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Conceptual Models of Treatment 

in Depressed Hispanic Patients

ABSTRACT
PURPOSE Though patient variables are likely to play an important role in the 
undertreatment of depression, little is known of patients’ perceptions of standard 
depression treatments. In an effort to understand their perspective, we investi-
gated depressed Hispanic patients’ perceptions of primary care treatments and 
the specifi c benefi ts associated with them.

METHODS We undertook semistructured interviews with 121 depressed Hispanic 
medical patients waiting for their appointments. We developed and implemented 
a coding scheme using standard iterative procedures.

RESULTS More than one half of the patients viewed physician consultation and 
medication as helpful. Almost all patients considered psychotherapy to be help-
ful. Supportive talk was the most commonly mentioned specifi c benefi t of physi-
cian consultation. The most common benefi t of medication was its anxiolytic, 
sedative effect; energizing effects were less common. The most common benefi ts 
associated with psychotherapy included support, advice, and catharsis. Patients 
currently taking medication for depression had a more favorable view of phar-
macological treatment; differences by language of interview were noted.

CONCLUSIONS Patients’ perceptions of the specifi c effi cacies of depression treatment 
did not match priorities implicit in current treatment guidelines. Such perceptions 
may play a key role in shaping patients’ decisions to initiate and maintain treatment. 

Ann Fam Med 2006,4:527-533. DOI: 10.1370/afm.579.

INTRODUCTION

D
epression is one of the most prevalent problems in primary care 

settings.1,2 Current guidelines for the treatment of depression in pri-

mary care settings emphasize physician diagnosis and the provision 

of technical, especially pharmacological, treatments; but most depressed 

patients in primary care settings do not receive guideline-concordant care.3-7 

Undertreatment is especially common among ethnic minority patients.8-11 

To date, most studies investigating these issues have either examined 

the expertise or sensitivity of the physician in diagnosing and treating 

depression12-15 or assessed interventions designed to address physician be-

havior.16-18 Though these approaches are useful, they downplay the active 

role of the patient in managing depression. Yet studies investigating barri-

ers to treatment from the physician’s perspective fi nd that patient variables 

are a major factor in the decision not to diagnose or treat.19,20

In general, there has been little study of primary care patients’ conceptual 

models of depression and its treatment.21 Survey studies of health beliefs 

about depression in the general population suggest that many people concep-

tualize depression in terms that differ sharply from contemporary biopsychi-

atric models,22,23 and they have doubts about the effi cacy of pharmacological 

and psychotherapeutic treatments for depression.24 Evidence suggests that 

both ethnic minorities and those of lower socioeconomic status are more 

likely than white middle-class patients to conceptualize depression as a social 

or life problem and to fi nd pharmacological treatment unacceptable.25-27 
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The data reported in this article were collected as 

part of a larger study of conceptual models of depres-

sion in a group of low-income, unacculturated Hispanic 

patients. This report examines conceptual representa-

tions of the standard treatments available in primary 

care settings: physician consultation, counseling, and 

medication. We focused on patients’ perceptions of 

the specifi c effi cacies of these treatments, that is, the 

precise nature of treatment benefi ts. We also examined 

whether treatment experience and acculturation (as 

indicated by language of interview) infl uenced patients’ 

perceptions of treatment effi cacy.

METHODS
The study was conducted in 2 primary care health 

centers in the Bronx, New York. Consecutive patients 

of self-reported Hispanic ethnicity were approached 

while they were waiting for their appointments. 

Patients judged to be cognitively impaired or confused 

at the time of interview were excluded. 

Screening Measure
After participating in an informed consent process, 

patients were screened for depression using the Patient 

Health Questionnaire (PHQ-9), the depression scale 

from the PRIME-MD Patient Health Questionnaire, 

in English or Spanish.28,29 Patients meeting criteria 

for major depression or “other depression” (a cardinal 

symptom plus at least 1 other depressive symptom) 

were invited to participate in the study. 

