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Mental, neurological and substance
use disorders among the Latino
migrant population in the

United States who visited the
Health Windows and Mobile Health
Units in 2021

Ana Maria Lépez Jaramillo'?, Maria Gudelia Rangel Gémez?*,
Silvia Morales Chainé?®, Alejandra Loépez Montoya®,

Isaura Angélica Lira Chavez? and Rodolfo Cruz-Pifieiro’ on behalf
of the Network of Agencies and Promoters of the Ventanillas de
Salud Mobile Health Units

1El Colegio de la Frontera Norte, Tijuana, Mexico, 2Comision de Salud Fronteriza México—Estados Unidos,
Tijuana, Mexico, *Universidad Nacional Autonoma de México, Mexico City, Mexico

Background: Mental health is defined by the World Health Organization as a state of
wellbeing in which people are aware of their own abilities to cope with the normal
stresses of life, work productively and fruitfully, and contribute to their community.
Among the minority groups that may be vulnerable to experiencing greater risks for
their physical and mental health and full development is the migrant population. The
mobile population’s migration experience, from their place of origin to destination
translates into psychosocial problems and clearly stressful conditions which could
be resolved using certain coping strategies. Accordingly, numerous epidemiological
studies have found differences in the prevalence of mental health problems between
migrants and native-born residents of destination countries, as well as between
migrants and their non-migrant co-nationals.

Purpose: To describe sociodemographic characteristics of the Latino migrant
population in the United States who visited the Health Windows (HW) and Mobile
Health Units (MHU) in 2021, who may have been at risk for mental, neurological or
substance use disorders and agreed to a screening for signs and symptoms of mental
health conditions.

Method: Users of the HW and MHU were offered preventive health services and
completed a mental health screening. These variables were registered in SICRESAL.
If their results showed signs and symptoms of mental health conditions, they were
screened by credentialed professionals from the Psychology Faculty of the National
Autonomous University of Mexico. Screened individuals received a diagnosis and
specialized care remotely and/or online with the MHU and HW network partners.
To analyze sociodemographic variables corresponding to neurological or substance
induced mental illness among the Latino migrant population in the United States who
visited the Ventanillas de Salud (VDS)/Health Windows (HW), and Unidades Moviles
de Salud (UMS)/Mobile Health Units (MHU), during 2021; contingency tables were
created showing percentages and chi square with a significant p < 0.05.

Findings: During 2021 HW and MHU completed a total of 794 mental health
screenings of which 84% were completed at HW. Further, 59% were women with an
average age of 43, ranging from 7 to 86 years of age. Twenty percent 20% of the
population who voluntarily agreed to screening yielded a positive result for some type
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of mental health symptom or problem. This percentage (37%) was greater among
those who consulted MHU. With respect to age, results showed that youth were
at greatest risk for mental health problems. Among the screened population, the
independent variables, type of Health Window attended, gender, age group, and place
of origin are related to the existence of some type of mental health symptom or
problem yielding a significance level of <0.05 for depression and anxiety symptoms.

Discussion and prospects: In this study, as in others, the migrant population that
visited the HW and UMS in 2021 reported a greater risk of mental health problems,
with symptoms related to depression and anxiety among the socio-demographic
variables of gender, age group, and place of origin. Thus, these symptoms relate to
being a female aged between 18 and 38 and originating from Mexico. Finally, the
possibility of screening the migrant population for signs and symptoms of mental
health conditions that attended the Health Windows or Mobile Health Units during
2021, made it possible to refer them to psychology or psychiatry services and improve
the quality of life of those who accessed the services and, consequently, that of their
families and communities.

Limitations: The main limitation is associated with the information source since we
worked with secondary data and relied on the information provided by those who

attended both the HW and the MHU.

KEYWORDS

mental health, migrant population, Health Windows, Mobile Health Units, substance use

disorders (SUD)

1. Mental health: Concepts and scope

1.1. Defining mental health: World status and
Mexico

Mental health is defined by the World Health Organization (1) as
a state of wellbeing in which people are aware of their own abilities to
cope with the normal stresses of life, work productively and fruitfully,
and contribute to their community.

Causes of mental disorders include numerous factors or
determinants such as individual or biological characteristics (genetic
or environmental and biological) defined as the ability to manage
thoughts, emotions, and interactions with others (2). They also
comprise psychosocial factors, which are related to the physical and
social environment. This encompasses social, cultural, economic,
political, and environmental aspects such as the political context,
including national policies, welfare, living standards, working
conditions and community support networks (2).

