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53.8% para vitamina B12, 46.2% para
calcio, 8% para vitamina C y 51.3%
para hierro.

En cuanto a la cobertura de pro-
gramas de desarrollo social, Desayu-
nos Escolares del DIF fue el de mayor
demanda con 79.4% (n=31), mientras
que el Programa de Desarrollo Humano
de Prospera present6 una cobertura
de 59% (n=23). E148.7% (n=19) perte-
nece a ambos programas y solamente
12.1% no tiene cobertura de ninguno.
A pesar de que la mayorifa de los
nifios se encuentra dentro de algtn
programa que brinda apoyo para
combatir la malnutricién, se observé
que la prevalencia de anemia fue
mayor en comparacion con las cifras
reportadas a nivel nacional (23.3%),
estatal (18%) y de la poblacién rural
estatal (15.4%) en Ensanut 2012.3 En
relacién con lo anterior, se esperaba
que los beneficiarios de estos progra-
mas no presentaran anemia, baja talla
0 bajo peso y que cumplieran con el
consumo diario recomendado para
algunos micronutrimentos asociados
con estados de malnutricién como el
hierro, zinc y vitamina B12.

Aunque este estudio tiene va-
rias limitaciones, como el ntimero
reducido de participantes y que no
se conoce el tiempo que llevan como
beneficiarios de los programas, es
preocupante que la prevalencia de
anemia de los nifios de esta comu-
nidad sea mds alta que la nacional
y la estatal, y que ademds tengan
un consumo deficiente de hierro,
vitamina B12 y zinc. Dado el pano-
rama anterior, es importante llevar
a cabo programas de intervencién y
estrategias educativas que contribu-
yan a mejorar el estado nutricio de
esta poblacién.
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Feasibility study of a cell
phone intervention to
promote mental health
among deported mexican
migrants

Dear editor: Deported migrants expe-
rience mental health problems,' and
mobility and returning to places with
limited services complicate their ac-
cess to care. Mobile technologies can
be useful in this context.?

We conducted a feasibility study®
of a cell phone-administered inter-
vention to promote mental health in
deportees. We recruited participants
(n=50) in Tijuana, Mexico, from 2015
to 2016, at the point of deportation
and in shelters. Eligibility criteria
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were: 1) <=24 hrs deported; 2) >=3
years in the US; 3) age 20-65 years;
4) Mexico-born; 5) Spanish speaker.
Participants received a phone, an-
swered a baseline questionnaire, and
were called at 7, 14, 30, 60 and 90
days. During the calls, participants
with depressive symptoms received
a cognitive-behavioral therapy-based
intervention: 1) accepting negative
emotions; 2) reflecting on thought
patterns accompanying emotions; 3)
inventorying resources and making
an action plan; 4) relaxation exercise.
The caller asked about experience
with the intervention (or the phone
call). After each follow-up, ~US$11
were added to phone credit, and there
were raffles of gift cards (=US$28).
Our main feasibility outcome was
90-day retention, and we evaluated
acceptability and barriers with quali-
tative data from the calls.
Recruitment rate was 13.3%
(50/377) (figure 1). Participation rate
was 37.3% (50/134). As per design,
20% of participants were female.
Mean age was 35.3 years, average
education 8.4 years, and average
time in the US 7.3 years. Eighteen
percent had a previous diagnosis of
depression, and 50.0% had depres-
sive symptoms at baseline. The 90-
day retention rate was 42% (21/50).
Of the participants, 13/50 (26.0%)
responded to five calls, 12/50 (24.0%)
to four, 4/50 (8.0%) to three, 2/50
(4.0%) to two, 6/50 (12.0%) to one,
and 13/50 (26.0%) to none.
Participants said the calls made
them feel “like someone cared” and
“optimistic.” Those in rural areas
had problems with phone reception.
Noise and audition problems were
also mentioned. A participant who
was back in the US said the phone
functioned only when close to the
international border. Two mentioned
that they had felt unsafe when ap-
proached by the researchers, but
felt more confident with subsequent
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377 Approached

2 Unknown
eligibility

50 Agreed to participate

32 Responded 7-day call

29 Responded |4-day call

28 Responded 30-day call

25 Responded 60-day call

2| Responded 90-day call

134 Eligible

241 Not eligible:

123 deported >24hrs

106 lived <3 months in US
5 not born in Mexico

5 interview interrupted

2 outside age range

84 Refused to participate

FiGUurRe |I. FLOW OF PARTICIPANTS IN THE STUDY. TIJUANA, MEXico.
SEPTEMBER 2015 To FEBRUARY 2016

calls. The relaxation exercise was not
implemented, as conditions (people
around, noise) were inadequate.

That 50% of participants re-
sponded to four to five calls in the
midst of moving between states
and countries shows that their
experience was positive. A future
evaluation study is feasible provided
that other means of communication
are added (to solve the problem of
phone reception), and participation
rates might increase if conducted
in collaboration with the migrant
shelters or Mexican personnel at the
deportation points, so that potential
participants feel safer.
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{Qué es kiime mogen
mapuche? Concepto
e implicancias en salud
publica y comunitaria*

Sefior editor: En 2006, la Organizacion
Mundial de la Salud (OMS) establecié
los principios para alcanzar salud,
relaciones armoniosas y seguridad
en la poblacién. En este sentido, se
deben considerar tres aspectos funda-
mentales para vivir y coexistir armé-
nicamente: fsico, psicolégico y social.

La sociedad percibe la enferme-
dad como un hecho biol6gico desvin-
culado del entorno socioambiental y,
para combatirla, promueve el uso de
medicamentos de accién inmediata.
En la cosmovisién mapuche, en
cambio, existe una nocion diferente:
la espiritualidad del che (persona) y
el itro fill mogen (biodiversidad) son
elementos determinantes del kiitran
(enfermedad o desequilibrio espiri-
tual), el cual se extiende a la familia
y la comunidad.

Inicialmente, el kiitran se mani-
fiesta en re kiitran, enfermedad causa-
da por variables biolégicas, como la
gripe, y en mapu kiitran, enfermedad
sin causa aparente y de complejo
diagndstico, provocada por transgre-
dir la naturaleza. Esta tltima surge
cuando no existe respeto hacia el
ambiente —espacios culturales como
el menoko (fuente de agua natural),
lawen (hierbas medicinales) o lugares
de alto newen (energia)- y cuando éste
es transgredido por contaminacién o
extraccion indiscriminada sin permi-
so del ngen (espiritu guardidn).!

* Reflexién proveniente del Proyecto DIUFRO
DI15-0082: “Factibilidad socio-educativa y
ambiental para el establecimiento de las ba-
ses curriculares de un modelo de ensefianza-
aprendizaje centrado en el ambiente natural,
social y cultural para nifios y profesores
rurales. Enfasis en la reserva de bidsfera
Araucarias, region de la Araucania, Chile”.
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