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Background 24 

At any given moment an estimated one in six adults in England will meet the criteria for a 25 

psychiatric disorder and up to half of these adults will also be parents(1,2) which 26 

corresponds to one in four children experiencing maternal mental illness(3). While many 27 

parents who struggle with their mental health provide excellent, nurturing care, there is also 28 

a clear relationship between parental mental health difficulties and impaired child outcomes, 29 

across a wide range of domains including educational attainment, social connectedness and 30 

physical and mental health(4–7). In particular, a parent’s mental ill health is associated with 31 

increased risk of their child developing a mental disorder(8). This intergenerational 32 

transmission operates in a non-specific way – parental mental disorder places the child at 33 

increased risk of developing all forms of psychiatric disorder. But there is also specific 34 

transmission – disorders such as anxiety and depression, as well as complex mental health 35 

disorders such as psychosis and borderline personality disorder, run in families (8–10). To 36 

use depression as an example, in studies carried out by Weissman and colleagues over a 37 

30-year period, children born to a depressed parent were three times as likely to have a 38 

major depressive episode  and were at greater risk of premature mortality, compared to 39 

offspring of non-depressed parents (11). 40 

While heritability plays a role in this intergenerational transmission of psychopathology, 41 

environmental factors are also clearly implicated and offer greater opportunity for 42 

intervention(12). For example, poor parental mental health can be associated with 43 

behavioural, emotional and relational deficits which can be detrimental to the child. A highly 44 

anxious parent, for example, may encourage avoidant behaviour in their child (13,14). There 45 

is, additionally, a bi-directional component: while the parenting role can be a positive 46 

experience for parents and contribute to their recovery, it can also be a source of stress and 47 

be implicated in poorer parental outcomes, particularly when parenting a child with 48 

behavioural or emotional difficulties(15–17). However, these challenges can be moderated 49 
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through the provision of adult mental health support which recognises and engages with the 50 

parenting role.  51 

The impact of parental mental health problems can be moderated through the provision of 52 

appropriate support which engages with the parenting role. Adult mental health services are 53 

commonly the primary source of support for these adults and, as such, provide an arena for 54 

preventative approaches that take into account the individual as both patient and parent. In 55 

practice, for this to be the case, services and clinicians would need to: recognise the 56 

parenting and familial role of service users; offer assessment and treatment based on an 57 

awareness of the family context and the role the family can play in recovery; and provide 58 

care that is sensitive to the challenges and risks experienced by children of parents with 59 

mental health difficulties. At a service level, this type of approach would improve outcomes 60 

beyond the manifest mental health struggle, to include improvements in the quality of 61 

parenting behaviours, as well as prevention of child mental health struggles(18). Strikingly, 62 

this approach is already recommended by clinical organisations and is present within UK 63 

government policy and legislation(19–22). Despite the clear benefits for parent and child, 64 

and the policy and legislative impetus, there is scant evidence of this approach being 65 

translated into routine practice(23,24). A survey of five NHS sites across England in 2009 66 

revealed that the family perspective was largely absent at a strategic level in adult mental 67 

health services. At a practice level, assessment and care planning failed to take into account 68 

the family context; in fact, adult mental health staff were not routinely asking whether an 69 

adult using a given service had children. Perhaps inevitably, there was limited consideration 70 

of the impact of adult mental health on parenting and, at a supervisory level, there was a 71 

deficit in conceptualising the whole family’s needs (SCIE, 2009). These findings were 72 

mirrored in a localised case-note review carried out in 2011, where adult mental health 73 

services showed minimal engagement with the effects of parental mental health on parenting 74 

capacity and child wellbeing (23). Reporting in 2013, Ofsted also found that adult mental 75 

health services did not clearly record the presence of children and failed to adequately 76 



 

