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Objective: This pilot study tested the effectiveness of culturally tailored,
telephone-based cognitive-behavioral therapy (CBT) for improving de-
pression outcomes among Latino primary care patients living in rural
settings. Methods: A total of 101 Latino patients at a rural family med-
ical center who met criteria for probable major depression were ran-
domly assigned to enhanced usual care or eight sessions of CBT deliv-
ered by phone by trained bilingual therapists from the community.
Blinded study assistants assessed depression symptom severity, using
the Hopkins Symptom Checklist (SCL) depression items and the Patient
Health Questionnaire-9, and patient satisfaction after six weeks, three
months, and six months. Mixed-effects models were used to estimate in-
tervention effects over time. For cross-sectional analyses, attrition
weights were used to account for missing data. Results: In intent-to-
treat analyses, patients who received CBT by phone were more likely to
experience improvement in depression scores over the six-month fol-
low-up period compared with patients who received enhanced usual
care (f=—41, t=-2.36, df=219, p=.018, for the SCL; and f=-3.51, t=
-2.49, df=221, p=.013, for the PHQ-9). A greater proportion of patients
in the CBT group than in the group that received enhanced usual care
achieved treatment response at three months (p=.017), as indicated by
a 50% improvement in SCL depression score or a score <.75, and re-
ported high satisfaction with treatment (p=.013). Conclusions: Although
limited by small sample size, pilot results suggest culturally tailored,
telephone-based CBT has the potential to enhance access to psy-
chotherapy in an underserved Latino population with little access to
mental health services. (Psychiatric Services 62:936-942, 2011)
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espite similar need for de-
pression care across ethnic
groups, Latinos have lower

rates and quality of treatment, result-
ing in a greater burden of disability
from depression (1,2). Among Lati-
nos, Mexican Americans, immigrants,
non-English speakers, and men are
particularly unlikely to receive de-
pression care (1,3,4). Because Mexi-
can Americans account for two-thirds
of the Latino population in the Unit-
ed States, addressing disparities in
depression care among this group is
of key public health import (1,5).

When they do receive depression
care, Latinos are most likely to prefer
psychotherapy (1,6); however, psy-
chotherapy is rarely available in pri-
mary care, and few Latinos, especial-
ly those who are immigrants or from
low-income groups, have access to
specialty mental health care (7). Cul-
turally tailored cognitive-behavioral
therapy (CBT) has been shown effec-
tive for treating depression among
low-income Latinos; however, many
have difficulty adhering to psycho-
therapy because of multiple compet-
ing demands (8). Latinos living in ru-
ral areas face additional burdens of
long travel distances, lack of public
transportation, lack of bilingual or bi-
cultural mental health providers, and
privacy and stigma concerns in small
communities.

Delivery of CBT by telephone pro-
vides several potential advantages
compared with delivery in person
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among Latinos living in rural com-
munities. Patients can receive treat-
ment in a private setting of their
choice, potentially reducing stigma
and enhancing treatment accept-
ance, and can avoid the need to trav-
el to distant clinics in areas lacking
public transportation. Therapists can
be available to large areas without
traveling between sites and can offer
treatment outside normal clinic hours.
Yet despite its usefulness in and ac-
ceptance by other populations, con-
cerns remain about the effectiveness
of telephone therapy among Latinos
because of cultural values that em-
phasize interpersonal rapport (per-
sonalismo) and nonverbal communi-
cation (9-12).

We conducted a randomized, con-
trolled pilot study of culturally tai-
lored CBT provided by telephone to
Latino primary care patients in rural
settings. We examined its effective-
ness in improving depression out-
comes and patient satisfaction com-
pared with results for usual primary
care. This study was approved by the
Human Subjects Committees of the
University of Washington and the
Yakima Valley Farm Workers Clinic.

Methods

Setting

Yakima Valley Farm Workers Clinic is
a nonprofit network of 17 rural health
centers in the state of Washington, in-
cluding the study site, the Family
Medical Center in Walla Walla. In
2008 the center served 8,559 med-
ical or pediatric patients, of whom
53% were Latino, 44% Spanish
speaking, 21% seasonal farm workers,
7% migrant farm workers, and 31%
uninsured.

