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Purpose: We report on antidepressant (AD) adherence among Hispanics seeking mental health services in a community primary care 
clinic in Texas as an ancillary outcome from a National Institutes of Health-funded study that collected data on Hispanic AD adherence 
over a period of two years (February 2016–February 2018). Adherence to AD medications was measured throughout the year-long trial 
and compared across various demographic characteristics. Since Hispanic individuals often experience stigma and cultural barriers 
related to AD treatment, we sought to understand what factors may increase the likelihood of non-adherence in this population.
Patients and Methods: This study focused on 69 patients who were prescribed AD medications while receiving treatment through 
an integrated health care model. Adherence was measured with the Patient Adherence Questionnaire, a validated 2-item questionnaire 
that asks patients about their medication use (missed medications or dosage changes) over the past week. We looked at patient 
adherence at two key time points (4-weeks and 13-weeks) and utilized logistic regression to identify factors that may increase or 
decrease the likelihood of adherence in Hispanic patients at a community primary care clinic.
Results: Non-adherence to AD medication was 49.3% at 4-weeks and 57% at 13-weeks post-treatment initiation. Logistic regression 
analyses revealed that age was the only significant predictor of AD non-adherence. As age increased, the likelihood of adherence 
increased by 12.2% at 13-weeks post-treatment initiation and by 11.1% at 4-weeks post-treatment initiation.
Conclusion: The likelihood of Hispanic patients to adhere to AD therapy increased with the age of the patient. Since primary care is 
the most likely place to be prescribed an AD for Hispanic patients, further research to better understand adherence is essential. 
Integrated health care interventions designed to help identify, reduce, or eliminate barriers to adherence and improve cultural 
understanding may help address issues of non-adherence in primary care settings.
Keywords: medication, primary care, mental health, antidepressant adherence, social work

Introduction
The prevalence of non-adherence to antidepressant (AD) medications is a persistent problem in primary care that impacts 
the health of patients and prevents their success in depression treatment and recovery. One analysis of a health system 
database revealed that 28% of patients discontinued AD use after their first prescription,1 while another study revealed 
that over an 18-month period 82% of patients were offered ADs, but only 50% started and adhered to them.2 A third 
study found that within a 12-week period, 43.2% of patients reported stopping or skipping AD doses and 12.9% reported 
reducing their dose without a clinician consultation.3 Non-adherence to antidepressants decreases the likelihood of 
depression remission.4 Understanding non-adherence, its risk factors, and consequences can assist clinicians in taking 
necessary steps to prevent and decrease non-adherence to AD. Hispanics may be at particular risk for non-adherence, due 
to their unique cultural beliefs and mental health stigma that often guide their decisions related to taking AD 
medication.5–7 This study will examine adherence within this understudied population and explore risk factors for non- 
adherence within a Hispanic primary care sample receiving services delivered in an integrated health care model.
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Non-Adherence Risk Factors
Health beliefs and previous experiences with AD medication may increase the likelihood of patients skipping doses of 
medication, altering their medication taking behavior, or discontinuing their medications altogether. Patients have 
reported negative attitudes towards anti-depressants, lack of motivation, feelings of recovery, side-effects, lack of 
response from medication, forgetfulness, and concern over the high price of medications as reasons for non- 
adherence.2,3 Furthermore, side-effects are often reported as the main reason for non-adherence. In one study of primary 
care patients, between 28.4% and 37.7% of patients reported side-effects as the main reason for stopping or skipping 
medication, and between 41.8% and 48.6% reported it as the reason for reducing their dose without consulting with their 
prescriber.3 Patients also reported avoidance of side-effects that were often equally or more important to them than 
relapse prevention and symptom relief.3 In other words, the discomfort caused by side-effects outweighed the depressive 
symptoms themselves. Additionally, the number of anti-depressants prescribed may coincide with increased risk for non- 
adherence and side-effects.3,8

A patient’s race and cultural background may affect their likelihood of non-adherence. Studies have found that racial 
minorities are often less adherent to AD medication when compared to non-Hispanic whites.10–12 African Americans 
(AA) show greater concerns of AD use, less understanding of treatment, and less adherence when compared to non- 
Hispanic whites.13–15 Hispanic culture’s unique barriers, stigma, and beliefs may lead to greater non-adherence to anti- 
depressants.16,17 For instance, one study found that Hispanic’s belief of familismo may be leading to non-adherence.18 

Familismo is considered the value and importance that Hispanics place on the family unit, which will often lead them to 
prioritize the needs of the family over their own.18 In other words, patients may not be willing to admit depression 
symptoms or participate in treatment for fear of damaging the family unit and becoming a burden to them.

The extant literature on adherence has not shown a consistent effect of age as risk factor for non-adherence to anti- 
depressants. Studies have identified both older age groups10–12,15 and younger age groups as more adherent19,20 or no 
association between age and adherence.21 Overall, findings show inconsistent support for age as a significant predictor of 
adherence; however, this limited area of study with cultural and context-specific differences certainly requires further 
investigation.

