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staff were responsive to participants’ needs, and the pace of the training. However, some participants

did respond “neutral” to the last four questions, see Figure 10 for more information.
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Figure 10: Overall Delivery Feedback



4.5 Summary of Findings

The key findings from the survey data were significant change in stigma after the training. A
statistically significant drop in levels of stigma was reported for three dimensions these were blame,
avoidance and segregation. A general improvement was noted in the levels of stigma after the

training.

The overall participant expectations of the training were met, and they were mostly around improving
their general knowledge, having better awareness of stigma and self-stigmas, understanding the
impact it has on service users and service provision. Participants learnt about labelling and the

language used, and also how to improve their practice within their services.

In relation to the training feedback from participants, overall, it was very positive. The best features
of the training included the peer learning from different sectors, learning from real life experience,
the collaboration with service users, the encouraged participation, and they found the breakout rooms
very useful. However, participants would have liked more clarity and information on materials and
theories presented in the sessions, clearer instructions in breakout sessions, more videos and role
playing, and ideally, they would have preferred face to face training. When asked about the content
delivery, the teaching methods, the pace, staff responsiveness, organisation, and workload

management, the responses were overwhelmingly positive.



Chapter Five: Conclusion and Recommendations

Observation

In summary, from the observation it was very clear that the co-design procedure was respected. There
was clear evidence of a shared understanding, of equal power distribution, the use of tools within the
process to ensure all participated and the space was deemed safe and open. Participants were
empowered in the process of content building and there was time provided for reflection and
encouragement of differing opinions and collaboration was encouraged. In terms of inclusion and
decision making everyone was given an opportunity to speak and be involved in decision making. One
minor note for improvement might be to further examine the balance of the overarching co-design
approach within the overall process as this was not always evident during this chosen observation

session.

Focus groups

Further support for the findings above and evidence on the presence or absence of implementation
enablers and barriers across the four stage of implementation were found within the focus group
results. Enablers included the clarity of reasoning behind decisions and the clarity of purpose of the
training in terms of raising awareness and accountability. The existence of trust and a safe space was
highlighted and the subsequent feeling of empowerment. Participants felt empowered by their peers
and the facilitators during the co-design process. They felt respected and excited to be part of the co-
design process. There was clear evidence of key enablers of stakeholder consultation, leadership,
resourcing, staff capacity, organisational support and culture and communication. However as wider
implementation is considered, how to maintain these will be an ongoing challenge. There was also
room for improvement in communication in terms of the bigger picture and who were the wider
stakeholders and what was their role, from the role of the evaluation team to the role of the funder.
Further enablers included the fact that the co-design process made participants more aware of the
stigma, they felt different about it and that they knew they were entitled to be treated with more
respect. Tools such as the decompression break assisted with enabling this shift when difficult

discussions arose.

Barriers to the co-design process were sometimes external practical barriers as a result of COVID-19
or the need for childcare. Internal barriers were also present from emotional fragility to the scale of
the challenge and the training template. The scope of the programme did not include the topic of

stigma within families and this was seen as a limitation.



The facilitator focus group findings mirrored many of the findings on enablers as identified by the
service users from communication to safe spaces, clarity of purpose and working together as partners.
An additional finding was the unexpected emergence of the therapeutic element in the co-design
process. Challenges were also faced within these enablers, for example the challenge of managing
past emotions and possible future facilitation fears during the process. Again, the training template

was both an enabler in terms of background and a challenge in terms of breath and scale.

Pilot training survey findings

The survey findings measured stigma across nine domains and results from the sample of participants
those who underwent the pilot training illustrated improvements in eight of the nine domains. Three
of these improvements were statistically significant despite the very small sample sizes, these were
attribution of blame, avoidance behaviour and segregation. Participants’ expectations of the training
programme included understanding stigma, how to address the issue, learning more about their own
stigmas, how it affects their practice, the impact it has on service users and services, and increase their
general knowledge on stigma. These expectations were met as evidenced by the follow-up comments
provided. In addition, participants reported that peer learning was one of the best features of the

training as well as learning from people from multidisciplinary backgrounds.

In terms of improving the training, participants expressed an interest in more videos and role playing
as this aspect was very useful. In terms of other improvements, participants requested some further
clarity on certain materials particularly the theories presented and perhaps more clarity on the

breakout sessions.

In summary, to conclude, it was clear that the co-design process was adhered to with fidelity in spite
of both unforeseen external challenges and possible anticipated internal personal past experiences of
stigma and past experiences as the leaders of facilitation and this is to be applauded. The rollout of
the pilot training found that the training package not only met the expectations of the participants
but also had a short-term impact on levels of stigma. Further enhancements in certain program

materials may be of benefit.



In terms of recommendations as the co-design process was successful, recommendations are directed
towards the scale up and further rollout of the program to wider services.
1. Development of a bespoke copyrighted or published manual with details of the programme
content and training required for delivery
2. Development of a plan for a train the trainer programme with services, starting perhaps with
key named services who will act as programme promoters
3. Development of a community of practice support network or website for ongoing support for
practitioners as the training roles out
4. Provision of additional resourcing to ensure the sustainability of the fidelity and rollout of the
programme
5. Possibly the development of an oversight or advisory board to support the recommendations
6. Development of an ongoing monitoring and evaluation framework or system to ensure the
training remains current and fit for purpose

7. Seek external recognition and accreditation for the training from an accredited source.
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Appendices
Appendix 1
Table 6: Pre-Survey Stigma Scores for A27

Stereotype Factors Mean Std. Deviation Minimum Maximum
Blame 9.82 4.119 5 18
Anger 7.09 5.088 3 20
Pity 16.73 6.389 6 27
Help 22.36 6.201 11 27
Dangerousness 8 2.793 3 12
Fear 5.45 2.382 3 9
Avoidance 14.73 5.551 3 23
Segregation 11.45 3.045 5 16
Coercion 6.91 3.7 3 13