Recruitment

Three local residents who spoke both
Spanish and English and who were
familiar with both the local Mexican-
American and mainstream cultures
were trained and hired part-time to
approach patients in the waiting room
to ask if they would like to hear about
a depression research study. Clinic
providers could also refer patients for
screening. Patients who agreed were
taken to a private area where study
recruiters conducted a brief inter-
view. Adult primary care patients

were eligible for the study if they self-
identified as Latino; spoke English or
Spanish; screened positive for proba-
ble major depressive disorder; and
screened negative for bipolar disor-
der, cognitive impairment, current or
lifetime psychotic symptoms or disor-
der, current substance abuse, or acute
suicidal ideation. Patients were eligi-
ble even if they were already receiv-
ing antidepressant medication. No
study-eligible patient had to be ex-
cluded because of lack of access to a
telephone.

The Patient Health Questionnaire—
9 (PHQ-9) was used to assess proba-
ble major depression; criteria were
the reporting of a minimum of five of
the nine symptoms assessed and a
cutoff score of 10 (13,14). Probable
bipolar disorder was assessed using
the Mood Disorder Questionnaire
(15). We screened for psychotic disor-
ders using three stem items from the
psychotic disorders module of the
Composite International Diagnostic
Interview (CIDI) (16) and one ques-
tion regarding lifetime history of psy-
chotic disorder from the Improving
Mood-Promoting Access to Collabo-
rative Treatment (IMPACT) study
(17). Cognitive impairment was as-
sessed by using a six-item screener
derived from the Mini-Mental State
Examination (MMSE) (18). The
MMSE is validated in Spanish and
among Mexican Americans (19), and
we employed the six-item screener in
previous trials with low-income Lati-
no patients in primary care (20). Sui-
cidal ideation was assessed by using a
protocol based on the PHQ-9 and
standard clinical interviews. The
CAGE-AID, a four-item question-
naire validated among primary care
patients, was used to screen out cur-
rent alcohol and substance abuse
(21). Using the validated Spanish ver-
sion of the CAGE, known as the 4M
(22), as a guide, the CAGE-AID was
translated into Spanish, reviewed,
and translated back into English by
bilingual study personnel from at
least two Spanish-speaking countries.

Patients who responded affirma-
tively when asked if during the past
two weeks they had had thoughts that
they would be better off dead or had
wanted to hurt themselves were
asked structured questions devised by
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the study team to assess suicidal
ideation. The recruiters also used a
standardized procedure to discuss the
case with the principal investigators,
arrange urgent evaluation if neces-
sary, and communicate the safety plan
to the primary care provider.

Study procedures were explained
fully to the patients, and written in-
formed consent in the patient’s pre-
ferred language was obtained. En-
rolled patients completed baseline
surveys described below. Patients
were then assigned to receive usual
care or CBT by telephone by strati-
fied permuted-block randomization,
with strata defined by gender and re-
ferral source.

Enbanced usual care

Providers were free to provide any
usually available care for depression,
including antidepressants or referral
to outside services. Care was consid-
ered enhanced because patients were
encouraged to talk with their primary
care provider about depression treat-
ment and providers received a letter
informing them of their patient’s de-
pression status and study enrollment.

CBT by telepbone

CBT was provided at no charge in
eight telephone sessions; each session
focused on a chapter from a patient
workbook that had been translated
into the Spanish language for this
study (9). The content of examples
and vignettes were modified to use
Latino names and reflect situations
relevant to rural Latinos. Bilingual
members of the study team (some
with farm worker backgrounds) re-
viewed the translated manual to en-
sure that language, idioms, and vi-
gnettes were appropriate for the local
Latino context and culture. The
workbook included didactic material,
exercises for each session, and written
exercises for completion between ses-
sions. The workbook was mailed to
participants in the CBT telephone in-
tervention after randomization, and
patients were asked to read the rele-
vant workbook chapter before each
session.

In general, patients completed the
modules in order, but the schedule
was sometimes modified—for exam-
ple, to switch the order of modules or
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to use two sessions for a single mod-
ule. In response to the cultural value
of personalismo, patients were given
the option to conduct their first ses-
sion in person. Each session was
scheduled in advance (approximately
weekly), but missed appointments
were {requent, necessitating that
therapists extend persistent outreach
and expand traditional clinic hours to
accommodate patients’ work sched-
ules. Sessions were designed to last
45 to 50 minutes, but the actual dura-
tion varied according to clinical need
and patient preference.