4 
 

consider the needs of the family in assessment of care (24). In the intervening period, the 77 

extent to which UK adult mental services identify or engage with a patient’s parenting 78 

responsibilities has been subject of limited further scrutiny. 79 

This paper reports on a survey of adult mental health practitioner understanding of, 80 

engagement with, and attitudes towards the concept of ‘think patient as parent’. It was 81 

carried out in 15 adult mental health trusts in England and was designed with the specific 82 

aim of rectifying the dearth of research on this important area of practice.  83 

 84 

Methods 85 

Ethics 86 

The authors assert that all procedures contributing to this work comply with the ethical 87 

standards of the relevant national and institutional committees on human experimentation 88 

and with the Helsinki Declaration of 1975, as revised in 2008. All procedures involving 89 

human subjects/patients were approved by HRA and Health and Care Research Wales 90 

[19/HRA/0092] 91 

 92 

Recruitment  93 

1178 participants were recruited from 15 Adult Mental Health Trusts in England between 94 

June 2018 and March 2019. Participants were recruited within their NHS local trust by email, 95 

poster and localised face-to-face campaigns. Participants were invited to complete the 96 

survey online or in paper format. Written informed consent was obtained from all 97 

participants. The host trust, Sussex Partnership Foundation NHS Trust, recruited for the full 98 

period of the study with further trusts joining in three subsequent waves. There was an 99 

average of 74 participants per trust (M = 73.67, SD = 38.74, range 23 -139). Of the 28385 100 
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professionally qualified clinical staff employed across the 15 trusts, 4.15% completed the 101 

survey(25).  102 

Participants 103 

Participants were eligible if they worked directly with service users and were employed by 104 

the given trust. The majority of participants classified themselves as female 806 (72.9%) and 105 

the average age was 41 (SD = 11.26, range 19 to 70).  Inpatient and Assessment and 106 

Treatment teams had the largest number of respondents (n = 271 and n = 249) and Nursing 107 

was the most common role (n = 423). Professional characteristics are reported in full in 108 

Table 1. 109 

Table 1. Participant characteristics defined by gender identity, profession, team, 110 

parenthood 111 

[INSERT TABLE 1] 112 

 113 

Materials 114 

A 31-item questionnaire was developed by the study team to investigate adult mental health 115 

practitioners’ practice in, and attitudes towards, supporting patients who are parents.  116 

The instrument was developed as follows: An initial set of items was developed, informed by 117 

policy recommendations, good practice guidance, and literature on practice, attitudes and 118 

barriers. This long-list was iteratively reduced by the study team with a series of rounds of 119 

external consultation from an expert panel comprising: a developmental child psychologist; a 120 

research design specialist; three clinical psychologists (x2 Adult Mental Health, x1 Child and 121 

Adolescent Mental Health); a social worker; a lead parenting practitioner; and a panel of 122 

mental health service users who are parents. Feedback was solicited until all parties felt that 123 

the scale items had acceptable face validity and captured a sufficiently broad range of 124 

behaviours and beliefs/attitudes, while being sensitive to the need to minimise response 125 
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burden for practitioners. Mental health practitioners tested the final scale for usability and 126 

acceptability.  127 

The final 21-item scale comprised three domains: Routine practice behaviours; Attitudes and 128 

beliefs about practice; and Attitudes and beliefs about barriers to practice. Items 1-18 took 129 

the form of Likert-type questions (example rating: strongly agree to strongly disagree) with 130 

three optional free-text questions. Only results from the first two of these three domains are 131 

reported in this paper. The data on the third domain - perceived barriers to practice - will be 132 

reported separately.  133 

 134 

 135 

 136 

Analysis 137 

The data were screened and of 1178 participants, 73 cases were removed (42 duplicate 138 

cases, 10 participants who identified as administrative professionals, which was not an 139 

included professional group, and 20 participants who did progress beyond demographic 140 

questions). Descriptive characteristics for 1105 participants were examined and scores for 141 

the Practice and Attitudes subscales were calculated for the sample. Subscale items 142 

responses for the sample are reported represented in Figure 1 and Figure 2.   143 

