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Thesis Portfolio Abstract

Aims: This thesis examined stigma among mental health clinicians towards people with mental
health conditions. The systematic review investigated the relationship between implicit (automatic)
and explicit (conscious) stigma. The empirical project focused on the explicit attitudes and beliefs of
NHS clinicians concerning dissociation, including the endorsement of stigma and misinformation.
Methods: Eight databases were systematically searched to provide a review of studies investigating
implicit and explicit stigma. Random-effects meta-analyses of Fisher r-to-z transformed correlations
were conducted. The empirical project offered a mixed methods survey of NHS clinicians working in
secondary mental healthcare. Quantitative data (e.g., rating scales) were analysed descriptively, and
qualitative (free-text) data were examined using content analysis.

Results: Ten studies (1,404 clinicians) were included in the systematic review and meta-analysis.
This revealed a weak, positive association between implicit and explicit stigma (» = .13). Moderate
heterogeneity was largely accounted for by diagnostic category, with studies examining substance
use disorder finding a stronger association (» = .27) than studies investigating other mental health
conditions (» = .08). The empirical paper analysed responses from 135 clinicians. Awareness of
dissociation was high, but confidence and training varied. Beliefs about its prevalence, severity and
dangerousness appeared moderate, while dissociation was perceived as treatable and psychological.
Misinformed beliefs were endorsed by some staff, and were negatively correlated with a belief that
‘dissociation is caused by trauma’. Qualitative data revealed mostly neutral or supportive language,
although stigmatising words were more frequently directed towards patients than dissociation itself.
Conclusions: This thesis revealed stigma to be a multifaceted construct among clinicians. It found
implicit and explicit stigma to be largely distinct processes, while the empirical paper highlighted the
value of mixed methods to explore the variation in attitudes, beliefs and stigma towards dissociation.

This has implications for stigma theories, stigma reduction initiatives and training for clinicians.
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Chapter One: General Introduction

This chapter introduces the composition and overarching aims of the thesis portfolio to
support the reader in navigating the following chapters. It provides an overview of the key concepts
underpinning the thesis, including attitudes, beliefs and stigma, and explains their significance within
mental health and clinician contexts. The chapter then outlines the rationale for the systematic review

and empirical project.

What are Attitudes and Beliefs?

Attitudes can be defined as an enduring tendency to evaluate something with some degree of
favour or disfavour (Eagly & Chaiken, 1993). This evaluation could be towards a group of people, an
object, idea or behaviour, and can be held in mind without the opportunity to necessarily express it
through action (Yuan et al., 2023). Beliefs are considered to be the ‘building blocks’ of attitudes, and
are defined as propositions, convictions or confidence in something which is accepted as ‘truth’
(Dole & Sinatra, 2019). For example, if a mental health clinician believes that recovery from mental
health conditions is possible, and that people experiencing these difficulties are valuable contributors

to society, these beliefs may foster a favourable attitude of hope and optimism towards service users.

The study of attitudes has a long history in psychology, potentially dating back to 1862 when
the philosopher and psychologist Herbert Spencer is first credited with using the term (Fishman et
al., 2021). Indeed, Allport (1935) declared that attitudes were probably the “most distinctive and
indispensable concept” in psychology, highlighting the early recognition of their importance within
the field. Psychologists have long been debating the concepts of attitudes and beliefs, including how
attitudinal change may occur, and how the type and strength of attitudes influence behaviours (Ajzen
& Fishbein, 1977; Eccles et al., 2006). The prevailing view is that attitudes may predict behaviour
through ‘behavioural intention’, the immediate antecedent of behaviour, which is considered a strong

predictor within the theory of planned behaviour (Armitage & Conner, 2001). Although the precise



associations among attitudes, beliefs and intentions remain contested (Bechler et al., 2021), exploring
these constructs among mental health clinicians remains important for understanding how they may

contribute to stigma and discrimination towards their service users (Eagly & Chaiken, 2005).

What is Stigma?

Stigma has been defined in several ways. A widely cited definition is provided by Link and
Phelan (2001) who describe the dynamic social process of stigma. They define stigma as being the
labelling of difference (i.e., the separation of “us” and “them”) and involves a collective system of
three negative reactions. These include stereotypes (e.g., perceived dangerousness), prejudice (e.g.,
fear and anger) and discrimination (e.g., avoidance and distance) towards the stigmatised group or
person. These reactions parallel the cognitive, affective and behavioural dimensions described in the
social cognitive and cognitive-behavioural literature (Corrigan & Shapiro, 2010). Interestingly, these
reactions have also been documented among people living with mental health conditions (Wood et
al., 2017). Indeed, these individuals can experience ‘self-stigma’, whereby they apply stereotypes,
prejudice or discrimination to themselves (i.e., viewing oneself as underserving) and this remains a
key focus of clinical psychology research (Corrigan & Watson, 2002). However, for the purposes of
this thesis, the emphasis will be on ‘provider stigma’, that is, stigmatising attitudes and beliefs held

by clinicians toward people with mental health conditions.

Historically, stigma is related to the term ‘stigmata’ meaning a mark, scar or burn, and
signifies the labelling of attribute(s) that are deeply devaluing for a person’s identity (Goffman &
Goffman, 2009). Negative attributes towards mental health conditions may include unpredictability,
dangerousness, incompetence or weakness, along with being ‘problematic’ or ‘untreatable’ as service
users (Hinshaw & Stier, 2008). In modern contexts, stigma is considered to be influenced by broader

systems of power, including political, professional, economic and cultural factors (Link & Phelan,
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2001). Cultural and social perspectives suggest that stigma likely threatens an individual’s ‘moral or

social standing’ within the community, reinforcing social exclusion and rejection (Yang et al., 2007).

Stigma, Attitudes and Beliefs

Some theorists have attempted to conceptualise the relationship between attitudes, beliefs and
stigma (Corrigan & Penn, 1999). For instance, Corrigan et al. (2003) had considered attitudes to be a
component of prejudice (e.g., a negative emotional reaction), whereas they conceptualised beliefs to
be a component of stereotypes (e.g., negative assumptions about a group). However, a consensus has
not yet been reached on these definitions, and it is recognised the terms ‘attitudes’ and ‘beliefs’ have
occasionally been used interchangeably in stigma research (Fox et al., 2018). This is challenging, as
it may hinder our theoretical understanding of the specific components that contribute to stigma. It is
also debated whether clinicians who endorse stigmatising attitudes or beliefs necessarily engage in
discriminatory behaviours, or whether other processes moderate their relationship (Silke et al., 2016).
For instance, clinicians may exhibit compensatory positive attitudes, or respond in socially desirable
ways when completing attitudinal measures, which might influence whether stigmatising cognitions
result in discriminatory actions (Stuber et al., 2014). This is because clinicians may be motivated to
uphold a positive self-image, or be viewed favourably by others, particularly given their professional
role and context (Subu et al., 2021). Together, these considerations highlight the complex interaction

between attitudes, beliefs and stigma, contributing to ongoing debates in the literature.

Theoretical Models of Stigma

Several models of stigma towards people with mental health conditions have been provided,
many of which diverge in their explanations of underlying processes (see Hinshaw & Stier, 2008, for
a comprehensive review). Briefly, evolutionary models propose that stigma developed as an adaptive
mechanism to protect communities from potential threats, such as ‘disease’ or ‘reduced community

cohesion’, by promoting the exclusion of individuals perceived to be different (Kurzban & Leary,
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2001). Attribution models, on the other hand, suggest that if ‘negative' behaviours (e.g., aggression
and hostility) are assigned to non-controllable factors, such as ‘disease’ or ‘genetics’, then observers
are expected to show more empathy and reduced stigma (Weiner et al., 1988). When behaviours are
assigned to personal control, however, then blame attributions and discrimination are expected from
observers. Dual process models of stigma propose that two parallel cognitive systems underlie how
people form evaluations of others (Nosek, 2005). These will be explored in detail in Chapter Two,

however, a brief summary is provided below for context.

Dual process models derive from the social cognition literature. They include the dual-
attitudes model (Wilson et al., 2000), the reflective-impulsive model (Strack & Deutsch, 2004), and
the associative-propositional model (Gawronski & Bodenhausen, 2006). These models hypothesise
that stigmatising evaluations are shaped by two ‘distinct’ but interacting cognitive processes: implicit
and explicit representations. Implicit representations portray unconscious and automatic cognitions
that are supposedly inaccessible to introspection (Corneille & Hiitter, 2020). Explicit representations,
on the other hand, are seen to denote reflective, reasoned or deliberate processes that are consciously
available to report to others (Gawronski et al., 2020). These systems have been popularised as ‘fast’
(implicit) and ‘slow’ (explicit) thinking (Kahneman, 2011). Dual process models postulate that it is
possible to hold two distinct evaluations towards people with mental health conditions, leading to
various attitudes, beliefs and behaviours (i.e., stigmatising and non-stigmatising). These might be

determined by automatic and / or deliberative cognitive processes (Gonzalez-Sanguino et al., 2019).

Stigma Towards Mental Health Conditions

People living with mental health conditions have been seen to face a “twofold challenge”
(Petkari et al., 2018). First, coping with the symptoms and disruptions caused by the mental health
condition(s), and second, the stress caused by rejection, prejudice, and non-acceptance from society.

Indeed, multiple studies have found that people with mental health conditions can experience stigma
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from the general public (Corrigan & Watson, 2002; Jauch et al., 2023; Overton & Medina, 2011). A
2023 survey of 1,300 people living with conditions such as schizophrenia or bipolar disorder in the
UK found that 94% reported being treated negatively, while 58% avoided seeking support due to the
perceptions of others (Rethink Mental Illness, 2023). This is despite findings from the ‘Attitudes to
Mental Illness’ survey, which showed “gradual improvements” in public knowledge, attitudes and
willingness for social contact towards people with mental health conditions in England between 2008
and 2019 (Henderson et al., 2020). There are several explanations for these mixed findings, such as
variation between study methodologies, stigma operating differently at individual and societal levels
(Thornicroft et al., 2007), and differences between ‘implicit’ and ‘explicit’ attitudes towards mental
health conditions (Stier & Hinshaw, 2007). Nonetheless, stigma is recognised as a significant “global

challenge” in mental health care and requires greater research attention (Thornicroft et al., 2022).

Indeed, the consequences of stigma towards people with mental health conditions extend
beyond social exclusion and rejection. It is associated with significant societal inequalities, such as
limited access to essential resources like housing, healthcare, education and employment (Patel et al.,
2018). It has also been related to higher healthcare disparities and mortality rates among people with
mental health conditions (Kégstrom et al., 2025). Importantly however, the causal links between
negative stereotypes, prejudice and discrimination remain unclear, potentially due to methodological
challenges with conceptual clarity described previously (Livingston & Boyd, 2010). Consequently,
attempts to differentiate between these components is considered “essential” for designing strategies

to mitigate the effects of stigma and improve mental health outcomes (Kagstrom et al., 2025).

Stigma Among Mental Health Clinicians
There is growing recognition that mental health clinicians may also express stigma towards
people with mental health conditions (Schulze, 2007; Wahl & Aroesty-Cohen, 2010). However, the

extent or type of stigma endorsed by clinicians remains hard to establish due to variations in designs,
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samples and measures, and because research remains relatively limited compared to studies of public
stigma (Jauch et al., 2023). Nevertheless, stigmatising reactions by clinicians have been associated
with negative clinical outcomes for people with mental health conditions, including disengagement
from services, weaker therapeutic alliances and poorer mental and physical healthcare (Gupta et al.,
2024; Mitchell et al., 2009; Schulze, 2007). Stigma is also incompatible with the ethical principles
that guide UK mental health practice, such as respect and integrity (British Psychological Society,
2021a). Therefore, stigma is recognised as a public health concern to be further investigated among

mental health clinicians (Hatzenbuehler et al., 2013).

Much of the existing literature exploring stigma among mental health clinicians has been
methodologically limited according to recent scoping reviews (e.g., Jauch et al., 2023). For example,
earlier studies often used heterogeneous samples that did not separate mental health clinicians from
non-specialists (e.g., general physicians), or focused only on specific mental health professions such
as psychiatry or psychology (e.g., Ren et al., 2025; Robb & Stone, 2016). This restricted the extent to
which findings could be compared or generalised to mental health clinicians. Likewise, much of the
research had been descriptive, by exploring variations in stigmatising reactions across demographic
or professional groups rather than focusing on the underlying psychological mechanisms of stigma.
Indeed, few studies are informed by contemporary theoretical models of stigma (e.g., dual-process
models) and many rely on diverse, non-standardised measures of stigma (e.g., Valery & Prouteau,
2020). While these approaches may be informative for identifying the ‘associated factors’ of stigma,
and highlight the heterogeneity of studies, they provide limited insight into the underlying cognitive
or affective processes that may shape the attitudes, beliefs and behaviours of mental health clinicians.
Lastly, most studies have explored stigma towards mental health conditions in general (e.g., ‘people
with mental illness’), rather than specific diagnoses (Jauch et al., 2023). This is a limitation as there

are certain diagnoses or conditions, such as dissociative and personality problems, that may remain
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poorly understood in clinical services, and therefore require specific research and clinical attention

(Gleaves & Reisinger, 2023).

Rationale for the Systematic Review Chapter

The systematic review for the thesis is presented in Chapter Two. It provides a systematic
synthesis and meta-analysis of studies investigating the relationship between implicit and explicit
stigma among mental health clinicians. This review was conducted because the existing literature
draws on limited theoretical models of stigma, making it challenging to understand the patterns of
stigma endorsed by clinicians and how these may impact clinical care outcomes for service users. In
particular, dual-process theories propose that implicit and explicit evaluations of people with mental
health conditions might reflect two ‘related but distinct’ cognitive processes (Schmidt et al., 2022).
However, the extent to which these processes align and shape stigma among mental health clinicians

remains unclear across studies, along with which stigma components have been explored most.

Understanding how implicit and explicit evaluations have been operationalised in the social
psychology literature is important for interpreting studies among mental health clinicians. Implicit
evaluations are assessed using implicit measures that aim to capture automatic, associative processes
between concepts and attributes occurring outside conscious awareness (Greenwald & Banaji, 1995).
These measures commonly rely on computer-based tasks that infer associations from performance
indicators, including response latencies and error rates. The most prominent measure is the ‘implicit
association test’ (IAT) (Greenwald et al., 1998). In contrast, explicit measures typically include self-
report scales or clinical vignettes that are assumed to reflect deliberative, consciously held attitudes,

beliefs and behaviours that are available to report to others (Dovidio et al., 2002).

Previous meta-analytic work in social psychology has shown only a small correlation
between implicit and explicit measures across psychological constructs (e.g., 7 = .24; Hofmann et al.,

2005). These findings suggest that implicit and explicit stigma processes could operate in parallel,
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potentially leading to different clinician intentions and behaviours (Gonzalez-Sanguino et al., 2019).
However, without a systematic synthesis of how implicit and explicit processes relate to one another
among mental health clinicians, it is difficult to determine whether dual-process theories adequately
apply within mental health care contexts. It would also be difficult to determine the extent to which

these processes impact decision-making and other behaviours among mental health clinicians.

There has also been limited critical appraisal of studies exploring implicit and explicit stigma
among mental health clinicians. These include assessing for publication bias, while exploring the
quality of designs, measures and sample characteristics. These factors, along with the mental health
condition(s) examined and the influence of social desirability, may moderate both the strength and
direction of the relationship between implicit and explicit stigma, highlighting a need for further
investigation. Consequently, a systematic review and meta-analysis was warranted to statistically
synthesise the available evidence on the relationship between implicit and explicit stigma, and to

provide a theoretically grounded understanding of the processes underlying provider stigma.

Rationale for the Empirical Project Chapter

The empirical project is presented in Chapter Five. This sought to extend our understanding
of the explicit attitudes and beliefs held by mental health clinicians towards dissociation, a common
but often misunderstood mental health problem. Dissociation has been described as a transdiagnostic
set of experiences, and involves the ‘disruption of and / or discontinuity in the normal integration of
consciousness’ (The Diagnostic and Statistical Manual of Mental Disorders (5" ed; American
Psychiatric Association, 2013). These experiences may include feelings of unfamiliarity, unreality or

disconnection with one’s surroundings, body, or mind (Cernis et al., 2022).

People who experience dissociation have previously been found to encounter professional
scepticism, stigma, and misdiagnosis in mental health settings (Leonard et al., 2005). Dissociation is

also associated with a higher risk of self-harm (Cernis et al., 2019), suicide attempts (Tanner et al.,
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2017) and poorer response to psychotherapeutic interventions (Spitzer et al., 2007). Despite this, it is
recognised that mental health training programmes provide little to no core content on dissociation
(Courtois & Gold, 2009). There are also entrenched debates on the origins of dissociation as either a
coping response to adverse events (the ‘trauma model’) or as the outcome of fantasy proneness and
media (the ‘socio-cognitive’ model) (Dalenberg et al., 2020). These historical debates might have

contributed to some uncertainty or scepticism towards dissociation among mental health clinicians.

However, the prior research exploring attitudes towards dissociation was conducted several
decades ago (e.g., Pope et al., 1999), and studies focusing on UK mental health clinicians remain
limited (e.g., Dorahy & Lewis, 2002). This is important to acknowledge, as a range of recent cultural
developments may have influenced contemporary attitudes towards dissociation in the National
Health Service (NHS). Indeed, recent NHS initiatives have sought to enhance the understanding of
dissociation among clinicians within a trauma-informed framework and aim to reduce bias through
implicit stigma campaigns (Guerrero et al., 2024; Nikopaschos et al., 2025). Nevertheless, the NHS
workforce has faced unprecedented recent pressures, including the COVID-19 pandemic, financial
difficulties, staff retention issues and high levels of staff burnout (Johnson et al., 2021; Juneja et al.,
2025). These pressures may contribute to job dissatisfaction and reduced organisational commitment
(Chen & Chen, 2018), which could in turn negatively shape clinicians’ beliefs about service users
viewed as more ‘complex’ (Del Olmo-Romero et al., 2025). Likewise, the rise of social media
discourse on dissociation may have changed how these experiences are discussed and perceived in
the NHS (Zhang et al., 2024). Therefore, a novel empirical study of attitudes and beliefs among

clinicians towards dissociation was warranted.

Thesis Composition and Overall Aim
The thesis portfolio first aims to systematically review and meta-analyse the available

evidence on the relationship between implicit and explicit stigma among mental health clinicians. A
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bridging chapter will then link the main findings of the review with a more extensive rationale for
developing the empirical project. This project represents the second aim of the portfolio, which is to
explore the explicit attitudes and beliefs of NHS clinicians concerning dissociative experiences. This
will contribute to our understanding of how clinicians conceptualise dissociation, including any
misconceptions or stigmatised beliefs. Lastly, the strengths and limitations of the thesis, along with

implications for research and practice, will be discussed in an extended discussion chapter.
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Abstract

Background: Mental health clinicians have been found to demonstrate stigma towards people with
mental illness through both implicit and explicit methodologies. These are thought to represent

distinct yet potentially related dimensions of stigma. However, among mental health clinicians, the
association between implicit and explicit stigma is unclear, limiting our understanding of how these

could influence clinical care outcomes.

Aim: This systematic review and meta-analysis aimed to synthesise research on the relation between

implicit and explicit stigma among mental health clinicians and examine its potential moderators.

Methods: The protocol was preregistered on PROSPERO (CRD42024614725). A systematic search
was conducted in PsycINFO, PsycArticles, MEDLINE, EMBASE, ProQuest Central, CINAHL,
Scopus, and Web of Science. Random-effects meta-analysis of Fisher r-to-z transformed correlations
were conducted along with tests of heterogeneity, moderators and publication bias. The features of
implicit and explicit measures, study characteristics, methodological quality and clinical care

outcomes were also extracted.

Results: Ten studies (n = 1,404 clinicians) with 11 independent samples were included. There was a
statistically significant, but small, positive pooled correlation between implicit and explicit stigma
measures (r = 0.13; 95% CI: 0.04 to 0.23). Heterogeneity was moderate and largely accounted for by
studies examining substance use disorder, which showed a slightly stronger correlation (» = 0.27)

than for other psychiatric disorders (» = 0.08). No evidence of publication bias was detected.

Conclusions: Implicit and explicit stigma appear to be weakly related, so could be considered largely
distinct constructs among mental health clinicians. Findings underscore the importance of addressing

implicit and explicit stigma in research and practice, which may inform stigma-reduction efforts.

Keywords: Meta-analysis, Implicit stigma, Explicit stigma, Mental illness, Mental health clinicians.
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Introduction
People with mental illness' (PMI) often experience stigma, whereby they are believed to
possess certain attributes that convey a devalued or disgraced social identity (e.g., being othered) [1].
A 2023 survey of 1,300 PMI found 88% believed stigma was still widespread in the UK, while 94%
reported being treated differently due to their illness [2]. Stigma has often been studied among the
general public (‘public stigma’) and PMI (‘self-stigma’) [3] and involves a system of three negative
reactions or components [4]. These include negative stereotypes (e.g., perceived dangerousness),

prejudice (e.g., fear) and/or discrimination (e.g., avoidance) towards mental illness [5, 6].

Recent evidence suggests that mental health clinicians may also demonstrate stigmatising
reactions towards PMI (‘provider stigma’) [7]. For instance, a literature review of 19 studies found
that some mental health clinicians endorsed beliefs that mental health patients were “‘unpredictable’,
‘less skilled’ and ‘undesirable’ [8]. Likewise, the frequency of discriminatory behaviour reported by
patients (e.g., “being treated unfairly”) in mental health settings has been found to range from 16%
[9] to 44% [10]. Such different rates of stigma may be related to variations in study designs,
recruitment, measures, and the specific component of stigma being explored [7]. This can make it
difficult to estimate the true extent of stigma endorsed by mental health clinicians (i.e., compared to
the general public). Nonetheless, stigma can have serious clinical implications across mental health
services [11]. It has been linked to delayed help-seeking, inferior therapeutic alliances, and
pessimistic beliefs around recovery [12-15]. Hence, provider stigma is increasingly recognised as a

public health concern by some researchers [16].

Studies that examine stigma towards mental illness have commonly used explicit measures

(i.e. clinical vignettes, self-report scales and experimental paradigms), with over 400 measures

'The term mental illness is used to ensure consistency with the reviewed literature, as 9/10 included studies referred to service users as
people with “mental illness”. The term also aligns with conventions of BJPsych Open, the target journal for this paper, which adopts
psychiatric terminology in its author guidelines. However, it is acknowledged the term mental illness may evoke a primarily medical
understanding of mental health difficulties, which could inadvertently reinforce stigma.
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reported [17, 18]. Explicit measures assess for stigmatising reactions that are assumed to be
consciously controllable, reflective and readily available to recall or report [19]. Despite their ease of
implementation and strong face validity [20], explicit tools have been criticised for underplaying the
stigma endorsed by mental health clinicians [1]. Indeed, some explicit measures have shown weak
correlations with behavioural discrimination [21], and numerous researchers contend that explicit
measures may be contaminated by external influences, such as social desirability and professional
context [22]. Social desirability presents a real methodological and ethical concern as clinicians may
be motivated to underreport or distort stigmatising beliefs given their role [23]. This could be to
maintain a positive self-image as a carer or to be viewed more favourably by others. Hence, attempts
have been made by researchers to use alternative measures of stigma, with the aim of circumventing

the limitations of explicit measures [24].

Implicit measures of stigma are assumed to assess reactions that are automatic, spontaneous,
and possibly outside of conscious awareness, knowledge and control [25]. There are over two dozen
implicit measures used in the behavioural sciences, but the most prominent is the implicit association
test (IAT) [26, 27]. Mental contents (e.g., stigmatising stereotypes) are typically inferred from
performance indicators such as relative error rates, response times and response frequencies as
measured from computer tasks [22]. Implicit tools aim to uncover subtle associations held by
clinicians between certain concepts (e.g., a psychiatric diagnosis) and attributes (e.g., strange,
gloomy etc.) that may lead to negative evaluations [28]. As some researchers assume people do not
have introspective awareness about these associations, implicit tools aim to circumvent the

motivational desire to conceal stigma [29].

Indeed, a recent meta-analysis by Ren et al [30] found evidence that healthcare staff
displayed a significant implicit bias against PMI when meta-analysed statistically across 30 studies.

However, implicit studies vary greatly in their methodologies (e.g., in their measures, concepts and
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attribute words, data collection approaches, protocols, or performance metrics). Most studies are also
non-specific to mental health clinicians. These can make it difficult to estimate the type or degree of

implicit stigma displayed by this population.

Nevertheless, implicit stigma has been found to predict clinical outcomes. It has been
associated with negative patient-staff interactions [31] and less willingness to help PMI by clinicians
[32] in some contexts. However, a literature review [28] found evidence of several null correlations
between implicit bias and healthcare outcomes (e.g., diagnostic and treatment decisions), concluding
the relationship was complex and inconsistent across discriminatory behaviours. One potential
reason for this could be that implicit and explicit stigma may have distinct conceptual underpinnings,
so may uniquely relate to different clinical outcomes [33]. For example, Peris et al [34] investigated
a mixed sample of 1,539 participants, most being mental health clinicians. They found that stronger
explicit stigma predicted negative patient prognosis towards PMI, while stronger implicit stigma
predicted the overdiagnosis of psychiatric disorders. These outcomes for patients highlight the need
to investigate if implicit and explicit measures capture identical or ‘distinct but related’ constructs by

which stigma impacts practice [35].

A growing body of social psychology literature has examined the relation between implicit
and explicit tools. Hofmann and colleagues [36] conducted a meta-analysis of 126 studies looking at
the association between the IAT and explicit measures, and found a small, positive correlation of .24.
The authors indicated this weak correlation may be attributed to motivational biases (i.e., social
desirability) on explicit tools, a lack of introspective access to implicit cognitions, variation in
methods, or differences in the effort required to retrieve implicit and explicit cognitions. That said,
theorists generally conclude these findings indicate there to be two distinct, but related parallel

cognitive processes (implicit and explicit representations) underlying attitudes such as stigma [37].
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The most prominent theories of parallel implicit and explicit processes are the dual-process
theories, such as the dual attitudes model (DAM) [38], the associative-propositional evaluation
model (APE) [39], and the reflective-impulsive model (RIM) [40]. Such frameworks postulate that
explicit measures capture deliberative, reflective, reasoned or controlled processes [41], whereas
implicit tools portray automatic, intuitive and unconscious representations that are inaccessible to
introspection [42]. These systems have been popularised as ‘fast thinking” (implicit) and ‘slow
thinking’ (explicit) [43] when positively or negatively evaluating a given object [44]. Hence, some
theorists propose that people can hold two distinct evaluations towards the same attitude object,
thereby predicting different behaviours on the basis of whether the outcomes are automatic and
impulsive, or reflective and controlled [45]. In the current clinical context, this may present as
clinicians expressing stigmatising and non-stigmatising reactions, or even endorsing different
components of stigma towards PMI. However, there is limited understanding and empirical testing of

these implicit-explicit relations among mental health clinicians [46].

To date, only two published reviews have synthesised evidence on the relationship between
implicit and explicit stigma towards mental illness [30, 47]. These provided a well-rounded overview
of the degree of implicit stigma endorsed. However, both were limited to a narrative synthesis of
implicit-explicit relationships, through commenting on the correlational data rather than statistically
averaging these. This prompted Ren and colleagues [30] to conclude implicit-explicit relationships
were complex, inconsistent and remained to be validated, thus warranting further exploration.
Likewise, neither review was specific to mental health clinicians, rather, they synthesised evidence
from the general public, PMI, clinicians and students as participants. Given clinicians occupy a
unique role in recognising and treating mental illness, it seems important to synthesise research on
the association between implicit and explicit stigma among this group [48]. This could have
significant implications for our theoretical understanding of stigma, its impact within mental health

settings, as well as informing stigma-reduction initiatives for clinicians [49]. Lastly, there is limited
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appraisal of the methodological quality and risk of publication bias for studies exploring the implicit-
explicit correlations of stigma. Hence, a systematic synthesis and evaluation of the association

between these measures of stigma among clinicians is warranted.

Aims

The current review aims to address gaps in research by systematically searching and
statistically pooling the correlations of implicit and explicit stigma of mental illness by mental health
clinicians using a meta-analysis. This review also aims to examine if any moderators influence the
relationship between implicit and explicit stigma, given the correlations may be inconsistent across
studies. Further, the review will synthesise sample and study characteristics, their methodological
quality, their risk of publication bias, and consider how implicit and explicit stigma measures relate
to clinical outcomes. Lastly, the review will discuss the main implications of its findings for future
research and practice.

Method

Protocol registration

The protocol for this systematic review and meta-analysis was preregistered on PROSPERO
(registration ID: CRD42024614725) on 17 December 2024 prior to the search being conducted. It
adhered to the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA)

checklist [50; Appendix B].

Key terminology

Provider stigma has been previously described in the mental health literature as “stigma”,
“bias”, “stereotype”, “attitude”, “prejudice” and/or “discrimination”. Hence, for this review,
“stigma” refers to all types of stigmatising reactions and components to broaden our search scope for

implicit and explicit tools, which is an approach applied in other systematic reviews [30, 47].

Moreover, stigma towards mental illness has been investigated either ‘generally’ (i.e., people with
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mental illness as a whole) or towards specific psychiatric diagnoses (e.g., bipolar disorder,
schizophrenia, substance use disorder). Studies exploring either aim were included, as long as the
mental illness studied was widely recognised in diagnostic systems such as the DSM-5 [51] and ICD-
11 [52], was typically managed by mental health clinicians in services, and had been considered in

previous reviews on mental illness stigma.

A decision was therefore made to exclude neurodevelopmental disorders (e.g., autism,
ADHD) and neurodegenerative diseases (e.g., dementia). This is consistent with previous reviews
[30], as these conditions involve distinct aetiologies, trajectories, professionals, and service contexts
(e.g., education or social care) [53]. Such differences may have introduced significant heterogeneity,
that would limit the coherence and applicability of the review’s findings on mental illness stigma by
mental health clinicians. Nevertheless, it is recognised this exclusion could limit the breadth of the
review and represents a trade-off between conceptual clarity and inclusivity. This must be considered

when interpreting the findings.

Inclusion and exclusion criteria

The following parameters were used to determine inclusion criteria: (a) peer-reviewed articles
with quantitative data; (b) provided a correlation or convertible effect size between implicit and
explicit measures of stigma of mental illness at baseline; (c¢) reported unadjusted effect sizes; (d)
available in English; (e) included samples or sub-samples of mental health clinicians; (f) conducted
from any country, published between 1 January 1990 and 31 March 2025. The reason for only
including articles published since 1990 was because IAT measures of bias were not available before

this date [54].

Exclusion criteria were: (a) grey literature or articles not published in a peer review journal;
(b) articles not available in English; (c) articles that only included qualitative data; (d) articles which

were case reports at conferences, commentaries, protocols or letters; (e) books or book chapters,
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magazines, newspapers, websites, blogs or abstract-only studies; (f) articles using mixed samples
(e.g., clinicians and non-clinicians) and where a differentiation of sub-samples was not available in
the analysis; (g) undergraduate students in health professions (e.g., medical and psychology
students); (h) articles which only investigated implicit stigma, explicit stigma, or the efficacy of
stigma-reduction initiatives, without looking at the relation between implicit and explicit stigma; (i)

articles which focused on stigma towards neurodevelopmental or neurodegenerative conditions.

Search strategy and study selection

A scoping review was initially conducted to identify common terms used in the literature [7,
8]. Alternative search terms were devised for ‘mental health clinicians’, ‘implicit stigma’, ‘explicit
stigma’ and ‘mental illness’. The final search strategy was decided by CJ and is shown in Appendix
C. The search was conducted on 1 and 4 April 2025 on the following databases: PsycINFO,
PsycArticles, MEDLINE Ultimate, EMBASE, ProQuest Central, CINAHL Ultimate, Scopus and
Web of Science. CJ independently screened the titles, abstracts and full-texts; EK independently
screened the abstracts and full-text articles. The agreement rates were 88.43% for abstracts and
88.89% for full-text articles at screening. A consensus between the reviewers (CJ and EK) was

reached (100% agreement) as all discrepancies in study eligibility were resolved through discussion.

Five articles were found that used implicit and explicit measures [49, 55-58] but did not
report their statistical association. The corresponding authors of these articles were emailed
requesting for clarification(s) about any of their supplemental materials or unpublished datasets.
However, to date, no replies have been received. Therefore, these five articles were not included in
our systematic review and meta-analysis. Two additional articles were found that investigated the
relationship between implicit and explicit stigma measures among medical undergraduate students

[59, 60]. These two articles were not included in our systematic review and meta-analysis to ensure
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that findings were specific to practising mental health clinicians. Lastly, all records identified from

the reference lists and forward citations of included studies were hand-searched by CJ for eligibility.

Identification of studies

All records were exported to Zotero reference management software [61]. The initial search
of the electronic databases identified 3,902 records. After duplicates were removed, 2,005 records
were located and retrieved for further review. Upon screening titles and abstracts based on our
eligibility criteria, 1,737 titles and 196 abstracts were excluded, meaning 72 full-text articles were
assessed for eligibility. Sixty-four records were also identified through hand-searching the forward
citations and reference lists of included articles. The most common reasons for exclusion were: no
implicit measures reported, no sub-analysis of mental health clinicians available, and no association
between implicit and explicit measures provided. Overall, 10 studies with 11 independent samples

met the inclusion criteria and were included in the systematic review and meta-analysis (Fig. 1).

Data extraction

Data extraction was started by CJ on 8 April 2025. Study and sample characteristics were
obtained first, including the authors, country, publication year, aim(s), component of stigma
examined, design, service setting, sample composition and methodological quality (strengths and
limitations). The characteristics of measures used to assess stigma were then extracted, including the
procedure, concept, and attribute categories for implicit tools, and relevant characteristics (i.e., name
or sub-scales) reported for explicit tools. The main outcomes extracted were the bivariate correlation
coefficients (or related statistics) reported between the implicit and explicit measures of stigma of
mental illness. The associated clinical outcomes of implicit and explicit stigma (e.g., decision making

by mental health clinicians) were provided as secondary outcomes if these were reported in studies.



Identification of studies via databases

Identification

Records identified (n = 3,902)
e APA PsycINFO (880)

e APA PsycArticles (72)

e  MEDLINE Ultimate (430)
e EMBASE (768)

e ProQuest Central (245)

e CINAHL Ultimate (205)

e  Scopus (645)

e  Web of Science (657)

Duplicate records removed before
screening (n =1,897)

Records screened (n = 2,005)

v

Records excluded (n=1,737)

e Not relevant based on title (1,720)

e Narrative review (11)

e  Systematic review/meta-analyses (6)

Reports sought for abstract retrieval
(n=1268)

Records not retrieved (n = 196)

e  Conference abstract / no-full text /
article not in English (20)

Review / commentary article (53)
Study protocol (2)

Qualitative methodology (37)
General attitudinal research (2)
Physical health stigma (13)
Race/culture stigma (22)

Gender / sexuality stigma (10)
Violence / forensic stigma (3)
Stigma towards the homeless (2)
Perceived / internalised stigma (4)
Not mental health clinicians (9)
Implicit and /or explicit measures of
mental illness stigma not used (19)
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Fig. 1 PRISMA flowchart for the systematic review and meta-analysis (n = 10)

Records excluded (n = 62)

e  Full text article not in English (1)

e General attitudes/decisions (2)

e  Race /culture stigma (1)

e  Stigma about neurological disorders

or neurodevelopmental disorders (5)

Stigma about interventions (3)

Not mental health clinicians or sub-

analysis of these not available (23)

e Opverlapping study sample (1)
Implicit measures of mental illness
stigma not used (18)

e  Explicit measures of mental illness
stigma not used (3)

e  Relationship between implicit and
explicit measures not examined (5)

A

Records excluded (n = 64)

e  Qualitative / review (4)

e  Stigma about interventions (1)

e Implicit measures of mental
illness stigma not used (38)

e  Explicit measures of mental
illness stigma not used (1)

e  Not mental health clinicians /
sub-analysis unavailable (17).

e  Relationship between implicit
and explicit measures not
examined at T1 / baseline (3)
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Quality assessment

The methodological quality of studies was assessed independently by CJ and EK using the
Standard Quality Assessment Criteria for Evaluating Primary Research Papers from a Variety of
Fields (‘QualSyst’ for Quantitative Studies) [62]. This 14-item checklist assesses a range of criteria
including research question(s), design, subject recruitment and characteristics, outcome measures,
sample size, statistical analysis, variance estimates, control of confounding variables, results, and
conclusions. Each item was rated from 0 to 2 according to whether they met the item criteria (0 =

No; 1 = Partial; 2 = Yes; N/A = item not relevant).

Three items related to interventions (item 5), random allocations (item 6), and blinding (item
7) were not relevant so were removed from the calculations. Total scores were then computed by
summing all sub-item scores (0-22). Higher total scores indicated stronger methodological quality.
Summary percentage scores were then calculated for each study and were categorised as ‘poor’
(<50%), ‘adequate’ (50-70%), ‘good’ (71-79%) and ‘strong’ (>80%). This approach to QualSyst
appraisal ratings has been utilised effectively in other systematic reviews of implicit bias [63] and
mental health research [64]. A manual was provided to assist reviewers in answering questions and
calculating QualSyst scores. Small discrepancies between the reviewers (91.6%) were resolved with

discussion and consensus was reached.

Statistical analysis

The meta-analysis was conducted using Jamovi computer software (version 2.7) [65]. The
unadjusted r effect size (Pearson correlation coefficient) of the association between implicit and
explicit stigma was used as the primary data for the meta-analysis when available (n = 9). The study
correlation coefficients were transformed to Fisher Zs and subsequently backtransformed for ease of
interpretation, which is standard practice for correlation-based meta-analyses [66]. A random-effects

model was fitted to the data with 95% confidence intervals using the restricted maximum likelihood
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(REML) method [67]. Cohen’s criteria [68] were used to interpret the magnitude of pooled
correlations as small (» =.10), medium (» = .30), or large (»>.50) as applied in previous meta-
analyses of correlational data [69]. Care was taken to ensure the sign (-/+) of each correlation was
entered correctly, such that a positive r effect size meant higher implicit stigma was related to higher

explicit stigma among mental health clinicians.

Data synthesis

Of the 10 studies found, 17 effect sizes were extracted and synthesised into 11 correlation
coefficients (r) of implicit and explicit stigma using the methods described in this section. See the
‘Additional Results’ chapter for details of the 17 effect sizes that were synthesised and converted.
One included study [70] provided a ‘coefficient of determination’ value for the simple linear
regression conducted between implicit and explicit stigma. Here, the unadjusted R? value (.198) was
converted into » using the formula (+ = V.198 = .445) [71]. When extracting data from longitudinal
and/or experimental studies, only the correlations at baseline (‘T1’) were used to ensure effect sizes

were independent.