The content of the phone interven-
tions is described elsewhere (10):;
briefly, each intervention emphasized
behavioral activation (23,24) and
strategies for identifying, interrupt-
ing, and distancing oneself from neg-
ative thoughts (25,26). During each
session, therapists followed a detailed
outline. Each session included struc-
tured assessment of depressive symp-
toms with the PHQ-9 (27) (five min-
utes), review of the previous session’s
content (five minutes); debriefing of
previous homework assignment (five
to ten minutes), introduction of new
material (15 to 20 minutes), descrip-
tion of the new homework assign-
ment (five to ten minutes), and a mo-
tivational assessment and enhance-
ment exercise focused on the home-
work assignment (five minutes).

The initial session also included a
structured assessment of clinical histo-
ry, assessment of motivation for treat-
ment, and use of strategies to enhance
patients’ motivation to engage in treat-
ment, such as exploring options for de-
pression treatment and feelings of am-
bivalence about treatment (28). If in-
dicated by symptom acuity, therapists
made brief supportive telephone con-
tacts between sessions.

Based on clinical judgment, the
study therapist could refer the patient
for case management services for de-
pression care needs, such as assis-
tance in making appointments with
clinic providers and referrals to com-
munity services. The therapist did not
take an active role in management of
antidepressant medication but could
discuss medication as a treatment op-
tion, ask about medication adher-
ence, and—with participants’ con-
sent—communicate with prescribing
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providers. The therapist made no
specific medication recommenda-
tions, and all questions related to
medication were referred back to
prescribing physicians.

Telephone sessions were conduct-
ed by five part-time therapists hired
for the study: a student working to-
ward a master of social work degree
(M.S.W.) who had experience as a
community social worker, an experi-
enced therapist with an M.S.W., an
individual with an M.S.W. and experi-
ence in social work but not in therapy,
and two M.S.W. students with limited
clinical experience. All were Latino or
Latina and spoke Spanish.

The therapists” training for the
study consisted of a full-day workshop
introducing general concepts of the
intervention and reviewing the eight
sessions. Next, each therapist re-
viewed the manual independently and
then participated in a group telecon-
ference to review questions and role-
play material from the first session.
The two M.S.W.—student therapists
augmented this training by role-play-
ing the entire manual by telephone.

Each study therapist was assigned
up to two practice cases. As each ses-
sion was completed, the therapist
sent encrypted digital recordings to
an interdisciplinary group of supervi-
sors (two social workers, a psychia-
trist, and a psychologist), who provid-
ed feedback in weekly group tele-
phone supervision. Once each thera-
pist was deemed competent by the
supervision team, he or she was as-
signed study cases. The therapists
continued to have weekly group su-
pervision, and selected session
recordings were reviewed by supervi-
sors throughout the study.

Each therapist was asked to com-
plete a computerized tracking sheet
that recorded each patient contact
(including no-shows and reminder
calls) and patients” depressive symp-
tom severity as measured by the
PHQ-9 (27) at each session. Supervi-
sors and therapists used these sheets
to review the status of their caseload
during weekly supervision.

Data collection and measures

Interviews were conducted in Span-
ish or English (on the basis of patient
preference) in person by study re-

cruiters at baseline (before random-
ization) and by telephone by project
assistants masked to patients’ ran-
domization status at six weeks, three
months, and six months. Unless oth-
erwise noted, all measures were avail-
able in Spanish and had been previ-
ously used for Latino populations.

Baseline interview. The baseline in-
terview assessed depression symptom
severity with the PHQ-9 and depres-
sion items from the Hopkins Symptom
Checklist (SCL) (29,30). It also as-
sessed gender, age, marital status, edu-
cation, employment status, insurance
status, race-ethnicity, nativity, lan-
guage preference, length of residence
in the United States, comorbid med-
ical conditions, previous depression
treatment, perceived need for depres-
sion treatment, and potential barriers
to depression care using items adapted
from the Partners in Care (PIC) study
(31) and Patients and Clinics Together
for Health (6,20). The Patient Health
Questionnaire batteries for panic and
generalized anxiety disorders (19,20)
and the Posttraumatic Stress Disorder
Checklist—Civilian Version (PCL-C)
(32,33) were used to screen for anxiety
disorders.

Follow-up interviews. All follow-up
interviews assessed depression symp-
toms with the PHQ-9 and with de-
pression items from the SCL and as-
sessed patient-rated satisfaction with
treatment using a 7-point Likert
scale, from 1, indicating very satis-
fied, to 7, indicating very dissatisfied.
The scale has been used by Simon
and others (9) and in studies of de-
pression intervention in primary care
(34-36) and was translated into Span-
ish using methods described above.

