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Abstract

As mental health-related stigma is a significant barrier to seeking and receiving healthcare, stigma
amongst non-specialist health workers (NSHWs) towards patients with major depressive disorder
(MDD) and substance use disorder (SUD) could negatively affect mental health service provision.
This study aimed to explore (1) the level of stigma towards MDD and SUD among NSHWs employed
in primary care settings in South Africa, (2) the extent to which socio-demographic factors might be
associated with stigma levels amongst these NSHWSs, and (3) NSHWSs' interest in receiving training
for MDD or SUD. Overall, 81 NSHWs completed a culturally modified version of the Social Distance
Scale (SDS) that assessed stigma towards a hypothetical patient with MDD and a hypothetical
patient with SUD; higher cumulative SDS scores represented greater stigma. With a possible range of
6-24, we found a mean SDS score of 9.0 (SD=3.7) for MDD and 11.7 (SD=4.4) for SUD. Results show
elevated levels of stigma towards both hypothetical patients, with significantly higher mean SDS
scores for SUD compared to MDD (p <0.001). No socio-demographic variables were significantly
associated with MDD or SUD stigma levels. When asked to rate their interest, more NSHWs were
“very interested” in receiving training for MDD (90.0%) than for SUD (80.8%); this difference was
statistically significant (p=0.027). High levels of self-reported stigma, coupled with a desire for
further training, suggest that it would be prudent to incorporate stigma reduction measures into

future MDD and SUD training programmes for NSHWs.

Keywords: stigma, non-specialist health worker, major depressive disorder, substance use disorder,

social distance scale
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High levels of stigma towards substance use and depression amongst non-specialist health

workers in South Africa

Introduction

There is a substantial treatment gap for mental disorders in South Africa, that is close to 92%
(Docrat et al., 2019), due to a severe shortage of specialist mental health providers. Task-sharing has
been identified as a strategy for reducing the treatment gap in the context of chronic workforce
shortages (Kakuma et al., 2011). This involves redistributing some mental health services from
specialist mental health providers to non-specialist health workers (NSHWSs) in primary care and
community settings (Patel et al., 2007). NSHW refers to workers who provide health care without
having received specialist mental health training, and can include doctors, nurses, and lay health
workers (van Ginneken et al., 2013).

Global evidence demonstrates that task-sharing of psychological treatments to NSHWs is
feasible, acceptable to patients and the broader health system, and effective for reducing rates and
severity of common mental disorders such as depression, anxiety and posttraumatic stress, as well
as substance use disorders (SUD) (Singla et al., 2017; van Ginneken et al., 2021). However, given
limited formal training and exposure to individuals with mental health problems and/or SUD, there
are concerns that some NSHWs may have stigmatizing and negative attitudes towards patients with
mental disorders and/or SUDs (Magidson et al., 2019; Myers et al., 2018; Regenauer et al., 2020;
Sorsdahl et al., 2019). Compounding this stigma further is the high prevalence of human
immunodeficiency virus (HIV) and tuberculosis (TB) in South Africa (World Health Organization,
2019), and the fact that many patients are living with these co-occurring conditions, which are also
stigmatized (Wouters et al., 2020).

In South Africa, previous studies have focused on internalized mental health or SUD stigma
among patients (Anvari et al., 2022; Regenauer et al., 2022), enacted stigma in health facilities
(Myers et al., 2019) or mental health and SUD stigma among community members (Sorsdahl & Stein,

2010; Sorsdahl et al., 2012). However, studies have not directly examined stigma related to major
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depressive disorder (MDD) or SUD among the NSHW workforce. This is a critical evidence gap as it is
well documented that stigma within health systems and amongst healthcare staff is a significant
barrier to seeking and receiving appropriate healthcare (Henderson et al., 2013; Knaak et al., 2017;
Nyblade et al., 2019; Vaccari et al., 2020). Prior research has demonstrated that health worker
stigma impacts on the quality of treatment for physical ilinesses (Mitchell et al., 2009; Molloy et al.,
2021), patient adherence to treatment (Barney et al., 2006; Campbell et al., 2016; P. Corrigan et al.,
2003; Sirey et al., 2001) and shorter life expectancies (Merrick & Merrick, 2007). Despite this,
research measuring stigma amongst NSHWs towards people with MDD and SUD is limited. Insight
into stigma amongst NSHWs, including whether stigma is more prevalent amongst specific groups of
these workers, may assist in tailoring stigma reduction interventions aimed towards improving
patients’ experience of treatment and quality of care provided by NSHWs.

Within the stigma literature, social distance scales (SDS) are widely used to measure self-
reported willingness to make contact with a described person (Corrigan et al., 2001) and have been
used to measure mental health stigma (Corrigan et al., 2001; Link et al., 1999; Pescosolido et al.,
2010). The primary aim of this study was to explore NSHWs’ stigma levels towards people with MDD
or SUD in primary care settings in South Africa. The secondary aims were to explore the extent to
which socio-demographic characteristics of NSHWs were associated with stigma levels, and to

measure NSHWs' willingness to receive future training on MDD or SUD.

Method

Study setting and design

Data were collected from November 2019 through June 2021, as part of two separate
studies. The initial data collection took place in November 2019 as part of a mental health
intervention trial in South Africa (Myers et al., 2018). In this phase, 66 participants based in
Pietermaritzburg in the Kwa-Zulu Natal Province and Cape Town in the Western Cape Province who
worked at a local Non-Governmental Organisation (NGO) were surveyed. This NGO trains and

supervises NSHWs who provide TB and HIV health care in their communities. The final data
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collection occurred between February and June 2021 as part of a study collecting formative data to
guide the design of stigma reduction interventions among community healthcare workers (HCWs).
In this phase, 15 CHWs completed an interviewer-administered questionnaire. Data collection in
both studies involved completion of a cross-sectional survey. No participants received financial
compensation for their involvement.
Ethical considerations

Data collection was approved by the Human Research Ethics Committee (HREC) at the South
African Medical Research Council and the University of Cape Town (HREC 576/2018). Written or
telephonic informed consent was obtained from all participants prior to data collection.
Participant Selection & Recruitment

This was a self-selected sample as the facility managers circulated consent documents and
guestionnaires to available NSHWs who were interested in participation, and the sample
populations consisted of those that chose to participate. In total, 81 NSHWSs were recruited. Any
staff member who worked as a NSHW was eligible to participate, although those taking part were
required to be able to complete the study procedures in English, Xhosa, or Afrikaans. There were no
further exclusion criteria so as to not limit generalizability of findings.
Measurements
Socio-demographic data

Each participant was asked to provide the following data: gender, highest completed level of
education completed, current job title and length of time in that role, and length of time working at
the organisation. They were also asked if there were people with mental health or substance use
problems in their family; this was used as a measure of familiarity with/exposure to these
conditions. Participants self-identified the title of their current professional role.
Training experiences and interests

Participants were asked if they had received training that could help patients like the

characters in the case vignettes, and how interested they would be to receive training in that area.
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Participants self-rated their willingness to receive additional training to help the person in each
vignette on a scale of 1-10. Scores of 1-2 reflected no interest in further training, 3-4 reflected
limited interest, 5-6 reflected ambivalence about more training, 7-8 reflected some interest and
scores of 9-10 reflected very high interest in further training.
Social distance scale

Each participant was asked to either self-complete or complete an interviewer-administered
guestionnaire, which included case vignettes and the use of a modified Bogardus Social Distance
Scale. The two case vignettes within each questionnaire have previously been adapted for use in a
South African setting (Sorsdahl & Stein, 2010; Sorsdahl et al., 2012). The vignettes each described an
individual who was not labelled as having a mental disorder but was shown to possess the minimum
Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5) diagnostic criteria for
either MDD or SUD. The SUD vignette described an individual who had problematic use of alcohol,
cannabis, and methamphetamine. Minor adaptations were made by our team to make these
culturally relevant; these included changing the name of the person in the MDD vignette to “Vusi”, a
common Nguni name in South Africa, and using colloquial terms for substances such as “Tik” (a term
generally used to refer to methamphetamine) in the SUD vignette.

