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Abstract
Because of observed ethnic differences in utilization of urgent versus regular medical care
facilities among depressed patients at a federally qualified community health clinic, we
examined whether pharmacotherapy for depression would predict different patterns of
utilization, as a function of ethnicity. From a retrospective examination of medical records for 82
Latino and 63 Non-Hispanic White depressed patients, we compared utilization rates for regular
medical and urgent care treatment for medicated and non-medicated patients. Results indicated
that pharmacotherapy was associated with fewer urgent care visits by Latino patients and a
greater number of visits for regular care (i.e., non-urgent care). In contrast, among Non-Hispanic
Whites, there was no difference in visits for emergency treatment as a function of
pharmacotherapy, but medication was associated with fewer regular medical visits.
Pharmacotherapy was also associated with similar levels of regular clinic utilization between
Latino and Non-Hispanic White patients. It appears that pharmacotherapy may be advantageous
in effecting utilization patterns that result in better and less costly treatment for indigent Latino
patients in a community clinic setting. Results also suggest that medication may ameliorate
depressive symptoms for both groups and lead to a similar frequency of regular medical care

seeking from Latino and Non-Hispanic White patients.
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Introduction
Studies have found that ethnic/racial groups such as African-Americans and Latinos
underutilize medical services,' 2> * even when socioeconomic status, insurance coverage or
service availability are controlled.” Cultural barriers have been advanced to explain low levels of
treatment-seeking for health problems, particularly among Hispanic groups; these barriers
include cultural insensitivity or prejudices by health care providers, communication difficulties,
and reliance on other modes of treatment such as folk medicine.® 7 ®* Undoubtedly, however, lack

of health insurance coverage among ethnic minorities” ' '

as well as greater poverty rates'
contribute to underutilization of medical services. In addition, illegal residency in some
Mexican-American communities mitigates against the seeking of regular medical care.

Such barriers may also explain a greater reliance for care from hospital outpatient
departments and emergency rooms among economically disadvantaged ethnic minorities.'’
Previous studies have shown a tendency among some members of the urban poor to favor such
loci of treatment over visits to doctor’s offices.”® '* '° Unfortunately, greater reliance on these
modes of treatment provides less than optimal access to physicians, detracts from the timely
treatment of medical problems, and inhibits continuity of care.'® Moreover, use of hospital

1417 at a time of

emergency and outpatient departments increases the costs of medical care
growing fiscal constraints on the health care system.

In the present study, we examined whether pharmacological treatment for depression at a
primary care federally qualified community health clinic, where the majority of patients are
indigent Latinos (largely of Mexican origin) and Non-Hispanic Whites, would be associated with

different patterns of health service use, as a function of ethnicity. We chose to study depressed

individuals for the following reasons: 1) As in similar primary care clinics, depression was one
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of the most common psychiatric diagnoses made at the clinic, 2) There is a documented
relationship between untreated depression and overutilization of primary health care services,
and 3) There is also strong documented evidence for the effectiveness of pharmacotherapy in the
treatment of depressive symptomatology.18

Most of the Latino patients seen at the community clinic were indigent and/or
undocumented residents with a tendency to delay seeking treatment until symptoms were so
severe that they turned to urgent care for relief. To the extent that pharmacotherapy provides
relief of symptoms, we hypothesized that effective drug treatment of depression might increase
Latino patients’ belief in the value of medical treatment at the clinic, and thus provide a more
favorable context for subsequent seeking of regular medical care. Thus pharmacotherapy, by
alleviating symptoms, might reduce the iendency among Latino attendees with depression to rely
on urgent care and predict greater use of the regular medical clinic.

In contrast with recent Latino immigrants, Non-Hispanic Whites do not experience the
same barriers that dictate patterns of treatment seeking among Mexican patients (e.g., residency
status, folk beliefs in medicine etc.). In addition, they are generally more familiar with how the
American health care system operates and thus can access regular care more easily. Previous
research suggests that in primary care settings, when depression is treated effectively, clinic
utilization decreases,” possibly because patients previously were seeking care for somatization
symptoms related to depression. Among Non-Hispanic Whites, therefore, we expected effective
pharmacological treatmént of depression to be associated with decreased use of regular medical
treatment, but to be unrelated to urgent care utilization.

