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Background/Objective: Internalized occupational stigma may develop in physicians as a result of their identification with the public 
negative labels and stereotypes about them, and then internalization of them as a part of their self-concept. This study aims to develop 
the Physician Internalized Occupational Stigma Scale (PIOSS) and to examine its reliability and validity.
Methods: In study 1, the initial scale was used to investigate 356 physicians. While in study 2, a total of 346 physicians were 
investigated with the survey tools named the PIOSS, the Career Commitment Scale (CCS), the Workplace Well-Being Scale (WWBS), 
the Scale for the Doctor with Patient-doctor Relationship (DDPRQ-10), the Intent to Leave Scale (ILS) and the Occupational 
Disidentification Scale (ODS).
Results: The PIOSS includes 19 items divided into 3 dimensions: label identification, status loss, and career denial. The results of 
confirmatory factor analysis (CFA) reveal that the three-factor model fitted well (χ2/df=2.574, RMSEA= 0.068, CFI= 0.931, IFI= 
0.931, TLI= 0.919, PNFI= 0.762, PCFI= 0.795). The PIOSS total and each dimension scores were significantly negatively correlated 
with the CCS and the WWBS scores and remarkably positively associated with the DDPRQ-10, the ILS, and the ODS scores. 
Cronbach’s α coefficients for the PIOSS total scale and dimensions ranged from 0.775 to 0.914, and split-half reliability coefficients 
ranged from 0.801 to 0.931. In addition, the PIOSS exhibited cross-gender invariance.
Conclusion: Having good reliability and validity, the PIOSS can serve as a valid tool for the assessment of physician internalized 
occupational stigma.
Keywords: physician, internalized occupational stigma, reliability, validity

Introduction
Medicine shoulders the community responsibility of health maintenance, disease prevention, and illness elimination. It is 
such a cardinal obligation of all governments and a crucial factor determining public trust and satisfaction with the 
government that they endeavor for universal access to health care services.1 Physicians are granted high praise in most 
cultures precisely motivated by the fact that medicine deals directly with the health and well-being of human beings.2 

According to Hippocrates, by way of illustration, “Medicine is of all the arts the most noble”. Similarly, it is a well- 
established concept in Chinese Confucianism that “medicine is the art of benevolence, in which the physician must have 
a caring heart”. In general, physicians have a high social status and professional prestige and are respected by the people. 
It is, nevertheless, typical not to be exempted from the stigmatization of almost all professions due to the content and 
nature of their work, nor are physicians.3 Negative media reports and derogatory remarks about physicians, especially in 
recent years, have been common in China.4 What is of concern is that physician stigma is a global issue. By way of 
example, career-related stigma has been found in studies of physicians across different countries such as the United 
States,5 Spain,6 Bangladesh,7 and Australia.8

Being confronted with a severe physician-patient trust crisis, China is experiencing a high incidence of medical 
disputes, further exacerbating the stigmatization of health care.9 With the all-around promotion of health care reform by 
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the Chinese government since 2009, the process of marketization, privatization, and industrialization of health care has 
been progressively deepening, and the proportion of public welfare health care has been gradually decreasing.10 

Becoming profit-driven within the process of reform, hospitals have made the excessive pursuit of economic effects 
while weakening their public welfare attributes.11 Some physicians are guilty of receiving red envelopes and drug 
kickbacks, and over-checking and treating,12 which has severely damaged the occupational image of physicians and 
triggered public accusations and criticisms.13 Out of distrust of physicians, ironically, patients mobilized interpersonal 
networks to send gifts and money to their physicians during consultations to alleviate internal anxiety and panic.14 In 
addition, what may likewise trigger dissatisfaction of patients are physicians’ lack of communication skills, indifference 
to patients, and weak awareness of defending patients’ rights and privacy, which could exacerbate the stigma against 
physicians.15

Occupational stigma, derived from social construction, is the assignment of negative characteristics to a group of 
people engaging in certain jobs, which generates a loss of social status, discrimination, and exclusion.16 Stigma, as 
a generalized notion, is amplification by the public of the wrongdoings of a small number of physicians to the entire 
group, with negative labels for them.17 To be a “Good Doctor” is considered to require a combination of exquisite 
medical skills and good moral character.18 The stigma attached to physicians may arise from failure to meet public 
expectations of either professional competence or moral character.19 In this respect, there are three forms of occupational 
stigma: physically tainted, socially tainted, and morally tainted.20 Taking this as a basis, the classification of professional 
prestige has been incorporated as a dimension of occupational stigma followed by Ashforth et al, which has been 
identified into six broad categories: high/low prestige physical stigma, high/low prestige social stigma, and high/low 
prestige moral stigma.21 By and large, it is acceptable to classify the physician occupational stigma as one of high 
prestige moral stigma.

Although there are clear differences in the perceptions of doctors and the public regarding the profession of 
physicians, both sides share the view that the current patient-physician relationship is not harmonious.22 Physicians, 
traditionally a high prestige profession, nevertheless suffer from more negative evaluations. As occupation is a vital 
component of an individual’s self-concept, it is possible that occupational stigma can threaten the practitioner’s self- 
perception.23 Physicians are exposed to a large number of negative statements related to their profession which they 
identify with and internalize as part of their self-concept, potentially leading to internalized stigma. Occupational stigma 
negatively shapes physicians’ work attitudes and behaviors.24 By way of example, physicians who subscribe to the 
negative label of “receiving drug kickbacks” in the belief that most physicians engage in similar behaviors would be 
more inclined to prescribe medications for financial gain rather than for better treatment outcomes.