Perceptions and Experiences of Treatment for 
Depression Interview
The fi rst part of the interview included questions 

about the patient’s experiences of medication, coun-

seling, and physician consultation For each type of 

treatment experienced, patients were asked to describe 

whether the treatment was “helping.” They were then 

asked to describe the specifi c benefi ts of the treatment, 

or, if the treatment was not helping, to explain why 

not. In the second part of the interview, patients were 

asked to describe their general perceptions of depres-

sion treatments. The interview guide can be found 

online as a Supplemental Appendix at: http://www.

annfammed.org/cgi/content/full/4/6/527/DC1) . 

The interview took 15 minutes to complete. 

Because the interviews took place in examination 

rooms and were subject to frequent interruption, tap-

ing was deemed unfeasible. Interviewers took verbatim 

notes and transcribed patients’ responses immediately 

following the interview. Interviewers were experienced 

qualitative interviewers who had received training in 

verbatim note-taking and transcription. 

In addition, we administered a demographics ques-

tionnaire. The language of interview was also recorded.

Analysis
A combination of template and editing approaches was 

used to develop the coding scheme.30 A list of themes 

based on prior research fi ndings was prepared. With 

the list of themes in hand, the fi rst author read through 

50% of the transcripts. During this initial coding phase, 

new themes emerged and were added to the list, result-

ing in a preliminary coding scheme. The second author 

then coded the entire data set using the coding scheme. 

Several additional themes emerged at this stage. In a 

fi nal step, the second author recoded the data set using 

the revised coding list. Any ambiguous coding decisions 

were resolved through discussion between the 2 authors. 

Once fi nal coding decisions were reached, coding 

categories were given numeric labels and were entered 

into SPSS software (version 11, SPSS Inc, Chicago,Ill). 

Though inferential statistical techniques were deemed 

inappropriate for a descriptive, non–hypothesis-testing 

design of this type, simple frequencies were generated to 

prepare a detailed description of the data. We also per-

formed a subgroup comparison to examine whether per-

ceptions of treatment differed according to (1) whether 

the participant reported current or previous experience 

of treatment, and (2) the language of interview.

RESULTS
The Sample
Demographic data collected from participants (Table 1) 

suggests a low-income, relatively unacculturated group. 

Table 1. Demographic Characteristics 
of Study Sample

Characteristic Range Mean

Age, years 18-73 44

Education, years 0-18 10.1

Income, $ 0-10,000 to 
50,000-100,000

0-10,000

PHQ-9 score (SD) 6-25 15 (5.2)

Female, % 77 −

Works outside the home, % 37 −

Language of interview, %

Spanish

English

51

49

−

−
Place of birth, %

Puerto Rico

Dominican Republic

United States

Other

33

25

30

12

−

−

−

−

PHQ-9 = Patient Health Questionnaire, from the PRIME-MD Patient Health 
Questionnaire.
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The mean PHQ-9 score was 15, which lies in the mod-

erate to moderately severe range.

Treatment Experiences
As a group, participants had experience with depres-

sion treatment (Table 2). Forty-two percent reported 

that they had discussed their depression with their 

physician. Of these, about one half reported receiving 

advice or counseling from their physicians; medication 

and referral were less common. Nearly one half were 

in active treatment for their depression, while an addi-

tional one third reported past treatment. 

Barriers to Treatment

Many participants offered information about potential 

barriers to treatment. The most common problems 

included fi nancial problems, lack of time, and physical 

health problems. 

“I have no insurance, but I can’t pay [a therapist] 

regardless.… I am the only supporter of the house and 

I’m supporting a lot of people” (Patient 75).

“The social worker used to go to my house but not 

anymore because my health [insurance] does not pay 

for it anymore” (Patient 86).

“I have too many things at the same time, too many 

physical specialists, so I have a lack of time and energy. 

I have to prioritize and focus” (Patient 35).

Though stigma is commonly considered an impor-

tant barrier to treatment for depression,19,20,31 only 

5 mentioned stigma-related themes, such as embarrass-

ment or privacy concerns.

