INFORMATION TO USERS

This was produced from a copy of a document sent to us for microfilming. While the
most advanced technological means to photograph and reproduce this document
have been used, the quality is heavily dependent upon the quality of the material
submitted.
The following explanation of techniques is provided to help you understand
markings or notations which may appear on this reproduction.
1.The sign or "target" for pages apparently lacking from the document
photographed is "Missing Page(s)". If it was possible to obtain the missing
page(s) or section, they are spliced into the film along with adjacent pages.
This may have necessitated cutting through an image and duplicating
adjacent pages to assure you of complete continuity.
2. When an image on the film is obliterated with a round black mark it is an
indication that the film inspector noticed either blurred copy because of
movement during exposure, or duplicate copy. Unless we meant to delete
copyrighted materials that should not have been filmed, you will find a
good image of the page in the adjacent frame.
3. When a map, drawing or chart, etc., is part of the material being photo
graphed the photographer has followed a definite method in "sectioning"
the material. It is customary to begin filming at the upper left hand corner
of a large sheet and to continue from left to right in equal sections with
small overlaps. If necessary, sectioning is continued again—beginning
below the first row and continuing on until complete.
4. For any illustrations that cannot be reproduced satisfactorily by
xerography, photographic prints can be purchased at additional cost and
tipped into your xerographic copy. Requests can be made to our
Dissertations Customer Services Department.
5. Some pages in any document may have indistinct print. In all cases we
have filmed the best available copy.

University
Microfilms
International
300 N. ZEEB ROAD, ANN ARBOR, Ml 48106
18 BEDFORD ROW, LONDON WC1R 4EJ, ENGLAND

8100600

MCLAUGHLIN, MICHAEL JOHN

CHICANO PARAPROFESSIONAL ACCULTURATION AND COMMUNITY
MENTAL HEALTH IDEOLOGY: MEASURING THE BRIDGING
FUNCTION

The University of Arizona

University
Microfilms
International

PH.D.

300 N. Zeeb Road, Ann Arbor, MI 48106

1980

GHICANO PARAPROFESSIONAL ACCULTURATION AND
COMMUNITY MENTAL HEALTH IDEOLOGY:
MEASURING THE BRIDGING FUNCTION

by
Michael John McLaughlin

A Dissertation Submitted to the Faculty of the
DEPARTMENT OF PSYCHOLOGY
In Partial Fulfillment of the Requirements
For the Degree of
DOCTOR OF PHILOSOPHY
In the Graduate College
THE UNIVERSITY OF ARIZONA

1 9 8 0

THE UNIVERSITY OF ARIZONA
GRADUATE COLLEGE

As members of the Final Examination Committee, we certify that we have read
the dissertation prepared by
entitled

Michael John McLaughlin

Chicano Paraprofessional Acculturation and Community Mental Health
Ideology:

Measuring the Bridging Function

and recommend that it be accepted as fulfilling the dissertation requirement
for the Degree of

Doctor of Philosophy

.

~ .3 * ~^
Date

y/?co/po
Date

C.
Date

/

Date

Date

Final approval and acceptance of this dissertation is contingent upon the
candidate's submission of the final copy of the dissertation to the Graduate
College.

I hereby certify that I have read this dissertation prepared under my
direction and recommend that it be accepted as fulfilling the dissertation
requirement.

l-J ~
Dissertation)Director

Date

—

JtP

STATEMENT BY AUTHOR

This
requirements
is deposited
rowers under

dissertation has been submitted in partial fulfillment of
for an advanced degree at The University of Arizona and
in the University Library to be made available to bor
rules of the Library.

Brief quotations from this dissertation are allowable without
special permission, provided that accurate acknowledgment of source
is made. Requests for permission for extended quotation from or re
production of this manuscript in whole or in part may be granted by
the head of the major department or the Dean of the Graduate College
when in his judgment the proposed use of the material is in the
interests of scholarship. In all other instances, however, permission
must be obtained from the author.

ACKNOWLEDGMENTS

I wish to thank a number of people who were helpful to me in
the completion of this study.

The members of my doctoral committee;

Dr. Robert Buckingham, Dr. Marvin Kahn, Dr. Peter Madison, and Dr.
Donathon West were supportive and gave direction to the project; Dr.
Philip Balch, who provided careful guidance deserves a special thanks,
both for his work on this project and for his able tutelage during the
past four years.
The Spanish Speaking Mental Health Research Center of the Uni
versity of California at Los Angeles, and particularly Stephen Lopez,
Esteban Olmedo and Rene Ruiz contributed to the design of the study.

A

number of workers at community agencies were helpful in providing
access and support during the data collection.

These include Ron Cruz

of Nosotios, Bill Maytorena and Dr. Jorge Espinosa of El Rio Santa
Cruz Neighborhood Health Center, Margaret Hughes of Pima College, Greg
Hart of the Liberty Adult Learning Center.

Gloria Dulgov of the Pima

Council on Aging, Arnold Aroz and John Rodriquez of the South Tucson
Lions Club, Mike Fischer and Dr. Stephen Scott of the Phoenix South
Community Mental Health Center, Miriam Kile of Palo Verde Hospital and
Colleen Dickenson and Robie Pardee of Help-on-Call.

I appreciate the

effort of all of these people without whom the study could not have
been undertaken. Tomas Gonzalez--Forestier's assistance in providing
Spanish translation was invaluable.

The Research Support Section of

The University of Arizona Computer Center and Todd Flynn provided
iii

technical assistance during the data analysis.

Daniel Trigoboff made

many helpful comments on the paper and Sharon Calvert assisted in
proofreading the final manuscript, and in running many errands to help
complete the project.
A special thanks is due to my wife Ruth for her typing the
preliminary drafts and for helping me see the project through to its
conclusion.

TABLE OF CONTENTS

Page
LIST OF TABLES

vii

LIST OF ILLUSTRATIONS

viii

ABSTRACT

ix

INTRODUCTION

1

General Health Care in the Mexican-American Population ....
Factors Responsible for Underutilization
Cultural Explanations of Mexican-American Underutilization . .
Programmatic Attempts to Correct Underutilization
MENTAL HEALTH PARAPROFESSIONALS

2
3
5
11
14

A Note on Terminology
Evaluations of Paraprofessional Performance
The Proposed Study
Hypothesis . .
Importance of the Study

15
16
19
22
23

METHOD

25

Subjects and Setting
Measures and Statistics
Procedure

25
27
30

RESULTS

.

Description of Respondents ....
Analysis of Variance
Correlation of Major Variables
Summary

.

DISCUSSION

31
31
35
35
42
43

Limitations of the Study
Implications for Service Delivery
Implications for Paraprofessional Evaluations ........
APPENDIX A:

46
47
50

INSTRUMENTS AND RESULTS OF PILOT STUDY

51

•APPENDIX B: 'CELL FREQUENCIES AND CHI-SQUARE VALUES

74

t

v

vi

TABLE OF CONTENTS—Continued

Page
REFERENCES

91

t

&

LIST OF TABLES

Table
1.

Page
Characteristics of Indigenous Nonprofessionals

17

2. Sample Sizes

32

3.

Response Rates by Source

33

4.

Chi-Square Differences Between Groups

34

5.

Results of Analysis of Variance

36

6.

Results of Analysis of Variance with Pooled Community Data .

38

1

vii

LIST OF ILLUSTRATIONS

Figure

Page

1.

Multiple Range Test Homogeneous Subsets

37

2.

Multiple Range Test Homogenous Subsets with Pooled
Community Data

39

3. 95 Percent Confidence Intervals for the Mean of
Sample Groups

40

4. A Non-linear Model for Provider-Community Interaction ...

45

viii

ABSTRACT

Chicano indigenous paraprofessionals, professional mental
health workers, Mexican-American community members, and Anglo paraprofessional controls were presented the Olmedo-Martinez Scale of
Acculturation and the Community Mental Health Ideology Scale. The
hypothesis was that indigenous paraprofessionals would exhibit greater
sociocultural congruence relative to community members than do pro
fessionals, and the paraprofessionals thus provide a bridge to the
community.
Results for the acculturation measure support the hypothesis.
Community Mental Health Ideology differences among mental health worker
groups were not significant, however.

Limitations of the bridging

concept are discussed and an alternative concept is presented.

Impli

cations for service delivery include recommendations for continued
recruitment of indigenous nonprofessionals and expansion of the edu
cational role of professionals.

The question of the cultural relevance,

of community mental health ideology is raised.

1I

ix

INTRODUCTION

It has long been known that Mexican-Americans have under
utilized mental health facilities relative to their representation in
the population.

Early studies of this phenomenon mostly documented the

fact, while later writers and studies have focused on patterns of
underutilization. The first section of the present paper will discuss
minority under-representation 1) in mental health services, 2) within
the context of general health care, 3) in relation to previous and
present thought about Mexican-American culture, and 4) in regard to
programmatic attempts to alleviate under-representation in mental
health services.
There is a growing body of literature which points to the
under-representation of Mexican-Americans in existing mental health
services.

Jaco (1957) noted that Mexican-Americans had a lower rate of

hospitalization for psychotic disorders in the state of Texas.

Karno

(1966) first reported marked under-representation of Mexican-Americans
in a public outpatient psychiatric clinic in California and, in a later
paper (Karno and Edgerton, 1969) reported a similar gap between the
proportion of Mexican-Americans in the general population and those
served in various types of public mental health facilities.
In a report to the National Institute of Mental Health, Padilla
(1971) voiced concern that under-representation would continue to be
a problem within the developing community mental health system.

Sub-

r

sequent studies by Padilla and Ruiz (1973) and by Abad, Ramos and
1

Boyce (1974) have indicated that Spanish Speaking/Surnamed individuals
are seriously under-represented in community mental health facilities.
Sue, Allen, and Conway (1978) demonstrate a similar pattern in the
Seattle area.

Weaver (1973) presents data from New Mexico demonstrat

ing a lower rate of treatment for mental health problems among
Mexican-Americans.

He also cites a California study which claims

greater utilization of public mental institutions by Mexican-Americans,
though this later finding is tempered by the finding of Bloom (1966)
that Mexican-Americans are under-represented in total public and
private first admissions in the Denver area.

Though recent studies

have found Mexican-Americans to utilize services in proportion to the
population (Moll et al., 1976; Wolkon et al., 1974), the authors only
tentatively suggest that the pattern of utilization is changing as both
studies were undertaken in a section of Los Angeles where attempts have
been made to improve services to the Hispanic population.

General Health Care in the MexicanAmerican Population
The low numbers of Mexican-Americans in mental health settings
occurs within a pattern of poor general health care. Despite higher
incidence rates--twice as high for some illnesses, Mexican-Americans
receive less medical care than the Anglo population.

Padilla, Ruiz,

and Alvarez (1975) report that minority group members, and particularly
those who are poor, receive less health care than the rest of the popu
lation.

Aranda (1971) describes the health care patterns of Los

Angeles county.

He cites a low rate of hospital admissions and medical

attention despite high rates of bacterial and parasitic infections,
circulatory disease and accidents.

Many medical conditions remain

untreated and women typically receive little or no prenatal care.
Gutierrez (1968), studying a four-county area in South Texas, reported
very high rates of untreated tuberculosis, hepatitis, and malnutrition,
as well as untreated dental problems.
There is a critical lack of data about Mexican-American health
care patterns.

