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Abstract

Background

People living with a Serious Mental Illness (SMI) die earlier than the general population due to

preventable medical conditions. Latinos living with SMI are a particularly vulnerable population

with higher prevalence of chronic medical conditions. Stigma has been identified as a factor

that fosters health inequities for Latinos/as with SMI, particularly Puerto Ricans. Although per-

sonal and social consequences of stigmatization have been well documented, research

regarding the role of cultural factors on healthcare interactions is scarce. Furthermore, little

research has focused on addressing stigma from the perspective of healthcare professionals.

Methods

We investigated this process through a qualitative design using semi-structured individual

interviews with 11 healthcare professionals (8 physicians and 3 nurses) in Puerto Rico. We

conducted a thematic analysis to analyze the data.

Results

Following a thematic analysis, we found three main themes and nine sub-themes related to

the stigmatization process. Some participants reported perceptions of dangerousness and

uneasiness, social distance and inadequate care. Participants also emphasized a lack of

medical training regarding SMI within the Puerto Rican context.

Conclusions

These findings support the need to develop culturally appropriate public health interventions

targeting healthcare professionals in order to address stigma and eliminate health dispari-

ties among Latinos/as with SMI.
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Background

Serious Mental Illness (SMI) is defined as mental behavioral or emotional disorder resulting in

functional impairment that substantially interferes with or limits one or more major life activi-

ties [1]. Schizophrenia, Bipolar Disorder and Major Depressive Disorders are the most com-

monly associated diagnoses associated with SMI. Research has documented that people

diagnosed with a Serious Mental Illness (PWSMI) die on average, 25 years younger than the

general population [2–4]. Research has documented how preventable medical conditions such

as cardiovascular disease and diabetes account for the high mortality among this population

[5–7]. Latinos/as diagnosed with Serious Mental Illness (SMI) are a particularly vulnerable

population. They have been identified with a higher prevalence of chronic medical conditions

such as cardiovascular disease and diabetes than non-Latinos/as with SMI’s [8–10]. This sce-

nario worsens for one particular Latino/a sub-group, Puerto Ricans. Puerto Ricans are U.S.

born citizens who have an estimate prevalence of up to 7.3% of SMI when living in the Carib-

bean archipelago [11,12], and the highest prevalence of mental illness among the Latino/a

communities in the mainland U.S. [13,14]. Simultaneously, they hold one of the highest rates

of cardiovascular disease and diabetes among all Latino/a communities [15–17]. Despite this

alarming public health issue, efforts to examine the psychosocial factors that foster these health

inequities among this made vulnerable population have been largely absent from the scientific

literature.

Stigma as a key social determinant of health

Stigma has been identified as an overlooked social determinant of health that plays a vital role

in the distribution of life chances and health status for PWSMI through the production of

inequities and stress [18–20]. Stigmatization is a complex process of social control in which

labeling, stereotyping and negative attitudes towards a person, based on a condition or behav-

ior often lead to status loss, rejection or discrimination [21–23]. Stigma is also a multilevel pro-

cess that occurs at the individual, interpersonal, and/or structural level [24]. At the innermost

level are the individuals and their intrapersonal dynamics such as emotions, cognitions and

experiences. At the interpersonal level are the interactions between two or more individuals,

which can happen in any given social context from family to healthcare clinical services.

Finally, the structural level refers to the larger social structure such as institutions or organiza-

tions that can affect material resources, policies, practices, etc. This multilevel process suggests

that relationships between individuals, society and larger societal structures are intertwined

and influence each other within and between levels [24]. Furthermore, although stigmas’ mul-

tilevel process appears to be universal with similar features across cultures (i.e. negative per-

ceptions) [25–27], their manifestations and specific experiences are local and influenced by the

cultural context [28,29].

Stigma, mental illness and culture

Literature has extensively documented stigmatization towards PWSMI, particularly among

PWSMI and the general population. For example, research has documented increased levels of

social distance desire, perceptions of dangerousness, and attitudes of blame and fear towards

PWSMI among the general population [30–32]. Furthermore, these negative attitudes among

the general population are often internalized by PWSMI, who then depict themselves in a simi-

larly negative fashion [33–35], leading them to a sense of social defeat or “why try effect” that

has direct negative consequences on their life goals and general health [36,37]. However, most

of these findings focus on North America and Europe neglecting to address how the
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stigmatization of PWSMI is manifested in different cultural contexts, such as Latin America

and the Caribbean [38,39].

