such that the
therabeutic process is facilitated.

i The limitatio%s of,traditionql, Anglo-oriented systems: of
mental health care to serVé‘Méxican Americans may well originate
in the system's failure -to acgnowledge ‘and incorporate the

is - 22 . .

’
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« cultural distinctions regarding the treatment-of illness that
exist in the Hispanic, as well as other, cultural belief systems.

As is reported in the -Chicano Pi%g for Mental Health,
‘e ‘Torrey addresses-the discrepancies between majority and minority
i groups' mental health norms-and %service needs as follows:

/ . et

The vast majority of service, delivered by

. highly trained ©professionals stressing
insight .and autonomy, evolved to meet the
needs of upper-glass Americans ' and are
vaguely assuméd to emanate from God-given
principles. The resulting lack of class and
cultyral perspective produces services for

> minority groups that, when they exist at all,
are both illogical and irrelevant. (Duran,
- ' 1975,1 p 8)

.* 1

~ The existing system of community mental health care is based
upon Anglo-dominant cultural values, which emphasize the
gducat1ona1 qualifications: of the "healer!' and are heavily
oriented in ‘psychodynamic theory (which separates the mind's

fupctioning from the- body and sets therapeutic goals such as
1n51ght and improved social and personal efficiency).

C&nversely, curanderismo, the healing process of the traditional

r  Mexican American culture, emphasizes a re11g1ous or1entat10n,
.integrates the <client's social  system and environment into
treatment, has a’hoiistic health outlook, and emphasizes symptom
removal and improved interpersonal relationships as therapeutic
goals (Torrey, 1973). However, assuming that all Mexican
Americans would ‘desire or benefit from the_ treatment of
curanderos is just as incorrect as assuming that all of them can
adapt to the prevalent mental healtﬁ system. .Cultural
*  sensitivity to the individualized belief system of all clients,
but particularly minority clients, is essential if serviées that
will meet the client's needs rather than the system's needs are
to be delivered. |

& &

In restating Torrey's thought on the potential flaws in
cross-cultural interventions, Padilla and Ruiz (1973) note an

ERIC * ] | 25 o
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additional problem of the inherent likelihood of professional
misjudgment related to cultural unawareness of and insensitivity
to minority gfoup norms and standards of mental health. The
extent to which Mexican American cultural systems are different
or unique is ext}emely important when the cognitive, behavioral
and emotional fﬁnctioning of a Mexican American 1is being
evaluated within the Anglo cultural framework that has
predominated in mental health education and service deliverf
systems. Gomez and Cook (1978) note that personality dynamics
and mental disbrganization can best be understood by evaluating
them.within the social and cultural framework of the individual.
This is particularly complex in the case of Mexican Americans,
many of whom routinely move within the conflicting minority and
majority spheres in an attempt to ‘meet eduéational, employment,
social and émotiongl needs.

\

In order to reduce fhe incidence of culturally based error

in mental health servites, administrators and clinicians must
.develop a sensitivity to the,cultpral variabilities in defining
mental health and the stigmas associated with particular aspects
of ‘mental illnéss. Giordano and Giordano (1976) note that mental
health  professionals lack’' awareness of ‘théir own cultural
background and thus fail to recognize cultural difference;Jin
emotional language, family symbolism, and family roles. These
factors, ‘as well as the prevailing tendency to apply
universalized schemes of menﬁiim'health to diverse cultural
groups, lead to distorted, culturally incompatible méntal health
services. The two authors further suggest that clinicians cannot
éffectively treat other cultural groups until they confront their
own prejudices that impact upon the services delivered.

In order to facilitate effective services to Mexican
IAmericans, CMHC administrators and clinicians can assume an
initiative to educate themselves about relevant cultural elements
with which they are unfamiliar, such as the Mexican American
philosophical viewpoing regarding self, significant others and
society, as well as the cultural support systems opérating within

¢ 2 .
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Mexicah American barrios.. The service system jﬁﬁ;>then be
. . . . . L
examined in order 'to 1identify and rectify thel®

culturally. K
insensitive aspects of trad1t1ona1 mental- he%/}ﬂz services in
addressing the needs of Mexican Americans. .” In addition to

. déveloping this*“spirit of inquiry," as it is referfed,to\by
Gamez and Cook (1978), .a pluralistic intervention outlook as
.conceived by LeVine and Padilla (1980)-can be implemeﬁted_to

—_ replace the ethnocentric character of typical mental health '
services. Although the coﬁbebtual contipt of the pluralistic
'paradigm will be elaborated upon further, it is based upon a
awareness of the majority and minorify cultures and the points of
contact and conflict beEWeen them. Yhe pluralistigc paradigm also
acknowiedges the influence of cultural standards upon individual
“behavior "and functioning. Such a pluraliétig’model also places
emphasis on wo%ijng with Mexican American clients in the language
of  their choi and on recognizing and stnengthening their
preferred‘ ethnic identification and degree of biculturalism
(contact with the Mexican American and Anglo American cultures)
Above all, Qlura113t1c mental health. services attempt t6
facilitate each client's adaptation to the cultural milieu of his
or her choice.

As. one attempts to study the 1ntervent1on interaction that
occurs between community mental health service providers and
Mexican American clients, the multiplicity and variability of
factors that influence the outcome of the intervention are
apparent. Assuming that the community mental health center is
accessibly locate& and that it fécilitates the Mexican American
se'rvice recipieht's entry into the system, there are three major -
variables thaf_determine the nature of the intervention outcome:
the client who briﬂgs a problem to be addressed, the service
provider and the treatment approach chosen. Seyeral aspects of
the three factors identifjied .will be examined in order to
hiéhlight the reader's awareness of circumstances influencing the
Mexican Americanfé use of mental health services,- as well as to
point out aspects of the intervention proc%ss-that’have been
documented within treatment and research literature to be

.particularly significant with regard to Mexican American clients.
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© MEXICAN AMERICAN CLIENTS: WHAT THEY BRING TO THE MENTAL HEALTH
TREATMENT PROESS : ' , o —

-
e

Numerous researchers and authors have documented that many
v Mexrcan Amer1cans mazntarn a positive attitude -toward mental-
health servrces. Extensrve work has been done in th1s area as
researchers have attempted to explore whether a negative attitude -
toward therapeutrc services would explain the low utilization ™
rages of mental health services on the part of Mexican Americans.
LeVine and ‘' Padilla (1980), however, report 'several - studies
111ustrat1ng that such negatrvrsm has not been the case. For
example, Padilla, Carldos and Keefe's f1nd1ngs (1976) of an
extensive stratified survey of :Californians indicate that over
60% of the Mexican Americans questioned displa&ed a willingness.
to hsellocal mental health services. The results of Karno and
Edgerton's study (1969) of Anglo and Mexican Americans of similar
economic status who resided in East Los Angeles find that 80% of
both groups believed therapy could assist psychiatrically
drsturbed people, although 80% “of both groups were unable to name.
or locate-a mental heu}th center.

-

Acosta (1977) reports.that the study conduezed by Acosta andi‘f
Sheehan (1976) of Anglo American and Mexican American college
students' attitudes toward psychotherapy found that the Mexican
American students , possessed a considerably more favorabhle .
attitude toward the potential usefulness of therapy ‘than the
Anglo American group. . As Acosta points out, the. positive
attitudes displayed by Mexican American respondents'in his study
and that .of Karno and Edgerton (1969) accentuate the
contradiction 1nherent in the 1low utilization of traditional
therapeutic services by Mexican Americans. '

In reviewing the utilization of communjiy mental health
services at an East Los Angeles setting, Flores (1978) concludes

« that Mexican Americans-are positively responsive to available
bilingual/bicultural services. Trevino, Bruhn and Bunce (1979)

report similar findings regarding a study in Laredo, Texas, where .

-
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Chicano clients demonstrated through high utilization rates a’
positive response to community mental health services that are
designed to deliver bilingual/biculpural services.

In report1ng the results of a research study conducted at La
Frontera, a bilingual/bicultural mental heal?h facility in
Arizona, Chavez writes: .

- %

- The findings suggested that the majority

of Mexican Americans in this study cameé to
the Clinic equipped - with insight and
readiness to wutilize the mental ‘health |,
services which they -had requested. In
addition, many of the respondents. were eager
to art1cu1ate their problems te someone who .
was sensitive, compet¥nt and willing to
facilitate the problem-solving  process.
Hence, the- individuals in this group,
althdugh economically poor and, of relatively
modest educational backgtound il not fit
the stereotype of the lower socio-economic.
person who wishes for magical solutions to
solve his mental health problem. (Chavez,

\ 1979, Bl 31) R

The research efforts cited point out &Ez: many Mexican Americans
possess positive attitudes regarding me

that thg¥reported usage of bilfhgual/bicultural services reflects
their willingn?ss to participate in therapeutjc eddeavbrs,

1tal health services and

#

Client Socioeconomic Level

N Due to the. fact that-the majority of the Mexican American

populat1on lives near.or below the poverty level, it is important
~to ascertain the exteﬁﬁgto which low socioéconomic’ status (SES)
affectsymental health .services. Lorion's work (1973) indicates-
,that poor, working class people.ﬂave the least opportunity to .
receive  thergpeutic services from community service networks.
Lporion's review of several studies reveals ‘that poor clients can
bengfit -from therapy as much or more than economically advantaged

clients if thef former's needs are -appropriately addressed.
F —-\ L . H

. . -
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- Nonetheless, Lorion finds that individuals from 1low SES
backgrounds are either less often accepted into individual
psychotherapy or that their treatment is of shorter duration.
The poorer clients are also most likely to receive inexperienced
therapists. Cobbs' research work (1972) supports the belief that
therapeutic availabigdity and (exgectations vary acéording to
socioeconomic factors. ' 3
. . . s

Other regearch indicates that poor Mexican Americans are
doubly disadvantaged in-their efforts to obtain psychotherapeutic
services. Yamamoto et al. (1967) and Karno (1966) find that ow-
income Anglo American patients recedve more individual theragy at
public outpat1ent clinics than either Mexican American or Black
patients. Acosta (1977) interprets these findings to mean that
if : client is poor and an ethnic minority group membet, as are
the’ maJor1ty of Mex1can Americans, the likelihood of receiving
appropriate therapeutic services is very small. In sp1te of the
obstacles that indigent Mexican, American clients face prior to
. receiving extensive therapy, positive community mental health
treatmént results have been reported, such as the following
eicerpted conclusion:

These findings demofistrate ° that a
proportion of patients from lower socio
.ecgnomic and from a Mexican American ethnic-

mifjority .group, primarily, .do continue in
psychotherapy for more than a few sessions
and that they are rated by their therapists
V as improving or benefiting from this approach

" of treatment. (Kahn § He1man, 1978, 261-262)

Accultu?atioﬁ as .a Factor in Mental Health Treatment
/&
One of the most important characteristics of the Mexican
American client related to his or her role in the mental health
intervention is the 1nd1V1dua1' dynamic process _ of

acculturation. . Acculturat1on is " used here to denote the

composite of a Mexican American's individual degree of behavioral

and~psychologicaI identification,with Mexican, Mexican American
\ ‘ * .
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.wherein individuals of Mexicaanmericdk origin can move towards

18

or Anglo éﬁlture, falling within a range. extending® from
f:adifional Mexican orientations to complete assimilation of
Anglo American attitudes, beliefs and mores. Many. Mexican ;
American individuals appear to have arepertosjl of coping skills
and flexibility which permit them to move within and between the -
three cultures. Cultural identification is a dynamic process

or away from  strong, -visible ethnic identification. Each
individual'y’ level of acculturation is mediated by numerous
factors such as place of birth, pr@mary. language, length of
residence in the United States in terms of family ‘generations,
access to the resources -of the majority‘ culture, and the'
exigencies of adaption- and survival within a hostile,,~racist
environment. Miranda and Castro (1977) note that the "cultural
distance" which separates the Mexican American and domlnaht
cultures has forced some Mexican Americans to suppress or negate
aspects of Latino culture- in order to conform to maJorlyy

cultural patterns.

-

The degree.of compliance or cultural adaptation varies among
Mexican Americans. In an 'anthrobological study of Mexican
Americans living in a Dallas barrio, Achor (1978) delineates the
range of acculturation adaptations she observed within four

categories: insulation, accommodation, alienation and

mobilization. Much of the Mexican American client's response to
traditional mental health services will be influenced by the
adaptive. style he or she chooses. ,
. ¥

The tremendous heterogeneity of Mexican Amer1can difestyles
results in d1spar1t1es in research findings assessing the role of
traditional cultural elements. For example, in a 1966 study of
Mexican American low-income housewives in Texas, Martinez and
Martin (1966) report that 97% of the female cespondents are
familiar with folk illnesses, and—)that 95% hgve had close
personal experiences involving the ogcurrence of folk>illnes§es
and a willingness to utilize folk treatments. On the other hand,
Radilla, Carlos and Keefe (12;6) questioned a stratified saqfle



of Mexican Americans in southern California. Their findings
indicate that*folk treatments are not identified df:the preferred
treatment for emotional disturbances and that many respondents
have dubious or negative beliefs regarding the existence of
partlcular folk illnesses. Acosta (1977) also reports the
researth resultggof Edgerton, Karno and Fernandez (1970) which

« reveal that, only a few respondents from 7,5ub$tant1a1 sample of
Mexicdn Americans in Los Angeles would recommend folk treatments
for emotional problems.«

Severalﬁ resear&hers have ihvestigatéd the relat10nsh1p
between accultugat1on levels and mental health disturbances. As
Acosta“ (1977) notes, 1limited definitive research has been
produced regarding whether the acculturation process toward an
' Ang1b~Améfican lifestyle negatively affects Mexican Americans.

~ Ruiz (1977). asserts that acculturation levels influence the
intrdpsychic' or extrapsychic nature of emotional problems

~~experienced by Mexicap’ Americans. According to Ruiz,
.intrapsychic problems ‘are more characteristic of Mexican
'Americans who have developed numerous cultural similarities with
the mafority culture. Conversely, traditionally oriented Mexican
Americans experiencé the extrapsychic strésses associated with
minpf}ty group status in‘the ethnocentric majority culture.

-In an effort to determine the impact of acculturation on the
intervention -interaction, Miranda and Castro (1977) tested
whether high levels of behavioral and psycholqgical'
identification with the doﬁinant culture are correlated with
seekinglénd remaining in psychotherapy. The authors imudied
Mexican American women who received mental health services for
vg;iedllemgths of time. The findings indicate that, regardless
of socioeconomic status, the subjects who remain in psychotherapy
for longef intervals demonstrate higher levels of acculturation
to the dominant culture than the subjects prematurely terminating
treatment. As Miranda and Castro emphasize, their results
sgbport the contention that differential cultural expectations
inhprent'in }e§s accultgréted Mexican Americans, rather than low

. . :
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SES levels, underlie the 1low utilization of mental health
services by Mexican Americans.

A
AN

In considering the influence of acculturation on a Mexican
American client's response to treatment, Casas (1976) identifies
three frequently overlooked areas of cultural consideration

’

f‘relevant to the mental health intervention procéBQQ;D First, the*

human' relational processes involving the client’s peéyceptions of
family, A extended family roles, " sex roles and societal
interactions- will affect his or her role in treatment.  Second,

the client's incentive-motivational style relates to whether the.

Mexican American individual ‘externalizes or internalizes the
locus of control over desired changes §nd cultural qistinctions
that result in differential motivational forces. Finally,
. cultural differences in learning ‘'styles may influence the Mexican
American's methods of approaching and 5olving probleﬁs. These
cultural distinctions, whether pronounced or subtle in individual

cases, .may influence the Mexican American's participation in and’

response to the intervention process.

~/r
One of the most evident signs of ‘the Mexican American's link

to the ethnic culture is the Spanish language. The aocqmented_

failure of institu%igpal mental health services providers to
offer therapeutic services in Spanish is an equally'kvidéng sign
of institutional barriers restricting the Mgxican American's use
of services. Ruiz, Casas, and Padilla (1977).cite numerous

c

research studies of treatment facilities offering therapeutic .

sérvices to either bilingual "or monolingual Spanish-dominant
individuals by monolingual English-speaking professionals (e.g.,
Edgerton § Karno, 1971; Karno § Edgerton, 1969; Torrey, 1973).

