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Abstract Diagnosing and treating depression in a pri-

mary care practice is an important, yet difficult task,

especially for safety-net practices serving the uninsured. In

the United States healthcare system, there is a mismatch

between the need for mental health care and access to

services. This disparity is most striking among the unin-

sured. Mental health disorders are more prevalent among

the uninsured, and even when diagnosed with mental ill-

ness, they are less likely to obtain necessary treatment than

insured patients. Given the increasing burden of depression

on society, growing numbers of uninsured and negative

repercussions of untreated mental illness, improvements in

screening and management protocols are becoming more

important in primary care practices serving this population.

The quality of depression treatment at commercial and

public insurance plans in New York City (NYC) and New

York State (NYS) were compared to that of the East

Harlem Health Outreach Partnership (EHHOP), the stu-

dent-run clinic of the Mount Sinai School of Medicine.

Based on the comparison, the study made recommenda-

tions for an integrated, on-site mental health service pro-

gram at the community health clinic. A cohort of 49

depressed patients were evaluated and treated at the EH-

HOP clinic. The quality of the mental health care was

evaluated according to variables from the Healthcare

Effectiveness Data and Information Set (HEDIS). Indica-

tors of quality included demographics, method of diagno-

sis, type of pharmacological treatment, referral to specialty

care, patient adherence to follow-up care and adherence to

pharmacologic treatment. When compared to insured

patients in NYS, more EHHOP patients had the appropriate

number of physician contacts after being diagnosed with

depression than patients with commercial health plans

(P = 0.008) and Medicaid (P = 0.09). Similarly, a greater

number of EHHOP patients had better acute phase

(P = 0.001; P = 0.096) and continuous phase (P = 0.049;

P = 0.88) pharmacologic treatment than patients with

commercial health plans and Medicaid, respectively. EH-

HOP meets and, in some areas, exceeds the quality of

depression treatment when compared to insured popula-

tions. Even though EHHOP already surpasses these indi-

cators, the clinic can improve its diagnostic capabilities,

prescription medication adherence, and referral care fol-

low-through by creating an on-site mental health clinic.
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Background

Though many patients initially seek treatment for depres-

sion from their primary care provider (PCP) [1, 2], there

are multiple obstacles to diagnosing and treating depres-

sion in a primary care setting [3]. Without expert training,

depression is often difficult to diagnose because it lacks

easily quantifiable measures [5]. PCPs face low reim-

bursement rates for providing mental health care [4], which
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may directly limit the time spent with patients. Further, the

inadequacy of supportive infrastructure within primary

care clinics makes it difficult for even highly trained phy-

sicians to provide long-term follow-up and adequate edu-

cation for patients with depression [6].

Depressed patients who have low income, no health

insurance and chronic medical conditions constitute espe-

cially vulnerable populations to treat in the primary care

setting [7–9]. Even if successful in establishing care, lim-

ited financial resources often prevent these patients from

filling prescription medications and returning for follow-up

appointments or referrals [7, 8, 10]. Non-adherence to

medications has been shown to lead to more frequent

episodes and relapses of depression [11]. The uninsured

face more than financial obstacles in obtaining mental

health care. Systemic barriers make uninsured patients with

depression approximately half as successful at making

appointments for urgent psychiatric referral care when

compared to those insured [12, 13]. Furthermore, co-mor-

bid chronic ailments in combination with depression may

make uninsured patients less functionally able to adhere to

physician recommendations [14–16], thereby making them

less likely to obtain standard-of-care treatment.

As a subset of these patients, Hispanic and immigrant

patients face additional independent barriers to receiving

adequate mental health care. Underutilization of mental

health care resources by Hispanic patients is well-described

in the literature [17, 18]. Geographical isolation from ade-

quate mental health services, the cultural stigma of mental

health care and the lack of culturally competent providers all

contribute to the profound vulnerability of Hispanic patients

with mental illness [18, 19]. Additionally, adult immigrants

are twice as likely to be uninsured than US-born patients

secondary to language barriers, low socioeconomic status

and lack of familiarity with the health care system [20].

