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Abstract

Objective: Stigma has been identified as a complex and problematic issue. It acts as a major barrier to accessing care and can
exacerbate the experience of a health condition, particularly for clients with mental illness and substance use issues. Scales
designed to assess stigmatising attitudes towards those with mental illness and substance use problems among health care
providers are necessary to evaluate programs designed to reduce that stigma. The goal of this study was to evaluate the
internal reliability and external validity of the Opening Minds Survey for Health Care Providers (OMS-HC).

Methods: The current study examined the use of the OMS-HC in assessing stigma held by Community Health Centre (CHC)
staff towards clients with mental and/or substance use problems. Participants represented staff from 6 CHCs in the Greater
Toronto Area (n = 190).

Results: The OMS-HC was found to have acceptable internal reliability for the |5-item version of the scale (o = 0.766) and
mixed reliability for its subscales (o = 0.792-0.673). Confirmatory factor analysis showed good absolute (root mean square
error of approximation = 0.013) and relative fit (Tucker-Lewis index = 0.996) for the current data. The OMS-HC was also
shown to correlate with a series of scales commonly used in stigma research.

Conclusions: After testing for internal validity and comparing the OMS-HC to other commonly used scales for assessing
stigma and attitudes concerning recovery, the scale was found to be appropriate for the CHC setting and may be advantageous
over the use of multiple scales.

Abrégé

Obijectifs : Les stigmates sont reconnus comme étant un enjeu complexe et problématique. lls sont un obstacle majeur de
l'acces aux soins, et peuvent exacerber I'expérience d’un état de santé, particulierement pour les clients souffrant d’une
maladie mentale et de problémes liés a l'utilisation de substances. Les échelles destinées a mesurer les attitudes de
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stigmatisation envers les personnes souffrant d’'une maladie mentale et de problémes liés a I'utilisation de substances chez les
professionnels de la santé sont nécessaires pour évaluer les programmes visant a réduire ces stigmates. L’étude avait pour
but d’évaluer la fiabilité interne et la validité externe de l'outil Changer les mentalités pour les professionnels de la santé
(OCM-PS).

Méthodes : La présente étude a examiné I'utilisation de 'OCM-PS pour évaluer les stigmates que le personnel d’un Centre de
santé communautaire (CSC) peut concevoir envers les clients souffrant d’'une maladie mentale et/ou de problémes liés a
I'utilisation de substances. Les participants représentaient le personnel de 6 CSC de la région du Grand Toronto (n = 190).

Résultats : LOCM-PS s’est révélé avoir une fiabilité interne acceptable pour la version en |5 items de I'échelle (o = 0,766) et
une fiabilité mixte pour ses sous-échelles (o« = 0,792-0,673). L’analyse factorielle confirmatoire a indiqué un bon ajustement
absolu (RMSEA = 0,013) et relatif (TFI = 0,996) pour les données actuelles. LOCM-PS s’est également révélé corréler avec
une série d’échelles couramment utilisées dans la recherche de stigmates.

Conclusion : Aprés avoir testé la validité interne et comparé 'OCM-PS avec d’autres échelles fréquemment utilisées pour
évaluer les stigmates et les attitudes concernant le rétablissement, 'outil se révele approprié dans le contexte d’'un CSC et
peut étre plus avantageux que d’utiliser de multiples échelles.
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The stigma of mental illness presents an important challenge
to health care providers. Research has shown that those who
experience stigma as a result of a mental illness or substance
use problems are less likely to access health care for these
conditions and are less likely to engage fully with treatment
programs.' Stigma impedes care at different levels. First,
stigma held by a health care professional towards patients
with a mental illness may negatively affect the service that
the health care professional provides. For example, stigma-
tising attitudes held by health care professionals towards
those with mental illnesses or substance use issues can lead
them to misinterpret physical health concerns as side effects
of a mental illness in a process referred to as ‘diagnostic
overshadowing’.®> Feelings of distrust and social distance
between the health care worker and patient have also been
shown to negatively affect health care provision.*®