There were five included studies that used multiple measures or sub-scales of implicit and
explicit stigma and therefore provided two or more correlations for the same sample [20, 72-75]. In
these cases, data points were averaged to determine an overall implicit and explicit stigma correlation
per sample, which has been applied to limit effect size dependency in previous meta-analyses
assessing implicit and explicit measures [36]. For one study [72], the two correlations of implicit and
explicit tools were reported as non-significant, but no data was provided, so » = 0.00 was assigned as
an estimate. This approach has been used in similar correlational meta-analyses [76]. Burguet and
Girard [77] reported two correlation coefficients derived from separate samples, assigned randomly
to two study conditions assessing implicit and explicit stigma. Hence, both effect sizes were included

in the meta-analysis.
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Heterogeneity and sensitivity analysis

Heterogeneity of effect sizes was assessed using /2, while the Cochran’s Q statistic was also
computed [78]. I? determines the percentage of variation between studies as ‘low’ (25-49%),
‘moderate’ (50-74%) or ‘high’ (>75%). If any amount of heterogeneity was detected, a prediction
interval for the true outcomes was provided. We also conducted meta-regressions to identify
potential moderators of the association, which is generally recommended when heterogeneity is
categorised as ‘moderate’ or ‘high’ [79]. These moderators were informed by prior implicit bias
meta-analyses, including study and sample characteristics, the mental illness examined, and the
characteristics of implicit and explicit measures where available [30, 36, 63]. A visual inspection of
forest plots, student residuals and Cook's distances determined if studies were classified as outliers
and / or influential in the model. Studies with a Cook's distance surpassing the median plus six times
the interquartile range were considered influential [80]. Sensitivity analyses were conducted to

evaluate if removing outlier(s) would meaningfully change the pooled effect sizes [81].

Publication bias

Publication bias was assessed through funnel plot visual inspection, the Egger’s regression
test [82] and the fail-safe number (fail-safe N) using the Rosenthal approach. Plot asymmetry and
skewness was assumed if the Egger’s test was statistically significant (p<.05), indicating publication

bias.

Results
Study characteristics and aims
Table 1 displays a summary of the 10 included studies in this systematic review and meta-
analysis. Studies were published between 2007 and 2024 with the majority (n = 7, 70%) published in
the 2010’s (2012 to 2018). Two studies [83, 84] were published in the late 2000’s and only one study

[77] had been published in the last five years. Studies were conducted across six high income
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countries, including the United States (n = 3), Australia (n = 3), Canada (n = 1), France (n = 1), Italy

(n=1) and Japan (n =1).

Four studies [72, 74, 75, 85] aimed to investigate stigma towards PMI as a whole, while six
studies aimed to investigate stigma towards specific psychiatric disorders. Four of these studies
explored substance use disorders [20, 70, 83, 84], one study explored schizophrenia [73], and one
study explored schizophrenia and bipolar disorder in separate samples [77]. Six studies [70, 72, 74,
77, 83, 85] reported a secondary aim of evaluating the relationship between implicit and explicit
stigma, while the remaining four studies did not [20, 73, 75, 84]. See ‘Additional Results’ for a

summary of study aims and terms used to describe the component of stigma being investigated.

Components of stigma investigated

A total of 17 terms were identified in the titles and abstracts of studies that described the
types of reactions being explored among mental health clinicians towards mental illness. Most terms
(8/17) were neutral in tone, including “attitudes” (n = 7) and “emotions” (n = 1). Five terms reflected
non-specific negative reactions, including “bias/biases” (n = 2), “stigmatisation” (n = 1), “negative
images” (n = 1) and “infrahumanization” (n = 1). Infrahumanization was defined as attributing
uniquely human emotions (i.e., hope, serenity) more to oneself than to PMI, compared to non-
uniquely human emotions (i.e., fear), and was considered an implicit measure [77]. Four studies [74,
77, 83, 84] described the component(s) of stigma being investigated, including “prejudice” (n = 2),

“stereotypes” (n = 1) and “discrimination” (n = 1).

Study designs
Five of the 10 studies (50%) were cross-sectional surveys, four studies (40%) were
experimental, and one study (10%) reported a longitudinal design. All studies analysed primary

research data.
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Authors, country  Study design Recruitment Sample Implicit measure(s) Explicit Main
& year characteristics characteristics measure(s) correlational
findings
Procedure Concept words Attribute words
Brener et al [85]  Cross- Study Setting: Sample Size: 74 SC-IAT PMI Positive vs. Feeling r=20.24, p<.05
. sectional Nongovernment o ) Negative Thermometer
Australia survey Organization (NGO) Sample Type: Mental ‘Implicit Attitudes’ Attributes Scale Reverse coded for
2013 sites specializing in health care workers MA
providing PMI (profession data
] psychosocial care, unknown).
Data Analysis: recovery-based
Primary accommodation, and Gender: 55 Female
outreach in the (74.32%); 19 Male
community. (25.68%)
Methods: Staff Age Average: Not
members informed by ~Reported.
clinica.l team leaders Age-Range: Not
at 16 sites (usual Reported.
place of work).
R Rate: Ethnicity: Not
9 ;sg)znse ate: Reported.
Brener et al [83]  Cross- Study Setting: Liver ~ Sample Size: 60 SC-IAT IDUs Good vs. Bad Feeling r=-0.02, ns
sectional clinics, hospital drug Attributes Thermometer
Australia survey departments, drug / Sample Type: Mixed ‘Implicit Attitudes’ Scale
alcohol facilities and ~ (doctors and nurses).
2007 Data Analysis:  GP surgeries that
Primary specialize in Gender: 40 Female

substance use and
hepatitis C.

Methods: Different
facilities and GPs
identified via
networking.

(66.7%); 20 Male
(33.3%)

Age Average:
44 (SD =9.19)

Age-Range: Not
Reported.
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Response Rate: Not
Specified.

Ethnicity: Not
Reported.

Burguet and Experimental ~ Study Setting: Sample Size (1): 103 Infrahumanizing Schizophrenia (S1) or  Secondary / UH Day’s Mental Schizophrenia
Girard [77] Psychiatric services Effect Paradigm Bipolar disorder (S2) Emotions vs Illness Stigma condition:
Data Analysis:  in French hospitals Sample Size (2): 100 (Non-IAT vs Oneself NUH Emotion scale (28-items) r=0.07, ns
2024 Primary which include open Procedure) Attributes
units with outpatients  Sample Type: Mixed Bipolar condition:
France or inpatients, and (nurses, psychiatrists, ‘Implicit r=-0.08, ns
acute settings. psychologists, Stigmatization’
Two Samples sociosanitary workers,
Methods: Not health executives).
Specified.
Gender: 142 Female
Response Rate: Not (69.95%); 59 Male
Specified. (29.06%), 2 Other
(0.96%)
Age Average:
42 (SD =10.81)
Age-Range: 22-70
Ethnicity: Not
Reported.
Dabby et al [72] Cross- Study Setting: McGill Sample Size: 103 IAT Schizophrenia Positive vs OMS-HC (12- r=0.00 used as an
sectional University Vs Negative items) estimate for MA
Canada survey Department of Sample Type: ‘Implicit Bias’ Diabetes Mellitus Attributes
Psychiatry, and Psychiatrists and SDS (5-items)
2015 Data Analysis: professional members psychiatry resident
Primary of the Canadian doctors.
Psychiatric
Association (CPA). Gender:

Methods: Email
invitations
(‘electronic mailing
lists") to all potential
members.

50 Female (48.54%);
53 Male (51.46%)

Age Average:
Residents (n = 35) =
31.8 (SD=4.7);
Psychiatrists (n = 68) =
57.3(SD=13.9)
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Response Rate:
12.1% (McGill) and
3.3% (CPA)

Pooled Mean Age =
48.6

Age-Range: Not
Reported.

Ethnicity: Not
Reported.

Drake et al [20] Experimental ~ Study Setting: Sample Size: 44 IRAP Drug Addict and Positive vs DUSS (7-items) Average
Educational Healthy Person Negative correlation used
United States Data Analysis: programmes or Sample Type: ‘Implicit Attitudes’ (Single Categories) Attributes for MA:
Primary treatment facilities Clinicians training in r=0.337
2018 for substance use. counselling, 2 / 4 Trial Types
psychology, social Were Extracted for
Methods: Email work and other mental the SR/MA:
distribution list, word  health fields.
of mouth, poster Addict-Positive and
adverts and contact Gender: Female (65%) Addict-Negative.
with university heads
of Addiction Age Average:
Programmes. 45.3 (SD=12.6)
Response Rate: Not Age-Range: 23-72
Specified.
Ethnicity: 54
White (90%)
Omori et al [73]  Longitudinal Study Setting: Sample Size: 51 IAT Schizophrenia (Old / Victim vs Link’s Average
Psychiatric care New term) Criminal devaluation- correlation used
Japan Data Analysis: teams as part of a Sample Type: Medical — ‘Implicit Attitudes’ Vs Attributes discrimination for MA:
Primary one-month psychiatry residents. Hypertension scale (12-items) r=0.1125
2012 internship for medical

residents in Japan.

Methods:
Postgraduate medical
education (internship
at hospital).

Response Rate: Not
Specified.

Gender:
21 Female (41.17%);
30 Male (58.82%)

Age Average:
28 (SD=4.1)

Age-Range: Not
Reported.
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Ethnicity: Not
Reported.

Sabin et al [74] Cross- Study Setting: Sample Size: 584 IAT (x2) Mental illness vs Competence vs Self-reported Average
sectional Mental health Physical Illness Incompetence attitude measures  correlation used
United States survey outpatient services Sample Type: Mixed ‘Implicit Attributes (IAT") (2-items) that for MA: r=0.08
that are provided for ~ (most being therapists, Stereotypes’ correspond with
2015 Data Analysis: clients receiving nurses, psychologists, Curable vs IATs
Primary publicly funded psychiatrists or case Incurable
mental health managers and/or Attributes (IAT?)
support. Supervisors).
Methods: Letter and Gender: Female (76%)
four follow up emails
to 25 agencies. Age Average:
44 (SD=12.4)
Response Rate:
49.3% Age-Range: 21-71
Ethnicity:
493 White (85%)
Stull et al [75] Cross- Study Setting: Sample Size: 154 IAT (x3) Mental illness vs Good vs bad Semantic Average
sectional Assertive community Physical Illness Attributes (IAT')  differential scales  correlation used
United States survey treatment (ACT) Sample Type: Mixed ‘Implicit Biases’ that correspond for MA:
teams. (nurses, psychologists, Innocent vs with IATs r=20.123
2013 Data Analysis: social workers, Blameworthy
Primary Methods: Email psychiatrists and Attributes (IAT?)

invitations to ACT
team leaders.

Response Rate:
20.9%

educational roles).

Gender:
Female (77.5%)

Age Average:
41.7(SD=11.2)

Age-Range:
Not Reported.

Ethnicity: White
(87.5%); African-
American (7.5%);
Hispanic (0.8%);

Competent vs
Helpless
Attributes (IAT)
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multiracial (0.8%);
other (4.2%)

Von Hippel et al  Experimental ~ Study Setting: D&A  Sample Size: 44 SC-IAT IDUs Positive vs. Attitude Toward r=0.26, ns
[84] treatment facilities, Negative IDU Scale (9-
Data Analysis: needle and syringe Sample Type: Drug ‘Implicit Prejudice’ Attributes items)
Australia Primary exchange programs, and alcohol nurses.
and primary-care
2008 facilities. Gender: Not Reported.
Methods: Not Age Average:
Specified. Not Reported.
Response Rate: Not Age-Range:
Specified. Not Reported.
Ethnicity:
Not Reported.
Zogmaister et al  Experimental  Study Setting: Sample Size: 87 SC-IAT Drug Addicts Positive vs Attitudes Toward r=0.445
[70] Treatment facilities Negative Personality
Data Analysis:  for substance use or Sample Type: Mixed ‘Implicit Attitudes’ Attributes Disorders
Italy Primary the homes of (drug and alcohol Questionnaire —
laypeople. workers, lay people Adapted to Drug
2013 and volunteers). Addicts (15-
Methods: Not items)

Specified.

Response Rate: Not
Specified.

Gender:
Female (48.3%)

Age Average:
39.94 (SD = 12.85)

Age-Range:
Not Reported.

Ethnicity: Not
Reported

Abbreviations: PMI, People with Mental Illness; IAT, Implicit Association Test; SC-IAT, Single Category Implicit Association Test; IDU, Injecting Drug Users; UH, Uniquely
Human; NUH, Non-Uniquely Human; S1, Sample 1; S2, Sample 2; IRAP, Implicit Relational Assessment Procedure; OMS-HC, Opening Minds Scale for Health Care; SDS,
Social Distance Scale; DUSS, Drug Use Stigmatization Scale; Attitude Toward IDU Scale, Attitude Towards Injecting Drug Users Scale; ns, not statistically significant
(p>.05); N/A, Not Applicable.
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Recruitment settings, methods and response rates

Across the 10 studies, mental health clinicians were recruited from educational and clinical
training settings (n = 2, 20%), specialist treatment facilities for substance use problems (n = 2, 20%),
inpatient and outpatient hospital services (n = 2, 20%), community mental health services (n =2,
20%), and mixed settings (n =2, 20%). The recruitment methods were reported in seven studies and
included email invitations (n = 4, 40%), recruitment via medical education programmes (n = 1,
10%), networking (n = 1, 10%), and informing clinical team leaders (n = 1, 10%). The response rates

of clinicians were reported in four studies (M = 36.8%, SD = 38.6%, range = 3.3%-98.6%).

Sample size and professions

A total of 1,404 mental health clinicians were sampled across the 10 studies. Sample sizes
ranged from n = 44 to n = 584, with an average sample size of n = 128 (SD = 155). Most samples
were medium size (50-300 participants, 72.7%), with two small samples (1-50 participants, 18.2%)
and only one large sample (>300 participants, 9.1%) identified [74]. The types and professions of
mental health clinicians sampled were reported in nine studies (n = 1,330) with only one study [85]
describing the sample generally as “mental health workers” (n = 74). Of these nine studies, six
reported a mixed sample of mental health clinicians (n = 1132) such as doctors, nurses, psychologists
and counsellors [20, 70, 74, 75, 77, 83]. One study [73] sampled medical (psychiatry) residents (n =
51), one study [72] sampled psychiatrists (n = 103), and one study [84] sampled drug and alcohol

nurses (n = 44).

Demographic characteristics

The age of participants was reported in eight studies (weighted average age = 42.15 years),
while the age-range was reported in three studies (21-72 years). Complete data on gender was
reported in five studies (weighted percentages = 62.73% female, 36.86% male, 0.40% other). When

including nine studies that reported at least the female gender statistics, the weighted sample



39

percentage rose to 69.25% female. The ethnicity of participants was reported in three studies

(weighted ethnicity = 85.80% White).

Methodological quality appraisal

All the identified studies were included in the systematic review and meta-analysis,
irrespective of their methodological quality. Six studies (60%) were rated as “strong” for
methodological quality, whereas two studies (20%) were rated as “good” and two studies (20%) were
rated as “adequate”. No studies were rated as “poor” (i.e., quality ratings <50%). On average, the
studies were rated as “strong” for quality criteria (M = 81.3%, SD = 10.9%). This implies a low risk
of methodological bias. However, with the limited number of studies available, conclusions drawn
from this review must be interpreted cautiously. See Table 2 for a summary of the QualSyst item
scores, total scores, summary percentages, and quality level category for each study included in the

systematic review and meta-analysis.

Table 2 Quality appraisal of the included studies (QualSyst)

QualSyst items Summary scores

Study 1 2 3 4 5 6 7 8 9 10 11 12 13 14  Totalscore Score % Quality

/22) level

Brener et al [85] 2 1 2 1 na na na 2 1 1 1 1 2 2 16 73% Good
Brener et al [83] 2 1 2 2 na na na 2 2 1 1 1 2 1 17 77% Good
BurguetandGirard 2 2 1 2 na na na 2 2 2 1 2 2 1 19 86% Strong

[77]
Dabby et al [72] 2 1 2 2 nanana 2 1 2 1 2 2 2 19 86% Strong
Drake et al [20] 2 1 2 2 pna na na 2 1 2 1 2 2 2 19 86% Strong
Omori et al [73] 2 1 1 1 na na na 2 1 1 2 0 2 2 15 68% Adequate

Sabin et al [74] 2 2 2 2 na na na 2 2 2 2 2 2 2 22 100% Strong
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Stull et al [75] 2 1 2 2 na na na 2 2 1 1 1 2 2 18 82% Strong
VonHippeletal 2 1 1 1 na na na 2 0 1 2 1 2 1 14 64% Adequate
[84]
Zogmaisteretal 2 2 1 2 na na na 2 2 1 2 2 2 2 20 91% Strong
[70]

Abbreviations: na, not applicable (items 5, 6 and 7).

Implicit measures

Most studies (n =9, 90%) used an implicit association-based procedure, while one study [77]
utilised the “infrahumanization” effect paradigm. Most commonly, studies used the IAT or the Single
Category IAT (SC-IAT) (n = 8, 80%), with one study (10%) employing the Implicit Relational
Assessment Procedure (IRAP). Two studies [74, 75] incorporated multiple IATs which explored the
evaluation of different attribute categories. All studies employed ‘text-based’ stimuli for their

concept and attribute categories, rather than visual images.

Three studies examined their ‘target’ concept category as mental illness in general (e.g.,
“mental illness”, “people with mental illness” etc). Two of these studies [75, 85] used descriptors
comprising of specific psychiatric disorders and symptoms (e.g., “bipolar disorder”, “PTSD”, “drug
dependence”), whereas one study [74] used ‘descriptive’ and ‘symbolic’ stimuli (e.g., “DSM”,

b 1Y

“restraints”, “asylum” ).

Seven studies investigated their ‘target’ concept category as specific psychiatric disorders,
which included substance use disorder and drug addiction (n = 4), schizophrenia (n = 2), or
schizophrenia and bipolar disorder (n = 1). For the six studies that used a ‘comparison’ concept
category, some employed physical illness in general (n = 2), while others used specific physical
illness categories (n = 2), such as “diabetes” or “hypertension”. Two studies used comparison

categories not related to physical illness, including “healthy people” (z = 1) and “oneself” (n = 1).
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There were 13 attribute comparisons used across the 10 studies. Most attributes were valance-
based comparisons (n = 7), such as “positive vs negative” or “good vs bad” descriptors, whereas five
comparisons were related to evaluative traits, such as “liked vs. disliked”, “victim vs. criminal”, and
“competent vs. helpless”. One study [77] provided attribute comparisons of emotion (“primary” vs.
“secondary” emotions) between PMI and oneself in its “infrahumanization” paradigm. See the
‘Additional Results’ for further details of the implicit procedure, concept and attribute categories,

and the interpretation of implicit measures used across studies.

Explicit measures

Ten explicit measures of mental illness stigma were examined in relation to implicit stigma,
with one study [72] reporting two measures. The explicit scales varied in length (2-28 items) and
focus (e.g., social distance, discrimination, emotional reactions and attitudes toward recovery). Most
measures (n =9, 90%) were self-report questionnaires, whereas the Social Distance Scale (SDS)
presented vignettes of two patients that clinicians were asked to evaluate. Two studies [74, 75]
developed self-report scales designed to correspond directly with the attribute categories used in
implicit measures (e.g., ratings of blameworthy/innocent, bad/good, helpless/competent). Most
measures were only utilised in one study, whereas two measures were used across two studies (the
Feeling Thermometer Scale, and the Opening Minds Scale for Health Care Providers (OMS-HC)).
While most explicit measures had been developed for general mental health stigma research (e.g.,
OMS-HC, Link’s Devaluation—Discrimination Scale, the SDS), three measures were developed ‘ad
hoc’ for the study context such as an adapted version of the Attitudes Toward Personality Disorders
Questionnaire [70]. See the ‘Additional Results’ for further details on the sub-scales, scaling and

interpretation of explicit measures.

(Primary outcomes reported on next page)
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Primary outcomes
Pooled correlations between implicit and explicit stigma

The summary statistics for pooled correlations are presented in Table 3. A total of k=11
study samples were included in the random-effects meta-analysis. The observed Fisher r-to-z
transformed correlation coefficients ranged from -0.08 to 0.48, with the majority of estimates being
positive (73%). The overall weighted correlation coefficient using the random-effects model was
small, »=0.13 (95% CI: 0.04 to 0.23). This average effect size differed significantly from zero (z =
2.73, p = .006). Findings represent a negligibly significant, positive pooled correlation between
implicit and explicit stigma. This indicates that higher implicit stigma was only weakly associated
with higher explicit stigma among mental health clinicians. A forest plot of the observed correlation

coefficients is presented in Fig. 2.

Table 3 Summary statistics for pooled correlations between implicit and explicit stigma

Random effects model

95% CI Heterogeneity statistics
k r SE LL95%  UL95% p 0 p P
CI CI (d.f)
Implicit and 11 0.13 0.05 0.04 0.23 .006 2245 013 60.74%
explicit stigma (10)

Abbreviations: k, number of independent samples; r, pooled association (estimator is restricted maximum likelihood
model); SE, standard error; CI, confidence interval; LL, lower limit; UL, upper limit; Q, Cochran’s Q; d.f., degrees of
freedom; I, heterogeneity.

Sensitivity analysis

An examination of the student residuals revealed that one study [70] had a value larger than +
2.84 and may be a potential outlier in the context of this model. According to the Cook's distances,
the same study [70] would be considered influential. Removing this outlier made a small difference
to the direction of effect and statistical significance by slightly weakening the effect size, » = 0.09

(95% CI: 0.03 to 0.14), p = .002. Hence, the study was retained in the final analysis. See the
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‘Additional Results’ chapter for further meta-analytic findings when the outlier study [70] was not

included in the analysis.

Fig. 2 Forest plot of the observed associations between implicit stigma and explicit stigma
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The Egger’s regression test was not statistically significant, z = 1.03, p = .305, indicating

there to be no funnel plot asymmetry or skewness. A trim and-fill analysis did not impute any studies

or alter the effect size, signifying that there was unlikely to be publication bias across the included

studies. A visual inspection of the funnel plot (Fig. 3) comprising the pooled effect sizes further

confirmed there to be no evidence of publication bias. The effect size appeared to be statistically

robust, with the Fail-safe N calculated as 79 null studies (p<.001) required to make the observed p-

value greater than .05.
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Fig. 3 Funnel plot of the observed associations between implicit stigma and explicit stigma
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Heterogeneity

According to the Q-test, the true outcomes appear to be heterogeneous (Q (10) =22.45, p =
013, tau? = 0.01, I? = 60.74%). The heterogeneity is classified as moderate, indicating notable, but
not large variance in correlations across the studies. A 95% prediction interval for the true outcomes
is therefore provided (-0.12 to 0.39) and is depicted in Fig. 2. This reveals that although the average
correlation coefficient is estimated to be positive, in some studies, the true outcome may be a

negative correlation.

Moderator analysis
Random-effects meta-regressions were conducted to identify any moderators of the

association between implicit and explicit stigma. These were conducted on: (1) the quality rating %
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scores; (2) the sample size; (3) the implicit measure used (IAT or non-IAT measure); (4) the explicit
measure used (direct correspondence or no direct correspondence with attribute categories from the
implicit measure); (5) study design (cross-sectional or longitudinal and experimental); (6) sample
type (mixed or single group sample); (7) the mental illness that studies aimed to investigate (PMI in
general or specific psychiatric disorders); and specifically, (8) substance use disorders (e.g., stigma

towards substance use disorders or stigma directed towards other psychiatric disorders).

Only one moderator was statistically significant, which was stigma towards substance use
disorders. Indeed, studies that investigated stigma towards “substance use disorder”, “drug addicts”
or “injecting drug users” had a slightly stronger positive correlation (» = 0.27 [0.05, 0.49], p =.016, k
= 4) than studies that investigated stigma towards other psychiatric problems (» = 0.08 [0.02, 0.13], p
=.010, k= 7). After accounting for this moderator, the heterogeneity between studies largely reduced

and was non-significant, QO (10) = 14.02, p =.122, > = 31.60% (see Table 4).

Table 4 Moderator analyses of heterogeneity

95% Clof B
k B SE LL 95% CI UL 95% CI VA p
Continuous
Moderator Analysis
Quality Ratings 11 -0.00 0.01 -0.01 0.01 -0.22 .823
Percentage Scores

Heterogeneity 0 (10) = 21.86, p =.009, I’ = 60.84%

Sample Size 11 -0.00 0.00 -0.00 0.00 -0.57 .570
Heterogeneity 0 (10)=21.27, p=.012, = 58.57%

Categorical
Moderator Analysis

Implicit Measure

Intercept 11 -0.02 0.17 -0.34 0.31 -0.11 910
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IAT Implicit 11 0.09 0.10 -0.10 0.30 0.97 334
Measure?
Heterogeneity 0 (10)=20.19, p =.017, I = 59.57%

Explicit Measure

Intercept 11 0.20 0.16 -0.12 0.51 1.22 223
Correspondence with 11 -0.05 0.12 -0.29 0.19 -0.40 .692
Implicit Attribute
Categories®
Heterogeneity 0 (10)=21.72, p =.010, I’ = 61.66%
Study Design
Intercept 11 -0.01 0.16 -0.32 0.29 -0.07 938
Cross-sectional® 11 0.10 0.10 -0.10 0.29 0.99 322
Heterogeneity 0 (10) =20.33, p =.016, I’ = 60.40%
Study Sample
Intercept 11 0.07 0.22 -0.36 0.51 0.32 747
Single Group Sample! 11 0.04 0.12 -0.20 0.28 0.30 .768
Heterogeneity 0 (10) =22.32, p =.008, I’ = 64.60%
Aim of Study
Intercept 11 0.05 0.17 -0.28 0.39 0.31 157
Specific Psychiatric 11 0.05 0.10 -0.15 0.26 0.51 612
Disorders®
Heterogeneity 0 (10)=21.48, p=.011, ’ = 62.54%
Substance Use
Disorder or Other
Intercept 11 -0.13 0.11 -0.36 0.09 -1.18 239
Substance Use 11 0.21 0.09 0.04 0.38 2.41 016*
Disorder Only®
Heterogeneity 0 (10)=14.02, p =122, I’ = 31.6%

“Reference group is non-IAT measures; "Reference group is explicit measures not directly corresponding with
attribute categories utilised in implicit measures; ‘Reference group is longitudinal or experimental designs;
dReference group is mixed samples of mental health clinicians; Reference group is stigma towards mental
illness in general; ‘Reference group is stigma towards other psychiatric disorders / problems.

*p<.05.
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Table 5 Secondary outcomes extracted across studies
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Study Clinical care outcomes Clinician or job-related outcomes Association with exposure to PMI
Brener et al [85] Implicit stigma predicted reduced willingness to help PMI, N/A N/A

but not negative emotions towards PMI. Explicit stigma

predicted negative emotions, but not willingness to help.

Brener et al [83] N/A N/A Higher contact with IDUs associated with more
positive explicit attitudes, but implicit attitudes
became more negative.

Burguet and N/A Explicit stigma did not vary by work setting, but N/A

Girard [77] inpatient clinicians showed higher implicit stigma

towards PMI than outpatient clinicians.

Dabby et al [72] N/A N/A More contact with PMI predicted positive implicit
attitudes. No association with explicit attitudes.

Drake et al [20] Implicit stigma predicted less willingness to write supportive | N/A N/A

letters towards IDUs. Explicit stigma predicted greater social
distance and less willingness to provide written support.

Omori et al [73] N/A N/A Implicit attitudes worsened following psychiatry
residency. Explicit attitudes remained unchanged.

Sabin et al. [74] Implicit preference for people with physical illness predicted | N/A N/A

reduced clinician competency to support PMI. Explicit bias
predicted lower perceived competence among PMI.
Stull et al [75] Stronger implicit stigma predicted greater endorsement of N/A N/A
restrictive or controlling interventions towards PMI. Explicit
stigma did not predict these outcomes.
Von Hippel et al N/A Implicit stigma (but not explicit stigma) mediated the N/A
[84] relationship between job-related stress among nurses and
intention to change jobs when working with IDUs.
Zogmaister et al N/A Greater discrepancy between implicit and explicit beliefs | Professional experience (in years) increased the

[70]

towards IDUs predicted more absenteeism and less extra
work for staff. Greater congruency predicted extra work.

alignment between implicit and explicit beliefs.
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Discussion
This systematic review and meta-analysis examined the association between implicit and
explicit stigma of mental illness among mental health clinicians. Main findings will be discussed in
this section, along with key implications for theory, clinical practice, and stigma-reduction. Strengths

and limitations of the review and recommendations for future research will also be considered.

Implicit and explicit stigma correlations and theory

The main finding was that implicit stigma had a small, positive pooled correlation with
explicit stigma (r = 0.13) according to Cohen’s convention [68]. This indicates that implicit stigma
was only weakly related to explicit stigma among mental health clinicians. This finding is generally
consistent with previous work on the association between implicit and explicit measures [36, 86],
and therefore suggests that implicit and explicit stigma may well be ‘related but distinct’ constructs
[87]. Our findings might support the dual-process accounts of implicit and explicit representations.
These theories imply that implicit attitudes reflect automatic, spontaneous or associative evaluations,
whereas explicit attitudes reflect deliberative, reasoned or controlled evaluations. Therefore, implicit
and explicit stigma tools may capture different dimensions of a clinician’s mental representations of

PMI [41, 42].

Several researchers have contended that deliberative or controlled processes involved in
explicit representations reflect socially desirable responding [22]. This may be particularly true if
clinicians feel motivated to maintain a positive self-image, or be viewed more favourably through
underreporting any stigmatising beliefs [23]. However, the weak correlation between implicit and
explicit tools may be partly accounted for by the effects of clinical training and/or the genuine choice
of mental health clinicians to act more compassionately towards PMI on explicit measures, despite
internalised implicit stigma [88]. Nevertheless, some studies [72] found effects in the opposite

direction to a social desirability hypothesis: negative explicit but neutral implicit attitudes, which are
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challenging to interpret. Likewise, our meta-analysis revealed moderate heterogeneity across
correlations, as some studies reported moderate positive associations (e.g., » = 0.35-0.45). According
to dual-process theories, these stronger correlations occur when explicit (propositional) evaluations
resemble the implicit (automatic) judgements more directly. For instance, this could happen when the
relative number of controlled processes influencing an explicit evaluation (e.g., social desirability) is
low and spontaneity is high [88]. Unfortunately, this hypothesis could not be tested in our moderator

analysis, as measures of spontaneity or social desirability were not reported for any included study.

A significant moderator of the implicit-explicit correlation was substance use disorder
studies, which showed a slightly stronger association between implicit and explicit stigma than
studies exploring other psychiatric disorders. This moderator accounted for the majority of observed
heterogeneity found. This may be because it is more socially acceptable to be explicitly stigmatising
towards substance misuse, even among clinicians, potentially due to attributions of personal blame,
and because it’s often an exclusion criteria from mental health services [89]. Hence, the stronger
correlation may imply that when stigma is especially salient and entrenched, a clinicians’ implicit
and explicit attitudes may align more closely. Dual process theories might explain the finding by
proposing that explicit evaluations towards substance use disorders require fewer deliberative
processes (e.g., social desirability) and reflect more automatic and spontaneous judgements among
clinicians [90]. In contrast, for mental illnesses such as schizophrenia or bipolar disorder, implicit

and explicit measures of stigma may diverge more strongly.

Other moderators were explored that may influence the implicit-explicit correlations, such as
conceptual correspondence. Dual process theories state that associations will be stronger when there
is an increasing conceptual correspondence between implicit and explicit measures, potentially
reflecting converging automatic appraisals, as found in prior meta-analyses [36]. We examined this

through the direct correspondence of explicit measures to implicit measures on attribute categories.
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However, this moderator was not significant. This may be explained by limited statistical power, as
only two studies designed their implicit and explicit tools to correspond. It could also be that
‘conceptual correspondence’ were exhibited in methods that were not evaluated in our moderator
analysis, such as a correspondence on the target categories of implicit and explicit measures, or on
the component of stigma being assessed, such as cognitive, affective or behavioural reactions [91].
More broadly, however, no other moderators were significant, which again may reflect the small

number of studies and effect sizes extracted.

Methodological considerations across studies

Methodological quality was generally strong, suggesting the review’s findings were based on
reasonably robust evidence. The absence of publication bias and minimal influence of outliers further
supports the robustness of results. However, only 10 studies were included in the systematic review,
highlighting a dearth of research on the relation between implicit and explicit stigma among mental
health clinicians. Although some spread of countries was found, no studies were conducted among
low-to-middle income countries. This could limit the generalizability of findings for countries with
different sociocultural and political contexts, which may influence the formation and degree of

stigma endorsed by clinicians [92].

There was some variation in the diagnosis of mental illness explored across studies, which
included schizophrenia, bipolar disorder, and substance use disorders. However, no studies examined
common mental health problems including anxiety or depression, or highly stigmatised psychiatric
labels such as personality or dissociative disorders, emphasising a gap for future research [93]. Most
studies also did not address the component of stigma being examined through implicit and explicit

measures, or how these relate to one another, which aligns with findings from other reviews [7].
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Response rates were only reported in four studies but were generally low, meaning samples
may have introduced response bias. Most studies also recruited mixed samples of clinicians, but the
correlational data was frequently not available for sub-groups. This meant we were unable to assess
whether type of mental health clinician or training stage moderated the implicit-explicit relationship,
which may be interesting to explore in future research. Demographic reporting was also inconsistent
across studies, although from the available data, samples were largely white and female, which may

limit generalizability of findings.

Most implicit measures were variants of the implicit-association paradigm. Despite this, there
was considerable variation in the number of implicit tests utilised, along with different target stimuli,
concept words and attribute words depending on the mental illness explored. Some studies provided
a comparison category, while other studies did not, meaning that implicit stigma measures were
either ‘absolute’ or ‘relative’ (i.e., compared to a physical illness comparison). This misalignment
might weaken the interpretability of implicit stigma endorsement across studies and their relation to
explicit measures. These measures also varied considerably, ranging from established questionnaires
to ad-hoc scales. Although two explicit scales were designed to correspond directly with the implicit
measures, most did not correspond directly and relied on self-report, which remains subject to social
desirability. These methods may partly account for the low correlations between implicit and explicit

stigma across studies.

Clinical and ethical implications

The weak correlation between implicit and explicit stigma suggests that self-reported
attitudes toward PMI among clinicians do not necessarily correspond with automatic or less-
controlled beliefs. However, the clinical implications of these findings are challenging to interpret
given the correlational design of studies. It could mean that clinicians endorse neutral or even

positive beliefs about PMI when asked by self-report, but in reality demonstrate some implicit
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stigma, questioning the validity of explicit measures (i.e., through under-estimating stigma) [24].
Conversely, it could indicate that explicit stigma among clinicians is accompanied by neutral or
positive implicit beliefs, or that different components of stigma are being reflected in the implicit and
explicit tools administered. However, research remains unclear what processes the implicit measures
actually capture, thereby questioning the validity of implicit measures (i.e., rather than assuming they

capture automatic and unconscious attitudes) [22].

Determining whether implicit and explicit stigma predict different clinical outcomes is also
challenging, as studies exploring this question were not systematically synthesised in the current
review. This means that conclusions about the outcomes of stigma cannot be drawn from our 10
studies, as these were constrained by the review’s inclusion criteria and scope. However, some
outcomes were extracted and have been provided in Table 5. Findings suggest that implicit and
explicit stigma may contribute to different clinical behaviours (e.g., helping intentions) and job-
related outcomes (e.g., intention to change jobs) for clinicians which aligns with previous research
[34]. Findings on the association between exposure to PMI and implicit or explicit stigma were
inconsistent. Future reviews should examine the outcomes of implicit and explicit stigma among

mental health clinicians using the appropriate search strategy to synthesise all available studies.

There may also be ethical implications arising from these findings. If implicit and explicit
beliefs are only weakly related, this raises questions about transparency and self-awareness in
clinical practice, particularly for clinicians who, through training and reflective work, recognise their
own implicit biases yet explicitly endorse socially desirable beliefs (such as providing impartial care
for PMI) [28]. This dissonance may also be uncomfortable for clinicians [94], as inconsistent implicit
and explicit beliefs can predict increased stress and absenteeism from work [70]. Addressing these
discrepancies is important for safeguarding equitable healthcare and for supporting the wellbeing of

clinicians.
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Implications for stigma reduction

Findings indicate the need for stigma-reduction efforts that consider both implicit and explicit
dimensions of stigma [21]. However, it is acknowledged that stigma-reduction initiatives normally
address explicit stigma only among mental health clinicians, through educational campaigns that may
not always be sufficient to reduce implicit stigma [95]. Indeed, providing interventions that promoted
continuum-beliefs and recovery-oriented perspectives reduced explicit stigma towards voice hearing
and depression across clinician samples, but produced no change in their implicit scores [49, 58, 96].
Consequently, interventions must not assume that changing self-reported beliefs will translate into
shifts in implicit beliefs, as these may be more automatic, stable, and resistant to psychoeducation

[25].

Strengths and limitations

This systematic review provides the first comprehensive pooling of correlations between
implicit and explicit stigma among mental health clinicians. In doing so, it directly addresses a gap
highlighted in previous reviews and responds to recommendations [30, 47]. Strengths include a
comprehensive search strategy, critical quality appraisal, high agreement rates between reviewers,
and moderator analyses. The review also incorporated sensitivity analyses, tests of publication bias,
and prediction intervals to ensure robustness of findings. Importantly, it examined studies across
several clinical settings, professions and countries, all of which employed varying aims, designs, and
measures of stigma, thereby broadening its scope. Finally, by linking the pooled correlations to dual-
process theories and identifying substance use disorder as a key moderator, this review provides both

theoretical and clinical contributions that extend beyond previous reviews.

Several limitations should be acknowledged. Most included studies were cross-sectional and
only baseline correlations were extracted. This precludes conclusions about the causal relationship

and temporal stability of associations between implicit and explicit stigma. Longitudinal and
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experimental designs are needed to clarify if changes in one attitude system influences the other over
time, along with how these systems map onto clinical decision making and outcomes for PMI. As
grey literature was not included, and only English-language publications were reviewed, it 1s possible
that relevant studies were missed through our search strategy. Studies exploring neuropsychiatric
conditions (e.g., neurodevelopmental and neurodegenerative disorders) were also not extracted. This
narrows the scope of our findings, despite the frequent co-occurrence of mental health symptoms in
these populations [97, 98]. Finally, as this review explored group level findings, it does not capture

variability among implicit and explicit associations for individual clinicians.