As a student-run, attending-directed, free clinic, EHHOP

provides primary health care and mental health care for

East Harlem’s highly disadvantaged uninsured residents,

who are predominantly indigent, immigrant, Hispanic, and

uninsured. Eight percent of East Harlem residents experi-

ence psychological distress, including depression, which is

twice the rate seen in Manhattan overall [21]. More East

Harlem residents live below the poverty line and are

uninsured than in all five boroughs of NYC combined [21].

EHHOP patients are predominantly Hispanic immigrants

from Central and South America—83% of the clinic’s

patients are Hispanic, 35% emigrated from Mexico and

smaller percentages from Equador, Puerto Rico, Domini-

can Republic, El Salvador, Brazil and Argentina [29]. This

population experiences many psychosocial stressors and is

at high risk for inadequate treatment for depression.

EHHOP is one of many growing additions to the fabric of

safety-net providers nationally serving the uninsured in

urban and rural communities [30]. EHHOP is open Saturdays

by appointment and is staffed by medical students, physician

volunteers and paid social workers. Spanish-speaking

patients are seen by Spanish-speaking clinicians or with the

use of interpreter telephones. In addition to providing pri-

mary care, the clinic ensures access to prescription medica-

tions via pharmaceutical company charity programs, private

donations and through a discount program with the Mount

Sinai Hospital pharmacy. Basic laboratory tests are pro-

cessed through the hospital’s laboratory services. The clinic

makes referrals to specialists, such as psychiatrists, within

the Mount Sinai Hospital. While it pays for all initial spe-

cialty care visits, future visits are paid for out-of-pocket

based on a sliding scale assessment made by the Mount Sinai

Resource Entitlement and Advocacy Program [31].

This study evaluated the quality of mental health care

that EHHOP provides for its depressed patients compared

to depressed patients insured by NYS Medicaid and com-

mercial health plans. Student-run free clinics, like other

free clinics, face severe resource limitations that make

meeting standards-of-care exponentially more challenging.

As the number of these clinics grow, they simultaneously

face scrutiny as quality health providers for vulnerable

medically isolated populations [30]. No existing literature

describes the quality of mental healthcare for uninsured

populations in student-run free clinics. This study, there-

fore, represents a unique contribution to the fields of

mental health, public health and medical education.

Methods

Screening

The EHHOP patient electronic data base was searched for

the terms ‘depression,’ ‘dysthymia,’ ‘anxiety,’ ‘adjustment,’

‘domestic violence,’ ‘major depressive disorder,’ ‘psychia-

trist’ and ‘psychologist.’ Patients whose database entries

included such terms had their paper charts reviewed in order

to indentify EHHOP patients with depression. Patients were

included in the study if their charts indicated an International

Statistical Classification of Diseases and Related Health

Problems (ICD-9) code for depression, a prescription for

antidepressants, or a referral to a mental health specialist for

treatment of depression. Because of clinic inclusion criteria,

all patients were 22 years and older and resided in East

Harlem. The dates of their initial diagnosis and treatment

were determined to range from 5/4/2004 to 6/30/2008.

The patients with depression were subsequently divided

into acute versus chronic cases of depression based on

guidelines set by the Healthcare Effectiveness Data and

Information Set (HEDIS) parameters. HEDIS parameters

are commonly used to evaluate the quality of healthcare
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provided by Medicaid and commercial health plans.

Patients with a 120-day (4-month) negative diagnosis his-

tory on or before the date of presentation to clinic and a

90-day (3-month) negative medication history on or before

the date of presentation to clinic were considered to have

an acute diagnosis of depression.

Data Collection

Clinical data regarding patient treatment was abstracted

into an encrypted electronic database developed for this

study in Microsoft Access. In addition to the HEDIS

variables, demographic data including race, gender, pri-

mary language, and age at the patient’s first visit were

collected. The HEDIS parameters include the number of

patient visits after being diagnosed with depression and the

number of days a patient is adherent to the antidepressant

medication regimen. According to HEDIS, patients who

have an optimal number of practitioner contacts make three

follow-up visits within the first 12 weeks following diag-

nosis, at least one of which is with the prescribing clinician.