Stigma also negatively affects health care through the
experience of self-stigma on the part of the patient. The
internalisation of stigma conveyed by health professionals
can discourage a client from seeking treatment for mental
health and substance use problems.”*® For example, ina 2013
study, Tucker et al.” found that feelings of self-stigma were
inversely related to both intentions of seeking help and atti-
tudes towards professional psychological help. Self-stigma
can also result in low self-esteem on the part of the patients,
affecting their ability to recover from or manage a mental
illness or substance use problem. This presents a serious prob-
lem to any recovery program as belief in one’s ability to
successfully complete a treatment program is a strong predic-
tor of program adherence.'® Feelings of self-stigma have also
been shown to negatively affect mental health patients’ qual-
ity of life, which in turn has important consequences for
exacerbating current conditions and developing new ones.''

Observing the effectiveness of the Opening Minds Survey for
Health Care Providers (OMS-HC) in the Community Health

Centre (CHC) context has important implications for health care
provision in Canada. CHCs exist for the expressed goal of meeting
the health care needs of citizens who face barriers to health care.
CHCs are designed to provide multiple types of primary health
care, community health care, and social support programs.'?
Addressing stigma at CHCs is of particular concern as these loca-
tions provide health care to the most marginalised groups.'
Stigma has been shown to have particularly negative effects on
treatment seeking of marginalised groups such as racialized popu-
lations,'* economically disadvantaged groups,' and veterans.'®

The OMS-HC was developed to determine the degree of
stigma held by health providers towards those with mental
illnesses.'”'® The goal of the scale is to determine the effi-
cacy and effectiveness of antistigma programs in efforts to
diminish stigma’s impact on health care provision. The
OMS-HC was developed for use in the Canadian context
and was designed to use relatively few items to examine a
number of factors related to stigma,'® making its use practi-
cal in the routine assessment of antistigma interventions.
These factors include attitudes about disclosure of mental
illness, attitudes towards those who have an issue related
to mental illness, and desired social distance from those with
mental health problems. The OMS-HC has been applied to a
variety of research topics, including borderline personality
disorder?® and online educational content for physicians.?!
In addition to use in a research setting, the OMS-HC may
also be useful in an educational context and in program
evaluations. As noted by Kassam et al.,'” the OMS-HC
requires greater external validation, and to date, no studies
have compared the performance of the OMS-HC with other
validated stigma scales.

The current study seeks to address this gap by pursuing 3
research goals: 1) examining the internal consistency of the
OMS-HC and its subscales through the use of Cronbach’s a,
2) confirming the validity of the factor structure suggested by
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Table I. Descriptive Statistics.

Variable n (%)
Sex
Male 29 (15.3)
Female 160 (84.2)
Age, y
13-18 2 (1.1)
19-25 10 (5.3)
26-34 56 (29.5)
35-44 48 (25.3)
45-54 39 (20.5)
55-64 30 (15.8)
65 and over 2 (1.1)
Work role at Community Health Centre
Primary health care team 45 (23.7)
Allied health care team 37 (19.5)
Community health team 34 (17.9)
Administrative 31 (l16.3)
Maintenance or housekeeping 1 (0.5)
Other 39 (20.5)
Additional training in mental health or addictions
No 124 (65.3)
Yes 61 (32.1)

Modgill et al.'” through the use of confirmatory factor anal-
ysis, and 3) determining its external validity by testing the
correlations of the OMC-HC with several other scales that
measure stigma and attitudes surrounding recovery of those
experiencing mental health and/or substance use issues.

Methods
Sample

The current study is based on the baseline results of a ran-
domised cluster trial aimed at reducing stigma towards cli-
ents experiencing issues related to mental health or
substance use in a primary health care setting. Data were
collected from staff members over the age of 18 years at 6
CHCs located in the Greater Toronto Area. The collection
period spanned over 3 months in 2014. Inclusion criteria
required that participating staff members had direct contact
with clients through their CHC duties in the past year. Self-
administered questionnaires were offered to all current staff
and completed on a voluntary basis. Of the 489 staff
employed by the CHCs at the time of the study, 190 com-
pleted the survey, giving a response rate of 38.9%. The data
reported represent baseline data for a 3-year study designed
to test the effectiveness of antistigma intervention at CHCs.
Demographic and CHC roles of the staff are described
in table 1.