A modified Bogardus Social Distance Scale (Bogardus, 1925) was used to quantify stigma.
This scale has previously been used in a low-income and middle-income countries (LMIC) setting, in
Nigeria (Adewuya & Makanjuola, 2008). To complete this measure, participants rated their
willingness to engage with someone across 6 different types of social interactions that vary in
intimacy.

Participants were provided with the two vignettes and asked to consider these when
answering the stigma-related questions. Each social interaction was rated on a 4-point scale with
response options ranging from “Definitely not” (4) to “Definitely” (1). Scores were summed to create

a cumulative SDS score ranging from a possible score of 6 to 24. Separate scores were created for
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MDD and SUD stigma. Higher scores represent preferences for greater social distance, reflecting
greater stigma.

SDS scores were also categorised into low, moderate, or high levels of social distance (Stuart
& Arboleda-Florez, 2001). Participant responses to each item are dichotomized—responses of
“unlikely”(3) or “definitely not” (4) are recoded as 1, other scores are coded as 0. Scores are
summed and then classified as low stigma (score of 0), moderate stigma (score of 1), or high stigma

(score of 22).

Data analysis

For Aim 1, descriptive statistics were generated in the form of means, standard deviations,
and proportions to describe the socio-demographic characteristics of participants. A t-test was used
to explore the difference between NSHWs’ stigma level for MDD and SUD. For the secondary aims,
we used Chi-square tests and correlations (depending on whether the variables were dichotomous
or continuous) to explore associations between socio-demographic and training factors with stigma

levels. Data analysis was conducted in SAS Version 9.4 (SAS Institute, 2010).

Results

Table 1 reflects the socio-demographic characteristics of the 81 NSHWs who were recruited
and completed study procedures. Participants were on average 39.5 years old (5D=9.5) and the vast
majority were female (90.1%, n=73), reflecting the typical demographic characteristics of NSHWs in
South Africa. In addition, 22.2% of participants (n=18) reported never completing high school and
32.0% (n=24) reported that they had a family member with a mental health or SUD problem. NSHWs
described their roles and titles in a variety of ways. The majority (74.7%, n=59) self-identified as
“community health worker” and the remainder of NSHWs identified as working within the following
broad categories: nurses, social work professionals, and administrators.
Social distance towards MDD and SUD

Table 2 shows the SDS scores for each question that was asked, for both the MDD and SUD

vignettes, as well as the mean SDS continuous and dichotomous scoring towards both MDD and
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SUD. The table demonstrates that social distance increased with questions that reflected higher
levels of intimacy to the person in the vignette. Overall, the mean SDS score towards MDD was 9.0
(SD = 3.7) and towards SUD was 11.7 (SD = 4.4). There was significantly higher social distance
observed towards the vignette with SUD, as opposed to MDD (mean difference =-2.7, t(76) =-7.2, p
<.001). Roughly half (50.6%, n=41) of participants showed moderate or high stigma toward MDD,
while more than three-quarters (77.8 %, n=63) showed moderate or high stigma towards SUD.
Associations between socio-demographic variables and stigma

We found no statistically significant associations between any of the socio-demographic
variables and MDD or SUD stigma, as reflected in Table 3.
Interest in future mental health and SUD training

For the MDD vignette, 90.0 % (n=72) of participants indicated being “very interested” in
further training (with scores of 9 or 10 on the scale). For the SUD vignette, 80.8% (n=63) of
participants indicated being “very interested” in further training. Using McNemar’s Test, when the
responses were dichotomized into “very interested” or “not very interested”, there was significantly
more interest in future training to treat MDD as compared to SUD (p=0.013).
Discussion

This is the first study to our knowledge that focused exclusively on characterizing MDD and
SUD stigma among NSHWs in South Africa. As a crucial resource in the task-sharing approach,
NSHWs are strategically positioned to impact the care of patients with common mental disorders
such as MDD and SUD. However, potential stigma amongst NSHWs towards patients with MDD and
SUD must be understood and addressed, as it represents a barrier to help seeking and engagement
in task-shared mental health and SUD interventions (Regenauer et al., 2022). Our key findings were
that NSHWSs showed high stigma towards both conditions, and even higher stigma towards SUD
compared to MDD. This is evidenced by the finding that 50.6% of participants showed moderate or

high levels of stigma towards MDD and 77.8% showed moderate or high levels of stigma towards
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SUD. These high levels of stigma are concerning, as stigma from HCWs may impede patients seeking
or staying in mental health counseling (Corrigan, 2004; Lannin et al., 2016; Lasalvia et al., 2013).

Indeed, stigma has been found to be a significant barrier to receiving appropriate healthcare
(Henderson et al., 2013; Knaak et al., 2017; Nyblade et al., 2019; Vaccari et al., 2020) and adhering to
treatment (Barney et al., 2006; Campbell et al., 2016; Corrigan et al., 2003; Sirey et al., 2001),
including treatment for SUD in South Africa (Myers et al., 2009). With over half of NSHWs exhibiting
moderate or high social distance towards MDD and over three-quarters towards SUD, our findings
suggest that unaddressed stigma among NSHWs may negatively impact care of these common
mental disorders.

The greater social distance towards SUD as opposed to MDD is concerning, even though it
follows both international (Jorm & Oh, 2009) and previous South African trends (Myers et al., 2018;
Sorsdahl & Stein, 2010). Previous research has explored the high levels of public stigma towards
people who use substances in South Africa (Sorsdahl et al., 2012). A link has been drawn between
the high prevalence of substance use (particularly alcohol) and the burdens that this places on
communities in terms of injuries, violence and crime. It could be postulated, then, that a sample of
NSHWSs who are living in communities that have likely experienced the disruptive effects of
substance use, will show increased social distance towards people who use substances (Myers et al.,
2016, 2020).

Notably, we found that none of the socio-demographic variables were associated with
increased stigma among NSHWs. This may be an important consideration when designing stigma
reduction interventions, as there is no specific socio-demographic grouping that requires focused
attention.