Weaver (1973) writes that the important service

delivery questions cannot be answered with available data.

Fabrega and

Roberts (1972) claim there is "almost no data available on the health

status and patterns of health care of Chicanos."

Grebler, Moore and

Guzman (1970) write:
As for their health status, the highly inadequate data for a
few areas show perceptibly greater neonatal and infant death
rates—always a telling indicator of depressed economic con
ditions. Likewise pneumonia and tuberculosis is seen to be
more frequent than in the general population (p. 23).
In hearings before the Cabinet Committee on Mexican-American Affairs in
El Paso in 1967 it was stated, "Public health (including mental health)
is a case in point.

We lack data to assess the health needs of this

minority; we lack even rudimentary vital statistics."

Factors Responsible for Underutilization
Recent attention has shifted from documenting minority under
utilization of services towards studying the patterns of utilization,
in an attempt to isolate underlying, causal factors.

Studies have

focused on variables such as socioeconomic status, level of acculturat

•tion, and value systems of patient populations.

Much of the reported

underutilization of mental health services may be accounted for by
poverty (Padilla et al., 1975; Karno and Edgerton, 1969).

Padilla

(1971) reports census figures showing SSS^ family income to be 70 per
cent of the national average coupled with double unemployment rates,
poor education and a higher illiteracy rate.
There is a large body of literature dealing with socioeconomic
status and mental illness.

Among others are studies which have related

the conditions of poverty to differences in incidence and degree of
mental illness (Hollingshead and Redlich, 1958) and to the types of
treatment sought by and offered to the poor in a community mental
health center (Balch and Miller, 1974). Bullough (1972) sees under
utilization as a concomitant of poverty, supporting her contention that
health care underutilization among the poor is reinforced by aliena
tion, as measured by powerlessness, hopelessness and social isolation.
Frank Riessman states the case that underutilization is by choice, "the
essential power of the poor has been the veto:

to refuse services."

While this discussion leads away from the present topic, it is clear
that socioeconomic status differences are important in the patterns of
mental health service utilization among Mexican-Americans.
Padilla, Carlos and Keefe (1976) compared responses of
American-born Mexican-Americans to those of Mexican immigrants in their
knowledge and use of public mental health clinics.

The American-born

1. The term Spanish-speaki-ng/surnamed (SSS) seems to be the
most comprehensive term to describe the Hispanic population. This
usage is taken from Padilla et al. (1975) and Padilla and Ruiz (1973).
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group was more knowledgeable about mental health services than those
persons born in Mexico.

The former group, which was more highly edu

cated and spoke better English, was less likely to approve of using
mental health clinics, however.

A related study by Miranda et al.

(1976) looked at the level of acculturation of persons undergoing
psychotherapy. The study revealed that Mexican-American females who
remained in psychotherapy for a minimum of five sessions demonstrated
higher levels of psychological and behavioral acculturation (to the
dominant society) relative to those Mexican-American females who termi
nated therapy prematurely.
to be related to SSS.

Length of stay in treatment was found not

Though these results are contrasting, it seems

level of acculturation may be an important mediating influence.

Cultural Explanations of MexicanAmerican Underutilization
Even before any data had been gathered there were explanations
put forward for the differences in usage of mental health facilities.
(For a good discussion of the development of theories of MexicanAmerican health care see Weaver, 1973).

The initial writing on

Mexican-American health care was by Saunders (1954).

Much of Saunders'

discussion related to the use of folk healers, called "medica" or
"curandero".

Saunders described illness and treatments which are alien

to "scientific" medicine.

While his writings lean heavily on such

cross-cultural comparisons Saunders cites the factors which cause
underutilization as lack of availability, cost, lack of knowledge,
fear, resistance to separation from family and distrust of the
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informality of Anglo medical procedures, as well as reliance upon and
belief in folk healers (Saunders, 1954, pp. 164-169).
No less than contemporary writers however, Saunders attempted
to overcome the lack of availability of services to Mexican-Americans.
He made a number of recommendations to those who would work with
Spanish speaking people.

These include:

1.

Do not minimize the intelligence

of Mexican-Americans.

2.

Expect patients to be tense and relieve them.

3.

Expect communication problems.

4.

Respect modesty.

5.

Have some knowledge of folk notions.

6. Do not expect rigid adherence to time schedules.
7.

Consider the realities of poverty life.
Jaco (1957) made the first extensive data-based study of the

usage of mental health services by Mexican-Americans.

He measured

incidence rates of psychosis among Mexican-Americans in the state of
Texas during 1951-52.

While admitting the figures may not be com

pletely accurate, he concluded that there is a lesser incidence of
psychosis among Mexican-Americans due to some preventive aspects of the
Mexican-American subcultural system. Jaco thus did not see underutilization as a problem.
Following Saunders, a number of writers have presented data in
support of the view that Mexican-Americans rely to a great extent upon
folk medicine—to the extent that they underutilize Anglo medicine
(Creson, McKinley and Evans, 1969; Leininger, 1971; Torrey, 19 73).

An
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alternative view taken by other researchers is that folk medicine is
much less widespread than is indicated in this literature (Edgerton,
Karno and Fernandez, 1970).

Nail and Spielberg (1967) present data

which "clearly indicate that commitment to the folk medical belief, the
practice of propitiatory religious acts, and the use of folk cures by
the subjects of this study are not related to the acceptance or rejec
tion of treatment for tuberculosis."

Treatment rejection was more

related to social integration with those most integrated into community
life least likely to accept treatment.
likely to accept treatment.
sons in southern California.

Alienated subjects were more

Padilla et al. (1976) interviewed 666 per
The curandero was placed low on a list of

mental health resources recommended or used by those interviewed.

The

authors concluded that the urban respondents are not extensively
dependent upon curandero and that the low rate of clinic use by the
respondents could not be explained by a preference for folk medicine.
Press (1971) discusses the many studies of folk healing.

He

argues that there has developed a stereotype—largely rural, peasant
derived, of the folk healer.

Describing folk healers in present day,

urban Bogota, Colombia, he believes there has emerged a more flexible,
holistic type of healer.

Though he does not make the comparison, many

of the characteristics of these healers are similar to those of Anglo
physicians—use of medicinals, a brief impersonal approach, separation
from family members and the charging of a professional fee.
It seems clear from the available data that there are effects
of acculturation and urbanization which would create a different
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pattern of service acceptance.

As pointed out by Ruiz (1977) there may

be regional differences as well.

At any rate the SSS population can no

longer be described as a heterogeneous mass which has its own system of
medical care and which may be ignored in future health care planning.
In a series of articles, Ruiz and others (Padilla and Ruiz,
1973; Padilla et al., 1975; Ruiz, 1977) have developed the position
that there are extrapsychic, culturally or environmentally produced
stresses, as well as intrapsychic ones which may produce mental health
problems.

A further contention is that problems created by extra-

psychic stresses such as racism, cannot be relieved by existing con
ventional intrapsychic treatment modalities.

This in large part may

account for the failure of some existing treatment facilities in their
attempts to treat the SSS population.
These writers point out that researchers also have failed to
reach the SSS population.

For one thing, research on the SSS has

failed to take into account the diversity within this group.

Ruiz

(1977) discusses the myth that Chicanos are members of a single, uni
fied, and homogeneous cultural group.

There is wide variation among

Mexican-Americans in their area of origin and reasons for having left
Mexico.

Even among groups which are homogeneous in origin, such as

Mexican-Americans in the Southwest, there is diversity in such factors
as level of acculturation or assimilation and socioeconomic status.
Ruiz recommends that more refined means be developed for discriminating
between subgroups of Chicanos and that cultural variables should be
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measured in specific populations within geographic regions, urban
versus rural areas, etc.
But stereotypes of the Hispanic persist.

There have been

demonstrations of stereotyping in personality testing (Maldonado, 1975)
and in the judgment of speech patterns (Williams, Whitehead and Miller,
1971).

And a narrow view of the Mexican-American remains.

Sotomayor

(1971) points out that many professionals accept the often misleading
assumption that Mexican-American families follow a patriarchal model.
Sotomayor argues that the so-called inferiority of the Mexican-American
family unit is rather the result of external systems which are
excluding Mexican-Americans from full participation while judging them
by the systems own standards and finding them lacking.

Khaton and

Carriera (1972) tested the assumption that minority group adolescents
do not make good insight patients.

While the authors assert that

mental health professionals often accept this stereotypical view, ques
tionnaire responses of minority (Mexican-American and Black) high
school students revealed that their over-al.. attitudes relating to the
mental health field and personnel are parallel to those of the majority
population.

The authors concluded that a capacity for insight is an

individual'characteristic and is not culturally determined.
The views of these writers is consistent with Ruiz's discussion
of intrapsychic-extrapsychic influences. The external community,
including mental health professionals, attempts to look for intra
psychic factors in ethnic minority problems.

These articles point to

extrapsychic,variables, such as racism; expressed in exclusion,

institutional stereotyping, and the denial of legitimate political
power.

The influence of the external community may account for such

findings as that of Dworkin (1965) that foreign-born Mexican-Americans
hold higher self-images than native-born Mexican-Americans.
Stereotyping of Mexican-Americans by professionals was reported
by Bloombaum, Yamamoto, and James (1968). They reported nearly 25 per
cent of responses by sixteen practicing psychotherapists concerning
attitudes towards minority groups were stereotypic, with MexicanAmericans the most stereotyped. They reported that psychotherapists
showed more tolerance than a national sample, yet nonetheless reflected
the values of the general culture.

A follow-up study found that

psychotherapist ethnocentricity was related to early minority termina
tion from therapy, either because of rejection by the therapist or by
the patient recognizing the prejudice of the therapist and leaving
treatment.
In an attempt to further elucidate the ethnic stereotypes of
psychotherapists, Lopez (1977) utilized the method of Broverman which
involves asking subjects to rate the "mature person."

In this case,

the ratings of "mature Anglo-Americans" and "mature Mexican-Americans"
were compared.

There was evidence of cultural stereotyping.

Mexican-

Americans were seen as less aggressive and lazier, and as more emo
tional.

When compared to ratings of the "mature person," Mexican-

Americans differed on only three scales, while Anglo-Americans differed
on nine scales. Mexican-Americans were thus seen as being closer to
the norm of a mature, mentally healthy person.

Interestingly, Lopez
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found no differences between ratings according to the ethnicity of the
therapists or ability to speak bilingually.
A related study (McLaughlin and Balch, 1980) attempted to
measure differential clinical judgments on the basis of the extent of
ethnic similarity of homophily, between both Anglo-Americans and
Mexican-American therapists and perceived clients.

The findings of

this analogue study did not support the hypothesis that clients of
similar race would be seen as more well-adjusted than those of differ
ing ethnicity.

While stereotypes of the Mexican-American are present

in the culture and to a lesser degree among mental health profes
sionals, there is a question as to what extent Mexican-Americans them
selves are free of such stereotypes.

Ruiz (1977) believes that

Mexican-American mental health workers would be more aware of extrapsychic factors and less likely to assume intrapsychic causes in a
Mexican-American patient.

Lopez found no differences in his study

according to the ethnicity or bilingualism of the therapist, however.
Research studies of ethnic differences in psychotherapy are
severely restricted by the almost total lack of Hispanic professionals
(Olmedo and Lopez, 1977).

