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COMPLIANCE WITH RECOMMENDATIONS FOR FOLLOW-UP CARE IN LATINOS:
THE LOS ANGELES LATINO EYE STUDY

Purpose: To determine rates of follow-up eye
and health care in the Los Angeles Latino Eye
Study (LALES), a population-based sample of
Latinos.

Methods: Participants received a complete
ophthalmic examination and were referred to
a local healthcare provider for follow-up care,
if ocular or systemic disease was found. Partic-
ipants receiving referrals were later contacted
by telephone and interviewed in their lan-
guage of choice (English or Spanish) by a
trained bilingual interviewer, to determine fol-
low-up rates, and to discuss the barriers pre-
venting follow-up care.

Results: Of 430 referred participants, 335
(78%) completed the follow-up survey; 278
(68%) of the responders obtained follow-up
care. Among the 108 (32%) individuals who
did not seek follow-up care, 54 (50%) cited
cost of care as the main reason, while 30 (28%)
indicated a lack of knowledge as to where to
go for care, and 18 (17%) indicated the un-
availability of health care. Logistic regression
analyses (controlling for acculturation, co-mor-
bid conditions, and patients’ prior knowledge
of their diagnoses) revealed that participants
with insurance coverage, diagnosis with a sys-
temic disease, and higher educational level
were more likely to have received follow-up
care.

Conclusion: More than two thirds of the par-
ticipants reported seeking the recommended
follow-up care. Although cost, availability of
services, and convenience of accessing care
were found to be major barriers to obtaining
health care, higher education, insurance cov-
erage, and prior knowledge of the disease,
were associated with receiving recommended
care. Knowledge of barriers to seeking health
care is important when developing community
based healthcare programs directed toward
the Latino population. (Ethn Dis. 2004;14:
285–291.)
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INTRODUCTION

The United States Census Bureau
projects that by 2010 an additional 31
million Latinos will reside in the United
States, bringing the total Latino popu-
lation to 281 million. During the next
2 decades, Latinos will account for one
of every 3 new additions to the United
States population.1 Of interest is the
scarcity of information about Latino
health-seeking behaviors. This is prob-
lematic, since Latinos are at higher risk
for developing diabetes and hyperten-
sion, 2 co-morbid conditions that can
lead to loss of sight.2 The San Antonio
Heart Study has reported that Mexican
Americans are 2 to 5 times more likely
than Whites to develop type 2 diabe-
tes,1,3–5 a major public health concern,
since diabetes is the leading cause of vi-
sual impairment and blindness among
Americans aged 20 to 74 years.6 In fact,
individuals with diabetes are 25 to 30
times more likely to go blind than are
persons without diabetes of similar age
and gender.7 In addition, an estimated
60% to 65% of persons with diabetes
have high blood pressure, another co-
morbid condition that can accelerate the
loss of vision.8,9

Current population-based ocular ep-
idemiological studies, such as the Balti-
more Eye Study, and the Beaver Dam
Eye Study, primarily focus on the num-
ber of people screened, the related de-
mographic data, and the amount of po-
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tential disease detected among Whites
and African Americans.10,11 Although
these studies provide insight into the
prevalence and incidence of ocular dis-
ease, they do not address receipt of care
by those who have been identified as
having disease. This information is cru-
cial, because it can provide the clinician
with insight into factors that may influ-
ence whether a patient will obtain the
recommended care.