Recent literature suggests that several features and values within the Latino/a culture might

play an important role in the stigmatization process of PWSMI in this context [39–42]. For

example, familismo is a common core value within the Latino/a culture that places a strong

emphasis on the identification, attachment, and obligation to nuclear and extended family

members [43,44]. Although traditionally seen as a social support system, recent literature sug-

gests it can also impact in negative ways. Specifically, familismo can function in Latino/a cul-

ture as a mechanism for PWSMI to refrain from discussing their illness outside their family

environment in order to avoid the shame and social exclusion attached to mental illness from

being connected to their family [41,44]. Machismo is another common value within the

Latino/a culture associated with the process of stigmatization [40,42]. Machismo refers to a

complex cultural value characterized by normative ideas about masculinity (i.e. chivalry, domi-

nance or honor) [45,46] and it has been documented how it leads PWSMI to perceive health-

care services as something for weak men but not for “real men” [40]. Finally, religion can also

be seen as another cultural factor linked to the stigmatization process of PWSMI within the

Latino/a cultural context. This is particularly relevant for Judeo-Christian related religions due

in part to the conceptualization of several mental illness symptoms as sins (i.e. suicide attempts

or drug abuse) [47]. In addition, it can also impact PWSMI’s treatment seeking behaviors

through the belief that healthcare is not needed in light of their religion [40]. Thus, recent liter-

ature evidences the need to address the role of cultural values that “matter most” within the

Latino/a communities while also suggesting the importance of focusing on other fundamental

actors in social interactions within the healthcare system such as Latino/a healthcare profes-

sionals [39, 42, 48].

Mental illness stigma and healthcare professionals

Healthcare professionals are an integral part of the formal healthcare service system who have

been identified as an underrepresented group within the SMI stigma literature [28, 49–52]. Evi-

dence suggests that healthcare professionals share similar attitudes to those of the general popula-

tion perceiving PWSMI as incompetent, violent, and dangerous [53–55]. For example, research

has shown that health professionals have more negative stereotypes and social distance desire for

people with schizophrenia than people with depression [56–58]. Similarly, providers seem to per-

ceive people with bipolar disorder as dangerous and unpredictable [59–60]. Recent evidence has

also suggested that professionals often perceive people with borderline personality disorder as

manipulative and less deserving of care [61]. Other recent findings have also found similarly neg-

ative attitudes and emotions towards people with suicide ideations or attempts [62,63]. Finally,

research has also documented that healthcare professionals have lower regards towards patients

with comorbid mental illness and substance abuse [64–67]. Thus, recent research has suggested

the need to target healthcare professionals in order to address stigmatization in healthcare facili-

ties and its implications for people with SMI physical healthcare [68–69]. This is a troublesome

issue, particularly within the Latino/a cultural context. If PWSMI’s main avenue for entering the

pipeline of care becomes a breeding ground for stigmatizing attitudes and behaviors, the quality

of the healthcare services they receive can become negatively affected or in some instances

completely ignored. Alarmingly, recent research in the Puerto Rican context has also found stig-

matizing attitudes towards PWSMI, including drug abuse and suicide among healthcare profes-

sionals in training, particularly among physicians in training [62,67,70]. However, in order to

develop culturally sensitive stigma reduction interventions, there is still a need to understand how

stigma attitudes towards PWSMI are manifested from the perspective of healthcare professionals
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who are currently in the field within the Puerto Rican context. Thus, the objective of this research

was to document stigma attitudes towards SMI among practicing healthcare professionals in

Puerto Rico.

Method

Design

Given the exploratory nature of our study and recent recommendations to better understand

social inequities in health [71], we implemented a qualitative design. Recruitment was com-

pleted using a purposive sampling. We conducted 11 single in-depth semi-structured inter-

views among practicing healthcare professionals in Puerto Rico in order to gain a deeper

understanding of the stigmatization process in their healthcare interactions with PWSMI [72].

Participants

Participants in this study consisted of 11 practicing healthcare professionals (eight physicians

and three nurses) in Puerto Rico who agreed to participate in individual interviews. Providers

in the study were not in charge of patient’s routine mental healthcare, but rather were focused

on addressing physical healthcare. The selection of physicians and nurses was informed by

recent literature suggesting high levels of stigma among these two specific professions [70,73].

All participants were practicing their profession in Puerto Rico and providing services in inpa-

tient and outpatient medical institutions located in the metropolitan areas of the Island. Partic-

ipants were mostly men (n = 6), married (n = 6) and full time employed (n = 10). In addition,

all identified themselves as religious. For a detailed summary of the participant’s socio-demo-

graphic information refer to Table 1.