According to the mhGAP intervention guide for mental,
neurological and substance use disorders in non-specialized health
settings: mental health Gap Action Programme (3), the main
clinical manifestations of mental illness reflect an alteration of brain
functions, such as attention (attention deficit disorder), memory
(dementia), thinking (schizophrenia), mood (depression), sensory
perception (schizophrenia), learning (child development disorders)
and behavior, which interfere with the life and productivity of
the individual.

As Morales (4) notes, various social phenomena such as poverty,
urban violence, family violence, intense pressure in the workplace,
job insecurity, low social support, addictive behaviors, family
disintegration, street children, sexual exploitation, and the physical
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abuse of children, are considered factors that are associated with or
influence the mental health of a population.

The “Report on mental health systems in Latin America and
the Caribbean, 2013, published by the Pan American Health
Organization (5), notes that lifetime prevalence rates of between
12.2% and 48.6% have been estimated for mental disorders
worldwide. Likewise, 14% of the global disability burden (Disability-
Adjusted Life Years—DALYs) is attributable to mental health
conditions and the situation is even more critical in low- and middle-
income countries. In these countries, between 76% and 85% of those
suffering from serious mental illnesses or disorders fail to receive
treatment. In high-income countries, these proportions range from
35% to 50% (5).

In Mexico, the “Report on the mental health system in Mexico,
2011, undertaken by the WHO, PAHO and the Ministry of Health
(6), observes that one in four Mexicans aged between 18 and 65 has
suffered a mental disorder at some point in their lives. However, only
one in five received treatment.

There are minority groups such as Indigenous people, people
subjected to discrimination and rights violations, migrants, the
LGTBI population, prisoners, those exposed to armed conflicts or
natural disasters or other humanitarian emergencies who experience
social vulnerability that may place them at increased risk for MH
issues. This risk is a condition experienced by people who, due to
their age, gender, ethnic origin or physical limitations, experience
greater threats to their health, physical and mental integrity and full
development, and whose membership of certain groups makes them
vulnerable (4).

Specifically, the migration experience is one such major stressor
that can increase social vulnerability. The upheavals and stressful
conditions associated with migration translate into psychosocial
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problems throughout life (7). This is why it is intended to describe
the sociodemographic profile of the Latino migrant population in
the United States who visited the Health Windows (HW) and
Mobile Health Units (MHU) in 2021, who may have been at risk
for mental, neurological or substance use disorders and agreed to
undergo screening.

1.2. Mental health and migration

The association between migration and mental health problems
has been documented for many years (8, 9). Some of the earliest
studies on the relationship between migration and mental health
include those by @degaard (10), undertaken in the 1930s. This author
observed that Norwegian immigrants in the United States had a
higher incidence of hospital admission for schizophrenia, compared
to both native-born residents of that country and non-migrant
Norwegians. Bojorquez (11) notes that this and other similar findings
sparked a discussion on the two possible forms of association between
migration and mental health: causality or selection. According to
the former position, migration is a risk or precipitating factor for
the emergence of mental health problems. According to the latter, it
is a self-selection phenomenon, whereby people with mental health
problems are more likely to emigrate.

Authors such as Vilar and Eibenschutz (12) emphasize that
perhaps migration is not a direct cause of deterioration of mental
health per se; more so, can be attributed to relocation from their
place of origin to a new place of destination, in which they
experience adverse employment situation, poor housing conditions
or lack of housing, the traumatic events before, during and after the
migration. These factors could be considered sufficient reasons to
drive individuals to psychological distress.

Further, Achotegui (13) noted that migration brings about
benefits (access to new vital opportunities and horizons) paired with
a group of difficulties and strains. Thus, a migrant’s lack of health or
disabilities could become a risk factor given a hostile environment or
experiencing both conditions at their point of destination.

Several epidemiological studies have found differences in
the prevalence of mental health risks between immigrants and
native-born residents of destination countries, as well as between
immigrants and their non-migrant co-nationals. Explanations for
the higher prevalence of mental disorders among immigrants than
non-immigrants include the fact that migration is a stressful life
experience, in which bereavement combines with the difficulties
of adapting to a new culture and, in many cases, the risk of
discrimination and violence (9, 14, 15).

Mexican-born immigrants have the lowest rates of mental illness,
which increase with the length of time spent in the United States
and generational descent. The second generation of Mexicans in
the United States have higher rates of mental disorders than those
observed in the general population.

A smaller proportion, depending on their mental health history,
violence experienced before, during and after their journey and
personal resources, will present mental disorders (depression,
anxiety, post-traumatic stress, and substance abuse disorders) and
require specialized services (16).

