
ORIGINAL RESEARCH Open Access

Depression-related stigma among primary care providers

Andrew Kluemper, PharmD, BCPS, BCPP1; Lauren Heath, PharmD, MS, BCACP2;

Danielle Loeb, MD, MPH3; Miranda Kroehl, MS, PhD4; Katy Trinkley, PharmD, BCACP5

How to cite: Kluemper A, Heath L, Loeb D, Kroehl M, Trinkley K. Depression-related stigma among primary care providers. Ment Health Clin [Internet]. 2021;11(3):175-80.

DOI: 10.9740/mhc.2021.05.175.

Abstract

Introduction: Depression is one of the most common mental illnesses in the United States and is often
treated in primary care settings. Despite its prevalence, depression remains underdiagnosed and
undertreated for a variety of reasons, including stigma. This may result in suboptimal management of
depression. Studies evaluating stigma in US primary care providers (PCP) are scarce. The main objective of
this study was to describe stigma in a cohort of PCPs.

Methods: We utilized a validated questionnaire to measure stigma (score range 15 to 75 with lower scores
indicating lower stigma levels). PCPs in 2 academic internal medicine clinics were sent an electronic
questionnaire and received a small monetary incentive for responding. In addition to the stigma survey, we
collected demographic data, including age, provider type, gender, and other data related to social proximity
to mental illness. To describe stigma, differences in stigma between provider characteristics were evaluated
using t tests and ANOVA tests as appropriate.

Results: Of 107 PCPs, 71 responded (66.4% response rate). Male responders displayed higher stigma scores
than females (31.8 vs 27.4, P¼.0021). Medical residents displayed higher stigma scores than nonresidents
(31.3 vs 27.2, P¼.0045). Providers with personal exposure to mental illness and those who reported they
frequently treated depression had less stigma.

Discussion: Overall, a range of stigma was present among PCPs surveyed. Higher levels of stigma were
found in men, medical residents, those without personal exposure to mental illness, younger PCPs, and
those who reported treating depression less frequently. Future studies should utilize larger sample sizes and
focus on the impact of stigma on quality of care.
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Background

MDD (commonly referred to as depression) is one of the

most common mental illnesses. Depression impacts more

than 16 million US adults with a lifetime prevalence of

16.2%.1 The most recent World Health Organization

report ranks depression as the number 1 cause of disease

burden in first-world countries with an estimated cost of

more than $200 billion in the United States.2-4 Despite the

ubiquity of depression, it remains underdiagnosed and

undertreated with the majority of uncomplicated depres-

sion managed in primary care. Ani et al5 found that

approximately only a third of patients with symptoms of

clinical depression had been diagnosed by a primary care
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provider (PCP). The other 2 thirds remained undiagnosed

and untreated.6-8 Depression management is 1 of the

many responsibilities of PCPs; thus, prioritization of other

disease states or acute concerns may contribute to

undertreatment and underdiagnosis; however, this has

not been widely studied. Additional reasons for subopti-

mal management may include lack of appropriate

provider training, misconceptions about depression, and/

or stigma.9-16 Addressing reasons for suboptimal man-

agement is critical to improving care delivery and quality

of life for millions across the world.