According to self-verification theory, individuals with different self-orientations have selective acceptance of external 
information and integrate it into their self-concept to minimize the discrepancy between external evaluations and their 
self-concept.25 High public recognition of physicians could positively contribute to the validation of their self-concept, 
whereas it could be damaged by stigmatizing information.26 Thus, stigma has the power to threaten physicians’ 
perceptions and evaluations of their profession. In almost all cases, internalized occupational stigma is associated with 
negative outcomes. Previous studies have identified that occupational stigma is positively associated with practitioners’ 
intent to leave,27 job burnout,28 feelings of disrespect,23 and defensive medicine,29 but negatively related to feelings of 
career identification and job worth,30 job satisfaction,31 occupational self-esteem,32 and mental health level.33

As stigma is a complex concept, no academic consensus has been reached on the connotation and dimensional 
division of occupational stigma. From the perspective of sociology, Link and Phelan have interpreted the concept, 
origins, matter of degree, and consequences of stigma. Besides, the conceptualizing stigma theory suggests that stigma 
arises from a power situation.34 A negative stereotype is constituted by the fact that most people in society identify the 
characteristics of a specific group of people or an occupation, find differences, and assign negative labels to them. Stigma 
has the power to separate “us” from “them”, giving rise to negative consequences for those stigmatized and making them 
suffer from status loss, social exclusion, and discrimination. Hence, occupational stigma denotes the burden of negative 
public evaluations on physicians and the perception of loss of professional status, value, and meaning of their work.

A scale with favorable psychometric properties deserves to be developed given the pronounced negative impact of 
occupational stigma on the medical and health fields. The stigma consciousness questionnaire for women (SCQ for 
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women), consisting of 10 items, was developed by Pinel to assess women’s stereotypes of their gender.35 A follow-up 
study by Pinel and Paulin adapted some of the SCQ items to be suitable for assessing the stigma consciousness of service 
workers.16 Shantz and Booth selected and modified some items of the SCQ to form the Occupational Stigma 
Consciousness Scale (OSCS),30 a unidimensional structure consisting of six items, which was originally used to assess 
the call center workers’ perceived public stigma of their work. Although the SCQ and OSCS are currently the most 
widely used scales for the assessment of stigma consciousness among service workers,36 the origins, the matter of degree, 
and manifestations of occupational stigma are not identical across occupations due to the wide variation in the content 
and nature of work. However, the stigma of physicians, who are typically considered to be a high prestige occupation, 
differs from the traditional “dirty work”. In addition, the SCQ and OSCS assess stigma consciousness rather than the 
content of stigma and the negative consequences of internalized stigma for a certain occupation.

In succession, researchers have developed stigma scales that can be used to assess specific occupations, for example, 
scales applicable to female sex workers,37 airline cabin crew,38 and nurses.39 It is clear from the retrieval of available 
literature that there are two main scales related to physician occupational stigma. The Forensic Stigma Scale (FSS) is 
composed of 12 items divided into two dimensions – Dangerousness/Unpredictability and Responsibility/Blame.40 

Although the FSS has good reliability and validity, it was developed only for the occupational stigma of the medical 
examiner and assesses the public stigma of patients towards physicians. Fan et al, developed the Patient toward Physician 
Occupational Stigma Scale (PPOSS) based on individual cognitive models.41 The PPOSS is categorized into three 
dimensions: stereotype, prejudice, and discrimination, respectively, to assess the cognition, emotion, and behavior of 
stigma. The POSS, nevertheless, also applies merely to assessing patients’ public stigma toward physicians rather than 
their internalized occupational stigma. Additionally, within the study of the COVID-19 stigma in healthcare, it was 
conducted with the Bogardus Social Distance Scale,42 which was initially employed to assess the perceived social 
distance of patients with psychiatric illness rather than specifically occupational stigma.

It is evident from the analysis of the existing literature that there are three main shortcomings in previous studies. 
First, studies in the field of occupational stigma have focused more on dirty work and only a few studies have involved 
physicians, yet stigma is not the same across occupations.43 Second, among the studies related to the stigma of 
physicians, some of them assessed the perceived stigma of physicians rather than internalized occupational stigma. 
Third, in the assessment of physician occupational stigma, most studies have focused on the public stigma of physicians 
by patients. However, there is no specific assessment tool for evaluating physician internalized occupational stigma. The 
lack of tools with good reliability and validity renders it challenging to accurately assess physician internalized 
occupational stigma, which is a barrier to the development of quantitative studies. This study aims to develop the 
Physician Internalized Occupational Stigma Scale (PIOSS) using the conceptualizing stigma theory as a theoretical 
framework, thereby providing a tool to support the accurate assessment of the degree of internalized occupational stigma 
among physicians, as well as the evaluation of the effectiveness of the evaluation intervention practices. Two studies 
were performed to achieve this purpose. In Study 1, primarily completed the development of the item pool and the 
administration of the initial questionnaire, with some items removed via item analysis and exploratory factor analysis. In 
Study 2, the factor structure of the scale was examined through confirmatory factor analysis. Furthermore, the PIOSS was 
tested for its criterion validity, internal consistency reliability, split-half reliability, and cross-group invariance. The study 
hypothesizes that the PIOSS possesses good psychometric characteristics and can be a valid tool for assessing physician 
internalized occupational stigma.