The mental conditions most frequently reported and described
are those related to experiences of psychosis and paranoid reactions
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with a tendency to affective disorders, unipolar depression, anxiety,
adaptation difficulties, alcohol dependence and post-traumatic
stress (17).

Another important aspect with mental health is the abuse of other
substances such as psychoactive substances. Some studies report that
consumption increases in tandem with greater exposure to North
American culture (18). These results are related to the returned
population, with 28% of Mexican migrants who returned voluntarily
or forcibly from the United States self-reporting lifetime illegal drug
use. A third of female returning migrants between the ages of 15 and
45 have used drugs at some time, which is higher than the rate for
women of the same age in Mexico.

Regarding the deported migrant population, a study undertaken
by Bojorquez et al. (19) notes that the length of time after
having returned to Mexico, having a spouse in the US, the
number of household members, less social support, anxiety, and an
avoidant coping style were directly associated with the self-report
questionnaire score. Public health policies must address the need for
mental health care among deported migrants (19).

In view of this situation, a collaboration strategy was developed
between the Government of Mexico and the Faculty of Psychology
of the National Autonomous University of Mexico, through which
training, supervision and two-way monitoring are undertaken by
the non-specialized health personnel who provide services to the
migrant population at the Health Windows (HW) and Mobile Health
Units (MHU). As a result of the collaboration protocol, it was
possible to undertake promotion and early care actions for mental
health among the migrant population that visited these Windows
or Units.

As Rangel et al. (20) notes, the mission of HW is to improve access
to primary and preventive health services, increase public health
insurance coverage, link individuals to medical homes, and promote
a culture of self-care among Mexicans living in the US. In addition
to general health information, the HW provides (a) counseling and
guidance services to prevent risks to physical and mental health; (b)
screening for mental health risks; (c) referrals for those with mental
health risks to primary care services; and (d) information about the
eligibility for the health insurance plans of the Patient Protection and
Affordable Care Act (ACA).

MHU also provide health education on priority health topics
such as nutrition, obesity, diabetes, women’s health, children’s health,
mental health, substance use, exposure to violence, HIV/AIDS, and
other sexually transmitted diseases, as well as legal and financial
guidance. In addition, Mobile Health Units provide preventive health
screenings, referrals to clinics or community programs, follow up
referrals, and administer immunizations (20).

This paper seeks to describe the sociodemographic characteristics
of the Latino migrant population in the United States who visited the
Health Windows (HW) and Mobile Health Units (MHU) in 2021,
who may have been at risk for mental, neurological or substance
use disorders. The database of the Continuous Information System
for Health Reporting (SICRESAL), developed and maintained by
the Mexico Section of The United States-Mexico Border Health
Commission, was used as the information source. Data collected
from the HW and MHU, based on the basic sociodemographic
characteristics, signs and symptoms of mental health diseases
yielded by the screening of the population served, was reviewed
and analyzed.

frontiersin.org


https://doi.org/10.3389/fpubh.2023.959535
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org

Lopez Jaramillo et al.

2. Methodology
2.1. Design

The collaboration strategy, through training, supervision and
bidirectional monitoring among non-specialized health personnel
who care for the migrant population at the HW and MHU, allowed
for promotion and early care for mental health.

This strategy included the following activities:

1. 40-h training for non-specialized health personnel who care for
the migrant population at HW and MHU, on prevention and
early care for mental health problems.

2. Coordination of the strategy for the implementation of brief
mental health interventions for compatriots cared for at the
community level, initially, by VDS and UMS promoters and,
subsequently, referred to primary and specialized care, by
professionals from the Faculty of Psychology of the UNAM.

3. Coordinate the monitoring and supervision of 37 VDS
and UMS promoters who implemented the evaluation,
management and follow-up of mental health risk conditions,
throughout 11 synchronous sessions, between April and
December 2021: essential care/practices depression, psychosis,
epilepsy, child/adolescent
dementia, substance use disorders, self-harm/suicide, and

mental/behavioral  disorders,
other conditions such as acute stress and violence.

4. Evaluate the implementation process of mental health
interventions through the development of three evaluation
processes: (a) knowledge, (b) case vignettes, and (c) simulated
situations of people with risk to their mental health.

The mental health initiative, called the “Mental Health Gap
Action Program (mhGAP),” involved (1) training promoters; (2)
evaluation, monitoring, and follow-up; and (3) mental health
screening for HW and MHU users. In other words, those treated at
HW and MHU were provided with preventive and screening services
for mental health risks, with the results being recorded in SICRESAL.

If the promoters of the HW and MHU network partners
identified mental health conditions, individuals were then screened
by, diagnosed and offered specialized care remotely and/or online
from the Faculty of Psychology of the National Autonomous
University of Mexico.

