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Abstract
Background Research shows that personnel working in mental health facilities may share some of the societal prejudices 
towards mental illness. This might result in stigmatizing behaviours towards people suffering from mental disorders, under-
mining the quality of their care.
Aims To describe and compare attitudes towards mental illness across a sample of professionals working in a wide range of 
mental health facilities in Spain, Portugal and Italy.
Method We administered a survey to personnel including two questionnaires related to stigmatizing attitudes: The Com-
munity Attitudes toward the Mentally Ill (CAMI) and the Attribution Questionnaire (AQ-27). Data were compared according 
to professional category, work setting and country.
Results 34.06% (1525) professionals of the surveyed population responded adequately. Psychologists and social therapists 
had the most positive attitudes, and nursing assistants the most negative, on most factors of CAMI and AQ-27. Community 
staff had more positive attitudes than hospital-based professionals in most factors on CAMI and in discriminatory responses 
on AQ-27.
Conclusions Globally, mental health professionals showed a positive attitude towards mental illness, but also a relative sup-
port to coercive treatments. There are differences in attitudes modulated by professional category and setting. Results can 
guide preventive strategies, particularly for the hospital-based and nursing staff.

Keywords Mental illness · Stigma · Mental health professionals · Social distance · Health personnel attitude

Introduction

Stigma against mental illness is a major public health prob-
lem [1, 2] and a significant obstacle for the development of 
mental health services [3, 4], undermining the quality of life 
of people who suffer from mental disorders [5, 6]. Lowering 
stigma has become a main goal of health policies world-
wide [7] and professional associations [8]. Paradoxically, 
although they are also victims of stigmatizing attitudes [1, 

9–11], mental health professionals are also agents of stigma 
[12–15] and, therefore, contributing themselves to the same 
stereotypes and discrimination they are struggling against. 
That is, they can be stigmatized, “de-stigmatizers” and at the 
same time “stigmatizers” [16–18].

Research has found an increasing evidence of mental 
health professionals’ stigmatizing attitudes or behaviours 
[16, 17, 19, 20]. Satisfaction surveys and qualitative research 
show that users of general and mental health services com-
plain of stigmatizing and discriminatory attitudes among 
professionals. This includes low-quality services, diagnos-
tic labelling, therapeutic pessimism, poor informed con-
sent, visible side effects, excessive focus on symptoms and 
pills, disinterest in personal data and physical complaints, 
and coercive attitudes [21–23]. On the other hand, studies 
on clinicians’ decisions suggest that there is a correlation 
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between their attitudes and treatment decisions, such as 
labelling [24], coercion [25], and low referral to medical 
care [26]. There is ample evidence that user dissatisfaction 
with received services [27] and mental illness stigma hamper 
care seeking and undermines the mental health service sys-
tem [28–30]. Help-seeking attitudes in mental health have 
become even more negative in the last decades [31]. All 
these factors may have profound consequences on service 
users such as impeding recovery [32], increasing suicidality 
[33], lower quality of care [28] and higher morbidity and 
mortality [20].

Review studies comparing beliefs, attitudes and opinions 
of mental health professionals towards mental illness with 
those of the general public, other professionals and relatives 
or patients, have found that mental health professionals share 
at least some of the prejudices of the general public, and can 
be even more negative, particularly in terms of pessimistic 
outcomes and desire of social distance [16, 17, 19, 20].

The attitudes of mental health professionals towards men-
tal illness are thus a major factor impacting on the over-
all quality of care. However, studies about the attitudes of 
mental health professionals as a group may be elusive and 
inaccurate because they are generalizations about different 
groups with different background, training, experiences 
and philosophies of treatment [19]. The aim of the present 
study is to analyze the relevance of selected variables in 
shaping professionals’ attitudes towards mental illness. Per-
sonal variables, such as sociodemographic factors (sex, age, 
education), experience and familiarity with mental illness, 
are considered to be relatively important in public stigma 
literature [34–36], but their relevance is less clear in men-
tal health professionals [20, 37–42]. In contrast, as public 
stigma research also suggests, “cultural” variables may be 
more relevant than personal factors: they might influence 
attitudes more powerfully, and because of their nature, 
are more amenable to implement preventive interventions 
against stigmatizing attitudes [35, 43, 44]. We have consid-
ered the term “culture”, not in an ethnic-anthropological way 
but in an institutional sense, encompassing a mix of profes-
sional, organizational and political variables that shape dif-
ferent groups or “subcultures” in an organization, which may 
differ in attitudes and interpersonal behaviours of people 
with mental illness [20].

