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ABSTRACT
Older adults are a vulnerable population who are more susceptible to developing mental health conditions, and the symptoms are
often exacerbated by the co-occurrence of various physical health complications. Despite available evidence-based interventions,
many older adults neglect to utilize mental health services, due to the stigmatization of mental health conditions. Limited research
has focused on the unique experiences of older adults who have overcome the adverse effects of stigma, have sought help for
their mental health condition and are currently in recovery. There are even fewer studies that have addressed perceptions of
stigma among older adults in recovery from a mental health condition who are currently living with a chronic physical illness. The
present study investigated the unique experiences of seeking professional mental health services and the perceptions of stigma
among nine older adults living with a chronic physical illness and currently in recovery from a mental health condition utilizing
semi-structured interviews. Through an in-depth thematic analysis of the data, four over-arching themes were identified:
Resilience from the Stigma of a Mental Illness, Community Engagement, Cultural Barriers and Social Support System. Findings
from the current study suggest that older adults who have previously experienced a mental health condition and were able to
overcome the stigma of their condition, were more likely to seek professional help. Additionally, engaging in community
engagement programs to help other older adults who are currently experiencing acute mental health conditions seemed to reduce
perceptions of stigma and positively impacted participants self-esteem and overall outlook on life.
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INTRODUCTION
Older adults are the fastest growing segment of the US population, and by the year 2040, the number of adults 65 and older is
projected to be 80 million.1 Older adults are susceptible to the development of various mental health conditions. Researchers’
have projected approximately 15 million older adults will have a diagnosable mental health condition by the year 2030.2,3
However, due to the high percentage of mental health conditions going under-diagnosed in the older adult population, these
future prevalence estimates are likely an under-estimate of what we can expect.1
Depression is the most prevalent mental health condition among older adults, affecting one in ten individuals.4-7 Depression is
characterized by intense feelings of sadness, disturbed sleep or appetite, fatigue and poor concentration.8 According to the
Diagnostic and Statistical Manual of Mental Disorders, depression is diagnosed when the changes in one’s personal, vocational,
social and health functions are clinically significant, lasting for a minimal duration of two weeks9. Although the onset of
depression can develop during any stage in life, depression often goes undiagnosed and undertreated well into later adulthood6.
Late-life depression is associated with longer hospital stays, functional limitations, higher mortality rates, and higher medical comorbidities in comparison to other medical disorders.6, 10 Other common mental health conditions in this population include:
schizophrenia, delusional disorders, bi-polar disorder, anxiety and depression.4, 6 The debilitating effects of mental health
conditions include: substantial loss in the quality of life in older adults, financial burden and the disproportionately higher
mortality rates of those with a mental health condition compared to those without mental health conditions.11, 12
Another issue faced by older adults living with a mental health condition is the exacerbation of mental health symptoms due to
the co-occurrence of a chronic physical illness. The co-occurrence of physical and mental health conditions is frequent in older
adults; approximately 80% of older adults have at least one chronic physical health condition, and 50% have two or more chronic
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physical health conditions, which are often accompanied with years of pain and loss of function.4 Individuals with a mental health
condition have an increased risk for the development of chronic physical medical conditions, compared to those without a mental
health condition.13 Individuals with co-occurring physical and mental health conditions face more prejudicial attitudes from
members in their communities, and are more likely to avoid utilizing mental health services compared to individuals with solely a
mental health condition.14 Clinicians are often guided by the negative stereotypes of mental health conditions, and are more likely
to treat physical health complications of their patients with a mental health condition less thoroughly and effectively.15
Stigma continues to be a world-wide health concern and older adults living with a mental health condition continue to be
victimized by the effects of stigma.14 Stigma regarding a mental health condition can be divided into three components: public,
perceived and internalized-stigma. Public stigma refers to the prejudicial attitudes of members in communities toward individuals
with a mental health condition.16 Perceived-stigma occurs when stigmatized individuals believe that others hold negative
stereotypes toward individuals with a mental health condition.17 Internalized stigma occurs when stigmatized individuals believe
the stereotypes about individuals with a mental health condition are true, and apply those beliefs to how they feel about
themselves.18
Stigma associated with a mental health condition is associated with mistreatment, rejection, social distancing, fear and ill treatment
from members in society.19, 20 Individuals who may benefit from mental health treatment choose not to pursue services or begin
treatment but drop-out prematurely to avoid prejudices and discrimination associated with having a mental health condition. 21-24
Help-seeking behavior is often seen as a sign of personal weakness, contributing to the reason why many individuals seek
professional help as a last resort.20 Although research suggests stigma associated with the utilization of mental health services is a
greater barrier than the condition itself, there are individuals who have found ways to overcome those barriers.20
Current literature on the stigmatization of a mental health condition frequently highlights the perception of stigma among
individuals currently experiencing a mental health condition, but such research often omits the population of older adults in
recovery from a mental health condition. There are even fewer studies that have addressed perceptions of stigma among older
adults in recovery from a mental health condition who are currently living with a chronic physical illness. The present study begins
to address this gap in the literature by providing a deeper understanding of the perception of stigma among older adults who selfidentified as being in recovery from a mental health condition. This research is central toward helping us understand the
mechanisms through which some vulnerable populations of elders have been able to break through the barriers of stigma and
engage in professional mental health services. Information from this investigation can assist in identification of targets toward
helping other vulnerable populations of older adults combat the effects of stigma.
METHODS
The present study investigated the unique experiences of seeking professional mental health services and the perceptions of
stigma among older adults living with a chronic physical illness and in recovery from a mental health condition. Qualitative
research methodology was used to gain an in-depth understanding and to explore the unique experiences of the study participants.
Qualitative data has been widely used in the field of psychology to assess various mental health related topics25. Semi-structured
interviews were administered to allow participants to give a broad and detailed description of their experiences of stigma. The use
of semi-structured interviews allows for the emergence of themes that may not be predicted ahead of time by the researcher due
to the participant’s opportunity to speak freely in a comfortable environment26.
Setting and participants
Study participants were recruited from the “Enhancing the Care Transitions Intervention to Facilitate Wellness and Reduce Hospital
Readmissions among Older Adults with a Co-occurring Mental Health Diagnosis” pilot study (PI: Kyaien Conner). All participants (N=9)
in this study responded to flyers located at the local Area Agency on Aging (AAA) asking for older adults who were in recovery
from a mental health condition and were interested in being trained to work with other older adults currently experiencing acute
mental health conditions. Inclusion criteria included older adults who: (a) were 55 years of age or older; (b) self-identified as
having a previous mental health condition and currently being in recovery; and (c) self-identified as having a current chronic
physical illness. All participants were informed about the voluntary nature of the study and received a written informed consent
document to read prior to study engagement. Participants were told that their participation in this study would in no way affect
their participation in the larger ENHANCE study. All activities complied with the University of South Florida’s provisions for the
ethical conduction of research with human subjects (CR1_Pro00025016).
Demographical characteristics
Participants self-reported items regarding their identity including age, race, ethnicity, education, gender, marital status, and
treatment utilization status.
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N (%)