Because the present study was retrospective and based on a careful chart review of

patients who attended a community clinic, we examined our hypotheses by comparing medicated
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and non-medicated Latino and Non-Hispanic White patients on their seeking of urgent care and
regular medical treatment. Non-medicated patients were not denied treatment but rather declined
medication for a variety of reasons. They thus provided a naturally-occurring comparison group
with which we could examine our hypotheses.

Our hypotheses were:

1. Among non-medicated patients, Latino patients will show a pattern of
underutilization of the regular medical clinic compared to Non-Hispanic Whites, but
greater utilization of the urgent care facilities at the clinic.

2. Among Latino patients, those receiving medication will exhibit a greater frequency of
regular medical care visits and a lower frequency of urgent care visits, compared to
those not receiving medication.

3. Among Non-Hispanic White patients, those receiving medication will exhibit a lower
frequency of regular medical care visits compared to those not receiving medication,
but for urgent care visits, there will be no difference between medicated and non-
medicated patients who are Non-Hispanic White.

Methods
Participants
Of the 145 participants for whom data were collected, 82 (32%) were Mexican, and 63
(24%) were Non-Hispanic White patients. Twenty-nine (20%) participants were male and 116
(80%) were female. Twenty-six participants (18%) were married and the remainder (119) were

either separated, divorced, widowed, or single.
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Procedure

Patients who first visited a federally qualified community clinic in Southern California
after July, 1995 (whether for regular medical or urgent care treatment) and made their last visit
before June, 1998 were identified from computer records. For the majority of patients, the last
clinic visit occurred approximately 16 months after the first. We assumed that the absence of a
subsequent visit between the last recorded visit (before June 1998) and the time of the chart
review (conducted one and half years later in January 2000) indicated that patients were no
longer visiting the clinic for treatment. In addition, dates of the first and last visit to the clinic
were recorded for each patient so that unequal lengths of follow-up could be controlled in data
analyses.

The clinic was staffed by family medicine residents under supervision of a senior clinical
psychologist. Patients with primary and secondary diagnoses of depression according to ICD-9-
CM were selected for inclusion in the study. A research assistant examined all computer-
generated patients’ charts that met these criteria and recorded ethnicity, age, marital status,
gender, medication prescribed (if any), diagnoses, the total number of regular medical and urgent
care visits to the clinics, and frequency of attendance at supplementary sessions providing
supportive psychosocial contact. While all patients selected for the study had been clinically
diagnosed with depression, not all of these patients were given prescription medication. Some
patients declined medication, possibly due to an inability to pay, a dislike of pill-taking, and/or a
preference for the supplementary psychosocial contact that was also provided at the clinic. Also,
resident-physicians had discretion regarding whether or not to recommend pharmacotherapy.
Such a decision was based on a number of factors, including severity of symptoms and patient

preference. As discussed later, however, lowered symptom severity among unmedicated patients
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could not reasonably explain the pattern of results reported below. Additionally, because some
patients from both the medicated and unmedicated groups chose to participate in supplementary
psychosocial contact, the number of these visits was used as a control variable in analyses.

Analvytic Procedures

ANCOV As were conducted to evaluate main and interactive of effects of medication and
ethnicity on frequency of regular medical and urgent care visits. Dichotomous variables were
constructed to indicate whether or not patients were prescribed anti-depressant medication, and
whether patients were Latino or Non-Hispanic White. Analyses controlled for age, gender and
marital status (married vs. unmarried) because of significant associations between these variables
and ethnicity and medication status. We also controlled for the number of supplementary
psychosocial contacts. To control for unequal follow-up times, we included the length of time
between the first and last visit as a covariate in the model. Because comorbidity of one or more
psychological disorders other than depression was not different between Latino and Non-
Hispanic Whites, and did not differ as a function of medication status, it was excluded from the
final model.