One advantage of the trend towards increas

ing utilization of minority indigenous personnel is that it affords an
opportunity for cross-cultural comparisons.

Programmatic Attempts to Correct
Underutilization
There have been consistent attempts to deal with minority
underrepresentation in mental health as well as in other social

services. This section of the paper will describe some of the methods
which have been used to increase SSS utilization in a variety of mental
health settings.
Padilla et al. (1975) describe three models which are being
implemented to improve services to the SSS population.
models utilize paraprofessional personnel.

Two of these

The first, the Professional

Adaptation model, incorporates service innovations within a community
mental health program.

The two programs described (Karno and Morales,

1971; Phillipus, 1971) involved recruiting Hispanic, or at least,
Spanish speaking staff, flexible scheduling, and the creation of an
informal, homelike environment.

Both programs were also located in the

neighborhood of the target populations.

Kline (1969) describes a pro

gram which fits the Professional Adaptation model.

The program was

operated out of a clinic set up in a center of a Spanish neighborhood
by the Office of Economic Opportunity.

The clinic staff consisted of

an Anglo psychiatrist who spoke fluent Spanish, and three local,
Spanish-speaking nonprofessionals.

Kline speaks of the attitudes of

the Spanish-Americans which prevent them from seeking services from
Anglo providers, such as expecting Anglo-Americans to be cold,
exploitive and insincere, and others which present special problems
when they do seek services.

He recommends that resistance to treatment

can be relieved by developing cooperative relationships with community
leaders and traditional healers.
A second model described by Padilla et al. (1975) is the Barrio
Service Center.

The Barrio Service Center model is based on the
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neighborhood service center concept, a program which attempts to pro
vide a wider range of services than is customary in mental health
agencies. The Barrio Service Center worker, many of whom are paraprofessionals, may assist a client in finding a job or getting a bank
loan, as well as providing psychotherapy.

The usual treatment mode is

short-term or crisis oriented therapy, though more extensive treatment
is also made available.
The third model, the Family Adaptation model, utilizes a family
analogue group therapy technique.

The model is based on the assumption

that the concept of family is important in Hispanic culture.

The pro

gram described (Maldonado-Sierra and Trent, 1960) was implemented in a
Puerto Rican community and may not be relevant to the present study.
At the time of their writing, Padilla et al. (1975) noted these
were the only programs aimed at the SSS population.

Thus it is obvious

that Mexican-Americans, as other Hispanics, are either receiving widely
scattered, poorly funded and perhaps, culturally irrelevant mental
health services, or they are receiving services from innovative pro
grams, many of which utilize paraprofessional personnel.
be seen whether such programs are effective.

It remains to

As Sobey (1970) writes:

"For example, in the Neighborhood Service Centers and state hospitals,
is the nonprofessional to become the poor man's therapist?

That is,

are we offering inferior, untrained social workers and psychiatrists to
the poor?" (p. 37)

The following section will deal with paraprofes

sional mental health workers and their changing role in service
delivery.

,

MENTAL HEALTH PARAPROFESSIONALS

It is clear that rionprofessionally trained personnel have made
a significant impact in the mental health field within the past twenty
years (Sobey, 1970; Grosser, Henry, and Kelly, 1972). Though nonpro
fessional workers have long been present in mental health settings,
they were primarily used as aides or orderlies, performing duties which
were "menial and routine, involving little that could be called thera
peutic" (Sobey, 1970, p. 97).

The past decade has seen an especially

rapid growth in the types of nonprofessionals employed, in the roles
and functions which nonprofessional personnel perform, and in the
settings in which they are utilized.
Mental health programs have incorporated workers from such
diverse groups as housewives, student peers, and parents, to ex-addicts,
retired persons, widows, and mentally retarded inpatients (Alley and
Blanton, 1978). These workers have been reported as performing various
direct psychotherapeutic functions as well as many secondary ones.

The

paraprofessional role has expanded in traditional mental health
settings, and these workers are increasingly to be found in agencies
which do not provide direct mental health services, such as schools,
suicide prevention centers, Head Start programs, day care centers, and
public housing projects.

In some settings, such as among the American

Indians, mental health services are provided almost entirely by paraprofessionals (Kahn et al., 1975; Bergman, 1974).
4/
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Roots of the nonprofessional "revolution" can be traced to a
number of antecedents.

Central among these is the manpower shortage in

the mental health field (Albee, 1961).

Sobey (1970) saw the shortage

of professional personnel as critically imbedded in a national mental
health crisis which could be alleviated by a comprehensive, coordinated
approach involving innovative use of nonprofessional resources.
Glidewell (1969) views the development of the indigenous mental health
worker as an attempt to extend the mental health power network down
ward. This attempt was articulated by Pearl and Riessman in New
Careers for the Poor (1965). The impetus for the New Careers movement
was to provide meaningful employment opportunities to poor, minority
individuals.

Grosser et al. (1972) lists five objectives in using non

professionals in human service agencies, including those above.
are:

These

1) to fill manpower needs, 2) to bridge the gap between the upper

class, educated providers and the poor, under-educated and under-served
minorities, 3) to provide employment among the unskilled, 4) to fulfill
the principle of a true participatory democracy, and 5) to utilize the
"helper therapy" principle—the belief that those who help others are
often helped themselves in the process.
on the second objective listed above.

The present paper will focus

I will return to the issue of

the bridging function in a later discussion of the assumptions under
lying paraprofessional utilization.

A Note on Terminology
As the paraprofessional role has expanded some confusion and
r

•lack of clarity has arisen.

In some cases, nonprofessional functions
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overlap with those of professionals within an agency, with a potential
for role conflict (Goldstein and Blackman, 1973).

There has been a

corresponding confusion in the terminology used to describe this group
of workers.

Gartner (1971) includes an excellent discussion in which

he differentiates between the traditional nonprofessional, the "new
nonprofessional" of the early 1960s, and the "indigenous nonprofes
sional."
In the following Table 1 (Gartner, 1971, p. 11) the distinction
is drawn between New Nonprofessional programs, which were primarily
aimed at relieving manpower shortages and New Careers attempts to
utilize indigenous nonprofessionals, which would include minorities and
the poor in the mental health care delivery system.

Evaluations of Paraprofessional Performance
A great deal of attention has been given to evaluating the
effectiveness of nonprofessional personnel.

Recent implementation of

paraprofessional projects has provided an opportunity to build an
evaluation mechanism into mental health programs.

With few exceptions,

the conclusions drawn are that the nonprofessional can make a signifi
cant contribution to mental health service delivery.

Some writers

(Carkhuff, 1968; Gartner and Riessman, 1977, p. 98) point out that
while few studies have offered solid objective evidence for effective
ness of most types of professional intervention, there is ample data
regarding paraprofessional intervention.

Carkhuff concluded that non

professional or lay helpers receive demonstrably adequate training and
•effect constructive changes.
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Table 1. Characteristics of Indigenous Nonprofessionals

Traditional
Nonprofessionals

New
Nonprofessionals

Indigenous
Nonprofessionals

Ethnic Group

Black and Puerto
Rican

White

Black and Puerto
Rican

Class

Lower Class

Middle-and
Upper-Class

Lower-Class

Education

Nondegreed

Degreed

Nondegreed

Work Done

Primarily
auxiliary

Substantive
therapeutic

Substantive
therapeutic

Indigeneity

Nonindigenous

Nonindigenous

Indigenous
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Other studies have reached similar favorable conclusions
(Mitchell, 1969; Gartner, 1971; Sobey, 1970).

A number of writers have

approached the question of evaluation by comparing nonprofessionals to
professionals.

Favorable results were found for student peer coun

selors (Zunker and Brown, 1960) and undergraduate students providing
group therapy for psychotic patients (Poser, 1966).

Toban (1970)

measured professional and nonprofessional community health workers'
evaluations of each others' performance.

The results indicated that

both groups judged the nonprofessionals more effective in showing
caring to patients and achieving patient cooperation.

On the other

hand, both groups rated the professionals better at helping patients
with long term emotional problems.

Summers, Faucher and Chapman (1973)

and Goldman and Singer (1974) have demonstrated that nonprofessionals
and professionals use similar modes of forming judgments about
patients.
Karlsruher (1974) reaches a less favorable conclusion about
nonprofessional effectiveness.

He concludes that nonprofessionals have

been shown to be performing adequately, especially with inpatient
adults.
data.

But he points out that many studies have presented no control

Thus he claims the nonprofessional effectiveness with out

patients and with adolescents and children has not been demonstrated.
He also states that nonprofessional effectiveness in relation to that
of professionals has not been adequately examined.
A recent article summarized data gathered on fifteen paraprofessional programs (Alley and Blanton, 1976). The authors reported on
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aspects on New Careers projects sponsored by the National Institute of
Mental Health.

It was found that New Careerists are playing a signifi

cant role in their communities in many ways similar to that played by
professionals.

The programs were described as relatively successful,

in terms of acceptance by clients and professional staff, and by aca
demic and job performance competency ratings.
Recently, attention has shifted from determination of paraprofessional effectiveness toward more mundane matters such as assessment
and training techniques.

It is obvious that, effective or not, mental

health paraprofessionals are here to stay.

According to Grosser et al.

(1972):
The task of the professional is clear. He must now reexamine
his presumptions and convictions and review in detail the
question of who, with what background of personal and experi
ential qualifications, can indeed perform a personally meaning
ful and socially useful role in the welfare enterprise. It is
already amply clear that the answer is in the direction of far
more people of more complex backgrounds than we now admit.
In this review, it should also be realized that the pro
fessional may well have lost the initiative (p. 5).

The Proposed Study
For the mental health service to Mexican-Americans to be
improved, changes in many ongoing mental health programs will be
required.

Treatment methods should be adapted to the needs and charac

teristics of specific populations.

Service delivery models such as

those described by Padilla et al. (1975) earlier, and other projects
should not only be funded, but evaluation research should be undertaken
as a means of demonstrating the effectiveness of successful programs.
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The present study does not focus on any single program or model
of service delivery.

Instead it looks at a feature which is shared in

common by many programs.
sionalo

This feature is the indigenous paraprofes-

Specifically, the study is aimed at determining the extent to

which indigenous paraprofessionals may serve as a bridge between pro
fessionals and community members.
As noted previously, one of the assumptions underlying the use
of indigenous nonprofessionals is that they are similar to community
members in a variety of ways which enables them to establish greater
rapport and to be more effective than professionals.
expressed by a number of writers in varying ways.

This has been

It is commonly

referred to as the "bridging" function (Pearl and Riessman, 1965) by
which indigenous paraprofessionals play the role of intermediary
between professionals and the community.
Cohen (1976) discusses the function as follow:
Cultural compatibility frequently has been acknowledged as a
critical factor in facilitating the relationship between pro
viders and consumers of human services. It has been postulated
that workers whose attitudes and experiences are similar to
those of the people being served will be better able to under
stand their needs and therefore will be in a position to act as
a 'bridge' between the clients and the professional staff of
the agency. Considerable attention has been given to this
notion, and numerous examples of apparently successful attempts
to use indigenous paraprofessionals have been cited in the
literature (p. 40).
Grosser et al. (1972) agree, stating:
The nonprofessional worker, indigenous to the population
served, is seen as a bridge between the institution and the
lower-class community. The expansion of staff to include
some members of this class as dispensers of service does not
require t;he service agency to alter its program, replace its
present staff, or revise the legislative or corporate mandate
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under which it operates. The use of local persons is perhaps
the least threatening way of developing rapport with the new
client.
The indigenous nonprofessional is seen as having mutual
interests and common cause with program participants, as
being able to communicate freely with them because, like
them, he is poor, resides in the neighborhood, and shares
minority-group status, common background, and language
Cp. 119).
Gartner and Riessman (1977) views the gulf between the com
munity and professionals partly as the result of professional stress
on knowledge and understanding as the main avenue to change and
improvement.