Future research for primary research studies

There are several avenues for future research. First, it is important for primary research to
replicate the main findings among larger-scale studies with a more diverse sample of clinicians and
countries to support generalisability. Second, studies may benefit from clarifying the dimensions of
stigma being investigated among implicit and explicit measures, which in turn may improve our
theoretical understanding, and target stigma-reduction efforts. Third, studies could explore how
implicit and explicit stigma actually shape clinical outcomes for PMI in longitudinal studies. This
may clarify if implicit and explicit evaluations map onto distinct causal pathways to predict different
intentions and / or behaviours exhibited by mental health clinicians. These might include automatic
and spontaneous behaviours, or deliberative and controlled behaviours towards PMI [45]. Fourth,
primary research might be enhanced from approaches such as single-case experimental designs, to

track individual changes in implicit and explicit stigma from mental health clinicians over time.

Future research for systematic reviews / meta-analyses
Future reviews could assess the social desirability, spontaneity, psychometric properties and
correspondence of implicit and explicit measures across studies, along with the effort required to

retrieve implicit and explicit cognitions among clinicians [36]. These variables might impact the
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correlations reported. Future reviews may also wish to explore the relationship between implicit and
explicit stigma for neurodevelopmental and neurodegenerative conditions, or among undergraduate
students in health professions (i.e., medical students), as these were excluded in our review. It might
also be valuable to investigate the relationship among students training in mental healthcare (i.e.,
trainee psychologists or student mental health nurses), as this could help clarify the influence of

clinical training on implicit and explicit stigma, and identify opportunities for early stigma reduction.

Conclusions

This review systematically synthesised evidence from 10 studies examining the relationship
between implicit and explicit stigma of mental illness among mental health clinicians. The pooled
correlation was small but statistically significant (» = .13) in line with prior meta-analyses, indicating
that implicit and explicit stigma might be related but largely distinct constructs. The meta-analysis
showed moderate heterogeneity across studies which was mainly explained by the type of psychiatric
disorder examined. Stigma towards substance use disorders showed a slightly stronger convergence
between implicit and explicit measures than stigma directed towards other psychiatric disorders,
although the effect was small according to Cohen’s criteria. Future studies could design longitudinal
or experimental studies to explore causal pathways of implicit and explicit stigma onto clinical care
outcomes for PMI. Findings support the utility of including both implicit and explicit measures in
research on stigma, and may have implications for clinical practice and stigma-reduction initiatives

among mental health clinicians.
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Chapter Three: Additional Results for Systematic Review and Meta-Analysis

This chapter presents supplementary information and results that support the systematic

review and meta-analysis described in Chapter 2. It includes a summary of each study’s aims and

stigma-related terms (Table 1), and describes the implicit and explicit measures utilised (Tables 2

and 3). Moreover, this chapter reports the meta-analytic results without the outlier study (Table 4 and

Figure 1), and the 17 effect sizes extracted and pooled for the meta-analysis (Table 5).

Summary of Study Aims, Terms, Implicit and Explicit Measures

Table 1

Summary of Study Aims and Terms Used

Study Main aims

Stigma terminology used

Brener et al. (2013) To explore the association between

implicit and explicit attitudes of

healthcare workers towards people

with mental health problems. To

assess if implicit or explicit

attitudes were independently related

to helping intentions and negative

emotions towards people with
mental health problems

Attitudes,
emotions

Brener et al. (2007) To assess the explicit and implicit
attitudes of healthcare workers

towards clients who inject drugs

with hepatitis C virus. To explore

the association between implicit

and explicit attitudes of healthcare

workers and their association with
client contact in drug-use treatment

facilities

Prejudice,
attitudes

Burguet and Girard (2024) To measure the implicit and explicit
stigmatisation of schizophrenia and
bipolar disorder among mental
health care personnel. To examine
the correlation between implicit and
explicit tools

Stigmatisation, discrimination,
infrahumanization
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Dabby et al. (2015)

To examine the implicit and explicit
attitudes of psychiatrists and
psychiatry residents towards people
with mental health problems. To
examine the correlations between
implicit and explicit attitudes. To
compare attitudes towards people
with mental health problems and
people with physical illness

Attitudes,
bias

Drake et al. (2018)

To explore the implicit and explicit
stigma of mental health students
and practitioners towards clients
with substance use disorders. To

examine whether implicit and
explicit stigma would predict social
distance and willingness to write
letters of support for clients with
substance use disorders

Attitudes

Omori et al. (2012)

To examine the effect of re-naming
the Japanese term for schizophrenia
on the implicit and explicit attitudes
of medical residents. To explore the
influence of contact (one-month of
clinical psychiatry training) on
implicit and explicit attitudes
towards schizophrenia

Attitudes,
negative images

Sabin et al. (2015)

To explore if mental health
providers held negative implicit and
explicit stereotypes (incompetence
and recovery incapability) about
people with mental health
problems. To assess if implicit and
explicit stereotypes and reported
competencies in rehabilitation were
associated among mental health
providers

Stereotypes

Stull et al. (2013)

Examine the implicit and explicit
biases towards people with mental
health problems among Assertive
Community Treatment (ACT) staff.
To explore whether implicit and
explicit bias predicted the use of
treatment control mechanisms

Attitudes,
biases

Von Hippel et al. (2008)

To examine whether implicit
prejudice towards clients who inject

Prejudice
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drugs predicted intention to change
jobs, independent of explicit
prejudice among drug and alcohol
nurses

Zogmaister et al. (2013)  To examine the implicit and explicit Attitudes
attitudes towards ‘drug addicts’
among health practitioners. To
explore whether the inconsistency
between implicit and explicit
attitudes predicted absenteeism and
avoidance of voluntary extra work
Table 2
Summary of Implicit Measures
Author Implicit procedure Stimuli Interpretation
Concept word Attribute word
Brener et SC-IAT ‘People with Mental Positive —e.g., Higher scores on the
al. (2013) Illness’ —e.g., wonderful SC-IAT represent more
bipolar affected, negative attitudes
schizophrenia VERSUS toward people with a
affected, and PTSD mental illness (SD units)
affected Negative —e.g.,
awful
Brener et SC-IAT ‘Injecting Drug Good —e.g., beauty, = Lower SC-IAT scores
al. (2007) Users’ —e.g., heroin  joy, and wonderful indicated greater
injector, speed implicit prejudice
injector, and cocaine VERSUS toward IDUs (SD units)
injector
Bad —e.g., awful,
misery, and terror
Burguet Infrahumanization ‘A Person with Secondary / A positive value
and Girard effect Mental Illness’ — Uniquely Human corresponded to the
(2024) e.g., schizophrenia (UH) Emotions — infrahumanization of a
Non-IAT measure  OR bipolar disorder  e.g., hope, serenity, person with mental
(randomized shame illness, and a negative
samples) score indicated a self-
VERSUS infrahumanization
VERSUS
Non-Uniquely
‘Oneself’ Human (NUH)

Emotions —e.g., joy,
fear, anger
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Dabby et IAT ‘Schizophrenia’ — Positive — e.g., joy, Negative scores
al. (2015) e.g., hallucination, love, peace, indicated a preference
delusion, psychosis, wonderful, pleasure, for diabetes mellitus,
paranoia glorious compared with
schizophrenia (more
VERSUS VERSUS stigmatising implicit
attitudes), while positive
‘Diabetes’ —e.g., Negative — e.g., scores indicated a
hyperglycemia, agony, terrible, preference for
insulin, glucose, horrible, nasty, evil, schizophrenia,
hypoglycemia awful, failure, hurt ~ compared with diabetes
mellitus (less
stigmatising implicit
attitudes)
Drake et al. IRAP ‘Drug Addict’ Positive —e.g., Four trial types:
(2018) competent, good,
VERSUS honest, moral, healthy-positive
reliable and
‘Healthy Person’ responsible healthy-negative
VERSUS addict-positive
Negative — e.g., bad, addict-negative
failure, impulsive,
lazy, liar, and sick A positive D-IRAP
score across each trial
type indicated an anti-
addict bias, whereas a
negative D-IRAP score
across each trial type
indicated a pro-addict
bias
Omori et al. IAT ‘Schizophrenia’ - Victim — e.g., A stronger IAT effect
(2012) e.g., hallucination, disaster, family, indicated stronger

delusion, psychiatry,
bizarre, seclusion

Both new term
“Togo-Shitcho-Sho”
(‘Integration
Disorder’) and old
term “Seishin-
Bunretsu-Byo”
(‘Mind-Split
Disease’) were used

VERSUS

accident, casualty,
the bereaved

VERSUS

Criminal —e.g.,
violence, jail,
murder, theft,

robbery

implicit negative
attitudes towards

schizophrenia compared
to hypertension
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‘Hypertension’ —
e.g., vessel,
sphygmomanometer,
antihypertensive,
salt, palpitation
Sabin et al. IAT (x2) ‘Mental Illness’ — IAT 1: A positive score
(2015) e.g., schizophrenia, Competent — e.g.,  indicates some degree of
I8t IAT = Mental bipolar, depression, capable, effective, automatic association
Health Competent PTSD, DSM, competent, working with physical illness
IAT restraints, asylum, (e.g., anegative
psychiatry VERSUS stereotype of mental
2" JAT = Mental illness)
Health Recovery VERSUS Incompetent — e.g.,
IAT helpless, useless,
‘Physical Illness’ — disabled, crippled
e.g., cancer,
infection, arthritis, IAT 2:
diabetes, CPR, Curable —e.g.,
dialysis, radiation, recovery, curable,
surgery repair, treatment
VERSUS
Incurable — e.g.,
incurable,
impossible,
permanent, hopeless
Stull et al. IAT (x3) ‘Mental Illness’ — IAT 1: Implicit stigma was
(2013) e.g., depression, Good —e.g., indicated by faster
IS IAT = Good/Bad schizophrenia, excellent, joyful, responding when mental
bipolar disorder, wonderful, great illness was associated
2" JAT = Innocent obsessive-

vs Blameworthy

3UIAT =
Competent /
Helpless

compulsive disorder
VERSUS

‘Physical Illness’ —
e.g., diabetes,
appendicitis,

cerebral palsy,
multiple sclerosis

with bad, blameworthy,

and helpless category
labels

VERSUS

Bad —e.g., horrible,
nasty, terrible, awful ~ Higher positive scores
indicated more implicit
bias against people with
mental illness

IAT 2:
Innocent —e.g.,
faultless, virtuous,
innocent, guiltless

VERSUS
Blameworthy —e.g.,

culpable, At fault,
guilty, blameworthy
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IAT 3:
Competent —e.g.,
capable, qualified,

competent, able

VERSUS
Helpless —e.g.,

incompetent,
helpless and unable

Von Hippel SC-IAT ‘Injecting Drug Positive —e.g., Higher SC-IAT scores
et al. Users’ —e.g., heroin beauty, joy, and indicated greater
(2008) injector, speed wonderful implicit prejudice
injector, and cocaine toward IDUs (SD units)
injector VERSUS
Negative — e.g.,
awful and misery
Zogmaister SC-IAT ‘Drug Addicts’ — Positive —e.g., Negative values
et al. e.g., Italian Italian equivalents of indicated more negative
(2013) equivalents of drug  happiness and love attitudes toward drug
user, heroin user, addicts
substance abuser, VERSUS
drug addict and drug
addiction Negative — e.g.,

Italian equivalents of
tragedy and vomit

Note. 1AT, Implicit Association Test; SC-IAT, Single Category Implicit Association Test; IRAP,

Implicit Relational Assessment Procedure.
Table 3

Summary of Explicit Measures

Measure and

Subs-scales and example item Scaling Interpretation
study
Sub-scales Example item
OMS-HC (12- (1) attitudes towards  “If a person with 5-point Higher scores
items) disclosure/help- a mental illness  Likert scale: indicate higher
seeking complains of 1 =strongly explicit stigmatising
Dabby et al. physical disagree; attitudes
(2015) (2) attitudes toward symptoms, | 5 = strongly
people with mental would likely agree
illness attribute this to

their mental
illness”




73

Feeling N/A N/A 0 to 100° (50 “Cold’’ or negative
Thermometer represents is indicated by
Scale mid-point)  lower numbers and
““warm’’ or positive
Brener et al. feelings is
(2013) represented by
higher numbers
Brener et al.
(2007)
Day’s Mental  Interpersonal anxiety, “Idon’tthink it’s 0 = strongly Higher scores
Illness Stigma relationship possible to have disagree; indicate greater
scale (28-items)  disruption, visibility, a normal 6= strongly levels of mental
poor hygiene, relationship with agree illness explicit
Burguet and treatability, a person with stigma
Girard (2024)  professional efficacy  schizophrenia”
and recovery
SDS (5-items) Two short vignette N/A 1= Higher scores
descriptions of definitely indicate greater
Dabby et al. patients. Asked to willing; levels of mental
(2015) rate how willing they 5= definitely illness explicit
would be to have unwilling stigma
these two patients
work closely with
them on a job; live
next door; spend an
evening socializing;
marry into the family;
and as a friend
DUSS (7-items) To assess stigma “Substance users 1 = strongly Higher scores
associated with are weak- disagree; indicate greater
Drake et al. substance users minded” 5 =strongly explicit stigmatising
(2018) agree attitudes
Link’s Twelve statements “Most people 1 = strongly Higher scores
devaluation- exploring the extent ~ would willingly agree; indicate greater
discrimination to which a person accept a former 4 =strongly  explicit stigmatising
scale (12-items)  believes other people  mental patient as disagree attitudes
will devalue or a close friend”
Omori et al. discriminate against
(2012) someone with mental
illness
Self-reported In general, which N/A 5-point Higher scores
attitude type of illnesses are Likert scale: indicate greater
measures (2- more likely to be 1 =mental  explicit stigmatising

items)

curable?

illnesses are
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Sabin et al.
(2015)

In general, members
of which group are
more likely to be
competent?

extremely
more likely;
5 = physical
illnesses are

extremely
more likely

attitudes towards

mental illness

Three semantic Bad / Good N/A 1 =bad/ Positive difference
differential Blameworthy blameworthy scores (e.g., helpless
scales / Innocent / helpless; ratings for persons
Helpless / Competent 7=good/  with physical illness
Stull et al. innocent / minus ratings for
(2013) competent  persons with mental
illness) indicated a
negative evaluation
of persons with
mental illness
relative to physical
illness
Attitude Nine items measuring “I won’t 5-point Higher scores
Toward IDU attitudes towards associate with Likert scale: indicate greater
Scale (9-items)  Injecting Drug Users  known injecting 1 = strongly  explicit stigmatising
drug users if | disagree; attitudes towards
Von Hippel et can help it” 5 = strongly IDUs
al. (2008) agree
Attitudes Warmth, liking, and “I would feel 4-point Negative values
Toward Drug interest in contact patient when Likert scale: indicated more
Addicts with people who are caring for 0 = never; negative attitudes
Questionnaire addicted to drugs patients who are 3 =always  toward drug addicts
(15-items). addicted to
drugs”

Zogmaister et
al. (2013)

Note. OMS-HC, Opening Minds Scale for Health Care; SDS, Social Distance Scale; DUSS, Drug Use
Stigmatization Scale; Attitude Toward IDU Scale, Attitude Towards Injecting Drug Users Scale.

Meta-Analytic Results Without the Outlier Study (Zogmaister et al., 2013)

The summary statistics for pooled correlations are presented in Table 4. A total of k=10

studies were included in the random-effects meta-analysis. The observed Fisher r-to-z transformed

correlation coefficients ranged from -.08 to .35, with the majority of estimates being positive (70%).

The overall weighted correlation coefficient using the random-effects model was small, »=.09
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(95% CI: .03 to .14). This average effect size differed from zero (z =3.11, p = .002). Findings
represent a negligibly significant, positive pooled correlation between implicit and explicit stigma.
This indicates that higher implicit stigma was only very weakly associated with higher explicit

stigma among clinicians. A forest plot of the correlation coefficients is presented in Figure 1.

Heterogeneity
According to the Q-test, there was no significant amount of heterogeneity (Q (9) =10.34, p =

323, tau? = 0.00, 17 = 0.02%).

Table 4

Summary Statistics For Correlations Between Implicit and Explicit Stigma Without Outlier Study

Random effects model
95% CI Heterogeneity statistics

k r SE LL95%CI UL9%CI p Q@f) »p r

Implicitand 10 .09 0.03 .03 14 002 1034(9) .323 0.02%
explicit stigma

Note. k, number of independent samples; r, pooled association (estimator is restricted maximum
likelihood model); SE, standard error; CI, confidence interval; LL, lower limit; UL, upper limit; Q,
Cochran’s Q; d.f., degrees of freedom; /2, heterogeneity. Estimator: Restricted Maximum-Likelihood.

Figure 1

Forest Plot of Associations Between Implicit Stigma and Explicit Stigma Without Outlier Study
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An examination of the student residuals revealed no studies had a value larger than + 2.81, so

there was no indication of outliers in the context of this model. According to the Cook's distances,

none of the studies could be considered to be overly influential either.

Publication Bias

The Egger’s regression test was not statistically significant, z = 0.91, p = .361, indicating

there to be no funnel plot asymmetry. A visual inspection of the funnel plot (Figure 2) comprising

the pooled effect sizes further confirmed there to be no evidence of publication bias. The effect size

appeared to be statistically robust, with the Fail-safe N calculated as 28 null studies (p<.001) to make

the observed p-value greater than .05.

Figure 2

Funnel Plot of Associations Between Implicit Stigma and Explicit Stigma Without Outlier Study

Standard Error

0.117 0.078 0.039 0

0.156

Fisher's z Transformed Correlation Coefficient
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Statistics Extracted Across Studies For The Meta-Analysis
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Study Statistics extracted for the meta-analysis (MA)
Sample size Raw effect sizes extracted (n = 17) Final effect sizes for MA (n =11)
Brener et al. (2013) 74 r=-24 r =.24 (reverse coded for MA, as the
final effect size meant higher
implicit stigma was positively
related to higher explicit stigma)
Brener et al. (2007) 60 r=-.02 r=-.02
Burguet and Girard (2024) (1) 103 r=.07 r=.07
Burguet and Girard (2024) (2) 100 r=-.08 r=-.08
Dabby et al. (2015) 103 (1) »=.00; (2) r =.00 r=.00 (averaged)
Drake et al. (2018) 44 (1) r=.401;(2)r=.273 r=.337 (averaged)
Omori et al. (2012) 51 (1) r =.186; (2) »r = .039 r=.113 (averaged)
Sabin et al. (2015) 584 (Hyr=.07;2)r=.09 r=.08 (averaged)
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Stull et al. (2013) 154 (Hr=.17,2)r=.19;(3) r = .01 r=.123 (averaged)

Von Hippel et al. (2008) 44 r=.26 r=.26

Zogmaister et al. (2013) 87 R?=.198 r=.445
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Chapter Four: Bridging Chapter

The purpose of this chapter is to outline how the preceding systematic review and meta-
analysis and subsequent empirical project are conceptually and methodologically related. The
systematic review and meta-analysis found that implicit and explicit stigma were weakly associated
among clinicians, indicating they may represent largely distinct constructs. This finding is generally
consistent with the dual-process theories (Nosek, 2005), which all propose that implicit measures
represent automatic or unconscious attitudes, whereas explicit measures reflect deliberative, reasoned
or controlled attitudes (Corneille & Hiitter, 2020; Gawronski et al., 2020). The secondary outcomes
suggest that implicit and explicit stigma may contribute to different behaviours and intentions among
clinicians, which although remains tentative, converges with previous studies (Peris et al., 2008).
Collectively, these findings indicate the importance of investigating implicit and explicit forms of
stigma towards mental health problems to better understand clinician behaviours and the experience

of service users.

Indeed, explicit stigma among clinicians has been found to independently predict negative
outcomes for patients (Link et al., 2004). These include poorer therapeutic alliances, delayed help-
seeking and treatment drop-out (Gupta et al., 2024; Henderson et al., 2014; Mitchell et al., 2009).
Importantly, explicit measures may offer some methodological advantages over implicit tools,
including their strong face validity, and flexibility to explore ‘nuanced’ beliefs, which may be
difficult to capture with the binary response options of implicit tools (Corneille & Gawronski, 2024;
Drake et al., 2018). Thus, explicit measures remain an important tool when conducting research into

the attitudes of mental health clinicians, so were employed exclusively for the empirical project.

However, several research gaps emerged from the systematic review and meta-analysis which
have informed the subsequent empirical project. First, only a small number of included studies

explored stigma towards specific mental health problems, despite research indicating the degree and
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nature of stigma may vary according to diagnostic labels (Magnan et al., 2024). This is particularly
relevant for conditions that are perceived to be complex or controversial, such as substance use

disorders, personality disorders, and dissociation, highlighting an important gap in research.

Notably, no study in the systematic review investigated stigma towards dissociative
experiences, which are controversial constructs among mental health clinicians, despite being
relatively common in clinical settings (Foote et al., 2006). Indeed, previous studies have found that
patients with dissociation report encountering professional scepticism, stigma and diagnostic
overshadowing from mental health clinicians (Leonard et al., 2005). This may increase the risk of
misdiagnosis and delayed access to the right support (Nester et al., 2022). However, the attitudes and
beliefs held by clinicians towards dissociation have seldom been explored. Likewise, most studies
examining dissociation preceded recent advances in trauma-informed care, the wider public and
social media discourse on mental health, and the inclusion of service user perspectives (Bloomfield
et al., 2020). Within this new sociocultural context, the opinions of clinicians towards dissociation
may have evolved, moving beyond stigma and scepticism towards a more ‘nuanced’ pattern of
attitudes and beliefs. However, this area remains under-explored, highlighting a need to investigate

the views of clinicians towards dissociation in more recent practice (Hazell et al., 2022).

Second, no included studies in the systematic review and meta-analysis were conducted in the
UK, with most research originating from North America, Europe and Australia. This means that UK
clinicians operating in the NHS may be under-represented in mental health attitudinal research. The
NHS is also a publicly funded healthcare system, distinct from predominantly insurance-based
models such as those in North America. These differences might shape the structure of services,
professional cultures and policies in ways that influence attitudes towards mental health conditions
(Olson, 2006). This is important for dissociation specifically, as no UK practice guidelines currently

exist (Lloyd, 2016), and only two NHS pathways are currently available for patients (Reinders &
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Veltman, 2021). This context may impact the knowledge, attitudes and beliefs clinicians hold
towards dissociation. Furthermore, most studies in the review included samples from psychiatry,
psychology, and mental health nursing. In contrast, the NHS workforce comprises a broader range of
professionals who may encounter service users with dissociation, including counsellors and
psychotherapists, occupational therapists, speech and language therapists, and unregistered staff.
These clinicians may vary in their theoretical orientations (Stone, 2006), levels of knowledge, and
training on dissociation (Kanaan et al., 2011). Accordingly, an important focus of the empirical

project was to examine the influence of professional background on clinicians’ attitudes and beliefs.

Third, the systematic review and meta-analysis identified some limitations in the use of
explicit measures that informed the design of the empirical project. Most included studies relied on
standardised self-report stigma scales with closed response options. While these measures are easy to
administer, they may limit opportunities for clinicians to elaborate on their views, and may therefore
not always capture the nuance in attitudes, beliefs, or behavioural intentions towards patients with
dissociation (e.g., Leonard et al., 2005). Furthermore, none of the included studies reported methods
to minimise social desirability on explicit measures, which may partly explain the weak associations

between explicit and implicit stigma on sensitive topics (Dunton & Fazio, 1997).

To address these issues, the empirical study introduced several methodological and
procedural refinements. It employed a mixed-methods survey combining quantitative rating scales
with open-text responses. This approach enabled the collection of numerical data on clinicians’
attitudes and beliefs towards dissociation (e.g., perceived dangerousness and origin), alongside
qualitative reflections that provided more contextual insight into their experiences. To minimise
socially desirable responding on explicit measures, clinicians were reminded their responses were

confidential, and that there were no right or wrong answers (Larson, 2019). Where uncertainty arose,
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clinicians were encouraged to provide their ‘best guess’. This strategy was intended to reduce the

variable response rates observed in previous online surveys (Couper et al., 2001).

Finally, the systematic review and meta-analysis revealed that most included studies did not
specify which components of stigma were being examined among mental health clinicians, such as
their cognitive, emotional and/or behavioural reactions. The subsequent empirical project attempted
to address this gap. Specifically, the study explored a clinicians’ cognitive appraisals (e.g., beliefs
around perceived prevalence, danger and treatability of dissociation), and affective responses (e.g.,
attitudes, and first thoughts and feelings towards patients with dissociation). The study also included
an ‘information and misinformation’ section to explore any inaccurate beliefs / myths clinicians may

hold towards dissociation, to better understand how stigma could operate in practice.

Taken together, the following chapter presents a mixed-methods online survey exploring the
attitudes and beliefs held by clinicians towards dissociation in secondary mental health services. The
survey aimed to capture how dissociation is understood by mental health clinicians, including any
biases, misconceptions or stigmatised beliefs, as well as their views on the legitimacy, prevalence
and treatment of dissociation. By exploring these domains, the survey sought to identify possible
gaps in knowledge and understanding that may impact the clinical care of patients with dissociation.
The survey was a collaboration between the University of East Anglia (UEA) and University of
Birmingham (UoB), and formed part of a larger longitudinal project tracking changes in attitudes
towards dissociation over time. The following study reports on the initial data collected from the
project, with the intention to inform future training and professional resources for mental health

clinicians in the NHS.
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Abstract
Introduction: Dissociation is a poorly understood experience found across mental health conditions.
The history of dissociation and prior controversies in the field have highlighted scepticism and mixed
perspectives among mental health clinicians. However, there is limited recent research exploring how
clinicians understand and respond to dissociation. This study aimed to explore the attitudes and beliefs,
knowledge, and experience of NHS clinicians concerning dissociation. This includes the language used
to describe dissociation, patients with dissociation, and the endorsement of any misinformed beliefs.
Methods: A cross-sectional mixed-methods online survey was conducted as part of a larger longitudinal
project (‘Attitudes and Beliefs Concerning Dissociation’) and distributed to NHS clinicians working in
secondary mental health services. Quantitative items such as rating scales were analysed descriptively,
while qualitative items (i.e., ‘3 words to describe dissociation’) were analysed using content analysis.
Results: Survey responses from 135 clinicians were included. Clinicians reported a high awareness but
variable confidence in their understanding of dissociation, and most had not received formal training on
dissociation. Ratings of its prevalence, severity and dangerousness were mostly moderate but showed
substantial variation, while dissociation was viewed as relatively treatable and psychological in origin.
Endorsement of misinformed beliefs (i.e., ‘dissociation is just a fad’) was low and negatively correlated
with the belief that ‘dissociation is caused by trauma’. Qualitative analyses predominantly found neutral
or supportive language, although stigmatising words were more frequent when describing the patients
than dissociation itself. Most clinicians (91.5%) had worked with patients who experienced dissociation.
Discussion: Attitudes and beliefs were generally moderate and neutral towards dissociation. However,
the wide variation in beliefs and knowledge, and the stigma endorsed towards patients with dissociation,
highlights the need for improved educational provision for clinicians. Future research could consider

how professional background, training and experience influences clinician views towards dissociation.



85

Introduction
Dissociation is considered a poorly understood and controversial construct within clinical
psychology and psychiatry. It has been variously defined and conceptualised as either a set of symptoms,
a psychological mechanism, or a response to traumatic events [1]. The Diagnostic and Statistical Manual
of Mental Disorders (5th ed; DSM-5) [2] describes dissociation as the ‘disruption of and/or discontinuity
in the normal integration of consciousness, memory, identity, emotion, perception, body representation,
motor control and behaviour’ (p. 291). It is characterised by confusing and distressing experiences, such
as feelings of unreality, automaticity, or disconnection with one’s surroundings, body, mind or emotions
[3]. For example, some people describe a sense of profound ‘oddness’, like they are living ‘in a bubble’

or trapped in a ‘simulation’ [4]. This has recently been theorised as a ‘felt sense of anomaly’ (FSA) [5].

Dissociative experiences are common and transdiagnostic, occurring across a range of mental
health problems [6]. These include (but are not limited to) post-traumatic stress disorder (PTSD) at a
prevalence rate of 15-30% [7, 8], panic disorder at 24-48% [9, 10], depression at 10-60% [11, 12] and up
to 50% in psychotic disorders or personality disorders [13]. The DSM-5 [2] also categorises disorders of
dissociation, where the primary presenting problems are complete or partial dissociation. These include
dissociative identity disorder (DID), dissociative amnesia, and depersonalisation-derealisation (DP/DR)
disorder, which range from 5-58% across inpatient and community settings [14]. Prevalence studies also
estimate that 26-74% of the general population have had at least one experience of DP (experiencing the
self as strange or unreal) or DR (experiencing the world as strange or unreal) in their lifetime [15]. The
wide range of prevalence estimates may be partly explained by the various definitions of dissociation,
sample characteristics, study designs or measurement approaches, further highlighting the conceptual

and methodological differences across studies.
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Dissociation can impact upon clinical presentation and risk, making it highly important for
clinicians to recognise [16]. Dissociation has been correlated with a higher risk of deliberate self-harm
[17], suicide attempts [18, 19], illness severity [20, 21], and poorer response to therapeutic interventions
[22]. Despite this, prior studies have found that mental health training programmes provide little to no
core content on dissociation [23]. Such limited training may have adverse clinical implications, as it can
increase the risk of under-recognition, misdiagnosis, repeat referrals, and delay in treating dissociation
[24, 25]. However, there is a dearth of recent research examining the awareness, understanding of, and

training in dissociation for mental health clinicians, emphasising the need for further exploration.

Previous literature from the 1990s and early 2000s described a general ‘professional scepticism’
towards the legitimacy of dissociation [26, 27]. For instance, Leonard et al [24] in 2005 surveyed 250
mental health staff and found that 45% regarded dissociative disorders as ‘invalid’ or ‘dubiously valid’
diagnoses, while 80% of patients with dissociation reported ‘antagonistic’ attitudes from their clinicians.
Surveys from this period also found that only one-quarter of psychiatrists in the United States [28] and
Canada [29] believed dissociative disorders were supported by ‘rigorous scientific evidence’. This has
been understood in the context of heightened controversy surrounding the ‘recovered memory’ debate of
the 1990’s [30]. Some clinicians viewed ‘recovery’ of previously inaccessible memories as evidence of
dissociative processes, whereas others raised concerns that certain therapy practices might inadvertently
contribute to false memories or iatrogenic presentations [31]. There was also controversy surrounding
the media portrayals of multiple personality disorder (now DID) and the ‘epidemic’ of new cases [30].

These sociohistorical debates likely contributed to the professional scepticism regarding dissociation.

However, there is limited up-to-date research examining how clinicians perceive dissociation

within contemporary mental health settings. Given ongoing debates, misconceptions, and variation in
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professional background and service settings, it remains unclear what attitudes and beliefs clinicians
now hold about dissociation. This is particularly important given the increased recognition of trauma-
informed care and inclusion of service-user perspectives. The following sections therefore outline key

theoretical and contextual factors that may contribute to contrasting or uncertain views on dissociation.

First, there remains an entrenched and hostile debate between theorists on the origins of
dissociation as either a coping response to very adverse events (the ‘trauma model’), or as the outcome
of fantasy proneness and suggestibility, media and/or cognitive failures (the ‘socio-cognitive’ model)
[32]. Debates also occur about the relationship between dissociation and other mental health conditions,
such as psychosis. Some theorists argue that dissociation overlaps but probably differs from psychotic
experiences, while others claim they are not discernible, particularly when conceptualising the positive
psychotic symptoms [33]. These debates may influence beliefs around the treatment, origin or impact of

dissociation [34], which may be valuable to explore alongside items about its legitimacy and prevalence.

Second, it has been argued that misconceptions about dissociation may influence the attitudes
and beliefs clinicians hold. Six of these myths were detailed extensively in a review article by Brand et
al [35]. For instance, Paris [36] in 2012 suggested that DID was just a ‘fad’ before falling out of interest
due to being “unscientific’ [37]. In contrast, other authors argue there is a growing evidence base for the
biology, assessment and treatment of dissociation [38], thus challenging the views of Paris [36] as being
a ‘misconceptualisation’. Furthermore, some authors, including those of psychology textbooks in 2013-
2014, have argued that dissociation is ‘rare’ [39-41]. Yet, surveys reveal that dissociative experiences
are common, transdiagnostic phenomena [6], and dissociative disorders appear to be just as prevalent as
obsessive-compulsive disorder, bipolar disorder and psychosis [35]. Such findings are inconsistent with

the belief that dissociation is rare. Therefore, it would be useful to explore if clinicians will endorse any
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‘myths’ about dissociation, and whether these myths are statistically related. Theories of misinformation
state there are cognitive and socio-affective factors that may ‘correct’ false beliefs among individuals
[42]. These include fact-based teaching and/or experience with dissociation [43]. Exploring whether

these factors influence the views clinicians may be important to inform future educational provision.

Third, clinicians’ views on dissociation may vary according to professional background [44, 45].
Prior surveys have found that psychological staff are generally more open to ‘believing’ in the existence
of dissociative problems (83-88%) compared to medical staff (46-75%) [46, 47]. This may be related to
theoretical orientation and lack of consensus regarding a biological explanation or model for dissociation
[48]. It is also recognised that biomedical models of mental ill-health, which psychiatrists usually adopt,
may risk pathologising dissociation by focussing on the diagnoses and biological symptoms, rather than
fully recognising the psychosocial antecedents such as severe trauma [49]. Psychologists, on the other
hand, generally adopt a more formulation-driven and trauma-informed approach to supporting patients
with dissociation, which may appear less stigmatising than biomedical models [50]. However, to the
authors’ knowledge, the views of other clinicians, such as nurses, allied health and social care staff, or
unregistered staff (such as support workers and assistant psychologists) have not been explored towards
dissociation [51]. This is important as most clinical staff, regardless of speciality, will likely work with
people who experience dissociation, even in the absence of a formal dissociative disorder [52]. Hence, it

is useful to explore the views of clinicians across multiple professional groups.

Much of the existing research on dissociation also predates more recent advances in trauma-
informed care, the growing inclusion of patient perspectives, and increased professional discourses on
dissociation [53]. Within this evolving context, clinicians’ views towards dissociation may have shifted

beyond earlier patterns of scepticism towards more varied attitudes and beliefs, yet this remains under-
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explored. Notably, most prior research relied on structured surveys with quantitative scales [e.g., 46],
which may not entirely capture how clinicians respond to patients with dissociation. Hence, free-text
responses may offer richer insight into the descriptions, thoughts and feelings clinicians report regarding

dissociation.

Finally, research on dissociation in the UK remains limited [54]. To date, just two dissociation
pathways exist in the National Health Service (NHS) [55], and no clinical guidelines are specified from
the National Institute for Health and Care Excellence (NICE) on dissociation [56]. This may contribute
to some uncertainty among clinicians regarding their attitudes, beliefs and provision of treatment. This is
concerning as preliminary evidence suggests that appropriate identification and treatment of dissociative

experiences may have the potential to yield meaningful cost savings for NHS services [56].

Taken together, it is useful to explore the attitudes and beliefs NHS clinicians now hold about
dissociation. This is significant for people accessing NHS services, as if clinicians endorse stigmatised
views, this may negatively impact their care [57]. Understanding the views of clinicians may also inform

future training on dissociation, professional resources and service development [58, 59].

This exploratory study was a collaboration between the University of East Anglia (UEA) and the
University of Birmingham (UoB). The aim of the study was to understand the explicit attitudes, beliefs,
and knowledge of dissociation among NHS clinicians, including any endorsement of myth-based beliefs,
as well as their self-reported training and experience with dissociation. Given the exploratory nature of

this study, no a priori hypotheses were specified. The main research questions (RQ) were:

RQ1: What awareness, knowledge and confidence do clinicians describe regarding dissociation,

and do they report receiving any core or additional training about it?
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RQ2: What attitudes and beliefs do clinicians report regarding the prevalence, problem, stigma,
origin, and treatability of dissociation?

RQ3: To what extent do clinicians endorse misinformed beliefs about dissociation and do these
beliefs relate to one another?

RQ4: What levels of professional and personal experience with dissociation do clinicians report?
RQ5: What thoughts and feelings do clinicians describe in relation to dissociation and patients
with dissociation?

RQ6: Do clinicians’ knowledge, attitudes and beliefs vary according to professional background,

training and/or experience with dissociation?

Materials and Method
Design

The study consisted of one online mixed methods survey of NHS clinicians, which was pre-

registered on the Open Science Framework (OSF) prior to data collection (https://osf.io/8jz4m). The

study formed part of a longitudinal project (Attitudes and Beliefs Concerning Dissociation, ‘ABCD’), in
which undergraduate students (‘ABCD Part 1°), Year 10/11 UK school students (‘ABCD Part 2”), and
NHS clinicians (‘ABCD Part 3°) are recruited and surveyed every one to two years to monitor changes
in attitudes towards dissociation across 10 years. This study provided a cross-sectional analysis of the

first round of data collection from the ABCD Part 3 survey (NHS clinicians).

The survey included quantitative elements such as nominal variables (e.g., “Yes/No’ responses)
and numerical variables (e.g., ‘0-100’ rating slider scales) consistent with previous attitudinal surveys on

dissociation [27]. Slider scales were chosen as the resultant numerical data provides both precision and


https://osf.io/8jz4m
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variation in responses [60]. The study also built on previous staff surveys by using ‘open-text’ items to
enable a better understanding of experiences and beliefs held by clinicians [61]. This is comparable to

recent surveys into dissociation [62].

Participating clinicians

Participants were NHS clinicians currently employed in a patient-facing role within a secondary
mental health service. We recruited from four NHS Trusts with established mental health services in the
Midlands, East Anglia, and the South East of England. Participants were eligible to partake in the survey
from any secondary care service, including inpatient settings, community mental health teams (CMHTs),

crisis teams, and specialist services [63].

Inclusion criteria were NHS clinicians of any age, gender, or ethnicity who have had experience
working in a patient-facing role (i.e., had an opportunity to directly influence care/treatment) [64]. The
only exclusion was NHS staff who worked purely in an administrative role (i.e., non-clinical manager or

admin support), which was assessed during the consent process.

The sample size was uncapped with the aim of receiving a minimum of 50 responses across NHS
Trusts, in line with prior surveys on dissociation [24, 27, 65]. However, no sample size determination
took place for this study, as there remains no standard procedure for determining the sample size for a

mixed methods survey [66]. Our study was also explorative, with no hypothesis testing conducted.

Participants were recruited using convenience sampling due to its ease and accessibility in
survey-based studies [67]. Participants were informed using poster adverts (Appendix E), which were
placed in staff-only areas of NHS sites (i.e., kitchens, hot-desking rooms, libraries), while electronic

copies were shared in ‘internal’ NHS email bulletins. Participants were further informed by direct email
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from service managers, who circulated study adverts after being contacted by the research team (with

consent). Data was collected over a seven-month period (January-July 2025).