Study 1
Purpose
The purpose of Study 1 is to prepare items to form an initial questionnaire by combining semi-structured interviews and 
expert reviews within the framework of conceptualizing stigma theory. After administering the initial questionnaire to 
perform item analysis and EFA on the resulting data, the official scale was formed upon the removal of some items. The 
item analysis is designed to examine the discrimination and homogeneity of scale items, while the exploratory factor 
analysis is conducted to analyze the factor structure of the PIOSS.
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Method
Sample Size Calculation
In factor analysis, the minimum sample size is generally required to be 5–10 times the number of items.44 Taking 10 
times the number of items as the standard, a minimum sample size of 260 should be applied to the initial questionnaire 
consisting of 26 items. In addition, for the stability of factor analysis results, it was suggested that the minimum sample 
size should be no less than 300.45 All factors considered, the minimum sample size for this study was 300.

Participants
To improve the representativeness of the participants, the study covered 18 hospitals in 13 provinces of China. According 
to the National Bureau of Statistics of China, the country is divided into the eastern, central, western, and northeastern 
regions. Following this, a total of 5 hospitals in 4 provinces of Jiangsu, Zhejiang, Shandong, and Guangdong in the 
eastern region, 4 hospitals in 3 provinces of Anhui, Jiangxi, and Hubei in the central region, 5 hospitals in 3 provinces of 
Gansu, Guizhou, and Inner Mongolia in the western region, and 4 hospitals in 3 provinces of Liaoning, Jilin, and 
Heilongjiang in the northeastern region were selected for this study. The survey of physicians was conducted in three 
main ways. First, the researchers went to each department of the hospital and asked the physicians about their attitudes 
toward participating in this survey. After obtaining their consent, the questionnaire was distributed to them. Second, 
a snowballing approach was taken to ask the surveyed physicians to recommend potential participants. Third, the 
researchers used the interval between hospital-organized meetings to ask whether physicians who attended the meetings 
were willing to participate in this survey. The survey was completed on a one-to-one basis by the researchers. The 
researchers first explained in detail to the physicians the anonymity, confidentiality, process, and time required for the 
survey. Physicians who agreed to participate in this survey were required to sign informed consent. The researchers then 
gave them a link to the online version of the survey, which the physicians answered independently.

A total of 356 participants were investigated in Study 1, of whom 171 were male and 185 were female; 187 were 
TCM physicians and 169 were Western medicine physicians; education of bachelor and below 213, master 116, and 
Ph.D. 27; marital status of unmarried 141, married 210, divorced 4, and widowed 1; the professional title of physician 
172, attending physician 86, deputy chief physician 68, and chief physician 30; the minimum age is 24 years old, while 
the maximum is 62 years old, with the average age of 36.54 years old (SD = 9.58).

Item Pool
A group of 14 physicians, including 6 males and 8 females, aged between 33 and 57 years, were selected for semi- 
structured interviews in the study. A detailed introduction to the concept of internalized occupational stigma was 
presented to the interviewees with specific examples before the start of the interviews. During the interview, they 
were guided by the interviewers to honestly express their understanding, perceptions, and reactions to stigma based on 
their own experiences. Examples of interview outline items: “What do you think are the reasons for the generation of 
physician occupational stigma?” “What do you think are the common negative labels the public attaches to physicians?” 
“How do you evaluate the current social status of physicians?” “What do you think are the negative effects of physician 
internalized occupational stigma?”

The results of the interviews were analyzed by each of the four master’s students in psychology independently to 
extract typical words associated with internalized occupational stigma. Subsequently, they worked together to discuss, 
then merged synonyms and near-synonyms, while removing ambiguous words and infrequently used words, and finally 
retained a total of 83 words related to internalized occupational stigma. The top 10 words are dispute, kickback, red 
envelope, stress, indifference, violence, fatigue, misunderstanding, risk, and overtreatment.

One associate professor of psychology together with two Ph.D. students in psychology prepared 42 initial items 
combining the high-frequency words extracted from the interviews within the theoretical framework of conceptualizing 
stigma theory. Besides, the four students shared a discussion of all the items one by one, excluding those with repetitive 
content, unclear expressions, and ambiguities, while modifying the representation of some items, with finally 14 items 
removed and 28 items retained. Subsequently, a small range of pre-tests was conducted among 13 physicians. At the end 
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of the test, participants were invited to discuss their comprehension, sensitivity, and answer feelings about the items. 
Further revisions of item contents were made based on feedback, with two items removed, leaving a final total of 26 
items, which constituted the initial physician internalized occupational stigma scale. It used a 5-point Likert scale (1 
means strongly disagree, 5 means strongly agree), in which participants determine the level of agreement with the items 
in light of their true feelings.

Data Analysis
Using SPSS 20.0 software, the data were subjected to EFA and item analysis, in which the critical ratio values, 
item-total correlation coefficient, and Cronbach’s α coefficient were calculated separately.46 First, to calculate the 
total score of the initial questionnaire, divided into the high group of the top 27% and the low group of the bottom 
27%, with an independent sample t-test to examine the critical ratio value of all items. The items with insignificant 
differences (p > 0.05) between the high and low groups were removed. Next, to calculate the item-total correlations, 
and remove those whose correlation coefficients were less than 0.40.44 Finally, to calculate the Cronbach’s α 
coefficient of the initial questionnaire. If the Cronbach’s α coefficient of the questionnaire increases after deleting 
an item, it should be removed.47

