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ABSTRACT 

This study analyzed sociodemographic and health-related variables related to 

occurrence and treatment outcome in Mexican American and non-Hispanic white clients 

diagnosed with alcohol-related disorders. A sample of 551 clients diagnosed with alcohol 

abuse and dependence in a community treatment center were analyzed in the context of 

three research questions. Demographic and treatment outcome comparisons were made 

between two prominent ethnic groups--Mexican Americans and non-Hispanic whites. A 

demographic and health risk profile was derived utilizing standard statistical methods. 

The findings of the study suggest that Mexican Americans differ from non-Hispanic 

whites in various demographic characteristics and treatment outcome variables. 

However, considerable cross-cultural complexity exists such that more refined 

comparisons are essential in order to derive meaningful program design and clinical 

treatment strategies. 



CHAPTER I 

STATEMENT OF THE PROBLEM 
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Knowledge regarding the prevalence of psychiatric disorders treated in 

community mental health centers (CMHC) is meaningful for the development of 

programs that will serve high risk populations and, importantly, for guiding the training 

and skill development of mental health practitioners who are serving these populations. 

During the last 25 years, the demography of psychiatric disorders served by CMHC's has 

shifted dramatically. The deinstitutionalization movement in the 1960's and 1970's 

released thousands of state hospital clients into the communities, forcing the unprepared 

CMHC's to prioritize services to persons with serious mental illness. Over the years this 

change along with a multiplicity of societal problems has burdened the CMHC to serve 

increasing numbers of persons with a wide range of psychiatric and substance abuse

related problems. They are serving greater numbers of persons for substance abuse and 

problems related to comorbidity. Today, in response to the skyrocketing costs of health 

care, managed care is being instituted in CMHC's nationally and the effects of the cost 

containment philosophy are increasingly impacting the populations served. Services for 

substance abuse clients are now substantially time-limited such that the traditional long

term treatment models are no longer being authorized. Similarly, the "therapeutic 

community" model is essentially extinct. Consequently, managed care is ushering in 

another pivotal change in the prevalence of psychiatric disorders treated by CMHC's. 
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Within the last decade researchers, administrators, clinicians and public policy . 

leaders have focused attention on substance abuse as a major public health problem in 

the nation. Studies have established the high rate of substance abuse among the general 

population and in persons receiving psychiatric treatment. In 1991 the National Institute 

on Drug Abuse reported epidemiologic data indicating that 37 percent (75.1 million) of 

the population reported use of one or more illicit substances in their lifetime, 13 percent 

(25.8 million) had used illicit substances in the past year, and 6 percent (12.8 million) had 

used them in the month before the survey. 

It has been estimated that greater than 15 percent of the United States population 

over 18 years of age have serious substance use problems, with almost two thirds abusing 

alcohol primarily and the remainder abusing substances other than alcohol. Data from 

various epidemiologic studies suggest there are sociodemographic variables such as 

ethnicity, age, gender, marital status, education, and other factors which are associated 

with the development of alcohol-related disorders. Although there has been 

distinguishable progress in identifying prevalence rates and high-risk populations, there 

has been a call for additional examination of the risks and needs of ethnic minority 

populations. 

Purpose 

The purpose of this study is to analyze the variables of ethnicity, age, gender, 

marital status, education, and psychiatric presenting problems to determine which factors 
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provide the best predictors of treatment outcome in alcohol-related diagnoses in Mexican 

American and non-Hispanic white men and women. Determination of potential 

differences in predictive factors between Mexican American and non-Hispanic white men 

and women will be a specific focus. Analysis will focus on alcohol-related diagnostic 

categories served in a CMHC which operates within a managed care system. 

Demographic and health-related factors of ethnicity, age, gender, marital status, 

education, and psychiatric presenting problem also will be analyzed to determine whether 

a client profile can be developed which predicts greater risk for alcohol-related disorders 

in community treatment settings. 

Significance 

There is limited literature addressing the general topic relating sociodemographic 

factors to treatment outcome. However, this subject is currently under extensive 

examination as a factor in national healthcare cost. This subject is also important to 

treatment providers from both a clinical and organizational perspective because it reflects 

the quality of treatment provided and the consequent impact on the cost of service. 

Considering that the prevalence of substance abuse disorders is a significant 

health concern and cost there is rational argument for scientific inquiry which explores 

multiple socio-demographic variables which predict treatment outcome among the 

various populations served. In light of Mexican Americans constituting the largest 



Hispanic subgroup and also showing a high prevalence for alcoholism, research on this 

group will be given priority. 
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The national census in 1990 indicated that Hispanics numbered over 22.3 million. 

This population continues to grow at a rapid pace and is expected to be the largest ethnic 

minority group by the year 2000. Analysis of the behavioral health needs of Hispanics 

are therefore justified not only demographically but also as a consequence of lower 

education and income levels, which places this group at greater risk for psychiatric and 

substance abuse-related disorders than the general population (Burnam, et al. 1987). 

Within the Hispanic population, Mexican Americans comprise the largest subgroup 

numbering over 13.9 million. In the state of Arizona, Pima County provides a unique 

opportunity to study Mexican Americans. According to the 1990 census, 24 percent 

(14 7,54 7) of persons of Mexican descent in Arizona reside in Pima County. Twenty four 

and one half percent of the 666,880 persons living in Pima County are Hispanic, and 90 

percent of these persons are Mexican American. 

Substance abuse is a major public health problem in the United States today. 

Kaplan, Sadock and Grebb (1994) report that more than 15 percent of the United States 

population over 18 years of age have serious substance use problems, with about two 

thirds of them abusing alcohol primarily. The scope of the problem is enormous and 

studies are showing increasing evidence of the serious medical and psychosocial 

consequences of drug use across all age groups. 

There are few health problems which are as far-reaching and prevalent as those 

presented by alcohol use and dependence. Rice (1992) reported that in 1985 there were 
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an estimated 95,000 alcohol-related deaths in the United States. In an earlier study Rice 

(1991) found that one fifth of these alcohol-related fatalities were caused by conditions 

such as cirrhosis of the liver; and the remaining four-fifths accounted for 51 percent of all 

motor vehicle accident fatalities, 41 percent of all fatalities due to falls, 42 percent of all 

fire fatalities, 26 percent of all suicides, and 7 5 percent of all deaths due to cancer were 

cancer of the esophagus. The consequences of problems associated with alcohol are 

clearly not limited to the alcoholic. Furthermore, alcohol has a documented role in crime, 

domestic violence, family disruption, job failure, and other such problems which impinge 

on much of the general population. 

According to Rice (1993) the total economic costs of alcohol abuse and 

dependence for 1990 are estimated at $98.6 billion, a 40 percent increase over the last 

five years. Medical care costs are estimated at $10.5 billion and account for 10.7 percent 

of total alcohol abuse costs; reduced or lost productivity due to illness amounts to $36.6 

billion and is 37 percent of the total; deaths total $33.6 billion and represent the value of 

forgone earnings; other related costs are approximately $15.8 billion and represent 16 

percent of the total; crime expenditures amounts to $5.8 billion; and motor vehicle 

crashes cost $3.9 billion (Rice, 1993). 

Surprisingly, substance-related problems have been the most ignored or 

underdiagnosed disease in health care facilities today. Caulker-Burnett (1994) reports 

that only about 10 percent of patients who meet research diagnostic criteria for substance 
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abuse and mental health are recognized by primary care providers. Primary care 

providers are most likely to come in contact with persons who have substance-related 

problems, however the common focus of these visits are the complications of the disease 

rather than the disease itself. Managed care and cost reimbursement issues are also 

deterrents to diagnosis and treatment since managing addiction problems can be time

consuming and expensive if properly reimbursed. Since alcohol-related disorders have 

come to the forefront as a major public health problem which is costing the nation 

billions of dollars, the identification and treatment of substance abuse disorders has 

finally become a priority at a national policy level. 

Ellard (1991) reports that the disruption caused by alcohol is not new and was 

reported as early as 1200- 900 BC. It was disapproved by Plato and the Brahmins of 

ancient India not only proscribed it, but had a system of penalties for drunkards. Over 

200 years ago America's first Surgeon General, Benjamin Rush, M.D., labeled 

"intemperance" as a disease, and described symptoms of tolerance and alcohol 

withdrawal, which are still pathognomonic of alcohol dependence (Lewis, Niven, 

Czechowicz and Trumble, 1987). Four decades ago the American Medical Association 

formally acknowledged alcoholism as a medical illness and a decade later, as a disease. 

The historic medical concerns and delayed progress suggest there are conflicting political 

and social facets which contribute to the magnitude of this problem which must be 

addressed. 
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Background and Conceptual Framework 

Relationship of ethnicity to psychiatric diagnosis is addressed frequently in the 

research and clinical literature and several studies report crosscultural differences. The 

importance of sociocultural factors affecting alcohol use and its outcomes has been 

recognized and an array of variables needs to be examined in order to understand alcohol 

use as a biopsychosocial phenomenon (Heath, 1991 ). Although there have been few 

differences reported in the prevalence of alcohol-related disorders between Hispanic and 

non-Hispanic white groups, distinction occurs when sociodemographic variables are 

closely examined. Heath (1991) reports that further specification of the nature of 

ethnicity which emphasizes social learning about alcohol, with increasing attention to 

intraethnic variation, holds promise for increasing our understanding. Various customs 

and beliefs within different cultures are frequently associated with idiosyncratic rates of 

drinking patterns and the occurrence of alcohol-related disorders. It is the covariation of 

drinking beliefs and behaviors, on the one hand, and the different types and rates of 

drinking problems on the other, that distinguish one population from another and require 

the understanding of the interaction of social and cultural variables with alcohol-related 

problems. 

The Epidemiologic Catchment Area (ECA) study is a major multisite psychiatric 

epidemiologic investigation funded by the National Institute of Mental Health and 

sampled more than 20,000 people in both household and institutional populations. The 
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study addressed the issue of generalizability by sampling in five different geographic sites 

across the country: Baltimore, Maryland; Los Angeles, California; New Haven, 

Connecticut; and St. Louis, Missouri. The ECA study reported by Kamo, et al. ( 1987) 

was conducted in Los Angeles and examined an urban population with findings 

indicating that both Mexican American and non-Hispanic white men display high lifetime 

prevalence for alcohol-related disorders. However, when age is controlled Mexican

American rates for men exceed non-Hispanic white rates by about one third for persons 

18-40 years of age. When gender is controlled, prevalence rates for alcohol-related 

problems are five times greater for non-Hispanic white women of all ages over Mexican

American women. Thus it appears that there is a complex interaction among age, 

ethnicity and gender. The ECA data suggest the need for more crosscultural research. It 

also suggests there is a need for CMHC's serving Mexican American populations to 

develop mental health programming and clinical expertise with bilingual and bicultural 

capacity. 

Age 

Studies other than ECA demonstrate age differences are important variables in 

the study of prevalence of alcohol-related disorders. Bucholz (1992) found that current 

(one year) and lifetime prevalence estimates of alcohol abuse and dependence suggest a 

decrease as age increases for both men and women (though much lower for women). 

When the two prevalence rates were used to compute remission rates, higher rates of 
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remission or fewer alcoholics were found in the older age groups. Bucholz (1992) reports 

that this finding was consistent in a previous study and proposes that this challenges the 

belief that alcoholism is a steady, unremitting chronic illness or that the high remission 

rates are among a community sample which are less severe than alcoholics in treatment 

settings. In general the literature suggests there are various moderating factors that this is 

not a consistent linear effect. 

Gender 

Traditionally, alcohol use has been found to be greater in males than females and 

the ratio of alcohol-related disorders is between 2:1 and 3:1. During the last 15 to 20 

years, however, the frequency of treatment provided to women has been steadily 

increasing. Research conducted in the United States and Great Britain shows that 

although alcohol consumption in women is not on the increase overall, there have been 

important changes in the patterns and age distribution of women's alcohol intake (Dunne, 

Galatopoulos and Schipperheijn, 1993). The changing social roles of women add a new 

dimension to alcohol use and associated problems. In a study published in 1993, Dunne, 

Galatopoulos and Schipperheijn explain that physiological differences render women 

more susceptible to the morbidity effects of alcohol. They also suggest there are 

interpersonal and social factors such as low self esteem and stigma which support denial 

and deter women from entering treatment. They suggest that previous differences 

between males and females may have changed over time and may no longer hold. 