Procedure

The research protocol for this study was evaluated and approved by the Ponce Health Sciences

University Institutional Review Board (IRB). Following approval, we began the recruitment

process by distributing promotion sheets to key personnel such as medicine and nursing pro-

gram directors, faculty at medical schools, as well as medical faculty in several general hospitals

and community centers in Puerto Rico. Once potential participants contacted the first author,

a schedule for the interviews was agreed at the participant’s preferred time and place. The first

author did not had any relationship with participants and participants were informed about

the reasons for conducting the study during the consent. Although no participant refused to

participate in the study or dropped out, all participants requested for the interviews to be con-

ducted in a private office within their respective practicing healthcare scenarios. No one else

was present during the interviews. All interviews were conducted in Spanish. Participants in

this study did not receive any compensation. No field notes were made during the interviews

or after them.

The individual interviews were audiotaped and conducted face-to-face during the period of

November 2014 and February 2015 by the first author a current PhD, who was an advance

graduate student in Clinical Psychology at the time, identified himself as a man and had previ-

ous training and experience conducting in-depth and semi-structured interviews [74]. Each

interview lasted approximately one hour. After completing one interview, the first author pro-

ceeded to transcribe that interview and remove all potential identifiers [75]. In order to main-

tain rigor and validity during the interview process, the first author met with the second and

third authors for a debriefing after each interview to address issues such as: under emphasized

areas, specific techniques to manage the interviewer’s emotions related to the interview setting
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and management of power dynamics in the interview encounter, among others [76, 77]. After

the debriefing, the first author proceeded to conduct the next scheduled interview. This pro-

cess continued until we achieved data saturation [78] and then proceeded to conduct data

analysis. Transcripts were not returned to participants for comments or corrections.

Data analysis

Our analysis was informed by Braun and Clarke’s [79] step-by-step guide for conducting the-

matic analysis. We were also guided by Cook and colleagues (2014) conceptualization of

Table 1. Socio-demographic information.

Variable Frequency

Age

21–30 2

31–40 3

41–50 1

51–60 4

> 61 1

Gender

Male 6

Female 5

Civil Status

Married 6

Single 5

Religious Affiliation

Catholic 9

Pentecostal 1

Baptist 1

Importance of Religion

Important 9

Very Important 2

Employment

Full-time 10

Part-time 1

Annual Income

Less than 30,000 1

30,001–40,000 3

50,001–60,000 1

More than 70,000 6

Health Related Field

General Medicine 5

Internal Medicine 3

Nursing 3

Years in Practice

1–10 4

11–20 3

21–30 2

>30 2

Note: N = 11

https://doi.org/10.1371/journal.pone.0226401.t001
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stigma as a multilevel process and Yang and colleagues (2007) emphasis on the contextual and

cultural specificity of the stigmatization process [24,29]. Both frameworks informed our data

analysis process from the development of themes to the writing of the report.

We began our hybrid inductive and deductive [80] manual process of analysis familiarizing

ourselves with the data in order to ensure its fidelity by repeated individual reading of the tran-

scripts without any computer software’s. Simultaneously, all authors individually generated

initial themes from the data. After this process we met weekly for a period of two months

working systematically through the transcripts and discussing our individual analyses to

ensure their trustworthiness. After identifying our initial themes and sub-themes we developed

a thematic map in order to better think about their relationship with the text extracts and the

theory. We did not search for patterns (frequency), as they do not necessarily reflect the most

important themes [79]. After reaching consensus on the quotations to be included in our final

report [81], the first author translated from Spanish to English all quotations. The second and

third authors validated the translations in order to begin the process of writing the report. Due

to our limited sample size and the limited number of private institutions in the Island we will

present quotations solely focusing on the participants disciplines in order to secure partici-

pants identities.

Results

We organized our findings into three main themes related to the multilevel process at which

social stigmatization occurs and eight sub-themes focused on the stigma drivers or manifesta-

tions (Table 2)

Individual level

The discussion about the individual stigma level focused on healthcare professional’s cognitive

representations of PWMSI. We found three related sub-themes that drove these cognitive

Table 2. Themes and sub-themes descriptions.

Themes/Sub-themes Descriptions

1. Individual Level Includes quotations regarding healthcare professional’s cognitive representations of

PWSMI.

1.1 Negative Perceptions Includes examples of thoughts and negative stereotypes about PWSMI.

1.2 Blaming the Patient Includes examples of thoughts regarding patient’s responsibility about their physical

health.

1.3 Inability to Recover Includes examples of thoughts regarding PWSMI recovery and societal integration.

2. Interpersonal Level Includes quotations related to clinical interactions experiences with PWSMI in

medical healthcare scenarios.

2.1 Diagnostic

Overshadowing

Includes examples in which the patient’s symptoms are neglected or misattributed to

their SMI.

2.2 Lack of Skills Includes examples about how lack of skills can drive negative patient-provider

interactions.

2.3 SMI Diagnosis

Disclosure

Includes examples of patient’s lack of disclosure or professional’s inquiry avoidance in

clinical interactions.

