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ABSTRACT

Objectives: This study seeks to examine the correlates of complementary and alternative medicine (CAM)
use in depressed underserved minority populations receiving medical care in primary care settings.

Methods: A prospective study using interviewer-administered surveys and medical record reviews was con-
ducted at 2 large outpatient primary care clinics providing care primarily to underserved African American and
Hispanic individuals located in Los Angeles, California. A total of 2321 patients were screened for depression.
Of these, 315 met the Patient Health Questionnaire-9 criteria for mild to severe depression.

Results: Over 57% of the sample reported using CAM sometimes or often (24%) and frequently (33%) for
treatment of their depressive symptoms. Controlling for demographic characteristics, lack of health care cov-
erage remained one of the strongest predictors of CAM use. Additionally, being moderately depressed, using
psychotherapeutic prescription medications, and poorer self-reported health status were all associated with in-
creased frequency of CAM utilization for treating depression.

Conclusions: The underserved African American and Hispanic individuals meeting the diagnostic criteria
for depression or subsyndromal depression use CAM extensively for symptoms of depression. CAM is used as
a substitute for conventional care when access to care is not available or limited. Since CAM is used so ex-
tensively for depression, understanding domains, types, and correlates of such use is imperative. This knowl-
edge could be used to design interventions aimed at improving care for depression.
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INTRODUCTION

There is little doubt that depression represents a signifi-
cant public health concern for the United States.1 Ma-

jor depressive disorders (MDD) are exceptionally common,
as they affect up to 11% of the U.S. population yearly.2 Ap-
proximately 5–10% of patients attending primary care set-
tings meet the full DSM-IV diagnostic criteria for major de-

pression,3–5 with an additional 16% estimated to have sub-
syndromal depression associated with some functional im-
pairment.6 Numerous studies demonstrate that patients with
untreated depression with co-occurring medical illnesses
have higher morbidity and mortality than comparable pa-
tients who have their depression treated.7,8 Additionally, de-
pression is associated with marked impairment in psy-
chosocial function, reduced productivity, increased suicide
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attempts, and increased health care utilization.9 Remarkably,
despite an aggressive awareness campaign of mental health
disorders on behalf of the National Institute of Mental Health
and the U.S. Surgeon General’s Report,10 there still exists
an epidemic of untreated and poorly treated mental disor-
ders in the United States,11 especially among vulnerable
groups such as Hispanics, African Americans, and the un-
derinsured generally.12–17

Recent clinic-based screening studies documented that
one half of Latino and African American patients suffer from
depressive symptoms indicative of psychiatric distress.18

Yet, data from the National Ambulatory Medical Care Sur-
vey show that the rate of office-based visits in which a di-
agnosis of a depressive disorder was recorded and antide-
pressant pharmacotherapy was prescribed for Hispanic and
African Americans was only 6.2% and 3.6%, respectively.19

The population-adjusted rate for the use of antidepressant
medications for African Americans, however, remains much
less than half of that observed in whites. So, although mi-
norities are just a likely as nonminorities to experience se-
vere mental disorders such as anxiety, depression, bipolar
disorder, and schizophrenia, they are far less likely to re-
ceive treatment.20 In addition, although psychiatric condi-
tions are often treatable, and the effect of various contem-
porary psychotropics is frequently dramatic and substantive,
it is also true that for the majority of patients, treatment re-
sponse is incomplete, and many patients continue to require
maintenance therapy.21 Furthermore, the high frequency of
undiagnosed MDD results in delay in treatment and higher
utilization of nonpsychiatric health care services, particu-
larly in primary care settings, which have now become the
de facto settings for the treatment of many mental health
conditions, and primary care providers are often the sole
contacts for more than 50% of patients with mental ill-
ness.22–25