Gartner and Riessman quotes:

Truax and Carkhuff (1973) point out that much of the profes
sionals' training and socialization move them away from the
dimensions of identification, deep concern, full involvement,
and caring, which often derive from nearness to the client,
from feeling like the client in a highly direct, indigenous
fashion. Actually, indigenousness, a characteristic empha
sized a great deal in the 1960s with the development of the
paraprofessional movement, is a very important component of
the aprofessional dimension. The word 'indigenous' means
'coming from,' 'a part of,' 'close to,' 'near'—the community
or clients to be served (p. 112).
In their recent study of NIMH New Careerists projects, Alley
and Blanton (1976) discuss paraprofessional roles:
What roles should new careerists play? The literature sug
gests that paraprofessionals should play a community-oriented
role. In this argument, since paraprofessionals usually come
from the community they serve, they are in a better position
to influence the agency toward better understanding and serve
the needs of poor, uneducated, minority people.
It would appear that the underlying assumption is that
indigenous nonprofessional staff will make a better "fit" with the com
munity.

But the bridging concept ignores other factors, such as

personality characteristics, selection and training, and role
i
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requirements, which also enter into the picture.
concept is not universally accepted.

Thus the bridging

For example, Sobey (1970) ques

tions the concept in the following discussion:
It is by now common knowledge that we have romanticized the
indigenous worker, and that little hard data is available on
the effect of employing and training this type of worker. No
evidence exists of the indigenous worker's special knowledge
or insight into his fellow man, nor is there evidence that he
is necessarily motivated to help his fellow man more than the
'socially distant' professional (p. 187).
Riessman (1969) also adds a note of caution:
Frequently, professionals assume that NPs identify with the
poor and possess great warmth and feeling for the neighbor
hood of their origin. While many NPs exhibit some of these
characteristics, they simultaneously possess a number of other
characteristics. Often, they see themselves as quite differ
ent from the other members of the poor community, whom they
may view with pity, annoyance, or anger. Moreover, there are
many different types of nonprofessional: some are earthy, some
are tough, some are angry, some are surprisingly articulate,
some are slick, clever wheeler-dealers, and nearly all are
greatly concerned about their new roles and their relationship
to professionals (p. 153).

Hypothesis

The hypothesis tested in the present study was that:

Indige

nous Mexican-American mental health paraprofessionals will not differ
significantly from Mexican-American community members or from mental
health professionals in their level of acculturation and community
mental health ideology.

Anglo professional personnel will differ sig

nificantly from community members on these measures.

The lack of

significant differences between the indigenous paraprofessionals and
the other two groups enables them to perform a "bridging" function.
f
k
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Importance of the Study
The bridging function is widely assumed and written about in
the literature on paraprofessionals.

Yet there has been little data

which has supported this theoretical concept.

The single study in this

area, by Andrade and Burstein (1973) found that community mental health
center clients perceived paraprofessional personnel as more socially
congruent, but these workers were not seen as significantly more
empathetic and/or helpful than professionals.

An especially interest

ing finding of the above study was that there were no differences in
perceived congruence according to matching by sex, education and
ethnicity. (A large percentage, 40 percent of the clients were
Ghicano.) The focus of the study was different from that of the
present study, particularly in that client perceptions were measured.
The proposed study will compare attitudinal, demographic, and
behavioral responses across all three relevant groups.
If the hypothesis is supported by the findings, a number of
avenues for further research may be opened.

Surely the degree of dif

ference between professionals and minority community members varies.
There would most likely be some characteristics which are held more in
common than others.

The parameters of the sociocultural differences

could be delineated for specifiable client-therapist groups (ex. in
urban vs. rural areas).
A second step would be to study the effect of sociocultural
similarity on therapeutic outcomes.

The present study does not

directly addpess this issue, but is a step towards providing an answer.

If sociocultural differences can not be shown to exist between profes
sional personnel and community members, the presumed link with thera
peutic outcome would be weakened.
It is important to note that a failure to support the hypothe
sis would not argue for the elimination of indigenous paraprofessional
personnel.

There are a number of other, perhaps overriding rationales

for increasing the utilization of minority personnel, including con
siderations of equity and community involvement and control.

Resolu

tion of the question raised in the present study would allow attention
to be focused on these issues.

METHOD

Subjects arid Setting
Subjects in the study were four groups from the Tucson-Phoenix
area. The first group was a representative community sample of people
drawn from five subgroups.
each of the following:

Fourteen to 34 subjects were drawn from

1) students in bilingual education classes at

Pima Community College, 2) members of the South Tucson Lions Club, 3)
students in an English-as-a-Second Language class at the Liberty Adult
Learning Center, 4) clients of the nutrition and socialization project
at the Santa Rosa Neighborhood Center and at the El Rio Neighborhood
Center, and 5) persons contacted in a door-to-door survey of two neigh
borhoods in South Tucson.
The Pima College students were from three classes; one was an
on-campus introductory psychology class, another an off-campus evening
introductory psychology class, and an evening preschool education course
at an off-campus location.
ages, and bilingual.

The students were mostly females, of mixed

The Lions Club members were those who attended a

regularly scheduled luncheon meeting at the Holiday Inn.
married males who spoke mostly English.

They were all

ESL class members were of

mixed ages, mostly married and female, born in Mexico, and of course
spoke mostly Spanish.

The senior citizens were predominantly older,

widowed, Spanish-speaking females.

The neighborhoods surveyed were

located 2) in the vicinity South Ninth Avenue and West 26th Street, and
.2) between South Fourth and South Sixth Avenues and West 30th and 32nd
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Streets. Respondents were of mixed ages and marital status, equally
male and female, and mostly Spanish-speaking or bilingual. The com
parability of the community groups is discussed further in the Results
section.
The second group was mental health professionals in the Phoenix
and Tucson area working at agencies which provide services to the
Mexican-American community. This group was a sample of the profes
sionals, almost entirely Anglo-American, who provide services to the
Mexican-American population in these communities.

Specifically, any

person with at least a master's degree in any of the four mental health
fields (Social Work, Psychology, Psychiatry, or Psychiatric Nursing)
working in any such agency was recruited.
The third group was indigenous paraprofessional personnel,
whenever possible drawn from the same agencies as those in the above
group.

The indigenous paraprofessional group included any Mexican-

American person who was living in the Tucson or Phoenix area who held
less than a master's degree.
The fourth group was composed of Anglo-American paraprofessionals. This group was used as a control for the effects of
ethnicity.

They were matched with the experimental group for educa

tion, social class, age and experience.
The participating agencies were as follows.
Cruz Neighborhood Health Center.

1) El Rio-Santa

Respondents were mostly Chicano para-

professionals in the mental health section.

2) Nosotros, Inc., a non

profit agency providing a variety of services including advocacy,

information and referral, and counseling similar to a neighborhood
service center. The staff is almost entirely nonprofessional and pre
dominately Ghicano.

3) Phoenix South Community Mental Health Center, a

comprehensive community mental health center in central Phoenix, with a
variety of professional and paraprofessional staff, mostly Anglo.
Forms were distributed to staff at two locations—one in the downtown
area which provides adult and family outpatient services, and crisis
intervention; and a clinic in South Phoenix which provides children's
and adult outpatient services.

4) Palo Verde Hospital, an inpatient

psychiatric facility in eastside Tucson.
were Anglo paraprofessionals.

Respondents at this agency

5) Suicide Prevention/Crisis Center, an

emergency phone service providing crisis counseling, information and
referral, and outreach services throughout the county.

Responses were

obtained from Anglo and Chicano paraprofessionals and from profes
sionals.

The staff of all of these agencies performed a psychothera

peutic function.

The respondents were quite similar in demographics

and in functions performed as is discussed further under Results.
These four groups provided an opportunity to test and to
measure the extent of the bridging function of the indigenous paraprofessional—i.e., that (s)he will be more similar to the members of the
community than the Anglo-American professional providing mental health
services.

Measures arid Statistics
Two measures were used in the study; the scale of acculturation
t

•developed by'Olmedo, Martinez and Martinez (1978) and an adapted
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version of the Community Mental Health Ideology Scale (Baker and
Schulberg, 1967). Demographic data was also obtained from each sub
ject.
The Olmedo-Martinez Acculturation measure is designed to gauge
the extent to which an individual is acculturated as either Anglo or
Chicano.

The scale uses semantic differential items to measure per

ceived potency of concepts related to maleness as well as demographic
information to derive a standard acculturation score.

Test-retest

reliability coefficients for the measure are high; .89 for Chicanos and
.66 for Anglos.

The measure has been shown to differentiate between

Anglos and Chicanos as well as to discriminate between first and third
generation Mexican-Americans. In a study by Miranda et al. (1976),
level of acculturation was shown'to be related to remaining in psycho
therapy.

Three factors have been found to contribute to the scores on

the measure.

These are, I. nationality and language, accounting for

51 percent of the variance; II. socio-economic status, which accounts
for 29 percent; and III, the semantic factor, accounting for 20 percent.
The Community Mental Health Ideology Scale (CMHI) was developed
to differentiate between professional groups along the dimension of
attitudes toward a community mental health ideology as opposed to tra
ditional private or institutional care.

The scale has demonstrated

reliability and validity based upon presentations to a cross-section of
professional groups.

It has been used recently with paraprofessionals

and community populations as well.

In previous administrations

psychologists and social workers score highest among professional

groups, with psychiatrists and physicians scoring lower.

Paraprofes-

sionals and community members have generally scored lower than all pro
fessional groups, though they have not been measured concurrently.
Perkins and Thompson (1974) used a modified form of the CMHI to measure
physicians' attitudes towards community mental health. The form con
tained the eleven items with the highest item-total correlations (.58
and above).

These items represented all of the five conceptual cate

gories of the original scale.

This form differentiated between pro

fessional groups to the same extent as the longer form.
The adapted version of the CMHI scale was administered to the
professional and paraprofessional groups.

The same questions in

simplified language was presented to the community groups.

A pilot

study was made to determine reliability and validity coefficients for
this measure.

Copies of the measures and results of the pilot study

are presented in Appendix A.
These instruments were chosen as they are designed to measure
the dimensions relevant to the hypothesis.

The acculturation scale

provides information as to the degree of cultural distance between the
groups.

The Community Mental Health Ideology scale focuses on values

about more specific issues in the mental health area.

It was hypothe

sized that there would be significant differences between Groups I and
II, the community members and the professionals, on the acculturation
measure and the CMHI.

The mean scores of the third group, the indige

nous paraprofessionals, would fall somewhere between these other
groups, and according to the hypothesis, the differences between the

means of this group and those of the other two groups would not be
significant.
An analysis of variance procedure was used to determine sig
nificant differences between the groups.