The health-seeking behaviors of
many Latinos, especially the elderly,
may be associated with acculturation, as
well as sociodemographic factors. Cur-
rent literature on the significance of ac-
culturation describes methods of mea-
suring acculturation and the proportion
of Latinos who are acculturated. Some
studies hypothesize that the level of ac-
culturation is associated with access to
care; however, this association has yet to
be established.12 Other studies describ-
ing sociodemographic factors report that
the use of mammography for breast can-
cer screening in Latinos is associated
with being younger, and having a source
of medical care.13 Findings from the
Hispanic Health and Nutrition Survey
suggest that factors facilitating access to
care among Latinos are more strongly
related to the use of preventive services,
than to acculturation, after controlling
for differences in patient demographics,
such as age, income, and education.14

Additionally, social support has been
identified as a factor that facilitates pre-
ventive care.15–17 However, these studies
fail to address patterns of, and barriers
to, seeking health care, specifically in
Latino patients after the presence of a
disease has been identified.18

The purpose of this study was to: 1)
estimate the proportion of participants
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. . . an estimated 60% to

65% of persons with diabetes

have high blood pressure,

another co-morbid condition

that can accelerate the loss of

vision.8,9

who sought follow-up ocular or health
care after being advised to do so by a
physician at an ocular examination cen-
ter; 2) identify the sociodemographic
characteristics of individuals who did
not obtain follow-up care; 3) describe
the barriers that prevented some partic-
ipants from receiving recommended fol-
low-up ocular or systemic health care;
and 4) provide insight into sociodemo-
graphic and clinical factors that may fa-
cilitate the use of health care in the La-
tino Community.

METHODS

Baseline Assessment
The Los Angeles Latino Eye Study

(LALES) is a population-based preva-
lence survey of ocular disease in non-
institutionalized, self-identified Latinos,
aged 40 years and older, in 6 adjacent
census tracts in and around the city of
La Puente, California. The Institutional
Review Board of the University of
Southern California approved the study
protocol. All study procedures adhered
to the Declaration of Helsinki for re-
search involving human subjects. After
informed consent was obtained, socio-
demographic information (usual source
of care, acculturation level, and insur-
ance status) and clinical characteristics
(self-reported history of ocular and
medical disease) were collected through
an in-home interview. A subsequent de-
tailed medical examination and a com-
plete ocular examination were complet-
ed in the LALES clinic.

The cohort for this study consisted
of 430 self-identified Latinos, who were
diagnosed with either ocular or systemic
disease during a clinical examination by
an ophthalmologist. These participants
were recommended to obtain follow-up
care within one month of the exami-
nation. Participants who reported hav-
ing a usual source of care were referred
to their own physician. Participants
with insurance coverage and no usual
source of care were given a list of pro-
viders to choose from. Those without
insurance or a usual source of care were
referred to the nearest county healthcare
facility.

Approximately 3 months after the
participants were referred for care, a
trained bilingual interviewer contacted
each participant to administer a follow-
up survey. Five attempts were made to
contact each participant by telephone at
various times of the day and week. If
they were not successfully contacted af-
ter 5 phone attempts and 3 home visits,
participants were considered non-re-
sponders.

Follow-Up Assessment
A short computer-based follow-up

survey was used to identify: 1) whether
the participants obtained recommended
follow-up care; and 2) factors which
precluded or facilitated follow-up care
(eg, social support and barriers to
healthcare access). The survey was ad-
ministered via telephone in either En-
glish or Spanish, according to each re-
sponder’s preference. This survey, which
took approximately 8 minutes to com-
plete, consisted of 3 primary sections: 1)
a clinic follow-up section, which intro-
duced the participant to the purpose of
the telephone survey, allowed the inter-
viewer to determine the participant’s re-
ferral status, and established the skip
logic protocol for the remainder of the
survey; 2) a general barriers section,
asked only of those who did not receive
follow-up care, which consisted of 9
questions derived from the Hispanic
Health and Nutrition Survey,14 and the

Medical Expenditure Panel Survey,19 to
assess the participant’s perceived barriers
to follow-up care; and 3) a Social Sup-
port section asked of all responders,
which consisted of three questions
adapted from Murray and McMillan,19

and was designed to examine the partic-
ipants’ perceived social support. The so-
cial support questions documented the
participants’ perception of the emotion-
al support from the family, financial
support from the family, and perceived
burden on the family caused by his/her
illness.