In this regard, professionals working in the mental health 
field vary in terms of career, theoretical model, responsi-
bility, contact with patients, etc., that may influence their 
attitudes. Previous research has studied and/or compared the 
attitudes of psychiatrists [37–39, 42, 45–49], psychologists 
[37, 39, 46, 50–52], nurses [17, 40, 46, 51, 53–59], and other 
professionals, yielding mixed results. Attitudes of profes-
sionals can also diverge according to the setting they work 
in (type of facility, institutional dependence, etc.) because 
of organizational or cultural reasons, as well the different 

severity of attended patients [37, 38, 59–62]. Also, cultural 
and political factors shape the attitudes in each country, as it 
is suggested in a limited number of previous cross-country 
comparisons of mental health staff [39, 40, 63].

Methods

The present study is part of a research project set out by a 
non-profit mental health organization (Sisters Hospitallers) 
with mental health institutions and services across Europe 
and in the rest of the world, namely in developing countries. 
The research project aimed to study and prevent stigmatiz-
ing attitudes in their professionals. It was based on institu-
tional reports and recommendations [64, 65], following the 
information retrieved from reviews of previous interventions 
targeted to prevent potentially prejudiced and discriminatory 
attitudes in health and mental health settings [16, 20]. The 
project was named “Inter Nos” (Among Us, in Latin).

Three variables were selected to measure the influence 
of professional and cultural factors on the attitudes towards 
mental illness. First, the variable “professional category” 
included clinical and non-clinical professionals. The latter 
group was composed by professionals that were not directly 
involved in health care, such as administrative and general 
service staff. Clinical staff was grouped in psychiatrists, 
psychologists, registered nurses, assistant nurses, and two 
groups named “social therapists” (that included social work-
ers, occupational therapists, rehabilitation technicians, and 
social educators), and “other clinical” (namely, people that 
could not classified themselves elsewhere). Second, “work 
setting” distinguished professionals working in hospitals 
from those in the community-based centers. Third, “coun-
try” encompassed professionals working in three different 
European Mediterranean countries: Spain, Portugal, and 
Italy.

Design

The study was a multinational, multicentre, cross-sectional 
survey. The main objectives of the study were: (a) to meas-
ure and describe the attitudes of professionals towards men-
tal illness; and (b) to compare the differences in the attitudes 
depending on the type of professional (“non-clinical”, “psy-
chiatrists”, “psychologists”, “nurses”, “nursing assistants”, 
“social therapists”, and “other clinical”), setting (“hospital” 
and “non-hospital” based services) and country (Spain, Por-
tugal and Italy).

Sample

Study population consisted of the staff of mental health 
institutions in Spain, Portugal and Italy, all belonging to 
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the same organization. The estimated number of workers, 
including clinical and non-clinical staff, was 4478, located at 
25 centers covering a heterogeneous array of mental health 
services, hospital or community-based. From the estimated 
population, 1729 (38.61%) subjects participated in the study 
and answered the survey. Only 1525 (34.06%) questionnaires 
were included in the statistical analysis since uncompleted 
questionnaires with more than 25% unanswered items were 
excluded.

Instruments

Survey questionnaire included sociodemographic data and 
scales assessing attitudes toward mental illness. Sociodemo-
graphic data included personal variables (sex, age, education 
and years of experience in the profession) and professional 
variables (place of work, professional group, and country).

Following Link’s review [66], two scales based on differ-
ent theoretical models of stigma were used to measure the 
attitudes toward the mental illness.

The first questionnaire used was Attribution Question-
naire (AQ-27) [67]. The AQ-27 provides a vignette about a 
man with schizophrenia, with 27 items that evaluate respec-
tive assertions related to the hypothetical case. Every item 
rank, in a 9-point response scale, from 1 (not at all), to 9 
(very much). The 27 questions are grouped into nine factors, 
each composed of three questions, thus every factor has a 
total score rank from 3 to 27 points. The nine factors are: 
(1) personal responsibility (people have control over and are 
responsible for their mental illness and related symptoms); 
(2) anger (irritated or annoyed because the people are to 
blame for their mental illness); (3) pity (sympathy because 
people are overcome by their illness.); (4) help (provision 
of assistance to people with mental illness); (5) danger-
ousness (people with mental illness are not safe); (6) fear 
(fright because people with mental illness are dangerous); 
(7) avoidance (stay away from people with mental illness); 
(8) segregation (send people to institutions away from their 
community); and (9) coercion (force people to participate in 
medication management or other treatments).

These factors are key constructs of the Corrigan’s social 
cognitive model of stigma [68], based on attribution theory, 
which holds that behaviour is determined by a cognitive-
emotional process: people make attributions about the cause 
and controllability of a person illness that lead to inferences 
about responsibility. These inferences lead to emotional 
reactions such as anger or pity that affect the likelihood of 
helping, avoidant, or coercive behaviours [67].

