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Abstract

US Latinos are less likely to utilize mental health services than non-Latino Whites, and to take 

antidepressant medication. This mixed-method study followed a subset (N=28) of a research 

sample of depressed Latino immigrant primary care patients with a telephone interview to study 

their knowledge about and experiences with antidepressant medications. Most (82%) reported 

taking medication for two months or more, and 75% reported feeling better, while over half 

reported side effects. Most (61%) agreed that antidepressants are generally safe, and helpful in 

treating depression (68%); however, many believed they could be addictive (39%). Fifty percent of 

patients who discontinued their medication did not inform their providers. Twelve of the 28 

patients also participated in focus groups about interactions with providers and made suggestions 

for conveying information about antidepressants. Patients suggested videos as a format to 

disseminate medication information since they do not require written comprehension. Other 

patient recommendations are presented.
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Latinos in the United States suffer from more physical health problems than non-Latino 

Whites (Blackwell et al., 2014; U.S. Department of Health and Human Services [USDHHS], 

2000); and these problems are associated with worse mental health problems (Bandiera et 

al., 2008). Latinos are also at increased risk for posttraumatic stress disorder (PTSD) due to 

high violence exposure (Clark et al., 2008; Eisenman et al., 2003; Fortuna et al., 2008). 

Despite these risk factors, Latinos in the US are less likely to utilize mental health services 

than non-Latino Whites (Alegria et al., 2002; Cabassa et al., 2006; Dobalian and Rivers, 

2008; SAMHSA, 2015), and they are also less likely to utilize antidepressant medication 
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(Interian et al., 2011). System barriers to mental health treatment for Latinos include cost of 

care/lack of health insurance coverage, limited time with providers, low knowledge about 

resources, and lack of linguistic and culturally competent services (Anastasia and Bridges, 

2015; Kessler et al., 2001; Rubenstein et al., 1999; Ruiz et al., 2013; SAMSHA, 2015; 

Shattell et al., 2008; Uebelacker et al., 2012; USDHHS, 2001; Vargas et al., 2015). Latinos 

are less likely to receive care that meets best practice guidelines (Alexandre et al., 2009; 

Cabassa et al., 2006; Lagomasino et al., 2005; Quinones et al., 2014), and are more likely to 

drop out early or discontinue care (La Roche, 2002; Lanouette et al., 2006; Sue, 1998; 

USDHHS, 1999), highlighting the need to understand characteristics of acceptable and 

accessible interventions.

Psychiatric medications are often viewed negatively by the public in general, and even as 

harmful (Jorm, 2012). Research examining treatment preferences for depression among 

Latinos has generally found a strong preference for individual psychotherapy, while 

medications are viewed less favorably (Cabassa et al., 2007; Dwight-Johnson et al., 2000; 

Eisenman et al., 2008; Kaltman et al., 2014). Complementary and alternative medications, 

including herbal medicines, are frequently used for depression among underserved U.S. 

Latinos, and these therapies are among preferred treatment methods (Bazargan et al., 2008; 

Hirai et al., 2015; Sorrell, 2014).

Very little research exists about knowledge, and sources of knowledge, regarding 

antidepressants in the general population, and among Latinos in particular. In one study, 

Chandra et al. (2009) found that Latino and African American teens and their parents had 

lower levels of knowledge than their White counterparts. A qualitative study of mostly 

Puerto Ricans and Dominicans showed that use of antidepressants was seen as indicative of 

a severe illness and a weakness or failure to cope (Interian et al., 2007).

In non-Latino groups, perceived necessity for taking medications is associated with more 

severe and longer anticipated duration of symptoms, while perceived harmfulness of 

medications is associated with an unclear understanding of depression (Aikens et al., 2008). 

Poor antidepressant adherence has been associated with less knowledge about depression 

and medication side effects, as well as concerns about dependence (Bauer et al., 2013; Fawzi 

et al., 2012; Woodward et al., 2016). In situations where necessity (e.g., health depends on 

the medications) outweighs concerns, medication adherence is better (Fawzi et al., 2012; 

Russell and Kazantzis, 2008). Yet several studies have found greater adherence among 

patients prescribed antidepressants compared to those referred for psychotherapy, including 

among Latino patients (Ishiwaka et al., 2014; Miranda et al., 2003).