Classification of Participants
Participants were classified as either

‘‘Responders’’ (individuals who could be
contacted by telephone or in person)
and ‘‘Non-responders’’ (individuals who
could not be contacted at all). Respond-
ers were further classified as ‘‘Follow-up
responders’’ (those who obtained rec-
ommended follow-up care) and ‘‘Non-
follow-up responders’’ (those who did
not obtain recommended follow-up
care).

Demographic and Clinical
Characteristics

Demographic and participant char-
acteristics that were thought to be as-
sociated with receipt of care were ob-
tained from both the baseline and fol-
low-up interviews. Based on previous
studies, having fewer barriers to receiv-
ing care, perceiving greater social sup-
port, having a usual source of care, and
exhibiting higher acculturation scores,
were expected to be associated with re-
ceipt of recommended follow-up
care.14–17 Acculturation, a process of cul-
ture learning and behavioral adaptation,
takes place when individuals are exposed
to a new culture, and was measured us-
ing the short Cueller Acculturation scale
developed for the Hispanic Health and
Nutrition Survey.14,20,21 Scale scores
range from 1 to 5, with 5 representing
the highest level of acculturation.
Whether the participant had a usual
source of care prior to the LALES ex-
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Table 1. Socio-demographic and clinical characteristics stratified by response status

Characteristics
Responders

(N5335)
Non-responders

(N595) P value*

Socio-Demographic Characteristics
Age in years
Female
High school graduate
Employed
Married
Annual household income ,$20,000
Acculturation†
Usual source of care

58.1 (11.1)
195 (58%)
101 (30%)
121 (36%)
222 (66%)
153 (46%)
1.8 (0.9)
249 (74%)

60.0 (11.6)
52 (55%)
21 (22%)
30 (32%)
61 (64%)
49 (52%)
1.7 (0.8)
64 (67%)

.21

.55

.39

.67

.74

.08

.20

.18

Clinical Characteristics
Self-reported number of comorbidities‡
Prior diagnosed disease§

Ocular disease
Systemic disease

Prior knowledge of diagnosis
Prior treatment
Use glasses for near vision

1.5 (1.4)

220 (60%)
133 (39.7%)
132 (39%)
89 (26%)

145 (43%)

1.6 (1.4)

58 (61%)
37 (39%)
43 (45%)
31 (33%)
36 (38%)

.44

.89

.03

.43

.35

Note: sample sizes vary slightly for some variables because of missing data (eg, 57 participants refused/not know
their income).

* Categorical variables reported as frequency (%); continuous variables reported as mean (SD). Chi-square test
for categorical variables; Student t test for continuous variables.

† Acculturation scale score’s range is from one to 5, 5 representing the highest acculturation.
‡ Self-reported comorbidities: diabetes, high blood pressure, arthritis, stroke, angina, heart attack, heart failure,

asthma, skin cancer, other cancer, back problems, deafness/hearing problems.
§ Ocular diseases included cataract, glaucoma, diabetic retinopathy, and age-related macular degeneration.

Systemic diseases included diabetes, and hypertension.

amination was evaluated by a self-re-
ported item (‘‘Is there a particular clinic,
health center, doctor’s office, or other
place that you usually go to if you are
sick or need advice about your health,
or for routine care?’’).

Based on previous research22 age,
gender, marital status, income, educa-
tion, and employment status, were in-
cluded as covariates in the analyses. It
was important to determine whether re-
ceipt of follow-up care was initiated by
the interaction with the physician at the
LALES clinic, or was a continuation of
behaviors that existed prior to partici-
pation in the study. Two variables were
created from the database to determine
whether the participant knew of the di-
agnosis (cataract, glaucoma, age-related
macular degeneration, diabetes, or hy-
pertension) prior to the examination,
and whether treatment had been re-
ceived for the condition prior to the
study. These variables were created by
comparing the ICD-9 code for the par-

ticipants’ diagnoses and their self-re-
ported ocular and systemic disease his-
tories, along with their treatment his-
tory.