Age

Mean
65.1

50-60

4 (44.4%)

61-70

2 (22.2%)

71-80

3 (33.3%)

Race/Ethnicity
Black/African American

1 (11.1%)

Non-Hispanic White

5 (55.6%)

Hispanic

3 (33.3%)

Gender
Female

7 (77.9%)

Male

2 (22.2)%

Marital Status
Married

3 (33.3%)

Divorced

4(44.4%)

Widowed

1 (11.1%)

Single/Never Married

1 (11.1%)

Education Level
Some College

4 (44.4%)

Bachelor’s Degree or Higher

5 (55.6%)

Mental Health Treatment
Never

4 (44.4%)

Past 1-5 Months

3 (33.3%)

Past 6-11 Months

0 (0%)

Over 1+Years Ago

2 (22.2%)

Individuals in Household
1

5 (55.6%)

2

4 (44.4%)

3+

0 (0%)
Table 1. Respondent Characteristics.

Semi-structured interview
Interviews were conducted with all the participants (N= 9) at the local AAA in a small conference room. Interviews lasted
approximately 30 minutes and followed a semi-structured interview format. The use of open-ended questions allowed for a broad
and detailed description of participants’ experiences with mental health service utilization and stigma. To assist in the structure of
the interview, additional probing questions were asked to elicit further in-depth responses if necessary. Examples of questions
asked included: “Can you tell me when you experienced a mental health disorder?”; “Can you tell me about some things that
encouraged and discouraged you to seek treatment?”; “Can you describe a time in which you felt isolated, or stopped participating
in certain activities because of your mental illness?”; and “Have you ever felt mistreated because of your mental illness, describe
what happened?” Questions were designed to cater to the older adult population and to ensure comprehension of all questions
asked. To show appreciation for their assistance in the study, participants received a monetary compensation of $25.00 after
completion of the interview.
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Data Analysis
Qualitative techniques were utilized in efforts to attain detailed description and give a voice to older adults with a co-occurring
mental health diagnosis and to hear their unique experiences regarding the stigmatization of mental health conditions. This
framework is used frequently throughout the field of Psychology. In this study, it will grant researchers with the opportunity to
grasp the meanings, motives and patterns of perceived stigma in older adults with a co-occurring mental and physical condition
that usually goes unnoticed in various standardized approaches, such as surveys.27 To provide rich descriptions of the complex
phenomena of stigma, thematic analysis was utilized to assess the data. The six-phase guide suggested by Braun and Clarke was
used to successfully analyze the qualitative data.25 Audio-recorded interviews were transcribed and re-read to ensure for accuracy.
Printed versions of the transcriptions were read through thoroughly to familiarize ourselves with the data and noted for initial
ideas. Subsequently the transcriptions were coded line by line, using the participants’ words in attempt to summarize a detailed
description of responses. The codes from each transcription were extracted from the data and collated into groups based on their
similarities and categorized into potential themes.25 The potential themes were examined for coherent patterns and refined to
create overarching themes that best captured the context of the entire data set. A final codebook was created; vivid quotes were
extracted from the transcriptions that best related to the literature and answered the research questions.25 Despite a small sample
size, saturation of the data was met with 9 interviews and at such time no further interviews were conducted.
RESULTS
As shown in Table 1, participants included 9 older adults (mean age of 65.1). The majority of the participants identified as NonHispanic White Females (55.6%) who were divorced (44.4%), received mental health treatment within the past year (77.8%) and
lived by themselves (55.6%). All participants graduated from high school and attended at least some college, with some (55.6%)
having a bachelor’s degree or higher. As shown in Table 2, participants had one or more mental health conditions. Depression
was the most prevalent (88.9%) mental health condition, followed by anxiety (22.2%), bi-polar disorder (11.1%), and
schizophrenia (11.1%). All participants reported having one chronic physical illness. The most prevalent physical illness was
diabetes (33.3%), followed by cancer (22.2 %) chronic back pain (22.2%), lupus (11.1%) and cardiovascular disease (11.1%).
Mental and Physical Health Condition

N (%)

Mental Health Condition
Depression

8(88.9%)

Anxiety

2(22.2%)

Schizophrenia

1(11.1%)

Bi-Polar Disorder

1(11.1%)

Chronic Physical Illness
Diabetes

3(33.3%)

Cancer

2(22.2%)

Chronic Back Pain

2(22.2%)

Lupus

1(11.1%)

Cardiovascular Disease

1(11.1%)

Table 2. Summary of Participants Health Status.