Stigma is defined as ‘‘a set of negative and often unfair

beliefs that a society or group of people have about

something.’’17 Subdomains of stigma include perceived

stigma (patients believing their providers have stigma

toward mental illness), self-stigma (holding false beliefs

about one’s condition), social distance (desiring to avoid

people toward which one has stigma), danger or violence,

helping, and negativism (as opposed to a belief in

recovery).6 As such, provider stigma can negatively impact

patient care6 whether intentional or not. Stigma can result

in providers prioritizing care of other disease states they

perceive to be of greater importance, dismissing patient

complaints unrelated to mental health by falsely attribut-

ing them to mental health, and treating or caring for

patients differently based on their mental health. Stigma

may also negatively impact the therapeutic alliance, which

can have further negative effects on care. Currently,

studies evaluating provider stigma have conflicting results,

likely due to the multifactorial nature of stigma and

populations studied. In general, studies from non-US

countries suggest PCPs have a higher degree of stigma

related to depression than mental health special-

ists.9,16,18-21 However, there is a paucity of studies

evaluating stigma among US PCPs, and findings from

other countries are not necessarily generalizable to US

PCPs given potential differences in culture and be-

liefs.7,18-21

Understanding the current state of stigma among US

PCPs is an important step to breaking down potential

barriers to optimal depression management and out-

comes. Identifying PCP characteristics associated with

increased likelihood of stigma can lead to the develop-

ment of targeted interventions to reduce stigma, which

we hope will lead to improvements in depression

diagnosis, management, and remission. Therefore, the

purpose of this study is to describe stigma among PCPs in

2 US-based, academic internal medicine clinics.

Methods

This was a cross-sectional survey study conducted at 2

internal medicine primary care clinics within the same US

health system. To measure stigma, a modified version of

the validated Opening Minds Scale for Health Care

Providers (OMS-HC) was used. This tool was originally

developed to measure the impact of antistigma interven-

tions for patients with mental illness generally.6,22 The

OMS-HC includes fifteen 5-point Likert scale questions.

Questions are categorized into 1 of 3 stigma domains

(attitudes toward people with mental illness, disclosure/

help seeking, and social distance). OMS-HC total scores

range from 15 (less stigma) to 75 (more stigma). The OMS-

HC was modified by changing mental illness to depression

in each question stem to more accurately identify provider

stigma toward depression versus other mental illnesses. In

addition to the 15 OMS-HC questions, 10 questions (listed

in Table 1) were added to assess provider demographics,

information thought to influence stigma (eg, whether or

not the provider or someone the provider knows is

diagnosed with a mental illness), and experience and

TABLE 1: Characteristics of primary care providers (PCP)
responders

PCP Characteristic No. (%)

Female 37 (52)

Attending physician or advanced practice providera 32 (45.1)

Medical resident 39 (54.9)

Age, y

25 to 29 24 (33.8)

30 to 39 20 (28.2)

40 to 49 13 (18.3)

50 and older 14 (19.7)

Do you or someone you know have a mental illness?

Yes 60 (84.5)

No 10 (14.1)

Prefer not to answer 1 (1.4)

Are you or someone you know in treatment for a mental
illness?

Yes 51 (71.8)

No 19 (26.8)

Prefer not to answer 1 (1.4)

PHQ-9 assessment confidence

Excellent 28 (39.4)

Above average 36 (50.7)

Below average 7 (9.9)

Frequency of diagnosing depression

Rarely/occasionally 28 (39.4)

Frequently 43 (60.6)

Frequency of treating depression

Rarely/occasionally 23 (32.4)

Frequently 48 (67.6)

PHQ-9 ¼ Patient Health Questionnaire.
an¼2 advanced practice providers (ie, nurse practitioners and physician
assistants).
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confidence managing depression (eg, confidence in

assessing a Patient Health Questionnaire [PHQ-9],

frequency of treating depression). The PHQ-9 is a

validated tool commonly used in primary care settings

to screen for depression and assess symptom response to

treatment. PHQ-9 administration frequency and other

depression screening tools are used to quantify care

quality by numerous organizations, including the Center

for Medicaid and Medicare Services.23-26

The final survey included 25 questions and was distributed

electronically using the REDCap platform27 to all PCPs in the

2 clinics (ie, advanced practice providers, medical residents,

and attending physicians). PCPs who were study investiga-

tors were not asked to complete the questionnaire. The

survey was available for a total of 6 weeks and 2 reminders

were sent approximately 1 and 2 weeks after the initial

invitation. No identifiable information was collected. All

providers received a small monetary incentive ($10 gift card)

for responding to the questionnaire. This study was approved

by the Colorado Multiple IRB.

Statistical Analysis

The primary outcome was describing provider stigma

related to depression. Secondary outcomes were identi-

fication of provider characteristics associated with higher

stigma scores and provider characteristics associated with

differences in diagnosis and/or treatment of depression.

Frequency of diagnosis and treatment of depression were

measured by provider self-report to the questionnaire.

These variables also had some responses with fewer than

5 responders and were collapsed to provide more robust

statistical calculations and maintain anonymity (eg,

advanced practice providers [APPs] and attending physi-

cians were grouped into nonresident providers as there are

,5 APPs who work between both clinics). Descriptive

statistics were used to describe the overall stigma scores

as well as scores within each stigma domain. Unpaired t

tests and ANOVA tests were used for between-group

comparisons of stigma. To qualify as a significant finding,

stigma between groups had to differ both clinically, with a

difference of �3 points (total stigma score) or �2 points

(stigma domain score), and statistically at a significance

level of ,.05. Clinically significant values were determined

based on other studies utilizing the 15-question OMS-HC

questionnaire.28 Odds ratios were calculated to determine

if certain variables correlated to differences in diagnosis

and/or treatment frequency.