Perceptions of Depression Treatment 
In general, patients were hopeful about treatments 

available in primary care settings, including physician 

consultation, medication, and especially psychotherapy/

counseling (Table 3). Self-help strategies, such as prob-

lem solving and lay consultation, were also viewed as 

helpful.

Physician Consultation

Given the current guidelines’ emphasis on the physician 

diagnosis as a necessary prerequisite to treatment, we 

were interested to know how patients thought physicians 

would be able to help them with depression. The most 

commonly mentioned help that physicians could offer was 

supportive talk: advice, guidance, and comfort (Table 4). 

“I can talk to my doctor about my problems. She 

gives me guidance. I also can e-mail her, and we call 

each other on the phone” (Patient 93).

“Even though they are not for that, when I tell him 

how I feel, he tells me what I could eat, [what medicine 

I could] take to feel better. I trust him” (Patient 118).

“Yes, I would get advice, guidance on what is good 

and bad. The doctors would tell me what I must think, 

not only about my problems” (Patient 24).

A much smaller group said physicians were help-

ful because they offered medication, mental health 

referrals, or treatment for physical problems causing 

depression. Most patients who had been helped by their 

physicians described multiple healing experiences:

“The migraines make my depression worse because 

I lay down in my room in the dark and start thinking 

about my life. My doctor listens to me. She prescribes 

Table 2. Treatment Experiences of Study
Patients (n = 121)

Experience No. (%)

Currently in treatment 51 (42)

Received treatment in the past (not currently 
in treatment)

Took medications in past

Received therapy in past

40 (33)

16 (13)

34 (26)

Has discussed depression with physician 51 (42)

Received intervention from physician 50 (42)

Received prescription 18 (15)

Received counseling 30 (25)

Received referral from physician 19 (16)

Table 3. Patients’ Perceptions of the Helpfulness 
of Treatment (n = 121)

Perception of Treatment No. (%)

Medication  

Would be helpful

Maybe or not sure

65 (54)

17 (19)
Therapy or counseling  

Would be helpful

Maybe or not sure 

105 (88)

9 (8)
Discussing depression with my physician  

Would be helpful

Maybe or not sure

75 (62)

10 (8.4)
Self-help strategies that would help  

 Taking care of current problems in living 51 (42)

 Talking with people more about my feelings 57 (48)

Table 4. Perceived Benefi ts of Physician 
Consultation Among Patients Who Thought 
Consultation Would be Helpful, or Were Not 
Sure (n = 85)

Perceived Benefi t No. (%)

Physicians help because they give advice or guidance 43 (50)

Physicians help because they talk to me 12 (14)

Physicians help because they offer antidepressant 
medication

27 (32)

Physicians help by giving mental health referrals 22 (26)

Physicians help with physical problems that cause 
depression

12 (14)
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medication for my migraines and she believes in me” 

(Patient 101).

“When I see him, he tries to help me. He referred 

me to a psychiatrist. He encourages and advises me. 

He asked if I had spoken to a priest” (Patient 34).

Among participants who said that physicians were 

not helpful, about one half said their doctors were con-

cerned only with physical problems; others noted that 

the doctor could not change their basic life situation:

“I don’t show my problems [to my doctor]. I deal 

with them as they come, because they’ll always keep 

on coming. Nothing can change the fact that my 

mother passed away” (Patient 21).

“[My depression] depends on [my] school situation. 

I keep things private from my doctor. She really doesn’t 

understand. She [focuses on] the physical” (Patient 4).

“My sadness comes from problems at home with 

my brother. The doctor cannot help with that. He can 

only help with health problems” (Patient 111).

Specifi c Effi cacies of Medication 

We classifi ed responses into 3 categories (Table 5). 