Measures and materials
All participants undertook the same mixed methods survey which was presented on Qualtrics

(https://www.qualtrics.com/uk/). Survey items (see Appendix F for survey) were co-designed by experts

by experience, mental health clinicians, and the research team (see ‘Additional Methods’ Chapter). This

patient and public involvement helped the study to be meaningful for both patients and clinicians [68].

The survey contained no psychometrically ‘valid” measure of beliefs about dissociation as, to our
knowledge, no existing measure is available. However, survey items were informed by generic attitude
scales about mental health conditions [69, 70]. The survey was split into five sections, with four question

‘blocks’ (see below).

Consent and demographics

Participants were asked to provide non-identifiable demographic and work-related data after
reading the Participant Information Sheet (PIS; Appendix G) and consenting to the study requirements
(Appendix H). This included their age, gender, ethnicity, employing NHS Trust, work setting, years of
clinical experience, registered regulatory body if applicable (e.g., ‘General Medical Council’), and main
professional background. We utilised both broad and narrow professional groups in accordance with
prior NHS surveys [71, 72]. These included Medical (e.g., psychiatry, neurology), Nursing (e.g., mental
health, general nursing), Psychological (e.g., psychologist, psychotherapist), Allied Health Professional

(e.g., occupational therapy, social work), or Unregistered (e.g., support worker, assistant psychologist).


https://www.qualtrics.com/uk/
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Knowledge and understanding (block 1)

Participants were asked if they had heard of dissociation before taking the survey, and if they
knew what dissociation and depersonalisation meant (yes/no responses). Participants were then asked to
rate their confidence in understanding these terms using 0-100 slider scales with labelled endpoints (i.e.,
100-very confident; 0-not confident at all). Participants were also asked if they had received training on
dissociation as part of their core qualification, or any additional training (yes/know/don’t know). Other

items in this block were recorded for the wider project, but were not analysed in this study.

Attitudes and beliefs (block 2)

Participants were reminded at the start of this block to answer honestly as responses remained
confidential. This method is used in other surveys to minimise potential response biases such as social
desirability [73]. Participants were asked to provide three words to describe dissociation, and a patient
with dissociation (free text). They were then presented with 0-100 slider scales (e.g., 0-not at all; 100-
extremely) to rate their agreement with various attitudes and beliefs about dissociation. These included,
but were not limited to: how dangerous it is, how treatable it is, and if clinicians’ attitudes were more
positive or negative towards dissociation. They were also asked for their first thoughts and feelings if a

patient tells them they think they have dissociation (free text).

Information and misinformation (block 3)

Participants were provided with five statements on dissociation discussed within the Brand et al
article [35]. They were requested to rate these from 0 (completely disagree) to 100 (completely agree).
These included: “dissociation is just a fad/trend”, “Dissociation is something a minority of doctors in the
USA diagnose, it’s not a standard mental health problem”, “Dissociation is rare”, “Dissociation isn’t a

real mental health problem - biased doctors and/or social media convince people it is”, and “Dissociation
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is caused by trauma”. Other items in this block included rating the perceived trustworthiness of different

information sources about dissociation (see Additional Results chapter).

Experience (block 4)

Participants were asked if they believed they have worked with patients who experience / have
ever experienced dissociation (‘yes, no, don’t know”). The block also included items on dissociative
experiences among friends/relatives, and personal dissociative experiences, using the short-form Cernis
Felt Sense of Anomaly scale (CEFSA-14) (Appendix I) [74]. This is a 14-item measure of dissociation
characterised by a ‘FSA’ over the past two weeks (i.e., ‘I feel detached from my emotions’). Each item
is rated on a 5-point scale from 0 (‘never’) to 4 (‘always’). It can be administered to clinical and non-
clinical samples. Total scores range from 0-56 and scores of >29 indicate elevated FSA-dissociation.
The internal consistency of the CEFSA-14 scale in the current sample was excellent (o= .92). The
original 35-item CEFSA scale [5] had excellent internal consistency in adult non-clinical samples (o =

.86-.92), and good convergent validity with the Dissociative Experiences Scale [75] (r = .80).

Procedure
Participants could partake by clicking on the poster link or scanning the QR code, reading the
PIS, and providing consent online. The order in which the four question ‘blocks’ were shown was
randomised. This aimed to minimise variable response rates (i.e., low response rates for items in later
blocks), as it is known fatigue or time constraints can reduce motivation to answer survey items near the
end [76]. Items using the ‘0100’ slider scales were initially positioned at the midpoint (‘50”) to reduce

potential anchoring effects associated with pre-filled extreme values [77].

Participants were able to skip questions, or choose a ‘prefer not to say’ or ‘don’t know’ option.

Qualtrics reminded participants of any missed items before continuing. The median survey completion
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time was 25 minutes, and a progress bar was shown. These features aimed to reduce item-missing data

by increasing motivation to respond [78].

When participants had finished the study, they were invited to provide their email address for
any future contact about similar projects. They were also offered entry into a prize draw to win one of 15
£20 Amazon vouchers. Email addresses were stored separately from their survey data and deleted upon
request (for future contact), or after the prize draw has been administered. See Appendix J for the
Budget form. Participants were provided with a debrief screen at the end, detailing different staff support

services available (i.e., NHS wellbeing tools), particularly if the survey had raised any concerns.

Ethical considerations

As the study involved a collaboration between two universities, ethical approvals were obtained
from the UoB Science, Technology, Engineering and Mathematics Committee (Appendix K; Reference
No: ERN 1798-Jun2024) and the UEA Faculty of Medicine and Health Sciences Research FMH Ethics
Committee (Appendix L; Reference No: ETH2324-3040; 01.08.2024). The UoB confirmed to sponsor
the research study (Appendix M) and provide clinical research insurance (Appendix N), before gaining
the NHS Health Research Authority (HRA) approval via the Integrated Research Application System
(Appendix O; Reference No: 24/HRA/4823; 20.11.2025). We gained research and development (R&D)
approvals from all participating NHS Trusts to access clinician-only spaces to advertise the study. A
data sharing agreement was signed by the UoB and UEA (Appendix P). All procedures were performed
in compliance with the UK Data Protection Act 2018 [79], the World Medical Association Declaration
of Helsinki, and specific institutional guidelines. Informed consent was gained from all participants. The
ethical considerations for the study are discussed in detail in Chapter Six (Additional Methods), in line

with the British Psychological Society (BPS) [80] Ethics Guidelines For Internet-Mediated Research.
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Statistical analysis

Quantitative and qualitative methods were used in accordance with our broad research questions.
Data was transferred from Qualtrics upon completion of data collection (July 31 2025), and was cleaned
in Microsoft Excel, before being coded and analysed on IBM SPSS Statistics. Categorical data were
described using frequencies and percentages, while continuous data were described using measures of
central tendency (e.g., mean, median (Mdn)) and dispersion (e.g., SD, inter-quartile range (IQR)) where
appropriate. Normality assumptions for all continuous variables are presented in the ‘Additional Results’

chapter. Missing data was coded as missing and treated as such in all statistical analyses.

Quantitative content analysis

Free-text responses in block 2 (e.g., 3 words to describe dissociation) were treated as qualitative
data and analysed using quantitative content analysis. An inductive (conventional strategy) approach to
analysis was taken, meaning the code/category development reflected the content of the data, rather than
pre-existing theory. This approach is useful for describing the patterns and frequencies of brief content
when little is known about a topic [81]. First, two members of the research team (CJ and EK) immersed
themselves in the data and noted any repetitive or salient concepts upon independent review. They also
reflected on their initial impressions, to maintain rigour and ensure credibility [82, 83]. During two
further meetings, CJ and EK collaboratively created manual codes to reflect the key concepts identified.
These codes were then sorted into meaningful and distinct categories using ‘coding manuals’ for each
free-text item (see Additional Methods). The manuals were supported by prior work exploring attitudes

towards mental health conditions on Twitter [84-86]. A summary of our coding process is offered below.

It was agreed for a single coding manual to be used for the “three words to describe dissociation”

(n =393 words) and “three words to describe a patient with dissociation” (n = 365 words) items due to
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overlap in their semantic content. Words were coded into one of three attitude categories: Stigmatising,
Supportive, or Neutral/symptom-based. Coding focused on how each word appeared or was experienced
by the raters, who were both mental health clinicians. Words were given a ‘confidence rating’ on a 0-4
scale, indicating how well it fit the assigned category, which was adapted from similar work to increase
rigour [84]. Words receiving low-confidence ratings (< 2) were excluded from the analysis. Following
this process, 390 words describing dissociation and 359 words describing a patient with dissociation
were retained. Inter-rater reliability was assessed for every word, independently coded by CJ and EK.
Overall basic agreement was 89.5% to 94.7% across categories, which is acceptable [87]. Discrepancies

were resolved through discussion to reach consensus.

For the ‘first thoughts and feelings’ item (n = 135), free-text responses were categorised into one
of three attitudes using a slightly adapted manual: Sceptical, Supportive, or Curious. Confidence ratings
were applied, resulting in 130 responses retained for coding. Inter-rater reliability for basic agreement
was 90% between CJ and EK. All discrepancies were resolved through discussion. Category-specific

agreement and confidence ratings for each free-text item is provided in the ‘Additional Methods’.

(Results presented on next page).
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A total of 197 clinicians consented online to the survey. Sixty-two clinicians did not respond past

providing their demographic data, so were excluded. All available responses to question blocks were

analysed, meaning 135 clinicians were included in the final sample and analysis (68.5%).

Sample characteristics

The demographic characteristics of clinicians are reported in Table 1. The mean age was 38.60

(SD = 10.74). Most identified as female gender (71.1%) and White ethnicity (93.3%). Table 2 shows

their professional characteristics. Most reported that they were registered with a regulatory professional

council or body (63%), and a range of professional backgrounds were described (Table 2 notes). Table 3

details the NHS service characteristics of clinicians. Most reported that they worked in a CMHT (50.4%)

and with a mixed age range of patients (47.4%). Recruitment » from the four NHS Trusts (anonymised)

are also described in Table 3 (range of 9-60 clinicians).

Table 1

Demographic Characteristics of Responding Clinicians (N = 135)

Demographic Characteristic n % M SD Range
Age 38.6 10.74 24-65
Gender
Male 39 28.9
Female 96 71.1
Ethnicity
Asian/Asian British 2 1.5
Black/ African/Caribbean/ 1 0.7
Black British
Mixed or Multiple Ethnic 5 3.7
Groups
White 126 93.3
Other® 1 0.7

2 Other ethnicity category reported was Arab (n = 1).
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Table 2

Professional Characteristics of Responding Clinicians

Professional Characteristic n % M SD Mdn IOQR  Range
Registered with regulatory
professional council?

Yes 85 63.0
No 46 34.1
Prefer not to say 4 3.0

Main professional
background / role

Medical? 12 8.9
Nursing® 27 20.0
Psychological® 39 28.9
Allied Health and Social Care? 11 8.1
Unregistered staff® 46 34.1
Years in main professional role 9.89  10.02 6 11.8 0-41

4 Medical background: Psychiatry (n = 9), Neuropsychiatry (rn = 1), Paediatrics (n = 1) and Foundation-
Year doctor (n =1).
® Nursing background: Mental Health Nursing (n = 24), General Nursing (n = 1), Learning Disability

Nursing (7 = 1) and Nursing Health Visitor (n = 1).

¢ Psychological background: Psychologist (n = 23), Psychotherapist (» = 11), Clinical Associate in
Psychology (n = 2); Educational Mental Health Practitioner (n = 1), and other not specified (n = 2).

4 Allied Health and Social Care background: Occupational Therapy (n = 4), Social Work (n = 3),
Art/Music/Drama Therapy (n = 3) and other not specified (n = 1).

¢ Unregistered staff include clinicians from different backgrounds that were not registered with a
regulatory council. These included: Trainee Clinical Psychologist (n = 13), Assistant Psychologist (n =
11), Support Worker (n = 8), Trainee Clinical Associate in Psychology (n = 2), Nursing student/apprentice
(n = 2), Lived Experience Practitioner (n = 2), Adult Social Care Practitioner (n = 1), Mental Health
Welfare Advisor (n = 1), and other allied health and social care not specified (n = 6).

Table 3

NHS Service Characteristics of Responding Clinicians

NHS Service Characteristic n %
Mental healthcare setting / service
Inpatient mental health service 24 17.8
Crisis or home treatment / resolution team 14 10.4

Community mental health team (CMHT) 68 50.4
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Early intervention in psychosis team (EIP) 9 6.7
Specialist services? 8 5.8
Other services not listed elsewhere® 12 8.9
Age range of service users (years)
0-17 25 18.5
18-64 39 28.9
65 and older 7 52
Mixed age range 64 47.4
Participating NHS Trust
NHS Trust A 9 6.7
NHS Trust B 40 29.6
NHS Trust C 60 44 .4
NHS Trust D 24 17.8
Prefer not to say 2 1.5

a Specialist services included: specialist psychotherapy service (n = 2), adult specialist service (n = 1),
specialist paediatric neurorehabilitation team (n = 1), specialist bipolar service (n = 1), specialist eating
disorder service (n = 1), specialist homelessness and comorbidity service (n = 1), and specialist mental
health service for survivors of sexual assault (n = 1).

b Other services included: school-based services (n = 4), clinical placements (n = 4); recovery college (n
= 1), clinical research (n = 1), and other not specified (n = 2).

Quantitative results
Knowledge and understanding

Table 4 provides responses to the ‘knowledge and understanding’ block. It was found that 98.5%
of clinicians reported they had heard of dissociation before taking the survey, while 91.6% reported they
thought they knew what dissociation is. The mean confidence rating for understanding dissociation was
65.9 (SD = 22.0; range = 5-100). It was also found that 72.3% of clinicians reported they thought they
knew what depersonalisation is, while the mean confidence rating was 61.3 (SD = 23.7; range = 5-100).
One-third reported they had received training on dissociation during their core training or professional

qualification (32.3%), while one quarter reported they had received additional training since (24.6%).
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Knowledge and Understanding n

M SD Mdn IOR

Range

‘Have you heard of dissociation before
taking this survey?’
Yes 128
No 2
‘Do you think you know what
dissociation is?’
Yes 120
No 11
‘How confident do you feel about your
understanding of what dissociation is?’
[0-100 scale]?
‘Do you think you know what
depersonalisation is?’
Yes 94
No 36

‘How confident do you feel about your
understanding of what depersonalisation
is?” [0-100 scale]®

‘Did you receive training about
dissociation as part of your professional
qualification / core training?’
Yes 42
No 79
Don’t know 9

‘Have you received additional training
about dissociation since qualifying?’
Yes 32
No 95

Don’t know 3

98.5
1.5

91.6
8.4

72.3
27.7

323
60.8
6.9

24.6
73.1
23

6593 22.0 70 28

61.27 2370 6l 29

5-100

5-100

2 'This item was only presented if clinicians responded ‘Yes’ to the question: ‘Do you think you know what
dissociation is?’. For this scale, 100 is very confident, O is not confident at all.
bThis item was only presented if clinicians responded ‘Yes’ to the question: ‘Do you think you know what
depersonalisation is?’. For this scale, 100 is very confident, 0 is not confident at all.
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Attitudes and beliefs

Descriptive statistics for different attitudes and beliefs about dissociation are presented in Table
5. Generally mid-range ratings were reported by clinicians for beliefs about its frequency and lifetime
prevalence percentage, dangerousness and problem severity. Dissociation was viewed by clinicians as
relatively stigmatised but treatable, more psychological, and they greatly endorsed its inclusion in core
training. Ratings of perceived ‘overall’ attitudes towards dissociation were slightly negative for mental

health clinicians and moderately negative for young people. Wide ranges were reported across variables.

Table 5

Attitudes and Beliefs Concerning Dissociation

Attitudes and Beliefs n M SD Mdn IOR Range
‘How common is it?” [0-100]? 135 5294 22.82 55 40 8-100
‘How much of a problem is it?” [0-1007]° 135 57.12 22.01 60 29 0-100
‘How dangerous is it?” [0-100]° 135 50.52  26.57 50 42 0-100
‘How treatable is it?” [0-100]° 135 6633  20.46 70 31 5-100
‘How stigmatised is it?” [0-1007]° 135 6432 25.04 70 32 3-100
‘Is it more biological or more psychological?’ 135 7422 19.64 80 31 10-100
[0-100]°

‘What percentage of the UK population have 132 57.69 29.01 60 54 1-100
experienced dissociation ever in their lives?’
[0-100]

‘What percentage of the UK population have 131 3524 27.24 25 36 2-100
experienced dissociation in the past month?’
[0-100]

“There is a place for dissociation in core clinical 135  85.02  21.76 98 25 0-100
training” [0-100]¢

‘Overall, young people’s attitudes towards 135 3997 19.14 45 25 0-100
dissociation are’ [0-100]°
‘Overall, mental health clinicians’ attitudes 135 4575 19.63 50 20 5-100

towards dissociation are’ [0-100]°

2(0-does not exist; 100-extremely common.
® 0- not at all; 100-extremely.

¢ 0-biological; 100-psychological.

4 0-disagree; 100-agree.

¢ 0-negative; 100-positive.
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Misinformed beliefs

Descriptive statistics (Mdn, IQR) and Spearman’s correlations for statements about dissociation
are presented in Table 6. Endorsement of misinformed beliefs (e.g., ‘Dissociation is just a fad’) was low
on average, though wide ranges were reported (consistent with the prior block). There were statistically
significant, small-to-moderate positive correlations between the myth statements, indicating that higher
agreement for one myth was associated with greater endorsement for others. In contrast, endorsement of
the belief ‘dissociation is caused by trauma’ (statement 5) was comparatively high among clinicians, and
showed small negative correlations with most myth statements. This suggests that stronger endorsement

of a trauma-related cause for dissociation was associated with lower agreement for myth-based beliefs.

Table 6

Descriptive Statistics and Correlations for Myth Variables (N = 133)

Variable? Mdn IQOR Range 1 2 3 4 5
1. ‘Dissociation is just a fad/trend’ 0 20 0-92 -

[0-10071°
2. ‘Dissociation is something a 21 50  0-89  41%* -

minority of doctors in the USA
diagnose, it’s not a standard
mental health problem’ [0-100]°

3. ‘Dissociation is rare’ [0-100]° 20 44 0-100 .32%*  25%* -

4. ‘Dissociation isn’t a real mental 2 20  0-100 .61** 39** D% -
health problem, biased doctors

and/or social media convince
people it is’ [0-100]®

5. ‘Dissociation is caused by 75 30 0-100 -.20% -24*%* 06 -.18* -
trauma’ [0-100]°

2 Spearman’s rtho correlations reported as data is non-parametric.
b0-completely disagree; 100-completely agree.
*p <.05.** p<01.
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Table 7 describes the experiences of NHS clinicians with dissociation. Most (91.5%) thought

they had worked with patients who experienced dissociation. Over half (57.8%) thought they have

personally experienced dissociation, and 43.8% reported having a friend or relative who has experienced

dissociation. The mean CEFSA-14 score was 12.29 (SD = 9.04, range = 0-51), implying average levels

of dissociation, with eight (6.3%) scoring in the ‘elevated’ range, and one (0.7%) in the ‘severe’ range.

Table 7

Experience with Dissociation

Experience n % M SD Mdn  IQR  Range
‘Do you think you have worked with
patients who have ever experienced
dissociation?’
Yes 118 915
No 3 23
Don’t know 6 4.7
Prefer not to say 2 1.5
‘Do you think you experience / have
ever experienced dissociation?’
Yes 74 57.8
No 38 29.7
Don’t know 14 10.9
Prefer not to say 2 1.6
‘Do you have a friend or relative who
has ever experienced dissociation?’
Yes 56 43.8
No 37 28.9
Don’t know 33 25.8
Prefer not to say 2 1.5
CEFSA-14 scale [total score 0-56] 12.29 9.04 10 11 0-51
CEFSA-14 scale [score ranges]*
Average [0-28] 119  93.0
Elevated [29-38] 8 6.3
Moderately severe [39-48] 0 0
Severe [49-56] 1 0.7

@ The interpretive score ranges for the CEFSA-14 scale were extracted from Cernis et al [74].
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Qualitative results
Three words to describe dissociation

A total of 390 words were coded. Of these, 65.1% (n = 254) were categorised as ‘Neutral or
symptom-based’ (e.g., ‘floating’, ‘trauma’), 20.0% (n = 78) as ‘Supportive’ (e.g., ‘understandable’,
‘coping’), and 14.9% (n = 58) as ‘Stigmatising’ (e.g., ‘treatment-resistant’, ‘generational’). See the
Additional Methods for more ‘example’ words from each category, and the Additional Results for a

‘word cloud’ of the most frequent responses.

Three words to describe a patient with dissociation

A total of 359 words were coded. Of these, 56.3% (n = 202) were categorised as ‘Neutral or
symptom-based’ (e.g., ‘numb’, ‘zoned-out’), 18.9% (n = 68) as ‘Supportive’ (e.g., ‘survivor’, ‘creative’),
and 24.8% (n = 89) as ‘Stigmatising’ (e.g., ‘secondary-gain’, ‘attention-seekers’). See the Additional

Methods for more ‘example’ words from each category, and the Additional Results for the ‘word cloud’.

First thoughts and feelings

A total of 130 responses were coded. Of these, 59.2% (n = 77) were categorised as ‘Curious’
(e.g., “Tell me more about what this looks and feels like for you™), 29.2% (n = 38) as ‘Supportive’ (e.g.,
“Thank you for telling me. Thinking how I can best support them™), and 11.5% (n = 15) as ‘Sceptical’
(e.g., “I don’t generally believe them”, “What have they been reading/watching?”’). See the Additional

Methods for more ‘example’ responses from each category.

Exploratory analysis - professional background
Psychological staff accounted for almost half the sample (48.15%) when including registered and
unregistered roles, indicating the sample was not representative by professional background. Exploratory

analyses were therefore conducted to evaluate whether sample composition influenced the findings.
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Clinicians were grouped into (1) Medical and Nursing professions (n = 49), or (2) Psychological and
Allied Health professions (n = 86) due to the small cell sizes. Unregistered staff were assigned to these
groups according to their clinical role (see Additional Methods). Non-parametric tests were used (e.g.,
Mann-Whitney U and Fisher-Freeman-Halton Exact Tests) given the non-normal distributions of the

variables. Statistical significance was determined from two-tailed tests, using an alpha level of .05.

All findings are presented in the Additional Results chapter (Tables 2 and 3). In summary, most
variables did not significantly differ between professional backgrounds. However, Medical and Nursing
professions showed significantly higher endorsement across myth-based beliefs about dissociation. They
also used significantly more stigmatising words to describe dissociation, and patients with dissociation.
Finally, they reported significantly higher confidence in their understanding of depersonalisation. Effect
sizes were small for continuous (» = .00 -.25) and categorical (Cramér’s V' = .00 - .26) data, according to

Cohen’s conventions [88] and IBM Cognos Analytics [89].

Exploratory analysis — training and experience with dissociation

The ‘Additional Results’ chapter provides the exploratory analyses of findings as a function of
(1) training, and (2) personal experience with dissociation. In summary, clinicians who received core or
additional training reported higher confidence, viewed dissociation as less dangerous, more treatable,
and provided fewer stigmatising words to describe dissociation. No differences were found across myth-
based beliefs. The effect sizes ranged from small-to-medium for continuous data (» = .02 -.37), and
weak-to-moderate for categorical data (Cramér’s V' = .09 - .37). Clinicians who had personal experience
of dissociation reported greater confidence, higher perceived prevalence estimates, lower endorsement
that dissociation was rare, and higher CEFSA-14 scores. The effect sizes ranged from small-to-large for

continuous data (n’u = .00 -.26), and weak-to-moderate for categorical data (Cramér’s ¥ = .08 -.39).
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Discussion
This empirical study explored the explicit knowledge, attitudes, beliefs, and experiences of NHS
clinicians concerning dissociation using a mixed-methods survey. The main quantitative and qualitative
findings will be discussed in this section, along with implications for clinical practice and research. The

strengths and limitations of the survey, and recommendations for future research will also be considered.

Quantitative findings - summary and interpretation

Clinicians reported their perceived awareness and knowledge of dissociation to be high (RQ1).
However, confidence varied substantially among clinicians, and the high levels of perceived knowledge
was not always matched by formal training, as only one-third received core training on dissociation and
one-quarter for additional training. Although these proportions may be higher than recorded in previous
studies [23], they nonetheless indicate that most clinicians received no formal training on a phenomenon

that is as prevalent as obsessive—compulsive disorder and psychosis [90].

Several interpretations may explain the inconsistency between the training received, and the
perceived knowledge of clinicians regarding dissociation. First, it may indicate that knowledge is shaped
more by experience with dissociation than formal training. In this context, beliefs and emotive reactions
to patients in practice may influence what clinicians interpret as ‘knowledge’, particularly in the absence
of structured training. Second, as the knowledge ratings were assessed by self-report, our results might
reflect self-selection, social desirability, or limited awareness of knowledge gaps, possibly inflating the
perceived knowledge found. However, efforts were taken to mitigate biases, by reminding clinicians that
our survey was “not a test” to see if they knew the “right answers”. Third, it may reveal that the training
or knowledge our sample reported was possibly more superficial than indicated. This is supported by the

discrepancy between awareness and confidence ratings, and the lower knowledge for depersonalisation,
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which is a common dissociative experience [91]. It will be important for future studies to examine the

training staff received on dissociation, and the depth of their understanding (i.e., free-text responses).

Clinicians’ belief ratings for dissociation (RQ2) were generally moderate, indicating there was
no strong endorsement or rejection of its prevalence, problem severity, or dangerousness. This pattern
may suggest a neutral stance, but may equally reflect some uncertainty among clinicians, particularly
given the scales were initially positioned at the midpoint. Supportive beliefs were also documented, as
dissociation was perceived as relatively treatable and psychological in origin. This is encouraging as it
suggests an openness to intervention, and aligns with contemporary-based models of dissociation [32].
However, dissociation was rated as moderately stigmatised, including among clinicians. This indicates
that negative perceptions may still persist, but these appeared less pronounced than scepticism found in
previous studies [24, 27]. Given the sociohistorical context of dissociation being largely stigmatised, our
findings may represent a meaningful shift in attitudes and beliefs among clinicians (i.e., more acceptance
of its legitimacy and trauma models). Clinicians also expressed strong support for including dissociation

in core training, highlighting that current provision does not adequately reflect its perceived importance.

Endorsement of misinformed beliefs about dissociation (RQ3) was generally low, suggesting that
myths about dissociation (e.g., being a fad) were uncommon among our sample. However, wide ranges
were reported, meaning a minority of clinicians endorsed these beliefs more strongly than others. The
positive correlations suggested misinformed beliefs may cluster, such that endorsing one sceptical belief
was related to endorsing others. In contrast, supporting a trauma-related model of dissociation was high
(consistent with dissociation being more psychological than biological), and was associated with a lower
endorsement for misinformed beliefs. This indicates trauma-related models may serve a protective role

against myths towards dissociation, although causality cannot be inferred due to the correlational design.
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Most clinicians had worked with patients who experience dissociation (RQ4), indicating that
dissociation is routinely encountered in NHS mental healthcare [52]. A large proportion believed they
personally experienced dissociation, although CEFSA-14 scores were typically in the average range, and
many reported knowing a friend or relative who had done so. This suggests dissociation was familiar in
our sample, which may explain the low endorsement that ‘dissociation is rare’. It may also reflect some

selection bias in our sampling approach.

Qualitative findings - summary and interpretation

The qualitative data (RQ5) broadly complemented the quantitative results, suggesting clinicians
hold largely neutral and supportive attitudes towards dissociation. When describing dissociation, most
words were neutral or symptom-focused, suggesting clinicians commonly conceptualised dissociation
with descriptive, phenomenological words, rather than explicitly evaluative ones. This could reflect a
focus on observable or lived experiences by patients (e.g., numbness, detachment) [4] and might align
with formulation approaches [57]. Yet, a notable proportion of words were stigmatising. Interestingly,
stigmatising words almost doubled when clinicians described patients with dissociation, rather than the
phenomenon itself, suggesting stigma was more readily directed towards the patients. This distinction is
important, as negative characterisations of patients (e.g., implying secondary gain or attention-seeking)
may influence therapeutic engagement and decision-making [92], even if clinicians believe dissociation

to be a legitimate experience.

Supportive language was also provided by clinicians, particularly when describing their first
thoughts and feelings. This indicates that some staff adopt compassionate and validating perspectives
towards patients who disclose dissociation. The predominance of ‘curious’ initial thoughts and feelings

suggest clinicians respond with openness, interest, and a desire to understand the patient’s experience of
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dissociation. However, the presence of some sceptical responses by clinicians is noteworthy and aligns
with the quantitative data. Unfortunately, such reactions may reinforce fears among patients of not being

believed, an issue frequently reported for dissociative experiences [16].

Professional background, training and experience - summary and interpretation

Exploratory analyses were conducted to evaluate whether professional background influenced
the main findings (RQ6). Most variables did not differ between (1) Medical and Nursing staff; and (2)
Psychological and Allied Health staff. This suggests the findings were broadly robust and comparable
between the two groups, despite psychological staff being over-represented in the sample. However,
medical and nursing professions showed higher endorsement for misinformed beliefs about dissociation,
and were more likely to use stigmatising words, although the effect sizes were small. This suggests that
a more professionally representative sample may have produced slightly higher endorsement of myth-
based beliefs and stigmatising language. However, future research is needed to determine this using
adequately powered samples given our variable group sizes, limited statistical power, and risk of Type 1
errors from multiple comparisons. Exploratory analyses also found that receiving training and reporting
personal experience with dissociation may have influenced clinician’s knowledge, attitudes and beliefs

(RQ6). Future research is required to ascertain whether these patterns reflect meaningful differences.

Clinical and research implications

The finding that clinicians report limited training on dissociation, despite high awareness and
perceived importance, highlights the need for more teaching on dissociation in professional curricula.
Training that incorporates phenomenology (e.g., depersonalisation and derealisation), trauma-informed
models, curiosity, and clinical guidance may help to reduce uncertainty and stigma by clinicians [93]. It

may also be helpful to address misinformed beliefs about dissociation, given these might cluster and are



111

endorsed by some clinicians. The tendency for stigmatising language to be applied more to patients with
dissociation emphasises the importance of reflective practice, supervision, and the need for patient voice

in training materials. Being aware of cognitive and emotional reactions may help to reduce scepticism.

Our results also have theoretical implications. The variation and uncertainty observed across
attitudes and beliefs suggest that dissociation remains a contested construct, even among a psychology-
heavy, experienced and self-selecting sample of clinicians. There appears to be support for trauma-based
models. However, some responses also hint at socio-cognitive explanations (although these latter models
were not explicitly tested). Findings also indicate that different components of stigma, such as prejudice
(negative attitudes) and stereotypes (negative beliefs) may be shown by clinicians towards dissociation.

This is consistent with theoretical models of stigma [94], although this will require further exploration.

Strengths and limitations

To the author’s knowledge, this is the first contemporary study exploring the attitudes, beliefs,
knowledge, and experiences of NHS clinicians regarding dissociation. The study therefore addresses a
clear gap in the literature, as existing attitudinal research on dissociation was largely dated, conducted
outside the UK, or focused on certain professional groups, such as psychiatrists and psychologists. By
surveying mental health clinicians across different NHS Trusts, service settings and roles (including
unregistered staff), our study offers a broad evaluation of clinical views on dissociation in the UK. An
additional strength is the mixed-methods design. Our study combined quantitative rating scales with
free-text responses, allowing both a descriptive overview of clinicians’ perspectives, while also gaining
qualitative insight into how dissociation is responded to in practice. Experts by experience and clinicians

were also consulted when designing survey questions, thereby enhancing the relevance of our findings.
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However, some limitations should be acknowledged. First, the study relied on self-report which
may be impacted by self-selection, particularly given our convenience sampling and variable response
rates across the NHS Trusts [95]. We attempted to minimise biased responding by asking staff to answer
honestly [96] (i.e., free-text), while poster adverts encouraged different opinions to be shared. Second,
the survey was cross-sectional, which limits conclusions about the causal inference or temporal stability
of attitudes and beliefs over time. Third, our secondary analyses were constrained by unequal group
sizes and limited statistical power, meaning true differences may not have been detected. Fourth, the
sample was predominantly White, female, and nearly 50% were from psychological backgrounds (when
including trainee and assistant psychology roles). This limits generalisation to the wider NHS workforce,
particularly for staff from minoritised backgrounds. Finally, interpreting our findings was limited by the
lack of a validated attitudinal measure. This meant that implicit (i.e., automatic) evaluations could not be
investigated alongside explicit self-report. This is an important consideration, as implicit and explicit
evaluations were found to be weakly related constructs [97], including among mental health clinicians

(Chapter Two). As such, they may uniquely impact clinical care outcomes for patients with dissociation.

Future research

There are several avenues for future research. First, repeating the clinician survey using larger
and more diverse samples of NHS staff would allow for greater granularity in subgroup analyses. This
would be valuable both to replicate findings, and to explore how clinician’s views might vary according
to professional role, or develop in response to training, experience and service-level changes. Second,
future research could compare the findings from NHS clinicians with other ABCD cohorts, including
undergraduate students (Part 1) and school students (Part 2). This may help to identify similarities and
differences in knowledge, attitudes or beliefs, and therefore supports the development of professional

resources to work with young people who experience dissociation. Third, future studies could evaluate
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whether training interventions reduce misinformation and increase confidence in managing dissociation.
Fourth, future work could explore the experiences of patients with dissociation in the NHS, such as the
facilitators of treatment access, as recommended by Nester et al. [62]. Finally, validating explicit and
implicit measures may improve our understanding of clinician’s attitudes and beliefs, including whether

myth-based beliefs cluster into a psychometrically valid measure of misinformation about dissociation.

Conclusions

This survey provides a mixed-methods exploration of the attitudes and beliefs, knowledge, and
experiences of 135 NHS clinicians concerning dissociation in secondary mental health settings. The
clinicians reported a high awareness of dissociation, but variable confidence with their knowledge, and
they received limited core training on dissociation despite advocating for its inclusion. Quantitative and
qualitative findings generally indicated neutral and moderate beliefs towards dissociation, including low
endorsement of misinformed beliefs, and widespread clinical exposure to patients with dissociation.
However, a minority of clinicians endorsed sceptical beliefs and used stigmatising language to describe
patients with dissociation. The wide variation across beliefs and knowledge suggests that dissociation
continues to represent a controversial and uncertain phenomenon among clinicians. Future work could
explore if theoretical orientation, professional background and experience impacts beliefs, and evaluate

if training improves knowledge, reduces stigma and enhances the care of patients with dissociation.
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Chapter Six: Additional Methods for Empirical Project

This chapter presents supplementary material that supports the methods of the empirical
project described in Chapter 5. It includes details of the patient and public involvement (PPI), an

extended discussion of ethical considerations, the coding manuals and professionals categories.

Patient and Public Involvement (PPI)

PPI informed the development of the survey. Expert clinicians were invited to review survey
items and suggest refinements (or additions) based on their clinical experience with dissociation. For
example, items on the knowledge and understanding of depersonalisation were suggested. A person
with lived experience also provided feedback and refinements to enhance the relevance of the survey.
For example, the ‘3 words’ items were suggested. Finally, researchers with relevant methodological
expertise reviewed the survey to ensure a mixed-methods design and analysis was suitable. Feedback

from all contributors were incorporated prior to data collection.

Ethical Considerations
The ethical considerations are discussed in accordance with the British Psychological Society
(BPS, 2021b) Ethics Guidelines For Internet-Mediated Research, the BPS (2021c) Code of Human

Research Ethics, and Data Protection Act (2018).

Respect for Autonomy, Privacy and Dignity

Informed consent was sought from participants to use de-identified data and anonymised
quotes for publications in peer-reviewed journals. Participants were free to withdraw at any time
without giving a reason by closing the web address. However, they were informed their answers may
be saved and included in the analysis. They were reminded not to include identifiable information in

their answers, and every endeavour was taken to maintain confidentiality (e.g., redacting identifiable
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data or IP addresses before analysis, storing names and emails separately from answers and deleting
these after the prize draw). Participants could request their name and email to be deleted at any time
by contacting the research team. Qualtrics is compliant with the Data Protection Act (2018) by

encrypting and deleting survey data when it is downloaded and transferred into storage. This survey
data was stored on a secure UoB and UEA server upon completion and the anonymised dataset was
accessible only to the research team (using a data sharing agreement form). All data was stored with

password protection for 10 years upon publication. Participants were informed of the research aims.

Scientific Integrity

This concerns the quality, control and validity of our study. Although non-experimental, we
hoped the use of randomised question blocks, reminders to answer honestly, skippable and ‘prefer
not to say’ options, and use of rating-scales minimised the potential for inaccurate or misleading
survey results (Mayer, 2021). We also considered the impact of ‘bots’ completing the survey. We

hoped that free-text items and checking for repetitions helped to mitigate bots (Storozuk et al., 2020).

Social Responsibility
We hoped the broad staff eligibility criteria minimised any under-representation of clinicians
or views about dissociation. The prize draw also provided some compensation for the time and effort

to finish the survey but not disproportionally large as to promote coercion (Millum & Garnett, 2019).

Maximising Benefit and Minimising Harm

In addition to the burden of completing the survey, as staff are busy, we accepted that some
items may be sensitive. This includes the ‘experience’ of dissociation block, which may potentially
result in some distress. To support with any negative reactions, participants were shown a debrief
screen at the end, providing support services available. These included links to NHS staff support
websites, the text support service ‘shout’, and recommendations to contact a GP, the Samaritans or

999 if an emergency. Staff had an option to skip most items.
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Coding Manuals for Qualitative Data

‘If you had to choose 3 words to describe dissociation / a patient with dissociation, what would they

be?’ [free text]

Manual was supported by Passarello et al. (2019); Reavley et al. (2014); and Thirkettle et al. (2025)

Exclusion criteria

Prior to full coding, each word will be screened and excluded based on the following criteria:
e Lack of context: where the word is unable to be understood or categorised.

e Non-English: where the word is not in English.

Coding framework

Each word is coded into one of three attitude categories:
e Stigmatising
e Supportive

e Neutral or symptom-based

General guidance for coding:

e Ratings focus on how the reader may experience the word as a mental health clinician

(e.g., does the word ‘appear’ stigmatising, supportive, or neutral?).

e [If the intended meaning of the word is not clear, consider whether it is still possible to
categorise the word (e.g., does it ‘“appear’ supportive?). Overall confidence ratings may be
lower in these cases (i.e., < 2/4).

e Do not google the word to check for understanding or its intended meaning.

e During coding, take at least a 10 minute break for every hour of coding.