Interview Results
Results of the thematic analysis yielded four over-arching themes that aid in our understanding of the perceptions of stigma of
older adults in recovery of a mental health diagnosis and living with a chronic physical illness. These themes included: 1.)
Resilience from the Stigma of Mental Health Conditions, 2.) Community Engagement, 3.) Cultural Barriers and 4.) Social Support
System. See Table 3 for a description and overview of identified themes. Important quotes were extracted from the study
participants’ transcripts which best related to the identified themes. Study participants were given pseudonyms to protect their
anonymity.
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Resilience from the Stigma of Mental Illness
All participants reported living with stigma of a mental health condition and not having someone to relate to, to confide in. Participants’
stigmatizing experiences were manifested in the forms of isolation, non-disclosure of mental health status and decreased help
seeking behavior. When asked if they have ever felt mistreated from having depression, Sarah, a sixty-four-year-old, White woman
stated, “No because I didn’t share it”. Some participants felt uncomfortable around their peers because of their mental health state.
Ashley, a sixty-year-old white woman stated, “…if this was not anonymous, you know if my name was given, I probably wouldn’t want to give
this information.”
Many participants were deterred from seeking professional treatment, “I don’t, I never thought that I needed it [treatment]…I would cry
and that was it. I got it out of my system.” Some of the participants even began to accept the stigmatizing mistreatment from their
peers. Grace, a sixty-year-old White woman stated, “It [Depression] just seemed so engrained in a part of who I was it didn’t seem like much
that I needed to discuss or that I thought that it wasn’t anything that anyone was able to fix.” She further stated, “In these days when it happens I
kind of laugh, depending on who it is. At the church where I go, this older man, he is the pastor. He learned what I have, and he says oh you’re schizo,
we had some people over the hill who were Schizo growing up, you are just schizo it is no big deal.”
Despite the mistreatment associated with their mental health condition, participants were more receptive toward disclosing their
physical health status, but still “felt isolated because of the pain and fatigue I was experiencing”. The co-occurrence of mental and physical
conditions created some confusion for the participants. Sarah, a sixty-four-year-old, White woman stated she was unsure if the
isolation was due to “the physical manifestations of the lupus disease, or because of the depression… I have no idea how to sort those out”. Some
participants even reported the stigma of their mental health condition surpassed them and affected their loved ones. It wasn’t
until the involvement of mental health organizations that allowed certain family members to accept the participants. Ashley, a
sixty-year-old White woman stated: “There has been a few family members, who didn’t understand what it was, and my step-mom said you just
need to buck up and you just need to deal with it, that kind of attitude. I had a brother-in-law that said I was being wimpy and all that stuff, but uhh he
came around, cus he got hooked up with NAMI (National Alliance for Mental Illness).”
When asked if they ever tried to reach out and confide in others, the participants did not know… “who would I have talked to?”
Grace, a sixty-year-old White woman stated, “No I couldn’t of talked to her [mother], I was afraid of the ramifications, and isn’t that sad. I
really couldn’t talk to anybody; I did tried to reach out to talk to friends, but not about this [Depression].”Ashley, a sixty year-old White woman
elaborated: “Because of the stigma, and umm you know, even in our class, people don’t understand it and you know they think you know, that there is
a tendency for somebody to be violent and they just don’t understand it you know. And you know they might think, you know who knows what they
think”.
Some participants even reported effects of stigma in the form of mistreatment from their psychiatrists, where there were
disagreements in treatment services. Sarah, a sixty-four-year-old, White woman elaborated: “I went to the Psychiatrist twice…he did not
tell me whether it would have an impact on the chemotherapy that allows me to keep my kidneys. So instead I got mad and went to the library and
started researching, I did not take any medication”. Ashley, a sixty-year-old, White woman stated:
“I feel like being at a hospital when I was young, I guess being in the hospital and not being treated well, I feel like it had to be more than this.
I feel like, that something was gonna come back you know, you know I would get something out of that because I was mistreated.”
Despite the negative situations that the study participants experienced, those who acknowledged having a mental health condition
were able to overcome the stigma. Participants were able to accept their mental health status and are more comfortable sharing
their stories. When asked how their experience with a mental health condition changed over the years Sarah, a sixty-four-year-old
White woman reported: “Yeah I don’t see myself as depressed anymore”. All the participants reported having better experiences with
their mental health condition. Grace, a fifty-eight-year-old, white woman stated: “It’s gotten a lot better, especially since I’ve gotten the
proper diagnosis. I was diagnosed with Bipolar disorder for a long time, it wasn’t until I moved down here, that the true self was becoming about”.
Andre, a sixty-year-old, African American man stated: “My experiences have definitely become more positive. Umm I’m less likely now to ever
want to harm myself or anyone else, you know I’m in a better place. Umm I wake up every morning and I feel great, I feel good, I feel energetic, I feel hey,
I’m blessed to be blessed and I want to live you know”.
Participants reflected on their past negative experiences from living with a mental health condition and are now more comfortable
sharing their stories. Having recovered from their co-occurring mental health diagnosis, participants wished everybody knew at least
about mental illness, we could let go of some of the stigma. Gloria, a fifty-four-year-old white woman stated, “I was too fragile to reach out to
