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pPIDEMIOLOGICAL surveys on mental disorders have been
carried out in several countries, in spite of the theoretical and

practical difficulties (Milbank20, Zubin34, Blum2). In the United
States, the classical surveys in this field were carried out by social
psychiatrists and sociologists (Lemkau17, Roth27, Pasamanik24,
Leighton16), while in Great Britain and Scandinavia such studies
were performed also by general practitioners (Bremer1, Watts32,
Primrose26).

Published surveys in the mental field in Israel have been based on
data obtained from mental hospitals and outpatient clinics (Halpern8,
Halevi6, Hes9, Margulec22, Moses21, Wijsenbeek31), but no epidemio¬
logical study of a whole community covering all facilities has been
reported.

This paper analyses the mental morbidity on the ethnic back-
ground of the patients and their community.t The question is raised:
Does a special manifestation of mental disease characteristic for each
ethnic group exist?

The community
The community studied, K.S., comprised 11,724 persons ofwhom

5,447 were over the age of 20 at the time of the population census
in May 1961 (table I).
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(Kupat Holim, Israel Workers Sickfund) Israel.
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fNote: The cultural and social background of the patients will be discussed in
another paper.
J. Coll. gen. Practit., 1966,11, 267



268 B. Maoz, S. Levy, N. Brand, and H. S. Halevi

Z



An epidemiological survey 269

This community was founded in 1949, in Upper Galilee near the
northern frontier of Israel. It is surrounded by more developed
agricultural settlements and has some economic, but neither social
nor cultural ties with them. Due to lack of public transport K.S. is
almost isolated at night. The climate in summer is hot and dry, and
relatively cold and rainy in winter, with occasional violent storms.
The first settlers out of the mass immigration came to K.S. in 1952
followed by a second wave of newcomers in 1955; since then there
has been a continuous flow of new immigrants (table II). A con¬
siderable proportion of each wave leaves K.S. after a short period;
those who remain include the social and economic ' hard core '.

K.S. is built over a three-mile-long stretch at the foot of a hilly
countryside. All kinds of standard housing facilities can be found
in the different quarters of the village. During the first two years,
almost all the inhabitants lived in tents and primitive barracks.
Gradually, the population moved from these temporary dwellings to
permanent homes. In the first years, people from the same country
of origin clustered together in the same neighbourhood but gradually
this ethnic concentration dissolved and the place of housing depends
on a social level.

In the middle of the village the business and administrative centre
has been constructed, including a cinema which forms the main
cultural focus.
The local council.with the assistance of government offices.

provides the following services:
Education. Six elementary schools, one secondary school, one

school for retarded children and several kindergartens. Education is
free and compulsory from the age of five to 14.

Social welfare. The bureau of social welfare provides complete
financial support to 603 families, i.e. about 25 per cent ofthe popula¬
tion, and gives partial assistance in other ways to many more. There
is only one qualified social worker, a probation officer for adults,
another for youth and a worker for preventive child guidance.

Health. Ninety per cent of the population belongs to the Workers
Sickfund (Kupat Holim). The sick-fund maintains two polyclinics
staffed by five general practitioners and two paediatricians, whose
practice is confined to curative medicine only. There is a constant
turnover of physicians, although the situation has improved of late.
No medical specialist resides in the community, but certain specialty
clinics are held at regular intervals by visiting consultants. Children
under six are treated by paediatricians, all others by general practi¬
tioners. The position of * family doctor' does not exist, although
an attempt is being made to establish a firm relationship between a
doctor and patients of a defined residential quarter. For other than
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routine medical tests, the patient must travel at least to the next
town.a distance of about 30 miles. For psychiatric examination
and treatment, patients have to travel three hours in each direction
at their own expense, spending at least one day for each visit. There
is a small general hospital (100 beds) in the district without psychia¬
tric services. The nearest mental hospital is a three-hour journey
away. The Ministry of Health established in K.S. a health centre
which comprises two divisions: a maternity hospital with nine beds
and preventive medical services (including health education). The
personal preventive services are supplied through seven subcentres
in all quarters ofthe village. There is a shortage of professional staff
for these services.
Employment. K.S. is a new settlement inhabitated by new immi-

grants. It is therefore partly supported by government assistance.
As yet, very few public agencies have been established by local
initiative. As in other new settlements, private enterprise emerges
only in the second phase, when the community has overcome its
basic absorption pangs. In the first phase different ministries and
institutions serve the new immigrant and care for him, sometimes
leading to bureaucracy or confusion owing to poor co-ordination.
The problem of employment is grave, but an attempt is made to

provide a minimum for everybody. The surrounding agricultural
settlements employ most ofthe men for seasonal work in the summer
months; during the winter the majority of the population is un-

employed. Industry is beginning to develop, but as yet can engage
only a few permanent employees.
According to the local authority, there were 3,500 economically

active heads of families. Their break-up by economic branches was
as follows:

Percentage
Building. 13.5
Agriculture.. 13.5
Industry and trade. 19.0
Public services . 13.5
Independent employment . 18.0
Government projects, part-time employment_ 18.0
Totally unemployed. 4.5

Total 100.0

The inhabitants are slowly beginning to accept responsibility for
their own community. K.S. is gradually changing from a faceless
immigrants' camp into a normal township.

Method
1. Population. The base for rates was the population enumerated

in K.S. at the population census May 1961 (table I). Only adults,
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aged 20 and over, were included in the survey.
2. Cases. This survey includes all known cases over 20 years of

age who lived in the community on the day of the census and who
had been mentally ill or disturbed during the period May 1956-May
1961. Thus the method used is a cross-sectional prevalence study
(W.H.O.)33.

3. Casefindings. (a) Medical records: The records of all persons
insured with Kupat Holim (over 90 per cent of the population) aged
20 and over were screened. Three groups were identified.

(i) Cases of mental illness, diagnosed after psychiatric examination.
(ii) Cases with a history of psychiatric illness or hospitalization of which there

was no present evidence.
(iii) Cases of mental illness diagnosed by the general practitioners or by specia¬

lists other than psychiatrists. Classical psychosomatic diseases were
excluded if no additional psychopathological anamnesis existed. Some
of the mental cases had somatic symptoms for which no organic cause
could be found. Neuro-organic diseases were included only when the
mental signs were marked.

(b) Other agencies: The following agencies were asked for details
of all mental cases known to them:

(i) Public health nurses, employed in the government
health centre 14 cases

(ii) Police . 34 cases

(iii) Welfare office 26 cases

(iv) Probation officer no information
Ofthe 74 cases obtained from these sources, 52 were cases unknown

out ofthe sick-fund files, whereas additional information was obtained
on the 22 cases already registered (figure 1).

4. Exclusion. In 29 cases the diagnosis was doubtful and therefore
they were excluded from the survey.

5. Home visiting.
(i) Public health nurses, after appropriate training, visited the households of

patients and completed a questionnaire for details of socio-economic
background and family history: 180 households were visited.

(ii) Patients who could not be visited or whose diagnosis was not clear were
invited to the polyclinic and referred for psychiatric opinion. In 79 cases,
the diagnosis had to be made by the general practitioner after further
discussions with a psychiatrist.

6. Analysis of data. All cases were classified according to the list
of the American Psychopathological Association (Thomson 29) and
the data were transferred to the marginal punch cards.

Results
1. Generalprevalence. Two hundred and forty-seven cases met the

above criteria, giving a rate of 45.3 per 1,000 population above the
age of 20. This figure approaches that of visits for psychiatric reasons
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CASES OF MENTAL DSEASE IN AN IMMIGRANT
COMMUNITY. SOURCES OF INFORMATION

Sick Fund

RH.
Nurses

Police
Total= 247 cases

Known to Sick Fund 195
" Social Welfare 19

Police 25
"PH Nurses 8

Figure 1.

(notSF)
foot SF, S.W)
(hot SF,SW, Police)

to sick-fund general practitioners in newcomer settlements for 1957/8
(K.H.13), but is low in comparison with other published figures
(table III). It may be that the present survey gives minimal rates
comprising only conspicuous cases. Not every case seeks medical
advice, and doubtful and borderline cases were excluded. The
interests and conditions of work of the physicians and the cultural
gap between doctor and patients undoubtedly limited the possibilities
for diagnosing a mental disease. Other surveys, based on house to
house visits or intimate knowledge of the inhabitants (Primrose26,
Leighton16) yielded a much higher prevalence and this has been our

own experience in some communal settlements (Maoz and Brand,
unpublished observations).

