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Abstract 

Background: Sexually and/or gender diverse persons face discrimination and marginalization 

within and beyond the health care system due to their sexual orientation and/or gender identity. 

These experiences can lead to poor health outcomes and negative coping strategies. In Ontario, 

public health nurses (PHNs) could reduce such health inequities by changing their practice and by 

influencing change within their local public health agencies. Fostering positive spaces using a 

cultural humility approach is a means through which PHNs could render public health unit spaces 

safer for sexually and/or gender diverse persons, however; there is a lack of valid and reliable 

tools for PHNs to assess a cultural humility approach to positive spaces.  

Purpose: The purpose of this thesis was to advocate for a shift in practice away from cultural 

competence and towards cultural humility and to test the validity and reliability of modified 

versions of the Ontario Public Health Association’s (OPHA) personal and workplace tools for 

perceptions of sexually and gender diverse positive spaces within Ontario public health units.   

Methods: The existing OPHA tools were modified based on literature review findings and a 

cultural humility approach. The tools were tested for face and content validity with a group of 

expert panelists (N=5) and with Registered Nurses (RNs) (N=5) providing direct services to 

clients and community partners in public health. To test for construct validity and internal 

consistency, a cross-sectional online questionnaire was delivered to 1 978 RNs working in public 

health through email and mailed invitations.  

Results: An exploratory factor analysis (EFA) of the personal tool (N=259) yielded 40-items 

with a 15-factor solution; 12 factors had a reliability rating of moderate to excellent. An EFA of 

the workplace tool yielded a 38-item tool with 10 underlying dimensions; eight of these factors 

had a reliability rating of moderate to excellent.  

Conclusion: Evidence-informed improvements have been made to the OPHA positive space 

tools. Study findings offer an initial reference point for the underlying structure of positive spaces 
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in Ontario public health units. These tools, with further improvements and testing, could be used 

to inform positive space testing in public health units.  
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Glossary 

Biphobia: Negative attitudes, feelings, fear, or hatred of bisexual persons and communities 

and/or of behaviours stereotyped as bisexual which can lead to discrimination or violence against 

bisexual persons (Rainbow Health Ontario, 2014).  

Bisexual: An individual whose sexual or romantic attractions and behaviours are directed to both 

sexes (Institute of Medicine, 2011).  

Cisgender: A person whose gender identity corresponds to their sex assigned at birth (Rainbow 

Health Ontario, 2014). 

Cisnormative/Cisnormativity: The assumption that all persons maintain the gender assigned to 

them at birth (Bauer et al., 2009). The term describes the systemic prejudice against transgender 

persons, which may go unrecognized by the individuals and organizations responsible (Rainbow 

Health Ontario, 2014).  

Cissexism: A system of oppression based on the assumption that those who identify as cis or 

cisgender gender are superior to people who identify as trans or transgender. (Rainbow Health 

Ontario, 2014).  

Critical-Self Reflection: An introspective, intentional, and ongoing process of critiquing and 

evaluating your interactions with others (Fahlberg, Baptiste, & Foronda, 2016)  

Cultural Humility: A lifelong process of self–reflection and critique that encompasses the 

recognition of power imbalances and the development of mutually beneficial partnerships 

between client and provider (Foronda, Baptiste, Reinholdt, & Ousman, 2016).  

Discrimination: Differential and unjust treatment of a person because of their association with or 

belonging to a particular group or social identity, such as identifying as sexually and/or gender 

diverse (Institute of Medicine, 2011). 
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Gay: Sometimes used as an umbrella term for the LGBTQ community, this term refers to men or 

women whose physical, romantic, sexual, emotional, and/or spiritual attraction is reserved for 

persons of the same sex (Rainbow Health Ontario, 2014) 

Gender confirming surgery: Previously known as sex reassignment surgery. Chest and/or 

genital surgery performed to affirm how a person thinks and feels about their own gender and 

what it means to who they are (Government of Ontario, 2016) 

Gender Identity: A person’s sense of being a man, a woman, both, neither, or anywhere along 

the spectrum of gender; gender identity is fundamentally different from a person’s sexual 

orientation (Rainbow Health Ontario, 2014). 

Genderqueer/Gender Non-Conforming: Persons who do not follow gender stereotypes 

according to the sex they were assigned at birth. For example, they may identify or express their 

gender as androgynous, which means to transcend of the gender binary of man and woman, they 

may also identify and express as “feminine men” or “masculine women”. They may or may not 

identify as trans or transgender. (Rainbow Health Ontario, 2014). 

(Gender) Stereotypes: Unfounded or simplistic assumptions and judgements about a group of 

people that disregards their distinct differences and instead concentrates on negative 

preconceptions that characterize all group members as the same (Rainbow Health Ontario, 2014).   

Harassment: A series of comments or actions that are unwelcome, offensive, humiliating, or 

demeaning. For example, name-calling, jokes, threats, touching. (Rainbow Health Ontario, 2014) 

Heteronormative/Heteronormativity: The cultural assumption that all persons are heterosexual 

(Mink, Lindley, & Weinstein, 2014).  

Heterosexism: The assumption that all persons are heterosexual and that heterosexuality is the 

superior sexual orientation; this assumption results in overt or covert discrimination by persons or 

institutions against individuals who do not conform to heterosexual ideals and norms (Rainbow 

Health Ontario, 2014).          
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Heterosexual: A person who is sexually attracted to the opposite sex (Merriam-Webster, 2018) 

Homophobia: Negative attitudes, feelings, or fear towards individuals and communities who 

identify as lesbian or gay, who have been stereotyped as ‘homosexuals’ (Rainbow Health 

Ontario, 2014). Homophobia can perpetrate discrimination, harassment or violence against those 

identifying as gay or lesbian, or those perceived to be gay or lesbian (Rainbow Health Ontario, 

2014). 

Humble: As a component of cultural humility means to be  down to earth, modest, egoless, lacks 

a sense of superiority towards other cultures and social identities (Foronda et al., 2016).  

Intersex: A person born with reproductive systems, hormones, and/or chromosomes that cannot 

be easily classified as male or female (Rainbow Health Ontario, 2014).  

Intersect/Intersectional/Intersectionality: The overlap of two or more social or cultural 

identities within an individual or group of people leading to experiences of distinct, compounded, 

and complex forms of discrimination and barriers to care (Institute of Medicine, 2011; Rainbow 

Health Ontario, 2014).  

Lesbian: Female same sex attraction and behaviours (Institute of Medicine, 2011).  

LGBTQQIP2SAA: An acronym used to represent individuals who identify as lesbian, gay, 

bisexual, transgender, queer, questioning, intersex, pansexual, two spirit, androgynous, and 

asexual. It is important to recognize that this acronym, and its variations such as LGBTQI2S+, 

LGBT or LGBTQ, are criticized for inappropriately generalizing sexually and/or gender diverse 

persons needs and experiences and for failing to recognize the heterogeneity of groups that make 

up the acronym (Goodrich, 2016; Taylor, Jantzen, & Clow, 2013). The use of such acronyms also 

excludes other sexual and gender identities like demi-sexual and nongendered and disregards the 

notion that sexual and gender identities can be dynamic and fluid and thus resistant to 

categorization (Goodrich, 2016).  
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Marginalization: Relegating a person or group to a trivial position in society by either excluding 

them completely or confining them to the periphery (Rainbow Health Ontario, 2014). 

Minority Stress: The theory that minority groups, including sexual and gender diverse people, 

experience increased levels of stress due to the stigmatization and discrimination of their 

identities (Meyer, 2013). Minority stress can lead to negative coping strategies and poor health 

outcomes (Mink et al., 2014). 

Monosexism: The belief that bisexuality or pansexual orientation is inferior to homosexuality 

and heterosexuality (Rainbow Health Ontario, 2015). 

Non-discrimination: The principle of upholding human rights and preventing discrimination of 

others based on a person's identity, including their sexual orientation and gender identity (World 

Health Organization, 2009). 

Oppression: Overt and covert ways that dominant groups unjustly maintain their privileged, 

powerful status over others. This can include physical, psychological, social, or economic forces. 

(Rainbow Health Ontario, 2014)  

Positive Spaces: An “agency that is open and welcoming, as well as equitable and accessible to 

persons of all sexual and gender diversities, both to clients and employees of the agency. The 

term also refers to an agency in which all staff have been trained to understand the issues around 

sexual and gender diversity and are familiar with human rights, diversity and resources” 

(Clipsham, Hampson, Powell, Roedding, & Stewart, 2011, p. 33). 

Privilege: Unearned advantages or power available to members of dominant societal group(s). 

When someone possesses privilege, there are certain challenges they will not experience based on 

who they are.  People are not always aware of the privileges they possess. Straight privilege, 

white privilege, male privilege are all examples of different types of privilege. (Rainbow Health 

Ontario, 2014) 
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Queer: Formerly a derogatory term used to refer to sexual and gender diverse people, this term 

has been reclaimed, and is proudly used by some as a positive group identifier (Rainbow Health 

Ontario, 2014). 

Racism: Structural inequities based on socially constructed categories of race and discrimination 

directed towards persons or communities of a particular race; racism is based on the assumption 

that one’s own race is superior to others (Marcellin, Scheim, Bauer, & Redman, 2013).  

Resilient: Adapting well when faced with adversity, threats, trauma, tragedy or other stressors 

(American Psychological Association, 2018). 

Sexism: Harmful beliefs, behaviours, and/or institutional practices directed towards individuals 

or groups, typically women, based on their sex; sexism is rationalized by the belief that one sex, 

typically the male sex, is superior over others (Rainbow Health Ontario, 2014).     

Sexual Identity: An individual’s expression of their sexual attraction, interest, or behaviours 

which can be fluid and evolving over time and which may or may not align with one’s sexual 

orientation (Nagoshi, Nagoshi, & Brzuzy, 2014). 

Sexual Orientation: The direction of a person’s sexual attraction, interest, or behaviours 

(Institute of Medicine, 2011; Rainbow Health Ontario, 2014). The term can also describe one’s 

identity in a social group (Institute of Medicine, 2011). 

Sexually and/or Gender Diverse: Represents all individuals and communities who are 

marginalized due to their sexual orientation, gender identity, or gender expression. (Mulé et al., 

2009). This term embodies the notion that such persons and groups have unique experiences and 

health care needs (MacDonnell & Daley, 2015; Mulé et al., 2009).  

Stigma(tization): Society attributes an inferior status to a person or group in question (Mink et 

al., 2014). This social force is rooted in fear and judgment of those who differ from social or 

cultural norms and leads to social injustices, impedes opportunities in life, threatens self-esteem, 
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and endangers recovery from illness (Mink et al., 2014; Rainbow Health Ontario, 2014; Stuart, 

Koller, Christie, & Pietrus, 2011).  

Structures of oppression: Systemic or institutional mistreatment of a person or group associated 

with or belonging to particular social identities; a mechanism through which dominant groups 

unjustly maintain their privileged, powerful status over others (Cheney, LaFrance, & Quinteros, 

2006).  

Trans or transgender: An umbrella term encompassing a diverse range of gender identities and 

expressions of gender that do not conform to the male/female gender binary that is stereotypical 

of society (Rainbow Health Ontario, 2014).   

Trans or Transgender Female: An individual who was assigned male at birth whose sense of 

self is of being a female or on the feminine spectrum (Bourns, 2015). 

Trans or Transgender Male:  An individual who was assigned female at birth, whose sense of 

self is of being a man or on the masculine spectrum (Bourns, 2015). 

Transphobia: Negative attitudes, feelings, or fear towards individuals and communities who 

identify as trans that can lead to discrimination, harassment or violence against those identifying 

as trans or persons perceived to be trans (Rainbow Health Ontario, 2014). 

Two-Spirit: A broad term used by Indigenous People that can be used to describe an Indigenous 

person’s sexual orientation or gender identity as it pertains to the LGBTQ community (Rainbow 

Health Ontario, 2014). The term is also used to represent a societal and spiritual role held by 

members of Indigenous communities in which the individual transcends the accepted roles of 

males and females and fills the role of one with a middle gender (Rainbow Health Ontario, 2014).  

Queer: Formerly a derogatory term used to refer to sexual and gender diverse people, this term 

has been reclaimed, and is proudly used by some as a positive group identifier (Rainbow Health 

Ontario, 2014). 
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Chapter 1 

Introduction 

Persons who identify as sexually and/or gender diverse are subjected to discrimination and 

marginalization in the health care system (Bauer et al., 2009; Braine, 2014; Hunt, 2016; Mulé et al., 2009; 

Taylor et al., 2013). Sexually and/or gender diverse persons include, but are not limited to, persons who 

identify as lesbian, gay, bisexual, transgender, queer, intersex, or two-spirit (LGBTQI2S+). Upon 

accessing services, sexually and/or gender diverse persons encounter culturally insensitive care delivered 

in heteronormative and cisnormative care environments (Bauer et al., 2009; Mulé et al., 2009; Rounds, 

Barbara, & Walsh, 2013; Taylor et al., 2013). Assumptions of heteronormativity and cisnormativity are 

embedded in institutional policies, practices, and procedures resulting in the systemic discrimination and 

marginalization of individuals in health care settings (Bauer et al., 2009; Mulé et al., 2009; Wilkerson, 

Rybicki, Barber, & Smolenski, 2011). Many sexually and/or gender diverse persons may delay accessing 

services in an effort to avoid such inhospitable health care environments and when accessing services 

they may chose not to disclose their sexual orientation or gender identity out of fear of discrimination 

(Bauer & Scheim, 2015; Irwin, 2007; Mulé et al., 2009; Rounds et al., 2013; Wilkerson et al., 2011). This 

threatens the quality of health care delivered to this client population (Rounds et al., 2013).  

In addition to the discrimination experienced by clients accessing health care services, employees, 

including health care providers (HCPs), are also faced with discrimination in the workplace due to their 

sexual orientation or gender identity (Eliason, Dejoseph, Dibble, Deevey, & Chinn, 2011; MacDonnell & 

Grigorovich, 2012; Sears & Mallory, 2014). Such experiences of discrimination at work can threaten 

wages, promotions, and continued employment and can impair job satisfaction and workplace 

productivity which may ultimately lead to internalized shame and negative health outcomes (Eliason et 

al., 2011; MacDonnell & Grigorovich, 2012; Sears & Mallory, 2014).  
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The Minority Stress Theory posits that discrimination against sexually and/or gender diverse 

populations creates health inequities in our society (Meyer, 2013; Mink et al., 2014). Minority groups 

experience increased levels of stress due to the stigmatization and discrimination of their identities 

(Meyer, 2013; Mink et al., 2014). Minority stress amongst sexually and/or gender diverse persons has 

been associated with poor mental, physical, social, and spiritual health outcomes and negative coping 

strategies such as hazardous drinking (Dermody et al., 2014; Meyer, 2013; Mink et al., 2014).  

In this area of research, it is important to acknowledge that the sexually and/or gender diverse 

population is made up of distinct and heterogeneous groups, who may experience discrimination 

differently from one another in both health care systems and workplace environments and they may also 

have unique health care concerns and needs (Institute of Medicine, 2011; Kollen, 2013; MacDonnell & 

Grigorovich, 2012; Rounds et al., 2013; Taylor et al., 2013). For example, a person who identifies as 

bisexual is at increased risk for discrimination and certain health disparities when compared to persons 

who identify as heterosexual, lesbian, or gay (Rainbow Health Ontario, 2015; Tjepkema, 2008). Bisexual 

persons are victim to unique forms of discrimination such as biphobia and monosexism and they have 

encountered such discrimination from persons identifying as heterosexual, gay, and lesbian (Kollen, 

2013; Rainbow Health Ontario, 2015). Bisexual persons also lack a sense of community belonging which, 

when present amongst lesbian and gay communities, has been shown to buffer the effects of minority 

stress (Rainbow Health Ontario, 2015). In both Canada and the United States, individuals who self-

identify as bisexual report poorer mental health compared to persons who identify as heterosexual, gay or 

lesbian (Rainbow Health Ontario, 2015). Furthermore, bisexual women have reduced participation in 

preventative cancer screening tests such as mammograms and pap tests when compared to heterosexual 

and lesbian women (Rainbow Health Ontario, 2015; Tjepkema, 2008). Transgender persons may be 

especially vulnerable to discrimination and health disparities, while also requiring specialized health care 

services such as hormone therapy and gender confirming surgery (MacDonnell & Grigorovich, 2012; 

Taylor et al., 2013; Walsh Brennan, Barnsteiner, De Leon Siantz, Cotter, & Everett, 2012; Wilkerson et 

al., 2011).  
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Despite some understanding, there is a limited body of literature accounting for the distinct health 

care experiences and needs of sexually and/or gender diverse persons. In the past, findings from studies 

with white, middle class, gay men were inappropriately generalized to other groups of people who do not 

conform to heterosexual and gender norms  (Taylor et al., 2013). When groups such as bisexual men, 

lesbian and bisexual women, and transgender males and females have been included in research, they are 

typically grouped together in various orientations, leading to continued generalizations (Taylor et al., 

2013; Worthen, 2013). Comparable groupings and generalizations also occur in organizational research 

with sexually and/or gender diverse research participants (Kollen, 2013; MacDonnell & Grigorovich, 

2012). Prevailing acronyms such as LGBTQ for persons who identify as lesbian, gay, bisexual, 

transgender, and queer reflect these groupings and can perpetuate and normalize these inappropriate 

generalizations (Taylor et al., 2013). Such groupings may occur for convenience purposes, to establish 

adequate sample sizes, and to strengthen advocacy numbers, and they may also be attributable to 

misperceptions that health care needs and workplace experiences are the same amongst all persons who 

identify as sexually or gender diverse (MacDonnell & Grigorovich, 2012; Taylor et al., 2013). These 

inappropriate generalizations have had a detrimental impact on advancing our understanding of how 

sexually and/or gender diverse populations experience health care services and workplace environments. 

For the purposes of this research, the phrase sexually and/or gender diverse persons will be used to 

acknowledge the distinct experiences and needs of this heterogeneous population. To avoid inappropriate 

generalizations, acronyms such as LGBTQ and its subsets such as LG, LGB, and LGBT will only be used 

to communicate previous findings that are particular to specific groups.  

Health inequities experienced by persons who identify as sexually and/or gender diverse are not 

solely shaped by experiences of discrimination and marginalization based on sexual orientation and/or 

gender identity. Sexually and/or gender diverse persons are members of many different groups and can be 

exposed to multiple forms of discrimination simultaneously due to their intersecting social identities 

(Institute of Medicine, 2011; Mink et al., 2014). When a person who identifies as sexually and/or gender 

diverse also lives with a disability, has a low socioeconomic status, identifies as an ethnic or racial 
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minority, or lives in a disadvantaged and/or isolated geographical region, they may encounter 

compounding obstacles to optimal health care and workplace health and prosperity (Daley & 

MacDonnell, 2015; Drummond & Brotman, 2014; Felner, Dudley, & Ramirez-Valles, 2018). In addition 

to intersecting identities, it is also important to recognize that health care needs and experiences are also 

influenced by a person’s respective life course, which refers to both cohort and age differences (Institute 

of Medicine, 2011). For example, the needs and experiences of an older adult will differ from the needs 

and experiences of youth; the health care needs of sexually and/or  gender diverse youth today, may differ 

from the health care needs of sexually and/or gender diverse youth in the future (Institute of Medicine, 

2011). 

Achieving inclusivity in both health care and workplace environments for sexually and/or gender 

diverse persons and communities should be prioritized to ensure that health inequities are not perpetuated. 

Public health units in Ontario deliver universal services to a wide range of Ontarians and are also 

mandated to develop focused approaches to foster health equity for priority populations (Ontario Ministry 

of Health and Long-Term Care, 2018). Public health units also employ a wide range of professionals 

across Ontario who may be affected by discrimination in the workplace based on sexual orientation or 

gender identity. Public health nurses (PHNs), who are primarily Registered Nurses (RNs), play a critical 

role in the planning, implementation, and evaluation of public health care services (College of Nurses of 

Ontario, 2017a; Community Health Nurses of Canada, 2011). As direct service providers who represent a 

sizeable portion of public health staff, PHN’s are key players in community mobilization, client care, and 

organizational change (College of Nurses of Ontario, 2017a; Community Health Nurses of Canada, 

2011). However, little is known about how public health agency leaders are equipping themselves and 

their public health nursing staff to ensure that as a collective, they are embracing sexual and gender 

diversity amongst clients and staff. Inclusive environments, commonly referred to in Canada as ‘positive 

spaces’, have been promoted as a means through which to overcome both institutional and interpersonal-

level barriers to optimal health for sexually and/or gender diverse persons (MacDonnell & Daley, 2015). 

A positive space refers to: 
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an agency that is open and welcoming, as well as equitable and accessible to persons of all sexual 
and gender diversities, both to clients and employees of the agency. The term also refers to an 
agency in which all staff have been trained to understand the issues around sexual and gender 
diversity and are familiar with human rights, diversity and resources (Clipsham et al., 2011, p. 
33).  
 
Despite several guidelines, recommendations, and checklists in support of positive spaces in 

health care organizations there is an absence of valid and reliable tools that are specific to public health, 

and that can be used to evaluate organizational and PHN efforts to foster positive spaces.  Validated and 

reliable tools for positive spaces are needed to minimize the subjectivity, imprecision, and ambiguity of 

positive space assessments (Polit & Beck, 2017). In 2011, a working group of the Ontario Public Health 

Association (OPHA) named, the Public Health Alliance for Lesbian, Gay, Bisexual, Transsexual, 

Transgender, Two-Spirit, Intersex, Queer and Questioning (LGBTTTIQQ) Equity, released personal and 

workplace assessment tools to assess individual employee and organizational progress towards 

contributing to, and achieving a positive space (Clipsham et al., 2011). These assessment tools are being 

used in Ontario public health care practice (M. Joosse, personal communication, September 25, 2017; S. 

Labrie, personal communication, August 23, 2016); however, they have not undergone testing for validity 

or reliability. Furthermore, literature review findings and content experts suggest that aspects of the 

OPHA tools need to be revised to address the ineffective nominal scoring system, as well as outdated 

terminology and concepts, such as the concept of cultural competence (Baker & Beagan, 2014; M. Joosse, 

personal communication, September 25, 2017).  

Purpose and Objectives 

To support Ontario PHNs in their work towards positive spaces, this study aimed to test the 

validity and reliability of modified versions of the OPHA personal and workplace assessment tools for the 

evaluation of sexually and gender diverse positive spaces in Ontario public health units. Modification of 

these tools was informed by the concept of cultural humility and the individual and organizational level 

stage of change theories (Foronda et al., 2016; Prochaska, Prochaska, & Levesque, 2001; Steckler, 

Goodman, & Kegler, 2002). The two research objectives for the study were to: 
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1. Determine the face and content validity of the modified OPHA tools as measures of PHN’s 

perceptions of their personal and their organization’s stage of change in the implementation 

of positive spaces in Ontario public health units. 

2. Assess the construct validity and internal consistency of the modified OPHA tools as 

measures of PHN’s perceptions of their personal and their organization’s stage of change in 

the implementation of positive spaces in Ontario public health units. 

Thesis Organization and Overview 

 The remainder of this first chapter will provide an in-depth literature review on positive spaces, 

and an explanation of the conceptual framework guiding this research. The second chapter consists of a 

manuscript, entitled, “Fostering positive spaces in public health using a cultural humility approach” which 

will be submitted to the journal of Public Health Nursing. In this discursive paper we will argue for a 

shift away from cultural competence and towards cultural humility when fostering positive spaces for 

sexually and/or gender diverse persons in public health spaces. Recommendations to facilitate this 

transition towards cultural humility in public health nursing will be presented, which will include a 

rationale for cultural humility-based measurement tools. The third chapter is composed of a manuscript 

entitled, “Testing a measurement tool for assessing the implementation of sexually and gender diverse 

positive spaces in Ontario public health units.” This manuscript, which details the study design, results, 

and interpretation of findings will be submitted to the Canadian Journal of Public Health. In chapter four, 

connections between the second and third chapters will be made and the findings of the overall thesis will 

be discussed. The fourth and final chapter also includes a discussion on the strengths, limitations, and 

potential implications from the overall thesis, as well as recommendations for future research and 

concluding remarks.  

Literature Review 

Search strategy. CINAHL, MEDLINE, Nursing and Allied Health, LGBT Life with Full Text, 

and Google Scholar databases were searched using a combination of literature identified terms and 
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medical subject (MESH) headings. Terms such as “sexually and gender diverse”, “LGBTQI2S+” and 

variations thereof, “positive spaces”, “cultural humility”, “cultural competence”, “public health”, “health 

care organizations”, “workplaces” and “nursing” were employed. The search was limited to the English 

language and restricted to literature published between 2007 to 2018. Once articles were retrieved through 

the initial search of the databases, ancestry searching was used to uncover additional sources including 

both grey literature and seminal papers published prior to 2007. Papers utilizing a variety of research 

methodologies were retrieved and ultimately thirty papers have been included in this review. There is 

much diversity in the acronyms attempting to represent the community of sexually and/or gender diverse 

persons. These acronyms are flawed in that they cannot be entirely representative and they can lead to 

inappropriate generalizations of sexually and/or gender diverse persons; however, the LGBTQ acronym 

and its sub-sets will be used in this literature review as this acronym is used in the majority of research 

that has been conducted. Variations of the LGBTQ acronym, such as LGB, and LGBT will be used to 

reflect specific sub-populations participating in studies within the retrieved literature. The following 

review will primarily reflect the interpersonal and organizational levels of influence from the social 

ecology model (Richard, Gauvin, & Raine, 2011). These levels have been emphasized as the majority of 

findings and recommendations in the literature pertain to either interpersonal or organizational levels of 

influence. After discussing these two levels of influence in detail, positive spaces will be discussed as a 

strategy to overcome both interpersonal and organizational barriers to safer health care spaces for sexually 

and/or gender diverse persons. 

 The interpersonal level of influence. The interpersonal level of the social ecology model 

pertains to formal and informal relationships between individuals that can influence health (Mcleroy, 

Bibeau, Steckler, & Glanz, 1988). For example, the therapeutic relationship between a HCP and a client 

or the working relationship formed between a HCP and a colleague. In this section, literature is presented 

on the nature of culturally incompetent nursing care towards sexually and/or gender diverse persons, the 

negative experiences of clients accessing care from a HCP, and the negative experiences of sexually 

and/or gender diverse staff in the workplace. 
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Culturally incompetent nursing care. The majority of research investigating nursing care 

towards groups of sexually and/or gender diverse persons has adopted the concept of cultural competence 

as a guiding framework for best practice. Culturally competent care is defined as a compilation of 

attitudes, knowledge, and skills that a nurse can pursue in an effort to care for and show respect for clients 

of the same and different cultures (Clipsham et al., 2011; Turner, Wilson, & Shirah, 2006). Despite some 

positive findings, the literature suggests that, in general, nurses are not prepared to provide culturally 

competent care to LGBTQ persons (Daley & MacDonnell, 2015; Dorsen, 2012; Dorsen & Van Devanter, 

2016; Mahdi, Jevertson, Schrader, Nelson, & Ramos, 2014; Stewart & O’Reilly, 2017). For instance, 

nursing attitudes towards ‘homosexuality’ and LGBTQ populations, respectively, vary amongst nurses 

(Dorsen, 2012; Stewart & O’Reilly, 2017).  In eight out of seventeen studies included in an integrative 

review, Dorsen (2012) found that nursing attitudes towards ‘homosexuality’ were positively leaning, 

however all studies analyzed had some evidence of negative attitudes (Dorsen, 2012). This conclusion by 

Dorsen is supported by a more recent integrative review conducted by Stewart and O’Reilly (2017). They 

concluded that out of 24 studies, nurses and midwives were found to have positive attitudes towards 

LGBTQ populations in 12 studies, neutral attitudes in eight, and negative attitudes in four studies. 

Extensive education and personal or professional contact with someone who identifies as LGBT have 

been associated with more positive attitudes towards sexual minorities (Dorsen, 2012). Religiosity and 

fear of the human-immunodeficiency virus (HIV) have been associated with more negative attitudes 

(Dorsen, 2012). Dorsen (2012) identified numerous limitations in the existing literature including a 

shortage of recent studies, the use of small and convenient samples, response bias, inconsistent definitions 

of key constructs, and a lack of measurement tools and literature examining nursing attitudes towards 

lesbian, bisexual, and transgender populations. Substantiating the need for investigation into nursing 

attitudes towards distinct groups, Worthen (2013) points out that nursing attitudes can vary depending on 

the sexual orientation and gender identity of both the provider and the client. For example, previous 

research has suggested that heterosexual women report similar attitudes towards both gay men and lesbian 

women whereas heterosexual men report more negative attitudes towards gay men and more positive 
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attitudes towards lesbian women (Worthen, 2013). Such considerations have not been consistently 

integrated into previous research which has led to inappropriate generalizations of nursing attitudes 

towards certain LGBTQ groups (Worthen, 2013). To enhance the quality of research in this area, nursing 

attitudes towards lesbian women, gay men, bisexual women and men, and transgender women and men 

should be measured separately and more detailed data on the sexual orientation and gender identity of the 

provider should be retrieved (Worthen, 2013).  

Many nurses may also lack the necessary knowledge to provide culturally competent health care 

to sexually and/or gender diverse persons. In their integrative review, Stewart and O’Reilly (2017) found 

that the majority of researchers who measured nursing knowledge, concluded that nurses often had 

insufficient knowledge and a lack of confidence in caring for LGBTQ persons. For example, many school 

nurses (n=83) who participated in a cross-sectional survey of school health professionals, reported a lack 

of knowledge of LGBTQ youth health concerns and resources such as LGBTQ friendly services providers 

(Mahdi et al., 2014). This lack of knowledge amongst school nurses persisted despite some recognition 

that cultural competency and LGBTQ specific information are important to school health practice (Mahdi 

et al., 2014). Although reporting high levels of confidence in caring for LGBTQ youth, the majority of 

these nurses lacked experience in delivering LGBTQ specific care (Mahdi et al., 2014). Such findings are 

comparable to other studies that have identified inadequacies in nursing knowledge. For instance, Nurse 

Practitioners have reported a lack of knowledge regarding the health care needs of LGB persons (Dorsen 

& Van Devanter, 2016). In a study of home care service providers which included RNs, Personal Support 

Workers, Social Workers, and Occupational Therapists, the providers reported a lack of knowledge on 

LGBTQ health care needs and experiences (Daley & MacDonnell, 2015). Baker and Beagan (2014) 

suggest that lack of provider knowledge is a display of heterosexism in health care.  

Negative client experiences within the therapeutic relationship. Aligned with findings related to 

culturally incompetent nursing care, many LGBTQ clients report negative experiences with HCPs that 

impair the quality of care they receive. Barriers to quality care found in the literature at the provider level 

included difficulty in finding a culturally competent provider and challenges associated with disclosure, 
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judgemental attitudes and negative stereotypes, the inappropriate medicalization of sexuality and gender 

identity, and health care provider dispositions to treat everyone the same.  

LGBTQ clients, and transgender clients in particular, report difficulty in finding culturally 

competent HCPs (Bauer et al., 2009; Rounds et al., 2013; Wilkerson et al., 2011). For example, findings 

from the Trans Pulse Project in Ontario (n=85 trans community members) revealed that clients who 

identify as ‘trans’ are having to educate their own general practitioner on trans health issues, and 

encountering situations where their provider does not want to listen and is passing them off to another 

provider (Bauer et al., 2009). Even when a provider claims competence, provider actions, such as failing 

to use appropriate pronouns and lack of adherence to patient privacy, indicate otherwise (Rounds et al., 

2013). Difficulties in finding a culturally competent provider and negative experiences with incompetent 

providers can delay access to appropriate health care services, compromise care, and render health care 

settings unsafe (Bauer & Scheim, 2015; Institute of Medicine, 2011; Rounds et al., 2013).  

Upon accessing services, refraining from disclosure can also lead to inadequate health care and 

compromised health for sexually and/or gender diverse clients (Baker & Beagan, 2014; Mulé et al., 2009; 

Wilkerson et al., 2011). The fear of not knowing how a provider will react, patient privacy concerns, and 

providers who uphold heterosexual and gender norms can influence a client to avoid disclosing their 

sexual orientation or gender identity to a provider (Baker & Beagan, 2014; Institute of Medicine, 2011; 

Rounds et al., 2013). Baker and Beagan (2014) suggest that, instead of leaving the onus on the patient, 

HCPs must take initiative by cueing patients that it is safe to disclose. This can be facilitated by using the 

clients self-identified names and pronouns and by using the word ‘partner’ when referring to significant 

others (Wilkerson et al., 2011). Qualitative findings also indicate that clients look for staff that they think 

to be LGBT, as an interpersonal cue that it is safe to disclose their sexual orientation or gender identity 

(Wilkerson et al., 2011).  

Judgmental attitudes are commonly identified by sexually and/or gender diverse clients as a 

barrier to quality health care (Rounds et al., 2013; Wilkerson et al., 2011). For instance, in a qualitative 

study assessing inclusive health care, LGBT clients reported feeling judged when speaking to their 
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providers about certain behaviours, such as alcohol, illicit drug use, and tobacco use (Wilkerson et al., 

2011). To resolve perceptions of judgement, participants felt that providers needed to recognize the social 

context within which these risks occur and to provide culturally relevant strategies for harm reduction 

(Wilkerson et al., 2011). In another qualitative study involving LGBTQ participants, provider actions 

such as dismissing patient comments, refusing to respond to patient needs, stereotyping the client, and 

making assumptions about or based on their sexual orientation or gender identity all contributed to the 

LGBTQ participants feeling judged (Rounds et al., 2013).  

Furthermore, Rounds et al. (2013) found that providers may inappropriately concentrate on a 

patients’ sexuality or gender identity. For example, LGBTQ clients reported circumstances when the 

provider focused on their sexual orientation or gender identity despite this not being relevant to the reason 

for their visit. Participants also reported that providers may dismiss health concerns by attributing them to 

their sexual orientation or gender identity (Rounds et al., 2013).  

In contrast to HCPs who inappropriately focus on a client’s sexual and/or gender identity during 

client interactions, HCPs, including nurses, have claimed that they treat all patients the same, regardless 

of race, gender, sexuality, ethnicity and other social identities (Goldberg, Harbin, & Campbell, 2011; 

Harbin, Beagan, & Goldberg, 2012; Stewart & O’Reilly, 2017). This is likely a strategy used to cope with 

the discomfort some HCPs feel when caring for diverse groups, such as persons who identify as queer or 

trans (Harbin et al., 2012). Although such statements may appear to be well intentioned, treating everyone 

the same can reinforce heterosexual norms and can lead to the invisibility of sexually and/or gender 

diverse identities and unique experiences and needs in care (Goldberg et al., 2011; Stewart & O’Reilly, 

2017).  Rather than striving towards treating everyone the same, nurses should provide care that attends to 

unique differences and needs (Goldberg et al., 2011). For instance, when investigating the relationships 

between lesbian couples and perinatal nurses, Goldberg et al. (2011) suggested that nurses should closely 

attend to the needs of the non-birthing mother and be alert to the fact that queer couples may feel 

especially isolated. Thus perinatal nurses should support the development of a community or network of 

support (Goldberg et al., 2011).  
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Overall, findings suggest that transgender persons are especially susceptible to these interpersonal 

barriers to quality health care (Rounds et al., 2013; Wilkerson et al., 2011). For example, a transgender 

person may not have the opportunity to choose if it is safe to disclose their gender identity, instead their 

appearance may identify or ‘out’ them as transgender, making them susceptible to unsafe interactions 

(Rounds et al., 2013; Wilkerson et al., 2011). Transgender persons may also need to rely more heavily on 

their provider for information and access to adequate treatments such as hormone therapy and gender 

confirming surgery (Wilkerson et al., 2011).   

Negative staff experiences in the workplace. Employees who identify as sexually or gender 

diverse reveal interpersonal experiences of discrimination in the workplace. Sears and Mallory (2014) 

summarized findings indicating that discrimination against LGBT persons is common across both public 

and private sectors in the United States. Workers who identify as LGBT report being subjected to both 

verbal and physical forms of harassment and persons who identify as transgender report more frequent 

incidents. In addition to reports of harassment, LGBT research participants have also described unfair 

treatment from an employer in the case of hiring, wages, performance evaluations, and promotions (Sears 

& Mallory, 2014). Due to the reality of discrimination in the workplace, research participants have 

reported concerns about disclosing their sexual orientation and/or gender identity to colleagues and 

managers (Eliason et al., 2011; MacDonnell & Grigorovich, 2012). In an online survey of 261 nurses 

identifying as LGBTQ in the United States, participants also described exposure to discriminatory 

comments and behaviours from colleagues, and negative consequences from disclosing their sexual 

orientation or gender identity such as job loss (Eliason et al., 2011).  

The organizational level of influence. Threats to quality health care for sexually and/or gender 

diverse clients, communities, and staff go beyond interpersonal relationships and exist within the fabric of 

healthcare organizations. This is consistent with the social ecology model, the primary conceptual 

framework in this study which emphasizes that individuals are surrounded by spheres of influence 

including interpersonal, organizational, community, and societal sources, and LGBTQ persons can 

experience stigma and discrimination at all of these levels (Institute of Medicine, 2011; Mink et al., 
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2014). The organizational level of influence on the health and treatment of sexually and/or gender diverse 

persons encompasses systemic and structural components of an institution (Wilkerson et al., 2011). In this 

section of the literature review, these systemic and structural barriers to safer health care spaces for 

sexually and/or gender diverse persons are discussed.  

Systemic barriers. Previous research has demonstrated that heterosexual ideology and 

heteronormative and cisnormative assumptions are embedded in institutional policies, procedures, and 

practices (Bauer et al., 2009; Eliason et al., 2011; Mulé et al., 2009; Wilkerson et al., 2011). For example, 

policies that use gender pronouns rather than gender neutral language fail to recognize sexual and gender 

diversity and thus perpetuate heteronormativity and cisnormativity in organizations (Baker & Beagan, 

2014; Clipsham et al., 2011; Mulé et al., 2009). Assumptions about sexuality, gender, and relationships 

are also embedded within intake forms and can lead to negative care experiences for clients (Bauer et al., 

2009; Goins & Pye, 2013; MacDonnell & Daley, 2015; Mulé et al., 2009; Wilkerson et al., 2011).  

LGBTQ persons have reported that some questions on intake forms are invasive and irrelevant to care, 

while some multiple-choice questions are restrictive and heteronormative (Goins & Pye, 2013; Wilkerson 

et al., 2011). Forms that perpetuate heterosexuality and gender binaries may lead sexually and/or gender 

diverse persons to avoid or delay care or refrain from discussing certain health issues with their provider 

(Mulé et al., 2009). Health promotion programs, that are commonly employed in public health settings, 

have also been criticized for failing to recognize sexual and/or gender diverse individuals and 

communities (Mulé et al., 2009). Such programs have been critiqued for putting the onus on the 

individual to change their health behaviours rather than addressing issues at a systemic level (Mulé et al., 

2009). Failure to promote inclusivity and to address heteronormativity and cisnormativity at a systemic 

level creates an unwelcoming and disinviting space and can further perpetuate power imbalances that 

privilege heterosexual and cisgender clients, staff, and communities (Baker & Beagan, 2014; 

MacDonnell, 2014; Mulé et al., 2009).  

Structural barriers. Structural barriers to health care for clients identifying as LGBTQ relate to 

issues with patient flow and the physical environment  (Walsh Brennan et al., 2012; Wilkerson et al., 
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2011). Inadequate patient flow has been identified as a significant barrier to inclusive and safe care 

(Wilkerson et al., 2011). Patient flow can be defined as all possible interactions and encounters an 

individual may have when accessing an agencies’ services (Wilkerson et al., 2011). A poor interaction at 

any time during the clients visit can negatively affect their perceived safety in the organizational setting 

(Wilkerson et al., 2011). An example of such negative interactions includes questions that force a client to 

disclose their sexual or gender identity in front of other staff or patients who do not need the information 

(Wilkerson et al., 2009). Wilkerson et al. (2011) found that providers and LGBT patients are aware of 

patient flow issues; however, both groups feel they lack the self-efficacy to resolve such problems. 

Aspects of the physical environment can also pose as structural barriers to safe and inclusive spaces. For 

example, the absence of physical cues is a structural barrier to care. Patients report seeking out physical 

cues, such as positive space stickers, and rainbow flags to determine whether or not an organization is 

LGBTQ friendly; the absence of such cues may result in a client feeling unsafe in the clinical 

environment (Wilkerson et al., 2011). Furthermore, gender segregated spaces such as gendered 

washrooms and female only venues and programs are sources of marginalization for transgender persons 

(Baker & Beagan, 2014; Kellett & Fitton, 2017; Wilkerson et al., 2011). 

Positive spaces. Interventions directed at the organizational level can address systemic, 

structural, and interpersonal level barriers and can ultimately enhance both public health care and 

workplace conditions for sexually and/or gender diverse clients and staff (Eliason et al., 2011; 

MacDonnell & Daley, 2015; Mulé et al., 2009; Wilkerson et al., 2011). Inclusive environments, otherwise 

known as positive spaces, have been promoted as a means through which to overcome institutional and 

provider barriers to inclusivity of sexually and/or gender diverse persons (MacDonnell & Daley, 2015). 

An overview of positive spaces within health care organizations necessitates consideration of the 

following components: mission statements and policies, education and training, intake forms, physical 

cues to positive spaces, client resources and referral lists, and advocacy work.  

Mission statements and policies. In recognition of power imbalances, organizations may choose 

to write or revise mission statements and policies with the intent to foster inclusivity and diversity 
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(MacDonnell & Daley, 2015; Wilkerson et al., 2011). To foster a positive space for staff and clients, 

complaint protocols, domestic partner benefits, privacy and confidentiality policies, and inclusive hiring, 

human resource, and training policies are all advised (Eliason et al., 2011; MacDonnell & Daley, 2015; 

Wilkerson et al., 2011). Such policies should promote the assembly of a diverse staff in which sexually 

diverse and transgender providers are represented (MacDonnell & Grigorovich, 2012). Furthermore, to 

render such policies inclusive, gender neutral language should be employed and sexual and gender 

diversity should be valued and protected (Clipsham et al., 2011; Eliason et al., 2011). Senior leadership 

and management are expected to establish policies and to ensure that such policies are upheld (Clipsham 

et al., 2011). Inclusive hiring and human resource policies should be used by management to inform 

hiring and recruitment practices (Clipsham et al., 2011).  

Education and training. To foster a positive space, it is also recommended that institutions 

encourage all members of an organization, including senior leadership, managers, direct service 

providers, and volunteers, to complete education and diversity training on sexual orientation, gender 

identity and health (Clipsham et al., 2011; MacDonnell & Daley, 2015; Tervalon & Murray-Garcia, 1998; 

Wilkerson et al., 2011). Such trainings should embody the principles of cultural humility (MacDonnell & 

Daley, 2015; Tervalon & Murray-Garcia, 1998). Cultural humility is a best practice approach to care that 

endorses a lifelong process of self-reflection and critique, the recognition of power imbalances, and the 

development of mutually beneficial partnerships (Foronda et al., 2016). Persons who are culturally 

humble are described as being open, self-aware, and egoless who engage in supportive interactions and 

self-reflection and critique (Foronda et al., 2016). To develop and deliver this training, it is suggested that 

organizational leaders collaborate with community partners such as community groups, academic 

institutions, and non-profit organizations such as Rainbow Health Ontario (MacDonnell & Daley, 2015). 

It is also advised that learning opportunities not be restricted to a one-time session (MacDonnell & Daley, 

2015). In accordance with the concept of cultural humility, senior leadership and management should 

provide ongoing opportunities for learning at orientation, regular in-services, and in day-to-day practices 

(Clipsham et al., 2011; MacDonnell & Daley, 2015). Education and training should equip all 



 16  

organizational members with the tools and strategies to abide by and uphold inclusive workplace policies 

and procedures and should prepare direct service providers to offer inclusive and focused public health 

care to both individual clients and client groups (Wilkerson et al., 2011). 

Intake forms. Improvements can be made to the forms used in health care settings. In support of 

sexual and gender diversity, intake forms should have blank spaces to fill in, rather than check boxes with 

a limited number of possible responses (Goins & Pye, 2013; Wilkerson et al., 2011). Clients should have 

the opportunity to include their preferred pronoun and to give feedback on the form (Goins & Pye, 2013). 

Those developing forms should consider the necessity of gathering certain information and questions 

should be excluded from forms if they are not relevant to care (Goins & Pye, 2013; Wilkerson et al., 

2011). Questions included on a form should be accompanied with a rationale for why the information is 

relevant to care (Goins & Pye, 2013; Wilkerson et al., 2011). In support of privacy and confidentiality, 

forms should detail who has access to the information, and how the information will be stored and kept 

confidential (Goins & Pye, 2013; Wilkerson et al., 2011). Forms should also include written information 

advising clients to discuss any privacy concerns with their provider (Goins & Pye, 2013). The adoption of 

electronic medical records (EMRs) could help to institutionalize inclusivity (Wilkerson et al., 2011).  

EMRs can provide automatic reminders based on the patient’s health profile and, to ease disclosure, 

EMRs could allow for patients to fill out their health information prior to an appointment; EMRs 

therefore have the potential to reduce patient flow issues and privacy breaches and to facilitate 

appropriate and timely care for LGBTQ persons (Wilkerson et al., 2011).  