Since the number of co-morbid con-
ditions has been demonstrated to be an
important factor in the use of healthcare
services23,24 we included a Co-morbidity
Summation Score,25 computed as a
summation of items from a list of 12
self-reported, non-ocular-related medi-
cal conditions, including diabetes, high
blood pressure, arthritis, stroke, angina,
heart attack, heart failure, asthma, skin
cancer, other cancer, back problems, and
deafness/hearing problems.

Statistical Analysis
Descriptive statistics were used to es-

timate the distribution of sociodemo-
graphic and clinical characteristics, as
well as the proportion of participants
who received follow-up care. The char-
acteristics were then compared between
the responders and non-responders to

assess the impact of non-participants on
the results. Next, factors that facilitated
or impeded (barriers) the receipt of fol-
low-up care were compared between fol-
low-up responders and non-follow-up
responders, using chi-square tests for
categorical variables, and t tests for con-
tinuous variables.

Finally, univariate and stepwise for-
ward logistic regression analyses were
used to identify characteristics that fa-
cilitated receipt of follow-up care. Fac-
tors shown to be associated with seeking
health care in univariate analyses at the
P,.25 level were candidates for the
stepwise analyses. Independent variables
associated with the receipt of follow-up
care after the ophthalmic examination
included education level, disease type
(ocular or systemic disease), having
health or vision insurance, income level,
number of co-morbidities, having a usu-
al source of care, having prior knowl-
edge of diagnosis, and receiving prior
treatment. All statistical tests were con-
ducted at the P5.05 level using SAS
software (SAS Institute, Cary, NC).

RESULTS

Demographic and Clinical
Characteristics

Of the 4,498 LALES participants
who were examined for systemic and oc-
ular disease, 430 (9.6%) were referred
for further care. Two hundred sixty par-
ticipants (60%) were referred for eye
care, and 170 (40%) were referred for
general (systemic) health care. Three
hundred thirty-five (78%) of the partic-
ipants completed a follow up survey (re-
sponders) and 95 (22%) did not com-
plete the follow-up survey (non-re-
sponders) for the following reasons: 51
(54%) could not be reached after 5 tele-
phone attempts and 3 home visits, 37
(39%) had moved, 3 (3%) refused fur-
ther participation in the study, and 4
(4%) had died.

As shown in Table 1, responders
were similar to non-responders with re-
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Table 2. Socio-demographic, clinical, and social support characteristics stratified
by follow-up status in responders

Demographic and Clinical
Characteristics

Follow-up
Responders

(N5227)

Non-follow-up
Responders

(N5108) P value*

Socio-Demographic Characteristics
Age in years†
Female
High school graduate
Employed
Married
Income ,$20,000
Acculturation‡
Has usual source of care
Has medical insurance
Has vision insurance

59.1 (11.3)
129 (57%)
83 (37%)
81 (36%)

146 (64%)
97 (43%)
1.9 (1.0)
180 (79%)
172 (76%)
132 (58%)

55.9 (10.3)
66 (61%)
18 (17%)
40 (37%)
76 (70%)
56 (52%)
1.6 (0.8)
69 (64%)
54 (50%)
41 (38%)

,.01
.46

,.001
.81
.26
.16

,.01
,.01
,.0001
,.001

Clinical Characteristics
Number of comorbidities§
Prior diagnosed disease\

Ocular disease
Systemic disease

Knew of diagnosis prior to the study
Received treatment prior to the study
Use glasses for near vision

1.6 (1.4)

118 (52%)
109 (48%)
103 (45%)
68 (30%)

112 (49%)

1.2 (1.3)

84 (78%)
24 (22%)
29 (27%)
21 (19%)
33 (31%)

,.005
,.0001

,.01
.04
.001

Social Support¶
Emotional support
Financial support
Burden to family

174 (79%)
110 (54%)
100 (51%)

86 (83%)
47 (48%)
52 (58%)

.41

.40

.23

Note: Sample sizes vary slightly for some variables because of missing data (eg, 40 participants refused/did not
know their income and one non-follow-up responder’s ICD-9 was not available).