AQ-27 scale has shown good levels of internal con-
sistency with alfa ranging from 0.7 to 0.96. Corrigan also 
showed some evidence of construct validity by correlating 
subscales as his attributional model predicted [67]. This 
scale has been widely used in the general public [69, 70], 

but less often in mental health professionals [41, 71]. For 
the purposes of the present study, validated versions in Por-
tuguese [70, 72], Italian [69] and a non-published Spanish 
version [41] were used for the respective countries.

The second scale was The Community Attitudes toward 
the Mentally Ill (CAMI) [56, 73]. It consists of 40 state-
ments that measure the attitudes and opinions towards peo-
ple with mental illness and their community care. The level 
of agreement/disagreement to every statement is measured 
on a 5-point scale (1, strongly disagree; 2, disagree; 3, neu-
tral; 4, agree; and 5, strongly agree). The 40 questions are 
grouped into four factors, each consisting of 10 questions, 
thus scoring from 10 to 50 points. (1) Authoritarianism (a 
view that people with mental illness are inferior and require 
a coercive approach); (2) benevolence (a sympathetic view 
for those experiencing mental illness and is based on human-
istic parameters); (3) social restrictiveness: a view that the 
mentally ill are a threat to society; and (4) Community Men-
tal Health Ideology (concerned with the therapeutic value 
of the community and acceptance of de-institutionalized 
care). Although recently some modifications to the scale 
have been proposed [74], we have used the original scale, 
for being more widely used and for possessing good levels 
of internal consistency (ranging from alpha 0.68 to 0.88) and 
good construct validity [56, 73]. Although it was originally 
developed for use with the general public, it has also been 
used with various samples of mental health professionals 
[40, 59, 75–79].

The original CAMI scale has been validated in Italian 
[80] and Portuguese [74], so the local researchers in Italy 
and Portugal used their respective versions. There is a recent 
Spanish version [81] unavailable at the time when our study 
was planned, so the original author was contacted to obtain 
the English version, that was further translated into Spanish 
and then blindly back-translated, followed by an assessment 
of the face-validity of the translated tool.

Data collection

Data were collected between June and September 2013. 
All staff at the centers involved was invited to participate 
voluntarily in an anonymous survey. The survey could be 
completed in paper or in an electronic format, through a 
link to a web page.

Statistical analysis

Means and SDs were used to describe continuous variables, 
and frequencies and percentages to describe categorical 
variables.

Differences in sociodemographic variables were analyzed 
by between-group differences. Categorical variables were 
compared using Pearson’s Chi-squared tests. Continuous 



328 European Archives of Psychiatry and Clinical Neuroscience (2019) 269:325–339

1 3

variables were analyzed by T test for independent samples 
or by ANOVA test.

Results for AQ-27 and CAMI in every group were 
reported by means and SDs and compared, reporting p as 
the level of statistical significance. ANOVAs were used to 
compare the attitudes of professional categories or coun-
tries and T-tests were used to compare them according to 
work-setting.

In addition, a linear multiple regression was performed 
including possibly confounding sociodemographic variables 
of age, gender, working experience, assessment method and 
education, to further determine the difference of attitudes 
between professions, work setting and countries. For any of 
these categories, one of the groups was taken as the refer-
ence level (intercept) and the rest of groups were compared 
against. While regression coefficients (β) of the intercepts 
equal their adjusted means, β coefficients of the other groups 
equal the adjusted difference of means relative to the inter-
cept, so comparisons between group pairs can be made. 
Thus, regression coefficients (β) and its standard errors, sta-
tistical significance p, and adjusted R squared were reported 
for each regression.

Open-source, statistical package “R” v3.0.2 (R Founda-
tion for Statistical Computing, Vienne, Austria, 2013) was 
used to perform analysis [82].

Ethical issues

Permission for the study was obtained accordingly with local 
committees. Formal ethical approval was not deemed neces-
sary under the laws of any of the implicated countries, since 
this study was concerned with staff and did not involve any 
issue related with the participants’ health. It was stressed 
that participation was voluntary and anonymous and that all 
information was confidentially stored.

Results

Total sample was composed by 1525 participants, in which 
995 (65.2%) completed the survey online, and 531 (34.8%) 
were handwritten. Response rates varied according to coun-
try (Spain: 34.2%; Portugal: 30.3% and Italy: 52.2%) and 
work setting (hospital: 27.2%; community: 60%).