It should be noted participation was voluntary. Through direct
work in VDS and UMS health promoters gently encouraged
participants to accept receiving screening as well as remote mental
health services, if necessary.

2.2. Information source

De-identified data from the Continuous Information System for
Health Reporting (SICRESAL) housed by the Mexico Section of the
United States-Mexico Border Health Commission were used for the
analysis. In 2021, a total of 36,086 Mexicans received community
health care at the HW and 10,384 in the MHU. A total of eighty-
three were screened by the HW (71% women, with an average age
of forty-two, between the ages of 14 and 67), and 127 by the MHU
(69% women, with an average age of forty-one, between the ages of
19 and 73).
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2.3. Instruments

The variables included in the screening are associated with the
sociodemographic profile such as age, sex, state of residence and
medical insurance, as well as mental health signs and symptoms
related to depression (six items), experiences of psychosis (four
items), epilepsy (one item), dementia (two items), substance use
(three items), violence (four items), sexuality (two items), anxiety
(three items) self-harm and suicidal ideation (two items). One point
was assigned to each item and the occurrence of the event was
determined as follows: (a) For depression, anxiety (in the past 2
weeks) and dementia (at the time of assessment), with at least two
positive items; and (b) for the experience of psychosis, epilepsy,
sexuality (in the past 12 months), violence (in the past 6 months),
substance use (in the past month), self-harm and suicidal ideation (at
the time of administration) with at least one positive item.

2.4. Data analysis

It is important to clarify that no sample calculation was made for
this study since it is an exploratory study that aimed to describe the
sociodemographic characteristics of the Latino migrant population
that voluntarily agreed to the mental health screening offered at both
the HW and MHU.

Based on the information contained in the SICRESAL database,
the sociodemographic characteristics of those served in both the HW
and the MHU in 2021 was constructed, analyzing variables such as
gender, age groups, English proficiency, place of origin and place
where there were attended.

In the analysis of sociodemographic variables relating to mental
illness, neurological or due to substance use, among the Latino
migrant population in the United States attending HW and MHU
during 2021, contingency tables were calculated with respective
percentages and chi square score with a significant p < 0.05. The
initial part of the analysis included “any mental health symptom or
problem” as a dependent variable; the sociodemographic dependent
variables were gender, age group, place of origin, and English
language proficiency. The demographic variables of education and
time of residency in the USA were not analyzed given the lack of
information among registrants. In the second part, used SPSS to
analyze the information using the dependent variables, symptoms of
depression, anxiety, suicidal ideation, psychosis, epilepsy, dementia,
substance use, violence or problems with sexuality, and socio-
demographic as explanatory variables.

3. Results

3.1. Positive mental health screenings data
analysis

During 2021, a total of 794 mental health screenings were
conducted by the HW and the MHU, 84% were done in the HW.
Fifty-nine percent of screenings were done among women between
7 and 86 years of age, with an average age of 43.

Table 1 shows data for population screening with or without
mental health symptoms/problems and other socio-demographic
variables. The following findings emerged:
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TABLE 1 Distribution of sociodemographic characteristics among the

population with or without mental health symptoms/problems for . . . .
screenings done at HW and MHU during 2021. differing results among the migrant population that attended a HW

or MHU during 2021. These are described as follows and shown on
Characteristics Any symptoms or mental health Tables 2—4.

A desegregation of screened mental health symptoms found

problems

Yes \[e} Sig.
N 634 3.2. Data analysis of positive mental health
Health window type screenings for symptoms related to
emotional state

VDS 113 | 169 | 554 | 831 0.000*
UMS 47 37 | 8 63 Table 2 shows data for population screening with or without
Gender mental health symptoms/problems of depression. The following
Women 113 | 241 | 355 | 759 0.001* findings emerged:
Men 47| 144 | 279 | 86 - 19% of the screened population showed positive results for
Age groups depression. This percentage is higher among those who attended
5-9 years 0 0 1| 100 0.030* an MHU (31%).
- The aforementioned symptoms were found to be higher among
10-17 years 2 25 6 75
women (23%).
18-30 years 31 | 316 67 | 684 - The population between 18 and 30 years of age were more likely
31-40 years 43 | 157 | 231 | 843 to report symptoms of depression.
- 26% of the screened population reported Central America as
41-50 years 47 20.3 185 79.7 . .
their place of origin.
51-60 years 3 |26 | 13 ] 774 - The independent variables, “type of window;” “gender] “age

Older than 61 years 4 | 114 | 31 | 886 group,” and “place of origin” were related to a symptom of
depression among those who agreed to the screening given its
significance level was below 0.05. While the variable of English