3. Structural Level Includes quotations regarding participant’s perceptions and interactions with society’s

health-related institutions.

3.1 Lack of Training Includes examples of their perceptions regarding how medical training experiences

foster or hampers their ability to address PWSMI healthcare issues.

3.2 Healthcare Systems Includes examples related to their perceptions and experiences with how the

healthcare system fosters or hampers healthcare services for PWSMI in Puerto Rico.

https://doi.org/10.1371/journal.pone.0226401.t002
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representations at the individual level: (1) negative perceptions, (2) blaming the patient, and

(3) inability to recover. We present each sub-theme in the next paragraphs.

Negative perceptions. One of the most consistent findings during the interview discus-

sions was the negative perceptions surrounding PWSMI among the participants. When defin-

ing or describing PWSMI, participants mostly depicted them as social outliers.

A person we call antisocial, or that society has categorized as an individual that does not do

what someone must usually do within a society. . .For example, following certain rules. . . [a

person that] is not governed by a certain religion, not governed by the rules of society.

(Generalist—1)

Along the same line, other participant echoed these descriptions and further explained how

this status as social outliers led to his view that PWSMI are generally problematic in their daily

social lives: “A patient with mental illness tends to have many problems in society, they tend to

have many problems with family members, their neighbors, and problems all the time wher-

ever they go” (Generalist—9).

Interestingly, another participant linked the negative stereotype of PWMSI as socially prob-

lematic with the perception of them being from the center or the rural parts of the Island. This

perception is somewhat widespread among some Puerto Ricans, particularly those living in

metropolitan areas, who can use the term “those from the Island” as a pejorative phrase to

refer to people living outside the metropolitan areas perceived to be social outliers such as

those from low socio-economic class or low educational level. One representative example in

which PWSMI were perceived as belonging into this category is presented in the following

quotation:

Many people with mental illness live specifically in the centermost part of the island . . . and

some of their problems both for schizophrenics and bipolars, is having problems within the

family. Some families live there together with one another, and often their families do not

love each other. The same family will try to kill each other and that’s part of psychiatric con-

ditions. . . they are people who do not have much, they are not people who have a lot of edu-

cation, they are not very educated, they don’t work. They instead have many bars to drink,

dedicate themselves to drink, and because education is part of controlling mental condi-

tions, if they don’t have it, obviously it is easy to get out of control . . . Educated people are

more protected from psychiatric traits because they are aware of what are some psychiatric

conditions. (Generalist—6)

Some participants emphasized that negative perceptions about PWMSI are not only wide-

spread among the general population, but also within health professionals. One participant

explained the urgency of dealing with these negative perceptions among the medical personnel

in order to address effectively PWSMI medical problems:

The stereotype they have as patients, for example, they are in X psychiatric hospital, and

any patient that has been there, is already crazy. That must be stopped . . . they are patients

like any other with another type of diagnosis. The only thing is that their diagnosis has

nothing to do with the pancreas; it has to do with their head. (Internist—8)

Blaming the patient. In this sub-theme the quotations exemplified the perception that

PWSMI are solely responsible for their healthcare. As one participant mentioned, the main
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issue seems to be that the patients do not follow up or seek medical attention because it is not

one of their priorities and this issue is the one that leads them to have poor health:

They do not monitor themselves. . . It’s not their priority because they do not routinely

monitor themselves to see how their other conditions evolve . . . They don’t do it for them-

selves, because you cannot go to the patient’s house. The patient is the one that has to come

to us basically and although you advise them they are going to make their own decisions . . .

It’s the person. (Internist—7)

Another participant echoed this and further detailed that their lack of knowledge could also

be behind their frequent physical health issues.

If all of them don’t know how to handle things behaviorally and mentally, then obviously

problems begin with their blood pressure, food intake, substance problems, cholesterol, and

they can also develop cardiovascular problems. (Generalist– 2)

Inability to recover. Another finding during the discussions focused on participant’s per-

ceptions regarding the course of mental health treatment for PWSMI. Their thoughts around

this topic emphasize a pessimistic view regarding recovery for this population. As one partici-

pant clearly stated: “They are not curable. It’s for their whole lives. They can get better with

therapy or medication. . . but they will not be cured.” (Generalist—1).

This perception echoed by another participant who further explained the implications of

PWSMI being unable to recover in terms of management and potential integration into soci-

ety. As this participant stated:

I believe they are not suited to handle certain situations. They are not mentally prepared

people . . . I consider that there are patients that should not be in their homes. . . Therefore,

they should be in institutions that can deal. . . that have the preparation to deal with those

kinds of patients. . . Maybe in a home, I don’t know, where they could be like admitted

long-term. (Nurse—4)

Interpersonal level

During our discussion, participants focused on their clinical interactions experiences with

PWSMI in their routine medical healthcare scenarios. We found four related sub-themes that

seemed to guide interpersonal level stigma in healthcare scenarios: (1) diagnostic overshadow-

ing, (2) fear and dangerousness, (3) treatment complexity, and (4) SMI diagnosis disclosure

difficulties. We present each sub dimension in the next paragraphs.