In this study, ‘optimal practitioner contact’ was measured

by recording the date of diagnosis, also called the index

visit, and the dates of the three subsequent visits as docu-

mented in the chart. According to HEDIS, patients who

have ‘effective acute phase treatment’ with pharmaco-

therapy adhere to 84 days (3 months) of continuous pre-

scription therapy. Patients who adhere to 180 days

(6 months) of continuous prescription therapy are consid-

ered to have ‘effective continuation phase treatment’ with

pharmacotherapy. Patients were assumed to have con-

sumed all of the medications prescribed because over 90%

of prescribed medications at EHHOP are successfully filled

at the hospital pharmacy.

Data Analysis

HEDIS values for NYS Medicaid and commercially

insured populations were obtained from the NYS Managed

Care Plan Performance 2007 [22]. Data were entered into a

Microsoft Access database, then analyzed in Statistical

Package for the Social Sciences (SPSS) [23] with addi-

tional statistical analysis run on PEPI [24].

Protocol: This study was approved by the Mount Sinai

School of Medicine Institutional Review Board (HSD08-

00303).

Results

Of the 465 patients in the electronic data base, 55 patients

were found through the search and 49 patients met at least

one of the three inclusion criteria to qualify for the study.

29 patients of the original 49 were found to have had an

acute diagnosis. The remaining 20 patients were considered

to have chronic diagnoses of depression (Fig. 1).

The demographics collected by the Quality Assurance

Reporting Requirements (QARR) from 2006 for patients

covered by Medicaid in New York City and New York

State closely mirror the demographics of the EHHOP

population. The age distribution from this dataset, how-

ever, includes persons aged 18 to 22, while EHHOP only

serves patients 22 years and older (Table 1).

49 patients were identified as having depression yielding

10.5% of patients out of 465 EHHOP patients carrying the

diagnosis of depression. Of these depressed patient, almost

three quarters were prescribed medication. Over half of these

patients were prescribed selective serotonin reuptake inhib-

itors (SSRIs) with a smaller number receiving antipsychotics

and atypical antidepressants (Table 2). There is no similar

quantitative data collected from insurance companies in

New York State. However, there is qualitative information

about the names and classes of antidepressants prescribed by

managed care organizations in New York State and compiled

by the National Committee for Quality Assurances and used

in the HEDIS criteria (data not shown). These drugs include

not only SSRI’s, but also include tricyclic antidepressants,

selective serotonin norepinephrine reuptake inhibitors

(SSNRI’s), monoamine oxidase inhibitors (MAOI’s), phe-

nylpiperazine antidepressants, antipsychotic-antidepressant

combination, and atypical antidepressants (Table 3).

All patients seen at EHHOP with depression, whether

they had an acute or chronic diagnosis, were referred by

their primary care team for specialist care. The recom-

mended referrals were different for every patient depend-

ing on the clinical need. The specialists that EHHOP

clinicians recommended were social workers, psycholo-

gists, psychiatrists, or a combination of these. All patients

were referred for one form of specialist care. A formal

social work referral for an on-site social worker was doc-

umented in almost half of the patients’ charts. But, more

than were officially referred ultimately saw a social worker.

In contrast, no patients who were recommended to see an

off-site psychologist followed-up. Patients with other

referrals had varying degrees of adherence (Table 4).

The treatment of depression at EHHOP was compared

to that of NYS commercial health plans and NYS

Medicaid Insurance data that was compiled by the

New York Department of Health (Table 5). The commer-

cial health plan data is an aggregate number drawn

from 18 insurance companies.1 The NYS Medicaid data

1 Aetna, BSNENY, Blue Choice, CDPHP, CIGNA, Community

Blue, Empire, GHI HMO Select, HIP, Health Net, Independent

Health, MDNY, MVP, Oxford, Preferred Care, UnitedHealthCare of

New York, Univera HealthCare, Upstate HMO.
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is an aggregate number compiled from 23 insurance

companies.2

A v2 test was done to compare EHHOP’s rate of

adherence to HEDIS criteria with the commercial and

Medicaid rates. The v2 value and the P value were cor-

rected for continuity using Yates correction for continuity.

The statistical analysis was set with one degree of freedom,

an a-value of 0.05, and a critical value of 3.84.

The number of EHHOP patients evaluated for pharma-

cological adherence was 18 out of the 29 patients with

acute diagnoses. The 11 EHHOP patients who did not

adhere to their prescribed pharmacological regimen did so

because they were lost to follow-up or left EHHOP clinic

after gaining health insurance (data not shown) (Fig. 2).