Percentages may not add up exactly to 100 due to rounding error (eg, follow-up responders’ education levels).
* Categorical variables reported as frequency (%); continuous variables reported as mean (SD). Chi-square test

for categorical variables; Student t test for continuous variables.
† Mean (SD).
‡ Acculturation scale score’s range is from one to 5, 5 representing highest acculturation.
§ Self-reported comorbidities: diabetes, high blood pressure, arthritis, stroke, angina, heart attack, heart failure,

asthma, skin cancer, other cancer, back problems, deafness/hearing problems.
\ Ocular diseases included cataract, glaucoma, and age-related macular degeneration. Systemic diseases includ-

ed diabetes, and hypertension.
¶ There were 10 missing values for emotional support, 33 for economic support, and 49 for burden to family.

Table 3. Barriers to obtaining follow-
up care in responders who did not ob-
tain follow-up care (N5108)

Barriers to Obtaining
Follow-up N (%)

Cost
Did not know where to go

54 (50%)
30 (28%)

Care not available
No transportation

18 (17%)
12 (11%)

Long clinic waiting time 11 (10%)
No Spanish-speaking eye doctor 7 (6%)
Thought problem was not seri-

ous 6 (6%)
Could not understand doctor 4 (4%)
Doctor did not care 3 (3%)

spect to age, gender, education level,
employment status, marital status, in-
come level, acculturation, number of
co-morbidities, diagnosed systemic or
ocular disease, and the prevalence of pri-
or treatment, and the use of glasses for
near vision (P..05). Additionally, there
was no difference between the 2 groups
with respect to having a usual source of
health care. However, prior knowledge
of the LALES study diagnosis was sig-
nificantly greater for non-responders, as
compared to responders (P5.03).

Self-Reported Receipt of
Follow-up Care

Of the 335 participants who com-
pleted a follow-up survey, 227 (68%)
obtained follow-up care, and 108 (32%)
did not. Table 2 summarizes the socio-
demographic, health services, insurance
status, clinical, and social support char-
acteristics of follow-up responders and
non-follow-up responders. Follow-up
responders were similar to non-follow-
up responders with respect to gender,
employment status, marital status, and
income (P.0.05). In contrast, non-fol-
low-up responders were an average of
3.2 years younger (P,0.01) than fol-
low-up responders. They also were less
educated (P,.001), less acculturated
(P,.01), less likely to have a usual
source of care (P,.01), and less likely
to have medical (P,.0001) and vision
(P,.001) insurance. Additionally, non-
follow-up responders had fewer co-mor-
bid conditions (P,.05), were less likely
to have diagnosed systemic disease
(P,.0001), were less likely to know
their diagnosis prior to the LALES clinic
examination (P,.01), were less likely to
be under treatment prior to the LALES
clinic examination (P,.04), and were
less likely to use glasses for near vision
(P,.001).

The majority of follow-up respond-
ers reported having some form of social
support. Seventy-nine percent had emo-
tional support, and 54% had financial
support; however, 51% felt they would
be a burden to their family if they de-

veloped medical problems. Among
those responders who perceived having
social support, there was no significant
difference between follow-up responders
and non-follow-up responders (Table
2).