There is a paucity of literature regarding patients’ understanding of how antidepressants 

work, their side effects, or patients’ sources of information and education about 

antidepressants among any ethnic group. One study indicated that television, the Internet, 

print media, conversation, and radio broadcast comprise the major sources of mental health 

information identified by U.S. Latinos (Sorrell, 2014). In a non-Latino sample of English-

speaking subjects or participants, patients most frequently reported receiving antidepressant 

information from pharmacists (58%), primary care physicians (50.6%), mental health 

specialists (40.7%), personal contacts (32.1%), and the Internet (18.5%); patients who 
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received information from a greater number of sources were more adherent to antidepressant 

therapy (Sleath et al., 2003).

The current study followed up an existing research sample of depressed primary care 

patients, most of whom were low-income, uninsured, Spanish-speaking Latino immigrants, 

by recruiting those who had reported taking medication as part of their depression treatment. 

We targeted this sample to begin to learn more about this population of low-resources 

primary care patients’ knowledge about antidepressant medications, how information was 

obtained about their prescribed antidepressant medications, and about their 

recommendations for conveying and disseminating needed information about such 

medications at primary care clinics serving similar populations.

Study Background

This investigation consisted of a follow-up of patients in a previous/parent study addressing 

the effectiveness of a collaborative care program (Kaltman, Watson, Campoli, Serrano, 

Kirkpatrick, Talisman, Mete, and Green, 2017, Evaluation of behavioral health services in 

primary care clinics serving low-income Latino immigrants, under review). The parent study 

was implemented in two clinics that are part of a network of primary care clinics providing 

care to low-income uninsured county residents in Maryland. In that study, we compared 

patients who met presumptive criteria for depression in a clinic with a formal collaborative 

care program to those in a clinic without this program. The latter clinic had a therapist on 

site. One hundred ninety-eight depressed patients were enrolled in the parent study, and 138 

(70%) completed telephone follow-up. The current study comprised a mixed-methods 

investigation among those follow-up patients who took medication for their depression, to 

investigate their knowledge and attitudes about their antidepressant medication, including 

risks and benefits, how they actually received this information, and how they would prefer to 

learn about antidepressants. The study had two components: telephone interviews (Part 1), 

and focus groups (Part 2), the latter comprising a subset of Part 1 participants. Figure 1 

depicts the Ns for the parent study and follow up, and for the current investigation. Methods 

and results are presented separately for each component; a general discussion follows. We 

obtained permission from the respective IRBs (Georgetown, clinic systems) to conduct this 

study.

Part 1 – Telephone Interviews

Methods

Patients—Of the 138 depressed patients who completed follow-up interviews in the parent 

study, 47 reported at the parent study follow-up that they had taken medication for their 

depression (33%). Two patients had declined further research contact, and two patients were 

eliminated from the parent study because they had diagnoses of severe mental disorders 

(schizophrenia; bipolar disorder) in addition to depression. The remaining 43 participants 

comprised our target sample, and we attempted to contact each of these individuals. Twenty-

eight patients completed interviews and qualified for inclusion; see Figure 1. Reasons for 

non-participation (n = 15) included inability to contact the individuals (4), person declining 

to be interviewed (4), not returning the consent form (5), insufficient information (1), and 
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not remembering taking depression medication (1). All patients began the parent study 

having met or exceeded the cut-off criterion on the Patient Health Questionnaire 9 (PHQ9) 

for having major depression -- a score of ≥ 10.

Procedure—The interview was conducted via telephone in Spanish by a trained bilingual, 

Latina interviewer. She briefly described the study and asked if the patient was interested in 

participating; if so, the interviewer went over study details and reviewed the informed 

consent process. Consent forms were then mailed to interested participants, which they 

signed and returned. Patients were instructed to keep a copy of the consent form for 

themselves. Upon receipt of the consent, the interviewer called back and conducted the 

interview, also inviting the participants to join a later focus group if interested and 

convenient. The interview took approximately 30 minutes. Responses were recorded by 

hand on the interview form, and the additional questions were audio-recorded with 

participants’ permission. The interviewer then mailed a gift card for $15.00 to each 

participant, along with a self-stamped envelope and a receipt for the participants to sign and 

return by mail.