Clinical settings need to account for demographic changes in programming with 

consideration given to women's treatment needs. 

Other Demographic Factors 

The literature shows other factors apparently related to the development of 

alcohol-related disorders. These include education, marital history, income and 

occupation. The prevalence of alcoholism decreased with increasing educational 

achievement however there was a relationship between lifetime prevalence and 

completion of educational coursework (Crum, Bucholz, Helzer and Anthony, 1992). 

Subjects who completed an educational program or a particular level of education had 

lower rates of alcoholism than peers who dropped out. Crum, et al., pointed out that a 

limitation of this study was the analysis of education without consideration of family 

history, intelligence quotient, early behavioral profiles or personality traits, and other 

psychiatric problems that may have influenced educational achievement. Alternatively, 

maladaptive behavioral characteristics such as dropping out of school may be an 

antecedent which increases the risk for alcohol problems. 

20 

Prevalence was lowest for persons in a stable marriage without a history of 

divorce or separation and highest for persons who had multiple divorces or separations. 

Clearly, there are psychological and social factors which accompany this finding for men 

and women. 
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A strong inverse relationship was noted between lifetime or current prevalence 

and income level among men. Although women's patterns were more difficult to discern, 

a decline was observed with increasing income for all except the very highest income 

category. Male skilled workers and female service and unskilled workers rated highest 

for prevalence of alcoholism, whereas the lowest risk was for managerial and professional 

occupations. The literature did not offer any theoretical explanation for these findings. 

These patterns appear to be subject to alteration, singularly and in combination, by the 

intervening effects contributed by familial, socio-cultural and other environmental 

factors. 

There has been significant research progress in the areas of epidemiology and 

prevalence of alcohol-related disorders in the United States, especially since the ECA 

studies were conducted. However, there is a need for understanding incidence and 

outcomes of alcoholism treatment in relation to ethnicity and other sociodemographic 

factors. As CMHC's and other treatment organizations restructure the delivery of 

services to meet the dictates of managed care and criteria for accessing the system are 

developed, there is a need to continually track demographic populations and clinical 

populations to ensure that in the process of systems change underserved ethnic groups 

are not inadvertently placed at a disadvantage. As cost, quality and access become the 

overarching operational imperatives in behavioral health, the kind of analysis proposed 

here will become a routine aspect of clinical treatment as well as program management. 



Knowledge of these factors can assist CMHC's to develop clinical programming, 

professional skill and treatment strategies which are designed for high risk populations. 

Definition of Relevant Terms 
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1. Substance Abuse--A maladaptive pattern of substance use leading to clinically 

significant impairment or distress which interferes with a person's life. 

2. Alcohol-Related Problems--Adverse life events and consequences associated 

with alcohol abuse and dependence. 

3. Hispanic--Persons of Spanish-speaking heritage. 

4. Mexican American--Americans of Hispanic heritage traceable to Mexico. 

5. Non-Hispanic White--Non-Hispanic Caucasian Americans. 

6. Treatment Outcome--The rating of a person's psychological, social, and 

occupational level of functioning as established by the Globa,.l Assessment of Functioning 

(GAF) scale that assesses mental health-illness. Range of scores is 1-100, where 100 is 

optimal. 

Conceptual Perspective 

The conceptual framework of this analysis is based on Neuman's Systems Model 

which incorporates concepts from general systems theory, stress theory, and gestalt 

psychology. Holism and the concept of"the whole being greater than the sum of the 

parts" emphasize the importance of the complex relationships between variables 

(Neuman, 1989). According to Neuman, each system is a dynamic composite of 
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physiological, psychological, socio-cultural, developmental, and spiritual variables and is 

in constant interaction with the internal and external environment, striving to accomplish 

equilibrium which may result in varying levels of wellness known as the health-illness 

continuum. The systems perspective is applied to clinical dynamics such that each aspect 

of a person or group can only be understood in relationship to its totality. 

ECA studies describe a complex interplay of variables including ethnicity, age, 

gender, marital history, education, occupation, and psychopathology as significant factors 

which contribute to the differential use and abuse of alcohol. This author questions 

whether the ECA findings regarding prevalence of alcohol-related disorders in the general 

population will be different in treatment settings where a group with high rates of relapse 

for alcoholism is served. 

Studies in treatment outcome, however, are equivocal and research in this area has 

been limited to alcohol-related problems in relation to psychopathology, comorbid 

conditions, and social class. This study will attempt to clarify whether the 

sociodemographic and health-related variables as defined by ECA studies in the general 

population apply, or if not, are there other factors related to treatment outcome which 

apply to clients served in community treatment settings. 

The Neuman model is congruent with today's managed care philosophy by taking 

a wellness-oriented approach and can assist the service agency and mental health 

practitioner in identification of clinical areas of need. The implications suggest that 
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therapeutic approaches and program designs consider that individuals and populations 

with alcohol-related problems are open systems which interact with the environment and 

are constantly changing. From a clinical and organizational perspective, there is a need to 

track demographic and clinical population changes to assure access to services, 

competent therapeutic approaches, and the development and restructuring of program 

designs which are responsive to the community's needs. 

Research Questions 

1. What is the sociodemographic and health risk profile as generated by clients 

served in community treatment settings who are diagnosed with alcohol-related 

disorders, in reference to ethnicity, age, gender, marital status, education, and presenting 

problem? 

1 a. How does this sociodemographic and health risk profile as generated by 

clients served in community treatment settings who are diagnosed with alcohol-related 

disorders in reference to age, gender, marital status, education and psychiatric presenting 

problem differ when comparing Mexican Americans to non-Hispanic white groups? 

2. What sociodemographic variables including ethnicity, age, geri.der, marital 

status, and education best predict client treatment outcome in clients with alcohol-related 

disorders? 
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3. What sociodemographic and health-related variables including ethnicity, age, 

gender, marital status, and education emerge as predictors of positive treatment outcome, 

when Mexican American and non-Hispanic white groups are analyzed separately? 

Discussion 

As suggested by the literature there is a complex interplay among several factors 

which contribute to differential use and abuse of substances, among which are age, 

gender, ethnicity, education and a major influence by socio-economic status. The results 

the investigator expects are that the combination of sociodemographic and presenting 

problem variables associated with alcohol-related disorder and treatment outcome for 

alcohol-related problems would differ for clients served in behavioral health treatment 

settings from the general population. Differences also may be found between Mexican 

American and non-Hispanic white subgroups in the sample. The population being 

studied has been diagnosed by mental health practitioners, rather than by survey as in the 

ECA general population studies, and may have distinct circumstances which place them 

at higher risk for alcohol-related problems. Risk factors and treatment outcome may 

differ because many individuals served by the public mental health system have come to 

the attention of the system because of consequential acts or recidivism with high 

utilization of services which are financially expensive to the system. 



CHAPTER II 

LITERATURE REVIEW 
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The major goals of this study are to examine the relationships of demographic and 

mental health-related variables in the CMHC's data system which predict positive client 

treatment outcome in substance abuse clients. From this analysis, it may be possible to 

develop useful profiles which predict positive treatment outcome, identify high risk 

clients, and help in designing clinical data base systems which reflect useful data that 

assists with program planning and clinical treatment. To provide a basis for 

understanding these concepts, the review of literature is presented using empirical data 

from landmark NIMH Epidemiologic Catchment Area (ECA) studies and theoretical 

literature on the effects of sociocultural factors on substance use and its outcomes. In this 

chapter, literature on ethnicity, age, gender, marital status, education, and 

psychopathology will be critically reviewed as it relates to the research questions. 

Epidemiologic Catchment Area Studies 

The lack of analytic studies in psychiatric epidemiology has been primarily due to 

longstanding problems of defining specific psychiatric disorders and identifying persons 

who have specific psychiatric disorders. Myers, et al. (1984) reports that former 

psychiatric surveys were descriptive in nature and assessed mental impairment or 

symptoms without any method of classification. Regier, et al. (1984) refers to these 

studies as first generational as they were conducted prior to World War II and relied 
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heavily on institutional records and key informants which included physicians and social 

workers. It has only been in the last thirty years that progress has been made in 

formulating and implementing rules to define cases of specific psychiatric disorders. 

Several standard systems of diagnostic rules have been developed and are now used in 

psychiatric research including the Diagnostic and Statistical Manual of Mental Disorders 

which now has several revised editions and the International Classification of Diseases 

research criteria. From these scientific advances, reliable assessment instruments, 

standard definitions, and structured interviewing methods for identifying and assessing 

psychiatric disorders have been developed and has allowed researchers to study untreated 

samples in the general population, focusing on specific psychiatric disorders. 

The ECA program which was conducted in the late 1970's and early 1980's is a 

landmark psychiatric epidemiologic study which sampled over 20,000 persons in both 

household and institutional populations across five different geographic states in the 

United States. This study, by far, examined a more extensive general population sample 

than did any previous study and addressed the issue of generalizability of data to the total 

United States population. Uniquely, the ECA study has provided reliable quantitative 

information concerning the true prevalence of psychological symptoms or 

psychopathology in communities, rather than treated prevalence in specialty mental 

health settings (Regier, et al. 1984 ). Importantly, these data have examined the 

distribution of mental disorders and their potential risk factors in the population, and 



identified subgroups of people with high or low occurrences of a disorder. A major 

contribution to the quality of mental health services provided to the community was the 

gap which the ECA studies addressed regarding how persons with mental illness were 

being served, to what extent they were underserved and who was affected by such 

underservice. 
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Based on criteria from the Diagnostic and Statistical Manual of Mental Disorders, 

Third Edition, (DSM-111) for alcohol abuse or dependence (to be referred as alcoholism), 

the ECA study found that 13.8 percent of all subjects had at some time in their lives met 

criteria for a diagnosis of alcoholism. The DSM-IV (1994) reports that alcohol 

dependence frequently has a familial pattern and that genetic factors account for three to 

four times higher rates in close relatives of people with alcohol dependence. According 

to Bucholz ( 1992), the sophistication of diagnosing psychiatric disorders used in the ECA 

studies has allowed closer examination of the distribution of alcoholism in community 

samples according to age, gender, ethnic group, and other demographic characteristics. 

Ethnicity 

The lifetime prevalence of a disorder refers to the proportion of individuals in a 

representative sample of a population who have ever experienced that disorder. Karno, et 

al. (1987) studied the lifetime prevalence of specific psychiatric disorders in Los Angeles 

among a household sample of 3125 respondents which included 1309 non-Hispanic 

whites, 1243 Mexican Americans, and 573 persons who were collectively of "other" or 



"unknown" ethnic backgrounds. The overall rates for any diagnosed disorder were 

similar for Mexican Americans and non-Hispanic whites . . A significant difference was 

noted for two disorders: drug abuse/dependence, which is over three times more 

prevalent among non-Hispanic whites; and major depressive episode which was also 

more prevalent among non-Hispanic whites. 

Age 
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The lifetime prevalence reports by age were grouped 18-24 years, 25-44 years, 

45-64 years, and 65 years or older. Drug abuse/dependence was most prevalent in the 18-

24 year old group at all sites, however, the Los Angeles site reported equal drug 

abuse/dependence prevalence among all ethnic groups aged 25-44 years. 

In comparing rates of all disorders for specific age, sex, and ethnic subgroups for 

non-Hispanic and Mexican American male, age was a factor in two categories: 18 - 39 

years and 40 years and over. Both ethnic samples peaked in the 18-39 year old age 

cohorts for any disorder. However, the rate for any disorder did not decrease 

significantly for the Mexican American sample aged 40 years of age or older as compared 

to non-Hispanic white samples. Karno, et al. (1987) substantiates this discrepancy by 

differential age effects related to two disorders: drug abuse/dependence and alcoholism. 

Drug abuse/dependence is almost entirely concentrated among the young in both ethnic 

groups; however, both groups displayed high levels of alcoholism, regardless of age, with 

Mexican American rates about one third greater for both age cohorts. 
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Gender 

A closer examination of sex related to substance abuse/dependence disorders 

revealed meaningful differences supporting the goals of this study. Drug abuse/ 

dependence was male-predominant at four of five sites. All ECA sites reported that 

alcoholism was predominantly a male disorder. Women rated higher for phobia and 

major depressive episode at four of five sites and was followed by dysthymia, panic 

disorder, obsessive-compulsive disorder, and schizophrenia. For drug abuse/dependence, 

young non-Hispanic white women had rates five times greater than young Mexican 

American women. 