Confidence ratings (0-4) are the following:

e 4 = category clearly relevant and applies to this word.

e 3 =probably relevant and applies, but some doubt as to context or intended meaning.
e 2 =may apply, but significant uncertainty as to meaning.

e | =probably does not apply.

e 0 =not relevant and does not apply.

Words with a rating of < 2 will be excluded from the analysis.
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Table 1

Coding Framework for Survey Questions: ‘3 Words’

Attitude category - choose one; rate confidence from 0-4

Example words

Attitude category Definition Dissociation Patient with dissociation
Stigmatising A word that expresses a e Complex e Secondary-gain
negative attitude or belief e Treatment- e Attention-seekers
towards dissociation / a resistant e Naive
patient with dissociation. e Generational e Unstable
e Strange
Supportive A word that is e Understandable e Survivor
unambiguously supportive e Coping e C(Creative
OR promotes a reduction e Protective e Resilient
in stigma towards e Common e Compassion
dissociation / a patient
with dissociation.
Neutral or A word that expresses a e Detachment e Traumatised
symptom-based neutral attitude or belief, e Trauma e Disconnected
OR describes a symptom e Floating e Zoned-out
for dissociation / a patient e Distant e Numb

with dissociation.

Table 2
Confidence Ratings in Classification of Words (CJ)

Confidence rating Survey questions

Overall confidence rating
across questions

3 words to describe 3 words to describe a

dissociation patient with
dissociation
4 - category clearly 89.1% 69.0% 79.4%
relevant and applies to 350/393 252/365 602/758
this word
3 - probably relevant 10.2% 29.3% 19.4%
and applies, but some 40/393 107/365 147/758
doubt as to context or
intended meaning
2 - may apply, but 0% 0.6% 0.3%
significant uncertainty 0/393 2/365 2/758

as to meaning
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1 - probably does not 0.3% 0.8% 0.9%
apply 1/393 3/365 4/758
0 - not relevant and 0.5% 0.3% 0.4%
does not apply 2/393 1/365 3/758
Total words coded 390 359
Table 3

Category-Specific Agreement for Inter-Rater Reliability: 3 Words (CJ & EK)

Survey Agreement for attitude Overall-agreement
questions categories (across categories)
Stigmatising ~ Supportive Neutral or
symptom-based
If you had to choose 3 82.8% 93.6% 89.8% 89.5%
words to describe 48/58 73/78 228/254 349/390

dissociation, what would
they be? [free text]

If you had to choose 3 86.5% 100% 96.5% 94.7%
words to describe a 77/89 68/68 195/202 340/359
patient with dissociation,
what would they be?
[free text]

Note. Percentages refer to basic agreement. All words were selected for inter-rater reliability.

‘You are talking with a patient, and they tell you that they think they have dissociation...

What are your very first thoughts and feelings in response to this?’ [free text]

Manual was supported by Passarello et al. (2019); Reavley et al. (2014); and Thirkettle et al. (2025)

Exclusion criteria

Prior to full coding, each response will be screened and excluded based on the following criteria:
e Lack of context: where the response is unable to be understood or categorised by the reader.
e Non-English: where the response is not in English.

e Repetition: where the content of the response is identical to another response in the dataset.

Coding framework

Each response is coded into one of three attitude categories:



Sceptical
Supportive

Curious

General guidance for coding:
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Ratings focus on how the reader may experience the response as a mental health clinician

(e.g., does the response ‘appear’ sceptical, supportive, or curious?).

If the intended meaning of the response is not clear, consider whether it is still possible to

categorise the response (e.g., does it ‘appear’ supportive?). Overall confidence ratings may be

lower in these cases (i.e., < 2/4).

Do not google words in the response to check for understanding or its intended meaning.

During coding, take at least a 10 minute break for every hour of coding.

Confidence ratings (0-4) are the following:

Responses with a rating of <2 will be excluded from the analysis.

4 = category clearly relevant and applies to this response.

3 = probably relevant and applies, but some doubt as to context or intended meaning.

2 = may apply, but significant uncertainty as to meaning.

1 = probably does not apply.

0 = not relevant and does not apply.

Table 4

Coding Framework for Survey Question: First Thoughts and Feelings

Attitude category

Definition

Example responses

Sceptical

The clinician expresses
scepticism, doubt, diagnostic
uncertainty, or suspicion about
the patient’s self-report of having
dissociation. This stance may
include references to social media
influence, secondary gain, or
questioning the legitimacy of the
claim they have dissociation (e.g.,
it appears stigmatising; a negative
attitude or belief).

“Are they really dissociating or
have they seen something in
the media?”

“Likely tied to a personality
disorder. Likely secondary
gain”.

“I don’t generally believe
them”.
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“What have they been
reading/watching? This might
take some unpicking”.

Supportive The clinician unambiguously “Offer reassurance that it is a
expresses support (e.g., empathy, ‘thing’ and ask them if they
validation, reassurance), OR is can describe how they feel”,
anti-stigmatising, by promoting a
red}lction ip stigma to he@p the “Empathy as I believe I have
patient. This stance may include experienced dissociation and
normalising the experience of P
dissociation, offering comfort, or can understand how unpleasant
planning interventions. it can be”.

“Thank you for telling me.
Thinking how I can best
support them”.

“My first thoughts would be
empathy and concern for the
person’s well-being”.

Curious The clinician expresses a desire to “I want to explore this further,
explore, understand, or gather particularly their understanding
information about the patient’s of dissociation”.
experience of dissociation.

Cur1qs1ty may be s:hown ‘Fhrough “What does this physically feel
questions, wondering, or interest like?”
in the meaning, triggers/cause and i
context of dissociation, OR .
through expressing a neutral and “Tam interested to know how
inquisitive stance (e.g., without they make sense of this”.
an emotional judgment or tone).
“Tell me more about what this
looks and feels like for you”.
Table 5

Confidence Ratings in Classification of Responses to ‘First Thoughts and Feelings’ (CJ)

Confidence rating

‘What are your very first thoughts and feelings in

response to this? [free text]’

4 - category clearly relevant and applies to
this response

3 - probably relevant and applies, but some
doubt as to context or intended meaning

2 - may apply, but significant uncertainty as

to meaning

69.6%
94/135

26.7%
36/135

1.5%
2/135
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1 - probably does not apply 1.5%
2/135
0 - not relevant and does not apply 0.7%
1/135

Total responses coded 130

Table 6

Category-Specific Agreement for Inter-Rater Reliability: First Thoughts and Feelings (CJ & EK)

Survey Agreement for attitude Overall-agreement
question categories (across categories)
Sceptical Supportive Curious
What are your very 80% 89.5% 92.2% 90%
first thoughts and 12/15 34/38 71/77 117/130

feelings in response
to this? [free text]

Note. Percentages refer to basic agreement. All responses were selected for inter-rater reliability.

Table 7

Group Allocation of Professional Roles For Exploratory Analysis (Binary Split)

Medical and Nursing (n = 49) Psychological and Allied Health (n = 86)
Registered Medical (n = 12) Registered Psychological (n = 39)
Registered Nursing (n = 27) Registered Allied Health and Social Care (n=11)

Support Worker (n = 8) Trainee Clinical Psychologist (n = 13)
Nursing student/apprentice (n = 2) Trainee Clinical Associate in Psychology (n = 2)

Assistant Psychologist (n =11)
Lived Experience Practitioner (n = 2)
Adult Social Care Practitioner (n = 1)

Mental Health Welfare Advisor (n = 1)

Other allied health/social care not specified (rn = 6)




135

Chapter Seven: Additional Results for Empirical Project

This chapter presents supplementary material that supports the results of the empirical project
described in Chapter 5. This includes the trustworthiness of different information sources on
dissociation, the exploration of main findings by professional background, training and experience
with dissociation, word clouds for the ‘3 words’ responses, and the normality assumption tests for all

quantitative continuous variables.



Trustworthiness of Different Information Sources

Table 1

Trustworthiness of Different Information Sources About Dissociation
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Information Sources n % Pearson’s Chi- Effect size
Square (x?) (Cohen’s w)
Film 97.65%* .86
Completely untrustworthy 32 24.1
Somewhat untrustworthy 80 60.2
Neutral / unsure 14 10.5
Somewhat trustworthy 7 53
Completely trustworthy 0 0
TV series 93.27* .84
Completely untrustworthy 33 25.0
Somewhat untrustworthy 78 59.1
Neutral / unsure 15 11.4
Somewhat trustworthy 6 4.5
Completely trustworthy 0 0
Fiction books 54.73* .64
Completely untrustworthy 33 25.0
Somewhat untrustworthy 67 50.8
Neutral / unsure 22 16.7
Somewhat trustworthy 10 7.6
Completely trustworthy 0 0
Traditional news (e.g., tv, 89.22% .82
newspapers, radio)
Completely untrustworthy 14 10.5
Somewhat untrustworthy 65 48.9
Neutral / unsure 33 24.8
Somewhat trustworthy 20 15
Completely trustworthy 1 0.8
Online news 89.67* .82



Completely untrustworthy
Somewhat untrustworthy
Neutral / unsure
Somewhat trustworthy
Completely trustworthy
Facebook/Meta
Completely untrustworthy
Somewhat untrustworthy
Neutral / unsure
Somewhat trustworthy
Completely trustworthy
Telegram
Completely untrustworthy
Somewhat untrustworthy
Neutral / unsure
Somewhat trustworthy
Completely trustworthy
Instagram
Completely untrustworthy
Somewhat untrustworthy
Neutral / unsure
Somewhat trustworthy
Completely trustworthy
TikTok
Completely untrustworthy
Somewhat untrustworthy
Neutral / unsure
Somewhat trustworthy
Completely trustworthy
Twitter/X
Completely untrustworthy
Somewhat untrustworthy
Neutral / unsure
Somewhat trustworthy

21
66
30
15

55
60
10

45
38
43

49
59
13

57
54
10
10

54
55
13

15.8
49.6
22.6
11.3
0.8

41.7

45.5
7.6
5.2

34.6

29.2

33.1
23
0.8

37.7

45.4
10.0
6.9

43.5

41.2
7.6
7.6

41.2
42.0
9.9
6.9

73.27*

74.92%

58.68*

63.35%

58.04*

15

.76

.67

.70

.67
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Completely trustworthy 0 0
YouTube 19.08%* 38
Completely untrustworthy 31 23.7
Somewhat untrustworthy 53 40.5
Neutral / unsure 28 21.4
Somewhat trustworthy 19 14.4
Completely trustworthy 0 0
Reddit 30.80* 49
Completely untrustworthy 37 28.5
Somewhat untrustworthy 54 41.5
Neutral / unsure 29 223
Somewhat trustworthy 10 7.7
Completely trustworthy 0 0
Other? 2.06 (p = .560) 35
Completely untrustworthy 0 0
Somewhat untrustworthy 4 23.5
Neutral / unsure 5 294
Somewhat trustworthy 6 353
Completely trustworthy 2 11.8

2 Other included: journal articles/research publications (n = 5), NICE guidelines (z = 1), online medical website (n = 1), Google (n = 1) and other
not specified (n = 9).
*p<.001.

Summary: The frequency of reporting ‘somewhat’ or ‘complete’ trustworthiness was low across sources (range = 3.1%-15.8%)).
Entertainment media (e.g., film, TV series, fiction books) and social media platforms (e.g., Facebook, Instagram, TikTok) were predominantly
rated as ‘untrustworthy’ sources of information, whereas traditional news and online news drew mixed ratings, with more ratings of uncertainty

and some endorsement of trustworthiness for these sources.



Exploration of Main Findings by Professional Background

Table 2

Continuous Variables by Professional Background
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Variable Main professional background Mann-Whitney U Effect
statistic size (v)
Medical and Psychological and
Nursing Allied Health

Block 1 Median I0OR Median I0OR
Confidence in 79.5 35 70 20 1487.0 .09
understanding of p=2312
dissociation
Confidence in 70.5 40 56 25 719.5 25
understanding of p=.017%
depersonalisation

Block 2 Median IOR Median IOR
How common is 60 40 52.5 39 2219.5 .04
dissociation p =.606
How much of a 60 39 60 20 2356.0 .09
problem is p =253
dissociation
How dangerous is 59 50 49.5 42 1824.5 A1
dissociation p=.196
How treatable is 63 37 70 28 2447.0 A3
dissociation p=.119
How stigmatised 72.5 36 69.5 31 1990.0 .05
is dissociation p=.592
Is dissociation 79.5 43 80 30 2102.5 .00
more biological p =983
or psychological
What % of UK 60 59 60 48 2252.5 .09
population have p =263
ever experienced
dissociation (in
their lives)
What % of UK 29 43 25 33 2058.5 .04
population have p=.617
experienced
dissociation

(past month)
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Overall, young 50 25 40 25 1811.5 A1
people’s attitudes p=.169
to dissociation are..
Overall, clinician’s 50 20 50 20 2175.0 .03
attitudes to p=.153
dissociation are..
There is a place for 90 30 100 20 2487.0 .16
dissociation in core p =.064
clinical training
Block 3 Median I0OR Median IOR
Dissociation is just 10 29 0 17 1609.0 .20
a fad p =.024%
Dissociation is 29 41 19.5 37 1631.5; .17
something a p =.044%
minority of doctors
diagnose...
Dissociation is rare 25 45 20 36 1632.0 17
p =.046%
Dissociation is 80 24 74 27 1619.0 18
caused by trauma p =.040%
Dissociation isn’t a 7 36 0 19 1647.5 18
real mental health p=.043%
problem...
Block 4 Median I0OR Median 10R
CEFSA-14 scale 10.5 13.5 10 11 1964.0 .03
total score p =.698

Note. r =.10 = small association; » =.30 = medium association; r =.50 = large association.

*p<.05.

(Categorical variables by professional background presented on next page)



Table 3

Categorical Variables by Professional Background
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Variable Main professional background Fisher’s Exact test Effect size
(two-tailed p-value) (Cramér’s V)
Medical and Psychological and
Nursing Allied Health
Block 1 n % n %
Have you heard of p=.535 .09
dissociation
Yes 47 100 81 97.6
No 0 0 2 2.4
Do you think you p=1.000 .00
know what dissociation is
Yes 44 91.7 76 91.6
No 4 8.3 7 8.4
Do you think you know p=1.000 .00
what depersonalisation is
Yes 34 72.3 60 72.3
No 13 27.7 23 27.7
Did you receive core p=.451 A1
training on dissociation
Yes 12 25.5 30 36.1
No 31 66.0 48 57.8
Don’t know 4 8.5 5 6.0
Did you receive additional p=.210 .16
training on dissociation
Yes 9 19.1 23 27.7
No 38 80.9 57 68.7
Don’t know 0 0 3 3.6
Block 2 n % n %
3 words to describe p<.001** .20
dissociation:
Stigmatising 31 21.8 27 10.9
Supportive 16 11.3 62 25.0
Neutral 95 66.9 159 64.1
3 words to describe a p<.001** 20
patient with dissociation:
Stigmatising 43 344 45 19.3
Supportive 14 11.2 54 23.2
Neutral 68 54.4 134 57.5
First thoughts and feelings: p=1.000 .02
Sceptical 5 10.9 10 11.9
Supportive 14 30.4 24 28.6
Curious 27 58.7 50 59.5
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Block 4 n % n %
Do you think you have p=.082 22
worked with patients with
dissociation
Yes 40 85.1 78 95.1
No 1 2.1 2 2.4
Don’t know 4 8.5 2 2.4
Prefer not to say 2 4.3 0 0
Do you think you p=.028% 26
experience / have ever
experienced dissociation
Yes 27 58.7 47 57.3
No 18 39.1 20 24.4
Don’t know 1 2.2 13 15.9
Prefer not to say 0 0 2 24
Do you have a friend or a p=.423 14
relative who experiences
has ever experienced
dissociation
Yes 18 39.1 38 46.3
No 17 37.0 20 24.4
Don’t know 10 21.7 23 28.0
Prefer not to say 1 2.2 1 1.2
CEFSA-14 scale score p=.420 A3
Average 43 93.5 76 92.7
Elevated 2 4.3 6 7.3
Severe 1 2.2 0 0

Note. V < .20 = weak association; .21-.59 = moderate association; >.60 = strong association.

*p<.05. **p<.001.

(Exploration of main findings by training on dissociation presented on next page)



Exploration of Quantitative Variables by Training on Dissociation

Table 4

Continuous Variables by Training on Dissociation
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Variable Received core and / or additional Mann-Whitney U Effect size
training on dissociation statistic (r)
Yes
Block 1 Median IOR Median I0OR
Confidence in understanding 75 25 64.5 28 1058.5, p<.001** .35
of dissociation
Confidence in understanding 67 36 50 29 788.5,p =.019* 24
of depersonalisation
Block 2 Median I0OR Median I0OR
How common is dissociation 55.5 39 50 40 1816, p =.228 A1
How much of a problem is dissociation 59 30 60 25 2306, p =.269 .09
How dangerous is dissociation 32.5 40 60 40 2971, p<.001** 37
How treatable is dissociation 76.5 26 65 29 1410, p =.002* 27
How stigmatised is dissociation 66 29 70 38 2385, p =.141 .20
Is dissociation more biological or 80 27 77 40 1862, p =.245 .10
psychological
What % of UK population have ever 70 50 50 49 1484.5, p =.008* 23
experienced dissociation in their lives
What % of UK population have experienced 25.5 35 25 40 1834.5, p =383 .07

dissociation in the past month
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Overall, young people’s attitudes to 47 23 42 30 1902, p =417 .07
dissociation..
Overall, clinician’s attitudes to dissociation.. 50 14 43 24 1867, p =330 .08
There is a place for dissociation in core 100 20 92.5 25 1903, p =397 .07
clinical training
Block 3 Median I0OR Median I0OR
Dissociation is just a fad 0 10 7 20 2273, p=.242 .10
Dissociation is something a minority of 22 50 21 50 2123, p=.704 .03
doctors diagnose...
Dissociation is rare 19.5 37 24 41 2381, p=.107 .14
Dissociation is caused by trauma 75.5 34 75 28 2000, p =.834 .02
Dissociation isn’t a real mental health 1.5 20 4 20 2085.5, p =.835 .02
problem...
Block 4 Median I0OR Median I0OR
CEFSA-14 scale total score 10 9.75 11.5 13 2281, p =203 A1

*p<.05. *¥*p<.001.

(Categorical variables by training on dissociation presented on next page)
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Table 5

Categorical Variables by Training on Dissociation

Variable Received core and / or additional Fisher-Freeman-Halton Exact Effect size
training on dissociation test (two-tailed p-value) (Cramér’s V)
Yes No
Block 1 n % n %
Have you heard of dissociation p=.506 A1
Yes 56 100 72 97.3
No 0 0 2 2.7
Do you think you know what dissociation is p =.005% .25
Yes 56 100 64 86.5
No 0 0 10 13.5
Do you think you know what p<.001* .37
depersonalisation is
Yes 51 91.1 43 58.1
No 5 8.9 31 41.9
Block 4 n % n %
Do you think you have worked with patients p=.130 21
with dissociation
Yes 54 964 64 88.9
No 0 0 3 4.2
Don’t know 1 1.8 5 6.9
Prefer not to say 1 1.8 0 0
Do you think you experience / have ever p=.652 13
experienced dissociation
Yes 35 62.5 39 54.2
No 15 268 23 31.9
Don’t know 6 10.7 8 11.1

Prefer not to say 0 0 2 2.8
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Do you have a friend or a relative who p=.766 .09
experiences / has ever experienced
dissociation
Yes 25 44.6 31 43.1
No 18 32.1 19 26.3
Don’t know 12 21.4 21 29.2
Prefer not to say 1 1.8 1 1.4
CEFSA-14 Scale severity score p = .464 13
Average 54 96.4 65 90.3
Elevated 2 3.6 6 8.3
Severe 0 0 1 1.4
*p<.01.

(Exploration of main findings by experience with dissociation presented on next page)



Exploration of Quantitative Variables by Experience with Dissociation

Table 6

Continuous Variables by Experience with Dissociation
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Variable ‘Do you think you experience / have Kruskal-Wallis Effect size
ever experienced dissociation?’ Test statistic (’n)
Yes No Don’t know

Block 1 Median IQR  Median  IQR  Median  IQOR
Confidence in understanding 70 29 70 28 55 28 6.501, p =.039% .04
of dissociation
Confidence in understanding 68 34 56 38 50 18 5.388, p =.068 .04
of depersonalisation

Block 2 Median IQR Median IQR  Median  IQOR
How common is dissociation 63.5 33 39.5 41 37.5 33 12.681, p = .002%* .09
How much of a problem is 60 20 60 33 59 23 0.012, p =.994 .02
dissociation
How dangerous is dissociation 50 49 58 42 45 51 4.223,p=.121 .02
How treatable is dissociation 70.5 26 69.5 30 73.5 36 1.718, p = 423 .00
How stigmatised is dissociation 65 40 75.5 31 69.5 29 3.627, p=.163 .01
Is dissociation more biological 80.5 39 79.5 39 77.5 21 0.564, p=.754 .01
or psychological
What % of UK population have 77 40 32 44 40 24 30.487, p<.001** 23

ever experienced dissociation in
their lives
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What % of UK population have 34 41 17 31 15 19 19.351, p<.001** 14
experienced dissociation in the
past month
Overall, young people’s attitudes 50 22 31 30 42.5 23 3.768, p=.152 .01
to dissociation..
Overall, clinician’s attitudes to 50 27 40 23 50 10 4.680, p =.096 .02
dissociation..
There is a place for dissociation 100 20 85 32 96 19 7.324, p = .026* .04
in core clinical training

Block 3 Median  IQR  Median = IQR  Median = IQOR
Dissociation is just a fad 0 19 7.5 20 2.5 23 2.496, p = .287 .00
Dissociation is something a 19.5 50 28.5 40 20.5 35 2.771, p=.250 .01
minority of doctors diagnose...
Dissociation is rare 15 36 27 40 30.5 42 6.477, p=.039%* .04
Dissociation is caused by trauma 75 32 80 20 70 32 2.761, p=.251 .01
Dissociation isn’t a real mental 0 21 3.5 19 5 20 0.325, p =.850 .01
health problem...

Block 4 Median IQR Median IQR  Median  IOR
CEFSA-14 scale total score 14.5 14.25 4.5 8 8 4.75 34.420, p<.001 ** 26

Note. 0?1 < .05 = small effect;.06—.13 = medium effect; >.14 = large effect.

*p<.05. **p<.001.

(Categorical variables by experience with dissociation presented on next page)



Table 7

Categorical Variables by Experience with Dissociation
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Variable ‘Do you think you experience / have Fisher-Freeman-Halton Exact Effect size
ever experienced dissociation?’ test (two-tailed p-value) (Cramér’s V)
Yes No Don’t know
Block 1 n % n % n %
Have you heard of p=1.000 .08
dissociation
Yes 73 98.6 38 100 14 100
No 1 1.4 0 0 0 0
Do you think you know what p=.458 10
dissociation is
Yes 69 932 36 947 12 85.7
No 5 6.8 2 53 2 14.3
Do you think you know what p=.028% 24
depersonalisation is
Yes 60 81.1 25 658 7 50
No 14 189 13 342 7 50
Did you receive core training p=.632 A2
on dissociation
Yes 25 338 11 289 6 42.9
No 43 58.1 26 68.4 8 57.1
Don’t know 6 8.1 1 2.6 0 0
Did you receive additional p=.215 15
training on dissociation
Yes 23 31.1 7 18.4 2 14.3
No 49 662 31 8l1.6 11 78.6
Don’t know 2 2.7 0 0 1 7.1
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Do you think you have p=.027*% 21
worked with patients with
dissociation
Yes 72 973 32 842 13 92.9
No 2 2.7 1 2.6 0 0
Don’t know 0 0 4 10.5 1 7.1
Prefer not to say 0 0 1 2.6 0 0
Do you have a friend or a p<.001** .39
relative who experiences /
has ever experienced
dissociation
Yes 43  58.1 8 211 4 28.6
No 10 135 24 632 3 21.4
Don’t know 21 284 5 13.2 7 50
Prefer not to say 0 2.5 0 0
Block 4 % n % n %
CEFSA-14 scale severity score p =183 15
Average 66 892 38 100 14 100
Elevated 7 9.5 0 0 0 0
Severe 1 1.4 0 0 0 0
*p<.05. **p<.001.
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Word Clouds for Qualitative Data (‘3 Words’)
Question: ‘If you had to choose 3 words to describe dissociation, what would they be?’ [free text].
393 words were provided by 135 participants; 390 words were coded in the quantitative content analysis.
Below is a word cloud of 100 words from the list of 390 words. The most common words were trauma (n = 32), detached (n = 17), disconnected
(n=16), coping (n = 12), numb (n = 12) and disconnection (n = 11). There appeared to be a mixture of supportive words, neutral/symptom-

based words and stigmatising words. (https://www.freewordcloudgenerator.com).

Figure 1

Word Cloud for ‘3 Words to Describe Dissociation’
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Question: ‘If you had to choose 3 words to describe a patient with dissociation, what would they be?’ [free text].
365 words were provided by 135 participants; 359 words were coded in the quantitative content analysis.
Below is a word cloud of 100 words from the list of 359 words. The most common words were traumatised (n = 34), trauma (n = 21),
disconnected (n = 17), complex (n = 10) and confused (n = 10). There appeared to be a mixture of supportive words, neutral/symptom-based

words and stigmatising words (https://www.freewordcloudgenerator.com/).

Figure 2

Word Cloud for ‘3 Words to Describe a Patient With Dissociation’
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Exploration of Qualitative Variables by Training on Dissociation

Table 8

Qualitative Responses by Training on Dissociation
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Variable Received core and / or additional Fisher-Freeman-Halton Exact Effect size
training on dissociation test (two-tailed p-value) (Cramér’s V)
Yes No
Qualitative responses coded n % n %
‘If you had to choose 3 words to describe p=.004%* 17
dissociation, what would they be?’ [free-
text]
Stigmatising 15 9.0 42 19.5
Supportive 42 25.3 35 16.3
Neutral 109 65.7 138 64.2
‘If you had to choose 3 words to describe a p=.121 A1
patient with dissociation, what would they
be?’ [free-text]
Stigmatising 32 21.1 54 27.3
Supportive 36 23.6 31 15.6
Neutral 84 553 113 57.1
“You are talking with a patient, and they tell p =455 A2

you that they have dissociation... What are
your very first thoughts and feelings in
response to this?’ [free text]

Sceptical

Supportive

Curious

4 7.1 10 14.1
18 32.1 19 26.8
34 60.7 42 59.1

*p<.01.



Exploration of Qualitative Variables by Experience with Dissociation

Table 9

Qualitative Responses by Experience with Dissociation
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Variable ‘Do you think you experience / have Fisher-Freeman-Halton Exact Effect size
ever experienced dissociation?’ test (two-tailed p-value) (Cramér’s V)
Yes No Don’t know
Qualitative responses coded n % n % n %
‘If you had to choose 3 words to p=.013% 18
describe dissociation, what would
they be?’ [free-text]
Stigmatising 36 164 18 165 O 0
Supportive 38 174 24 220 12 308
Neutral 145 662 67 615 27 692
‘If you had to choose 3 words to p<.001** 18
describe a patient with dissociation,
what would they be?’ [free-text]
Stigmatising 43 217 35 350 3 8.1
Supportive 48 243 8 80 7 18.9
Neutral 107 54.0 57 570 27 730
‘You are talking with a patient, and p=.193 15

they tell you that they think they
have dissociation... What are your
very first thoughts and feelings in
response to this?’ [free text]

Sceptical 5 69 6 158 2 14.3
Supportive 20 278 14 368 2 14.3
Curious 47 653 18 474 10 71.4

*p<.05. **p<.001.
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Normality Assumption Tests for Quantitative Continuous Variables

Normality assumptions for quantitative data were assessed using skewness and kurtosis values, formal normality tests (e.g., Shapiro-Wilk),

and visual inspection of distributions and plots. Recommendations for reporting practices provided by Field (2018).

Table 10

Skewness, Kurtosis, Visual Inspections and Test of Normality for Continuous Variables

Variable Skewness Kurtosis Kolmogorov-Smirnov Shapiro-Wilk Visual inspection Recommendations
Block 1
Years spent in main 1.39 1.13 D(132)=.220 W(132) = .816 Histogram: positively skewed Report the mean,
professional role p<.001 p<.001 median, SD and

Normal Q-Q plot: systematic curves IOR
Outliers: 6

Confidence in -0.58 0.04 D93)=.114 W(93)=.953 Histogram: some negative skew Report the mean
understanding of p=.005 p=.002 and SD
dissociation Normal Q-Q plot: some curving,

mostly normal

Qutliers: 0
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Confidence in -0.29 -0.30 D(93)=.122 W(93) =.963 Histogram: some clustering on Report the mean
understanding of p=.002 p=.010 middle value and SD
depersonalisation

Normal Q-Q plot: some curving,
mostly normal
Outliers: 2
Block 2
How common is it 0.01 -0.99 D(135)=.108 W(135) = .965 Histogram: multiple peaks, uneven Report the mean,
p<.001 p=.002 spread median, SD and
IOR
Normal Q-Q plot: mostly normal
Outliers: 0

How much of a problem -0.44 0.09 D(135)=.115 W(135)= 971 Histogram: evidence of mild Report the mean

is it p<.001 p =.005 negative skew and SD
Normal Q-Q plot: some curving
Outliers: 3

How dangerous is it 0.01 -0.98 D(135)=.079 W(135) =.969 Histogram: broad, possibly bimodal Report the mean

p=.037 p=.004 and SD

Normal Q-Q plot: appears normal

Qutliers: 0



How treatable is it

How stigmatised is it

Is it more biological or

psychological

What percentage of the
UK population have
experienced dissociation

ever in their lives

-0.54 0.21 D(135) = .115
p<.001

-0.55 -0.45 D(135)=.100
p=.002

-0.69 -0.05 D(135)=.138
p<.001

-0.17 -1.22 D(132) =111
p<.001

W(135) = .963
p<.001

W(135)=.952
p<.001

W(135)= 919
p<.001

W(132) = .942
p<.001

Histogram: some negative skew,

asymmetric

Normal Q-Q plot: some curving

Qutliers: 0

Histogram: some mild skew, wide
spread, no bell shape

Normal Q-Q plot: some curving

Qutliers: 0

Histogram: negative skew, narrow

spread

Normal Q-Q plot: some curving

Qutliers: 0

Histogram: Uniform distribution,

extreme values at both ends

Normal Q-Q plot: some curving
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Report the mean,
median, SD and
IOR

Report the mean,
median, SD and

IOR

Report the mean,
median, SD and

IOR

Report the mean,
median, SD and
IOR



What percentage of the
UK population have
experienced dissociation

in the past month

Overall, young people’s
attitudes towards

dissociation are..

Overall, clinician’s
attitudes towards

dissociation are..

There is a place for
dissociation in core

clinical training

0.89

0.17

0.43

-1.85

-0.06 D(131) = .154
p<.001
0.21 D(135) = .248
p<.001
0.19 D(135)=.182
p<.001
3.75 D(135) = 248
p<.001

W(131) = .900
p<.001

W(135) =951
p<.001

W(135) = .960
»<.001

W(135) =736
p<.001

Qutliers: 0

Histogram: strong positive skew,

outliers

Normal Q-Q plot: clear curving

Qutliers: 0

Histogram: strong clustering in

middle value, asymmetric dispersion

Normal Q-Q plot: some curving

QOutliers: 2

Histogram: slight right skew, some

clustering in middle value

Normal Q-Q plot: some curving

Outliers: 10

Histogram: significantly negatively

skewed, ceiling effect evident
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Report the mean,
median, SD and
IOR

Report the mean,
median, SD and

IOR

Report the mean,
median, SD and

IOR

Report the mean,
median, SD and
IOR
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Normal Q-Q plot: significant curving

Outliers: 5
Block 3
Dissociation is just a fad 1.89 3.43 D(133) =.256 W(133)=.707 Histogram: Extreme positive skew Report median
p<.001 p<.001 and IOR
Normal Q-Q plot: significant curving
Outliers: 7
Dissociation is 0.70 -0.57 D(133)=.146 W(133)=.889 Histogram: Positively skewed, heavy Report median
something a minority of p<.001 p<.001 clustering at low values and peak at and /QR
doctors diagnose... mid-scale
Normal Q-Q plot: some curving
Outliers: 0
Dissociation is rare 0.80 -0.21 D(133)=.135 W(133)=.904 Histogram: skewed, bi-modal and Report median
p<.001 p<.001 asymmetric and IQR

Normal Q-Q plot: some curving

Qutliers: 0
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Dissociation is caused by -0.95 1.17 D(133)=.102 W(133)=.928 Histogram: strong negative skew Report median
trauma p=.002 p<.001 and /QR

Normal Q-Q plot: significant curving

Outliers: 3

Dissociation isn’t a real 2.06 3.87 D(133) =.268 W(133)=.674 Histogram: strong positive skew Report median
mental health problem... p<.001 p<.001 and IOR

Normal Q-Q plot: significant curving

Outliers: 11

Block 4
CEFSA-14 scale 1.07 1.59 D(128)=.122 W(128) =.921 Histogram: Positively skewed Report the mean,
(total score) <001 <001 median, SD and

Normal Q-Q plot: some curving IOR

Qutliers: 1
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Chapter Eight: Extended Discussion
This chapter provides an extended discussion of the thesis. It considers the main findings of
the systematic review/meta-analysis, empirical paper, their strengths and limitations, alternative
approaches, as well as the clinical and research implications for clinical psychology. Finally, the

researcher’s reflections on completing the thesis and overall conclusions are presented.

Summary of Main Findings

Systematic Review

The systematic review and meta-analysis examined the association between implicit and
explicit stigma among mental health clinicians, addressing a long-standing gap in the literature. It
highlighted a dearth of published research assessing the relationship between implicit and explicit
stigma (10 studies), with no study published in the UK to date. Nevertheless, the limited evidence
base was methodologically strong according to the QualSyst criteria (e.g., with no evidence of
publication bias and only a minimal influence of outliers). Overall, the meta-analysis found a small
but statistically significant correlation (» = .13) between implicit and explicit stigma, highlighting
these constructs were only weakly related among mental health clinicians. Therefore, they could be
considered largely distinct constructs. This supports the dual-process theories of implicit and explicit

representations of stigma among mental health clinicians (Gonzalez-Sanguino et al., 2019).

However, a significant moderate heterogeneity was present across the study designs, samples,
measurements and associations reported. Indeed, the 95% prediction interval of the true correlation
crossed zero, and this varied widely, from a slightly negative to moderately positive relationship (» =
-.12 to .39). For instance, studies examining substance use disorder showed a slightly stronger
correlation (7 = .27) than for other psychiatric disorders such as schizophrenia. This finding can be

difficult to interpret given the correlational design of studies, but some theorists propose that it could
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be more ‘socially acceptable’ to be explicitly stigmatising to people with substance misuse (Magnan

et al., 2024). This might lead to a stronger alignment between the implicit and explicit beliefs.

Implicit stigma was frequently measured using the IAT, or an implicit association-based
measure, which varied substantially in procedure, stimuli, target and comparison categories. The
explicit measures of stigma also varied in their content, length and response options, and only two
studies used explicit measures designed to correspond directly to implicit attributes. Generally, the
studies did not report the component of stigma being investigated (e.g., stereotypes, prejudice or
discrimination) by the implicit or explicit measure of stigma. This limited the interpretability and
comparability of findings across studies, as well as their relation to theories of stigma. Likewise, the
response rates were generally low across studies, meaning the 1,404 clinicians included in the review
may not fully represent the population of mental health clinicians. The review did not systematically
synthesise the clinical outcomes of stigma, although data suggested that implicit and explicit stigma

may influence different behavioural intentions and job-related outcomes among clinicians.

Empirical Project

The empirical project provided an up-to-date survey exploring the explicit attitudes and
beliefs of NHS clinicians concerning dissociation. The paper offered new insight into professional
perspectives within UK mental health services. Clinicians reported high awareness of dissociation,
but showed only moderate (and highly variable) confidence in their knowledge. Formal training on
dissociation was limited, despite strong advocation for its inclusion in curricula. Belief ratings were
generally moderate, indicating neither strong endorsement nor rejection of dissociation’s prevalence,
severity or dangerousness. However, dissociation was viewed as fairly treatable and psychological,

aligning with trauma-informed models stated in the thesis introduction (Nikopaschos et al., 2025).

Endorsement of misinformed beliefs was low on average. However, wide variation across

clinicians potentially reflected the ongoing uncertainty and controversy surrounding dissociation
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(described earlier in the thesis). Qualitative responses further illustrated this pattern. While neutral or
supportive language predominated, stigmatising terminology was more commonly applied to patients
with dissociation than the phenomenon itself. This likely amplifies the “twofold challenge” faced by
people with mental health conditions (Petkari et al., 2018). Stereotypes (e.g., negative or myth-based
beliefs) and prejudice (e.g., negative attitudes) were reported by a minority of clinicians, indicating
that cognitive and affective components of stigma may operate in some views towards dissociation
(Corrigan & Shapiro, 2010). Most staff had also worked with patients who experience dissociation,

suggesting it is a common, transdiagnostic experience found across mental health services.

Strengths of the Thesis Portfolio

Systematic Review

A key strength of the review is that it provides the first systematic pooling of correlations
between implicit and explicit stigma among mental health clinicians, directly addressing a gap
highlighted in the literature. The review moves beyond previous narrative discussions of implicit-
explicit correlations by offering the first meta-analytic synthesis of studies investigating this enquiry
among mental health clinicians. It also employed a rigorous search strategy, by drawing on multiple
databases and search terms to capture the diverse terminology used to describe implicit and explicit
stigma. This enhanced the breadth of the review and reduced the risk of overlooking relevant studies.
The review process also provided high inter-rater agreement at screening, data extraction and quality

appraisal stages, increasing our confidence in the reliability of study selection and the extracted data.

Methodologically, the review demonstrated several strengths compared to previous work on
clinician stigma. It incorporated a formal critical appraisal using the QualSyst tool, which indicated
the included studies were generally of strong methodological quality. Our synthesis was strengthened
by a range of additional statistical tests, including sensitivity analyses, tests for publication bias and

the calculation of a 95% prediction interval, allowing for a more robust interpretation of our findings.
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The inclusion of moderator analyses also allowed our review to identify substance use disorder as a
key moderator in which implicit and explicit stigma align more strongly, offering novel clinical and
theoretical insights. Research was drawn from several countries, healthcare settings, and professional

groups of mental health clinicians, thereby broadening the scope of the review’s findings.