The number of Mexijcan Americans who consider Spanish’' to be

their primary language 1is significant. According to Acosta’

(1977), the 1970 Census indicates that a large majority of
MexicaniAmeficans identify Spéﬁish as their native language or
the primary language of their childhood. LeVine, and Padilla
(1980) - estimate that 50% of Hispanic mental health services

31
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recipients are Spaniéh-spgakipg. The need for bilingual
therapists is apparent Tf. the needs of this substantial segment
of the population are to be addressqd.

The use of non-professional interbreters during therapeutic
treatment is considered to be an inadequate alternative to a lack
of bilingual professionals. LeVine and- Padilla (1980) suggest
that the discussion of persphal concerns through ‘an interpreter
conflicts with the Mexican American cultural value of dignidad
(pe;sonal digﬁg;y, ineluding privacy). The presence of a third
party also hampers the trust and good communication between
client and therapist that 1is essential to satisfactory,
productive therapy. The limited confidentiality and privac& of
the thgrapéutic session which relies on an interpreter for
communication may well discourage Mexican American clients'
utilization of services and:represent institutional disinterest
in their needs. An additional factor that must be considered is
the qualig;‘of translation; ‘as the linguistic adequacy of the’
v interpreter is often not considered. Adequate mental health

~

i services delivery to Mexican Americans- is dependeht‘ upon
' appropriate language matches between client and therapist. As
Carrillo states: ‘ .
' Clearly, without the rudiments of verbal
commmunication betwedn . practitioner_ and
client, the process of treatment is, at best,
slow and inaccurate and, at worst,
5 impossible. (Carrillo, 1978, p. 146) .
_ : §
. Nature of the Client's Complaint

The nature of the difficulties experienced by  Mexican

American clients has important implications for the int rvention
interaction. As noted by LeV1ne and Padilla (1980), Mexican
//"Kher1cans often do fnot have experience in describing their
problems in psycholpg1ca1 terms but rely instead on somatic
terminology to express their pain. This behavior pattern, as

r

well as their traditional holistic viewpoint, may account for the

i
H

-
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heavy reliance by many Mexican Americans on physicians when '
treatment is sought.

¥
»

éeveral authors report distinctions in treatment needs and
outcome felated to the type of difficulty identifie&;by Mexican
American clients. For example, Kahn and Heiman's analyses (1978)
of treatment services im a barrio clinic indicate that clients
who are self-referrals .and active in longer treatment recognize
the existence of psychological problems such as anxiety,
depression, and social or familial indpmpatibilitiés.' Short-term’
clients are characteristically non-self-referrals and identify
their concerns as financial or situational problems.

e
e A

v

Amghg much of the resgﬁrch literature, a distinction is made
between the types of problems experienced by Mexican Americans.
The existence of either external or intefnal stresses upon the
Mexican American client is thought by Ruiz (1977) and LeVine and
Padilla 4(1980) to influence the client's perception of the
- problem and appropriate intervention strategies. According to
LeVine and Padilla (1980), three basic types of difficulties
occur for which Megxican Americans seek treatment. The three
categories of<prob1em situations include:

~
1) when the Mexican American client experiences personal
stress and problems similar to non-Hispanics, '

‘

f 4

2) when the Mexican American client experiences societal

stresses, a&i

3) when the ,Mezgcan American Tclient experiences .stress

originating from both personal and societal sources.
A/

In an latfempt to distinguish the. type of problems
encountered by Mexican Americans, Ruiz (1977) elaborates the
intrapsychic/extrapsychic stress dichotomy and the significance
of each in mental health services for Mexican Americans.
Intrapsychfc stresses include problems of an individual nature

3 N
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such as social or personal adjostments and ‘péychologiCal
developmental issues. Intrapsychic stresses are experienced by
re suited to treatment by psychotherapy and

all individuals an

other traditiona rventions. If a Mexican Amer}can client is

experiencing -on lntraps:';twfficulties, the client can be ..
"expected to benefit from cutturally and linguistically compatible

psychotherapeutic services as much as a non-Mexican. American
¢lient would. ’ ;

«
- Al

Extrapsychic streéses originate in the secietal environment .
and include phenomena such as racism, sexism, discrimination,.
inaccessible educational and societal resources, and the negative
social status associated with pgverty and ethnicity. As members
of ang ethnic ﬁinority group, Mexican 'Americans . experiencé
substantial amounts of[extrabsychic stresses that impair their
self-concept and Stimulate intrapsychic problems. Although both
tyﬁes of stress result in the experience of subjective
discomfort, the Mexican American client has differing capacities

" to address and change the problems. New coping skills, cognitive

styles and 'behavioral patterns can be developed to overcome

~intrapsychic stresses. However, the sogietal pathology inherent

‘therapeutic

in the extrapsychic stresses is beyond the range of control of
the individual‘Me;ican American client. Sensitive discrimination
on the part of the service deliygrer between the types of-p;oblem
the MexicanAmerican client brings to the center would increase
the 1likelihood of ‘offering relevant assistance. The
effectiveness of mental health services designed to address
individual internmgl issues would aTso be complemented by some
efforts that address the prevalent extrapsychic
affecting Mexiian Americans.

societal str

Client Expéctations of Mental Health Services

The expectations or preconceptions that the Mexican American
client holds regarding treatment are «critical ' variables
influencing his or her role in the treatment brocess. Miranda
and Castro ,(1977) recognize that dikferential cultural

'
2
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expectations of therapist and client ére often never clarified
die to the failure to develop a positive communication system.
This inadequacy prevents the development of mutual treatment
expectations. and results in a cultural impasse in the therapeutic
process. If such frustrating 'treatment outcomes are to be
avoided, the expectations of both the therapist ahd client must
be addressed and be made tonsistent during the initial phases of
service delivery. j
' ‘.' + -

One can reasondbly assume that both therapists and clients
approach the therapeutic encounter with some unspoken
expectations. Buchanan and Choca (1979) report a study by, Heine
and Trosman (1960) which found that the mutuality of expectations
between patient and therapist is positively correlated to the
involvedent of the client in continued treatment. In their
study, Heine and Trosman found that in the group of clients who
discontinued treatment preﬁaturely, discrepancies were noted
between the preconceptions regarding treatment held by the glient
and therapist. While the discontinued clients envisioned a

. s
"guidance-cooperation' therapeutic relationship, the therapists

had maintaiﬁed notions of a '"mutual participation!' process.
Buchanan and Choca note that the expectations held by therapists
significantly influence whether a client will: be engaged in
treatment. The authors conclude that the cultural differences
that limit open communication between culturally diverse.groups,
such as Mexican Americans and most therapists, most of whom are
Anglo, préfépt early clarifjcafion of treatment expectations.

According to Chavez (1979), the responsfbility of
identifying and ‘meeting client expectations lies with the service
deliverer. Chavez studied a grouﬁ of Mexican American clients
who had -~ received health services at La Frontera, a

. bilingual/bicultural facility in Tucson. Chavez reports that,

prior to initial contact with a therapist, clients' expectations

regarding services fall into one of three categories. CL{ehté
N 5 3 3

expect to receive either consejos (sharing and receiving tﬁ;ﬁugh

a discussion), direccion (direction or definite guidance)l, or

' v . - —_—
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relief from los nervios (a psychological, nervous anxiety rather
“than a physical problem). The 'clients expecting consejos
demonstrate self-awareness,f insight into their problems and see
the therapéutic process as a means tb self-development and
problem resolution. The clients anticipating direccion look for

concrete assistance and problem " resolution with minimum:
participation on their part. The clients expecting relief from
los. nervios desire resolution of emotional well-being through

counseling but envision themselves as being only moderately
involved in the process. The clients anticipating coﬁsejos are
most likely to continue treatment while those anticipating
direccion tend to diséontinue services.

The same sample of Mexican American clients see themselves
-as assuming one of four roles as the client in the treatment
process. "The four categories are labeled by Chavez as an active
_self, a non-committal self, a listening self and a vague self.
These four roles reflect the ranée of possible client
particiﬁafion, initiative. to ~be -open and share with the
therapist, and certiinty of the role to be played by the client in
the process. ) ‘

Wath regard to thes‘role of the therapist, the clients
studied by Chavez expect ghe ;ervice provider to assume eitheria
faith role, a sorter role, an omnipotent paremt role or a
nebuloys role. In the faith role the therapist is expected to be
an empathic, directive prqblem solver.. The sorter role calls for -
the therapist to work with the client on identifying satisfactory
resolutions to problems. t As might be expected, the omnipotent
parent type of therapist is expected to guide the client, andqthe
nebulous role is anticipated when ®he fespondents did not know
what the therapist's role would be. Chavez's study indicates
that the clients who anticipate playing active roles in therapy

*and expect a therapist who would sort out or facilitate the
process are most likely to continue im treatment. Chavez
recommends that wmental health service providers assume the

-following stance: L N
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...every effort should be made. to
discover, . clarify and meet client .
expectations, such -,as the request for
direccion. The mere fact that an individual
expects diregsion or initially views his/her
role as a Iiétener, does not justify 'labeling ‘
him/her as untreatable. Instead, the °
therapist must . begid to recognize
expectations brought ™ by all clients,
including Mexican Americans, and must begin
to - assume more responsibility for
clarification if maximum wutiliZation of
services 'is to become a reality. (Chavez,
1979, p. 32)

Kahn and Heiman (1978) .also recognize_the significance of
client expectations in treatment.- They recommend that service
providers educate potential clients regarding the nature of
therapeutic services. The recommendation of pre-therapy
orientation for clients is a constructive means of reducing the
incongruence of client-therapist éxpectations.

THE TREATMENT PROVIDER: VARIABLES THAT AFFECT INTERVENTION

2

Practitioners, scholars and researchers in the field of_
mental health have attempted "to identify and classify the
essential elements of the effectiwve therapist. Throughout the

- literature concerning mental health services to Mexican

Americans, one finds numerous references 4;; the characteristics
and roles of therapists that serve to either retard or enhance
Mexican American utilization of treatment. This section of the
monograph examines the effects of the therapist's socioeconomic
status; cultural perspective and value orientations upon the
intervention interaction with a Mexican American client.
. ' |

SES and Cultural Disparities Among Therapists and Mexican
American Clients '

N - ¢

, Among the explanations offered for the low utilization of
mental health services by Mexican Americans is ‘the existence of
incompatibilities in therapists' language, class and c?iyure in

37
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relation to the clients' culture andhsocial status (Padilla, Ruiz

i § Alvarez; 1975). Differences in the language used byi}he client
and "the service provider block accurate in-depth communication

‘ that is the basis of the effective therapeutic relationship.
Deépite this obvious prerequisite to effective treatment, the
’gxﬂTwhelming majorify of mental heglth professionals are Anglo
7@7?American (Ruiz, 19}1),‘and several studies have documented the
use 9f monolingual, Bnglish-speaking’staff in the de}ivery of
services, to monolingual Spanish-gpeakihg or bilingual}4_Spanish-.
dominant clients (Ruiz, Casas and Padilla, 1977). If such
,kaiients are to- be served, the obvious recommendation{ to be made
is that community mental health services employ bilingual

" professional and support staff. Bilingual ability would also
allow the service providers to initiate and work with '"code
switching" (ability to maintain comprehension while utilizing two
(/ languages) which may be asfrequent occurrence among bilingual ~
) Mexican Americans. .
The fact that most mental health professionals who treat
~ Mexican Americans are monBlingual, English-speaking Anglos
results in cultural and class- incompatibilities, as well as
linguistic problems. The cultural difference between the middle-
class Anglo therapist and the frequently indigent Mexican
American client i5 am additional impediment to” the therapeutic
process. Ruiz, Casas ang Padilta (1977) report numerous studies -
(e.g., Abad, Ramos § Boyce, 1974; Torrey, 1973; and Yamamoto,
James § Palley, 1968) that substantiate the difficulty of
creating and sustaingﬁé am—6ffective therapeutic relétionship
between members of ifférent %FS groups who are also from
different cultural bagkgrounds. A%Eprding to Padilla, Ruiz and

Alvarez (1975), studies by Karno apnd Edgerton (1969) and Kline
t thérapists who deliver middle-class oriented
ervices to ' Sp nish-spgaking/surnamed clients an@ encounter
nce are not likely to engpurage the clients

9) reveal t

rustration or resis

, i
to return for treatmint.
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. - Therapists' Attitudes Regarding Mexican American .Clients

Lorion (1974) finds detrimental attitudinal differences
among middle-class therapists ‘who tend to be more rejecting of
}ow-iqcome clients rhom the therapists perceive as hostile,
suspiciousy; crude and seeking only symptomatic relief.
Furtherdore, Lorion finds that the effectiveness of a therapeutic
encountdr involving a low-income client depends more on the
therapist's personalY” characteristicg than on his or her
experience level or treatment approach.  Padilla and °ﬁi§
colleagues (LeVine § Padilla, 1980; Padilla, Ruiz §' Alvarez,
1975) suggest that research results, such as those cf%ed by
Lorion, indicate that the personalismo (friendliness, warmth,
sensitivity) extended by the therapist to the Mexican American
client is essential to bridging the gaps between the two parties
and to initiating a frusting relationship. Numerous authors-
(e.g., Chavez, {979; Gomez an@ Cook, 1978; LeVine & Padilla,
1980; Szapocznik, Lasaga, Perry § Solomon, 1979) substantiate the
importance of _the therapist's personalismo, as well  as

hospitalidad (social graciousness) and dignidad (respect for the

client) in establishing a positive therapeutic relationship with
the Mexican American client despite cultural and class

disparities. Buchanan and Choca (1979) also stress the
importance of réspecting the client's cultural etiquette during
the delivery of mental health services. ’

»

The philosophical attitudes of the therapist toward the
"Mexican American client influence the naturé of the therapeutic
contact. Because most servicq proViders are monolingual, Anglo
Americans, they are de facto representatives of the dominant
culture and may reflect the same* insensitivities and prejudicial
stereotypes about Mexican AQéricans thai/gjevail in the majority
culture. ' Bloombaum, Yamamoto and~ James (1968) studied
/f) clinicians’ attitudes to determine whether the réspondents held

stereotypic” notions regarding Mexican Americans. The results

- indicage that a stereotypic attitude regarding Mexican Americans _

- does exist. Lopez (1977) attempted to identify the, specific
/
Q N -
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nature of any stereotypes to be found among a group of clinicians
of various ethnic groups. Judged against Anglo Americans, the

clinigcians regard Mex1can Americans to be more superstitious,
more spiritually 1nc11ned more fam11y or1ented fiore submissive,
less aggressive, less 1ndependent, less pract1ca1,gvand less
punctual. The reported stereotypes indicate that many therapists
have . preconcég;gm ideas regardipg the behavior of Mexican
American cliepts which may be incompatible with the;apeﬁtic
ﬁoals. This in turn may.lead to the ''self-fulfilling prophecy"
that Mexican Americaﬁs respond poorly to therapeutic services
because the service providers never expected the intervention to
succeed. . '
4 . - B \

“Much of the potential effectiveness of mental health
services is related to the degree of sensitivity and aw?reness
possessed by the therapi with.regard to, the institutionalized
racism expefience%-by éxican Americans. In terms of limited
economic, educational, housing and health care resources, the
majority of Mexican Americans live with?n sociai&y disa&vantaged
conditions. A failure by -the. therapist to recognize or
appreciate the severity and enormity of these social and economic
impediments sharply restricts the' _delivery of relevant,
comprehensive treatment to troubled Mexicgn Americans. As noted
by LeVine and Padilla: ) '

~ An effective therapist for Hispanics will ; g
-have .as a major goal the diélioration of
personal distress caused by discrimination
and institutional racism...The therapist
cannot avoid the issues of prejudice and
racism. If ‘the therapist does not become a
social advocate for the client when it is
necessary, he or she is sanctioning, through
W neglect, can®¥inued discriminatory practices.
(LeVine § Padilla, 1980, pp. 94-95

) . *
Thesgpists' Roles in the D%termination of the Treatment Process =

N~

< . : .
The therapist's role in determining the .nature of the |

intervention interaction is e final aspect of the clinician’s

. -~ -
. ‘;(‘/—‘ . .
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influence upon the delivéry of mental-health services to Mexiéan
Americans to be considered. Althouéh the client clearly has a
role in shaping the interaction, the service provider ‘is larggly
resppn51b1e for assessing the nature 9f‘ the® cilent 's
difficulties, his/her qeeds and resources, ,and selectingan
appropriate treatment modality. in addition t determ1n1ng whether
additional supportive services for the client will be sought.
These phase§ of the therapeutic encounter will be examined more
closely in order to identify their impdgt upon the client and the
"outcome of the endégvor. Y

. .