Measures—All study measures in the parent study were available in English and Spanish, 

as were the consent forms. All participants in this study chose to be interviewed in Spanish.

Existing data from parent study baseline

Demographics - age, gender, education, country of origin, time in US, language 

preference.

Depression was assessed with the Patient Health Questionnaire (PHQ-9; Spitzer et 

al., 1999; Spitzer and Williams, 1994). The validity of a Spanish version of the PHQ 

has been established (Diez-Quevedo et al., 2001; Wulsin et al., 2002). The Spanish 

translation used in the present study was the one used routinely in the clinics with the 

collaborative care program, within the system of care we studied. Study staff 

reviewed that translation for general issues and compatibility with Central and South 

American language styles before it was implemented. A PHQ9 cut-off of ≥ 10 was 

required for participation in the parent study.

Trauma exposure was assessed with five questions covering physical violence, sexual 

violence, witnessing violence, being controlled by a family member (emotional 

abuse), and a general question about any other extreme situation not already covered. 

Questions were modified from a trauma exposure measure used in the collaborative 

care clinic at intake (Kaltman et al., 2011).

PTSD was evaluated with the PTSD Checklist for DSM-IV (PCL; Weathers et al., 

1993; Walker et al., 2002), among participants who endorsed at least one trauma 

exposure. The PCL has good reliability and validity with structured interviews for 

PTSD (Blanchard et al., 1996), and it has been used in studies of Latino immigrants 

(Eisenman et al., 2008; Fortuna et al., 2008; Kaltman et al., 2017, under review). 

Presumptive PTSD was defined by a score ≥ 30 (National Center for PTSD, 2014).
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Medical Record (chart review) provided information about diagnoses, treatment for 

depression/other mental disorders, type of treatment, sessions, and medications taken, 

over a one-year time period preceding the parent study follow up interview.

At parent study follow up, depression was reassessed, and patients reported what 

types of treatment they were aware of receiving for their depression, and their 

satisfaction with treatment.

New data collected as part of this study (telephone interview survey - Part 1)

• Current level of depression was re-assessed with the PHQ-9.

• Knowledge about anti-depressants was collected via a measure used by Chandra 

et al. (2009), which included questions about benefits/effects, usage, and safety 

of antidepressants.

Additional questions—Patients were asked about their specific medications, as well as 

any side effects, how long they took the medication(s), and whether it was helpful. Patients 

were also asked how they learned about their medications’ purpose, risks, benefits, side 

effects, and what to do if they encountered problems. The questions were translated into 

Spanish and back-translated. Three bilingual Spanish-fluent Latino staff reviewed the 

translation.

Data Analysis—Descriptive analyses were conducted for demographic variables, and anti-

depressant medication knowledge and use-related questions. Responses to the additional 

questions were either yes/no or short answers that were easily tallied. One study team 

member reviewed the interview tapes and tallied the responses onto a spreadsheet, and a 

second member reviewed the responses. An additional team member reviewed any unclear 

responses for final scoring. Details of follow-up responses informed the development of the 

focus group questions for the next part of the study. A repeated-measures ANOVA using 

SPSS, Version 22 for Windows (IBM, 2013) was used to compare PHQ scores for the 

current participants across the two parent-study data collection points and the current Part 1 

telephone interview.

Results

All participating patients were Latinos, and 86% were women, with a mean age of 47.04 

(SD = 11.52). Only about one third (36%) had completed high school, while 18% reported 

no formal education. They came from nine countries; most were from El Salvador (29%) or 

Guatemala (25%). A large proportion (86%) reported experiencing at least one traumatic 

event.