Finally, the review makes a valuable theoretical contribution by linking the findings to dual-
process models. By demonstrating only a weak association between implicit and explicit stigma, the
review provides empirical support for the ‘related but distinct’ dimensions of these constructs among
mental health staff (Schmidt et al., 2022). This has implications for how stigma is conceptualised and
addressed in mental health settings. It also highlights the potential for implicit and explicit processes
to differentially influence the intentions and behaviours of mental health clinicians. However, it is
recognised that firm conclusions about these secondary outcomes could not be drawn because of our

search strategy and synthesis.

Empirical Project
A key strength of the empirical project is its mixed-methods design. The quantitative items

provided a descriptive overview of attitudes, beliefs, and knowledge, while the free-text data offered
insight into how clinicians conceptualise dissociation and respond to patients. Our content analysis
then enabled these qualitative responses to be coded and systematically summarised. This approach
complemented our quantitative findings, and supported the interpretation of brief free-text data. The
survey was also pre-registered on the OSF, which enhances the reproducibility and methodological
rigour of findings, alongside our transparent reporting of descriptive statistics. The survey was also
co-designed by clinicians and experts by experience, which improves the meaningfulness of results
and supports best practice in contemporary mental health research (Lloyd et al., 2024). Accordingly,

our findings add value for developing clinical resources, services and directing future research.
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Another strength was our attempt to broaden the representation of mental health clinicians in
research on dissociation. Unlike previous studies, which focused on psychiatrists and psychologists,
this project recruited clinicians across multiple NHS Trusts, service settings, and professional roles,
including nurses, allied health professionals and unregistered staff. This provided a snapshot of the

multidisciplinary workforce that encounters dissociation in NHS secondary mental health services.

Finally, the empirical project complemented the theoretical aims of the thesis. By focusing on
explicit attitudes and beliefs, and their relation to stigma, it offers theoretical clarity when comparing
findings from the systematic review on implicit and explicit stigma (and their impact on clinical care
outcomes). Indeed, the empirical project exemplifies how the cognitive and affective components of
explicit stigma may operate among clinicians (e.g., first thoughts and feelings when patients report
they think they have dissociation). It also provides a rationale for future research into the ‘implicit

evaluations’ of clinicians towards dissociation, given these may operate through different processes.

Limitations of the Thesis Portfolio

Systematic Review

Several limitations of the systematic review should be acknowledged. First, half of all studies
were cross-sectional, and only baseline correlations were extracted for the meta-analysis. As a result,
the review cannot draw conclusions about the causal direction, developmental trajectory, or temporal
stability of the relationship between implicit and explicit stigma. Longitudinal and / or experimental
designs are required to clarify whether changes in implicit or explicit stigma influence the other over
time, and how these systems may differentially map onto clinical outcomes. These include decision-

making, behavioural intentions and health outcomes for service users with mental health conditions.

Second, although the search strategy was comprehensive, the review was limited to English-
language and peer-reviewed literature. This raises the possibility that relevant correlational findings

from non-English-speaking contexts or unpublished datasets were excluded from our analysis. Given
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the international variation in stigmatising attitudes toward mental health conditions (Stefanovics et
al., 2016), restricting our search may have possibly limited the global generalisability of our findings.
This might have also been exacerbated by the small sample sizes and response rates across studies, as

these factors can limit statistical power and reduce the accuracy of correlational estimates.

Third, the review did not extract studies examining neuropsychiatric conditions, such as
neurodevelopmental or neurodegenerative disorders. Considering the substantial overlap between
mental ill-health and neuropsychiatric conditions (Taslim et al., 2024), as well as evidence of stigma
towards these conditions among mental health clinicians (e.g., Begley et al., 2023; Kelly & Barnes-
Holmes, 2013), this exclusion may limit the generalisability of our findings towards broader mental
health presentations. Furthermore, our review excluded studies examining associative stigma, which
is stigma experienced by clinicians as a result of working with people with mental health problems.
This is a limitation because associative stigma has been found to impact clinician attitudes and care
delivery for service users, in addition to resilience and job satisfaction outcomes (Njaka et al., 2023).
Hence, excluding this topic meant the review may not have captured the broader contextual factors

shaping the implicit and explicit stigma of mental health clinicians.

Fourth, there was considerable variation in how implicit and explicit stigma were reportedly
conceptualised and measured across studies, and there was limited reporting on which components of
stigma were captured. This lack of conceptual clarity reduces comparability between studies and may
have contributed to some of the heterogeneity observed in the meta-analysis. Finally, although the
review provided a pooled correlational estimate at the ‘group’ level, it did not capture within-person
variability in implicit-explicit relationships among mental health clinicians. Given that implicit and
explicit attitudes can diverge within an individual depending on context, cognitive load, training, or
emotional state (e.g., Huntsinger, 2013; Payne et al., 2008; Yokota et al., 2025), future research using

more idiographic designs may help to explore how these processes interact in mental health practice.
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Empirical Project

The study employed an online, cross-sectional design completed through self-report. This
restricted the ability to infer causal associations between attitudes, beliefs, knowledge and experience
of dissociation and how clinicians’ perspectives evolved over time. Saying this, however, future data
collection from the larger longitudinal project will allow colleagues to track changes in attitudes and
beliefs, offering insight into how these develop in clinical practice. Self-report data is also vulnerable
to response bias, particularly when completed in professional settings. Although confidentiality was
emphasised, it is possible that sceptical attitudes went underreported, and it remains difficult to know
if staff completed the online survey alone or answered the items truthfully. For instance, clinicians
could have searched online for definitions of dissociation or case examples. We also did not include

an objective ‘knowledge check’ to evaluate whether clinicians actually knew what dissociation was.

Furthermore, our survey did not incorporate any validated measures of attitudes and beliefs
by clinicians, as these had not been adapted for dissociation. While our items were informed by prior
surveys and relevant theoretical literature, their psychometric properties (e.g., reliability, validity,
factor structure) remain untested. This limits the interpretation of our findings and comparison with
other studies including our systematic review. The use of our slider response scales may have also

encouraged midpoint responding, which may partially account for some moderate ratings observed.

The sample was also predominantly White, female and potentially quite psychologically-
focused (e.g., many unregistered staff were assistant or trainee psychologists). This might limit the
extent to which findings can be generalised to the NHS workforce and could account for the strong
endorsement of trauma-informed models of dissociation. Representation also varied across Trusts,
professional roles and service settings. This raises the potential for self-selection bias, particularly as
response rates for these characteristics were not monitored during our data collection (due to our

convenience sampling approach). The uneven distribution of characteristics also created statistical
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challenges. For instance, the exploratory analyses were not always powered for formal hypothesis
testing, and effect sizes may have been obscured by small or unequal subgroup sizes. Consequently,

the extent to which differences between groups were meaningful remained uncertain in the study.

Finally, our qualitative findings might have been constrained by the brevity of free-text
responses and the analytic approach chosen. Single-word descriptors and short statements limited the
depth of interpretation regarding clinicians’ cognitive and emotional responses to patients who report
dissociation. Moreover, quantitative content analysis is mostly descriptive, capturing the frequency
and ‘surface’ of language rather than its underlying meaning. A thematic analysis may have offered
richer detail and greater nuance by exploring recurring patterns of attitudes and beliefs (Vaismoradi
et al., 2013). However, this was not utilised given the format and frequency of clinician’s responses.
Overall, these limitations highlight the need for longitudinal, representative and theoretically-driven

research to improve our understanding of clinicians’ attitudes and beliefs about dissociation.

Broad Research Approach and Alternative Methodologies

The Research Conducted

This section evaluates the work carried out across the thesis portfolio. One strength of the
portfolio is its coherence. The systematic review and empirical project were conceptually aligned,
both focusing on attitudes and stigma processes among mental health clinicians within services. The
review first established a theoretical basis regarding implicit and explicit representations of stigma.
The empirical study then applied this through focusing on the explicit attitudes, beliefs and stigma of
clinicians towards dissociation in NHS practice (an under-explored area). The empirical project also
addressed some methodological limitations identified in the review. It introduced a mixed-methods
design, broad sampling approach, and methods to minimise survey bias (e.g., social desirability) to
strengthen and extend the evidence base among mental health clinicians. Another strength lies in the

translational focus of the thesis. Both projects addressed how stigma may operate among clinicians



169

towards mental health conditions. The thesis therefore contributes not only to psychological theory,
but also to service development and professional training. Co-designing the survey of the empirical

project further strengthens the value of our findings.

However, weaknesses of the work conducted should be acknowledged. The thesis prioritised
feasibility and scope over depth when understanding stigma in practice. For example, the review had
relied on published correlational data on stigma, meaning conclusions about the precise mechanisms
by which implicit and explicit stigma operate among clinicians were not investigated. Likewise, the
mixed-methods approach of the empirical project captured a relatively descriptive understanding of
stigma towards dissociation in NHS contexts. Indeed, the responses analysed were brief and did not
allow for detailed exploration of meaning-making processes among NHS clinicians. Therefore, the
knowledge generated within this thesis reflected the methodological decisions taken, the limitations

of the wider literature, and the feasibility of conducting research within a professional doctorate.

Broad Methodological Approach

The thesis portfolio largely operated within a positivist / realist paradigm. The systematic
review employed meta-analytic techniques to estimate pooled effect sizes, while the empirical study
used a descriptive survey, complemented by a ‘small ¢’ quantitative content analysis. This approach
prioritised breadth, statistical aggregation and replicability over the in-depth exploration typical of
‘Big O’ qualitative research (Braun & Clarke, 2013). This offered some advantages. First, pooling
effect sizes in the review provided quantitative support for the dual-process theories of stigma among
clinicians beyond a narrative synthesis alone. Second, the sampling methods of the empirical project
allowed responses from a large and multidisciplinary NHS sample, facilitating exploration of broad
patterns regarding attitudes and beliefs concerning dissociation. These results were complemented by

free-text data which were converted to numerical representation, and analysed quantitatively.
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However, this positivist orientation limited the type of knowledge produced in the thesis. By
focusing on measurable attitudes and pooled relationships, the thesis conceptualised stigma primarily
as an observable and quantifiable construct. Other epistemological orientations, such as relativist or
critical-realist approaches, may have conceptualised stigma differently. For instance, by prioritising
how staff ‘construct’ stigma in clinical narratives, or exploring how different perspectives and the
clinical context (e.g., service pressures or historical debates) may have shaped attitudes and beliefs.

Hence, our positivist orientation restricted insight into how stigma might arise and enact in practice.

Alternative Approaches

Several alternative methodologies could have addressed our research questions. A qualitative
design for our empirical project, such as interpretative phenomenological analysis, thematic analysis,
or grounded theory, may have provided detailed insight into the experiences and professional context
of clinicians’ attitudes and beliefs on dissociation. For instance, in-depth interviews or focus groups
could have explored the processes underlying stigma (e.g., social, individual, cognitive, emotive and
behavioural) that may not always be accessible through survey methods. However, these approaches

would have likely reduced the sample size, and, by their nature, the generalisability of our findings.

Experimental methodologies also represent an alternative approach. Vignette-based designs
that manipulate variables such as ‘diagnostic labels’ and ‘patient histories’ could have examined the
causal influences of clinician’s attitudes and beliefs concerning dissociation. Similarly, longitudinal
or pre-post designs could have tested whether training or reflective practice programmes influence
beliefs over time. Finally, a systematic review of longitudinal (rather than cross-sectional) studies
would have enabled more robust conclusions about the temporal and causal mechanisms underlying

implicit and explicit stigma, to contribute to and develop the dual-process theories among clinicians.

Stronger integration across the two projects could also have been achieved in the thesis (e.g.,

by including implicit measures within the empirical study). Indeed, an adapted implicit association
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task (IAT) that investigated automatic evaluations towards dissociation would have enabled a direct
test of the correlation between implicit and explicit stigma among a sample of UK clinicians, thereby
addressing a key gap identified in the systematic review. However, to the best of our knowledge, an
IAT for dissociation has not been developed. This could be an avenue for future research. Other
suggestions for future research were described in detail in the main project chapters and therefore are

not repeated in this Extended Discussion.

Implications for Clinical Psychology

Systematic Review

Several clinical and research implications can be derived from the systematic review and
meta-analysis. The finding that implicit and explicit stigma were only weakly related suggests that
consciously endorsed attitudes may not always align with automatic evaluations toward people with
mental health conditions. This highlights the potential utility of ‘reflective spaces’ for clinicians, to
explore their explicit and less-controlled reactions, including clinical supervision, team formulations,
and reflective groups, which are emerging NHS practices (Galway et al., 2025; Hartley, 2021). These
spaces are particularly important in high-pressure environments, such as NHS mental health services
(e.g., Mandangu et al., 2025), where time constraints, high workload and burnout may well increase
reliance on automatic judgements for clinicians (Job et al., 2024). However, given there are debates
about whether people can legitimately access implicit cognition (Morris & Kurdi, 2023; Schimmack,
2021), it remains unclear to what extent clinicians would be able to reflect on and even modify these
evaluations (FitzGerald & Hurst, 2017). Furthermore, if clinicians explicitly report ‘compassionate’
values, but express automatic negative reactions towards their service users, such discrepancies may
produce discomfort (Muschalik et al., 2019) or disengagement from practice and reflective spaces,
which has ethical implications (Zogmaister et al., 2013). Hence, addressing these discrepancies is

important not only for reducing bias, but also for supporting the wellbeing of clinicians at work.



172

The identification of substance use disorder as a significant moderator is also relevant for
clinical psychology. This is because the stronger alignment between implicit and explicit attitudes
might mean that stigma is more entrenched in the cognitive representation of mental health problems
that have cultural attributions of personal blame and responsibility (Vederhus et al., 2016). This may
make it more acceptable for clinicians to express explicit stigma to substance misuse compared to
other mental health problems (Magnan et al., 2024). It also reveals how attribution theory and dual-
process models might align to explain the formation of provider stigma, and how these can be used
to target stigma-reduction approaches. These include the ‘responsibility without blame’ framework
for addictions (Pickard, 2017). However, it is important to acknowledge that the stronger association
between implicit and explicit stigma, and cultural attributions of blame, are only hypothesised links
in substance use disorders, as these relationships were not directly tested across any included study.
Likewise, only four studies explored substance use disorder, potentially limiting statistical power,
and there was a wide 95% confidence interval for the correlation reported [.05, .49]. This indicates
the true correlation could be very weak to moderate, highlighting uncertainty and the need for more

research on how substance misuse and other disorders may moderate implicit-explicit relationships.

The systematic review also has implications for theory and measurement in clinical
psychology. The weak pooled association supports dual-process theories that conceptualise implicit
and explicit attitudes as ‘related but largely distinct’ systems. This reinforces the need to explore
both representations of stigma in clinical research, service evaluations, and for training in clinical
psychology. This would support clinicians to better understand the role of conscious and automatic
cognitions on attitudes towards people with mental health problems. The review also demonstrates
the need for improved psychometric measurement across research, such as transparent reporting of
the components of stigma being measured, in addition to the reliability and validity of implicit and
explicit measures. Strengthening these methodologies may enhance the accuracy by which stigma is

assessed among clinicians and may help to enhance theoretical models of provider stigma.
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The review also highlighted there were no studies exploring the relationship between implicit
and explicit stigma for conditions perceived to be highly stigmatised (i.e., explicitly). These include
personality disorders, complex post-traumatic stress disorder and dissociation (Hazell et al., 2022).
This presents an opportunity to explore if implicit-explicit correlations varied according to these
categories. One could hypothesise that we may find a stronger correlation between implicit and
explicit stigma for highly stigmatised conditions, like substance use disorders. Furthermore, there is
some evidence that public attitudes toward mental health conditions may have worsened in recent
years (Ronaldson & Henderson, 2025). Yet, it is not known how sociocultural factors influence the

implicit and explicit attitudes of clinicians, highlighting the need for future research on this topic.

Ultimately, the findings from our systematic review and meta-analysis could support the
development of stigma-reduction initiatives across mental health services. By clarifying the weak
relationship between implicit and explicit stigma, our review provides a theoretical foundation for
training that targets both representations among clinicians. Addressing implicit stigma may require
experiential, interactive and reflective approaches, in addition to the educational-based training used
for explicit stigma (Grammoustianou et al., 2025; Reddyhough et al., 2024). Doing so could help to

reduce bias in clinical decision-making, and promote better outcomes for service users.

Empirical Project

Our findings highlight that dissociation remains a clinically relevant, but inconsistently
understood phenomenon among NHS clinicians. Although awareness of dissociation was high,
confidence and formal training were variable, and belief ratings implied some uncertainty regarding
its prevalence, severity and danger. This emphasises a clear need to provide accessible education on

dissociation in core and additional training, and to strengthen the knowledge and skills of clinicians.

Given that dissociation can be confusing and distressing for service users, clinicians should

feel confident to assess safely, give accurate and validating explanations, and agree a management
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plan (Pierorazio et al., 2025). However, achieving this may be challenging in the absence of national
guidelines for dissociation. Training that integrates phenomenological accounts of dissociation (e.g.,
a felt sense of anomaly), trauma-informed models, and practical guidance might reduce uncertainty
and the risk of stigmatisation. Practical exercises could include role plays of clinical interactions and
information-gathering (e.g., administering psychometrics such as the CEFSA-14 scale), formulating
with service users, and providing evidenced-based interventions including grounding and cognitive-
behavioural skills (e.g., Hunter et al., 2023). Encouragingly, our study found moderate endorsement
that dissociation was treatable and psychological, indicating an openness to psychological models

and interventions that psychologists are well placed promote in the NHS (Crockford et al., 2026).

However, the substantial variation found in ratings of misinformed beliefs about dissociation
suggests that some scepticism persists among NHS clinicians. Addressing misinformation, such as
through psychoeducation or targeted ‘myth busting’ teaching sessions, may help to reduce the spread
and impact of inaccurate beliefs (Brand et al., 2019). Notably, several myths were found to cluster,

indicating that challenging one myth may help to weaken others, making such interventions practical.

NHS services might also benefit from resources to support clinicians in conversations with
service users, carers, and colleagues about dissociation (e.g., clinical guides and accessible booklets).
This is relevant within the current sociocultural context in which dissociation is increasingly being
discussed by young people and on social media (Greene et al., 2023). Co-production with experts by
experience throughout this process will ensure that emerging resources are meaningful, empowering,

and accessible to the needs and language of people with dissociation (Nester et al., 2022).

The qualitative findings also have significant implications. While many clinicians used
neutral or supportive language, stigmatising descriptors were more common when describing the
patients rather than dissociation itself. This distinction suggests that cognitive and affective reactions

(components of stereotypes and prejudice in stigma theory), may arise most when clinicians interact
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with service users, which aligns with stigma being a dynamic social process (Link & Phelan, 2001).
Such negative reactions could influence therapeutic rapport, empathy, and decision-making. As such,
clinical psychologists may have a role in running reflective groups to help staff notice their reactions

to service users with dissociation, whilst modelling curiosity and compassion.

Theoretically, our findings suggest dissociation remains a contested construct within clinical
psychology. Wide variation across beliefs indicate that different conceptualisations of dissociation
(e.g., trauma and socio-cognitive models) may exist among NHS clinicians. This reinforces the need
for clearer integration of trauma models into core training programmes, and for research to examine

how professional background, experience and clinical setting may influence attitudes and beliefs.

Researcher Reflections
Completing this doctoral thesis has shaped my understanding of mental health stigma and my
identity as a Trainee Clinical Psychologist in the UK. It was interesting to learn that explicit and
implicit attitudes might only be weakly relate, and that implicit biases may still persist, even among
well-intentioned and supportive mental health professionals. This raised questions about the realities
of working in high-pressure environments such as the NHS and the ethical implications for staff who

support people with mental ill-health.

I am working to understand my own implicit and explicit attitudes towards people with
mental health conditions, by participating in freely available IATs from the ‘Project Implicit” website
(Nosek et al., 2007). Being able to reflect critically on these processes will support me to provide the
best psychological care for service users. | have noticed I am more mindful of my clinical decisions
too, along with the rules, assumptions and attitudes that shape my decisions. I have also developed an
interest in reflective practice groups across my placements, which have assisted me to discuss topics

such as professional and cultural biases, diversity, transference and perfectionism. Engaging in these
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topics have enabled me to cultivate a greater self-awareness, tolerate uncertainty, and remain open to

clinical and academic feedback. These are qualities I feel are essential for my ongoing training.

The process of conducting the systematic review was initially anxiety provoking, particularly
as I had not statistically pooled research data for a meta-analysis before. This provided a significant
process of education, first through independently learning how to pool correlations using the ‘Meta
Analysis via Shiny’ (MAVIS) software (Aydin et al., 2015). This software supported me to learn
how to produce random-effects models and moderator analyses by providing publicly available ‘test’
data from a previously published meta-analysis (Molloy et al., 2014). I then used this knowledge to
conduct my own meta-analysis for my systematic review using ‘Jamovi’ (The Jamovi Project, 2025).
Completing these analyses brought a real sense of achievement as a researcher, while the discovery
of new knowledge was very rewarding. However, my systematic synthesis highlighted significant
heterogeneity in the literature, which I found challenging at times. I realised that research on implicit
and explicit stigma was methodologically inconsistent, making it difficult to compare and contrast
findings. This process increased my appreciation of the research process involved in the design and
measurement of constructs within clinical psychology. I learnt why reviews and meta-analyses were

such useful tools to synthesise a range of studies to better inform the evidence base in psychology.

Conducting the empirical study helped me appreciate the complexity of attitudes and beliefs
among clinicians towards dissociation. A key learning point was the importance of mixed-methods.
While the rating-scales suggested generally neutral to supportive attitudes towards dissociation, the
qualitative responses revealed a more nuanced perspective. The language used by some clinicians
reflected curiosity and validation, whereas other terms were stigmatising (e.g., “attention-seeking’).
As a personal reflection, I was somewhat surprised that clinicians were willing to report such beliefs
on a survey. This could indicate a degree of self-selection, whereby clinicians who felt comfortable

expressing their views (whether supportive or critical) were more likely to participate. It might also
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suggest that our methods to minimise social desirability was effective. Nevertheless, it implied that

stigma-reduction and trauma-informed care initiatives need to be prioritised.

The qualitative sections of the empirical study was also an important learning experience, as |
had not previously conducted a content analysis. Developing the coding framework required careful
engagement with the recent literature, support from colleagues, and reflection on how ‘meaning’ can
be categorised and interpreted. I became increasingly aware of my assumptions during much of the
coding process, particularly when interpreting ‘emotive’ terms. This emphasised the importance of
reflexivity, inter-rater reliability, and transparency in qualitative research. The process also improved

my knowledge of how to design ‘free-text’ survey questions to minimise response biases.

Conducting research within NHS services also highlighted to me the practical challenges of
engaging busy clinicians in research activity. Recruitment across multiple Trusts required persistence
and flexibility, particularly given the competing demands on staff and service pressures. Engaging
staff outside of psychology, some of whom may have less familiarity or confidence with research
procedures, encouraged me to reflect on issues of accessibility, communication and power. I became
more aware of the importance of creating space for staff across bands and disciplines to share their
perspectives, particularly those whose voices may be under-represented in research. This helped me

learn that research in NHS settings should be methodologically rigorous, collaborative and inclusive.

Overall Conclusions
This thesis portfolio offered a contemporary examination of stigma among mental health
clinicians. Its particular focus on the implicit and explicit dimensions of stigma, and attitudes and
beliefs concerning dissociation, has important clinical and theoretical implications for the field. The
systematic review and meta-analysis found that implicit and explicit stigma were only weakly related
among mental health clinicians. This supports dual-process models of stigma and the need to address

conscious and automatic evaluations for stigma reduction. The empirical project extended this work
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by presenting a mixed-methods survey of NHS clinicians about dissociation, which is a controversial
and misunderstood mental health condition. Findings revealed a high awareness of dissociation but
wide variation in the explicit knowledge, attitudes and beliefs of staff, including occasional stigma,
scepticism and misinformed beliefs towards service users. This has implications for co-developing
clinical resources and professional training on dissociation. Overall, the thesis portfolio advances our

understanding of the multifaceted nature of clinician stigma and offers direction for future research.
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e Authors are required to indicate in ScholarOne and disclose in their covering letter their
work is part of or 1s a whole thesis.

e Authors are required to update the title page of the thesis with a link to the new version
of record.

e Authors are required to cite and reference their thesis.

e Authors should refer to the general rights detailed in the thesis and confirm they hold
copyright/have permission to reuse this material in the new paper.

e Authors are reminded that final decisions are at the discretion of the Editor in Chief.

Failure to disclose this information will result in the submission being withdrawn and the University
notified.

Other Documents:
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Tables - Tables should be numbered (e.g. Table 1, Table 2...) and referenced in the text of
the manuscript. Authors must indicate the desired position of the table in the

manuscript. Authors must obtain permission from the original publisher if they intend to use
tables from other sources, and due acknowledgement should be made in a footnote to the
table as follows: Permission to replicate this table has been given to the authors by

XXX. Please ensure that tables are a reasonable size. Tables over two typeset pages (around
1,400 words) will be moved to supplementary material.

Figures - Figures should be numbered (e.g. Fig 1, Fig 2, Fig 3...) and referenced in the text
of the manuscript. Authors must indicate the desired position of the figure in the manuscript.
Please consult the journal artwork guide(opens in a new tab) for a detailed specification on
accepted file formats. Authors must obtain permission from the original publisher if they
intend to use figures from other sources, and due acknowledgement should be made in the
legend as follows: Permission to replicate this figure has been given to the authors by XXX.
Any figures supplied in colour will be published online in colour.

Supplementary Material — Material that is not essential to understanding or supporting a
manuscript, but which may nonetheless be relevant or interesting to readers, may be
submitted as supplementary materials. Supplementary materials will be published online
alongside your article but will not be published in the pages of the journal. Types of
supplementary materials may include, but are not limited to:

e Appendices, additional data presented as tables or figures, datasets, videos and
sound files.

e Details of a search strategy employed in a literature review.

e Details of the literature retrieved but not further discussed in the body of the
manuscript.

e Technical details of specialist (but not novel) methodology, statistical analysis
and supporting references.

e Authors who have contributed in some sense to the paper but don’t qualify for an
authorship credit (e.g. group authorship) should be added to supplementary
material rather than included in the footnote or acknowledgement section.

e Long lists of contributors who don’t qualify for an authorship credit (e.g. group
authorship) should be added to supplementary material. Shorter lists can be
included in the acknowledgement section.

Supplementary materials will be published with the same metadata as your parent article, and are
considered a formal part of the academic record, so cannot be retracted or modified other than via
our article correction processes.
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Supplementary materials are peer reviewed but will not be typeset or copyedited, so should be
supplied exactly as they are to appear online. Please make sure you are familiar with our detailed
guidance on supplementary materials prior to submission.

Where relevant we encourage authors to publish additional qualitative or quantitative research
outputs in an appropriate repository, and cite these in manuscripts.

4. CONSORT, PRISMA, or CHEERS Checklist/Flow Diagram — If relevant, see here for more
information.

During Online Submission:

Papers may be submitted directly, or be cascaded to BJPsych Open following a decision by The
British Journal of Psychiatry (BJPsych) or other BJPsych journals(opens in a new tab) either before
or after external peer review. To enable a swift peer review process, if a paper has been peer-
reviewed in another BJPsych journal, it will be treated as a revised submission (subject to responses
to the original peer review reports) and it is therefore expected that authors will respond to all
reviewer comments before submitting to BJPsych Open.

Please check that data detailed within the manuscript corresponds to data detailed within figures and
tables and check for any discrepancies or calculation errors.

1. Covering letter - Authors are required to provide a covering letter that explains the relevance
of the research to practising psychiatrists.

2. Responding to reviewers - When submitting a revised manuscript, authors are expected to
respond to reviewers' comments on the previous submission, point by point, where prompted
on the online submission site. Please also highlight in yellow those sections of your
manuscript that have been changed in response to reviewers' comments. Note that comments
on the manuscript made using track changes will not be visible to the Editor.

Please remember to check your files carefully prior to upload to ensure there are no
calculation errors or discrepancies between versions that have not been highlighted and noted
in your response to reviewer comments.

3. If submitting following transfer from another BJPsych journal - The response to
reviewer comments should be detailed in the covering letter and amendments to the paper
highlighted in yellow as above.

4. Fast-track assessment - Authors can request fast-track assessment in their cover letter if they
believe their paper has the potential directly to improve clinical practice or influence public
policy.

5. ORCID - The corresponding author is required to register for an ORCID profile during
manuscript submission. We recommend that all authors register for an ORCID profile and
link their ORCID to their ScholarOne account. Please find more information about
registration here.

Article Types

Review
e There is no word limit or maximum number of references, tables or figures.
e The abstract and main text should be structured in the same way as Papers.
o We require authors to register the protocol for systematic reviews before data extraction
on an accessible, searchable site such as PROSPERO(opens in a new tab). If the review
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has not been registered, or registration has taken place following data extraction, we are
unable to consider your submission. Please include the following information in the
Methods section:
e Registration number (eg, PROSPERO registration number).
o Date of registration (please note that we require the date of registration
rather than the date of submission).
e Date of data extraction

o Systematic reviews are preferred, narrative reviews will be published only under
exceptional circumstances.

o Previously published Reviews for groups such as the Cochrane Collaboration and the
National Institute for Health and Care Excellence should be submitted with the latest
version of the parent review and its status, so an informed decision can be made about
the added value of the submitted paper.

For the purposes of Gold Open Access funding, this journal considers this article type to be a
research article. All or part of the publication costs for this article type may be covered by one of

the agreements Cambridge University Press has made to support open access. For authors not
covered by an agreement, and without APC funding, please see this journal's open access options for
instructions on how to request an APC waiver.

Transparent Reporting
BJPsych Open believes in the importance of transparent and reproducible research.

Where possible we encourage authors to make evidence, data, code, and other materials that
underpin their findings available to readers.

We also encourage authors to cite materials and data they have used in their research, alongside
literature citations, to recognise the importance of all kinds of research outputs.

We expect authors to follow best practices in reporting their methodology. Reporting guidelines for
many study designs, including quantitative and qualitative scholarship across many disciplines, can
be found in the EQUATOR Network(opens in a new tab).

Authors must abide by the following guidelines and documentation, if applicable:

e CONSORT guidelines(opens in a new tab): Randomised controlled trials (submit a
completed checklist and flowchart(opens in a new tab))

o STROBE guidelines(opens in a new tab): Cohort, case-control, and cross-
sectional observational studies in in epidemiology

e PRISMA guidelines(opens in a new tab): systematic reviews or meta-analyses of
evaluations studies including randomised controlled trials (submit a
completed checklist and flowchart)

e MOOSE guidelines.(opens in a new tab): meta-analyses of observational studies in
epidemiology

o CHEERS guidelines(opens in a new tab): economic evaluations (submit a
completed checklist(opens in a new tab))

o SAGER Guidelines(opens in a new tab): We encourage authors to consult the Sex and
Gender Equity in Research (SAGER) Guidelines for reporting sex and gender
information in study design, data analyses, results and interpretation. Authors should use
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the terms sex and gender carefully in order to avoid confusing both terms and include
separate reporting and interpretation of the data by sex and gender. If sex and/or gender
information are not reported, this should be explained.

o PPI Guidelines(opens in a new tab): The journal encourages active patient and public
involvement (PPI) in research. If appropriate, please report PPI in your manuscript
using GRIPP2-LF, a longer checklist for studies where PPI forms the primary focus of a
study or GRIPP2-SF, a short checklist for studies where PPI is a secondary or tertiary
focus.

Statistics

Attention should be paid to providing a clear description of study designs and objectives, and
evidence that the statistical procedures used were both appropriate for the hypotheses tested and
correctly interpreted. The statistical analyses should be planned before data are collected and full
explanations given for any post hoc analyses carried out. The value of test statistics used (e.g. t, F-
ratio) should be given as well as their significance levels so that their derivation can be understood.
Standard deviations and errors should not be reported as + but should be specified and referred to in
parentheses.

Trends should not be reported unless they have been supported by appropriate statistical analyses for
trends. The use of percentages to report results from small samples is discouraged, other than where
this facilitates comparisons. The number of decimal places to which numbers are given should reflect
the accuracy of the determination and estimates of error should be given for statistics. Use of
confidence intervals is encouraged but not mandatory. Authors are encouraged to include estimates
of statistical power where appropriate. To report a difference as being statistically significant is
generally insufficient, and comment should be made about the magnitude and direction of change.

Qualitative research

BJPsych Open welcomes submissions of reports of qualitative research relevant to the scope of the
journal. These manuscripts will be evaluated in terms of design, conduct and reporting of the study,
which need to be of sufficient quality and merit to warrant inclusion in BJPsych Open.

The Editorial team recognises that the term 'qualitative research' encompasses diverse methods,
manuscripts will be evaluated based on the appropriateness of the selected framework, the coherence
of the report and its adherence to quality criteria consistent with the methodology and method as
follows:

Epistemological and/or theoretical frameworks

e The epistemological underpinnings and/or theoretical framework are made explicit and
applied consistently

Study design and method
o The research goal is clear, justified and in context regarding the literature
e The approach matches the purpose of research and is justified
e Methods of sampling, data collection, data management and analysis are made explicit
and consistent with the methodology
e Analytical and interpretative processes are described in full
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Findings, discussion and implications

o Findings represent the depth and breadth of data

o Findings and interpretations are supported by the data

o Direct quotations, exemplars or other data presentations are used judiciously to illustrate
the findings

o Findings are presented in a way that is consistent with the methodology, method and
study aims

e Authors are appropriately cautious about knowledge claims

o Findings are explored theoretically and applications discussed

Process issues
e The report provides an account of reflexive practice in keeping with the methodology.

Use of artificial intelligence (Al) tools

We acknowledge the increasing use of artificial intelligence (Al) tools in the research and writing
processes. To ensure transparency, we expect any such use to be declared and described fully to
readers, and to comply with our plagiarism policy and best practices regarding citation and
acknowledgements. We do not consider artificial intelligence (Al) tools to meet the accountability
requirements of authorship, and therefore generative Al tools such as ChatGPT and similar should
not be listed as an author on any submitted content.

In particular, any use of an Al tool:

e to generate images within the manuscript should be accompanied by a full description of the
process used, and declared clearly in the image caption(s)

o to generate text within the manuscript should be accompanied by a full description of the
process used, include appropriate and valid references and citations, and be declared in the
manuscript’s Acknowledgements.

o to analyse or extract insights from data or other materials, for example through the use of
text and data mining, should be accompanied by a full description of the process used,
including details and appropriate citation of any dataset(s) or other material analysed in all
relevant and appropriate areas of the manuscript.

e must not present ideas, words, data, or other material produced by third parties without
appropriate acknowledgement or permission.

Descriptions of Al processes used should include at minimum the version of the tool/algorithm used,
where it can be accessed, any proprietary information relevant to the use of the tool/algorithm, any
modifications of the tool made by the researchers (such as the addition of data to a tool’s public
corpus), and the date(s) it was used for the purpose(s) described. Any relevant competing interests or
potential bias arising as a consequence of the tool/algorithm’s use should be transparently declared
and may be discussed in the article.

English language editing services

Authors, particularly those whose first language is not English, may wish to have their English-
language manuscripts checked by a native speaker before submission. This step is optional, but may
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help to ensure that the academic content of the paper is fully understood by the Editor and any
reviewers.

In order to help prospective authors to prepare for submission and to reach their publication goals,
Cambridge University Press offers a range of high-quality manuscript preparation services, including
language editing. You can find out more on our language services page.