One particularly encouraging finding of this study was the high level of interest shown by
NSHWs in receiving further training to support patients with either MDD or SUD. Over 91% of the
sample signaled a willingness for further training on these topics. This is relevant, as exposure to

people with lived experience of these conditions has been shown to reduce stigma (Thornicroft et
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al., 2016) and could be included in NSHW training programs. A recent systematic review found at
least 8 examples of where social contact with people with lived experience in training had been used
to reduce mental health stigma in LMICs, but failed to examine the impact of this social contact and
training on SUD stigma (Clay et al., 2020). Future work should therefore consider how training and
stigma reduction efforts can most effectively shift NSHW attitudes towards both MDD and SUD, with
the overall aim to improve treatment outcome in these patient groups.

The main limitations of this study relate to the small convenience sample which may not be
representative of all NSHWs. Our method of convenience sampling did not allow for the recording
of NSHWs that chose not to participate. Further, statistical power may be limited by the sample size
and relative homogeneity of the sample; for example, the sample was over 90% female, reducing
our ability to detect associations between stigma and certain demographic variables. Moreover,
although the use of vignettes and the SDS are the most widely used methods of measuring stigma,
this is still a proxy for stigma itself and there are numerous shortcomings. Firstly, these are self-
report measures and are therefore at risk of self-report bias. Participants behaviour may not
correlate with the answers that they have provided. Responses may also have been shaped by social
desirability, which leads to an under-reporting of social distance scores.

Conclusion

This study is a first step towards quantifying levels of stigma towards MDD and SUD amongst
NSHWs in South Africa, particularly towards patients with SUD, and willingness on the part of
NSHWs to receive further training on MDD and SUD. With a focus on decentralizing mental health
care in South Africa and a move towards relying more on NSHWs to deliver task- shared mental
health counselling, it would be prudent to conduct more research to understand changes in stigma
over time and evaluate efforts to reduce stigma in this important cadre of care providers. With the
overall goal being to improve treatment outcomes, future research may focus on interventions to
provide opportunities for NSHWS to have social contact with people with lived experience of MDD

and SUD during the course of training as a strategy for decreasing stigma.
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Tables 1-4:

Table 1: Demographic characteristics of the sample (Total participants = 81)

Demographic characteristics Total sample (N=81)
Age, M (SD) 39.5 (SD=9.5)

% Women (n) 90.1 (73)

% Completed high school or above (n) 77.8 (63)

Current job title (N=79)

% Community health worker (n) 74.7 (59)
% Nurse or Social work professional (n) 12.7 (10)
% Administrator (n) 12.7 (10)
% Familiarity (family member with mental iliness) (n), N=75 32.0(24)

% Any previous training in mental health (n), N=71 47.9 (34)
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Table 2: Social distance scores for Major Depressive Disorder & Substance Use

Disorder

MDD SuUD

1. Would you have a conversation with the person in the vignette (x)?  1.15 (SD=0.53) 1.30 (SD=0.77)

2. Would you work on the same job as x? 1.63 (SD=1.02) 1.96 (SD=1.20)
3. Would you make friends with x? 1.35 (5D=0.76) 1.68 (SD=1.03)
4. Would you share a room or a house with x? 1.41 (SD=0.82) 2.10 (SD=1.14)

5. Would you be ashamed if people knew someone like x was in your

family?* 1.41 (SD=0.95) 1.70 (SD=1.07)
6. Would you date or marry someone like x? 2.06 (SD=1.21) 2.90 (5D=1.23)
Total continuous SDS score 9.0 (SD=3.65) 11.7 (SD=4.37)

Categorical SDS score

% Low SDS (n) 49.4% (40) 22.2% (18)
% Moderate SDS (n) 29.6% (24) 32.1% (26)
% High SDS (n) 21.0% (17) 45.7% (37)

* As this item was worded in the opposite direction, the response was reverse coded
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Table 3: The associations between socio-demographic variables and Major Depressive

Disorder & Substance Use Disorder stigma

Demographic factor MDD stigma SUD stigma
X? p value X? p value

Age r=0.032* 0.82 r=-0.091* 0.55
Gender 0.611 0.43 0.040 0.84
Education 0.226 0.63 0.413 0.52
Current job title 0.004 1.00 0.359 0.90
Familiarity (family member with mental illness) 1.510 0.21 0.552 0.53
Any previous training in mental health 0.131 0.71 0.474 0.49
Willingness for further training 2.988 0.15 0.413 0.53

* Correlations were conducted because both variables are continuous
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Table 4: The associations between socio-demographic variables and dichotomized

interest in receiving training for Major Depressive Disorder & Substance Use Disorder

Demographic factor Interest in receiving Interest in receiving
MDD training SUD training

X? p value X? p value
Age r=0.162* 0.36 r=0.174* 0.25
Gender 1.734 0.18 0.040 0.84
Education** 0 0.32 0 0.25
Current job title 5.066 0.07 2.860 0.23
Any previous training in mental health 0.390 0.53 0.474 0.49

* Correlation, ** Required Fisher’s Exact Test



29
Appendix 40_ version 1 30 September 2019

Health worker survey: Opinions about mental health and substance use

We are interested in your views about people with mental health and substance use problems
and training to work with people who have these conditions. This form will ask you a few
questions about your background. Then you will read two short descriptions of patients and
answer a few questions about your reactions to each of these patients. Lastly, you will answer a
few questions about your interests in training. To complete the form, please mark your answers
by completely filling in the appropriate circles.

1. What gender do you identify as?

o Male
o Female
o Other

2. How old are you?

Response:

3. Do you identify as? [MARK ONE]

Black African
Asian/Indian
White
Coloured
Other (specify)

O O O O O

4. What is the highest level of education you completed?? [MARK ONE]

Did not complete high school
Completed High school

Some tertiary education, but no degree
Diploma in health care
University/Technicon degree

Master’s degree

Doctoral degree or equivalent

Other (specify)

O O O O O O O O

5. What is your title in your current professional role?

Response:
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6. How long have you been working in your current role? [MARK ONE]
0-6 months

6-11 months

1to 3 years

3to5years

Over 5 years

O O O O O

7. How long have you been working at this clinic and/or organisation? [MARK ONE]
0-6 months

6-11 months

1to 3 years

3 to 5years

Over 5 years

O O O O O

Please read the following passage and imagine Vusi. After reading this passage, please fill in the
following questions about your responses to Vusi.

Vusi is a 36-year-old married man who was has been on ARVs for about 10 years. Recently he
has been feeling down and irritable most of the time. He keeps on thinking about his life and all
the things he could have achieved —to him it feels like his life has no meaning. He often thinks
that he is worthless and a failure. Because of these thoughts, he believes that people will not
like him and so he has stopped socialising with his friends and family. This has made him feel
even worse. He is struggling to sleep at night and has no appetite. It is hard for him to think
clearly and recently he has missed two ARV appointments because he did not have the energy
to go and stand in the clinic queue.