hardly anybody, and so now being more whole and having gone through process and found ways for self-care, it’s easier to share that knowledge, because I
have it, and I didn’t have it back then.”
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Community Engagement
One of the ways participants dealt with their experience with a mental health condition was giving back to the community. Many
participants felt “that something compels me to want to help others, and that is what I do, I want to help others”. Many participants emphasized
how “It is important to help other people to find a way to hold the light and help them find their way out.” The desire to give back to community
was a recurrent ideology in the study. Ashley, a sixty year-old, White woman stated: “It is just better, I feel like I’m dealing with it you
know, and that was one thing I was attracted to this program, because you know I feel like I could help people because I’ve been through it myself and
I’m older and umm I have come to terms with it .”
Participants enjoyed the personal benefit from being able to share their stories with others. Participants strongly suggested “the
elderly people need that kind of help.” The need to provide emotional support and advice to their peers who are currently experiencing
a mental health condition was a pertinent concern amongst the study participants. Andre, a sixty-year old, African American man
stated: “It makes me feel good when someone else listens to me and I tell them that um some of my experiences and they ask me well how did you do it”.
Many participants were eager to provide services so others “don’t have to go through what I went through 40 years ago, you know not having
someone to relate to, to confide in. Ashley, a sixty-year-old, White woman stated: “I guess my main idea is trying to benefit the other person you
know and I guess when, if I am able to do that you know, I would like to see them being healthy and um out of the hospital”.
All participants had some form of higher education beyond high school and felt that their education and past “experiences working
with the elders” made them especially qualified to help others. Sarah, a sixty-four year-old, White woman stated, “I am already a master
trainer for Stanford University chronic disease self-management program, and as program director for the Lupus Foundation, I deal with patients who
are in often depressed, and don’t know where to turn or can’t figure out the solutions having being in that situation, it is important to help other people
find a way to hold the light and to help them find their way out”. Victor, a seventy-eight-year-old, Hispanic man stated: “At USF, I went to
Stanford to take CDS and PD, it’s a training to help people with chronic illnesses and management problems. Uh you coach that, and it was a good
experience you know, the elderly people here they need that kind of help, so we went around and talked about chronic diseases and how to manage them
and the proper thing and mind and that thing”.
All participants of the study reported positive experiences engaging with members of their community who were in the process of
recovering from a mental health condition. For many of the participants, involvement in these social programs became a
significant part of their everyday life. In addition, many participants even reported receiving appropriate certification and training,
allowing them to be better equipped to service their peers.
Cultural Barriers
Culture and cultural barriers appeared to play a very important role in participants’ perceptions of stigma and seeking mental
health treatment. It also played a role in how participants verbalized their experience of having a mental health condition. All the
study participants who self-identified as Hispanic (N= 3) were uncomfortable to openly acknowledge the presence or history of
having a mental health condition. When asked to describe a time when they experienced a mental health condition they responded
with “I’ve never experienced a mental health disorder”. However, when asked if they have experienced recurrent episodes of intense
feelings of sadness, or other symptoms commonly associated with a mental health diagnosis, the study participants responded and
had unique stories to share. Lisa, a sixty-three-year-old Hispanic woman stated: “No I feel like no one can help me really. You know cus I
get depressed sometimes, because like I said my family is very far away or gone away, or so I just keep things to myself”.
Participants felt that the experience of symptoms of depression was a normal experience, something that everyone goes through.
Participants felt they needed to justify not being depressed. For example, one participant stated she wasn’t “depressed I would call it
more like I was bored, and I felt that I needed to do something with my life”. Sasha, a seventy-four-year-old, Hispanic woman said, “It’s not
something that I carry with me at all, it is just something that I consider uh normal, you know”. Lisa, a sixty-three year old, Hispanic woman
stated: “You know I have even heard umm, even in Spanish they say ‘If you are gonna cry, cry in your house, when you are alone and nobody sees you or
whatever, and then you get over it’, or so you don’t have to you know, show your emotions that much, you’re always being what you don’t feel like being.”
Culture also played a role in the mental health services individuals engaged in. While all participants identified themselves as in
recovery from a mental health condition, participants did not all choose formal professional mental health services as an avenue
for treatment. Participants identified themselves as “very family oriented, so no the idea, the thought never crossed my mind. I didn’t need it. I
had all the support that I needed.” Participants found various non-clinical ways to cope with their mental health conditions.
Participants often looked to family for social support, participated in other activities as an escape mechanism, engaged in
community-based activities where they could give to others, or were just content with their emotional state and pushed through it
on their own. Victor, a seventy-eight-year-old, Hispanic man stated: “I kind of adapted through it, you know I’ve come to the conclusion that
it is a part of my life, you now I have to deal with it and umm it doesn’t bother me you know.”
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Direct Quote