Author Hub

You can find guides for many aspects of publishing with Cambridge at Author Hub, our suite of
resources for Cambridge authors.
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Location
Sect'lon g e Checklist item \_Nher_e
Topic # item is
reported
TITLE
Title ‘ 1 ‘ Identify the report as a systematic review. Page 16
ABSTRACT
Abstract | 2| See the PRISMA 2020 for Abstracts checklist. Page 17
INTRODUCTION
Rationale 3 | Describe the rationale for the review in the context of existing knowledge. Pages 19-
21
Objectives 4 | Provide an explicit statement of the objective(s) or question(s) the review addresses. Page 21-
22
METHODS
Eligibility criteria 5 | Specify the inclusion and exclusion criteria for the review and how studies were grouped for the syntheses. Pages 22-
23
Information 6 | Specify all databases, registers, websites, organisations, reference lists and other sources searched or consulted to identify studies. | Page 23
sources Specify the date when each source was last searched or consulted.
Search strategy 7 | Present the full search strategies for all databases, registers and websites, including any filters and limits used. Page 23
Selection Specify the methods used to decide whether a study met the inclusion criteria of the review, including how many reviewers screened | Page 23
process each record and each report retrieved, whether they worked independently, and if applicable, details of automation tools used in the
process.
Data collection 9 | Specify the methods used to collect data from reports, including how many reviewers collected data from each report, whether they Page 24
process worked independently, any processes for obtaining or confirming data from study investigators, and if applicable, details of
automation tools used in the process.
Data items 10a | List and define all outcomes for which data were sought. Specify whether all results that were compatible with each outcome domain | Page 26
in each study were sought (e.g. for all measures, time points, analyses), and if not, the methods used to decide which results to
collect.
10b | List and define all other variables for which data were sought (e.g. participant and intervention characteristics, funding sources). Page 26
Describe any assumptions made about any missing or unclear information.
Study risk of 11 | Specify the methods used to assess risk of bias in the included studies, including details of the tool(s) used, how many reviewers Page 26
bias assessed each study and whether they worked independently, and if applicable, details of automation tools used in the process.
assessment
Effect 12 | Specify for each outcome the effect measure(s) (e.g. risk ratio, mean difference) used in the synthesis or presentation of results. N/A
measures
Synthesis 13a | Describe the processes used to decide which studies were eligible for each synthesis (e.g. tabulating the study intervention Pages 22-




Section and

Topic

Checklist item
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Location

where
item is

reported
methods characteristics and comparing against the planned groups for each synthesis (item #5)).
13b | Describe any methods required to prepare the data for presentation or synthesis, such as handling of missing summary statistics, or | Page 23
data conversions.
13c | Describe any methods used to tabulate or visually display results of individual studies and syntheses. N/A
13d | Describe any methods used to synthesize results and provide a rationale for the choice(s). If meta-analysis was performed, describe | N/A
the model(s), method(s) to identify the presence and extent of statistical heterogeneity, and software package(s) used.
13e | Describe any methods used to explore possible causes of heterogeneity among study results (e.g. subgroup analysis, meta- N/A
regression).
13f | Describe any sensitivity analyses conducted to assess robustness of the synthesized results. N/A
Reporting bias 14 | Describe any methods used to assess risk of bias due to missing results in a synthesis (arising from reporting biases). Page 26
assessment
Certainty 15 | Describe any methods used to assess certainty (or confidence) in the body of evidence for an outcome. N/A
assessment
RESULTS
Study selection 16a | Describe the results of the search and selection process, from the number of records identified in the search to the number of Pages 24-
studies included in the review, ideally using a flow diagram. 25
16b | Cite studies that might appear to meet the inclusion criteria, but which were excluded, and explain why they were excluded. N/A
Study 17 | Cite each included study and present its characteristics. Pages 30-
characteristics 36
Risk of bias in 18 | Present assessments of risk of bias for each included study. Page 29
studies
Results of 19 | For all outcomes, present, for each study: (a) summary statistics for each group (where appropriate) and (b) an effect estimate and Pages 30-
individual its precision (e.g. confidence/credible interval), ideally using structured tables or plots. 45
studies
Results of 20a | For each synthesis, briefly summarise the characteristics and risk of bias among contributing studies. Page 29
syntheses 20b | Present results of all statistical syntheses conducted. If meta-analysis was done, present for each the summary estimate and its Pages 30-
precision (e.g. confidence/credible interval) and measures of statistical heterogeneity. If comparing groups, describe the direction of | 45
the effect.
20c | Present results of all investigations of possible causes of heterogeneity among study results. Pages 27-
29, 37
20d | Present results of all sensitivity analyses conducted to assess the robustness of the synthesized results. N/A
Reporting 21 | Present assessments of risk of bias due to missing results (arising from reporting biases) for each synthesis assessed. Pages 30-
biases 36
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Location
Section and . where
Topic Checklist item item is
reported
Certainty of 22 | Present assessments of certainty (or confidence) in the body of evidence for each outcome assessed. N/A
evidence
DISCUSSION
Discussion 23a | Provide a general interpretation of the results in the context of other evidence. Pages 46-
49
23b | Discuss any limitations of the evidence included in the review. Pages 50-
53
23c | Discuss any limitations of the review processes used. Page 53
23d | Discuss implications of the results for practice, policy, and future research. Pages 53-
55
OTHER INFORMATION
Registration 24a | Provide registration information for the review, including register name and registration number, or state that the review was not Page 22
and protocol registered.
24b | Indicate where the review protocol can be accessed, or state that a protocol was not prepared. Page 22
24c | Describe and explain any amendments to information provided at registration or in the protocol. N/A
Support 25 | Describe sources of financial or non-financial support for the review, and the role of the funders or sponsors in the review. Page 16
Competing 26 | Declare any competing interests of review authors. Page 16
interests
Availability of 27 | Report which of the following are publicly available and where they can be found: template data collection forms; data extracted from | N/A
data, code and included studies; data used for all analyses; analytic code; any other materials used in the review.

other materials
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Appendix C. Full Search Strategy

1. Mental Health Clinician terms
(“"clinician*" OR “professional*”” OR “provider*” OR “practitioner*” OR “staff*”’)

2. Implicit Stigma terms
(“implicit*” OR “unconscious®*” OR “subconscious*" OR “automatic*” OR “IAT” OR “GNAT” OR
GGSACS”)

3. Explicit Stigma terms
(“explicit*” OR "stigma*" OR “stereotyp*” OR "bias*" OR "prejud*" OR "attitude*")

4. Mental Illness terms

(“mental*” OR “psychiatri*” OR “psych* dis*”” OR “psych* ill*”” OR “psych* condition*” OR
“substance*” OR “addict*")

Final Search Strategy

“l AND 2 AND 3 AND 4” [Manually Filter: Publication Year: 1990-2025; Peer Reviewed; English

Language; Population Group: Human]



210

Appendix D. Author Guidelines for PLoS ONE
Style and Format

File format
Manuscript files can be in the following formats: DOC, DOCX, or RTF. Microsoft Word documents
should not be locked or protected.

LaTeX manuscripts must be submitted as PDFs. Read the LaTeX guidelines.

Length
Manuscripts can be any length. There are no restrictions on word count, number of figures, or
amount of supporting information.

We encourage you to present and discuss your findings concisely.

Font

Use a standard font size and any standard font, except for the font named “Symbol”. To add symbols
to the manuscript, use the Insert — Symbol function in your word processor or paste in the
appropriate Unicode character.

Headings

Limit manuscript sections and sub-sections to 3 heading levels. Make sure heading levels are clearly
indicated in the manuscript text.

Layout and spacing

Manuscript text should be double-spaced.

Do not format text in multiple columns.

Page and line numbers

Include page numbers and line numbers in the manuscript file. Use continuous line numbers (do not
restart the numbering on each page).

Footnotes

Footnotes are not permitted. If your manuscript contains footnotes, move the information into the
main text or the reference list, depending on the content.

Language

Manuscripts must be submitted in English.

You may submit translations of the manuscript or abstract as supporting information. Read the
supporting information guidelines.

Abbreviations
Define abbreviations upon first appearance in the text.

Do not use non-standard abbreviations unless they appear at least three times in the text.
Keep abbreviations to a minimum.

Reference style
PLOS uses “Vancouver” style, as outlined in the ICMJE sample references.
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See reference formatting examples and additional instructions below.

Equations

We recommend using MathType for display and inline equations, as it will provide the most reliable
outcome. If this is not possible, Equation Editor or Microsoft's Insert—Equation function is
acceptable.

Avoid using MathType, Equation Editor, or the Insert—Equation function to insert single variables
(e.g., “a®> + b?=c?”), Greek or other symbols (e.g., B, A, or ' [prime]), or mathematical operators (e.g.,
X, >, or =) in running text. Wherever possible, insert single symbols as normal text with the correct
Unicode (hex) values.

Do not use MathType, Equation Editor, or the Insert—Equation function for only a portion of an
equation. Rather, ensure that the entire equation is included. Equations should not contain a mix of
different equation tools. Avoid “hybrid” inline or display equations, in which part is text and part is
MathType, or part is MathType and part is Equation Editor.

Nomenclature
Use correct and established nomenclature wherever possible.

Units of measurement: Use SI units. If you do not use these exclusively, provide the SI value in
parentheses after each value. Read more about SI units.

Drugs: Provide the Recommended International Non-Proprietary Name (rINN).

Species names: Write in italics (e.g., Homo sapiens). Write out in full the genus and species, both in
the title of the manuscript and at the first mention of an organism in a paper. After first mention, the
first letter of the genus name followed by the full species name may be used (e.g., H. sapiens).

Genes, mutations, genotypes, and alleles: Write in italics. Use the recommended name by consulting
the appropriate genetic nomenclature database (e.g., HGNC for human genes; we strongly
recommend using this tool to check against previously approved names). It is sometimes advisable to
indicate the synonyms for the gene the first time it appears in the text. Gene prefixes such as those
used for oncogenes or cellular localization should be shown in roman typeface (e.g., v-fes, c-MYC).

Allergens: The systematic allergen nomenclature of the World Health Organization/International
Union of Immunological Societies (WHO/IUIS) Allergen Nomenclature Sub-committee should be
used for manuscripts that include the description or use of allergenic proteins. For manuscripts
describing new allergens, the systematic name of the allergen should be approved by the WHO/IUIS
Allergen Nomenclature Sub-Committee prior to manuscript publication. Examples of the systematic
allergen nomenclature can be found at the WHO/IUIS Allergen Nomenclature site.

Copyediting manuscripts

Prior to submission, authors who believe their manuscripts would benefit from professional editing
are encouraged to use language-editing and copyediting services. Obtaining this service is the
responsibility of the author, and should be done before initial submission. These services can be
found on the web using search terms like “scientific editing service” or “manuscript editing service.”
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Submissions are not copyedited before publication.

Submissions that do not meet the PLOS One publication criterion for language standards may be

rejected.

Manuscripts should be organized as follows. Instructions for each element appear below the list.

Beginning
section

Middle
section

Ending
section

Other
elements

The following elements are required, in order:
o Title page: List title, authors, and affiliations as first page of the manuscript
e Abstract
e Introduction
The following elements can be renamed as needed and presented in any order:
e Materials and Methods
e Results
e Discussion
e Conclusions (optional)
The following elements are required, in order:
e Acknowledgments
o References
e Supporting information captions (if applicable)
o Figure captions are inserted immediately after the first paragraph in which the
figure is cited. Figure files are uploaded separately.
o Tables are inserted immediately after the first paragraph in which they are
cited.
e Supporting information files are uploaded separately.

Parts of a Submission

Title

Include a full title and a short title for the manuscript.

Title Length
Full 250

Guidelines Examples
Specific, descriptive, concise,  Impact of cigarette smoke exposure on innate

title characters and comprehensible to readers immunity: A Caenorhabditis elegans model

Short 100

outside the field Solar drinking water disinfection (SODIS) to
reduce childhood diarrhoea in rural Bolivia: A
cluster-randomized, controlled trial

State the topic of the study Cigarette smoke exposure and innate immunity

title characters SODIS and childhood diarrhoea

Titles should be written in sentence case (only the first word of the text, proper nouns, and genus
names are capitalized). Avoid specialist abbreviations if possible. For clinical trials, systematic
reviews, or meta-analyses, the subtitle should include the study design.
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Author List
Authorship requirements

All authors must meet the criteria for authorship as outlined in the authorship policy. Those
who contributed to the work but do not meet the criteria for authorship can be mentioned in the
Acknowledgments. Read more about Acknowledgments.

The corresponding author must provide an ORCID iD at the time of submission by entering it in the
user profile in the submission system. Read more about ORCID.
Author names and affiliations
Enter author names on the title page of the manuscript and in the online submission system.
On the title page, write author names in the following order:
o First name (or initials, if used)
e Middle name (or initials, if used)
e Last name (surname, family name)

Each author on the list must have an affiliation. The affiliation includes department, university, or
organizational affiliation and its location, including city, state/province (if applicable), and country.
Authors have the option to include a current address in addition to the address of their affiliation at
the time of the study. The current address should be listed in the byline and clearly labeled “current
address.” At a minimum, the address must include the author’s current institution, city, and country.
If an author has multiple affiliations, enter all affiliations on the title page only. In the submission
system, enter only the preferred or primary affiliation. Author affiliations will be listed in the typeset
PDF article in the same order that authors are listed in the submission.

Author names will be published exactly as they appear in the manuscript file. Please double-check
the information carefully to make sure it is correct.

Corresponding author

The submitting author is automatically designated as the corresponding author in the submission
system. The corresponding author is the primary contact for the journal office and the only author
able to view or change the manuscript while it is under editorial consideration.

The corresponding author role may be transferred to another coauthor. However, note that
transferring the corresponding author role also transfers access to the manuscript. (To designate a
new corresponding author while the manuscript is still under consideration, watch the video tutorial
below.)

Only one corresponding author can be designated in the submission system, but this does not restrict
the number of corresponding authors that may be listed on the article in the event of publication.
Whoever is designated as a corresponding author on the title page of the manuscript file will be listed
as such upon publication. Include an email address for each corresponding author listed on the title
page of the manuscript.

Consortia and group authorship

If a manuscript is submitted on behalf of a consortium or group, include its name in the manuscript
byline. Do not add it to the author list in the submission system. You may include the full list of
members in the Acknowledgments or in a supporting information file.

PubMed only indexes individual consortium or group author members listed in the article byline.
If included, these individuals must qualify for authorship according to our criteria.

Read the group authorship policy.
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Author contributions

Provide at minimum one contribution for each author in the submission system. Use the CRediT
taxonomy to describe each contribution. Read the policy and the full list of roles.

Contributions will be published with the final article, and they should accurately reflect contributions
to the work. The submitting author is responsible for completing this information at submission, and
we expect that all authors will have reviewed, discussed, and agreed to their individual contributions
ahead of this time.

PLOS One will contact all authors by email at submission to ensure that they are aware of the
submission.

Cover Letter

Upload a cover letter as a separate file in the online system. The length limit is 1 page.
The cover letter should include the following information:
e Summarize the study’s contribution to the scientific literature
o Relate the study to previously published work
o Specify the type of article (for example, research article, systematic review, meta-analysis,
clinical trial)
e Describe any prior interactions with PLOS regarding the submitted manuscript
e Suggest appropriate Academic Editors to handle your manuscript (see the full list of
Academic Editors)
e List any opposed reviewers

Title page

The title, authors, and affiliations should all be included on a title page as the first page of the
manuscript file.

Abstract

The Abstract comes after the title page in the manuscript file. The abstract text is also entered in a
separate field in the submission system.

The Abstract should:
e Describe the main objective(s) of the study
e Explain how the study was done, including any model organisms used, without
methodological detail
e Summarize the most important results and their significance
e Not exceed 300 words

Abstracts should not include:
o C(Citations
e Abbreviations, if possible

Introduction

The introduction should:
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e Provide background that puts the manuscript into context and allows readers outside the field
to understand the purpose and significance of the study

e Define the problem addressed and why it is important

e Include a brief review of the key literature

e Note any relevant controversies or disagreements in the field

e Conclude with a brief statement of the overall aim of the work and a comment about whether
that aim was achieved

Materials and Methods

The Materials and Methods section should provide enough detail to allow suitably skilled
investigators to fully replicate your study. Specific information and/or protocols for new methods
should be included in detail. If materials, methods, and protocols are well established, authors may
cite articles where those protocols are described in detail, but the submission should include
sufficient information to be understood independent of these references.

Supporting reproducibility with protocols

To enhance the reproducibility of your results, we recommend and encourage you to make your
protocols public. There are several options:

Protocols associated with Research Articles

Protocol documents may be uploaded as Supporting Information or linked from the Methods section
of the article. For laboratory protocols, we recommend protocols.io. Include the DOI link in the
Methods section of your manuscript using the following format:
http://dx.doi.org/10.17504/protocols.io.[PROTOCOL DOI]. This allows editors and reviewers to
consult the detailed step-by-step protocol when evaluating your manuscript. You can choose to keep
the protocol private on the protocols.io platform until your article is published—at which time it will
be published automatically.

Protocols published in their own right

PLOS One offers two options for publishing stand-alone protocol articles: Lab Protocols that
describe reusable methodologies and Study Protocols that describe detailed plans and proposals for
research projects. Specific guidelines apply to the submission of Lab Protocol and Study

Protocol manuscripts. Read the detailed instructions for submitting Lab Protocols and Study
Protocols.

Results, Discussion, Conclusions

These sections may all be separate, or may be combined to create a mixed Results/Discussion section
(commonly labeled “Results and Discussion”) or a mixed Discussion/Conclusions section
(commonly labeled “Discussion”). These sections may be further divided into subsections, each with
a concise subheading, as appropriate. These sections have no word limit, but the language should be
clear and concise.

Together, these sections should describe the results of the experiments, the interpretation of these
results, and the conclusions that can be drawn.

Authors should explain how the results relate to the hypothesis presented as the basis of the study
and provide a succinct explanation of the implications of the findings, particularly in relation to
previous related studies and potential future directions for research.
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PLOS Orne editorial decisions do not rely on perceived significance or impact, so authors should
avoid overstating their conclusions. See the PLOS One Criteria for Publication for more information.

Acknowledgments

Those who contributed to the work but do not meet our authorship criteria should be listed in the
Acknowledgments with a description of the contribution.

Authors are responsible for ensuring that anyone named in the Acknowledgments agrees to be
named.

PLOS journals publicly acknowledge the indispensable efforts of our editors and reviewers on an
annual basis. To ensure equitable recognition and avoid any appearance of partiality, do not include
editors or peer reviewers—named or unnamed—in the Acknowledgments.

Do not include funding sources in the Acknowledgments or anywhere else in the manuscript file.
Funding information should only be entered in the financial disclosure section of the submission
system.
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Any and all available works can be cited in the reference list. Acceptable sources include:
o Published or accepted manuscripts
e Manuscripts on preprint servers, providing the manuscript has a citable DOI or arXiv URL.

Do not cite the following sources in the reference list:

o Unavailable and unpublished work, including manuscripts that have been submitted but not
yet accepted (e.g., “unpublished work,” “data not shown”). Instead, include those data as
supplementary material or deposit the data in a publicly available database.

e Personal communications (these should be supported by a letter from the relevant authors but
not included in the reference list)

o Submitted research should not rely upon retracted research. You should avoid citing retracted
articles unless you need to discuss retracted work to provide historical context for your
submitted research. If it is necessary to discuss retracted work, state the article’s retracted
status in your article’s text and reference list.

Ensure that your reference list includes full and current bibliography details for every cited work at
the time of your article’s submission (and publication, if accepted). If cited work is corrected,
retracted, or marked with an expression of concern before your article is published, and if you feel it
is appropriate to cite the work even in light of the post-publication notice, include in your manuscript
citations and full references for both the affected article and the post-publication notice. Email the
journal office if you have questions.

References are listed at the end of the manuscript and numbered in the order that they appear in the
text. In the text, cite the reference number in square brackets (e.g., “We used the techniques
developed by our colleagues [19] to analyze the data”). PLOS uses the numbered citation (citation-
sequence) method and first six authors, et al.

Do not include citations in abstracts.

Make sure the parts of the manuscript are in the correct order before ordering the citations.
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Formatting references

Because all references will be linked electronically as much as possible to the papers they cite,
proper formatting of references is crucial.

PLOS uses the reference style outlined by the International Committee of Medical Journal Editors
(ICMIJE), also referred to as the “Vancouver” style. Example formats are listed below. Additional
examples are in the ICMJE sample references.

A reference management tool, EndNote, offers a current style file that can assist you with the
formatting of your references. If you have problems with any reference management program, please
contact the source company's technical support.

Journal name abbreviations should be those found in the National Center for Biotechnology
Information (NCBI) databases.

Supporting information

Authors can submit essential supporting files and multimedia files along with their manuscripts. All
supporting information will be subject to peer review. All file types can be submitted, but files must
be smaller than 20 MB in size.

Authors may use almost any description as the item name for a supporting information file as long as
it contains an “S” and number. For example, “S1 Appendix” and “S2 Appendix,” “S1 Table” and
“S2 Table,” and so forth. Supporting information files are published exactly as provided, and are not
copyedited.

Supporting information captions

List supporting information captions at the end of the manuscript file. Do not submit captions in a
separate file.

The file number and name are required in a caption, and we highly recommend including a one-line
title as well. You may also include a legend in your caption, but it is not required.

Figures

Do not include figures in the main manuscript file. Each figure must be prepared and submitted as an
individual file.

Cite figures in ascending numeric order at first appearance in the manuscript file.
Read the guidelines for figures and requirements for reporting blot and gel results.

Figure captions

Figure captions must be inserted in the text of the manuscript, immediately following the paragraph
in which the figure is first cited (read order). Do not include captions as part of the figure files
themselves or submit them in a separate document.
At a minimum, include the following in your figure captions:
o A figure label with Arabic numerals, and “Figure” abbreviated to “Fig” (e.g. Fig 1, Fig 2,
Fig 3, etc). Match the label of your figure with the name of the file uploaded at submission
(e.g. a figure citation of “Fig 1” must refer to a figure file named “Figl.tif”).


http://www.nlm.nih.gov/bsd/uniform_requirements.html
https://endnote.com/style_download/plos-public-library-of-science-all-journals/
http://www.ncbi.nlm.nih.gov/nlmcatalog/journals
http://www.ncbi.nlm.nih.gov/nlmcatalog/journals
https://journals.plos.org/plosone/s/figures
https://journals.plos.org/plosone/s/figures#loc-blot-and-gel-reporting-requirements

218

e A concise, descriptive title
The caption may also include a legend as needed.
Read more about figure captions.

Tables

Cite tables in ascending numeric order upon first appearance in the manuscript file.

Place each table in your manuscript file directly after the paragraph in which it is first cited (read
order). Do not submit your tables in separate files.

Tables require a label (e.g., “Table 1) and brief descriptive title to be placed above the table. Place
legends, footnotes, and other text below the table.

Read the guidelines for tables.

Statistical reporting

Manuscripts submitted to PLOS One are expected to report statistical methods in sufficient detail for
others to replicate the analysis performed. Ensure that results are rigorously reported in accordance
with community standards and that statistical methods employed are appropriate for the study design.
Consult the following resources for additional guidance:

e SAMPL guidelines, for general guidance on statistical reporting

e PLOS One guidelines, for clinical trials requirements

e PLOS One guidelines, for systematic review and meta-analysis requirements

e EQUATOR, for specific reporting guidelines for a range of other study types

Reporting of statistical methods

In the methods, include a section on statistical analysis that reports a detailed description of the
statistical methods. In this section:
o List the name and version of any software package used, alongside any relevant references
e Describe technical details or procedures required to reproduce the analysis
e Provide the repository identifier for any code used in the analysis (See our code-sharing

policy.)
Statistical reporting guidelines:

o Identify research design and independent variables as being between- or within-subjects

For pre-processed data:

o Describe any analysis carried out to confirm the data meets the assumptions of the
analysis performed (e.g. linearity, co-linearity, normality of the distribution).

o If data were transformed include this information, with a reason for doing so and a
description of the transformation performed

e Provide details of how outliers were treated and your analysis, both with the full dataset and
with the outliers removed

e Ifrelevant, describe how missing/excluded data were handled

o Define the threshold for significance (alpha)

o If appropriate, provide sample sizes, along with a description of how they were determined. If
a sample size calculation was performed, specify the inputs for power, effect size and alpha.
Where relevant, report the number of independent replications for each experiment.

o For analyses of variance (ANOV As), detail any post hoc tests that were performed
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e Include details of any corrections applied to account for multiple comparisons. If corrections
were not applied, include a justification for not doing so
e Describe all options for statistical procedures. For example, if t-tests were performed, state
whether these were one- or two-tailed. Include details of the type of t-test conducted (e.g. one
sample, within-/between-subjects).
o For step-wise multiple regression analyses:
o Report the alpha level used
o Discuss whether the variables were assessed for collinearity and interaction
o Describe the variable selection process by which the final model was developed (e.g.,
forward-stepwise; best subset). See SAMPL guidelines.
o For Bayesian analysis explain the choice of prior trial probabilities and how they were
selected. Markov chain Monte Carlo settings should be reported.

Reporting of statistical results

Results must be rigorously and appropriately reported, in keeping with community standards.

e Units of measurement. Clearly define measurement units in all tables and figures.

e Properties of distribution. It should be clear from the text which measures of variance
(standard deviation, standard error of the mean, confidence intervals) and central tendency
(mean, median) are being presented.

o Regression analyses. Include the full results of any regression analysis performed as a
supplementary file. Include all estimated regression coefficients, their standard error, p-
values, and confidence intervals, as well as the measures of goodness of fit.

e Reporting parameters. Test statistics (F/t/r) and associated degrees of freedom should be
provided. Effect sizes and confidence intervals should be reported where appropriate. If
percentages are provided, the numerator and denominator should also be given.

e P-values. Report exact p-values for all values greater than or equal to 0.001. P-values less
than 0.001 may be expressed as p < 0.001, or as exponentials in studies of genetic
associations.

o Displaying data in plots. Format plots so that they accurately depict the sample distribution.
3D effects in plots can bias and hinder interpretation of values, so avoid them in cases where
regular plots are sufficient to display the data.

e Open data. As explained in PLOS’s Data Policy, be sure to make individual data points,
underlying graphs and summary statistics available at the time of publication. Data can be
deposited in a repository or included within the Supporting Information files.

Data reporting

All data and related metadata underlying the findings reported in a submitted manuscript should be
deposited in an appropriate public repository, unless already provided as part of the submitted article.
See instructions on providing underlying data to support blot and gel results.

Read our policy on data availability.

Repositories may be either subject-specific (where these exist) and accept specific types of structured
data, or generalist repositories that accept multiple data types. We recommend that authors select
repositories appropriate to their field. Repositories may be subject-specific (e.g., GenBank for
sequences and PDB for structures), general, or institutional, as long as DOIs or accession numbers
are provided and the data are at least as open as CC BY. Authors are encouraged to select
repositories that meet accepted criteria as trustworthy digital repositories, such as criteria of the
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Centre for Research Libraries or Data Seal of Approval. Large, international databases are more
likely to persist than small, local ones.

Striking image

You can choose to upload a “Striking Image” that we may use to represent your article online in
places like the journal homepage or in search results.

The striking image must be derived from a figure or supporting information file from the submission,
1.e., a cropped portion of an image or the entire image. Striking images should ideally be high
resolution, eye-catching, single panel images, and should ideally avoid containing added details such
as text, scale bars, and arrows.

If no striking image is uploaded, we will designate a figure from the submission as the striking
image.

Striking images should not contain potentially identifying images of people. Read our policy on
identifying information.

The PLOS licenses and copyright policy also applies to striking images.

Additional information requested at submission
Financial disclosure statement

This information should describe sources of funding that have supported the work. It is important to
gather these details prior to submission because your financial disclosure statement cannot be
changed after initial submission without journal approval. If your manuscript is published, your
statement will appear in the Funding section of the article.
Enter this statement in the Financial Disclosure section of the submission form. Do not include it in
your manuscript file.
The statement should include:

e Specific grant numbers

o Initials of authors who received each award

o Full names of commercial companies that funded the study or authors

o Initials of authors who received salary or other funding from commercial companies

e URLs to sponsors’ websites

Also state whether any sponsors or funders (other than the named authors) played any role in:
e Study design
e Data collection and analysis
e Decision to publish
e Preparation of the manuscript

If they had no role in the research, include this sentence: “The funders had no role in study design,
data collection and analysis, decision to publish, or preparation of the manuscript.”

If the study was unfunded, include this sentence as the Financial Disclosure statement: “The
author(s) received no specific funding for this work." Read our policy on disclosure of funding
sources.
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Competing interests

This information should not be in your manuscript file; you will provide it via our submission
system. All potential competing interests must be declared in full. If the submission is related to
any patents, patent applications, or products in development or for market, these details, including
patent numbers and titles, must be disclosed in full.Read our policy on competing interests.
Manuscripts disputing published work

For manuscripts disputing previously published work, it is PLOS One policy to invite a signed
review by the disputed author during the peer review process. This procedure is aimed at ensuring a
thorough, transparent, and productive review process.

If the disputed author chooses to submit a review, it must be returned in a timely fashion and contain
a full declaration of all competing interests. The Academic Editor will consider any such reviews in
light of the competing interest.

Authors submitting manuscripts disputing previous work should explain the relationship between the
manuscripts in their cover letter, and will be required to confirm that they accept the conditions of
this review policy before the manuscript is considered further.

Related manuscripts

Upon submission, authors must confirm that the manuscript, or any related manuscript, is not
currently under consideration or accepted elsewhere. If related work has been submitted to PLOS
One or elsewhere, authors must include a copy with the submitted article. Reviewers will be asked to
comment on the overlap between related submissions.

We strongly discourage the unnecessary division of related work into separate manuscripts, and we
will not consider manuscripts that are divided into “parts.” Each submission to PLOS One must be
written as an independent unit and should not rely on any work that has not already been accepted for
publication. If related manuscripts are submitted to PLOS One, the authors may be advised to
combine them into a single manuscript at the editor's discretion.

Read our policies on related manuscripts.

Preprints

PLOS is committed to accelerating the dissemination of research, and encourages authors to support
this important goal by posting a preprint of their manuscript. Posting a manuscript on a preprint
server does not impact its consideration at any PLOS journal.

Authors submitting manuscripts in the life and health sciences to PLOS ONE may choose to have
PLOS forward their submission to bioRxiv or medRxiv for consideration for posting as a preprint.
This free and convenient service is offered during the submission process to authors who have not
already posted a preprint. Please visit bioRxiv or medRxiv for information about the scope of each
server. Authors posting preprints on bioRxiv or medRxiv can also choose to concurrently submit
their manuscripts to relevant PLOS journals through the direct transfer service.

Guidelines for human subjects research

All research involving human participants must have been approved by the authors’ Institutional
Review Board (IRB) or by equivalent ethics committee(s), and must have been conducted according
to the principles expressed in the Declaration of Helsinki. Authors should be able to submit, upon
request, a statement from the IRB or ethics committee indicating approval of the research. We
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reserve the right to reject work that we believe has not been conducted to a high ethical standard,
even when formal approval has been obtained.

Subjects must have been properly instructed and have indicated that they consent to participate by
signing the appropriate informed consent paperwork. Authors may be asked to submit a blank,
sample copy of a subject consent form. If consent was verbal instead of written, or if consent could
not be obtained, the authors must explain the reason in the manuscript, and the use of verbal consent
or the lack of consent must have been approved by the IRB or ethics committee.

All efforts should be made to protect patient privacy and anonymity. Identifying information,
including photos, should not be included in the manuscript unless the information is crucial and the
individual has provided written consent by completing the Consent Form for Publication in a PLOS
Journal (PDF). Download additional translations of the form here. More information about patient
privacy, anonymity, and informed consent can be found in the International Committee of Medical
Journal Editors (ICMJE) Privacy and Confidentiality guidelines.

Manuscripts should conform to the following reporting guidelines:
e Studies of diagnostic accuracy: STARD
e Observational studies: STROBE
e Microarray experiments: MIAME
e Other types of health-related research: Consult the EQUATOR web site for appropriate
reporting guidelines

Methods sections of papers on research using human subjects or samples must include ethics
statements that specify:

e The name of the approving institutional review board or equivalent committee(s). If
approval was not obtained, the authors must provide a detailed statement explaining why it
was not needed

¢  Whether informed consent was written or oral. If informed consent was oral, it must be
stated in the manuscript:

o Why written consent could not be obtained
o That the Institutional Review Board (IRB) approved use of oral consent
o How oral consent was documented

For studies involving humans categorized by race/ethnicity, age, disease/disabilities, religion,
sex/gender, sexual orientation, or other socially constructed groupings, authors should:
o Explicitly describe their methods of categorizing human populations
e Define categories in as much detail as the study protocol allows
o Justify their choices of definitions and categories, including for example whether any rules of
human categorization were required by their funding agency
o Explain whether (and if so, how) they controlled for confounding variables such as
socioeconomic status, nutrition, environmental exposures, or similar factors in their analysis

In addition, outmoded terms and potentially stigmatizing labels should be changed to more current,
acceptable terminology. Examples: “Caucasian” should be changed to “white” or “of [Western]
European descent” (as appropriate); “cancer victims” should be changed to “patients with cancer.”
For papers that include identifying, or potentially identifying, information, authors must download
the Consent Form for Publication in a PLOS Journal, which the individual, parent, or guardian must
sign once they have read the paper and been informed about the terms of PLOS open-access license.
The signed consent form should not be submitted with the manuscript, but authors should securely



https://journals.plos.org/plosone/s/file?id=8ce6/plos-consent-form-english.pdf
https://journals.plos.org/plosone/s/file?id=8ce6/plos-consent-form-english.pdf
https://journals.plos.org/plosone/s/human-subjects-research#loc-patient-privacy-and-informed-consent-for-publication
http://www.icmje.org/about.html
http://www.icmje.org/about.html
http://www.icmje.org/recommendations/browse/roles-and-responsibilities/protection-of-research-participants.html
https://www.equator-network.org/reporting-guidelines/stard/
http://www.strobe-statement.org/
https://www.fged.org/projects/miame
http://www.equator-network.org/
https://journals.plos.org/plosone/s/human-subjects-research#loc-patient-privacy-and-informed-consent-for-publication
https://journals.plos.org/plosone/s/human-subjects-research#loc-patient-privacy-and-informed-consent-for-publication
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file it in the individual's case notes and the methods section of the manuscript should explicitly state
that consent authorization for publication is on file, using wording like:

The individual in this manuscript has given written informed consent (as outlined in PLOS consent
form) to publish these case details.

For more information about PLOS One policies regarding human subjects research, see
the Publication Criteria and Editorial Policies.

Manuscripts describing observational clinical studies are subject to all policies regarding human
research and community standards for reporting observational research as outlined by

the STROBE statement. Furthermore, authors submitting work of this nature should pay special
attention to the following requirements:

o [f the submitted manuscript is very similar to previous work, authors must provide a sound
scientific rationale for the submitted work and clearly reference and discuss the existing
literature.

o The sampling strategy and eligibility criteria of enrolled subjects should be described in
sufficient detail.

o Sample size calculations should be justified with relevant inputs defined.

o Independent and dependent variables considered for statistical analysis should be clearly
defined and justified.

o The validity and reliability testing of self-developed data collection tools should be reported.

e Conclusions should be appropriate for the study design, with indications on how the study
results will contribute to the base of academic knowledge.

Guidelines for qualitative research

Qualitative research studies use non-quantitative methods to address a defined research question that
may not be accessible by quantitative methods, such as people's interpretations, experiences, and
perspectives. The analysis methods are explicit, systematic, and reproducible, but the results do not
involve numerical values or use statistics. Examples of qualitative data sources include, but are not
limited to, interviews, text documents, audio/video recordings, and free-form answers to
questionnaires and surveys. Qualitative research studies should be reported in accordance to

the Consolidated criteria for reporting qualitative research (COREQ) checklist or Standards for
reporting qualitative research (SRQR) checklist.



https://journals.plos.org/plosone/s/journal-information#loc-criteria-for-publication
https://journals.plos.org/plosone/s/human-subjects-research
https://journals.plos.org/plosone/s/human-subjects-research
https://journals.plos.org/plosone/s/human-subjects-research
https://www.strobe-statement.org/
http://intqhc.oxfordjournals.org/content/19/6/349.long
http://www.equator-network.org/reporting-guidelines/srqr/
http://www.equator-network.org/reporting-guidelines/srqr/
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Appendix E. Poster Adverts for Empirical Study

Ever heard of
dissociation? ’

However much you know,
researchers at University of East
Anglia and University of

Birmingham want to hear it.

Win one of fifteen £20
prizes and help us
develop clinical guidance.

UoB Ethics Ref (ERN_1798).

 [m] R

To take part:: scan the QR, visit'[LlN'K],
or email
dissociation@contacts.bham.ac.uk

v.1 - IRAS: 336832 24.09.2024



to hear the

Win one of fifteen®
prizes and help us |
develop clinical guldance

UoB Ethics Ref (ERN_1798).

To take part: scan the QR code,:/is:ﬁ
https://bit.ly/4g72sje, oremail |} B
dlssomatlon@contacts bham.ac.uk
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Appendix F. Qualtrics Survey for Empirical Project

- PIS
=
2
é Informed consent statements
This section asks about you, so that we can understand who took part in this survey. Please answer as many
questions as you can. All of your responses are confidential.
Age
Gender [m/f/non-binary/other/prefer not to say]
Ethnicity
e Prefer not to say
e Asian / Asian British
= Indian
=  Pakistani
= Bangladeshi
=  Chinese
= Other Asian background
e Black / African / Caribbean / Black British
= African
= (Caribbean
=  Any other Black / African / Caribbean background
e Mixed or Multiple ethnic groups
= Black Caribbean & White
@ = Black African & White
% = Asian & White
s = Other Mixed / Multiple ethnic background
=y e White
% =  English / Welsh / Scottish / Northern Irish / British
A = Irish
= Gypsy or Irish Traveller
= Roma
= Polish
= Other White background
e Other
= Arab

= QOther: [Free text box]

Are you registered with a regulatory professional council (e.g., HCPC, GMC, NMC etc.)?
[yes/no/prefer not to say]

Which of the below most closely describes your main professional background? (If you have more than one,
please answer based on which is most relevant to your current role).
[list of mental health professions / ‘other’ with free text box / prefer not to say]
The list will include medical, nursing, psychology and allied health professionals (e.g., social work).

How many years have you worked in your main profession?
[‘free text box’ — years / prefer not to say]

Which NHS Trust do you work for? [drop down of those that have agreed to participate]

Which of the below most closely describes the mental healthcare setting / service you work in?
[acute or inpatient setting / community mental health team (CMHT) / early intervention for psychosis (EIP)
team / crisis or home treatment team / diagnostic or assessment service / secure forensic service / liaison team /
‘other’ with free text box / prefer not to say]

Which age-range of service users do you work with? (If you work with multiple age-ranges, you may select
more than one listed).
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NB: The next four blocks (“Knowledge & Understanding”; “Attitudes & Beliefs”; “Information &

Misinformation” and “Experience”) will be randomised to mitigate against the latter questions being affected

by drop-out.

Knowledge & Understanding

We are interested in understanding how much people already know about dissociation. This means we are
also interested in understanding how much people don’t know, and what people might guess if they don’t
know or are unsure — it is not a test to see if you know the “right” answers. Please answer the following

questions based on what you already know, without looking anything up, and give your best guess if you are
not sure.

Had you heard of dissociation before taking this survey? [Y/N]
If yes, where have you heard about it most? [Free text]
If yes, have you heard any specific terms used in relation to dissociation? [Free text]

Do you think you know what dissociation is? [Y/N]
If yes, how confident do you feel about your understanding of what dissociation is? [0-100 scale]
If yes, what do you think dissociation is? [Free text]

Do you think you know what depersonalisation is? [Y/N]
If yes, how confident do you feel about your understanding of what depersonalisation is? [0-100 scale]
If yes, what do you think depersonalisation is? [Free text]

Did you receive training about dissociation as part of your professional qualification / core training?
[Y/N/Don’t know]
If yes, please give a very brief summary of this (e.g., when/how long ago, how much time spent, who
provided the training.) [Free text]

Have you received any additional training about dissociation since qualifying / your core training?
[Y/N/Don’t know]
If yes, please give a brief summary of this (e.g., when/how long ago, how much time spent, who provided
the training.) [Free text]

Before we move on, is there anything more you would like to tell us about your knowledge and
understanding of dissociation, or about any of your answers on this page? (NB: we ask questions about
whether you have had any experience of dissociation on the final page). [Free text]

Attitudes and Beliefs

We are interested in understanding what people think about dissociation. This means we are interested in
negative as well as positive attitudes and opinions about dissociation. Please answer the following
questions honestly. If you are unsure, please give your best guess. All of your answers are confidential.

If you had to choose 3 words to describe dissociation, what would they be? [free text]

If you had to choose 3 words to describe a patient with dissociation, what would they be? [free text]

If we view dissociation as a mental health problem (like Depression, Schizophrenia, OCD, etc.):

How common is it? [0-does not exist; 100-extremely common]

How much of a problem is it? [0- not at all; 100-extremely]

How dangerous is it? [0- not at all; 100-extremely]

How treatable is it? [0- not at all; 100-extremely]

How stigmatised is it? [0- not at all; 100-extremely]
Is it more biological (“nature”: e.g., genetics, brain chemistry or function) or more psychological (‘“nurture”:
the results of your life experiences and outlook)?
[bipolar 0-100 scale with one label on each end]

What percentage of the UK population have experienced dissociation ever in their lives? [0-100]

What percentage of the UK population have experienced dissociation in the past month? [0-100]

You are talking with a patient, and they tell you that they think they have dissociation...