Measures

The first section of the survey included a battery of scales
that measure stigma and recovery of people with mental
health and/or substance use problems. The scale of interest
to the current study is the 15-item OMS-HC.'? This scale has

a possible range of 15 to 75, with higher scores indicating
negative views of clients with mental health or substance
issues, and takes approximately 4 minutes to complete. Sev-
eral other scales designed to measure stigma towards mental
health care clients were included to assess the external valid-
ity of the OMS-HC. These scales include the 16-item Mental
Iliness Clinician’s Attitudes Scale (MICA),** which ranges
from scores of 16 to 96, with higher scores indicating more
negative views of clients with mental health or substance
issues; the Modified Bogardus Social Distance Scale for
both schizophrenia and heroin dependence,* which has a
score ranging from 6 to 24, with higher scores indicating
greater feelings of social distance; the Recovery Assessment
Scale (RAS) for both mental illness and addictions,>* which
ranges from 13 to 117, with higher scores indicating negative
views about the recovery potential of clients with mental
health or substance issues; the Recovery Self-Assessment
(RSA-R) Provider Version,”* which ranges from 32 to 160,
with higher scores indicating better recovery-oriented prac-
tices at the participants’ places of work; and the Marlowe-
Crowne Social Desirability Scale short form (MCSDS) to
control for social desirability response bias, which ranges
from 0 to 13, with higher scores indicating lower possible
social desirability response bias.>> The survey also includes
participant demographics, the respondents’ role at their
CHC, and personal experience with mental health and sub-
stance use problems.

Analysis

To account of missing data on the various scales examined,
the study mean scores were taken of all answered questions
in each scale, which were then multiplied by the number of
items in that scale if that respondent gave valid answers to
at least 80% of the scale. Respondents who answered less
than 80% of a scale were removed from analysis of that
scale. Internal consistency of the OMS-HC and its sub-
scales was examined using Cronbach’s o. This study uses
the values for acceptability proposed by Gliem and
Gliem,?® who suggested that an o value of >0.7 reflects
acceptable internal consistency. Confirmatory factor anal-
ysis of the factor structure proposed by Modgill et al.'” was
also performed. Associations of the OMS-HC, its sub-
scales, and other scales related to stigma and recovery from
mental health and addiction problems were assessed using
Pearson’s correlations. Descriptive and correlational anal-
yses were conducted using SPSS 20 (SPSS, Inc., an IBM
Company, Chicago, IL). Confirmatory factor analysis was
performed using the lavaan package for the R statistical
computing environment.

Results

Table 2 describes the properties of the scales used in the
correlation analysis. Most scales showed acceptable reliabil-
ity. However, the RAS for mental illness and the MCSDS
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Table 2. Descriptive Statistics for Study Scales.

n Minimum Maximum Mean Standard Deviation Cronbach’s o
OMS-HC 187 15 51 30.38 6.72 0.77
MICA 188 19 59 35.01 7.85 0.71
Bogardus: Schizophrenia 189 6 22 11.64 3.18 0.72
Bogardus: Heroin 189 6 24 14.39 3.48 0.72
RAS: Mental illness 189 13 92 49.86 14.21 0.50
RAS: Addiction 186 13 95 53.43 14.33 0.89
RSA-R 162 53 160 128.48 18.19 0.80
MCSDS 180 2 13 8.97 2.57 0.43

MCSDS, Marlowe-Crowne Social Desirability Scale; MICA, Mental lliness Clinician’s Attitudes Scale; OMS-HC, Opening Minds Survey for Health Care
Providers; RAS, Recovery Assessment Scale; RSA-R, Recovery Self-Assessment Provider Version.

Table 3. Comparison of Internal Consistency across Teams in the
Community Health Centre (Cronbach’s o).