Sample characteristics

Sociodemographic characteristics of the sample are summa-
rized in Table 1. The majority of respondents were female 
(75.15%). Mean age was 39.17 years (SD = 10.04). 54.36% 
of them attained university education (29.84% graduate and 
24.52% postgraduate) and 45.64% did not reach university 
(10.43% with primary education and 35.21% secondary 

studies). Most professionals (63.15%) worked in a hospital-
based settings, and the remain (36.85%) in various commu-
nity resources: 6.56% in outpatient or mental health centers, 
9.84% in community rehabilitation or day centers, 7.08% in 
community residential facilities and 13.38% in other com-
munity resources. The professional’s length of working 
experience was, on average, 11.47 years (SD = 8.7). Accord-
ing to professional category, they were grouped into 201 
(13.2%) of non-clinical professionals, 97 (6.4%) psychia-
trists, 159 (10.4%) psychologists, 203 (13.3%) social thera-
pists, 232 (15.2%) nurses, 361 (23.7%) nursing assistants, 
and 201 (13.2%) of other clinical professionals. According 
to country, 65.9% were Spanish, 25.7% Portuguese and 8.4% 
Italian.

There were statistically significant sociodemographic 
differences among the studied categories (Table 1). Profes-
sional groups significantly differed along all variables, i.e. 
age, gender, experience, education, work setting, country, 
and survey format (p < 0,001). Hospital-based staff had less 
often university education (p < 0.001), and differed in coun-
try of origin (p < 0.001), professional category (p < 0.001) 
and surveying method (p < 0.001), from community-based 
professionals. Finally, sample from the different countries 
differed in gender (p < 0.001), age (p = 0.02), education 
(p < 0.001), professional category (p < 0.001), work setting 
(p < 0.001) and method of survey (p < 0.001).

Sample attitudes

Table 2 shows sample attitudes, measured using mean scores 
of every factor of both AQ-27 and CAMI scales.

As measured on AQ-27 in the total sample, factors 
that measure personal responsibility (9.13 ± 3.7), nega-
tive emotions, [anger (5.8 ± 3.15) fear (6 ± 3.72), or per-
ceived dangerousness (7.5 ± 4)], negative behaviours [seg-
regation (8.6 ± 5.23), or avoidance (12.8 ± 5.8)] were the 
least reported. On the other hand, factors measuring pity 
(16.2 ± 4.5), coercion (17.5 ± 5.3), and help (22.9 ± 3.9) were 
more endorsed with higher scores.

According to CAMI factors, participants ranked higher in 
the factors of benevolence (41.2 ± 4) and community men-
tal health ideology (42.4 ± 5.2) compared with the factors 
of authoritarianism (24.7 ± 4.1) and social restrictiveness 
(21.3 ± 4.5).

Tables 2 and 3 show comparisons of groups’ attitudes 
within the categories of professional category, work setting 
and country. In Table 2, mean scores of attitudes of every 
group are reported, and they are compared within each cat-
egory. Table 3 shows the results of the multiple linear regres-
sions, adjusted for confounding variables. “Non-clinical”, 
“Hospital”, and “Spain” were respectively taken as the refer-
ence level (intercepts) and the rest of groups were compared 
against.
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Differences of attitudes across professional category

On AQ-27, most of clinical professionals differed from 
non-clinical ones in having less discriminatory attitudes 
and responses, with two relevant exceptions: nursing assis-
tants and “other clinical” did not show significant differ-
ences from non-clinical staff, besides help factor, in which 
both are slightly better (1.3 ± 0.4 and 1 ± 0.4, respectively), 
and coercive responses, in which nursing assistants scored 
even higher than non-clinical (1.9 ± 0.5). On the other hand, 
psychologists and social therapists had the lowest scores in 
negative emotions (anger, perceived dangerousness and fear) 
and in negative behavioural responses (coercion, segrega-
tion, and avoidance), with β ranging from − 1.3 to − 2.6. 
Psychiatrists and nurses ranked somehow in the middle: they 
scored lower than non-clinical professionals (but higher than 
psychologists and social assistants) in negative emotions 
and segregation (with β ranging from − 0.8 to − 1.7), but 
they did not differ with non-clinical staff in coercive and 
avoidant responses. Both psychiatrists (1.9 ± 0.5) and nurses 
(1.9 ± 0.4) excelled in the positive factors help, but only psy-
chiatrists were above of non-clinical staff in pity.

On CAMI scale, nursing assistants and “other clini-
cal” again had the most stigmatizing score of professional 
groups, with no differences with non-clinical staff, but a dif-
ference of β = 1.1 in benevolence for nursing assistants. On 
the other hand, psychologists and social assistants, (again 
but this time also with psychiatrists) had the best scores, 
with similar profiles: their regression coefficients were the 
lowest in authoritarianism (− 2.3 ± 0.4 social therapists; 
β = − 1.9 ± 0.5 psychiatrists; and − 1.8 ± 0.4 psychologists) 
and social restriction (− 2.4 psychologists ± 0.5 ; − 2.3 ± 0.6 
psychiatrists; and − 2.2 ± 0.4 social therapists) and the high-
est in benevolence (1.8 ± 0.4 psychologists; and β = 1.7 for 
social therapists ± 0.4 and psychiatrists ± 0.5) and support 
of community mental health (β = 2 for psychologists ± 0.5 
and social therapists ± 0.5; and 1.3 ± 0.6 psychiatrists). 
Finally, nurses again had an intermediate profile: they had 
slightly lower responses than non-clinical to negative fac-
tors such as authoritarianism (− 1.2 ± 0.4), and social restric-
tion (0.9 ± 0.4) but they did not show differences with non-
clinical in the positive factors (benevolence and community 
support).