Place of origin

Caribbean 0 0 | 12 | 100 0.000 proficiency was neither significant nor explicative.
Central America 6 26.1 17 73.9
United States 3 | 167 | 15 | 833 Table 2 shows data for population screening with or without
mental health symptoms/problems of anxiety. The following findings
Mexico 141 26.9 383 73.1
emerged:
South America 5 20 20 80
English proficiency - 7% of the population who voluntarily agreed to the screening
showed positive results for anxiety. This percentage is higher
Yes 32 | 234 | 105 | 766 0.306
among those who attended the MHU (31%).
No 58 | 216 | 210 | 784 - While analyzing for gender, women showed the greatest
*Differences estimated using Chi-square value p < 0.05. proportion of symptoms.

Author’s own creation based on Data Base Continuous Information System for Health Reporting

- The population between 18 and 30 years of age reported the
(SICRESAL), 2021 (21).

most having symptoms related to anxiety.
- Most reported South America as their place of origin.

showed positive results for a mental health symptom or
problem. This percentage is higher among those who attended
the MHU (37%).

Analyzing for the variable of gender revealed
that the aforementioned symptoms were  higher
among womern.

Those between 18 and 30 years of age were more likely to report
having a mental health symptom or problem.

For 26.9% of the screened population, Mexico was the country
of origin, and 26.1% from Central America.

The independent variables “type of window,” “gender;” “age
group,” and “place of origin” were related with the existence of
some mental health symptom or problem among the population
who agreed to the screening given that its significance level was
below 0.05. The variable for language proficiency was neither
significant nor explicative.
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- 20% of the population that voluntarily agreed to screening - Only the variable, “place of origin” was related to showing

a symptom of anxiety among the population who agreed to
this screening given its significance level was below 0.05. The
variables “type of window,” “gender,” “age group,” and “English
proficiency” among this population were neither significant
nor explicative.

Table 2 shows data for population screening with or without
mental health symptoms/problems of suicidal ideation. The following
findings emerged:

- Only 1% of the population who voluntarily agreed to the
screening showed positive results in terms of suicidal ideation.

- Analyzing for gender found the aforementioned had a greater
occurrence among women.

- The population between 18 and 30 years of age reported the
most symptoms related to suicidal ideation.
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TABLE 2 Distribution of sociodemographic characteristics among the population with or without mental health symptoms/problems of depression, anxiety,
suicidal ideation for screenings done at HW and MHU during 2021.

Characteristics Symptoms of depression Anxiety symptoms Symptoms of suicidal ideation
Yes \[e} Sig. Yes \[e} Sig. Yes \[o} Sig.

N 148 646 736 784

Health window type n n n %

VDS 109 | 163 | 558 | 83.7 | 0.000* | 45 | 67 | 622 | 933 | 0166 | 10 @ 15 | 657 | 985 0.165

UMS 39 | 307 | 88 | 693 13| 102 | 114 | 898 0 | 0 | 127 100

Gender

Women 108 | 231 | 360 | 769 | 0.000° | 41 | 88 | 427 | 912 | 0059 | 6 | 13 | 462 | 987 0.945

Men 40 | 123 | 286 | 877 17 | 52 | 309 | 948 4 | 12 | 322 | 988

Age groups

5-9 years 0 0 1 100 | 0.040* | 0 0 1 100 | 0177 | 0 | 0 1 100 0.906

10-17 years 2 25 6 75 0 0 8 100 0| o 8 100

18-30 years 29 | 296 | 69 | 704 13| 133 | 8 | 867 2 | 2 | 9% | 98

31-40 years 41 15 | 233 | 85 20 | 73 | 254 | 927 30 L1 | 271 | 989

41-50 years 40 | 172 | 192 | 828 16 | 69 | 216 | 931 2109 | 230 | 99.1

51-60 years 32 | 219 | 114 | 781 9 | 62 | 137 | 938 3021 | 143 | 979

Older than 61 years 4 | 114 | 31 | 886 0 0 35 | 100 0| 0o | 35 | 100

Place of origin

Caribbean 0 0 12 100 0.000* 0 0 12 100 0.005* 0 0 12 100 0.390
Central America 6 26.1 17 73.9 2 8.7 21 91.3 0 0 23 100
United States 2 11.1 16 88.9 1 5.6 17 94.4 0 0 18 100
Mexico 131 25 393 75 50 9.5 474 | 90.5 10 1.9 | 514 | 981
South America 4 16 21 84 3 12 22 88 0 0 25 100

English proficiency

Yes 29 21.2 108 78.8 0.467 7 5.1 130 94.9 0.554 3 2.2 134 97.8 0.071

No 53 19.8 215 80.2 21 7.8 247 92.2 0 0 268 100

*Differences estimated using Chi-square value p < 0.05.
Author’s own creation based on Data Base Continuous Information System for Health Reporting (SICRESAL), 2021 (21).