In EFA, the KMO value and the p value of Bartlett’s chi-square need to be calculated first. It indicates that the data are 
suitable for EFA if the KMO value is higher than 0.60 and the p value of Bartlett’s chi-square is less than 0.05.48 The 
approach of orthogonal rotation forces the factors to be uncorrelated with each other, while the oblique rotation is without 
such constraint. In studies of social sciences, there is often a degree of correlation between factors. Therefore, most 
statistical experts suggest that oblique rotation should be taken.49 In addition, the principal axis factoring (PAF) method 
yields the most stable results compared to other factor extraction methods.50 Hence, in this study, PAF was employed for 
factor extraction (extraction)45 and the Promax method for oblique rotation50 to determine the number of factors with 
eigenvalues greater than 1.51 The item should be deleted provided that any of the following conditions are met: (1) the 
factor loadings are less than 0.40; (2) the communalities of the items are less than 0.30; (3) there are cross-loadings; (4) 
Lack of theoretical connection between items and factors; (5) Dimensions with less than three items.44

Results
The results of the item analysis are illustrated in Table 1. The critical ratio value of each item of the initial questionnaire 
ranged from 3.41 to 20.42, with all high group scores considerably higher than those of the low group (p < 0.01). The 
scores of each item were remarkably positively correlated with the total score. The correlation coefficients of the items 
with the total score ranged from 0.47 to 0.79, except for item 26, “I would deal with the relationship with patients 
carefully”, whose correlation coefficient with the total score was 0.30, less than the standard of 0.40. The Cronbach’s α 
coefficient of the initial questionnaire was 0.936, whereas it is 0.938 after the deletion of item 26. The Cronbach’s α 
coefficient did not increase significantly after the removal of other items. Consequently, item 26 should be deleted at this 
stage to preserve the remaining items.

Exploratory Factor Analysis
The value of KMO of the initial questionnaire and Bartlett’s test of sphericity are 0.934 and 4928.94 separately (df=300, 
p<0.001), suggesting that the data is suitable for EFA. The results of EFA revealed that some items with factor loadings 
less than 0.40 were deleted, as follows, item 8 “I would not allow my children in medical work”, item 13 “I believe that 
physicians are in opposition to the public”, item 18 “I believe that the work of physicians is often exposed to death”, and 
item 12 “I believe that the work of physicians requires frequent access to dirty objects (eg, vomit, urine)”. In addition, 
there is a separate dimension including item 17, “I believe that it is difficult for me to meet the standards of a ‘good 
physician’” and item 21, “I believe that it is reasonable that physicians would have difficulty maintaining their passion 
for patients”, but it was removed given that there were fewer than three items.

When the above items were removed one by one, the remaining 19 items were subjected to EFA again, which 
revealed (see Table 2) that a total of 3 factors with eigenvalues greater than 1 were extracted, cumulatively explaining 
61.21% of the total variance. The factor loadings ranged from 0.539 to 0.941, with communalities from 0.388 to 0.724. 
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Factor 1 includes 8 items named status loss, factor 2 includes 6 items named career denial, and factor 3 includes 5 items 
named label identification.

Study 2
Purpose
A formal scale of 19 items was formed in study 1 with the removal of 7 items following item analysis and EFA. The 
purpose of study 2 is to further examine the reliability and validity of the scale, including the following four parts: First, 
the rationality of the three-factor structured PIOSS was examined through confirmatory factor analysis. Second, to 
conduct a test of the criterion validity. The CCS, the WWBS, the DDPRQ-10, the ILS, and the ODS were selected as 
tools to be administered simultaneously with the PIOSS. The conservation of resources theory asserts that individuals 
strive to acquire and develop new resources while also trying to avoid attrition.52 More resourceful individuals possess 
a greater ability to resist and repair stress, whereas continuous resource depletion hurts individuals’ cognition, attitudes, 
and behaviors.53 Stigma, as a typical pressure source, provokes a depletion of practitioner resources, leading to low 
occupational identification, decreased well-being, and higher intent to leave.54,55 Accordingly, it was hypothesized that 
individual physician occupational stigma was capable of a reduction in occupational commitment, workplace well-being, 
and evaluation of the patient-doctor relationship, while an increase in the intent to leave and occupational disidentifica-
tion. Third, the reliability of the scale was examined via the calculation of Cronbach’s α coefficient and split-half 
reliability. Fourth, it was tested whether the PIOSS exhibited cross-gender invariance.

Table 1 Item Analysis Results of the PIOSS

Items High Group 
(N=96)

Low Group 
(N=96)

Critical Ratio Value Correlation Coefficients α if Deleted

M SD M SD

1 2.65 1.32 4.53 0.68 10.38** 0.60** 0.934
2 1.90 1.15 3.48 1.22 9.26** 0.58** 0.935

3 2.42 1.36 3.83 1.07 8.02** 0.49** 0.936

4 2.53 1.27 4.53 0.68 13.65** 0.69** 0.933
5 1.48 0.74 3.09 1.31 10.54** 0.64** 0.934

6 2.02 1.21 3.56 1.36 8.29** 0.51** 0.936

7 2.05 1.10 4.39 0.81 16.73** 0.71** 0.933
8 2.28 1.18 4.28 1.03 12.52** 0.60** 0.934

9 1.98 1.04 3.73 1.20 10.81** 0.60** 0.934

10 2.20 1.01 4.22 0.82 15.18** 0.69** 0.933
11 1.27 0.45 2.80 1.29 11.02** 0.66** 0.934

12 2.76 1.35 4.08 1.11 7.41** 0.47** 0.936

13 1.78 0.89 3.95 1.08 15.21** 0.71** 0.933
14 1.74 0.92 3.60 1.24 11.86** 0.62** 0.934

15 1.56 0.81 3.21 1.29 10.61** 0.57** 0.935

16 2.28 1.14 4.46 0.75 15.71** 0.73** 0.932
17 1.86 0.82 3.82 1.22 13.06** 0.66** 0.933