Hospital vs community

On AQ-27, professionals working in hospitals gave more 
discriminatory behavioural responses, especially in coer-
cion (− 1.5 ± 0.3) and segregation (− 1 ± 0.3), and slightly 
less help responses (− 0.5 ± 0.2). Moreover, hospital-based 
professionals were more stigmatizing on most factors of 
CAMI scale: they showed more agreement with restrictive 
opinions (− 0.7 ± 0.2) and they disagreed more often with 

benevolent assertions (0.7 ± 0.2) and support of community 
mental health (0.8 ± 0.3).

Differences of attitudes across countries

Comparison of the three countries on AQ-27 showed that 
Spanish professionals had the highest inference of attribu-
tion of responsibility for the illness, and held more coercive 
approaches, but felt more pity and less fear than their coun-
terparts. On the other hand, Italian professionals were at 
the lowest end of the dimensions of pity (− 3.1 ± 0.4) and 
help (− 1.2 ± 0.4), and they ranked the highest in avoidant 
behaviours (2.2 ± 0.5). Anger, perceived dangerousness, 
and segregation did not significantly differ along the three 
countries. On CAMI scale, Spanish professionals supported 
more positive attitudes toward benevolence and communi-
tarian ideology, Italians were the least supportive of com-
munity treatment (− 3.1 ± 0.5) and most supportive of social 
restriction (0.9 ± 0.4), while Portuguese ranked the highest 
in authoritarianism (0.6 ± 0.2).

Discussion

The aims of this study were to measure and describe the 
attitudes of professionals towards mental illness, and to com-
pare their differences depending on the type of professional 
category, setting and country.

As measured on AQ-27 in the total sample, factors weigh-
ing negative attitudes to mental illness, i.e. that measure 
support to blaming people for their mental illness (personal 
responsibility), negative emotions (anger, fear, and perceived 
dangerousness) and negative behaviours (as tendency to seg-
regation and avoidance toward the mentally ill) were all less 
endorsed than positive factors. On the contrary, positive fac-
tors as pity (or sympathy toward people experiencing mental 
health problems) and help (that refers to the provision of 
assistance to people with mental illness) were more endorsed 
with higher scores. So, most factors weighing negative atti-
tudes to mental illness scored lower than the positive ones. 
The only exception to this positive trend was a slight support 
of coercive treatment and admission. In all comparisons, 
ANOVA and multiple regressions shows similar findings 
reflecting the lack of influence of possible sociodemographic 
variables in the main results.

Results on AQ-27 are comparable to the only (to our 
knowledge) previous study of mental health profession-
als using this scale [41], with the only difference that our 
sample had slightly more support to coercive treatment. 
However, this might be partially explained by the fact that 
the sample of this previous study was composed mostly 
of psychologists and social therapists working in commu-
nity rehabilitation centers and, as shown in the present 
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study, they tend to score lower in coercive approaches than 
hospital-based and sanitary professionals such as nurses.

On CAMI, professionals of the total sample strongly 
agreed with the positive dimensions of benevolence 
towards those experiencing mental illness and support of 
the community mental health ideology or de-institutional-
ized care. On the contrary, they tend to disagree with the 
negative views that people with mental illness are inferior 
and require a coercive approach (authoritarianism) or that 
they are a threat to society (social restrictiveness).

The positive opinions measured by CAMI in our sample 
are in accordance with the results of previous studies using 
this scale in a number of samples of mental health pro-
fessionals [40, 59, 75–79]. Direct comparisons of results, 
however, are difficult because of the heterogeneity of sam-
ples and different versions of the scale. Only one study 
[40] measured the attitudes of a comparable sample (810 
registered psychiatric nurses from five European coun-
tries) with the same version of CAMI. Our sample seems 
to have slightly higher punctuations in authoritarianism, 
benevolence and communitarian ideology, and similar 
results in social restriction.

Globally, the attitudes of our total sample of profes-
sionals, as measured by the AQ-27 and CAMI and when 
compared with equivalent research, seem to be positive 
and non-stigmatizing towards mental illness. The only 
possible exception seems to be on the support to coercive 
treatments or compulsory admissions (measured by factors 
coercion in AQ-27 and authoritarianism in CAMI). This 
finding is not unique since previous research using other 
methods and samples has also showed that mental health 
professionals tend to support coercive treatments [39, 60].