Cultural Barriers
Cultural customs and beliefs that inhibit
individuals from seeking professional treatment
and disclosure of their mental illness.

PE7: I always look at the positive things, I believe very much in the power of mine, so you got to be positive. You know
whatever happens it happens, it is what it is and that’s it.
PE6: I don’t know if you know about Cubans, but we’re like very family oriented, so no, the idea [mental health
treatment], the thought never crossed my mind. I didn’t need it, I had all the support that I needed.

Benefit of Social Support
The need to empathize and sympathize with
others about one’s problems regarding their
mental health.

PE2: I had a brother-in-law that said I was being wimpy and all that stuff, but uhh he came around, cus he got hooked
up with NAMI. Somehow he got hooked up, oh my nephew got addicted to drugs, and tried to commit suicide, and that
took them on a different journey then they were used to, and so through that he got hooked up with NAMI and learned
about addictions and learned about different stuff, and he ended up apologizing to me for picking on me for so many years.
He finally realized it wasn’t my fault, so that was nice…
PE4: No in fact, I do think that one of my art teachers, she keyed on to the fact that I was having trouble with life. I
think a lot of the teachers in high school knew that there was a lot going on with me, then what was showing on the surface,
and she used to do things, like she brought me in a necklace that she macro-made for me… But if anything, I’d have to say
that they had a hand around my shoulder because they wanted to

Resilience from the Stigma of Mental
Illness
The ability to overcome the barriers associated
with having a mental health condition, and
work toward a state of recovery.