Final PHQ-9 depression scores for the parent study sample were significantly reduced from 

baseline (M = 14.79; SD = 3.84) to parent study follow-up (M = 6.59; SD = 5.70), with 

follow-up occurring an average of 8.2 months after baseline. Nearly two-thirds (64%) were 

below the clinical cutoff of 10 on the PHQ at follow-up. For the Part 1 study sample, initial 

PHQ scores averaged 16.96 (SD = 3.74), and the scores at the parent study follow-up 
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averaged 7.82 (5.73). Both scores were slightly higher than for the sample as a whole. 

Among these 28 patients, 82% (23) met presumptive PTSD criteria at baseline.

The telephone interview component (Part 1) took place an average of 10.5 months after the 

parent study follow up. At that time, study participants had a PHQ-9 average of 8.36 (SD = 

4.24) and 57% were still below the clinical cut-off of 10. This over-time change from parent 

study baseline, to parent study follow-up, to Part 1 follow-up, was significant (F [2, 81] = 

31.70, p < .001), with most of the change occurring between baseline and parent study 

follow-up.

Patients typically were prescribed one (46%) or two (36%) antidepressant medications over 

the period we followed them, usually sequentially. The most common medications were 

citalopram (39% at some point), buproprion (21%), and sertraline (21%). At the time of the 

study interview, 37% of patients reported that they were still taking their medications as 

directed, with another 14% still taking medications but not fully as directed. Most (82%) of 

the sample reported taking medication for two months or more, yet only 54% reported 

taking the medications as recommended. A small minority reported only taking them PRN 

(14%). See Table 1 for responses to the Chandra questionnaire and to the added questions. 

Most patients agreed that antidepressants can help treat depression (68%), and that they are 

safe for most individuals (61%). However, they held the possibly contradictory views that 

medications must be taken daily for several weeks to ensure that they work (89%), but also 

that most people feel better within the first week (57%). Thirty-nine percent felt that these 

medications are addictive.

Most patients reported that taking the medications “went well” (68%) and that the 

medications made them feel better (75%). Over half (54%) reported experiencing side 

effects, including sleepiness, insomnia, anxiety, and worsened depression. We asked those 

patients how they responded to negative side effects. Twelve percent reported that they 

switched medications, 24% changed medication dosage, and 12% adjusted their medication 

routine (e.g., took pills at a different time). Nineteen percent of the patients reported that 

they didn’t feel that the medications were helping. About half eventually discontinued their 

medications; 19% simply ran out of medications and did not refill their prescriptions. Of 

these, 31% felt better, and 38% felt worse. Only 50% of those discontinuing medication told 

their doctors.

Table 2 shows sources where patients reported receiving information about antidepressant 

medications and about their particular medication. Few patients reported receiving 

information about their medications verbally from their providers (23%). Most patients 

received some information from the clinic, including from other providers. While 60% of 

patients remembered getting written information, not all of it was in Spanish, their primary 

language. Only five patients did not report receiving information in some form/from some 

source (18%). Patients clearly sought out information on their own, including from 

pharmacists and the Internet.
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Part 2 - Focus Groups

Methods

The purpose of Part 2 of the study was to follow up on the more closed ended and 

informational questions from the interview (e.g., Morgan, 1996), and to provide a 

comfortable environment for reviewing previously obtained critiques of current practices, as 

well as practical suggestions for new practices and formats that could be passed on to 

providers, and used to develop new materials.

Patients—Each of the 28 patients who participated in this study’s telephone interview (Part 

1) was invited to attend a focus group. A total of 12 patients accepted our invitation and 

attended one of the groups. To best accommodate participants’ availability, we offered the 

option to attend a focus group at either clinic to have a choice of location, times, and dates. 

Some participants declined because they could not make the times offered (8), and one (1) 

had surgery scheduled. Others accepted the invitation, but we were not able to reach them to 

confirm (4), or they did not show up (3). We did not collect new demographic data at the 

focus groups, which were anonymous; however the target population from which the Focus 

Group participants were derived was described for Part 1.