Results

The questionnaire was distributed to 107 PCPs and open

from March 28 to May 5, 2017. The response rate was

66.4% (71 providers responded; see Table 1). Thirty-seven

PCPs (52%) were women, and 39 (54.9%) were medical

residents. The majority of PCPs (84.5%) stated that either

they or someone they know was diagnosed with or in

treatment for a mental illness. Nineteen PCPs (27%)

reported they did not know anyone, including themselves,

diagnosed or undergoing treatment for a mental illness.

Most providers rated their confidence in assessing a PHQ-

9 score as excellent or above average, approximately 60%

of PCPs said they frequently diagnosed depression, and 2

thirds stated they frequently treat depression. Mean

stigma scores were 29.5 (SD¼6.18, range 18 to 45).

Histograms for the overall and social distance stigma

scores (the domain with the most atypical distribution

trending toward less stigma) are displayed in the Figure.

Provider Characteristics Associated With
Different Degrees of Stigma

When comparing provider characteristics, significantly

higher stigma scores were observed in men versus women

(31.8 vs 27.4, respectively; P¼.0021) and in resident

physicians versus nonresident physicians (31.3 vs 27.2,

respectively; P¼.0045). Significant differences were also

present between age groups (P¼.025). Younger providers
(39 and younger) were more likely to have higher stigma

scores compared with older providers (40 and older). Years

in practice were not analyzed due to each group having

fewer than 5 respondents. Providers who reported they or

someone they know was diagnosed with a mental illness

had less stigma (33.4 vs 29.0, respectively; P¼.033). This
trend was also observed for providers who reported they

or someone they know was in treatment for a mental

illness; however, statistical significance was not reached

(32.0 vs 28.8, respectively; P . .05). Table 2 summarizes

provider characteristics associated with different degrees

of stigma.

Provider Characteristics Associated With
Diagnosing or Treating Depression

Significant differences in stigma scores were present

between PCPs who reported their PHQ-9 assessment

confidence as below average compared with excellent

(34.86 vs 27.75, respectively; P¼.016). Providers who stated

they rarely or occasionally treated depression were more

likely to have higher stigma than those who frequently

treated depression (33.0 vs 27.8, respectively; P , .001).

Finally, female providers reported treating depression more

frequently compared with males (odds ratio 5.16; 95%

confidence interval, 1.72 to 15.56; P¼.0035). There were no

clinically significant differences between providers who

stated they either rarely or occasionally diagnosed depres-

sion versus providers who frequently diagnosed depression

(30.9 vs 28.6, respectively).
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Discussion

In our study of 2 large US academic primary care clinics, a

range of stigma was present with a higher degree of

stigma present among PCPs who were male, medical

residents, younger, and without personal exposure to

mental illness. To our knowledge, this is the first published

evaluation of stigma among PCPs in the United States.

Our mean stigma score of 29.5 using an OMS-HC specific

for depression was lower than in studies outside the

United States that used the unmodified OMS-HC (ie,

evaluated stigma for all mental illness). This may be

explained by cultural differences or the generalization that

depression likely has less stigma than other mental

illnesses, such as bipolar disorder and schizophrenia

spectrum disorders.16,21 Furthermore, we found the social

distance domain had the most atypical distribution

favoring lower scores. We hypothesize this is likely due

to MDD being one of the most common mental illnesses.

It should be noted that there are no specified cutoffs to

categorize stigma scores into groups, such as low,

medium, and high stigma with the OMS-HC.

With 1-year prevalence rates for all mental illness approach-

ing 20%,29 we were surprised that nearly 15% of PCPs stated

they did not know anyone with a mental illness. PCPs who

knew someone with a mental illness were more likely to

have less stigma, which correlates with other studies

evaluating this relationship.16,21,22 This could be explained

by a lack of awareness of the signs and symptoms of

depression as previous studies demonstrate can happen

frequently in the primary care setting.5 This could translate

into being unaware that those around you have depression

and a general misunderstanding of mental illnesses. In the

end, the lack of awareness could result in higher stigma in

these PCPs who do not know someone with a mental illness

although other explanations are possible.