Ethnicity and Age 

With respect to ethnicity and age findings noted in the ECA, studies demonstrated 

peaks in lifetime prevalence for alcoholism occurred among white men at ages 18 to 29, 

but later among African-American men at ages 45 to 64, and Hispanic men at 30 to 44 

years. Lifetime prevalence was much lower among white men age 65 and older than 

among African-American or Hispanic men in corresponding age groups. For all ethnic 

groups male to female ratios increased with each successively older age group; and male 

to female lifetime ratios were noted to be lowest for the youngest age group and highest 

for the oldest age group (Bucholz, 1992). 
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Ethnicity and Gender 

Karno, et al. (1987) reports that although overall substance abuse/dependence 

rates do not differ significantly for the men of the two ethnic groups, Mexican American 

men abuse alcohol 5.5 times more frequently than drugs, whereas non-Hispanic white 

men reveal a close to equal level of abuse of the two classes of substance. Explanation of 

this finding may be related to the cost of drugs and socio-economic issues which 

influence the pattern of substance use within the two ethnic groups. The findings of this 

study strongly supports the need for behavioral health programs serving Mexican 

American communities to target both alcohol and substance abuse problems. 

The ratio of males to females was substantially greater among Hispanics in 

comparison to other ethnic groups. In reviewing this data Buscholz (1992) contends that 

alcoholism rates of women may be catching up to those of men. Lex' ( 1991) findings 

supports the trend of increasing prevalence of alcoholism among women, citing a 

combination of psychosocial, biological, familial, and cultural factors which contribute to 

women's alcoholism and polysubstance use. Chou (1994) reports that findings based on 

several health surveys generally agree that females have higher alcohol-related morbidity 

rates than males in the general population. Moreover, excessive morbidity rates exist 

among females who are young adults, nonblacks, and have socioeconomic levels at or 

above the poverty level. Although the ECA findings in Los Angeles characterize 

Mexican American females as having the lowest prevalence and risk for alcohol-related 
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disorders one must be cognizant of the interactions of various sociodemographic factors, 

along with acculturation, which places this group at risk. The increasing prevalence of 

alcohol-related problems in women of all ethnic groups suggests a need to re-educate and 

train health care professionals and develop alcohol treatment resources which are 

accessible to all ethnic groups. 

Ethnicity, Age and Gender 

Ethnic variations in prevalence rates are striking when age and sex variations are 

also taken into account. The Los Angeles study associates drug abuse/dependence to 

young non-Hispanic white men and women. Drug abuse/dependence is uncommon in 

Mexican American women of any age and men or women over 40 years of age of either 

ethnic group. Alcohol abuse/dependence is a predominantly male disorder with 

exceptionally high prevalence among both Mexican American and non-Hispanic white 

men of any age (Karno, et al. , 1987). Young non-Hispanic white women report a 

moderately high prevalence. Mexican American women are conservative regarding 

alcohol, as they are for drugs, and infrequently abuse or become dependent at any age. 

Educational and Occupational Status 

Crum, Bucholz, Helzer and Anthony (1992) analyzed the risk of alcohol abuse 

and dependence in adulthood in association with educational level utilizing data collected 

by the ECA study. In regard to education, 40o/o of the cases had less than a high school 

education, compared with 26% of the noncases, and an appreciably greater proportion of 



33 

the noncases had at least a college level degree. Reportedly, adults who completed 9-12 

years of school without earning a diploma were at increased risk as compared with all 

other adults. Increased risk was also signalled by going to college without earning a 

degree, while lower levels of risk were associated with earning a college degree. Crum, 

et al. (1992) also noted other characteristics such that men and unmarried persons were at 

substantially greater risk, and becoming intoxicated for the first time before age 18 was 

noted to have an estimated sevenfold excess risk. In studying how the degree of 

association between education and the risk of alcohol-related disorders might vary when 

these characteristics were held constant the findings were equivocal. Crum, et al. (1992) 

reports that this is the only study which accounted for individuals who failed to achieve a 

diploma or a college degree, or other grouped social class factors. Other determinants of 

alcohol abuse/dependence, such as family history, intelligence quotient, early behavioral 

profiles or personality traits, and other psychiatric diagnoses that could influence 

educational achievement were not analyzed. Crum, et al. ( 1992) suggests that education, 

as a potentially modifiable characteristic, can be changed as a causal factor. The 

implication suggests that rehabilitation which supports attainment of GED, two-year 

programs, or related efforts to assist persons who have failed to achieve their educational 

goals can result in positive treatment outcomes. For the Mexican American male who 

possesses an alcohol-related disorder, rehabilitation which incorporates assistance with 
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education and employment would be consistent with the expectations and norms of their 

culture and values. 

The 1988 National Health Interview Survey provided the data base for prevalence 

studies of alcohol consumption and dependence among persons in a variety of specific 

occupations in the United States. Parker and Harford (1992) found higher percentages of 

current drinkers to be employed in white-collar occupations than among persons in blue

collar occupations; however, higher consumption rates were noted in blue-collar workers. 

Men and women in managerial, administrative, professional, technical, and sales 

positions had the highest percentages as current drinkers. Food service groups and 

construction workers were noted to have a higher average daily consumption. Much of 

the research fails to discuss the factors which tend to influence alcohol use patterns in 

different occupations. 

Prevalence studies of the same data for DSM-111-R alcohol abuse/dependence 

among selected occupations by Stinson, DeBakey, and Steffens (1992), on the other hand, 

found considerable variation across different occupations. The highest prevalence of 

alcohol-related disorders was seen in bartenders, with male bartenders exceeding fifty 

percent. Significant variation of prevalence within occupational groups was present. 

Stinson, DeBakey, and Steffens (1992) commented that prevalence estimates presented 

by Parker and Harford ( 1992) were age standardized and controlled for the fact that 

different occupations have different age distributions, which explains the difference in 
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prevalence estimates of the two studies. Because young persons have a higher prevalence 

of alcohol abuse and dependence, we would expect to find higher levels of alcohol 

consumption and dependence in occupations which employ young people. The findings 

of an informal study regarding the perceptions of occupations with substantial alcohol

related problems did not support stereotypes of particular professions with a prevalence 

for alcohol abuse/ dependence (Stinson, Debakey, and Steffens, 1992). These findings 

should assist in correction of beliefs that the prevalence of alcohol-related disorders 

among physicians, lawyers, and law enforcement officers is about the same as for the 

general labor force. 

Ethnicity, Acculturation and Alcoholism 

Ethnicity remains a fundamental force in this country and is a major form of 

group identification and a major determinant of family patterns and belief systems. 

Giordano and Giordano (1977) as cited in McGoldrick, Pearce, and Giordano (1982) 

explain that ethnicity involves conscious and unconscious processes that fulfill a deep 

psychological need for identity and historical continuity. Ethnicity guides our thinking, 

feeling, and behavior in both obvious and subtle ways and influences what we eat, how 

we work, how we relax, how we celebrate holidays and rituals, and how we feel about 

life, death, and illness. There is increasing evidence that ethnic values and identification 

are retained for many generations after immigration and play a significant role in family 

life and personal development throughout the life cycle (Lieberman, 1974; Teper, 1977; 



36 

Gelfand and Kutzik, 1979). In relation to patterns of alcohol use and its outcomes the 

importance of ethnicity is widely recognized but imprecisely reported. The principal task 

in studying ethnicity and drug use must unveil the values and norms regarding drug use 

embedded in different ethnic cultures. 

Kerney (1970) as cited by Arredondo, Weddige, Justice and Fitz, (1987) explains 

that from a cultural perspective Mexican and Mexican American people view the 

consumption of alcohol as a form of celebrating life and alcohol is consumed with 

friends, at family gatherings, and meaningful events. Alcohol plays a role in many 

aspects of cultural life and may be considered as a form of ritualistic behavior. For 

males, the machismo attitude acknowledges that they are "men" if they can hold their 

liquor, and this may account for the ingestion of large amounts of alcohol. Sex-role 

differences have been noted in the Mexican American culture and a common expectation 

is the male responsibility to protect the family name and provide for the women. 

Unfortunately when alcoholism interferes with the male's responsibility to provide for his 

family and affects the family honor the family protects itself by limiting outside 

intervention. In general, Mexican American males who continue to drink excessively are 

tolerated and females who drink excessively are eventually rejected by the family. The 

clinical significance reported by Seale and Muramoto ( 1993) is the reduced use of health 

care services by Hispanic men, especially among those who are problem drinkers. 

Cultural beliefs according to Cheung ( 1990-91) may affect not only the person's use of 
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alcohol and drugs, but also his utilization of treatment and other health care services. This 

infers that substance abuse treatment may be delayed or non-existent for some Hispanic 

patients because of the hesitancy of their strongly cohesive families to recognize the need 

for outside assistance. 

According to Arredondo, Weddige, Justice and Fitz, (1987), the degree of 

acculturation appears to correlate with the view of alcoholism as a disease, but for the less 

educated and acculturated, alcoholism is often attributed to external sources such as 

witchcraft. The religious value of alcoholism is acknowledged by Paine (1972) as a 

punishment by God for wrongdoings or as a test of family faith. Because ethnicity 

reflects differences in cultural and religious values and attitudes which affect alcohol 

consumption and problems, the implications extend beyond identification of persons who 

are at high risk for alcoholism. Treatment outcome for Mexican Americans can be 

enhanced by interventions which consider the individual's cultural values and, as in all 

psychological therapies, must consider the client's interpretation of the etiology of 

alcoholism. Organizationally, quality substance abuse treatment must assure the delivery 

of linguistically and culturally competent information and services to Mexican 

Americans. 

Although most Hispanics do have common bonds of language, Catholic religion, 

sex roles, and liberal use of alcohol, generalizing that they have the same cultural values 

and beliefs would be a mistake (Arredondo, Weddige, Justice and Fitz, 1987). Believing 
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that behavior can only be understood in its cultural context, Cheung (1990-91) elaborates 

the importance in also recognizing the differences among members of the same ethnic 

groups with respect to ethnicity factors such as ethnic identification, cultural and 

structural incorporation, generational status, age at immigration, adaptation problems, and 

ethnic community involvement. The implications are that these factors may also shape 

the extent of drug abuse behavior which is influenced by one's own ethnic culture. 

Mexican American differences are largely dependent on socioeconomic status, education 

level, and degree of acculturation into American culture. Much of the economic hardship 

in Mexico has resulted in an influx of Mexicans of lower educational levels, as well as 

socioeconomic status. Morales (1984) suggests that the drug use patterns of Mexican 

American youths may be more related to poverty factors than to cultural factors. This is 

also supported by Fisher (1987) as cited by Cheung (1990-91) who examined alcohol 

problems among North American Indians and concluded that they are not due to their 

"Indian-ness" but are correlated with economic deprivation factors including poverty, 

poor housing, relative ill health, and academic failure. These findings suggest that the 

socioeconomic position of an ethnic group in society has great implications for the 

individual's likelihood to be involved in drug addiction. 

Cheung ( 1990-91) made an insightful point that since ethnicity is not only what 

people identify themselves as, but is also a product of labeling or identification by other 

groups in a multicultural society, ethnic group boundaries may change and evolve over 
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time depending on the social, economic, and political forces in society. Thus, ethnic 

cultural patterns of alcohol and drug use and their meanings may also change over time. 

Treatment Outcome 

There is a paucity of data and information related to treatment outcome in 

alcoholics. Available studies have chiefly examined psychopathology, comorbidity, and 

social class as predictors of treatment outcome in alcoholics. 

Rounsaville, Dolinsky, Babor, and Meyer (1987) have found that evaluating 

addicts of other substances with comorbid disorders defined by Research Diagnostic 

Criteria had poorer short-term (six months) and long term (2.5 years) functioning 

following initiation of treatment. In assessing the prognostic significance of specific 

psychiatric disorders they focused on major depression, antisocial personality, and drug 

abuse -- the three diagnoses which had the highest prevalence in their sample. For men, 

the group with the generally best outcome was the one with no additional diagnosis other 

than alcoholism. Both depression and antisocial personality were associated with poorer 

outcomes. 