Social

OMS-HC Attitudes Disclosure Distance

Overall sample 0.766 0.792 0.673 0.720
(n=187)

Primary health care ~ 0.788 0.719 0.693 0.798
(n=44)

Allied health care 0.758 0.602 0718 0.644
(n=36)

Community health 0.808 0.655 0.691 0.706
care (n = 34)

Administration 0.682 0.909 0.318 0.673
(n=30)

Other (n = 39) 0.802 0.679 0.769 0.683

OMS-HC, Opening Minds Survey for Health Care Providers.

showed poor reliability. While the poor reliability of the
MCSDS might be expected as it is a control for social desir-
ability bias, the relatively low reliability of the RAS for
mental illness is unexpected, especially considering the good
reliability of the RAS for addiction, which has very similar
wording. No scales showed significant skewness or kurtosis.

Internal Consistency

Examination of the internal consistency showed acceptable
consistency for the complete 15-item OMS-HC and for each
of its subscales. Table 3 shows that the entire scale showed a
Cronbach’s o score of 0.77. The Cronbach’s o for 3 subscales
(i.e., attitudes towards those with mental illness, attitudes
towards the disclosure of mental illness, and the social dis-
tance from those with mental illness) showed as 0of 0.79, 0.67,
and 0.72, respectively. The interitem correlation for the scale
ranged from a maximum of 0.49 to a minimum of —0.11 with a
mean of 0.15. Table 3 also shows that the 15-item OMS-HC
showed acceptable internal consistency across all occupation
categories with the exception of the administrative staff.
Confirmatory factor analysis was conducted on the sub-
scales to test their appropriateness as identified by Modgill
et al.'” A diagonally weighted least squares estimator was

used to adjust for the ordinal nature of the Likert scale ques-
tions used in the OMS-HC. The 3-factor model showed a x>
of 89.904 (P = 0.394). The results showed good fit on the
Tucker-Lewis index (0.996), the comparative fit index
(0.996), and the root mean square error of approximation
(0.013). The standardised root mean square residual shows
acceptable fit at 0.070%®). Table 4 lists the standardised esti-
mates for the confirmatory factor analysis.

Table 5 displays a series of Pearson’s correlations that
were run to compare the OMS-HC and its subscales to other
commonly used scales that measure stigma and attitudes
towards patient recovery among health care providers.
First, the OMS-HC scores are strongly related to MICA
scores with a correlation of 0.746 (P < 0.001). This is to
be expected as several of the items used in the OMS-HC are
adapted from the MICA.'” A strong correlation is also
observed between the OMS-HC and the modified Bogardus
social distance scales for schizophrenia and heroin depen-
dence at 0.565 and 0.461, respectively. Both correlations
were significant at the P < 0.001 level. The OMS-HC also
correlates positively with the RAS for mental illness and
addiction at 0.179 and 0.191, respectively, with both corre-
lations being significant at the P < 0.01 level. However,
these correlations are fairly weak. The OMS-HC does not
show a significant correlation with the RSA-R scale. The
OMS-HC also does not correlate with the MCSDS. The
MCSDS was included as a control for social desirability
response bias, suggesting the above relationships are not
likely to be affected by such bias.

Correlations between subscales of the OMS-HC and
scales designed to measure similar constructs were also
examined. First, the attitudes subscale of the OMS-HC was
compared to the “knowledge of mental illness” and “views
of health/social care field and mental illness” subscales of
the MICA. The OMS-HC attitudes subscale showed a mod-
erate positive correlation with both MICA subscales. They
show a score of 0.561 (P < 0.001) for the MICA knowledge
subscale and 0.524 (P < 0.001) for the MICA attitudes sub-
scale.”” The OMS-HC disclosure subscale was also com-
pared to the disclosure subscale found in the MICA. These
2 disclosure subscales showed a positive correlation of 0.585
(P <0.001).
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Table 4. Item Loadings from Confirmatory Factor Analysis.