A large number of people use some form of comple-
mentary and alternative medicine (CAM) in the United
States, and some estimates suggest that as many as 42% of
the American population used some form of CAM.26 No
simple, uniform answer to the question of why people turn
toward CAM can be identified, as the list of motivations will
vary depending on which group one asks27 and they may
vary depending on the type of CAM.28 Among the myriad
reasons are the pursuit of wellness and the prevention of ill-
ness;29 patients facing serious illnesses (such as cancer)
might turn to CAM as the last resort, or as an adjunct to
conventional care. In addition, they may choose CAM be-
cause of dissatisfaction with health care providers and med-
ical outcomes, side-effects of drugs or treatments, high
health costs (specifically medications), and lack of control
in their own health care practices.30,31 Other patients might
prefer CAM because of the belief in the lower risk of side-
effects. In general, people are more likely to use CAM for
chronic conditions where conventional care provides only
partial or palliative symptomatic relief.

There appear to be many factors that influence the recog-
nition or treatment of depression in primary care settings
that might also aid the initiation and use of CAM. Some ev-
idence suggests that depressed patients in primary care set-
tings present often with vague somatic complaints rather
than with overt complaints of depression32,33 that might lead
to a missed opportunity for diagnosis and encourage affected
patients to initiate CAM use. Although a number of barri-
ers to treatment seeking have been identified, including the
lack of recognition of emotional problems, preference for
CAM, and stigma in white populations,* nonetheless, very
little is known about the characteristics of ethnic under-
served minority populations with depression receiving care
in ambulatory primary care settings. This study seeks to ex-
amine the correlates of CAM use in underserved minority
populations receiving depression care in primary care set-
tings.

Understanding CAM use for depression is potentially
beneficial because it allows for a better appreciation of the
role of CAM use in the initiation or adherence to conven-
tional depression treatments. It also allows for an under-
standing of the role of CAM use for self-care for emotional
symptoms, including its effect on patient willingness to dis-
cuss mental health symptoms with providers and ultimately
its effect on depression case finding in many primary care
settings.

METHODS

This study was conducted at 2 large outpatient primary
care clinics providing care to primarily underserved African
American and Hispanic individuals located in Los Angeles,
California. We conducted a prospective study using inter-
viewer-administered surveys and medical record reviews at
both study sites over a 1-year period. Face-to-face inter-
viewer-administered surveys were conducted with a sys-
tematically selected sample of patients screening positive for
depression using the Patient Health Questionnaire-2 (PHQ-
2).34 The surveys included depression assessment using the
Patient Health Questionnaire-9,35–38 CAM use and domains,
self-rated health status, and sociodemographic variables.
The studies were reviewed and approved by the institutional
review boards of UCLA and Charles Drew University of
Medicine and Science.

Study population

Participants were eligible to participate in the study if
they screened positive for depression using the PHQ-2,34
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*Narrow WE. One-year prevalence of mental disorders, exclud-
ing substance use disorders, in the U.S.: NIMH ECA prospective
data. Population estimates based on U.S. Census estimated resi-
dential population age 18 and over on July 1, 1998.



were older than 18 years, spoke English or Spanish, and
consented to a review of their medical records after the in-
terview visit.

Measures

Demographic characteristics including age, gender, eth-
nicity, education, as well as health care coverage were col-
lected. Additionally, self-rated health status was measured
using a standardized 1-item measure with response options
ranging from 1 to 5 (excellent to poor). Furthermore, par-
ticipants’ medical records were reviewed to document the
use of psychotherapeutic medication and prior depression
diagnosis. Participants were considered as having no de-
pression if there was no diagnosis of depression within 9

months of the baseline interviews. Self-reported functional
impairment was documented using the 10th item of the
PHQ-9 Depression Questionnaire, on which patients indi-
cate the extent that their identified depressive symptoms af-
fected their social, vocational, or personal functioning using
a 4-point Likert-type scale, with responses ranging from 0
(not at all) to 3 (extremely difficult).