Durlng the initial phas? of treatment, the client-therapist
relationship must begin to be established if the client is to be,
"~ engaged in an extended (treatment plan. - The Eﬁeragfﬁt s
communications of personalismo and hospitalidad in a culturally
sensitive manner are- extremely 1mpoi‘tax‘-Theatherap:is't is also

involved, at this point, in responding to the concerns the client
presentsJQ Nonetheless, several authors . (e.g., Chavez, 1979;
Gomez & Cook, 1978; LeV1ne & Padilla, 1980)-note the 1mportance
of ~la' platica (conversat1on) in. establishing a“ trusting
relationship in which d1ff1cu1t issues can be addressed. The
structured fifty- -minute therapeutic hour, however, severely
limats the ,therapist's _ability both to interact pErsonably with
cliehts and to address their concerns, many of which may be
‘perceived by .them as crises- -

o
«

Prigr' to beginning treatment, the therapist makes an
.aésessment of the client's degree of adjustment or maladjustrent
to” personal and societa¥ circumstances. Burruel and Chavez
(1974) fecognize that seriou§ treatment . inadequacies related to
diagnosis are based on the assumption that “individuals from
divergent soc1olog1ca1 and cultural groups behave 51m11ar1y when
.experiencing mental or emotional d1ff1cu1t1es. The variation in
‘cultural concept$ of mentadl health ‘and adaptation mechanisms
necessrtgtes\ cqns1dgra§1‘ sensitivity on the part of the
therapist evaluating a Mexican American' client. LeVine and -
Padilla (1980) point out thaty the Mexican American folk-illnesses

-*
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and healing processes, which could easily be misunderstood by a

"culturally insensitive therapist, can be viewed as -allowing
' catharsis and. 1ntrospect;3h}atwoacommon components of treatment.
e

The fa that an Anglo therapist may not beable to understand
these phepomena in the cultu}al terms of the Anglo Society does
"not dimjdish their validity and utility for ‘Mexican Americans.
As the two autho;s further nqﬁe, Torrey (1973) recognizes that
hearing _voices, which ;///geneﬂglly considered to. be a
- hallucination and a symptom of psychosis, is more culturally
sanctioned among Hispanic cultures and is, therefore, considered'

' less pathological than in the Anglo culture.

i

- LeVine and .Padilla '(1980) identify several factors which
should be considered in assessipg or diagnosing minérity'clients.
For example, Mexican Americans differ in their perceptions of
symptomatology according to their degree of acculturatlon and
their primary language choice. When dealing with 1ow-income
Mexican Amer1cans, one must also recogn1ze that poverty compounds
the cultural variation in symptomatology It is possible that
many -symptoms expressed by Mex1gan Americans, such as anxiety,
depression, ;withdrawal ggd physical complaints, are adaptive
psychological responses and efforts to cope with the
institutional racism of the majority.culture and society. Prior
to applying any diagnostic labels to Mexican Amerf®an clients,
the' economic and social dimensions of the client's life must be
evaluated along with personal, familial and culpurq} factors in
order to assess accurately the individual's levél of functioning. .

' . . g

RN
¥

. , .
The frequent utilization of standardized psychologii;} tests
nts to

and 3;3/?§;:i§reliance upon the results of such instrufe .
assess C ically the Mexican American client is a problematic -
‘process. The administration of objective personality
) invénforiqs, projective persoﬁality "instruments, and

intelligence tests can lead to a distorted understanding of the
Mexican American client if the cultural biases in such td%ts are

’ noﬁriacknowledged. Wright and Isenstein (1977). report that

traditional tests have been criticized as invalid instruments for

»
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either measuring the abilities of minorities or for predicting
their functional <capabilities in - academic or real-life
situations. According to Anastasi (1976), tests are unlikely to
be equally "fair" to dissimilar cultural groups, and cross- \V
cultural tests have diminished, but not eliﬁinated,l cultural
differentials in test performahce. Padilla and Ruiz (1975) also
contend that ltural differences among subjects and test
coﬂtents influence tests responses such that inaccurate: results
are obtained. For example, the translation of tests for Spanish-
speaking minority subjects does not eliminate biased middle-class
concepts contained in_tests. Furthermore, the cultural variables
of language, willingness Eo self-disclose, incentive style, and
problemisolving approaches are among the emotional and
motivational factors that limit the validity of test results for.
the purposes of diagnosis and treatment-planning for Mexican
"American clients. The effects of differences 1in ethnicity,
~language and socioeconomic -status between the exaﬁiner and
subject upon test outcomes have been inconclusively questioned
and merit additional empirical research '(01medo, 1977).

Overall, the psychological testing aﬁd'evaluatipn process ié
influenced by differences in class, language and’ ethnicity
between the subject and examiner, as is’ the ‘treatment
relationship between the client and service provider.- Padilla
and Ruiz (1975) caution against the determination of a treatment
plan based solely on test results that may not reflect the

‘Mexican American client's potential to -rengage in meaningful
“ therapeutic services. The same cultural’ consideratioﬂ "is
.necessary if misdiégnosis of Mexican American-clients.bgsed ona

invalid psychological test results is to be avoided.

1

\\

_ Until further studies permit the development of a diagnostic. »_:
. ) nomen léture sensitive to Hispanic. cultural issués,vLeVine and
Padilla  (1980) recdmm?nd that the client's degree of
maladjustment be evaluated as it affects the client's adaptation
and functionfng in his/her preferred cultural mode. In doing so,.
the traditional psychodynamic evaluation is broadened- to include.

\)4 ! [
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assessment of the interaction between sociological/environmental
féctors‘gnd the psychological dynamics of the individual. This
orientation .recognizes the intrapsychic/extrapsychic dimensions
of stress delineated by Ruiz (1977) and serves d4s a precursor to
establishing a comprehensive, potentially meaningful treatment
plan. This approach would also eliminate the likelihood of
misdiagnosis of Mexican American clients and prevent them from
_béing labeied Ainapprdpriately as severely disturbed or
?ntellectually limjted.
. B
TREATMENT APPROACHES UTILIZED WITH MEXICAN AMERICAN CLIENTS .
The 1literiture reports a wide range of therapeutic
‘ aPproaches that may be applied in working with Mexican Americans.
Much uncertalnty still, exists as to which treatment approaches
are most effec§1ve,,due to the heterogeneity of Mexican American
service~rpcip§ents. - Several major considerations in designing
services will be reviewed briefly.
b
Psychother@pé?t1c treatmgnt is characteristically non-
d1rect1ve, and'stresses thé client's development of insight ;nto
ansychodynamlc procésses through verbal interchanges with the -
theraﬁist. The app11cab111ty of these methods and goals has been
question§§% with regard to low-income, clients who ‘are not
experien in engaging in this type of verbal actlylty with a
.culturally different therapist. ’ ' %E%J

. Ldrion  (1973) states that individuals from lower
socioecoﬁomic levels who seek mental health services prefer

. advice and resolution rather than reflection- upon 1ntrapsych1c

processes. Cobbs' study (1972) of treatment expectations also
notes -that low-income patients prefer that therapists assume
active, direct}ve roles rather than a.passive attitude.

¢ ~A§§sta (1977)‘summariz%§ ghe results of Albronda, Dean and
Starkweather's research in the 1960s which presented a different
vieﬁ‘qf‘the low-income client‘engaged'ﬁn psychotherapy. Their

* ' v ~ M v
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‘stuéy concludés that ’low;income patients respond better to
individualized therapy than the high-income patient group.
Acosta infers that the belief that low-income clients do poorly
in psychotherapy may reflect discriminative attitudes held by
therapists rather than any-.innate conflicts or inadequacies among
economically ﬁisédvantaged populations and the psychotherapeutic
process. Commenting on his own experienées of delivering mental
,health’services‘to Mexican American clients, Acosta concludes:

¢

I have 'seen a_ highly positive response
from both men and women to the opportunity to
participate in Spanish-speaking therapy.

- Rather than stereotypical poor - time
orientation and low self-disclosure styles,
patients have - typically  shown high

- reLiabilE;y in Egeping appointments, once

@

they are (involved in treatment and have self-

disclosed a great .deal in therapy.  This

pattern has been the norm in crisis

’ infervention, time-limited or short-term

therapy, long-term therapy, and group

. , therapy. (Acosta, 1977, p. 226)

¢
//”/ In order to alieviate the perceived incompatibilites of
psychotherapeutic interventions, *several authors have promoted
_ -the application_ of directive, behav1ora1 approaches to work1ng
with Mexican American service rec1p1ents. Ruiz, Casas and
Padilla (197#)} developed a behavioral therapeutic approach that-
is directive as it focuses upon concrete, immediate, goal-
oriented interventions by the therapist. Casas (1976) advocates
a behavioral approach that is flexibly oriented so as to direct
therapeutic attention to either the client or the environment.
-Boulette (1976a) finds, behav1ora1 assertion training techniques
to be well-received and effect1ve with low 1ncome depressed
Mexican American women. - , .
L) ¢ .
A directive behavioral therapeutic approach is ‘well-suited
to meeting the needs of many Mexican Americanms. As Chavez (1979)
reports, approxxmately one-third of the clients her. research
"surveyed regarding their therapeutic expectations expres§9d, a
desire for direccion in terms of guidﬁnce, answers or suggestions

o
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from the therapist.e A random sample of Mexican Americans in

Lubbock, Texas was surveyed by Mack, James, Ramirez and Bailey
! ¥

(1974) to determine their attitudes towaz? therapy (LeVine §

Padilla, 1980). The results® indicate a preference for a
7 directivé therapist who would define the client's problem and be
emotionally nurturing. = g
' /

Although both the non-directive psychotherapeutic approach '
and dire¢tive behavioral treatment styles have been validated
dmong certain groups of Mexican Aherfcénsz it would be premature
to state that either approach is codsisténtly more effective or

4 appropriate for use with all Mexican Americans. In a comparison
of the '"therapeutic 1listening" = treatment dapproach with
"behavioral rehearsal" methods, Boulette (1976b) reports that
neither approach is consistently Effective with a populatioqzjgf
low-income; Mexican' American women. In order to determine which
approach is best suited to a Mexican Amerjcan client, LeVine agg:>
Padilla (1980) recommend that the client's needs and attitudes
regarding direction and thergpeutié,g;}le should be heeded, lest

he clientdtherapisé relationship be reduced to an umproductive
power struggle.

T

Neverthéless, in spite of the heterogeneity of the Mexican:
American population and their vgfied ‘individual needs for
services, several gqneralizatiohs «can be made regarding the
establishment of a viable, productive, therapeutic contact with
Mexican American <clients. Initi§11y3 the therapist must

. recognize this populatian's diversity and ‘eliminate any of the
pre-existing cultural stereotypes - that could deter the
therapeutic interaction. A genuine concern and empathy for the
individual Mexican American client and hiEYher environmental
circumstances shoilc‘l be communi‘catgd in brder/ to reduce the
cultural distance at generally exists between the client and
the service provider.  Very gbecific attention should  be

. addressed to assessing the client's bofd to his/her family and
facilitating the. involvement of the extended family in thes
therapeutic process if approprjate. The Mexican American family

Q . £ ’ RS
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system, which generally is strongly.linﬁed together, can then
serve as a therapeutic collaborator in treating the client rather
than resist the therapeutic goals due to. a lack of information
and understanding. 5 -

In addition to assessing and planning the role of the
Mexican American client's family in the treatment ‘process,
several other basic interview issues ought to be addressed by the
therapist.« All interventions should take note of the client's
cultural identification and soc1oeconom1c{1eve1 as well as the
commun1ty resources available to enhance the client's economic
position if needed, in addition to responding to the client's
expression of symptoms (LeVine § Padilla, 1980). These latter
recommendations support the concept that a culturally sensitive
therapist encourages the client to play an active role in setting
treatment goals, but is flexible enough to respond to the,
client's immediate needs, even if these involve the provision of
directive services or economic relief via tangible social
services. ¢

Conclusion N . s

Tht preceding {eview of research .reports and 1literature
regarding the basic elements of the treatment intervention is
presented in order to acquaint the reader with the four major
interacting elements that are involved in the delivery of mental
health services.

The four components of the treatment process include the
cultural context within which services are designed and
delivered, the service recipient and the nature of the latter's
problem or need, the service provider, and the treatment
approaches implemented. The interactions of *these elements
create a treatment system that can best be adapted to the needs of
the Mexican Amer1can community when the roles and character1st1cs'
of each element are fully understood. Many major issues relevant
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to the delivéry of ‘appropriate mental health treatment to Mexican
Americans {Such as the need for bilingual/ Aicultural services or
the inlereht fallacy in translating treatment approadgis foun@gd
upon Anglo ‘American cultural ‘belief sy egf) have only been
outlined. ' ‘ N | v
Additional research is needed op the interaction of ‘the four
elements in bilingual/bicultural service programs as well as
evaluative documentation of suécéssful programs of this type.
Other 1important issues to be
implementation of bilingual/ b{cultural programs
affirmative action programs to recruit bilingual/bicultural staff
at CMHCs, ipservice training of €MHC staff in Spanish and about
multicultural issues, and the. existence of culturailly relevant
curriculuim in the psychiatry, psychology, social work and nursing
education prbg;ams. Several bilingual/bicultural service models .
reported in the 1literature are reviewed Z;:hin the following

researched regarding the
include

-




CHAPTER III ’

~ \ TREATMENT MODELS DEVELOPED FOR USE ~
N © WITH MBXICAN AMERICANS ' / .-

.The graﬂuallyiinéieasing‘nhmber‘of Mextcan American schélar¥

- J’ and culturally sensitive service deliverers in the mental health

field has led to the production of a growing body of literature

> regarding the appropriate delivery of serv1ces to Mexlcan

Americans. Numerous treatment models concerning services to

Mexican American individuals have been developed and reported.*

Although this monograph does not include an exhaustive sufiey, a

range" of behavioral, organizational, and genéral

bilingual/bicultural treatment models are reviewed in order to
familiarize the reéader with alternative.treatment designs. The

models deal with the establishment of a therapeutic context (via

’organizatiogpl strucgire and treatment approath) that the Mexican

1 American client will find culturally compatible, thus maximizing

the likelihood of therapeutic gain by the client/

&

] Bilingual/Bicu}tural Treatmént Approaches

Frequent ‘;eferences to bilingual/bicultural services are
- faund among the treatment 1literature- produced by Hispanic
academicians. It is harhly possible to overemphasize the
importance of bilingual/bicultural therapeutic resources
(clinicians, support staff, and written prevention and educatlon1
matez;als) in the dellvery o} ffective services to Mexican-
Americans. As was noted earlier jin this monograph, numerous
researchers have recognxzed the obstacles created by cultural
differences and/or 11ng¥15t1c 1ncompat1b111t1es in the creat1on -
of a therapeutic bénd between mental health service’ de11verers
and recipients. '

Y

3
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*"Mode]?' is used her denote a conceptual desaqe for the
delivery' of mental he th services.
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, SimpI;/:;ated, the communication that is fundamental to the
therapeutic process is impossible without a mutual language.
Shared 1larnguage alone, however, does not insure a pqsitive
therapeut1c outcome. W1thou sensitivity to ;he‘cglturgf aspects
of the client's linguistic, atterns, cognitive style, and overall
life circumstances, language becomes a mere chain of words within
which the emotioral conteat of the verbal interaction is lost.
Of equal importance are the non-verbal interactions that occur
within therapeutic -relatiénships. ~ Without an understanding of
the culturally unique aspects of non-verbal exchanges, a great

deal of miscommunication. and misinterpretation is 1likely. to

occur.

& 4 v ’ .
The effect1m§ therapeutic encounter is a culturally

ce that does not automatically transcend

i
1anuenced
cultufal boundafies. Consequently, Mexican American service

recipients who speak" e1ther Span1sh English, "or both, and who

deliverers who can competently move within both the traditional
and ‘the mord bicultural ranges of the Mexican American cultural

’

and linguistic, realms.

