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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 NSHWs, and (3) NSHWs’ 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 (NSHWs) 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 illnesses (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 

questionnaires to available NSHWs who were interested in participation, and the sample 

populations consisted of those that chose to participate. In total, 81 NSHWs 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 

questionnaire, 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 ≥2).   

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 (SD=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 NSHWs 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 

NSHWs 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 illness) (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 SUD 

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 (SD=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 (SD=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 

X2 p value X2 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 

MDD training 

Interest in receiving 

SUD training 

X2 p value X2 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
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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]

o Black African
o Asian/Indian
o White
o Coloured
o Other (specify)

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

o Did not complete high school
o Completed High school
o Some tertiary education, but no degree
o Diploma in health care
o University/Technicon degree
o Master’s degree
o Doctoral degree or equivalent
o Other (specify)

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]
o 0-6 months
o 6-11 months
o 1 to 3 years
o 3 to 5 years
o Over 5 years

7. How long have you been working at this clinic and/or organisation? [MARK ONE]
o 0-6 months
o 6-11 months
o 1 to 3 years
o 3 to 5 years
o Over 5 years

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. 
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. 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 

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

Response: ________________________________________________________

24. 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

25. 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: ________________________________________________________

26. 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

27. 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. I 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.  
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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. I agree to take part in the study, which has been fully 

described to me, by participating in this survey today  
2. I agree to complete this survey which has been described 

to me 
3. I understand that my participation in this study is 

completely voluntary, and there will be no penalty if I 
choose not to participate. 

DECLARATION BY PARTICIPANT 

By signing below, I, ____________________________ (Participant’s Full Name) 
agree to take part in the Project MIND Study. 
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I declare that: 
• I have read or had read to me this information and consent form and it is

written in a language with which I am fluent and comfortable.
• I have had a chance to ask questions and all my questions have been

adequately answered.
• I understand that taking part in this study is voluntary and I have not been

pressured to take part. I also understand that I do not give up any rights by
signing below.

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

Participant’s Signature Date 
(DD/MM/YYYY) 

Signed at (Place) 

DECLARATION BY PROJECT STAFF 

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

• I explained the information in this document to ___________________
_________

(Participant’s Full 
Name) 
• I encouraged him/her to ask questions and took adequate time to answer

them.
• I am satisfied that s/he adequately understands all aspects of the research

Project staff’s 
Signature 

Date 
(DD/MM/YYYY) 

Signed at (Place) 

Witness (only if participant 
is illiterate) 
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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 

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 
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Department of Psychiatry & Mental Health 
Room 10, North Wing, Education Centre 
Valkenberg Hospital 
Email: ooodman.slbeko@uct.ac.za 
student: r1chgoncalyes21@gmaU.com 

Dear Dr Slbeko 

PROJECT TITLE: snGMAnSING VIEWS TOWARDS PATIENTS WITH SUBSTANCE USE 
DISORD!R AND MAJOR DEPR!SSIVE DISORDER AMONGST NON-SPECIAUST 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. 

Thia approval 11 ■ubject to atrlct adherence to the HREC recomm•ndatlon• regarding 
research Involving human participant■ during COVID -19, dated 17 March 2020 & 06 July 
2020. 

Approval i■ 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 period. 
(Forms can be found on our website: www.health.uct.ac,za/fhs/research/humanethjcs/forrns) 

The HREC acknowledge that the student: Dr Rlch•rd Goncalves w/1/ also be Involved in this 
study. 

Pie••• quote the HREC REF In all your corre•pondence. 

Please note that the ongoing ethical conduct of the study remains the responsibility of the principal 
Investigator. 

Please note that for all studies approved by the HREC, the prlnclpal investigator JDllll obtain appropriate 
Institutional approval, where necessary, before the research may occur. 

HREC/REF: 720/2020sa 
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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. 