18 2.63 1.25 4.27 0.97 10.20** 0.53** 0.935

19 2.07 1.12 4.43 0.75 17.14** 0.74** 0.932
20 1.75 0.85 3.31 1.28 9.96** 0.59** 0.934

21 1.82 0.81 3.89 1.08 15.03** 0.71** 0.933

22 1.91 0.77 4.25 0.82 20.42** 0.79** 0.932
23 1.66 0.69 3.79 1.24 14.74** 0.71** 0.933

24 2.40 1.12 3.86 1.17 8.90** 0.55** 0.935
25 2.52 1.24 4.41 1.03 12.96** 0.70** 0.933

26 4.02 1.27 4.52 0.67 3.41** 0.30** 0.938

Note: N=320; **p<0.01. 
Abbreviations: M, Mean; SD, Standard Deviation.
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Participants
Study 2 was identical to Study 1 in terms of the calculation of the minimum sample size, the selection of the survey 
participants, and the survey process, with the investigation of a total of 17 hospitals in 12 provinces. The sampling area 
covered three provinces in the Chinese eastern region of Guangdong, Zhejiang, and Jiangsu; three provinces in the 
central region of Hubei, Henan, and Anhui; the western region, including Inner Mongolia and provinces of Yunnan, and 
Gansu; and three provinces in the northeastern region of Liaoning, Jilin, and Heilongjiang. Informed consent was 
obtained from the physicians and they signed the informed consent form before starting the survey.

A total of 346 participants were investigated in Study 2, of whom 154 were male and 192 were female; 170 were TCM 
physicians and 176 were Western medicine physicians; 239 were educated with a bachelor’s degree or less, 98 with master’s 
degree, and 9 to doctorate degree; 70 were unmarried, 270 were married, 5 were divorced, and 1 was widowed; 144 had the 
title of physician, 122 were attending physicians, 61 were deputy chief physicians, and 19 were chief physicians; the minimum 
age was 25 years old, while the maximum age was 59 years old, with an average age of 37.71 years old (SD = 8.28).

Measurements
The Physician Internalized Occupational Stigma Scale (PIOSS). The PIOSS, developed for this study, consists of 19 
items divided into 3 dimensions: label identification, status loss, and career denial, which is rated on a 5-point scale 
ranging from “1 means strongly disagree” to “5 means strongly agree”. Scores for each item are summed into the total 
score, with the higher the score, the higher the degree of physician internalized occupational stigma.

The Career Commitment Scale (CCS). The Chinese version of the CCS, a unidimensional structure consisting of 8 items, is 
selected as the survey instrument56 to assess individuals’ attitudes toward their careers, which is based on a 5-point scale ranging 
from “1 means strongly disagree” to “5 means strongly agree”. Items 1, 3, and 7 are reverse scored, where the sum of the scores of 
each item is the total score, indicating that the higher the score, the more positive the individual’s attitude toward their career as 
well as the more inclined to continue in their current career. The Cronbach’s α coefficient of the scale in this study is 0.843.

Table 2 EFA Results of the PIOSS

Item Content F-1 F-2 F-3 C

4. I believe that physicians do not receive the respect they deserve. 0.941 −0.115 −0.059 0.724
1. Physicians are often treated unfairly compared to other professions. 0.792 −0.003 −0.146 0.518

19. I believe that the occupational prestige of physicians is declining. 0.761 −0.045 0.121 0.653

9. I believe that the social status of physicians is not high. 0.739 0.111 −0.048 0.608
25. I believe that many people hold negative evaluations of physicians. 0.710 −0.099 0.154 0.562

16. I believe that physicians are easy targets for public accusations. 0.703 0.051 0.023 0.559

22. I do not believe that people trust physicians. 0.692 0.098 0.102 0.668
10. I believe that most people do not understand my work. 0.580 0.248 −0.055 0.513

11. I regret becoming a physician. −0.068 0.862 0.014 0.695
5. It is hard for me to find my value in the work. −0.013 0.781 0.006 0.605

20. I feel like I have trouble being competent as a physician. −0.076 0.713 0.032 0.478

14. I have considered giving up physician work. 0.121 0.705 −0.106 0.514
23. Becoming a physician is not what I expected to do. 0.125 0.669 0.039 0.597

2. I do not want to talk about my work to other people. 0.045 0.539 0.100 0.400

3. I believe that it is understandable for physicians to prescribe expensive drugs. −0.039 −0.037 0.665 0.388
24. I believe that it is understandable for physicians to take extra care of their acquaintances. 0.131 −0.121 0.635 0.417

6. I believe that it is understandable for physicians to ask patients to have some unnecessary tests. −0.151 0.173 0.612 0.423

15. I believe that it is understandable for physicians to receive gifts from patients. −0.042 0.160 0.596 0.462
9. I believe that it is understandable for physicians to exaggerate appropriately when describing the 

condition.

0.130 −0.010 0.596 0.450

Note: N=356; The bolded part is the factor and factor loadings value of the item. 
Abbreviations: EFA, Exploratory Factor Analysis; F-1, Factor 1; F-2, Factor 2; F-3, Factor 3; C, Communalities.
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The Workplace Well-Being Scale (WWBS). The Employee Well-being Scale (EWBS) is a valid tool for the assessment of 
employee well-being within the context of Chinese society, including three subscales of the Life Well-Being Scale, the 
Workplace Well-Being Scale, and the Psychological Well-Being Scale. The WWBS subscale was selected as the survey 
instrument,57 comprising 6 items on a 7-point scale ranging from “1 means strongly disagree” to “7 means strongly agree”. 
The sum of the scores of each item is the total score, whereas the higher the score, the higher the level of job satisfaction and 
well-being of the individual. The Cronbach’s α coefficient of the scale in this study is 0.939.