For statistical purposes, the

community group was considered as five separate groups.

These were

analyzed separately to determine the effects of response source.

The

analysis was facilitated by keypunching the data on computer cards for
the SPSS program at The University of Arizona Computer Center.

Procedure
For the Group 1 community sample, the subgroups were recruited
as follows:

For large groups, such as the Lions Club, college and

English classes, the instruments were filled out in group fashion,
after the consent forms were completed.

The neighborhood center

clients and neighborhood survey subjects were contacted individually
and asked to take part in the study.

A bilingual interpreter was made

available for subjects who did not speak English.

After the subjects

completed the forms, the experimenter informed them about the nature of
the study.

For groups 2, 3 and 4, the subjects were recruited in

similar fashion.

Instruments were made available to the directors of

mental health agencies in the areas described above.

Subjects were

asked to fill out a consent form, then given a copy of the instrument
to complete.

RESULTS

Responses were obtained from a total of 144 subjects. The
sample sizes are listed in Table 2.

One hundred eighty forms were

distributed to all of the groups, with a total response rate of 82 per
cent.

The response rates of each source are listed in Table 3.

Description of Respondents
Chi-square tests were computed to determine whether there were
demographic differences between the groups.

The variables measured

were sex, marital status, age, place of birth, social class, citizen
ship, education, and occupation.

The mental health workers were asked

the amount and type of training received, years in mental health,
length of present employment, and functions in their present position.
The results are summarized in Table 4.

Cell frequencies and chi-square

values for community groups are presented in Appendix B.
The community groups differed significantly from the mental
health workers along all variables except sex, age and marital status.
There was considerable variability among the community subgroups as
well.

These differences were significant for all variables except

ethnicity.
For the mental health worker groups, there was considerably
less demographic variability, with differences only in education,
social class, ethnicity, indigenousness, and language spoken.

In the

mental health related variables these groups were also quite similar,
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Table 2.

Sample Sizes

N

Total N

Group 1—Community
Pima College
Lions Club
ESL Class
Senior Citizens
Survey

34
15
14
14
17

94

Group 2—Professionals

17

17

Group 3—Indigenous Paraprofessionals

19

19

Group 4—Control

14

14

Total

144

Table 3. Response Rates by Source

Response Source

Number
Distributed

Number
Returned

Percent

Gommunity
Community College
Lion's Club
ESL Class
Senior Citizens
Survey
Total

40
20
14
14
19a
105

35
15
14
14
17

88
75
100
100
90

95b

90

Mental Health Workers
Neighborhood Health Center
Nosotros
Palo Verde Hospital
Crisis Center
Mental Health Center

10
10

10
10

100
100

7
6
42

4
4
24

57
67
57

Total

75

52b

69

Note. The mental health workers, groups 2, 3, and 4, are
reported by agency.
a
In approximately one-third of the households, no one was home
or did not answer.
^Includes forms returned but not usable.

Table 4. Ghi-Square Differences Between Groups

Variables

Sex
Marital Status
Ethnicity
Age
Place of Brith
Language
Citizenship
Education
Occupation
Social Class
Amount of Training
Type of Training
Years in Mental Health
Functions in Agency
Administration
Therapy
Individual
Group
Consultation
Research
Crisis Intervention
Other

Total

Community Groups

All Groups

Group 1

NS
NS
.01
NS
.01
.01
.01
.01
.01
.01

.01
.01
NS
.01
.01
.05
.01
.01
.01
.01

Mental Health
Workers
Groups 2, 3 & 4

Paraprofessionals
Groups 3 & 4

NS
NS
.01
NS
NS
.01
NS
. .01
NS
.01

NS
NS
.01
NS
NS
.01
NS
NS
NS
NS

NS
.05
NS

NS
.05
NS

NS
NS
NS
NS
.05
NS
NS
NS

NS
NS
NS
NS
NS
NS
NS
NS
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differing only in the type of training received and in the extent to
which they provided consultation.

There were no differences between

the control and experimental group in functions performed.

Chi-square

analyses thus reveals the mental health worker groups are comparable.

Analysis of Variance
The data was analyzed with a one-way ANOVA without grouping the
five community samples.

The results are listed in Table 5. The

analysis reveals that there were significant differences between the
groups in acculturation scores and community mental health ideology,
but with considerable overlap in the community groups.
A multiple range test, using the Scheffe procedure, with ranges
at the .05 level, isolated three homogeneous subsets of acculturation
and CMHI scores, as shown in Fig. 1.
Analysis of variance utilizing pooled community data yielded
the results listed in Table 6. The multiple range test homogeneous
subsets for acculturation and CMHI scores are shown in Fig. 2.
A graphic representation of the results is shown in Fig. 3A and
3B, which illustrates the 95 percent confidence intervals for the group
means.

Correlation of Major Variables
The Pearson correlation (R) between the acculturation and CMHI
scores was .43; between CMHI and social class, -.38; and between
acculturation and social class, -.61.

1i
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Table 5.

Results of Analysis of Variance

Group

N

Mean

Standard
Deviation

95 Pet. Confidence
Interval for Mean

Analysis of Variance of Acculturation (Z Scores)
Community College
Lion's Club
ESL Class
Senior Citizens
Survey
Chicano Paraprofessionals
Anglo Paraprofessionals
Professionals

to
to
to
to
to

34
15
14
14
17

46.40
51.18
43.16
41.35
43.22

8.58
5.10
5.34
5.60
5.71

43.43
48.35
40.08
38.12
40.28

49.43
54.00
46.25
44.59
46.15

19
14
17

51.93
64.53
61.50

6.53
4.71
7.63

48.78 to 55.08
61.81 to 67.25
57.58 to 65.43

Analysis of Variance of Community Mental Health Ideology Scores
Community College
Lion's Club
ESL Class
Senior Citizens
Survey
Chicano Paraprofes
sionals
Anglo Paraprofessionals
Professionals

34
15
14
14
17

3.86
4.43
3.21
4.21
4.22

.67
.77
.48
.89
.43

19
14
17

5.42
5.25
4.94

.84
.66
1.09

to
to
to
to
to

4.09
4.86
3.49
4.73
4.44

4.84 to
4.87 to
4.38 to

5.65
5.63
5.50

3.62
4.01
2.93
3.70
4.00
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Acculturation Scores
Subset 1

Subset 2

Senior Citizens
ESL Class
Survey
Community College

ESL Class
Survey
Community College
Lions Club
Indigenous
Paraprofessionals

Subset 3

Professionals
Control Group

CMHI Scores
Subset 1

Subset 2

ESL Class
Community College
Senior Citizens
Survey

Fig. 1.

Community College
Senior Citizens
Survey
Lions Club

Multiple Range Test Homogeneous Subsets

Subset 3

Senior Citizens
Survey
Lions Club
Professionals
Indigenous
Paraprofessionals
Control Group
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Table 6. Results of Analysis of Variance with Pooled Community Data

Group

Standard
Deviation

95 Pet. Confidence
Interval for Mean

N

Mean

94

45.36

7.34

43.86 to 46.87

19
14
17

51.93
64.53
61.50

6.53
4.71
7.63

48.78 to 55.08
61.81 to 67.25
57.58 to 65.43

Acculturation (Z Scores)
Community
Chicano Paraprofessionals
Anglo Paraprofessionals
Professionals

Community Mental Health Ideology Scores
Community
Chicano Paraprofes
sionals
Anglo Paraprofessionals
Professionals

94

3.97

.76

3.82 to

4.13

19
14
17

5.42
5.25
4.94

.84
.66
1.09

4.84 to
4.87 to
4.38 to

5.65
5.63
5.50
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Acculturation Scores
Subset 1

Subset 2

Subset 3

Community Groups
Indigenous
Paraprofessionals
Professionals
Control Group

CMHI Scores
Subset 1

Subset 2

Community Groups
Professionals
Indigenous
Paraprofessionals
Control Group
Fig. 2. Multiple Range Test Homogeneous Subsets with Pooled Community
Data

41.35
1
Senior Citizens

43.16
1
ESL Class

43.21
Survey

46.43
l
Pima

c hicano

Anglo

A cculturation

Acculturation

51.17
1

Lions

51.93
1
Chicano Parapro.

45.36
l

61.50
i

Pooled Community
Groups

Professionals

64.53
I
Anglo Parapro.
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Fig. 3. 95 Percent Confidence Intervals for the Mean of Sample Groups
(a) Standard Acculturation Scores
Standard deviation = 10.
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Summary
The indigenous paraprofessional group was demographically and
functionally comparable to the professional and Anglo paraprofessional
control groups.

The community groups differed demographically but did

fall into Scheffe homogeneous subsets.
In regards to acculturation, the hypothesis is partially con
firmed in that Chicano indigenous paraprofessionals do not differ sig
nificantly from community members, and in that the mean of this experi
mental group lies between that of the community groups and of profes
sionals and the control group.

However, the mean differences between

the indigenous paraprofessionals and the professional sample was sig
nificant, contrary to the bridging hypothesis.
The hypothesized results for CMHI scores were not observed.
The experimental group was significantly different from the community
groups, and was not different from the professional sample^and the con
trol group.

In fact, the mean of the experimental group was higher

than the mean of the professional group; such extreme scores indicating
the reverse of the bridging concept.

DISCUSSION

Results of the present study demonstrate that the bridging
function may exist for some variables, but not for others.

The rela

tionship of the indigenous paraprofessional to mental health profes
sionals and to the community is a complex one which cannot be fully
explained by a linear concept.

There is not a single continuum along

which professionals and the minority community lie, with indigenous
paraprofessionals in the middle.
multidimensional.

The relationship is more likely

Indigenous paraprofessionals may be more like com

munity members in some respects, but resemble professionals in other
respects.

Indeed, as in the case with community mental health

ideology, such workers may even have values and expectations which
differ greatly from those of the minority community.

These differences

may be the result of training, experience, or selection factors, as
well as other variables.
In their attempts to define community, writers in community
psychology have recognized the complexities of modern urban society
(e.g., Zax and Specter, 1974). Defining the community as a group of
individuals is problematic because of the complex interactions of
various social groups.

Views of the "minority community" as a single

entity should be especially avoided as they may support continued use
of cultural stereotypes.

Rather than a single bridge, emphasis should

be placed upon identifying multiple bridges to the minority population.
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For example, professionals may provide an important educational
link with the community. For a number of reasons paraprofessionals may
be limited in their attempts at providing education.

They may lack the

expertise and training, or they may be limited by their image within
the community (cf. the preference for an Anglo doctor in the Acosta
study).

If recruited to provide direct services, role ambiguity could

result from indigenous paraprofessionals functioning as a teacher.
Rather than a linear model as assumed by the bridging concept,
an alternative is suggested (see Fig. 4).

In this model the parapro-

fessional, from his unique position in the community, provides informa
tion to professionals.

They in turn can formulate and implement

appropriate educational interventions in the minority community.
The present results furnish a case in point.

The paraprofes-

sional sample demonstrated views which are greatly different from those
of community members.

The community sample espoused traditional

beliefs, opposed to a community mental health ideology.

One could

assume they would be resistive of attempts by indigenous paraprofessionals to alter these views.

Professionals, on the other hand,

might have significant impact on the beliefs of the members of the
minority community.