Psychotic patients, 66 in number, constituted a rate of 12.1 per
1,000 adults, a figure probably close to the true prevalence and in
line with the surveys quoted in table III.

Neurotic patients, 80 in number, showed a rate of 14.6 per 1,000
adults (almost the same as that of psychotic disorders).
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This rate is low in comparison with other published figures (e.g.
Lord Taylor30) and must not be taken as evidence of lack of neurotic
patients in K.S. It is rather to be attributed to the aforementioned
limiting circumstances whereby neuroses frequently remain undiag-
nosed and symptomatic treatment only is prescribed.

2. Confirmation ofdiagnosis. One hundred and thirty-one patients
were never admitted to hospital and of these 79 cases were diagnosed
by general practitioners only, ten cases by a non-psychiatric specialist
and only 42 cases by the psychiatrist (table IV).
One hundred and sixteen patients had been hospitalized, 71 in

mental hospitals and the others in general hospitals. Fifty-five of
the 66 psychotics had been hospitalized at some time and 20 were

permanently institutionalized.
TABLE IV

Mental patients by diagnosing physician and hospitalization

In the period May 1960-May 1961, 25 patients were admitted to
a hospital for the first time, 17 of them to a mental hospital. This
gives a first admission rate to mental hospitals of about 3 per 1,000,
a figure comparable to that of Halevi6 who reported 2.13 per 1,000
for the whole country in 1958.

3. Age and sex. As seen from table V, the majority of cases is
concentrated in the 30-49 years age group. The predominance of
females in most groups of mental disease, with the exception of
personality disorders, is a recognized phenomenon. Only five of our
patients were over the age of 70. This small figure may reflect the
relative lack of organized medical care at this age (see Discussion),
combined with a tendency of families to accept vagaries of behaviour
in old age as natural.

Kessel14 noted in general practice a rise of neuroses with increasing
age. This is in contrast to the findings of psychiatric hospitals and
clinics where the rate of neuroses falls in the older age groups.
This propensity may be ascribed to the preference of physicians to
devote more serious treatments to younger patients.

4. Country of origin (table VI). An analysis of the psychopatho-
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logical morbidity in the population of K.S. born in Israel is not
possible as they form only a small group of 139 inhabitants. The
authors grouped the countries into three regions of origin in order
to obtain big enough figures: Europe, north Africa and south-west
Asia (not including India).
The highest rates were in immigrants from Asia: 71.8 per 1,000,

with 22.3 for psychoses and 30.3 per 1,000 for psychoneuroses.
On the other hand, African immigrants showed the highest rate for
personality disorders: 13.8 per 1,000 adults. These differences are

statistically significant (table VII).
Analysing these data by individual countries, persons born in

Iran and Iraq showed a higher degree of psychoneurotic type of
reaction, this being most marked in Iranian women, and the high
rate of neuroses in the total ofAsian immigrants is in a large measure
due to this fact.
The rate of personality disorders was high among immigrants from

the Mugrab areas of north Africa, whereas the rate of psychotics
and neurotics was lower than average.
These findings are reflected in the hospitalization data for the

whole country (Halevi6) and in the experience of a psychiatric out¬
patient department (Moses21).
The numbers of European immigrants and of cases among them

were too small for differences in rates to be statistically significant.
There were 27 male and 25 female cases from four countries. The
two main representatives of Europe were Rumania and Russia-
Poland (table VDX).

TABLE VIII

The relatively high rate of cases among immigrants from Russia
and Poland is mainly due to the excess of psychoneurotic female
patients (see Discussion).

5. Diagnostic groups. The different diagnostic groups, pooled for
the purpose of the statistical summaries given above, will now be
discussed in greater detail.

(a) Psychotic disorders: 66 cases out of which there were 34
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schizophrenic reactions, including one paranoid reaction:
Eleven manic depressive reactions, ten of them depressive and one manic
Five cases of so-called " puerperal psychosis " (European terminology)
Sixteen cases of undefined psychosis
The five cases of puerperal psychosis remained from eight cases original diag¬

nosed; the other three cases were on further examination transferred to other
groups.