RS ' - |
Several author’s have questioned what constitutes an adequate
bilingual/bicultural treatment approach. Gibson  (1975)

emphas1zes the importance of cultural nuances and addresses the
1nadequac1es of merely translating English concepts into "Spanish
when working with Mexican Americans. -Gomez and Cook (1978) note
that a translation of extant therapeutic methods, without any
" culturally sensitive re4151ons in approach or content, skirts the ’
issue of whether the Anglo- or1ented treatment approach is
fundamentally compatible with ~the Mefyban American client's
philosophical outlook rand needs. Souflée's response (1974) to
the issue involved development of a bicultural training
curriculum which' addresses the‘ﬁé}ed for the development of
bicultural sensitivity among mentdl health workers.

3 . / '
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also exist within two cultural milieus must be treated by serviée\\\v//'_

o .




- ! P 40

Padilla, Ruiz )&‘ Alvarez (1975) report three alternative
models for the de11very of lnental health services to Mexican
Amer1cans that 1ncorpbrate b111ngua1/b1cu1tura1 treatment
,cons1derat1ong . These three mddels are identified by Padilla ‘and
his colleaguyes as e professional adaptation model, the family

adaptation model, d the barrio service center model. The
components of eacﬁ/model w111 be discussed briefly.
’ /\ a . -

The professional adaptation model calls for revisions and
adaptations among the ﬁtaff and services of méntal health centers
serving-Spanish-speak%ng populations. Brief accounts of centers
established in East Leos Angeles (Karno § Morales, 1971) and
Denver (Phillipus, 1971) illustrate -changes made in staffing
patterns, serv1ce phllosophy and treatment programs which were
intended to enhance the compatibility and applicability of
services “to the Mexican American community in which centers were
located. The éutstand1ng attribute of service programs adher1ng
to this model is their willingness to set aside estab11shed
frequently rigid concepts ef treatment in order tg allow Mexican
American recipients to act as definers of the service structure-
through their participation in the treatment programs.

The family adaptation model is predicated upon the stro g,
culturally based, activ% role of the Hispanic family / in
. emotionally supporting its members. Padilla discusses a grjoup
treatment approach -originated by Maldonado-Sierra and Trent
(1960) which' calts for the group leaders to play traditional
familial roles prevalent in Pu&gto Rican culture. Although the
effectiveness of this specificagpproaeh»has not been documented
with Mexican American clierts, it is distinguishable for its
unique emphasis on culturally defined interaction patterns within
a group treatment process. . The potent1a1 effectiveness of such
an approach has been alluded to by Giordano and Giordano (1976)
who assert that the impacf of ethnic similarity among therapeutic
group members is an influential but 'unacknowledged treatment
dynamic. The effect1veness of the family adaptation model 1is
dependent upon the bilingual/bicultural capab111t1es of the



e

; 41

treatment staff. As such, it- has limited applicability in most
mental health centers since they are disproportionately under-

+

staffed with regard to Mexican Americans.

~The final alternative model identified by Padilla, Ruiz and

Alvarez is the barrio service center model. Four illustrations -

of cemters located within either Puerto Rican or Mexican American
communities are cited. The basic philosophical attitude
regarding mental health services prevalent among barric service
centers is the belief that numerous supportive social services,

as well as mental health treatment services, must be offe:éd if

7f " the comprehensive mental health needs of Hispanic tlients are to
be met. The barrio service center model embodies the spirit of

K\ community mental health rather than merely treating mental
illness. '

Abad, Ramos and Boyce (1974) document 5 positive response to
mental health services by Hispanics following the implementation
of another pilingual/bicultural service mode1~,in. Conneticut.
Abad et al.'s model calls for a communjty-based center to offer
walk-in or scheduled services including clinical, social service,
pr;vqntive and indirect community-oriented interventions. In

- order to incorporafe the community into the service planning and
delivery process, the model emphasizes the use of\ indigenous
paraprofessionals, as well as the ¢arly establis t of strong -
ties bétween the mental health center and both the\ informal and
" formal networks of community leaders. In'.recognition of the many
needs experienced by the majority -of ethnic service recjipients,
the model' advocates discarding the traditional 'm dgi of

. psychiatric servjces and instead Broadly, defining the mental
wzpalth.service concept. in brder'to,legitimiie the requests of
any c%ients for both therapeutic aﬁd non-clinical assistance.

-

o

. Cx . .
The pluralisfic therapy design developed by LeVine and
Padilla (1980) for cross-cultural interventjons with Hispanic
clieffts is an additional model that - emphasizes bilingual and
bicultural aspects of service delivery to'Mexican Americans and

Q . .
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other Hispanics. Pluralistic thérapy is treatment that
‘recognizes the cultural context of the ‘client's beliefs and °
behaviors, focusing on, the functional adaptation By the client to
the cultural milieu of his/her choice. Fluency in Spanish on the
part of the therapist working with Spanish-speaking or Spanish-
dominant «clients is seen as' vital in understanding and
communicating with the Hispanic client. \

ey

The pluralistic therapy model calls for the service
deliverer to be aware of the points of contact and conflict
between ethnic minority and majority groups. Of particular
importance is the therapist's recognition of institutionalized. |
forms of racism and oppression that. undermlne the mental and
emotional well- be1ng of Hispanics and negatlvely influence their
responsiveness 'to mental health services offered in accordance
with the domlnant "medical model." The med1ca1 model of mental
health’ treatment, .which posits a psychodynamlc view of mental
illness, is thus replaced by a social—action orientation that

includes as appropriate roles for the therapist those of advocacy
‘for <clients and of working to ~reduce oppressive and
discriminatoty social conditions.

The diagnostic and treatment methods promoted by LeVine and

Padilla aré spnsifivé to culturally sanctioned noffms’ of illness

and health. The pluralistic therapist assists the Hispanic
client in clarifying his/her therapeutic goals in order to s
facilitate the client's positive adjustment to ‘the preferred
culture/s. Other important cultural variables in treatment, such
as the role of the family, reference to folk illness and
& treatment, emphasis on religion, the nature of the symptomatology
expressed by the client, and the manifested degrees of cultural
etiquette, such as respeto and dignidad, vary among clients and
are introduced when necessary in the pluralistic therapy pfocesc.
Rather than adhefing to a specific treatment modality or
structured interview format, the culturally sensitive pluralistic
model recommends : the selection of a modality based upon the
client's needs and goals. The pluralistic model structures

= \)‘ v —
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flexible interventions around the nature of the client's problems
rather than the 50-minute therapeutic hour, thus allowing
adequate time for individualized treatment or crisis intervention
services when needed. This necessitates a supportive
institutional context that recognizes . the need fﬁr flexible
service arrangements' if ~the cultural integrity of Mexican
Americans is to be maintained. ‘

&A )
-
N .
3

The pluralistic therapeutic model ‘has several attributes
that maximize its applicability to 1large numbers of Mexican
American service recipients. It recognizes the heterogeneous
nature of cultural lifestyles found among Hispanics and ascribes
no qualitative values to .either bicultural or traditional
cultural adaptations. The needs' of the client are the primary
concern, whether these are for tangible economic assistance or
for introspective psychotherapy. Overall, the modeJ;s inherent
flexibility on the part of the therapist and client, as well as
its recognition of the necessity of bilingual/bicultural services

h in  working with Hispanics, accentuates  its potqntidl
applicability with Mexican Americans.

Behavioral Models

" Barlier in.this monograph, the issue of whether behavioral
treatment approaches or psychotherapeutic treatment methods were
more suitable for Mexi?&n Ameg;ban clients was addrésseg. It
appears that too little empirical evidence is available to assess

;definitiveiy the merits and effectiveness of different treatment
methods in differing circumstances. SeVe}al Mexican American
mental health practitioners, however, have ‘reported favorable
therapeutic results with behavioral approaches and have developed

: " treatment models to be used with Mexican American clients. Four
behavioral treatment models reported in the literature will be

, 2

Low-incpd% Mexican American women are reported by Boulette -

summarily discussed.

(1976a) to be responsive to behavioral interventions, s$uch as
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,,/f/ziigiilrt1§;ness training, role modeling a

“understanding of

& R

44

vior rehearsal.
Boulette maintains that the oppressive social and economic
conditions experienced by 1low-income Mexican American women
result in psychologrqal leturbances that can be treated by
behavioral techn1ques which reduce the clients' typ;f’IIy sub-

as§ert1v -behavior
femal e?’%\t 's

I3

tterns. The model emphasizes increasing the
3ing and adaptivef behaviogs, as well as her
r role in estab11sh1ng a more satisfying
lifestyle. - Boulette, notes the importance of the therapist's

sehsifivity to and utilization of cultural-variables in .guiding

the behavioral intervention. . ¢ .

. . ' - ) y
. " A %ehavioral model suitable to Mexican American c11jfx' is
proposed by . Casas (1976)' An  open, flexible therapg tic’

framework that can focus the change effort. upon either the
Mexican American client or the detrimental environmental factors
affecting the client is considered by Casas to be particularly
relevant. If. internal changes are desi¥ed by the client, the :
therap1st mayraddress behavioral, cognitive or emotional patterns

in the_treatment plain.~ If, however, the difficulties affecting -,
the client are occurf1ng :ulgthe client's envigonment, Casas

" fecommends-that the therapist serve as a role-model.to the client

in working to promote the desired social changes. Because the
principlee'of behavioraéttreetment are derived from the areds of .
social, psycholegy, learning psychology, and experimental
psychology,\Casas suggests that the proposed model is 1i ely to

‘be 1less culturally b1ased and, therefore, suitable for\gex1cam

Americans. o . .,

N ) ~ ~

’

group treatment approach they use w1th Span1sh speak1n ,
class 1nd1v;duals. The " authors maintain that due to. the
inadequate numbée¥ of traiped’ Mexlcgh American pract1troners ané.
the large, number of Mexican .Amer&cans who indicate p051t1ve
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_recipients. Following - individual behavioral analyses. to /
determine each member's. trégtment goals, problem-oriented,tf:f
behavroral treatment groups”are"ﬁeld “WweeéKly. “The group format
offers a social skrlls 1ab experience for the members as well as
bu11d1ng a support system. Herrera dnd Sanchez, who report -
pos1t1ve results, in terms_. of group attendance and treatment
outcome, recommend further study in the app11cat10n of group

behavioral treatment with low-1ncome Mexican Americans. »

e A . >

A cgétyrall& relevant behavipristdc‘mbdel for counseling
Mexican American college students was ¢onceptualized by Ruiz,
Casas™~ and Padilla (1977) : Develdped ’ to address the
 underutilization of collegiate counseling services' by Mexican
Americans, the model distinguishes between the needs of Mexican
Amer ican students that require bilingual/ b;cultural services and
those’ problems 'that are- not culturally related. - The
behavioristic model emphasiies cognitive restructuring, behayior |
rehearsal, and - role-modeling as directive"approaches to be
followed: The model calls for a bilingual/bicultural therapist
who 1is comfortable in and familiar with the Mexican Amertcan
student's native environment as well as the academic setting.
Cultural sens1t1v1ty in applying behavroral techniques,such as
assert1ve behaviors wrth1n the « Mexican ' American fatily, is
stressed by the authors Despite the fact that Ruiz's' model
originated to meet the special needs of Mexican American coliege
studenq?fﬂthe'suggested procedure for the determination! of the
degree of .cultural emphasis in the treatment plan has potential
applicability for a_.wide range of Mexican American clients.

v . 4

Organizationdl Model$ - AN '

»

in an. effort to increase, Mexican Ameri&ans' utilization. of
mental health services, practitioners and scholars ‘note g need
fer alternative’ organizational contexts in which .to. d®liver
approprrate and accessible services. . As Gomez. and Cook A1978)
state, the fac¢t that treatment approaches are determined by

e \
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institutiqnal policies, which may not recognize the ‘needs of
service recipients, makes it poss¢b1e to deliver irrelevant
—services  te Mexican Americans in either : Spanish. or English.
Accordingly, the authors conclude that effect1ve serv1ces can
best be rendered to Mexican Americans if mental healt tenters
would replace traditional psychodynam1c models ﬁjth socio-
cultural intervention models and flexible organizational
procedures .that allow the integration of alternative service
+ schemes.

‘Several organizational features of La Frontera, an out-
patienf clinic operating in Tucson, are described by'“Heiman,
Burruel and Chavez (1975). In addition to staffing the center
with.-a significant number of bilingual personnel, half " the
membership of the board of d1rectors is Mexicad American. High,
rates of servite ut1112at1on are reported which are presumably
due to the cultural compat1br11ty between the administrative agd
treatment staffs with the Mexican American clients being served.

This. suggests that ethnic representation at pol1cy-sett1ng\,

management levels of community mental health centers ingcreases ’

* the likelihood of enact1ng organ1zat10na1 pract1ces cons1stent
with the needs of ethnic client populat1ons.‘ «

. Chavez (1978) identifies other organifgftional aspects of La
Frontera that she groups under the heading of a responsive model
of service delivery. As previously noted, ‘the staff and board of -
directors of the agehcy have significant proportions of Mexican-
.Americans. Rather than predetermining the Iahge of services to
be offered, La Frontera places great® emphasis on delivering
" services in a manner responsive to_the acute social and'economic
needs of the target population. In add1t1qn to therapeutic
services, also - offered are a LWarm11ne telephone intervention
program, a well-baby cl1n1c, a preschool chlldren's.serviees,
community Jutreach and advocacy, education and consultation
services, and rﬁral services. The center also malnxalns a policy
of respondxng to’ whatever request, for assistance or 1nformat1on

the potent1a1-service recipient makes of the agency rather than
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Wefining some requests as inappropxji'ate. Community service
R workers are also utilized to-assist im the provision of tangible
4“5“““““*“saciaiwseryité§f~“By“making“theseTeffurtST"the?agency establishes
the cfedibility of its service intent and usefulness in the local-
‘comm‘miity. As a resvulﬁ of its efforts, Chavez reports that the
centef's Mexican American clients ,average. 6.8 visits to the
;pentér for treatment while Anglo American clients average 7.5
visits. , K AN i e

~
The existence of an ,outreach component is| important in a
responsive. organizétional. model of defivery. . Utilization: of
media coverage _ of _dyailable'-mental health services is a
significant Ffeature of the La Frontera orghiizational model -
described by Heimah et aL. Szapocznik' et al. (1979) report
" ‘unanticipated high 1levels of success in interesting elderly |
+ Hispanics in mental health services as’a résult,of a mass media E
campaign which publicized the availability of services in
Florida. LeVine and Padilla (1980) also note the importance of
an outreach component in an organizational system attempting to

-

. serve Hispanics.
»

’ * <
L}

The 'final organizational model to be considered is the
neigﬁborhdod based mental hea{jh model explicated by Owan (1980). .
‘ Briefly staged, the neighborhbod based mental health concept
. promotes the design and staffing of innovative mental health
A programs along ethnic-gpecific.minority lines in order to assure
 that* the Five A's (Accessibiiity, Availability,«Appropriateﬂess,‘" -
Acceptability and Accountability) will be satisfied with respect =~
to the ‘types and quality of services offeréd to minority
_'citiﬁkns. Described as a complementary service _system to
existing CMHCs, neighborhood based mental health services "are
proposed to serve discrete ethnic neighborhoods rather than the
- enti}e‘ populétion of a ' community. With such specificity,
proponents of neighborhood based mental health asgert that the
Five A's can 'be met more adequately with regard to ethnic

¢

\ _ communities that have  remained underserved by the existing
. community mental health movement.