Procedure—After the interviews were completed, the study team met to review the 

responses and to formulate the final questions for the focus groups, revising the originally 

proposed questions as needed. This review led us to include several questions about what 

information was NOT forthcoming, what information the patients would have liked to have 

received, and which professionals, from the patient perspective, should provide the 

information, in addition to our focus on best ways to convey needed information. The focus 

group guide was reviewed by study team members for clarity, completeness, and fit with the 

interview data. The topic areas for discussion can be found in Table 3.

Patients were invited to participate in an anonymous focus group to further discuss their 

medication experiences and to make recommendations to the researchers about the best way 

to disseminate information about medication to patients. They were also asked to suggest 

types of materials that would be useful. The group was presented to them as a follow-up to 

the telephone interview, with the goal of eliciting ideas and opinions from the participants. 

Consent for the focus group had been included in the Part 1 consent; a separate consent to 

record the group discussion was obtained on site. Upon arrival, the purpose and procedures 

of the study were explained and participants were given the opportunity to ask questions. 

Following the focus group, participants received a $20 gift card for their participation. Three 

groups were held, two at the collaborative care clinic where two-thirds of the participants 

received their care, and one in the clinic with the therapist. Two bilingual, bicultural staff 

members with extensive experience in facilitating focus groups among diverse low-income 

populations conducted each group in Spanish.

Data analysis—One of the investigators conducting each focus group generated detailed 

notes in English, aided by the audiotape and following the formatted questions that 

structured the groups. The notes were then reviewed for completeness and accuracy, 

alongside each original audiotape. Direct quotes that illustrated certain points were 
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transcribed verbatim into the notes. A fourth staff member summarized each group 

according to the focus group guide, and integrated the three reports into a summary 

document, making sure that each patient suggestion was incorporated, and that relevant 

quotes were reviewed and included. Another staff member compared the original notes per 

group to the summary document to insure that no information was missed. The summary 

document and quotes were used to describe the findings.

Results

The focus group questions are summarized in Table 3, along with the themes that came up in 

the discussion corresponding to each question. These themes are briefly described below, 

with selected patient quotes in italics. Note that while the themes usually came up in the 

segment of the focus group where the corresponding questions were asked, we organized the 

themes in the table, and in the results below, according to where they fit rather than when 

they were specifically raised in the group. For example, if someone brought up something 

they wish the provider had told them, but didn’t, when we were asking about materials and 

formats, it would still be listed under Question 1 rather than Question 4 in the table and this 

discussion.

Information that should be Included/Missing Information—Questions 1 and 2 are 

discussed together in the following section because they both were designed to get at similar 

information. Participating patients reported not receiving sufficient information about side 

effects such as memory loss, and appetite changes, about possible benefits or outcomes they 

should expect, for example, specific benefits of taking the medication (e.g., not just that the 

“medication would help them to feel better”), or about contraindications and drug/alcohol 

interactions. They also felt that there should be more verbal information about how the 

medication works, checking that patients understand the information.

“I didn’t read anything. I don’t speak English. If I asked my children they would 

help me, but I’ve never said anything to anyone. No one in my family knew I was 

taking antidepressant medication.”

As we learned from the Chandra scale in the interview study, a side effect that worried a 

number of patients was the possibility of becoming addicted to the medication, so patients 

wanted more information about that.

“I lived the experience of addiction to medication through my mother, so none of 

the information provided to me was enough to reduce my fear of becoming an 

addict.”

They suggested that providers should clarify risks, but also should clarify the tradeoffs to get 

better. For example, a patient looked up the prescribed antidepressant on the Internet, and it 

listed ‘hair loss’ as one of the side effects, so she decided not to take the medication.

“I wouldn’t mind losing weight but not my hair.”

Interestingly, although they were taking medications, many patients felt that they also 

wanted to know more about alternatives to medication, like yoga, exercise, and therapy.
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“Sometimes you need to talk to someone and then you feel better. It would be 

helpful to have that along with the medicine.”

“Taking medication and feeling better is great… however, it is necessary … to be 

able to function without medication….”