Regarding comparison of attitudes across different 
professional categories, we found that clinical profes-
sionals had more positive and less negative attitudes than 
non-clinical on AQ-27 and CAMI, with the exceptions of 
nursing assistants and “other clinical”, that did not differ 
on most factors. Despite not being comparable to general 
public, the group of non-clinical professionals has been 
studied before [54, 77], namely as a control group to meas-
ure the difference of attitudes in comparison with clinical 
professional groups. Results of these studies, however, are 
inconclusive: one study in Rwanda showed that clinical 
professionals were more positive in CAMI factors [77], 
but the other did not find any difference between Japanese 
clinical and non-clinical staff in stereotypes and social 
distance [54]. Also, reviews of studies comparing atti-
tudes of mental health professionals with general public 
have showed mixed results, suggesting that the relation of 
stigma and mental health professionals is more “intricate” 
than expected [16, 17, 19, 20]. Some of these inconclusive 
results could be due to the heterogeneity of professions in 

our sample, so different mental health professionals were 
compared and analyzed separately to interpret the results.

Psychiatrists ranked on AQ-27 moderately lower than 
non-clinical professionals in negative emotions and seg-
regation (but slightly higher than psychologists and social 
therapists), and showed the most positive emotions, as pity 
(in which only psychiatrists were above non-clinical staff), 
and the most positive behaviours as help. However, they 
did not differ with non-clinical staff in coercive and avoid-
ant responses. On CAMI, psychiatrists had similar results to 
psychologists and social therapists and, compared to non-
clinical staff, they clearly agreed more with positive factors 
and disagreed with negative ones.

Research comparing psychiatrists with other health pro-
fessionals have yielded positive but mixed results [37–39, 
42, 45–50]. Studies have found that psychiatrists had less 
stigmatizing beliefs and were more supportive of civil rights 
when compared with nonmental health professionals [42, 
48]. When compared to other mental health professionals, 
results depend on the studied variable or sample. Psychi-
atrists seem to have a more pessimistic view on progno-
sis and outcome of severe mental illness than the rest of 
mental health professionals [38, 49, 50]. In one study they 
showed more negative stereotypes compared to psycholo-
gists, mental health nurses, and other therapists [46, 60], but 
in other study they showed more positive attitudes namely 
on patients’ unpredictability and political rights, and rec-
ognition of patients’ affective rights when compared with 
mental health nurses [47, 53]. They tend to support involun-
tary admission more than the general public and other thera-
pists [39, 46]. These inconsistencies have been attributed 
to the biomedical model that sometimes psychiatrist tend 
to adhere, the severity of the patients they treat, or simply 
because psychiatrists are a heterogeneous group regarding 
stigma toward severe mental disorders [16, 83–85].

Compared with previous research, psychiatrists of our 
sample also had mixed results. They tend to have positive 
attitudes, especially when compared with non-clinical and 
nursing staff. However, compared to non-sanitary thera-
pists (psychologists and social therapists), they relatively 
had more negative emotional responses and more support of 
coercive treatments. On the other hand, although views on 
prognosis and outcome of mental illness were not reported 
in this study, it might be that psychiatrists’ highest support to 
positive humanitarian attitudes of pity, help and benevolence 
is related with a more pessimistic stance (and so more care 
needs) described in the literature.

In our study, professional groups that seem to have the 
most positive attitudes toward mental illness were psy-
chologists and what we called social therapists, a group 
that included social workers, occupational therapists, reha-
bilitation technicians, and social educators. Both groups had 
on AQ-27 the lowest scores in negative emotions (anger, 
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perceived dangerousness and fear) and in negative behav-
ioural responses (coercion to treatment, segregation from 
community, and social avoidance). On CAMI, they ranked 
the lowest in authoritarian and restrictive opinions, and the 
highest in benevolent assertions and support of community 
mental health.

Although previous research has shown that psychologists 
may have some prejudices towards persons with schizophre-
nia [52], comparisons with other mental health professionals 
are similar to our results in which psychologists are more 
optimistic about long-term outcomes [38, 51], have less 
negative attitudes toward mental illness [46], and support 
less involuntary admissions [39] than psychiatrists or mental 
health nurses. Regarding social therapists, the literature is 
scarce, but it also shows that social workers or occupational 
therapists seem to have similar attitudes than psychologists 
on mental illness and compulsory admission [38, 39, 46].

Nurses ranked on AQ-27 lower than non-clinical profes-
sionals in negative emotions and segregation, and supported 
more positive behaviours as help. However, they did not dif-
fer with non-clinical staff in coercive and avoidant responses 
and in positive emotions as pity. On CAMI, they disagreed 
more than non-clinical professionals with negative asser-
tions related to authoritarianism and social restriction (but 
with less strength than psychologist, social therapist, and 
psychiatrist) but they did not differ with non-clinical staff in 
positive factors of benevolence and mental health ideology.