.
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Conclusion

'

The preceding models were presented in order to acquaint the
reader with alternative models of service delivery that have been
developed to address the needs of Mexican American clients.
Although no one model has been discussed in detail, collectively
they illustrate the varied cultural, treatment and organizational
frameworks that could be used to structure service programs for

- Mexican Americans. A common feature in most of the models

reviewed is the need to acknowledge innovative service delivery
frameworks.
: /

Thg/ following chapter presents an additional alternative
service design conceptualized by the author. Developed with an
awareness of the fiscal and administrative constraints faced by
CMHCs', the alternative framework attemﬁts to reapportion existing
CMHC staff positions ~&nd roles in order po facilitate the
delivery of quality bilipgual/multicultural treatment services
with}n the context of CMHCs. Y ’
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_A TREATMENT TEAM: AN ALTERNATIVE APPROACH TO
THE DELL#BRY OF MENTAL HEALTH SERVICES TO MEXICAN AMERICANS
, The de11very of comprehensive cemmunity mental health
services is a large and’ complex task due to the interplay of the
numerous factors contributing to an 1nd1v1dua1{s mental health

~and well-being.. When a sizeable proportion of an ethnic target

population experiences ' the injustices and " inequities of a
prejudiced dominant culture,.as is tnﬁe of Mexican Americans, the
task of meeting that populatlon s mental health needs becomes
even more challenging. With - this in mind, it is necessary to

‘deveélop and apply -all the mental-health System s resources 1n the.

most .creative, productive and advantfgeous manner possible. An
alternathxe;Zreatment approach, which will be referred to as the
treatment team approach, is offered by the author with the' goal
of maximizing thé 'therapeutgc potential. of ~a mental health
center's interaction with Mexican Ame;ican service recipients.
The treatment team appranh involves the pairing of a
clinically trained staf?f _member, who offers diagnostic and
therapeutic services, with aﬁjindigeﬁou% worker»representative of
the - target community, who erfgaged~ .in client advocacy and
supportive service;. This approacH is. founded upon the

_assumption - that offering the. Mexlcan Ammer1can client both

therapeut1c and supportive serv1ces 1n relation to the client' s

1nd1V1duallzed needs and resources* ‘is necessary if mental health ‘
needs are to be met. It further assumes that collaboratlon
between mental health workers with a- d1ver51ty of specialized
skills, knowledge and experience strengthens the service network.

. The treatment team approach is discussed following a review of

the literature regarding the use of paraprofessionals in mental
health'settings. :

- -
¥
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The Role of Indigenous Community Workers as Seen in the

- Literature

The concept of employing community workers to enhance mental
health services .is by no means unique. Numerous scholars have
written about the importance and wusefulness of indigenous
community workers, such as mental health agents, family health
aides, or panaprofesiionelg, as they are usually identified, in
serving ethnic clients. Giordano and Giordano (1976) reason that
indigeneus workers are well-acquainted with the norms determining
culturally acceptable behavior and thought within their
community. The research results of Lorion (1974) indicate that.a
thexapeutlc match between a mental health worker and cliént of
similar race and soc1oeconom1c background facilitates effective
use of the treatment process by the service recipient.

Padilla, Ruiz and Alvarez (1975) maintain that the use of
paraprofe551onals in mental health centers enhances the agency's
image in the'Mex1can American community. Bilingual/bicultural
1nd1genous workers can also reduce the large "cultural distance"
gap that often exists between low-income Mexican American clients

and the majority of helping professionals, who are middle-class
4 Anglo Americans. Althaugh the acute shortage of Mexican American
mental health professionals is a critical deficiency that must be
alleviated, indigenous community workers are valuable service
resources for meeting immediate needs. | ’

Gomez and Cook (1978) state that the services provided by
" the paraprofessional worker may, in many -instances, be more
meaningful for the Mexican American client who may not recognize
the stility of a long -term psychotherapeutic process without
t%pg1ble,‘support1ve intervention. However, given exposure to
the range pf  therapeutic services available and having
established a positive atttitude about the center after receiving s
some suppo{t1ve services, more low- income Mexican Americans may

begin to. regard mental health services as relevant and

meaningful. Treatment results reported in the literature support
o .. !
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. thls concept. For example, a Spanish-speaking short-term group

therapy program conducted by b111ngua1 paraprofe551onals is

reported - by Normand, Ig1e51as and Payn (1974) to be ,very
successful in responding to the immediate needs of clients. The
group process also facilitates the continuation of over half the
group participants into longer, more intensive psychotherapeutic
treatment. The authors reason that the short-term group offers
its ‘members a sense of immediate emotional gratification and
support, as well as expanding their awareness of psychological
processes that could later be capitalized upon in ‘continued
treatment. ; X :

¥ ~

OtHer authors elaborate upon the diverse roles fulfilled by
community  workers: Through - the use of  indigenous
nonprofessionals, networks of cemprehensive mental health
services including innovative ancillary services are being
successfully implemented. Among the services performed by

indigenous workers, in a successful New York City program are:

(1) expediting services offered by other programs on the behalf
of clients, (2) serving as a friend-in-need to clients, (3)
assisting clients in becoming active participants in local

community affairs, and %4) organizing community self-help or,

action programs (Hallowitz, 19&8). Paraprofessionals have also

been reported- by-Levine (1970) as being involved with either

individua1§ or/ compunity groups in mental health intervention
processes directed \toward the provision of immediate needs,
problem and ' cénfliqt- resolution, and the implementation of
changes in existing community systems.

Herbert, Chevalier and Meyers (1974) report very positive

results rag 1 ‘the usage of 1nd1genous workers&gat a community .

meptal ﬁealth center in Harllngena\%gxas. The indigenous workers
perform .a variety of casework taskls, including (1) counseling,
(2) medication supervision, (3) follow-up, (4) transportation,
(s) intake, (6) case.staffing, (7) referrals, (8) day-center
work, (9) patient evaluation, (10) public information and

education, (11) community support, (12) outreach, (13) recording,

o
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} and (14) part1C1pat1on in g inservice training. The study
= conducted bV the three authors examines the auspices under which
§ the program was, developed Outcomes reveal that a highly

_ flexible role structure is designed by the program planners in

order that each paraprofessional caqlmax1m1ze his or her personal

© skills. The novel nature of the (program also restricts 'the

planners from tigidly outlining the service format to .be followed

—~

by "indigenous workers. . —

In addition, the innovative- pfograﬁ corresponds with a
number of favorable service . results, including reduced
readmission rates to the local state hospital and an increased
volume of services distributed both in numerical terms and with
regard to geographical distribution. The program is reportedly
well- -received by the H¥ajority of the "parties involved in the
program, including the National Institute of Mental Health the
Texas Department of Mental Health and Mental Retardation, the
center.'s professional staff, community advisory boards, and the
paraprofessional participants.

Although "extensive literature .has been-pri?uced regarding
the use of mental health pafaprofessionals wifhin the mental
health service system, much of it reiterates the .roles and
viewpoints briefly reviewed. Not all the writing ﬁp the area,
however, documents. favorable indications regarding the
utilization of indigenous workers. Andrade and Burstein's (1973)
empirical assessment of ethnic clients' preferences for either
professional or paraprofessional workers does not support the
popularized concept that minority clients find indigenous
paraprofessiondié to be more empathic or .helpful than
professionals. Early research in the area of paraprofessional
effectiveness found that some service recipients resisted being
seen by an indigenous worker, preferring the credentials and
presgumed expert1se of professionals to the cultural familiarity
of \indigenous serV1ce proélders _—
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The Treatment Team/Approach to Mental Health Services

I

The. treatment| team approach was formulated recognizing both
the reportj7/5051t1ve an&_unfavg;ab}e attributes related to the
use of indigenous mental’health workers, as well as the numerous

<

criticisms regarding the ambiguous effectiveness of
psychotherapeutic services. By making accessible to the ethnic
client both the profess1ona1 and paraprofessional members of the
treatment team, each client's opportunity to receive relevant -
mental health services is maximized. .
" This approach allows both the clinical staff member, who is
usually a social worker or psychologist, and the indigenous
community worker, " Mexican American paraprofessional or .
baccalaureate level employee who is an establlshed resident in
the community, tokglay necessary and unique roles in the delivery
of community memtal health services. Although psychiatrists
provide the nzyzssary medical treatment and diagnoses for
numerous clienté, clinical staff are ﬁsually responsible for
additional client assessments and implementation of treatment
plans through the wuse of various therapeutic modalities.
Clinical staff members bring to the treatment team the experience
and skills developed in clinical training, which are necessary
attributes of suitable mental health care. Because the clinical
professionals are'generall} trained and recruited from academic
settings away from many areas where EOmmuqity mental health
services are located, cié2;;;£’ staff members often lack
familiarity with existing socT services resources, health care
services, educational systems, and numerous other components of
local community culture which impact upon the client.

- # 1
¢ "~

The indigenous community worker's expertise is based upon
h¥s/her knowledge of the Mexican American barrio and _the
lifestyles of fellow Mexican American residents. Due to a
familiarity with the community, the indigenous paraprofessional
is capable of serving as a-liaison between center staff and the
target population .to be served. In addition to transmitting

64 \
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community input to-a’center's administrative and treatment staff,
indigenous community workers can serve as resourges in program

planning- efforts, _ thereby . increasing the . likelihood of

compatibility between the needs of residents and services offéred
by the center. Due to cultural similarity with the target '
population, the indigenoyis community workes can frequently serve
as a more appropriate fole model to clients thap the.clinical
staff member who too often is ®thnically and Secieeconomically

. . . . - . . ¢« fJ
dissimilar from the Mexican American servige recipient.

" Although the indige;g;s community worker may function as a
translator for monolingual 4Spanish-speaking clients within
certain commun1ty service networks, the paraprofess1ona1 is not
intended to serve as §§§1nterpreter for the treatment team. The
team approach in no way minimizes the need for

4 b111ngua1/b;2u1tura1 clinicians who should be able to- relate
1ndependent1y to” monolingual or bilingual,. Spanish-dominant
clients in a culturally sensitive manner if ‘the clinical tasks of

~assessment and'tzeatment are to be adeqqgtely completed. Neither

is 4t appropriate that complex clinical and tseatment needs of

Mexican American cliénts be left only to the 1indigenous

¥ ~ paraprofessional because no bilingual/bicultural clinical
professionals are available at community mental health centers.

- The treatment team approach calls for just what the nafie implies
-~ two speq{Eifét§qwbiking together to deliver comprehensive,

. culturally compatihi§ mental health services to, Mexican
Americans. Other ad nta es of the treatment team approach_ for
the delivery of serv1ces to Mexican Amerlcan clients will be
explored. '

-

-~

Favorable Therapeutic Factors Associated with the Treatment Team

-

_ " Approach o R N

The proposed alternative desigq for‘}he delivery of pental
health services enables the. provision of services that are

responsive to the mental health and social service needs of the
Mexican . American community. Although the treatment mode
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conceivably is conducivé to a wide range of client populations,
only-its application to Mexicdn Americans will be considered.¥

In addition to allowihg both menﬁﬁﬁ’ﬂ@iith proféssionals and
indigenous community workers to fulfill the necessary roles
identified- earlier, the treatment team -approach is an
organizational désign that promotes a numﬁ%r of potent1a11y
favorable treatment factors in different aspects of mental health
service. Specifically, the therapeutic intervention process
involving tHe client, the planning and program design process and
the interface between the m%ntal health center and the community
can,all be enhanced by the téam approach.

~  Initially, the therapeutic intervention process.is expanded
to allow interaction between the service recipient "and  two
service providers, rather than the typical one-on-one design
‘-traditiona11y followed. Consequently, many of the positive
effects associated with treatment are multiplied. The client may
receive twice the amount of empathic caring and human
responsfveness available from one worker. The client also
doubles his/her opportunities to rehearse and develop new
behaviors, attitudes and social skills within the context of two
_supportive relationships.- As the treatment team flexibly allows
the clinical professional and indigenous paraprofessional to work
either con301nt1y or individually with the client, thé potential
for the client to receive more intensive service time in terms of
~staff personnel -hours also exists within this framework The
1ncreased'ava1lab1 ty of services is particularly meaningful in
situations where intensive, crisis-oriented care is required, as
is" often true of low-income Mexican American clients who are’
experiencing multiple problems. The involvement of two mental
health workers with a part1cu1ar individual or family increases
the likelihood of a prompt 'response to emergency situations
needing immediate care.

Diagnostic précedures and treatment planning can also be
enhanced by adoﬁting_the‘treatment team approach. Rather than

- g
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relying solely on assessments made during clinical tontacts,
observations made by the ,indigenous community worker of the
client's soc1a1 skills and functional capab111t1es while working
in -he—eemmun%e¥—couLd_heunelaxedwxguxhﬁmslAﬁ;QQlM§Lgigwmember

and Ehus could constitute an important’ contribution to the
assessment process. The treatment process can be designed to
focus upon the resolution of either intrapsychic or extrapsychic
problems (as defined by Ruiz, 1978) in relation to théﬁcljent's
needs. The degree of involvement of the clinical professional
and the indigenous community worker would be flexibly determined,
based upon the problems presented by the service recipient, but
both members of the team would be accessible to each client,

‘although perhaps involved in different degrees of service

delivery. Both types of services would generally be needed by
Mexican American clients, the majority of whom experience adverse

socioeconomic conditions which predispose ¥ psychological

» adjustment stresses.

The flexibility of the treatment fteam approach gives‘fhe
client considerable latitude in dealing with sensitive and/or
serious personal issues with either the indigenous
paraprofessional; with whom the client may feel a bond jof
cultural identity, or with the clinical professional if interfade
with a credentialed person is preferred. 4s Torrey's work (1973)
emphasizes, the expectations the client holds regarding who can’
effectively treat the problem are important. Whether the client
believes his/her needs would best be met by the academically
credentialed profess1ona1 or the "street- w1se" paraprofe551ona1,
both would be accessible to the client within the treatment team
approach. '

Involvement of a client's family in the therapeutic proces%
can also be facilitated by ‘the treatment team approach. Together
the clinical staff member and the indigenous community worker can
ad?ress the special circumstances and needs of th7 familial
envitynment in order to promote a positive therapeutic outcome on
the part of the client. The availability of both staff members

: T 87
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. affords the same benefits to the famﬁly system’as were previously
noted regard1ng the client. Interventlon w1th1n the client's

. environment via the integration of the famlly 1nto treatment is
frequentlv necessary due to the multiplicity of problems

experienced by many low-income Mexican' American fam111es. An
rvention

"increase in the effectlveness of. the .center's in
efforts would be likely to occur if both the Mexjcan
client .and his/her interaction with thq‘environmgnt are _addressed
by both the clinical staff member and the indIgenoys community

erican

worker.

Ideally, an open exchange of information would exist between
the team and client so that .all members would be informed of
issues and developments ocgurring during therapeutic or
supportive contacts. Such a policy of open exchange of
information would also allow the paraprofeséional to serve as an
interpreter for the client or his/her significant 6thers, should
such a need arise, without the breach' of cpnfiientiality that .
violates the client's prf%acy when extraneous staff -are brought
into therapeutic or diagnostic sessions to Franslqse.

The team can €lso facilitate the delivery of mental health
services to Mexican Ameriékns'ih two additional vital respects.
. The supportive services  delivered by the indigenous .

- .. paraprofessional to meet immediate needs may -allow the clinical

ﬁrofessional to. "buy' enough time" to allow the client to

experience the utility of - therapeutic interventions and

consequently become éngaged in a different caliber of treatment.

Furthermore, ‘the indigenous community worker may -facilitate

therapeutic treatment bf‘aiding the client with transportation

resources that enable the client to attend therapeutic services
that would otherwise be unaccessible.