Appropriate Providers of the Information about Medication (Question 3)—Some 

patients indicated that the primary care provider/”doctor” would be the most appropriate 

person to provide medication information, while others suggested that the psychiatrist and/or 

the mental health provider would be best because they understand the mental health 

condition.

“If I tell the [primary care] doctor how I’m feeling and he sends me to the 
psychologist, it shows me he is not prepared to deal with that type of problem... So, 
the best person to prescribe you and inform you is a mental health specialist.”

Other providers like nurse practitioners, health educators, and pharmacists were also 

mentioned for this role. Patients see that doctors have limited time, and suggested that a 

“counselor” could provide this information. (Note: in one of the clinics the therapist was 

involved in helping the patients understand the medication. It is not always clear to whom 

the patients were referring when they said “counselor.” Because this word came up almost 

exclusively in the clinic with the collaborative care program, participants may have been 

referring to the care manager).

Types of Materials that would be Helpful (Question 4)—Participants endorsed 

receiving information in multiple formats, including both verbal and written instructions and 

medication information, in Spanish, even though many patients don’t read well (hence the 

emphasis on verbal information); and they suggested that materials be in large font. They 

also recommended peer-group support like discussions with other antidepressant medication 

patients. Patients positively recommended videos, suggesting that these could cover more 

information, and would be a solution for those who cannot read (Spanish nor English). 

Videos could be combined with a book/brochure for reinforcement, using pictures for those 

who don’t read; and it was suggested that a peer discussion group could view a video 

together and then discuss it.

Discussion

This mixed-method exploratory study was designed to better understand low-income Latino 

primary care patients’ knowledge about depression and antidepressants, attitudes about 

taking them, needed information about how the medications work, and recommendations for 

how medication information would best be presented to patients. It followed up depressed 

patients taking medication from a previous prospective “parent” study, providing a 

beginning understanding of specific issues and concerns of the target patient population.

The parent sample from which the study sample was drawn presented with baseline levels of 

depression similar to those found in other studies of depressed Latino patients in primary 

care (e.g., Ishikawa et al., 2014). The current study sample experienced significant trauma 

exposure (86% reported at least one traumatic event), and a substantial percentage (82%) 
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also met criteria for PTSD. This comorbidity increased the likelihood that the presentation 

of their mental health symptoms would be more complex, and could have complicated their 

depression treatment with either medication or therapy (Green et al., 2006). At baseline they 

were more depressed than the average in the parent study sample from which they were 

drawn, as might be expected from a subgroup of patients who were taking medication for 

their depression. Because the parent sample also had high rates of trauma (over 80%) and 

PTSD (64% and 68% respectively in the two clinics), we suggest that culturally similar 

depressed primary care populations may also have high trauma and PTSD rates that may go 

unexplored and treated.

Many of the medications for depression are also effective in treating PTSD (e.g., Friedman 

and Davidson, 2014), which may have contributed in part to the positive responses to the 

medications among the study sample. Over two-thirds of patients said that antidepressants 

can be helpful, that they are usually safe, that taking the medications went well, and that the 

medications made them feel better. They also reported good adherence, with over 80% of 

patients reporting taking medications for two months or more. However, less than 60% of 

patients said they took the medications for as long as recommended. Despite this 

inconsistency, their PHQ scores were significantly improved. We did find however, that 50% 

of the patients who discontinued their medication did not inform their providers. This 

finding suggests that it is important to emphasize continuous patient education on the part of 

the primary care providers regarding prescribed medications, not just when the prescription 

is provided, but over time. And patients can be reminded that discontinuing medications is 

an important step as well, and should be discussed with their providers.

The level of depression, and the high proportion of patients with PTSD, may have driven 

patients’ willingness to try medications (Aikens et al., 2008; Bauer et al., 2013; Fawzi et al., 

2012) and resulted in the positive reported adherence rates. A few studies including Latino 

patients have shown better adherence to medications than to psychotherapy (Ishiwaka et al., 

2014; Miranda et al., 2003), perhaps because of the time commitment required in 

psychotherapy, especially among individuals who may have unpredictable work schedules 

(Miranda and Green, 1999).