Integrated Health Care Models
Integrated health care refers to the collaboration between different health professionals during treatment. In depression 
treatment, integrated health care involves the collaboration of primary care providers, nurses, pharmacists, social workers, and 
psychiatrists to serve as depression care managers, educators, and provide support for medication monitoring.9,21–23 Integrated 
health care models often utilize brief individual sessions and follow-up contact focused on identifying adherence barriers, 
providing psychoeducation, adherence planning, and discussion around each medication stigma, misconceptions, and fears 
associated with anti-depressant treatment.24–26 The literature reveals that integrated health care models are often preferred and 
lead to better behavioral health treatment outcomes compared with traditional care.27,28 Integrated health care models can lead 
to improved depression, decreased use of outside referrals for mental health specialty care, increased treatment response, 
increased tracking of behavioral health goals, use of relapse prevention plans, greater satisfaction with treatment, higher 
retention rates, and greater adherence to depression treatment.23–28

In the current study, we sought to examine medication adherence in a community-based primary care setting 
implementing an integrated health care model for the treatment of depression. Specifically, we sought to understand 
the impact of demographic and clinical characteristics on adherence in a sample of Hispanic patients.

Methods
The sample used for analysis in this project was extracted from an NIH-funded study looking at a culturally informed 
depression education intervention.29 This randomized controlled trial examined the effectiveness of the education 
intervention in reducing stigma and increasing adherence to depression treatment. The project had an original sample 
of 150 Hispanic participants of whom a vast majority were female (88.7%).30 The study collected data on symptoms of 
depression, anxiety, PTSD, AD stigma, and adherence to anti-depressants. Additional details on the original study 
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including the power analysis for the sample size are described elsewhere.29 After providing written informed consent, 
patients were enrolled for a one-year intervention period where they received mental health treatment from a licensed 
clinician as well as a prescription for antidepressant medication from their primary care provider (if necessary). The 
original study was approved by the Institutional Review Board at the first author’s institution.

Procedure
For the current study, we focused on a subsample of participants (n = 69) who were prescribed antidepressant 
medications (Table 1) and analyzed patient non-adherence at two time points (4-weeks and 13-weeks). Patients were 
screened by their primary care providers for depression and anxiety. Patients who identified as Hispanic, met diagnostic 
criteria for depression, and were not currently receiving depression treatment were recruited and consented into the study 
by the clinic’s licensed clinical social worker. Participants completed baseline assessments as well as instruments 
measuring depression, anxiety, and antidepressant adherence during each visit with the social worker during their one- 
year intervention period. Assessments were conducted in-person and via phone by the social work or research assistants 
and lasted approximately 30 minutes. Instruments were provided in English or Spanish based on patient preference.

Table 1 Patient Characteristics and Study Variables (N = 69)

Variable Mean (SD) Frequency (%)

Female 60 (87)
Marital status

Not married 20 (29)

Married 48 (69.6)
Education

Less than HS 34 (49.3)

HS Diploma or GED 23 (33.3)
More than HS 11 (15.9)

Language

Spanish 61 (88.4)
English 8 (11.6)

Diabetes and/or Hypertension 21 (30.4)

4-week adherence 35 (50.7)
13-week adherence 43 (62.3)

Age 40.20 (8.96)

PHQ-9 (depression) 15.87 (4.42)
Mild depression 2 (2.8)

Moderate depression 27 (39)

Moderately severe 
depression

23 (33.2)

Severe depression 17 (24.4)

GAD-7 (anxiety) 13.83 (4.49)
Minimal 1 (1.4)

Mild 12 (17.3)

Moderate 18 (25.9)
Severe 38 (54.9)

PCL (PTSD) 50.47 (12.74)

Problematic PTSD 46 (66.7)
LSAS (stigma) 6.12 (3.15)

Abbreviations: HS, high school; PTSD, post-traumatic stress disorder; PHQ-9, Patient Health 
Questionnaire; GAD-7, Generalized Anxiety Disorder-7; PCL, Post-traumatic Stress Disorder 
Checklist; LSAS, Latino Scale for Antidepressant Stigma.
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Instrumentation
Demographics
Demographic information collected on participants at baseline included gender, marital status, education, language 
spoken (English or Spanish), chronic health conditions (diabetes and/or hypertension), and age.

Patient Adherence Questionnaire (PAQ)
The PAQ is a self-report questionnaire used to measure adherence to anti-depressant medications in primary care, 
including diverse samples.31–33 The PAQ is a variation of the measure utilized by Warden et al.3 It is a 2-item 
questionnaire that asks patients about their medication use (missed medications or dosage changes) over the past 
week. The first question asks patients how often they have taken their antidepressant medication in the past week. If 
a participant reported taking their medication as prescribed “all the time” or that they have only missed “one” dose over 
the past week, then they were labelled as adherent. Patients who reported missing two or more doses were labelled as 
non-adherent and provided the second question which asked patients why they had missed their doses. Examples of 
responses to the second question include “I have reduced my dose at times because I am feeling better” and “I have not 
taken my medication as directed because I cannot afford it.” The PAQ has been used in large studies on depression in 
community and clinical samples and found to be a validated screening tool for assessing adherence and reasons for non- 
adherence to antidepressant medication.31–33

Patient Health Questionnaire-9 (PHQ-9)
The PHQ-9 is a validated screening tool used in primary care to measure symptoms of depression.34,35 It has been shown 
to have strong internal consistency and demonstrated support for use with both Spanish and English-speaking 
Hispanics.36–39 This tool has 9 items and scores range between 0 and 27. Individuals with scores of 0–4 have minimal 
depression, 5–9 mild, 10–14 moderate, 15–19 moderately severe, and 20–27 severe. We obtained Cronbach alpha in this 
sample (⍺ = 0.725).