The internal consistency of the Practice and Attitudes subscales was calculated. The 144 

Practice scale was found to have good internal consistency (Cronbach’s α = .84). For the 145 

Attitudes subscale, one item - “many parents do not consider their illness to be a problem for 146 

their children” was removed due to its low item-total correlation and its depressive effect on 147 

the alpha score. Upon removal of this single item, the Attitudes subscale had an acceptable 148 

level of internal consistency (Cronbach’s α = .74).  149 
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Mean subscale scores, disaggregated by professional characteristics and demographics, are 150 

reported in Table 2. 151 

Data were analysed in IBM SPSS 25 for Windows with secondary data visualisation in 152 

Tableau 2020.2 for Windows. 153 

 154 

Table 2. Means and standard deviations of (a) Practice and (b) Attitudes subscales. 155 

Higher scores are indicative of higher level of routine practice and greater 156 

engagement with concept of ‘Think Patient as Parent’. The lowest possible score on 157 

each item was 1, and the highest possible score was 6. 158 

 159 

 160 

[INSERT TABLE 2] 161 

 162 

Results 163 

1. ‘Think Patient as Parent’ Practice 164 

Routine monitoring for presence of children in patients’ families. 165 

Three-quarters (n = 837, 75.7%) of participants indicated (via either agreement or strong 166 

agreement) that they routinely asked whether a service user had children.  167 

Family focused activities 168 

The results from this section of the survey indicated that fewer than half of all respondents 169 

routinely (as indicated by agreement or strong agreement) asked service users to tell them 170 

about their experience of having children (n = 438, 39.6%), or routinely asked service users 171 

about the quality of their relationships with their children (n = 483, 43.7%), or routinely asked 172 
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service users if their children have emotional and/or behavioural difficulties (n = 326, 29.5%) 173 

or routinely assessed the needs of the children of their service users (n = 317, 28.7%). For 174 

all items “somewhat agree” was the modal response. Slightly over half (n = 632, 57.6%) did 175 

report routinely considering a service user’s role as a parent when making an assessment or 176 

care planning (see Fig 1.). 177 

 178 

Figure 1. Practice subscale items. The scale on the x axis refers to the percentage of 179 

participants in each response category (see key on righthand side). +% indicates % 180 

participants who “strongly agreed/agreed” with the statement, -% indicates % 181 

participants who “somewhat agreed – strongly disagreed.” 182 

 183 

[INSERT FIGURE 1] 184 

 185 

 186 

 187 

 188 

2. Attitudes towards and beliefs about ‘Think Patient and Parent’ practice 189 

Attitude towards parental mental health 190 

 Of the 1088 practitioners who responded, the majority agreed or strongly agreed that 191 

challenges related to being a parent can affect a service user’s mental health (n = 991, 192 

91.1%) and that a service user’s mental health can affect the way they parent (n = 988, 193 

89.4%). About half of respondents agreed or strongly agreed that talking about parenting 194 

can be upsetting for service users (n = 588, 53.2%).  Ambivalent categories (somewhat 195 
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agree/somewhat disagree) were the most common response to the statement “many parents 196 

do not consider their illness to be a problem for their children” (n = 615, 56.5%). 197 

Attitude towards support for service users who are parents 198 

The majority of participants (n = 762, 69.0%) strongly agreed/agreed with the statement that 199 

“it is important to talk to service users about their parenting” and that “assessment and care 200 

planning should take into account the role of service user as parent”.   201 

Attitude towards own ‘Think Patient as Parent’ practice 202 

Half of respondents (n = 578, 53.1%) agreed or strongly agreed that they felt confident 203 

talking to service users about parenting. Two-thirds (n =728, 66.9%) of practitioners strongly 204 

agreed/agreed that, with training, they would be keen to provide support for their service 205 

users’ parenting. Less than half of practitioners (n = 482, 43,6%) agreed with the statement 206 