In this model the professional as well as the

paraprofessional functions as a bridge to the community.
The community groups in the study were found to differ in demo
graphic variables.
selection.

These differences were partly the result of

Multiple range tests, however, found the groups to fall
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Community

Paraprofessionals

Professionals
Consultation
>

Knowledge of Community

Fig. 4. A Non-linear Model for Provider-Community Interaction
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into homogeneous subsets of acculturation and CMHI.

There is thus some

support for grouping the community data.
At the same time, however, there were significant differences
between the community groups.

The ESL class CMHI score mean differed

significantly from that of the other community groups.

Similarly, the

Lions Club members were significantly different in acculturation from
three of the other community groups, but not from the community college
students.
These results support the view of Ruiz (1977) that there is
diversity within the Mexican-American community.

Such diversity sug

gests the need for preventive intervention to be developed for speci
fied target groups within the community, rather than for the entire
minority population.

Limitations of the Study
The present study does not address several important aspects of
the minority service delivery issue.

The first is client preference.

Members of community groups were not asked to indicate their choice of
providers.

One may assume that the Chicano person would prefer to deal

with the indigenous paraprofessional who is culturally more similar to
him.' This may not be the case.
Secondly, the effectiveness of the mental health workers in the
study was not measured.

Though such an evaluation is beyond the scope

of this study, it may be viewed as the eventual goal of research
efforts.

One caveat, however, is that community outcome research

should be directed towards answering specific questions about specific

populations, rather than towards answering broad questions, as Bergen
(1971) has recommended for psychotherapy outcome studies.
Finally, while the study was aimed at the "indigenous paraprofessional," curanderos, or native healers, were not included.

It is

doubtful that a sufficient number of curanderos would have been avail
able, particularly to an Anglo investigator (Latino Task Force, 1975).
But though Mexican-Americans may utilize this indigenous nonprofes
sional group, there are too few of them to provide services to the
majority of the Hispanic population, and Mexican-Americans are increas
ingly utilizing conventional mental health services.
These three topics should be addressed in future studies.

In

addition, differences in paraprofessional utilization and effectiveness
in rural vs. urban populations and regional differences should be
studied.

Implications for Service Delivery
In this section I will relate the research findings to two of
the three models of service delivery described by Padilla et al. (1975).
The results are not relevant to the third, Family Adaptation model.
As the results were different for each measure, I will discuss
each separately.
1.

Acculturation.

Since both the Professional Adaptation

model and the Barrio Service Center concept utilize indigenous paraprofessional personnel, the results support them both equally.

The

bi-cultural indigenous paraprofessional would be valuable in either
program.

In the former case, he would help to enlighten professional

staff about Mexican-American cjalture and values.

In a Barrio Service

Center, his cultural similarity would enable him to understand the
social and economic needs of the clients.
2.

Community Mental Health Ideology. The results of the study

seemingly present somewhat of a problem.

In their paper, Padilla et

al. (1975) outline characteristics of "community mental health" which
underlie their recommendations about the service delivery models.

The

present results suggest that two of these characteristics are in con
flict.

The first is that intervention techniques are to be developed

with the knowledge and participation of the recipients.

The second

characteristic is that the prime objective of intervention is a pre
ventive one.

The study indicates that members of this community are

not oriented towards prevention and community mental health.
words, preventive efforts do not derive from the community.
members, for the most part, want direct services.

In other
Community

The Barrio Service

Center would provide direct services, though of a social or economic
nature, and may prevent economically produced stress.

But residents

may still desire conventional mental health services.

If this is the

case, some combination of the Barrio Service Center and the Professional
Adaptation model would be advisable.
The notion of "service delivery" itself implies a onedirectional movement of benefits, from providers to the community.

In

this sense, paraprofessionals serve to transport services from profes
sionals to community members.

I would question whether there should

not be an exchange of services or benefits with the community providing

information, policy options, feedback and evaluation to mental health
professionals, so that the professional product could be improved.
At the crux of this question raised by the results is the
extent to which Mexican-American paraprofessionals differ in their CMHI
from members of the minority community.

The CMHI scores of the experi

mental group differed significantly from four of the community groups
and their scores were higher than those of the other community sample,
though this difference did not reach significance.

The bridging con

cept would predict the paraprofessionals would not differ significantly
from the community groups.
There is evidence that CMHI can be an effective indicator in
community psychology (Roen, 1971).

With the values and expectations of

the indigenous paraprofessionals as measured by CMHI scores differing
from those of the community members, one is led to question whether
there might not exist a clash of values between these groups.

If the

paraprofessional is put in the position of providing direct services,
or interacting directly with minority community members, one could
expect him to experience a great deal of stress and frustration.
Many Latino writers recommend that cultural considerations be
taken into account in community mental health programs.

For example,

the Latino Task Force on Community Mental Health Training writes:
The training of mental health personnel must be based on the
cultural, bi-cultural and bilingual attributes of Raza-Latina
people. In order to be effective and relevant, training must
take into consideration the fundamental differences in cultural
and value orientation between Anglos and Raza-Latino people.
This implies considering value orientation or cultural commit
ments as to: human and interpersonal relationships, time,
space and environment, nature and life (1974, p. 27).
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The present study raises the question, though it does not answer it, of
whether Community Mental Health Ideology is consistent with Chicano
culture.

Implications for Paraprofessional Evaluations
The study did not attempt to evaluate the performance or effec
tiveness of the mental health provider subjects.

The results, however,

demonstrate that paraprofessionals are culturally more similar to com
munity members.

To the extent that similarity is favorable, e.g.,

related to the amount of self-disclosure, trust and rapport with
clients, indigenous paraprofessionals may be helpful in providing serv
ices to the minority community.
The CMHI results suggest, however, that paraprofessionals may
be somewhat less effective if they are de-emphasizing the value of
direct, individual therapy services—which community members prefer, in
favor of primary prevention and social rehabilitation, which the com
munity does not embrace.

In other words, paraprofessionals may be

potentially more effective but not for the purposes intended by new
careerist writers.
A final comment regards Sobey's comments quoted earlier on
page 22 that the paraprofessional may not be more "motivated to help
his fellow man" than the professional.

It would appear that the

indigenous paraprofessional is not motivated differently from the pro
fessional.

The mental health values of both groups is similar, and

different from the community's.

APPENDIX A

INSTRUMENTS AND RESULTS OF PILOT STUDY

On the following pages are the two forms of the questionnaire
used in the study.

The community form (pp. 52-60.) contains the simpli

fied language form of the Community Mental Health Ideology Scale
" (p. 53).

The form distributed to the three mental health worker groups

(pp. 61-73) contains the CMHI questions in the original form (p. 62).
In addition, the provider groups were asked questions about training,
experience, and functions within their agencies (pp. 69-70).

A pilot study was undertaken to determine whether the simpli
fied language form used in the community was equivalent to the
original.

A questionnaire containing the questions from both forms, in

alternating sequence (shown on pp. 71-73), was presented to nine staff
members, with at least a Masters degree, of a community mental health
center.

This group was familiar with the language of the original

form, and provided a test of the comparability of the simplified form.

The scores on the two forms were consistent. The scores were
as follows:

Original

Simplified

53
44
54
47
40
41
43
51
47

50
45
47
45
39
42
40
51
49

A two-tailed test of
significance revealed a value
of t = .267 with 16 df. This
is far from the critical value
of t (1.337) required to
determine significant difference at the .20 level.
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MENTAL HEALTH SERVICES AND
OPINIONS QUESTIONNAIRE

I am requesting your voluntary participation in the completion
of this questionnaire.

The objective of the study is to learn about

the views of people in the Mexican-American community and of those
people who work in mental health services in the community.
If you wish to participate, please answer as many questions as
you are able to answer with confidence.
of the questions.

You do not have to answer all

Completion of this questionnaire will indicate your

consent as a willing participant in this study.

All data received

will be treated with anonymity and confidentiality.

You are free to

withdraw from the study at any time without incurring ill will.
Thank you for your help.

Michael McLaughlin, M.A.
Department of Psychology
University of Arizona
Tucson, 85716
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The questionnaire is in two parts. In the first part below,
please mark whether you agree or disagree with these statements. Put
a mark above the answer which most agrees with your own view.

A community mental health center should try to get people who live in
the area to help run the center.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Disagree
Strongly

The best way to solve mental problems is still for each person to see
someone who will find out what is wrong with him/her and to get treat
ment.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Disagree
Strongly

As there are so few mental health professionals, it is better to treat
the people who have mental problems than to try to change the things
which may be causing people to be mentally ill.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Disagree
Strongly

A mental health professional is only supposed to take care of the
mentally ill who come to him. He cannot be responsible for those who
do not seek his out.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Disagree
Strongly

Mental health programs should be changed. Instead of working with one
person at a time, programs should try to help large numbers of people
with similar problems.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Disagree
Strongly

Mental health professionals should treat their own patients and not the
harmful influences in society.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Disagree
Strongly

Mental health professionals should only work with a patient if many
other people think she/he is mentally ill, or when she/he asks for help.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Disagree
Strongly
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People who are not mentally ill should be helped to learn how to solve
their everyday life problems so they will not become mentally ill
later.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Disagree
Strongly

Since no one really knows how to prevent mental illness, mental health
agencies should try to help people who are ill rather than starting
programs to keep people from getting sick.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Disagree
Strongly

A mental health professional should be someone who leads other people
in making changes in society.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Disagree
Strongly

Mental health professionals can do more good by working closely with a
few patients instead of using helpers and working with many patients.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Disagree
Strongly
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The purpose of this study is to measure the meaning that cer
tain concepts have for different people. On the following pages you
will find a concept printed on top of each page. Below that concept
there is a set of scales. You are asked to rate each concept in rela
tion of those scales.
Here is how to use these scales:
If you feel that the concept at the top of the page is very closely
related to one or the other end of the scale, place a check-mark as
follows:

FAIR

i/

UNFAIR
or

EXAMPLE

FAIR

UNFAIR

If you feel that the concept is quite closely related to one or the
other end of the scale, place your mark as follows:

FAIR

l/

FAIR

,

UNFAIR
or

/

t/

UNFAIR

If the concept seems only slightly related to one end side as opposed
to the other side, place your check-mark as follows:

FAIR

)/_

UNFAIR
or

FAIR

.
l/_

UNFAIR

If you consider the concept neutral on the scale, place your check-mark
in the middle space:

FAIR

j/

UNFAIR

1 - It is very important that you place your check-mark on top of the
line that designates your chosen position.
2 - Do not put more than one check-mark on a single scale.
3 - Please complete personal background information.
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MOTHER

SERIOUS

HUMOROUS

ROUGH

SMOOTH

UGLY

BEAUTIFUL

DELICATE

RUGGED

SAFE

DANGEROUS

COMMONPLACE

UNIQUE

SIMPLE

COMPLEX
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FATHER

SERIOUS

HUMOROUS

ROUGH

SMOOTH

UGLY

BEAUTIFUL

DELICATE

RUGGED

SAFE

DANGEROUS

COMMONPLACE

UNIQUE

SIMPLE

COMPLEX
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MALE

SERIOUS

_

HUMOROUS

ROUGH

SMOOTH

UGLY

BEAUTIFUL

DELICATE

RUGGED

SAFE

DANGEROUS

COMMONPLACE

UNIQUE

SIMPLE

COMPLEX
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Personal Background Information
Please answer with a \/ mark whenever possible, in the
spaces provided for. Try not to skip any items and answer as accu
rately as you can.
1. Sex:
2.