Physical cues to positive spaces. Organizations can take additional steps to address structural 

barriers to health care and safe workplace environments for sexually and/or gender diverse persons. 

Implementing gender neutral washrooms and more gender inclusive spaces promote a transgender 

friendly environment (Kellett & Fitton, 2017; Wilkerson et al., 2011). Introducing rainbow stickers, flags, 

and inclusive materials both in waiting rooms and on agency websites can cue individuals to the positive 

space, rendering clients more likely to access services and qualified staff to submit applications 

(MacDonnell & Daley, 2015; Wilkerson et al., 2011).  
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Client resources and referral lists. Materials and resources specific to individuals who identify as 

LGBT are also valued by clients and providers for their pertinent health information. For instance, 

Wilkerson et al. (2011) found that transgender participants and providers want materials that empower 

clients to advocate for their own health, and transgender persons would also like access to information on 

hormone use and side effects. Topics of some interest to LGB patients included HIV & AIDS, domestic 

violence, and healthy relationships (Wilkerson et al., 2011). To promote health, organizations should 

respond to health information needs of LGBT groups by making relevant educational materials available 

and accessible in a manner that also maintains confidentiality and privacy (Wilkerson et al., 2011).  

To facilitate referrals and access to appropriate and timely care, organizational members should 

work with community partners to develop, enhance, and implement an LGBTQ-friendly service directory 

(Clipsham et al., 2011; Mahdi et al., 2014; Wilkerson et al., 2011). Special attention should be made to 

verify that listed providers and services are appropriately trained to meet the unique health care needs of 

transgender persons (Wilkerson et al., 2011).  

Advocacy. To further address systemic barriers to inclusivity, organizations and their members 

should advocate for positive change within and beyond their organizations (Kellett & Fitton, 2017; 

MacDonnell & Daley, 2015; Wilkerson et al., 2011). In academic settings, Kellet and Fitton (2017) 

recommend that representatives within schools of nursing advocate for the inclusion of LGBT criteria in 

course curriculum, on the Nursing Council Licensure Exam for Registered Nurses (NCLEX -RN) 

administered by the National Council of State Boards of Nursing, and in accreditation processes. 

Organizational leaders should participate in systems change advocacy such as supporting the removal of 

gender identity dysphoria from the Diagnostic and Statistical Manual of Mental Health Disorders (DSM-

V) or advocating to the Local Health Integration Networks (LHIN) to prioritize health equity 

(MacDonnell & Daley, 2015; Wilkerson et al., 2011). It is advised that advocacy work be undertaken with 

community members with lived experiences and organizational partners (MacDonnell & Daley, 2015). 

Facilitators to positive spaces. In the existing literature, researchers and academics suggest that 

a cultural humility approach, shared leadership systems, and collaboration are contributing factors to the 
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establishment of positive spaces in health care organizations. As will be explored in chapter 2, there is 

much rationale to support the integration of culturally humble practices at the level of the individual 

provider as well as within organizational leaders. In their qualitative study examining positive spaces, 

MacDonnell and Daley (2015) found that shared and distributive leadership contributed to successful 

positive space programs in agencies across Toronto, Ontario, Canada. A working group or advisory 

council composed of champions who work at various levels of an organization can support and facilitate 

positive spaces while also establishing a culture in which discrimination against sexual and/or gender 

diverse persons is not tolerated (Eliason et al., 2011; MacDonnell & Daley, 2015). Collaboration with the 

community to enhance their voice in agency projects, and partnerships with other organizations also 

promoted the creation of positive spaces (MacDonnell & Daley, 2015; MacDonnell & Grigorovich, 

2012).  

Barriers to positive spaces. Place, and perceptions about place, can impact on access to quality 

and inclusive health care, as evidence by Baker and Beagan’s 2016 investigation into imagined 

geographies of health care amongst 38 LGBTQ women, 19 in each of Vancouver and Halifax. In 

Vancouver, participants reported they were restricted to accessing certain care centres based on where 

they lived and in Halifax, a lack of qualified HCPs and services limited access to quality, inclusive care 

(Baker & Beagan, 2016). The LGBTQ women in Halifax perceived care to be better in Vancouver, and 

the Vancouver participants perceived LGBTQ health care to be better in Toronto. Baker and Beagan 

(2016) suggest that such findings broaden our understanding of access to care, it is not directly equivalent 

to physical distance from services, instead participants define their care in comparison to how they 

perceive care in other regions. MacDonnell and Daley (2015) also identified barriers to implementing and 

sustaining positive spaces. Such barriers included restrictive mandates for programming and funding, a 

lack of consistent funding, staffing, and resource development, inconsistencies across organizations 

regarding level of support for positive spaces, competing organizational priorities, and staff turnover 

(MacDonnell & Daley, 2015). Furthermore, despite various recommendations, guidelines, and checklists 

for implementing positive spaces, no valid or reliable tool for tracking the implementation of positive 
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spaces in public health units was found in the search of the literature. Positive space tools specific to 

public health units were retrieved from the 2011 OPHA document, A Positive Space is A Healthy Place, 

although no evidence of validity or reliability testing of the tools was found (Clipsham et al., 2011).   

Summary of literature review findings. It is clear from the review of the literature that a 

number of interpersonal and organizational level factors are rendering health care spaces unsafe for 

sexually and/or gender diverse persons. The implementation of positive spaces is a means through which 

to address these risk factors and to foster safer health care spaces for sexually and/or gender diverse 

clients and staff. Facilitators and barriers to positive spaces must be considered to support the successful 

implementation of these spaces. For instance, to support the implementation and evaluation of ongoing 

positive space work, valid and reliable tools for measuring positive spaces should be established. 

Conceptual Framework 

 The primary conceptual framework underpinning this study was the social ecology model 

(Appendix A). In this model, health behaviours and public health outcomes are influenced by multiple 

levels of influence including both personal and environmental determinants of health (Institute of 

Medicine, 2011; Mcleroy et al., 1988; Richard et al., 2011). The model is composed of five levels of 

influence on health including intrapersonal factors, interpersonal processes, institutional factors, 

community factors, and public policy (Mcleroy et al., 1988). In the model, reciprocal relationships exist 

between factors, for example, individual behaviours influence the environment and the environment 

influences the individual (Institute of Medicine, 2011; Mcleroy et al., 1988; Richard et al., 2011). As a 

result, proponents of the model advise that multi-level interventions to improve health outcomes are 

warranted (Richard et al., 2011). It is also suggested that health promotion programs be evaluated at 

multiple levels (Mcleroy et al., 1988). 

Sexually and/or gender diverse persons experience discrimination from all levels of influence 

outlined in the social ecology model, which highlights the need for applying this theory and for 

implementing multi-level interventions to address discrimination (Institute of Medicine, 2011). HCPs and 

health care organizations are two sources of discrimination encountered by sexually and/or gender diverse 
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persons, and recommendations to establish positive spaces for staff and clients alike targets both of these 

levels of influence (Wilkerson et al., 2011). In the context of this proposed study, the social ecology 

model offers a theoretical basis for a multi-level focus on both PHNs, at the interpersonal level, and 

public health units, at the organizational level, in the implementation of positive spaces. 

In addition to the social ecology model, several models were used to inform the modifications of 

the OPHA personal and workplace assessment tools (Figure 1). These include the transtheoretical 

approach, the stage theory for organizational change, and the concept of cultural humility. The 

transtheoretical approach and the stage theory for organizational change informed how the personal and 

workplace assessment tools were scored. The transtheoretical approach is specific to individual change 

and was used to measure the stage of change of the individual provider towards implementing positive 

spaces using a cultural humility approach. 

 

Figure 1. Study concepts. This figure illustrates the concepts that were used to inform modifications to 

the OPHA positive space tools. 

According to the transtheoretical approach, an individual provider may be in any one of the following 

stages when it comes to supporting the implementation of positive spaces: pre-contemplation, 

contemplation, preparation, action, and maintenance. The transtheoretical approach posits that by 

matching interventions to employees’ stages of change, organizational change can be achieved 

(Prochaska et al., 2001). The stage theory for organizational change is a four-stage model of 
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organizational change (Steckler et al., 2002). The stages include awareness raising, adoption, 

implementation, and institutionalization (Steckler et al., 2002). This theory was used to measure 

individual providers’ perceived stage of change within their organization towards implementing positive 

spaces. Moreover, to aid in the shift in public health nursing practice from cultural competence towards 

cultural humility, the OPHA personal and workplace assessment tools were modified to incorporate 

words and descriptors that are consistent with cultural humility rather than cultural competence, such as 

ongoing or life-long learning and critical self-reflection and critique (See Appendix B for a visual 

depiction of the cultural humility concept). The limitations of cultural competence and the strengths of a 

cultural humility approach will be examined further in the next chapter. As well, strategies for integrating 

a cultural humility approach into public health nursing practices will be proposed.     
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Chapter 2 

Fostering Positive Spaces in Public Health using a Cultural Humility 

Approach 

Abstract 

Culturally competent frameworks used within health care systems are contributing to the discrimination 

and marginalization of sexually and/or gender diverse persons. In this discursive paper, we argue that 

cultural humility ought to be implemented as the best practice approach for fostering sexually and gender 

diverse positive spaces in public health settings. A paradigm shift away from cultural competence 

frameworks toward cultural humility is necessary. This shift can be achieved by enhancing educational 

opportunities for public health nursing students and professionals and by recruiting organizational leaders 

to be champions for systemic change. In order to achieve this, we must establish effective educational 

programs that espouse cultural humility practices and develop valid measurement tools for assessing the 

provision of culturally humble care. This would equip educators, students, practitioners and 

organizational leaders with the necessary tools to guide and assess their performance. Integrating a 

culturally humble approach will ultimately enhance self-reported cultural safety in public health spaces 

and reduce health inequities experienced by sexually and/or gender diverse clients and staff.  

Keywords: cultural humility; cultural safety; public health; positive spaces 
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Fostering Positive Spaces in Public Health using a Cultural Humility Approach 

Sexually and/or gender diverse populations include, but are not limited to, persons who identify 

as lesbian, gay, bisexual, transgender, queer, intersex, and two-spirit (Mulé et al., 2009). Discrimination 

and marginalization experienced by sexually and/or gender diverse persons within and beyond the health 

care system, has been associated with poor mental, physical, social, and spiritual health outcomes and 

negative coping strategies such as hazardous drinking (Dermody et al., 2014; Meyer, 2013; Mink et al., 

2014). Academics have argued that cultural competence frameworks used in health care are perpetuating 

this discrimination and marginalization of sexually and/or gender diverse persons (Baker & Beagan, 

2014; Tervalon & Murray-Garcia, 1998). In accordance with practice standards, public health nurses 

(PHNs) have a fundamental responsibility to address such health inequities and their root causes 

(Community Health Nurses of Canada, 2011; Ontario Ministry of Health and Long-Term Care, 2018). 

PHNs are well suited to take a leadership role in tackling these inequities for they work closely with 

community partners and persons with lived experiences through community development efforts, and 

they have expertise in social justice and the social determinants of health (Community Health Nurses of 

Canada, 2011). 

PHNs can engage in this work through a focus on positive spaces. A positive space is a means 

through which to foster safer health care environments for sexually and/or gender diverse persons and to 

overcome the heteronormativity and cisnormativity in health services (Clipsham et al., 2011; MacDonnell 

& Daley, 2015).  Positive spaces are made up of services, programs, initiatives, and personnel that 

attempt to establish an open, welcoming, and accessible environment to persons of all sexual orientations 

and gender identities, including both clients and employees of an agency (Clipsham et al., 2011; 

MacDonnell & Daley, 2015). Public health and nursing resources aimed at assisting the development of 

positive spaces have commonly been informed by cultural competence frameworks. In this paper, we 

argue that this framework is contributing to the marginalization and discrimination of persons who 

identify as sexually and/or gender diverse, and that a cultural humility approach can better facilitate 

positive spaces in public health and ultimately support enhanced client and staff cultural safety. To 
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support this transition to cultural humility, we make recommendations to embed cultural humility into 

public health nursing education and professional development, organizational-level practices, and positive 

space measurement tools.  

Limitations of Cultural Competence 

Developed in the United States in the 1980’s, cultural competence was defined as a provider’s 

understanding of a particular cultural groups’ values, beliefs, traditions, and customs (Hammell, 2013; 

Kirmayer, 2012). More recently, cultural competence is described as attitudes, knowledge, and skills that 

providers can pursue in an effort to care for and show respect for clients of the same and different cultures 

(Clipsham et al., 2011; Hammell, 2013; Turner et al., 2006). Cultural competence has been widely used in 

clinical practice and education, and has guided much of the research into positive spaces and the public 

nursing care of diverse populations (Fahlberg et al., 2016; Foronda et al., 2018; MacDonnell & Daley, 

2015; Wilkerson et al., 2011). For example, it is used as the framework in the Ontario Public Health 

Association’s guide to positive spaces (Clipsham et al., 2011) and in a handbook for public health 

practitioners on caring for sexually and/or gender diverse persons (Turner et al., 2006). Cultural 

competence also continues to be endorsed by the Canadian Nurses Association (Canadian Nurses 

Association, 2018). 

Using cultural competence to guide public health nursing and positive space work is problematic 

as it has underlying assumptions that contribute to the discriminatory and marginalizing health care 

experiences of sexually and/or gender diverse persons (Baker & Beagan, 2014). For instance, its original 

conceptualization implies that acquiring static knowledge about a certain culture to achieve a level of 

‘mastery’ is sufficient for equipping a professional to care for persons of other cultures (Baker & Beagan, 

2014; Hammell, 2013; Tervalon & Murray-Garcia, 1998). This is troublesome for it suggests that cultural 

groups are uniform and unchanging when in fact they are diverse and evolve over time (Baker & Beagan, 

2014; Hammell, 2013). This notion of achieving mastery also discourages practitioners from ongoing 

learning and individualized care (Baker & Beagan, 2014; Tervalon & Murray-Garcia, 1998). When PHNs 

abide by cultural competence frameworks and prioritize knowledge gained from such trainings, their 
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attention is diverted from the client’s unique needs, which could lead them to make incorrect assumptions 

based on stereotypes (Fahlberg et al., 2016; Tervalon & Murray-Garcia, 1998). Users of cultural 

competence also commonly reduce diversity and culture to ethnicity and race and thus fail to consider 

other social identities such as sexual orientation and gender identity (Beagan, 2015). As a result, the 

importance of intersectionality is ignored which is the notion that persons can identify with many 

different groups and can be exposed to multiple forms of discrimination simultaneously (Institute of 

Medicine, 2011; Mink et al., 2014). Sexually and/or gender diverse persons may encounter additional 

barriers to optimal health care and workplace health when they live with a disability, have a low 

socioeconomic status, identify as an ethnic or racial minority, or live in an isolated region (Daley & 

MacDonnell, 2015; Drummond & Brotman, 2014; Felner et al., 2018). To establish safer spaces, PHNs 

should interact with persons in a holistic manner and learn what their social identities and intersections 

mean to them, rather than relying on previously acquired knowledge and past experiences (Kellett & 

Fitton, 2017). As a final criticism, even contemporary conceptualizations of cultural competence, which 

incorporate components such as an increased awareness of privilege and socio-political factors (Canadian 

Nurses Association, 2018; Turner et al., 2006), are oriented towards developing the providers’ attitudes, 

knowledge, and skills rather than focusing on power imbalances within the provider and client 

relationship (Baker & Beagan, 2014; Gray & McPherson, 2005; Kirmayer, 2012). To establish mutually 

empowering relationships and to help address the social injustices clients, PHNs, and their colleagues 

may be facing, PHNs should be guided by a framework that centres on attending to societal power 

imbalances that privilege some groups over others (Beagan, 2015; Foronda et al., 2016). 

Shifting to Cultural Humility and Cultural Safety 

To facilitate the necessary shift in nursing research, education, and practice, a shift in our 

language to more appropriate terms like cultural humility and cultural safety is advised (Beagan, 2015; 

Tervalon & Murray-Garcia, 1998). This could enhance a PHNs’ capacity to contribute to positive spaces 

and could lead to enhanced cultural safety for sexually and/or gender diverse clients and staff. Cultural 

humility is an approach to care, defined by a lifelong process of self–reflection and critique that 
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encompasses the recognition of power imbalances and the development of mutually beneficial 

partnerships (Foronda et al., 2016). Using this concept protects against inappropriate assumptions and 

labelling and allows for the intersection of social identities (Coulborn & Ortega, 2010). Culturally humble 

providers are open, self-aware, and egoless; they engage in supportive interactions and self-reflection and 

critique (Foronda et al., 2016). Providers engaged in culturally humble care are focused on learning from 

and working with clients, rather than on acquiring classroom knowledge about a culture’s beliefs and 

practices (Racher & Annis, 2007). In their seminal paper, Tervalon and Murray Garcia (1998) suggested 

that academic institutions should adopt cultural humility in place of competence-based teachings when 

preparing medical students to provide culturally diverse care. The need for cultural humility is justified by 

the diversity in our communities, prevailing power imbalances, and the limitations of cultural competence 

(Foronda et al., 2016). Mutual empowerment, partnerships, optimized care, respect, and lifelong learning 

are all proposed outcomes of cultural humility (Foronda et al., 2016).  

Embracing cultural humility is necessary to bridge the gap between past and present notions of 

how to provide inclusive and safer public health nursing care to sexually and/or gender diverse persons. 

For example, in a qualitative study examining how routine care can perpetuate the marginalization of 

women identifying as lesbian, gay, bisexual transgender, or queer (LGBTQ), participants reported that 

they valued openness, respect, listening, admittance of uncertainty, and joint practices of knowledge 

seeking with their providers over characteristics consistent with cultural competence including provider 

knowledge and skilled expertise (Baker & Beagan, 2014). LGBTQ women reported more negative 

experiences with culturally competent-trained experts in LGBTQ health care than with providers who 

claimed insufficient knowledge and expressed uncertainty, which are actions consistent with cultural 

humility (Baker & Beagan, 2014). This supports the assertion that clients value characteristics of cultural 

humility over characteristics of cultural competence. 

Cultural safety is an outcome of care that results from providers who respectfully engage with 

clients and who recognize and address power imbalances (First Nations Health Authority, 2016; 

Richardson, Yarwood, & Richardson, 2017). Although cultural safety has its origins in Indigenous 



 33  

nursing care, there is support and rationale for applying this concept beyond ethnicity, to a range of 

diverse social identities including sexual orientation and gender identity (Beagan, 2015; First Nations 

Health Authority, 2016; Richardson et al., 2017). The term cultural safety draws comparisons with the 

notion of cultural humility; both terms are used to convey the importance of recognizing power 

imbalances, addressing societal inequities, and engaging in self-reflection (Beagan, 2015; Foronda et al., 

2016; Richardson et al., 2017). The relationship between the two concepts may be best understood when 

we consider cultural humility as the process of care and cultural safety as the intended outcome (First 

Nations Health Authority, 2016; Hammell, 2013). Despite support and rationale for cultural humility and 

cultural safety, the concepts have been critiqued for their abstract nature and an absence of tools that can 

support their implementation (Beagan, 2015). To support PHNs in the transition away from cultural 

competence and towards cultural humility, there is a need to distill cultural humility into practical 

strategies that can be taught, implemented, and measured (Foronda et al., 2016).  

Embedding Cultural Humility into Nursing Student Education 

Investigators have identified educational strategies for improving provider self-awareness and 

culturally humble practices (Kamau-Small, Joyce, Bermingham, Roberts, & Robbins, 2015; White et al., 

2017). White et al. (2017) found that a 14-month educational session incorporating aspects of cultural 

humility led to self-reports of increased awareness of personal biases amongst medical students and 

acknowledgment that equitable treatment necessitates ongoing reflection and attention to these biases. By 

using self-awareness and reflection strategies, the course facilitators prompted students to explore the 

social consequences of belonging to certain groups (White et al., 2017). Activities and assignments 

included creating a cultural genogram, which is a model of an individuals’ history and contexts to reflect 

on the multidimensional nature of culture and identity, readings and videos, group discussions, reflective 

questions, and journaling (White et al., 2017).  In a second study, Kamau-Small et al. (2015) found that 

offering a 6-hour session on cultural humility and care equity to community and public health nursing 

students fosters behaviour changes in nursing practices. Live educational theatre, which involved 

professional actors addressing concepts of cultural humility, was found to be a promising learning activity 
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to foster cultural humility (Kamau-Small et al., 2015). Self-reflection activities like student logs, 

journaling, and a values clarification tool; group discussions; LGBT panels; role playing; experiential 

learning; and theatre, film, and literature have all been identified as potential strategies for fostering 

cultural humility in students and practitioners (Isaacson, 2014; Kamau-Small et al., 2015; Sreenivas, 

Cohen, Magana-Valladares, & Walker, 2015; Walsh Brennan et al., 2012; White et al., 2017).  

Although there is a need for more research, simulation based training depicting plausible real life 

scenarios and Objective Structured Clinical Examination’s (OSCEs), which are practical exams during 

which the student must conduct a health assessment on an actor posing as a client, may also offer nursing 

students the opportunity to acquire culturally humble practices in diverse contexts such as when working 

or communicating with sexually and/or gender diverse persons (Foronda et al., 2018; Foronda & 

MacWilliams, 2015; Ndiwane, Baker, Makosky, Reidy, & Guarino, 2017). Simulation training should be 

offered on more than one occasion and students should participate in a variety of simulations to ensure all 

diversity is represented in their learning including sexual orientation, gender identity, race, age, and 

religion (Foronda & MacWilliams, 2015). Consistent and informed debriefing after simulations can 

normalize the process of reflection after interactions and may increase both experience and comfort with 

diversity and intersectionality (Foronda et al., 2018; Foronda & MacWilliams, 2015).  

Educating PHNs using Cultural Humility 

PHNs should also be exposed to cultural humility-based education so that their work to reduce 

health inequities amongst sexually and/or gender diverse persons is informed by this best practice 

approach (Community Health Nurses of Canada, 2011; Ontario Ministry of Health and Long-Term Care, 

2018). PHNs have the opportunity to make a large impact for they provide services to a broad range of 

clients including individuals, families, groups, and communities (Ontario Ministry of Health and Long-

Term Care, 2018).  

Professional development guided by cultural humility should endorse active engagement in 

learning from and with colleagues and clients (MacDonnell & Grigorovich, 2012; Tervalon & Murray-

Garcia, 1998). MacDonnell and Grigorovich (2012) recommend that narratives of transgender providers 



 35  

be shared with non-transgender providers to increase awareness of their unique work experiences. This 

approach to cultural humility education will build capacity amongst PHNs to act as advocates for the 

health and rights of their colleagues who identify as transgender (MacDonnell & Grigorovich, 2012). 

Rather than providing singular, one time trainings, PHNs should have ongoing opportunities for learning 

about cultural humility and diversity at regular intervals (i.e. orientation, in-services, and in day-to-day 

practice) (Clipsham et al., 2011; Foronda & MacWilliams, 2015; MacDonnell & Daley, 2015). 

Encouraging PHNs to debrief with colleagues and supervisors after a client interaction, and initiating role 

play scenarios at team meetings, are examples of how supervisors can support ongoing learning amongst 

staff (MacDonnell & Daley, 2015; Richardson et al., 2017). Training on cultural humility should also 

equip PHNs with the strategies to engage in self-reflective practice on their own privileges, biases, and 

assumptions (Carabez, Eliason, & Martinson, 2016; Foronda et al., 2016). This ongoing education will 

improve a PHNs’ capacity to provide culturally humble care and will reduce interpersonal experiences of 

discrimination at work (Eliason et al., 2011; MacDonnell & Grigorovich, 2012; Tervalon & Murray-

Garcia, 1998). 

Organizational Adoption of Cultural Humility 

Organizational level practices involving sexually and/or gender diverse persons in public health 

units should also be informed by cultural humility to address the systematic nature of discrimination 

(Tervalon & Murray-Garcia, 1998). Such multi-level approaches are compliant with the social ecology 

model (Mcleroy et al., 1988) which emphasizes that individuals are surrounded by spheres of influence, 

including organizational influences. Furthermore, sexually and/or gender diverse persons can experience 

stigma and discrimination at all levels of influence (Institute of Medicine, 2011; Mink et al., 2014). Some 

investigators suggest that post-secondary educators should use cultural humility and cultural safety 

frameworks to foster an inclusive environment for learning and to model cultural humility to students 

(Foronda & MacWilliams, 2015; Kellett & Fitton, 2017; Walsh Brennan et al., 2012; White et al., 2017). 

Although further research is needed, this recommendation could be extended to public health agencies. 

Agency leaders in public health could be taught to engage in a process of reflection and critique that could 
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help to foster organizational change towards meeting the needs of a diverse population (Tervalon & 

Murray-Garcia, 1998). This process could include ongoing reflection on vision and mission statements, 

policies and procedures, the handling of harassment and discrimination complaints, hiring processes, and 

the training requirements for all staff on sexuality, gender identity, and health (Clipsham et al., 2011; 

Tervalon & Murray-Garcia, 1998). Agency leaders could be guided to reflect on past and present 

relationships between agency members and the broader community and should be supported to 

acknowledge and take action on power imbalances that are impacting the cultural safety and health of 

staff and community residents (Kellett & Fitton, 2017; Tervalon & Murray-Garcia, 1998).  

Measurement Tools 

In addition to the need for cultural humility-based education at various levels, there is also a 

demand for measurement tools that transition us away from cultural competence and towards cultural 

humility (Foronda et al., 2018; Kumas-Tan, Beagan, Loppie, MacLeod, & Frank, 2007). Informed by 

cultural competence, many researchers have used available tools to measure provider attitudes and 

knowledge towards sexually and/or gender diverse persons (Dorsen, 2012; Isaacson, 2014; Stewart & 

O’Reilly, 2017). At the organizational level, cultural competence based tools allow staff and agency 

leaders to track what competencies the organization has or has not accomplished (Clipsham et al., 2011; 

Human Rights Campaign Foundation, 2018; Toronto Long-Term Care Homes and Services, 2008). 

Inherent flaws in these tools have been documented. In studies relying on self-reports of a providers 

attitudes and knowledge towards sexually and/or gender diverse persons, participants report less comfort 

and confidence in providing care as they become more familiar with client diversity (Beagan, 2015; 

Isaacson, 2014). This suggests that early reports on caring for diverse groups, may not be due to 

competence but to arrogance (Beagan, 2015). Moreover, the use of organizational cultural competence 

based tools could lead to false assumptions that an organization is equipped to serve sexually and/or 

gender diverse persons after an insufficient list of tasks, like one time provider trainings, have been met 

(Isaacson, 2014).  
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Although cultural competence tools are familiar and easy to use (Beagan, 2015), Tervalon and 

Murray Garcia (1998) recommend measuring cultural humility at individual and institutional levels. To 

evaluate cultural humility based education, mixed methodologies could include journaling and pre and 

post surveys for trainees to complete on program effectiveness (Isaacson, 2014; Kamau-Small et al., 

2015; Tervalon & Murray-Garcia, 1998; White et al., 2017). For documenting organizational processes, 

tools are available to evaluate for sexually and gender diverse positive spaces, however; they apply the 

outdated concept of cultural competence (Clipsham et al., 2011; Human Rights Campaign Foundation, 

2018; Toronto Long-Term Care Homes and Services, 2008; Turner et al., 2006). Unfortunately, there is 

no validated cultural humility-based tool that is specific to Canadian public health practice settings. 

Beagan (2015) proposed that cultural humility and cultural safety can both be measured by client-

reporting or the critical interrogation of providers regarding their own practice. In contrast, Hook and 

colleagues proposed that cultural humility and safety should only be measured through clients rating their 

providers and employees rating their agencies  (Hook, Boan, et al., 2016; Hook, Watkins, et al., 2016).  

Conclusion 

Cultural humility should be used to inform the development of positive spaces to foster culturally 

safe public health spaces for sexually and/or gender diverse clients and staff. PHNs are well positioned to 

promote, implement, and evaluate this ongoing process of change. Throughout their educational and 

working experiences, PHNs should learn about cultural humility and incorporate its principles into their 

practices. More investigation is needed on how to educate public health nursing students, PHNs, and 

public health agency leaders on cultural humility. Effective strategies for assessing cultural humility 

processes at the individual and organizational levels must also be developed to support PHNs who are 

attempting to create culturally safer spaces for sexually and/or gender diverse persons using a culturally 

humble approach. 
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Chapter 3 

Testing a Measurement Tool for Assessing the Implementation of Sexually and 

Gender Diverse Positive Spaces in Ontario Public Health Units 

Abstract 

Objectives: To foster health equity for sexually and/or gender diverse persons in public health units, there 

is a need for valid tools that support the assessment of positive spaces. The objectives of this study were 

to determine the face, content, and construct validity, and internal consistency of modified versions of the 

Ontario Public Health Association’s (OPHA) personal and workplace assessment tools for sexually and 

gender diverse positive spaces in Ontario, Canada.  

Methods: The OPHA tools were modified to incorporate the concept of cultural humility and then tested 

for face and content validity with expert panelists (N=5) and with Registered Nurses (RNs) (N=5) 

providing direct services to clients and community partners in public health. To test for construct validity 

and internal consistency, a cross-sectional online questionnaire was delivered to 1 978 RNs working in 

public health through email and paper-based mailed invitations.   

Results: On the personal tool (N=259), an exploratory factor analysis (EFA) using orthogonal rotation 

yielded 40 items with a 15-factor solution. For the workplace tool (n=223), an EFA using oblique rotation 

yielded 38 items with a 10-factor solution. Twelve factors on the personal tool and eight on the workplace 

tool had reliability ratings of moderate to excellent. Two factors on the personal tool and one on the 

workplace tool had fair reliability ratings and one factor on each tool had unsatisfactory reliability ratings. 

Conclusions: This study offers an initial reference point for the underlying structure of positive spaces in 

Ontario public health units by establishing valid and reliable personal and workplace assessment tools. 

These tools, with further improvements, could be used to inform positive space testing in public health 

units.  

Key words: public health, positive spaces, cultural humility 
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Testing a Measurement Tool for Assessing the Implementation of Sexually and Gender Diverse Positive 

Spaces in Ontario Public Health Units 

Cultural competence is a compilation of attitudes, knowledge and skills that a provider can master 

to provide care and show respect for persons of the same and different cultures (Clipsham et al., 2011; 

Hammell, 2013; Turner et al., 2006). The use of cultural competence implies that providers can achieve a 

level of mastery by acquiring static knowledge about a culture; this can lead to inappropriate assumptions 

and generalizations of clients based on stereotypes (Baker & Beagan, 2014; Hammell, 2013; Tervalon & 

Murray-Garcia, 1998). Cultural humility is an approach that involves lifelong learning, and self-reflection 

and critique; it encompasses the recognition of power imbalances and the development of mutually 

beneficial partnerships (Foronda et al., 2016). Adopting a culturally humble approach to measuring 

positive spaces, in place of cultural competence, could support a reduction in stereotypes and 

marginalization of sexually and/or gender diverse clients and staff (Isaacson, 2014).  

In pursuit of health equity for sexually and/or gender diverse persons, public health professionals 

should be equipped with tools that support the assessment of culturally humble, positive spaces (Foronda 

et al., 2018; MacDonnell & Daley, 2015). Positive spaces are services, programs, initiatives, and 

personnel that establish safer environments for persons of all sexual orientations and gender identities, 

including both clients and employees of an agency (Clipsham et al., 2011; MacDonnell & Daley, 2015). 

In 2011, a working group of the Ontario Public Health Association (OPHA) named, the Public Health 

Alliance for Lesbian, Gay, Bisexual, Transsexual, Transgender, Two-Spirit, Intersex, Queer and 

Questioning (LGBTTTIQQ) Equity, released a toolkit with personal and workplace tools to assess 

individual employee and organizational perceptions of positive spaces in public health units and 

community health centres (Clipsham et al., 2011). Although these tools are currently being used in 

Ontario public health units (M. Joosse, personal communication, September 25, 2017; S. Labrie, personal 

communication, August 23, 2016), they utilize outdated terminology informed by cultural competence 

and have not undergone psychometric testing (Baker & Beagan, 2014; Tervalon & Murray-Garcia, 1998).  
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Registered Nurses (RNs) employed in public health are commonly referred to as public health 

nurses (PHNs). PHNs are well suited to engage in the implementation and evaluation of positive spaces as 

they are direct providers who represent a sizeable portion of the public health workforce (College of 

Nurses of Ontario, 2017a). To support PHNs in evaluating positive space efforts, this study aimed to: 

1. Determine the face and content validity of modified OPHA tools as measures of PHN’s 

perceptions of their personal and their organization’s stage of change in the 

implementation of positive spaces in Ontario public health units. 

2. Assess the construct validity and internal consistency of the modified OPHA tools as 

measures of PHN’s perceptions of their personal and their organization’s stage of change 

in the implementation of positive spaces in Ontario public health units. 

Methods 

Phase one: Initial tool modifications. Permission was granted from the OPHA to modify the 

positive space personal and workplace assessment tools (R. Kang, personal communication, September 

26, 2017). The OPHA Public Health Alliance for LGBTTTIQQ Equity working group developed the 30-

item personal assessment tool and adapted the workplace assessment tool from the Gay, Lesbian, 

Bisexual Transgender (GLBT) Cultural Competence Project, Ottawa 2004 (Clipsham et al., 2011). The 

original workplace tool has 77 items and is composed of eight subscales on governance, administration, 

personnel policies and practices, communication, community relations and health promotion, service 

delivery, physical environment, and organizational culture (Clipsham et al., 2011). Modifications were 

made to these tools during each phase of this study. To start, the original  scoring systems were modified 

from a nominal scoring system of ‘yes’, ‘no’, and ‘in progress’ to Likert response options informed by 

stages of change (Prochaska et al., 2001; Steckler et al., 2002). For the personal tool, the new scoring 

system was informed by the transtheoretical stages of change with options representing pre-

contemplation, contemplation, preparation, action, and maintenance (Prochaska et al., 2001). Two other 

response options were added to represent uncertainty about ones’ stage of change and irrelevance to 

participants position or work assignment. For the workplace tool, the stage theory of organizational 
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change was used and the new scoring options included awareness raising, adoption, implementation, 

institutionalization, and uncertainty about the stage of change (Steckler et al., 2002). Also, in this phase, 

items were added or modified to reflect a culturally humble approach to care. For example, items that 

originally assessed for participation in one-time trainings were updated to reflect a commitment to 

ongoing learning. Duplicate items were removed and any items pertaining to the individual provider on 

the workplace tool were moved to the personal tool. Phase one ended with 55 items on the personal tool 

and 53 items on the workplace tool (Figures 2 and 3) (See Appendix C and D for the personal and 

workplace assessment tools, original versions and phase modifications).  

 

Figure 2. Personal tool item count changes. This figure illustrates how the number of items on the 

personal tool changed by study phase. 

 

Figure 3. Workplace tool item count changes. This figure illustrates how the number of items on the 

workplace tool changed by study phase. 

To ease questionnaire completion, items on both tools were categorized into groups that appeared 

to address like dimensions of positive spaces such as working with clients and self-reflection and critique. 

Demographic items were also added to assess representativeness of the sample. These items gathered 

information on participants’ professional designation, position, and workplace, their education, years of 

experience, and birth year. In previous studies, a nurses’ gender, sexual orientation, religiosity, and prior 

contact with sexually and/or gender diverse persons were associated with their attitudes towards persons 

Personal Tool:
Original
30 items

Phase 1
55 items

Phase 2:  
Pre-Test 
57 items

Phase 2: 
Pilot-Test
57 items

Phase 3
40 items

Workplace Tool:
Original 
77 items

Phase 1  
53 items

Phase 2:  
Pre-Test
56  items

Phase 2: 
Pilot-Test 
56 items

Phase 3
38 items
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who are sexually and/or gender diverse, consequently such items were added to assess for these factors 

(Dorsen, 2012; Worthen, 2013). The Tailored Design Survey Method was used to guide data collection 

(Dillman, Smyth, & Christian, 2014). Ethics approval was obtained from the Health Sciences Research 

Ethics Board at Queen’s University (See Appendix E for ethics approval letter). 

Phase two: Face and content validity testing. Pre-testing was conducted with five expert 

panelists, including thesis committee members who are RNs and familiar with scale construction, 

individuals who identify as sexually and/or gender diverse, and academics and professionals with 

experience in health research of sexually and/or gender diverse persons (Polit & Beck, 2017). Five RNs 

belonging to the target population then participated in pilot testing of the questionnaire. All phase two 

participants received instructions and background information on the target population and study 

constructs and were asked to provide input on items using the survey platform QualtricsTM (Polit & Beck, 

2017) (See Appendix F and G for pre-test and pilot-test information packages).  

Guided by the Delphi technique (Davis, 1992), the expert panelists examined groupings of items 

on the personal and workplace tools for content, clarity, and comprehension. A 4-point Likert scale (1= 

strongly disagree; 4=strongly agree) was used to rate content and clarity and a nominal scale (1=No; 

2=Yes) was used to rate comprehension. Participants elaborated on their ratings in comment boxes. A 

summary of responses and revisions to the tools were provided to participants for a second round of 

feedback. During this round the set minimum of 80% agreement was achieved on all questions (Keeney, 

Hasson, & Mckenna, 2006). Once feedback from the expert panelists was incorporated, feedback was 

sought from the five RNs belonging to the target population. After completing the series of personal, 

workplace, and demographic items, pilot test participants responded to a series of nominal scale (1-No; 

2=Yes) questions on the relevance, applicability, and readability of the questionnaire and its’ items. 

Comment boxes helped to elicit narrative feedback. Due to phase two testing, the personal tool underwent 

wording changes, item additions and deletions, and definitions of key terms were provided. The 

workplace tool also underwent wording changes, item additions, and due to feedback received in pilot 

testing, a response item representing pre-contemplation was added as an option to the scoring system.  
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Phase three: Construct validity testing. A cross-sectional online questionnaire with the 

modified personal and workplace assessment tools and demographic items, were distributed to RNs 

providing direct services to clients and/or community partners within 35 public health units in Ontario 

(See Appendix H for cross-sectional questionnaire). In 2017, 3 526 RNs were employed in an Ontario 

public health unit in a casual, part- or full-time non-managerial position (College of Nurses of Ontario, 

2017b). Participants were included if they spoke English, were registered with the College of Nurses of 

Ontario as RNs, and their current position involved providing direct services in public health. Registered 

Practical Nurses (RPNs) and Nurse Practitioners (NPs) were excluded as the number of RPNs (n=237) 

and NPs (n=64) working in public health units was not sufficient to draw conclusions about the 

perspectives of these professionals (College of Nurses of Ontario, 2017a). Nurses in management, RNs on 

leave from their positions, and PHNs who participated in pilot testing were excluded. The recommended 

sample size was 347 RNs. This estimate was calculated using RaoSoft Inc. software with a confidence 

level of 95%, the 2017 population size of 3 526 and a response distribution of 50% (Raosoft Inc., 2004).  

Non-probability convenience sampling was used to recruit study participants. As the primary method 

of data collection, the Ontario Association of Public Health Nurse Leaders (OPHNL) was approached to 

assist with recruitment through the Chief Nursing Officer Network. This network is composed of one 

chief nursing officer for each of the 35 public health units in Ontario. Chief nursing officers were 

appropriate personnel to distribute the questionnaire as they are senior members of health unit 

management teams responsible for nursing activities (Registered Nurses Association of Ontario, 2011).  

Data collection. Phase three data collection occurred over a two-month period. Starting in July 2018, 

nine chief nursing officers used email distribution to share the link and accompanying materials to RNs 

working as direct service providers within their agencies (See Appendix I for information and consent 

letter). This initial distribution of the questionnaire was followed by three reminder emails over a three 

week period (Dillman et al., 2014) (See Appendix J for participant emails). To encourage completion, 

participants could enter into a draw for a gift card and reminder emails were personalized and distinct 

(Dillman et al., 2014). As a second data collection strategy, a request for home mailing addresses was 
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granted by the College of Nurses of Ontario. RNs (N=1 364) working in regions that were not reached via 

the primary data collection method were sent an invitation to participate in the study (See Appendix K for 

mailed invitation). In one region, RNs received both email and mailed invitations as the chief nursing 

officer agreed to distribute the questionnaire via email after mailing addresses were already issued from 

the College of Nurses of Ontario.  

Analytic strategy. The Statistical Package for Social Science (SPSS) software program, version 

25 was used in data analysis. Descriptive statistics were completed to assess the representativeness of the 

sample and the normalcy of the data. Sample demographics were compared against the College of Nurses 

of Ontario data on full time, part time, and casual RNs working in public health units (College of Nurses 

of Ontario, 2017b). Exploratory factor analyses (EFA) were conducted on the personal and workplace 

tools to test for construct validity (Polit & Beck, 2017). Principal components analysis (PCA) was used to 

identify the number of underlying dimensions on the 57 items of the personal tool (N=259) and the 56 

items of the workplace tool (n=223) (Field, 2009; Polit & Beck, 2017). Participants included in the 

analysis completed at least 50% of the respective tools. T-tests and chi-square tests were conducted to 

compare participants who were included in the data analysis with those who were excluded for not having 

completed at least half of the respective tool. For the included data, multiple imputations (MI) using 

predictive mean matching was conducted to account for the 10.4% of missing data on the personal tool 

and the 1.2% of data missing from the workplace data (McNeish, 2017). Once the MI results were pooled, 

the mean eigenvalues, scree test, and the percentage of variance explained by the factors were reviewed 

and ultimately, Kaiser’s rule using eigenvalues was used as the criteria for extraction (Field, 2009; Polit & 

Beck, 2017). Orthogonal rotation was applied to the personal tool and oblique rotation to the workplace 

tool (Field, 2009; Polit & Beck, 2017). Items with factor loadings of .40 or higher on a factor was 

designated as belonging to that latent variable (Field, 2009; Polit & Beck, 2017). Items were deleted if 

they had low loadings on all factors or relatively high loadings on several factors (Field, 2009; Polit & 

Beck, 2017). Content of the remaining items were reviewed to determine common themes linking items 

of a particular factor together (Field, 2009; Polit & Beck, 2017). Cronbach’s alpha was used to measure 
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the internal consistency of the modified measurement tools and a reliability matrix was referenced to 

estimate the adequacy of these measures (Field, 2009; Ponterotto & Ruckdeschel, 2007). 

Results 

Response rate. From 623 email invitations there were 157 responses (25.2% response rate) and 

from the 1 355 mailed invitations there were 146 responses (10.8% response rate). Nine additional mailed 

invitations were returned to sender. Responses originating from participants working at the health unit 

that received both email and mailed invitations were included in both primary and secondary data 

collection response rates. Overall, there were 259 unique responses that met the eligibility criteria and      

1 978 delivered mail or email invitations. The final response rate was 13.1% (Figure 4).  

 

Figure 4. Classification of questionnaire responses 

Personal and workplace characteristics. The average age of participants was 44 years old 

(M=43.72, SD=11.82). The majority of participants identified their gender and sex assigned at birth as 

female, their sexual orientation as heterosexual, and reported that their highest level of education was a 

Bachelor’s degree (Table 1). Over half of participants identified with a religious faith (57.1%) and 53 

participants reported being very to extremely religious (20.5%) (Table 1). The average years that 

participants had been working in nursing was 19 years (M=18.9, SD=12), 14 years in public health 



 52  

(M=14.1, SD=9.8), and 8 years in their current position (M=7.7, SD=7.5). The majority of participants 

had previous interactions with persons who identified as gay or lesbian (Table 2). Out of the provided list 

of identities, encounters with persons who identified as Two Spirit were reported the least frequently 

(Table 2).  