“I would like to engage more with the parenting of my clients”.  207 

 208 

Figure 2. Attitude subscale items. The scale on the x axis refers to the percentage of 209 

participants in each response category (see key on righthand side). +% indicates % 210 

participants who “strongly agreed/agreed” with the statement, -% indicates % 211 

participants who “somewhat agreed – strongly disagreed.” 212 

 213 

[INSERT FIGURE 2] 214 

3. Interdisciplinary and inter-team differences in ‘Think Patient and Parent’ 215 

practice and attitudes  216 

Mean scores disaggregated by professional team, professional role and parental status 217 

indicate lower levels of engagement in ‘patient as parent’ practice amongst workers in 218 

inpatient settings, those working as support workers or research assistants and those 219 
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without children. Inpatient workers, along with support workers, CBT therapists, care co-220 

ordinators and ‘other (team and role categories) were least engaged with the concept 221 

(see Table 2.) Formal sub-group analyses were not carried out because there was 222 

insufficient power for the very large number of comparisons that would be required for 223 

this secondary analysis. 224 

 225 

  Practice subscale scores Attitudes subscale scores 

  

Mean 
Standard 

Deviation 
Mean 

Standard 

Deviation 

Total 

sample  
4.18 1.10 4.90 .64 

Team      

 Inpatient 3.61 1.13 4.82 0.62 

 Assessment and Treatment 4.36 1.00 4.91 0.69 

 Recovery and Wellbeing 4.43 0.88 4.92 0.53 

 Early Intervention 4.60 0.94 5.02 0.55 

 Primary Care 4.14 1.07 4.79 0.66 

 Other 3.99 1.29 4.82 0.70 

 Community 4.41 0.88 4.95 0.59 

 Specialist 4.65 1.25 5.16 0.82 

Role      

 Nursing 4.28 1.02 4.91 0.59 

 Support worker 3.69 1.16 4.74 0.69 

 Social work 4.71 0.78 5.03 0.60 

 Occupational therapy 4.00 1.07 4.98 0.69 

 CBT therapist 4.32 1.03 4.77 0.71 

 

Clinical/counselling 

psychologist 
4.44 0.96 5.05 0.71 

 Psychiatrist 4.29 0.91 4.99 0.52 

 Research assistant 3.36 1.07 4.84 0.52 

 Counsellor / psychotherapist 4.82 0.89 5.03 0.63 

 Care co-ordinator  4.27 1.14 4.76 0.39 

 Other 3.12 1.59 4.64 0.83 

Gender      

 Female 4.24 1.08 4.93 0.63 

 Male 4.03 1.13 4.84 0.65 

 Other 3.82 1.16 4.62 0.71 

Parental 

status      

 Yes 4.32 1.07 4.96 0.65 

 No 3.94 1.10 4.78 0.60 

 226 
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Discussion 227 

This study was designed to investigate the extent to which adult mental health practitioners 228 

in England are engaging with their patients as parents. The results allow us to take stock of 229 

the support that is currently being offered to parents with mental health difficulties and their 230 

children.  231 

The Care Act 2014 gives clear instruction that adult mental health practitioners should 232 

routinely record details of the patient’s responsibilities in relationship to dependent children 233 

as a matter of routine practice(22) but there has been limited investigation into the delivery of 234 

this objective(22). Furthermore, only when a practitioner has obtained this information can 235 

they engage with the parenting needs of their patients.  236 

The results of this study provide evidence that within adult mental health services in 237 

England, even the most basic level of engagement with ‘patient as parent’ – asking if a 238 

service user has a child – is not routine. By their own account, a quarter of practitioners are 239 

failing to do this.  When it comes to engaging with parents in terms of their parenting, their 240 

relationship with their child, or their child’s needs, the picture worsens, with less than half of 241 

practitioners routinely undertaking this form of engagement. These findings echo the case 242 

2016 note review conducted by Gastou which found that only two-thirds of patients were 243 

asked if they had dependent children(23). The results also indicate that in the decade since 244 