Generalized Anxiety Disorder-7 (GAD-7)
The GAD-7 is a 7-item scale used to measure symptoms of anxiety.40 This measure has shown strong internal 
consistency, validity, and reliability for Hispanic samples regardless of language preference (English or Spanish).41 

Scores range between 0 and 21 with higher scores signifying higher symptoms of anxiety. Scores between 5–9 show mild 
anxiety, 10–14 moderate, and >15 severe. Those who score over 10 on this measure are often diagnosed with generalized 
anxiety disorder. We obtained Cronbach alpha in this sample (⍺ = 0.820).

Post-Traumatic Stress Disorder Checklist (PCL-C)
The PCL-C is a self-report measure used to identify symptoms of PTSD.42 It has been used with Hispanic samples and 
found to be valid and reliable in both its English and Spanish versions.43 It has 17 items and scores ranging between 17 
and 85. Higher scores signify more severe PTSD symptoms and a cutoff point of 33 is often used to diagnose problematic 
PTSD. We obtained Cronbach alpha in this sample (⍺ = 0.890).

Latino Scale for Antidepressant Stigma (LSAS)
The LSAS is a seven-item scale used to measure stigma to AD medications in Hispanic populations.44 Scores range from 
0 to 14, with higher scores indicating greater stigma. Each question is a stigma-related statement, participants select an 
answer choice based on how they believe people think in connection to that statement. Answer choices include “No one 
thinks that way”, “Some people think that way”, “everyone thinks that way”, and “don’t know”. We obtained Cronbach 
alpha in this sample (⍺ = 0.734).

Analysis
The goal of these analyses was to look at patient AD adherence at two follow-ups (4-weeks and 13-weeks). Bivariate 
logistic regressions tested if patient’s demographic and clinical characteristics at baseline were associated with AD 
adherence at each follow-up. We used these analyses to identify factors that may increase or decrease the likelihood of 
adherence in Hispanic patients at a community primary care clinic. All analyses were conducted in SPSS version 27.
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Results
Participants
The analytic sample consisted of 69 participants of whom 60 (87%) were female. Most participants were married 
(69.6%), had completed less than High School for education (49.3%), and were Spanish speaking (88.4%). The average 
age of participants was 40.20 (SD = 8.96) and ranged from 18 to 63 years. The median age of participants was 40 years. 
In terms of clinical characteristics, participants had average scores of 15.87 (moderately severe depression) on the PHQ- 
9, 13.83 (moderate anxiety) on the GAD-7, 50.47 (clinically significant PTSD) on the PCL-C, and 6.12 on the LSAS 
(moderate stigma) (see Table 1). About 30% of them had at least one chronic health condition (diabetes or hypertension), 
50.7% were adherent to anti-depressants at a 4-week follow-up and 62.3% at a 13-week follow-up.

AD Medication
Analyses did not reveal significant differences between the original sample (N = 150) and those who were prescribed AD 
treatment (n = 69). Information about specific antidepressant medicines prescribed was not available. Non-adherence to 
antidepressant medication was 49.3% at 4-weeks and 57% at 13-weeks post-treatment initiation.

Predictors of Adherence
Bivariate logistic regressions revealed that age was a significant predictor of antidepressant non-adherence at 4-weeks 
(OR = 0.872, 95% CI [0.775, 0.980], p = 0.022, NagelKerke r2 = 0.250) and 13-weeks (OR = 0.899, 95% CI [0.837, 
0.966], p = 0.003, NagelKerke r2 = 0.202) post-treatment initiation. For each year of age, the predicted likelihood of non- 
adherence decreased by 12.2% at 13-weeks post-treatment initiation and by 11.1% at 4-weeks post-treatment initiation. 
Age of the patient explained 25.0% and 20.2% of the likelihood of adherence in the 4-week and 13-week models, 
respectively. None of the other demographic characteristics, levels of stigma (LSAS) nor scores on all clinical assess-
ments (PHQ-9, GAD-7, and PCL) were significant predictors of antidepressant non-adherence at 4-weeks or 13-weeks. 
See Tables 2 and 3 for the results of the bivariate analyses.