For women, the best alcohol-related treatment outcome was found in the group 

with major depression. Women who were diagnosed with alcoholism only had poorer 

outcomes that were similar to those observed in patients with antisocial personality and 

drug abuse. Rounsaville, Dolinsky, Babor, and Meyer (1987) point out that in the good 

prognosis of depressed women, it should be noted that the affective disorder was likely to 
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be the primary diagnosis in this sample, with onset of alcoholism subsequent to the onset 

of depression. The data suggests that the post treatment course in both genders is 

influenced by different factors. Men with heavier alcohol dependence and 

psychopathology in any category are associated with continued heavy drinking and 

alcohol-related problems. For women, on the other hand, the degree of dependence has 

less prognostic significance, with psychopathology directly associated with poorer 

alcohol-related outcome except when there is a diagnosis of major depression. Regier, 

et al. ( 1990) reports that among those with alcohol disorders, another mental disorder 

appears in 3 7 percent of cases. Because the prevalence rate of alcohol disorders is about 

two times that of other drug disorders, there are more persons with comorbid conditions 

including both alcohol and mental disorders than other drug and mental disorders. 

Seelye's (1979) studies relating alcohol treatment outcome to social class found 

that upper-class patients responded better to treatment than persons in lower-class levels. 

However, 79 percent of the study group consisted of persons who had personality 

disorders and psychoneuroses with 70 percent improvement. Seelye attributes a better 

prognosis to persons of upper class due to the type of treatment offered which stressed an 

individual psychiatric or psychological and medical approach to the treatment of 

alcoholism. Neumann and Tamerin and others cited by Seelye report similar favorable 

results in comparable groups of alcoholics treated in similar programs. 
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Summary 

The foregoing literature review suggests a complex interplay among several 

factors which contribute to differential use and abuse of substances, among which are 

age, gender, ethnicity, education and a major influence by socio-economic status. As the 

health care industry continues to look for better paradigms for stemming the growth of 

health care cost, especially among those population groups most at risk, it is vitally 

important that research be focused on these complex interrelationships. Only through the 

continuous generation of relevant new knowledge can we increase the quality of our care 

systems, reduce cost and avoid inadvertent discrimination among risk groups. 



CHAPTER III 

METHODOLOGY 

It is well established that comprehensive community mental health centers 

(CMHC) contain a wealth of archival data which is not usually used in quantitative or 

qualitative research largely because time and resources are generally not available for 

research activity. The author is very familiar with such settings, having been the chief 

executive of a publicly funded comprehensive mental health clinic. She has also spent 

nearly fifteen years in community based mental health centers where similar data sets 

were collected. Thus, La Frontera Center, Inc., a large CHMC located in Tucson, 

Arizona, was selected to secure a large sample of substance abuse clients who fit the 

criteria for the proposed study. 

A correlational and comparative study was designed to address the research 

questions: 
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1. What is the sociodemographic and health risk profile as generated by clients 

served in community treatment settings who are diagnosed with alcohol-related disorders, 

in reference to ethnicity, age, gender, marital status, education, and psychiatric presenting 

problem? 

1 a. How does this sociodemographic and health-risk profile as generated by 

clients served in community treatment centers who are diagnosed with alcohol-related 



disorders in reference to age, gender, marital status, education, and presenting problem 

differ when comparing Mexican American to non-Hispanic white groups? 
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2. What sociodemographic and health-related variables including ethnicity, age, 

gender, marital status, education, and presenting problem best predict client treatment 

outcome in clients with alcohol-related disorders? 

3. What sociodemographic and health-related variables including age, gender, 

marital status, education, and presenting problem emerge as predictors of client treatment 

outcome in clients with alcohol-related disorders, when Mexican American and non

Hispanic white groups are analyzed separately. 

Protection of Human Subjects 

Consent for this study was obtained from the La Frontera Center, Inc., 

administration and University of Arizona Human Subjects Committee. Client 

confidentiality will be maintained by La Frontera Center, Inc. because the data will be 

drawn from the data archives by client number and client names will not be needed. 

Setting and Sample 

The public behavioral health system has traditionally served clients who have the 

most unremitting mental health conditions and concurrent chronic health problems which 

are exacerbated by their indigent status. Because the sample contains a group of clients 

with more severe cases of alcoholism, the overall goal of the author is to identify a 
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combination of demographic and presenting problem factors which best predict risk and 

prognostic significance in community treatment settings. 

The setting for this study was a community based outpatient center which 

provides adult behavioral health services. The agency provides an array of clinical and 

medical services to clients with various psychiatric conditions and substance abuse 

problems. The criteria for inclusion in this study were: 

1. Participants were served at La Frontera during fiscal year 1993/94 and had a 

principal DSM-111-R diagnosis of alcohol abuse or dependence. 

2. Participants included all ethnic groups for descriptive purposes, however, the 

cross-cultural focus of this study included Mexican American and non-Hispanic white 

ethnic groups. 

3. Participants were males and females 18 years and older. 

Household financial income was not part of the criteria because the treatment 

center is funded to serve clients who meet public financial eligibility requirements 

established by the state. 

A preliminary run of all clients by diagnoses and ethnic groups was conducted to 

ensure that the data set contained a meaningful sample which meets the criteria for 

inclusion in the study and to establish the relative frequencies in each demographic and 

clinical category. Subsequent runs were conducted by the various sociodemographic 



variables under consideration in the study. The sample size (n) is 551 adult male and 

female clients with diagnoses of alcohol-related disorders. 

Diagnosis and GAF Score 
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The diagnosis of alcohol-related disorders and assignment of Global Assessment 

of Functioning (GAF) scores were made by counselors. Counselors included 

psychiatrists, psychologists, social workers, and substance abuse counselors. Although 

reliability was not tested, trained clinicians gathered and recorded the data required to 

assign a diagnosis and GAF score following established agency quality assurance 

procedures. DSM-111-R criteria was used in the diagnosis of alcohol abuse and 

dependence (Appendix C). The GAF scale, a standardized assessment tool which 

conceptualizes functioning as a composite of three major areas: social functioning, 

occupational functioning, and psychological functioning, was used by clinicians to judge 

the clients' overall level of functioning during a particular time period (Appendix D). 

Based on a continuum of mental health and mental illness, the GAF scale is a 1 00 point 

scale, with 100 representing the highest level of functioning in all areas. In this research 

study admission and discharge GAF scores were used to predict clinical treatment 

outcome. 

Data Collection Procedures 

One fiscal year was chosen as a representative timeframe to be used in identifying 

the sample of the population. A full twelve months of data represent a large sample 
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which accounts for seasonal variations, location differences, and other factors which may 

lead to biases in data archived over a shorter period. The data for fiscal year 1993/94 

represented the most stability in admission, program continuity, and accessibility to 

treatment. Subsequent years, (1994, 1995) were either chaotic because of system changes 

or were incomplete due to the time in the year in which the data was collected. 

Once approval to conduct this research study was obtained, special arrangements 

were made to access the data from the agency's MIS Department. The investigator 

worked closely with the agency's statistician who set up and ran the various research 

tests. 

Data Analysis Plan 

The analysis was conducted using the Statistical Package for the Social Sciences 

(SPSS). The level of significance was at the .05 level. 

To answer research question one, frequencies were computed to describe the 

sociodemographic and presenting problem characteristics of the study sample. When 

comparing Mexican American and non-Hispanic white groups, chi square analyses were 

conducted to examine differences in sociodemographic and presenting problem 

characteristics. Additionally, 1-tests were used to evaluate significant mean differences in 

selected variables. 

To answer research question two, stepwise multiple regression analyses were 

conducted to explore the relationships between sociodemographic and presenting 
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problem variables with discharge GAF in order to predict treatment outcome in the entire 

sample. A Pearson r was used to measure the linearity of the relationships related to 

treatment outcome. As additional data, t-tests and analysis of variance were conducted to 

analyze the significance of selected variables in relation to treatment outcome. 

To answer research question three, a series of multiple stepwise regression 

analyses were performed when analyzing the Mexican American and non-Hispanic white 

groups separately. A Pearson r was used to measure how closely related the variables 

affecting treatment outcome were related. 

Summary 

This study used a correlational and comparative design to investigate the 

relationships between sociodemographic and presenting problem variables related to the 

occurrence and treatment outcome of clients diagnosed with alcohol-related disorders 

who are served in community treatment centers. The data analysis plan included 

frequencies, means, and percentages to describe the study group. Chi square statistics 

and t-test were used to describe the differences between two ethnic groups. Multiple 

regression analysis and Pearson's correlation were used to describe the relationships 

between sociodemographic and presenting problem variables and treatment outcome in 

the entire sample and separately in Mexican American and non-Hispanic white groups. 



CHAPTER IV 

RESULTS 
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The purpose of this study was to analyze sociodemographic and health-related 

variables as related to occurrence and treatment outcome in Mexican American and non

Hispanic white clients with alcohol-related problems. Descriptive and inferential 

analyses was conducted on a subset of clients served in a community treatment center to 

answer the research questions. 

Characteristics of the Sample 

The data presented in this analyses are from a subset of clients served by La 

Frontera Center, Inc. The study included all adult male and female clients with a 

diagnosis of alcohol abuse or alcohol dependence who received outpatient behavioral 

health services from July 1, 1993, through June 30, 1994, one complete fiscal year. 

During this period, data were collected on 2, 7 41 admissions. Of these clients, 5 51 

had an alcohol-related diagnosis and were included in this study. There were 54.3% 

clients diagnosed with alcohol dependence and 45.7% diagnosed with alcohol abuse. For 

the purpose of this study, unduplicated client counts were used regardless of the number 

of service visits provided. 

Demographic information about the clients was obtained during the initial 

psychosocial intake. Age, gender, and marital status were reported by the clients. The 

clients reported education as the total number of years completed. Ethnicity was 



determined by asking clients to choose from a list of ethnic groups, the group that best 

described their cultural or ethnic background. 

Findings Related to Research Questions 

Research Question 1: Demographic and Health Risk Profile 
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The initial research question in this study states: What is the sociodemographic 

and health risk profile as generated by clients served in community treatment settings 

who are diagnosed with alcohol-related disorders in reference to ethnicity, age, gender, 

marital status, education and psychiatric presenting problem? In response to this research 

question the descriptive data presented are expressed as frequencies of the population 

analyzed. Data are summarized in Tables 1 and 2. 

Ethnicity 

The data indicated that several ethnic groups were treated for alcohol-related 

disorders. The rates by ethnic group were as follows: Mexican Americans, 49.4%; non

Hispanic whites, 38.7%; Other Hispanics, 5.6% Native Americans, 3.3%; African 

Americans, 2.5%; and Asians, 0.5%. 

The age of clients treated for alcohol-related disorders ranged from 21 - 72 years 

of age. The mean age was 37 years, the mode was 35 years, and the median was 34 

years. For purposes of analysis age was categorized into four groupings: 18- 24 years, 

25 - 39 years, 40 - 59 years, and 60 years or older. The 25 - 39 year age group 
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represented 59.3% of the sample and the highest frequency treated for alcohol-related 

disorders and was followed by the 40- 59 year age group (32.2%). The rates for of the 

18 - 24 year group were 5.4o/o and the 60 year and older frequency rates were 1.8%. 

When grouping age into two categories, 21 - 39 years and 40 years or older, the treatment 

frequencies were higher for the younger 21 - 39 years and represents 65% of the sample. 

Gender 

The data revealed a higher frequency of males than females who were treated for 

alcohol-related disorders. Males represented 76.2% of the sample and 23.8% were 

female. 

Marital Status 

The rates according to marital status were as follows: Never married, 42.6%; 

married, 29.4%; divorced, 20.5%; separated, 6.2%, and widowed, 0.9%. When grouped 

into "married" and "unmarried/separated" categories, regardless of divorce or widow 

status, the unmarried category represented 70.2% of the sample whereas 29.4% were 

married. 

Education 

The level of education attainment reported by clients ranged from 0 - 23 years. 