. L C N
-The center's planning and program design process would be
enhanced by the feedback of the treatment team regarding service
needs. The‘debloyment of indigenous community workers within the
community would enable the identification of previously’ﬁeglected

Q )
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g?sereice needs and ided}ly red;ce the gaps betwelfh the . types of
services offered ‘and VH//:txpes of needs being experienced by
local residents. If, for example, an emphasis has been placed on ¢
aggressively -reducing the readmission rates of previously
institutidnalized persons, the indigenous community worker and
clinical staff ‘member could offer Valwable information regarding
the availability of “a social. support structure for such clients,
as' well as the design of a continuity-of-cafe therapeutic

&

»

Mexican Amer1can proponents of the use of indigenduS'mental
health workers, such.as :?p;on (1975) and the collabo ative work
of LeVine® and Padilla ‘(1980) emphas1ze the. imp

reciprocal’ exchange of Tdeas between mental health profe551onals

enef1t of the

latter's expert1se on loca; culture and community operat1ons is

to be derived at the program planning level. Gibson Ffurther |,
points out that such interchanges could promote the bgeékdown.of'
stereotypic barriers erected by many Aqglo American pfofessionals

that restrict and impede the quality of services delivered to_
Mexican Americans. Gomez and Copk (1978) support the .concept

that indigenous workeps must~” be fuliy integrated into the

cenferﬂs service planning process. ' . b

<r
.

tance of a

and 1nd1genous communlty workers if the full

14

Lastly, the interface Between the mental heéith(éenterfand
the community caﬂjexpand and become more viable as & result of the
‘work -of the. treatment tedm. The  team's, work at both the
" therapeutic and supportlve levels has p051t1ve implications fors
establ;shlng a strong, 1nteract1ve services network w1th health '
care, educat1ona1, legal recreatlonal, employment, m1n1ster1a1
gnd community support services. The coalit1ons built between the-
',1nd1genous commun1ty worker and- other service networks m&y enable
the paraprofess1ona1 to serve as a particularly potent adv?cate
for center clients. ’ oL T -

- - . .
4 N e
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The indigenous paraprofessional's work within the community-
may enable, him/her tolfdnction_as a catalyst in community self-
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help efforts or barrio advocacy endeavors, thereby making more
cre&rble the center's role in-'responding to the needs of average

.citizens in communlty affairs. 'The, 1nd1genous paraprofessional's

exposure within .the barrio would serve as a publrc relatrons
campaign within. the Mexican American communlty, as well as
illustrating the center s willingness to "hit the streets'" to
meet the needs of local résidents within -their envirohments. The
delirery of supportive mental\ health services. by indigenous
community workers to Mexican Americans within® the barrio also
addresses the earlier failures of communiryf mental health
services being inaccessible -to Mexican Americans. \

' %he _indi'genous paraprofessignal can ‘serve in the dual

ld . .
capacity of outreach workgr and public ,information disséminator
by oviding barrio residerfts with public presentations or graup

 ses ns dealing with topics of, mental health education and
prevention." As a result of~ such’ contacts, the indigenous,

community worker could acquaint residents with the center's
purpose and functions as well as facilitate contact with the
agency. Furthermore, serious disturbances that have’ gone
untreated may be noticed and pursued upon an outreach basis.
The'conceian}e benefrgz.of the treatment team approach,
with its incdérporation of the indigenous ﬁaraprofessional into

.the therapentrc a111ance, are merely speculative at thraqagrnt

Prior to assessrng the ut111ty of such an approach it must be
implemented within a community mental health center service
system. Several considerations involved in the” 1mp1émentatron of

this approacH\wfil be discussed br1ef1y'¢

L)
o e

. : . i ,
ApplicabiIitylof the Treatment Team Approach to ﬁﬁg CMHCs and

Mexican American Clients '
N 3

In the final analysis, no conceptual design of treatment
services is meaningful unless it hads the potential for realistic
application. Implementation of the treatment team approach is

conceivable, but would require several adaptive changes to be

&
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made on' the part of a community mental health center's operations

L

and philosophical foundations. .

s

The introductjén of . the treatment team approach would

- require,.in many instances, conceptual revisions&iegarding the
nature of mental health treatment (whether it,is t

be narjowly
or’)?rbadly defined) .and the purpose ‘and intent of community
menta}l health ~centers. If mental health problems are defined
very « narrowly, it is likely that -individuals experiencing
internalized psythodynam1c problems leading to. psych1atr1ca11y
defined illness will be considered the target populatlon. 1f
mental health is V1ewed from a broader perspective, the entire
environment ifi which individuals exist is seen as influencing the
client's personal anﬁ{éoéial functioning. The latter viewpoint
Ps more relevant tham the former if a service system is designing
programs to meet the needs of Mexican American clients, because

_ethnic and m1nor1ty populatlons generally experience more

detrimental socqal environmental circumstances and stresses than
do other culturql groups. : .

Community -mental health centers function with an ihherezf
service " philosophy that ' -defines the parameters of .center
functions. Prior to implementation of the treatment team
approach, pollcy determlnatlons would have to be made at’
ision-making levbls which recognize that  the
ort services is as vital to the reduct1oﬂ
of mental and emotional disturbances. as are more established,
psychodynamic forms of thérapeutic services. The proposed
expansion of service parpmefeys is made with the awareness that
the redpuced sta® and f na;glg} resources being experiénced by
the centers have imposefd budgetary pressures upon local mental
health se&vices. Nopetheless, the proposed treatment .team
approach .calls for,a realignment. and redefinition of the
professional and parapréfessional*staff positions that alréady
exist within the center's budget .rather than the preatidn of
additional staff positions. - -

administrative, de

inclusion of social su
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The implementation of the treatment team service mode would
necessitagé the develoﬁment of 1indigenous paraprofessionai
rec itmeh; and ,selection procedures, 1in-service training
mdéi?xs, and a format for work supervision and evaluation.
Recruitment and select1on procedures would ideally select
individuals representat1ve of the target populat1on who also
- demonstrate skills of compassion and warmth, a history of active
involvement in | the commuﬂity, a comprehensive awareness of
\¢ communlty resourses aud needs, as well as the abilitx'to work
within the role limitations defined by "the center. Thé training
.must be designed in such a way that the indigenous
paraprofessional’s abilities are enhanced, while basic
intervention and assessment skills are developed. * Inservice
trainings with center clinical prbfessionalé and indigenous
community workers would be necessary to _ address any disputes
regarding the- xpeftise of team members and to resolve any
interpéfsonal iissues that might impede the construction and
functioning of working coalitions. The inclusion of
representatives from the'%ocal Mexican American community, as
- well as Mexican American mental health professionals and
consultants, in the program planning .and implementation process
woguld facilitate the creation of a culturally appropriate program
pIan g .

~ ' 1+ Y

v
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Implementation of the treatment team approach presents
certain challenges to centers, and it merits consideration for
,1329 deliférr of more culturally congruent, high caliber mental
alth services to Mexican Americans. The perceived congruence
.between the team approach and the needs of Mexican American"
i}}edts will be supmarized. '

o \
v . & .

The 'proposed practice of a community resident participating
/r in the delivery of services to fellow residents by actively
moving within' the community, in a very real sense, embodies the
. spirit of the community mental health movement. If such a
\\‘“féractice were to be established wutilizing Mexican American
.~ indigenous community workers within the barrio, ;hefkommunity

o o ) L‘ '
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»ﬁentgl health center would have mgdé—a'tangible effortN\to become
visible, accessible and available to barrio fsidents. If these
efforts were complemented _ by the inclusion of a
‘bilingual/bicultural clinical brofessional teammate capable of
delivering culturally sensitive'fhe}apeuticié}rvices{ the Five
A's (Accessibility,” Availability, Appropriateness, Acceptability"
and ‘Accountability), identified by Owan (1980) as requisites in
the delivery of services to ethnib minorities, would be vastly
'improved in contrast to the nature of treatment generally offered
to Mexican Americans and other eghnic minori;ies at present.

4
Among the characteristics of the team approach4L;ﬁat are
highly congruent- with the nature of the needs and problems
experienced by Mexican Americans are:

~
’ r - h ) .
’ (1) the cultural proximity of the client and the indigenous
. ‘ ., community worker in both an environmental and -
s psychological sense; . ’
~ .3 ’ .
(2) ;the reduction of semantic barriers and the provision of
. . at least one 'téeam member capable of "working in the
client's idiom;

(3) the cépabilities inherent in the team of dealing with

- _ both intrapsychic and.-extrapsychic sources of stress and
‘disturqlnce; and )

(4) the provision of brief crisis interventiens of a 4
tangible nature and/or 1long-term ‘change-oriented
therapy.

Conclusion 4
e 4
The treatment team approach to the delivery of mental health
g sefvices is offered as an organizational alternative_that can be

applied within'the‘existing'community mental health structure,
lbeit with some revision. \Tﬁé proposed plam’ purposefully

relates only to staffidg and operational issues and avoids the R
question of the content of culturally relevant mental health .
setvices. The Mexican American population/isfa heterogeneous

ethnic group whose compgehensive needs’&annot pgésibly be met by

. > a - /,’ 4 " -
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focusing uponyone particular, treatment modality or therapeutic
style. In'contrast, because the lftprature still questions the
applicability of therapeutic services to many Mexican Americans,
it apears to be of utmost importance to make available to this
population any and all types of mental health interventions. The
issues of the qualitative éffectiveness of mental health

_treatment for Mexican Americamns are of great importance, but the

basic, issues of availability, saccdssibility and acceptability
still persist unresolved in many. communities across Texas. Thel
treatment teanpgpproach‘to the delivery of mental health services
empﬁasizes ”opeﬂing every door'" to treatment with the hope that
Mexican American"fégﬁunitieé will eventually 'get their foot in
the door" and receive appropriate mental health care. In

_contrast to the treatment team congept, the impressions and

attitudes of Texas (MHC administrators and staff regarding the
delivery of treatment services to Mexican Americans are reported
in the next chapter. s ‘
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CHAPTER V

AT

ROLES AND PERCEPTIONS d%{ims CMHC STAFF REGARDING
£ - SERVICES FOR MEXICAN AMERICANS

— - ¢

' The degree of the Texas mental health system's
responsiveness to the needs of Mexican Americans and other
special populations -is  in 1large parf determined by the
composition of. its staff and their attitudes regarding the
delivery of accessible and acceptable services to Mexican
Americans. If CMHC staff attitudes regarding the dglivery of
“culturally selevant, linguistically appropriate :g?v* s are not
compaﬁib;e with the "spirit of the law' elaborated in PL 94-63
and its ensuing amendments and regulations, it is likely that the
services will fail to fulfill the intent of the community mental

health concept outlined in the legislation. .

: 3 . A

Texas CMHC staff compositions and the perceptions of
.selected CMHC staff members regard¥ng the delivery of community
mental. health services to Mexican Americans are presented as
indicators of the "climate" ift which mental ‘health services are
being offered. The data reviewed in this chapter are compiled
from CMHC EEO staffing reports to the Texas Department of Mental
Health and Mental Retardation, structured interviews conducted by
the Mental Health Research Project with selected Texas_ CMHC
personnel;, and the Bvaluation of the Texas/New Mexico Symposium
on the Delivery of Mental Health Services to Mexican Americans
’ (Andrade, 1978). Much of the data presented is of a subjective
nature, which,makes it difficult to assess eépirically. Despite
* the limited generglizability and empirical strength of the data,
it represents a liminary effort to study the mental health

WA TRRMPRER ST P T

system and its servjices as fhey are operationalized by the C
administrators and lfreatment providers.
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CMHCI_Staffing Patterns in Relation to Treatment Services for
Mexican Americans

Bécause the treatment intervention 1is an interactional
phenomenon, both its process and content are largely determined
by the personalities, roles and cultural backgrounds of both the
service deliverer and service recipient. The therapeutic bond
that develops between the service deliverer and service-recipient
is not insured by cultural similarity between the t parti
but it is surely enhanced by the service deliverer' knowl dge
of , respect for, and ability to work within the c11e t's cultur
milieu. The hhgh level of cultural awareness that {is be11eved by '\
most Mexican American mental health professionals and scholars to
be necessary for effectlve service delivery to Mexican Americans
will logically be more prevalent in mental health settings where
Mexican Americans ‘have input into mental health program design .
and service delivery. An analysis of the staff composition at
Texas CMHCs, however, reveals . a deficiency, of equal
representation by Mexican Americans- at all staff levels engaged

< - in. the design or ihplementation of treatment programs.

- EEO staffing data reported by 28 CMHCs in Texas to the Texas
Department of Mental Healtq and Mental Retardation previously
compiled by Fiedler (1979) are presented in Table 1. Categories
1, 2, 3, 5 and 6 will be more closely examined as those CMHC staff
levels can be directly involved in the entire treatment procegs
ranging from initial contact with the client to administration of
the service delivery programs. : -




TABLE 1

66

- COMBINED CURRENT WORKFORCE FOR ALL COMMUNITY MEMR CENTERS (AS OF. 9/1/78)

’

EEO-1 €€0-2 €E03 €E04 | e£0s €06 ££0. Yeo.a “ro;ALs
OFFJACM. | MIOF. TECH. PSW. PARAP, | ORF.ICI. | §.c.v. SIMW.
. Waete 158 @%) | 132 (06 | 135 (52 | 6D | 287 ¢n | w860 | 6 08 | % @D 2435 (63)
Mraca 2 @ | 2000 | 6 @ 10 | wson | o mwan | 1an | s e 89 (10}
TRV W (| 1ws ) | 61 a8 2 (9 | 2@ | we Qo | ta» | 8@ - [ 133
Avsant b (3) 10 (1) i (=) 1 (=) 1 (=) 20 (L)
. fieleda 2 () 1 (- - (D s ) 13 (=)
# t
futats 181 1539 259 23 806 788 8 133 | 130

s The cocal includes 344 scaff from twe ceacers vaich did aot rapert echalc bruskdowm by ELOQ cacagory
= & Mumbery I8 pacenchesis ara percsacs ol coluss tocsls

’fq : e BesT COPY RYAILABLE
Within the centers report1ng data by ethnic groups, 83% of
EEO Category 1, including officials and administrators, are White
wh11e H1span1es constitute only 7% of that 'staff category. An
equally d1sproport1onate representat1on is observed in the data
regarding professionals Whereas 74% of the
reported professional workforce are White, only 12% are Hispanic. )
Of the 189 Hispanic professionals reported in Table 1, an '
analysis of fndividual CMHC EEO Data reported by Fiedler (1979)
reveals th%} 132 Hispanic proféssionals;(?O% of the total group) -
are employed at five CMHCs located in metropolitan areas around
.the state. The remaining 30% of the Hispanic professionals
reported are accounted for in the data from 23 other CMHCs. The
aggregation of data across the state, therefore, masks the fact
. that the of (the CMHCs Texas ‘
' underrepresented with reg§rd to Hispanic professionals.

in Category 2.

majority in are seriously

b ]

The EEQO figures in Table 1
proportionately represented in capegories 3 (technféians), 5
(paraprofessibnals), and 6 (office/clerical Cin relation to their
population status within Texas. jzg

indicate that Hispanics are

The proportionate Hispanic

Q " -
- -
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A

representation in categories 3, 5 and 6, in comparisonh with the
inequitable representation in categories. 1 and 2, creates a
serJice delivery system that 1is ‘"bottom-heavy" with Hispanic
input. Consequeﬁtly, Hispanic staff may have little or no impact.
upon the design of culturallysapprbpriate treatment services for
Mexican American clients. It is also likely that the lower level
Hispanic staff play no viable role in increasing the center's
~awareness of Mexican American <cultural dynamics an? the
components of bilingual/bicultural services. Rather than serving
in the consu tive capacity described within PL 94263, Sec.
206(c)(7)(d) t appears unlikely that the majority of the
Hispanic staff within the CQ;E
influential elements. More probably their function is one of

system are instructive,

facilitating the CMHCs' interaction with Mexican American clients
in the role of receptionists and interpreters. )

é

CMHC Treatment Staff Perceptions Related to Mexican Americans

In order to become familiar with the treatment attitudes and
procedures found among CMHC staff, the Mental Health Research
Project conducted ten site visits to CMHCs in Texas during 1980,
at which: time structured interviews were conducted with mediéal
directors, clinical directors and bilingual/bicultural service
deliverers employed. at se centers. The locations of the ten
site visits wére chosem\fpr -their. representativeness in terms of
locatiom within the stath, the distribution of Mexican American
population within the syate, and the centers' willingness to
cooperate with the research efforts. Although the information
obtained from such a small sample may be limited in terms of its
representativeness for each CMHC individually, it nonetheless has
enabled the formulation of several preliminary generalizations
that reflect the operations, functions, and attitudes of several
CMHCs and their staffs throughout Texas. The data, therefore, is
most meaningful as _descriptors of tendencies that are likely to
recur throughou er CMHCs in the state. o

7"
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interviews with the three of

types

\ clinical é%aff was to elicit each respondent's impressions

ivered by the CMHC, the respondent's
_the perceived responsiveness of the
coﬁmunity-at-large to the
terns, and the inclusion of
kﬁx lthough the open-
a11

ff1ng pat
es.
limit

rument and the

ended * nature of the
statistical analysis of the results,

sapple

the interviews did enable

the Mental Health Researeh Project to identify tendencies among

. the three positions

summary of those tendenc1es character1z1ng each staff position-

- follows .

Medical Dirgctors

Of the nine medical directors who were interviewed, all

interviewed with respect to treatment. A

K
1 (‘\
3 A

re

‘ psych1atr1sts or had had exper1ence as physicians in psych1atr1c

settings.