In other series too (Moses21), the proportion of unclassified psychoses was
high, especially among newcomers from Oriental countries.
Manic depressive reaction is generally of low prevalence among Jews in Israel

compared with Jews in the United States (Halevi7, Hes»). In the present sample
the prevalence of manic depressive reaction is three times less than schizophrenia.
The ratio of schizophrenia to manic depression has been shown

to increase in lower social strata (0degaard23). In hospitalized
patients in Israel, manic depression is also less common in Oriental
immigrants but of similar prevalence to schizophrenia in immigrants
from the West (Halevi7). This is confirmed by the present findings
in a community of low socio-economic level, hailing mainly from
countries of Africa and Asia.

(b) Neuroses. The 80 patients could be divided into the following
groups:

Thirty-five with psychoneurotic reaction and psychophysiological manifesta¬
tions
Twenty-seven psychophysiological disorders with a clear neurotic basis
Eighteen with psychoneurotic reactions
Cases with psychophysiological reactions and manifestations were

prominent among Asian immigrants whereas relatively many psycho¬
neurotic reactions were found in Europeans. The former were dis-
tributed over various parts of the body: in males complaints were

mainly in the abdomen, while female complaints were ' all over the
body\
The cases with psychoneurotic reactions comprised:

1. Unclassified psychoneurosis (26)
2. Anxiety reactions (13)
3. Depressive reactions (11)
4. Conversion reactions ( 3)

(Obsessive-compulsive reactions, none.)
The unclassified group consisted mainly of introverted hypo-

chondriac patients with general psychophysiological manifestations;
it was observed mainly in females from Iran and Iraqandwasdubbed
* the Iranian reaction' by the authors.

Hes10 has also indicated the numerous hypochondriacal signs in
Oriental newcomers.

(c) Personality disorders. There were 60 patients in this group
(11 per 1,000), 35 with no further definition, eight with neurotic and
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17 with psychophysiological manifestations. North African immi¬
grants predominated in each group with males in the majority.
Antisocial violent behaviour was the most common manifestation
with the unstable-aggressive type next. There were only four cases
of alcohol addiction. Among the females, the immature type formed
the majority.

(d) Other disorders. This is a miscellaneous collection of mental
disorders including mental deficiency (six cases), brain disorders
with marked psychological manifestations (five cases) and transi¬
tional stress reactions (26 cases).
Of this last group, 13 were from African, six from Asian and five

from European countries.
(e) Symptoms. Special attention was paid to attempted suicides.

Nineteen cases were registered, 14 of them women. This is a higher
rate than that quoted from police files in Jerusalem (Kaplan-Dinur12),
possibly due to better case finding and to including non ' serious *

attempts.
6. Period of immigration. (table II). We compared the distribu¬

tion of the total population, born abroad, and of patients aged 20
and above born abroad, with regard to years of their stay in Israel.
This comparison is valid as the age distribution of the population
has changed only a little since the years of mass immigration.
Among immigrants ofthe years 1948-1951 there were more cases

of mental disease than expected by their share in the population;
this is less obvious in psychoses than in other diagnostic groups.
Among immigrants of the years 1957-1961 the mental disease mor¬
bidity is lower than expected, and this again affected psychoses less
than other diseases.
The circumstances in which the newcomers had to live and to

adapt themselves to in the years 1948-1951 were very hard, but grew
easier in the course of years. It is therefore possible that the stress
in those years was much greater. The mass immigration from Iraq
to Israel arrived in 1951 and in the same year the immigration from
Iran began. Perhaps this fact may partly explain the high morbidity
rates among people who immigrated during these years.

Psychoneurotic reactions, personality disorders and transitional
stress reaction may be partly related to the first period subsequent
to immigration, whereas psychotic disorders seem to occur as patho¬
logical events with no apparent direct connection with the stress of
immigration.

In an epidemiological survey of mental disorders, the methods are
of as much interest as the results. The two most important points
in the methods of this survey are:
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1. Utilization of data from general practitioners
2. Utilization of data from non-medical sources

Other general practitioners who worked in K.S. in addition to the
two authors were not prepared to participate in the survey. Nearly
all of them were themselves new immigrants and had their own

personal problems. They had special difficulty with the administra¬
tive aspects of the medical practice. Having to treat great numbers
of patients, they suffered from a chronic shortage of time, with the
consequence that many important anamnestic details were left un-

registered. Being of western origin, they evaluated the behaviour of
their Asian and African patients by western standard, upon European
social and cultural patterns. Therefore symptoms of patients were
often misinterpreted. In such a situation psychoneuroses were'not
always diagnosed or registered.