M

F

Marital status

What is your ethnic background?
Chicano/Mexican-American
Anglo
Black
_______ Asian
Other

3.

Year of birth:

4. Where were you born?
U. S.
______ Mexico
Other
5.

Who lives at home?

(You may check more than one)

1-3 brothers
4-6 brothers
_____ More than 6 brothers
1-3 sisters
4-6 sisters
More than 6 sisters
6.

What language do you speak at home?
Spanish only
Mostly Spanish
Mostly English
English only
Other
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7.

What kind of job does the head of the household have?
Blue collar
______ White collar

Other
8.

What is the citizenship of the head of your household?

U. S.
Mexican

Other
9. Where did the head of your household grow up?
Farm

City

10. How many years of education does the head of your household have?
0-8 years

9 or more

11.

What is the occupation of the head of your household?

12.

What is your level of education?
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MENTAL HEALTH SERVICES AND
OPINIONS QUESTIONNAIRE

I am requesting your voluntary participation in the completion
of this questionnaire. The objective of the study is to learn about
the views of people in the Mexican-American community and of those
people who work in mental health services in the community.
If you wish to participate, please answer as many questions as
you are able to answer with confidence.
of the questions.

You do not have to answer all

Completion of this questionnaire will indicate your

consent as a willing participant in this study.

All data received

will be treated with anonymity and confidentiality.

You are free to

withdraw from the study at any time without incurring ill will.
Thank you for your help.

Michael McLaughlin, M.A.
Department of Psychology
University of Arizona
Tucson, 85716

The questionnaire is in two parts. In the first part below,
please mark whether you agree or disagree with these statements. Put
a mark above the answer which most agrees with your own view.

Every mental health center should have associated with it a local citi
zen's board assigned significant responsibilities.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Disagree
Strongly

Our time-tested pattern of diagnosing and treating individual patients
is still the optimal way for us to function professionally.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Disagree
Strongly

With our limited professional resources it makes more sense to use
established knowledge to treat the mentally ill rather than trying to
deal with the social conditions which may cause mental illness.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Disagree
Strongly

A mental health professional can only be responsible for the mentally
ill who come to him. He cannot be responsible for those who do not
seek his out.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Disagree
Strongly

Our program emphasis should be shifted from the clinical model,
directed at specific patients, to the public health model, focusing
upon populations.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Disagree
Strongly

Our professional mandate is to treat individual patients and not the
harmful influences in society.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Disagree
Strongly

Mental health professionals should only provide their services to indi
viduals whom society defines as mentally ill or who voluntarily seek
these services.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Disagree
Strongly
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We should deal with people who are not yet sick by helping them to
develop ways for coping with expected life difficulties.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Disagree
Strongly

Since we do not know enough about prevention, mental health programs
should direct their prime efforts toward treating the mentally ill
rather than developing prevention programs.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Disagree
Strongly

The responsible mental health professional should become an agent for
social change.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Disagree
Strongly

We can make more effective use of our skills by intensively treating a
limited number of patients instead of working indirectly with many
patients.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Disagree
Strongly
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The purpose of this study is to measure the meaning that cer
tain concepts have for different people. On the following pages you
will find a concept printed on top of each page. Below that concept
there is a set of scales. You are asked to rate each concept in rela
tion of those scales.
Here is how to use these scales:
If you feel that the concept at the top of the page is very closely
related to one or the other end of the scale, place a check-mark as
follows:
FAIR

UNFAIR

1/

EXAMPLE

or
UNFAIR

FAIR

If you feel that the concept is quite closely related to one or the
other end of the scale, place your mark as follows:
UNFAIR

FAIR
or

/

FAIR

UNFAIR

If the concept seems only slightly related to one end side as opposed
to the other side, place your check-mark as follows:
FAIR

UNFAIR
or

x

FAIR

UNFAIR

If you consider the concept neutral on the scale, place your check-mark
in the middle space:
FAIR

UNFAIR

1 - It is very important that you place your check-mark on top of the
line that designates your chosen position.
2 - Do not put more than one check-mark on a single scale.
3 - Please complete personal background information.
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MOTHER
SERIOUS

HUMOROUS

ROUGH

SMOOTH

UGLY

BEAUTIFUL

DELICATE

RUGGED

SAFE

DANGEROUS

COMMONPLACE

UNIQUE

SIMPLE

COMPLEX
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FATHER

SERIOUS

HUMOROUS

ROUGH

SMOOTH

UGLY

BEAUTIFUL

DELICATE

RUGGED

SAFE

DANGEROUS

COMMONPLACE

UNIQUE

SIMPLE

COMPLEX
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MALE

SERIOUS

HUMOROUS

ROUGH

SMOOTH

UGLY

BEAUTIFUL

DELICATE

RUGGED

SAFE

DANGEROUS

COMMONPLACE

UNIQUE

SIMPLE

COMPLEX
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Personal Background Information
Please antwer with a
mark whenever possible, in the spaces pro
vided for. Try not to skip any items and answer as accurately as you
can.
1.

Sex:

M

F

2.

What is your ethnic background?

Marital status

Chicano/Mexican-American

Anglo
______ Black

Asian
Other
3.

Year of birth:

4.

Where were you born?
U. S.
Mexico
Other

5.

Who lives at home? (You may check more than one)
family.
1-3 brothers
_____ 4-6 brothers
More than 6 brothers
1-3 sisters
4-6 sisters
More than 6 sisters

6. What language do you speak at home?
Spanish only
Mostly Spanish
Mostly English
English only
Other

In original
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7.

What kind of job does the head of the household have?
Blue Collar
White collar
_____ Other

8.

What is the citizenship of the head of your household?

U. S.
Mexican
Other
9.

Where did the head of your household grow up?
Farm

City

10. How many years of education does the head of your household have?
0-8 years

9 or more

11.

What is the occupation of the head of your household?

12.

What is your level of education?

13.

How much training have you received in your present position?
Up to 1 month
1 to 3 months

3 to 6 months
=

More than 6 months

14. Please describe the type of training you received.
_____ Supervised work experience
Workshops, seminars

15.

16.

_____ Classroom
Other (specify)

How long have you been employed in your present position?
Up to 6 months

3 to 6 years

6 months to 1 year

6 to 10 years

1 to 3 years

More than 10 years

How long have you been employed in the mental health field?
Up to 6 months

3 to 6 years

6 months to 1 year

6 to 10 years

1 to 3 years

More than 10 years
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17.

What functions do you perform in your present position?
Administrative

Consultation

Counseling or therapy

Research

individual

group

Outreach

Crisis intervention
Other

18. How long have you lived in the Tucson area?
Up to 6 months

3 to 6 years

6 months to 1 year

6 to 10 years

1 to 3 years

More than 10 years
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A community mental health center should try to get people who live in
the area to help run the center.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Strongly
Disagree

Our time-tested pattern of diagnosing and treating individual patients
is still the optimal way for us to function professionally.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Strongly
Disagree

As there are so few mental health professionals, it is better to treat
the people who have mental problems than to try to change the things
which may be causing people to be mentally ill.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Strongly
Disagree

A mental health professional is only supposed to take care of the
mentally ill who come to him. He cannot be responsible for those who
do not seek him out.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Strongly
Disagree

Our program emphasis should be shifted from the clinical model, directed
at specific patients, to the public health model, focusing upon popula
tions.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Strongly
Disagree

Mental health professionals should treat their own patients and not the
harmful influences in society.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Strongly
Disagree

Mental health professionals should only work with a patient if many
other people think she/he is mentally ill, or when she/he asks for help.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Strongly
Disagree

People who are not mentally ill should be helped to learn how to solve
their everyday life problems so they will not become mentally ill later.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Strongly
Disagree
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Since we do not know enough about prevention, mental health programs
should direct their prime efforts toward treating the mentally ill
rather than developing prevention programs.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Strongly
Disagree

The responsible mental health professional should become an agent for
social change.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Strongly
Disagree

Mental health professionals can do more good by working closely with a
few patients instead of using helpers and working with many patients.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Strongly
Disagree

Every mental health center should have associated with it a local
citizen's board assigned significant responsibilities.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Strongly
Disagree

The best way to solve mental problems is still for each person to see
someone who will find out what is wrong with him/her and to get treat
ment.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Strongly
Disagree

With our limited professional resources it makes more sense to use
established knowledge to treat the mentally ill rather than trying to
deal with the social conditions which may cause mental illness.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Strongly
Disagree

A mental health professional can only be responsible for the mentally
ill who come to him; he cannot be responsible for those who do not seek
him out.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Strongly
Disagree
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Mental health programs should be changed. Instead of working with one
person at a time, programs should try to help large numbers of people
with similar problems.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Strongly
Disagree

Our professional mandate is to treat individual patients and not the
harmful influences in society.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Strongly
Disagree

Mental health professionals should only provide their services to
individuals whom society defines as mentally ill or who voluntarily
seek these services.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Strongly
Disagree

We should deal with people who are not yet sick by helping them to
develop ways for coping with expected life difficulties.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Strongly
Disagree

Since no one really knows how to prevent mental illness, mental health
agencies should try to help people who are ill rather than starting
programs to keep people from getting sick.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Strongly
Disagree

A mental health professional should be someone who leads other people
in making changes in society.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Strongly
Disagree

We can make more effective use of our skills by intensively treating a
limited number of patients instead of working indirectly with many
patients.
Agree
Strongly

Agree

Agree
Somewhat

Unsure

Disagree
Somewhat

Disagree

Strongly
Disagree

APPENDIX B

CELL FREQUENCIES AND CHI-SQUARE VALUES

On the following pages are the cell frequencies and Chi-square
tests for the groups sampled.
The community samples are shown on pages 75-81.
groups are listed on pages 81-90.

The provider

For these groups, the experimental

vs. control comparison is at the top of the page, and the comparison
with the professional group, as well as the Anglo controls, is at the
bottom of the page.
The frequency table on page 90 shows the number of subjects in
each group indicating that they performed each function within the
agency.

Chi-square values are not included.

There was only one sig

nificant result—between the indigenous paraprofessional and the Anglo
control groups in Consultation (significance = .05).
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Table B-l.

Chi-square Values for Community Groups—Sex

Group

Male

Female

Pima College

5

29

34

15

0

15

ESL Class

4

10

14

Senior Citizen

1

13

14

Survey

9

8

17

Total

34

60

94

Lions Club

Total

Raw Chi-square = 40.78599 with 4 degrees of freedom.
nificance =» .0000

Table B-2.

Sig-

Chi-square Values for Community Group s--Marital Status

Group

Total

Single

Married

Other

13

17

4

34

Lions Club

0

15

0

15

ESL Class

3

11

0

14

Senior Citizen

2

3

9

14

Survey

5

8

4

17

Total

23

54

17

94

Pima College

^aw Chi-square = 39.54247 frith 8 degrees of freedom.
nificance = .0000

Sig
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Table B-3.

Chi-square Values for Community Groups—Ethnicity

Group

Table B-4.