Previous research suggest that psychiatric nurses have 
in general positive attitudes toward mental illness [40, 59], 
especially compared to general nurses [17], but the results 
are mixed or intermediate when compared with other mental 
health professionals. They are less pessimistic about long-
term outcomes than the other professionals [38, 51], but they 
seem to support more legal restrictions [46, 53], and are 
similar to psychiatrists in their support of involuntary admis-
sions [39] and clinical restraint [86].

Our results support this previous research in which psy-
chiatric nurses held more coercive, restrictive and authori-
tarian approaches than other mental health professionals. 
Another potentially relevant result is their lower support of 
community mental health, a factor not previously described. 
On the other hand, the somewhat surprising findings of their 
relatively low scores on pity and benevolence might be ten-
tatively related to a putative more optimistic view of nurses 
on prognosis, but this hypothesis contradicts the fact that 
they rank amongst the highest on help, the other humanitar-
ian factor.

Nursing assistants and “other clinical” were the profes-
sional groups with the least positive attitudes. Nursing assis-
tants did not show significant differences from non-clinical 
staff, except slight positive trends in AQ-27’s help factor and 
CAMI’s benevolence, but they scored even higher than non-
clinical in AQ-27 coercion factor. Compared to the rest of 

mental health professionals, nursing assistants had the most 
negative emotions (such as anger, perceived dangerousness 
and fear) and the most coercive, segregational, authoritarian 
and restrictive attitudes.

Research on attitudes of assistant or unregistered nurses is 
scarce, it comes mainly from comparisons with registered or 
qualified nurses, and it seems to support our findings. Most 
studies found more negative attitudes in assistants regard-
ing incapability and need to control [55, 57, 87]. On the 
other hand, only one study did not find differences between 
registered and unregistered nurses, but results can be due 
to the fact that the sample mixed general and psychiatric 
nurses [58].

The other group with the least positive attitudes was 
called “other clinical”, and includes the professionals that 
marked this option because they did not classify themselves 
elsewhere. This group did not differ with non-clinical pro-
fessionals in any factor but in a slightly better response in 
helping attitudes. Since this group has not characterized 
professionals, it is difficult to make any interpretation of its 
results or even its size.

Interestingly, there were only two variables in which 
no differences were found among professional categories 
and with non-clinical staff. On one hand, all the groups had 
the same scores on personal responsibility, i.e., they had 
similar views on the level of control over and responsibility 
for the symptoms of mental illness. This unexpected result 
conflicts with research using AQ-27 and the attributional 
model in which is based, in which different levels of attrib-
uted responsibility mediate different cognitive, emotional 
and behavioural responses towards persons with mental ill-
ness [67, 68].

On the other hand, none of the professional categories, 
except social therapists, differed on social avoidance. This 
is consistent with previous literature that have stressed that 
mental health professionals tend to hold a relative social dis-
tance with patients at least similar to general public, and that 
specifically psychiatrists and nurses had more tendency to 
stay away from people with mental illness in close encoun-
ters [45, 46, 54, 60, 88].

Overall, professionals working in hospitals had more stig-
matizing attitudes than those working in community-based 
resources. On AQ-27, the first group held more discrimi-
natory behaviours, especially in coercion to treatment and 
segregation from community, and on CAMI they were more 
stigmatizing on all variables, except for authoritarianism. 
Although previous studies comparing both populations and 
measuring expectations on treatment and prognosis did not 
find differences between them [37, 38, 60], recent studies 
from Scandinavian countries, [59, 61, 62] using measures 
of negative beliefs, opinions and attitudes, found that staff 
working at hospital and residential posts had more nega-
tive responses than community-based staff. This evidence 
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has been attributed to both organizational reasons, and the 
extrapolation of the severity of the illness of hospital patients 
compared to the rest of people suffering from mental illness.

Country was the variable in which the magnitude of the 
differences was less intelligible. Results slightly favoured 
Spanish professionals on CAMI, but on the AQ-27 were 
mixed and somewhat contradictory with Corrigan’s attribu-
tional theory [67].

Recent cross-national research on social profiles of stigma 
showed that there are important differences between coun-
tries due to cultural reasons, and that social stigmatizing 
attitudes are associated with individual attitudes at a micro-
level [43]. Although research on stigma of professionals 
comes from many countries, the number of cross-country 
comparisons is already sparse [39, 40, 63], and difficult to 
compare as they use different measures. One exception was 
the study [40] that compared nurses from five European 
countries using CAMI, which found that Portuguese nurses 
had the most positive, and Lithuanians the most negative, 
opinions towards people with mental problems, being the 
Italian nurses between both.