8. SDS-1*: Would you have a conversation with Vusi?
a. Definitely Not
b. Unlikely
c. Likely
d. Definitely

9. SDS-2: Would you work on the same job as Vusi?
a. Definitely Not

b. Unlikely
c. Likely
d. Definitely

10. SDS-3: Would you make friends with Vusi?
a. Definitely Not
b. Unlikely
c. Likely
d. Definitely
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11. SDS-4: Would you share a room or a house with Vusi?
a. Definitely Not
b. Unlikely
c. Likely
d. Definitely

12. SDS-5: Would you be ashamed if people knew someone like Vusi was in your

family?
a. Definitely Not
b. Unlikely
c. Likely
d. Definitely

13. SDS-6: Would you date or marry someone like Vusi?
a. Definitely Not
b. Unlikely
c. Likely
d. Definitely
14. On a scale of 1 to 10, with 1 being not at all interested and 10 being very
interested, how interested are you in getting training to learn how to help/assist
someone like Vusi with problems with depression and thinking too much? Please
circle your response.

1 2 3 4 5 6 7 8 9 10

15. Please write briefly why you selected the number that you did from to 1 to 10 for
Vusi.

Response:

Please read the following passage and imagine Andile. After reading this passage, please fill in
the following questions about your responses to Andile.

Andile started drinking and using dagga when he was still in school. He thought it was cool, but
soon he started missing classes and it started to impact on his school work. He ended up
dropping out of school and, after that, his whole life focused on hanging out with his friends
and getting drunk and high. When he was 24, his girlfriend at the time became pregnant and
he found out that both he and his girlfriend had HIV. Andile felt like his life was over and coped
with these feelings by starting to use stronger drugs like tik. He thought he was in control of his
drug use, but his appearance and behaviour changed. He got thinner and stopped taking care of
himself. Although his brother managed to find him some part-time work in a construction job,
he got fired because of inconsistent attendance on the job. He began stealing from his mother
and sometimes from people in the community to pay for his drugs. His mother and brothers
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have tried to make him stop using drugs, but it often leads to arguments and conflict.

32

Sometimes he gets into physical fights with his brothers. Andile’s family does not know how to
help him and are frustrated and aware that their neighbours are talking about what is going on
in their home. Andile’s mother is worried it is a matter of time before he gets arrested or killed.

16. SDS-1*: Would you have a conversation with Andile?
a. Definitely Not
b. Unlikely
c. Likely
d. Definitely

17. SDS-2: Would you work on the same job as Andile?
a. Definitely Not
b. Unlikely
c. Likely
d. Definitely

18. SDS-3: Would you make friends with Andile?
a. Definitely Not
b. Unlikely
c. Likely
d. Definitely

19. SDS-4: Would you share a room or a house with Andile?
a. Definitely Not
b. Unlikely
c. Likely
d. Definitely

20. SDS-5: Would you be ashamed if people knew someone like Andile was in your

family?
a. Definitely Not
b. Unlikely
c. Likely
d. Definitely

21. SDS-6: Would you date or marry someone like Andile?
a. Definitely Not
b. Unlikely
c. Likely
d. Definitely
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22.

23.

24,

25.

26.

27.

On a scale of 1 to 10, with 1 being not at all interested and 10 being very
interested, how interested are you in getting training to learn how to help/assist
someone like Andile with drug problems? Please circle your response.

1 2 3 4 5 6 7 8 9 10

Please write briefly why you selected the number that you did from to 1 to 10 for
Andile.

Response:

Is there anyone like Andile or Vusi (or with other mental health problems) in your
family?

a. Yes

b. No

c. Don’t want to say

If someone in your family is like Andile or Vusi or has another mental health
problem, what type of problems does this person have?

Response:

Have you ever received any training to help you know how to provide treatment
to someone like Andile or Vusi?

a. Yes
b. No
c. Unsure

If you have received or think you may have received some previous training on
how to provide treatment to someone like Andile or Vusi, please answer the

following:
a. How long ago did you receive this training: years months
b. How long was the training: days of training hours of training

c. Briefly: What was the content of the training:

d. Who provided this training:

Thank you for taking the time to complete our survey!
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Participant information sheet and consent form: health provider survey

Strengthening South Africa's health system through integrating treatment for
mental illness into chronic disease care (Project MIND)

Introduction.

Hello. | am from the South African Medical Research Council (SAMRC). We are asking
you to complete a survey about your opinions about people with mental health and
substance use problems and training you may have received to help people with these
issues. You qualify for this study because you are a health provider that works with
patients who have HIV or other chronic diseases. Before you agree to take part you
should understand what it involves. This pamphlet is to help you decide if you would
like to take part in this study. If you have any questions, which are not fully explained
in this pamphlet, please ask the project team. You should not agree to take part unless
you are happy about all that is involved.

Why are we doing this?

The purpose of this study is to improve access to mental health services for chronic
disease patients. Before we implement the project MIND counselling programme, we
would like to understand health workers’ views of patients who have mental health or
substance use problems and their previous training. This will help us decide whether
we should train health workers to deliver these services.

What We’re Asking of You.

If you agree to complete this survey, you will be one of up to 350 health providers we
interview. You will be asked a series of questions about yourself, your training and
how you feel about patients with mental health and substance use problems. It will
take about fifteen minutes to complete the survey. We value your input, because the
information you provide will help us make decisions about what we need to include in
our training materials when implementing the MIND programme.

Potential Risks and Discomforts.

We do not foresee any risk with participating in this study; however, some of the
questions may make you feel uncomfortable. You can choose not to answer any
questions.

Potential Benefits of Taking Part in the Study.

Your participation will help us gain a better understanding of the mental health training
needs of health workers. The information and feedback you provide will help us
develop better training programmes.

Confidentiality and Privacy.

Any information obtained during the consent processes and this survey will remain
confidential. These consent forms will be stored in double-locked file cabinets. The
South African MRC ethics committee will however have access to all data. Your name
will not be recorded anywhere on the survey questionnaire and your answers cannot
be linked back to you.

Project MIND Version 1 30 September 2019



35
Project MIND # 39 ICF Health provider survey on mental health and substance use

Who is funding the study?

The study is being conducted by the South African Medical Research Council,
University of Cape Town and University of Oxford in collaboration with the Western
Cape Department of Health. It is funded by the Medical Research Council in the U.K.

Reimbursement
There will be no reimbursements for participating in this activity.

Participation and Withdrawal.

Participation is voluntary. You can choose not to participate. If you decide to
participate, you may choose to stop your participation at any time. There will be no
consequences. You may also refuse to answer any questions you do not want to
answer.

Who to Contact with Questions.

This study has been approved by the South African MRC Ethics Committee (EC 004-
2/2015), the University of Cape Town’s Ethics Committee (089/2015), and University
of Oxford’s Ethics Committee (567-15). The study will be conducted according to the
ethical guidelines and principles of the International Declaration of Helsinki, and the
South African Guidelines for Good Clinical Practice.

If you have any questions or concerns about the research, please contact Dr. Bronwyn
Myers (Principal Investigator) at +021 938 0993 or write to bmyers@mrc.ac.za, or
Medical Research Council (MRC) P.O. Box 19070, Tygerberg 7505, South Africa.

Rights of Research Participants.

You can decide you do not want to complete this interview at any time. If you have
any questions about your rights as a participant, you can contact the chairperson of
the MRC ethics committee, Prof Danie du Toit at 021 938 0687 or email:
adri.labuschagne@mrc.ac.za.