Depression outcomes. Possible
PHQ-9 scores range from 0 to 27,
with higher scores indicating more
severe depression. Possible scores on
the SCL depression items range from
0 to 4; scores >2.0 represent severe
depression; between 1.5 and 2.0,
moderate depression; and between
775 and 1.5, mild depression. Scores
<.75 did not meet the threshold for
depression. For each scale, treatment
response was defined as an improve-
ment of >50% in the overall score or
scoring below the cutoff for depres-
sive disorder (<10 on the PHQ-9 and
<.75 on the SCL).
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Analyses

Using t tests and chi square tests for
continuous and categorical variables,
respectively, we compared demo-
graphic characteristics and depression
symptoms at baseline by intervention
group. To determine the intervention
effect, we used an intent-to-treat ap-
proach, in which all eligible patients
with a baseline interview were includ-
ed in analyses even if they missed in-
terviews or did not participate in
treatment sessions. To estimate the in-
tervention effect over time, we jointly
modeled the outcomes at the four as-
sessment times (baseline, six weeks,
three months, and six months) by
time, intervention, and the interaction
between time and intervention using a
mixed-effects model (in which pa-
tients’ data were treated as random ef-
fects). The beta coefficient associated
with each assessment time represents
the average change from baseline ex-
perienced by the CBT group above
and beyond that experienced by the
group receiving enhanced usual care.
Time was treated as a categorical vari-
able, and all the models included
probable anxiety disorder as a covari-
ate because patients receiving en-
hanced usual care were significantly
more likely to screen positive for anx-
iety disorders at baseline.

There was a trend toward lower rates
of insurance coverage among patients
who received enhanced usual care
compared with those receiving CBT;
however, baseline insurance status was
not predictive of outcomes, and inclu-
sion of insurance status as a covariate in
the models did not significantly change
results. Thus insurance status was
dropped from the final models. We fit-
ted the model using a restricted maxi-
mum-likelihood approach, which pro-
duces valid estimates under the miss-
ing-at-random assumption (37). This
approach correctly handles the addi-
tional uncertainty arising from missing
data and uses all available data to ob-
tain unbiased estimates for model pa-
rameters (38). For cross-sectional
analyses, such as those assessing the
percentage of responders at the three
follow-up times, we used attrition
weights to correctly account for pa-
tients who missed one or more follow-
up assessments (39). For all analyses
we used R, version 2.11.1.

Results
From April 2008 to February 2009,
we screened 869 patients (851 from
the waiting room and 18 from
provider referral). Of these, 119
(14%) screened positive for probable
major depression and met eligibility
criteria; 101 (85% of those considered
eligible) were enrolled and were as-
signed at random to the treatment
groups. [A flowchart showing the
screening, enrollment, and follow-up
of patients is available in an online ap-
pendix to this article at ps.psychiatry
online.org.]

Forty-two (84%) patients who re-
ceived CBT completed six-month as-

sessments, compared with 35 (70%)
patients in enhanced usual care.
Baseline characteristics of the sample
are presented in Table 1. Those ran-
domly assigned to enhanced usual
care had higher rates of comorbid
anxiety disorders than did the CBT
group, but otherwise the groups had
similar baseline characteristics. The
mean+SD SCL score at baseline for
each group was 1.8+.8, indicating
moderate depression.

Patients in the CBT group com-
pleted a mean of 4.62+3.19 sessions.
Forty-four (88%) received at least
one session, 27 (54%) completed four
or more sessions, and 22 (44%) com-

Table 1

Characteristics at baseline of 101 patients who received telephone-based
cognitive-behavioral therapy (CBT) or enhanced usual care

Enhanced
Total CBT usual care
(N=101) (N=50) (N=51)

Characteristic N % N % N %
Age (M+SD) 39.81+10.56 41.17+9.69 38.54+1.27
Female 79 78 39 78 40 78
Nativity

U.S. (excluding Puerto Rico) 4 4 4 S

Mexico 92 91 47 94 45 88

Other 5 5 3 6 2 4
Primarily Spanish speaking 84 84 43 86 41 82
Education

<6 years 27 27 14 29 13 26

6-11 years 50 50 24 49 26 51

High school graduate 14 14 7 14 7 14

Some college or higher 9 9 4 8 5 10
Employed full- or part-time 50 50 26 53 24 47
Uninsured 42 41 16 32 26 51
Married 62 62 31 63 31 61
Annual household income