Results

Patients ranged in age from 15 to 81 with a mean age of 43 (SD = 13). The median
number of months between patients’ first and last ever visit to the clinic (whether for medical
reasons or for supplementary psychosocial contact) was 11. The mean number of regular medical
visits was 9 (SD = 10). The number of urgent care visits ranged from 0 to 8, with a mean of .8
(SD = 1.4). Approximately one-third of the sample (52 patients; 36%) were on anti-depressant

medication.
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Regular Medical Care Visits

Results for the first ANCOVA showed a significant interactive effect between ethnicity
and medication status [F(3,145) = 3.35, p < .02] in predicting subsequent regular medical care
visits. One-tailed t-tests demonstrated, as predicted, that among unmedicated individuals, Latino
patients visited the clinic significantly less often for regular medical treatment (Figure 1)
compared to Non-Hispanic Whites (t = 2.98, p <.002). In addition, among Latino patients, those
receiving medication made more regular medical care visits (t = 1.66, p < .05) compared to those
who did not receive medication. In contrast, among Non-Hispanic Whites, those receiving
medication made fewer regular medical visits patients compared to those who did not (t=1.94,p
<.03).

Urgent Medical Care Visits

The second ANCOVA also revealed a significant ethnicity by medication interaction
[F(3,145) = 2.60, p < .05] for number of urgent care visits (Figure 2). One-tailed t-tests
demonstrated, as predicted, that among unmedicated individuals, Latino patients made
significantly more urgent care visits (t = -1.59, p < .05) compared to Non-Hispanic Whites. In
addition, among Latino patients, urgent care visits were significantly lower among medicated as
compared to unmedicated patients (t = -2.09, p <.02). As predicted, the frequency of urgent care
visits did not differ significantly among Non-Hispanic Whites who received pharmacotherapy
compared to those who did not (t = -.42, p <.34).

Discussion

This archival study examined the medical records of 145 individuals to determine

whether providing pharmacotherapy for depression would be associated with different utilization

patterns among an ethnic minority patient population in a manner that would suggest continuity
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of care. Potential confounding factors such as age, gender, and marital status were controlled for
in all analyses. Thus results cannot be attributed to the effects of these factors on utilization.
Comorbid medical illness was also ruled out as a possible explanatory factor. Previous studies
have shown that minority groups tend to use health services less often than Whites,' 2> * but how
use of regular medical or urgent care services is related to pharmacotherapy for depression in
ethnic groups has not been studied. Because prior research has suggested positive effects of
pharmacotherapy in alleviating depressive symptomatology and in reducing utilization, > *° 2 we
hypothesized that pharmacotherapy for depression would be associated with beneficial outcomes
regarding service use. After considering cultural and other barriers to service use among Latino
patients, however, we posited that the relationship between medication and service use would
differ between these patients and Non-Hispanic Whites. Our results suggest that
pharmacotherapy for depression may produce equivalent levels of treatment seeking (both
regular medical and urgent care) between Latino and Non-Hispanic White patients.

In addition, in comparing medicated and non-medicated patients, pharmacotherapy was
associated with greater regular medical service use among Latino patients, and less use of urgent
care as a mode of treatment. Among Non-Hispanic Whites, there was no difference in urgent
care visits between medicated and unmedicated patients, and medication was associated with
fewer regular medical treatment visits. The fact that among Non-Hispanic White patients those
on medication made fewer regular medical visits compared to non-medicated patients, and that
the opposite was found for Latino patients, suggests that ethnic factors, or factors related to
ethnicity, were associated with utilization of the clinic.

Our findings are consistent with past studies demonstrating underutilization of “regular

care” services by ethnic minority groups. In addition to socioeconomic and residency status
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concerns, cultural factors such as the social stigma associated with psychiatric illness among
Latino glroups13 may contribute to reduced levels of seeking regular medical treatment. The
operation of these factors among Latino patients in this sample might explain their reluctance to
seek regular medical treatment for their depressive symptoms and may have delayed their visit to
the clinic until increased symptom severity led to seeking urgent care treatment. Our own
observations confirm that at this clinic, untreated depressed Latino patients showed a somewhat
greater tendency to use episodic, superficial care rather than in-depth continuity care.