The Scale for the doctor with patient-doctor relationship (DDPRQ-10). The Chinese version of the DDPRQ-10 is selected as 
the survey instrument,58 consisting of 10 items, categorized into 3 dimensions of the Physician’s Subjective Experience, Quasi- 
Objective Questions About the Patient’s Behavior, and Symptoms-Combines Elements of the Patient’s Behavior and of the 
Physician’s Subjective Response, which is based on a 6-point scale from “1 means not at all” to “6 means a great deal”. Items 1, 7, 
and 9 are reverse scored, and the sum of the scores of each item is the total score. The Cronbach’s α coefficient for the scale in this 
study is 0.779.

The Intent to Leave Scale (ILS). The Chinese version of the ILS, a unidimensional structure with 4 items, is used as 
a survey instrument,59 using a 5-point scale ranging from “1 means strongly disagree” to “5 means strongly agree”. Item 
4 is reverse scored and the sum of the scores of each item is the total score, thus the higher the score, the higher the intent 
to leave. The Cronbach’s α coefficient of the scale in this study is 0.792.

The Occupational Disidentification Scale (ODS). The Chinese version of the ODS is adopted as the survey instrument,60 

which is a unidimensional structure consisting of 3 items, rated on a 7-point scale ranging from “1 means not at all” to “7 
means fully”. The sum of the scores of each item is the total score, and the higher the score, the higher the level of 
disidentification with one’s own career. The Cronbach’s α coefficient of the scale in this study is 0.709.

Data Analysis
Data from Study 2 were used for tests of CFA, criterion validity analysis, reliability, and cross-group invariance. First, CFA using 
AMOS 24.0 indicated that a good model fit provided the following conditions were met: χ2/df < 3, RMSEA < 0.08, CFI, IFI, TLI > 
0.90, PNFI, PCFI > 0.50.61 Second, Pearson correlation analysis was conducted to calculate the relevance of the PIOSS to career 
commitment, workplace well-being, the doctor with patient-doctor relationship, intent to leave, and occupational disidentification. 
Third, the reliability of the PIOSS was assessed utilizing Cronbach’s α coefficient and split-half reliability, suggesting that the 
reliability of the scale would be high in the event of the reliability coefficient being greater than 0.70.62 Fourth, the test of cross- 
gender invariance was performed using AMOS 24.0 to build the four models sequentially, namely the configural invariance model 
(M1), and the weak invariance model (M2), the strong invariance model (M3), and the strict invariance model (M4). M1 was the 
same for males and females in terms of the number and affiliation of items, without any added restrictions. M2 was to set factor 
loadings equal on the basis of M1, M3 was to set intercept equal on the basis of M2, and M4 was to set error variances equal on the 
basis of M3. The differences in CFI and RMSEA between M2 and M1, M3 and M2, and M4 and M3 were calculated sequentially, 
with ΔCFI<0.01 and ΔRMSEA<0.01 as the standard for invariance to hold.63

Results
Confirmatory Factor Analysis (CFA)
It is demonstrated by the CFA results that the three-factor model fits well with each fit indices of χ2/df=2.574, 
RMSEA=0.068, CFI=0.931, IFI=0.931, TLI=0.919, PNFI=0.762, and PCFI=0.795.

Test of Criterion-Related Validity
The results of the correlation analysis (see Table 3) reveal that the total PIOSS score and each dimension score are 
notably negatively associated with the CCS and the WWBS (p<0.01), with correlation coefficients ranging from −0.25 to 
−0.60, and they are significantly positively related to the DDPRQ-10, the ILS, and the ODS (p<0.01), with correlation 
coefficients ranging from 0.31 to 0.73.

https://doi.org/10.2147/PRBM.S386724                                                                                                                                                                                                                                

DovePress                                                                                                                         

Psychology Research and Behavior Management 2022:15 3452

Fan et al                                                                                                                                                               Dovepress

Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


Reliability Test
The Cronbach’s α coefficients for the PIOSS total scale and dimensions range from 0.775 to 0.914, with split-half 
reliability coefficients ranging from 0.801 to 0.931, all of which are above the standard of 0.70 (see Table 4).

Cross-Gender Invariance Test
The results of the cross-gender invariance test are shown in Table 5. In the M1, M2, M3, and M4, all fit indices satisfy the 
requirements of psychometrics and the prerequisites for equivalence testing. CFI and RMSEA were compared between 
M2 and M1, M3 and M2, and M4 and M3, respectively, with ∆CFI and ∆RMSEA less than the criterion of 0.01, 
illustrating that the PIOSS exhibits cross-gender invariance.

Table 3 Criterion Validity Test of the PIOSS

1 2 3 4 5 6 7 8 9

1. PIOSS –
2. LI 0.74** –

3. SL 0.88** 0.49** –

4. CD 0.80** 0.45** 0.52** –
5. CCS −0.52** −0.25** −0.39** −0.60** –

6. WWBS −0.48** −0.30** −0.32** −0.57** 0.54** –

7. DDPRQ-10 0.46** 0.39** 0.31** 0.44** −0.28** −0.36** -
8. ILS 0.60** 0.34** 0.41** 0.73** −69** −0.49** 0.38** -

9. ODS 0.51** 0.38** 0.32** 0.57** −0.36** −0.32** 0.50** 0.46** -
MV 57.14 14.57 27.58 14.99 27.56 30.49 31.87 9.65 10.51

SD 14.07 4.39 7.36 5.47 6.55 7.08 6.83 3.67 4.04

R 19–95 5–25 8–40 6–30 8–40 6–42 10–46 4–20 3–21

Note: N=346; **p<0.01. 
Abbreviations: PIOSS, the Physician Internalized Occupational Stigma Scale; LI, Label Identification; SL, Status Loss; CD, Career 
Denial; CCS, the Career Commitment Scale; WWBS, the Workplace Well-Being Scale; DDPRQ-10, the scale for the doctor with 
patient-doctor relationship; ILS, the Intent to Leave Scale; ODS, the Occupational Disidentification Scale; MV, Mean Value; SD, 
Standard Deviation; R, Range.