Depression severity was assessed using PHQ-9.35–38 The
PHQ-9 is a brief, 9-item, self-report depression assessment
measure specifically developed for use in primary care set-
tings. The PHQ-9 scores each of the 9 DSM-IV criteria for
depression through the patients’ self-reported presence of
each of the symptoms over a 2-week period as “0” (Not at
All), “1” (Several Days), “2” (More than Half the Days), to
“3” (Nearly Every Day), with possible scores ranging from
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TABLE 1. CHARACTERISTICS OF STUDY SAMPLE AND BIVARIATE ANALYSIS (X2 TEST) OF COMPLEMENTARY AND ALTERNATIVE MEDICINE

UTILIZATION IN DEPRESSED PATIENTS IN PRIMARY CARE SETTINGS (n � 415)

Complementary and alternative medicine utilization

Total Never/rarely Moderate Frequent
Independent variables N (%) N (%) N (%) N (%) p-value

Age 0.657
�45 119 (29) 57 (48) 27 (23) 35 (29)
45-59 211 (51) 83 (39) 54 (26) 74 (35)
�60 85 (21) 38 (45) 20 (34) 27 (32)

Gender 0.038
Male 94 (23) 33 (35) 32 (34) 29 (31)
Female 321 (77) 145 (45) 69 (22) 107 (33)

Ethnicity 0.033
Hispanic 276 (66) 133 (48) 62 (23) 81 (29)
African Americans 85 (21) 25 (29) 24 (28) 36 (42)
Others 54 (13) 20 (37) 15 (28) 19 (35)

Education 0.172
�6th grade 163 (41) 79 (49) 32 (20) 52 (32)
9th–11th grade 64 (16) 26 (41) 20 (31) 18 (28)
High school diploma 81 (20) 33 (41) 19 (24) 29 (36)
College 93 (23) 30 (32) 28 (30) 35 (38)

Medical care coverage 0.001
No 218 (53) 111 (51) 51 (26) 79 (40)
Yes 197 (47) 67 (34) 50 (23) 57 (26)

Self-rated health status 0.040
Excellent–Good 83 (20) 35 (42) 13 (16) 35 (42)
Fair-Poor 332 (80) 143 (43) 88 (27) 101 (30)

Self-reported functional impairment 0.845
No impairment 119 (29) 53 (45) 27 (23) 39 (33)
With impairment 296 (71) 125 (42) 74 (25) 97 (33)

Clinical depression diagnosis 0.500
No 293 (70) 128 (44) 74 (25) 91 (31)
Yes 122 (30) 50 (41) 27 (22) 45 (45)

Rx used for depression 0.261
No 299 (72) 132 (44) 76 (25) 91 (30)
Yes 116 (28) 46 (40) 25 (22) 45 (39)

Depression severity (PHQ-9) 0.012
Mild (PHQ � 10) 98 (24) 43 (44) 26 (27) 29 (30)
Moderate (PHQ 10–14) 103 (25) 35 (34) 22 (21) 46 (45)
Moderately severe (PHQ 15–19) 131 (32) 70 (53) 25 (19) 36 (28)
Severe (PHQ �20) 81 (20) 28 (35) 28 (35) 25 (31)

PHQ, Patient Health Questionnaire.



0 to 27. The PHQ-9 has demonstrated usefulness as an as-
sessment tool for the diagnosis of depression in primary care
with acceptable reliability, validity, sensitivity, and speci-
ficity (PHQ-9 score �10 has a sensitivity of 88% and a
specificity of 88% for major depression).

Finally, 15 items were employed to assess how frequently
participants used CAM for the treatment of symptoms of
depression during the 12-month period prior to the inter-
view. These items included the following possible types of
alternative medicine: (1) traditional remedies; (2) herbal
remedies; (3) home remedies; (4) vitamin therapy; (5)
prayer; (6) consulting a psychic; (7) consulting a faith healer;
(8) consulting a priest/pastor; (9) consulting a traditional
healer/practitioner (curandero, voodoo, mystic); (10) use of
acupuncture; (11) relaxation and massage therapy; (12) use
of S-adenyosyl-L-methionine (SAMe); (13) St. John’s wort;
(14) 5-hydroxytryptophan; or (15) exercise. Frequency of
use of any of the above types of CAM were measured via
participant self-report with responses ranging from 1 � al-
ways to 5 � never. For each domain, the Cronbach’s coef-
ficient � was greater than .64. These types of CAM use were
also categorized into the following four major CAM do-
mains: (1) whole medical systems, (2) mind–body medicine,
(3) biologically based practices, and (4) manipulative and
body-based practices.