Past Experiences:
PE1: I had acute onset of systemic lupus that damaged most of my organs; my heart, lungs, brain, blood, bone-marrow
and kidneys. I had to have a kidney biopsy, I had to go on chemotherapy for life, I lost both of my jobs, used up my entire
pension and I was living in poverty and at that point I didn’t have disability yet and there was an eviction notice on my
door and I got three months of food stamps and that was all I had. It was serious depression where I had suicidal ideations
and sought treatment….
PE2: I started having panic attacks in high school…I moved down here in Florida in ’82 and the panic attacks got
worse, and they ended up giving me Valium... But I was married to an abusive alcoholic husband…There has been a few
family members, who didn’t understand what it was and my step-mom said you just need to buck up and you just need
to deal with it, that kind of attitude. I had a brother-in-law that said I was being wimpy.
PE3: I was never officially diagnosed, I would never, my father never approved of it, and I always did what my father
said…I knew that something was wrong and that we needed to talk about it, but that is what they didn’t do. No, you
didn’t talk about it, you just let it lay there, so yeah.
Current Experiences:
PE4: In these days when it happens I kind of laugh, depending on who it is. At the church where I go, this older man, he
is the pastor. He learned what I have and he days oh you’re schizo, we had some people over the hill who were Schizo
growing up, you are just schizo it is no big deal
PE2: It’s gotten a lot better, especially since I’ve gotten the proper diagnosis. I was diagnosed with Bi-Polar disorder for a
long time, it wasn’t until I moved down here, that the true self was becoming about
PE3: Umm yesss better [experience with a mental health condition] …um I think it was when I went to high school, it
was either when I went to high school or when I went to college. Umm I went to this class in psychology, it was like an
opening and umm then I realized what my sister was doing to me, and umm I’m not going to do this anymore and try to
do it, and umm okay she made me feel less than an ant okay, and she okay can make me feel miserable. And umm okay
I have been free for three years, Hallelujah! …

Community Engagement
The importance of giving back to society and
helping others with a mental illness who are
currently experiencing similar struggles.

PE 6: I figured if I can be a help to someone, you know I think on a very selfish way, I’m going to feel good about it to.
It’s always like that, you know you have no idea, you do something for someone and amazingly so, sometime you are the
recipient of that good feeling, because you feel good about it, so it is a combination of things, that you know I don’t know if
I’m going to be good at it, but that is why I am interested. I think my experience with the elders have been so good, that I
think if I can help someone, I should, I think I should.
PE7: …the elderly people here they need that kind of help, so we went around and talked about chronic diseases and how
to manage them and the proper thing and mind and that thing. You know I got into matter of balance here, and I realized
that it does help people, you know they feel every time we coach a course, they come back and say hey how grateful they are,
and that’s a self-reflection.

Table 3. Sample Responses to the Semi-Structured Interviews.