Table 1. Personal Demographics of Participants, N=259 

Characteristic Sample Ontarioa  
 n % % 
Age   (N=3718) 

18-29 41 15.8    9.9  
30-39 70 27.0 27.2 
40-49 49 18.9 25.8 
50-59 76 29.3 24.7 
60+ 22  8.5 12.4 
Missing 1    .4  

Gender Identity   (N=3776) 
Female 250 96.5 98.4 
Male 6   2.3  1.6 
Gender Fluid 1     .4  
Missing 2     .8  

Sex Assigned at Birth     
Female 251 96.9 N/A 
Male 6    2.3  
Missing 2    .8  

Sexual Orientation     
Heterosexual  230 88.8 N/A 
Bisexual 3    1.2  
Lesbian 3   1.2  
Gay 1    .4  
Pansexual 1    .4  
Missing 21  8.1  

Highest Level of Education    
Diploma 2     .8 N/A 
Bachelor’s Degree 210 81.1  
Master’s Degree 44 17.0  
Doctorate 1    .4  
Missing 2    .8  

Importance of Religion    
Extremely  30 11.6 N/A 
Very  23   8.9  
Moderately  48 18.5  
Slightly  42 16.2  
Not at all 5   1.9  
No Religious Faith 111 42.9  

aCollege of Nurses of Ontario 2010 data. bOther religions identities included Hinduism, Islam, and Jewish. 
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Table 2. Participant Encounters with Persons who Identify as Sexually or Gender Diverse, N=259 
 

Area of Contact Yes No Missing 
 n (%) n (%) n (%) 
Personal Life       

Gay 257  99.2 2    .8   0 N/A 
Lesbian 247 95.4 11  4.2   1    .4 
Bisexual 196  75.7 50 19.3 13  5.0 
Queer 114 44.0 107 41.3 38 14.7 
Gender queer/ 
Gender Non-Conforming 

102  39.4 132 51.0 25   9.7 

Transgender Male 102 39.4 125 48.3 32 12.4 
Transgender Female 98 37.8 125 48.3 36 13.9 
Two Spirit 36 13.9 179 69.1 44 17.0 
Othera 5   1.9   54 20.8 200 77.2 

Public Health Nursing Care       
Lesbian 216 83.4 33 12.7 10  3.9 
Gay 215 83.0 36 13.9 8  3.1   
Bisexual 173 66.8 71 27.4 15   5.8 
Transgender Male 119 45.9 105 40.5 35 13.5 
Transgender Female 115 44.4 108 41.7 36 13.9 
Queer 107 41.3 114 44.0 38 14.7 
Gender queer/ 
Gender Non-Conforming 

100 38.6 126 48.6 33 12.7 

Two Spirit 49 18.9 159 61.4 51 19.7 
Otherb 4  1.5 55 21.2 200 77.2 

Colleagues or Community Partners       
Gay 226 87.3 24   9.3 9  3.5 
Lesbian 214 82.6 27 10.4 18  6.9 
Bisexual 123 47.5 101 39.0 35 13.5 
Queer 78 30.1 127 49.0 54 20.8 
Gender queer/ 
Gender Non-Conforming 

61 23.6 145 56.0 53 20.5 

Transgender Male 56 21.6 149 57.5 54 20.8 
Transgender Female 46 17.8 160 61.8 53 20.5 
Two Spirit 38 14.7 166 64.1 55 21.2 
Other 0 N/A 58 22.4 201 77.6 

aText answers to contacts in personal life included asexual and pansexual. 
 bText answers to contacts when providing public health nursing care included polyamorous asexual, non-binary, men who have sex with men, and unsure 
 

Most participants were employed full time (90.7%) and identified as a PHN providing direct 

services (93.8%) (Table 3). The majority of participants identified that their current work pertains to one 

(51.0%) or two (25.1%) of the Ontario Public Health Standards, rather than addressing multiple standards 

through their work. Many participants reported working in healthy growth and development (42.9%), in 

infectious and communicable disease prevention and control (38.2%) and in substance use and injury 

prevention (32.8%). Few participants reported working in healthy environments (9.3%) and food or water 
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safety (6.6%). In making approximate comparisons between the College of Nurses of Ontario data to 

sample demographics, there was a smaller portion of nurses from central and northern regions sampled 

and an abundance of nurses from southeast and southwest regions (Table 3).  

Table 3. Workplace Demographics of Participants, N=259   

Characteristic Sample Ontarioa 

 n % % 
Work Status   (N=3523) 

Full Time 235 90.7 77.5 
Part Time 16   6.2 12.8 
Casual 8   3.1   9.7 

Position   (N=3523) 
Public Health Nurse, Direct Service Provider 243 93.8 87.5 
Otherb 16   6.2 12.5 

All OPHS addressed in current work    
Healthy Growth and Development 111 42.9 N/A 
ICDPC 99 38.2  
SUIP 85 32.8  
Immunization 77 29.7  
CDIP 63 24.3  
School Health  57 22.0  
Healthy Environments 24    9.3  
Food or Water Safety 17   6.6  
Otherc 21   8.1  

Types of Workplace Interactions    
Clientsd 248 95.8 N/A 
Community Partners 240 92.7  
Public Health Staff Colleagues 251 96.9  
Othere 29 11.2  

Region   (N=3539) 
Southeast  98 37.8 25.2 
Southwest 91 35.1 28.1 
Central  37 14.3 32.5 
Northern 28 10.8 14.2 
Missing 5   1.9  

Community Size    
Over 1 million 44 17.0 N/A 
100, 001 to ≤ 1 million 144 55.6  
25, 001 to ≤ 100, 000 50 19.3  
10, 001 to ≤ 25, 000 8    3.1  
5, 000 to ≤ 10, 000 9    3.5  
Less than 5, 000 1      .4  
Missing 3    1.2  

Note. OPHS = Ontario Public Health Standards, CDIP= Chronic Disease and Injury Prevention, ICDPC: Infectious and Communicable Disease Prevention 
and Control, SUIP= Substance Use and Injury Prevention 
a College of Nurses of Ontario 2017 data. b ‘other’ includes health promoter, social determinant of health, policy and administration, staff development or 
education co-ordinator, program co-ordinator, nursing practice co-ordinator, and nursing project office. cResponses to ‘other’ included the foundational 
standards, mental health, and the main information line. dClients were defined as individuals, families, groups and communities. e’other’ responses included 
health care professionals, students, workplaces, government organizations, other public health units, and so forth. 
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Comparisons between included and excluded participants. Demographic comparisons were 

conducted between those who were included in the EFA’s for the personal and workplace tools versus 

those who were excluded for not having completed at least half of the respective tools (See Appendix L 

for t-test and chi-square results). Significant differences were found pertaining to community size on both 

the personal (X2 = 13.20, p < .05) and workplace (X2 = 11.17, p < .05) tools as well as for reported region 

of work on the workplace tool (X2 = 13.66, p < .05). Significant differences were also found regarding 

participants self-report of personal or professional interactions with persons of diverse sexual orientations 

and/or gender identities. For example, between included and excluded participants on the personal tool, 

there was a significant difference in self-reported personal contact with persons who identify as gender 

queer or gender non-conforming (X2 (1) = 5.66, p < .05).   In all of these significant cases, more 

participants who were included in the EFA analyses reported having interactions with persons of sexually 

and/or gender diverse identities in comparison to those who were excluded from the EFA’s.  

EFA results for the personal assessment tool. The PCA revealed an average Kaiser-Meyer-

Olkin (KMO) value of .83, however; the majority of KMO scores on individual items were not 

consistently above the acceptable limit of .5 which indicates potential issues with sampling adequacy for 

individual items (Field, 2009). The mean value for Bartlett's test of sphericity was significant at c2 (1 596) 

= 9283.78, p < .001. An average of 15 factors had eigenvalues over one and accounted for approximately 

70 % of the variance (See Appendix M for the personal tool component matrices). The scree plots were 

indicative of extracting three factors. In accordance with Kaiser’s rule, 15 factors were extracted as the 

sample exceeded 250 and the mean communality was .72 (greater than .6) (Field, 2009). After extraction, 

17 items were deleted due to ambiguous loadings and/or an absence of loadings onto any factors. Forty 

items were retained which loaded onto 15 factors (Table 4). The use of a matrix for estimating adequacy 

of internal consistency coefficients revealed that 12 factors had a moderate, good or excellent reliability 

rating, two factors had fair reliability, and one factor had an unsatisfactory reliability rating with a 

Cronbach’s alpha of .62 (Ponterotto & Ruckdeschel, 2007) (Table 4). 
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Table 4. Personal Tool. Underlying Structures and Internal Consistencies. 
Factor and corresponding items Mean 

Cronbach's 
Alpha 

Reliability 
Rating 

Factor A: Abides by policies and laws .75 Good 
1. I am aware of and I abide by Canadian and provincial laws 

concerning sexual orientation and gender diversity. For example, 
the Canadian Human Rights Act. (Q1) 

  

2. I am aware of and I abide by any existing agency policies 
concerning sexual orientation and gender diversity. For example, 
there may be agency level policies and procedures on using gender 
inclusive language. (Q2) 

 

 

Factor B: Participates in ongoing education and training .73 Moderate 
1. I participate in ongoing training on sexual and/or gender diversity 

and health. (Q3)  
  

2. I keep up to date on culturally appropriate terminology for different 
subgroups of the sexually and/or gender diverse population. For 
example, I can name the identities within the LGBTQQIP2SAA 
acronym and I understand the limitations of such acronyms. (Q5) 

 

3. I participate in ongoing anti-oppression training which teaches 
about structures of oppression and helps me to critically examine 
my own biases and privileges. (Q6)  

 

Factor C: Practices critical self-reflection .81 Excellent 
1. I regularly examine my own beliefs for cisexism and heterosexism. 

(Q8)   

2. I monitor my values and language for generalizations, regarding 
sexual orientation and sexual identity. (Q9)   

3. I regularly reflect on my own privileges and the power imbalance 
this can create between myself and others, including sexually 
and/or gender diverse persons. (Q10) 

 
 

4. I engage in critical self-reflection after interactions with sexually 
and/or gender diverse persons. For example, clients, community 
partners, and colleagues. (Q11) 

 
 

5. I am honest about the limits of my understanding of sexual 
orientation and gender diversity. (Q12)   

Factor D: Embraces persons who identify as sexually and/or gender 
diverse 

.89 Excellent 

1. I embrace co-workers of all sexual orientations and gender 
identities. (Q13) 

  

2. I embrace managers and agency leaders of all sexual orientations 
and gender identities. (Q14) 

  

3. I embrace clients and communities of all sexual orientations and 
gender identities. (Q15)  

  

Factor E: Considers social context and intersections .68 Fair 
1. I treat people of all sexual orientations and gender identities as 

individuals with many roles and identities. (Q19) 
  

2. I ask questions to understand the personal lived realities of sexually 
and/or gender diverse persons. (Q20) 
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Table 4 (continued). 

3. I have aligned my practice with the notion that discrimination 
against sexually and/or gender diverse persons in the form of 
heterosexism, cissexism, and/or monosexism, can intersect with 
other oppressions such as racism and sexism. (Q21) 

 

 

Factor F: Does not make inappropriate assumptions .75 Good 
1. I avoid making assumptions about a person's sexual orientation 

and gender identity based on the person's appearance, actions, or 
words. (Q22) 

 
 

2. I do not assume that a person's sexual activity is consistent with 
their sexual identity. (Q23)   

Factor G: Reacts with humbleness to uncertainty .79 Good 
1. When I am unsure about best practices, I admit uncertainty to the 

client. (Q26) 
  

2. When I am unsure about best practices, I work to seek out the 
answer in partnership with the client. (Q27) 

 

Factor H: Protects client confidentiality .62 Unsatisfactory 
1. I explain to clients how their confidentiality will be protected and 

who will have access to their information. (Q30) 
  

2. I give the option of not answering a question if confidentiality 
cannot be protected, or the client does not wish to respond. (Q31) 

 

Factor I: Engages in self-disclosure of own identity, as needed .66 Fair 
1. I declare my own pronouns when introducing myself. (Q33)   
2. I disclose my own sexual orientation or gender identity if 

appropriate and relevant. For example, if it supports a client in 
feeling safe to disclose themselves. (Q34) 

  

Factor J: Applies nursing knowledge and assessment skills to inform 
approach to care 

.82 Excellent 

1 I assess for prevalent risk factors amongst sexually and/or gender 
diverse clients such as isolation, harassment, depression, suicide 
ideation, and substance use (Q35) 

  

2. I assess for resilient factors in sexually and/or gender diverse 
clients such as social supports and community belonging. (Q36) 

  

3. I provide care based on the notion that disclosure of one's sexual 
orientation or gender identity can be a lifelong process. A client 
may be seeking supports to aid in this process of disclosure. (Q37) 

  

Factor K: Establishes inclusivity in group programs .75 Good 
1. When working with client groups, I establish group norms or rules 

that facilitate the safety and inclusion of participants from sexually 
and/or ender diverse communities. (Q40) 

  

2. In working with groups, I create a climate that allows for 
voluntary self-identification and/or self-disclosure of sexual 
orientation and/or gender identity. (Q41) 

  

Factor L: Works towards inclusive and transparent documentation .72 Moderate 
1. I review forms regularly for inclusivity, including inclusive 

language, content, and visuals. (Q43) 
  

2. I am explicit with clients about how sexual orientation, gender 
identity, and sexual behaviour will be documented. (Q44) 
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Table 4 (continued).  

3. With consent from the client, I record the clients name and 
pronouns in a way that is clear and visible for future members of 
the care team. (Q45) 

 
 

Factor M: Maintains resources and referrals for sexually and/or 
gender diverse persons 

.89 Excellent 

1. I keep an updated list of resources for clients who identify as 
sexually and/or gender diverse. (Q46) 

  

2. I keep an updated list of referrals to safe and qualified providers 
for clients who identify as sexually and/or gender diverse. (Q47) 

 

Factor N: Advocates for safer spaces .81 Excellent 
1. I advocate for policies that include non-discrimination related to 

sexually and/or gender diverse persons. (Q51) 
  

2. I encourage ongoing education about sexual orientation and 
gender identity in my workplace. (Q52) 

 

3. I strive to safeguard the rights of sexually and/or gender diverse 
persons. (Q53) 

 

Factor O: Stands up against discrimination and stereotypes .69 Moderate 
1. I confront statements and jokes that discriminate or make fun of 

persons who identify as sexually and/or gender diverse. (Q54) 
  

2. I challenge gender stereotypes. For example, I challenge the 
stereotypes that those who identify as female will care for the 
children while those who identify as male will earn money at 
work. (Q55) 

 

3. I intervene when discrimination by association occurs. For 
example, discrimination against heterosexuals who support the 
rights of sexually and/or gender diverse persons. (Q56) 

 
 

 

EFA results of the workplace assessment tool. The average KMO was .90, although most 

KMO scores on individual items were not consistently above the acceptable limit of .5 indicating 

potential issues with sampling adequacy for individual items (Field, 2009). Bartlett's test of sphericity was 

significant at c2 (1540) = 7384.10, p < .001. An initial analysis was run and 13 factors had eigenvalues 

over one and accounted for approximately 67 % of the variance (See Appendix N for the workplace tool 

pattern matrices). The average communality was .67 and the scree plots were indicative of extracting 

three to five factors. Ultimately, Kaiser’s rule was followed resulting in the extraction of 13 factors. Once 

extraction was completed, the pattern matrix, along with the structure matrix, were reviewed. Eighteen 

items were deleted from the analysis due to ambiguous loadings on factors and/or an absence of loadings 

onto any factors. Thirty-eight items were retained which loaded onto 10 factors (Table 5). Eight factors 
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had moderate to excellent reliability, one factor had a fair reliability and another had an unsatisfactory 

internal consistency coefficient of .51 (Ponterotto & Ruckdeschel, 2007) (Table 5). 

Table 5. Workplace Tool. Underlying Structures and Internal Consistencies. 

Factor and corresponding items Mean 
Cronbach's 

Alpha 

Reliability 
Rating 

Factor A: Policies and Procedures .82 Excellent 
1. Personnel policies and practices comply with the Canadian and 

provincial human rights code. (Q3) 
  

2. The Board of Health has a process that informs board members of 
the agency's accountability for any employee and client 
complaints related to discrimination or harassment to sexual 
orientation and gender identity. (Q4) 

  

3. The agency has clearly written non-discrimination and harassment 
policies that explicitly include sexual orientation and gender 
identity. (Q5) 

  

4. The agency has a clear policy statement that encourages inclusive 
language, behaviours or practices related to sexual orientation and 
gender identity. (Q6) 

  

5. The agency has clear written procedures and practices to deal with 
incidents of homophobia, biphobia or transphobia. (Q7) 

  

Factor B: Ongoing training on sexual and/or gender identity and 
health 

.90 Excellent 

1. Members of the Board of Health participate in ongoing training on 
sexual and/or gender diversity, and the health of sexually and/or 
gender diverse persons and communities. (Q8) 

  

2. Managers participate in ongoing training on sexual and/or gender 
diversity and health. (Q9) 

  

3. Managers participate in ongoing training on working with 
community organizations that represent, service, and advocate for 
sexually and/or gender diverse persons. (Q10) 

  

4. Mangers ensure that new staff are oriented on sexual and/or 
gender diversity and health and available community resources. 
(Q11) 

  

5. All staff receive ongoing health and identity training to work 
effectively with sexually and/or gender diverse staff, clients, and 
community partners. (Q12) 

  

6. Students placed with the agency have an opportunity to learn 
about sexual and/or gender diversity and health. (Q15) 

  

7. Members of the agency participate in networks to increase and 
promote knowledge of sexual and/or gender diversity and health. 
(Q16) 

  

8. Management has contacts within and outside the organization, for 
consultation on sexual and/or gender diversity and health. (Q17) 
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Table 5 (continued).  

Factor C: Ongoing training on reflexive practice and recognizing bias. .71 Moderate 
1. All staff, including board of health members, receive ongoing 

training on critical self-reflection and the recognition of power 
imbalances, biases, and privileges. (Q13) 

  

2. All staff receive recurrent training to recognize organizational bias 
in organizational and other resource materials. (Q14) 

  

Factor D: Treatment of staff by agency leaders .87 Excellent 
1. Agency leaders support sexually and/or gender diverse staff to 

apply their expertise of sexual and/or gender diversity and health. 
(Q20)  

  

2. Agency leaders do not reduce staff to any one identity, such as 
their sexual orientation or gender identity. (Q21) 

  

3. Agency leaders support staff members who are engaging in 
culturally humble interactions with sexually and/or gender diverse 
clients. (Q22) 

  

4. Agency leaders recognize and acknowledge staff who are 
engaging in culturally humble interactions with sexually and/or 
gender diverse clients. (Q23) 

  

Factor E: Community Engagement .82 Excellent 
1. In their agency wide strategic planning, the Board of Health 

consults with sexually and/or gender diverse persons as 
community stakeholders in all program areas. (Q24) 

  

2. Members of the agency consult with sexually and/or gender 
diverse persons about the provision of all services needed 
throughout the agency. (Q25) 

  

3. Sexually and/or gender diverse persons and their families are 
included in all outreach and health promotion activities. (Q26) 

  

4. The expertise of sexually and/or gender diverse community 
members is used to plan, deliver, and evaluate programs and 
services, particularly those directed to sexually and/or gender 
diverse populations. (Q27) 

  

Factor F: Client Documentation and Forms .65 Fair 
1. Client forms, such as intake or consent forms, include an 

explanation about how confidentiality will be protected and who 
has access to social and medical records. (Q33) 

  

2. Intake forms and processes offer the client the opportunity to 
discuss concerns about questions on client forms. (Q34) 

  

Factor G: Accessible referral resources .86 Excellent 
1. Staff have access to a list of services that are highly regarded for 

sexually and/or gender diverse clients who wish to be referred on 
to other health and social services. (Q37) 

  

2. Staff have access to a list of community resources that are highly 
regarded for sexually and/or gender diverse clients wanting to 
become parents, such as inclusive adoption agencies and services 
for artificial insemination. (Q38) 

  

3. Staff have access to a list of services that are highly regarded for 
clients who identify as gender diverse and who wish to be referred 
to treatments such as gender confirming surgery or hormone 
therapy. (Q39) 
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Table 5 (continued). 
Factor H: Physical Cues .87 Excellent 

1. A non-discrimination statement is visibly posted in all areas of the 
workplace, stating that equal care will be provided to all, 
regardless of age, race, ethnicity, physical ability or attributes, 
religion, sexual identity, and gender identity. (Q40) 

  

2. Promotional materials for agency services and programs are 
inclusive of sexual and/or gender diversity. (Q41) 

  

3. Materials such as electronic screens, newspapers, magazines and 
brochures that are inclusive to sexually and/or gender diverse 
persons are displayed in agency waiting areas. (Q42) 

  

4. On the condition that a space is safe for all sexually and/or gender 
diverse persons, positive space signs and Pride flags are posted in 
visible areas. (Q43) 

  

5. Posters showing sexually and/or gender diverse people are 
displayed in a visible area for clients and staff to see. (Q44) 

  

Factor I: Recruitment and Hiring .51 Unsatisfactory 
1. Employment opportunities with the agency are advertised in 

media, information networks or in organizations representing 
sexually and/or gender diverse persons and communities. (Q48) 

  

2. There are members at all levels of the organization who reflect 
and represent the sexual and/or gender diversity of the 
community. (Q52) 

  

Factor J: External Communications .78 Good 
1. Agency services are advertised through organizations and 

networks that represent sexually and/or gender diverse persons 
and communities. (Q54) 

  

2. A list of media and networks aligned with sexually and/or gender 
diverse communities is used within the agency to disseminate 
pertinent health messages. (Q55) 

  

3. The agency website, social media accounts, news releases, and 
other external communications to mainstream media outlets 
include health and program information that is relevant to persons 
identifying as sexually and/or gender diverse. (Q56) 

  

 
Discussion 

The revised personal and workplace tools have the potential to serve as instruments to measure 

PHN perceptions of personal and organizational level contributions to positive spaces in public health 

units. The EFA suggests that there are 15 underlying scales on the personal tool and 10 underlying scales 

on the workplace tool. The themes linking items of a particular factor together are consistent with 

characteristics of culturally informed-positive spaces discussed in the literature (Fahlberg et al., 2016; 

MacDonnell & Daley, 2015; Wilkerson et al., 2011). For instance, on the workplace tool, the themes of 
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policies and procedures, physical cues, and community engagement are all consistent with attributes and 

facilitators of positive spaces seen in the literature before conducting the EFA. As a result of this study, 

there is now more information available on the underlying structures of positive spaces in public health 

units. As well, the number of items for measuring perceptions of personal and organizational 

contributions to positive spaces has been reduced to 78 items (40 on the personal tool and 38 on the 

workplace tool) from the original 107 items (30 on the personal tool and 77 on the workplace tool) which 

renders the questionnaire more efficient to complete (Clipsham et al., 2011). These positive findings 

should be used to guide additional examinations of positive spaces in public health.  

Further testing is needed to determine if these scales are in fact perceived dimensions of positive 

spaces in public health (Field, 2009). Subscales with reliability ratings of fair (engages in self-disclosure 

of own identity, as needed; considers social context and intersections; client documentation and forms) 

and unsatisfactory (protects client confidentiality; recruitment and hiring), should be further scrutinized. 

These lower reliabilities may be due to having only two to three items loading on to these factors (Field, 

2009). The scale option of “not relevant to my role” on personal assessment scoring system should be 

reconsidered as it does not fit with the ordinal scale. There may also be a need to develop items that 

reflect working beyond health unit buildings as the role of PHNs requires that they spend time working in 

homes, daycares, schools, and community spaces (Daley & MacDonnell, 2015; Ontario Ministry of 

Health and Long-Term Care, 2018). French language translation and testing of these tools is advised, as 

some PHNs in Ontario identify French as their first language and some Ontario health units provide 

services in English and French (E. Bindernagel, personal communication, August 7, 2018). To enhance 

the evaluation of positive space work that uses a cultural humility approach, the development and 

integration of qualitative measurements alongside these quantitative tools for positive spaces is also 

warranted (Tervalon & Murray-Garcia, 1998).   

Limitations. EFA’s are data driven approaches which limits the interpretability of the data (Field, 

2009; Polit & Beck, 2017). Theory driven approaches such as CFA’s are warranted to allow for further 

explanation and interpretation of the data (Field, 2009; Polit & Beck, 2017). Furthermore, small sample 
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sizes, differences between the sample and the population, differences between completers and non-

completers, and the likelihood of non-response, and social desirability bias may limit the generalizability 

of these results (Carroll, Wilson, Edge, & VanDenKerkhof, 2018; Field, 2009; Polit & Beck, 2017). The 

sample sizes of 259 for the personal tool and 223 for the workplace tool did not meet the pre-determined 

sample size of 347 (Raosoft Inc., 2004). Nor did these sample sizes meet the recommended baseline for 

EFA of 300 (Field, 2009). Although the overall KMO statistics were good, the individual KMO statistics 

indicated problematic sample sizes as many of their values were less than .5 (Field, 2009). Differences 

between the demographics of study participants and data from the College of Nurses of Ontario on direct 

service provider RNs in public health, threatens the external validity of these results (Polit & Beck, 2006). 

Moreover, it is probable that those who were already engaged in positive space work and/or providing 

public health care or interacting with persons with sexually and/or gender diverse identities were more 

likely to participate in this study (Polit & Beck, 2017). This is highlighted by the finding that more 

participants who had previous interactions with persons of sexually and/or gender diverse identities were 

more likely to complete more than half of the respective tools. As well, responses were pre-dominantly 

positively skewed with participants reporting that they or their agency, was making or maintaining a 

change for positive spaces. These skews could be indicative of non-response bias (Polit & Beck, 2017). 

Such reports may also suggest social desirability bias in which participants responded with the answers 

they felt were socially acceptable (Polit & Beck, 2017) . As well, an over-estimation of factors may have 

occurred in the workplace EFA as the sample (n=223) was not above Kaiser’s recommended size of 250 

(Field, 2009).  

Conclusion 

 The persistent discrimination and marginalization of sexually and/or gender diverse persons in 

health care warrants engagement in positive spaces by PHNs. Continued efforts towards developing 

validated and reliable tools to assess perceptions of positive spaces will support organizational change 

towards fostering safer public health unit environments for sexually and/or gender diverse clients and 

employees.   
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Chapter 4 

General Discussion 

Overview of Findings 

 The purpose of this thesis was to test the validity and reliability of modified versions of the 

OPHA personal and workplace tools for perceptions of sexually and gender diverse positive spaces in 

Ontario public health units. Characteristics of positive spaces were explored in the literature review, as 

well as facilitators and barriers to creating safer public health care spaces for sexually and/or gender 

diverse persons.  

In response to literature review findings, the chapter titled, “Fostering Positive Spaces in Public 

Health using a Cultural Humility Approach,” suggested a paradigm shift away from cultural competency 

models and towards a cultural humility approach when working to establish positive spaces in public 

health settings. Recommendations for integrating cultural humility into public health nursing practice 

were provided, which encompassed the need for better integration of the approach into public health 

nursing education and professional development. It was also suggested that organizational leaders in 

public health should model culturally humble practices to staff. The need for cultural humility-based 

measurement tools for positive spaces was highlighted as necessary to reduce health inequities amongst 

sexually and/or gender diverse persons.  

In the chapter on “Testing a Measurement Tool for Assessing the Implementation of Sexually and 

Gender Diverse Positive Spaces in Ontario Public Health Units” the OPHA positive space personal and 

workplace tools were revised using a cultural humility approach. The results indicated that the personal 

assessment tool for positive spaces had 15 underlying factors and the workplace assessment tool had 10 

underlying factors. These factors were consistent with components of positive spaces discussed in the 

literature review. Cultural humility as a commitment to lifelong learning, critical self-reflection, and an 

understanding of societal power imbalances was reflected in some of the factor themes. On the personal 

tool, culturally humble factors included: participates in ongoing education and training, practices critical 
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self-reflection, considers social contexts and intersections, and reacts with humbleness to uncertainty. The 

themes of policies and procedures, physical cues, and community engagement on the workplace tool are 

also consistent with attributes and facilitators of positive spaces. Testing factors for internal consistency 

revealed that the majority of factors in both tools had moderate to excellent reliability, while some factors 

had reliability ratings that were fair or unsatisfactory. Additional testing of the reported factor structure is 

warranted to identify the factors that measure perceptions of sexually and/or gender diverse positive 

spaces in public health units. 

Strengths and Limitations 

In regards to strengths of this study, it is the first to make evidence-informed improvements to the 

OPHA positive space tools.  The tools were improved with stage of change scoring systems, the 

application of academic literature, and the integration of the well supported concept of cultural humility. 

The tools also underwent thorough pre- and pilot testing with input and changes made based on feedback 

received from expert panelists, members of the target population, and from the EFA. This study adds to 

the limited research on cultural humility informed care toward sexually and/or gender diverse persons in 

the context of public health nursing (Kamau-Small et al., 2015). As well, this work moved beyond the 

individual level to add to the limited research exploring and examining components of positive spaces in 

health care organizations (MacDonnell & Daley, 2015; Wilkerson et al., 2009). This study also helped to 

address the lack of measurement tools informed by the concept of cultural humility (Foronda et al., 2018). 

While acknowledging study strengths, there were also several limitations to this study.  

Non-probability convenience sampling was used as it is practical and economical (Polit & Beck, 

2017). However, this method of sampling threatens the generalizability of study findings as the sample 

may not be representative of the whole public health nurse (PHN) population. Those who completed the 

questionnaire may differ from PHNs who did not volunteer to participate (Polit & Beck, 2017). 

Demographic statistics on participant age, gender identity, work status, position in public health, and 

health unit region compared and contrasted with College of Nurses of Ontario data (see Table 1) 

suggested that the sample may not have been representative of the PHN workforce. For example, there 
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was a higher percentage of participants (90.7%) reporting full time status in comparison to the provincial 

data (77.5%). There was also a smaller portion of nurses from central and northern regions sampled and 

an abundance of nurses from southeast and southwest regions. It is relevant to note that regional 

workplace comparisons between provincial and study data were challenging as provincial data is 

organized by local health integration network (LHIN) boundaries and data in this study was gathered 

based on health unit regional boundaries which do not perfectly align with LHIN boundaries (Laan, 

2014). 

In primary data collection, despite efforts to engage the chief nursing officers, only nine of the 35 

chief nursing officers delivered the study link by email. One chief nursing officer contacted the research 

team to communicate their rationale for not participating in the distribution of the cross-sectional online 

questionnaire. They cited concerns regarding maintaining the anonymity of participants, the length of the 

questionnaire, the relevance of questions to PHNs, and the first page of the questionnaire not including 

information on consent and privacy. Twenty-five chief nursing officers never contacted the principal 

investigator to confirm their participation. Barriers to confirming their participation likely included the 

lack of direct access to the principal investigator, as all initial communications were sent on the 

researchers’ behalf through the chair of the network. The summer season and a subsequent increase in 

vacation time may have also affected participation as it posed a barrier to complying with the distribution 

timelines. In reference to the secondary data collection strategy through the College of Nurses of Ontario, 

nurses who did not consent to being contacted for research purposes were not reached through the mailed 

invitations to participate in the study. Fourteen recipients of the invitation to participate in the study 

followed up with the research team by email expressing difficulties with accessing the online link, 

requesting the final report detailing study results, inquiring how their mailing information was accessed, 

concern that their health unit had not provided ethics approval for this study, and requesting to share the 

questionnaire link with their colleagues. Some of these issues could have served as barriers to completing 

the questionnaire and thus contributed to a lower response rate. All participants who contacted the 

research team were sent a reply addressing their concerns or questions and the interaction was noted. 
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Overall, difficulties encountered in distributing the questionnaire to all RNs providing direct services in 

public health units in Ontario may have affected the representativeness of the sample and likely impacted 

on the attainment of an adequate sample size.  

The sample sizes for the personal tool (N=259) and the workplace tool (n=223) were below 347, 

which was the pre-determined sample size calculated using RaoSoft Inc. (2004) software. This was 

calculated with a confidence level of 95%, the 2017 population size of 3 526 and a response distribution 

of 50% (Raosoft Inc., 2004). Despite not having attained the desired sample size, many EFA’s in the 

social sciences are conducted with smaller sample sizes than what is commonly recommended (McNeish, 

2017). There are various suggestions for what is considered an adequate sample size in EFA. Common 

recommendations include sample sizes that are at least 200 or 300; others suggest that the sample size 

should be dependent on the number of items on the scale and thus 5 to 10 or 10 to 15 participants per item 

are needed (Field, 2009; McNeish, 2017). Small sample sizes can be further exacerbated by the presence 

of missing data (McNeish, 2017).  

To reduce the impact of missing data, those who completed at least 50% of the tools were 

included in the respective analyses. A 50% completion cut-off was determined after comparing the 

number of those who completed 50% of each tool with the number of those who completed 30% of each 

tool. There were small margins of difference between those who completed 30% of the personal (N=262) 

and workplace (n=225) tools versus those who completed 50% of each tool, and thus the more stringent 

cut-off rate of 50% was chosen. An analysis of the remaining missing data revealed that 1 536 (10%) of 

the entire sample of the personal assessment tool were missing values. Fifty-five out of the 57 (96.5%) 

items had some missing data and 187 (72%) participants did not respond to at least one item on the 

personal tool. Having re-coded the response option of, “not relevant to my role” as missing data, the 

amount of missing data on the personal tool was elevated in comparison to the workplace tool. On the 

workplace tool, 145 (1.16%) of the values throughout the entire workplace sample were missing. Out of 

56 items, 42 items (75%) had some missing data and 24 participants (10.76%) did not respond to at least 

one item. There are several strategies to handle missing data in EFA, many of which cause complications 
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when the sample size is small. Listwise deletion is contraindicated in EFA’s with small sample sizes as it 

eliminates participants with any missing data which can significantly reduce the already small sample size 

(Field, 2009; McNeish, 2017). Listwise deletion can impact on the generalizability of findings while also 

biasing factor loadings and convergence (Field, 2009; McNeish, 2017). Pairwise deletion is not 

recommended as its use can lead to nonpositive definite correlation matrices (Field, 2009; McNeish, 

2017). Caution is strongly advised when using replace with mean, as this process can lead to significant 

results that otherwise would be non-significant (Field, 2009). Due to the limitations of these options, 

multiple imputations (MI) with predictive mean matching was used to conduct the EFA’s (McNeish, 

2017). In the case of small sample sizes and missing data, which can both pose limitations to EFA, 

McNeish (2017), found that MI with predictive mean matching strategy works the best for extracting 

factors and estimating factor loadings without bias.   

When considering the causes of missing data, time to complete the questionnaire could have 

posed as a barrier to completion. A visual observation of the missing data revealed that most participants 

completed the first portions of the questionnaire, and then trailed off at various points throughout. Pilot 

testing participants reported it took an average of 38 minutes to complete the questionnaire. In phase three 

of this study, the average completion time was 3 hours, 35 minutes, and 27 seconds. This value was 

calculated with outliers removed. Aside from the length of the questionnaire, this significant increase in 

completion time may be attributable to participants starting the questionnaire, leaving it open on their 

desktops, and returning to it at a later time.  

Implications and Recommendations  

Research. This initial EFA necessitates additional modifications and testing of the OPHA 

positive space personal and workplace assessment tools. In regards to modifications, the subscales with 

lower reliabilities should be scrutinized and considered for revision (Field, 2009). Investigators may 

consider adding items to factors that rated as fair or unsatisfactory on reliability (Polit & Beck, 2017). As 

well, attention should be paid to factors with high reliability to determine whether these alphas may have 

been inflated due to similar wording used across items (Polit & Beck, 2017). On the personal tool, for 
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instance, items belonging to the theme, “Embraces persons who identify as sexually and/or gender 

diverse”, all begin with, “I embrace…”, which may have caused an over-inflation of the Cronbach’s alpha 

value of .89.  It is also recommended that the scale option of “not relevant to my role” on the personal 

assessment scoring system be reconsidered as it does not fit with the ordinal scale, and thus increased the 

amount of missing data for the EFA. In the future, this option could be used only on select items when 

there is a likelihood that the particular item may not be relevant to the function of all RNs providing direct 

services in a public health setting. For example, some members of the target population may not work 

with client groups and thus the “not relevant to my role option” could be used in this case. There is also a 

need to consider incorporating items that reflect practicing outside of health unit buildings as the role of 

PHNs and other public health professionals requires that they spend time working in homes, daycares, 

schools, and community spaces (Daley & MacDonnell, 2015; Ontario Ministry of Health and Long-Term 

Care, 2018). In regards to additional testing of these tools, subsequent EFA’s should be conducted on 

these modified tools with different samples (Field, 2009). If the same factor structure is found with 

different samples, such findings would support the generalizability of the results (Field, 2009). To 

determine structural validity, confirmatory factor analysis could ultimately be employed to test the fit of 

the hypothesized measurement model (Polit & Beck, 2017). French language translation and testing of 

these tools is also advised, as a number of PHNs in Ontario identify French as their first language and 

some Ontario health units provide services in English and French in order to service anglophone and 

francophone populations (E. Bindernagel, personal communication, August 7, 2018). To enhance the 

evaluation of positive space work that uses a cultural humility approach, the development and integration 

of qualitative measurements, such as journaling by PHNs, alongside these quantitative tools for positive 

spaces is warranted (Tervalon & Murray-Garcia, 1998). The use of mixed methodologies could offer a 

more accurate understanding of this cultural humility informed process of change (Isaacson, 2014).  

Practice. In consideration of the existing literature, PHNs should continue to work towards health 

equity for marginalized groups (Community Health Nurses of Canada, 2011; Ontario Ministry of Health 

and Long-Term Care, 2018). Part of this work is advocating for safer health care spaces for sexually 
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and/or gender diverse persons using a cultural humility approach, in both public health units and 

community spaces. PHNs should shift their practice away from traditional cultural competence models 

and toward a culturally humble approach to care (Baker & Beagan, 2014; Coulborn & Ortega, 2010; 

Tervalon & Murray-Garcia, 1998). In part, this transition can be achieved by engaging in ongoing 

learning and continuous critical self-reflection (Foronda et al., 2016). Support and modeling from agency 

leaders and the availability of valid measurement tools may also contribute to this transition (Foronda et 

al., 2018; Tervalon & Murray-Garcia, 1998).  

Administration. Agency leaders should seek out opportunities for ongoing engagement in 

cultural humility training for themselves, their fellow leaders, and for staff, volunteers, and students; 

agency leaders who model cultural humility may help to enhance the culturally humble practices amongst 

other organizational members (Foronda & MacWilliams, 2015; Kellett & Fitton, 2017; Rounds et al., 

2013; White et al., 2017). The application of cultural humility models by organizational leaders could 

ultimately address the systemic nature of discrimination that persists in health care institutions (Institute 

of Medicine, 2011; Mink et al., 2014; Tervalon & Murray-Garcia, 1998) 

Education. To enhance ongoing learning about caring for diverse groups, such as sexually and/or 

gender diverse persons, educators within schools of nursing should integrate cultural humility-based 

learning throughout the nursing curriculum (Foronda & MacWilliams, 2015; MacDonnell & Daley, 

2015). Effective strategies may include simulation-based training, educational theatre, and creating 

cultural genograms to inspire self-reflection and the understanding of intersectionality (Foronda et al., 

2018; Foronda & MacWilliams, 2015; Kamau-Small et al., 2015; White et al., 2017). Tools to evaluate 

such programs should consider mixed methodologies (Tervalon & Murray-Garcia, 1998). The qualitative 

measure could include journaling or a values clarification tool after a simulation training or clinical 

experience, whilst the quantitative measure could be a pre and post-test (Kumas-Tan et al., 2007; 

Tervalon & Murray-Garcia, 1998). Nurse educators should also engage in positive systems change. They 

could advocate for the inclusion of cultural humility based models and sexually and/or gender diverse 

health content in school of nursing accreditation processes and on the nursing licensing exam (Kellett & 
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Fitton, 2017). These changes would help to ensure all graduating nurses have a baseline foundation in 

culturally humble care towards diverse groups, including sexually and/or gender diverse persons.  

Conclusion 

 PHNs are well suited to address the unjust treatment of sexually and/or gender diverse persons at 

interpersonal and institutional levels of influence. Not only are they mandated to reduce health inequities, 

they also have expertise in establishing therapeutic relationships, social justice, and community 

development. Moreover, PHNs possess the potential to have an impact within and beyond health unit 

spaces for they work alongside individuals, families, groups, organizations, and municipalities. To inform 

their positive space work, PHNs need ongoing education and professional development in cultural 

humility, support and best practice modeling from their organizational leaders, and valid measurement 

tools for positive spaces that are informed by cultural humility. The study presented in this thesis explored 

an existing measurement tool to assess for positive spaces in public health units. Study findings increased 

our understanding of the perceived personal and workplace factors that contribute to the establishment of 

culturally humble, positive spaces in public health units.  
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Appendix A 

Social Ecology Model by Locher (2015) 
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Appendix B 

Cultural Humility Model by Foronda et al. (2016) 
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Appendix C 

Personal Assessment Tool Modifications by Study Phase 

Item 
Number 

Phase Three Phase Two: Pilot Testing Phase Two: Pre-Testing Phase One: Literature 
Findings 

Original 

Q1 I am aware of and I 
abide by Canadian and 
provincial laws 
concerning sexual 
orientation and gender 
diversity. For example, 
the Canadian Human 
Rights Act. Abides by 
policies and laws 

I am aware of and I abide 
by Canadian and 
provincial laws 
concerning sexual 
orientation and gender 
diversity. For example, 
the Canadian Human 
Rights Act. Mission 
statements, policies, and 
procedures 

I am aware of and I 
abide by Canadian and 
provincial laws 
concerning sexual 
orientation and gender 
diversity. For example, 
the Canadian Human 
Rights Act. Mission 
statements, policies, 
and procedures 

I abide by Canadian and 
provincial laws 
concerning sexual 
orientation and gender 
diversity. (For example, 
the Canadian Human 
Rights Act). Mission 
statements, policies, 
and procedures 

I am aware of the 
laws and personnel 
policies concerning 
sexual orientation and 
gender diversity. 

Q2 I am aware of and I 
abide by any existing 
agency policies 
concerning sexual 
orientation and gender 
diversity. For example, 
there may be agency 
level policies and 
procedures on using 
gender inclusive 
language. Abides by 
policies and laws 

I am aware of and I abide 
by any existing agency 
policies concerning 
sexual orientation and 
gender diversity. For 
example, there may be 
agency level policies and 
procedures on using 
gender inclusive 
language. Mission 
statements, policies, and 
procedures 

I am aware of and I 
abide by any existing 
agency policies 
concerning sexual 
orientation and gender 
diversity. For example, 
there may be agency 
level policies and 
procedures on using 
gender inclusive 
language. Mission 
statements, policies, 
and procedures 

I abide by agency 
personnel policies 
concerning sexual 
orientation and gender 
diversity. Mission 
statements, policies, 
and procedures 

Not on original 

Q3 I participate in ongoing 
training on sexual and/or 

I participate in ongoing 
training on sexual and/or 

I participate in ongoing 
training on sexual 

I participate in ongoing 
training on sexual 

I utilize opportunities 
for ongoing training 
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Item 
Number 

Phase Three Phase Two: Pilot Testing Phase Two: Pre-Testing Phase One: Literature 
Findings 

Original 

gender diversity and 
health. Participates in 
ongoing education and 
training 

gender diversity and 
health. Education and 
training 

orientation and/or gender 
identity and health. 
Education and training 

orientation and/or 
gender identity and 
health. Provider 
education and training 

on sexual orientation 
and gender identity 
issues.  

Q4 Item deleted.  I continuously engage in 
opportunities to learn 
from clients who identify 
as sexually and/or gender 
diverse.  Education and 
training 

I continuously engage in 
opportunities to learn 
from clients who identify 
as sexually or gender 
diverse.  Education and 
training 

I engage in 
opportunities to learn 
from clients who 
identify as sexually or 
gender diverse. 
Provider education 
and training 

Not on original 

Q5 I keep up to date on 
culturally appropriate 
terminology for different 
subgroups of the 
sexually and/or gender 
diverse population. For 
example, I can name the 
identities within the 
LGBTQQIP2SAA 
acronym and I 
understand the 
limitations of such 
acronyms. Participates 
in ongoing education 
and training 

I keep up to date on 
culturally appropriate 
terminology for different 
subgroups of the sexually 
and/or gender diverse 
population. For example, 
I can name the identities 
within the 
LGBTQQIP2SAA 
acronym and I understand 
the limitations of such 
acronyms. Education 
and training 

I keep up to date on 
culturally appropriate 
terminology for different 
subgroups of the 
sexually and gender 
diverse population. For 
example, I can name the 
identities within the 
LGBTQQIP2SAA 
acronym. Education 
and training 

I keep up to date on 
culturally appropriate 
terminology for 
different subgroups of 
the sexually and gender 
diverse population. 
Provider education 
and training 

Not on original, 
adapted from 
workplace assessment 
tool. 

Q6 I participate in ongoing 
anti-oppression training 
which teaches about 
structures of oppression 
and helps me to critically 

I participate in ongoing 
anti-oppression training 
which teaches about 
structures of oppression 
and helps me to critically 

I participate in ongoing 
anti-oppression training 
which teaches about 
structures of oppression 
and helps me to critically 

Not applicable Not on original 
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Item 
Number 

Phase Three Phase Two: Pilot Testing Phase Two: Pre-Testing Phase One: Literature 
Findings 

Original 

examine my own biases 
and privileges. 
Participates in ongoing 
education and training 

examine my own biases 
and privileges. 
Education and training 

examine my own biases 
and privileges. 
Education and training 

Q7 Item deleted.  I regularly monitor my 
attitudes, values, 
behaviours, and practice 
for discrimination based 
on sexual orientation and 
gender identity. Self-
reflection and critique  

I regularly monitor my 
attitudes, values, 
behaviours, and practice 
for discrimination based 
on sexual orientation and 
gender identity. Self-
reflection and critique 

I regularly monitor my 
attitudes, values, 
behaviours, and practice 
for discrimination based 
on sexual orientation 
and gender identity. 
Self-reflection and 
critique 

 I monitor my 
attitudes, values, 
behaviours and 
practice for 
discrimination based 
on sexual orientation 
or gender identity. 

Q8 I regularly examine my 
own beliefs for cisexism 
and heterosexism. 
Practices critical self-
reflection 

I regularly examine my 
own beliefs for cisexism 
and heterosexism. Self-
reflection and critique 

I regularly examine my 
own beliefs for cisexism 
and heterosexism. Self-
reflection and critique 

I regularly examine my 
own beliefs for 
heterosexism and 
cissexism. Provider 
education and training 

I examine my own 
beliefs for 
heterosexism.  