Statistical analysis

At the descriptive level, the distribution and frequency of
all variables were examined. In the bivariate analysis, �2

tests were performed to document the association between
the CAM utilization and independent variables. Multinomial

logistic regression was used to examine the association be-
tween independent variables and CAM utilization.

RESULTS

A total of 2321 patients were screened for depression us-
ing the PHQ-2.34 Screening for depression was conducted
to ensure an oversampling of patients with a likelihood of
depression. From these, a total of 589 were eligible to par-
ticipate in the study and 415 participants were enrolled into
the study. Of these, 315 met the PHQ-9 criteria for mild to
severe depression (PHQ-9 �10). The mean age for partici-
pants was 50.2 years (standard deviation [SD] � 11). Sixty-
six percent (66%) (n � 276) were Latino and 21% (n � 85)
were African American. About 47% (n � 197) of partici-
pants had no form of health insurance. In addition, about
23% (94) and 77% (321) were male and female, respec-
tively. Table 1 further outlines the distribution of clinician
diagnosis of depression (documented in medical record),
self-reported functional impairment, and self-reported de-
pression severity using PHQ-9.

The frequency of use of alternative health care for treat-
ment of depressive symptoms in our sample is shown in
Table 2. Forty-three percent (43%) of our sample indicated
that they never or rarely used CAM, whereas 24% reported
using CAM sometimes or often, and another 33% indicated
that they use CAM frequently for treatment of their de-
pressive symptoms. Among CAM users, biologically based
practices were the most frequently reported (58%), fol-
lowed by mind–body medicine (47%), manipulative and
body-based practices (9%), and whole medical systems
(8%). Our data reveal that nearly 13% of our sample re-
ported utilizing SAMe, St. John’s wort, or 5-hydroxytryp-
tophan for treatment of their depressive symptoms. In ad-
dition, 22% of participants reported using a relaxation
technique. Interestingly, 1 of 3 of the sample reported that
they had used vitamin therapy for treatment of depressive
symptoms.

Bivariate analysis was employed to examine the rela-
tionship between CAM use, demographic variables, self-re-
ported health status, severity of depression, clinician diag-
nosis of depression, and psychotherapeutic prescription,
with results reported in Table 1. Results indicated that at the
bivariate level, 5 of the independent variables showed a sta-
tistically significant relationship with the use of alternative
health care at p � 0.05. These were (1) gender; (2) ethnic-
ity; (3) health care coverage; (4) severity of depression; and
(5) self-rated health status. Participants with no health care
coverage, those with moderate depressive symptoms, with
a higher level of self-rated health status, male, and African
Americans were more likely to use alternative health care
for treatment of depression.

Multinomial logistic regression was used to examine the
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TABLE 2. COMPLEMENTARY AND ALTERNATIVE MEDICINE

UTILIZATION IN DEPRESSED PATIENTS IN PRIMARY CARE SETTINGS

(n � 415)

Variables N %

CAM use
Never or rarely use 178 42.9
Moderate use 101 24.3
Frequent use 136 32.8

Type of CAM used
Whole medical systems

Yes 32 7.7
No 383 92.3

Mind–body medicine
Yes 198 47.4
No 217 52.3

Biologically based practices
Yes 239 57.6
No 176 42.4

Manipulative and body-based practices
Yes 37 8.9
No 378 91.1

CAM, complementary and alternative medicine.