Social Support System
All of the study participants stressed the importance of having individuals to reach out to in order to cope with their mental
health condition. Lisa, a sixty-three year old Hispanic woman stated, “…she [my sister] give me a lot of advice and cause she was, she was
married at one time and she left her husband, and she divorced him and she went back to live with my mom and so I rely on her, because she went
through what I was gonna go through again”. Gloria, a fifty-four year-old, White woman stated: “So everything, came crashing down at that
point and I remember calling my sister in the middle of the night, saying I need to go somewhere, because I’m going to hurt my kids or something, I need
to get out of here, so somehow I ended up at her house and she just took me to a psychiatrist”.
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Some participants wanted someone who knew what they were going through in order to overcome a mental health condition.
Participants shared stories on how others were unable to understand the extent of their mental health condition. Sarah, a sixtyfour year-old, White woman elaborated, “I don’t think they had the skill or the knowledge or that they [her children] were the right person, the
right person to help, because they wouldn’t of had that understanding and then I was afraid that they would capture me and make me live with them”.
Grace, a fifty-eight year- old, White woman stated: “…you never really know the pain anybody else is going through, umm to be able to walk
with them and to be able to empathize rather than sympathize, because you, you know what it’s like to have a mental illness yourself”.
Some participants even talked about the benefits of engaging in support groups for individuals currently experiencing a mental
health condition. Andre, a sixty year-old, African American man stated: “People don’t think groups work, groups help when you share with
other people, AA groups help, if you want to stop smoking cigarettes, nicotine groups help if you want you stop using drugs, there are drugs groups that
help”. Ashley, a sixty-year-old, White woman stated: “The BDSA the Bipolar alliance, they have groups and those are great if someone is able to
go out and umm be a part of those groups. I know those really help, not to feel isolated when you have umm bi-polar, because that umm a support group
just for umm people that have mental illness”.
Social support was an important factor in the process of recovering from a co-occurring mental health diagnosis. For
many of the participants, the ability to avoid judgment when conveying their thoughts and feeling to others was essential
in their path toward recovery.
DISCUSSION
This study provides critical information on the unique experiences of stigma among older adults who are in recovery from a
mental health condition who are currently living with a chronic physical illness. These anecdotal recollections of participants’
stigma associated their health status, will help to get a better understanding of the issues associated with mental health treatment
utilization. The semi-structured interviews elicited four overarching themes regarding their experiences. Findings in the study echo
results in presented in the current literature. Cultural beliefs play a major role in individual perceptions of mental health
conditions. Due to the stigma associated with the label of mental health conditions, many Hispanic individuals refer to their
mental health condition as mental distress; this term is more congruent with the Hispanic cultural beliefs and ideologies about
mental health conditions.28 One of the most crucial and challenging stages in recovery of a mental health condition is acceptance.
During this stage individuals must overcome their negative self-judgments, develop a positive identity and truly understand the
extent of their mental illness.29 Hispanic individuals rarely accept the diagnosis of mental health conditions because their
perceptions of its etiology often differ from Non-Hispanic individuals. Research shows that the Hispanic communities attribute
mental distress to negative childhood experiences, acculturative stress, and relationship and family problems.28 A study conducted
by Thoman and Suris found that acculturative stress experienced by Hispanic individuals was a significant predictor for
psychological distress in comparison to individuals who have not experienced acculturating situations.30
Although the study highlighted the cultural barriers faced in Hispanic communities, other cultures attribute the etiology of mental
health conditions to distinct factors. For example, in the African American community many individuals justify mental health
conditions being caused by super-natural forces.28 Studies have also reported high-levels of stigma in the Latino population as a
significant predicting factor toward unwillingness to seek treatment.31 It is important for mental health clinicians to implement
culturally sensitive diagnostic measures and interventions when assessing mental health conditions in individuals from differing
cultural backgrounds. Implementing culturally appropriate services will positively impact the under-diagnosis and underutilization
of treatment service disparities in the minority population of older adults with a mental health condition.
Participants in the present study all identified unique past experiences where they were mistreated by their friends and family
because of the status of their mental health. Stigma can be exhibited from various instances of mistreatment including: the refusal
to disclose mental health status, lack of social support from their loved ones, and isolation from members in their community.32
Participants of the study, who shared their mental health state to others without a mental health condition, reported perceived
lack of understanding and sympathy from the other party. Families and friends of individuals with a mental health condition are
also affected by stigma, resulting in their overt act of judgment and ostracism of persons with a mental health condition.32
Many participants were reluctant to seek professional mental health treatment. Stigma associated with a mental health condition is
known to perpetuate a cycle of disability, halting patient’s process of recovery.32 Older adults who live in communities who
perceive them as “mentally ill” are often more stigmatized than individuals who have other non-mental health conditions33.
Society often produces stigmatizing reactions toward older adults who have a mental health condition because of their eccentric
psychiatric symptoms, social-skill deficits and physical appearances.33 In addition, a few of the study participants with acute
physical illnesses, neglected to utilize appropriate medical interventions. Failure to disclose physical health complications to the
respected clinicians is a frequent occurrence in individuals with a mental health condition.41, 42 Furthermore, physical health
complications of people with mental health conditions are often neglected by clinicians, resulting in increased mortality rates
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compared to people with solely physical illnesses.41, 42 Individuals with various mental health conditions are not receiving equitable
treatment and tend to receive treatment for only life-threatening diseases.41, 43 The neglect of clinicians’ non- probing behaviors