The fi rst category was sedative effects (calming, relax-

ing, helping with sleep); the second was tonic effects 

(energizing, improving productivity, helping with con-

centration); the third was euthymic effects (responses 

indicating a reduction in sadness or improvement in 

mood). Nearly one half of participants indicated that 

medication would have helpful sedative effects. Most 

of these emphasized that medication could help them 

calm down in the face of real-life problems. 

 “Medicine could help … me to relax when I’m down 

and worrying about so many things” (Patient 102).

“Medications help me to sleep because I don’t think 

about my problems” (Patient 72).

A much smaller group suggested that medication 

could have tonic effects, helping them to have more 

energy, concentrate, or get more done. 

“It makes me feel normal, stabilized. I gain energy 

and at night it helps me sleep” (Patient 101).

“Prozac gives me energy and helps me get out of 

bed” (Patient 105).

 Three persons mentioned that medication could 

help you stop crying, but no other specifi c euthymic 

effects were described.

“It maintains me and I don’t cry as often” (Patient 99).

Problems With Medication

Side effects have often been proposed as a major rea-

son that patients refuse or drop out of treament.4,5 In 

this study, side effect concerns were less common than 

doubts about treatment effi cacy. Of the 38 patients 

who mentioned side effects, the most common concern 

was that antidepressants made a person feel sedated:

“They kind of just get you sleepy and drug you out. 

They make you worse. You feel like you are in another 

world” (Patient 59).

“The medication just put me to sleep. It didn’t 

help because it made me more lazy and that just made 

things worse” (Patient 117).

A smaller group expressed concerns about 

addiction. 

“I have a friend taking meds. They help to relax her 

sometimes, but she is now an addict and feels worse” 

(Patient 32).

“Pills help momentarily, but the truth is still there. 

People become dependent on pills for their problems” 

(Patient 80).

A common reason for dissatisfaction with medica-

tion was the belief that it did not work because it did 

not address the interpersonal or social problems caus-

ing the depression:

“I don’t have a chemical imbalance. I feel this way 

when something is happening in my life” (Patient 121).

“Sometimes it’s not a medical problem, the depres-

sion is caused by personal problems that need to be 

solved. I tried [pills] before and they did not help” 

(Patient 106).

“No, this is not for medicine. This is an internal 

worry that has to pass.… My main problem is my son” 

(Patient 40).

Psychotherapy and Counseling 

As noted, the great majority of participants asserted 

that their depression could be helped by psycho-

therapy or counseling (Table 6). When we asked about 

Table 5. Perceived Effi cacies of Medication, 
Among Patients Who Said Medication Would be 
Helpful, or Were Not Sure (n = 83)

Effi cacy No. (%)

Sedative effects (calming, relaxing, helping with sleep) 47 (56)

Tonic (energizing, helping person work more, concen-
trate better)

18 (21)

Mood improvement (“helps you stop crying”) 3 (4)

Table 6. Perceived Effi cacies of Psychotherapy/
Counseling, Among Those Who Thought It 
Would be Helpful, or Were Not Sure (n = 114)

Effi cacy No. (%)

Speaking intimately in a supportive setting 72 (63)

Getting things off your chest 64 (56 )

Giving advice or helping to make decisions 52 (46)

Resolving past issues 6 (5)

Changing your behavior 13 (11)

Changing your thinking 19 (17)
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specifi c effi cacies of therapy, we found that speaking 

intimately in a supportive setting was most commonly 

considered to be helpful for depression. 

“Yes, many times a person has blocks of speaking 

about personal things because they don’t trust a friend. 

You can talk and feel better to talk about what is 

inside. Their friendly words can make you feel better” 

(Patient 52).

Catharsis—getting things off your chest—was a 

commonly mentioned specifi c effi cacy:

“You can speak to the counselor about what is hap-

pening and use them as an outlet—if not, you feel 

you’re going to explode” (Patient 106).

“By seeing a counselor, you talk about whatever 

is on your mind. You get rid of everything you don’t 

want to tell your family” (Patient 46).

Advice and guidance were also frequently mentioned: 

“Because that is their fi eld, they know how to inter-

vene in a crisis. They set plans and goals to achieve a 

… long-term focus on the problem” (Patient 97).