Discussion
In this study, we found age to be a significant predictor of non-adherence in the sample, confirming earlier findings that 
show a connection between age and adherence.10–12,15 As such, younger Hispanic adults could be at greater risk of non- 
adherence in the clinical setting. Clinicians should be particularly attentive to the needs of younger patients with 
depression and develop patient-centered interventions which focus on improving adherence including mental health 
literacy interventions focused on ensuring that young Hispanic adults have a proper understanding of medication types, 
dosages, and side effects.49 However, the findings of non-adherence among young Hispanic adults’ may not be due to 

Table 2 Bivariate Logistic Regressions: 4-Week Non-Adherence Follow-Up

Variable, Reference 
Group

Model 
χ2

Nagelkerke 
r2

β Waldt 
t

OR 95% CI 
Lower

95% CI 
Upper

Age 6.764** 0.250 −0.137 5.271* 0.872 0.775 0.980
Gender, male 0.035 0.001 0.216 0.034 1.241 0.125 12.286

Marital Status, Not married 3.552 0.139 −1.638 3.514 0.194 0.035 1.078

Education, less than HS 0.024 0.001 −0.082 0.024 0.922 0.325 2.611
Language, Spanish 0.044 0.002 0.256 0.045 1.292 0.122 13.670

Depression 1.044 0.041 −0.107 0.949 0.898 0.724 1.115

LSAS 1.908 0.167 0.191 1.626 1.210 0.903 1.622
Anxiety 0.112 0.004 0.038 0.110 1.038 0.831 1.298

PTSD 0.782 0.046 0.042 0.732 1.043 0.947 1.1149

Notes: *p < 0.05. **p < 0.01. 
Abbreviations: PTSD, post-traumatic stress disorder; LSAS, Latino Scale for Antidepressant Stigma; HS, high school.
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lack of education or understanding. Therefore, further research must be conducted to better understand the reasons why 
young Hispanic adults may be at greater risk for non-adherence when compared to older Hispanic adults.

We also found that most clinical characteristics, such as stigma scores, and scores on other clinical assessments 
(anxiety, depression, and PTSD) did not significantly impact levels of adherence. Specifically, we found that patients’ 
depression severity had no impact on their antidepressant adherence. This lack of a relationship could reflect the known 
cultural stigma towards antidepressants among Hispanics, which may reduce their likelihood to adhere regardless of 
depression scores.45,46,50 It could also reflect health disparities associated with accessibility of medications (geographical 
or transportation barriers), limited health literacy, and/or lack of medical insurance.47,48 Other explanations warrant 
further research to understand the relationship between severity of depression symptoms and likelihood of adherence to 
anti-depressants among Hispanic patients in primary care.

Limitations and Future Research
There are important limitations in this study that should be highlighted. The first limitation is the homogeneity of the 
sample. The sample was mainly composed of Spanish speaking Hispanic women between 20 and 64 years of age, who 
were receiving care at a primary care clinic. Although the findings are informative, they do not provide comparisons to 
other key demographic groups (eg, male, English-speaking, African Americans, Asians, etc.). In addition, the size of the 
sample may limit the strength and reliability of the analysis and results. These limitations impact the generalizability of 
these findings and highlight the need for further study. In spite of these limitations, our findings highlight the importance 
of studying adherence in a population at high risk of experiencing mental health disparities, Hispanics, and may inform 
studies with other groups who experience disparities in treatment and outcomes. Although data was collected at 4-week 
and 13-week time points, future research should conduct more frequent assessments of adherence to antidepressant 
medication allowing for a more detailed examination of patterns of medication-taking, risk factors for non-adherence, 
and their association with poor mental health outcomes.

Conclusion
The prevalence of non-adherence to AD medications and the findings from the current study, including the impact that age 
can have as a predictor of non-adherence, highlight the need for further research on risk factors that may increase and/or 
decrease the likelihood of patient adherence. It is imperative that future studies continue to look at adherence and the risk 
factors that may help predict it, utilizing larger more heterogenous samples to increase the generalizability and reliability of 
the findings. In addition, future studies should examine the types of medications people are taking and identify adherence 
patterns between demographic characteristics and medication types. This study begins to fill the gap in the current 
understanding of Hispanics’ AD adherence and provides a foundation to continue researching AD adherence in the 
Hispanic community.

Table 3 Bivariate Logistic Regressions: 13-Week Non-Adherence

Variable, Reference Group Model χ2 Nagelkerke r2 β Waldt t OR 95% CI Lower 95% CI Upper

Age 10.439*** 0.202 −0.107 8.534** 0.899 0.837 0.966
Gender, male 0.411 0.009 −0.470 0.418 0.625 0.150 2.600

Marital Status, Not married 0.002 0.000 0.024 0.002 1.025 0.340 3.088

Education, less than HS 0.012 0.000 0.038 0.012 1.039 0.526 2.053
Language, Spanish 0.028 0.001 0.131 0.028 1.140 0.247 5.267

Depression 0.231 0.005 0.029 0.230 1.030 0.914 1.160

LSAS 0.022 0.000 −0.012 0.022 0.988 0.837 1.165
Anxiety 0.009 0.000 0.005 0.009 1.005 0.898 1.126

PTSD 2.185 0.063 0.038 2.051 0.062 0.986 1.095

Notes: **p < 0.01. ***p < 0.001. 
Abbreviations: PTSD, post-traumatic stress disorder; LSAS, Latino Scale for Antidepressant Stigma; HS, high school.

https://doi.org/10.2147/JMDH.S387218                                                                                                                                                                                                                                

DovePress                                                                                                                                         

Journal of Multidisciplinary Healthcare 2022:15 3034

Kunz-Lomelin et al                                                                                                                                                  Dovepress

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


Abbreviations
AD, antidepressant; PTSD, post-traumatic stress disorder; PHQ-9, Patient Health Questionnaire; GAD-7, Generalized 
Anxiety Disorder-7; PCL-C, post-traumatic stress disorder checklist; LSAS, Latino Scale for Antidepressant Stigma; 
PAQ, Patient Adherence Questionnaire.