Discussion

Demographics

The demographics of depressed patients at EHHOP and in

NYC and NYS Medicaid are similar in terms of socioeco-

nomic status, race, gender and age. The NYC Medicaid

population lives below the federal poverty line (FPL) in order

to qualify for coverage. While EHHOP does not have data on

patients’ annual income, they come from an impoverished

neighborhood, lack employment with benefits, and cannot

afford insurance. Therefore, it can be assumed that they also

live below the FPL. EHHOP and Medicaid patient popula-

tions are predominately Hispanic; hence,race can be elimi-

nated as a confounding factor when comparing the two

groups. Despite the similarity in race, there is no published

data about the primary language of Medicaid patients. Thus,

this study does not control for language barriers. Gender

distribution is comparable between EHHOP and Medicaid

patients. Though adult women are twice as likely to be

depressed as men [25], the demographics in this study show a

fourfold increased prevalence. This may represent an

inherent vulnerability or a bias, in that more women than men

among the EHHOP population seek help for depression.

Overall, EHHOP’s patient population can be considered a

microcosm of New York’s larger, statistically powerful,

Medicaid population. However, EHHOP’s free mental

health care model makes its population representative of care

with reduced financial barriers to access.

Prevalence of Depression

While the national rate of depression annually for adults

has been approximated at 7.65% [26] and the rate in East

Harlem is 8% [21], the rate of depression at EHHOP is

10.5%. EHHOP’s higher rate can be attributed to the

Table 1 Demographics of

EHHOP and medicaid patients

with depression

Demographics EHHOP

(N = 49)

New York City

(N = 4161)

New York State

(N = 7272)

No. (%) No. (%) No. (%)

Gender of patients

Male 11 (22) 963 (23) 1479 (20)

Female 38 (78) 3198 (77) 5774 (80)

Patients’ age in years at index visit

EHHOP: 22–44

NYC and NYS: 18–44 30 (61) 2370 (57) 4781 (66)

45–64 14 (29) 1761 (42) 2438 (34)

[64 2 (4) 30 (1) 34 (0)

Unknown 3 (6) – –

Ethnicity of patient

Hispanic 40 (82) 1952 (47) 2348 (32)

African–American 4 (8) 701 (17) 1159 (16)

Caucasian 2 (4) 709 (17) 2825 (39)

Other 2 (4) 303 (7) 377 (5)

Unknown 1 (2) – –

Primary language

Spanish 38 (78) – –

English 9 (18) – –

Other 2 (4) – –

2 Affinity Health Plan, AmeriChoice, AmeriGroupCorp, Blue Choice

Option, CDPHP, CenterCare, Community Blue, Fidelis Care New

York, GHI HMO Select, HIP, Health Plus, HealthFirst PHSP, Inc.,

Hudson Health Plan, Independent Health’s MediSource, MetroPlus,

Neighborhood Health Providers, New York-Presbyterian CHP, Pre-

ferred Care, Suffolk Health Plan, Total Care, UnitedHealthCare of

New York, Univera Community Health, WellCare of New York.
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particularly vulnerable population the clinic serves. With

poverty, minority status, immigration hardships, language

barriers, family stressors, and occupational challenges, the

East Harlem community is at increased risk of psychological

distress, including depression [21]. However, the percentage

of depressed patients seen at EHHOP is surprisingly only

about 3% above the national and East Harlem rates. EH-

HOP’s patient population may be skewed. The clinic treats

many uninsured immigrants. As only the healthiest people

survive migration and thus tend to be the healthiest subset

within a population, EHHOP may see fewer depressed

patients than exist in the community at large. Alternatively,

the clinic may not identify all patients in its service with

depression.