- Most reported Mexico as their place of origin. - The population between 18 and 30 years of age reported the
- None of the independent variables related to a symptom most symptoms related to psychosis.
of suicidal ideation among the population agreeing to the - 26% of the screened population reported South America as their
screening given its significant level was above 0.05. place of origin.

- The independent variables “place of origin” and “English
proficiency” were the only variables related to the presence of
any symptom of psychosis among the population who agreed

3.3. Analysis of data from positive mental to the screening given its significance level was below 0.05. The

health screenings for psychosis, epilepsy, variables “type of window,” “gender,” and “age groups” among
and dementia this population were neither significant nor explicative.

Table 3 shows data for population screening with or without Table 3 shows data for population screening with or without
mental health symptoms/problems of psychosis. The following  mental health symptoms/problems of epilepsy. The following
findings emerged: findings emerged:

- From the population who voluntarily agreed to screening, 8% - 3% of the population who voluntarily accepted the screening
had positive results for psychosis. This percentage was higher showed positive results for epilepsy. This result is higher among
among those who attended the MHU. those who attended the MHU.

- Analyzing for gender found the aforementioned had a greater - While analyzing the variable of gender the aforementioned
occurrence among women. symptoms showed a major proportion among men.
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TABLE 3 Distribution of sociodemographic characteristics among the population with or without mental health symptoms/problems of psychosis, epilepsy,
or dementia for screenings done at HW and MHU during 2021.

Characteristics Symptoms of psychosis Epilepsy symptoms Dementia symptoms
Yes Sig. Yes Sig. Yes Sig.

N 64

Health window type % %

VDS 52 | 78 | 615 | 922 0.531 15 | 22 | 652 | 97.8 0.266 11 | 16 | 656 | 984 0.466

UMS 12 | 94 | 115 | 906 5 039 122 | 9.1 1 | 08 126 | 992

Gender

Women 43 | 92 | 425 | 908 0.162 9 | 19 | 459 | 98.1 0.199 6 | 13 | 462 | 987 0.526

Men 21 | 64 | 305 | 936 11 | 34 | 315 | 966 6 | 1.8 | 320 @ 982

Age groups

5-9 years 0 0 1 100 0.567 0 0 1 100 0.288 0 0 1 100 0.665

10-17 years 0 0 8 100 0 0 8 100 0 0 8 100

18-30 years 11| 112 | 87 | 888 0 0 98 | 100 1 1 97 99

31-40 years 26 | 95 | 248 | 905 12 | 44 | 262 | 956 2 | 07 | 272 | 993

41-50 years 13 | 56 | 219 | 944 4 | 17 | 228 | 983 5 | 22 227 | 97.8

51-60 years 11| 75 | 135 | 925 3] 21 | 143 979 4 | 27 | 142 973

Older than 61 years 3| 86 | 32 | 914 1|29 | 34 | 971 0 0 35 | 100

Place of origin

Caribbean 0 0 12 | 100 0.001* 0 0 12 | 100 0.170 0 0 12 | 100 0.280

Central America 1 4.3 22 95.7 0 0 23 100 0 0 23 100

United States 1 56 | 17 | 944 0 0 18 | 100 0 0 18 | 100

Mexico 57 | 109 | 467 @ 89.1 19 | 36 | 505 | 964 12 | 23 | 512 | 977

South America 3 12 22 88 0 0 25 | 100 0 0 25 | 100

English proficiency

Yes 8 | 58 | 129 | 942 0.021* 6 | 44 | 131 956 0.292 30 22 | 134 | 978 0.704

No 14 | 52 | 254 948 5 | 19 | 263 | 98.1 3 ] 11| 265 | 989

*Differences estimated using Chi-square value p < 0.05.

Author’s own creation based on Data Base Continuous Information System for Health Reporting (SICRESAL), 2021 (21).

- The population older than 60 years of age reported the most
having symptoms related to epilepsy.

- Most reported Mexico as their place of origin.

- The majority reported English proficiency.

- None of the independent variables was related to a symptom
of epilepsy among the population who agreed to the screening
given its significant level was above 0.05.

Table 3 shows data for population screening with or without
mental health symptoms/problems of dementia. The following
findings emerged:

- Only 1% of the population who voluntarily agreed to the
screening had positive results for dementia.