Data Sharing Statement
The datasets used and/or analyzed during the current study are available from the corresponding author on reasonable 
request.

Ethics Approval and Informed Consent
The study protocol was reviewed and approved by the Institutional Review Board (IRB) of the University of Texas at 
Arlington (IRB reference number 2015-0839). All patients provided written informed consent prior to participation. 
Consent included the publication of their anonymized responses. This study complies with the Declaration of Helsinki.

Funding
This project was funded by a grant from the National Institutes of Health (NIH) National Institute on Minority Health and 
Health Disparities (NIMHD, 1R15MD010220-01). The REDCap research database used for data collection was 
supported by the National Center for Advancing Translational Sciences (NCATS) of the NIH under award number 
UL1TR001105 via consortium partner UT Southwestern Center for Translational Medicine Service Package Grant 
(Number: SPG2016 – 017). The funding bodies had no role in the design of the study and collection, analysis, and 
interpretation of data and in writing the manuscript. The content is solely the responsibility of the authors and does not 
necessarily represent the official views of the NIH.

Disclosure
Prof. Dr. Katherine Sanchez reports grants from National Institutes of Health, during the conduct of the study. The 
authors declare that they have no competing interests.

The abstract of this paper was presented at the Society for Social Work and Research Conference as a poster 
presentation with interim findings. The poster’s abstract was published in the conference’s website at https://sswr. 
confex.com/sswr/2022/webprogram/Paper46368.html.

References
1. Burton C, Cochran AJ, Cameron IM. Restarting antidepressant treatment following early discontinuation: a primary care database study. Fam 

Pract. 2015;32:520–524. doi:10.1093/fampra/cmv063
2. Vuorilehto MS, Melartin TK, Riihimaki K, Isometsa ET. Pharmacological and psychosocial treatment of depression in primary care: low intensity 

and poor adherence and continuity. J Affect Disord. 2016;202:145–152. doi:10.1016/j.jad.2016.05.035
3. Warden D, Trivedi MH, Carmody T, et al. Adherence to antidepressant combinations and monotherapy for major depressive disorder. J Psychiatr 

Pract. 2014;20(2):118–132. doi:10.1097/01.pra.0000445246.46424.fe
4. Mcclintock HF, Bekampis AN, Hartmann E, Bogner HR. Adherence to antidepressants in underserved communities: a comparison of electronic 

monitoring and self-report measures. Community Ment Health J. 2020;56(4):727–734. doi:10.1007/s10597-019-00533-2
5. Interian A, Ang A, Gara MA, Rodriguez MA, Vega WA. The long-term trajectory of depression among Latinos in primary care and its relationship 

to depression care disparities. Gen Hosp Psych. 2011;33(2):94–101. doi:10.1016/j.genhosppsych.2010.12.001
6. Cooper LA, Gonzales JJ, Gallo JJ, et al. The acceptability of treatment for depression among African-American, Hispanic, and white primary care 

patients. Med Care. 2003;41:479–489. doi:10.1097/01.MLR.0000053228.58042.E4
7. Vega WA, Kolody B, Aguilar-Gaxiola S, Catalano R. Gaps in service utilization by Mexican Americans with mental health problems. Am 

J Psychiatr. 1999;156(6):928–934. doi:10.1176/ajp.156.6.928
8. Hudson TJ, Fortney JC, Pyne JM, Lu L, Mittal D. Reduction of patient-reported antidepressant side effects, by type of collaborative care. 

Psychiatric Services. 2015;66(3):272–278. doi:10.1176/appi.ps.201300570
9. Hudson TJ, Fortney JC, Pyne JM, Lu L, Mittal D. Reduction of patient-reported antidepressant side effects, by type of collaborative care. 

Psychiatric Services. 2015;66(3):272–278.
10. Chawa MS, Yeh -H-H, Gautam M, Thakrar A, Akinyemi EO, Ahmedani BK. The impact of socioeconomic status, race/ ethnicity, and patient 

perceptions on medication adherence in depression treatment. Primary Care Companion CNS Disorders. 2020;22(6). doi:10.4088/PCC.20m02625
11. Hung C-I. Factors predicting adherence to antidepressant treatment. Curr Opin Psychiatry. 2014;27(5):344–349. doi:10.1097/YCO.0000000000000086

Journal of Multidisciplinary Healthcare 2022:15                                                                                 https://doi.org/10.2147/JMDH.S387218                                                                                                                                                                                                                       

DovePress                                                                                                                       
3035

Dovepress                                                                                                                                                  Kunz-Lomelin et al