<$5,000 8 9 2 2 6 14

$5,001-$15,000 36 40 23 48 13 30

$15,001-$25,000 31 34 16 33 15 34

=>$25,001 17 19 7 15 10 23
Agricultural worker status

Migrant worker 10 10 7 14 3 6

Seasonal worker 32 32 15 30 17 33
SCL score (M+SD)? 1.79+.77 1.77+.77 1.81+.78
Anxiety disorder” 58 57 23 46 35 69
Probable alcohol or

substance use disorder 13 13 5 10 8 15
>3 medical problems 30 30 17 34 13 25
Ever used medication for

emotional problems 49 49 27 54 22 43
Ever had counseling 27 27 9 18 18 35
Antidepressant use in past

4 months 32 32 19 38 13 26
Perceived need for treatment 66 65 36 72 30 59

@ Hopkins Symptom Checklist (SCL) depression items; possible scores range from 0 to 4, with high-

er scores indicating more severe depression.

b %2=4.40, df=1, p=.036, for the difference between groups
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Figure 1

Scores on the Hopkins Symptom
ChecKlist depression items over time
among 101 patients who received
telephone-based cognitive-behavioral
therapy (CBT) or enhanced usual
care®
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 Possible scores range from 0 to 4, with high-
er scores indicating more severe depression.

pleted six or more sessions. Eleven
patients (22%) opted to receive their
first CBT session in person. On aver-
age, patients in enhanced usual care
reported having had fewer than one
in-person or telephone contact with a
doctor or counselor between follow-
up phone calls (mean+SD=.2+1.1).
Among the 77 patients assessed at six
months, 15 (36%) patients receiving
CBT and 11 (30%) patients receiving
enhanced usual care reported use of
antidepressants in the previous six
weeks, a difference that was not sta-
tistically significant.

Over the six-month follow-up peri-

od, patients randomly assigned to
CBT experienced greater reductions
in scores on both the PHQ-9 and the
SCL, as predicted by repeated-meas-
ures linear mixed-effects models that
controlled for presence of comorbid
anxiety disorder, than those receiving
enhanced usual care (=—41, t=—2.36,
df=219, p=.018, for the SCL; and =
-3.51, t=—2.49, df=221, p=.013, for
the PHQ-9) (Figures 1 and 2). Table 2
shows the mean SCL and PHQ-9
scores predicted by our models.

Table 3 shows the proportions of
patients who responded to treatment
at each time point, adjusted for non-
response via attrition weights. Pa-
tients who received CBT were signif-
icantly more likely to have achieved
response at three months, as meas-
ured by the SCL, than were those in
enhanced usual care, and there was a
trend toward patients receiving CBT
to be more likely to respond by six
months, as measured by the PHQ-9.
Patients in the CBT group were sig-
nificantly more likely to report satis-
faction with depression treatment
than were those in enhanced usual
care.

Discussion

Our results provide initial evidence of
effectiveness of telephone CBT for
improving depression outcomes and
patient satisfaction among Latino pa-
tients in rural primary care settings.

Table 2

Scores on the Hopkins Symptom Checklist (SCL) depression items and the
Patient Health Questionnaire-9 (PHQ-9) for 101 patients who received
telephone-based cognitive-behavioral therapy (CBT) or enhanced usual care®

CBT Enhanced usual
(N=50) care (N=51)
Measure M SD M SD p
SCL
Baseline 1.83 12 1.75 11 596
6 weeks 1.35 12 1.48 12 474
3 months 1.00 13 1.21 13 259
6 months .82 12 1.14 13 073
PHQ-9
Baseline 17.02 .82 17.34 81 785
6 weeks 10.71 91 12.15 .90 262
3 months 8.23 94 10.08 93 165
6 months 5.81 .88 9.64 95 .003

* Based on a repeated-measures linear mixed-effects model that controlled for presence of comor-
bid anxiety; possible SCL scores range from 0 to 4, and possible PHQ-9 scores range from 0 to 27,
with higher scores indicating more severe depression.
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Figure 2

Scores on the Patient Health
Questionnaire-9 over time among
101 patients receiving telephone-
based cognitive-behavioral therapy
(CBT) or enhanced usual care?
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er scores indicating more severe depression.

Compared with the mostly Cau-
casian, urban, insured population
studied by Simon and colleagues (9)
in the trial of the original telephone
CBT, our low-income, rural Latino
sample had higher mean depression
scores at baseline (1.5+.6 and 1.8+.8,
respectively). Nonetheless, as was
found by Simon and colleagues earli-
er, patients randomly assigned to tele-
phone-based CBT had greater im-
provement over time in severity of
depressive symptoms and reported
significantly greater satisfaction with
depression care than did patients in
enhanced usual care.