- The aforementioned symptoms were present mostly
among men.

- The population between 51 and 60 years of age reported the
most having symptoms related to dementia.

- Most reported Mexico as their place of origin.

Frontiersin Public Health 07

- None of the independent variables was related to the existence of
some symptom of dementia among the population who agreed
to the screening given its significant level was above 0.05.

3.4. Analysis of data from positive mental
health screenings for symptoms related to
behavior

Table 4 shows data for population screening with or without
mental health symptoms/problems with substance use. The following
findings emerged:

- 5% of the population who voluntarily agreed to the screening
had positive results for substance use.

- The percentage is higher among those who attended the MHU.

- Analyzing for the gender variable showed the aforementioned
symptoms were greater among men.
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TABLE 4 Distribution of sociodemographic characteristics among the population with or without mental health symptoms/problems of substance
consumption, violence or sexuality for screenings done at HW and MHU during 2021.

Characteristics

Symptoms of substance use

Symptoms of violence

Symptoms of sexuality

Yes Sig. Yes Sig. Yes Sig.
N 39
Health window type % %
VDS 24 | 36 | 643 | 964 0.000* 33 | 49 | 634 | 95.1 0.090 30 | 45 | 637 | 955 0.778
UMS 15 | 118 | 112 | 882 2 | 16 | 125 | 984 5 139 | 122 | 9.1
Gender
Women 17 | 36 | 451 | 964 0.046* 23 | 49 | 445 | 951 0.405 22 | 47 | 446 | 953 0.630
Men 22 | 67 | 304 | 933 12 | 37 | 314 | 963 13| 4 | 313 9
Age groups
5-9 years 0 0 1 100 0.545 0 0 1 100 0.952 0 0 1 100 0.873
10-17 years 0 0 8 100 0 0 8 100 0 0 8 100
18-30 years 9 | 92 | 89 | 908 5 | 51 | 93 | 949 4 | 41 | 94 | 959
31-40 years 12| 44 | 262 | 956 14 | 51 | 260 | 949 16 | 58 | 258 | 942
41-50 years 11| 47 | 221 | 953 8 | 34 | 224 | 966 9 | 39 | 223 | 9.1
51-60 years 6 | 41 | 140 | 959 7 | 48 | 139 | 952 5 | 34 | 141 | 966
Older than 61 years 1 29 | 34 | 971 1 29 | 34 971 129 | 34 971
Place of origin
Caribbean 0 0 12 | 100 0.033* 0 0 12| 100 0.017* 0 0 12| 100 0.037*
Central America 2 | 87 | 21 | 913 0 0 23 | 100 1 | 43 22 | 957
United States 1 5.6 17 | 944 0 0 18 | 100 0 0 18 | 100
Mexico 34 | 65 | 490 | 935 33 | 63 | 491 | 937 31 | 59 | 493 | 941
South America 1 4 24 96 1 4 24 96 2 8 23 92
English proficiency
Yes 10 | 73 | 127 | 927 0.291 6 | 44 | 131 | 956 0.175 6 | 44 | 131 | 956 0.079
No 10 | 37 | 258 | 963 7 | 26 | 261 | 974 6 | 22 | 262 | 978

*Differences estimated using Chi-square value p < 0.05.
Author’s own creation based on Data Base Continuous Information System for Health Reporting (SICRESAL), 2021 (21).

The population between 41 and 50 years of age reported the
most having symptoms related to substance use.

The majority reported Central America as its place of origin.
Only the independent variables “type of window,” “gender;” and
“place of origin” were related to the existence of some type of
symptom related with substance use among the population who
agreed to the screening given its significance level was below
0.05. The variables “age group” and “language proficiency”
among this population were neither significant nor explicative.

Table 4 shows data for population screening with or without

mental health symptoms/problems with violence. The following

findings emerged:

4% of the population who voluntarily agreed to the screening
showed positive results for violence. This percentage is higher
among those who attended the HW.

Analyzing gender showed the aforementioned symptoms were
greater among womern.
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The population between 31 and 40 years of age reported the
most having symptoms related to violence.

Most reported Mexico as their place of origin.

The majority reported English proficiency.

Only the independent variable “place of origin® was
related to the existence of some symptom among the
the

given its significant level was below 0.05. The other

population who voluntarily agreed to screening
independent variables were not related to the existence
of a symptom of violence among the population who
agreed to the screening given its significance level was

above 0.05.

Table 4 shows data for population screening with or without

mental health symptoms/problems with sexuality, the following

findings emerged:

Only 4% of the population who voluntarily agreed to the
screening showed positive results for sexuality.
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- Analyzing for the gender variable found the aforementioned
symptoms occurred mostly among women.