Q9 I monitor my values and 
language for 
generalizations, 
regarding sexual 
orientation and sexual 
identity. Practices 
critical self-reflection  

I monitor my values and 
language for 
generalizations, regarding 
sexual orientation and 
sexual identity. Self-
reflection and critique   

I monitor my values and 
language for 
generalizations, 
regarding sexual 
orientation and sexual 
identity. Self-reflection 
and critique  

I monitor my values and 
language for 
generalizations, 
regarding sexual 
orientation and sexual 
identity. Provider 
education and training 

I monitor my values 
and language for 
generalizations, re: 
sexual orientation and 
sexual identity.  
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Item 
Number 

Phase Three Phase Two: Pilot Testing Phase Two: Pre-Testing Phase One: Literature 
Findings 

Original 

Q10 I regularly reflect on my 
own privileges and the 
power imbalance this can 
create between myself 
and others, including 
sexually and/or gender 
diverse persons. 
Practices critical self-
reflection 

I regularly reflect on my 
own privileges and the 
power imbalance this can 
create between myself 
and others, including 
sexually and/or gender 
diverse persons. Self-
reflection and critique 

I regularly reflect on my 
own privileges and the 
power imbalance this 
can create between 
myself and others, 
including sexually and 
gender diverse persons. 
Self-reflection and 
critique 

I regularly reflect on my 
own privileges Provider 
education and training 

Not on original. 

Q11 I engage in critical self-
reflection after 
interactions with 
sexually and/or gender 
diverse persons. For 
example, clients, 
community partners, and 
colleagues. Practices 
critical self-reflection 

I engage in critical self-
reflection after 
interactions with sexually 
and/or gender diverse 
persons. For example, 
clients, community 
partners, and colleagues. 
Self-reflection and 
critique 

I engage in critical self-
reflection after 
interactions with 
sexually and gender 
diverse persons (For 
example, clients, 
community partners, and 
colleagues). Self-
reflection and critique 

I engage in critical self-
reflection after 
interactions with 
sexually and gender 
diverse persons (For 
example, clients, 
community partners, 
and colleagues). 
Provider education 
and training 

Not on original 

Q12 I am honest about the 
limits of my 
understanding of sexual 
orientation and gender 
diversity. Practices 
critical self-reflection 

I am honest about the 
limits of my 
understanding of sexual 
orientation and gender 
diversity. Self-reflection 
and critique 

I am honest about the 
limits of my 
understanding of sexual 
orientation and gender 
diversity. Self-reflection 
and critique  

I am honest about the 
limits of my 
understanding of sexual 
orientation and gender 
diversity. Provider 
education and training  

I am honest about the 
limits of my 
understanding of 
sexual orientation and 
gender diversity.  

Q13 I embrace co-workers of 
all sexual orientations 
and gender identities. 
Embraces persons who 

I embrace co-workers of 
all sexual orientations 
and gender identities. 
Treatment of staff 

I embrace co-workers of 
all sexual orientations 
and gender identities. 
Treatment of staff 

I am accepting of co-
workers of all sexual 
orientations and gender 
identities. Treatment of 
staff 

I am comfortable 
working with co-
workers of all sexual 
orientations and 
gender identities.  
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Item 
Number 

Phase Three Phase Two: Pilot Testing Phase Two: Pre-Testing Phase One: Literature 
Findings 

Original 

identify as sexually 
and/or gender diverse   

Q14 I embrace managers and 
agency leaders of all 
sexual orientations and 
gender identities.  
Embraces persons who 
identify as sexually 
and/or gender diverse  

I embrace managers and 
agency leaders of all 
sexual orientations and 
gender identities. 
Treatment of staff 

I embrace managers and 
agency leaders of all 
sexual orientations and 
gender identities. 
Treatment of staff 

I am accepting of 
managers and 
organizational leaders of 
all sexual orientations 
and gender identities. 
Treatment of staff 

I would feel 
comfortable if my 
manager were 
lesbian, gay, bisexual, 
transsexual, 
transgender, two-
spirit, or intersex. 

Q15 I embrace clients and 
communities of all 
sexual orientations and 
gender identities.  
Embraces persons who 
identify as sexually 
and/or gender diverse 

I embrace clients and 
communities of all sexual 
orientations and gender 
identities. Working with 
clients 

I embrace clients and 
communities of all 
sexual orientations and 
gender identities. 
Working with clients  

I am accepting of clients 
and communities of all 
sexual orientations and 
gender identities. 
Working with clients  

 I am comfortable 
working with clients 
and communities of 
all sexual orientations 
and gender identities.  

Q16 Item deleted.  I endeavour to use 
inclusive language such 
as "partner" instead of 
"girlfriend/boyfriend" or 
"wife/husband". 
Working with clients 

I endeavour to use 
inclusive language such 
as "partner" instead of 
"girlfriend/boyfriend" or 
"wife/husband". 
Working with clients 

I endeavor to use 
inclusive language such 
as “partner” instead of 
“girlfriend/boyfriend” or 
“wife/husband”. 
Working with clients 

I endeavor to use 
inclusive language 
such as “partner” 
instead of 
“girlfriend/boyfriend” 
or “wife/husband”. 

Q17 Item deleted.  I privately ask all clients 
their name and pronouns. 
Working with clients 

I privately ask all clients 
about their preferred 
name and pronouns. 
Working with clients 

I privately ask clients 
about their name and 
pronouns. Working 
with clients 

Not on original. 
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Item 
Number 

Phase Three Phase Two: Pilot Testing Phase Two: Pre-Testing Phase One: Literature 
Findings 

Original 

Q18 Item deleted.  When providing services, 
I use questions and 
comments that are 
inclusive of all sexual 
orientations and gender 
identities. Working with 
clients 

When providing 
services, I use questions 
and comments that are 
inclusive of all sexual 
orientations and gender 
identities. Working with 
clients 

When providing 
services, I use questions 
and comments that are 
inclusive of all sexual 
orientations and gender 
identities. Working 
with clients 

When providing 
individual or group 
services, I use 
questions and 
comments that are 
inclusive of all sexual 
orientations and 
gender identities.  

Q19 I treat people of all 
sexual orientations and 
gender identities as 
individuals with many 
roles and identities. 
Considers social 
context and 
intersections 

I treat people of all sexual 
orientations and gender 
identities as individuals 
with many roles and 
identities. Working with 
clients 

I treat people of all 
sexual orientations and 
gender identities as 
individuals with many 
roles and identities. 
Working with clients 

I treat people of all 
sexual orientations and 
gender identities as 
individuals with many 
roles and identities. 
Working with clients 

I treat people of all 
sexual orientations 
and gender identities 
as individuals with 
many roles and 
identities. 

Q20 I ask questions to 
understand the personal 
lived realities of sexually 
and/or gender diverse 
persons. Considers 
social context and 
intersections 

I ask questions to 
understand the personal 
lived realities of sexually 
and/or gender diverse 
persons.  Working with 
clients 

I ask questions to 
understand the personal 
lived realities of sexually 
and gender diverse 
persons.  Working with 
clients  

 I ask questions to 
understand the personal 
lived realities of others. 
Working with clients  

I ask questions to 
understand the 
personal lived 
realities of others. 
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Item 
Number 

Phase Three Phase Two: Pilot Testing Phase Two: Pre-Testing Phase One: Literature 
Findings 

Original 

Q21 I have aligned my 
practice with the notion 
that discrimination 
against sexually and/or 
gender diverse persons in 
the form of 
heterosexism, cissexism, 
and/or monosexism, can 
intersect with other 
oppressions such as 
racism and sexism. 
Considers social 
context and 
intersections 

 I have aligned my 
practice with the notion 
that discrimination 
against sexually and/or 
gender diverse persons, 
in the form of 
heterosexism, cissexism, 
and/or monosexism, can 
intersect with other 
oppressions such as 
racism and sexism. 
Working with clients 

 I have aligned my 
practice with the notion 
that discrimination 
against sexual and 
gender diverse persons, 
in the form of 
heterosexism, cissexism, 
and/or monosexism, can 
intersect with other 
oppressions such as 
racism and sexism. 
Working with clients 

I have aligned my 
practice with the notion 
that discrimination 
against sexual and 
gender diverse persons, 
in the form of 
heterosexism, bisexism, 
cissexism and/or 
monosexism, can 
intersect with other 
oppressions such as 
racism and sexism. 
Working with clients 

I understand how 
homophobia, 
biphobia, transphobia 
and monosexism 
relate to other 
oppressions such as 
racism and sexism. 

Q22 I avoid making 
assumptions about a 
person's sexual 
orientation and gender 
identity based on the 
person's appearance, 
actions, or words. Does 
not make inappropriate 
assumptions 

I avoid making 
assumptions about a 
person's sexual 
orientation and gender 
identity based on the 
person's appearance, 
actions or words. 
Working with clients 

I avoid making 
assumptions about a 
person's sexual 
orientation or gender 
identity based on the 
person's appearance, 
actions or words. 
Working with clients 

I avoid making 
assumptions about a 
persons’ sexual 
orientation or gender 
identity based on the 
person’s appearance, 
actions or words. 
Working with clients 

I recognize that a 
person’s appearance, 
actions or words may 
not be reflective of 
that person’s sexual 
orientation or gender 
identity, and I avoid 
making assumptions 
based on these 
characteristics.  

Q23 I do not assume that a 
person's sexual activity 
is consistent with their 
sexual identity. Does not 
make inappropriate 
assumptions 

I do not assume that a 
person's sexual activity is 
consistent with their 
sexual identity. Working 
with clients 

I do not assume that a 
person's sexual activity 
is consistent with their 
sexual identity. 
Working with clients  

I do not assume that a 
person’s sexual activity 
is consistent with their 
sexual identity. 
Working with clients  

I understand that 
people may engage in 
sexual activity that is 
not consistent with 
their sexual identity. 
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Item 
Number 

Phase Three Phase Two: Pilot Testing Phase Two: Pre-Testing Phase One: Literature 
Findings 

Original 

Q24 Item deleted.  I practice based on the 
knowledge that the 
presenting problems of 
clients who identify as 
sexually and/or gender 
diverse may not be 
related to their sexual 
orientation or gender 
identity. Working with 
clients 

I practice based on the 
knowledge that the 
presenting problems of 
clients who identify as 
sexually and/or gender 
diverse may not be 
related to their sexual 
orientation or gender 
identity. Working with 
clients 

I practice based on the 
knowledge that the 
presenting problems of 
clients who identify as 
sexually and/or gender 
diverse may not be 
related to their sexual 
orientation or gender 
identity. Working with 
clients 

I am aware that the 
presenting problems 
of lesbian, gay, 
bisexual, transsexual, 
transgender, two-
spirit, intersex, queer, 
and questioning 
clients may not be 
related to sexual 
orientation or gender 
identity, 

Q25 Item deleted.  I ask for clarification 
from sexually and/or 
gender diverse clients 
when there is a relevant 
aspect of their lives that I 
do not fully understand. 
Working with clients 

I ask for clarification 
from sexually and 
gender diverse clients 
when there is a relevant 
aspect of their lives that I 
do not fully understand. 
Working with clients 

I ask for clarification 
from sexually and 
gender diverse clients 
when there is a relevant 
aspect of their lives that 
I do not fully 
understand. Working 
with clients 

Not on original, 
adapted from 
workplace assessment 
tool.  

Q26 When I am unsure about 
best practices, I admit 
uncertainty to the client. 
Reacts with 
humbleness to 
uncertainty 

When I am unsure about 
best practices, I admit 
uncertainty to the client. 
Working with clients 

When I am unsure about 
best practices, I admit 
uncertainty to the client. 
Working with clients 

When I am unsure about 
best practices, I admit 
uncertainty to the client. 
Working with clients 

Not on original 

Q27 When I am unsure about 
best practices, I work to 
seek out the answer in 
partnership with the 
client. Reacts with 

When I am unsure about 
best practices, I work to 
seek out the answer in 
partnership with the 
client. Working with 
clients 

When I am unsure about 
best practices, I work to 
seek out the answer in 
partnership with the 
client. Working with 
clients 

When I am unsure about 
best practices, I work to 
seek out the answer in 
partnership with the 
client. Working with 
clients  

Not on original 
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Original 

humbleness to 
uncertainty 

Q28 Item deleted.  When discussing health 
challenges encountered 
by persons who identify 
as sexually and/or gender 
diverse, I acknowledge 
the social context within 
which these challenges 
may occur. Working 
with clients 

When discussing health 
challenges encountered 
by persons who identify 
as sexually or gender 
diverse, I acknowledge 
the social context within 
which these challenges 
may occur. Working 
with clients.  

When discussing health 
challenges encountered 
by persons who identify 
as sexually or gender 
diverse, I acknowledge 
the social context within 
which these challenges 
may occur. Working 
with clients.  

Not on original, 
adapted from 
workplace assessment 
tool.  

Q29 Item deleted.  I assist clients in 
overcoming internalized 
negative attitudes 
towards their sexual 
orientation or gender 
identity. Working with 
clients 

I assist clients in 
overcoming internalized 
negative attitudes 
towards their sexual 
orientation or gender 
identity. Working with 
clients.  

I assist clients in 
overcoming internalized 
negative attitudes 
towards their sexual 
orientation or gender 
identity. Working with 
clients 

Not on original, 
adapted from 
workplace assessment 
tool. 

Q30 I explain to clients how 
their confidentiality will 
be protected and who 
will have access to their 
information.  Protects 
client confidentiality  

I explain to clients how 
their confidentiality will 
be protected and who will 
have access to 
information. Working 
with clients 

I explain to clients how 
their confidentiality will 
be protected and who 
will have access to 
information. Working 
with clients.  

I explain to clients how 
their confidentiality will 
be protected and who 
will have access to 
information. Working 
with clients.  

Not on original, 
adapted from 
workplace assessment 
tool. 

Q31 I give the option of not 
answering a question if 
confidentiality cannot be 
protected, or the client 
does not wish to respond. 

I give the option of not 
answering a question if 
confidentiality cannot be 
protected, or the client 
does not wish to respond. 
Working with clients 

I give the option of not 
answering a question if 
confidentiality cannot be 
protected, or the client 
does not wish to 

I give the option of not 
answering a question if 
confidentiality cannot be 
protected, or the client 
does not wish to 

Not on original, 
adapted from 
workplace assessment 
tool. 
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Original 

Protects client 
confidentiality 

respond. Working with 
clients.  

respond. Working with 
clients.  

Q32 Item deleted.  I provide respectful care 
to sexually and/or gender 
diverse clients across the 
lifespan. Working with 
clients 

I provide respectful care 
to sexually and gender 
diverse clients across the 
lifespan. Working with 
clients.  

I provide appropriate 
care to sexually and 
gender diverse clients 
across the lifespan. 
Working with clients.  

Not on original, 
adapted from 
workplace assessment 
tool. 

Q33 I declare my own 
pronouns when 
introducing myself. 
Engages in self-
disclosure of own 
identity, as needed 

I declare my own 
pronouns when 
introducing myself. 
Working with clients.  

I declare my own 
preferred pronouns when 
introducing myself. 
Working with clients.  

Not applicable Not on original 

Q34 I disclose my own sexual 
orientation or gender 
identity if appropriate 
and relevant. For 
example, if it supports a 
client in feeling safe to 
disclose themselves. 
Engages in self-
disclosure of own 
identity, as needed 

I disclose my own sexual 
orientation or gender 
identity if appropriate and 
relevant. For example, if 
it supports a client in 
feeling safe to disclose 
themselves. Working 
with clients.  

I disclose my own sexual 
orientation or gender 
identity if appropriate 
and relevant. For 
example, if it supports a 
client in feeling safe to 
disclose themselves. 
Working with clients.  

I disclose my own 
sexual orientation or 
gender identity if 
appropriate and relevant. 
For example, if it 
supports a client in 
feeling safe to disclose 
themselves. Working 
with clients.  

Not on original, 
adapted from 
workplace assessment 
tool. 

Q35 I assess for prevalent risk 
factors amongst sexually 
and/or gender diverse 
clients such as isolation, 
harassment, depression, 
suicide ideation, and 
substance use. Applies 
nursing knowledge and 

I assess for prevalent risk 
factors amongst sexually 
and/or gender diverse 
clients such as isolation, 
harassment, depression, 
suicide ideation, and 
substance use. Working 
with clients.   

I assess for prevalent 
risk factors amongst 
sexual and gender 
diverse clients such as 
isolation, harassment, 
depression, suicide 
ideation, substance use. 
Working with clients.   

I assess for prevalent 
risk factors amongst 
sexual and gender 
diverse clients such as 
social isolation, 
harassment, depression, 
suicide ideation, 

Not on original, 
adapted from 
workplace assessment 
tool. 
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Original 

assessment skills to 
inform approach to 
care 

substance use. Working 
with clients.  

Q36 I assess for resilient 
factors in sexually and/or 
gender diverse clients 
such as social supports 
and community 
belonging. Applies 
nursing knowledge and 
assessment skills to 
inform approach to 
care 

I assess for resilient 
factors in sexually and/or 
gender diverse clients 
such as social supports 
and community 
belonging. Working 
with clients.  

I assess for resilient 
factors in sexual and 
gender diverse clients 
such as social supports 
and community 
belonging. Working 
with clients.  

I assess for resilient 
factors in sexual and 
gender diverse clients 
such as social supports 
and community 
belonging. Working 
with clients.  

Not on original 

Q37 I provide care based on 
the notion that disclosure 
of one's sexual 
orientation or gender 
identity can be a lifelong 
process. A client may be 
seeking supports to aid 
in this process of 
disclosure. Applies 
nursing knowledge and 
assessment skills to 
inform approach to 
care 

I provide care based on 
the notion that disclosure 
of one's sexual 
orientation or gender 
identity can be a lifelong 
evolving process. A 
client may be seeking 
supports to aid in this 
process of disclosure. 
Working with clients.  

I provide care based on 
the notion that disclosure 
of one's sexual 
orientation or gender 
identity can be a lifelong 
evolving process. A 
client may be seeking 
supports to aid in this 
process of disclosure. 
Working with clients.  

I provide care for clients 
based on the notion that 
disclosure of one’s 
sexual orientation or 
gender identity can be a 
lifelong process. 
Working with clients.  

Not on original, 
adapted from 
workplace assessment 
tool. 
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Original 

Q38 Item deleted.  In practice, I 
acknowledge the 
privilege society bestows 
on some groups such as 
heterosexual and 
cisgender persons. 
Working with clients.  

In practice, I 
acknowledge the 
privilege society bestows 
on some groups such as 
heterosexual and 
cisgender persons. 
Working with clients.  

In practice, I 
acknowledge the 
privilege society 
bestows on some 
groups, such as 
heterosexuals and 
cisgender persons. 
Working with clients.  

 I utilize an anti-
oppression 
framework in my 
practice (e.g. 
acknowledging the 
privilege society 
bestows on some 
groups) 

Q39 Item deleted.  I have been or would be 
accepting of a person 
disclosing their sexual 
orientation and/or gender 
identity to me. Working 
with clients.  

I have been or would be 
accepting of a person 
disclosing their sexual 
orientation or gender 
identity to me. Working 
with clients.  

 I have been or would be 
accepting of a person 
disclosing their sexual 
orientation or gender 
identity to me. Working 
with clients.  

I have been/or would 
be accepting of an 
LGBTTTIQQ person 
coming out to me. 

Q40 When working with 
client groups, I establish 
group norms or rules that 
facilitate the safety and 
inclusion of participants 
from sexually and/or 
ender diverse 
communities. 
Establishes inclusivity 
in groups programs  

When working with 
client groups, I establish 
group norms or rules that 
facilitate the safety and 
inclusion of participants 
from sexually and/or 
gender diverse 
communities. Group 
programs and services.  

When working with 
client groups, I establish 
group norms or rules that 
facilitate the safety and 
inclusion of participants 
from sexually and 
gender diverse 
communities. Group 
programs and services.  

When working with 
client groups, I establish 
group norms that 
facilitate the safety and 
inclusion of participants 
from sexually and 
gender diverse 
communities. Group 
programs and services. 

Not on original, 
adapted from 
workplace assessment 
tool. 
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Original 

Q41 In working with groups, 
I create a climate that 
allows for voluntary self-
identification and/or self-
disclosure of sexual 
orientation and/or gender 
identity. Establishes 
inclusivity in groups 
programs 

In working with groups, I 
create a climate that 
allows for voluntary self-
identification and/or self-
disclosure of sexual 
orientation and/or gender 
identity. Group 
programs and services.  

In working with groups, 
I create a climate that 
allows for voluntary self-
identification and/or 
self-disclosure of sexual 
orientation and/or gender 
identity. Group 
programs and services.  

In working with groups, 
I create a climate that 
allows for voluntary 
self-identification and/or 
self-disclosure of sexual 
orientation and/or 
gender identity. Group 
programs and services.  

Not on original, 
adapted from 
workplace assessment 
tool. 

Q42 Item deleted.  When working with 
client groups, I intervene 
when homophobia, 
biphobia or transphobia 
threatens members' safety 
or integrity. Group 
programs and services.  

When working with 
client groups, I intervene 
when homophobia, 
biphobia or transphobia 
threatens members' 
safety or integrity. 
Group programs and 
services.  

When working with 
client groups, I 
intervene when 
homophobia, biphobia 
or transphobia threatens 
members’ safety or 
integrity. Group 
programs and services.  

Not on original, 
adapted from 
workplace assessment 
tool. 

Q43 I review forms regularly 
for inclusivity, including 
inclusive language, 
content, and visuals.  
Works towards 
inclusive and 
transparent 
documentation 

I review forms regularly 
for inclusivity, including 
inclusive language, 
content, and visuals. 
Client documentation 
and forms.  

I review forms regularly 
for inclusivity, including 
inclusive language, 
content, and visuals. 
Client documentation 
and forms.  

I review forms regularly 
for inclusivity, including 
inclusive language, 
content, and visuals. 
Client documentation 
and forms. 

I review forms, 
histories, posters, etc. 
regularly for 
inclusivity and 
appropriate language. 

Q44 I am explicit with clients 
about how sexual 
orientation, gender 
identity, and sexual 
behaviour will be 

I am explicit with clients 
about how sexual 
orientation, gender 
identity, and sexual 
behaviour will be 

I am explicit with clients 
about how sexual 
orientation, gender 
identity, and sexual 
behaviour will be 

I am explicit with clients 
about how sexual 
orientation, gender 
identity, and sexual 
behaviour will be 

Not on original, 
adapted from 
workplace assessment 
tool. 
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Original 

documented. Works 
towards inclusive and 
transparent 
documentation 

documented. Client 
documentation and 
forms.  

documented. Client 
documentation and 
forms.  

documented. Client 
documentation and 
forms.  

Q45 With consent from the 
client, I record the clients 
name and pronouns in a 
way that is clear and 
visible for future 
members of the care 
team. Works towards 
inclusive and 
transparent 
documentation 

With consent from the 
client, I record the clients 
name and pronouns in a 
way that is clear and 
visible for future 
members of the care 
team. Client 
documentation and 
forms.  

With consent from the 
client, I record clients 
preferred name and 
pronouns in a way that is 
clear and visible for 
future members of the 
care team. Client 
documentation and 
forms.  

Not applicable Not on original 

Q46 I keep an updated list of 
resources for clients who 
identify as sexually 
and/or gender diverse. 
Maintains resources 
and referrals for 
sexually and/or gender 
diverse persons 

I keep an updated list of 
resources for clients who 
identify as sexually 
and/or gender diverse. 
Client resources and 
referral lists.  

I keep an updated list of 
resources for clients who 
identify as sexually and 
gender diverse. Client 
resources and referral 
lists.  

I keep an updated list of 
resources for people 
who identify as sexually 
and gender diverse. 
Client resources and 
referral lists.   

I keep a list of 
resources for people 
who are lesbian, gay, 
bisexual, transsexual, 
transgender, two-
spirit, intersex, queer 
or questioning. 

Q47 I keep an updated list of 
referrals to safe and 
qualified providers for 
clients who identify as 
sexually and/or gender 
diverse. Maintains 
resources and referrals 
for sexually and/or 
gender diverse persons 

I keep an updated list of 
referrals to safe and 
qualified providers for 
clients who identify as 
sexually and/or gender 
diverse. Client resources 
and referral lists.  

I keep an updated list of 
referrals to safe and 
qualified providers for 
clients who identify as 
sexually and gender 
diverse. Client 
resources and referral 
lists.  

I keep an updated list of 
appropriate referrals for 
people who identify as 
sexually and gender 
diverse. Client 
resources and 
referrals.  

Not on original 
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Q48 Item deleted.  As a participant in 
ongoing training on 
positive spaces, I have 
posted an equal rights 
visual cue in my personal 
work area (for example, a 
positive space sticker at 
my desk). Physical cues.  

As a participant in 
ongoing training on 
positive spaces, I have 
posted an equal rights 
visual cue in my 
personal work area (for 
example, a positive 
space sticker at my 
desk). Physical cues.  

I have posted an equal 
rights statement in my 
work area (for example, 
a positive space sticker). 
Physical cues.  

I have an equal rights 
statement posted in 
my work area (e.g. 
“positive space” 
sticker) 

Q49 Item deleted.  I post positive images 
and posters of sexually 
and/or gender diverse 
people in my workspace. 
Physical cues.  

I post positive images 
and posters of sexually 
and gender diverse 
people in my workspace. 
Physical cues.  

I post positive images 
and posters of sexually 
and gender diverse 
people in my 
workspace. Physical 
cues 

I post positive images 
and posters of sexual 
orientation minorities 
and gender diverse 
people.  

Q50 Item deleted.  I refrain from posting 
equal rights visual cues 
(e.g. positive space 
stickers) in areas that may 
not be safe for sexually 
and/or gender diverse 
persons. Physical cues. 

I refrain from posting 
equal rights visual cues 
(e.g. positive space 
stickers) in areas that 
may not be safe for 
sexually and gender 
diverse persons. 
Physical cues. 

Not applicable Not on original 

Q51 I advocate for policies 
that include non-
discrimination related to 
sexually and/or gender 
diverse persons. 
Advocates for safer 
spaces 

I advocate for policies 
that include non-
discrimination related to 
sexually and/or gender 
diverse persons. 
Advocacy.  

I advocate for policies 
that include non-
discrimination related to 
sexually and gender 
diverse persons. 
Advocacy.  

I advocate for policies 
that include non-
discrimination related to 
sexually and gender 
diverse persons. 
Advocacy.  

I advocate for policies 
that include non-
discrimination related 
to sexual orientation 
minorities and gender 
diverse persons. 
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Q52 I encourage ongoing 
education about sexual 
orientation and gender 
identity in my 
workplace. Advocates 
for safer spaces 

I encourage ongoing 
education about sexual 
orientation and gender 
identity in my workplace. 
Advocacy.  

I encourage ongoing 
education about sexual 
orientation and gender 
identity in my 
workplace. Advocacy.  

I encourage ongoing 
education about sexual 
orientation and gender 
identity in my 
workplace. Advocacy.  

I encourage education 
about sexual 
orientation and 
gender identity in my 
workplace. 

Q53 I strive to safeguard the 
rights of sexually and/or 
gender diverse persons. 
Advocates for safer 
spaces 

I strive to safeguard the 
rights of sexually and/or 
gender diverse persons. 
Advocacy.  

I strive to safeguard the 
rights of sexually and 
gender diverse persons. 
Advocacy.  

I work to safeguard the 
rights of sexually and 
gender diverse persons. 
Advocacy.  

I work to safeguard 
the rights of sexual 
orientation and 
gender diverse 
minorities. 

Q54 I confront statements and 
jokes that discriminate or 
make fun of persons who 
identify as sexually 
and/or gender diverse. 
Stands up against 
discrimination and 
stereotypes 

I confront statements and 
jokes that discriminate or 
make fun of persons who 
identify as sexually 
and/or gender diverse. 
Advocacy.  

I confront statements and 
jokes that discriminate or 
make fun of persons who 
identify as sexually or 
gender diverse. 
Advocacy.  

I confront statements 
and jokes that 
discriminate or make 
fun of persons who 
identify as sexually or 
gender diverse. 
Advocacy.  

I confront statements 
and jokes that 
discriminate or make 
fun of gays, lesbians, 
bisexuals, 
transsexuals, or two 
spirit people. 

Q55 I challenge gender 
stereotypes. For 
example, I challenge the 
stereotypes that those 
who identify as female 
will care for the children 
while those who identify 
as male will earn money 
at work. Stands up 
against discrimination 
and stereotypes  

I challenge gender 
stereotypes. For example, 
I challenge the stereotype 
that those who are female 
will care for the children 
while those who are male 
will earn money at work. 
Advocacy.  

I challenge gender 
stereotypes. For 
example, I challenge the 
stereotype that those 
who are female will care 
for the children while 
those who are male will 
earn money at work. 
Advocacy.  

I challenge gender 
stereotypes. Advocacy.  

I challenge gender 
stereotypes. 
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Original 

Q56 I intervene when 
discrimination by 
association occurs. For 
example, discrimination 
against heterosexuals 
who support the rights of 
sexually and/or gender 
diverse persons. Stands 
up against 
discrimination and 
stereotypes 

I intervene when 
discrimination by 
association occurs. For 
example, discrimination 
against heterosexuals 
who support the rights of 
sexually and/or gender 
diverse persons. 
Advocacy.  

I intervene when 
discrimination by 
association occurs. For 
example, discrimination 
against heterosexuals 
who support the rights of 
sexual and gender 
diverse persons. 
Advocacy.  

I intervene when 
discrimination by 
association occurs. For 
example, discrimination 
against heterosexuals 
who support the rights 
of sexual and gender 
diverse persons. 
Advocacy.  

I can recognize 
discrimination by 
association (e.g. 
discrimination against 
heterosexuals who 
support the rights of 
minorities) 

Q57 Item deleted.  I lobby for changes to 
client documentation that 
support the respectful and 
safe care of sexually 
and/or gender diverse 
clients. For example, I 
lobby for the inclusion of 
a dedicated space to 
document names and 
pronouns in addition to 
legal names. Advocacy 

I lobby for changes to 
client documentation 
that support the 
respectful and safe care 
of sexual and gender 
diverse clients. For 
example, I lobby for the 
inclusion of a dedicated 
space to document 
preferred names and 
pronouns in addition to 
legal names. Advocacy 

Not applicable Not on original 

Q58 Not applicable Not applicable Item deleted.  I monitor whether my 
decisions are made 
based on personal 
values. Provider 
education and 
training. 

 I monitor my own 
and others’ double 
standards, qualifying 
statements and value 
judgments. 

Q59 Not applicable Not applicable Item deleted.  I monitor my own 
double standards. 
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Findings 

Original 

Provider education 
and training. 

Q60 Not applicable. Not applicable. Item deleted.  I reflect on the myths 
and misconceptions 
around bisexuality. 
Provider education 
and training.  

Not on original, 
adapted from 
workplace assessment 
tool. 

Bolded items represent assigned themes 
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Appendix D 

Workplace Assessment Tool Modifications by Study Phase 

Item 
Number 

Phase Three Phase Two: Pilot 
Testing 

Phase Two: Pre-
Testing 

Phase One: Literature 
Findings 

Original 

Q1 Item deleted.  Managers work with 
staff to support them in 
implementing the 
agency's mission and 
value statements related 
to diversity, including 
sexual orientation and 
gender identity. 
Mission statements, 
policies, and 
procedures 

Managers work with 
staff to support them in 
implementing the 
agency’s mission and 
value statements 
related to diversity, 
including sexual 
orientation and gender 
identity. Mission 
statements, policies, 
and procedures 

Managers work with staff 
to support them in 
implementing the 
agency’s mission and 
value statements related 
to diversity, including 
sexual orientation and 
gender identity. Mission 
statements, policies, and 
procedures 

Managers ensure staff is 
implementing the 
agency’s mission and 
value statements related 
to diversity, including 
sexual orientation and 
gender identity, 
regardless of personal 
values and beliefs of staff. 
Administration 

Q2 Item deleted.  Gender neutral 
language is used in 
agency policies. 
Mission statements, 
policies, and 
procedures 

Gender neutral 
language is used in 
agency policies. 
Mission statements, 
policies, and 
procedures 

Gender neutral language 
is used in agency policies. 
Mission statements, 
policies, and procedures 

Not on original.  

Q3 Personnel policies and 
practices comply with 
the Canadian and 
provincial human 
rights code. Policies 
and procedures 

Personnel policies and 
practices comply with 
the Canadian and 
provincial human rights 
code. Mission 
statements, policies, 
and procedures 

Personnel policies and 
practices comply with 
the Canadian and 
provincial human rights 
code. Mission 
statements, policies, 
and procedures 

Personnel policies and 
practices comply with the 
Canadian and provincial 
human rights code. 
Mission statements, 
policies, and procedures 

Personnel policies and 
practices comply with the 
Canadian and provincial 
human rights code. 
Personnel policies and 
practices - Staff 
recruitment  

Q4 The Board of Health 
has a process that 
informs board 

The Board of Health 
has a process that 
informs board members 

The Board of Health 
has a process that 
informs board members 

The Board of Health has a 
process that informs 
board members of the 

The Board of Governors 
or Board of Health has a 
process that informs 
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members of the 
agency's 
accountability for any 
employee and client 
complaints related to 
discrimination or 
harassment to sexual 
orientation and gender 
identity. Policies and 
procedures 

of the agency's 
accountability for any 
employee and client 
complaints related to 
discrimination or 
harassment to sexual 
orientation and gender 
identity. Mission 
statements, policies, 
and procedures 

of the agency’s 
accountability for any 
employee and client 
complaints related to 
discrimination or 
harassment related to 
sexual orientation and 
gender identity. 
Mission statements, 
policies, and 
procedures 

agency’s accountability 
for any employee and 
client complaints related 
to 
discrimination/harassment 
related to sexual 
orientation and gender 
identity. Mission 
statements, policies, and 
procedures 

Board members of the 
agency’s accountability 
for any employee and 
client complaints related 
to 
discrimination/harassment 
related to sexual 
orientation and gender 
identity. Governance 

Q5 The agency has clearly 
written non-
discrimination and 
harassment policies 
that explicitly include 
sexual orientation and 
gender identity. 
Policies and 
procedures 

The agency has clearly 
written non-
discrimination and 
harassment policies that 
explicitly include sexual 
orientation and gender 
identity. Mission 
statements, policies, 
and procedures 

The agency has clearly 
written non-
discrimination and 
harassment policies 
that explicitly include 
sexual orientation and 
gender identity. 
Mission statements, 
policies, and 
procedures 

The agency has clearly 
written non-
discrimination and 
harassment policies that 
explicitly include sexual 
orientation and gender 
identity. Mission 
statements, policies, and 
procedures 

The agency has clearly 
written non-
discrimination and 
harassment policies that 
explicitly include sexual 
orientation and gender 
identity. Personnel 
policies and practices -
Staff retention 

Q6 The agency has a clear 
policy statement that 
encourages inclusive 
language, behaviours 
or practices related to 
sexual orientation and 
gender identity. 
Policies and 
procedures 

The agency has a clear 
policy statement that 
encourages inclusive 
language, behaviours or 
practices related to 
sexual orientation and 
gender identity. 
Mission statements, 
policies, and 
procedures 

The agency has a clear 
policy statement that 
encourages inclusive 
language, behaviours 
or practices related to 
sexual orientation and 
gender identity. 
Mission statements, 
policies, and 
procedures 

The agency has a clear 
policy statement that 
encourages inclusive 
language, behaviours or 
practices related to sexual 
orientation and gender 
identity. Mission 
statements, policies, and 
procedures 

The agency has a clear 
policy statement that 
encourages inclusive 
language, behaviours or 
practices related to sexual 
orientation and gender 
identity.  Personnel 
policies and practices - 
Dealing with incidents 
of homophobia, 
heterosexism, biphobia 
and transphobia 
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Q7 The agency has clear 
written procedures and 
practices to deal with 
incidents of 
homophobia, biphobia 
or transphobia. 
Policies and 
procedures 

The agency has clear 
written procedures and 
practices to deal with 
incidents of 
homophobia, biphobia 
or transphobia. Mission 
statements, policies, 
and procedures 

The agency has clear 
written procedures and 
practices to deal with 
incidents of 
homophobia, biphobia 
or transphobia. 
Mission statements, 
policies, and 
procedures 

The agency has clear 
written procedures and 
practices to deal with 
incidents of homophobia, 
biphobia or transphobia. 
Mission statements, 
policies, and procedures 

The agency has clear 
written procedures and 
practices to deal with 
incidents of homophobia, 
biphobia or transphobia. 
Personnel policies and 
practices - Dealing with 
incidents of 
homophobia, 
heterosexism, biphobia 
and transphobia 

Q8 Members of the Board 
of Health participate 
in ongoing training on 
sexual and/or gender 
diversity, and the 
health of sexually 
and/or gender diverse 
persons and 
communities. 
Ongoing training on 
sexual and/or gender 
identity and health 

Members of the Board 
of Health participate in 
ongoing training on 
sexual and/or gender 
diversity, and the health 
of sexually and/or 
gender diverse persons 
and communities. 
Education and 
training 

Members of the Board 
of Health participate in 
ongoing training on 
sexual orientation, 
gender identity, and the 
health of sexually and 
gender diverse persons 
and communities. 
Education and 
training 

Members of the Board of 
Health participate in 
ongoing training on 
sexual orientation, gender 
identity, and the health of 
sexually and gender 
diverse persons and 
communities. Education 
and training 

Members of the Board of 
Governors or Board of 
Health are encouraged to 
participate in training on 
LGBTTTIQQ issues to 
enhance their knowledge 
of this community. 
Governance 

Q9 Managers participate 
in ongoing training on 
sexual and/or gender 
diversity and health. 
Ongoing training on 
sexual and/or gender 
identity and health 

Managers participate in 
ongoing training on 
sexual and/or gender 
diversity and health. 
Education and 
training 

Managers participate in 
ongoing training on 
sexual and gender 
diversity and health. 
Education and 
training 

Managers participate in 
ongoing training on 
sexual and gender 
diversity and health. 
Education and training 

Managers are provided 
training on LGBTTTIQQ 
issues and on how to 
work with the 
LGBTTTIQQ community 
organizations. 
Administration 

Q10 Managers participate 
in ongoing training on 
working with 

Managers participate in 
ongoing training on 
working with 

Managers participate in 
ongoing training on 
working with 

Managers participate in 
ongoing training on 
working with community 
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community 
organizations that 
represent, service, and 
advocate for sexually 
and/or gender diverse 
persons. Ongoing 
training on sexual 
and/or gender 
identity and health 

community 
organizations that 
represent, service, and 
advocate for sexually 
and/or gender diverse 
persons. Education and 
training 

community 
organizations that 
represent, service, and 
advocate for sexually 
and gender diverse 
persons. Education 
and training 

organizations that 
represent, service, and 
advocate for sexually and 
gender diverse persons. 
Education and training 

Q11 Mangers ensure that 
new staff are oriented 
on sexual and/or 
gender diversity and 
health and available 
community resources. 
Ongoing training  on 
sexual and/or gender 
identity and health. 

Managers ensure that 
new staff are oriented 
on sexual and/or gender 
diversity and health and 
available community 
resources. Education 
and training 

Managers ensure that 
new staff are oriented 
on sexual and gender 
diversity and health, 
and available 
community resources. 
Education and 
training 

Managers ensure that new 
staff are oriented on 
sexual and gender 
diversity and health and 
available community 
resources. Education and 
training 

Managers ensure the 
orientation of new staff 
includes information and 
training about the needs 
of LGBTTTIQQ clients 
and available community 
resources. 
Administration 

Q12 All staff receive 
ongoing health and 
identity training to 
work effectively with 
sexually and/or gender 
diverse staff, clients, 
and community 
partners. Ongoing 
training  on sexual 
and/or gender 
identity and health 

All staff receive 
ongoing health and 
identity training to work 
effectively with 
sexually and/or gender 
diverse staff, clients, 
and community 
partners. Education 
and training 

All staff receive 
ongoing health and 
identity training to 
work effectively with 
sexually and gender 
diverse staff, clients, 
and community 
partners. Education 
and training  

The agency provides all 
staff with ongoing health 
and identity training to 
work effectively with 
sexually and gender 
diverse staff, clients, and 
community partners. 
Education and training 

The agency provides all 
staff with LGBTTTIQQ 
competency training to 
work effectively with 
LGBTTTIQQ staff, 
clients, and community 
partners. Personnel 
Policies and practices - 
Staff training.  

Q13 All staff, including 
Board of Health 
members, receive 
ongoing training on 

All staff, including 
Board of Health 
members, receive 
ongoing training on 

All staff, including the 
Board of Health 
members, receive 
ongoing training on 

The agency provides all  
staff, including The Board 
of Health members, with 
ongoing training on self-

The agency provides all 
staff, including The Board 
of Governors or Board of 
Health members, with 
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critical self-reflection 
and the recognition of 
power imbalances, 
biases, and privileges. 
Ongoing training on 
reflexive practice 
and recognizing bias 

critical self-reflection 
and the recognition of 
power imbalances, 
biases, and privileges. 
Education and 
training 

critical self-reflection 
and the recognition of 
power imbalances, 
biases, and privileges. 
Education and 
training 

reflection and critique and 
the recognition of power 
imbalances. Education 
and training 

LGBTTTIQQ sensitivity 
training. Personnel 
policies and practices - 
Staff training   

Q14 All staff receive 
recurrent training to 
recognize 
organizational bias in 
organizational and 
other resource 
materials. Ongoing 
training on reflexive 
practice and 
recognizing bias 

All staff receive 
recurrent training to 
recognize 
organizational bias in 
organizational and other 
resource materials. 
Education and 
training 

All staff receive 
recurrent training to 
recognize 
organizational bias in 
organizational and 
other resource 
materials. Education 
and training 

The agency provides staff 
with recurrent training to 
recognize bias in 
organizational and other 
resource materials. 
Education and training 

The agency provides staff 
with training to recognize 
bias in organizational and 
other resource materials. 
Personnel policies and 
practices - Staff training   

Q15 Students placed with 
the agency have an 
opportunity to learn 
about sexual and/or 
gender diversity and 
health. Ongoing 
training on sexual 
and/or gender 
identity and health 

Students placed with the 
agency have an 
opportunity to learn 
about sexual and/or 
gender diversity and 
health. Education and 
training 

Students placed with 
the agency have an 
opportunity to learn 
about sexual and 
gender diversity and 
health. Education and 
training 

Students placed with the 
agency have an 
opportunity to learn about 
sexual and gender 
diversity and health. 
Education and training 

Students who are placed 
with the agency have an 
opportunity 
to learn about 
LGBTTTIQQ issues. 
Assessment and work 
with clients 

Q16 Members of the 
agency participate in 
networks to increase 
and promote 
knowledge of sexual 
and/or gender 
diversity and health. 

Members of the agency 
participate in networks 
to increase and promote 
knowledge of sexual 
and/or gender diversity 
and health. Education 
and training  

Members of the agency 
participate in networks 
to increase and 
promote knowledge of 
sexual and/or gender 
diversity and health. 

The agency participates in 
networks to increase and 
promote knowledge of 
sexual and gender identity 
and health. Education 
and training 

The agency participates in 
networks to increase and 
promote cultural 
competence. Community 
relations and health 
promotion 
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Ongoing training on 
sexual and/or gender 
identity and health 

Education and 
training 

Q17 Management has 
contacts within and 
outside the 
organization, for 
consultation on sexual 
and/or gender 
diversity and health. 
Ongoing training on 
sexual and/or gender 
identity and health 

Management has 
contacts within and 
outside the 
organization, for 
consultation on sexual 
and/or gender diversity 
and health. Education 
and training  

Management has 
contacts within and 
outside the 
organization, for 
consultation on sexual 
and gender identity and 
health. Education and 
training 

Management has contacts 
within and outside the 
organization, for 
consultation on sexual 
and gender identity and 
health. Education and 
training 

The management has 
links and contacts on 
LGBTTTIQQ issues both 
within the organization 
and with community 
partners. Administration 

Q18 Item deleted.  Organizational leaders 
openly reflect on the 
organizations' 
relationships with local 
sexually and/or gender 
diverse communities. 
Self-reflection and 
critique 

Organizational leaders 
openly reflect on the 
organizations’ 
relationship with the 
local sexually and 
gender diverse 
communities. Self-
reflection and critique 

Organizational leaders 
openly reflect on the 
organizations’ 
relationship with the local 
sexually and gender 
diverse communities. 
Self-reflection and 
critique 

Not on original. 