Table 4 Reliability Test of the PIOSS

Cronbach’s α 
Coefficients

Split-Half 
Reliability

PIOSS 0.914 0.931
Label Identification 0.775 0.801

Status Loss 0.909 0.892

Career Denial 0.873 0.929

Abbreviation: PIOSS, the Physician Internalized Occupational Stigma Scale.

Table 5 Comparative Results of Nested Models for Cross-Gender Invariance Analysis of the PIOSS

Model S-Bχ2 df χ2/df CFI IFI TLI PNFI PCFI RMSEA (90% CI) ∆CFI ∆RMSEA

M1 543.48 292 1.86 0.925 0.927 0.913 0.729 0.790 0.050 (0.044–0.057)

M2 560.07 308 1.82 0.925 0.926 0.917 0.765 0.833 0.049 (0.042–0.055) −0.0002 −0.0012
M3 580.38 327 1.77 0.925 0.925 0.921 0.807 0.884 0.048 (0.041–0.054) −0.0004 −0.0013

M4 626.39 352 1.78 0.919 0.918 0.921 0.856 0.945 0.048 (0.042–0.054) −0.0062 0.0001

Notes: M1 represents the Configural Invariance model; M2 represents the Weak Invariance model; M3 represents the Strong Invariance model; M4 
represents the Strict Invariance model.
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General Discussion
As physicians perceive stigmatizing comments and remarks related to their profession, they will engage in different 
coping strategies, where confronting or counting perceptions and behaviors and occupational ideologies are adaptive 
coping strategies while internalizing stigma is a maladaptive strategy.64 Physician stigma is currently increasingly 
prevalent which is seriously threatening their occupational development and the construction of a physician-patient 
trust relationship. Although it is undeniable that stigma is difficult to eliminate, it can be dramatically reduced with 
positive interventions.65 It is urgent to develop a scale with good reliability and validity in order to assess the 
effectiveness of the intervention. To this end, following the requirements of psychometrics using conceptualizing stigma 
theory as the theoretical framework, the present study combined semi-structured interviews and expert reviews to 
develop an initial questionnaire with 26 items. The 7 items were deleted after item analysis and EFA, leaving 19 
items divided into 3 dimensions of label identification, status loss, and career denial, for which CFA verified the 
rationality of the three-factor structure.

Label identification, consisting of five items, is the identification of physicians to the public stigma that is internalized 
as part of their self-occupational evaluation. Simplistically, it means that physicians accept and endorse externally 
imposed stigma, with similar stigmatized views of their profession, and act accordingly. While the essence of occupa-
tional stigma is a kind of negative stereotype and negative label.66 A fixed stereotype is formed by the public about the 
behavior of a small number of physicians who do not conform to social norms and violations, which serves as a guideline 
for the evaluation, analysis, and supervision of the community of physicians. Physicians are gradually forced to identify 
themselves as “labeled” given the pressure of the social environment in which they view behaviors that are not in line 
with occupational norms as normal. The higher the score on this dimension, the more individuals identify with the 
negative labels of their occupation, while the more they tend to believe that it is understandable and acceptable to the 
prescription of expensive drugs, receipt of gifts from patients, demands for unnecessary medical tests, violation of 
medical fairness, and exaggeration of medical conditions.

Status loss, comprising eight items, refers to the extent to which physicians perceive their occupation to be devalued 
and discriminated against. The individuals’ evaluation of their occupational status is directly influenced by the identifica-
tion with demeaning and humiliating negative labels.34 Physicians are typically a high prestige occupation enjoying 
superior social status, whereas the cognitive contradiction between occupational stigma and high occupational prestige 
can exacerbate physicians’ psychological dissonance, thus experiencing a strong sense of unfairness and disrespect, 
which finally leads to a decline in the evaluation of their occupational status.3 The higher the score on this dimension, the 
more individuals tend to believe that the public lacks understanding, trust, and respect for physicians and that their 
frequent blaming, criticism and unfair treatment of physicians are capable of damaging their occupational prestige and 
decreasing their social status.

Career denial, composed of six items, involves physicians’ denial and disapproval of their occupational values and 
career options, which is the negative result of label identification and status loss. It is the concern of individuals who 
are aware of public devaluation and discrimination against the physician community that they will likewise 
experience similar experiences as members of the physician,67 with this threatening their occupational identification 
and evaluation, producing impaired self-esteem and reduced quality of life. Consequently, individuals may resort to 
the denial of the correctness of their career choice, reduction of the evaluation of their occupational value, or even 
voluntary separation from the career to avoid potential harm. Typically, a negative outcome of decreased sense of 
occupational value and meaningfulness, and increased occupational disapproval and intent to leave is associated with 
occupational stigma.68,69 Individuals with high scores on this dimension tend to deny their occupational choices and 
deem themselves unsuitable for medical work, as well as struggle to derive a sense of value from their work, while 
they also avoid mentioning their work to others with serious consideration of changing careers.