- The population between 31 and 40 years of age reported the
most having symptoms related to dementia.

- The majority reported South America as its place of origin.

- Only the independent variable “place of origin” was related
to the existence of a symptom among the population who
voluntarily agreed to the screening given that its significance
level was below 0.05. The remaining variables were not related to
the existence of any symptom of violence among the population
who agreed to the screening given its significance level was
above 0.05.

4. Conclusions and discussion

Migration is an experience in which more and more individuals
participate, and which has potentially negative as well as positive
consequences for health and wellbeing (22). This can also be
considered a psychic or mental risk factor thus it is necessary
to address from a health and psychosocial perspective (23). The
main purpose of this study was to describe the sociodemographic
characteristics of the Latino migrant population in the United States
of America who visited the Health Windows (HW) and Mobile
Health Units (MHU) during 2021 and who may have been at risk
for mental, neurological or substance use disorders.

The study results allow one to gain a deeper understanding of
the socio-demographic portrait of the migrant population attending
MHU and HW showing a symptom or problem related with mental
health in order to adapt needed care and therapeutic interventions.
The significant variables in this analysis were gender, age group, and
place of origin.

As reported by other studies on mental health and migration,
there is a high prevalence of disorders among the migrant population
(13). In this study, the proportion of the population with mental
health symptoms or problems identified through the screening was
20%. Specifically, 17% in the HW and 37% in the MHU.

In 2021, the mental health screening undertaken in both
the HW and the MHU revealed conditions of stress, anxiety,
major depression, psychological distress, risks of self-harm/suicide,
psychoactive substance use and post-traumatic stress among the
migrant population that went to these places. At the same time, it
was possible to significantly reduce the waiting times for the mental
health care of Mexican migrants.

In this study, as in others, the migrant population that visited
the HW and MHU in 2021 reported higher mental health risks with
symptoms related to depression, anxiety, psychosis and substance
abuse (16-18, 24, 25). At the same time, women and youth have
displayed the highest proportions of mental health risk (24). The
most frequent symptoms or problems among women were related
with depression, anxiety, suicidal ideation, psychosis, violence and
sexuality, similarly to other research studies (26). Among men, the
aforementioned symptoms were related to epilepsy, dementia, and
substance use and abuse.

An analysis of the average age and age groups shows that these
conditions are present in the younger population. According to an
analysis by age group of the migrant population attended in both
the HW and the MHU, the most common symptoms were related
to depression, anxiety, suicidal ideation, and psychotic episodes. The
studies by Rojas et al. (26) show emotional state and anxiety as mental
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illnesses prevalent among the childhood migrant population in Chile.
The age group between 31 and 40 years of age most frequently showed
symptoms related to violence and sexuality.

Another significant mental health aspect is substance abuse.
According to some studies, the greater the exposure to North
American culture, physical and emotional distance from partners or
family, work pressures, fear of deportation, difficulty in expressing
emotions, and social environment, the greater the increase in
substance use (18, 27). In this study, substance use was reported as
a mental health symptom or problem among 24% of the population,
particularly among younger age groups.

It is important to note that although there were few people who
agreed to be screened, the possibility of detecting mental health
problems in one person, having the possibility of referring them to
specialized care (psychological or psychiatrist) and that they agree to
be treated, can translate into an improvement in the quality of life and
those around them (family/community).

Based on the capacities deployed by the health promoters and the
collaboration with the specialists of the UNAM (for the strengthening
of the competencies for the evaluation, management and follow-
up of mental health risks), during 2021, the strategy addressed
conditions of stress, anxiety, major depression, psychological distress,
risk of self-harm/suicide, use of psychoactive substances and post-
traumatic stress; obtained in the screening to make remote specialized
interventions available to them, based on scientific evidence,
significantly reducing the wait time of those seeking care.

Evaluation, management and monitoring of mental health risks
in community care was taught by the mental health promoters at the
HW and MHU, in partnership with specialists from the Faculty of
Psychology at UNAM. Mental health screening is also a community
contact strategy, which makes it possible to detect the risk in early
stages and interrupt the progression toward severity.

The strategy favored mental health risk screening and the
collaborative strategy allowed the identification of true positives in
specialized risk orders and true negatives in the community and
primary level of care. This strategy also favored the reduction of
the care gap at the community level, through the consent given
to be contacted by specialists. Throughout the protocol, the link
between the partners for mental health of the HW and MHU and
the monitoring of remote psychological care increased.

Limitations
The main limitation is the information source since we worked

with secondary data and relied on information provided by those who
attended both the HW and the MHU.
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