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://sswr.confex.com/sswr/2022/webprogram/Paper46368.html
https://sswr.confex.com/sswr/2022/webprogram/Paper46368.html
https://doi.org/10.1093/fampra/cmv063
https://doi.org/10.1016/j.jad.2016.05.035
https://doi.org/10.1097/01.pra.0000445246.46424.fe
https://doi.org/10.1007/s10597-019-00533-2
https://doi.org/10.1016/j.genhosppsych.2010.12.001
https://doi.org/10.1097/01.MLR.0000053228.58042.E4
https://doi.org/10.1176/ajp.156.6.928
https://doi.org/10.1176/appi.ps.201300570
https://doi.org/10.4088/PCC.20m02625
https://doi.org/10.1097/YCO.0000000000000086
https://www.dovepress.com
https://www.dovepress.com


12. Rossom RC, Shortreed S, Coleman KJ, et al. Antidepressant adherence across diverse populations and healthcare settings. Depress Anxiety. 2016;33 
(8):765–774. doi:10.1002/da.22532

13. Jeon-Slaughter H. Economic factors in of patients’ nonadherence to antidepressant treatment. Soc Psychiatry Psychiatr Epidemiol. 2012;47 
(12):1985–1998. doi:10.1007/s00127-012-0497-6

14. Kales HC, Kavanagh J, Chiang C, et al. Predictors of antidepressant nonadherence among older veterans with depression. Psychiatric Services. 
2016;67(7):728–734. doi:10.1176/appi.ps.201500120

15. Kim-Romo DN, Rascati KL, Richards KM, Ford KC, Wilson JP, Beretvas SN. Medication adherence and persistence in patients with severe major 
depressive disorder with psychotic features: antidepressant and second-generation antipsychotic therapy versus antidepressant monotherapy. 
J Manag Care Specialty Pharm. 2016;22(5):588–596. doi:10.18553/jmcp.2016.22.5.588

16. Garrido MM, Boockvar KS. Perceived symptom targets of antidepressants, anxiolytics, and sedatives: the search for modifiable factors that 
improve adherence. J Behav Health Serv Res. 2014;41(4):529–538. doi:10.1007/s11414-013-9342-2

17. Vargas SM, Cabassa LJ, Nicasio A. Toward a cultural adaptation of pharmacotherapy: latino views of depression and antidepressant therapy. 
Transcult Psychiatry. 2015;52(2):244–273. doi:10.1177/1363461515574159

18. Martinez I, Interian A, Guarnaccia P. Antidepressant adherence among Latinos: the role of the family. Qual Res Psychol. 2013;10(1):63–85. 
doi:10.1080/14780887.2011.586102

19. Miasso AI, Telles Filho PCP, Borges TL, et al. Adherence to psychotropic medications and associated factors in primary health care. Issues Ment 
Health Nurs. 2016;37(10):775–783. doi:10.1080/01612840.2016.1214854

20. Gallagher SP, Insel K, Badger TA, Reed P. Antidepressant adherence in United States active duty Army Soldiers: a small descriptive study. Arch 
Psychiatr Nurs. 2018;32(6):793–801. doi:10.1016/j.apnu.2018.06.002

21. Gallimore C, Kushner K. A pharmacist-guided protocol for improved monitoring of patients on antidepressants. WMJ. 2013;112:3.
22. Heise BA, Van Servellen G. The nurse’s role in primary care antidepressant medication adherence”. J Psychosoc Nurs Ment Health Serv. 2014;52 

(4):48–57. doi:10.3928/02793695-20131126-08
23. Robinson P, Von Korff M, Bush T, Lin EHB, Ludman EJ. The impact of primary care behavioral health services on patient behaviors: a randomized 

controlled trial. Fam Syst Health. 2020;38(1):6–15. doi:10.1037/fsh0000474
24. Sirey JA, Bruce ML, Kales HC. Improving antidepressant adherence and depression outcomes in primary care: the treatment initiation and 

participation (TIP) program. Am Assoc Geriatric Psychiatry. 2010;18(6):548.
25. Sirey JA, Banerjee S, Marino P, et al. Adherence to depression treatment in primary care. JAMA Psychiatry. 2017;74(11):1129. doi:10.1001/ 

jamapsychiatry.2017.3047
26. Sirey JA, Woods A, Solomonov N, et al. Treatment adequacy and adherence as predictors of depression response in primary care. Am J Geriatric 

Psychiatry. 2020;28(11):1164–1171. doi:10.1016/j.jagp.2020.04.014
27. Deen TL, Fortney JC, Pyne JM. Relationship between satisfaction, patient-centered care, adherence and outcomes among patients in a collaborative 

care trial for depression. Adm Policy Mental Health Mental Health Services Res. 2011;38(5):345–355. doi:10.1007/s10488-010-0322-z
28. Serrano N, Monden K. The effect of behavioral health consultation of the care of depression by primary care clinicians. WMJ. 2011;110 