“They can help by giving advice and being able to 

help someone think in a positive way, to think and feel 

better. It would help anybody. Advice is good to any-

body” (Patient 36).

In addition to these benefi ts, a much smaller group 

suggested effi cacies related to specifi c psychothera-

peutic paradigms, such as increased self-awareness or 

insight, or cognitive-behavioral change.

“They can help me with stress because I am hav-

ing problems with my partner. I take out my stress on 

him—I even caused our wedding to be called off. I 

need to learn to deal with it better.… They can tell me 

how to approach the problem and what to do in cer-

tain situations” (Patient 102).

Though somatization is often proposed as a bar-

rier to treatment in primary care,1,31 only 6 patients felt 

that therapy would not be helpful because theirs was a 

physical problem. 

“My feeling of weakness is not a psychological prob-

lem, it’s more due to my recent surgery” (Patient 112).

Subgroup Analysis
In the next phase of the analysis, we examined whether 

experience of treatment, medication, or counseling and 

therapy affected perceptions of effi cacy. Of the 38 cur-

rently taking medication, unsurprisingly, 79% felt it 

to be helpful, a considerably higher proportion than 

the overall group. Perceptions of treatment effi cacies 

were similar to those of the overall sample: patients 

were more than twice as likely to ascribe sedative, than 

energizing, effects, and there was little mention of 

euthymic effects. Participants currently in psychother-

apy did not differ in perceptions of general effi cacy or 

specifi c effi cacies from the overall sample.

We next examined those who reported previous 

experience with treatment. Perceptions of general and 

specifi c effi cacy resembled those of the larger sample. 

Language 
Based on the notion that language of interview is a 

proxy for acculturation, we divided the sample into 

English and Spanish speakers and examined their treat-

ment experiences and conceptual models separately. 

Nearly one half (47%) of Spanish speakers were cur-

rently in treatment as opposed to 34% of English 

speakers. Spanish and English speakers did not differ 

in perceptions of the effi cacy of physician consultation 

and psychotherapy or counseling. When we looked 

at perceptions of pharmacological effi cacy, however, 

one major difference did emerge. Though English and 

Spanish speakers were equal in their perception that 

pharmacotherapy would have sedative effects (40% vs 

37%), English speakers were twice as likely as Spanish 

speakers to believe that medication would have tonic 

effects, making them more active, energetic, or able to 

concentrate (21% vs 10%, respectively).

DISCUSSION
This exploratory study used qualitative methods to 

elicit experiences and perceptions of treatment in a 

group of low-income Hispanic medical patients with a 

diagnosis of depression. Most were either in treatment 

or had been in treatment in the past. The majority 

thought their primary care physician could be helpful 

in treating their depression. Three quarters thought 

medication could be helpful or were not sure. A larger 

proportion was optimistic about the benefi ts of coun-

seling, refl ecting other fi ndings in the research litera-

ture.32 Participants currently in treatment were more 

likely to view it as effi cacious. 

This study probed further than most reported in 

the literature in that it investigated, not only the types 

of treatments that were acceptable to participants, 

but also the specifi c effi cacies associated with these 

treatments. In describing the benefi ts of physician con-

sultation, patients more often described the benefi ts 

of conversation than those of medication prescription 

and mental health referral. The most common specifi c 

effi cacy associated with medication was its sedative, 

anxiolytic effects. Tonic, energizing effects were expe-

rienced or anticipated by relatively few. There was 

little mention of euthymic effects. For psychotherapy, 

nonspecifi c effects related to the benefi ts of talking, 

such as comfort, advice, and catharsis, were the most 

common perceived treatments. 

These fi ndings contrast with current guidelines 

for depression treatment, which derive from a disease 
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model of depression that emphasizes diagnosis and the 

provision of technical treatments. Our participants’ 

emphasis on supportive talk with the physician as an 

effective treatment for depression suggests a possible 

gap between patients’ priorities and those implied in the 

guidelines. Almost nothing is known about the thera-

peutic effects associated with physicians’ conversations 

with depressed patients—or indeed, about the actual 

content of these conversations. Results of the present 

study suggest that they warrant further investigation. 