Indicating Consent.
Please let us know if you have any questions before signing this consent form. Please
initial next to each item to show that you agree to what is required:

Agree

1. | agree to take part in the study, which has been fully
described to me, by participating in this survey today

2. | agree to complete this survey which has been described
to me

3. | understand that my participation in this study is
completely voluntary, and there will be no penalty if |
choose not to participate.

DECLARATION BY PARTICIPANT

By signing below, I, (Participant’s Full Name)
agree to take part in the Project MIND Study.

Project MIND Version 1 30 September 2019
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| declare that:

e | have read or had read to me this information and consent form and it is
written in a language with which | am fluent and comfortable.

e | have had a chance to ask questions and all my questions have been
adequately answered.

e | understand that taking part in this study is voluntary and | have not been
pressured to take part. | also understand that | do not give up any rights by
signing below.

e | may choose to leave the study at any time and will not be penalised or
prejudiced in any way.

36

Participant’s Signature Date Signed at (Place)
(DD/MM/YYYY)

DECLARATION BY PROJECT STAFF

l, (Project Staff’s Full Name) declare that:

e | explained the information in this document to

(Participant’s  Full
Name)
e | encouraged him/her to ask questions and took adequate time to answer
them.
e | am satisfied that s/he adequately understands all aspects of the research

Project staff’s Date Signed at (Place)
Signature (DD/MM/YYYY)

Witness (only if participant
is illiterate)

Project MIND Version 1 30 September 2019
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SAMRC Cape Town

Dear Prof Myers

Protocol ID: EC004-2/2015

Protocol title: Strengthening South Africa’s health system through integrating treatment
for mental illness into chronic disease care (Project MIND): a cluster
randomised trial, version 6.1

Meeting date: 30 October 2019

Thank you for your application to the Committee for an amendment, dated 30 September 2019,
and your response dated 13 November 2019. Ethics approval is hereby granted for the
amendment.

Wishing you well with your research.

Yours sincerely

[ Signed by candidate [

Prof Danie du Toit
Chairperson: SAMRC Human Research Ethics Committee

Members present at the meeting: Prof D du Toit (Chairperson), Ms S Behardien, Adv J Early, Dr H Etheredge,
Ms M Ledwaba, Prof C Lombard, Dr A Loxton, Dr E Nicol

THE SOUTH AFRICAN MEDICAL RESEARCH COUNCIL
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L2 Faculty of Health Sclences
Human Research Ethics Committee

Room G50- Old Main Buliding
Groote Schuur Hospital
Obsarvatory 7925

Telaphone [021] 406 6492
Emall: nms_emums@m.ag.za

Waebsite:

17 November 2020

HREC REF: 720/2020

Dr G Sibeko

Department of Psychiatry & Mental Health
Room 10, North Wing, Education Centre
Valkenberg Hospltal

Email: goodman.slbeko@uct.ac.za
Student: richgoncalves2i@gmail.com

Dear Dr Slbeko

PROJECT TITLE: STIGMATISING VIEWS TOWARDS PATIENTS WITH SUBSTANCE USE
DISORDER AND MAJOR DEPRESSIVE DISORDER AMONGST NON-SPECIALIST TB & HIV
CARE PROVIDERS: AN EXPLORATORY STUDY. (SUB-STUDTY LINKED TO: 576/2018)
(MASTERS CANDIDATE: DR R GONCALVES)

Thank you for submitting your study to the Faculty of Health Sciences Human Research Ethics
Committee (HREC) for review.

It is a pleasure to Inform you that the HREC has formally approved the above-mentioned study.
This approval Is subject to strict adherence to the HREC recommendations regarding
research Involving human participants during COVID -19, dated 17 March 2020 & 06 July
2020.

Approval is granted for one year until the 30 November 2021.

Please submit a progress form, using the standardised Annual Report Form If the study continues

beyond the approval period. Please submit a Standard Closure form If the study Is completed within the
approval perlod.

(Forms can be found on our website: www.health-uct,ac,za/fhs/research/humanethics/forms)

The HREC acknowledge that the student: Dr Richard Goncalves will also be Involved in this
study.

Please quote the HREC REF in all your correspondence.

Please note that the ongoing ethical conduct of the study remains the responsibiiity of the principal
investigator.

Please note that for all studies approved by the HREC, the princlpal investigator must obtain appropriate
institutional approval, where necessary, before the research may occur.

HREC/REF:720/2020sa
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Yours sincerely

CHAIRPERSON, FHS HUMAN RESEARCH ETHICS COMMITTEE
PROFESSOR M BLOCKMAN

Federal Wide Assurance Number: FWA00001637.
Institutional Review Board (IRB) number: IRB00001938
NHREC-registration number: REC-210208-007

This serves to confirm that the University of Cape Town Human Research Ethics Committee complies
to the Ethlcs Standards for Clinical Research with a new drug in patlents, based on the Medical
Research Council (MRC-SA), Food and Drug Administration (FDA-USA)}, International Council for
Harmonlsation of Technical Requirements for Pharmaceuticals for Human Use: Good Clinical Practice
(ICH GCP), South African Good Clinical Practice Guidelines (DoH 2006), based on the Association of
the British Pharmaceutical Industry Guidelines (ABPI), and Declaration of Helsinki (2013) guidelines.
The Human Research Ethlcs Committee granting this approval Is in compliance with the ICH
Harmonised Tripartite Guidellnes E6: Note for Guidance on Good Cilnical Practice (CPMP/ICH/135/95)
and FDA Code Federal Regulatlon Part 50, 56 and 312.

HREC/REF:720/2020sa
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"HUMAN RESEARCH
| ETHICS COMMITTEE

UNIVERSITY OF CAPE TAWN 4 1 Fep 1101 FACULTY OF HEALTH SCIENCES EJ
\J/

AYUNIVESITR YARTRAPS « UNIVERSITEN VAN « of« POTAD Hujrian Research Ethics Committee
I HEALTH SCIENCES FACULTY

UNIVERSITY OF CAPE TOWN
Form FiS006: Protoc endment

B =]
HREC office use only (FWA00001837; IR300001935)
-@Apmved Lﬁ/ Type of review: Expedited O Full committee

This serves as notification that all changes and documentation described below are approved.

Signature HREC Chairperson / ' |
Designee ' Date | 1 ) I LY

Note: All major amendments must Inc..'{;de a local Pl Synopsis justifying the changes for the amendment.
Please note that incomplete amendmant submissions will not be reviewed.

Please email this form and supportlng documents {if applicable) In a combined pdf-file to hrec-

enhquiries@uct.ac.za.
Please clarify your plan for research-related activities during COVID-19 lockdown.

é Comments from the HREC to the Principal Investigator:

' Note: The approval of this protocol amendment does not grant annual approval. Please complete the
EHS016 / EHS017 form for annual approval at least one month before study expiration.

Principal Investigator to complete the following:
1. Protocol information

Date (when submitting

this form) 29/01/2021

HREC REF Number 720/2020

Stigmatising views towards patlents with substance use disorder and major depressive
Protocol titie disorder amongst non-speclalist TB & HIV care providers: an exploratory study.