The majority of the med1ca1 ‘directores were males (8 of
9) and Anglo (7 of 9).

American were within the group of respondents.

-

The. tenure of

i

L]

the physicians at their respective CMHCs

appears to be a significant variable influencing the indiyiaual's

perceptions of the center and its responsiveness to the Mexican

American ‘community.
involved

. . . T
in their community’'s

Four medical directors have been actively
implementation of the community

mental health center and in some cases have been the oplf medical

director.

respective CMHCs for less than five years.

who
delivery

setrvice
\\/”/\Jé:Zviding adequate

assessments appear

longer tenure,

respondents'
either
effectiveness a@

unaware

to be subjectives j
involvement -with the Cj:a
of
the tenter or refer to evaluative measures that

The remaining five respondents have all been at their

-The physicians with

in many cases helped develop the extant
systems, regard their respective CMHCs as
services to the entire community. Those

udgments based upon the
as these physicians are

any evaluagive measures of service

Ld L}
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One Mex1can American and one As1an"
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have not yet been fully operationalized. The responses.’of tﬁé .
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five physicians with shorter tenure indicate less _¢értaiqf&>’\

regarding the effectiveness of their center within the gommunity.* *?
One of the physicians within the latter group stated that. the B
center is definitely not meeting tpe needs of';the Mexican
American community. The indicate tha#f their
unfamiliarity with the Mexican American communityklimfted them
from deteérmining whether the CMHC is adequately ser¥ing the

minority population.
4

other four

-~ .
1

The 1level of community input received by the medjcél
directors appears to be limited to their client contacts, ﬁhich,
constitute a limited segment of the local population;. Eigﬁ% of
the nine physicians said they do not meet with community advisory
groups, generally attributiné this failure to their excessive
workload. Although the majority of the responden€s identify
citizeﬁ.advisory groups and the CMHC Board of Trustees as'means
to obtain input from the community-;t-laige, six of the nin
physicians -are uncertain about how from the Mekig;j:)
American community is obtained.

are input

4

2

Regarding the delivery of treatment services, gpe_;esponses
of seven of the nine physicians indicate little or no °*awareness
of the of upon mental health
treatment. Rather, tHe-responses range from a denial of ethmic
differences to the belief that acknowledging cultural factors in
treatment is detrimental to the delivery of equitable services to
all.
translators to work with monoli 1, Spanish-speaking-élients.
.One respondent speaks fluent Spanish and two indicated that they

speak limited Spanish. o ‘

-

influence cultural variables

Six of the nine medical directors are totally reliant upon

L]
-

L
»”

The majority of the medical directors (7 out of 9) indicate
-that Mexican Americans do not require types of treatment that
their CMHCs could not provide. The §ame'number‘of.ragﬁbndents
also state that Mexican Americans are . ‘cooperative in
fulfilling prescribed treatment blans as any other client. These

as
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responses indicate that Mexican Americans are perceived by the
phy51c5?ns to be suitable to receive the psychiatric services
available and that Mexican Americans are not generally resistant
to treatment, both of which dispute the findings of several
previous research efforts. /.

. 1
Clinical Directors

‘Eleven clinical directors representing nine CMHCs were
interviewed. Eight of the respondents were Anglo, two were
Mexican American, and ohe was a Spaniard, while two were female
and nine male. The clinicalfdirectors have been academically
trained as either social workers (5 of 11) or psychologists (6 of
11).

The roles and functions of the clinical directors vary

widely among CMHCs. Seven respondents have primarily
administrative roles and appear to be actively involved with the
management and policy development at the center. - These

~

individuals are involved in the development and implementation of
treatment services, although 'their interviews indicate little or
no* direct service contact w{%hlgigents. These seven respondents,
however, are engaged in establishing collateral service
agreements with other human service agenc1es, communicating the
center's purpose to the commun1ty, and at times informally
enghging in the development of alternative funding sources. The
fo remaining respondents appear to fill a mid-management =role
1nvolv1ng,d1rgﬁt client services, as well as clinical supervision
and management responsibilities. Three of the nine respondents
indicate that they are interim appointments and, as such, they
have limited input into the center's system.

The clinical directors indicate that the avaidgbility of
CMHC services delivered in Spanish varies among the nine CMHCs.
While four centers are reportedly able to offer the full range of
services in Spanish, an equal number of centers have only partial

coverage with regard to Span1sh speak1ng staff One center's

:
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range of bilingual services are not known by its. two clinical
directors. When asked abpdt the center's efforts to serve
Mexican Americans through acceptablé and relevant psychotherapy,
the clinic directors report.that seven.centers are able to offer
psychotherapy in Spanish.. In some CMHCs, however, that means

academically trained to offer diagnostic and treagment services,.

that one Spanish-speaking staff member, who is;;i’29cessarily

is” available to interact verbally with Spanish-speaking clients.
Two centers report that no specific in-house measures have been
taken to offer acceptable and relevant psychotherapy to Mexican
Americans. According to their clinical directors, only two of
the nine centers have attempted to observe the customs and
rituals of Mexican American culture through milieu therapy.

, —

The majority of the clinical directors (7 of 11) indicate
that Mexican American clients generally do not come to the CMHC
with inappropriate‘or uninformed peeds. The impressjons of the
respondents regarding the utili?ﬁ%

Mexican American clients inditate that seven of the eleven
clinical directors believe tH¥t™he CMHC services are well-
utilized by Mexican Americans. " Three - of 'the remaining
respondents believe that the utilization by Mexican Americans is
low, and one clinical director #is uncertain. As noted by one
respondent, the utilization figures produce& at that individual's
center indicate that Mexican Americans are utilizing services in

. N . [ .
ion of available services by

proportion to their rgbreseﬁtation in the community. Many of the

services accounted for, however, are medication services.- The
underrepr?sentafimm of Mexican rAmericans: in psychj;Bgéapeutic
services, therefore, is generally overlooked if only_xdtilization
figures accumulated by the CMHCs are examined.
. . . ~

When asked to identify factors that limit Mexican American
utilization - of the 'genters, the «c¢linical directors most
frequently -offer thé'stigmafassocidted with seeking mental health
care (7 of 11 respondents) and lack of knowledge about the CMHC on

the part of the Mexic¢an American commuhity (6 of 11 respondents).
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The CMHC Board of Trustees, cémmunity'&éadersg'the schools, the
'clergy’and the media are also mentioned as links bgtween the
" various compunities and #he. CMHCs. e e
Lo v ' :
\‘Bflrngual/Bicuitural-Sertdceﬁpeliyerers \ a
‘!'. | , . -
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The lack of'interface between .the @MHC and Mexican Amerrcans is
.seen in terms of the.latter's reluctance to access the system due
to a lack of trust 1n/€t which is 11nked to the existence of
culturalzﬁ/rr1ers (such as.differences in language or sex roles)
ot both srdes. Three respondents ate.that the strong famrly
support system characterrstrc of tjgkyexfcan American culture
.reduces the need to seek outside support services. Only thrée of
theue%even clinical: directors indicate that an inadequate number

® i {AThe sa e nuhber believe ‘that inaccessibiligy of the
n. American populetion influencgs> service

‘utilization. . . )

‘ T - |

.. The cli?ical’_directors -identify six alternative supﬁgrt}
systems that’ they believe are -utilized by Mexican Americans

seeking mental health - -services ‘who do - :not 'come to the CMHC.

"Listed.in order of the frequency with whrch they were mentioned,

the alternazlves';nclude% lx the‘cleIgY, 2) the- fam11y, 3)

" curanderos, 4) . health -"care. providers, 5). soc1a1 servige

!

K k\providers, and 6) the ‘scheols. g ' . y

‘ | R : P
Seven clinic;d,directors indicate that they attend regular
citizen adviso?& hoard meetings. o . Only | three respondents,

" however, identify the ,citizen® advisory board ~as a ‘means- of
obtaining input- from.the community regarding services. Other
social service agencjes are sepn by ten of the eleven respondents
as .a means for the community to ifiform the certer of its needs.

In order to pobtain 1nput from ” a CMHC staff member who is

. likely to be involved in mentfﬁ health treatment services w¥th
Mexrcan Amerrcans, a structured interview was conducted with ten
r%31v1dua1s 1dentrf1ed by the1r ;respeatrve CMHCs ‘as' be1ng

1 - ' . ) . <

a
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. bilingual/bicultural service providers. Because the-number of
such individuals is so limited at sertain CMHCs, this group of é%
¢ respondents has widely differing levels of academic training that

~

range from peychiatf?\to paraprofessional levels. Specificallf,
the group of respondents include’one'psychiattist, four master's

‘ level- employees, = three bachelor's 1level staff, arid two
paraprofessionals .who indicated that they have not yet completed *
baccalaureate studies. ' :

P
g ’
e ot

Nine of the ten respondents in this group were Mex1can
) American. The final bilingual sérvice respondent-was of Peruvian
/f 6rigin°' no Mék1can Americans _were —on the staff ‘of that
individual's CMHC at the time of’the réesearch team's site visit.

¢ Sixty percent of the group are female. i

Three of the ten-’r spondents perceive their gﬂic to be .
making a sincere and adequateé effort to serve thé co¥munity-at- '
large and the Mexican \?ﬁﬁtan\gommunity'specificaliy. Three
service deliverers be@ii@L that e CMHC does:perform adequate
services for the community-at-large but is inadequately serving
the 1local Mexican Ametic%ns due to insufficient numbers of
bilingual/biculturai Mexican American @éfo; as well as limited
public relations an ‘outreach efforts 'in the barrio. * Two

- resﬁondents believe th their centetrs are not making a concerted

+~ effort to meet the needs of the Mexican American community,
although the CMHCs are haV1ng a positive impact upon the entire
community. The final two service deliverers respond that the !
services offered at their centers are not fully addressing the
needs of® either the entire community or pﬂgipan American

- o

Tesidents. . , .

All the respondents agree in their perception that Mexican
1Nmer1cans feel welcomeé at the center, but there is o Some
acknowledgment that this does not .indicate how "the local'CMHCs
are  perceived by the Mexican Americams who do not come for
services. Only one of the ten service deliverers maintains that
) the local CMHC is utilized fully -by Mexican Americans. The

'

f Q L4 -
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others indicate that Mexican \Americans who could benefit from the
center's serviges have"not been served'b& pﬁe existing system.
As one service deliverer notes, the CMHC in his community appears
to have engaged a significant number of Mexican Americans in
alcohol and drug "abuse services, but 1little impact is being

achieved with fegard to other mefftal hgalth problenms.

]

.

Similar alternative support systems are identified by the
bilingual/bicultural interviewees -as are poted by the clinical
directors. Listed in order of fr Cy, the front-line car
providers iﬁdicate?that Mexican Amg¥icans seeking mental healt

;pare who do not come to the C utilize: 1) curanderos, 2) the
extended famlly, 3) the clefgy, 4) health care providers, and 5)

* other social service agencies. Th1rty percéﬁf‘bfufﬁg respondents

add that despite the alternatives, a §ignificant number of

Mexican Americans do not have their mental health needs met. As

one respondent stated, "They ™(Mexican Afiericans) are staying at

home, in jail{ or in the hospital until- the evaluation cycle

.. begins again"  (Menfal Health Research Project Field Notes,

. 1980). ¢ o . 4

. Asse551ng the respons1veness of Mexic ;hAmer1can clients to\
CMHC- serv1ces, 80% | of the respondents lieve their centers’
therapy and services, to be acceptableljto Mexican Americans.
Within this group of respondents, however, it is noted that the

"services must be deliwered in a bilingdhl/ﬁicultural fashion and
breferably by a Mexican American care provider if the treatment.

= process 1is to be maximally acceptable to Mexican American
clients. The respondents from two CMHCs are unable to assess !
meaningfully the responsiveness of such clients.- One care

. provider notes that no trained Spanish-speaking therapists are on
staff at that individualt's CMHC.' The other states that 90% of the’
Mexican Americans bgipg served at the center receive only
medication so that it is difficult to assess how these clients

- might respond to a broader range of theXapeutic services. N N




One” of.‘the~“ten bilingual/bicultural workers assesses

traditional. therapeutic goals as" being consistent with .the
Mexican American culture. The remaining nine respondents are in
agreement. that .considerable ‘cultural revision is frequently
necessary ‘ﬁn ‘order to adapt «cognitive, confrontive and -
intellectualized thefhples to accommodate the cultural values
- held by many Mexican American clients. The opinion of the
service providers is equally divided regarding the sensitivity of
non-Mexican American staff and Mexican American staff to Mexican
American culture and customs Fifty percent find their fellow
Anglo employees to be generally sersitive, while the other half
of -the workers believe that cultural ignorance, misunderstanding
and .discriminatory attitudes can be found among non-Mexican
American staff. = , S ' .
' The bilingual/bicultural service providers make- numerous
recommendations regardfng improving the capacity of the CMHCs to
*serve Mexican Agericap clients. Li3ted in ‘order of freqguency,
¢ .the recommendations - “include: \;;T more Mexican American
professi hals ¢ 4t all CMHC staff levels, 2) more COmﬁunity'
ﬂOUtréEEﬁgﬁnto the barrio, 3) increased publicity agd.information
- dissemination to the Mexicdn American population, 4) the
employment of more Mexican American therapists, 5) the training
and sensitization of the entire staff te Mexican American
+ . culture, and 6) an- increase in .the number, of bilingual ° ‘«
information signs, receptionists and-: telephone operators. '

s ~ .
e

CMHC Staff Pergeptions MeaSured at the Texas/New Mexico Symp051um ‘

Y

L4 . -
The Texas/New'Mexico Symposium on the Delivery of Mental
Health Services to MeX1can Americans held " in 1977 brought
%ogether administrators, service staff and board members, fr%p
Texas and New Mexito to confer on the development of 1mproved
" community mental health sérvices to. Mex1can Americans. '%Pr1mar11y
a work1ng conference, the part1c1pants discussed the 1ssueé
related to the b111ngue1/b1cu1tura1 delivery of serV1ces as well
' as generated recommendations. The four categorles of CMHC staff

\)4 . Y . - N . " . . -. ) -.
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and represéntatives in attendance at the conference included
key Mexican

The

executive directors, program .directorsy

American staff members,

othar
and CMHC board of trustees members.

symposium evaluation document includes att1tude meaﬁures of the o

'conference part;c1pants regardzng cultural treatment issues and
services delivery to.Mexican Americans.

‘
v

N - %
The symposium evaluatio% process consisted of pre-and post-

conference questionnaires as well as workshop

completed by the participants.

assessments
The conferees ranked . fifteen
factors according to their perceived.importance to the delivery
of quality mental health services to Mexican American'consumers.
order, the fifteerk factors listed in the

In of priority,

evaluation document are=

-
4

;-

1) bilingual/bicultural CMHC stRf, y
i 2) 1location of the CMHC close’ to the barria and to central
transportatiapn networks,
. ~ 3) greater emphasis on the provision. of individualized
counsellng and psychotherapy in Spanish,
. 4) representatlon of b111ngual/b1cultural consumers on
"’ €EMHC Board of Trustees, -
5) “inservice training for Tonoly gual/monocultural'étaff
of CMHCs regarding Mex1can Ame 1can culture,
6) 1nvolvement of Mexican American folk healers in the CMHC
treatﬁznt system,
7) use of bilingual signs. and printed material in CMHCs:,
#8) 'use of b111ngual/b1cu1tura1 paraprofe551onal staff in
CMHCs, :
t 9) formation of consumer advocacy groups toﬂpromote Mex1can
’ -American mental health services, e
A - .
10) * bilingual public relations/educational campaigns
directed at. the Spanish-speaking community, ‘
1;) utilization of more group, therapeutic approaches,:

-
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12) development of bilingual/bicultural doctoral training

programs for mental _health service providers and
researchers in the state university system,

v

13) organization of more CMHCs in the state,

14) wutilization of b1L1ngua1/b1cu1tura1 service delivery,
- and .