association between independent variables and CAM uti-
lization. The independent variables included in the logistic
regression model were first examined for colinearity. Table
3 reports the regression estimates of the effects of the inde-
pendent variables on the use of alternative health care for
treatment of depression. Our data show that 4 variables were
associated with increased frequency of alternative health
care utilization for treating depression. These variables were
(1) lack of health care coverage; (2) being moderately de-
pressed; (3) using psychotherapeutic prescription medica-
tions; and (4) poorer self-reported health status. Controlling
for demographic characteristics, health care coverage re-
mained one of the strongest predictors of CAM use. Those
without health care converge were 1.9 and 2.6 times more
likely to utilize moderate and high levels of CAM use, re-
spectively, than their counterparts with health care insurance
(p � 0.001). Those with a moderate level of depression
symptoms, as indicated on PHQ-9, are among the most fre-
quent users of CAM (p � 0.008). In addition, participants
who do not take psychotherapeutic medications are also least
likely to use CAM (odds ratio [OR] � 0.56). Finally, when
moderate users of CAM are compared with nonusers, par-

ticipants with a higher level of self-rated health status are
more likely to use CAM (OR � 1.45).

DISCUSSION

This study shows that underserved African American and
Hispanic individuals meeting the diagnostic criteria for de-
pression or subsyndromal depression use CAM extensively
for symptoms of depression. Over 57% of the sample re-
ported using CAM sometimes or often (24%) and frequently
(33%) for treatment of their depressive symptoms. Findings
from our study are consistent with recent research showing
51% of Mexican American and 44% of African American
women who reported themselves as having been diagnosed
with depression also reported past-year use of CAM.39 Pre-
vious studies show that the use of CAM is more common
among people with psychiatric problems than in the rest of
the population because fatigue, insomnia, chronic pain, anx-
iety, and depression are among the most commonly reported
reasons for the use of complementary and alternative ther-
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TABLE 3. MULTINOMIAL LOGISTIC REGRESSION BETWEEN INDEPENDENT VARIABLES AND COMPLEMENTARY AND ALTERNATIVE MEDICINE

UTILIZATION IN DEPRESSED PATIENTS IN PRIMARY CARE SETTINGS (n � 415)

Never/rarely vs. Never/rarely vs.
moderate use frequent use

Independent variables �2 p-value Exp (B) CI Exp (B) CI

Age (yrs) 2.70 0.260 1.012 0.99–1.04 1.05 0.99–1.04
Gender 3.31 0.191
Male 1.77 0.95–3.30 1.16 0.63–2.16
Female 1.00 — 1.00 —
Ethnicity 3.512 0.476
Hispanic 0.81 0.33–1.96 0.75 0.32–1.77
African Americans 1.07 0.40–2.89 1.43 0.57–3.58
Others 1.00 — 1.00 —
Education (yrs) 4.39 0.111 1.23 0.99–1.04 1.05 0.87–1.28
Medical care coverage 14.36 0.001
No 1.91 1.91–3.32 2.56 1.55–4.26
Yes 1.00 — 1.00 —
Self-rated health status (1–5) 7.93 0.019 1.45 1.01–2.09 0.87 0.64–1.17
Rx Used for depression 6.86 0.032
No 1.12 0.64–2.21 0.56 0.33–0.97
Yes 1.00 — 1.00 —
Depression severity (PHQ-9) 17.27 0.008
Mild (PHQ �10) 0.83 0.38–1.80 0.90 0.42–1.94
Moderate (PHQ 10–14) 0.69 0.31–1.53 1.65 0.79–3.46
Moderately severe (PHQ 15–19) 0.40 0.19–0.82 0.58 0.29–1.17
Severe (PHQ �20) 1.00 — 1.00 —

The reference category is Never/Rarely (use complementary and alternative medicine) � 1.
The �2 statistics is the difference in -2 log-likelihoods between the final model and a reduced model. The reduced model is formed

by omitting an effect from the final model.
CI, 95% confidence interval for Exp (B); PHQ, Patient Health Questionnaire.
Nagelkerke R2 � 0.170.
-2 Log Likelihood � 781.3.
�2 for overall model with df22 � 64.9 (p � 0.0001).