The disparity in depression rates at EHHOP may be an

artifact of the subjectivity inherent in diagnosing patients

through the medical interview. Table 2 shows that EHHOP

clinicians use clinical judgment to diagnose depression far

more frequently than using objective measures such as a

questionnaire. Without the expertise of a trained physician,

this may have allowed patients to go undiagnosed. There-

fore, the clinic may benefit from implementing a more

consistently objective screening tool for recognizing

depression, such as a survey like the patient healthcare

questionnaire—PHQ2 or PHQ9 [27, 28]. Once diagnosed,

the vast majority of patients were diagnosed with dysthy-

mic disorder. Based on internal discussions, it appears that

this occurred not because most patients DSMIV criteria for

Fig. 1 Patient inclusion

Table 2 Disease burden

EHHOP (N = 49)

No. (%)

Method of diagnosis

Clinical judgment 48 (98)

Patient healthcare questionnaire 1 (2)

Diagnosis

Dysthymic disorder 47 (96)

Adjustment reaction 1 (2)

Other specified transient mental disorders

due to conditions classified elsewhere

1 (2)

Medication

Fluoxetine 12 (25)

Citalopram 6 (13)

Paroxetine 10 (20)

Buproprion 2 (4)

Sertraline 4 (8)

Venlafaxine 1 (2)

Risperidone 5 (10)

No pharmacologic treatment 9 (18)

J Community Health (2011) 36:733–740 737

123



dysthymia, but because it was the generic choice of diag-

nostic codes provided to clinical teams. EHHOP clinic may

benefit from a more extensive psychiatric ICD9 coding

sheet, or in the future, electronic medical records with a

comprehensive list of diagnoses.

Quality Care Comparison

EHHOP clinic surpasses the NYC and NYS antidepressant

medication management and non-pharmacological therapy

across all three quality care HEDIS standards. When

compared to commercial health plans, EHHOP patients had

significantly more physician contacts than those patients

who were privately insured. When compared to Medicaid

health plans, EHHOP patients had significantly better acute

and continuous phase pharmacological treatment. The

reasons for these differences likely lie in the fragmented

United States health care system that is riddled with

obstacles for patients to receive care. The free clinic does

not place restrictions on necessary care that insurance

companies often deem costly, like visits for mental health

disorders. At EHHOP, there are no administrative or

bureaucratic requirements that patients must undertake to

attain pre-authorization for services or post-care reim-

bursement. Further, as the clinic does not push user charges

directly on the patient for visits or medications, cost does

not prohibit them from obtaining or refilling their pre-

scriptions. EHHOP’s health care delivery model, which

eliminates barriers to accessing mental health care, is

conducive to patient adherence along pharmacological and

non-pharmacological lines of treatment.

EHHOP provides effective mental health care to patients

who would otherwise not receive it. As a result of the most

recent healthcare reform, patients eligible for benefits can-

not be denied coverage by insurance companies due to pre-

existing chronic disease, such as depression. Patients with

severe depression, however, may be rendered unable to

work. In an employer-based insurance system, unemployed

patients therefore may be unable to obtain health insurance.

Due to impairment from disease, it may be difficult to access

social services in order to join a public insurance pool.

Without a steady income, the direct and indirect costs of

buying commercial or public insurances may be prohibitive.

Furthermore, even if patients become successfully insured,

companies do not cover the cost of mental health care as

fully or readily as they do for medical care. This often forces

patients to pay out of pocket in order to receive care and then

file for partial reimbursement, an arduous and lengthy pro-

cess. Eventually, the sickest and disabled patients, who have

suffered with mental health disorders for years, may find it

impossible to obtain mental health care.

Referral Services

While referrals to mental health specialists at EHHOP

reflect the needs of the patients, the actual follow-up care

Table 3 Disease risk and severity predictors

Family history no. (%) Prior hosp. no. (%) Suicidal ideation no. (%) Homicidal ideation no. (%)

Depressed cohort N = 49 5 (10) 1 (2) 13 (27) 2 (4)

Table 4 Disease treatment

EHHOP patients

prescribed referral

therapy (N = 49)

EHHOP patients who

obtained referral

therapy (N = 49)

Type of referral care No. (%) No. (%)

Social work 20 (41) 37 (74)

Psychologist 22 (45) 0 (0)

Psychiatrist 1 (2) 1 (2)

Social work and

psychologist

1 (2) 7 (14)

Social work and

psychiatrist

5 (10) 0 (0)

Prescribing doctor 0 (0) 4 (8)

Table 5 Quality of treatment by HEDIS criteria

EHHOP

clinic no. (%)

New York State commercial

plans no. (%)

New York State

medicaid no. (%)

P value P value

Optimal practitioner contacts 13/29 (45) 2617/11595 (26) 2112/7358 (29)

P = 0.008 P = 0.09

Effective acute phase pharmacological treatment 15/18 (83) 7121/11595 (61) 3079/7358 (42)

P = 0.096 P = 0.001

Effective continuous phase pharmacological treatment 9/18 (50) 5269/11595 (45) 1963/7358 (27)

P = 0.88 P = 0.049
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represents the accessibility and affordability of care to the

patients. The pattern of referrals and follow-up at EHHOP

is therefore very telling. No patients followed up with a

psychologist, although nearly half were recommended to

do so. In contrast, more patients saw a social worker than

were officially recommended in their clinic note.