The mean level of education was 10 years, the mode was 12 years (37.6%), and the 

median level of education was 11 years. For the purposes of analysis education was 

grouped into three categories: elementary ( 1 - 8 years), high school (9 - 12 years), and 
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post secondary (12 year and greater). The highest frequency of treatment clients was 9-

12 years of education ( 63.7%) and was followed by clients with 1 - 8 years of education 

(20.5%). The smallest frequency was represented by clients who had the most education, 

with at least 12 years of education (13.8%). 

Presenting Problem 

In addition to an alcohol-related disorder, the range of other presenting problems 

included alcohol abuse, depression or other mood disorders, drug abuse, involvement 

with the criminal justice system, victim of abuse, suicide attempt, anxiety/stress/tension, 

medical or physical problems, marital/family problems, or social/interpersonal problems 

(Table 2). Alcohol abuse with no other condition or problem identified had the highest 

rate (75.7%). The other presenting problems were as follows: depression or other mood 

disorders, 4.5%; drug abuse, 3.8%; involvement with the criminal justice system, 3.3%; 

victim of abuse, 3.1 %; suicide attempt/threat, 2.5%; anxiety/stress/tension, 2.9%; 

medical/physical problems, 1.1 %; marital/family problems, 2%; and social/interpersonal 

problems, 0.4%. 
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Table 1. 

Sociodemographic Profile of Clients Served in Community Treatment Center (n=551) * 
Demographic Factors Category n (%) 

Age I8- 24 30 (5.4) 

25-39 327 (59.3) 

40-59 I83 (33.2) 

60+ II (0.2) 

Gender · Male 420 (76.2) 

Female I3I (23.8) 

Marital Status Never Married 235 (42.6) 

Married I62 (29.4) 

Divorced II3 (20.5) 

Separated 34 (6.2) 

Widowed 5 (0.9) 

Education 0 9 (1.6) 

I- 8 Years 113 (20.5) 

9- 12 Years 35I (63.7) 

I2 Years+ 76 (13.8) 

Ethnicity Mexican American 272 (49.4) 

Non-Hispanic White 2I3 (38.7) 

Other Hispanic 3I (5.6) 

Native American I8 (3.3) 

African American I4 (2.5) 

Asian 3 (0.5) 

*Missing data are not included in table. 



Table 2. 

Presenting Problems of Clients Served in Community Treatment Center (n=551)* 

Presenting Problem 

Suicide Attempt 

Victim of Abuse 

Anxiety /Stress 

Depression/Mood D/0 

Med!Physical 

Alcohol Abuse 

Drug Abuse 

Marital/Family 

Social/Interpersonal 

Criminal Justice 

None 

* Missing data not included. 

Research Question 1 a: Comparison of Selected 

n (%) 

14 (2.5) 

17 (3.1) 

16 (2.9) 

25 (4.5) 

6 (1.1) 

417 (75.7) 

21 (3.8) 

11 (2.0) 

2 (0.4) 

18 (3.3) 

2 (0.4) 

Demographic Variables and Presenting Problems by Ethnicity 

The initial research question also states: How does the sociodemographic and 
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health risk profile as generated by clients served in community treatment centers who are 

diagnosed with alcohol-related problems in reference to age, gender, marital status, 

education, and presenting problem differ when comparing Mexican Americans to non-

Hispanic white groups? In light of the central cross-ethnic focus of this study and as 

stated in the initial research question the data presented in Table 3 provides a comparison 
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of sociodemographic and health-related factors of the Mexican American cohort with the 

non-Hispanic white group. Chi square statistics were calculated for Mexican American 

and non-Hispanic whites with significance at the .05 level observed in gender, marital 

status, education, and presenting problem. Age was not significant. 
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Table 3. 

Comparison of Selected Demographic and Presenting Problem Variables 

Across Two Ethnic Groups (n=551)* 

Ethnicity Category Mex-Amer N-H White 
n(%) n (%) 

Age 18-24 14(2.7) 13 (2.5) 

25-39 179 (34.8) 123 (23 .9) 

40-59 103 (20.0) 72 (14.0) 

60 + 6 (1.2) 5 (1.0) 

Gender Male 269 (52.2) 127 (24.7) 

Female 33 (6.4) 86 (16.7) 

Marital Status Never Married 121 (23.5) 93 (18.1) 

Married 119 (23.2) 38 (7.4) 

Divorced 43 (8.4) 64 (12.5) 

Separated (0.2) 4 (0.8) 

Widowed 18 (3.5) 13 (2 .5) 

Education 0 7 (1.4) (0.2) 

I - 8 Years 87 (16.9) 20 (3.9) 

9- 12 Years 186 (36.2) 143 (27.8) 

12 Years+ 21 (4.1) 49 (9 .5) 

Pres Problem Suicide Att. 4 (0.8) 10 (1.9) 

Abuse Victim 2 (0.4) 12 (2.3) 

Anxiety/Stress 5 (1.0) 10 ( 1.9) 

Depression 10 (1.9) 15 (2.9) 

Medical 5 (1.0) (0.2) 

Alcohol Abuse 247 (48.1) 140 (27.2) 

Drug Abuse 11 (2.1) 10 (1.9) 

Marital/Family 7 (1.4) 4 (0.8) 

Social/Interp. (0.2) (0 .2) 

Criminal Just. 9 (1 .8) 8 (1.6) 

*Missing data are not included in table. 
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Additional Analysis 

T tests were conducted on selected variables, age and education, to determine 

significant mean differences. 

As noted in Table 4, l tests were conducted in order to further analyze if there 

were significant differences in mean age and none were noted. Both ethnic groups 

receiving alcohol treatment had a mean age of 3 7 years. 

Table 4. 

Ethnic Comparison on Mean Age Using T test (n=551)* 

Age n Mean SD 1 

N-HW 213 37.32 9.35 

M-Arner 302 37.06 9.06 0.31 513 0.754 

* Missing data are not included in table. 

Education. 

Since educational level between the ethnic groups was significant at the .05 level 

using x2
, t tests were also conducted to refine the statistical inferences. There was a 

significant difference at the .05 level between ethnic groups. The non-Hispanic white 

group had a higher mean in years of education (11 .50) than the Mexican American group 

which was 9.43 years. See Table 5. 
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Table 5. 

Ethnic Comparison on Mean Years of Education Using TTest (n=551)* 

Education n Mean SD 1 df 

N-HW 213 11.50 2.66 

M-A 301 9.43 3.30 7.58 512 0.001 

* Missing data are not included in table. 

Research Question 2: Treatment Outcome bx 

Sociodemographic Factors and Presenting Problems 

As stated in the second research question: Which sociodemographic factors and 

psychiatric presenting problems best predict client treatment outcome in clients with 

alcohol-related disorders? 

Multiple stepwise regression analyses were conducted to further explore the 

relationships between the sociodemographic and health-related variables with discharge 

GAF -- in order to predict the best treatment outcome. A series of multiple stepwise 

regression analyses were performed. In addition to ethnicity, age, gender, marital status, 

years of education, and presenting problem, the admission GAF score was also entered as 

an independent variable (control) and all were used to predict discharge GAF scores. In 

a stepwise fashion, admission GAF score, gender and years of education were significant 

predictors of discharge GAF score at the .05 level (Discharge GAF = 19.408731 + 

.829182 (admission GAF)- 3.197458 (gender)- .428355 (years of education). See Table 

6. 



Table 6. 

Prediction of Discharge GAF from Sociodemographic & Health Related Variables in 
Total Sample (n=5 51) 

Variable B SEB fi I p 

AdmGAF .83 .037 .69 22.53 .0001 

Gender -3.20 1.01 -.10 -3.17 .0016 

Educ (Yrs) -.43 .13 -.10 -3.23 .0012 

Additional Analysis 

Admission GAF. gender and education. 

Pearson correlation coefficient was used to describe the relationships between 

selected sociodemographic variables, GAF scores, and GAF gain. GAF gain, the 

difference between admission GAF and discharge GAF, was also used to measure 

treatment outcome. The level of significance was at the .05 level. See Table 7. 
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The results indicated that a significant positive relationship was observed between 

admission GAF and discharge GAF and discharge GAF and GAF gain. With_regards to 

educational level, a significant negative relationship was observed with discharge GAF 

and GAF gain. Additionally, ethnicity and gender were noted to have a significant 

relationship with admission GAF, discharge GAF and GAF gain. 
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Table 7. 

Correlation Coefficients Between Selected Demogra12hic Variables and GAF Scores for 
the Total Sam12le (N=551)* 

Ethnicity Age Gender Educ. Adm DIC GAF GAF 
GAF Gain 

1.00 -.01 .34 -.32 .25 .27 .09 
Ethnicity 0 p=.75 p=.01 0 p=.01 p=.01 p=.05 

-.01 1.00 -.06 -.11 .05 .02 -.03 
Age p=.75 0 p=.13 p=.01 p=.20 p=.52 p=.55 

.34 -.06 1.00 -.19 .12 .20 .13 
Gender p=.01 p=.13 0 p=.01 p=.01 p=.01 p=.01 

-.32 -.11 -.19 1.00 -.06 -.16 -.15 
Educ. p=.01 p=.01 p=.01 0 p=.l5 p=.01 p=.01 

Adm .25 .05 .12 -.06 1.00 .72 -.17 
GAF p=.01 p=.20 p=.01 p=.15 0 p=.01 p=.01 

DIC .27 .03 .20 -.16 .72 1.00 .56 
GAF p=.01 .52 p=.01 p=.01 p=.01 0 p=.01 

GAF .09 -.03 .13 -.15 -.17 .56 1.00 
Gain p=.05 p=.55 p=.01 p=.01 p=.01 p=.01 0 

* Missing data not included in table. 

o Coefficient could not be computed. 

Ethnicity and gender. 

Treatment outcome as defined by GAF gain, the difference between admission 

GAF and discharge GAF, was also examined for differences within various subgroups of 

the sample. T tests were conducted to analyze differences in ethnicity and gender and the 

findings suggest that both variables influence GAF gain and are significant at the .05 

level as outlined below in Table 8. Because of the significance noted in t-test findings, an 

analysis of variance comparing GAF gain by ethnicity and gender was also conducted 
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(Table 9). Significance was again observed when controlling for ethnicity with only 

gender differences affecting GAF gain (F = 7.22; p < .001). 

Table 8. 

Ethnicity and Gender Comparison on GAF Gain Using Ttest (n=551)* 

n MeanGAF SD 1 df 
Gain 

Male 420 5.35 9.95 

Female 131 2.35 8.14 3.14 549 0.002 

Mex-Amer 302 5.32 9.31 

N-H White 213 3.61 10.18 -1.97 513 0.049 

* Missing data are not included in table. 
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Table 9. 

Anal~sis of Variance Source Table Comparing GAF Gain b~ Ethnicit~ and Gender 
(n=551)* 

Source of Sum of Mean 
Variation Squares DF Square E P. 

Main Effects 974.878 2 487.439 5.253 0.006 

Race 22.449 1 22.449 0.242 0.623 

Gender 670.367 1 670.367 7.224 0.007 

2-Way Interr. 24.365 1 24.365 0.263 0.609 

Race/Gender 24.365 1 24.365 0.263 0.609 

Explained 1039.491 3 346.497 3.734 0.011 

Residual 47417.674 511 92.794 

Total 48457.165 514 94.275 

* Missing data are not included in table. 

Age, marital status and education. 

One way Analysis of Variance was used when two levels of independent variables 

were examined such as age, marital status, and education. See Table 10. Mean 

differences in GAF gain were significant at the .05 level for education only. Table 11 

outlines GAF gain by educational level with significance at the .05 level observed in 

mean GAF gain (7.04) for clients with 1 - 8 years of education and exceeding clients 

with 9- 12 years (4.05) and 12 +years (3.59). 



Table 10. 

Age. Marital Status & Education Level Group Comparisons on GAF Gain Using One
Way Analysis of Variance (n=551)* 

Age df Sum of Squares 

Between Groups 3 43.35 

Within Groups 546 93.12 

Marital Status 

Between Groups 4 526.00 

Within Groups 544 50,443.00 

Education 

Between Groups 2 854.53 

Within Groups 537 49,430.00 

* Missing data are not included in table. 

Table II. 