and individual’s non-disclosure of their physical health state can be attributed to the stigma of having a mental health condition.4143 Therefore, the stigma associated with having a mental health condition needs to be addressed across all clinical settings in
efforts to reduce the mortality of people with both mental and physical health complications and to provide for a more inclusive
environment.
In the current study, all the Hispanic participants refused to disclose their mental health status, due to fear of the negative
consequences associated with having a mental health condition. Studies suggest that labeling is the most significant manifestation
of stigma.33 Labeling often develops into stereotypical beliefs in which members of a community categorize individuals with a
mental health condition as being violent, incompetent and responsible for the onset and continuation of their disorder.33 A study
conducted by Sirey and colleagues, suggested that age is a significant predicting factor regarding the perception of stigma.24 The
study suggested that adults (under 65) are more likely to perceive more stigmas about a mental health condition than older
adults.24 Older adults that are aware of the manifestations of stigma often alter their behavior accordingly and avoid the
mistreatment and discrimination from members in their communities. Additionally, the Hispanic and African American
participants, reported solace from their spiritual and religious practices. Cultural practices are often used in times of physical and
mental distress, to increase an individual’s quality of life.44, 45 Research suggest that religiosity encourages safer coping
mechanisms, enhances pain management, reduces the risk of suicide, improves surgical outcomes and reduces the onset of
depression.44, 45 It is imperative for clinicians to utilize a holistic treatment approach to combat the effects of stigma on treatment
utilization.
A few of the participants in the current study with past stigmatizing experiences were able to adapt to the adversity of a mental
health condition through a supportive network of peers, family and friends. Research shows that increased help seeking behavior
from professionals or peers is associated with increased resilience to a mental health condition and decreased stigma.34 Individuals
become resilient to a mental health condition when they have encountered an experience that granted them with the opportunity
needed to overcome stigma; are able to share their experiences of stigma with others; accept the status of their mental health
condition, have faith and form meaningful relationships.34, 35 Due to individuals’ beliefs of stigma potentially inhibiting treatment
seeking behaviors, it is important that mental health clinicians become aware of the role resiliency plays in seeking professional
help. In order to increase the number of individuals seeking mental health treatment, it is imperative to educate the public, those
who do and do not currently need mental health treatment about the benefits of mental health treatment.34 If individuals with a
mental health condition live in a society where treatment for mental health conditions are encouraged rather than stigmatized, it
may decrease the large population of undiagnosed, and untreated older adults with a mental health condition.
In the current study, participants who carried these resiliency characteristics were all enrolled in a community engaging project as
peer educators. This project created opportunities for them to help others suffering from similar problems. Participation in these
community engagement activities allow older adults to learn more about other people and share their values with others, causing
them to have increased sense of well-being.36 Individuals who have a history of utilizing various mental health treatments gain
unique and potentially valuable insights from their treatment experiences, in which they share with appropriate personnel to
improve the provision of mental health services.37-39 Many older adults in recovery of a mental health condition have made use of
their life experiences, problem-solving skills, social skills and formal training to promote independent functioning and social
integration amongst their peers who are currently experiencing a mental illness.40 Research suggests that older adult’s participation
in social engagement interventions lead to an increased quality of life, have enhanced self-esteem, self-confidence and selfefficacy.40 Older adults who have participated in these programs have worked toward reducing the stigma of having a mental
illness, through empathizing and educating others dealing with mental health related issues.40 It is important for mental health
clinicians to encourage older adults to participate in these activities to improve their quality of life. It is important to note that
there are limitations that need to be identified. The research incorporated a small sample of nine participants from the same
geographical location. The sample also lacked diversity. This sample consisted of highly educated individuals, which may have
affected their knowledge about mental illnesses and their willingness to seek treatment. As a result, findings from the current
study cannot be generalized. Despite these limitations, this is one of the only studies which have qualitatively examined
perceptions of stigma and experiences of seeking professional mental health services from a vulnerable sample of older adults in
recovery from a mental health condition who are currently living with a chronic physical illness.
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CONCLUSIONS
The stigma of mental illness is a pertinent issue among older adults living with a co-occurring mental health diagnosis. Findings
from the current study suggest the need for mental health services catering to our rapidly growing population of older adults.
Specifically, health care professionals need to develop solutions to decrease the large number of older adults going undiagnosed
and untreated for a mental health condition. Additionally, to avoid stigmatizing experiences from having a mental health
condition, more programs educating persons about mental health conditions need to be implemented nation-wide. Due to the
evident cultural barriers influencing the treatment utilization behaviors of racial and ethnic minorities, it is important to allocate
funding for older adults to service in lay health educator roles. Further research is needed to examine the perceptions of stigma
among populations of older adults who have been able to overcome the barriers of stigma, but are not affiliated with community
engaging programs, and older adults with different physical conditions. This will allow for more unique resilient strategies to be
recreated and taught to other elders in current psychiatric distress.
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PRESS SUMMARY
Older adults are a vulnerable population who are more susceptible to developing mental health conditions, and the symptoms are
often made worse by the co-occurrence of various physical health complications. The present study provides a deeper
understanding of the stigmatizing obstacles this population has overcome in their journey toward recovery of a mental health
condition.
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