Q19 Item deleted.  Managers openly reflect 
on how homophobic, 
biphobic, and 
transphobic comments 
verbalized by other staff 
and people who use the 
agency are addressed 
within the agency. Self-
reflection and critique 

Managers openly 
reflect on how 
homophobic, biphobic, 
and transphobic 
comments verbalized 
by other staff and 
people who use the 
agency are addressed 
within the agency. Self-
reflection and critique 

Managers reflect on how 
homophobic, biphobic, 
and transphobic 
comments verbalized by 
other staff and people 
who use the 
agency/centre are 
addressed within the 
agency. Self-reflection 
and critique 

Managers have the 
knowledge and skills to 
address homophobic, 
biphobic and transphobic 
comments verbalized by 
other staff and people 
who use the 
agency/centre. 
Administration 

Q20 Agency leaders 
support sexually 

Agency leaders support 
sexually and/or gender 

Agency leaders support 
sexually and/or gender 

The agency creates a safe 
and supportive 

The agency creates a safe 
and supportive 
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and/or gender diverse 
staff to apply their 
expertise of sexual 
and/or gender 
diversity and health. 
Treatment of staff by 
agency leaders 

diverse staff to apply 
their expertise of sexual 
and/or gender diversity 
and health. Treatment 
of staff  

diverse staff to apply 
their expertise of 
sexual and/or gender 
diversity and health. 
Treatment of staff 

environment for sexually 
and/or gender diverse 
staff to use their expertise 
to enhance the agency’s 
knowledge of sexual and 
gender diversity and 
health, without being 
stereotyped as a one-issue 
person. Treatment of 
staff 

environment for 
LGBTTTIQQ staff to use 
their expertise to enhance 
the agency’s cultural 
competency on 
LGBTTTIQQ issues, 
without being stereotyped 
as a one-issue person. 
Administration 

Q21 Agency leaders do not 
reduce staff to any one 
identity, such as their 
sexual orientation or 
gender identity. 
Treatment of staff by 
agency leaders 

Agency leaders do not 
reduce staff to any one 
identity, such as their 
sexual orientation or 
gender identity. 
Treatment of staff  

Agency leaders do not 
reduce staff to any one 
identity, such as their 
sexual orientation or 
gender identity. 
Treatment of staff 

Q22 Agency leaders 
support staff members 
who are engaging in 
culturally humble 
interactions with 
sexually and/or gender 
diverse clients. 
Treatment  of staff 
by agency leaders  

Agency leaders support 
staff members who are 
engaging in culturally 
humble interactions 
with sexually and/or 
gender diverse clients. 
Treatment of staff  

Agency leaders support 
staff members who are 
engaging in culturally 
humble interactions 
with sexually and 
gender diverse clients. 
Treatment of staff  

Not applicable. Not on original 

Q23 Agency leaders 
recognize and 
acknowledge staff 
who are engaging in 
culturally humble 
interactions with 
sexually and/or gender 
diverse clients. 
Treatment of staff by 
agency leaders 

Agency leaders 
recognize and 
acknowledge staff who 
are engaging in 
culturally humble 
interactions with 
sexually and/or gender 
diverse clients. 
Treatment of staff  

The agency recognizes 
and acknowledges staff 
who are engaging in 
culturally humble 
interactions with 
sexually and gender 
diverse clients. 
Treatment of staff 

The agency recognizes 
and supports staff 
members who are 
engaging in supportive 
interactions with sexually 
and gender diverse 
clients. Treatment of 
staff 

The agency recognizes, 
supports, and 
acknowledges staff 
members who are actively 
demonstrating 
LGBTTTIQQ cultural 
competency in their 
practices. Personnel 
policies and practices - 
Staff retention 
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Q24 In their agency wide 
strategic planning, the 
Board of Health 
consults with sexually 
and/or gender diverse 
persons as community 
stakeholders in all 
program areas. 
Community 
engagement 

In their agency wide 
strategic planning, the 
Board of Health 
consults with sexually 
and gender diverse 
persons as community 
stakeholders in all 
program areas. 
Working with clients 

In their agency wide 
strategic planning, the 
Board of Health 
consults with sexually 
and/or gender diverse 
persons as community 
stakeholders in all 
program areas. 
Working with clients 

In their strategic planning, 
the Board of Health 
consults with sexually 
and gender diverse 
persons as community 
stakeholders. Working 
with clients 

The Board of Governors 
or Board of Health 
consults with stakeholders 
in the LGBTTTIQQ 
community during 
strategic planning. 
Governance 

Q25 Members of the 
agency consult with 
sexually and/or gender 
diverse persons about 
the provision of all 
services needed 
throughout the agency. 
Community 
engagement 

Members of the agency 
consult with sexually 
and/or gender diverse 
persons about the 
provision of all services 
needed throughout the 
agency. Working with 
clients 

Members of the agency 
consult with sexually 
and gender diverse 
persons about the 
provision of all 
services needed 
throughout the agency. 
Working with clients 

The agency consults with 
sexually and gender 
diverse persons about the 
provision of services 
needed throughout the 
agency. Working with 
clients 

The agency consults with 
LGBTTTIQQ community 
members about the 
provision of services 
needed throughout your 
agency. Administration 

Q26 Sexually and/or 
gender diverse persons 
and their families are 
included in all 
outreach and health 
promotion activities. 
Community 
engagement 

Sexually and/or gender 
diverse persons and 
their families are 
included in all outreach 
and health promotion 
activities. Working 
with clients 

Sexually and gender 
diverse persons and 
their families are 
included in all outreach 
and health promotion 
activities. Working 
with clients 

The agency includes 
sexually and gender 
diverse persons and their 
families in all outreach 
and health promotion 
activities. Working with 
clients 

The agency includes 
LGBTTIQQ people and 
their families in all 
outreach and health 
promotion activities. 
Community relations 
and health promotion 

Q27 The expertise of 
sexually and/or gender 
diverse community 
members is used to 
plan, deliver, and 
evaluate programs and 

The expertise of 
sexually and/or gender 
diverse community 
members is used to 
plan, deliver, and 
evaluate programs and 

The expertise of sexual 
and gender diverse 
community members is 
used to plan, deliver, 
and evaluate programs 
and services, 

The agency utilizes the 
expertise of sexual and 
gender diverse 
community members to 
plan, deliver, and evaluate 
programs and services, 

The agency utilizes the 
expertise of the 
LGBTTIQQ community 
members to plan, deliver, 
and evaluate programs 
and services, particularly 
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services, particularly 
those directed to 
sexually and/or gender 
diverse populations. 
Community 
engagement 

services, particularly 
those directed to 
sexually and/or gender 
diverse populations. 
Working with clients 

particularly those 
directed to sexually 
and/or gender diverse 
populations. Working 
with clients 

particularly those directed 
to sexually and gender 
diverse populations. 
Working with clients  

those directed to the 
LGBTTTIQQ 
populations. Community 
relations and health 
promotion 

Q28 Item deleted.  All agency services and 
programs are inclusive 
of sexually and/or 
gender diverse clients. 
Group programs and 
services 

All agency services and 
programs are inclusive 
of sexually and gender 
diverse clients. Group 
programs and 
services 

The agency implements 
mainstream services that 
are inclusive of sexually 
and gender diverse 
clients. Group programs 
and services 

The agency considers the 
needs of the LGBTTIQQ 
community members 
during program planning, 
such as the inclusion of 
LGBTTTIQQ clients into 
existing mainstream 
services and the need for 
exclusive LGBTTTIQQ 
programs. 
Administration 

Q29 Item deleted.  There are some agency 
programs that are 
exclusively targeted 
towards sexually and/or 
gender diverse clients 
and communities. 
Group programs and 
services  

There are some agency 
programs that are 
exclusively targeted 
towards sexually and 
gender diverse clients 
and communities. 
Group programs and 
services 

The agency implements 
programs that are 
exclusively targeted 
towards sexually and 
gender diverse clients and 
communities. Group 
programs and services 

Q30 Item deleted.  The agency participates 
in community networks 
or coalitions to 
strengthen and integrate 
services available to 
sexually and/or gender 
diverse persons. Group 
programs and services 

The agency participates 
in community networks 
or coalitions to 
strengthen and 
integrate services 
available to sexually 
and gender diverse 
persons. Group 
programs and 
services 

The agency participates in 
community networks or 
coalitions to strengthen 
and integrate services 
available to sexually and 
gender diverse persons. 
Group programs and 
services 

The agency participates in 
community 
networks/coalitions to 
strengthen and integrate 
services available to 
members of the 
LGBTTTIQQ 
community. Community 
relations and health 
promotion. 

Q31 Item deleted.  When it is relevant to 
client care, client intake 
forms provide for 

When it is relevant to 
client care, client intake 
forms provide for 

Intake forms provide for 
optional self-
identification in all 

Intake forms provide for 
optional self-
identification in all 
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optional self-
identification in gender 
identity and sexual 
orientation and the 
option for written or 
oral explanation. Client 
documentation and 
forms 

optional self-
identification in gender 
identity and sexual 
orientation and the 
option for written or 
oral explanation. 
Client documentation 
and forms 

categories of gender 
identity, sexual 
orientation, marital and 
partnership and family 
status and the option for 
written or oral 
explanation. Client 
documentation and 
forms 

categories of gender 
identity, sexual 
orientation, marital and 
partnership and family 
status and the option for 
further written or oral 
explanation. Intake 
processes and forms 

Q32 Item deleted.  Questions about 
families on client forms 
allow for alternative 
families, including same 
sex parents or more 
than two parents. Client 
documentation and 
forms  

Questions about 
families on client forms 
allow for alternative 
families, including 
same sex  parents or 
more than two parents. 
Client documentation 
and forms 

Questions about families 
allow for alternative 
families, including same 
sex parents or more than 
two parents. Client 
documentation and 
forms 

Questions about families 
allow for alternative 
families, including same 
sex parents or more than 
two parents. Intake 
processes and forms. 

Q33 Client forms, such as 
intake or consent 
forms, include an 
explanation about how 
confidentiality will be 
protected and who has 
access to social and 
medical records. 
Client 
documentation and 
forms  

Client forms, such as 
intake or consent forms, 
include an explanation 
about how 
confidentiality will be 
protected and who has 
access to social and 
medical records. Client 
documentation and 
forms  

Client forms, such as 
intake or consent 
forms, include an 
explanation about how 
confidentiality will be 
protected and who has 
access to social and 
medical records. Client 
documentation and 
forms 

Intake forms and consent 
forms include an 
explanation about how 
confidentiality will be 
protected and who has 
access to social and 
medical records. Client 
documentation and 
forms 

Intake forms and consent 
forms include an 
explanation about how 
confidentiality will be 
protected and who has 
access to social and 
medical records. Intake 
processes and forms. 

Q34 Intake forms and 
processes offer the 
client the opportunity 
to discuss concerns 
about questions on 

Intake forms and 
processes offer the 
client the opportunity to 
discuss concerns about 
questions on client 

Intake forms and 
processes offer the 
client the opportunity 
to discuss concerns 
about questions on 

Intake forms and 
processes offer the client 
the opportunity to discuss 
concerns about questions 
on the intake form. Client 

Intake forms/process 
offers the client the 
opportunity to discuss 
concerns about questions 
on the intake form. 
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client forms. Client 
documentation and 
forms  

forms. Client 
documentation and 
forms  

client forms. Client 
documentation and 
forms 

documentation and 
forms 

Intake processes and 
forms. 

Q35 Item deleted.  Client forms, such as 
intake forms, have 
dedicated space for the 
clients name and 
pronouns, in addition to 
a clients' legal name. 
Client documentation 
and forms  

Client forms, such as 
intake forms, have 
dedicated space for the 
clients' legal name, 
preferred named, and 
preferred pronouns. 
Client documentation 
and forms  

Not applicable. Not on original. 

Q36 Item deleted.  Tools and processes, 
such as Electronic 
Medical Records, are in 
place to ensure sexually 
and/or gender diverse 
clients do not encounter 
circumstances in which 
they are having to 
disclose their sexual 
orientation and/or 
gender identity more 
than once. Client 
documentation and 
forms  

Tools and processes, 
such as Electronic 
Medical Records, are in 
place to ensure 
sexually and gender 
diverse clients do not 
encounter 
circumstances in which 
they are having to 
disclose their sexual 
orientation and/or 
gender identity more 
than once. Client 
documentation and 
forms 

Processes, such as 
Electronic Medical 
Records, are in place to 
ensure sexually and 
gender diverse clients do 
not encounter 
circumstances in which 
they are disclosing their 
sexual orientation and/or 
gender identity more than 
once during a visit. Client 
documentation and 
forms 

Not on original. 

Q37 Staff have access to a 
list of services that are 
highly regarded for 
sexually and/or gender 
diverse clients who 
wish to be referred on 
to other health and 

Staff have access to a 
list of services that are 
highly regarded for 
sexually and/or gender 
diverse clients who 
wish to be referred on to 
other health and social 

Staff have access to a 
list of services that are 
highly regarded for 
sexually and gender 
diverse clients who 
wish to be referred on 
to other health and 

The agency has a list of 
verified friendly services 
for sexually and gender 
diverse clients for health 
and social referrals. 
Client resources and 
referral lists 

The agency has a resource 
list for appropriate 
referrals for 
LGBTTTIQQ health 
concerns. Assessment 
and work with clients 
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social services. 
Accessible referral 
resources 

services. Client 
resources and referral 
lists  

social services. Client 
resources and referral 
lists 

Q38 Staff have access to a 
list of community 
resources that are 
highly regarded for 
sexually and/or gender 
diverse clients 
wanting to become 
parents, such as 
inclusive adoption 
agencies and services 
for artificial 
insemination. 
Accessible referral 
resources 

Staff have access to a 
list of community 
resources that are highly 
regarded for sexually 
and/or gender diverse 
clients wanting to 
become parents, such as 
inclusive adoption 
agencies and services 
for artificial 
insemination. Client 
resources and referral 
lists  

Staff have access to a 
list of community 
resources that are 
highly regarded for 
sexually and gender 
diverse clients wanting 
to become parents, 
such as inclusive 
adoption agencies and 
services for artificial 
insemination. Client 
resources and referral 
lists 

The agency has a list of 
community resources for 
sexually and gender 
diverse clients wanting to 
become parents, such as 
inclusive and friendly 
adoption agencies and 
services for artificial 
insemination. Client 
resources and referral 
lists 

Services are aware of 
options for LGBTTTIQQ 
clients to 
become parents, such as 
LGBTTTIQQ positive 
adoption 
agencies, artificial 
insemination, etc. 
Assessment and work 
with clients.  

Q39 Staff have access to a 
list of services that are 
highly regarded for 
clients who identify as 
gender diverse and 
who wish to be 
referred to treatments 
such as gender 
confirming surgery or 
hormone therapy. 
Accessible referral 
resources 

Staff have access to a 
list of services that are 
highly regarded for 
clients who identify as 
gender diverse and who 
wish to be referred to 
treatments such as 
gender confirming 
surgery or hormone 
therapy. Client 
resources and referral 
lists  

Staff have access to a 
list of services that are 
highly regarded for 
clients who identify as 
gender diverse and who 
wish to be referred to 
treatments such as 
gender confirming 
surgery or hormone 
therapy. Client 
resources and referral 
lists 

The agency has a list of 
friendly referrals for 
clients who identify as 
gender diverse and who 
wish to access treatments 
such as gender 
confirming surgery and 
hormone therapy. Client 
resources and referral 
lists 

Not on original. 

Q40 A non-discrimination 
statement is visibly 
posted in all areas of 
the workplace, stating 

A non-discrimination 
statement is visibly 
posted in all areas of the 
workplace, stating that 

A non-discrimination 
statement is visibly 
posted in all areas of 
the workplace, stating 

A non-discrimination 
statement is visibly 
posted in all areas of the 
workplace, stating that 

A non-discrimination 
statement is visibly 
posted in all areas of the 
workplace, stating that 
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that equal care will be 
provided to all, 
regardless of age, race, 
ethnicity, physical 
ability or attributes, 
religion, sexual 
identity, and gender 
identity. Physical cues 

equal care will be 
provided to all, 
regardless of age, race, 
ethnicity, physical 
ability or attributes, 
religion, sexual identity, 
and gender identity. 
Physical cues 

that equal care will be 
provided to all, 
regardless of age, race, 
ethnicity, physical 
ability or attributes, 
religion, sexual 
identity, and gender 
identity. Physical cues 

equal care will be 
provided to all, regardless 
of age, race, ethnicity, 
physical ability or 
attributes, religion, sexual 
identity and gender 
identity. Physical cues 

equal care will be 
provided to all, regardless 
of age, race, ethnicity, 
physical ability or 
attributes, religion, sexual 
identity or gender 
identity. Governance 

Q41 Promotional materials 
for agency services 
and programs are 
inclusive of sexual 
and/or gender 
diversity. Physical 
cues 

Promotional materials 
for agency services and 
programs are inclusive 
of sexual and/or gender 
diversity. Physical cues 

Promotional materials 
for agency services and 
programs are inclusive 
of sexual and gender 
diversity. Physical 
cues 

Promotional materials for 
agency services and 
programs are inclusive of 
sexual and gender 
diversity. Physical cues 

Promotional materials for 
agency services and 
programs are 
LGBTTTIQQ inclusive. 
Communication 

Q42 Materials such as 
electronic screens, 
newspapers, 
magazines and 
brochures that are 
inclusive to sexually 
and/or gender diverse 
persons are displayed 
in agency waiting 
areas. Physical cues 

Materials such as 
electronic screens, 
newspapers, magazines 
and brochures that are 
inclusive to sexually 
and/or gender diverse 
persons are displayed in 
agency waiting areas. 
Physical cues 

Materials such as 
electronic screens, 
newspapers, magazines 
and brochures that are 
inclusive to sexual and 
gender diverse persons 
are displayed in agency 
waiting areas. Physical 
cues 

The agency has materials 
such as newspapers, 
magazines and brochures 
in waiting areas that are 
inclusive to sexual and 
gender diverse persons. 
Physical cues 

The agency has 
LGBTTIQQ materials, 
such as newspapers, 
magazines and brochures 
in the waiting areas. 
Communication 

Q43 On the condition that a 
space is safe and 
inclusive for all 
sexually and/or gender 
diverse persons, 
positive space signs 
and Pride flags are 

On the condition that a 
space is safe and 
inclusive for all 
sexually and/or gender 
diverse persons, 
positive space signs and 
Pride flags are posted in 

On the condition that a 
space is safe for all 
sexually and gender 
diverse persons, 
positive space signs 
and Pride flags are 
posted in visible areas. 
Physical cues 

The agency displays 
positive space signs, such 
as the Pride flag Physical 
cues 

The agency displays 
LGBTTIQQ positive 
signs, such as the Pride 
flag. Communication 
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posted in visible areas. 
Physical cues 

visible areas. Physical 
cues 

Q44 Posters showing 
sexually and/or gender 
diverse people are 
displayed in a visible 
area for clients and 
staff to see. Physical 
cues 

Posters showing 
sexually and/or gender 
diverse people are 
displayed in a visible 
area for clients and staff 
to see. Physical cues 

Posters showing 
sexually and gender 
diverse people are 
displayed in a visible 
area for clients and 
staff to see. Physical 
cues 

Posters showing sexually 
and gender diverse people 
are displayed in a visible 
area for clients and staff 
to see. Physical cues 

Posters showing 
LGBTTTIQQ people are 
displayed in a visible 
area for clients and staff 
to see. Physical 
Environment 

Q45 Item deleted.  There is at least one, 
clearly labelled, gender 
inclusive washroom 
within all agency 
buildings that is for 
both clients and staff. 
Physical cues 

There is at least one, 
clearly labelled, gender 
inclusive washroom 
within all agency 
buildings that is for 
both staff and clients. 
Physical cues 

The agency includes at 
least one gender-inclusive 
washroom that is clearly 
labelled for both staff and 
clients. Physical cues 

The agency includes one 
gender-inclusive 
washroom that is 
clearly labelled for both 
staff and clients. Physical 
Environment 

Q46 Item deleted.  The Board of Health 
advocates on equity 
issues in support of 
sexually and/or gender 
diverse communities. 
Advocacy 

The Board of Health 
advocates on equity 
issues in support of 
sexually and gender 
diverse communities. 
Advocacy 

The Board of Health 
advocates on equity 
issues in support of 
sexually and gender 
diverse communities. 
Advocacy   

The Board of Governors 
or Board of Health 
advocates on equality 
issues on behalf of the 
LGBTTIQQ community. 
Governance 

Q47 Item deleted.  On behalf of the 
agency, agency leaders 
and/or staff participate 
in community networks 
or coalitions to advocate 
with sexually and/or 
gender diverse persons 
and communities. 
Advocacy 

On behalf of the 
agency, agency leaders 
and/or staff participate 
in community networks 
or coalitions to 
advocate with sexually 
and gender diverse 
persons and 
communities. 
Advocacy 

The agency participates in 
community networks or 
coalitions to advocate 
with sexually and gender 
diverse persons and 
communities. Advocacy   

The agency participates in 
community 
networks/coalitions to 
advocate for 
LGBTTTIQQ issues. 
Community relations 
and health promotion 
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Q48 Employment 
opportunities with the 
agency are advertised 
in media, information 
networks or in 
organizations 
representing sexually 
and/or gender diverse 
persons and 
communities. 
Recruitment and 
hiring 

Employment 
opportunities with the 
agency are advertised in 
media, information 
networks or in 
organizations 
representing sexually 
and/or gender diverse 
persons and 
communities. Staff 
recruitment, hiring, 
and performance 
evaluations 

Employment 
opportunities with the 
agency are advertised 
in media, information 
networks or 
organizations 
representing sexually 
and gender diverse 
persons and 
communities. Staff 
recruitment, hiring, 
and performance 
evaluations 

The agency advertises 
employment opportunities 
in media, information 
networks or organizations 
representing sexually and 
gender diverse persons 
and communities. Staff 
recruitment, hiring, and 
performance 
evaluations 

The agency advertises 
employment opportunities 
in LGBTTTIQQ media 
and through information 
networks or organizations 
representing 
LGBTTTIQQ people. 
Personnel policies and 
practices - Staff 
recruitment  

Q49 Item deleted.  Agency leaders 
recognize a positive and 
open attitude towards 
sexual and/or gender 
diversity as criteria for 
working in the agency. 
Staff recruitment, 
hiring, and 
performance 
evaluations  

Agency leaders 
recognize a positive 
and open attitude 
towards sexual and 
gender diversity as 
criteria for working in 
the agency. Staff 
recruitment, hiring, 
and performance 
evaluations  

The agency recognizes a 
positive and open attitude 
towards sexual and 
gender diversity as 
criteria for working in the 
agency. Staff 
recruitment, hiring, and 
performance 
evaluations   

The agency recognizes a 
positive and open attitude 
towards LGBTTTIQQ 
people as criteria for 
working in the agency. 
Personnel policies and 
practices - Staff 
recruitment  

Q50 Item deleted.  All interview guides 
have a question to 
assess at least one of the 
following: positive 
interactions with 
persons who identify as 
sexually and/or gender 
diverse, an appreciation 
for ongoing learning in 
health equity, and/or a 

All interview guides 
have a question to 
assess at least one of 
the following: positive 
interactions with 
persons who identify as 
sexually or gender 
diverse, an appreciation 
for ongoing learning in 
health equity, and/or a 

All interview guides have 
a question to assess at 
least one of the following: 
positive interactions with 
others, an appreciation for 
ongoing learning, and/or a 
recognition of power 
imbalances. Staff 
recruitment, hiring, and 

All interview guides have 
a question to assess 
competency re: diversity 
issues, including 
LGBTTTIQQ. Personnel 
policies and practices - 
Staff recruitment  
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recognition of power 
imbalances. Staff 
recruitment, hiring, 
and performance 
evaluations 

recognition of power 
imbalances. Staff 
recruitment, hiring, 
and performance 
evaluations  

performance 
evaluations 

Q51 Item deleted.  There is equitable 
recruitment of sexually 
and/or gender diverse 
persons to the agency. 
Staff recruitment, 
hiring, and 
performance 
evaluations 

There is equitable 
recruitment of sexually 
and gender diverse 
persons to the agency. 
Staff recruitment, 
hiring, and 
performance 
evaluations   

There is equitable 
recruitment of sexually 
and gender diverse 
persons to the agency. 
Staff recruitment, 
hiring, and performance 
evaluations 

LGBTTIQQ members are 
actively recruited by the 
Board of Governors or 
Board of Health. 
Governance 

Q52 There are members at 
all levels of the 
organization who 
reflect and represent 
the sexual and/or 
gender diversity of the 
community. 
Recruitment and 
hiring 

There are members at 
all levels of the 
organization who reflect 
and represent the sexual 
and/or gender diversity 
of the community. Staff 
recruitment, hiring, 
and performance 
evaluations 

There are members at 
all levels of the 
organization who 
reflect and represent 
the sexual and gender 
diversity of the 
community. Staff 
recruitment, hiring, 
and performance 
evaluations   

There are members at all 
levels of the organization 
who reflect and represent 
the sexual and gender 
diversity of the 
community. Staff 
recruitment, hiring, and 
performance 
evaluations 

Staff members reflect the 
LGBTTTIQQ 
community. Personnel 
policies and practices - 
Staff recruitment  

Q53 Item deleted.  All job performance 
evaluations include an 
assessment of an 
employee's capacity to 
be respectful and 
culturally humble 
towards sexually and/or 
gender diverse persons. 
Staff recruitment, 
hiring, and 

All job performance 
evaluations include an 
assessment of an 
employee's capacity to 
be respectful and 
culturally humble 
towards sexually and 
gender diverse persons. 
Staff recruitment, 
hiring, and 

Qualities such as an open 
attitude to new ideas, self-
awareness of strengths 
and flaws, and/or 
engagement in self-
reflection and critique are 
included in all job 
performance evaluations. 
Staff recruitment, 

LGBTTTIQQ cultural 
competence skills are 
included in all job 
performance evaluations. 
Personnel policies and 
practices - Staff 
retention 
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performance 
evaluations 

performance 
evaluations   

hiring, and performance 
evaluations 

Q54 Agency services are 
advertised through 
organizations and 
networks that 
represent sexually 
and/or gender diverse 
persons and 
communities.  
External 
Communications 

Agency services are 
advertised through 
organizations and 
networks that represent 
sexually and/or gender 
diverse persons and 
communities. External 
communications 

Agency services are 
advertised through 
organizations and 
networks that represent 
sexually and gender 
diverse persons and 
communities. External 
communications 

The agency advertises its 
services through 
organizations and 
networks that represent 
sexually and gender 
diverse persons and 
communities. External 
communications 

Agency services are 
advertised through 
LGBTTTIQQ 
organizations and 
networks. 
Communication 

Q55 A list of media and 
networks aligned with 
sexually and/or gender 
diverse communities 
is used within the 
agency to disseminate 
pertinent health 
messages. External 
Communications 

A list of media and 
networks aligned with 
sexually and/or gender 
diverse communities is 
used within the agency 
to disseminate pertinent 
health messages. 
External 
communications 

A list of media and 
networks aligned with 
sexual and gender 
diverse communities is 
used within the agency 
to disseminate pertinent 
health messages. 
External 
communications 

The agency uses a list of 
media and networks 
aligned with sexual and 
gender diverse 
communities to 
disseminate pertinent 
health messages.  
External 
communications 

The agency has a list of 
LGBTTTIQQ media and 
networks that is 
developed and used. 
Communication 

Q56 The agency website, 
social media accounts, 
news releases, and 
other external 
communications to 
mainstream media 
outlets include health 
and program 
information that is 
relevant to persons 
identifying as sexually 
and/or gender diverse. 

The agency website, 
social media accounts, 
news releases, and other 
external 
communications to 
mainstream media 
outlets include health 
and program 
information that is 
relevant to persons 
identifying as sexually 
and/or gender diverse. 

The agency website, 
social media accounts, 
news releases, and 
other external 
communications to 
mainstream media 
outlets include health 
and program 
information that is 
relevant to persons 
identifying as sexually 
and/or gender diverse. 

The agency includes 
articles about health 
topics and programs that 
are relevant to persons 
identifying as sexually 
and/or gender diverse in 
news releases, on their 
website and social media 
platforms and in other 
external communications.  
External 
communications 

The agency includes 
articles about 
LGBTTTIQQ issues and 
programs in newsletters 
and reports 
Communication 
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External 
communications 

External 
communications 

External 
communications 

Q57 Not applicable.  Not applicable.  Not applicable.  Item deleted. There are actively “out” 
Board of Governors or 
Board of Health 
Members. Governance 

Q58 Not applicable.  Not applicable.  Not applicable.   Item deleted. The agency has openly 
“out” LGBTTIQQ 
managers, supervisory 
and front line staff. 
Administration 

Q59 Not applicable.  Not applicable.  Not applicable.  Item deleted. “Out” LGBTTTIQQ staff 
are employed at all levels 
of the organization. 
Personnel policies and 
practices - Staff 
recruitment  

Q60 Not applicable.  Not applicable.  Not applicable.  Item deleted. The agency is committed 
to creating an atmosphere 
of support for 
LGBTTTIQQ staff 
throughout its programs 
and activities. Personnel 
policies and practices -
Staff retention 

Q61 Not applicable.  Not applicable.  Not applicable.  Item deleted. The practice of the 
agency encourages 
inclusive language, 
behaviours and practices 
related to both sexual 
orientation and gender 
identity.  Personnel 
policies and practices- 
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Dealing with incidents 
of homophobia, 
heterosexism, biphobia 
and transphobia  

Q62 Not applicable.  Not applicable.  Not applicable.  Item moved to personal 
assessment tool.  

Staff explains to clients 
how their confidentiality 
will be protected and who 
will have access to 
information. Service 
delivery - 
Confidentiality 

Q63 Not applicable.  Not applicable.  Not applicable.  Item moved to personal 
assessment tool.  

Staff gives the option of 
not answering a question 
if confidentiality cannot 
be protected, or the client 
does not wish to respond. 
Service delivery - 
Confidentiality 

Q64 Not applicable.  Not applicable.  Not applicable.  Item moved to personal 
assessment tool.  

Staff is explicit about how 
sexual orientation, gender 
identity and sexual 
behavior will be 
documented. Service 
delivery - 
Confidentiality 

Q65 Not applicable.  Not applicable.  Not applicable.  Item moved to personal 
assessment tool.  

Staff has the information 
needed to provide 
appropriate, safe, and 
confidential care to youth. 
Service delivery - 
Confidentiality 

Q66 Not applicable.  Not applicable.  Not applicable.  Item moved to personal 
assessment tool.  

All staff members have 
the knowledge and skills 
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to use LGBTTTIQQ 
culturally appropriate 
language. Intake 
processes and forms 

Q67 Not applicable.  Not applicable.  Not applicable.  Item moved to personal 
assessment tool.  

Staff is aware that the 
presenting problems of 
LGBTTTIQQ 
clients are not always 
related to sexual 
orientation or gender 
identity. Assessment and 
work with clients 

Q68 Not applicable.  Not applicable.  Not applicable.  Item moved to personal 
assessment tool.  

Service providers are 
aware of the societal 
prejudice and 
discrimination that 
LGBTTTIQQ members 
experience and are able to 
assist them in overcoming 
internalized negative 
attitudes toward their 
sexual orientation or 
gender identity. 
Assessment and work 
with clients 

Q69 Not applicable.  Not applicable.  Not applicable.  Item moved to personal 
assessment tool.  

Service providers disclose 
their own sexual 
orientation if appropriate 
and relevant. Assessment 
and work with clients 

Q70 Not applicable.  Not applicable.  Not applicable.  Item moved to personal 
assessment tool.  

Service providers include 
violence screening 
questions in all 
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assessments in a gender-
neutral way without 
assuming an opposite sex 
partner. Assessment and 
work with clients 

Q71 Not applicable.  Not applicable.  Not applicable.  Item moved to personal 
assessment tool.  

Staff assess for prevalent 
risk factors in the 
LGBTTTIQQ community 
such as social isolation, 
harassment, depression, 
suicide ideation, 
substance use. 
Assessment and work 
with clients 

Q72 Not applicable.  Not applicable.  Not applicable.  Item moved to personal 
assessment tool.  

Staff members feel free to 
ask LGBTTTIQQ clients 
about an 
aspect of their lives they 
may not fully understand. 
Assessment and work 
with clients 

Q73 Not applicable.  Not applicable.  Not applicable.  Item moved to personal 
assessment tool.  

Service providers feel 
comfortable in discussing 
sexual health 
issues involving 
LGBTTTIQQ clients and 
use language and 
questions that include 
men who have sex with 
men, women 
who have sex with 
women and people who 
have sex with both 
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men and women. 
Assessment and work 
with clients 

Q74 Not applicable.  Not applicable.  Not applicable.  Item moved to personal 
assessment tool.  

Staff are aware that the 
concept of “coming out” 
is a life long 
process for LGBTTTIQQ 
people. Assessment and 
work with clients 

Q75 Not applicable.  Not applicable.  Not applicable.  Item moved to personal 
assessment tool.  

Service providers are 
aware of the term two-
spirit, a translation 
of an aboriginal term for 
people who have the spirit 
of a man 
and of a woman 
Assessment and work 
with clients 

Q76 Not applicable.  Not applicable.  Not applicable.  Item moved to personal 
assessment tool.  

Service providers are 
aware of the myths and 
misconceptions 
around bisexuality. 
Assessment and work 
with clients 

Q77 Not applicable.  Not applicable.  Not applicable.  Item moved to personal 
assessment tool.  

Service providers are 
aware of the issues faced 
by 
transsexuals, including 
how to obtain sex 
reassignment 
surgery, hormones, etc. 
Assessment and work 
with clients 



 121  

Q78 Not applicable.  Not applicable.  Not applicable.  Item moved to personal 
assessment tool.  

Service providers 
establish group norms 
that facilitate the 
safety and inclusion of 
participants from diverse 
communities 
such as the LGBTTTIQQ 
community. Group work 
with clients 

Q79 Not applicable.  Not applicable.  Not applicable.  Item moved to personal 
assessment tool.  

In working with groups, 
staff creates a climate that 
allows for 
voluntary self-
identification and self-
disclosure for 
LGBTTTIQQ 
clients. Group work 
with clients 

Q80 Not applicable.  Not applicable.  Not applicable.  Item moved to personal 
assessment tool.  

Service providers 
intervene when 
homophobia, biphobia or 
transphobia threatens 
members’ safety or 
integrity. Group work 
with clients 

Q81 Not applicable.  Not applicable.  Not applicable.  Item Deleted. Repetitive 
with another item.  

The agency has a non-
discrimination statement 
that is 
displayed in a visible area 
for all staff and clients to 
see. This 
statement includes gender 
identity and sexual 
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orientation. Physical 
environment 

Q82 Not applicable.  Not applicable.  Not applicable.  Item Deleted. Repetitive 
with another item. 

The agency displays the 
Rainbow flag in visible 
areas. Physical 
environment 

Q83 Not applicable.  Not applicable.  Not applicable.  Item Deleted. Repetitive 
with another item.  

LGBTTTIQQ-specific 
media including any local 
papers, 
brochures, newsletters are 
displayed in waiting 
areas. Physical 
environment 

Q84 Not applicable.  Not applicable.  Not applicable.  Item deleted. The agency is responsive 
to the issues of 
LGBTTTIQQ cultural 
diversity and designs 
programs and services 
that reflect this 
client population. 
Organizational culture 

Q85 Not applicable.  Not applicable.  Not applicable.  Item deleted. The agency has openly 
identified LGBTTTIQQ 
clients. Organizational 
culture 

Q86 Not applicable.  Not applicable.  Not applicable.  Item deleted. The agency has openly 
identified LGBTTTIQQ 
Board of 
Governors or Board of 
Health members, staff 
members, 
volunteers and 
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management. 
Organizational culture 

Bolded items represent assigned themes 
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Appendix F 

Pre-testing Information Package 

 

Information Packet – Expert panelists 

Thank you for agreeing to participate in the pretest of this positive space survey. Please 
complete the first round of pre-testing by Saturday, April 28th, 2018. Prior to completing the first 
round, please review the information below. If you have further questions, please don’t hesitate to 
contact me, Kathryn Allwright, at 9kea2@queensu.ca.  

Participation in this pretest involves completion of an online survey on up to three 
occasions. You will be asked to rate the content, and clarity of items on a measurement tool using 
a 4-point Likert scale (strongly disagree to strongly agree). After each question on content and 
clarity, there will be a comment box where you can provide additional feedback. At the end of 
each section, you will be asked about the comprehensiveness of the set of questions as a whole. 
At the end of the survey, there will be a final question on comprehension. Each survey is 
expected to take up to 45 minutes to complete. Once a round is complete, a summary of responses 
and a revised version of the tool will be returned to you for additional feedback. Additional 
rounds will be conducted until 80% agreement or above is reached for all items, or up until a 
maximum of three rounds have been completed. Modifications to the survey will be made based 
on your feedback. The modified survey will undergo pre-testing with members of the target 
population and will then be sent to all Public Health Nurses in Ontario.  
 

To provide you some background information on the study as well as the constructs that 
this tool aims to measure, please review the following definitions on the measurement tools, the 
target population and study constructs.  
 

The Measurement Tools 
Personal Assessment Tool  
 

The personal assessment tool was originally developed by a working group of the Ontario 
Public Health Association (OPHA), the Public Health Alliance for Lesbian, Gay, Bisexual, 
Transsexual, Transgender, Two-Spirit, Intersex, Queer and Questioning Equity, for use by Public 
Health and Community Health Centre staff (Clipsham et al., 2011). Modifications have been 
made to the tool to reflect current scientific literature and best practice strategies for survey 
development. The modified tool will be used to measure Public Health Nurses perceived personal 
stage of change towards partaking in positive space initiatives at their respective Public Health 
Units.  
 
When completing the personal assessment tool, respondents will be instructed to review a 
statement and choose one of the following options that best reflects their own personal stage of 
change. See the example below. 
 
Example Item. I endeavor to use inclusive language such as “partner” instead of 
“girlfriend/boyfriend” or “wife/husband” 
 

o I am not thinking about making this change.  
o I am thinking about making this change in the next 6 months.  
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o I am preparing to take action on this change within the month.  
o I am currently making this change.  
o I have taken this action and am maintaining the behaviour change.  
o I am unsure about my stage of change for this action. 
o This action is not relevant to my current role. 

 
Workplace Assessment Tool  
 
 Public Health Nurses perceived degree of organizational implementation of positive 
spaces at Ontario Public Health Units will be measured using the OPHA workplace assessment 
tool. This tool was developed by a working group of the OPHA who adapted it from the Gay, 
Lesbian, Bisexual Transgender (GLBT) Cultural Competence Project, Ottawa 2004 (Clipsham et 
al., 2011). Modifications have been made to the tool for the purposes of this study to reflect 
current scientific literature and best practice strategies for survey development.  
 
When completing the workplace assessment tool, respondents will be instructed to review a 
statement and choose the response that best reflects their organizations' stage of change. See the 
example below. 
 
Example Item. There is equitable recruitment of sexually and gender diverse persons by the 
Board of Health. 

o My organization is raising awareness about the need for this change.  
o My organization is preparing to adopt and implement this change.  
o My organization has implemented this change. 
o My organization has taken action to maintain this change over the long term. For 

example, establishing systems for monitoring and quality control, including continued 
investment in resources and training.  

o I am unsure about my organizations’ stage of change with this action. 
 
  

Target Population - Public Health Nurses 
 

Public health nurses, who are primarily Registered Nurses (RNs) (College of Nurses of 
Ontario, 2016), play a critical role in the planning, implementation, and evaluation of public 
health care services. As direct service providers who represent a significant portion of public 
health staff, Public Health Nurses are key players in community mobilization, client care, and 
organizational change. However, little is known about how Public Health Units are equipping 
themselves and their nursing staff to ensure that organizations embrace sexual and gender 
diversity amongst clients and staff.  

 
Study Constructs 

 
Positive Spaces  
 

Refers to an agency that is open and welcoming, as well as equitable and accessible to 
persons of all sexual and gender diversities, both to clients and employees of the agency. 
The term also refers to an agency in which all staff have been trained to understand the 
issues around sexual and gender diversity and are familiar with human rights, diversity 
and resources (Clipsham et al., 2011, p. 33).  
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Inclusive environments, also known as positive spaces, have been promoted as a means through 
which to overcome institutional and provider-level barriers to inclusivity of sexually and gender 
diverse persons (MacDonnell & Daley, 2015). 
In accordance with literature review findings, positive spaces are characterized by:  

• Mission statements, policies, and procedures (Eliason et al., 2011; Wilkerson et al., 
2011) 

• Education and Training (Mahdi et al., 2014; Rounds et al., 2013) 
• Practices of Self -Reflection and Critique (Kamau-Small et al., 2015; MacDonnell & 

Grigorovich, 2012; Richardson et al., 2017) 
• Treatment of Staff (MacDonnell & Grigorovich, 2012) 
• Working with clients (Baker & Beagan, 2016; Richardson et al., 2017; Wilkerson et al., 

2011) 
• Group programs and services (Clipsham et al., 2011) 
• Client documentation and forms (Goins & Pye, 2013; Wilkerson et al., 2011) 
• Client resources and referral lists (Mahdi et al., 2014; Wilkerson et al., 2011) 
• Physical cues to positive spaces (Kellett & Fitton, 2017; MacDonnell & Daley, 2015; 

Wilkerson et al., 2011) 
• Advocacy on issues related to sexual and gender diversity and equity (Kellett & 

Fitton, 2017; MacDonnell & Daley, 2015; MacDonnell & Grigorovich, 2012; Wilkerson 
et al., 2011) 

• Staff Recruitment, Hiring, and Performance Evaluations (Eliason et al., 2011; Kellett 
& Fitton, 2017; MacDonnell & Daley, 2015) 

• External Communications (Kellett & Fitton, 2017; Wilkerson et al., 2011) 
 
Cultural Humility  
 
This study is informed by a culturally humble approach to care. Original survey items in the 
personal and workplace assessment tools were modified to reflect a culturally humble approach to 
care in place of the culturally competent approach. Cultural humility has been identified as a 
facilitator to positive spaces and is defined as a lifelong process of self–reflection and critique 
that encompasses the recognition of power imbalances and the development of mutually 
beneficial partnerships (Foronda et al., 2016).  

 
Provider level. Providers who are culturally humble are described as being open, self-aware, 

and egoless, and they also engage in supportive interactions and self-reflection and critique 
(Foronda et al., 2016).  

• Openness: The provider must have an open attitude and be willing to explore new ideas; 
the provider is open to interacting with a culturally diverse person, including a client who 
identifies as sexually or gender diverse.  

• Self-Awareness: Being aware of one’s own strengths, limitations, values, beliefs, 
behaviour, and appearance when working with others of different cultures. 

• Egoless: Being humble; regarding all people as possessing equal worth. 
• Supportive Interaction: Positive human exchanges that occur when cultural humility is 

being implemented. Includes positive exchanges between two persons, intersectionality, 
and taking responsibility for interactions with others. 

• Self-Reflection and Critique: Contemplating on one’s thoughts, feelings, and actions.  
 

Organizational level. To effect change for sexually and gender diverse persons, it is 
recommended that cultural humility be embedded not only at the provider level, but at the 
organizational level as well (MacDonnell & Daley, 2015; Mulé et al., 2009; Tervalon & Murray-
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Garcia, 1998). Organizational adoption of cultural humility practices will support individual 
professionals in providing culturally humble care and will also facilitate a positive space 
(Tervalon & Murray-Garcia, 1998). Organizational leaders should engage in self-reflection and 
critique, a central component of cultural humility, by answering reflective questions, engaging in 
open dialogue about service flaws, and conducting internal workplace assessments (Clipsham et 
al., 2011; MacDonnell & Daley, 2015; Tervalon & Murray-Garcia, 1998; Walsh Brennan et al., 
2012). Organizational leaders can reflect on their past and current relationship with the 
community; their institutional ethos and whether it supports inclusivity and diversity; structural 
and systemic barriers to quality care; and the training requirements for senior leaders, 
management, and staff on sexual orientation, gender identity, and health (Clipsham et al., 2011; 
Tervalon & Murray-Garcia, 1998). 
 

Content Validity Testing 
 

 The survey you are about to complete will ask you questions about the relevance, clarity, 
and comprehension of the personal and workplace assessment tools. The following are term 
definitions:  

 
Relevance. Relevance questions are focused on assessing whether the items will accurately 

measure the study construct (Davis, 1992; Polit & Beck, 2017).  
 
Clarity. Clarity questions will assess if the items are clear (Davis, 1992).  
 
Comprehension. Comprehension questions will assess whether the survey is a complete 

measure of the study construct, positive spaces (Davis, 1992; Polit & Beck, 2017). These 
questions will aim to identify if any key items or sections are missing from the survey tool (Polit 
& Beck, 2017).  
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Appendix G 

Pilot Testing Information Package 

 

Information Packet – Public Health Nurse Panel 
 

Thank you for agreeing to participate in the pilot testing of this positive space survey. 
Prior to completing the survey, please review the information below.  
 

Participation in this pilot test involves completion of an online survey. First you will 
complete the online positive space survey which includes a personal assessment questionnaire, a 
workplace assessment questionnaire, and demographic items. Once completed, you will be asked 
to provide feedback on the survey itself. Amongst these feedback questions, you will be asked 
about the relevance, readability, and applicability of the positive space survey questions. The 
entire survey is expected to take up to 1 hour to complete. Modifications to the positive space 
survey will be made based on your feedback. The modified survey will then be sent to all Public 
Health Nurses in Ontario. Upon completion of the survey, you will receive a $10 gift certificate 
for the store of your choice: Amazon, Indigo or Starbucks.   
 

To provide you some background information on the study as well as the constructs that 
this tool aims to measure, please review the following definitions on the measurement tools, the 
target population and the study constructs. The terms: relevance, readability and applicability are 
also defined below. In another document that was shared, you can also find a glossary which 
defines terms you may encounter while completing the survey. 
 

The Measurement Tools 
Personal Assessment Tool  
 

The personal assessment tool was originally developed by a working group of the Ontario 
Public Health Association (OPHA), the Public Health Alliance for Lesbian, Gay, Bisexual, 
Transsexual, Transgender, Two-Spirit, Intersex, Queer and Questioning Equity, for use by Public 
Health and Community Health Centre staff (Clipsham et al., 2011). Modifications have been 
made to the tool to reflect current scientific literature and best practice strategies for survey 
development. The modified tool will be used to measure Public Health Nurses perceived personal 
stage of change towards partaking in positive space initiatives at their respective Public Health 
Units.  
 