Standardized

Factor Estimate
Factor |: Attitudes of health care providers towards people with mental illness
| am more comfortable helping a person who has a physical illness than | am helping a person who has a mental illness. 0.539
(I of 20)
Despite my professional beliefs, | have negative reactions towards people who have mental illness. (12 of 20) 0.325
There is little | can do to help people with mental illness. (13 of 20) 0.508
More than half of people with mental illness don’t try hard enough to get better. (14 of 20) 0.469
Health care providers do not need to be advocates for people with mental illness. (18 of 20) 0.263
| struggle to feel compassion for a person with a mental illness. (20 of 20) 0.446
Factor 2: Disclosure/help seeking
If | were under treatment for a mental illness | would not disclose this to any of my colleagues. (4 of 20) 0.338
| would see myself as weak if | had a mental illness and could not fix it myself. (6 of 20) 0.573
| would be reluctant to seek help if | had a mental illness. (7 of 20) 0.519
If | had a mental illness, | would tell my friends. (10r of 20) 0.461
Factor 3: Social distance
If a colleague with whom | work told me they had a managed mental iliness, | would be as willing to work with him/her. 0.439
(3r of 20)
Employers should hire a person with a managed mental illness if he/she is the best person for the job. (8r of 20) 0.382
| would still go to a physician if | knew that the physician had been treated for a mental illness. (9r of 20) 0.709
| would not want a person with a mental illness, even if it were appropriately managed, to work with children. (17 of 20) 0.591
| would not mind if a person with a mental illness lived next door to me. (19r of 20) 0.55
Covariances
Factor |—factor 2 0.526
Factor |-factor 3 0.814
Factor 2—factor 3 0.388

Note. r = reverse coded.

Table 5. Correlations between Opening Minds Survey for Health
Care Providers and Other Scales.

Study Scale Pearson Correlation P Value n

MICA 0.746 0.000 186
Bogardus: Schizophrenia 0.565 0.000 186
Bogardus: Heroin dependence 0.461 0.000 186
RAS: Mental illness 0.179 0.009 186
RAS: Addiction 0.191 0.003 183
RSA-R -0.073 0.202 160
MCSDS 0.100 0.515 187

MCSDS, Marlowe-Crowne Social Desirability Scale; MICA, Mental lliness
Clinician’s Attitudes Scale; RAS, Recovery Assessment Scale; RSA-R, Recov-
ery Self-Assessment Provider Version.

The social distance subscale of the OMS-HC was com-
pared to the 2 Bogardus social distance scales. The OMS-HC
social distance subscale showed a significant positive corre-
lation with the Bogardus social distance scales for schizo-
phrenia and heroin dependence scales at 0.497 and 0.350,
respectively (P < 0.001 for both correlations).

Discussion

The first goal of the current study was to examine the inter-
nal reliability of the OMS-HC and its subscales when used
with staff from CHC. The tests showed acceptable reliability

for the 15-item scale as well as for the 3 subscales. The
disclosure subscale showed the lowest consistency score at
o = 0.67, which is below what is typically considered the
acceptable range. The confirmatory factor analysis indicates
that the factor structure identified by Modgill et al.'” demon-
strated an acceptable fit to the current data, supporting the
use of the subscales and their application to the CHC setting.
Determining that the OMS-HC is an appropriate tool for the
study of CHC staff is valuable, as these health centres have
significant contact with marginalised populations. This has
important implications for health care provision because
marginalised populations have disproportionately high rates
of both mental health and substance use problems, and
reducing stigma is an important step in increasing access
to health care.’®*! This means that there is much to be
gained by having valid and reliable measures of stigma
among health care workers in the CHC setting. The OMS-
HC’s ability to perform these tasks is useful not only in a
research context but also for development and evaluation of
educational programs aimed at addressing stigma within
multiple primary health care settings.