Diagnostic overshadowing. A main finding in this sub-theme was the emphasis on how

sometimes healthcare providers misattributed PWSMI physical symptoms due to their mental

health diagnosis. One participant went even further and linked this issue with PWSMI

mortality.

If a patient goes and says I am seeing things, hearing things, it immediately means they are

making it up or he is crazy, they do not take him seriously. . .‘That’s all fake’ (“Eso es de

embuste”). When they come to their doctors, if they have one, as soon as they say they are

diagnosed with a serious mental illness everything they say is like, not true at all. ‘Look he

complains about chest pain.’ ‘Ah! That’s all in their mind’. They won’t give them the appro-

priate diagnosis, the appropriate examinations, because all that the patient says from that

moment onward is fictitious . . . There are patients that might be looking for attention, but
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there are others that have some symptom and are not treated adequately. Little by little it

does harm to their systems and possible might be the cause of their deaths. (Internist—8)

Interestingly, another participant also echoed this link between neglect of physical symp-

toms and potential disease among PWSMI. “They focus only on the mental issues and they

leave the physical behind, and then they deteriorate.” (Nurse—11).

In addition, another participant emphasized how patient’s complaints could be neglected

via referral’s psychiatrists. In this example quote, the participant mentioned that, in the end,

the treatment of PWSMI was not within the medical setting but within the psychiatric setting:

Honestly, we do nothing. . . we put them on medication to try to control them so that they

let us do the laboratories and then send them to another place. A psychiatric hospital where

they will get the final treatment for that patient. (Generalist—6)

Lack of Skills. Another important finding stems from participant’s discussion regarding

their skills and behaviors in their routine clinical interactions, which were also linked to their

thoughts and emotions about PWSMI. This discussion evidenced how lack of skills might

impact their healthcare interactions with PWMSI. For example, one participant mentioned a

desire for social distance in the interactions as follow:

Sometimes even within the medical faculty they do not want to interact much with those

conditions. I think that maybe they are afraid, I don’t know, about the topic. Well, maybe

they are not well informed about it. (Internist—7).

Another participant also echoed these thoughts and brought examples from clinical practice

in which emotions can lead to negative patient-provider clinical interactions, in this case a

rushing a patient into the physician’s office.

Still today, I mention the word schizophrenia anywhere and nurses get. . . they are so afraid

of the patients that they will take them into my office in a second, in a second. That is, the

patient enters the clinic’s doors and they pass them quickly directly into my office. It has

happened to me and continues to happen . . . Also, the other patients become super crazy. . .

“look at him ‘ten cuidao ’‘ (be careful), pass him in”. They are also afraid. . . (Generalist—9)

Another participant also emphasized the avoidance by healthcare staff and how dangerous-

ness can play a key role in terms of their clinical interactions and patient’s treatment (or lack

of it):

Sometimes we put them in an isolated room and restrict them, they are guarded, and they

have a person that watches over them, a guard. . . We should not put them a label just

because they are mental, but we need to remove them . . . Its not to isolate them, its for secu-

rity issues. (Nurse—11)

SMI diagnosis disclosure difficulties. Another finding evidenced one of the difficulties

in terms of communication in their healthcare interactions with PWSMI was patient’s lack of

disclosure of their SMI diagnosis. Healthcare professionals discussed consistently these experi-

ences in their clinical practices: “When one asks them about their medical conditions, they suf-

fer from X and Y condition, but they never mention the mental part until one asks them.”
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(Internist—2). Another participant echoed this experience and expressed how to foster

patient’s mental illness disclosure:

In my case, I give them an open-ended question about their conditions. . . Many times

patients do not believe a condition is a condition, and then I proceed in an indirect manner

to ask them ‘What medications do you use? For what do you use that medication?’ I do not

tell them that that medication is for schizophrenia; I ask them for what do they use that

medication and they have to tell me. (Generalist—6)

Despite the importance of disclosing one’s mental illness status in a healthcare scenario,

some healthcare professionals openly mentioned that they did not asked them about their men-

tal health history “I do not ask them so I don’t make them feel-. . .Because they are fearful of say-

ing they are bipolar, that they are a person with mental health problems.” (Nurse—11). Another

participant discussed that a negative feeling associated with disclosing SMI diagnosis could be a

potential reason behind a patient’s disclosure difficulties with healthcare professionals. In addi-

tion, this participant provides a quote that exemplifies not only difficulties with patient’s lack of

disclosure, but also difficulties from healthcare professional’s side to ask about them.