Our fi ndings also contrast with representations 

of specifi c effi cacies in the popular media and profes-

sional literature. For example, direct-to-consumer 

advertising campaigns tend to emphasize the euthymic 

effects of antidepressants, exemplifi ed by the famous 

Prozac advertisement: a small tree receives a drenching 

shower on the fi rst page but basks in sunshine on the 

next. A common theme in mainstream representations 

of antidepressants is that they enhance productivity 

and sociability. Peter Kramer, in Listening to Prozac, was 

one of the fi rst to claim that some classes of antidepres-

sants make people “better than well.”33 These themes 

are rarely mentioned in our participants’ reports.

Findings also contrast with the claims of specifi c psy-

chotherapeutic theories. Practitioners within different 

theoretical paradigms, such as psychodynamic or cog-

nitive-behavioral therapy, tend to emphasize different 

effi cacies, ranging from insight, to behavior change, to 

problem solving.34,35 Taken as a whole, however, outcome 

research suggests that the effectiveness of most therapies 

derive from nonspecifi c elements, such as interpersonal 

support, empathy, and the activation of hope.34 These 

nonspecifi c effects were refl ected in participants’ percep-

tions of treatment effi cacies for psychotherapy, which 

emphasized support, advice, and catharsis. Such non-

specifi c aspects of therapeutic talk are part of a tradition 

of verbal healing that long precedes the development of 

modern psychotherapeutic paradigms.36 

 Because concepts of specifi c effi cacy did not 

appear to differ between patients in treatment and 

those not in treatment, our results cannot be explained 

by patients’ lack of treatment experience. One possible 

explanation for patients’ emphasis on anxiolytic effects 

is that a large proportion was taking a tricyclic anti-

depressant rather than a selective serotonin reuptake 

inhibitor (SSRI). Though it is often assumed that the 

tricyclic antidepressants are more effective anxiolytics 

than the SSRIs, recent reviews have found no differ-

ences between the 2 classes of medication.37,38 

Another possibility is that the experience of specifi c 

treatment effi cacies may be shaped by cultural factors. 

In the present analysis, we found that Spanish-speak-

ing participants were only one half as likely as English 

speakers to perceive tonic, energizing effects of medica-

tion. In the absence of comparative, cross-cultural data, 

it is diffi cult to gauge the extent of culture’s infl uence 

on perceptions of treatment effi cacies. One interesting 

possibility, however, is that expected treatment effi ca-

cies refl ect the values of a particular cultural milieu. In 

the present case, the focus on activation among English 

speakers may refl ect middle-class American cultural 

emphases on productivity and performance. 

Appreciation of the widespread problem of under-

treatment in depression has led to a new interest in 

the infl uences of patient preferences on adherence and 

dropout.39-41 The results of our preliminary study sug-

gest that perceptions of specifi c effi cacies may repre-

sent an important extension of the concept of treatment 

preferences. When patients do not fi nd the specifi c 

benefi ts they are looking for—whether sedative effects 

or emotional support—they may withdraw from treat-

ment regardless of their initial treatment preference. 

More research is needed to understand these issues.

More research is needed, too, on the actual experi-

ences of patients currently in treatment for depression. 

Since depression treatment is empirical, directed at symp-

toms rather than underlying disease process, patients’ 

perceptions of effi cacy should be an important guide to 

understanding how such treatment actually helps. As 

research on treatment for depression shifts from random-

ized-controlled trials evaluating effi cacy toward studies 

in real-life clinical settings that assess effectiveness, we 

must be sure that we have listened enough to depressed 

patients to know how to ask the right questions.

To read or post commentaries in response to this article, see it 
online at http://www.annfammed.org/cgi/content/full/4/6/527. 
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