(3):113–118.
29. Sanchez K, Eghaneyan BH, Killian MO, Cabassa L, Trivedi MH. Measurement, education and tracking in integrated care (METRIC): use of 

a culturally adapted education tool versus standard education to increase engagement in depression treatment among Hispanic patients: study 
protocol for a randomized control trial. Trials. 2017;18(1). doi:10.1186/s13063-017-2109-y

30. Sanchez K, Eghaneyan BH, Killian MO, Cabassa LJ, Trivedi MH. Depression education fotonovela for engagement of Hispanic patients in 
treatment: a randomized clinical trial. BMC Psychiatry. 2022;21(1):635. doi:10.1186/s12888-021-03641-0

31. Jha MK, Grannermann BD, Trombello JM, et al. A structured approach to detecting and treating depression in primary care: vitalSign6 project. Ann 
Fam Med. 2019;17(4):326–335. doi:10.1370/afm.2418

32. Morris DW, Trivedi MH. Measurement-Based Care for Unipolar Depression. Curr Psychiatry Rep. 2011;13(6):446–458. doi:10.1007/s11920-011- 
0237-8

33. Trivedi MH, Jha MK, Kahalnik F, et al. VitalSign(6): a primary care first (PCP-First) model for universal screening and measurement-based care for 
depression. Pharmaceuticals. 2019;12(2):71. doi:10.3390/ph12020071

34. Kroenke K, Spitzer RL, Williams JB. The PHQ-9: validity of a brief depression severity measure. J Gen Intern Med. 2001;16(9):606–613. 
doi:10.1046/j.1525-1497.2001.016009606.x

35. Kroenke K, Spitzer RL. The PHQ-9: a new depression and diagnostic severity measure. Psychiatr Ann. 2002;32:509–521. doi:10.3928/0048-5713- 
20020901-06

36. Fried EI, Nesse RM. Depression is not a consistent syndrome: an investigation of unique symptom patterns in the STAR*D study. J Affect Disord. 
2015;172:96–102. doi:10.1016/j.jad.2014.10.010

37. Fried EI, Nesse RM. Depression sum-scores don’t add up: why analyzing specific depression symptoms is essential. BMC Med. 2015;13. 
doi:10.1186/s12916-015-0325-4

38. Huang FY, Chung H, Kroenke K, Delucchi KL, Spitzer RL. Using the Patient Health Questionnaire-9 to measure depression among racially and 
ethnically diverse primary care patients. J Gen Intern Med. 2006;21(6):547–552. doi:10.1111/j.1525-1497.2006.00409.x

39. Killian MO, Sanchez K, Eghaneyan BH, Cabassa LJ, Trivedi MH. Profiles of depression in a treatment-seeking Hispanic population: psychometric 
properties of the Patient Health Questionnaire-9. Int J Methods Psychiatr Res. 2020;2:1–11.

40. Spitzer RL, Kroenke K, Williams JBW, Löwe B. A Brief measure for assessing generalized anxiety disorder: the GAD-7. Arch Intern Med. 
2006;166(10):1092–1097. doi:10.1001/archinte.166.10.1092

41. Mills SD, Fox RS, Malcarne VL, Roesch SC, Champagne BR, Sadler GR. The psychometric properties of the Generalized Anxiety Disorder-7 
scale in Hispanic Americans with English or Spanish language preference. Cultur Divers Ethnic Minor Psychol. 2014;20(3):463–468. doi:10.1037/ 
a0036523

42. Weathers FW, Litz BT, Keane TM, et al. The PTSD checklist for DSM-5 (PCL-5). Scale available from the National Center for PTSD; 2013. 
Available from: www.ptsd.va.gov. Accessed December 15, 2022.

43. Miles JN, Marshall GN, Schell TL. Spanish and English versions of the PTSD Checklist-Civilian version (PCL-C): testing for differential item 
functioning. J Trauma Stress. 2008;21(4):369–376. doi:10.1002/jts.20349

https://doi.org/10.2147/JMDH.S387218                                                                                                                                                                                                                                

DovePress                                                                                                                                         

Journal of Multidisciplinary Healthcare 2022:15 3036

Kunz-Lomelin et al                                                                                                                                                  Dovepress

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.1002/da.22532
https://doi.org/10.1007/s00127-012-0497-6
https://doi.org/10.1176/appi.ps.201500120
https://doi.org/10.18553/jmcp.2016.22.5.588
https://doi.org/10.1007/s11414-013-9342-2
https://doi.org/10.1177/1363461515574159
https://doi.org/10.1080/14780887.2011.586102
https://doi.org/10.1080/01612840.2016.1214854
https://doi.org/10.1016/j.apnu.2018.06.002
https://doi.org/10.3928/02793695-20131126-08
https://doi.org/10.1037/fsh0000474
https://doi.org/10.1001/jamapsychiatry.2017.3047
https://doi.org/10.1001/jamapsychiatry.2017.3047
https://doi.org/10.1016/j.jagp.2020.04.014
https://doi.org/10.1007/s10488-010-0322-z
https://doi.org/10.1186/s13063-017-2109-y
https://doi.org/10.1186/s12888-021-03641-0
https://doi.org/10.1370/afm.2418
https://doi.org/10.1007/s11920-011-0237-8
https://doi.org/10.1007/s11920-011-0237-8
https://doi.org/10.3390/ph12020071
https://doi.org/10.1046/j.1525-1497.2001.016009606.x
https://doi.org/10.3928/0048-5713-20020901-06
https://doi.org/10.3928/0048-5713-20020901-06
https://doi.org/10.1016/j.jad.2014.10.010
https://doi.org/10.1186/s12916-015-0325-4
https://doi.org/10.1111/j.1525-1497.2006.00409.x
https://doi.org/10.1001/archinte.166.10.1092
https://doi.org/10.1037/a0036523
https://doi.org/10.1037/a0036523
http://www.ptsd.va.gov
https://doi.org/10.1002/jts.20349
https://www.dovepress.com
https://www.dovepress.com