When completing the personal assessment tool, you will review a statement and choose one of the 
following options that best reflects your own personal stage of change. See the example below. 
 
Example Item. I endeavor to use inclusive language such as “partner” instead of 
“girlfriend/boyfriend” or “wife/husband” 

o I am not thinking about making this change.  
o I am thinking about making this change in the next 6 months.   
o I am preparing to take action on this change within the month.  
o I am currently making this change.  
o I have taken this action and am maintaining the behaviour change.  
o I am unsure about my stage of change for this action.  
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o This action is not relevant to my current role. 
 

Workplace Assessment Tool  
 
 Public Health Nurses perceived degree of organizational implementation of positive 
spaces at Ontario Public Health Units will be measured using the OPHA workplace assessment 
tool. This tool was used by a working group of the OPHA who adapted it from the Gay, Lesbian, 
Bisexual Transgender (GLBT) Cultural Competence Project, Ottawa 2004 (Clipsham et al., 
2011). Modifications have been made to the tool for the purposes of this study to reflect current 
scientific literature and best practice strategies for survey development.  
 
When completing the workplace assessment tool, you will be instructed to review a statement and 
choose the response that best reflects your organizations' stage of change. See the example below. 
 
Example Item. There is equitable recruitment of sexually and gender diverse persons to the 
agency. 

o My organization is raising awareness about the need for this change.  
o My organization is preparing to adopt and implement this change.  
o My organization has implemented this change. 
o My organization has taken action to maintain this change over the long term. For 

example, establishing systems for monitoring and quality control, including continued 
investment in resources and training.  

o I am unsure about my organizations’ stage of change with this action. 
  
Demographic Items 
 

Demographic data will be collected for descriptive statistics. The questionnaire will 
gather information on participants’ workplace and position, their education, years of experience, 
age, gender identity, sex assigned at birth, sexual orientation, religion, and contact with sexually 
and gender diverse persons. 
 

Target Population - Public Health Nurses 
 

As you know, Public Health Nurses, who are primarily Registered Nurses (RNs) (College 
of Nurses of Ontario, 2016), play a critical role in the planning, implementation, and evaluation 
of public health care services. As direct service providers who represent a significant portion of 
public health staff, Public Health Nurses are key players in community mobilization, client care, 
and organizational change. However, little is known about how Public Health Units are equipping 
themselves and their nursing staff to ensure that the organizations embrace sexual and gender 
diversity amongst clients and staff. 
 

Study Constructs 
 
Positive Spaces  
 

Refers to an agency that is open and welcoming, as well as equitable and accessible to 
persons of all sexual and gender diversities, both to clients and employees of the agency. 
The term also refers to an agency in which all staff have been trained to understand the 
issues around sexual and gender diversity and are familiar with human rights, diversity 
and resources (Clipsham et al., 2011, p. 33).  
 



 132  

Inclusive environments, also known as positive spaces, have been promoted as a means through 
which to overcome institutional and provider-level barriers to inclusivity of sexually and gender 
diverse persons (MacDonnell & Daley, 2015). 
 
In accordance with literature review findings, positive spaces are characterized by:  

• Mission statements, policies, and procedures (Eliason et al., 2011; Wilkerson et al., 
2011) 

• Education and Training (Mahdi et al., 2014; Rounds et al., 2013) 
• Practices of Self -Reflection and Critique (Kamau-Small et al., 2015; MacDonnell & 

Grigorovich, 2012; Richardson et al., 2017) 
• Treatment of Staff (MacDonnell & Grigorovich, 2012) 
• Working with clients (Baker & Beagan, 2016; Richardson et al., 2017; Wilkerson et al., 

2011) 
• Group programs and services (Clipsham et al., 2011) 
• Client documentation and forms (Goins & Pye, 2013; Wilkerson et al., 2011) 
• Client resources and referral lists (Mahdi et al., 2014; Wilkerson et al., 2011) 
• Physical cues to positive spaces (Kellett & Fitton, 2017; MacDonnell & Daley, 2015; 

Wilkerson et al., 2011) 
• Advocacy on issues related to sexual and gender diversity and equity (Kellett & 

Fitton, 2017; MacDonnell & Daley, 2015; MacDonnell & Grigorovich, 2012; Wilkerson 
et al., 2011) 

• Staff Recruitment, Hiring, and Performance Evaluations (Eliason et al., 2011; Kellett 
& Fitton, 2017; MacDonnell & Daley, 2015) 

• External Communications (Kellett & Fitton, 2017; Wilkerson et al., 2011) 
 
Cultural Humility  
 
This study is informed by a culturally humble approach to care. Original survey items in the 
personal and workplace assessment tools were modified to reflect a culturally humble approach to 
care in place of the culturally competent approach. Cultural humility has been identified as a 
facilitator to positive spaces and is defined as a lifelong process of self–reflection and critique 
that encompasses the recognition of power imbalances and the development of mutually 
beneficial partnerships (Foronda et al., 2016).  

 
Provider level. Providers who are culturally humble are described as being open, self-aware, 

and egoless, and they also engage in supportive interactions and self-reflection and critique 
(Foronda et al., 2016).  

• Openness: The provider must have an open attitude and be willing to explore new ideas; 
the provider is open to interacting with a culturally diverse person, including a client who 
identifies as sexually or gender diverse.  

• Self-Awareness: Being aware of one’s own strengths, limitations, values, beliefs, 
behaviour, and appearance when working with others of different cultures. 

• Egoless: Being humble; regarding all people as possessing equal worth. 
• Supportive Interaction: Positive human exchanges that occur when cultural humility is 

being implemented. Includes positive exchanges between two persons, intersectionality, 
and taking responsibility for interactions with others. 

• Self-Reflection and Critique: Contemplating on one’s thoughts, feelings, and actions.  
 

Organizational level. To effect change for sexually and gender diverse persons, it is 
recommended that cultural humility be embedded not only at the provider level, but at the 
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organizational level as well (MacDonnell & Daley, 2015; Mulé et al., 2009; Tervalon & Murray-
Garcia, 1998). Organizational adoption of cultural humility practices will support individual 
professionals in providing culturally humble care and will also facilitate a positive space 
(Tervalon & Murray-Garcia, 1998). Organizational leaders should engage in self-reflection and 
critique, a central component of cultural humility, by answering reflective questions, engaging in 
open dialogue about service flaws, and conducting internal workplace assessments (Clipsham et 
al., 2011; MacDonnell & Daley, 2015; Tervalon & Murray-Garcia, 1998; Walsh Brennan et al., 
2012). Organizational leaders can reflect on their past and current relationship with the 
community; their institutional ethos and whether it supports inclusivity and diversity; structural 
and systemic barriers to quality care; and the training requirements for senior leaders, 
management, and staff on sexual orientation, gender identity, and health (Clipsham et al., 2011; 
Tervalon & Murray-Garcia, 1998). 

 
 

Pilot Testing 
 

The survey you are about to complete will ask you questions about the relevance, readability, 
and applicability of the personal and workplace assessment tools. The following are definitions of 
the three terms.  

 
Relevance: Relevance questions will assess if the items appear as though they are measuring 

the study construct, positive spaces (Polit & Beck, 2017).  
 
Readability. Readability questions will assess if the items are easy to understand, read, and 

interpret (Polit & Beck, 2017).  
 
Applicability. Applicability questions will assess if the items are applicable to the role of 

public health nurses or to the public health unit 
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Appendix H 

Cross-sectional Questionnaire 

Testing a Positive Space Measurement Tool for Public Health 

Thank you for your willingness to participate in this positive space survey. The purpose 
of this survey is to create a valid and reliable tool for assessing sexually and gender 
diverse positive spaces in public health.    
 
As you complete the survey you can hover over underlined text with your mouse  to 
review definitions. For example, try hovering over: positive spaces.   
  
If you are unable to complete the survey in one sitting, exit your web browser and your 
responses will be saved. To return to the survey,  use the original link you were 
provided, do not clear your browser cookies, and use the same computer and web 
browser.     
 
 Please answer the following questions to create your Study ID.  

o What are the first two letters of your high school's name? (e.g.CA)  _______ 
o What day of the month were you born? (e.g.6)  ______________________ 
o What is the last letter of your first name? (e.g.N) _____________________ 
o Combine your responses above in order (e.g.CA6N) __________________ 

 
Demographic Questions.    
    
Your responses are anonymous and they will be aggregated with the responses from 
other study participants.  
 
Are you registered with the College of Nurses of Ontario as a Registered Nurse?  

o Yes 
o No   
 

What position do you hold at your local public health agency?  

o Health Promoter, Direct Service Provider 
o Public Health Nurse, Direct Service Provider 
o Manager 
o Other, please specify __________________________________________ 
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In your role at public health, who do you have interactions with? Choose all that 
apply.  

▢ Clients (includes: individuals, families, groups, and communities) 

▢ Community Partners  

▢ Public health staff colleagues  

▢ Others, please specify  ____________________________________________ 
 
What is your employment status at your local public health agency? (FTE stands 
for Full Time Equivalent) 

o Full time (1.0 FTE)  
o Part Time (0.5 FTE or more) 
o Part Time (Less then 0.5 FTE) 
o Casual   
o Other, please specify _____________________________________________ 

 
Which of the Ontario Public Health Standards (2018) do you address in your 
current work assignment? (choose all that apply).   

▢ Chronic Disease Prevention and Well-Being   

▢ Food Safety   

▢ Healthy Environments   

▢ Healthy Growth and Development   

▢ Immunization  

▢ Infectious and Communicable Disease Prevention and Control   

▢ Safe Water   

▢ School Health  

▢ Substance Use and Injury Prevention  

▢ Other, please specify  ____________________________________________ 
 
Which public health unit are you employed by? 

▼ Algoma Public Health (1) ... York Region Public Health (36) 
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What is the size of the community that you work in? 

o Over 1 million  
o 100, 001 to ≤ 1 million  
o 25, 001 to ≤ 100, 000  
o 10, 001 to ≤ 25, 000  
o 5, 000 to ≤ 10, 000  
o Less than 5, 000  

 
What is the highest level of education you have completed?  

o Diploma   
o Bachelor's Degree  
o Master's Degree  
o Doctorate   
 

Please complete the following questions on your years of experience.  

o How many years have you been working as a nurse?  ___________________ 
o How many years have you been working in public health?  _______________ 
o How many years have you worked in your current position?  ______________ 

 
What year were you born? (YYYY)  _____________________ 
 
Previous studies have found that a respondents’ gender, sexual orientation, religion, and 
personal or professional contact with persons who identify as sexually and/or gender 
diverse are all associated with their attitudes towards persons who are sexually and/or 
gender diverse. Please consider answering the following questions about your gender, 
sexual orientation, religion and contact with person identifying as sexually and/or gender 
diverse.     
 
What is your gender identity? _______________________________ 
 
What is your sexual orientation? _______________________________ 
 
What was your sex assigned at birth? _______________________________ 
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Do you identify with a religious faith? 

o Yes  
o No   

Display This Question: 

If Do you identify with a religious faith? = Yes 

 
What religious faith(s) do you identify with? _____________________ 

Display This Question: 

If Do you identify with a religious faith? = Yes 

How important is religion in your life?  

o Extremely important  
o Very important  
o Moderately important  
o Slightly important   
o Not at all important   

 
Please check off whether you have met anyone in your personal life who identifies with 
any of the following sexual orientations or gender identities. 

 Yes No 

Bisexual  o  o  

Gay o  o  

Genderqueer/Gender Non-
Conforming  o  o  

Lesbian  o  o  

Queer o  o  

Transgender Female  o  o  

Transgender Male o  o  

Two Spirit o  o  

Other, please specify  o  o  
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To the best of your knowledge, please check off whether you have provided public 
health nursing care to any clients who identify with the following sexual orientations or 
gender identities. 

 Yes No 

Bisexual  o  o  

Gay o  o  

Genderqueer/Gender Non-
Conforming  o  o  

Lesbian  o  o  

Queer o  o  

Transgender Female  o  o  

Transgender Male o  o  

Two Spirit o  o  

Other, please specify  o  o  
 
To the best of your knowledge, please check off whether you have worked with 
colleagues or community partners who identify with the following sexual orientations 
or gender identities. 

 Yes No 

Bisexual  o  o  

Gay o  o  

Genderqueer/Gender Non-
Conforming  o  o  

Lesbian  o  o  

Queer o  o  

Transgender Female  o  o  

Transgender Male o  o  

Two Spirit o  o  

Other, please specify  o  o  
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Personal Assessment Questionnaire   
    
The response options have been abbreviated for ease of completion.    
I am not thinking about making this change: Not thinking about this change   
I am thinking about making this change in the next 6 months: Thinking about this 
change   
I am preparing to take action on this change within the month: Preparing to make this 
change    
I am currently making this change: Currently making this change   
I have taken this action and am maintaining the behaviour change: Maintaining this 
change    
I am unsure about my stage of change for this action: Unsure of my stage of change   
This action is not relevant to my current role: Not relevant to my role   
Rate your state of change for the following two items on mission statements, policies, 
and procedures. 
 

 

 
Not 

thinking 
about 
this 

change  

Thinking 
about 
this 

change  

Preparing 
to make 

this 
change  

Currently 
making 

this 
change  

Maintaining 
this change  

Unsure 
of my 

stage of 
change  

 
Not 

relevant 
to my 
role  

I am aware of and I 
abide by Canadian 
and provincial laws 
concerning sexual 

orientation and 
gender diversity. 
For example, the 
Canadian Human 

Rights Act.  

o  o  o  o  o  o  o  

I am aware of and I 
abide by any 

existing agency 
policies 

concerning sexual 
orientation and 

gender diversity. 
For example, there 

may be agency level 
policies and 

procedures on using 
gender inclusive 

language.   

o  o  o  o  o  o  o  
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Rate your state of change for the following items on education and training. 

 

 
Not 

thinking 
about 
this 

change  

Thinking 
about 
this 

change  

Preparing 
to make 

this 
change  

Currently 
making 

this 
change  

Maintaining 
this change  

Unsure 
of my 
stage 

of 
change  

 
Not 

relevant 
to my 
role  

I participate in 
ongoing training on 

sexual and/or gender 
diversity and health.  

o  o  o  o  o  o  o  

I continuously 
engage in 

opportunities to 
learn from clients 
who identify as 
sexually and/or 
gender diverse.  

o  o  o  o  o  o  o  

I keep up to date on 
culturally 

appropriate 
terminology for 

different subgroups 
of the sexually 
and/or gender 

diverse. population. 
For example, I can 
name the identities 

within the 
LGBTQQIP2SAA 

acronym and I 
understand the 

limitations of such 
acronyms.  

o  o  o  o  o  o  o  

I participate in 
ongoing anti-

oppression training 
which teaches about 

structures of 
oppression  and 

helps me to critically 
examine my own 

biases and 
privileges.  

o  o  o  o  o  o  o  
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Rate your state of change for the following items on self-reflection and critique. 

 

 
Not 

thinking 
about 
this 

change  

Thinking 
about 
this 

change  

Preparing 
to make 

this 
change  

Currently 
making 

this 
change  

Maintaining 
this change  

Unsure 
of my 
stage 

of 
change  

 
Not 

relevant 
to my 
role  

I regularly monitor 
my attitudes, values, 

behaviours, and 
practice for 

discrimination 
based on sexual 
orientation and 
gender identity. 

o  o  o  o  o  o  o  

I regularly examine 
my own beliefs for 

cissexism and 
heterosexism. 

o  o  o  o  o  o  o  

I monitor my values 
and language for 
generalizations, 
regarding sexual 
orientation and 
sexual identity.  

o  o  o  o  o  o  o  

I regularly reflect on 
my own privileges 

and the power 
imbalance this can 

create between 
myself and others, 
including sexually 

and/or gender 
diverse persons. 

o  o  o  o  o  o  o  

I engage in critical 
self-reflection after 
interactions with 
sexually and/or 
gender diverse 

persons. For 
example, clients, 

community partners, 
and colleagues. 

o  o  o  o  o  o  o  

I am honest about 
the limits of my 

understanding of 
sexual orientation  

and gender 
diversity. 

o  o  o  o  o  o  o  

 



 142  

Rate your state of change for the following items on treatment of staff. 

 

 
Not 

thinking 
about 
this 

change  

Thinking 
about 
this 

change  

Preparing 
to make 

this 
change  

Currently 
making 

this 
change  

Maintaining 
this change  

Unsure 
of my 
stage 

of 
change  

 
Not 

relevant 
to my 
role  

I embrace co-
workers of all sexual 

orientations and 
gender identities. 

o  o  o  o  o  o  o  

I embrace managers 
and agency leaders 

of all sexual 
orientations and 
gender identities. 

o  o  o  o  o  o  o  

Rate your state of change for the following items on working with clients. 
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Not 

thinking 
about 
this 

change  

Thinking 
about 
this 

change  

Preparing 
to make 

this 
change  

Currently 
making 

this 
change  

Maintaining 
this change  

Unsure 
of my 
stage 

of 
change  

 
Not 

relevant 
to my 
role  

I embrace clients and 
communities of all 

sexual orientations and 
gender identities.   

o  o  o  o  o  o  o  

I endeavour to use 
inclusive language 
such as "partner" 

instead of 
"girlfriend/boyfriend" 

or "wife/husband".  

o  o  o  o  o  o  o  

I privately ask all 
clients their name and 

pronouns. 
o  o  o  o  o  o  o  

When providing 
services, I use 
questions and 

comments that are 
inclusive of all sexual 

orientations  and 
gender identities.  

o  o  o  o  o  o  o  

I treat people of all 
sexual orientations  

and gender identities 
as individuals with 

many roles and 
identities.  

o  o  o  o  o  o  o  

I ask questions to 
understand the 

personal lived realities 
of sexually and/or 

gender diverse 
persons.  

o  o  o  o  o  o  o  

I have aligned my 
practice with the 

notion that 
discrimination against 
sexually and/or gender 
diverse persons, in the 
form of heterosexism, 

cissexism, and/or 
monosexism, can 

intersect with other 
oppressions such as 
racism and sexism. 

o  o  o  o  o  o  o  
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I avoid making 
assumptions about a 

person's sexual 
orientation and gender 
identity based on the 
person's appearance, 

actions or words.  

o  o  o  o  o  o  o  

I do not assume that a 
person's sexual 

activity is consistent 
with their sexual 

identity. 

o  o  o  o  o  o  o  

I practice based on the 
knowledge that the 

presenting problems of 
clients who identify as 
sexually and/or gender 

diverse may not be 
related to their sexual 
orientation or gender 

identity.  

o  o  o  o  o  o  o  

I ask for clarification 
from sexually and/or 

gender diverse clients 
when there is a 

relevant aspect of their 
lives that I do not fully 

understand.   

o  o  o  o  o  o  o  

When I am unsure 
about best practices, I 
admit uncertainty to 

the client.  
o  o  o  o  o  o  o  

When I am unsure 
about best practices, I 
work to seek out the 

answer in partnership 
with the client.  

o  o  o  o  o  o  o  

When discussing 
health challenges 
encountered by 

persons who identify 
as sexually and/or 
gender diverse, I 

acknowledge the social 
context within which 
these challenges may 

occur.   

o  o  o  o  o  o  o  

I assist clients in 
overcoming 

internalized negative 
attitudes towards their 
sexual orientation or 

gender identity.  

o  o  o  o  o  o  o  
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I explain to clients how 
their confidentiality will 
be protected and who 

will have access to 
information.   

o  o  o  o  o  o  o  

I give the option of not 
answering a question if 
confidentiality cannot 
be protected, or the 

client does not wish to 
respond. 

o  o  o  o  o  o  o  

I provide respectful 
care to sexually and/or 
gender diverse clients 

across the lifespan. 
o  o  o  o  o  o  o  

I declare my own 
pronouns when 

introducing myself. 
o  o  o  o  o  o  o  

I disclose my own 
sexual orientation or 

gender identity if 
appropriate and 

relevant. For example, if 
it supports a client in 

feeling safe to disclose 
themselves.  

o  o  o  o  o  o  o  

I assess for prevalent 
risk factors amongst 

sexually and/or gender 
diverse clients such as 
isolation, harassment, 

depression, suicide 
ideation, and 

substance use.   

o  o  o  o  o  o  o  

I assess for resilient 
factors in sexually 

and/or gender diverse 
clients such as social 

supports and 
community belonging.  

o  o  o  o  o  o  o  

I provide care based on 
the notion that 

disclosure of one's 
sexual orientation or 

gender identity can be 
a lifelong evolving 

process. A client may 
be seeking supports to 
aid in this process of 

disclosure.  

o  o  o  o  o  o  o  
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In practice, I 
acknowledge the 
privilege society 
bestows on some 
groups such as 

heterosexual and 
cisgender persons. 

o  o  o  o  o  o  o  

I have been or would 
be accepting of a 

person disclosing their 
sexual orientation 

and/or gender identity 
to me.  

o  o  o  o  o  o  o  

 
Rate your state of change for the following items on group programs and services 

 

 
Not 

thinking 
about 
this 

change  

Thinking 
about 
this 

change  

Preparing 
to make 

this 
change  

Currently 
making 

this 
change  

Maintaining 
this change  

Unsure 
of my 
stage 

of 
change  

 
Not 

relevant 
to my 
role  

When working with 
client groups, I 
establish group 

norms or rules that 
facilitate the safety 

and inclusion of 
participants from 
sexually and/or 
gender diverse 
communities.   

o  o  o  o  o  o  o  

In working with 
groups, I create a 

climate that allows 
for voluntary self-

identification and/or 
self-disclosure of 
sexual orientation 

and/or gender 
identity.  

o  o  o  o  o  o  o  

When working with 
client groups, I 
intervene when 
homophobia, 
biphobia or 
transphobia 

threatens members 
safety or integrity. 

o  o  o  o  o  o  o  
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Rate your state of change for the following items on client documentation and forms.  

 

 
Not 

thinking 
about 
this 

change  

Thinking 
about 
this 

change  

Preparing 
to make 

this 
change  

Currently 
making 

this 
change  

Maintaining 
this change  

Unsure 
of my 
stage 

of 
change  

 
Not 

relevant 
to my 
role  

I review forms 
regularly for 

inclusivity, including 
inclusive language, 

content, and visuals.  

o  o  o  o  o  o  o  

I am explicit with 
clients about how 
sexual orientation, 

gender identity, and 
sexual behaviour 

will be documented. 

o  o  o  o  o  o  o  

With consent from 
the client, I record 

the clients name and 
pronouns in a way 

that is clear and 
visible for future 

members of the care 
team. 

o  o  o  o  o  o  o  

 
Rate your state of change for the following items on client resources and referral 
lists.  

 

 
Not 

thinking 
about 
this 

change  

Thinking 
about 
this 

change  

Preparing 
to make 

this 
change  

Currently 
making 

this 
change  

Maintaining 
this change  

Unsure 
of my 
stage 

of 
change  

 
Not 

relevant 
to my 
role  

I keep an updated 
list of resources for 
clients who identify 
as sexually and/or 

gender diverse.  

o  o  o  o  o  o  o  

I keep an updated 
list of referrals to 
safe and qualified 

providers for clients 
who identify as 
sexually and/or 
gender diverse. 

o  o  o  o  o  o  o  
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Rate your state of change for the following items on physical cues.  

 

 
Not 

thinking 
about 
this 

change  

Thinking 
about 
this 

change  

Preparing 
to make 

this 
change  

Currently 
making 

this 
change  

Maintaining 
this change  

Unsure 
of my 
stage 

of 
change  

 
Not 

relevant 
to my 
role  

As a participant in 
ongoing training on 
positive spaces, I 
have posted an 

equal rights visual 
cue in my personal 

work area (for 
example, a positive 
space sticker at my 

desk).  

o  o  o  o  o  o  o  

I post positive 
images and posters 
of sexually and/or 

gender diverse 
people in my 
workspace. 

o  o  o  o  o  o  o  

I refrain from 
posting equal rights 

visual cues (e.g. 
positive space 

stickers) in areas that 
may not be safe for 

sexually and/or 
gender diverse 

persons.  

o  o  o  o  o  o  o  

 
Rate your state of change for the following items on advocacy. 
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Not 

thinking 
about 
this 

change  

Thinking 
about 
this 

change  

Preparing 
to make 

this 
change  

Currently 
making 

this 
change  

Maintaining 
this change  

Unsure 
of my 
stage 

of 
change  

 
Not 

relevant 
to my 
role  

I advocate for policies 
that include non-

discrimination related 
to sexually and/or 

gender diverse 
persons.  

o  o  o  o  o  o  o  

I encourage ongoing 
education about 

sexual orientation and 
gender identity in my 

workplace. 

o  o  o  o  o  o  o  

I strive to safeguard 
the rights of sexually 
and/or gender diverse 

persons.  
o  o  o  o  o  o  o  

I confront statements 
and jokes that 

discriminate or make 
fun of persons who 
identify as sexually 

and/or gender diverse.  

o  o  o  o  o  o  o  

I challenge gender 
stereotypes. For 

example, I challenge the 
stereotype that those 
who identify as female 

will care for the children 
while those who identify 
as male will earn money 

at work.  

o  o  o  o  o  o  o  

I intervene when 
discrimination by 

association occurs. 
For example, 

discrimination against 
heterosexuals who 
support the rights of 

sexually and/or gender 
diverse persons. 

o  o  o  o  o  o  o  
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I lobby for changes to 
client documentation 

that support the 
respectful and safe 

care of sexually and/or 
gender diverse clients. 
For example, I lobby for 

the inclusion of a 
dedicated space to 

document names and 
pronouns in addition to 

legal names.  

o  o  o  o  o  o  o  

Workplace Assessment Questionnaire 
  
The response options have been abbreviated for ease of completion:      
My organization is not currently considering this change: Not considering this change   
My organization is raising awareness about the need for this change: Raising 
awareness for change   
My organization is preparing to adopt and implement this change: Preparing to change 
My organization has implemented this change: Implementing change   
My organization has taken action to maintain this change over the long term. For 
example, establishing systems for monitoring and quality control, including continued 
investment in resources and training: Maintaining change   
I am unsure about my organizations’ stage of change with this action: Unsure about 
stage of change    
When choosing a stage of change, consider your organization as a whole; choose 
the stage of change that best fits your entire organization. If some programs are 
early on in the stages of change, while other programs are well advanced you may 
choose to respond as "preparing to change". 
 
Rate your organizations' state of change for the following items on mission statements, 
policies, and procedures. 
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Not 

considering 
this change  

Raising 
awareness 
for change  

Preparing 
to 

change  
Implementing 

change  
Maintaining 

change  

Unsure 
about 
stage 

of 
change  

Managers work with 
staff to support them 
in implementing the 

agency's mission 
and value statements 
related to diversity, 

including sexual 
orientation and 
gender identity.   

o  o  o  o  o  o  

Gender neutral 
language is used in 

agency policies. 
o  o  o  o  o  o  

Personnel policies 
and practices comply 

with the Canadian 
and provincial human 

rights code.  

o  o  o  o  o  o  

The Board of Health 
has a process that 

informs board 
members of the 

agency's 
accountability for any 
employee and client 
complaints related to 

discrimination or 
harassment related 

to sexual orientation 
and gender identity. 

o  o  o  o  o  o  

The agency has 
clearly written non-
discrimination and 

harassment policies 
that explicitly include 

sexual orientation 
and gender identity.  

o  o  o  o  o  o  

The agency has a 
clear policy 

statement that 
encourages inclusive 
language, behaviours 
or practices related 

to sexual orientation 
and gender identity.  

o  o  o  o  o  o  

The agency has clear 
written procedures 

and practices to deal 
with incidents of 

homophobia, 
biphobia or 
transphobia.  

o  o  o  o  o  o  
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Rate your organizations' state of change for the following items on education and 
training.  
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Not 

considering 
this change  

Raising 
awareness 
for change  

Preparing 
to change  

Implementing 
change  

Maintaining 
change  

Unsure 
about 
stage 

of 
change  

Members of the 
Board of Health 

participate in 
ongoing training on 

sexual and/or gender 
diversity, and the 
health of sexually 

and/or gender 
diverse persons and 

communities.  

o  o  o  o  o  o  

Managers participate 
in ongoing training 
on sexual and/or 

gender diversity and 
health.  

o  o  o  o  o  o  

Managers participate 
in ongoing training 

on working with 
community 

organizations that 
represent, service, 
and advocate for 
sexually and/or 
gender diverse 

persons.  

o  o  o  o  o  o  

Managers ensure 
that new staff are 

oriented on sexual 
and/or gender 

diversity and health 
and available 
community 
resources.  

o  o  o  o  o  o  

All staff receive 
ongoing health and 
identity training to 

work effectively with 
sexually and/or 

gender diverse  staff, 
clients, and 

community partners.  

o  o  o  o  o  o  

All staff, including 
the Board of Health 
members, receive 

ongoing training on 
critical self-reflection 
and the recognition 

of power imbalances, 
biases, and 
privileges.  

o  o  o  o  o  o  
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All staff receive 
recurrent training to 

recognize 
organizational bias in 

organizational and 
other resource 

materials.  

o  o  o  o  o  o  

Students placed with 
the agency have an 
opportunity to learn 

about on sexual 
and/or gender 

diversity and health.  

o  o  o  o  o  o  

Members of the 
agency participate in 
networks to increase 

and promote 
knowledge of sexual 

and/or gender 
diversity and health.  

o  o  o  o  o  o  

Management has 
contacts within and 

outside the 
organization, for 
consultation on 

sexual and/or gender 
diversity and health.  

o  o  o  o  o  o  

 
Rate your organizations' state of change for the following items on self-reflection and 
critique. 

 
Not 

considering 
this change  

Raising 
awareness 
for change  

Preparing 
to 

change  

Implementing 
change  

Maintaining 
change  

Unsure 
about 
stage 

of 
change  

Organizational 
leaders openly 
reflect on the 
organizations' 

relationships with 
local sexually and/or 

gender diverse  
communities. 

o  o  o  o  o  o  

Managers openly 
reflect on how 
homophobic, 
biphobic and 
transphobic 
comments 

verbalized by other 
staff and people who 
use the agency are 

addressed within the 
agency.  

o  o  o  o  o  o  
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Rate your organizations' state of change for the following items on treatment of staff.  

 
Not 

considering 
this change  

Raising 
awareness 
for change  

Preparing 
to change  

Implementing 
change  

Maintaining 
change  

Unsure 
about 
stage 

of 
change  

Agency leaders 
support sexually 

and/or gender 
diverse  staff to 

apply their expertise 
of sexual and/or 

gender diversity and 
health. 

o  o  o  o  o  o  

Agency leaders do 
not reduce staff to 
any one identity, 

such as their sexual 
orientation or gender 

identity.  

o  o  o  o  o  o  

Agency leaders 
support staff 

members who are 
engaging in 

culturally humble 
interactions with 
sexually and/or 
gender diverse 

clients.  

o  o  o  o  o  o  

Agency leaders 
recognize and 

acknowledge staff 
who are engaging in 

culturally humble 
interactions with 
sexually and/or 
gender diverse 

clients.  

o  o  o  o  o  o  
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Rate your organizations' state of change for the following items on working with 
clients.  

 
Not 

considering 
this change  

Raising 
awareness 
for change  

Preparing 
to change  

Implementing 
change  

Maintaining 
change  

Unsure 
about 
stage 

of 
change  

In their agency wide 
strategic planning, 
the Board of Health 

consults with 
sexually and/or 
gender diverse 

persons as 
community 

stakeholders in all 
program areas.  

o  o  o  o  o  o  

Members of the 
agency consult with 

sexually and/or 
gender diverse 

persons about the 
provision of all 

services needed 
throughout the 

agency.  

o  o  o  o  o  o  

Sexually and/or 
gender diverse  

persons and their 
families are included 
in all outreach and 
health promotion 

activities. 

o  o  o  o  o  o  

The expertise of 
sexually and/or 
gender diverse  

community members 
is used to plan, 

deliver, and evaluate 
programs and 

services, particularly 
those directed to 
sexually and/or 
gender diverse 

populations. 

o  o  o  o  o  o  
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Rate your organizations' state of change for the following items on group programs and 
services.  

 
Not 

considering 
this change  

Raising 
awareness 
for change  

Preparing 
to 

change  

Implementing 
change  

Maintaining 
change  

Unsure 
about 
stage 

of 
change  

All agency services 
and programs are 

inclusive of sexually 
and/or gender 

diverse  clients.  

o  o  o  o  o  o  

There are some 
agency programs 

that are exclusively 
targeted towards 
sexually and/or 
gender diverse  

clients and 
communities. 

o  o  o  o  o  o  

The agency 
participates in 

community networks 
or coalitions to 
strengthen and 

integrate services 
available to sexually 

and/or gender 
diverse persons.  

o  o  o  o  o  o  

 
Rate your organizations' state of change for the following items on client 
documentation and forms.  
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Not 

considering 
this change  

Raising 
awareness 
for change  

Preparing 
to 

change  
Implementing 

change  
Maintaining 

change  

Unsure 
about 
stage 

of 
change  

When it is relevant to 
client care, client 

intake forms provide 
for optional self-
identification in 

gender identity and 
sexual orientation 
and the option for 

written or oral 
explanation.  

o  o  o  o  o  o  

Questions about 
families on client 
forms allow for 

alternative families, 
including same sex 

parents or more than 
two parents.  

o  o  o  o  o  o  

Client forms, such as 
intake or consent 
forms, include an 
explanation about 
how confidentiality 

will be protected and 
who has access to 
social and medical 

records.   

o  o  o  o  o  o  

Intake forms and 
processes offer the 

client the opportunity 
to discuss concerns 
about questions on 

client forms. 

o  o  o  o  o  o  

Client forms, such as 
intake forms, have 

dedicated space for 
the clients name and 
pronouns, in addition 

to a clients' legal 
name.  

o  o  o  o  o  o  
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Tools and processes, 
such as Electronic 

Medical Records, are 
in place to ensure 

sexually and/or 
gender diverse 
clients do not 

encounter 
circumstances in 

which they are 
having to disclose 

their sexual 
orientation and/or 

gender identity more 
than once.  

o  o  o  o  o  o  
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Rate your organizations' state of change for the following items on client resources and 
referral lists.  

 
Not 

considering 
this change  

Raising 
awareness 
for change  

Preparing 
to change  

Implementing 
change  

Maintaining 
change  

Unsure 
about 
stage 

of 
change  

Staff have access to 
a list of services that 
are highly regarded 
for sexually and/or 

gender diverse 
clients who wish to 

be referred on to 
other health and 
social services. 

o  o  o  o  o  o  

Staff have access to 
a list of community 
resources that are 
highly regarded for 

sexually and/or 
gender diverse 

clients wanting to 
become parents, 
such as inclusive 
adoption agencies 
and services for 

artificial 
insemination.  

o  o  o  o  o  o  

Staff have access to 
a list of services that 
are highly regarded 

for clients who 
identify as gender 
diverse and who 

wish to be referred to 
treatments such as 
gender confirming 

surgery or hormone 
therapy.  

o  o  o  o  o  o  

 
Rate your organizations' state of change for the following items on physical cues.  
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Not 

considering 
this change  

Raising 
awareness 
for change  

Preparing 
to change  

Implementing 
change  

Maintaining 
change  

Unsure 
about 
stage 

of 
change  

A non-discrimination 
statement is visibly 

posted in all areas of 
the workplace, 

stating that equal 
care will be provided 
to all, regardless of 
age, race, ethnicity, 
physical ability or 
attributes, religion, 
sexual identity and 

gender identity.  

o  o  o  o  o  o  

Promotional 
materials for agency 

services and 
programs are 

inclusive of sexual 
and/or gender 

diversity. 

o  o  o  o  o  o  

Materials such as 
electronic screens, 

newspapers, 
magazines and 

brochures that are 
inclusive to sexually 

and/or gender 
diverse persons are 
displayed in agency 

waiting areas. 

o  o  o  o  o  o  

On the condition that 
a space is safe and 

inclusive for all 
sexually and/or 
gender diverse 

persons, positive 
space signs and 
Pride flags are 

posted in visible 
areas.  

o  o  o  o  o  o  

Posters showing 
sexually and/or 
gender diverse 

people are displayed 
in a visible area for 
clients and staff to 

see.  

o  o  o  o  o  o  
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There is at least one, 
clearly labelled, 
gender-inclusive 

washroom within all 
agency buildings that 
is for both staff and 

clients.  

o  o  o  o  o  o  

 
Rate your organizations' state of change for the following items on advocacy.  
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Not 

considering 
this change  

Raising 
awareness 
for change  

Preparing 
to change  

Implementing 
change  

Maintaining 
change  

Unsure 
about 
stage 

of 
change  

The Board of Health 
advocates on equity 
issues in support of 

sexually and/or 
gender diverse 
communities.  

o  o  o  o  o  o  

On behalf of the 
agency, agency 

leaders and/or staff 
participate in 

community networks 
or coalitions to 
advocate with 

sexually and/or 
gender diverse 

persons and 
communities. 

o  o  o  o  o  o  

 
Rate your organizations' state of change for the following items on staff recruitment, 
hiring, and performance evaluations.  
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Not 

considering 
this change  

Raising 
awareness 
for change  

Preparing 
to change  

Implementing 
change  

Maintaining 
change  

Unsure 
about 
stage 

of 
change  

Employment 
opportunities with the 
agency are advertised 
in media, information 

networks or in 
organizations 

representing sexually 
and/or gender diverse  

persons and 
communities.   

o  o  o  o  o  o  

Agency leaders 
recognize a positive 

and open attitude 
towards sexual and/or 

gender diversity as 
criteria for working in 

the agency.  

o  o  o  o  o  o  

All interview guides 
have a question to 

assess at least one of 
the following: positive 

interactions with 
persons who identify 

as sexually and/or 
gender diverse, an 

appreciation for 
ongoing learning in 

healthy equity, and/or 
a recognition of power 

imbalances.  

o  o  o  o  o  o  

There is equitable 
recruitment of sexually 
and/or gender diverse 
persons to the agency.  

o  o  o  o  o  o  

There are members at 
all levels of the 

organization who 
reflect and represent 

the sexual and/or 
gender diversity of the 

community.  

o  o  o  o  o  o  

All job performance 
evaluations include an 

assessment of an 
employee's capacity to 

be respectful and 
culturally humble 
towards sexually 

and/or gender diverse 
persons. 

o  o  o  o  o  o  
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Rate your organizations' state of change for the following items on external 
communications.  

 
Not 

considering 
this change  

Raising 
awareness 
for change  

Preparing 
to 

change  

Implementing 
change  

Maintaining 
change  

Unsure 
about 
stage 

of 
change  

Agency services are advertised 
through organizations and 

networks that represent sexually 
and/or gender diverse persons 

and communities.  

o  o  o  o  o  o  

A list of media and networks 
aligned with sexually and/or 

gender diverse communities is 
used within the agency to 

disseminate pertinent health 
messages. 

o  o  o  o  o  o  

The agency website, social 
media accounts, news releases, 

and other external 
communications to mainstream 
media outlets include health and 

program information that is 
relevant to persons identifying 

as sexually and/or gender 
diverse .  

o  o  o  o  o  o  

 
To enter into a draw to win a $10 Starbucks e-gift card, complete the information 
below. Please note, this information will not be directly connected to your responses 
above. 

o First Name  ________________________________________________ 
o Last Name  ________________________________________________ 
o Email Address _____________________________________________ 
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Appendix I 

Information and Consent Letter 
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 168  

Appendix J 

Questionnaire Invitation and Reminder Emails 
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Appendix K 

Mailed Invitation 
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Appendix L                                                                                                       

T-Tests and Chi-Square Results 

T-Tests comparing Included and Excluded Participants from the Personal Tool  

Characteristic Included Participants  Excluded Participants   

 n M SE  n M SE t(df) p 

Time to Complete 

Survey 

253 3:35:27 0:58:35  99 1:13:16 0:44:21 -1.455(350)  

.147 

Age in Years  258 43.72 .736  31 41.87 1.87  -.833(287) .405 

Years as a Nurse 259 18.87 .748  33 17.49 1.88  -.630(290) .529 

Years in Public 

Health 

256 14.07 .612  33 13.05 1.52  -.577(287) .564 

Years in Position 255  7.71 .473  31  5.43 1.29 -1.594(284) .112 

 

Chi-Square Tests comparing Included and Excluded Participants from the Personal Tool  

Characteristic X2(df) p Cramer’s V Phi p 

Gender Identity  1.111(-)       .624    

Sex Assigned at Birth -(-)       .575    

Sexual Orientation  1.851(-) 1.0    

Highest Level of Education  5.868(-)       .136    

Identity with a Religion      .506(1)       .576    

Importance of Religion  8.055(-)       .072    

Religious Faith   4.697(-)       .112    

Work Status  6.631(-)       .068    

Position    .861(-) 1.0    

Works in Infectious and Communicable 

Disease Prevention and Control 

    .608(1)       .464    

Region  3.160(-)       .354    

Community Size  13.202(-)         .014* .233  .015* 

Personal contact with person(s) who 

identify as Genderqueer or Gender non-

conforming 

  5.184(1)         .031*  -.141 .031* 
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Personal contact with person(s) who 

identify as Queer 

 5.661(1)       .022*  -.151 .022* 

Worked with person(s) who identify as 

Transgender Male 

 

-(-) 

      .019*  -.160 .016* 

*p<.05 

 

T-Tests comparing Included and Excluded Participants from the Workplace Tool 

Characteristic Included  Excluded   

 n M SE  n M SE t(df) p 

Time to Complete 

Survey 

219 3:48:48 1:07:20  133 1:27:38 0:34:43    -1.558(350) .120 

Age in Years  222 43.68 .795  67 43.01 1.366     -.405(287) .685 

Years as a Nurse 223 19.07 .807  69 17.57 1.374     -.919(290) .359 

Years in Public 

Health 

221 14.19 .661  68 13.20 1.111     -.740(287) .460 

Years in Position 219  7.60 .509  67  7.02     .920      -.556(284) .579 

 

Chi-Square Tests comparing Included and Excluded Participants from the Workplace Tool 

Characteristic X2(df) p Cramer’s V Phi p 

Gender Identity   .60(-) 1.0    

Sex Assigned at Birth -(-) 1.0    

Sexual Orientation 2.21(-)      .624    

Highest Level of Education  6.651(-)      .057    

Identity with a Religion    .07(1)     .889    

Importance of Religion 5.33(-)     .237    

Religious Faith    1.961(-)     .312    

Work Status 5.58(-)     .108    

Position 1.36(-)     .522    

Works in Infectious and Communicable 

Disease Prevention and Control 

  .16(1)     .778    

Region 13.66(3)       .003* .219  .003* 

Community Size     11.17(-)       .034* .202  .033* 
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Worked with person(s) who identify as 

(Bisexual) 

  5.52(1)       .021*  -.149 .021* 

Worked with person(s) who identify as 

(Queer) 

  4.08(1)       .047*  -.134 .047* 

*p<.05 
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Appendix M 

Personal Tool Component Matrices 

 

Rotated Component Matrix, Imputation 1  

Item Component 

 
1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 

Q1 0.116 0.155 -0.003 0.062 0.215 0.081 -0.022 0.102 0.135 0.021 -0.041 0.739 -0.064 0.036 0.03 

Q2 0.074 0.146 0.016 -0.002 0.182 0.175 0.055 0.04 -0.008 0.04 0.139 0.782 0.077 -0.041 0.099 

Q3 0.02 0.229 -0.011 0.107 0.675 0.092 0.073 0.06 0.11 0.011 0.009 0.295 0.119 0.01 0.009 

Q4 0.268 0.249 0.226 0.005 0.404 -0.081 0.16 -0.018 -0.046 0.045 0.095 0.433 0.221 0.102 0.065 

Q5 0.24 0.204 0.15 -0.052 0.52 0.239 0.151 0.077 0.095 0.021 0.183 0.204 0.209 -0.02 -0.026 

Q6 -0.043 0.069 -0.074 0.108 0.655 0.319 0.199 0.067 0.012 0.211 0.018 0.119 0.094 0.094 0.027 

Q7 0.37 0.008 0.219 -0.02 0.291 0.351 -0.052 0.029 0.593 0.125 0.102 -0.059 0.079 -0.105 0.057 

Q8 0.038 0.001 0.336 0.135 0.486 0.227 -0.055 0.084 0.163 0.302 0.21 0.101 -0.144 0.001 -0.022 

Q9 0.293 0.132 0.292 0.027 0.217 0.348 0.006 0.105 0.518 0.279 0.156 -0.046 0.071 -0.057 -0.042 

Q10 0.113 0.129 0.237 0.008 0.217 0.671 0 0.236 0.122 0.157 0.03 0.203 0.059 0.145 -0.159 

Q11 0.194 0.174 0.28 0.054 0.227 0.67 0.02 0.088 0.107 -0.002 0.119 0.134 0.004 -0.011 0.043 

Q12 0.302 0.009 0.151 0.148 0.136 0.636 0.186 0.001 -0.008 0.061 0.063 0.089 0.136 -0.074 0.258 

Q13 0.836 0.037 0.025 0.054 0.033 0.198 0.086 0.106 0.124 0.139 0.116 0.058 0.002 -0.049 0.198 

Q14 0.747 -0.001 -0.062 0.066 0.05 0.267 0.096 0.121 0.005 0.072 0.002 0.06 0.161 -0.11 0.21 

Q15 0.77 -0.015 0.126 0.172 0.054 -0.026 0.056 0.222 0.055 0.181 -0.031 0.127 -0.105 0.036 0.3 
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Q16 0.11 0.131 0.103 0.011 0.021 -0.026 0.008 0.183 0.61 0.312 0.072 0.105 0.203 0.074 0.12 