It was a difficult task for the authors to unify the different termin-
ologies and approaches which were used for the diagnosis and to
arrange them for statistical analysis.
An attempt to form a control group failed practically. One can

never find people completely * mentally healthy \ as the line between
' healthy' and * ill' is not definite in psychopathology. The only
thing possible was a comparison of our psychotic cases with people
who were generally known as healthy. Only 40 families could be
found that satisfied the requirements of parallel * matching cases \
This group was too small for statistical purposes.

K.S. is a community of new immigrants developing under the
constant stress of adaptation to changing new conditions. The fact
that in such a community a ' normal * rate of 12.1 psychotic cases
per 1,000 adult persons was found, is a noteworthy feature, although
this figure is higher than that published for the year 1958 by the
Workers Sickfund (Kupat Holim).13 On the other hand, the 26
registered cases of transitional stress reactions and a part of the
psychoneuroses and personality disorders are probably results ofthe
difficulties the new immigrants encounter on their arrival to K.S.

It is interesting that only five patients over the age of 60 were
found. This is not only the result of the acceptance of the disturbed
behaviour of the aged by their families as natural, but also of the
policy of the Israel social welfare offices which discontinue the pay¬
ment of fees to sick funds at the age of 65 when the aged ceases to
be a member of the labour force and gets his old-age benefit from
the National Insurance.

In the analysis of the diagnoses, the authors emphasized the
country of origin of the patients. No attempt was made, however,
to explain the deeper reasons for the specific manifestations ofmental
disease characteristic for the different ethnic groups. Some work
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has already been published on this subject in Israel, such as Hes11
on the Yemenites and Palgi25 on Iraqi women.
The prevalence of mental disorders among immigrants from north

Africa, which is low in comparison with Asia, and high in comparison
with Europe, can be a result of the fact that, although they came
from Oriental countries, they lived for long under the influence of
western (French) culture. They took therefore a transitory standing
between the extremes. The relatively high morbidity among immi¬
grants from Poland and the relatively low morbidity among immi¬
grants from Rumania (both western countries behind the Iron
Curtain), could be explained by the fact that all Polish Jews were

interned in Nazi concentration camps, whereas only part ofRumanian
Jewry suffered this fate.

Summary and conclusions
For the first time in Israel, the epidemiology of mental disorders

has been investigated by general practitioners in a whole community.
A rate of 45.3 cases per 1,000 adults was found. This figure must
be seen as a result of many concomitant factors. The prevalence of
psychosis was 12.1 per 1,000; not very high in comparison with other
published surveys, although thepopulationconsistsofnewimmigrants
who live under constant adaptation stress.

Owing to circumstances, many neuroses were not diagnosed. The
low rate of 14.1 neuroses per 1,000 should not be accepted as evidence
of lack of neuroses in the community. Part ofthe neuroses is notably
related to the stress of immigration.
About one-third of the patients (79 cases) were treated solely by

their general practitioners. The establishment of mental health
services seems therefore to be an urgent need for this community
and general practitioners in it should get more psychopathological
training.
A relatively high rate of psychoneurotic and psychotic reactions

was found among immigrants from Asia. Women from Iran and
Iraq showed a typical syndrome which was defined by the authors
as an unclassified neurotic reaction, of hypochrondric introvert
character, with psychophysiological manifestations * all over the
body \
A high prevalence of personality disorders was found among male

immigrants from north Africa. These were either of antisocial
violence or of unsuitable aggressive type.

It is the task of the social-psychiatrists, sociologists and anthro-
pologists in Israel, to investigate the deeper reasons of these specific
manifestations of mental disorders in the different ethnic groups.
A ratio of 3:1 was found between schizophrenia and manic-
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depressive reactions. This ratio is characteristic for lower social
strata to which most of the immigrants from Oriental countries
belong. This fact is confied for the first time by a field investiga-
tion.
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STATE MEDICINE 1910

We do a great deal of State Doctoring in England-more than is
commonly realized-and our arrangements have got into a tangle, which
urgently needs straightening out. Everywhere there is a duplication of
authorities and more or less overlapping of work. We are spending out
of the rates and taxes, in one way or another, directly on sickness and
Public Health, a vast sum of money annually ....

The State and the Doctor. SIDNEY
and BEATRICE WEBB. London.
Longmans, Green & Co. 1910.
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