We also observed that female providers report treating

depression more frequently than male providers. Given

that, in the general population, women have a 70% higher

lifetime incidence than men,1 female PCPs may also have

a higher incidence of depression than male counterparts,

which may influence them to be more likely to treat

depression out of greater awareness. Gender ratios of PCP

FIGURE: (A) Total stigma score distribution; (B) stigma domain: social distance score distribution
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patient panels were not evaluated to determine if female

PCPs had more female patients, which could also

influence this association.

Increased stigma was seen with younger providers and

medical residents. Given the increasing amount of recent

public attention to mental health in general, this finding

was surprising; however, it was concordant with original

validation testing of the OMS-HC.6 These findings could

be explained in part by limited clinical experience, fewer

therapeutic alliances, or depersonalization of health care

given the increase in electronic health record utilization.30

We did not record the specific year in residency training,

which may have given insight into the etiology and shown

differences based on clinical experience.

The findings of this study provide some unique insights into

stigma among PCPs; however, the results do have some

limitations. Although our response rate of more than 60% is

high, we only have findings from 71 providers, and the

results may not be generalizable to all PCPs. It is possible

that estimates of stigma in the general PCP population may

be higher as those with higher stigma may be less likely to

respond to a survey on the topic. Given our study was

limited to PCPs in 2 academic clinics, the results may also

not be generalizable to other settings, such as rural or

community settings. Further, there were few APPs repre-

sented in our study, making generalization to this population

difficult. We are also unable to evaluate the impact of

selection bias by comparing those providers who chose to

respond or not to the questionnaire given that we do not

have information available for providers who did not

complete it. Another potential limitation of our study is

that we modified validated tool language from mental illness

to depression, which could impact the survey’s overall

validity; however, because our study found similar scores

to other studies,16,21 we do not believe the results were

greatly impacted. Last, because personal stigma can be a

sensitive subject, it is possible some providers did not feel

comfortable answering honestly for fear of judgment or

scrutiny despite anonymity.

Conclusion

Overall, a range of stigma among PCPs in 2 large academic,

internal medicine clinics was present, and the degree of

stigma varied by PCP characteristics. Male PCPs, medical

residents, younger PCPs, and those without personal

exposure to mental illness reported higher depression-

related stigma than their counterparts. Additionally, female

providers reported treating depression more frequently than

males. Future studies with large sample sizes are needed to

evaluate PCP stigma across heterogeneous care settings,

better understand provider variables associated with in-

creased stigma, and determine to what extent provider

stigma impacts clinical care and outcomes for patients with

depression. This information could help direct resources

allocated for stigma training and expand systems-based

interventions for depression treatment.
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TABLE 2: Stigma scores by primary care providers (PCP)
characteristics

Characteristic

Mean Stigma Score
(95% confidence

interval) P Value

Male 31.8 (29.8, 33.8) .0021

Female 27.5 (25.7, 29.3)

Attending physicians and
midlevel providers 27.2 (25.2, 29.2) .0048

Medical resident 31.3 (29.5, 33.2)

Age, y .025

25 to 29 30.5 (27.9, 33.1)

30 to 39 31.9 (29.9, 34.0)

40 to 49 26.9 (23.3, 30.6)

50 and older 26.6 (23.7, 29.6)

Do you or someone you
know have a mental
illness?

.033

Yes 29.0 (27.5, 30.5)

No 33.4 (30.1, 36.7)

Are you or someone you
know in treatment for
a mental illness?

..05

Yes 28.8 (27.2, 30.4)

No 32.0 (29.1, 35.0)

PHQ-9 assessment
confidence

.02

Below average 34.9 (30.3, 39.5)

Above average 29.8 (27.2, 32.4)

Excellent 27.8 (25.6, 30.0)

Frequency of diagnosing
depression

.13

Rarely/occasionally 30.9 (28.4, 33.4)

Frequently 28.6 (26.9, 30.3)

Frequency of treating
depression

,.001

Rarely/occasionally 33.0 (30.3, 35.7)

Frequently 27.8 (26.3, 29.3)

PHQ-9 ¼ Patient Health Questionnaire.
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