Patients that have tried to suicide, maybe when they arrive they do not want to tell me

about it at the beginning because they might fear about being labeled as a mentally unstable

person or X or Y. It hasn’t happened, well, that I know of. Maybe they haven’t told me, I

just hope it hasn’t happened. (Internist -7)

Structural level

Our final theme focuses on the participants’ perception and experiences regarding how the

macro-level aspects of the stigma process, specifically with health-related care institutions. We

identified two sub-themes: (1) lack of training and (2) healthcare systems.

Lack of training system. Participants discussed the lack of appropriate formal training for

working with PWSMI and how to address their healthcare issues. Some participants even

expressed they had not received any training at all from their medical education institutions:

In terms of training, medical school doesn’t really help at all. What helps is the experi-

ence. . . In training the only thing they teach you is that you cannot hit a schizophrenic

patient, one can only ask for help. Basically you cannot do anything, that’s my training.

(Generalist—6)

Other participants discussed they had some, but limited, training. Some of them explained

how this might account for the emotional difficulties in their interactions with PWSMI:

“Maybe we are not exposed to psychiatric patients as much. I believe that lack of exposure gen-

erates a shock when you encounter these patients.” (Internist—7).

Along the same lines, other participants exposed the challenges this creates for the upper

medical training years, further specialized training, continuing education and beyond. They

emphasize the poor preparation that continued education provides in order to address

PWMSI issues: “Continued education courses are very general. They may say something about

it, but very little. It is mostly through experience and reading. (Generalist—5)

In all my continued education courses, I always take psychological aspects of illness. . . but

module after module that I receive; it’s just a ‘copy and paste’. I have not seen any change at

all. They are not teaching anything new. (Nurse—4)
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Healthcare system. Participants also described their experiences with the healthcare sys-

tem in Puerto Rico, specifically when working with PWSMI’s. Most of these experiences were

described as negative. One participant explained that the difficulties they encounter when nav-

igating services focused on their SMI, as opposed to physical illnesses are markedly different,

evidencing to some extent, the exclusion of this population:

Most of the time, psychological or psychiatric services in Puerto Rico are rather difficult . . .

If we send a patient to the office, they really do not need hospitalization. If you facilitate psy-

chiatric services, rather than refer them to a psychiatric hospital, control them in the offi-

ce. . .The system, the appointment system, the medical part, the psychiatric medical part

cannot be similar to an emergency system. If the patients feel ill, they should have the avail-

ability to reach their psychiatrists if available, in an office . . . you know I have worked in a

hospital and have called psychiatry services at another place to send them there, but often

they do not want them. And we all have the same system, they are full! ‘We cannot take

them in now. You have to wait another 24 hours and check again’. They make it a little diffi-

cult for you.” (Generalist—6)

Although this might appear as a distal aspect to address, another participant stated the

direct implications it had for the physical health of PWSMI as well as healthcare professional’s

respective practices:

They don’t pay much attention to psychiatric illnesses. . . they do not check the lithium in

three years and then when they come back, the patient has diabetes, renal problems, thyroid

problems, basically they don’t do follow-ups. . . It will have to be Medicare that tells them ‘we

are going to penalize you by not paying you for the visit’ or ‘we are going to help you, give

you an incentive if you do the follow ups’. Everything works with money. (Internist—8)

Another participant addressed other issues that show the structural inequities encountered

by PWSMI in healthcare scenarios and community centers.

There are many limitations (within a general hospital). We only have two social workers and

sometimes you need to call APS (State public insurance) and wait for approval. If they have

private insurance they need to go to another place, and that takes so much time. . . everything

gets delayed and when the patients feel a bit better. . . they break out. (Nurse—11)

Despite these barriers, some healthcare professionals mentioned how they dealt with these

structural complexities at their individual practices. Some of them mentioned their difficulties

and in some cases despair at how institutional policies are reflected in their daily medical inter-

actions. One example is the following:

One of the main problems I see is that there’s no communication between the primary phy-

sician and the people that treat mental health patients. In my case I have had many prob-

lems. I do home visits and give the patients my cell phone number. If there’s a psychiatrist,

psychologist or specialist I tell them ‘call me, there’s my cell phone number if they have

something to tell me’. That is very difficult, I have never heard from them. Only one special-

ist wrote his phone number in the referral form and wrote ‘If you have doubts please call

me, I will explain further’. I believe we are not practicing medicine, as it should be. . .I try to

give my 100 percent, but the more I try I definitively cannot do it alone. We need all the

help we can get from everywhere. . .I feel that my hands are tied. (Generalist—9)
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Discussion