The difference in the mean SCL
depression item scores of patients re-
ceiving CBT and of those receiving
enhanced usual care at six months re-
ported in this study (.32) was almost
identical to that reported by Simon
and colleagues (.33) and equal to half
the standard deviation of scores in the
general population. However, the
finding did not reach statistical signif-
icance, perhaps because of our small
sample size. In a finding similar to
that of Simon and colleagues (9), we
observed improvements in depressive
symptoms but found no significant ef-
fect on rates of antidepressant use.

Study limitations should be consid-
ered when interpreting our findings.
We were not able to measure any pos-
sible effects arising from primary care
providers not being blinded to inter-
vention status. Although a greater
proportion of patients receiving en-
hanced usual care had anxiety disor-
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Table 3

Treatment response and satisfaction with treatment among 101 patients who
received telephone-based cognitive-behavioral therapy (CBT) or enhanced

usual care?
Total CBT Enhanced usual
(N=101) (N=50) care (N=51)
Variable N % N % N % 22 p
Response
SCL
6 weeks 25 33 15 40 10 26 1.69 197
3 months 35 50 23 65 12 35 5.92 017
6 months 44 60 25 65 19 53 1.03 312
PHQ-9
6 weeks 38 49 21 55 17 43 1.05 308
3 months 43 60 24 67 19 53 1.39 241
6 months 46 63 28 73 18 53 3.06 8
Satisfaction 36 49 24 64 12 33 6.53 013

 Results are adjusted for nonresponse via attrition weights; response is defined as 50% improve-
ment in score or Hopkins Symptom Checklist (SCL) depression items score <.75 or Patient Health
Questionnaire-9 (PHQ-9) score <.10, and satisfaction is defined as being very satisfied with care

at six months.

b df=1

ders at baseline and dropped out of
the study, we used statistical methods
to account for nonresponse and im-
balance in baseline characteristics be-
tween groups receiving CBT and en-
hanced usual care. Because our sam-
ple consisted primarily of Mexican-
American primary care patients, the
study’s findings may not generalize to
other Latino groups or settings.

Only 44% of patients in this low-in-
come population with many compet-
ing demands completed six or more
sessions, compared with 36% of low-
income, urban and suburban minori-
ty women reported by a study of in-
person CBT (8). Up to 63% of the ur-
ban patients enrolled in a health
maintenance organization studied in
Simon and colleagues’ (9) original tri-
al of telephone CBT completed seven
or more sessions. Patient-related bar-
riers to treatment adherence includ-
ed work and family responsibilities;
furthermore, the competing responsi-
bilities of the Latino and Latina ther-
apists at times contributed to inter-
ruptions in treatment, as they juggled
multiple jobs, family responsibilities,
and in some cases, school schedules.

Despite concerns about cultural
barriers to engagement in CBT by
telephone, patients reported satisfac-
tion with treatment, few patients re-
quested initial in-person sessions, and
lack of access to telephones was not a

significant barrier to participation.
Nonetheless, our pilot experience has
led us to suggest several sociocultural
adaptations to enhance intervention
effectiveness and improve adherence
among rural Latino populations. In
preparation for future trials, we have
further modified the manual to in-
clude optional guidelines for involv-
ing family members to support be-
havioral activation. Case manage-
ment services were expanded to im-
prove treatment adherence (40) and
assist some patients to access addi-
tional community and mental health
resources. We expanded the role of
the therapist to facilitate primary care
evaluations for medication treatment
when needed. We also developed
more extensive training, supervision,
and support for therapists. We have
proposed a full-scale, multisite ran-
domized controlled trial to test effec-
tiveness and costs of the fully adapted
intervention.

Conclusions

Despite limitations, pilot findings
suggest culturally tailored telephone
CBT has potential to enhance access
to effective psychotherapy for Latinos
living in rural areas by overcoming
patient- and system-related barriers
to treatment adherence and by ex-
panding the geographical reach of the
small number of bilingual therapists
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with knowledge of both Latino and
mainstream cultures. Despite con-
cerns that telephone CBT would not
be appropriate for use in a culture
that values personal interactions and
nonverbal communication (11,12),
the Latino patients in this sample ex-
pressed satisfaction with telephone
therapy.
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