Overall, the differences of the attitudes between the 
compared subgroups (measured by difference of means or 
regression coefficients) were low to moderate. Moreover, 
adjusted r-squared were all under 0.17, so the adjusted pro-
portion of variance explained by the models was lower than 
17% (Table 3). Therefore, one might consider that the rel-
evance of these differences would be limited, but given the 
results, however, some suggestions can be advanced. Global 
results and differences across professional categories and 
work setting suggest that efforts should be made to reduce 
coercive attitudes in clinical staff, in hospital-based person-
nel, and particularly in nurses. This might be achieved by 
enhancing professionals’ knowledge of alternatives and their 
skills for co-operative clinical decision-making [16]. More 
intensive interventions, such as combination of education, 
contact with trained ex-patients, and teamwork, might tar-
get this group [20]. Also, more specific variables, such as 
professional burnout [89, 90], should be studied as potential 
mediators of stigmatizing attitudes [91, 92]. This is espe-
cially important for nurses, as they can have a powerful 
impact on recovery, since their close and supportive contact 
with their patients [17].

Another important point regards the question of what type 
of professionals could lead anti-stigma efforts based on their 
relative positive attitudes. Traditionally, psychiatrists are 
likely to be in positions to make important executive deci-
sions about people with mental illnesses and to act as role 
models for public opinion [1, 8, 19]. Results of our study and 
other studies, however, suggest that other professionals, such 
as psychologists, can be in a similar if not better position to 
help in those corporate efforts acting as de-stigmatizers of 
mental illness and those suffering from them [16].

One limitation of the study is the representability of the 
sample and the generalization of results. Since the study 
is devoted to measure the attitudes of the staff of a mental 
health organization, results are not generalizable to profes-
sionals working in those countries. Only 6.6% of participants 
were working in outpatient or mental health centers, what 
is the main place where mental disorders are treated. Also, 
the level of participation of professionals and the attrition 
of uncompleted surveys does not fully let the results as rep-
resentative of the professionals of the population, i.e. the 
entire organization. Lastly, response rates varied according 
to country and work-setting. Differences between respond-
ents and non-respondents could not be compared statisti-
cally but admittedly higher relative participation of Italian 
and community-based professionals could have biased the 
results.

Another important problem is the validity of the stigma 
measures in mental health professionals, as this is too 
complex due to the difficulty in selecting a gold standard 
[19, 20]. We tried to minimize this limitation using two 
scales based on different, but putatively complementary, 
paradigms. Our study suggests that results of CAMI were 
coherent, which is consistent with the fact that this scale 
was already validated with mental health professionals [74]. 
On the contrary, results of AQ-27 were less coherent with 
the theory in which it was based. It seems that AQ-27 and 
its construct need to be further validated in mental health 
professionals. For instance, attributional theory considers 
that familiarity with persons with mental illness is a pro-
tector factor against stigma, by diminishing attribution of 
responsibility and danger appraisal [67, 68, 93]. However, 
review studies showed the opposite by demonstrating that 
increased contact with patients do not protect against stig-
matizing attitudes [16, 17, 20].

Inconclusive results of cross-country comparisons might 
also be related with another limitation of our study, as inter-
national comparisons might be better implemented using 
more homogeneous and comparable subgroups of profes-
sionals than our heterogeneous sample. Differences might 
also be more conclusive when different country regions are 
compared (e.g. Southern vs Northern, or Western vs Eastern 
countries). Our organization (Sisters Hospitallers) has its 
main activity based in Mediterranean and Southern Euro-
pean countries and, therefore, we were not able to include 
centers from other regions.

Another limitation related to the validity of the scales 
was the difference in levels of validation between languages 
(especially in the Spanish versions) which possibly impaired 
cross-country comparisons. Additionally, the use of self-
administered measures casts doubts on the social desirability 
of responses, although it is difficult to evaluate the direction 
of this bias [20]. A promising trend is the use of implicit 
attitudes [94] as a possible way to minimize this bias.
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Lastly, it is important to note that statistical and signifi-
cant differences could have been obtained because of the 
large samples recruited for this study. On the other hand, 
it means that error estimates could be more precise. The 
predictive power of linear models as assessed by  R2 ranged 
from 1 to 17% in line with values obtained in similar models 
assessing psychosocial constructs as stigma.

Conclusion

The aims of this study were to measure and describe the 
attitudes of professionals towards mental illness, and to 
compare their differences depending on cultural variables 
such as professional category, work setting and country. In 
this study, attitudes of mental health professionals towards 
mental illness were mainly positive but they also showed a 
relative support to coercive treatments. There are differences 
in attitudes modulated by professional category and setting 
that which might guide preventive suggestions: hospital-
based staff, and particularly nurses, should be encouraged 
to discuss non-coercive alternatives to treatment and admis-
sion. Professionals different from psychiatrists seem to be 
able to also help and to act as role models on this discus-
sion. Further research, with increased generalizability of 
samples, more valid measures and distinct countries should 
be undertaken.
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