What are your very first thoughts and feelings in response to this? [free text]

If they asked for advice, what would you suggest they do? [free text]

What treatment and/or support plan might be indicated? [free text]
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Overall, young people’s attitudes towards dissociation are:
Negative - Positive [bipolar 0-100 scale with one label on each end]

Overall, mental health clinicians’ attitudes towards dissociation are:
Negative - Positive [bipolar 0-100 scale with one label on each end]

“There is a place for dissociation in core clinical training” [bipolar scale from 0 (disagree) to 100 (agree)]

Before we move on, is there anything more you would like to tell us about your attitudes towards and
beliefs about dissociation, or about any of your answers on this page? [Free text]

Information and Misinformation

How trustworthy do you think the following are as a source of information about dissociation? (And please
indicate whether or not you use these yourself (for any reasons, not only as sources of information)).

[list of media & social media outlets + Y/N/prefer not to say Q re: personal use]
[film, TV series, fiction books, news (traditional: TV, radio, newspapers), news (new: e.g., online),
Meta/Facebook, Instagram, Telegram, TikTok, Twitter, YouTube, Reddit, Other [free text] [x4]]

If you had to choose 3 words to describe how dissociation is portrayed on social media, what would they
be? [free text]

Where would you advise a patient to go to get trustworthy, accurate information about dissociation? [Free
text]

How much do you believe that...? [0-completely disagree; 100-completely agree]

“Dissociation is just a fad / trend”

“Dissociation is something a minority of doctors in the USA diagnose, it’s not a standard mental health
problem”

“Dissociation is rare”

“Dissociation is caused by trauma”

“Dissociation isn’t a real mental health problem — biased doctors and/or social media convince people it is”

What do you think are some common myths (incorrect beliefs) many patients have about dissociation? [Free
text]

What do you think are some common myths (incorrect beliefs) many NHS staff have about dissociation?
[Free text]

Before we move on, is there anything more you would like to tell us about information and
misinformation in relation to dissociation, or about any of your answers on this page? [Free text]

Do you think you have worked with service users who experience / have ever experienced dissociation?
[Y/N/Don’t know/Prefer not to say]

Do you think you experience / have ever experienced dissociation? [Y/N/Don’t know/Prefer not to say]

Do you have a friend or relative who experiences / has experienced dissociation? [ Y/N/Don’t know/Prefer
not to say]

(]
% CEFSA-14 scale [see corresponding document]
5 This is the last page of questions. Before we finish, is there anything more you would like to tell us about
S your experience of dissociation, or about any of your answers on this page? (Please note that we cannot
give clinical advice or offer crisis care). [Free text]
Thank you for participating!
We appreciate your time and effort. Your responses will help us understand the beliefs and attitudes
different groups of people hold about dissociation.
Please click NEXT to FINISH the survey.
g If you would like to hear about similar research in future, please enter your name and email address below.
5]
N =
& A | This is entirely voluntary. If supplied, your name and email address will be stored securely, separately from

your answers, and deleted at your request if you email dissociation@contacts.bham.ac.uk
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. Name [free text box]
. Email address [free text box]
. Some of our future studies may require attending a study session at the University of Birmingham —

would you be interested in hearing about studies requiring this?
0 Yes, and I could visit UoB if required
0 No, I only want to hear about online / remote studies.

To enter the prize draw to win one of fifteen £20 Amazon vouchers, please enter your name and email
address below.

- Name [free text box]

- Email address [free text box]
Your name and email address will be stored separately from your answers, and will be deleted after the
survey is closed and the winners contacted.

Resources for support will be shown on the next page.

Debrief screen

THANK YOU
for participating in this survey

Y our responses have now been saved.

If this study has raised any concerns for you, please consult your staff information portal or line manager for
advice about the support services available to you.

For specific support relating to dissociation, Unreal is a UK charity for Depersonalisation Disorder
(www.unrealuk.org).

For staff support across the NHS, including staff wellbeing hubs and wellbeing apps, information is
provided by NHS England (https://www.england.nhs.uk/supporting-our-nhs-people/support-now/).

There is a free and confidential text support service for NHS staff run by the UK Charity Shout, which you
can access by texting FRONTLINE to 85258 for support 24/7.

You can also contact your GP or a helpline, such as Samaritans (a 24/7 free telephone support service via
116 123).

In the case of an emergency please call 999 or attend your local A&E.



http://www.unrealuk.org/
https://www.england.nhs.uk/supporting-our-nhs-people/support-now/
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Appendix G. Participant Information Sheet

UNIVERSITYOF [E University of
BIRMINGHAM East Anglia

School of Psychology Norwich Medical School

University of Birmingham University of East Anglia

Edgbaston Norwich Research Park
B152TT Norwich, NR4 7TJ

Attitudes & Beliefs Concerning Dissociation (ABCD) (Part 3 — Clinicians)

This study is being carried out by Dr Emma Cernis, Assistant Professor of Clinical Psychology at the
University of Birmingham, UK.

This study is sponsored and insured by the University of Birmingham, and has received ethical
approval from the University of Birmingham ethics committee. The study has also received approval
from the Health Research Authority.

If you have any questions about the study after reading the information below, please contact Dr
Emma Cernis by emailing dissociation@contacts.bham.ac.uk or Christopher Jones by emailing
C.Jones15@uea.ac.uk

Study Purpose

This study is for anyone who has a patient-facing role in an NHS secondary mental health service. It
is made up of one online survey. This survey will be repeated once every 2 years. You are free to
participate in more than one recruitment round.

The purpose of this research is to find out more about what NHS staff understand by the term
‘dissociation’: including their attitudes, beliefs, attitudes, and opinions about it.

To get a representative view, we want to hear from as broad a range of people as possible: this means
we also want to hear from people who are unfamiliar with the term ‘dissociation’, and those who may
consider it to be iatrogenic, or not a real disorder/problem.

You will be able to skip questions, or select “I don’t know”, although we would be very interested in
hearing your best guesses to as many questions as possible — this is not a test of accuracy, or “right” or
“wrong”.

You do not have to have had any experience of working with someone with dissociation to participate in
the study. We would really like as many people as possible to participate, as all perspectives are equally
helpful to our research.

If you agree to take part in the research, you will be asked to complete an online consent form first. You
will then be asked to complete an online survey. This survey will contain demographic questions,
questions about your understanding of the term ‘dissociation’, your attitudes towards and beliefs about
it, your opinions about where to find accurate information about dissociation, and your own personal
experience of it (if any). Many questions will be “free text” boxes — where you can type your response
like a conversation. You do not need to worry about spelling or formatting in these answers: you can use
bullet points if you like. However, please do write in English. You can write as much or as little as you
like in these boxes, and you can suggest answers even if you do not feel confident that they are right —
we want to hear anything you have to say about this topic!

The whole survey will take approximately 25 minutes to complete. It would help us if you complete as
many of the questions as possible, although you may skip questions if necessary.


mailto:dissociation@contacts.bham.ac.uk
mailto:C.Jones15@uea.ac.uk
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Do I have to take part?

Participation is voluntary. You do not have to take part.

You can stop being part of the study at any time, without giving a reason, but we will keep
information about you that we already have. We need to manage your records in specific ways for
the research to be reliable. This means that we won’t be able to let you see or change the data we
hold about you.

Please remember that during the survey, you can take a break at any time if you would like.

Prize Draw

As a thank you to participants who complete the survey, you will be offered the chance to enter a
prize draw to win one of 15 £20 Amazon shopping vouchers.

To enter the draw, please supply your email at the end of the final survey. Please note that this email
will be stored separately from your answers and therefore your responses will remain anonymous.
Email addresses supplied for the purpose of the prize draw will be deleted once the winner is chosen
and the survey closed.

Future Research

At the end of this survey, you will be asked whether you would like to be emailed about similar
research we run in the future. This is entirely voluntary. If supplied, your email address will be stored
securely, separately from your answers, and deleted at your request (see below).

Risks and Aftercare

Unfortunately, we will not be able to follow up with you individually after this study. In the event
that you feel upset after completing the study, or find that some questions or aspects of the study
triggered distress, please reach out to the relevant service for support. Your line manager or staff
information portal should be able to advise on this if you are unsure.

For specific support relating to dissociation, Unreal is a UK charity for Depersonalisation Disorder
(www.unrealuk.org).

For staff support from your local NHS Trust, please consult your line manager or staff information
portal for resources.

For staff support across the NHS, including staff wellbeing hubs and wellbeing apps, information is
provided by NHS England (https://www.england.nhs.uk/supporting-our-nhs-people/support-now/).
There is a free and confidential text support service for NHS staff run by the UK Charity Shout,
which you can access by texting FRONTLINE to 85258 for support 24/7.

You can also contact your GP or a helpline, such as Samaritans (a 24/7 free telephone support
service via 116 123). In the case of an emergency please call 999.

How will my data be used?

We will need to use information from you for this research project.

This information will include the information from the survey. People will use this information to do
the research or to check your records to make sure that the research is being done properly.

People who do not need to know who you are will not be able to see your name or contact details.
Your data will have a code number instead.

We will keep all information about you safe and secure.

Once we have finished the study, we will keep some of the data so we can check the results. We will
write our reports in a way that no-one can work out that you took part in the study.

It will not be possible to identify you from the answers you give. We will use all reasonable
endeavours to keep your answers confidential. The University of Birmingham are collaborating with


http://www.unrealuk.org/
https://www.england.nhs.uk/supporting-our-nhs-people/support-now/
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the University of East Anglia for this study. Your data such as the survey responses and your email
address if provided, will be stored securely at the University of Birmingham and University of East
Anglia. Your IP address will not be stored.

Some initial anonymised data will be analysed and written up by clinical psychology doctoral
students at the University of Birmingham and University of East Anglia for their research projects.
The main findings, including anonymised quotations, will be published in a peer-reviewed journal,
and will be incorporated into presentations (e.g., for the purposes of training clinicians, or presenting
the findings at scientific conferences). A summary of study results will be sent to the service/team
managers of all participating NHS Trusts who will circulate the summary of findings to their teams
for dissemination. This will be written in lay language.

A version of the final anonymous dataset will be made freely available to other researchers online via
the Open Science Framework. The findings of this project will be published as original research in
peer-reviewed scientific journals, to facilitate future research and clinical care. No personally
identifiable information will be included in any of these publications.

At the end of the project, this data will be kept for ten years after publication before being deleted.
An anonymised version of the data may also be used by the research team in other ethically-
approved research studies within this timeframe.

Email addresses provided for the prize draw or future contact will be stored separately from the
survey responses and will never be passed on to third parties. Email addresses for the prize draw will
be deleted as soon as the study is complete and the draw has been conducted. Email addresses will be
deleted if you email dissociation@contacts.bham.ac.uk to request your details to be deleted.

Who will have access to my data? (Fair Processing Statement)

This information is being collected as part of a research project by Dr Emma Cernis in the School of
Psychology in the University of Birmingham. The information which you supply and that which may
be collected as part of the research project will be entered into a filing system or database and will
only be accessed by authorised personnel involved in the project. The information will be retained by
the University of Birmingham and will only be used for the purpose of research, and statistical and
audit purposes. By supplying this information, you are consenting to the University storing your
information for the purposes stated above. The information will be processed by the University of
Birmingham in accordance with the provisions of the Data Protection Act 2018. No identifiable
personal data will be published.

For the duration of the study, the online survey platform will also be a data controller with respect to
your personal data. Qualtrics is an online survey platform, which is GDPR-compliant and adheres to
the EU-US Privacy Shield Framework. It encrypts data as it is transferred into storage at the
University of Birmingham. At end of the study, the encrypted data on Qualtrics will be deleted and
Qualtrics will not continue to store data on its servers.

Where can you find out more about how your information is used?
You can find out more about how we use your information:

e By asking one of the research team:

o Christopher Jones C.Jones15@uea.ac.uk

o Dr Emma Cernis dissociation@contacts.bham.ac.uk

e Or by emailing dataprotection@contacts.bham.ac.uk



mailto:dissociation@contacts.bham.ac.uk
mailto:C.Jones15@uea.ac.uk
mailto:dissociation@contacts.bham.ac.uk
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233

What if there is a problem?
If you have a concern about any aspect of this project, please speak to the relevant researcher (Dr

Emma Cernis, dissociation@contacts.bham.ac.uk), who will do their best to answer your query. The
researcher should acknowledge your concern within 10 working days and give you an indication of
how they intend to deal with it. If you remain unhappy or wish to make a formal complaint, please
contact Mrs Sue Cottam (Research Ethics Manager), who will seek to resolve the matter swiftly

(s.l.cottam@bham.ac.uk).
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Appendix H. Consent Form for Participants

UNIVERSITYOF [E\ University of
BIRMINGHAM East Anglia

School of Psychology Norwich Medical School

University of Birmingham University of East Anglia

Edgbaston Norwich Research Park
B152TT Norwich, NR4 7TJ

Attitudes & Beliefs Concerning Dissociation (ABCD) (Part 3 — Clinicians)
Consent
Before you can proceed to the survey, please confirm the following by checking the boxes. If you
have decided not to take part, clicking “I do not give consent” will exit the survey, or you may close
the browser window.
O I confirm I have read and understood the information sheet for this study.

O I confirm that [ work in a patient-facing role in an NHS mental health service/team and not in
a purely administrative or professional services role and I am aged between 18-80 years old.

i I confirm that I understand that participating is voluntary, and that I am free to exit or
withdraw from this study at any time.

i I confirm that I understand that it will not be possible to withdraw or delete any data I provide
in this survey once it has been entered.

i I confirm that I understand my anonymised quotations may be used in scientific publications,
but this will not include any identifiable information.

m I confirm that I understand my anonymised data may be used by the research team for other
ethically-approved research studies.

m I confirm that I understand that my data will be included in an anonymised version of the
final dataset that will be published on the Open Science Framework platform after the study
closes.

O I understand data collected for the study will be shared with the University of East Anglia for
analysis.

If you have read the information above, and agree to participate with the understanding that the data
(including any personal data) you submit will be processed accordingly, please check the relevant
box below to indicate whether you volunteer to participate:

O I understand the above, and I consent to take part in this study.
OR:
O I do not give consent (This will exit the survey)
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Please read the following items and rate how often you have experienced these over the past TWO
WEEKS using the following rating:

0 1

2

Never Rarely Sometimes

3
Often

4
Always

Please note that this should NOT be whilst under the influence of drugs, alcohol or legal highs.

I don’t fully experience emotions.

I feel disconnected from the world around
me.

I’m absorbed in my own world and don’t
notice what is happening around me.

My personality changes seemingly at
random.

I feel disconnected from other people.

I find myself drifting off into my own world
when I’'m with others.

My body (or parts of it) feels unreal or
strange.

I feel detached from my emotions.
I act like someone else without meaning to.

People I know seem unfamiliar.

I feel as though other people stop existing
when I can’t see them.

My body feels numb.

Things I’ve done many times before seem
new or unfamiliar.

I feel like an alien or a ghost.

Never

0

0

0

0

REIGING
1

1

Sometimes

2

2

Often
3

3

Always
4

4

Cernis, E., Loe, B. S., Lofthouse, K., Waite, P., Molodynski, A., Ehlers, A., & Freeman, D.

(2024). Measuring dissociation across adolescence and adulthood: developing the short-form

Cernis Felt Sense of Anomaly scale (CEFSA-14). Behavioural and Cognitive Psychotherapy,

52, 163-177. https://doi.org/10.1017/S1352465823000498
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UEA DOCTORATE IN CLINICAL PSYCHOLOGY THESIS FUNDING REQUEST
FORM (FOR SUBMISSION AFTER THESIS PROPOSAL ASSIGNMENT PASSED)

This form should be completed using the ‘Guidelines for the ClinPsyD Thesis Budget’.
The overall total should not exceed £400 and each cost requested must be fully justified.

Trainee name: Christopher Jones

Title of project: Attitudes and Beliefs Among NHS Clinicians Concerning Dissociation

Item description (Please provide Unit cost | Quantity | Overall Cost | Justification (where
specific detail about the item under | (£.p) (£) (unit cost | necessary)
the appropriate subsections) X quantity)
Patient and Public Involvement (PPI) activities
N/A
Subtotal:

Participant Payments/token of gratitude/prize draw (e.g. shopping vouchers)

Amazon shopping vouchers for prize
draw

£20.00

15

£300.00

Prize draw as incentive to
partake in the research.

Our recruitment will be
uncapped, meaning we may
recruit many participants
(minimum of 100
respondents, 50 from each
NHS Trust).

This means there would be a
maximum of 15% chance of
winning a voucher, if the
minimum number of
participants have been
achieved.

Subtotal:

£300.00

Consumables (including printing/photocopying, questionnaires, etc)

Printing of Physical Study £0.25 per | 20 £5.00 To aid recruitment across the
Flyers/Posters poster in NHS Trusts.
colour
Subtotal: | £5.00
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Services (e.g. online recruitment or advertising charges, creation of materials, transcription)

N/A
Subtotal:
Software (please note that software will only be funded in exceptional circumstances, as per
guidance)
N/A
Subtotal:
Equipment (please check whether relevant equipment is already available within Department)
N/A
Subtotal:
OVERALL TOTAL: | £305.00
New Budget Request? Yes /No
Submitting budget for PPI costs only (pre-ethical approval)? Yes / No
Resubmitted Budget Request? Yes/No

Original amount requested: N/A
New amount requested: N/A
Explanation of difference between original and new amounts requested: N/A

Joint budget with another trainee? Yes / No
If yes, name of trainee:

Has proof of ethical approval been attached: Yes / No (UEA, UoB and HRA Approvals attached
in email). NHS funded trainee: Yes / No

Trainee: I confirm that: 1. I have read and followed the thesis budget guidance in preparing
this proposed budget, 2. All expenses are reasonable, necessary and justified in line with the
guidance
Signed:

Date: 02.12.2024

Print name: Christopher Jones
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Primary supervisor: I confirm that: 1. I have been consulted on this trainee’s budget, 2. I have
checked that all expenses are reasonable, necessary and justified in line with the guidance, and
3. I support the proposed budget.

Signed:

Date: 07.06.2024

Print name: Dr Eleftherios Kipoulas
(Primary Research Supervisor)

Office use only

Approved? YES Amount approved (if different to above):

If no, please detail required changes

Signed:
Date: 17.12.24

(PGR Director ClinPsyD)
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Appendix K. Confirmation Letter from the University of Birmingham STEM Research Ethics
Committee

UNIVERSITYOF
BIRMINGHAM

Dear Emma Cernis

RE: ABCD (Part 3)

Application for Ethical Review: ERN 1798-Jun2024

Thank you for your application for ethical review for the above project, which was reviewed by the
Science, Technology, Engineering and Mathematics Committee. On behalf of the Committee, I

confirm that this study now has ethical approval.

Please be aware that this project also requires Sponsor authorisation prior to submission to the Health
Research Authority (HRA). The Research Governance Team has been informed that the ethical

approval is granted and will be in touch with you shortly. If you wish to contact the Research

Governance Team directly please use researchgovernance@contacts.bham.ac.uk
Any adverse events occurring during the study should be promptly brought to the Committee’s
attention by the Principal Investigator and may necessitate further ethical review and/or reporting to

the HRA.

Please ensure that the relevant requirements within the University’s Code of Practice for Research
and the information and guidance provided on the University’s ethics webpages (available at

https://intranet.birmingham.ac.uk/finance/accounting/Research-Support-

Group/ResearchEthics/Links-and-Resources.aspx ) are adhered to. Please be aware that whilst Health

and Safety (H&S) issues may be considered during the ethical review process, you are still required
to follow the University’s guidance on H&S and to ensure that H&S risk assessments have been
carried out as appropriate. For further information about this, please contact your School H&S

representative or the University’s H&S Unit at healthandsafety@contacts.bham.ac.uk.

Kind regards,
The Co-Chairs of the Science, Technology, Engineering and Mathematics Committee

E-mail: ethics-queries@contacts.bham.ac.uk



https://intranet.birmingham.ac.uk/finance/accounting/Research-Support-Group/Research-Ethics/Links-and-Resources.aspx
https://intranet.birmingham.ac.uk/finance/accounting/Research-Support-Group/Research-Ethics/Links-and-Resources.aspx
https://intranet.birmingham.ac.uk/finance/accounting/Research-Support-Group/Research-Ethics/Links-and-Resources.aspx
https://intranet.birmingham.ac.uk/finance/accounting/Research-Support-Group/Research-Ethics/Links-and-Resources.aspx
https://intranet.birmingham.ac.uk/finance/accounting/Research-Support-Group/Research-Ethics/Links-and-Resources.aspx
mailto:ethics-queries@contacts.bham.ac.uk
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Appendix L. Confirmation Letter from the UEA FMH Research Ethics Committee

University of East Anglia

Norwich Research Park +
Norwich. NR4 7T]J

Email: ethicsmonitor@uea.ac.uk

Web: www.uea.ac.uk University of East Anglia

Study title: Attitudes and Beliefs Concerning Dissociation (ABCD) Among NHS Clinicians.

Application ID: ETH2324-3040

Dear Christopher,

Your application was considered on 1st August 2024 by the FMH S-REC (Faculty of Medicine and

Health Sciences Research Ethics Subcommittee).
The decision is: approved.

You are therefore able to start your project subject to any other necessary approvals being given.
If your study involves NHS staff and facilities, you will require Health Research Authority (HRA)

governance approval before you can start this project (even though you did not require NHS-REC
ethics approval). Please consult the HRA webpage about the application required, which is submitted

through the IRAS system.

This approval will expire on 3rd March 2026.
Please note that your project is granted ethics approval only for the length of time identified above.

Any extension to a project must obtain ethics approval by the FMH S-REC (Faculty of Medicine and

Health Sciences Research Ethics Subcommittee) before continuing.

It is a requirement of this ethics approval that you should report any adverse events which occur
during your project to the FMH S-REC (Faculty of Medicine and Health Sciences Research Ethics
Subcommittee) as soon as possible. An adverse event is one which was not anticipated in the
research design, and which could potentially cause risk or harm to the participants or the researcher,
or which reveals potential risks in the treatment under evaluation. For research involving animals, it

may be the unintended death of an animal after trapping or carrying out a procedure.

Any amendments to your submitted project in terms of design, sample, data collection, focus etc.
should be notified to the FMH S-REC (Faculty of Medicine and Health Sciences Research Ethics
Subcommittee) in advance to ensure ethical compliance. If the amendments are substantial a new

application may be required.


mailto:ethicsmonitor@uea.ac.uk
https://www.hra.nhs.uk/about-us/committees-and-services/integrated-research-application-system/
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Approval by the FMH S-REC (Faculty of Medicine and Health Sciences Research Ethics
Subcommittee) should not be taken as evidence that your study is compliant with the UK General
Data Protection Regulation (UK GDPR) and the Data Protection Act 2018. If you need guidance on
how to make your study UK GDPR compliant, please contact the UEA Data Protection Officer

(dataprotection(@uea.ac.uk).

Please can you send your report once your project is completed to the FMH S-REC
(fmh.ethics@uea.ac.uk).

I would like to wish you every success with your project.
On behalf of the FMH S-REC (Faculty of Medicine and Health Sciences Research Ethics
Subcommittee)

Yours sincerely,
Dr Paul Linsley


mailto:fmh.ethics@uea.ac.uk
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Appendix M. Confirmation Sponsor Letter from the University of Birmingham

Dr Emma Cernis m

School of Psychology % @g UN IVE RS ITYOF
University of Birmingham :m: B I RM I N G H AM

Friday, 8 November 2024
Dear Dr Emma Cernis

Project Title: Attitudes and Beliefs Concerning Dissociation (Part 3 - Clinicians)
IRAS ID: 336832

Sponsor Reference: RG_24-025

UoB Ethics Reference: ERN 1798

Under the requirements of UK Policy Framework for Health and Social Care Research, the
University of Birmingham agrees to act as Sponsor for this project. Sponsorship is subject to you
obtaining a favourable ethical opinion, HRA approval and NHS R&D management approval where
appropriate.

As Chief Investigator, you must ensure that local study recruitment does not commence until all
applicable approvals have been obtained. Where a study is or becomes multi-site you are responsible
for ensuring that recruitment at external sites does not commence until local approvals have been
obtained.

Following receipt of all relevant approvals, you should ensure that any subsequent amendments are
notified to the Sponsor, REC, HRA and relevant NHS R&D Office(s), and that an annual progress
report is submitted to the Sponsor, REC and NHS R&D departments where requested.

Please ensure you are familiar with the University of Birmingham Code of Practice for Research
(http://www.birmingham.ac.uk/Documents/university/legal/research.pdf) and any appropriate
College or School guidelines.

Finally please contact researchgovernance(@contacts.bham.ac.uk should you have any queries.

You may show this letter to external organisations.

Yours sincerely

PP. WF’ %

Dr Birgit Whitman
Head of Research Governance and Integrity
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Appendix N. Confirmation of Clinical Research Insurance from the University of Birmingham

To Whom It May Concern,

UNIVERSITYOF
BIRMINGHAM

Friday, 8 November 2024

Project Title: Attitudes and Beliefs Concerning Dissociation (Part 3 - Clinicians)

Dear Sir / Madam,

Sponsor Reference: RG 24-025

The University currently arranges Clinical Research Insurance through membership of UMAL, this
cover is renewable annually on 1st August and the University ensures that there are no gaps in cover.

We confirm that the University will arrange insurance for the above research for the duration of the
research project involving human participants including legal liability cover. This will be subject to
the terms, conditions and exceptions of the relevant liability insurance policies as detailed in the
current trial documentation.

The University will provide notification if there are any changes to the provider in a particular year
or if the indemnity limits change. Copies of the trial specific annual confirmatory letters will be
available upon request.

Yours faithfully,

o W %

Dr Birgit Whitman

Head of Research Governance and Integrity
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Appendix O. Confirmation of HRA and Health and Care Research Wales (HCRW) Approval

Ymchwil lechyd m
a Gofal Cymru

Health and Care Health Research
Research Wales Authority

Emma Cernis
School of Psychology Email: approvals@hra.nhs.uk
HCRW.approvals@wales.nhs.uk

University of Birmingham
Edgbaston
B152TT

20 November 2024

Dear Dr Cernis

HRA and Health and Care

Study title: Attitudes and Beliefs Concerning Dissociation (Part 3 -
Clinicians)

IRAS project ID: 336832

REC reference: 24/HRA/4823

Sponsor Head of Research Ethics, Governance and Integrity,

University of Birmingham

I am pleased to confirm that HRA and Health and Care Research Wales (HCRW) Approval has
been given for the above referenced study, on the basis described in the application form, protocol,
supporting documentation and any clarifications received. You should not expect to receive anything
further relating to this application.

Please now work with participating NHS organisations to confirm capacity and capability, in line
with the instructions provided in the “Information to support study set up” section towards the end of
this letter.

How should I work with participating NHS/HSC organisations in Northern Ireland and
Scotland?

HRA and HCRW Approval does not apply to NHS/HSC organisations within Northern Ireland and
Scotland.

If you indicated in your IRAS form that you do have participating organisations in either of these
devolved administrations, the final document set and the study wide governance report (including


https://www.myresearchproject.org.uk/help/hlphraapproval.aspx
https://www.myresearchproject.org.uk/help/hlphraapproval.aspx
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this letter) have been sent to the coordinating centre of each participating nation. The relevant
national coordinating function/s will contact you as appropriate.

Please see IRAS Help for information on working with NHS/HSC organisations in Northern Ireland
and Scotland.

How should I work with participating non-NHS organisations?

HRA and HCRW Approval does not apply to non-NHS organisations. You should work with your
non-NHS organisations to obtain local agreement in accordance with their procedures.

What are my notification responsibilities during the study?

The “After HRA Approval — guidance for sponsors and investicators’ document on the HRA
website gives detailed guidance on reporting expectations for studies with HRA and HCRW
Approval, including:

. Registration of Research
. Notifying amendments
. Notifying the end of the study

The HRA website also provides guidance on these topics and is updated in the light of changes in
reporting expectations or procedures.

Who should I contact for further information?
Please do not hesitate to contact me for assistance with this application. Contact details are below.

Your IRAS project ID is 336832. Please quote this on all correspondence.

Yours sincerely,

Michelle Ahmed

Approvals Specialist

Email: approvals@hra.nhs.uk

Copy to: Dr Birgit Whitman

List of Documents

The final document set assessed and approved by HRA and HCRW Approval is listed below.

Document Version Date

Contract/Study Agreement template [PIC agreement] 1 06 November 2024
Copies of materials calling attention of potential participants 1 24 September 2024
to the research [Recruitment poster]

Copies of materials calling attention of potential participants 1 24 September 2024
to the research [Alternative recruitement poster]

Evidence of Sponsor insurance or indemnity (non NHS 1 01 August 2024
Sponsors only) [Clinical Trials insurance]



https://www.myresearchproject.org.uk/help/hlpnhshscr.aspx
https://www.myresearchproject.org.uk/help/hlpnhshscr.aspx
https://www.myresearchproject.org.uk/help/hlpsitespecific.aspx#non-NHS-SSI
https://www.myresearchproject.org.uk/help/hlpsitespecific.aspx#non-NHS-SSI
https://www.hra.nhs.uk/approvals-amendments/what-approvals-do-i-need/research-ethics-committee-review/applying-research-ethics-committee/sl-ar3/
https://www.hra.nhs.uk/approvals-amendments/what-approvals-do-i-need/research-ethics-committee-review/applying-research-ethics-committee/sl-ar3/
https://www.hra.nhs.uk/approvals-amendments/what-approvals-do-i-need/research-ethics-committee-review/applying-research-ethics-committee/sl-ar3/
https://www.hra.nhs.uk/approvals-amendments/what-approvals-do-i-need/research-ethics-committee-review/applying-research-ethics-committee/sl-ar3/
https://www.hra.nhs.uk/approvals-amendments/what-approvals-do-i-need/research-ethics-committee-review/applying-research-ethics-committee/sl-ar3/
https://www.hra.nhs.uk/
https://www.hra.nhs.uk/
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IRAS Application Form [IRAS Form_ 14112024] 14 November 2024
Letter from sponsor [Sponsor Letter] 1 11 November 2024
Non-validated questionnaire [Mixed methods survey] 3 25 May 2024
Other [Insurance Letter] 1 11 November 2024
Other [Sponsor liability cover] 1 01 August 2024
Participant consent form [ICF] 4 31 July 2024
Participant information sheet (PIS) [PIS] 4 20 September 2024
Research protocol or project proposal [Protocol] 3 19 July 2024
Summary CV for Chief Investigator (CI) [CI CV (Emma 1 04 July 2024
Cernis)]

Summary CV for student [Student CV (Christopher Jones)] 1 19 June 2024
Validated questionnaire [CEFSA-14 scale] 1 06 November 2024

Information to support study set up

The below provides all parties with information to support the arranging and confirming of capacity and capability with participating NHS
organisations in England and Wales. This is intended to be an accurate reflection of the study at the time of issue of this letter.

Oversight
expectations

HR Good Practice Resource
Pack expectations

Types of Expectations related to | Agreement to be | Funding
participating confirmation of used arrangements
NHS capacity and capability
organisation
Activities at NHS | Research activities The sponsor has Sponsor is not
organisations will | should not commence at provided the providing funding
involve PIC participating NHS appropriate model | to PICs.
.aml'"";Y Dntlr):‘ organisations in England | non-commercial
including the . f
identification of or Wales p’?or toA their PIC agreement that
participants, formal confirmation of it intends to use as
database capacity and capability | a contract between
searches and the | to deliver the study in itself and NHS
mailing out of accordance with the organisations
study . contracting expectations | acting as their
documentation. | getailed. Due to the Participant

nature of the activities |dentification

involved, organisations Centres (PICs).
will be expected to

provide that confirmation
to the sponsor

Within 35 days of
receipt of the local
information pack After

The Chief
Investigator will be
responsible for all
study activities
performed at PICs.

Where an external individual will
be conducting any of the
research activities that will be
undertaken at this site type then
they would be expected to hold
a Letter of Access. This should
be issued be on the basis of a
Research Passport (if university
employed) or an NHS to NHS
confirmation of pre-engagement
checks letter (if NHS employed).
These should confirm
Occupational Health Clearance.
These should confirm standard
DBS checks.

HRA/HCRW Approval
has been issued. If the
organisation is not able
to formally confirm
capacity and capability
within this timeframe,
they must inform the
sponsor of this and
provide a justification. If
the sponsor is not
satisfied with the
justification, then the
sponsor may escalate to
the National
Coordinating Function
where the participating
NHS organisation is
located.

Other information to aid study set-up and delivery

This details any other information that may be helpful to sponsors and participating NHS organisations in England and Wales in study set-up.

The applicant has indicated they intend to apply for inclusion on the NIHR CRN Portfolio.
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Appendix P. Data Sharing / Project Agreement between UoB and UEA For Empirical Project

UoB Ref: 3187724

UNIVERSITYOF
BIRMINGHAM

PROJECT AGREEMENT

Between

THE UNIVERSITY OF BIRMINGHAM

and

UNIVERSITY OF EAST ANGLIA

UoB Ref: 3187724

IN WITNESS WHEREOF the Parties have executed this Agreement on the date of the last signature

For and on behalf of THE UNIVERSITY OF BIRMINGHAM

Signed by:
: [Uu’iS Eradley
SigNatUre: Ml gormorammmmses: oo rmmim s e

[ F= T 4 = O PPN
Title: .Research Support Manager e

09-Sep-2025
[ F= 1 (= PN

For and on behalf of UNIVERSITY OF EAST ANGLIA

DocuSigned by:
E ’
SIGNALUre: L. ... aororrrrgaan - orremeeeeesammreeeeeeesssnn e e e e e e e e e e e e s e e e s ennes

[ E= Lo 1= OO OO U OO U PO OPUPSTPUSPRPRPPTRY

Title: . OO O O T et
09-Sep-2025
[ E= 1 L T OO PSPPI



UoB Ref: 3187724

THIS PROJECT AGREEMENT is made on the date of the last signature between

1. THE UNIVERSITY OF BIRMINGHAM, a charitable body registered in England under registration
number RC000645 incorporated under Royal Charter and having its main administrative offices at

Edgbaston, Birmingham, B15 2TT, (“the University”); and

2. UNIVERSITY OF EAST ANGLIA, having a registered office at Norwich Research Park, Norwich

NR4 7TJ, (“the Partner Institution”)

hereinafter referred to as the “Parties” or either one thereof as “Party”.

Whereas:

a) The University is the Sponsor as defined in the UK Policy Framework for Health and Social Care
Research 2017 on the Study titled “Attitudes and Beliefs Concerning Dissociation — Part 3:

Clinicians” as described in the Study Protocol annexed hereto as Schedule 1;

b) The University wishes the Partner Institution to carry out a portion of the Study (the “Allocated
Work") as envisaged in the Study Protocol and the Partner Institution warrants that it has the

necessary skills and has allocated sufficient resources to accomplish the Allocated Work.

NOW, THEREFORE, it is hereby agreed as follows:

1. DEFINITIONS AND INTERPRETATION

1.1. The words and phrases below shall have the following meanings:

Agreement

Allocated Work

Background IP

Chief Investigator

Confidential Information

Data Protection Laws

shall mean this agreement and any schedules or appendixes
incorporated herein;

shall mean the work defined in Schedule 2 hereto attached;

shall mean any IP or know-how controlled or owned by any Party
prior to the date of commencement of this Agreement or IP generated
by any of the Parties independently of the Study and controlled or
owned by that Party or any IP to which the Party has the necessary
rights for the purpose of the Allocated Work;

shall mean the person who takes overall responsibility for the design,
conduct and reporting of the Study and who, for the purposes of this
Study shall mean Dr Emma Cernis of the University;

all and any information, documents, data and opinions disclosed by
a Party to the other Party (or otherwise acquired by one Party
pursuant to this Agreement) including without limitation commercial,
financial or proprietary material, pricing, inventions, formulations,
compositions of matter, data, formulae, algorithms, processes,
operating methods and procedures, results, designs, drawings,
specifications, industrial and or IP, computer programmes or other
software and any other confidential information relating to the
Allocated Work and/or the Study whether in oral, written, electronic,
graphic or digitised format; or disclosed pursuant to discussions with
any of the officers, employees, students, honorary members of staff,
agents, advisors or consultants of a Party and whether or not marked
or indicated as confidential;

shall have the meaning as defined in Schedule 3;

248



DATA PROTECTION PARTICULARS

Name of Study under
which Personal Data
were collected

Attitudes and Beliefs Concerning Dissociation (Part 3 -
Clinicians)

Details of data being
Processed

e Email addresses;

» Demographic (age, gender, ethnicity);

+ Qualitative, and quantitative data from NHS staff regarding
their working context, and attitudes/beliefs towards
dissociation (a specific subset of mental health
presentations).

The purpose of the
Processing

To provide the Services as part of successfully undertaking the
Study

The type of Personal
Data being Processed

Demographic details (age, gender, ethnicity).
Working context (professional background, type of working
team).

The categories of Data
Subjects

Working age adults with capacity to consent (NHS staff).

The nature of
Processing

Email addresses of mental health clinicians from five NHS Trusts
in England will be processed as part of the project. These
include clinicians currently working in a patient-facing caregiving
role (e.g., assessment, duty, treatment, but not purely
administrative) in an NHS secondary care mental health service.

We are seeking a total of 50 respondents from each NHS Trust,
meaning the personal data (email addresses) of up to 250
respondents may be collected for the project. If supplied, the
email address of respondents will be stored securely and
separately from answers as soon as it is practical in line with the
General Data Protection Regulation (GDPR) and Data
Protection Act 2018

Data will be collected / recorded using the online software
platform Qualtrics. If respondents supply their email address,
data will be de-identified by unlinking their email address fields
from the data fields during download. Once downloaded from
Qualtrics, data will be stored on a secure University server for
data analysis and deleted from Qualtrics.

Qualtrics is GDPR-compliant and adheres to the EU-US Privacy
Shield Framework. It encrypts data as it is transferred into
storage and does not continue to store data on its servers after it
is deleted

Data will be de-identified / fully anonymised at the stage of
download onto the University server. This will be after the initial
data collection period.

Research Personnel will complete analysis of Research Data on
behalf of Partner Institution and will have access to full dataset
collected including data not yet anonymised via the removal of
email addresses for the purposes of a prize draw and future

research contact. Any data transfer for this purpose will take
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UoB Ref: 3187724

place securely in accordance with the terms of this Agreement,
University IT Policies and Data Protection Laws.

Data Retention/Deletion
Period and Process

Data will not be used by the Partner Institution for purposes
other than the Services without the expressed written permission
of the University. The data provided to the Partner Institution will
be destroyed upon completion of the Services.

Data will be stored on the University servers for 10 years after
completion of the Study in accordance with the University IT
policies and applicable laws.

Locations (including the
geographic region) in
which the Personal Data
may be Processed by
the Partner Institution
and/or any Sub-
Processor

England, UK only.
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