The proximity of specialists to EHHOP clinic could

account for the difference in the follow-up care obtained.

As there was no on-site psychologist at the clinic, patients

had to travel elsewhere for services on a day after their

referral was made. In contrast, a dedicated social worker is

present at EHHOP when the clinic is open, making it

convenient for patients to obtain social services in the same

building following their medical appointments. The

opportunity cost of missing a day of work to attend an extra

mental health appointment is high for those living in

poverty. It would mean not only losing a pay check, but

also paying for the required child care and costly trans-

portation. For financially burdened patients, attending a

workday appointment may be prohibitive. Therefore, the

logistics of referral care may have prevented more patients

from receiving recommended specialty care.

Evidence suggests that integrated primary care based

mental health services, rather than enhanced specialty

referrals to mental health providers, may improve depres-

sion outcomes particularly among those with major

depression [32–34]. By integrating on-site mental health

providers, such as psychiatrists, with on-site primary care

providers, clinics enhance patient communication, com-

pliance with follow-up visits, adherence to medication, and

coordinated visits for serious mental disorders. This infra-

structure also seems to improve depression outcomes and

reduce the stigma associated with seeking mental health-

care. Further, with the convenience of on-site mental health

specialists, patients would be saved from navigating the

healthcare system outside the clinic. The implementation

of dedicated mental health clinic at EHHOP that runs at the

same time as the medical clinic would facilitate the

improvement of mental health care.

Limitations

This study was based on a small population. Due to

incomplete paper medical records, the number of depressed

patients analyzed for pharmacological treatment was small,

which gave the study low statistical power. The recent

transition to electronic medical records will improve the

number of charts with complete records documenting

clinic visits and pharmacological treatment. Moreover, the

development of a dedicated psychiatric clinic will increase

the number of patients recruited and treated for depression.

Measuring patient adherence is a difficult task. Existing

literature uses pharmacy billing records as a surrogate for

patient adherence [35, 36]. As medications are provided at

no cost to patients, alternative tracking methods are nec-

essary to measure adherence at EHHOP. Although our

pick-up rate for medications at the hospital pharmacy is

close to 100%, our current tracking methods were unable to

correct for those patients who never picked-up prescrip-

tions or despite picking it up, never took the prescribed

medication.

Selection bias was introduced by the clinicians because

EHHOP’s ICD9 diagnosis quick-list did not include mood

disorders other than dysthymia. While there was a space on

the quick-list for clinicians to write the correct diagnosis

code, this extra step was not clear. It may have impeded

recording a patient’s correct diagnosis. With full coding

lists available, future studies will be able to differentiate

diagnosis and treatment of various types of depression.

Future Analysis

Due to methodological complexity, this study did not look

at the success of depression treatment. EHHOP clearly did

initiate treatment and execute follow-up care by HEDIS

standards more frequently than commercial and Medicaid

health plans. Future analysis should assess the clinical

impact of disease treatment. Further, after the advent of a

dedicated psychiatric clinic at EHHOP, this study will also

be conducted to assess whether the quality of mental health

care further exceeds that of insured patients.

Conclusions

By HEDIS criteria, EHHOP meets and in some areas,

exceeds the quality of care standards for treating depression

of patients with health insurance. EHHOP patients more

frequently adhered to non-pharmacological care than pri-

vately insured patients. EHHOP patients also received a

significantly longer duration pharmacological treatment than

Medicaid patients. Even though EHHOP already surpasses
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these indicators, the clinic will improve its diagnostic

capability as well as prescription and referral adherence by

creating a dedicated psychiatric clinic that runs in an inte-

grated fashion with the medical clinic. Further, by using a

screening questionnaire, fewer patients escape diagnosis of a

serious or under-treated mental illness.
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