Protocol number
(if applicable)

Principal Investigator | Dr Goodman Sibeko

Departmant / Office
intenal Mail Address | go0dman.sibeko@uct.ac.za

1.1 Is this a major or a mlnor amendment? (see FHS008hin)
 Major (fick box) Minor (fick box) O Major | BY Minor
1.2 Doas this protocol recelve US Federal funding? O Yes Ov No
25 March 2020 - Page 10f §

FHS008



UNIVERSITY OF CAPE TOWN
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| 1.3 If the amendment is a major amendment and receives US
| Federal Funding, does the amendment require full committee
| approval?

|, Note: Any protocol amendments for Full Committee review
MUST be submitted on the monthly HREC submission dates.

| (Please email an electronic copy to hrec-enyuiries(® uct.ac.za)

Human Research Ethics Committea

O Yes

41
FACULTY OF HEALTH SCIENCES %

St

O No
N/A

25 March 2020
FHS006

Page 2 of &
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UNIVERSITY OF CAPE TOWN FACULTY OF HEALTH SCIENCES  [553
AUV SITNY YALIKADA : UNWWESSITRIE VAN KAAPSIAD Human Research Ethics Commities Y}

w I

2. List of Proposed Amendments with Revised Version Numbers and Dates

Please itemise on the page below, all amendments with revised version numbers and dates, which
need approval.

This page will be detached, signed and retumed to the P as notification of approval. Please add exira pages
if necessary. ' ;

Project MIND, of which this MMed is a sub-study, have expanded their data collection beyond the initial |
planned pericd, In order to obtain a larger sample. Data collection Is therefore ongoing and is expected to
be complete by late February 2021. As such, we would like to please request an amendment to our ethical
approval, to include the additional data. Prof Myers (Princlpal Investigator of project MIND, and co-
supervisor of this MMed project) supports this application and | submit the amendad research protocol, for
your consideration. We have attached the slightly modified research protocol, reflecting this proposed
change to the data collaction.

The changes that have been made may be found in the medified Research Protocol(with Tracked Changes)
and entail:

Page 1, Line 17 Changed date to reflect this current amendment submission.

Page 5, Line 1-2.  Added a sentence noting that HREC approval was previously granted in Nov 2020,
Page 18, Line 14-15 Modlfied to reflect the requested change of dates of data collection.

Page 22, Line 6-8. Modified to reflect the requested change of dates of data collection.

Page 26. A new Gantt Chart was designed to reflect the change in timeline due to change of
data collection dates.

3. Protocol status (tick v)
Ov | Open to enrolment

No particlpants have been enrolled

Closed to enrolment (tick v)
Research-related activities are ongoing
Research-related activities are complete, long-term follow-up only

Ooooo o

Research-related activitles are complete, data analysis only

4. Proposed changes will affect: (tick v all the categorias that apply)
Protocol

(] Study objectives, design (including investigator’s brochure, clinical activitles, study length)

O Study instruments, questlonnaires, interview schedules

Ov | Sample size

(m] Recruitment methods

= Eligibility criteria (inclusion and excluslon criteria)

Drug/device (composition, amount, schedule, route of administration, combination with other
drugs/devices, safety information)

25 March 2020 Page 3of 5
FHS006
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UNIVERSITY OF CAPE TOWN FACULTY OF HEALTH SCIENCES ?J

IYUNWESITNN YASIEARA » DHIVES BITIH VAN ZAAPITAD Human Research Ethics Committee \
m] Data collection/ analysis
| Principal Investigator. (Please attach revised conflict of interest and Pl declaration statements. Refer:
O sections 7 and 8.4 in the New Protocol Application Form FHS013)
O | Consent form and information sheet
(m| Recruitment materials (e.g. advertisements)
O Administrative (e.g. change in sponsor’s name, change in contact information)
' O | Other. Please specify:
4.1 In your oplnion, will there be any increase in risk, discomfort or ' O Yes Ov No
| inconvenience to participants?

If yes, please provide a detailed justification/explanation:

4.2 What follow-up action do you propose for participants who are already enrolled In the study?

O | Inform current particlpants as soon as possible

O | Re-consent current participants with revised consent/assent forms (append)

Ov | No action required
u) Other. Please describe:

5. Detalled description of the change(s)

Please attach, for each amendment, a summary of all changes which clearly Indicates:
i. Old wording (e.g. strikethrough text, CHANGED FROM and CHANGED TO)
ii. New wording (e.qg. itallcized, bold, tracked)
iii. Detailed rationale/ justification/ explanation for each change

6. Ethics Review Levy ~ cost Including vat

Cost for Major Amendments - R3 601.20
(Protocols funded by UCT (e.g. departmental funding / student research) and by certain
grant funding organizations (e.g. MRC, NRF, CANSA,) are exempt from charges)

For Involcing purposes, please provide:

Sponsor's name N/A

Contact person

25 March 2020 - Page 4 of 6
FHS008
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7

Address

Telephone number B

Email Address

7. Signature

My signature certifies that | will maintain the anonymity and/ or confidentiality of Information collected in this
research. If at any time | want to share or re-use the information for purposes other than those disclosed In

the original approval, | will seek further approval from the HREC.
Signature of Pl Date 29 January 2021

26 March 2020 Page 6§ of 5

FHS006
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|
OF HEALTH SCIENCES
UNIVERSITY OF CAPE TON 01 DEC 2021 FACUL @

HEALTH nilutdvd FACULTY

U'\l ¥ i-h.. u'“ \JF CASE TUWN

FHSO1§ rrogresfenort Renewal

HREC office use only {FWAQ0001637; IRB00001938)
'@L erves as notification of annuali roval Incliddn gn documentation described below.
Approved i Annual progress repoF Approved untilinext renewal date -

aSied Z0- Hz?,
1 (] No&a proved See attached comments

Deslignee

Signature Chalrperson of the HREC/ \

Note: Plaase emall this form and suppﬁ g (d.B ments (If applicable} in a combined pdf-fle to
iiri BC,Z8.

Plaasa clarify your plan for research-related activities during COVID-19 lockdown.

Please use the latest form found on our webslte:

hitp: health uet. earch/hum

\l DateSign ﬂh, -LJ-(

Comments to Pl from the HREC — |

Principal Investigator to complete the following:
1. Protocol Information

Date

]
22/11/2022 ‘
when submlggn this fon;n" | SRR,
HREC REF Number ! 72012020 Current Ethics Approval was granted unti \
| i !
‘ Stigmatising views towards patients with substance use disorder and malor
Protocol title depressive disorder amongst non-specialist TB & HIV care providers: an
l exploratory study.
" Protocol number
IEE Ilcal?le
Ave there any sub-studles linked to this study? O Yes L v No ]
i yes, could you please provide the HREC Reference N/A
number for all sub-studies? Note: A separate FHS016
must be submitted for each sub—styd .
B Prof Goodman Sibeko
|_ Principal Investigator
5 July 2021 o Pagn_:f 7 o FHS016