Self-Reported Barriers
Table 3 summarizes the self-reported

barriers for those who did not obtain
follow-up care (non-follow-up respond-
ers). The primary reasons for not ob-
taining follow-up care were cost (50%),
and lack of information about where to
obtain care (28%). Thirty-four percent
of those who did not obtain follow-up
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Table 4. Stepwise logistic regression of factors predicting follow-up care

Factor/
Characteristic

Included Responders

Follow-up
(N5227)

Non-follow-up
(N5108)

Odds Ratio
Estimates

OR (95% CI) P value

Diagnosed disease*
Ocular diseases
Systemic diseases

118 (52%)
109 (48%)

84 (78%)
24 (22%)

1.0
3.4 (2.0, 5.9)

,.0001

Education
,12 years
$12 years

144 (63%)
83 (37%)

90 (83%)
18 (17%)

1.0
2.7 (1.5, 5.0)

.001

Health insurance
No
Yes

54 (24%)
172 (76%)

54 (50%)
54 (50%)

1.0
2.9 (1.8, 5.0)

,.0001

* Ocular diseases included cataract, glaucoma, and age-related macular degeneration. Systemic diseases in-
cluded diabetes and hypertension.

care did not report experiencing any of
the barriers to receiving health care.

Factors Associated with
Follow-Up Care

Stepwise logistic regression analysis
(Table 4) revealed that a diagnosis of
systemic disease, being more educated
(.12 years), and having health insur-
ance, were significantly associated with
obtaining follow-up care (all P,.05).
Factors not included in the model were
employment (employed compared to
unemployed), income level (household
income above or below $20,000), hav-
ing a usual source of care, number of
co-morbidities, having prior knowledge
of the condition, or receiving prior
treatment for this condition.

DISCUSSION

Study Findings
Among non-hospitalized Latinos in

Los Angeles who had received a rec-
ommendation for a follow-up exami-
nation, 68% reported having received
follow-up care. Factors associated with
seeking care were: having health insur-
ance, diagnosis with a systemic disease,
and educational level, after adjusting for
other demographic and participant
characteristics. Most of the participants
who failed to seek care cited cost and

not knowing where to go as the main
reasons for this. This study assessed fol-
low-up care in Latinos with strikingly
high self-reported follow-up rates, and is
unique in several ways. First, it assessed
compliance with physician-recommend-
ed follow-up care, rather than care-seek-
ing behavior initiated by the participant.
Second, it assessed receipt of care in a
Latino population. Third, it assessed the
association between receipt of care and
factors that have been hypothesized to
be important in determining healthcare-
seeking behaviors in the Latino popu-
lation.

Most of the health services literature
has assessed the use of care, and report-
ed factors that facilitated or impeded
care-seeking for initial diagnosis in pri-
marily Caucasian populations. Reported
barriers to receipt of initial care have in-
cluded transportation, time, cost, lack of
emotional and social support, and a his-
tory of negative experiences with the
healthcare system, particularly for Lati-
nos.26 In this study, the primary reasons
for not obtaining follow-up care rec-
ommended by the physician (cost and
not knowing where to obtain care) were
similar to reasons previously reported.
Interestingly, of the 32% of participants
who did not obtain recommended fol-
low-up care, more than one third did
not perceive a barrier to receipt of care.
This suggests that other factors may play

a role in compliance with treatment rec-
ommendations.

One study conducted among male
Hispanics employed by a public work
site in Arizona examined the factors that
contributed to the delayed use of med-
ical care when chronic disease-related
symptoms occurred. A model describing
the factors underlying receipt of health
care was developed using focus groups
and a survey of employees. It was found
that the seriousness of symptoms had
the greatest effect on healthcare-seeking
behavior, with more serious conditions
leading the individuals to seek care
sooner.26 This is similar to the results
from Quigley et al,27 who found that
participants with more serious or in-
volved medical conditions were likely to
obtain follow-up care. Furthermore, it
was found that faith in God, and the
seriousness of symptoms, were both re-
lated to an increase in the search for a
doctor one could trust (cultural con-
struct of confianza). In our study, par-
ticipants with systemic disease were
more likely to obtain follow-up care
than those with ocular disease. One ex-
planation might be a lack of knowledge
of, or belief in, the seriousness of ocular
disease. Perhaps the participants were
more familiar with the serious impact
on health and function associated with
hypertension and diabetes, than with
that of ocular diseases such as glaucoma,
diabetic retinopathy, cataract, and age-
related macular degeneration.