The results of the correlation analysis reveal that the PIOSS total score and dimensional scores are statistically 
significantly and negatively correlated with the CCS and the WWBS scores, whereas significantly positively 
associated with the DDPRQ-10, the ILS, and the ODS scores. That means that physicians with high internalized 
occupational stigma derive fewer positive emotions and happy experiences from their work, exhibit negative attitudes 
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toward their career and lower career identification, with a higher intent to leave, as well as worse evaluations of the 
physician-patient relationship. The results are consistent with the study hypothesis, suggesting that not only the 
PIOSS has good criterion validity, but also the assessment and intervention of physician internalized occupational 
stigma may be of substantial value to research and practice in health care. Yan et al, found that about half of 
physicians have the intent to leave, which may contribute to the shortage of physicians and inadequate medical 
resources.70 Furthermore, the physician-patient relationship problems are manifested not only in patients’ criticism 
and accusations against physicians, but also in physicians’ dissatisfaction with patients.71 This study illustrates that an 
approach can be taken from the perspective of the reduction of physician internalized occupational stigma for the 
improvement of physicians’ evaluation and identification with their career and the physician-patient relationship.

The Cronbach’s α coefficients for the total scale and dimensions of the PIOSS range from 0.775 to 0.914, with split-half 
reliability coefficients ranging from 0.801 to 0.931, all of which are above the 0.70 standard, indicating that it is the same 
construct being measured by each item of the scale with good invariance. In addition, the study further tested the cross- 
gender invariance of the PIOSS with the result of the configural invariance model, the weak invariance model, the strong 
invariance model, and the strict invariance model of it all being valid, which demonstrated the invariance of the PIOSS for 
cross-gender comparisons. That is, potential gender differences in physician internalized occupational stigma would be 
interpreted as practical differences, rather than instrumental inequivalence. In conclusion, the PIOSS developed in the study 
fulfills the requirements of psychometrics regarding reliability and validity, which is a valid tool to assess physician 
internalized occupational stigma.

This study is of certain theoretical value. First, the three-factor structure of internalized occupational stigma among 
physicians extracted from the study is largely compatible with the conceptualizing stigma theory.34 Label identification is an 
individual’s recognition of the public’s identification and labeling of negative traits of physicians. Status loss and career 
denial reflect the negative outcomes of stigma, manifesting the relevant contents of devaluation, discrimination, rejection, 
and exclusion. The conceptualizing stigma theory in previous studies has been mostly used to explain the stigma of the 
disabled, mental illness, and AIDS. The current study has validated and extended the theory in the field of occupational 
stigma. Second, the study provided an exploration and validation of the internal structure of internalized occupational stigma 
among physicians, offering a valid tool for further quantitative research in the future. Third, the factor analysis and criterion- 
related validity analysis enriched the comprehension of the concept of physician internalized occupational stigma.

The study is of certain practical value. While occupational stigma is one of the career distress that practitioners have to 
face, internalized occupational stigma may exert a negative influence on practitioners’ career identification, work attitude, 
performance, career commitment, and psychological well-being. The results of the study serve to provide instrumental 
support for assessing the degree of physician internalized occupational stigma, probing into the influencing factors and harms 
of internalized occupational stigma, analyzing the key populations for interventions, and evaluating the effectiveness of 
interventions. Meanwhile, taking targeted measures to intervene in physician internalized occupational stigma is conducive 
to easing the increasingly tense physician-patient relationship and improving the trust between physicians and patients.

Limitations and Future Research
Some limitations remain in this study. First, internalized occupational stigma, a complex concept with rich content, is 
classified into three dimensions: label identification, status loss, and career denial, which is not able to cover all 
connotations of physician internalized occupational stigma. It is noteworthy that no stigma theory has been widely 
accepted by most scholars to date. Therefore, more studies should be conducted to verify whether the three-factor 
structure proposed in this study is the optimal one for physician internalized occupational stigma. Second, there is 
still insufficient sample representativeness in the absence of a strict random sampling approach, although the study 
covers different provinces in the eastern, central, western, and northeast regions of China to expand the sampling 
range. Third, physician internalized occupational stigma was assessed through the self-report, not only making it 
difficult to avoid the influence of social expectation effects but also potentially generating common method bias. In 
specific intervention practices, it should be combined with qualitative interviews and an implicit association test 
(IAT) to be more comprehensive and accurate in the assessment of the effectiveness of interventions. Fourth, the 
present study was conducted with Chinese physicians only, and whether the PIOSS has good applicability in other 
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cultural contexts still requires more validation. In particular, more empirical evidence is needed to determine whether 
the PIOSS has cross-cultural invariance. Fifth, the current study does not conduct an examination of the test-retest 
reliability, and the stability of the PIOSS across time needs to be tested in future studies.

Conclusions
The increasing prevalence of stigmatizing statements by physicians is a serious threat to the establishment of a trusting 
physician-patient relationship. Physicians internalize negative labels related to their profession as part of their self-evaluation, 
which can lead to the formation of internalized occupational stigma. Meanwhile, internalized occupational stigma has 
a negative impact on physicians’ career development, professional identity, and mental health. Hence, carrying out quantitative 
research and intervention studies on physician internalized occupational stigma requires the development of an assessment tool 
with good reliability and validity. Following psychometric requirements, the current study developed the Physician 
Internalized Occupational Stigma Scale (PIOSS) by taking conceptualizing stigma theory as the theoretical framework. The 
PIOSS consists of 19 items divided into 3 dimensions: label identification, status loss, and career denial. The PIOSS features 
favorable psychometric properties and can be utilized as a valid tool for assessing physician internalized occupational stigma.
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