Our results suggest the importance of addressing stigmatization as a multilevel process with

universal features that is experienced and manifested within specific local and cultural con-

texts. Healthcare professionals are an important group to target in these endeavors in order to

address the impact of stigmatization and its implications for the healthcare of PWSMI. They

lie at an intersection in which they can simultaneously enforce structural policies through

face-to-face interactions with PSWMI. Focusing on practicing healthcare professionals allows

for a deeper understanding of how this process is linked, produced, and reproduced in specific

cultural contexts and interpersonal interactions such as healthcare encounters [82]. This has

recently been acknowledged by research documenting how stigma attitudes might negatively

impact provider’s healthcare decisions when treating PWSMI [83]. In this study, we aimed to

contribute to this emerging literature by focusing on how stigma is manifested specifically in

healthcare professional’s interactions with PWSMI. Following recent literature recommenda-

tions to address health disparities [71], we gathered a more in-depth and contextualized under-

standing through the lens of practicing healthcare professionals in the Puerto Rican context.

This allowed us to understand how perceptions, attitudes, behaviors, and local institutional

policies contribute to the stigmatization process in clinical care interactions in Puerto Rico.

Although many interpretations might emerge from our findings, there are some salient areas

that we would like to discuss.

One of our main results suggests that stigmatization has the potential to play an important

role on these health disparities among PWSMI in Puerto Rico. Consistent with the epidemio-

logical data found in other cultural contexts [84,85], most of the participants offered examples

of many cases encountered in their respective clinical practice scenarios of PWSMI with co-

morbid chronic physical conditions such as cardiovascular diseases and diabetes. Although

research has argued that mental health medications and modifiable risk factors are largely

responsible for their physical chronic conditions [2, 86,87], psychosocial factors such as stigma

have been traditionally overlooked. Our findings document how healthcare professional’s stig-

matizing attitudes and beliefs can directly impact their healthcare interventions. One example

is how, among our participants, PWSMI were perceived as being different than patients with

only physical conditions. Their narratives exemplified how this led some healthcare profes-

sionals in Puerto Rico to actively ignore their complaints or immediately refer them to a men-

tal health professional despite their chief physical complaint. Literature has coined the term

“diagnostic overshadowing” in order to account for this complex process of misattributing

physical symptoms to an underlying mental illness [88]. Although research literature has

emphasized the need for more research efforts to better understand this phenomenon, evi-

dence to date suggests it appears to be a global occurrence [88,89]. However, the idea of

embuste (big lie or fake) seems to play an important role in this process within the Puerto

Rican context, with potential implications for other similar cultural context within Latin

America and the Caribbean. As literature shows, Latinos/as emphasize non-biomedical inter-

pretations of mental illnesses [90]. When interacting with PWSMI in their practices, the

notion of mental illnesses as a non-biomedical and fake could be behind their dismissal of

physical symptoms as these could also be seen as non-biomedical and un-real just like their

mental illnesses. We understand that this is an aspect that needs to be further explored as it

could offer a unique insight into some of the healthcare inequities Latinos/as with SMI

encounter.

Other important findings also highlight the role of some cultural variables in the stigmatiza-

tion process within the Puerto Rican context. For example, one participant explicitly men-

tioned that they abstain from directly asking if their patients in medical healthcare scenarios
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had any type of mental illness in order to avoid making them feel bad. Similarly, another par-

ticipant mentioned regarding lack of disclosure from patients that they just hoped it hadn’t

happened to them. This could be linked to the cultural value of dignidad and respeto. While

this value emphasizes the intrinsic worth of all individuals, it can also lead to avoid discussing

topics traditionally understood as private to a person, such as SMI [39, 45]. In addition, reli-

gion was mentioned in order to explain why PWSMI were perceived as outsiders. In this

sense, religion was understood as a mechanism for keeping people within traditional cultural

boundaries or norms. This is similar to the characteristic stigma function of “keeping people

in” [23], which could be used to justify their attitudes and behaviors towards PWSMI. Finally,

familismo seem to be linked to the perception of inappropriate care and support for their phys-

ical health needs. Participants expressed that families often do not support enough PWSMI.

Interestingly, this is contrary to what literature has documented, particularly among Latinos/

as living with a SMI for which families are the main role of social support [91, 92]. This finding

could be evidence of exceeding expectations regarding the role of families in healthcare of

PWSMI. Most importantly, these findings evidence the role of some cultural values in the stig-

matization process and its implications for the physical healthcare of PWSMI, which we

believe could be potentially transferable to other cultural settings beyond Puerto Rico, such as

Latin America and the Caribbean as recent research has begun to suggest [39,42].