Q17 0.007 0.172 -0.042 0.137 0.03 0.39 0.308 -0.176 0.099 0.397 0.242 -0.044 0.143 0.218 0.132 

Q18 0.125 0.269 0.059 0.238 -0.03 0.162 0.114 -0.008 0.384 0.192 0.375 0.199 0.204 -0.085 0.02 

Q19 0.248 0.118 0.204 -0.057 0.027 0.031 0.07 0.019 0.203 0.687 0.045 0.03 0.053 0.023 0.207 

Q20 0.163 0.214 0.081 0.255 0.208 0.123 -0.037 0.103 0.029 0.624 0.04 0.011 0.103 0.053 0.037 

Q21 0.133 -0.017 0.202 0.167 0.336 0.095 0.188 0.325 0.015 0.496 0.04 0.125 0.196 0.093 0.028 

Q22 0.725 0.147 0.021 0.087 0.006 0.014 -0.005 -0.098 0.207 0.029 0.181 0.057 0.116 0.194 -0.105 

Q23 0.552 0.194 0.08 0.082 0.042 0.104 0.304 -0.096 0.2 0.101 0.284 0.12 0.068 0.144 -0.217 

Q24 0.196 -0.001 0.341 -0.028 0.003 0.176 0.353 -0.105 0.163 0.068 0.399 0.396 0.07 -0.021 -0.109 

Q25 0.235 0.106 0.573 0.414 0.214 -0.013 0.17 0.013 -0.022 0.21 0.027 0.137 0.163 0.03 -0.049 

Q26 -0.02 0.111 0.707 0.266 0.042 0.212 0.031 0.165 0.208 -0.031 0.058 -0.042 0.074 0.082 0.147 

Q27 0.002 0.117 0.785 0.065 -0.015 0.239 0.061 0.084 0.103 0.227 0.037 0.028 0.116 0.057 0.189 

Q28 0.041 -0.042 0.451 0.244 -0.046 0.195 0.041 0.285 0.119 0.382 0.268 0.063 0.2 0.046 0.052 

Q29 0.116 0.139 -0.015 0.326 0.145 0.054 0.432 -0.067 -0.028 0.149 0.376 0.19 0.181 -0.048 0.058 

Q30 0.256 -0.029 0.144 -0.035 -0.003 0.051 0.076 0.008 0.463 0.115 -0.014 0.091 -0.011 0.023 0.649 

Q31 0.087 -0.008 0.05 0.277 0.04 0.006 0.181 0.003 0.696 -0.11 -0.083 0.075 0.029 0.106 0.231 

Q32 0.296 0.137 0.137 0.164 -0.009 0.031 0.093 0.057 0.113 0.168 0.111 0.107 -0.062 -0.008 0.651 

Q33 0.011 0.062 0.006 0.11 0.129 0.076 0.107 0.131 0.116 0.03 0.186 -0.084 -0.048 0.818 -0.012 

Q34 0.047 0.259 0.121 0.092 -0.058 -0.044 0.096 -0.058 -0.061 0.074 0.056 0.081 0.033 0.774 0.039 

Q35 0.098 0.062 0.065 0.766 -0.057 0.115 0.065 0.121 0.051 0.17 0.09 -0.118 0.134 0.162 0.146 

Q36 0.092 0.078 0.248 0.807 0.142 0.083 0.114 0.156 0.164 -0.044 0.086 0.111 0.005 0.044 0.013 

Q37 0.184 0.27 0.323 0.6 0.161 -0.067 0.068 -0.022 0.073 0.15 0.3 0.062 0.046 0.079 0.015 
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Q38 0.085 0.024 -0.017 0.387 0.166 0.387 0.358 0.211 0.075 0.191 0.068 0.252 0.263 0.072 -0.055 

Q39 0.025 0.004 0.163 0.196 0.139 0.151 -0.212 -0.162 0.168 0.05 0.021 -0.017 0.444 0.071 0.374 

Q40 0.19 0.105 0.026 0.093 0.087 0.023 0.044 0.252 0.063 -0.048 0.79 0.054 -0.018 0.129 0.05 

Q41 0.069 -0.005 0.124 0.164 0.096 0.14 0.177 0.236 -0.047 0.15 0.683 -0.008 0.014 0.202 0.05 

Q42 0.109 0.169 0.211 0.138 -0.178 -0.007 0.092 0.641 0.177 0.005 0.214 0.155 -0.043 -0.023 0.064 

Q43 0.262 0.384 0.178 0.115 0.096 -0.007 0.485 0.055 0.123 0.284 -0.048 0.052 -0.027 0.057 -0.209 

Q44 0.09 0.258 0.188 -0.03 0.098 0.073 0.652 0.206 -0.035 -0.158 0.103 0.063 0.116 0.237 0.05 

Q45 0.094 0.146 0.025 0.199 0.1 0.085 0.735 0.118 0.105 0.082 0.136 -0.032 -0.071 0.064 0.185 

Q46 0.185 0.737 0.081 0.186 -0.067 0.166 0.065 0.095 0.06 0.068 -0.007 0.16 0.185 0.165 0.046 

Q47 0.149 0.791 0.073 0.12 -0.083 0.121 0.032 0.216 0.072 0.096 -0.012 0.163 0.083 0.15 0.025 

Q48 0 0.662 0.057 -0.019 0.247 -0.004 0.241 0.11 -0.002 0.027 0.07 0.103 -0.025 0.083 0.041 

Q49 -0.119 0.759 0.1 0.037 0.319 0.003 0.126 0.027 -0.004 0.076 0.153 -0.002 0.092 -0.006 0.068 

Q50 0.036 0.309 -0.013 -0.027 0.22 -0.011 0.327 0.25 0.091 0.011 0.112 -0.279 0.087 0.019 -0.085 

Q51 0.1 0.398 -0.113 0.067 0.107 0.11 0.276 0.448 0.187 0.117 0.176 0.21 0.201 0.048 -0.05 

Q52 0.092 0.388 0.004 0.05 0.213 0.282 0.151 0.623 0.04 0.241 0.059 0.005 0.086 0.146 -0.077 

Q53 0.047 0.201 0.174 0.133 0.264 0.094 0.079 0.635 -0.062 0.062 0.251 -0.046 0.135 0.01 0.086 

Q54 0.16 0.292 0.017 0.165 0.242 0.083 -0.013 0.2 0.194 0.087 -0.021 -0.047 0.535 0.072 0.193 

Q55 0.042 0.147 0.057 0.005 0.028 0.059 0.076 0 0.051 0.118 0.061 0.116 0.785 -0.087 -0.082 

Q56 0.052 0.027 0.308 0.133 0.139 0.041 0.136 0.343 0.058 0.032 -0.015 -0.106 0.569 0.093 -0.139 

Q57 0.057 0.386 -0.043 0.061 0.112 0.148 0.36 0.242 0.126 0.218 -0.051 0.129 0.136 0.313 -0.15 

Eigenvalues 3.926 3.902 2.93 2.855 2.756 2.729 2.697 2.577 2.463 2.454 2.358 2.296 2.197 1.872 1.774 

% variance 6.888 6.846 5.14 5.009 4.835 4.789 4.731 4.522 4.321 4.305 4.136 4.029 3.855 3.284 3.112 
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Rotated Component Matrix, Imputation 2 

Item Component 

 
1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 

Q1 0.062 0.193 0.058 0.022 -0.032 0.093 -0.091 0.768 0.044 0.134 -0.016 0.127 0.047 0.114 0.007 

Q2 0.082 0.128 0.158 0.01 0.058 0.081 0.067 0.81 0.03 0.038 0.031 0.039 -0.108 0.07 0.142 

Q3 0.035 0.408 0.035 0.193 -0.091 0.392 0.168 0.434 0.054 0.016 0.166 -0.146 0.071 -0.028 -0.109 

Q4 0.297 0.104 0.182 0.151 0.167 0.276 0.238 0.519 0.075 -0.05 0.132 -0.071 0.109 -0.048 -0.102 

Q5 0.216 0.432 0.088 0.096 0.15 0.408 0.215 0.221 -0.03 0.016 0.143 -0.076 0.015 0.196 0.02 

Q6 0.007 0.523 -0.107 0.181 -0.063 0.33 0.3 0.254 0.17 -0.022 0.111 -0.063 0.121 -0.118 -0.033 

Q7 0.372 0.525 0.035 0.052 0.162 0.116 -0.085 0.004 0.172 0.463 0.102 -0.008 -0.07 0.237 0.046 

Q8 0.04 0.568 -0.07 0.183 0.261 0.279 -0.035 0.15 0.216 0.049 -0.082 -0.099 0.032 0.119 0.027 

Q9 0.235 0.502 0.162 0.092 0.248 0.163 -0.024 -0.042 0.263 0.369 0.042 0.069 -0.063 0.312 0.062 

Q10 0.072 0.667 0.084 -0.002 0.224 0.071 0.084 0.191 0.118 0.024 0.081 0.451 0.044 0.079 0.003 

Q11 0.191 0.697 0.199 0.007 0.246 0.006 0.07 0.164 0.01 0.074 0.113 0.114 0.022 0.015 0.173 

Q12 0.39 0.513 0.1 0.155 0.228 -0.12 0.11 0.123 0.17 0.074 0.099 -0.023 -0.088 -0.121 0.109 

Q13 0.867 0.197 0.066 0.019 0.062 0.032 0.083 0.027 0.079 0.151 0.07 0.045 -0.022 0.148 0.095 

Q14 0.794 0.244 0.063 0.029 -0.03 -0.05 0.118 0.033 0.047 0.059 0.171 0.106 -0.118 -0.01 0.073 

Q15 0.838 0.001 -0.003 0.136 0.168 0.115 0.013 0.1 0.145 0.135 -0.065 0.104 0.032 0.009 -0.036 

Q16 0.085 0.028 0.062 0.042 0.082 0.203 -0.005 0.075 0.401 0.521 0.173 0.235 0.003 0.193 0.096 

Q17 0.016 0.297 0.085 0.082 -0.024 -0.042 0.233 0.073 0.513 0.005 0.214 -0.01 0.239 0.142 0.333 

Q18 0.16 0.191 0.303 0.254 0.096 0.04 -0.015 0.224 0.287 0.202 0.166 -0.077 0.044 0.314 0.234 

Q19 0.248 0.069 0.09 -0.069 0.287 0.089 0.098 0.044 0.657 0.218 -0.029 -0.044 -0.01 0.113 0.019 
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Q20 0.16 0.226 0.069 0.254 0.044 0.187 0.066 0.037 0.644 0.006 0.126 0.203 0.089 -0.018 -0.003 

Q21 0.142 0.269 -0.019 0.198 0.206 0.312 0.23 0.122 0.448 -0.035 0.122 0.261 0.01 -0.028 0.008 

Q22 0.59 0.008 0.072 0.108 -0.025 -0.016 -0.053 0.153 0.126 0.103 0.119 -0.015 0.235 0.463 0.063 

Q23 0.414 0.094 0.075 0.09 0.078 0.014 0.27 0.204 0.108 0.026 0.047 0.076 0.191 0.585 0.089 

Q24 0.116 0.175 -0.041 0.067 0.433 -0.094 0.237 0.405 0.055 0.001 0.015 0.04 -0.001 0.427 0.255 

Q25 0.215 0.12 0.028 0.455 0.539 0.17 0.117 0.127 0.249 -0.117 0.103 0.026 0.037 0.12 -0.087 

Q26 0.07 0.222 0.07 0.25 0.72 0.115 -0.02 0 0.006 0.18 0.044 0.103 0.095 0.037 0.082 

Q27 0.012 0.229 0.14 0.074 0.789 0.025 0.081 0.003 0.092 0.206 0.102 0.119 0.075 -0.043 -0.009 

Q28 0.147 0.162 0.066 0.311 0.55 0.134 -0.053 0.039 0.333 -0.052 0.142 0.136 0.027 0.076 0.094 

Q29 0.076 0.138 0.078 0.348 -0.031 0.03 0.468 0.166 0.044 0.074 0.224 -0.1 0.045 0.039 0.42 

Q30 0.345 0.02 -0.051 -0.09 0.258 -0.025 0.116 0.098 0.163 0.685 0.034 -0.079 -0.038 -0.146 0.068 

Q31 0.091 0.12 -0.054 0.189 0.022 -0.015 0.154 0.068 -0.083 0.796 0.031 0.057 0.094 0.049 -0.032 

Q32 0.358 -0.076 0.068 0.22 0.262 -0.055 0.107 0.289 0.28 0.31 -0.061 -0.051 0.021 -0.214 0.193 

Q33 0.021 0.056 0.039 0.082 0.096 0.112 0.193 -0.036 0.047 0.023 0.002 0.086 0.84 0.012 0.071 

Q34 -0.034 -0.041 0.288 0.078 0.05 0.008 0.09 0.032 0.053 0.022 0.002 0.017 0.699 0.11 0.122 

Q35 0.148 0.067 0.113 0.63 0.176 0.123 -0.002 -0.179 0.296 0.099 0.175 0.095 0.225 -0.114 0.174 

Q36 0.041 0.157 0.074 0.789 0.205 0.051 0.109 0.125 -0.042 0.178 0.107 0.141 0.064 0.025 0.113 

Q37 0.084 0.03 0.254 0.718 0.246 0.114 0.107 0.098 0.091 -0.003 0.038 -0.002 0.01 0.189 0.093 

Q38 0.09 0.358 0.036 0.39 0.041 -0.044 0.432 0.204 0.144 0.04 0.259 0.336 0.032 -0.003 0.077 

Q39 0.012 0.12 -0.004 0.079 0.267 0.038 -0.106 -0.013 0.072 0.186 0.636 -0.202 0.083 -0.079 -0.051 

Q40 0.16 0.046 0.066 0.16 0.063 0.271 0.07 0.096 0.043 0.075 0.015 0.146 0.227 0.128 0.736 

Q41 0.077 0.243 0.09 0.272 0.128 0.048 0.312 0.014 0.179 -0.024 -0.148 0.332 0.084 -0.042 0.521 
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Q42 0.171 0.004 0.201 0.075 0.172 0.155 0.047 0.062 0.099 0.073 0.043 0.677 0.069 -0.028 0.179 

Q43 0.135 0.053 0.325 0.19 -0.064 0.161 0.509 0.093 0.271 0.18 -0.068 0.085 0.033 0.306 -0.246 

Q44 0.079 -0.05 0.233 -0.073 0.126 0.106 0.749 0.037 0.026 0.063 0.109 0.116 0.177 0.04 0.054 

Q45 0.185 0.136 0.069 0.285 0.018 0.147 0.631 -0.002 0.123 0.136 -0.107 0.069 0.109 -0.006 0.163 

Q46 0.118 0.018 0.834 0.144 0.056 -0.056 0.071 0.141 0.101 -0.065 0.025 0.11 0.162 -0.034 0.036 

Q47 0.105 0.053 0.798 0.105 0.053 0.158 0.116 0.111 0.055 0.074 0.163 0.128 0.213 -0.053 0.024 

Q48 -0.03 0.147 0.533 0.006 0.123 0.493 0.26 0.036 -0.024 -0.064 0.006 -0.001 -0.011 0.257 0.046 

Q49 -0.031 0.105 0.639 0.099 0.121 0.455 0.237 0.038 -0.013 -0.077 0.02 -0.013 -0.048 0.171 0.084 

Q50 -0.135 0.235 0.205 -0.083 -0.009 0.208 0.425 -0.032 0.047 0.078 0.12 -0.033 0.241 0.228 0.115 

Q51 -0.049 0.12 0.336 0.063 0.019 0.421 0.171 0.321 0.104 0.207 0.098 0.25 0.129 0.05 0.114 

Q52 0.051 0.189 0.253 0.082 0.052 0.62 0.17 0.084 0.193 0.067 0.042 0.345 0.213 -0.038 0 

Q53 -0.009 0.044 0.139 0.088 0.144 0.687 0.012 0.153 0.195 0.035 0.129 0.145 0.021 -0.072 0.25 

Q54 0.24 0.068 0.079 0.163 -0.007 0.332 0.079 0.126 0.194 0.16 0.545 0.232 0.058 0.05 0.071 

Q55 0.104 0.099 0.17 0.098 0.029 0.067 0.177 0.062 0.056 -0.087 0.759 0.188 -0.079 0.115 0.035 

Q56 0.08 0.023 -0.071 0.263 0.337 0.342 0.098 -0.082 -0.013 0.061 0.346 0.439 0.007 0.221 0.023 

Q57 -0.022 0.16 0.331 0.219 0.003 0.214 0.259 0.084 0.137 -0.031 0.002 0.372 0.222 0.298 -0.056 

Eigenvalues 3.913 3.754 3.151 3.135 3.089 2.972 2.918 2.712 2.563 2.358 2.045 2.012 1.888 1.785 1.727 

% variance 6.864 6.586 5.529 5.501 5.419 5.215 5.12 4.757 4.496 4.136 3.588 3.53 3.312 3.131 3.03 
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Rotated Component Matrix, Imputation 3 

Item Component 

 
1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 

Q1 0.156 0.077 0.023 0.057 0.099 0.063 0.107 0.005 0.123 0.807 0.033 0.02 0.063 0.049 -0.092 

Q2 0.138 0.071 0.025 0.102 0.095 0.041 0.073 0.048 0.172 0.807 0.052 0.057 0.087 -0.087 0.104 

Q3 0.198 -0.063 0.098 0.05 0.013 0.083 0.1 -0.055 0.644 0.327 0.077 0.166 0.002 0.017 0.048 

Q4 0.018 0.278 0.046 0.206 -0.053 0.101 -0.033 0.262 0.417 0.473 0.093 0.15 0.114 0.112 0.14 

Q5 0.363 0.14 0.122 0.081 0.037 0.122 0.032 0.111 0.475 0.19 0.144 0.16 0.205 0.01 0.019 

Q6 0.369 -0.003 0.139 -0.104 -0.007 0.221 0.026 -0.088 0.568 0.133 0.116 0.094 -0.1 0.169 0.217 

Q7 0.542 0.281 0.065 -0.052 0.026 0.234 0.419 0.104 0.133 0.036 -0.006 0.086 0.351 -0.123 -0.08 

Q8 0.442 0.027 0.14 -0.154 0.082 0.357 0.031 0.256 0.258 0.212 0.112 -0.097 0.083 0.027 -0.003 

Q9 0.548 0.126 0.101 0.068 0.134 0.36 0.311 0.16 0.127 0 0 0.083 0.389 -0.073 -0.069 

Q10 0.724 0.073 -0.003 0.109 0.125 0.16 -0.032 0.183 0.063 0.226 0.068 0.188 0.045 0.166 -0.011 

Q11 0.708 0.208 0.04 0.115 0.176 0.012 0.061 0.235 0.184 0.084 0.008 0.064 0.038 0.034 0.147 

Q12 0.569 0.379 0.229 0.03 -0.036 0.037 0.152 0.133 0.052 0.119 0.11 0.044 -0.033 -0.064 0.228 

Q13 0.229 0.809 0.025 0.061 0.066 0.124 0.156 0.019 0.04 0.014 0.085 0.096 0.29 -0.018 0.044 

Q14 0.253 0.784 0.01 0.035 0.017 0.028 0.085 -0.045 0.076 -0.003 0.049 0.241 0.114 -0.08 0.119 

Q15 0.023 0.821 0.111 -0.005 0.104 0.228 0.16 0.103 -0.015 0.159 0.107 0.013 0.084 0.058 -0.112 

Q16 0.049 0.002 0.014 0.108 0.122 0.439 0.481 0.085 0.078 0.038 0.136 0.223 0.264 -0.042 -0.065 

Q17 0.261 0.001 0.107 0.142 0.095 0.353 0.122 -0.041 0.104 -0.069 0.143 0.006 0.146 0.185 0.511 

Q18 0.212 0.112 0.248 0.227 0.249 0.193 0.254 0.028 -0.037 0.294 0.014 0.013 0.302 0.01 0.304 

Q19 0.071 0.249 -0.026 0.113 0.06 0.681 0.227 0.18 0.004 0.014 -0.054 0.004 0.138 0.038 0.172 
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Q20 0.179 0.17 0.224 0.152 -0.008 0.611 0.018 0.043 0.16 0.064 0.093 0.202 -0.014 0.126 0.07 

Q21 0.198 0.143 0.212 -0.038 0.096 0.557 -0.018 0.143 0.208 0.162 0.223 0.322 -0.053 0.093 0.009 

Q22 0.037 0.489 0.132 0.096 0.019 0.064 0.099 -0.033 0.027 0.094 -0.024 0.061 0.621 0.166 0.011 

Q23 0.145 0.292 0.104 0.084 0.118 0.084 0.014 0.019 0.076 0.126 0.185 0.091 0.647 0.213 0.139 

Q24 0.198 -0.015 -0.048 -0.095 0.09 0.033 0.05 0.369 0.037 0.322 0.219 0.086 0.456 0.007 0.407 

Q25 0.073 0.23 0.362 0.063 0.059 0.29 -0.081 0.502 0.241 0.094 0.07 0.127 0.056 0.058 0.077 

Q26 0.26 -0.077 0.242 0.113 0.058 -0.007 0.288 0.712 0.02 -0.03 0.118 0.131 0.044 0.04 -0.045 

Q27 0.275 0.063 0.097 0.144 0.092 0.202 0.201 0.757 0.01 0.068 -0.067 0.05 -0.041 0.109 0.04 

Q28 0.15 0.175 0.236 0.051 0.308 0.435 -0.019 0.437 -0.108 0.106 0.016 0.057 0.077 0.033 0.157 

Q29 0.02 0.138 0.299 0.13 0.145 0.095 -0.039 0.041 0.254 0.076 0.303 0.15 0.085 0.071 0.563 

Q30 0.032 0.378 -0.092 -0.007 0.07 0.136 0.724 0.191 0.004 0.049 0.031 -0.011 -0.059 0.005 0.097 

Q31 0.117 0.037 0.118 0.009 -0.068 -0.047 0.741 0.018 0.041 0.047 0.223 0.098 0.167 0.092 -0.073 

Q32 -0.023 0.437 0.145 0.081 0.246 0.205 0.482 0.136 -0.044 0.165 0.042 -0.138 -0.128 -0.017 0.147 

Q33 0.063 -0.041 0.114 0.018 0.094 0.098 0.072 0.051 0.018 -0.01 0.206 -0.014 0.103 0.814 0.041 

Q34 -0.035 0.037 0.114 0.29 0.099 0.049 0.032 0.101 0.082 -0.009 -0.055 0.012 0.1 0.739 0.057 

Q35 0.09 0.037 0.766 0.18 0.102 0.173 0.04 0.089 -0.068 -0.16 -0.015 0.113 -0.047 0.128 0.194 

Q36 0.133 0.025 0.81 0.044 0.122 0.012 0.134 0.182 0.174 0.108 0.139 0.111 0.082 0.037 -0.043 

Q37 -0.009 0.14 0.679 0.113 0.241 0.156 0.072 0.196 0.18 0.134 0.046 0.069 0.239 0.106 0.021 

Q38 0.358 0.085 0.38 0.038 0.041 0.15 0.044 -0.002 0.005 0.296 0.308 0.371 0.019 0.149 0.206 

Q39 0.124 0.11 0.198 -0.008 -0.095 0.031 0.51 0.141 0.059 0.166 -0.286 0.256 -0.076 0.157 0.114 

Q40 -0.056 0.132 0.102 -0.012 0.657 -0.079 0.041 0.086 0.033 0.05 0.094 0.029 0.339 0.077 0.256 

Q41 0.141 0.149 0.315 -0.06 0.55 0.057 -0.106 0.152 0.055 0.075 0.197 0.033 0.079 0.221 0.292 
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Q42 0.103 0.25 0.093 0.206 0.56 0.066 -0.068 0.198 -0.193 0.142 0.123 0.238 -0.118 0.144 -0.089 

Q43 0.085 0.124 0.103 0.38 0.02 0.241 0.069 -0.127 0.047 0.168 0.55 0.076 0.277 0.099 -0.113 

Q44 0.061 0.049 -0.086 0.203 0.115 0.007 0.012 0.175 0.159 0.04 0.681 0.148 0.063 0.162 0.222 

Q45 0.056 0.15 0.247 0.117 0.123 0.084 0.174 0.04 0.087 0.039 0.776 -0.064 0.021 0.032 0.106 

Q46 0.049 0.095 0.177 0.811 -0.002 0.078 -0.006 0.1 0.025 0.109 0.176 0.061 0.032 0.118 0.131 

Q47 0.07 -0.011 0.062 0.858 0.075 0.087 0.045 0.066 0.048 0.066 0.126 0.132 0.012 0.13 0.019 

Q48 0.033 0.094 -0.022 0.478 0.376 -0.005 0.022 0.128 0.49 0.038 0.152 -0.004 0.08 0.092 -0.061 

Q49 -0.062 0.066 0.084 0.49 0.342 0.025 -0.003 0.167 0.559 0.007 0.061 -0.03 0.117 0.054 0.08 

Q50 0.176 0.011 -0.101 0.185 0.295 -0.03 0.044 -0.055 0.185 0.028 0.315 0.068 -0.046 0.348 0.219 

Q51 0.277 -0.103 0.027 0.322 0.389 0.171 0.157 -0.165 0.181 0.244 0.098 0.291 0.126 0.182 0.08 

Q52 0.299 -0.023 0.14 0.316 0.462 0.385 0.024 -0.059 0.162 0.107 0.2 0.173 -0.031 0.219 -0.215 

Q53 0.22 -0.097 0.197 0.103 0.666 0.24 0.107 0.052 0.26 0.062 -0.013 0.178 -0.038 -0.015 -0.085 

Q54 0.133 0.187 0.207 0.097 0.295 0.162 0.173 0.046 0.173 -0.012 0.048 0.621 -0.034 0.111 0.042 

Q55 0.096 0.157 0.053 0.161 0.037 0.131 0.082 0.1 0.096 0.114 -0.025 0.755 0.129 -0.082 0.132 

Q56 0.07 0.024 0.193 -0.009 0.261 0.078 0.081 0.41 0.053 -0.03 0.195 0.522 0.147 0.014 -0.249 

Q57 0.222 -0.019 0.155 0.3 0.152 0.223 -0.001 0.048 0.242 0.118 0.29 0.257 0.078 0.313 -0.105 

Eigenvalues  3.607 3.53 3.065 2.963 2.961 2.91 2.631 2.606 2.534 2.498 2.476 2.316 2.147 2.041 1.725 

% variance 6.329 6.192 5.376 5.198 5.194 5.106 4.616 4.572 4.446 4.382 4.344 4.063 3.766 3.581 3.027 
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Rotated Component Matrix, Imputation 4 

Item Component 

 
1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 

Q1 0.17 0.033 0.003 0.021 0.137 0.77 0.02 0.074 -0.08 0.124 0.142 -0.055 0.159 -0.027 0.11 

Q2 0.102 0.098 0.122 -0.023 0.064 0.787 0.05 0.064 0.075 0.175 0.023 0.193 -0.056 -0.093 -0.009 

Q3 0.417 -0.023 0.332 0.235 0.084 0.451 0.077 0.008 -0.15 -0.129 0.003 0.012 0.077 0.077 0.01 

Q4 0.117 0.289 0.271 0.18 -0.033 0.569 0.056 0.042 0.179 -0.043 0.114 0.106 -0.008 0.194 0.126 

Q5 0.495 0.201 0.295 0.126 0.049 0.318 0.116 -0.033 0.09 -0.096 0.025 0.212 0.025 0.044 0.148 

Q6 0.494 0.012 0.402 0.29 0.055 0.203 0.118 0.128 -0.079 -0.152 -0.231 0.12 -0.142 0.194 -0.091 

Q7 0.558 0.313 0.068 0.071 0.456 0.005 -0.064 0.155 0.065 0.015 -0.013 0.045 0.102 -0.092 0.337 

Q8 0.619 0.023 0.089 0.282 0.041 0.133 -0.083 0.247 0.117 0.143 0.036 -0.13 0.029 -0.004 0.1 

Q9 0.552 0.184 0.157 0.087 0.342 -0.059 -0.024 0.277 0.158 0.095 0.081 0.094 0.063 -0.062 0.356 

Q10 0.703 0.067 0.086 -0.051 -0.003 0.168 0.148 0.169 0.215 0.088 0.073 0.143 0.215 0.069 0.022 

Q11 0.705 0.209 0.081 0.029 0.061 0.131 0.1 -0.021 0.26 0.167 0.13 0.059 0.103 -0.022 0.021 

Q12 0.51 0.429 0.035 0.173 0.147 0.025 0.216 -0.008 0.207 0.07 0.025 0.125 -0.123 -0.118 -0.054 

Q13 0.214 0.834 0.02 0.037 0.157 0.03 0.064 0.103 -0.001 0.127 0.058 0.113 0.054 -0.002 0.207 

Q14 0.211 0.788 0.006 0.032 0.07 0.042 0.107 0.058 -0.04 0.038 0.003 0.236 0.103 -0.088 0.063 

Q15 0.036 0.809 -0.032 0.155 0.142 0.147 0.044 0.211 0.099 0.036 0.017 -0.079 0.171 0.078 0.064 

Q16 0.116 0.019 0.05 0.078 0.521 0.065 0.053 0.367 -0.012 0.106 0.137 0.079 0.321 0.015 0.241 

Q17 0.329 0.035 0.064 0.112 0.123 -0.078 0.359 0.304 -0.004 0.321 0.185 0.12 -0.183 0.152 0.051 

Q18 0.146 0.038 0.138 0.148 0.305 0.156 0.104 0.102 0.057 0.4 0.301 0.301 -0.052 -0.075 0.273 

Q19 0.094 0.26 0.137 -0.014 0.257 0.028 0.042 0.683 0.225 0.016 0.031 0.039 -0.113 0.035 0.134 
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Q20 0.201 0.176 0.122 0.227 -0.041 0.121 0.055 0.647 0.013 0.036 0.176 -0.003 0.215 0.068 0.015 

Q21 0.294 0.102 0.144 0.345 0.025 0.163 0.203 0.479 0.125 0.004 -0.016 0.22 0.21 0.071 -0.074 

Q22 0.039 0.541 0.036 0.152 0.082 0.081 -0.021 0.044 -0.019 0.072 0.11 0.047 0.018 0.142 0.586 

Q23 0.15 0.336 0.128 0.11 0.01 0.138 0.269 0.064 0.037 0.159 0.049 0.097 0.016 0.187 0.621 

Q24 0.21 0.071 0.059 0.035 0.061 0.314 0.18 0.069 0.349 0.279 -0.237 0.173 -0.105 0.054 0.445 

Q25 0.152 0.168 0.085 0.554 -0.041 0.158 0.159 0.216 0.453 -0.057 0.108 0.02 0.145 0.011 0.153 

Q26 0.266 -0.047 0.048 0.272 0.266 -0.048 0.066 -0.015 0.695 0.03 0.076 -0.003 0.222 0.035 0.042 

Q27 0.245 0.07 0.102 0.104 0.177 0.036 -0.025 0.166 0.793 0.099 0.157 0.04 0.016 0.096 -0.01 

Q28 0.187 0.157 0.09 0.21 0.045 0.001 -0.057 0.418 0.453 0.325 -0.019 0.211 0.084 0.103 0.054 

Q29 0.037 0.124 0.268 0.447 0.021 0.112 0.228 0.251 -0.072 0.222 -0.019 0.351 -0.13 0.041 0.159 

Q30 0.032 0.357 -0.037 -0.045 0.727 0.108 0.084 0.158 0.174 0.076 -0.019 -0.065 0.005 -0.004 -0.036 

Q31 0.13 0.033 -0.025 0.233 0.714 0.041 0.143 -0.096 0.075 -0.181 -0.065 0.057 0.081 0.144 0.118 

Q32 -0.044 0.458 0.087 0.141 0.446 0.159 0.121 0.209 0.204 0.191 0.02 -0.19 -0.018 -0.02 -0.143 

Q33 0.114 -0.001 0.04 0.077 0.052 -0.043 0.127 -0.012 0.052 0.159 0.088 0.004 0.079 0.815 0.032 

Q34 -0.141 -0.014 0.123 0.111 0.047 0.024 0.151 0.116 0.064 0.066 0.145 0.028 -0.031 0.704 0.131 

Q35 0.15 0.097 0.062 0.674 0.192 -0.23 0.034 0.257 0.058 0.124 0.109 0.135 0.082 0.179 -0.039 

Q36 0.134 0.075 0.079 0.784 0.174 0.097 0.096 -0.028 0.156 0.182 0.109 0.095 0.108 0.067 0.026 

Q37 0.074 0.129 0.151 0.682 0.101 0.163 0.048 0.057 0.17 0.253 0.231 0.027 0.09 0.063 0.165 

Q38 0.342 0.081 0.033 0.276 0.092 0.212 0.398 0.127 0.013 0.196 0.034 0.479 0.07 0.137 -0.086 

Q39 0.139 0.12 0.033 0.165 0.506 0.062 -0.194 -0.035 0.14 0.038 0.206 0.301 -0.091 0.061 -0.123 

Q40 0.077 0.142 0.164 0.191 -0.001 0.122 0.069 -0.068 0.077 0.745 0.005 0.01 0.194 0.139 0.155 

Q41 0.122 0.109 0.061 0.258 -0.075 0.148 0.251 0.181 0.099 0.655 0.034 0.021 0.057 0.239 0.02 
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Q42 0.104 0.169 0.105 0.07 0.043 0.092 0.088 0.018 0.148 0.232 0.217 0.042 0.703 0.073 -0.053 

Q43 0.11 0.106 0.216 0.111 0.1 0.089 0.56 0.22 -0.009 -0.094 0.229 0.012 0.081 0.088 0.3 

Q44 0.049 0.085 0.223 -0.046 -0.061 0.025 0.711 -0.025 0.1 0.054 0.009 0.167 0.128 0.251 0.005 

Q45 0.066 0.127 0.117 0.229 0.138 0.056 0.74 -0.002 -0.022 0.251 0.133 -0.084 0.049 0.039 0.055 

Q46 0.107 0.131 0.215 0.199 0.059 0.116 0.203 0.095 0.124 -0.002 0.724 0.117 0.071 0.199 -0.009 

Q47 0.072 -0.002 0.28 0.144 0.042 0.093 0.096 0.1 0.077 0.073 0.781 0.142 0.167 0.174 0.05 

Q48 0.079 0.016 0.729 0.073 -0.109 0.149 0.167 0.015 0.148 0.042 0.293 0.039 0.003 -0.03 0.044 

Q49 -0.02 -0.05 0.696 0.153 -0.057 0.165 0.128 0.081 0.104 -0.005 0.392 0.059 -0.108 -0.042 0.075 

Q50 0.085 -0.157 0.528 -0.057 0.056 0.018 0.177 0.07 -0.014 0.111 -0.079 -0.17 0.204 0.121 0.292 

Q51 0.174 0.098 0.516 0.037 0.176 0.172 0.079 0.138 -0.059 0.226 0.112 0.4 0.146 0.247 0.036 

Q52 0.336 0.077 0.566 0.087 0.082 0.042 0.097 0.214 -0.026 0.07 0.12 0.108 0.245 0.288 -0.105 

Q53 0.192 0.211 0.624 0.203 0.089 -0.041 -0.018 0.056 0.138 0.332 -0.038 0.133 0.282 -0.028 -0.079 

Q54 0.126 0.229 0.276 0.226 0.214 0.032 0.118 0.113 0.003 0.013 0.045 0.271 0.546 0.022 0.078 

Q55 0.086 0.155 0.077 0.12 0.052 0.124 0.014 0.04 0.09 0.005 0.232 0.73 0.218 -0.007 0.126 

Q56 0.078 0.033 0.217 0.297 -0.071 -0.04 0.152 0.201 0.274 -0.093 -0.13 0.346 0.461 -0.025 0.079 

Q57 0.243 -0.035 0.425 0.067 0.054 0.084 0.326 0.206 0.041 0.053 0.116 0.03 0.258 0.24 0.161 

Eigenvalues 4.18 3.74 3.62 3.432 2.753 2.582 2.542 2.414 2.384 2.306 2.18 2.039 2.019 1.946 1.898 

% variance 7.333 6.561 6.352 6.021 4.83 4.53 4.46 4.235 4.182 4.046 3.825 3.578 3.542 3.414 3.329 
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Rotated Component Matrix, Imputation 5 

Item Component 

 
1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 

Q1 0.117 0.079 0.059 0.015 -0.018 0.064 0.109 0.126 -0.014 0.815 0.048 0.058 -0.016 0.031 -0.062 

Q2 0.124 0.102 0.087 0.014 0.063 0.064 0.074 0.008 0.045 0.841 0.037 0.096 -0.037 0.069 0.065 

Q3 0.459 -0.036 0.345 0.267 -0.147 0.069 -0.065 0.114 0.161 0.409 -0.01 -0.019 -0.013 -0.004 0.078 

Q4 0.221 0.24 0.327 0.162 0.15 0.002 -0.115 -0.012 0.155 0.473 0.116 0.084 0.086 0.126 0.194 

Q5 0.533 0.149 0.268 0.109 0.029 0.063 0.081 0.026 0.189 0.257 0.11 0.056 0 0.153 0.124 

Q6 0.561 -0.014 0.285 0.259 -0.087 0.172 -0.185 0.056 0.133 0.176 0.084 -0.164 0.212 -0.116 0.206 

Q7 0.554 0.36 0.046 0.064 0.139 0.202 0.185 0.414 0.076 0.007 -0.04 -0.089 -0.13 0.257 -0.024 

Q8 0.582 0.029 0.16 0.263 0.235 0.233 0.153 0.072 -0.127 0.114 -0.035 -0.089 -0.03 0.065 0.052 

Q9 0.528 0.172 0.15 0.066 0.234 0.324 0.24 0.328 0.051 -0.068 -0.005 0.04 -0.089 0.323 0.023 

Q10 0.664 0.069 0.055 -0.037 0.241 0.222 0.139 -0.037 0.196 0.189 0.147 0.155 0.183 0.069 -0.19 

Q11 0.682 0.21 0.093 0.026 0.275 -0.034 0.171 0.071 0.106 0.078 0.092 0.225 0.011 0.006 0.047 

Q12 0.541 0.468 -0.069 0.12 0.226 0.018 0.028 0.074 0.087 0.054 0.114 0.094 0.028 -0.094 0.13 

Q13 0.198 0.832 0.056 0.035 0.03 0.104 0.121 0.149 0.076 0.033 0.057 0.019 -0.011 0.242 0.077 

Q14 0.251 0.8 0 0.016 -0.03 0.039 0.017 0.044 0.216 0.019 0.092 0.042 -0.057 0.087 0.068 

Q15 -0.006 0.815 0.061 0.196 0.12 0.184 0.072 0.143 0.014 0.165 0.058 -0.015 -0.004 0.097 -0.096 

Q16 0.032 0.025 0.108 0.058 0.114 0.388 0.212 0.527 0.252 0.095 0.067 0.012 -0.048 0.207 -0.002 

Q17 0.322 0.027 -0.043 0.072 -0.028 0.398 0.25 0.054 0.051 -0.008 0.175 0.199 0.263 0.11 0.354 

Q18 0.167 0.11 0.105 0.101 0.096 0.19 0.438 0.199 0.184 0.129 -0.017 0.305 -0.003 0.216 0.258 

Q19 0.075 0.272 0.106 -0.027 0.27 0.641 -0.038 0.248 -0.051 0.042 0.028 0.048 0.014 0.12 0.195 



 187  

Q20 0.241 0.159 0.069 0.216 0.073 0.644 0.114 0.032 0.122 0.083 0.054 0.195 0.086 0.051 -0.094 

Q21 0.254 0.129 0.164 0.309 0.173 0.532 0.025 0.02 0.213 0.156 0.246 -0.057 0.037 -0.066 0.041 

Q22 0.038 0.507 0.04 0.12 -0.005 0.064 0.085 0.068 0.106 0.106 -0.062 -0.005 0.179 0.623 0.035 

Q23 0.132 0.261 0.09 0.085 0.033 0.051 0.177 0.022 0.152 0.132 0.268 0.046 0.167 0.639 0.138 

Q24 0.249 0.085 0.006 0.014 0.399 -0.016 0.23 0.003 0.039 0.35 0.192 -0.115 0.013 0.337 0.387 

Q25 0.216 0.15 0.133 0.529 0.411 0.225 0.017 0.024 0.066 0.087 0.234 -0.006 -0.054 0.079 0.006 

Q26 0.231 0.05 0.062 0.292 0.699 0.009 0.107 0.235 0.104 0.013 0.048 0.072 0.09 0.022 -0.197 

Q27 0.231 0.071 0.093 0.118 0.789 0.164 0.05 0.189 0.065 0.013 0.029 0.152 0.069 -0.015 0.08 

Q28 0.088 0.135 0.082 0.227 0.549 0.372 0.232 -0.021 0.195 0.035 0.01 0.07 0.046 0.018 0.18 

Q29 0.103 0.129 0.266 0.241 -0.013 0.091 0.134 0.03 0.094 0.073 0.274 0.055 0.06 0.094 0.666 

Q30 0.013 0.355 -0.017 -0.045 0.185 0.083 -0.011 0.752 -0.006 0.087 0.054 0.014 0.056 -0.067 0.105 

Q31 0.166 0.011 -0.007 0.23 -0.011 -0.042 -0.041 0.765 0.054 0.006 0.182 0.015 0.101 0.126 -0.126 

Q32 -0.06 0.485 0.032 0.175 0.212 0.162 0.156 0.394 -0.053 0.225 -0.037 0.074 0.051 -0.105 0.105 

Q33 0.072 -0.018 0.124 0.151 0.036 0.104 0.176 0.057 0.008 -0.059 0.093 -0.035 0.788 0.06 -0.007 

Q34 -0.032 -0.001 0.136 0.017 0.071 -0.015 0.046 0.089 0.015 0.007 0.144 0.222 0.719 0.096 0.07 

Q35 0.062 0.153 -0.017 0.685 0.087 0.265 0.176 0.11 0.143 -0.147 0.05 0.215 0.155 -0.056 0.077 

Q36 0.15 0.081 0.05 0.797 0.157 -0.01 0.179 0.137 0.149 0.11 0.099 0.117 0.04 0.035 0.05 

Q37 0.083 0.097 0.168 0.694 0.18 0.058 0.173 0.094 0.074 0.089 0.01 0.211 0.106 0.209 0.093 

Q38 0.336 0.107 -0.103 0.331 0 0.23 0.147 -0.03 0.364 0.209 0.394 0.097 0.145 -0.026 0.124 

Q39 0.141 0.227 -0.155 0.12 0.176 0.03 0.035 0.517 0.338 0.074 -0.18 0.072 0.181 -0.142 0.195 

Q40 0.147 0.101 0.135 0.152 0.048 0.046 0.766 0.011 0.008 0.059 0.044 -0.069 0.152 0.148 0.059 

Q41 0.159 0.062 0.062 0.332 0.163 0.155 0.594 -0.023 -0.012 0.072 0.141 -0.01 0.266 0.094 0.097 
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Q42 0.02 0.141 0.154 0.169 0.265 -0.024 0.535 0.09 0.3 0.103 0.23 0.19 -0.049 -0.096 -0.145 

Q43 0.048 0.097 0.221 0.155 -0.058 0.257 -0.025 0.183 0.002 0.071 0.562 0.196 0.083 0.397 -0.071 

Q44 0.06 -0.042 0.251 -0.015 0.163 0.006 -0.024 -0.003 0.154 0.029 0.683 0.097 0.2 0.132 0.158 

Q45 0.089 0.217 0.117 0.22 0.046 0.1 0.326 0.134 -0.087 0.085 0.673 0.03 0.09 -0.073 0.128 

Q46 0.072 0.111 0.226 0.228 0.118 0.116 -0.035 0 0.09 0.124 0.097 0.791 0.159 -0.012 0.052 

Q47 0.075 -0.054 0.368 0.183 0.071 0.087 0.068 0.048 0.054 0.079 0.118 0.781 0.075 0.039 -0.011 

Q48 0.114 -0.021 0.771 0.012 0.125 0.001 0.07 -0.04 -0.022 0.086 0.158 0.204 0.043 0.139 -0.006 

Q49 0.038 0.055 0.729 0.104 0.09 0.079 -0.028 -0.023 0.029 0.125 0.028 0.324 0.095 0.084 0.16 

Q50 0.205 0.034 0.474 -0.01 0.013 -0.066 0.252 0.081 0.113 -0.025 0.338 0.016 0.178 -0.049 0.141 

Q51 0.16 0.082 0.482 -0.004 -0.085 0.199 0.3 0.101 0.311 0.175 0.296 0.103 0.1 -0.02 0.127 

Q52 0.269 -0.026 0.492 0.092 -0.048 0.385 0.188 -0.071 0.226 0.05 0.234 0.166 0.195 -0.123 -0.213 

Q53 0.078 0.13 0.541 0.191 0.18 0.289 0.336 -0.003 0.34 0.06 -0.063 -0.074 0.079 -0.141 0.001 

Q54 0.105 0.259 0.232 0.232 0.053 0.144 0.133 0.152 0.646 0.041 0.003 0.02 0.104 0.072 -0.101 

Q55 0.167 0.078 0.082 0.067 0.124 0.035 -0.038 0.136 0.742 0.049 0.069 0.194 -0.074 0.168 0.273 

Q56 0.164 0.069 0.194 0.227 0.363 0.135 0.148 -0.012 0.491 -0.012 0.212 -0.125 0.043 0.084 -0.219 

Q57 0.232 0.037 0.38 0.114 0.085 0.15 0.13 0.03 0.193 0.117 0.274 0.106 0.325 0.149 -0.157 

Eigenvalues 4.18 3.728 3.468 3.302 2.815 2.671 2.633 2.608 2.461 2.461 2.454 2.138 1.928 1.834 1.58 