Chicano

Total

Pima College

34

34

Lions Club

15

15

ESL Class

14

14

Senior Citizen

14

14

Survey

17

17

Total

94

94

Chi-square Values for Community Groups—Age

Group

56+

Pima College

2

5

11

7

9

34

Lions Club

6

1

5

3

0

15

ESL Class

1

3

5

3

2

14

12

2

0

0

0

14

4

3

4

0

6

17

25

14

25

13

17

94

Senior Citizen
Survey
Total

•

46-55

36-45

26-35

25-

^aw chi-square = 48.89271 with 16 degrees of freedom.
nificance = .0000.

Total

Sig-
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Table B-5.

Chi-square Values for Community Groups—Place of Birth

Group

United States

Mexico

Total

Pima College

17

17

34

Lions Club

12

3

15

ESL Class

3

11

14

Senior Citizen

9

5

14

Survey

15

2

17

Total

56

38

94

aRaw

chi-square = 18.27891 with 4 degrees of freedom.
icance = .0011.

Table B-6.

Signif-

Chi-square Values for Community Groups'--Language Spoken

Group

Spanish
Only

Pima College

10

10

12

1

34

Lions Club

2

2

10

1

15

ESL Class

7

4

3

0

14

Senior Citizen

6

6

2

0

14

Survey

2

10

5

0

17

27

32

32

3

94

Total

a Raw

Mostly
Spanish

Mostly
English

English
Only

chi-square - 21.58515 with 12 degrees of freedom.
Significance = .0424.

Total

Table B-7.

Chi-square Values for Community Groups—Employment of
Head of Household

Group

Blue Collar

Pima College

White Collar

Other

Total

13

12

9

34

Lions Club

3

10

2

15

ESL Class

12

1

1

14

5

0

9

14

Survey

10

3

4

17

Total

43

26

25

94

Senior Citizen

aRaw

chi-square = 34.53441 with 8 degrees of freedom.
Significance = .0000.

Table B-8.

Chi-square Values for Community Groups --Citizenship of
Head of Household

Group

United States

Pima College

21

13

34

Lions Club

14

1

15

4

10

14

Senior Citizen

10

4

14

Survey

16

1

17

Total

65

29

94

ESL Class

a Raw

Mexican

chi-square = 20.78914 with 4 degrees of freedom.
Significance = .0003.

Total
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Table B-9.

Chi-square Values for Community Groups--Place of Origin

Group

Farm

City

Total

Pima College

10

24

34

Lions Club

6

9

15

ESL Class

2

12

14

Senior Citizen

5

9

14

Survey

3

14

17

26

68

94

Total

aRaw

chi-square a 3.75094 with 4 degrees of freedom.
Significance = .4408.

Table B-10.

Chi-square Values for Community Groups--Education of
Head of Household

Group

Pima College

0-8

9 Plus

Total

10

24

34

Lions Club

1

14

15

ESL Class

7

7

14

Senior Citizen

11

3

14

Survey

10

7

17

Total

39

55

94

a Raw

chi-square = 19.98791 with 4 degrees of freedom.
Significance = .0005.
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Table B-ll.

Chi-square Values for Community Groups—Occupation

Group

White Collar-Pro

Pima College

Skilled

Semi-Skilled

Total

7

24

3

34

Lions Club

11

2

2

15

ESL Class

0

4

10

14

Senior Citizen

0

1

13

14

Survey

2

11

4

17

20

42

32

94

Total

aRaw

chi-square = 69.72077 with 8 degrees of freedom.
Significance = .0000.

Table B-12.

Chi-square Values for Community Groups—Education

Graduate

College

High School

Jr. High-

Total

Pima College

0

26

5

3

34

Lions Club

3

7

5

0

15

ESL Class

0

1

3

10

14

Senior Citizen

0

0

2

12

14

Survey

0

2

8

7

17

Total

3

36

23

32

94

Group

a Raw

chi-square = 75.48439 with 12 degrees of freedom.
Significance = .0000.
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Table B-13.

Chi-square Values for Community Groups—Social Class
(Hollingshead and Redlich)

Group

1

2

3

4

5

Total

Pima College

1

3

11

19

0

34

Lions Club

2

4

5

2

2

15

ESL Class

0

0

1

5

8

14

Senior Citizen

0

0

0

2

12

14

_0 _0

__3

10

_4

17

7

20

38

26

94

Survey
Total

3

aRaw

chi-square = 65.21991 with 16 degrees of freedom.
Significance = .0000.

Table B-14.

Chi-square Values for Mental Health Worker Groups—Sex

Group

Male

Female

Total

MexicanAmerican
Paraprofessional

8

11

19

Anglo
Paraprofessional

6

8

14

Professional

__8

__9

1_7

Total

22

28

50

a Raw chi-square = .09966 with 2 degrees of freedom.
Significance = .9514.
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Table B-15.

Chi-square Values for Mental Health Worker GroupsMarital Status

Group

Single

Married

Other

Total

Mexican-American
Paraprofessional

4

12

3

19

Anglo
Paraprofessional

8

4

2

14

Professional

__8

_8

_1

17

Total

20

24

6

50

aRaw

chi-square = 5.77.58 with 4 degrees of freedom.
Significance = .2164.

Table B-16.

Chi-sqaure Values for Mental Health Worker Groups--Age

Group

56+

46-55

36-45

26-35

25-

Total

Mexican-American
Paraprofessional

1

1

6

8

3

19

Anglo
Paraprofessional

0

1

2

8

3

14

_0

_2

_6

_9

_0

17

I

4

14

25

6

50

Professional
Total

chi-square = 7.18748 with 8 degrees of freedom.
Significance = .5165.
aRaw
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Table B-17.

Chi-square Values for Mental Health Worker Groups—
Ethnicity

Group

Chicano

Anglo

Other

Total

Mexican-American
Paraprofessional

19

0

0

19

Anglo
Paraprofessional

0

14

0

14

Professional

_1

14

_2

17

Total

20

28

2

50

aRaw

chi-square = 49.11765 with 4 degrees of freedom.
Significance = .0000.

Table B-18.

Chi-square Values for Mental Health Worker Groups--Place
of Birth

Group

United States

Mexico

Other

Total

Mexican-American
Paraprofessional

17

2

0

19

Anglo
Paraprofessional

14

0

0

14

Professional

15

0

2

17

Total

46

2

2

50

a Raw

chi-square = 7.28227 with 4 degrees of freedom.
Significance = .1217.
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Table B-19.

Chi-square Values for Mental Health Worker GroupsLanguage Spoken

Spanish
Only

Mostly
Spanish

Mexican-American
Paraprofessional

2

5

Anglo
Paraprofessional

0

Group

Professional
Total

Mostly
English

English
Only

Total

11

1

19

0

1

13

14

_0

_1

_4

12

17

2

6

16

26

50

aRaw

chi-square = 29.38907 with 6 degrees of freedom.
Significance = .0001.

Table B-20.

Chi-square Values for Mental Health Worker GroupsEmployment of Head of Household

Group

Blue Collar

White Collar

Other

Total

Mexican-American
Paraprofessional

3

16

0

19

Anglo
Paraprofessional

2

11

1

14

_0

15

_2

17

5

42

3

50

Professional
Total

a Raw

chi-square = 4.79155 with 4 degrees of freedom.
Significance = .3094.
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Table B-21.

Chi-square Values for Mental Health Worker Groups—Place
of Origin

Group

Farm

City

Total

Mexican-American
Paraprofessional

7

12

19

Anglo
Paraprofessional

4

10

14

Professional

_2

15

17

Total

13

37

50

aRaw chi-square = 2.99947 with 2 degrees of freedom.
Significance = .2232.

Table B-22.

Chi-square Values for Mental Health Worker Groups—
Occupation

Group

White Collar-Pro

Skilled

Total

Mexican-American
Paraprofessional

18

1

19

Anglo
Paraprofessional

12

2

14

Professional

17

0

17

Total

47

3

50

a Raw

chi-square = 2.80755 with 2 degrees of freedom.
Significance = .2457.

86

Table B-23.

Chi-square Values for Mental Health Worker Groups—
Education

Group

Graduate

College

High School

Total

Mexican-American
Paraprofessional

0

17

2

19

Anglo
Paraprofessional

2

12

0

14

Professional

17

0

0

17

Total

19

29

2

50

aRaw

chi-square = 44.71092 with 4 degrees of freedom.
Significance = .0000.

Table B-24.

Chi-square Values for Mental Health Worker Groups—Social
Class

Group

1

2

3

4

Total

Mexican-American
Paraprofessional

1

1

16

1

19

Anglo
Paraprofessional

1

2

10

1

14

_6

11

_0

__0

17

8

14

26

2

50

Professional
Total

a Raw

chi-square = 33.38791 with 6 degrees of freedom.
Significance = .0000.
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Table B-25.

Chi-square Values for Mental Health Worker Groups—
Amount of Training

Group

6 Months -

6 Months +

Total

Mexican-American
Paraprofessional

9

10

19

Anglo
Paraprofessional

6

8

14

Professional

_3

14

17

Total

18

32

50

aRaw

chi-square = 3.83680 with 2 degrees of freedom.
Significance = .1468.

Table B-26.

Chi-Square Values for Mental Health Worker Groups--Type of
Training

Group

On-Job

Workshop

Classes

1+2

1,2+3

Total

Mexican-American
Paraprofessional

2

7

1

3

5

18

Anglo
Paraprofessional

5

0

1

6

2

14

_1

_1

_9

11

3

10

16

49

Professional

_4

Total

11

a Raw

9

chi-square = 18.33247 with 8 degrees of freedom.
Significance => .0189.
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Table B-27.

Chi-square Values for Mental Health Worker Groups—Length
of Employment

Group

4 Yrs. +

Total

- 1 Yr.

1-3 Yrs.

Mexican-American
Paraprofessional

9

5

4

18

Anglo
Paraprofessional

7

5

2

14

Professional

_5

_5

Total

21

15

17
13

49

chi-square = 3.56393 with 4 degrees of freedom.
Significance =s .4682.
aRaw

Table B-28.

Chi-square Values for Mental Health Worker Groups--Years
in Mental Health

Group

3 Yrs.

3 to 6 Yrs.

6 Yrs. +

Total

Mexican-American
Paraprofessional

9

5

4

18

Anglo
Paraprofessional

8

3

3

14

Professional

_3

__8

_6

17

Total

20

16

13

49

aRaw

chi-square = 6.02910 with 4 degrees of freedom.
«•
Significance = .1970.
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Table B-29.

Chi-square Values for Mental Health Worker Groups--Years
in Tucson, Phoenix

Group

- 6 Yrs.

6 - 1 0 Yrs.

10 +

Total

Mexican-American
Paraprofessional

3

2

13

18

Angl
Paraprofessional

8

4

1

13

Professional

_5

_7

_3

15

Total

16

13

17

46

aRaw

chi-square = 18.32024 with 4 degrees of freedom.
Significance = .0011.

Table B-30.

Cht-square Values for Mental Health Worker Groups—Functions
Within Agencies

Function

Mexican-American
Paraprofessional

Anglo
Paraprofessional

Professional

Total

Administration

10

3

8

21

Therapy

17

8

13

38

Outreach

7

2

3

12

Consultation

7

1

9

17

Research

3

1

2

6

12

8

8

28

5

2

6

13

13

7

10

30

9

2

7

18

Crisis Intervention
"'Other
Individual Therapy
Group Therapy
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