As we mentioned in our introduction, the stigmatization process in healthcare encounters

is comprised of interrelated levels. Some participants described how structural aspects made it

difficult for them to appropriately address PWSMI’ healthcare needs despite their best inten-

tions. For example, participants informed us about the lack of appropriate training offered to

work with PWSMI within medical settings in their respective medical and nursing programs.

These findings reflect recent literature documenting the lack of training for primary care phy-

sicians and nurses in Puerto Rico regarding physical healthcare of PWSMI [93]. Furthermore,

they also identified that the lack of training during their education also extends to continuing

education after graduation. This led them to experience negative emotions when working with

PWSMI in their medical practices, and in some instances forced them to neglect addressing

vital aspects of routine healthcare interactions, such as the patient’s mental health history or

their lithium levels. Thus, this lack of training seems to be driving the process of stigmatization

in healthcare settings. Our results suggest healthcare professionals in our context lack basic

knowledge about SMI, but also about how to address the physical needs of PWSMI. This is a

troublesome issue for PWSMI’s medical healthcare. When healthcare professionals with little

training and stigmatizing attitudes interact with PWSMI, stigmatizing behaviors can manifest

leading to an atmosphere of mistrust, substandard healthcare and ultimately to this popula-

tion’s elevated mortality rates as some participants also suggested. In addition, participants

explained how institutional policies for PWSMI such as delayed insurance approval, negatively

impacted the treatment and ultimately patient adherence. Furthermore, fragmented care fos-

tered a lack of communication between physicians and mental healthcare providers, becoming

a barrier for adequate treatment. When these structural aspects interact with the previously

mentioned levels, PWSMI are systematically stigmatized in their healthcare interactions with

healthcare professionals. These interactions can lead them to feel threatened and detached

from their providers, which are vital aspects for effective interventions presumably worldwide,

but particularly among Latinos/as with SMI [18].

Limitations

There are some limitations to our study. Firstly, our participants practiced their profession in

private institutions. Thus, our findings only reflect health professionals who practice in these
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scenarios and not those in public healthcare settings. This is important, as the patients they

encounter in these contexts are usually those who have private insurance or economical means

to cover their healthcare. Secondly, because participants preferred the interviews in their

respective practicing scenarios, difficulties such as colleagues calling them to attend an emer-

gency or an appointment were encountered. These might have resulted in a less than optimal

participation and shortened quotations as interviewees had to divide their attention between

their practice and the interviewed. This is certainly a methodological challenge that needs to

be taken into consideration working with practicing healthcare professionals who have little

time and a convoluted schedule. Thirdly, all our participants were interviewed only once.

Thus, this limited the in-depth of the interviews and thus of findings. Lastly, because our par-

ticipants were recruited via promotional flyers provided to them by key gatekeepers, some of

them could have agreed to participate because of their interest in the study. Thus, some of the

responses could have included some socially desirable information, which could impact our

findings. However, in spite of these limitations, our study represents an important effort to

understand and document the stigmatization process in healthcare interactions among an

underrepresented population in the literature, practicing healthcare professionals [94].

Conclusions

Our results evidence the existence of stigmatization towards PWSMI among practicing health-

care professionals in Puerto Rico. Furthermore, they point out the need to address the multi-

level process of stigmatization and how its interrelationship specifically impacts physical

healthcare interactions. They also evidence the need for urgent comprehensive research and

intervention agenda to eliminate the health inequities encountered by PWSMI. Our study

shows that healthcare professionals should be a priority in these endeavors. We understand

that this work represents a starting point that could potentially inform subsequent research on

stigma reduction globally, but more particularly across Latin America and the Caribbean.

Although preliminary, our results suggest several issues that could potentially inform these

future interventions efforts in this context. Specifically, these results suggest a need to focus

on: (1) addressing cultural values and notions that might impact how PWSMI healthcare is

being provided, (2) addressing practicing healthcare professional’s cognitions and emotion

management related to PWSMI, (3) enhancing their clinical skills and competencies when

working with PWSMI, (4) integrating SMI physical healthcare needs in the medical school

and nursing school curriculum and training, and (5) revising institutional policies regarding

medical care of PWSMI. These recommendations are a small but important effort for develop-

ing specific strategies to foster stigma free health encounters and eliminate health disparities

among this population in the Puerto Rican context. The urgency to do so is a matter of life or

death.
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taz W. Attitudes of Mental Health Professionals Towards Persons With Schizophrenia: A Transcultural

Comparison Between Switzerland and Brazil. Rev Psiq Clin. 2012; 39 (4); 115–121.

58. Andrade Loch A, Pascal Hengartner M, Bevilacqua Guarniero F, Lorea Lawson F, Wang YP, Farid Gat-
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