44. Interian A, Ang A, Gara MA, Link BG, Rodriguez MA, Vega WA. Stigma and depression treatment utilization among Latinos: utility of four 
stigma measures. Psychiatr Serv. 2010;61(4):373–379. doi:10.1176/ps.2010.61.4.373

45. Cabassa LJ, Hansen MC, Palinkas LA, Ell K. Azucar y nervios: explanatory models and treatment experiences of Hispanics with diabetes and 
depression. Soc Sci Med. 2008;66(12):2413–2424. doi:10.1016/j.socscimed.2008.01.054

46. Ell K, Xie B, Kapetanovic S, et al. One-year follow-up of collaborative depression care for low-income, predominantly Hispanic patients with 
cancer. Psychiatr Serv. 2011;62(2):162–170. doi:10.1176/ps.62.2.pss6202_0162

47. Fiscella K, Franks P, Doescher MP, Saver BG. Disparities in health care by race, ethnicity, and language among the insured: findings from 
a national sample. Med Care. 2002;40(1):52–59. doi:10.1097/00005650-200201000-00007

48. Weinick RM, Jacobs EA, Stone LC, Ortega AN, Burstin H. Hispanic healthcare disparities: challenging the myth of a monolithic Hispanic 
population. Med Care. 2004;42(4):313–320. doi:10.1097/01.mlr.0000118705.27241.7c

49. Lopez V, Sanchez K, Killian MO, Eghaneyan BH. Depression screening and education: an examination of mental health literacy and stigma in 
a sample of Hispanic women. BMC Public Health. 2018;18(1):646. doi:10.1186/s12889-018-5516-4

50. Sanchez K, Killian MO, Eghaneyan BH, Cabassa LJ, Trivedi MH. Culturally adapted depression education and engagement in treatment among 
Hispanics in primary care: outcomes from a pilot feasibility study. BMC Fam Pract. 2019;20(1):140. doi:10.1186/s12875-019-1031-7

Journal of Multidisciplinary Healthcare                                                                                             Dovepress 

Publish your work in this journal 
The Journal of Multidisciplinary Healthcare is an international, peer-reviewed open-access journal that aims to represent and publish research in 
healthcare areas delivered by practitioners of different disciplines. This includes studies and reviews conducted by multidisciplinary teams as well 
as research which evaluates the results or conduct of such teams or healthcare processes in general. The journal covers a very wide range of areas 
and welcomes submissions from practitioners at all levels, from all over the world. The manuscript management system is completely online and 
includes a very quick and fair peer-review system. Visit http://www.dovepress.com/testimonials.php to read real quotes from published authors.  

Submit your manuscript here: https://www.dovepress.com/journal-of-inflammation-research-journal

Journal of Multidisciplinary Healthcare 2022:15                                                                             DovePress                                                                                                                       3037

Dovepress                                                                                                                                                  Kunz-Lomelin et al

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.1176/ps.2010.61.4.373
https://doi.org/10.1016/j.socscimed.2008.01.054
https://doi.org/10.1176/ps.62.2.pss6202_0162
https://doi.org/10.1097/00005650-200201000-00007
https://doi.org/10.1097/01.mlr.0000118705.27241.7c
https://doi.org/10.1186/s12889-018-5516-4
https://doi.org/10.1186/s12875-019-1031-7
https://www.dovepress.com
http://www.dovepress.com/testimonials.php
https://www.facebook.com/DoveMedicalPress/
https://twitter.com/dovepress
https://www.linkedin.com/company/dove-medical-press
https://www.youtube.com/user/dovepress
https://www.dovepress.com
https://www.dovepress.com

	Introduction
	Non-Adherence Risk Factors
	Integrated Health Care Models

	Methods
	Procedure
	Instrumentation
	Demographics
	Patient Adherence Questionnaire (PAQ)
	Patient Health Questionnaire-9 (PHQ-9)
	Generalized Anxiety Disorder-7 (GAD-7)
	Post-Traumatic Stress Disorder Checklist (PCL-C)
	Latino Scale for Antidepressant Stigma (LSAS)
	Analysis


	Results
	Participants
	AD Medication
	Predictors of Adherence

	Discussion
	Limitations and Future Research
	Conclusion
	Abbreviations
	Data Sharing Statement
	Ethics Approval and Informed Consent
	Funding
	Disclosure