apies in community surveys.26,40,41 Results from the few
previous studies of the use of CAM among psychiatric out-
patients reported in the literature are consistent with this
speculation in showing high rates of CAM use.39,42–50 Ad-
ditionally, a national survey of CAM use51 reported that the
use of such treatments is more common among people with
self-defined anxiety and depression than among people with
any other commonly occurring chronic condition other than
back or neck problems.

Controlling for demographic characteristics and other re-
lated variables, lack of health care coverage remains the
strongest correlate of CAM use among this disadvantaged
minority sample. These findings lead to some reasonable
speculation that CAM among minority underserved indi-
viduals serves as a substitute for conventional care when ac-
cess to care is limited or not available. Indeed, consistent
with this notion, a recent study to determine the correlates
of alternative health care utilization among Hispanic and
African American adults residing in public housing26,42 sug-
gested that minority underserved populations utilize CAM
as a substitute for conventional medical care.

Our data show that participants who were prescribed psy-
chotherapeutic medications are also more likely to use CAM
to treat their symptoms of depression than those who were
not prescribed psychotherapeutic medications. Additionally,
this study documented that those with moderate levels of
depression are more likely to use CAM, when they are com-
pared with those with severe depression. Therefore, one may
also argue that some underserved minority individuals with
depression symptoms use CAM as both complementary and
initial step toward treatment of their depression-related
symptoms. Stigma attached to psychiatric conditions may
further deter patients from seeking such treatment from the
conventional medical sector. In addition, African Americans
typically have significantly lower rates of depression treat-
ment seeking than whites52 and higher treatment dropout
rates than whites.10 Yet African Americans and Hispanics
are less likely than white persons to find antidepressant med-
ication acceptable.

This study is one of the first attempts to better understand
the correlates of the self-reported use of alternative health
care among underserved Hispanics and African American
individuals meeting the diagnostic criteria for depression or
subsyndromal depression receiving care in public primary
care settings. Even though the recent studies show conflict-
ing results on efficacy of CAM in depression and anxi-
ety,53–56 since CAM is used so extensively for depression,
understanding domains, types, and correlates of such use is
imperative. This knowledge could be used to design inter-
ventions aimed at improving care for depression. Increasing
consumption of CAM for depression-related symptoms by
uninsured ethnic-racial groups in the United States calls for
more attention to CAM use and its potential to aid conven-
tional medical and mental services delivery. Additionally, it
is particularly important for primary care and mental health

professionals to increase their own awareness of the types
of complementary and alternative therapies that their pa-
tients may be using by asking their patients what type of
CAM they may be taking and by improving communication
with their patients about the benefits and potential risks of
these therapies.39,45 Training initiatives such as integrated
CAM education in medical school and other health profes-
sion school curricula as well as training through continuing
medical education and other related activities may help en-
hance a patient-centered approach addressing patients’ use
of CAM therapies.

The main shortcoming of this study is the cross-sectional
design. Future studies should aim at (1) evaluating the tem-
poral associations between CAM use and symptomatic de-
pression management; (2) examining the complex decision-
making process that predicts CAM use as an alternate or
complementary depression self-care treatment modality; and
(3) assessing the relationship between CAM use, conven-
tional depression treatment, and objective and subjective out-
comes for depression care. Additionally, we did not ask any
question on use of homeopathy, Ayurveda, and Traditional
Chinese Medicine (TCM). However, in an open-ended ques-
tion, participants were asked about other products, remedies,
etc., and none mentioned homeopathy or Ayurveda and
TCM. Finally, some forms of CAM may be of greater ap-
peal to some ethnic groups than others; therefore, additional
studies with much larger sample sizes are needed to exam-
ine the association between type of CAM and ethnicity.
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