We did find a noteworthy minority of patients who were concerned about addiction. This 

concern has been raised in other studies, and it is associated with less willingness to take 

medications (Bauer et al., 2013; Fawzi et al., 2012; Vargas et al., 2015). Patients vary widely 

in their familiarity with any medications, psychotropic or otherwise. As a result, they may be 

understandably unclear on whether psychotropic medications could be addictive. This 

suggests an important aspect of education to be covered by providers in their discussions 

with patients.

In the focus groups, patients delineated areas where there were deficiencies of information, 

as well as what information they needed to know in order to feel prepared and comfortable 

taking the medications for their mental health condition. While some desired written 

information, many reported that they did not read well, even in their native language, and 

there is a paucity of simple language information in Spanish, another area for development. 

Patients also suggested the need for more detailed information about their specific 
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medications, not just assurances that medications would be helpful. And they expressed the 

need to feel confident in their understanding of their prescribed medications, so they would 

not need to ask questions of family members and friends. These comments suggest that 

some providers may at times “talk down” to patients, or expect them to follow the provider’s 

recommendation without sufficient discussion and shared decision-making (Elwyn et al., 

2012; Watson, 1996). While partnering with the patient to make decisions together is likely 

more difficult to achieve when providers and patients do not speak a common language, and 

when patients are not highly educated, the response of the patients suggests that the goal to 

be more specific is an important one.

Patients expected to receive information from their primary care providers, since these were 

usually the prescribers. However, some patients thought that mental health professionals 

should supply the information, since they were likely to know more about the medications, 

even though patients rarely see a mental health professional for medications. In the clinic 

with the on-site therapist (a master’s level social worker), the therapist herself sometimes 

helped to supply information about medications to patients who were also in therapy. 

Patients in the collaborative care program saying that the “counselor” supplied information 

about medications were most likely referring to a care manager.

At both study sites, the therapists and care managers were Latino, thus it is not surprising 

that the patients were reportedly more likely to get information from them in Spanish. 

Conveying appropriate information is a major concern in settings where the providers have a 

limited grasp of the primary language of their patients. Patients were not necessarily literate 

in reading their primary language, and most had less than a high school education. Patients 

were particularly pleased – and even anecdotally enthusiastic, about the idea of using videos 

to convey needed medication information. Videos do not require written comprehension to 

convey information, and could employ diagrams and other non-verbal media. As the patients 

pointed out, they could watch these alone, then talk with the provider later, or even watch 

them in groups, followed by a discussion. This pointed to a very important and relatively 

straightforward approach for developing and disseminating useful information in Spanish 

and other common languages of primary care patients: using simple language, pictures, and 

videos, with the possibility of having patients themselves help design the content and 

messages that can be more impactful. Based on responses from both components of the 

study, information on medications at primary care clinics for the underserved need to be 

more aligned in terms of language and literacy level, including language and educational 

level-appropriate written informational supplements.

Others have suggested the use of print fotonovelas (Cabassa et al., 2012), which are posed 

photos of individuals (or cartoons) with bubble texts containing educational messages and 

stories. Cabassa and colleagues (2012) developed a fotonovela for depression information 

for Latinos with limited English proficiency. Alternative materials like “fotonovela,” videos, 

and other illustrated materials can help low-literacy and limited English proficiency patients 

understand the need for seeking mental health care and adhering to prescribed treatment.

While information given to the patients by the prescribing providers was not ideal, patients 

did seek out and received information from a variety of sources, including other providers 
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like nurses, care managers, pharmacists, community residents, and the Internet. This is 

important because of the lack of relevant and useful information available regarding 

medications, and the potential misinformation and misbeliefs in their community at large 

(Watson et al., 2013).

There are several study limitations. First, we had limited sample sizes and limited 

generalizability to other populations. It is not clear how the 28 participants in the final 

interview sample represented the original 43 targeted individuals, or how generalizable 

results would be to other settings. The individuals in the study were low-income patients 

from Central and South America, and the findings may not generalize to other Latino 

populations in the US. In an attempt to standardize the data collection for Part 1, only one 

interviewer was employed. This person was a trained and experienced Latina, who obviously 

facilitated participation. However, it is possible that the use of only one interviewer may 

have introduced response bias. The focus groups comprised an even smaller number of 

patients from the target population, so their specific suggestions may not be representative of 

what other patient groups may prefer.