Mean GAF Gains for Three Educational Levels (n=5 51) 

Levels of Education 

I - 8 Years 

9- 12 Years 

12 +Years 

E 

0.465 

1.42 

4.64 

Mean GAF Gain 

7.04 

4.05 

3.59 

12 

0.71 

0.23 

0.01 

Research Question 3: Comparison of Treatment Outcome by Ethnicity 

Which variables including age, gender, marital status, and education emerge as 

predictors of positive treatment outcome when Mexican American and non-Hispanic 

white groups are analyzed separately? Multiple regression analyses were conducted to 
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analyze the relationships between the sociodemographic and health-related variables with 

discharge GAP -- in order to predict the best treatment outcome in each separate ethnic 

group. 

Mexican American Group 

A series of multiple stepwise regression analyses were performed when analyzing 

the Mexican American group (Table 12). In addition to age, gender, marital status, years 

of education, and presenting problem, the admission GAP score was also entered as an 

independent variable (control) and all were used to predict discharge GAP scores. In a 

stepwise fashion, admission GAP score, gender and years of education were significant 

predictors of discharge GAP score at the .05 level for the Mexican American group 

(Discharge GAP= 112.467243 + .945070 (admission GAP)- 3.488703 (gender) -.371924 

(years of education). 

Table 12. 

Prediction of Discharge GAP from Sociodemographic & Health-Related Variables for 
Mexican American Group (n=551)* 

Variable B SE B 

AdmGAP 

Gender 

Educ (Yrs) 

.94 

-3.49 

-.37 

.05 

1.74 

.16 

B 

.72 

-.07 

-.09 

I 

18.18 

-1.10 

2.30 

.0001 

.0465 

.0227 



Additional Analysis. 

Pearson correlation coefficient was used to describe the relationships between 

selected sociodemographic variables, GAF scores, and GAF gain for the Mexican 

American group. The level of significance was at the .05 level. 
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The findings were similar to the total population results and indicated that a 

significant positive relationship was observed between admission GAF and discharge 

GAF. A similar result was observed between discharge GAF and GAF gain. A 

significant relationship was also obtained between gender and admission GAF, discharge 

GAF, and GAF gain. Concerning education, a significant negative relationship was 

observed with discharge GAF and GAF gain. See Table 13. 
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Table 13. 

Correlation Coefficients between Selected Sociodemographic Variables and GAF Scores 
for Mexican American Group (n=272)* 

Age Gender Educ Adm DIC GAF GAF 
GAF Gain 

1.0 -.01 -.24 .04 .01 -.04 
Age 0 p=.95 p=.01 p=.53 p=.98 p=.51 

-.01 1.00 -.07 .13 .18 .12 
Gender p=.95 0 p=.23 p=.02 p=.01 p=.04 

-.24 -.07 1.00 -.09 -.16 -.14 
Educ p=.01 p=.23 0 p=.12 p=.01 p=.02 

Adm .04 .13 -.09 1.00 .73 -.04 
GAF p=.53 p=.02 p=.12 0 p=.01 p=.54 

DIC .01 .18 -.16 .73 1.00 .65 
GAF p=.98 p=.01 p=.01 p=.01 0 p=.01 

GAF -.04 .12 -.14 -.04 .65 1.00 
Gain p=.51 p=.04 p=.02 p=.54 p=.01 0 

* Missing data not included in table. 

o Coefficient could not be computed. 

Non-Hispanic White Group 

The same variables were analyzed for the non-Hispanic white group and 

significance was observed at the .05 level with admission GAF noted as the only 

predictor of discharge GAF. See Table 14. The significance noted between both groups 

was that Mexican American discharge GAF scores were influenced additionally by 

gender and educational level. 



Table 14. 

Prediction of Discharge GAF from Sociodemographic & Health Related Variables for 
Non-Hispanic Whites (n=551) 

AdmGAF B 

.67 

Additional Analysis. 

SEB 

.05 

B 

.65 

I 

12.28 

p 

.0001 

Pearson correlation coefficient was used to describe the relationships between 

selected sociodemographic variables, GAF scores, and GAF gain. The level of 

significance obtained was at the .05 level. 

The results indicated that a significant positive relationship exists between 

admission GAF and discharge GAF and between discharge GAF and GAF gain. 

Admission GAF and GAF gain also had a significant correlation. Lastly, a significant 
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positive relationship was observed between education and admission GAF. See Table 15. 
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Table 15. 

Correlation Coefficients for Non-Hisnanic White Groun (n=213) 

Age Gender Education Adm DIC GAP GAF 
GAF Gain 

1.00 -.09 .09 .09 .07 -.03 
Age 0 p=.20 p=.20 p=.19 p=.34 p=.70 

-.09 1.00 -.09 -.02 .07 .12 
Gender p=.20 0 p=.17 p=.74 p=.28 p=.09 

.09 -.09 1.00 .17 .05 -.13 
Education p=.20 p=.17 0 p=.02 p=.43 p=.06 

Adm .09 -.02 .17 1.00 .65 -.39 
GAF p=.19 p=.74 p=.02 0 p=.01 p=.01 

DIC .07 .07 .05 .65 1.00 .44 
GAF p=.34 p=.28 p=.43 p=.Ol 0 p=.Ol 

GAF -.03 .12 -.13 -.39 .44 1.00 
Gain p=.70 p=.09 p=.06 p=.Ol p=.Ol 0 

o Coefficient could not be computed. 



CHAPTERV 

DISCUSSION 
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This chapter presents a discussion of the findings of the study. Sociodemographic 

and health related variables related to occurrence and treatment outcome in Mexican 

American and non-Hispanic white clients diagnosed with alcohol-related disorders are 

addressed. Summary, limitations of the study, implications, and recommendations for 

further study are also presented. 

Findings Related to the Conceptual Framework 

The Neuman Systems Model provides a conceptual foundation for this research 

study. As a general model which uses general systems theory, stress theory, and gestalt 

psychology, its holistic orientation views the client as a sociocultural, physiological, 

psychological, spiritual, and developmental being. Its parts, subparts and their 

interrelationships are depicted as a complete system which is in dynamic interaction with 

their environment. The findings of this study suggest a complex interplay of 

sociodemographic variables including ethnicity, age, gender, marital status, education, 

and presenting problem which distinguish persons with alcohol-related disorders served 

in community treatment centers. Importantly, by operationalizing the Neuman Systems 

Model within the treatment of clients with alcohol-related disorders, sociodemographic 

and health-related variables can be influenced by various internal and external factors 

with positive treatment outcome effects. 
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Research Question 1 

What is the sociodemographic and health risk profile as generated by clients 

served in community treatment settings who are diagnosed with alcohol-related disorders, 

in reference to ethnicity, age, gender, marital status, education, and psychiatric presenting 

problem? On the basis of this demographic analysis it appears that the prototypical 

alcoholic client treated in a community setting is an unmarried Mexican American male, 

25- 39 years of age, has a tenth grade education, and tends not to demonstrate other 

physical or psychiatric problems. 

Ethnicity 

When ethnicity was analyzed Mexican Americans had the highest frequency for 

alcohol treatment and represented 49.4 percent of the sample. This percentage is 

disproportionately high considering that Hispanics represent 24.5 percent of the Pima 

County census. Conversely, there are 68.5 percent Caucasians represented in Pima 

County with only 38.7 admitted for treatment. For Native Americans, rates of treatment 

were 3.3 percent and also disproportionately high when considering that they represent 

2.6 percent of the census data. African American rates of treatment were 2.5 percent and 

was consistent with the 2.6 percent census data for that group. Asian groups represent 

less than one percent of the census and their treatment rates were similar at 0.5 percent. 

Although La Frontera is headquartered in South Tucson, where a substantial population 

of Mexican Americans reside, it draws clients from throughout the community and its 
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location therefore does not influence the distribution of ethnic groups served. 

The data suggest a disproportionate number of Mexican Americans seek treatment 

or are mandated to do so in public facilities. National (ECA) data presented by Regier, et 

al. (1990) shows a disproportionate percentage of Mexican American involvement in 

alcohol-related disorders, which supports the findings in this sample. 

Age 

Upon analyzing age the 25- 39 year group had the highest frequency for 

treatment and represented 59.3 percent of the sample. Greater than 33 percent of the 

sample was in the 40- 59 year group and had the next highest frequency. The 18- 24 

year group was unexpectedly low and 5.4 percent of the treated sample. Clients 60 years 

and older had the lowest frequency and was two percent of the sample. When age was 

grouped into two categories 21 - 39 years and 40 years and older the frequencies were 

higher for the 21 - 39 year category (65%) suggesting that a younger age group, less than 

40 years, tends to receive treatment. 

ECA data reported by Kamo, et al. (1987) also show alcohol abusers tend to be 

young, below 40 years, however, the 18 - 24 year age category tends to have the highest 

prevalence for alcohol-related problems in the national sample. The explanation of this 

finding may be related to the current sample being a group in treatment with symptoms 

and impairment in functioning that develop over time while the ECA data were collected 

from the general population. 
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Gender 

Upon analyzing gender, alcohol treatment was provided to a predominantly male 

population and represented 76.2 percent of the sample. Females were 23.8 percent of the 

sample. This finding is consistent with ECA findings which describe the prevalence of 

alcohol-related disorders to be predominantly male with a 3:1 ratio of males to females. 

ECA findings reported by Bucholz (1992) suggest that women's patterns of alcohol intake 

and prevalence rates are increasing and beginning to emerge in the data, however, the 

analysis of this treatment sample is unable to address this issue. 

Marital Status 

When marital status was analyzed unmarried client groups represented 70.2 

percent of the sample and had the highest rates for treatment as follows: 42.6 percent 

were never married, 20.5 percent were divorced, 6.2 percent were separated, and 0.9 

percent were widowed. The treatment sample was represented by less than 3 0 percent of 

married clients. Bucholz (1992) reported that marital history with divorce, separation, 

and cohabitation but never married were significant factors in the prevalence of alcohol

related problems. Marital status shows a similar trend in that clients tend to be less 

attached than the general population. 

Education 

The educational profile of the sample shows a wide range of achievement (0 - 23 

years) with the mean being ten years of education. 81.2% of clients had twelve years or 
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less. Crum, Bucholz, Helzer and Anthony (1992) reported that 40% of alcohol abusers 

had less than a high school education. This would suggest that the current sample is less 

educated which may be explained by the fact that they are clients in a public treatment 

setting where larger proportions of low socioeconomic clients are treated. The group 

with 12 years or more education represented 13.8 percent of the sample and at a 

minimum were high school graduates with the lowest rates of treatment in this 

population. This is consistent with ECA findings which suggest that prevalence of 

alcoholism decreased with increasing educational attainment. 

Presenting Problem 

When analyzing presenting problems the rates for clients served with alcohol 

abuse as a singular disorder without other identified conditions or problems far exceeded 

the others with a rate of 75.5 percent. Depression/mood disorders followed with a rate of 

4.5 percent. The remaining categories were less than four percent. The findings of 

presenting problems in the treatment sample seems to oppose the ECA literature which 

revealed a high frequency of coexisting psychiatric disorders among alcoholics in which 

almost 50 percent of the national sample met criteria for a second psychiatric lifetime 

diagnosis (Rounsaville, Dolinsky, Babor, and Meyer (1987). This finding may be 

explained by the treatment settings protocol to list the principal Axis I diagnosis as the 

condition being treated regardless of comorbid psychiatric conditions. This analysis 

examined only Axis I diagnosis and presenting problems without consideration of other 



mental disorders, personality disorders or medical conditions which may have been 

identified by Axis II and III diagnostic information. 

Research Question 1 a 
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How does the sociodemographic and health risk profile as generated by clients 

served in community treatment settings who are diagnosed with alcohol-related problems 

in reference to age, gender, marital status, education and psychiatric presenting problem 

differ when Mexican Americans to non-Hispanic white groups are analyzed separately? 

On the basis of this analysis, important differences are observed which distinguish the 

profiles of the two groups. 

Age 

As noted in Table 3 chi square analysis was used to compare Mexican Americans 

and non-Hispanic whites relative to age. The findings were not significant and suggest 

that both groups are homogeneous such that treatment of alcohol-related disorders was 

provided predominantly to the younger group in both ethnic groups. 