{Note: Please complete the Closure form (EHS010} if the study is completed within the appraval perlod)
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FACULTY OF HEALTH SCIENCES @
IVERSITY OF
B UN Y E 5 i O.. ;‘A_D_FI TOW N Human Research Ethics Committee
Department / Office
Intep;al Mail Address goodman.slbeko@uct.ac.za |
1.1 Doss this protocol receive US Federal funding? O Yes v No
1.2 If the study recelves US Federal Funding, does the annual report
require full committee approval?
Note: Any annual approvals for Full Committee review MUST be O Yes O No
submitted on the monthly HREC submiasion dates. N/A
(Please send slectronic copy for full committee review to
hrec-submission@ucl.ac.za) —
| If yes in 1.2 please complete section 1.3 below for Involcing purposes
I 1.3 Ethics Renewal Fee
Please {tick v")appropriate box for bllling purposes:
tick v
Research funded solely ]
from UCT departmentay | Anual evaluation of research progress report for R0,00 O
|__divisional/group budget
| Non-sponsored student |
research for degree Annual evaluation of ressarch progress report for RO0.00 J
purposes at UCT/Other | re-certification .
___Universities & Colieges -
Clinical Trial & Intemational Grant Funded
mm”c Research - Anhual evaluation of research progress R7000.00 s ] |
Form) report for re-certification for Full Committee :
o4 Approval
Annual re-certification / Clinical Trial & International Grant Funded
Progress report (FHS018 | Research - Annual evaluation of research progress RS 710.00 [m]
Form) | report for re-certification for Expedited review
Annual re-certification/ | Natlonal grant funded 1ded research - Annual evaluation
Progress report (FHS016 | of research progress report for re-certification for R6000.00 (m]
Form) Full Committee Approval I
Annual re-certification/ | National Grant funded research for Annual
Progress report (FHS016 | evaluation of research progress report for re- R1 500,00 (]
. | certification for Expedited review

NB: Protocols funded by UCT (e.g. departmental funding / student research) and by certain
grant funding organizations (e.g. MRC, NRF, CANSA,) are exempt from these charges.

Please provide detalls for Invoicing, elither complete section1 or2:
1. Involce billing - Directly to Sponsor

Sponsor's name N/A

Billing Address of Sponsor:

Vat Number:

5 July 2021 Page 2 of 7 FHE018

{Note: Please complete the Closure form {FHS010) If the study le completed within the approval period)
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| Contact ;arson

Telephone number

FACULTY OF HEALTH SCIENCES

Human Research Ethics Committee
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I

| Email Address

2. _Internal Journal Bllling:

Fund Number:

| Caost Centre Number:

Account Holder Name:

Division of Account Holder: ai

2. List of documentation for approval

3. Protocol status (tick v}

| - Cpen Enrolment
v Closed to enrolment (tick v')
a Research-related activities are ongoing
m|
v
0
a

4. Enrolment

Number of parlicipants enrolled to date

Research-related activities are complete, long-term follow-up only
Research-related activities are complete, data analysls only

Main study is complete but sub-study research-related activities are ongoing
Study Is closed <» Please submit a Study Closure Form (FHS010)

81

Number of participants enrolled, since last HREC Progress report (continuing review) | 81

Additional number of participants still required 0 ]
5. Refusals o i S
| 0
Total number of refusals (participants invited to join the study, but refused to take part) J
& July 2021 Page 3 of 7 FHS016

{Note: Ploase complete the Closure form (EHS010) If the study Is completed within the approval period)



B univeesiry of care Town bty y
6. Cumulative summary of participants o
Total number of particlpants who provided consent 81
Number of participants determined to be ineligible (l.e. after screening) 0
Number of participants currently active on the study 0
Number of pariicipants completed study (without events leading to withdrawal) i 0
Number of participants withdrawn at participants’ request (l.e. changed their mind) I 0
' Number of participants withdrawn by Pl due to toxicity or adverse events 0 .
Number of particlpants withdrawn by Pl for other reasons (e.g. pregnancy, paor |
compliance)
Number of participants lost to follow-up. 0

Please comment below on reasons for loss of follow-up.

N/A

Number of participants no longer taking part for reasons not listed above.
Please provide reasons below:

N/A

7. Progress of study

Please provide a brief summary of the research to date including the overall progress and the progress since
the last annual report as well as any relevant comments/issues you would like to report to the HREC:

HREGC approval was granted on 17/11/2020 (HREC 720/2020). HREC also approved a Protocol Amendment
on (1/02/2021 - this was to allow for additlonal participants to be enrolled, in order to increase the sample
size of the study. 81 participants have been enrolled.

Formal data collectlon was completed as of July 2021 and there will be no further particlpants enrolled in the
study. The data Is currently being analysed, with the intenticn to submit findings for degree purposes and
publication in early 2022, This is the first annual review. A FHS010 (Study Closure Form) will be submitted
once the data has been analysed.

8. Protocol violations and exceptions (tick v all that apply)

v | No prior violations or exceptions have occurred since the original approval N
O Prior violations or exceptlons have been reported since the last revlew and have already been
acknowledged or approved

Unreported minor viclations that have occurred since the last review, as well as significant
| deviations not vet reported. are attached for review

5 July 2021 Page 4 of 7 FH&016
(Note: Please complete the Closure form (EHS010) if the study is completed within the approval peried)
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@ Eutln!-\.’osﬁ?slaﬂ:. guFmEnAn'-: EAI Eﬁf‘. Human Research Ethics Committee \ i ,}
9. Amendments (tick v all that apply)
O No Prior amendments have been made since the original approval |
v Prior amendments have been reported since the last review and have already been approved
O New protocol changes/ amendments are requested as part of this continuing review (See note
below) =

Note: If new protocol changes are being requested In this review, please complete an amendment form
(FHS008}.

Specific changes in the amended protocol and consent/assent forms must be bolded, Kalicised or tracked and
all changes must include a rationale.

10. Adverse events

10.1 Please provide below or attach a narrative summary of serious adverse events and/ or unanticipated
problems since the last progress report. Please indicate changes made to the protocol and informed consent
document(s) as a result (if not already reported to the HREC). Please comment on whether causality to any
study procedure or intervention could be established.

NIl adverse events.

10.2 Have participants received appropriate treatment/ follow-up/ referral when Indicated (e.g. in the case of
abnormal or incidental clinlcal flndingi_s_. distress or anxiety)?

O Yes O No | ¥ Not applicable
If yas, please describe:

11. Summary of Monitoring and Audit Actlvities (tick v)
11.1 Was this study monitored or audited by an external agency (e.g. SAHPRA, FDA)?

O Yes v No O Not applicable

11.2 Did a Data and Safety Monitoring Board publish a report?

O Yes | O Ne | v Not applicable

I 11.3 If yss, please identify the agency and attach a summary of the findings. |

Agency Name Reportattached | O Yes | O No _. ¥ Not applicable |

| DSMB report
| attached

O Yes | O No | v Notapplicable

11.4 Has there been any agency, institutional or other inquiry into non-compliance In this study, or any
| finding of non-compliance conceming a member of the research team?