% variance 7.333 6.54 6.085 5.793 4.939 4.685 4.618 4.576 4.318 4.318 4.306 3.751 3.383 3.217 2.772 
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Appendix N 

Workplace Tool Pattern Matrices 

 

Pattern Matrix, Imputation 1 

Item Component 
           

 
1 2 3 4 5 6 7 8 9 10 11 12 13 

Q1 -0.07 -0.172 0.25 -0.055 0.076 0.296 -0.008 -0.008 -0.096 0.007 -0.218 0.01 -0.303 

Q2 0.031 -0.086 0.092 -0.082 0.001 0.137 0.052 -0.059 -0.08 0.131 0.002 0.043 -0.687 

Q3 -0.013 0.106 0.458 0.036 0.091 -0.047 0.105 -0.034 0.039 -0.029 0.055 -0.047 -0.381 

Q4 0.118 0.063 0.654 0.161 0.118 -0.217 0.078 -0.09 0.006 0.018 0.09 0.083 -0.04 

Q5 0.027 -0.02 0.769 -0.019 -0.024 0.098 0 0.048 -0.123 0.037 -0.097 -0.102 -0.049 

Q6 -0.15 -0.091 0.767 0.004 -0.028 0.169 -0.004 0.017 0.093 -0.004 -0.047 0.021 -0.012 

Q7 0.009 -0.021 0.787 -0.084 -0.033 0.049 0.015 -0.005 0.054 0.054 0.026 0.175 0.072 

Q8 -0.035 -0.426 0.065 0.294 -0.002 0.024 0.052 -0.066 0.178 0.056 -0.024 0.361 0.149 

Q9 -0.016 -0.717 -0.034 0.036 0.04 -0.03 0.111 0.052 -0.049 -0.087 -0.084 0.175 -0.067 

Q10 0.041 -0.573 -0.062 0.084 0.138 -0.003 0.129 -0.03 -0.024 0.012 -0.179 0.26 0.044 

Q11 0.068 -0.539 0.05 0.067 0.122 0.114 0.14 -0.028 -0.165 -0.082 -0.026 0.092 -0.211 

Q12 -0.214 -0.633 0.151 0.211 0.031 0.048 0.08 0.038 0.179 0.072 0.12 -0.051 -0.088 

Q13 -0.001 -0.126 0.063 0.01 -0.043 0.057 -0.076 0.036 0.012 0.072 0.076 0.776 -0.117 

Q14 -0.013 -0.236 0.205 -0.009 0.041 -0.044 0.063 0.062 0.017 0.018 -0.166 0.549 0.027 

Q15 0.301 -0.534 0.177 -0.063 0.188 0.121 -0.067 -0.017 -0.021 0.055 0.118 -0.04 0.009 
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Q16 0.376 -0.525 0.017 -0.205 0.048 0.034 0.069 -0.017 0.17 0.064 0.093 0.068 -0.024 

Q17 0.127 -0.548 0.054 -0.206 0.09 -0.084 0.269 0.031 0.133 0.013 -0.004 0.039 -0.03 

Q18 0.109 -0.264 0.169 0.114 0.068 -0.044 0.303 -0.17 -0.001 -0.024 -0.401 -0.061 -0.046 

Q19 -0.176 -0.217 0.056 0.164 0.073 0.153 0.388 -0.008 0.011 0.016 -0.39 0.141 0.057 

Q20 0.014 -0.143 -0.027 0.023 0.119 0.006 0.65 -0.069 0.113 -0.002 -0.011 -0.092 -0.156 

Q21 -0.032 -0.078 -0.008 -0.006 -0.056 -0.013 0.798 0.226 -0.118 0.052 0.161 -0.008 -0.105 

Q22 0.057 0.031 0.118 -0.032 0.045 0.104 0.758 0.014 0.033 -0.012 -0.047 0.007 0.065 

Q23 0.031 0.011 0.018 0.093 0.034 0.063 0.811 -0.075 0.049 0.026 -0.099 -0.002 0.01 

Q24 -0.007 0.019 -0.013 0.168 0.062 0.031 0.128 -0.208 0.579 0.354 -0.025 0.292 0.032 

Q25 0.241 -0.024 -0.069 0.111 0.266 0.06 0.222 -0.213 0.321 0.254 -0.052 0.055 -0.085 

Q26 0.019 0.071 -0.06 0.012 -0.023 0.137 0.138 0.214 0.47 -0.036 0.034 0.035 -0.318 

Q27 0.063 -0.039 -0.061 0.001 0.324 0.118 0.098 -0.122 0.563 0.077 0.088 -0.008 -0.142 

Q28 0.021 -0.021 0.004 -0.011 -0.084 -0.013 0.091 0.086 0.189 0.003 -0.088 0.045 -0.63 

Q29 0.068 -0.144 0.069 0.227 0.056 0.1 -0.16 0.144 0.425 -0.086 -0.299 -0.285 -0.129 

Q30 0.097 -0.181 0.172 -0.018 0.035 0.051 -0.061 0.256 0.5 -0.021 0.03 -0.202 -0.225 

Q31 0.185 0.025 0.091 -0.156 0.082 0.172 0.016 0.236 0.014 0.378 -0.272 -0.005 -0.092 

Q32 0.142 0.04 0.117 0.032 0.043 -0.053 0.106 0.214 -0.053 0.644 0.11 0.076 -0.119 

Q33 0.083 -0.021 -0.068 0.023 -0.106 0.024 0.01 0.794 -0.01 0.01 -0.067 0.099 -0.002 

Q34 -0.095 0.016 0.037 0.049 0.225 -0.075 0.111 0.715 0.098 0.14 0.135 -0.077 0.013 

Q35 0.007 0.098 0.016 0.089 0.254 0.258 -0.031 0.314 -0.164 0.293 -0.315 0.033 -0.066 

Q36 0.033 -0.005 0.142 0.142 0.217 -0.132 -0.183 0.206 0.092 0.276 -0.342 0.076 -0.185 

Q37 0.134 0.013 -0.037 -0.191 0.665 0.069 0.175 0.043 0.087 -0.114 -0.086 -0.039 -0.043 
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Q38 -0.042 -0.047 0.02 0.075 0.905 0.027 -0.053 0.012 -0.032 0.06 0.033 0.036 0.085 

Q39 -0.079 -0.032 0.022 -0.073 0.918 0.04 0.022 -0.003 0.02 0.035 0.002 -0.055 0.022 

Q40 -0.155 0.059 0.06 0.062 0.004 0.745 0.063 0 0.033 0.01 0.053 0.171 -0.093 

Q41 0.131 -0.01 0.045 -0.074 0.069 0.634 0.138 0.023 0.045 0.077 -0.029 0.008 -0.046 

Q42 0.155 0.145 -0.004 -0.017 0.028 0.74 0.065 -0.072 0.056 0.02 -0.093 0.043 0 

Q43 0.126 -0.097 0.018 0.113 0.054 0.644 -0.01 0.027 0.065 -0.045 0.028 -0.135 -0.042 

Q44 0.143 -0.109 0.03 0.061 0.118 0.704 0 0.074 0.008 -0.085 0.09 -0.115 0.023 

Q45 -0.083 -0.276 0.115 0.076 0.106 0.358 0.011 0.052 -0.041 0.253 0.428 -0.026 0.12 

Q46 0.071 0.087 0.173 -0.075 0.074 0.134 0.134 0.133 0.451 -0.187 -0.136 0.307 0.111 

Q47 0.217 -0.117 0.175 -0.137 0.092 0.143 0.078 0.21 0.451 -0.186 -0.013 0.093 0.151 

Q48 0.108 0.01 0.055 0.776 -0.158 0.078 0.087 0.03 0.043 0.121 -0.118 -0.044 0.148 

Q49 0.36 0.064 0.263 0.294 -0.021 0.057 0.23 0.116 -0.015 -0.084 0.075 -0.064 -0.158 

Q50 0.097 0.041 -0.015 0.353 0.193 0.004 0.013 0.023 0.003 0.011 0.147 0.286 -0.306 

Q51 0.257 0.027 0.045 0.165 0.279 0.017 0.05 0.131 -0.082 -0.281 -0.132 0.373 -0.068 

Q52 -0.006 -0.175 -0.093 0.492 0.216 0.161 0.028 0.111 -0.054 -0.211 0.057 0.127 -0.226 

Q53 0.242 0.023 0.127 0.363 0.177 0 0.076 0.122 0.005 -0.171 0.127 0.205 -0.036 

Q54 0.661 -0.023 0.014 0.119 0.021 0.08 0.084 0.156 0.021 0.103 -0.117 -0.106 0.08 

Q55 0.651 -0.131 -0.098 0.093 0.06 0.063 -0.041 -0.101 0.143 0.151 -0.045 0.079 -0.074 

Q56 0.631 0.041 0.092 0.038 -0.045 0.232 0.086 0.058 -0.056 -0.081 0.081 0.051 -0.09 

Eigenvalues 6.286 7.427 7.351 4.021 8.812 7.91 8.478 3.824 5.233 2.077 1.961 4.193 5.233 

% variance When components are correlated, sums of squared loadings cannot be added to obtain a total variance.  
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Pattern Matrix, Imputation 2 

Item Component 
           

 
1 2 3 4 5 6 7 8 9 10 11 12 13 

Q1 -0.087 -0.179 0.23 0.054 0.037 0.352 -0.009 0.004 0.287 0.021 -0.173 -0.111 -0.07 

Q2 0.014 -0.109 0.1 -0.007 -0.007 0.159 0.064 -0.05 0.66 0.148 -0.017 -0.11 -0.055 

Q3 -0.004 0.108 0.467 -0.051 0.122 -0.081 0.099 -0.043 0.382 -0.017 0.029 0.008 0.032 

Q4 0.118 0.049 0.665 0.085 0.138 -0.28 0.08 -0.054 0.063 0.016 0.12 0.009 0.167 

Q5 0.047 0.006 0.771 -0.059 -0.023 0.119 0 0.042 0.022 0.02 -0.091 -0.142 -0.023 

Q6 -0.135 -0.087 0.775 0.012 -0.026 0.16 -0.012 0.04 0 -0.028 -0.014 0.084 0.006 

Q7 -0.013 -0.04 0.789 0.111 -0.055 0.051 0.014 -0.007 -0.085 0.091 0.006 0.089 -0.054 

Q8 -0.035 -0.486 0.07 0.307 0.001 -0.028 0.032 -0.071 -0.112 0.067 0.043 0.224 0.269 

Q9 -0.025 -0.759 -0.029 0.116 0.016 -0.022 0.104 0.061 0.04 -0.051 -0.039 -0.044 0.056 

Q10 0.012 -0.629 -0.059 0.163 0.141 -0.031 0.127 -0.004 -0.066 0.044 -0.133 -0.005 0.141 

Q11 0.073 -0.55 0.049 0.136 0.121 0.096 0.139 -0.054 0.215 -0.073 -0.033 -0.186 0.021 

Q12 -0.182 -0.634 0.15 -0.086 0.034 0.075 0.068 0.087 0.107 0.007 0.165 0.106 0.192 

Q13 -0.036 -0.193 0.092 0.742 -0.032 -0.013 -0.094 0.013 0.067 0.15 0.044 0.123 -0.091 

Q14 -0.07 -0.272 0.181 0.486 0.014 -0.03 0.073 0.037 -0.054 0.109 -0.189 0.085 0.007 

Q15 0.316 -0.541 0.177 -0.031 0.174 0.156 -0.072 -0.033 -0.007 0.031 0.11 -0.052 -0.097 

Q16 0.362 -0.539 0.017 0.028 0.039 0.073 0.066 -0.038 0.029 0.062 0.045 0.153 -0.224 

Q17 0.116 -0.573 0.052 -0.015 0.085 -0.073 0.251 0.048 0.043 -0.006 -0.035 0.117 -0.205 

Q18 0.103 -0.272 0.18 -0.044 0.087 -0.009 0.287 -0.135 0.005 -0.054 -0.393 -0.006 0.129 

Q19 -0.201 -0.222 0.037 0.146 0.091 0.156 0.378 -0.025 -0.048 0.025 -0.363 0.043 0.181 
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Q20 0.012 -0.153 -0.012 -0.12 0.147 -0.005 0.643 -0.044 0.157 -0.011 -0.004 0.098 0.034 

Q21 -0.029 -0.08 -0.01 0.023 -0.06 -0.006 0.785 0.232 0.099 0.052 0.157 -0.107 -0.049 

Q22 0.053 0.008 0.113 0.016 0.029 0.106 0.742 0.008 -0.067 0.003 -0.066 0.068 -0.027 

Q23 0.017 -0.016 0.017 -0.017 0.038 0.062 0.798 -0.046 -0.014 0.023 -0.084 0.078 0.121 

Q24 -0.016 -0.039 -0.012 0.133 0.053 0.04 0.116 -0.167 0.005 0.338 0.026 0.634 0.238 

Q25 0.267 -0.059 -0.059 0.012 0.261 0.047 0.21 -0.204 0.125 0.23 -0.02 0.347 0.131 

Q26 0.052 0.074 -0.047 0.066 -0.023 0.106 0.119 0.239 0.352 -0.076 0.069 0.461 -0.039 

Q27 0.08 -0.067 -0.042 -0.095 0.32 0.122 0.082 -0.101 0.184 0.021 0.093 0.554 0.023 

Q28 0.018 -0.011 0.007 0.077 -0.077 -0.013 0.089 0.114 0.633 0.006 -0.103 0.16 -0.051 

Q29 0.095 -0.128 0.068 -0.267 0.115 0.079 -0.186 0.223 0.151 -0.167 -0.274 0.314 0.272 

Q30 0.116 -0.189 0.153 -0.271 0.073 0.076 -0.092 0.34 0.232 -0.086 -0.001 0.369 0.035 

Q31 0.203 0.052 0.103 -0.012 0.105 0.207 0.022 0.194 0.081 0.362 -0.266 0.021 -0.144 

Q32 0.15 0.037 0.113 0.031 0.047 -0.019 0.095 0.229 0.107 0.647 0.096 -0.036 0.06 

Q33 0.088 -0.035 -0.041 0.076 -0.111 0.001 0.018 0.788 0.004 0.037 -0.042 -0.021 0.008 

Q34 -0.092 0.037 0.034 -0.045 0.212 -0.071 0.126 0.746 -0.012 0.105 0.11 0.025 0.038 

Q35 -0.047 0.089 -0.001 0.042 0.277 0.252 -0.03 0.268 0.111 0.276 -0.31 -0.148 0.153 

Q36 0 -0.036 0.119 0.105 0.2 -0.082 -0.177 0.218 0.208 0.256 -0.362 0.027 0.147 

Q37 0.128 -0.014 -0.023 -0.023 0.678 0.027 0.164 0.052 0.062 -0.108 -0.091 0.086 -0.226 

Q38 -0.046 -0.047 0.021 0.085 0.886 0.025 -0.045 0.033 -0.108 0.073 0.047 -0.038 0.067 

Q39 -0.061 -0.018 0.017 -0.021 0.907 0.05 0.017 -0.011 -0.027 0.026 0.017 0.036 -0.083 

Q40 -0.208 -0.015 0.092 0.102 0.023 0.692 0.051 -0.03 0.13 0.001 0.042 0.071 0.063 

Q41 0.142 0.013 0.055 -0.002 0.094 0.639 0.158 0.036 -0.006 0.084 -0.024 0.043 -0.065 
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Q42 0.134 0.135 -0.02 0.02 0.006 0.735 0.084 -0.08 0.009 0.065 -0.055 0.103 0.032 

Q43 0.133 -0.083 0.023 -0.127 0.07 0.631 0.017 0.052 0.052 -0.072 0.052 0.017 0.118 

Q44 0.191 -0.066 0.029 -0.027 0.124 0.696 -0.005 0.078 -0.042 -0.089 0.121 -0.001 0.012 

Q45 -0.07 -0.176 0.111 0.029 0.161 0.351 0.005 0.114 -0.114 0.166 0.512 -0.023 0.044 

Q46 0.021 0.061 0.173 0.273 0.053 0.138 0.118 0.098 -0.092 -0.143 -0.169 0.515 -0.08 

Q47 0.181 -0.131 0.162 0.071 0.073 0.169 0.067 0.237 -0.139 -0.168 -0.077 0.427 -0.142 

Q48 0.099 -0.028 0.072 -0.029 -0.133 0.07 0.086 0.05 -0.103 0.069 -0.057 0.033 0.782 

Q49 0.323 0.07 0.274 0.035 -0.029 0.078 0.249 0.113 0.166 -0.144 0.039 -0.038 0.27 

Q50 0.101 0.019 -0.052 0.38 0.115 0.071 -0.01 -0.009 0.331 0 0.135 0.018 0.304 

Q51 0.245 0.05 0.032 0.531 0.238 0.029 0.076 0.069 0.037 -0.227 -0.132 -0.04 0.055 

Q52 -0.006 -0.169 -0.08 0.268 0.209 0.159 0.055 0.111 0.22 -0.267 0.06 -0.11 0.379 

Q53 0.263 0.061 0.099 0.403 0.141 0.034 0.099 0.118 0.012 -0.187 0.088 -0.03 0.231 

Q54 0.649 -0.002 -0.008 -0.005 0.016 0.118 0.065 0.176 -0.093 0.048 -0.151 0.003 0.149 

Q55 0.653 -0.185 -0.042 0.033 0.093 0.006 -0.053 -0.054 0.059 0.163 -0.026 0.164 0.083 

Q56 0.608 0.046 0.093 0.101 -0.065 0.218 0.129 0.043 0.11 -0.031 0.097 -0.039 -0.004 

Eigenvalues 5.74 8.068 7.513 4.412 8.779 8.087 8.228 4.387 5.337 1.827 1.856 5.029 3.594 

% variance When components are correlated, sums of squared loadings cannot be added to obtain a total variance.  
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Pattern Matrix, Imputation 3 

Item Component 
           

 
1 2 3 4 5 6 7 8 9 10 11 12 13 

Q1 -0.079 -0.171 0.233 -0.078 0.062 -0.319 0.006 -0.008 -0.119 -0.318 -0.265 -0.047 0.058 

Q2 0.071 -0.108 0.103 -0.081 0.01 -0.142 -0.038 -0.029 -0.027 -0.672 -0.008 0.177 0.034 

Q3 0.023 0.101 0.462 0.041 0.132 0.081 -0.097 -0.016 -0.008 -0.368 0.104 0.006 -0.052 

Q4 0.105 0.042 0.668 0.184 0.108 0.255 -0.08 -0.083 0.081 -0.047 0.126 0.092 0.059 

Q5 0.011 -0.012 0.77 -0.029 -0.024 -0.123 -0.016 0.021 -0.152 -0.028 -0.127 0.032 -0.065 

Q6 -0.167 -0.106 0.76 0.011 -0.041 -0.173 0.005 0.018 0.043 -0.035 -0.078 -0.062 0.013 

Q7 0.027 -0.036 0.773 -0.091 -0.045 -0.054 -0.014 0.01 0.031 0.043 -0.008 -0.007 0.173 

Q8 -0.051 -0.445 0.08 0.265 -0.012 -0.012 -0.04 -0.039 0.305 0.14 0.008 -0.022 0.305 

Q9 0.005 -0.731 -0.052 0.05 0.017 0.031 -0.097 0.051 -0.075 -0.098 -0.081 -0.056 0.172 

Q10 0.109 -0.593 -0.111 0.099 0.142 0.025 -0.088 -0.021 0.009 -0.017 -0.118 0.035 0.256 

Q11 0.084 -0.516 0.068 0.098 0.166 -0.098 -0.154 -0.064 -0.157 -0.169 0 -0.008 0.096 

Q12 -0.206 -0.66 0.159 0.174 0.007 -0.075 -0.066 0.091 0.158 -0.077 0.062 0.042 -0.087 

Q13 0.008 -0.128 0.084 0.026 0.005 -0.027 0.09 0.06 0.149 -0.096 0.064 0.008 0.744 

Q14 0.022 -0.228 0.191 0.018 0.065 0.077 -0.054 0.069 0.067 0.024 -0.191 -0.057 0.523 

Q15 0.252 -0.515 0.224 -0.105 0.177 -0.157 0.033 -0.002 0.011 0.076 0.1 0.041 -0.04 

Q16 0.337 -0.5 0.066 -0.241 0.059 -0.062 -0.096 0.022 0.176 0.043 0.095 -0.04 0.028 

Q17 0.118 -0.546 0.054 -0.183 0.09 0.084 -0.285 0.03 0.102 -0.035 -0.001 -0.033 -0.032 
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Q18 0.11 -0.278 0.158 0.079 0.059 0.05 -0.295 -0.164 0.005 -0.035 -0.411 -0.102 -0.069 

Q19 -0.16 -0.206 0.041 0.159 0.113 -0.116 -0.373 -0.016 0.049 0.066 -0.399 -0.097 0.14 

Q20 0.032 -0.157 -0.024 0.015 0.119 0.015 -0.637 -0.053 0.118 -0.154 0.009 -0.014 -0.117 

Q21 -0.053 -0.075 -0.018 -0.01 -0.037 -0.011 -0.792 0.23 -0.114 -0.084 0.133 0.095 0.049 

Q22 0.032 0.038 0.105 -0.023 0.03 -0.108 -0.775 -0.001 0.057 0.074 -0.043 -0.037 0.013 

Q23 0.026 -0.01 0.004 0.099 0.01 -0.05 -0.809 -0.081 0.113 0.004 -0.1 0.014 -0.025 

Q24 -0.002 -0.038 -0.01 0.078 0.003 -0.042 -0.084 -0.096 0.768 -0.02 -0.082 0.089 0.185 

Q25 0.221 -0.044 -0.035 0.034 0.222 -0.057 -0.208 -0.151 0.51 -0.084 -0.054 0.086 0.004 

Q26 -0.039 0.071 -0.035 0.027 -0.045 -0.135 -0.125 0.273 0.42 -0.337 0.064 -0.197 -0.041 

Q27 0.062 -0.073 -0.026 -0.032 0.285 -0.114 -0.079 -0.051 0.587 -0.151 0.103 -0.108 -0.13 

Q28 0.017 -0.016 0.008 0.008 -0.058 0.014 -0.074 0.155 0.138 -0.613 -0.076 -0.071 0.018 

Q29 0.115 -0.13 0.085 0.253 0.108 -0.049 0.173 0.209 0.238 -0.084 -0.251 -0.211 -0.37 

Q30 0.134 -0.196 0.165 0.012 0.072 -0.055 0.077 0.368 0.266 -0.176 0.042 -0.146 -0.308 

Q31 0.159 0.057 0.11 -0.255 0.09 -0.199 -0.007 0.263 0.158 -0.082 -0.319 0.176 0.044 

Q32 0.16 0.037 0.142 -0.01 0.01 0.01 -0.148 0.253 0.17 -0.057 -0.07 0.62 0.079 

Q33 0.11 -0.046 -0.082 0.018 -0.095 -0.002 0.011 0.78 -0.145 -0.094 -0.076 -0.03 0.101 

Q34 -0.094 0.025 0.029 0.039 0.197 0.051 -0.134 0.754 0.009 0.029 0.082 0.124 -0.059 

Q35 0.025 0.119 0.044 0.099 0.309 -0.202 0.015 0.244 -0.023 -0.037 -0.404 0.276 -0.003 

Q36 0.013 0.024 0.179 0.13 0.214 0.123 0.11 0.227 0.16 -0.123 -0.387 0.19 0.048 

Q37 0.134 0.006 -0.057 -0.141 0.705 -0.027 -0.149 0.036 -0.002 -0.085 -0.032 -0.16 -0.047 

Q38 -0.041 -0.041 -0.005 0.082 0.877 -0.057 0.066 0.013 0.028 0.092 -0.001 0.099 0.082 
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Q39 -0.076 -0.036 0.011 -0.065 0.902 -0.041 -0.026 -0.003 0.028 0.014 -0.02 0.006 -0.035 

Q40 -0.146 0.017 0.069 0.128 0.017 -0.698 -0.063 -0.055 0.053 -0.136 -0.004 -0.005 0.111 

Q41 0.164 0.013 0.061 -0.059 0.103 -0.611 -0.176 0.014 0.035 -0.018 -0.073 0.051 -0.025 

Q42 0.17 0.132 -0.047 -0.028 0.004 -0.733 -0.063 -0.072 0.099 -0.062 -0.07 -0.015 0.035 

Q43 0.127 -0.096 0.054 0.096 0.083 -0.591 -0.016 0.057 0.016 -0.019 0.011 -0.046 -0.153 

Q44 0.149 -0.066 0.033 0.061 0.132 -0.704 -0.018 0.087 -0.048 0.064 0.088 -0.081 -0.084 

Q45 -0.11 -0.221 0.094 0.048 0.129 -0.44 0.018 0.129 0.046 0.123 0.379 0.247 0.052 

Q46 0.062 0.093 0.169 -0.074 0.051 -0.105 -0.13 0.16 0.356 0.066 -0.074 -0.418 0.244 

Q47 0.22 -0.094 0.162 -0.138 0.089 -0.14 -0.087 0.281 0.26 0.15 0.026 -0.356 0.048 

Q48 0.131 -0.027 0.054 0.713 -0.183 -0.09 -0.084 0.025 0.108 0.141 -0.164 0.118 -0.063 

Q49 0.329 0.043 0.28 0.284 -0.05 -0.053 -0.23 0.103 -0.039 -0.176 0.064 -0.083 -0.053 

Q50 0.117 -0.003 -0.019 0.43 0.15 -0.045 -0.001 -0.01 0.042 -0.311 0.09 0.052 0.217 

Q51 0.24 0.039 0.048 0.243 0.296 0.022 -0.074 0.059 -0.141 -0.076 -0.102 -0.278 0.347 

Q52 -0.011 -0.192 -0.068 0.543 0.214 -0.138 -0.049 0.071 -0.082 -0.191 0.055 -0.12 0.083 

Q53 0.162 0.099 0.141 0.415 0.147 -0.073 -0.143 0.117 0.009 0.087 0.124 -0.12 0.205 

Q54 0.663 -0.009 0.001 0.129 0.019 -0.098 -0.066 0.16 -0.011 0.078 -0.152 0.011 -0.072 

Q55 0.693 -0.154 -0.099 0.084 0.05 -0.045 0.069 -0.064 0.188 -0.1 -0.03 0.077 0.065 

Q56 0.621 0.04 0.093 0.049 -0.008 -0.211 -0.104 0.05 -0.115 -0.12 0.123 -0.043 0.052 

Eigenvalues 6.432 7.542 7.562 3.896 8.692 7.602 8.56 4.805 5.882 4.864 2.369 1.501 3.192 

% variance When components are correlated, sums of squared loadings cannot be added to obtain a total variance.  
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Pattern Matrix, Imputation 4 

Item Component 
           

 
1 2 3 4 5 6 7 8 9 10 11 12 13 

Q1 -0.104 -0.173 0.227 0.042 0.048 -0.306 -0.002 -0.03 -0.149 0.221 -0.067 0.02 -0.291 

Q2 0.05 -0.102 0.127 -0.02 0.008 -0.127 -0.058 -0.066 -0.049 0.096 0.185 0.061 -0.646 

Q3 -0.004 0.099 0.475 -0.034 0.087 0.028 -0.104 0.03 -0.01 -0.099 0.043 -0.032 -0.344 

Q4 0.11 0.052 0.671 0.07 0.129 0.254 -0.072 -0.062 0.093 -0.14 0.139 -0.148 -0.062 

Q5 0.027 0.001 0.769 -0.061 -0.019 -0.088 -0.008 0.013 -0.159 0.138 -0.017 0.008 -0.022 

Q6 -0.153 -0.089 0.771 0.013 -0.02 -0.14 0.008 0.018 0.035 0.044 -0.105 0 -0.03 

Q7 0.022 -0.04 0.788 0.11 -0.03 -0.07 -0.025 0.023 0.058 0.04 -0.013 0.062 0.138 

Q8 -0.049 -0.449 0.061 0.342 -0.029 -0.043 -0.035 -0.044 0.287 -0.012 -0.04 -0.229 0.108 

Q9 -0.03 -0.75 -0.031 0.121 0.035 0.026 -0.1 0.051 -0.062 0.009 -0.046 -0.07 -0.04 

Q10 0.048 -0.624 -0.037 0.161 0.159 0.062 -0.104 0.004 0.046 0.08 -0.012 -0.147 0.09 

Q11 0.071 -0.525 0.039 0.147 0.128 -0.121 -0.151 -0.058 -0.174 -0.003 0.027 -0.056 -0.18 

Q12 -0.19 -0.634 0.161 -0.071 0.029 -0.112 -0.039 0.102 0.146 -0.098 0.056 -0.162 -0.106 

Q13 -0.016 -0.165 0.075 0.765 -0.036 -0.033 0.083 0.03 0.133 0.045 0.034 0.089 -0.076 

Q14 -0.027 -0.274 0.187 0.481 0.044 0.095 -0.066 0.043 0.078 0.197 -0.063 -0.012 0.053 

Q15 0.298 -0.52 0.18 -0.003 0.167 -0.185 0.062 -0.021 -0.035 -0.029 0.04 0.124 0.031 

Q16 0.374 -0.529 0.021 0.031 0.024 -0.092 -0.07 -0.014 0.147 -0.019 -0.007 0.242 -0.032 

Q17 0.123 -0.577 0.028 -0.027 0.067 0.087 -0.247 0.063 0.103 -0.001 -0.001 0.192 -0.068 

Q18 0.071 -0.303 0.159 -0.068 0.095 0.098 -0.266 -0.2 -0.048 0.303 -0.242 -0.165 -0.069 
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Q19 -0.211 -0.221 0.013 0.146 0.084 -0.112 -0.377 -0.047 0.029 0.329 -0.202 -0.211 0.026 

Q20 0.02 -0.162 -0.009 -0.133 0.143 0.001 -0.623 -0.034 0.117 -0.054 0.017 -0.037 -0.165 

Q21 -0.037 -0.077 -0.001 0.05 -0.038 -0.018 -0.779 0.241 -0.1 -0.084 0.129 0.054 -0.071 

Q22 0.043 0.025 0.112 0.006 0.031 -0.091 -0.773 0.006 0.051 0.035 -0.067 0.02 0.067 

Q23 0.017 -0.021 0.027 -0.04 0.039 -0.025 -0.8 -0.063 0.117 0.042 -0.022 -0.121 0.001 

Q24 -0.001 -0.034 0.026 0.142 0.029 -0.039 -0.096 -0.09 0.756 0.107 0.022 -0.125 -0.003 

Q25 0.241 -0.041 -0.045 0.011 0.232 -0.058 -0.218 -0.162 0.466 0.123 0.046 -0.07 -0.11 

Q26 0.016 0.074 -0.053 0.04 -0.034 -0.102 -0.126 0.223 0.34 -0.067 -0.21 0.051 -0.436 

Q27 0.092 -0.061 -0.008 -0.104 0.309 -0.128 -0.076 -0.02 0.533 -0.129 -0.118 0.044 -0.172 

Q28 0.007 -0.009 -0.004 0.08 -0.062 0.029 -0.075 0.078 0.074 0.107 -0.076 0.035 -0.684 

Q29 0.086 -0.114 0.065 -0.286 0.121 -0.034 0.181 0.213 0.177 0.104 -0.354 -0.283 -0.181 

Q30 0.117 -0.17 0.166 -0.26 0.078 -0.085 0.092 0.382 0.218 -0.073 -0.201 -0.012 -0.24 

Q31 0.132 0.035 0.087 -0.033 0.097 -0.125 -0.04 0.138 0.068 0.539 0.042 0.108 -0.137 

Q32 0.143 0.018 0.14 0.043 0.004 -0.011 -0.111 0.287 0.185 0.309 0.539 0.005 -0.055 

Q33 0.102 -0.041 -0.036 0.047 -0.092 0.028 -0.013 0.766 -0.124 0.104 -0.048 -0.047 -0.014 

Q34 -0.099 0.025 0.012 -0.01 0.171 0.013 -0.108 0.793 -0.007 -0.004 0.09 -0.02 0.03 

Q35 0.016 0.108 0 0.061 0.254 -0.211 0.035 0.245 -0.033 0.46 0.12 -0.123 -0.07 

Q36 0.017 0.001 0.128 0.115 0.2 0.141 0.155 0.171 0.112 0.436 0.044 -0.124 -0.23 

Q37 0.131 -0.003 -0.043 -0.027 0.696 -0.021 -0.15 0.05 -0.012 0.001 -0.152 0.19 -0.078 

Q38 -0.047 -0.031 0.022 0.076 0.891 -0.04 0.051 0.02 0.031 0.057 0.095 -0.048 0.123 

Q39 -0.092 -0.029 0.034 -0.058 0.915 -0.035 -0.029 0.011 0.033 0.043 0.003 0.062 0.05 
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Q40 -0.135 0.042 0.076 0.138 0.001 -0.721 -0.064 -0.013 0.073 -0.008 -0.013 -0.05 -0.1 

Q41 0.178 0.002 0.057 -0.032 0.085 -0.598 -0.158 0.032 0.047 0.122 0.017 0.055 -0.023 

Q42 0.18 0.139 -0.007 0.02 0.016 -0.681 -0.092 -0.08 0.081 0.165 -0.085 0.008 -0.008 

Q43 0.126 -0.1 0.023 -0.173 0.087 -0.593 -0.002 0.032 0.002 0.009 -0.044 -0.151 -0.096 

Q44 0.181 -0.065 0.011 -0.067 0.116 -0.706 -0.016 0.066 -0.072 -0.029 -0.072 -0.052 0.011 

Q45 -0.093 -0.171 0.086 0.064 0.122 -0.513 0.029 0.13 0.072 -0.208 0.302 -0.012 0.107 

Q46 0.041 0.075 0.146 0.278 0.048 -0.127 -0.123 0.136 0.275 0.001 -0.47 0.067 0.04 

Q47 0.239 -0.097 0.152 0.084 0.079 -0.162 -0.063 0.253 0.219 -0.069 -0.383 0.169 0.096 

Q48 0.097 -0.015 0.072 -0.042 -0.137 -0.069 -0.087 0.074 0.106 0.066 0.03 -0.794 0.152 

Q49 0.329 0.038 0.282 -0.014 -0.007 -0.049 -0.221 0.101 -0.083 -0.104 -0.049 -0.29 -0.178 

Q50 0.124 0.027 -0.026 0.341 0.118 -0.082 0.006 0.028 0.09 -0.137 0.138 -0.329 -0.282 

Q51 0.226 0.013 0.028 0.439 0.277 0.035 -0.095 0.048 -0.192 0.019 -0.232 -0.144 -0.069 

Q52 -0.01 -0.18 -0.094 0.21 0.222 -0.153 -0.038 0.058 -0.132 -0.145 -0.048 -0.442 -0.268 

Q53 0.236 0.088 0.078 0.378 0.15 -0.051 -0.118 0.043 -0.081 -0.11 -0.107 -0.27 -0.051 

Q54 0.656 -0.016 -0.003 -0.055 0.008 -0.076 -0.073 0.15 0.012 0.181 -0.048 -0.128 0.058 

Q55 0.666 -0.152 -0.05 0.029 0.077 -0.017 0.051 -0.034 0.227 0.045 0.056 -0.112 -0.037 

Q56 0.624 0.038 0.09 0.126 -0.042 -0.223 -0.093 0.057 -0.107 -0.079 -0.03 0.002 -0.101 

Eigenvalues 6.102 7.821 7.545 4.047 8.892 7.513 8.258 4.634 4.63 2.85 2.022 3.625 5.898 

% variance When components are correlated, sums of squared loadings cannot be added to obtain a total variance.  
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Pattern Matrix, Imputation 5 

Item Component 
           

 
1 2 3 4 5 6 7 8 9 10 11 12 13 

Q1 -0.075 -0.175 0.238 -0.044 0.049 -0.341 -0.009 -0.013 -0.11 0.1 -0.179 0.046 -0.294 

Q2 0.018 -0.103 0.09 -0.085 -0.01 -0.141 0.051 -0.039 -0.029 0.151 0.02 0.026 -0.661 

Q3 0.011 0.11 0.444 0.008 0.091 0.031 0.099 0.007 0.025 -0.054 0.009 -0.028 -0.378 

Q4 0.128 0.044 0.652 0.151 0.153 0.289 0.069 -0.086 0.039 0.002 0.125 0.058 -0.079 

Q5 0.021 -0.019 0.762 -0.007 -0.024 -0.108 0.016 0.026 -0.155 0.107 -0.066 -0.084 -0.04 

Q6 -0.149 -0.095 0.785 0.015 -0.008 -0.143 -0.004 0.027 0.066 0.001 -0.029 0.015 -0.006 

Q7 0.004 -0.027 0.765 -0.086 -0.054 -0.069 0.019 0.015 0.028 0.043 0.019 0.192 0.068 

Q8 -0.016 -0.461 0.086 0.299 -0.012 0.022 0.033 -0.078 0.225 0.002 0.038 0.315 0.134 

Q9 -0.005 -0.719 -0.012 0.054 0.065 0.028 0.096 0.063 -0.056 -0.071 -0.065 0.153 -0.039 

Q10 0.009 -0.594 -0.067 0.104 0.166 0.019 0.112 0.015 -0.027 0.015 -0.147 0.256 0.046 

Q11 0.087 -0.523 0.045 0.059 0.126 -0.124 0.145 -0.04 -0.171 -0.048 -0.014 0.114 -0.216 

Q12 -0.203 -0.645 0.162 0.188 0.022 -0.046 0.071 0.083 0.162 -0.018 0.138 -0.062 -0.094 

Q13 0.013 -0.132 0.065 -0.017 -0.04 -0.006 -0.09 0.019 0.083 0.073 0.119 0.776 -0.094 

Q14 -0.018 -0.225 0.173 -0.005 0.053 0.043 0.058 0.06 0.01 0.079 -0.148 0.575 0.032 

Q15 0.3 -0.549 0.176 -0.085 0.16 -0.139 -0.054 -0.031 -0.029 0.066 0.134 -0.052 0.021 

Q16 0.368 -0.533 0.015 -0.232 0.01 -0.065 0.079 -0.022 0.162 0.059 0.075 0.053 -0.006 

Q17 0.07 -0.558 0.021 -0.212 0.06 0.058 0.283 0.066 0.12 0.009 -0.023 0.034 -0.045 
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Q18 0.116 -0.27 0.192 0.107 0.105 0.023 0.269 -0.147 -0.024 0.067 -0.402 -0.03 -0.003 

Q19 -0.182 -0.201 0.03 0.201 0.052 -0.186 0.388 -0.036 0.013 0.104 -0.332 0.181 0.04 

Q20 0.023 -0.156 -0.029 0.014 0.11 -0.01 0.64 -0.044 0.125 -0.032 -0.029 -0.099 -0.166 

Q21 -0.034 -0.07 -0.02 -0.02 -0.058 0.022 0.796 0.208 -0.098 0.034 0.172 0.007 -0.107 

Q22 0.051 0.03 0.121 -0.019 0.05 -0.102 0.767 -0.001 0.037 0.01 -0.059 -0.002 0.086 

Q23 0.011 -0.005 0.023 0.111 0.052 -0.04 0.811 -0.069 0.08 0.024 -0.093 -0.027 0.02 

Q24 -0.053 -0.035 -0.016 0.156 0.017 -0.015 0.1 -0.171 0.691 0.245 0.014 0.243 0.027 

Q25 0.231 -0.067 -0.067 0.089 0.221 -0.042 0.203 -0.229 0.429 0.23 -0.004 0.02 -0.098 

Q26 0.055 0.065 -0.013 -0.011 -0.023 -0.078 0.11 0.224 0.504 -0.041 0.026 0.005 -0.294 

Q27 0.054 -0.077 -0.046 -0.041 0.272 -0.132 0.079 -0.053 0.612 -0.014 0.051 -0.04 -0.129 

Q28 0.048 -0.003 0.026 -0.023 -0.068 0.027 0.076 0.108 0.203 0.036 -0.106 0.041 -0.602 

Q29 0.061 -0.14 0.088 0.248 0.093 -0.109 -0.167 0.255 0.325 -0.063 -0.338 -0.273 -0.088 

Q30 0.104 -0.185 0.164 -0.017 0.057 -0.095 -0.073 0.381 0.382 -0.062 -0.039 -0.228 -0.162 

Q31 0.184 0.035 0.096 -0.133 0.055 -0.167 0.02 0.108 0.082 0.543 -0.111 -0.013 -0.061 

Q32 0.074 0.041 0.101 0.026 0.019 0.064 0.15 0.166 0.033 0.65 0.264 0.062 -0.057 

Q33 0.092 -0.043 -0.054 0.019 -0.1 -0.007 -0.008 0.77 -0.077 0.082 -0.056 0.095 -0.039 

Q34 -0.104 0.03 0.025 0.03 0.196 0.058 0.133 0.739 0.011 0.149 0.143 -0.034 0.039 

Q35 -0.029 0.083 -0.037 0.135 0.197 -0.273 -0.05 0.235 -0.096 0.456 -0.165 0.071 -0.09 

Q36 -0.005 -0.006 0.159 0.166 0.246 0.151 -0.144 0.166 0.077 0.398 -0.249 0.049 -0.143 

Q37 0.132 -0.012 -0.039 -0.205 0.674 -0.059 0.148 0.074 0.072 -0.075 -0.117 -0.03 -0.08 

Q38 -0.039 -0.041 0.025 0.073 0.896 -0.012 -0.039 -0.003 -0.011 0.085 0.081 0.039 0.087 
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Q39 -0.083 -0.034 0.021 -0.1 0.891 -0.067 0.035 0.002 0.025 0.056 0.021 -0.04 0.028 

Q40 -0.185 0.015 0.079 0.065 0.014 -0.709 0.064 0.001 0.055 -0.028 0.067 0.144 -0.131 

Q41 0.1 -0.005 0.034 -0.062 0.069 -0.639 0.166 0.048 0.038 0.108 -0.001 0.01 -0.024 

Q42 0.136 0.121 0.024 0.017 0.071 -0.667 0.079 -0.078 0.074 0.056 -0.08 0.01 -0.011 

Q43 0.182 -0.083 0.027 0.09 0.058 -0.615 -0.016 0.043 0.07 0.014 0.097 -0.122 -0.023 

Q44 0.187 -0.083 0.023 0.053 0.107 -0.7 0.007 0.084 -0.011 -0.048 0.114 -0.083 0.024 

Q45 -0.055 -0.18 0.101 0.095 0.118 -0.343 -0.003 0.027 0.038 0.097 0.548 0 0.096 

Q46 0.106 0.103 0.162 -0.065 0.029 -0.196 0.113 0.153 0.394 -0.166 -0.2 0.339 0.144 

Q47 0.218 -0.078 0.197 -0.162 0.132 -0.157 0.117 0.279 0.323 -0.15 -0.081 0.087 0.224 

Q48 0.113 -0.014 0.044 0.78 -0.168 -0.071 0.088 0.028 0.063 0.103 -0.052 -0.043 0.122 

Q49 0.394 0.054 0.246 0.265 -0.057 -0.064 0.222 0.095 0.005 -0.06 0.054 -0.03 -0.19 

Q50 0.062 0.036 -0.047 0.349 0.165 -0.061 0.017 0.033 0.033 -0.056 0.1 0.302 -0.321 

Q51 0.288 0.054 0.016 0.149 0.259 -0.056 0.058 0.096 -0.106 -0.163 -0.161 0.433 -0.085 

Q52 0.018 -0.164 -0.072 0.462 0.237 -0.143 0.059 0.109 -0.069 -0.2 0.048 0.134 -0.234 

Q53 0.313 0.062 0.137 0.329 0.195 0.031 0.119 0.082 -0.013 -0.099 0.125 0.192 -0.013 

Q54 0.655 -0.018 -0.012 0.14 0.01 -0.094 0.071 0.131 0.021 0.163 -0.115 -0.077 0.069 

Q55 0.629 -0.165 -0.076 0.071 0.097 -0.007 -0.054 -0.058 0.183 0.147 -0.035 0.056 -0.051 

Q56 0.626 0.027 0.06 0.027 -0.054 -0.217 0.077 0.068 -0.073 -0.055 0.037 0.105 -0.13 

Eigenvalues 6.145 7.748 7.328 3.781 8.537 7.749 8.511 4.271 5.648 2.962 1.568 4.401 4.749 

% variance When components are correlated, sums of squared loadings cannot be added to obtain a total variance.  

 