Submission 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 7th edition. Manuscripts may be copyedited for 
bias-free language (see Chapter 5 of the Publication Manual). APA Style and 
Grammar Guidelines for the 7th edition are available. 
SUBMIT MANUSCRIPT 
Editor: Patrick W. Corrigan 
Illinois 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: 

• Qualitative studies
• 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 

52



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. 
Examples of basic reference formats: 

Journal article 
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McCauley, S. M., & Christiansen, M. H. (2019). Language learning as language use: A 
cross-linguistic model of child language development. Psychological Review, 126(1), 1–
51. https://doi.org/10.1037/rev0000126 

Authored book 
Brown, L. S. (2018). Feminist therapy (2nd ed.). American Psychological 

Association. https://doi.org/10.1037/0000092-000 

Chapter in an edited book 
Balsam, K. F., Martell, C. R., Jones. K. P., & Safren, S. A. (2019). Affirmative cognitive 

behavior therapy with sexual and gender minority people. In G. Y. Iwamasa & P. A. Hays 
(Eds.), Culturally responsive cognitive behavior therapy: Practice and supervision (2nd 
ed., pp. 287–314). American Psychological 
Association. https://doi.org/10.1037/0000119-012 

Figures 
Graphics files are welcome if supplied as Tiff or EPS files. Multipanel figures (i.e., 
figures with parts labeled a, b, c, d, etc.) should be assembled into one file. 
The minimum line weight for line art is 0.5 point for optimal printing. 
For more information about acceptable resolutions, fonts, sizing, and other figure 
issues, please see the general guidelines. 
When possible, please place symbol legends below the figure instead of to the side. 
APA offers authors the option to publish their figures online in color without the costs 
associated with print publication of color figures. 
The same caption will appear on both the online (color) and print (black and white) 
versions. To ensure that the figure can be understood in both formats, authors 
should add alternative wording (e.g., "the red (dark gray) bars represent") as 
needed. 
For authors who prefer their figures to be published in color both in print and online, 
original color figures can be printed in color at the editor's and publisher's discretion 
provided the author agrees to pay: 

• $900 for one figure; 
• an additional $600 for the second figure; and 
• an additional $450 for each subsequent figure. 

Permissions 
Authors of accepted papers must obtain and provide to the editor on final 
acceptance all necessary permissions to reproduce in print and electronic form any 
copyrighted work, including test materials (or portions thereof), photographs, and 
other graphic images (including those used as stimuli in experiments). 
On advice of counsel, APA may decline to publish any image whose copyright status 
is unknown. 

• Download Permissions Alert Form (PDF, 13KB) 

Publication policies 
APA policy prohibits an author from submitting the same manuscript for concurrent 
consideration by two or more publications. 
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See also APA Journals® Internet Posting Guidelines. 
APA requires authors to reveal any possible conflict of interest in the conduct and 
reporting of research (e.g., financial interests in a test or procedure, funding by 
pharmaceutical companies for drug research). 

• Download Disclosure of Interests Form (PDF, 38KB) 
Authors of accepted manuscripts are required to transfer the copyright to APA. 

• For manuscripts not funded by the Wellcome Trust or the Research Councils 
UK 
Publication Rights (Copyright Transfer) Form (PDF, 83KB) 

• For manuscripts funded by the Wellcome Trust or the Research Councils UK 
Wellcome Trust or Research Councils UK Publication Rights Form (PDF, 
34KB) 

Ethical Principles 
It is a violation of APA Ethical Principles to publish "as original data, data that have 
been previously published" (Standard 8.13). 
In addition, APA Ethical Principles specify that "after research results are published, 
psychologists do not withhold the data on which their conclusions are based from 
other competent professionals who seek to verify the substantive claims through 
reanalysis and who intend to use such data only for that purpose, provided that the 
confidentiality of the participants can be protected and unless legal rights concerning 
proprietary data preclude their release" (Standard 8.14). 
APA expects authors to adhere to these standards. Specifically, APA expects 
authors to have their data available throughout the editorial review process and for at 
least 5 years after the date of publication. 
Authors are required to state in writing that they have complied with APA ethical 
standards in the treatment of their sample, human or animal, or to describe the 
details of treatment. 

• Download Certification of Compliance With APA Ethical Principles Form 
(PDF, 26KB) 

The APA Ethics Office provides the full Ethical Principles of Psychologists and Code 
of Conduct electronically on its website in HTML, PDF, and Word format. You may 
also request a copy by emailing or calling the APA Ethics Office (202-336-5930). 
You may also read "Ethical Principles," December 1992, American Psychologist, Vol. 
47, pp. 1597–1611. 

Other information 
Visit the Journals Publishing Resource Center for more resources for writing, 
reviewing, and editing articles for publishing in APA journals. 
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