Urgent care is not considered an optimal or sufficient mode of primary health care'® and
is particularly problematic when considering the treatment of a recurrent, potentially life-
threatening condition such as depression. In the urgent care setting, it is unlikely that patients’
depression would receive adequate treatment. Thus evidence that pharmacotherapy was
associated with lower levels of this mode of care-seeking among Latino patients, and with
greater use of regular medical treatment may be a substantial positive benefit of
pharmacotherapy. It may be the case that alleviation of symptoms induced by depressive
medication caused Latino patients to develop a more favorable view of their treatment and
perhaps greater trust of their physicians.

In contrast to Latino patients, among Non-Hispanic Whites, medication was associated
with fewer regular medical service visits, but there was no difference in urgent care service use
as a function of medication. These findings are consistent with the hypothesis that if depression
is causally related to service use, then treatment for depression should lead to reduced service
use. For these Non-Hispanic Whites, medication may have ameliorated depressive symptoms,

thereby reducing the need to seek subsequent medical treatment.
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Taken together, these findings might be interpreted as suggesting that ethnicity and the
regulation of psychiatric disease through the use of medication may interact to create differential
utilization patterns. Among Latino patients, regulation of depressive symptoms may act to alter a
tendency toward reliance on episodic, urgent care and lead to the establishment of more regular,
continuity health-seeking practices. For Whites who are not confronted with the constellation of
barriers experienced by many Latinos, reduction of depressive symptoms may have led to their
reduced levels of regular medical care seeking. This interpretation may be generalizeable only to
the type of community clinic we examined, where the vast majority of patients fell 200% below
the federal poverty line. In addition, even if our interpretation of the results is not entirely
accurate, the fact that we obtained interaction effects between ethnicity and medication status
suggest that ethnic factors play some role in the results obtained. We believe that more research
should be devoted to identifying such factors so that patients of all ethnicities receive an optimal
level of care in the community health clinic setting.

The present study cannot assume a causal role for pharmacotherapy in changing
utilization patterns of the depressed ethnic groups we studied, although other variables that might
have accounted for the pattern of findings were controlled for in analyses (e.g., gender, marital
status and age).

The findings of the present study provide justification for conducting larger-scale,
prospective studies that examine relationships between pharmacotherapy and changes in
utilization patterns at community clinics among different immigrant and refugee groups. Such
studies should also include measures that assess potential mediators of the relationship between

pharmacotherapy and utilization (e.g., beliefs in the efficacy of medical treatment).
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Conclusion

The present study provided evidence that pharmacotherapy for depression at a federally
qualified community health clinic was associated with utilization patterns of indigent Latino
patients in a manner that suggested better continuity of care. Pharmacotherapy also appeared to
“even out” regular medical and urgent care service use between Latino and Non-Hispanic White
patients. We assumed that amelioration of symptoms as a result of pharmacotherapy, and
enhanced perceptions of the efficacy of regular medical care for depression, were responsible for
the patterns of service use observed among Latino patients. We hope that these findings will
serve to stimulate interest and research in possible factors that mediate the relationship between
pharmacotherapy and service use among members of ethnic minorities who depend on

community health clinics for treatment.
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Figure 2.
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Figure Legends
Relationship between medication and regular medical service use as a function of
ethnicity. Group sizes for unmedicated Mexican and Non-Hispanic White are 47 and

46, respectively. Group sizes for medicated Mexican, and Non-Hispanic White are 35

and 17, respectively.

Relationship between medication and urgent care service use as a function of
ethnicity. Group sizes for unmedicated Mexican and Non-Hispanic White are 47 and

46, respectively. Group sizes for medicated Mexican, and Non-Hispanic White are 35

and 17, respectively.
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