Gender 

Ethnic differences in gender are significant at the .05 level using the Pearson 

method. The sample suggests that a 2:1 ratio of Mexican American to non-Hispanic 

males were treated for alcohol related disorders. The ECA's data support this finding 

with the greatest difference observed with Mexican American males displaying rates 

which are one third greater than non-Hispanic white males (Kamo, et al., 1987) The 
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reverse is noted in non-Hispanic white female rates of treatment with a much higher ratio 

of non-Hispanic white females to Mexican American females at 2.6: 1. This finding is 

supported by ECA data with prevalence rates much higher in non-Hispanic white females 

when compared to Mexican American females. 

Education 

When analyzing education, differences between the two ethnic groups are 

significant at the .05 level. The greatest difference is observed in the 1 - 8 year category 

when comparing Mexican Americans (16.9%) to non-Hispanic whites (3.9%). When 

analyzing clients with 12 years and more education the non-Hispanic white group (9.5%) 

displays greater than two times higher rates than Mexican Americans ( 4.1% ). These 

observations suggest that the Mexican American treatment sample has less education than 

the non-Hispanic white group. The student's t-tests were conducted to further analyze 

ethnic differences in mean education with non-Hispanic white persons displaying 

significantly higher mean education (11.5) than Mexican American persons (9.4). This 

finding is supported by census data which shows that Hispanics in the United States have 

a lower median education and income level than that of non-Hispanic whites and may 

consequently be at greater risk for alcohol-related problems and other mental disorders. 

Marital Status 

With regard to marital status in the married category the non-Hispanic white count 

(38) was .42 below what was expected while the Mexican American count (229) was .29 
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above expected. The counts of persons in the never married category were substantially 

closer to the expected values: 93 observed vs. 88 for non-Hispanic whites and 121 

observed vs. 126 for Mexican Americans. In the divorce category a similar trend as the 

never married category was observed for non-Hispanic whites (64 observed vs. 44 

expected), however for Mexican Americans the trend was essentially reversed with 43 

observed and 63 expected. In the widowed and separated categories they were less than 

three points between all comparisons. We may speculate that cultural and religious 

values account for the higher rates of marriage without divorce for Mexican Americans. 

Presenting Problem 

Of the ten presenting problems observed five are in the expected direction and the 

differences are not substantial. The remaining five all demonstrate a trend reversal in 

varying degrees of observed differences from expected values. Suicide attempts showed 

non-Hispanic whites (10) with a .72 above the expected value while Mexican Americans 

(4) are .51 below the expected value. In the victim of abuse category the non-Hispanic 

white group (12) showed a 2.06 greater value than expected while Mexican Americans 

(2) were less by .76. The anxiety/stress category showed non-Hispanic whites (10) to 

have a greater value by .61 while Mexican Americans (5) were lower than expected by 

.43. In the depression and mood disorders the non-Hispanic white group count (15) was 

greater by .44 while Mexican Americans (1 0) were lower by .31. For medical/physical 

problems the non-Hispanic white group count (1) was lower by .60 while the Mexican 



American group count (5) was higher by .42. The largest presenting problem category 

counts were represented by alcohol abuse but did not differ substantially. 

Although the community treatment center is known to be sensitive to providing 

culturally competent services, we can speculate that since Hispanic ethnic groups often 

maintain a high degree of cultural distinctiveness, other psychiatric conditions may be 

missed because they may manifest a disorder or exhibit vulnerability to a disorder in 

culturally unique ways (Burnam, et al, 1987). 

Research Question 2 
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What sociodemographic variables including ethnicity, age, gender, marital status, 

and education best predict client treatment outcome in clients with alcohol-related 

disorders? On the basis of this analysis it appears that admission GAF score, gender, and 

years of education are significant predictors of discharge GAF score, and are therefore 

critical in distinguishing the treatment outcome of clients with alcohol-related disorders. 

Interestingly, ethnicity did not enter the equation as a predictor variable influencing 

discharge GAF in the entire sample. As supported by the literature, this finding suggests 

that ethnicity is not a significant variable which predicts treatment outcome. Instead, it is 

the conditions associated with ethnicity that influence clinical treatment outcome. It was 

concluded that gender and education are significant sociodemographic variables which 

influence treatment outcome in the total sample. 
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Additional Analysis 

Admission GAF. gender and education. 

When analyzing the sample with Pearson correlation coefficient to determine 

relationships affecting treatment outcome, significant relationships were observed. As in 

the multiple regression analysis, admission GAF, gender, and education were significant 

variables which related to treatment outcome. A significant positive relationship between 

admission GAF and discharge GAF and discharge GAF and GAF gain were observed. 

The findings suggest that clients with the lowest admission GAF score not only had 

lowest discharge GAF score but also had the lowest GAF gain, and that the converse is 

true. Since education had a significant negative relationship with discharge GAF score 

and GAF gain, we can speculate that clients who had the least education demonstrated the 

greatest positive treatment outcome and clients with the greatest amount of education 

showed the least treatment outcome. These findings are critical in that persons with the 

lowest rates of education demonstrated the potential to benefit most from treatment. 

Ethnicity. 

When analyzing Mexican American and non-Hispanic whites to determine 

treatment outcome, mean differences in GAF gain were significant. Mexican Americans 

demonstrated a mean GAF gain of 5.32 in comparison to non-Hispanic whites which 

averaged a 3.61 GAF gain. Although there are no ECA data which support this finding 

there is literature which addresses culturally competent treatment which considers 
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ethnicity and acculturation which suggest a more favorable treatment outcomes. 

Additionally, Mexican Americans generally have lower socioeconomic status and 

educational levels which are variables that can be changed through education and 

vocational rehabilitation programs which assist clients in achieving their GED and 

employment skills. One might speculate that the cultural values of Mexican Americans 

have a special regard for the therapeutic relationship they maintain with their counselor in 

which they respect the authority and guidance provided as well as assistance to fulfill 

their work ethic. Lastly, we must acknowledge that the community treatment center 

provides culturally competent services which provide linguistically appropriate services 

and includes-family members in the client's treatment as critical factors and favoring a 

positive treatment outcome. These speculations merit further analysis to determine their 

level of significance for treatment outcome. Additionally, when an analysis of variance 

was conducted, it showed that when you controlled for ethnicity, gender differences are 

significant on GAF gain. 

Age. 

When age was analyzed to determine treatment outcome there were no significant 

differences in GAF gain observed between groups, (the various age groups) or within 

groups (every person within an age group). 

Gender. 

When analyzing GAF gain by gender the rates are significant at the .05 level. 
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Males attained a greater GAF gain of 5.35 points and female GAF gain increased by 2.35. 

The literature supports this finding and reports that males with no additional diagnosis 

other than alcoholism generally have the best treatment outcome. This finding is 

supported by the literature since 76.2 percent of the treatment sample is male and 75.7 

percent were identified as having an alcohol-related problem without other conditions 

identified. The literature also supports the finding that females with comorbid psychiatric 

conditions such as depression tend to show greater treatment outcome when they receive 

treatment for the underlying problem and addresses the problem of self-medicating with 

alcohol. Although there is little research data regarding females with alcohol-related 

problems, the literature reports that women have higher morbidity rates than males which 

influence prevalence. There is a need for research which analyzes the effects of 

morbidity on females and it may also provide critical information on treatment outcome 

for this group. The findings of treatment outcome by gender are consistent with the 

trends reported by Regier ( 1990) in the ECA data. 

Marital Status. 

When marital status was analyzed to determine treatment outcome there were no 

significant differences in GAF gain observed between the various marital status groups or 

within groups. There was no literature found to support this finding. However, since 

marital status and history are critical variables which influence prevalence of alcohol

related disorders, an analysis which includes marital history and relationship competency 
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might provide more useful information to analyze the effects of marital relationships on 

treatment outcome. 

Education. 

When analyzing educational level to determine treatment outcome there was 

significant mean difference at the .05 level between the three educational levels and 

within each age group as presented in Table 7. The best treatment outcome is observed in 

the group which has 1 - 8 years of education and represented a mean GAF gain of 7 .04. 

The mean difference is of significance in comparison to both groups in which the group 

with 9- 12 years of education had a mean GAF gain of 4.05 and the group with twelve 

years of education averaged a 3.59 GAF gain. Literature was not found addressing the 

effects of education on treatment outcome except that higher socioeconomic levels have a 

better treatment outcome. However, one could speculate that the group with the least 

education (1 - 8 years of education) is highly influenced by the educational process which 

is a critical segment of alcohol treatment and accounts for the best treatment outcome in 

this group: Conversely, the group which has the most education (twelve years and 

greater) had a poorer treatment outcome with the least GAF gain. This finding might be 

explained by the treatment goal to address "denial" which requires the client to 

acknowledge problems and failures caused by their inability to manage drinking 

behavior. The treatment group with the highest education may be more critical and less 



willing to submit themselves to authoritative guidance and direction concerning their 

alcohol use. 

In consideration of the above findings multiple regressions were additionally 

computed, with and without ethnicity, using all sociodemographic and presenting 

problem variables as well as admission GAF with gender, education, and admission 

GAF noted as significant variables influencing discharge GAF. 

Research Question 3 
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What sociodemographic variables including age, gender, marital status, and 

education emerge as predictors of positive treatment outcome, when Mexican American 

and non-Hispanic white groups are analyzed separately? 

Again, it is demonstrated by multiple regression that admission GAF is the best 

predictor of discharge GAF in both ethnic groups. With regards to Mexican Americans, 

however, there is an additional influence in years of education and, to a lesser though 

significant extent, gender, on the outcome measure. The cultural difference between 

Mexican Americans and non-Hispanic whites appear to be most significantly 

demonstrated by the cross-cultural differences in gender and in educational attainment. It 

may well be that male clients who demonstrate on psychiatric intake evaluation a lower 

educational achievement, given an appropriate treatment regimen may hold the greatest 

potential for successful intervention. 
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Additional Analysis 

Mexican American group. 

When analyzing the Mexican American sample with Pearson correlation 

coefficient to determine linear relationships affecting treatment outcome, significant 

relationships were observed. As in the multiple regression analysis, admission GAF, 

gender, and education were significant variables which influence treatment outcome. A 

significant positive relationship between admission GAF and discharge GAF and GAF 

gain were observed. The findings suggest that the Mexican American clients with the 

lowest admission GAF scores not only had the lowest discharge GAF scores but also had 

the lowest GAF gain, and that the converse is true. Since education had a significant 

negative relationship with discharge GAF and GAF gain, we can speculate that clients 

who had the least educational level again demonstrated the greatest treatment outcome 

and clients with the greatest amount of education showed the least positive treatment 

outcome. These findings are critical in that Mexican American clients, who typically 

have lower education levels, have potential to benefit the most from culturally relevant, 

educationally oriented treatment program. 

Non-Hispanic white group. 

As observed in the multiple regression analysis, the Pearson correlation 

coefficient demonstrated a significant positive relationship between admission GAF score 

and discharge GAF and GAF gain. This supports the finding that admission GAF score 



is a significant predictor which influences treatment outcome for this group. 

Additionally, education again had a significant relationship with admission GAF. 

Summary 
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This study sought to analyze demographic and treatment outcome between two 

prominent ethnic groups with alcohol-related disorders in southern Arizona. The findings 

suggest that the treatment of alcohol-related disorders provided by community treatment 

centers is provided to persons who fall into one or more of the following demographic 

and health related categories: Mexican American, under 40 years of age, males, 

unmarried, less than a high school education, and have a primary alcohol problem with no 

other identified psychiatric presenting problem. The data also suggested that there are 

significant ethnic differences in the treatment sample. When treatment outcome was 

measured by GAP gain in the entire sample another profile emerged with better 

treatment outcome observed in males, Mexican Americans, and persons who had low 

levels of education (1 - 8 years). Lastly, the data also suggested that there are significant 

ethnic di,fferences in treatment outcome (GAF gain) when gender and education were 

examined. In general the findings of this study of a community treatment population are 

supported by prevalence rates in the general population as established by ECA data. 

Limitations of Study 

Only minor limitations were noted in this study. Presenting problems from the 

archival data system provided significant information in that alcoholism was present 
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without other conditions or problems identified. An interview or review of medical 

records of a small percentage of the population might have provided additional 

information to confirm the reliability of this finding considering that comorbid conditions 

are usually prevalent with alcohol related disorders. 