More than two thirds of the partic-
ipants who received a recommendation
for follow-up care obtained it within 3
months of their LALES clinical exami-
nation. This, at first, appears to be in
contrast to current literature, which sug-
gests that chronic disease prevention
and control interventions designed for
the general US population have not
been effective in reaching Latinos, or
changing behaviors in the use of
care.26,28 Previous research has shown
that Latinos who are less acculturated,
and of lower socioeconomic status, be-
lieve less in the value of early detection,



290 Ethnicity & Disease, Volume 14, Spring 2004

COMPLIANCE WITH FOLLOW-UP CARE IN LATINOS - Unzueta et al

Thoroughly informing the

participants about the study

and assuring them of the

authenticity of the research,

as well as emphasizing that

their participation would

‘‘indirectly help their

children,’’ enhanced

confianza in the project.

and are more fatalistic and less likely to
seek preventive health care.29,30 Howev-
er, our findings are actually consistent
with previous findings. Individuals who
had not received care prior to the clin-
ical examination were less likely to seek
care after the examination. Those with
lower income and less education were
also less likely to receive care. Therefore,
our findings support those of previous
studies that suggest the current methods
for disease prevention and control pro-
grams are not effective in encouraging
appropriate use of the healthcare system
for a segment of the Latino population.

Recommendations for Provision
of Care to Latinos

Several salient features of the LALES
clinic make it Latino-friendly, which
may have increased the likelihood of a
participant complying with recom-
mended follow-up care. Protocols and
training of the LALES staff incorporated
the important cultural concepts includ-
ing confianza26 (trust) and respeto (re-
spect) to maximize participation and
satisfaction. First, all LALES clinic per-
sonnel, including the ophthalmologist,
speak Spanish, and either were from the
community, or were raised in a Latino
environment. Thoroughly informing
the participants about the study and as-
suring them of the authenticity of the
research, as well as emphasizing that
their participation would ‘‘indirectly
help their children,’’ enhanced confianza
in the project. Clinicians also enhanced
respeto by addressing the patients as se-
ñor, señorita, and señora, which is an
important show of respect. The time
spent examining, explaining, and con-
versing with the participant was another
integral component in displaying the
values of confianza and respeto.

One potential limitation of this
study was that the participants were of
predominantly Mexican-American heri-
tage, therefore potentially limiting the
applicability of the results to the larger
Latino population, which includes
Puerto Ricans, Dominicans, and Cuban

Americans. However, the results of this
study are generalizable to an important
segment of the Latino population, since
Mexican Americans are the largest grow-
ing segment of the Latino community,
as well as the most under-served in
terms of healthcare delivery.31–37 Mexi-
can Americans are more likely to seek
care later in the course of disease, which
can result in significant morbidity and
mortality. This results in the potential
loss of years of life, as well as potentially
higher treatment costs. Another limita-
tion is the use of self-reported data to
determine rates of follow-up care and
co-morbid medical conditions. Self-re-
ported utilization has been shown to
correlate well with medical records
across varying ethnic groups,38 although
a small degree of under-reporting of
physician visits may occur.39 In one
study, elderly patients demonstrated al-
most perfect agreement on self-reported
measures of whether or not a contact
occurred, but poorer agreement on the
number of visits.40,41 Similarly self-re-
ported co-morbidities have been shown
to be accurate across a number of con-
ditions, as well as among different eth-
nic groups.42,43

Further clarification of the interac-
tion between cultural belief systems,
provision of health care, and patient
health-seeking behaviors, will be an im-
portant focus for future research. This

information will directly affect efficient
and effective physician management of
Latino patients with ocular disease.
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