5 July 2021 Page 5of7 FHS018
(Note: Please complete the Closure form (EHS010} If the study ls completad within the approval peried)
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O Yes v No
If yos, please explain:

N/A

12. Level of risk (tick v)
12.1 In light of your exparience of this research, please Indicate whether the level of risk to particlpants has:

D | increased

O | Decreased

v | Shown no change

If there has bsen a change, please explain:

N/A

12.2 Please provide a narrative summary of recent relevant literature that may have a bearing on the ‘
 level of risk.

N/A ‘

13. Insurance

il:l Yeos v No
i

I Please confirm that valid no fault insurance Is still in place? {tick v} ‘
|
|
|

If yes, please complete the following:

|
Insurer's name: N/A

Polley no. N/A *Coverage N/A
Period:

|

l

i |

For UCT sponsored studles piease llaise the Insurance office via fhs.sponsorship@uct.ac.za i

regearding the required documentation and information required obtain a renewed UCT No-fault
Insurance Certificate.

14. Statement of conflict of interest

Has there been any change In the conflict of Interest status of this protocol since the orlginal approval?
(tick v}

O Yes v No
If yes, please explain and if necessary, attach a revised conflict of interest statement (Section #7 in the New
Protocol Application Form FHZ013):

5 July 2021 Page 8 of 7 FH8018
{Note: Please complete the Closure form {FHS010) if the study le completed within the approval period)
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| N/A ‘
15. Signature

My signature certifles that the above is complete and correct.

Signature of Pl Date 30 November 2021

5 July 2021 Page 7 of 7 FHS018

{Note: Flease complete the Closure form (EHS010) If the study Is complated within the approval pariod)
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Stigma and Health Submission Guidelines

Prior to submission, please carefully read and follow the submission guidelines
detailed below. Manuscripts that do not conform to the submission guidelines may
be returned without review.

Sme|SS|On electronically through the Manuscript Submission Portal in

Microsoft Word format

To submit to the Editorial Office of Patrick W. Corrigan, please submit manuscripts
(.doc) or LaTex (.tex) as a zip file with an accompanied Portable Document Format
(.pdf) of the manuscript file.

Prepare manuscripts according to the Publication Manual of the American
Psychological Association using the 7t edition. Manuscripts may be copyedited for
bias-free language (see Chapter 5 of the Publication Manual). APA Style and
Grammar Guidelines for the 7t edition are available.

SUBMIT MANUSCRIPT

Editor: Patrick W. Corrigan

lllinois Institute of Technology

Manuscript types and length

Stigma and Health accepts both regular articles and brief reports.

Articles should not exceed 20 pages inclusive of the introduction, methods, results,
and discussion. Tables, figures and references may be outside of this page limit;
however, the combined number of tables and figures should not exceed 5. Authors
should include the page count, number of figures/tables, and number of references
on the title page of the manuscript.

Authors are encouraged to move tables and figures not directly pertinent to the
understanding of the manuscript text into the online-only supplemental material.
Please see Supplementing Your Article With Online Material for more details.

Brief reports should be a maximum 1,800 words (excluding abstract, references, and
table/figure), plus no more than 15 references and one table or figure.

Authors may request consideration of longer papers or additional tables/figures by
providing clear justification in a cover letter to the editor.

Manuscripts based in the following realms are also encouraged:
o Qualitative studies

o Survey research

« Quantitative tests of hypotheses about the form and impact of stigma

« Theoretical reviews and pioneering reports on innovations

« Research studies on methods meant to erase the stigma of mental and
physical illnesses

« First person essays about experience with stigma

The journal will likewise consider lengthier theory-based papers with permission from
the editor.

Masked review
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This journal has adopted a policy of masked review for all submissions. The title
page should include all authors' names and institutional affiliations and full contact
information for the corresponding author. The first page of text should omit this
information but should include the title of the manuscript and the date it is submitted.
Every effort should be made to see that the manuscript itself contains no clues to the
authors' identity.

Manuscript preparation

Review APA's Journal Manuscript Preparation Guidelines before submitting your
article.

For authors interested in additional resources on manuscript writing, APA

Style's Journal Article Reporting Standards offer guidelines on what information
should be included in all manuscript sections for qualitative, quantitative, and mixed-
methods research. For more information, including checklists and flowcharts, visit
the APA Style JARS website.

Formatting

Double-space all copy. Other formatting instructions, as well as instructions on
preparing tables, figures, references, metrics, and abstracts, appear in the Manual.
Additional guidance on APA Style is available on the APA Style website.

Below are additional instructions regarding the preparation of display equations,
computer code, and tables.

Display equations

We strongly encourage you to use MathType (third-party software) or Equation
Editor 3.0 (built into pre-2007 versions of Word) to construct your equations, rather
than the equation support that is built into Word 2007 and Word 2010. Equations
composed with the built-in Word 2007/Word 2010 equation support are converted to
low-resolution graphics when they enter the production process and must be
rekeyed by the typesetter, which may introduce errors.

To construct your equations with MathType or Equation Editor 3.0:
« Go to the Text section of the Insert tab and select Object.

« Select MathType or Equation Editor 3.0 in the drop-down menu.

If you have an equation that has already been produced using Microsoft Word 2007
or 2010 and you have access to the full version of MathType 6.5 or later, you can
convert this equation to MathType by clicking on MathType Insert Equation. Copy
the equation from Microsoft Word and paste it into the MathType box. Verify that
your equation is correct, click File, and then click Update. Your equation has now
been inserted into your Word file as a MathType Equation.

Use Equation Editor 3.0 or MathType only for equations or for formulas that cannot
be produced as Word text using the Times or Symbol font.

Computer code

Because altering computer code in any way (e.g., indents, line spacing, line breaks,
page breaks) during the typesetting process could alter its meaning, we treat
computer code differently from the rest of your article in our production process. To
that end, we request separate files for computer code.
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In online supplemental material

We request that runnable source code be included as supplemental material to the
article. For more information, visit Supplementing Your Article With Online Material.
In the text of the article

If you would like to include code in the text of your published manuscript, please
submit a separate file with your code exactly as you want it to appear, using Courier
New font with a type size of 8 points. We will make an image of each segment of
code in your article that exceeds 40 characters in length. (Shorter snippets of code
that appear in text will be typeset in Courier New and run in with the rest of the text.)
If an appendix contains a mix of code and explanatory text, please submit a file that
contains the entire appendix, with the code keyed in 8-point Courier New.

Tables

Use Word's Insert Table function when you create tables. Using spaces or tabs in
your table will create problems when the table is typeset and may result in errors.

Academic writing and English language
editing services

Authors who feel that their manuscript may benefit from additional academic writing
or language editing support prior to submission are encouraged to seek out such
services at their host institutions, engage with colleagues and subject matter experts,
and/or consider several vendors that offer discounts to APA authors.

Please note that APA does not endorse or take responsibility for the service
providers listed. It is strictly a referral service.

Use of such service is not mandatory for publication in an APA journal. Use of one or
more of these services does not guarantee selection for peer review, manuscript
acceptance, or preference for publication in any APA journal.

Submitting supplemental materials

APA can place supplemental materials online, available via the published article in
the PsycArticles® database. Please see Supplementing Your Article With Online
Material for more details.

Abstract and keywords

All manuscripts must include an abstract containing a maximum of 250 words typed
on a separate page. After the abstract, please supply up to five keywords or brief
phrases.

References

List references in alphabetical order. Each listed reference should be cited in text,
and each text citation should be listed in the references section.
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