Implications for Treatment 

The significance of this study is an improved awareness of the demographics and 

health-related variables related to occurrence and treatment outcome in Mexican 

American and non-Hispanic white clients treated for alcohol-related disorders in 

community treatment centers. This kind of cross-cultural research can be very useful to 

discover meaningful social and clinical characteristics which can assist in the design and 

conduct of meaningful treatment. 

Higher GAF gains observed in male and Mexican American clients suggest that 

these groups have potential for positive treatment outcome with education particularly 

affecting mental health outcomes. Considering the findings of this investigator that 

education is an independent variable which influences treatment outcome and ECA 

findings that lifetime prevalence of alcoholism decreases with increasing educational 

attainment, the incorporation of educational programs into treatment is critical. Programs 

which assist clients with literacy, attainment ofGED, and advanced education could be 

potential preventive measures. 
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As treatment systems are restructured for a managed care environment where cost, 

quality, and access are critical considerations, these profiles can be useful to plan care and 

treatment strategies to high risk populations and design clinically effective treatment 

programs. 

Recommendations for Further Study 

It is apparent that there is considerable complexity in alcoholism as a disease 

which has biological, psychological, familial, cultural, social, and genetic influences 

which require further research. For a better understanding of the treatment of persons 

with alcohol-related disorders in community treatment centers, it is suggested that more 

information be collected and analyzed regarding comorbid psychiatric and medical 

conditions which are critical factors influencing treatment course and outcome. 

Additional demographic information to be collected should include family history for 

psychiatric and substance abuse problems, as both are clinically established risks for 

alcohol-related disorders and could provide relevant information on this subject. Lastly, 

research needs to address the needs of two relatively small groups who are known to have 

growing rates of alcohol consumption and problems but have not been studied in 

community treatment centers--older adults and women. 
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HUMAN SUBJECTS APPROVAL FOR THE ORIGINAL RESEARCH 



THE UNIVERSI'TY Of 

: · ~man :: ·~o,ects ~umml!!t't' ARIZONA:~ 
HEALTH SCIENCES (ENT!R 

5 June 1995 

Rosemarie Garduno, BSN, MA 
c/o Pamela G. Reed, Ph.D. 
College of Nursing 
Arizona Health Sciences center 

1621 E. \label ::it. 
Tucson. Anzona o572-l 
(nQ2162.fH)72.1 

RE: AN ANALYSIS OP SOCIODEMOGRAPHIC AND MENTAL HEALTH VARIABLES 
RELATED TO OCCURRENCE AND TREATMENT OUTCOME IH KEZICAN 
AMERICAN AND NON-HISPANIC WHITE GROUPS DIAGNOSED WXTH ALCOHOL
RELATED DISORDERS 

Dear Ms. Garduno: 

We have received documents concerning your above cited project. 
Regulations published by the u.s. Department of Health and Human 
Services (45 CFR Part 46.101(b) (4)] exempt this type of research 
from review by our Committee. 

Thank you for informing us of your work. If you have any questions 
concerning the above, please contact this office. 

Sincerely yours, 

Wi!lia= F. D2n~y, ~.D. 
Chairman 
Human Subjects Committee 

WFD:js 

cc: Departmental/College Review Committee 
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THE UNIVERSrTY OF 89 
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HEALTH SCIENCES CE.~itR 
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TO: Rosemane Garauno. BSN. MA 
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Anzona Health Sciences Center 

FROM : Carolyn Muraaugh. PhD. RN . FAAN (./.~~·...,.ilt! <- / 
Director of Clinrcal Research - / _. 

DATE: June 8. 1995 

F:\ X ! j:!Ql ll2t>-Z:: ll 

SUBJECT. Human Subtects Review: "AN ANALYSIS OF SOCIODEMOGRAPHIC 
AND MENTAL HEALTH VARIABLES RELATED TO OCCURRENCE AND 
TREATMENT OUTCOME IN MEXICAN AMERICAN AND NON-HISPANIC 
WHITE GROUPS DIAGNOSED WITH ALCOHOL-RELA TEO DISORDERS" 

Your researcn proJeCt nas oeen revtewed ana aooroved by William Denny. M.D .. 
Chatrman ot the Unrverstty of Anzona Human SubJects Commmee. and deemeo to be 
exempt from revtew ov tnetr full commtttee. A bnef summary of your oroJect proceoures 
will be suomttted to tne Commtttee tor thetr endorsement ana1or comment. You wtil be 
recetvtng a confirmation letter from Dr. Denny . In addttion . vour oroJect has oeen 
revtewea ana approvea oy tne College of Nurstng rluman Subrects Revrew Committee 

We wtsh you a va1uao1e ana sttmulatmg exoenence w1th your researcn. 

CM/wo 
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APPENDIXC 

DSM-111-R CRITERIA FOR ALCOHOL-RELATED DISORDERS 



CLASSES OF PSYCHOACTIVE SUBSTANCES 

i'4ine classes of psychoactive substances are associated with both abuse and depen
dence: alcohol; amphetamine or similarly acting sympathomimetics; cannabis; co
caine; hallucinogens; inhalants; opioids; phencyclidine (PCP) or similarly acting aryl
cyclohexylamines; and sedatives, hypnotics, or anxiolytics. Dependence (but not 
abuse) is seen with nicotine. (Although Nicotine Abuse is logically possible, according 

Diagnostic criteria for Psychoactive Substance Abuse 

A. A maladaptive pattern of psychoactive substance use indicated by at least one 
of the following: 

(1) continued use despite knowledge of having a persistent or recurrent 
social, occupational, psychological, or physical problem that is caused or 
exacerbated by use of the psychoactive substance 

(2) ·recurrent use in situations in which use is physically hazardous (e.g., 
driving while intoxicated) 

B. Some symptoms of the disturbance have persisted for at least one month, or 
have occurred repeatedly over a longer period of time. 

C. Never met the criteria for Psychoactive Substance Dependence for this sub
stance. 
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Diagnostic criteria for Psychoactive Substance Dependence 

A. At least three or the following: 

: 1) substance often taken in larger amounts or over a longer period than the 
person intended 

12) persistent ~esire or one 0r more unsuc::essrul eriorts to cut down or 
control substar.ce '.JSe 

13) a greJt deal or time spent :n ac:1vities necessar.t to 5et the substance (e.g .• 
theft), taking ::-:e subs<ar.ce !e.5 .. c:iaJr. >~oi<mg;, or recovering from its 
eriects 

1.1) frequent intoxication or withcrawal symotoms when expected to fulfill 
:-na1or roie ooiigatlons at ·.vori<. >chooi. or ;,orne (e.g., does not go to work 
because hung over. 30es :o school or ·.vork " high," intoxicated while 
:aking care or ;-,:s or ner ::,ddren), or when substance use is pnysically 
hazardOUS 1e.5., C: rives wnen intOXICateC) 

15) important ;oc:ai. occ:Jpatlonai. or rec:-eat1or.ai activities given up or re
duced because of :;ubs~ance use 

(6) continued substance '.JSe desotte knowiedge of having a persistent or 
recurrent sociai. psyc:ioiog1cal. or ph•.tslcai problem that is caused or 
exacerbated bv the ~se or the substance r e. 5·1 ~eeps using heroin despite 
family arguments aoout :t. cocaine-ir.duced depression. or having an 
ulcer made worse by dnnkin~) 

!7) marked tolerance: need for m~rkedly inc:·eased amounts or the substance 
l i.e .• at least a 50% increase) in order to acilieve intoxication or desired 
eriect. or markedlv diminished eriect with continued use of the same 
amount 

~ote: The ;allowing items may not apply to cannabis. hallucinogens, or 
phencyclidine \PCP): 

(8) characteristic withdrawal svmptoms (see specific withdrawal syndromes 
under Psvchoac:ive Substance-induced Organic Mental Disorders) 

\9) substance often taken to re!ieve or avoid withdrawal symptoms 

S. Some svmptoms or the disturbance have persisted for at least one month, or 
have occurred reoeatedly over a longer period of time. 

Criteria ior Severitv or Psvchoactive Substance Dependence: 

Mild: Few. if anv. svmotoms in excess of those required to make the diagno
sis. and the svmotoms result 1n no more than mdd impairment in occupational 
functioning or :n usuai sociai activities or relationships with others . 

. ~oderate: Svmotoms or functional impairment between ·•mild" and "se
''ere." 

Severe: 1'vlanv svmotoms in excess or those ~equired ~o make the diagnosis. 
ana rhe svmptoms markedlv :r.terfere wtth occ~oationai functioning or with 
usual soc1al ac::vtties or reiatJonsnips with others. 1 

In Partial Remission: Ourtng the past six months. some use of the substance 
3.nd some symptoms or dependence. 

In Full Remission: :Juring the past srx months. e:ther no use or the substance. 
:::: r use or the substance and no svmptoms of dependence. 

· 3~cJuse or <he ava1iabriicv or c:gare!tes ana other nrcotine-contarnrn~ ;uosrances and the absence or 
-1 -: :•n•c:lilv su~n1iicJnc n•cotme lntOXICJt iOn wndrome. 1moa•rment '" occ:.:patlonat or soc1ai iuncuon
: ~g :s :~ot necessarv for J ranng oi severe .'<,corrne Oeoencence. 
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APPENDIXD 

GLOBAL ASSESSMENT OF FUNCTIONING SCALE 



DSM-111-R Classification 
--------------------------------------------------~94 

Global Assessment of Functioning Scale (GAF Scale) 

Consider psychological. social, and occupational functioning on a hypothetical continuum of 
mental health-illness. Do not include impairment in functioning due to physical (or environmen
tal) limitations. See p. 20 for instructions on how to use this scale. 

Note: Use intermediate codes when appropriate, e .g., 45, 68, 72. 

Code 

90 
l 
I 

81 

80 

I 
71 

70 
I 
I 

61 

60 
I 
I 

51 

50 
! 

41 

410 

31 

30 

I 
21 

20 

I 
11 

10 

I 

Absent or minimal symptoms (e.g., mild anxiety before an exam), good functioning in 
all areas, interested and involved in a wide range oi activities, socially effective, 
generally satisfied with life, no more than everyday problems or concerns (e.g., an 
occasional argument with family members). 

If symptoms are present, they are transient and expectable reactions to psychosocial 
stressors (e.g., difficulty concentrating after family argument); no more than slight 
impairment in social, occupational, or school functioning (e.g., temporarily falling 
behind in school work). · 

Some mild symptoms (e.g., depressed mood and mild insomnia) OR some difficulty in 
social, occupational, or school functioning (e.g., occasional truancy, or theft within the 
household), but generally functioning pretty well, has some meaningful interpersonal 
relationships. 

Moderate symptoms (e.g., flat affect and circumstantial speech, occasional panic at
tacks) OR moderate difficulty in social, occupational, or school functioning (e.g., few 
friends, conflicts with co-workers). 

Serious symptoms (e.g., suicidal ideation, severe obsessional rituals, frequent shoplift
ing) OR any serious impairment in social, occupational, or school functioning (e.g., no 
friends, unable to keep a job). 

Sor:ne impairment in reality testing or communication (e.g., speech is at times illogical, 
obscure, or irrelevant) OR major impairment in several areas, such as work or school, 
family relations, judgment, thinking, or mood (e.g., depressed man avoids friends, 
neglects family , and is unable to work; child frequently beats up younger children, is 
defiant at home, and is failing at school). 

Behavior is considerably influenced by delusions or hallucinations OR serious impair
ment in communication or judgment (e.g., sometimes incoherent, acts grossly inappro
priately, suicidal preoccupation) OR inability to function in almost all areas (e.g., stays 
in bed all day; no job, home, or friends). 

Some danger of hurting self or others (e.g., suicide attempts without clear expectation 
of death, frequently violent, manic excitement) OR occasionally fails to maintain 
minimal personal hygiene (e.g., smears feces) OR gross impairment in communication 
(e.g., largely incoherent or mute). 

Persistent danger of severely hurting self or others (e.g., recurrent violence) OR persis
tent inability to maintain minimal personal hygiene OR serious suicidal act with clear 
expectation oi death. 
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