The current study also sought to compare the perfor-
mance of the OMS-HC to other survey tools commonly used
to measure stigma towards those with mental health and
substance use problems among health care workers and their
attitudes and behavioural intentions regarding client recov-
ery from such conditions. It was found that the OMS-HC
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showed significant positive correlations with the MICA,
both Bogardus social distance scales, and both RAS. The
strongest correlation observed was between MICA and
OMS-HC, which is to be expected as both scales seek
to measure health care providers’ behavioural intent
towards clients with mental health and/or substance use
issues. In addition, the OMS-HC contains several items
from the MICA. However, the OMS-HC showed better
internal consistency than the MICA, suggesting that if
they measure similar concepts, the OMS-HC may be pre-
ferable. The OMS-HC showed moderate correlations with
the Bogardus social distance scales. The lower correlation
is expected as social distance is one part of the more
complex concept of stigma that the OMS-HC tries to
capture. The significant yet weaker correlations with the
RAS are also expected. This study observed no signifi-
cant correlation between the OMS-HC and the RSA-R.
The RSA-R seeks to measure the extent to which health
care providers see their health care setting as meeting the
principles of recovery-oriented care. The lack of correla-
tion between these scales suggests that attitudes towards
clients have relatively little association with a more
objective appraisal of policies and practices of a health
care setting.

As noted by Modgill et al.,'” there is some concern that
the self-report nature of the OMS-HC could lead to under-
estimating levels of stigma. They suggest that a social desir-
ability bias might lead participants to artificially lower their
scores. However, no significant correlation with the MCSDS
scale was observed. While the lack of correlation between
the 2 scales does suggest that OMS-HC scores are not sig-
nificantly affected by social desirability bias in this sample,
the low internal validity of the MCSDS does mean that fur-
ther investigation is required.

The results of the current study also support the use of the
factor structure of the OMS-HC. Each of the subscales pro-
posed by Modgill et al.'” showed acceptable internal validity
as indicated by the Cronbach « statistic. In addition, each of
the subscales correlated significantly with other survey tools
and subscales designed to detect similar constructs. The
social distance subscale correlated significantly with both
Bogardus social distance scales, the attitudes subscale cor-
related significantly with the MICA knowledge and views
subscales, and the disclosure subscale correlated signifi-
cantly with the MICA disclosure subscale. These relation-
ships help bolster the external validity of the subscales of the
OMS-HC. The validity and reliability of the subscales of the
OMS-HC as shown through these correlations and the con-
firmatory factor analysis suggest that using the OMS-HC
could be used in place of several different scales to capture
similar information. In addition, in relation to the Bogardus
social distance scale for heroin dependence and the RAS
addictions scale, the correlations suggest that the OMS-HC
could be extended to evaluating health care programs tar-
geted towards clients with poor mental health and substance
use problems.

Limitations

One important limitation of the current study is the small
sample size. With just 190 participants, it is difficult to com-
pare the consistency of the OMS-HC and its subscales across
the different demographics and CHC role-related variables.
While this small sample size did affect the range of analyses
that were possible for the current study, the sample size was
sufficient for the analyses that are conducted above. Simi-
larly, the response rate for the current study is low at approx-
imately 40%. This rate is low compared to earlier work on
the scale performed by Modgill et al.,'” who achieved a rate
of 56.7%. Information of the characteristics of those who did
not complete the survey was not available to the research
team, making it difficult to speculate on the levels of stigma
among nonrespondents. This low rate of participation makes
nonresponse bias a possible problem, and interpretation of
the results should be made with this in mind. The ability of
the OMS-HC to detect meaningful change in attitudes in a
trial setting has not been properly addressed in the current
use of the scale. Future research is needed to determine
whether the OMS-HC is appropriate for this purpose.

Conclusion

Addressing stigma towards those with mental health and
addictions problems is an efficient and cost-effective way
to increase access to health care for those individuals.* In
addition, CHCs are designed in such a way that they receive
a high proportion of clients who experience mental health
or addictions problems. The findings of the current research
suggest that the OMS-HC is an appropriate tool for measur-
ing stigma towards clients in the CHC setting. The findings
of the current study also demonstrate the external validity
of the OMS-HC through its comparison to other scales that
are widely used in the evaluation of client care in mental
health. The well-fitting factor structure of the scale and
correlation of the subscales with other measures of social
distance, disclosure, and attitudes towards clients experien-
cing mental illness or substance use problems suggest that
the OMS-HC could be used in place of multiple scales in
future research.
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