15) increased emphasis -on affirmatlve action programs to

recruit bilingual/bicultural staff for CMHC positions
- (Andrade, 1978 pp. 10-11). T

-

The responses of the conference participants reveal
distinctions in the attitudes of different CMHC staff levels as

_well as ethnic variations. The executive d1rectors of CMHCs (of

which only 9 of the 23 1nv1ted attended the symp051um) are
consistent in ranking the service delivery factors lowér than

>
‘most of the other respondents, Of all the groups in attendance,

the executive directors. give twelve of the fifteen factors the
lowest ranking. They differ significantly in their attitudes

regarding the provision- .of psychotherapy in SPaﬂéﬁP’ the
'representation. of bilingual/bicultutal providers on boards, the

formation. ‘of advocacy groups for Mexican American ' health
services, the utilization qf bilingual/bicultural service models,
an increased emphasis on affirmative action te promote the'
employment’ of more bilingual/bicultural staff, 'and, the
development of more bilingual/bicultural doctoral programs:

.

3 -

With ,regird to ethnic variation, the Mexican American
conferees rank 14 of the 15 treatment factors as being of greater
1mportance than do’ the Anglo American part1c1pants. The bnly
factor ranked higher, by Anglo Americans is the one reldted to .

bilingual/bicultural train;ng of monol1ngual/monocu1tura1 CMHC

staff. * On 11 of the remaining 14 treatment factors, the
attitudes of the Mex1can American and Angl&.Amer1can part1c1pants
differ significantly with the. Mexican AmeT1cans consistently
ranking the treatment factors as more 1mportant than do their
Anglo American counterparts. . o '




. * ' .
Conclusion : a

'

Aithough the need for culturally relevant treatment services
is clearly defined in federal legislation and subsequent policy
. guidelines, CMHC staffing data, interviews w1th Texas CMHC
treatment staff, and the Texlys/New Mexico Symposium evaluation of

«CMHC staff 'attitudes toward cultural treatment factors all

indicate considerable variance with regard to %fnter 1nput from
Mexican American staff and to an,awareness of cultural issues in
. the treatme.® .of Mexican  Ameticans. The relative
underrepresentation of Mexican American input at administrative
and professional levels and the, apparently limited awareness of
CMHC administrators to cultural treatment factors that ‘affect
services delivery tao Mexican Amer1cans reduces the 11ke11hood
that the Yexas mental health system‘w111, of its own initiative,
be able to degvelop a system more responsive to the needs of
Mexicam Americans and other linguistic minorities. '

The apparent lack of impetus to revise the existing mental
health services network in no way d1m1n1shes the responsibilities

of - the Texas, mental health system to address. the needs of the

state's Mexican Amer1can popuiat1on. As the- knowledge base
ragardlng the de11very of b111ngua1/b1cu1tura1 mental health

serviees is rap1d1y being developed by m1nor1ty pract1t10ners,~

researchers and scholars, the question "How does a CMHC provide
culturally relevant services to Mexican Americans?" 1is no longer
a major obstacle. Rather;v the question that many community
mental health gxovrders or supporters cont1nuq to .ask is, "EEZ
should a CMHC provide culturally relevant, spec1a1 services to
Mexican Americans?" The final chapter d1scusses the implications
of 1mb1ement1ng such services at CMHCs in Texas.

.

[} ~ -

78

{




]
‘ . CHAPTER VI |
THE IMPLICATLONS OF IMPLEMENTING BILINGUAL/BICULTURAL
TREATMENT SERVICES AT CMHCS IN TEXAS

.
- <@
. ! - >
I3
5

This monograph eéndeavors to familiarize the reader, with

several key issues regarding the delivery pf culturally relevant’
1)

services to Mexican Americans.
the federal legislation and policy 'callin
cultural con51derat1ons affecting the bas1t

Among those “discussed are:
N
. for such services, 2)
intervention process,

and 3) preV1ously implemented or proposed-4lternative gdesigns for

the delivery of bilingual/bicultural mental health s¥gvices .to

Mexican Americans. Considerable discrepancy appears %o exist-
» 1 - ]

in ~whiche< Mexican Americans &are currently
served by Texas CMHCs “and ~ the “jdeal ~“bilingual/bicultural
treatment approach called for in the literature.reviewed within
this 1f culturally relevant, 11ngu1st1ca11y

between the manner

monographr

Americans, many aspects of the existing CMHC serV1ce system (such’

as ethnic staffing patterns, location of serv1ces,
o podalities wutilized, édministratlve attitudes,
_publigity efforts, and program planning) must necessarily be
reevaluated in order to determ1ne their effectiveness ot utlllty
in accomplishing that task. If CMHCs are to undertake such self-
scrutiny and make .a commitment to becoming more effective. for
Mexican Americans, the need for culturaliy relevant services and
the implications. of offer1ng such services for the CMHCs must be

outreach and

Despite the gr&wing volume of 1iteraturé on the importance

. of cultural considerations#in the délivery of mental 'health:
services, many care-providers fail to acknowledge ‘the need for

culturally specific services.. These individuals often believe

that one service delivery system can be edually aﬁplicablg to the

N . Ve
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appropr1ate mental health services are to be offered to Mexican ~

treatment .

’elaborated : , . e
l . Why are Culturally Reltvant Services for Mexican Americans
-0 3ust1f1ed7 . ‘ » ‘ N '
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needs of all ethﬂTt*jﬁéi;;; and that individual resistancg to

treatment is the reason why certain groups ,underutilizé or’
* benefit less from available services. This viewpoint, however,
ignores the fact that an individual's psychological and emotional
state of being ris the result of an interchange between the
person's intrapsychic nature and the sociocultural environment in
o which he or- shé exists. Failure—’fg}’recognize \cultu£:T 7
considerations 'in the delivery of mental health care severely
restricts the potential effectiveness of such services. As noted
by the Hispanic scholars .who reported to the Preésident's
Commission on Mental Health:

¢
¥

The healing intervention must "aim at
repairing individuals' 1linkages with thgir
— ..sociocultural support system while helping
- to reduce the .intensity of their’ internal
: ‘conflicts.” These two processes go hand.in _
. hand. A mental health program which- attempts .
~ to ° ‘reduce patients' anxieties with
. medication or individual therapy while
neglecting or assaulting their sociocultural
values will defeat its own purpose and cause
more , damage than benefit. In short,
, s individuals * have . their roots in their
L . ethnicity. .Damage to these ethnic roots can
) cause serious psycholegical trauma, °while -
respect for them facilitates the development ‘
~ of a therapeutic alliance and healing
* process. (Report of the Special Populations
| Sub-Task Panel on Mental Health of Hispanic '
" Americans, 1978, p. 910) . /.,

-
-

Cultyrally relevant mental health services gof Mexican,

. Americans are needed because tHose services that are currently
availayﬁe at CMHCs are generally rooted-within the Anglo American
cultural system by virtue of the fact that they are primarily

_ designed and delivered by Anglo Americans. Because the cuﬁzéﬂt . -
=~ CMHC setvice- delivery. system lacks adequate Mexican American,
. input at the policy-haking, administrative and prefessional
levels, it is unlikelyzthaf.the ?ervicq outcome will be 'aximally;.

meaningful to Mek@can Americans; Because the existing system
addressea mengal health needs from an Anglo American perspective, "

1 . - . . 1 v
oo reasonable for .Mexican Americans to call for
O ‘ ¢ o ’ s . ’ . ‘ , .
g ' ) t . . , -
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.




) : ; 81

bilingual/biculfural meqﬁal health services from the CMHCs which
are mandated to meet the specific needs of all numerically
significant minority groups within their service areas.

Often the proponents of culturally specific mental health
" services encounter. opposition from mental health program'
adgiwistratbrs and staff who contend that .such programs are
discrrminatory. ° Because culturally specific programs are not
equally applicable to all cultural and-ethnic groups, opponents
of such mental health service concepts refuse to consider th.
implementation of alternative service designs and continue -the
provision of Anglo-griented mental health éervicgs that are, for
the most part, planned and delivered by Anglo staff. The outcome
is still "a mental health services program that is éulturally .
irrelevant to Mexican Americans and other ethﬁic'minofity groups. -
The argument that .culturally specific: services—for Mexican
Americans ahd other ethnic mindrity groups should' not be
implemented because they are discriminatory is unjustified
écause. it fails to recognize tRat the current mental health.
?}stem is generally discriminatory with regard to the needs of
man} Mexican Americans. ’

-~

-

The projected increase in the number of Mexican Americans in

Texas also legitimizes the need for bilingual/bicultural mental,
health services. 'In addition to being the most }apidly growing
minority group within: 'the nation, 53 percent of the current
Mexican American population is“cqomposed of individuals 21 years
of age and younger while SZ‘}percent of the Anaﬁo American
population.and 47 percent.of the Black American population fall

j within the same age group (Ramirez, in press). The, heaviest

.utilization of CMHC mental health services is found to occur

)/émqng individuals who are 21" - 64 years. of 'age (Ramirez, in
press). A larger number of Mexican Americans, fheréfore, will be
entering the sge groups in whigh the_éreatest utilization of CMHC

P [
a

servid%s ocgcurs.
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Implications of Delivering Bilingual/Bicultural Services for
CMHCs “ * '

L - .

‘.

providers, 1 al, state and federal governmental
funding bodie }
sectors within
have failed to
methanism for the

increasing recogniti

ies. The critics contend that the CMHCs
tablish that they are the most adequate
elﬁvery of mental health serv1ces. The
of public mental health problems and the
decreasing availabilify of adequate fiscal resources within the
tight economy of thef 1980's, however, make it imperative that
funds be allocated ajld services delivered in the most effective

and efficient manner
P
£'3

ossible.
vi %, The widespread concern -about the effgctiveness of §¥HC5 is
’dpé~in part to their failure to be sufficiently-accoun%able. As
Chu aﬁd'Trottér (1974) report, the Nader Report on the National
Inst1tute of Mental Health (NIMH) criticizes the CMHCs for having
been acco&ntable neither backward to the NIMH nor forward to the
communigy residents’ who are to be served. The concern about the
CMHCs'~ accountability is spreading and potentially threatens
future ‘fudaing én@ ‘the existence of community mental health
centers. . E ’

. o - -
a ,_A‘." \'\‘

Although tﬁg difficulties inﬂirent in evaluating - the
effectiveness of. mental health. serv1Ces are considerable, the
cont1nued operation of CMHCs reqﬁ1res that funding bodies and the
community recognize the ut1}1ty,of CM@Cé. As Musto-.states:

The pressure to justify the exp;nse and
show the effectiveness of various mental
health treatments is 1ncrea51ng, and in this
new climate CMHC advocates, are finding it

)  hdrd to justdfy their continued funding as .
“separate organizations. Even ‘those ‘
convinced that mental health treatment is of
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u . value have suggested that the CMHCs 'be

’ ..o integrated with social service agencies or
with broader health care systems (such as .
general hospitals or health mainterfance
organizations), instead of continuing to ask
. for what the1r critics call special
-~ privileges  through categorical  grants. _
w . (Musto, 1975, p. 77) ¢ ”

.. ~The continued operatlon of the CMHCs appears-to be at least
“ ’part1a11y dependent upon their establlshlng themselves as
de11verers of effect1ve _treatment services and the organlzat1on
of a ‘local communlty constituency that is willing to attest to -
the center's usefulness and effect1veness in the area. In -order

- to do .so, .€MHCs may have to. consider the 1mp1ementat10n of
Annovative treatment approaches which have been developed in
order to max1m1ze treatment effectiveness with a minority client

' populat1on rather than adhering to traditidnal psychotherapeutic
methods that have beén qp1tlg1zed as be1ng suitable primarily for
individuals comfortable w1th verbal, introspective treatment

approaches. T . .t

St e, e ¢

The addition of bilingual/bicultural services to the regimen

of treatment serv1cesﬁava11ab1e at ‘CMHCs would both testify to a
sincere commitment on the centers' part to meet the mental health
needs of the Mexigan. Ametrican community and make available
services that are repérten to increase Mexican American

utilization of and responsiveness to mental health care. In

¥

turn, .a responsivenegs on the part ‘of CMHCs to the treatment

needs of Mexican Americans';WOuid“inést likely generate a

supportiée attitude on the part of Me;igan Americans toward the

CMHCs. ¢The Mexican Amerjcan community, which is growing in

numbers and ‘political forcefulness,.colld then function as an
advocate for the continued ‘operation of the CMHCs .

=
-
-
. PO
v

' . The Report to the Prdsident's Commission on Mentel.Heeith by
. the Special Populations Sub-Task Panel bn Mental  Health of
Hispanic Americans illustrates the Hispanic community's interest
'in the' continuation of the CMHC servite‘ﬁelivery,system. The

~ : : . 94 :
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majority oé the Hispanic population-lives:in.povérny and cannot
afford to pay for mental health care. Hisﬁanics} therefore, have
ja sincere interest in the cont1nued prov1s1on of commun1ty mental
'thealth servicés assuming, of course, that those §erv1ces endeavor -’

federal support for CMHCs without compensation by proportionate
increases in state ‘contributions .and the amendements to PL 94-63
that increased the number of mandated services without i creasing

e " recommends thag&zz B o : .

(a) Adequate -and stable funding ° be
grov1ded to continue the aperation of CMHCs.
mplicit in, this recommendation 'is the need.
.t ' to .stipulate a firm and stable shared/
commitment on the part of federal and state
governments to the continued funding of .
mental health services; (b) guidelines f°?@g
1mp1ementat1on of PL'94-63 allow for greater
. . flexibility in  the provision of mandated
" © services; and (c) the specific needs of g&
. Hispanic communxty be explicitly recogniZed
sand addressed in the.drafting 6f any state or
federal legislation regarding accreditation. a
(Report of the.Special Populations Sub-Task
Panel on Mental Health of Hispanic Amer1cans,
1978, P 918)

+

¥

4

— . r The recommendations indicate’ that Hlspan1cs have assumed the
role of an ally rather than an adversary with regard to the
cont1nuat1cu§ of CMHCs. The recommendations do, however,; insist
that the mental health system be responsive in the following
manner : '

et

If -we accept the concept of biculturality
and the right to treatment’ wi;ﬁin one's r
cultural framework, it owWSs that
Hispanics must participate in every aspect of
. the delivery of gervices to members of- their
s .- ' ethnic group, and that the members of the
dominant culture must become acquainted-with
and sensitive to the cultures of the variods

. .
P ' 84
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to reach Hispanics. The Report notes that the phase-out of.

funding have imposed difficulties for the CMHCs in attempting to
deliver mental health services. With regard to~ €MHCs, the Panel’

LN )
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ethnic groups - represented among ‘their
clients -and patients. (Report of the'Special
Populations Sub-Task ‘Panel on Mental Health .. %
of Hispanic Americans, 1978, p. 911)

£

The response to the Mexican American community in Texas must
now come from' the CMHCs. The literature reviewed within this d/~&
monograph clegrly indicates th§t Mexican Americans do engage -
meaningfully T;» a ‘wide “variety ‘of méntal lealth treatment =
services if the services are offered ih 4 cultuqallf'seﬁsdtdve,' Y
s ‘linguistically appropriate manner. f : ' h ’ C ' '%”
N ! o : ) ) "b

» -
Ny has been noted,‘ex1st1ng méntal health service networks
) {iycan b adapted to offer b111ngua1/b1cu1tura1 serv1;es but not

without considerable r6v1s1oq ‘on'the” aenters' part. weassessment
of the CMHCs" ba51c fphilosophical outlook and behav1ora1
responses to Mexlqan Amerxcanac}1ents _are necessary in order to
U determine whether the Mex1can Amerlcan culture 1s réSpected and
~ ~ affirmed throughoqt the treatment ‘process. "An aggress1ve
" recruitment campaign of\BMex1can Amer1can administrators and
profess1onals by CMHCs is "also necessary if the service system 1is
) . to reflect Mexican ‘Amer1can input throughout. Finally, the
o Mexican American commun1ty must be informed  via media- campaLgns -
\xand outreach effarts that the CMHCs exist to serve the1r mental |
health needs, as well as those of. other Texas res1dents. Through'
such efforts, the CMHCs would move much closgr to realizing fheira ?
stated intent of meeting the mental health needs of Mexican '
ericans in Texas. A mutually beneficial alliance. could then
:$EI%Q~petween the CMHCs, which’ exist in order to fulfill the
publiE‘s mental health needs, and the“MeXiédh'Anerican community,
which could offer needed support and substantiatjon of the°CMHCst '
serviFes efforts and potential effebtiVeness in Texas. %
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