Both study sites serve low-income, uninsured, and potentially undocumented or recent 

immigrant populations. These patient populations are characterized by having low education 

and literacy levels, some without written fluency in their primary language. Therefore, the 

results are specifically relevant to very selected patient groups. Nevertheless this study 

provides some beginning insights and recommendations that may be helpful to other 

depressed non-English speaking groups and potentially to other underserved/uninsured 

populations as well.

Although the results are modest in scope and the sample is small, It is important to continue 

addressing these issues in primary care settings, given that many people, especially 

minorities, prefer to receive mental health treatment in primary care (Alegria et al., 2002; 

Ault-Brutus and Alegria, 2016; Cabassa et al., 2006; Dobalian and Rivers, 2008; SAMHSA, 

2015). It is even more critical when specialty care is less available, such as among those who 

do not have insurance. Many of the participants here were undocumented residents without 

access to insurance. Primary care providers are potentially able to address these medication 

needs, which can be provided free of charge in many cases, and it is appropriate for them to 

do so, especially as clinics develop resources and skills for non-English speaking patients.

Our study adds to the literature on attitudes about medications among Latinos with 

depression, primarily low-income and low education monolingual Spanish speaking 

immigrants. These individuals had depression, high levels of trauma exposure and PTSD, 

and were actually taking medications rather than commenting on them in general terms. 

Study participants were part of a longitudinal study over a relatively long follow up period; 

this study’s interview was their third contact with the investigation team. The focus groups 

allowed them to tell us about their experiences and their recommendations in this context, 

and in their own words.
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Figure 1. 
Relationship of the Current Study Sample (n=28) to the Prospective Parent Study Sample 

(n=198)
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Table 1

Medication Questions

Chandra Scale Item (N = 28) Agree (%)

Antidepressant medicines can help treat people’s depression by helping improve sleep, energy, and appetite 68%

Antidepressant medicines are usually addictive 39%

Antidepressant medications must be taken every day for several weeks to ensure they work 89%

Most people feel better within a week of starting antidepressant medications 57%

Antidepressant medications are safe for most individuals 61%

Additional Questions

Taking the medications went well 68%

Medications made them feel better 75%

Took medications for recommended amount of time 57%

Took medications only when experiencing symptoms (PRN) 14%
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Table 2

Information received about Medications (N = 28)

Received a verbal explanation 23%

Received written materials 61%

 Spanish brochure 28%

 English brochure 33%

 Other depression information 33%

Information received from

 Doctor 16%

 Mental health counselor 11 %

 Other clinic personnel 26%

 Pharmacy 21%

 Multiple sources 21%

Sought other sources of information (e.g., Internet) 33%
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Table 3

Focus Group Questions and Themes: Information about Prescribed Antidepressants and Ways to Convey 

Information

Questions Themes

1. When giving patients information about doctor-prescribed 
antidepressants… What information you think should be included?

• Side effects

• Benefits or outcomes

• Verbal description of how medication works

2. When you think back to the conversation you had when you received 
your antidepressant prescription…Were there pieces of information 
that you would have like to have had but didn’t get?

• Comparison of side effects and benefits

• Other behaviors that could alleviate depression

• Information about addiction

• Emergency protocol if there is a crisis

• Drug indications/contraindications/instructions

3. Who do you think should provide this type of information to 
patients?

• Primary care provider/”doctor”

• Psychiatrist/mental health provider

• Nurse practitioner

• Health educator

• Pharmacist

• “Counselor”

4. What types/formats of information/materials would be helpful in 
having this discussion?
[-Would you prefer written materials, or some other format?]
[-Should information be in Spanish, English or both?]

• Verbal information and instructions

• Written information and instructions

• Responses to questions

• How to find additional information on the internet

• Comparison of different potential medications

• Peer group support

• Videos

• Materials in Spanish
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