SCIE published its landmark ‘Think Child, Think Parent, Think Family’ report and practice 245 

survey, little has changed(19).  246 

By not engaging with a patient’s parenting role, adult mental health services are failing 247 

parents and their children in multiple ways: Patients who are parents are being denied 248 

recognition of a significant aspect of their lives; they are being denied the contribution 249 

towards recovery that this form of engagement can offer; and they are being denied support 250 

that could enable them to address any impact their mental health may have on their 251 

offspring(26). This places their children at heightened risk of wide-ranging and well-252 
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documented negative outcomes including the intergenerational transmission of 253 

psychopathology(8). Abel and colleagues have furthermore drawn attention to the need to 254 

increase understanding of the risk and resilience factors of these children and provide co-255 

developed support which meaningfully engages with child-identified outcomes(27). As 256 

discussed, these approaches are only possible when children living with parental mental 257 

illness are given visibility. Given the numbers of parents who have mental health difficulties, 258 

this should be viewed as both a tragedy to the individual and to society. The failure of mental 259 

health services to engage in this way has clear public health and economic implications(28). 260 

There will need to be a shift in the stance of our mental health organisations to enable 261 

parenting to become more of a priority amongst practitioners. Maybery and Reupert’s 262 

hierarchical framework of barriers to patient-as-parent practice emphasises the need for 263 

organisational conditions to be met before the workforce can engage(29). As such, a 264 

practitioner’s skill, confidence and willingness to engage must be underpinned by structural 265 

conditions including policy, guidelines, allocation of resource and managerial support. Within 266 

this sample, the majority of practitioners agreed that mental health and parenting are 267 

interrelated; that it is important to talk to patients about their parenting; and that a patient’s 268 

parenting role should be factored into assessment and care planning. Strikingly two-thirds of 269 

participants indicated that, with training, they would be keen to provide support for service 270 

users who are parents, indicating a clear need for professional capacity building. However, 271 

while it is essential that practitioners have the ability and desire to engage with their patients 272 

as parents, it is to fail them to expect them to do this in isolation: for change to come, it must 273 

be embedded across the service context. 274 

This is not a pipedream. Integrated approaches to embed ‘think patient as parent’ have been 275 

applied in local and national contexts. For example, Norway and Finland, amongst others, 276 

have legally mandated that services treating adults must acknowledge and respond to the 277 

needs of their offspring. In Norway, one initiative involved a two-stage clinical process: first, 278 

templates were used to ensure child identification at assessment, followed by the offer to 279 
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parents of ‘Child Talks’, a short intervention focused on child resilience and information 280 

provision(30). This was mirrored in Portugal where increased acknowledgement of the 281 

children of psychiatric patients following the implementation of practitioner training was 282 

coupled with organisational change(31). It should be noted that transforming service 283 

provision is effortful and sustaining innovation generates ongoing challenges(32). For 284 

example, five-year follow-up at one Norwegian site that had deployed the two-stage 285 

approach revealed that practice change was unstable and engagement declined after the 286 

project team withdrew(33). While disappointing, these results are a salient reminder that 287 

change needs to be embedded within an organisation.  288 

Initial efforts to embed ‘family focused practice’(FFP) in Northern Ireland have generated 289 

similarly mixed results with high levels of concept recognition across health and social care 290 

services but low levels of practice(34). However, considerable inter-role and inter-team 291 

variation in practice was identified in the project evaluation for example, lower levels of FFP 292 

were present in inpatient teams and greater levels of engagement found amongst social 293 

workers, both of which findings were reflected in the current study. This indicates that 294 

projects need to be solidly embedded within the organisation but should be responsive to 295 

team and role-specific barriers and opportunities for engagement. 296 

An alternative example of a parent being seen and supported within mental health services 297 

is the ring-fenced investment in perinatal mental health care in England, which will see £365 298 

million invested in services for women in the antenatal and postnatal period (NHS England, 299 

2014). This is a national initiative developed to increase access to services and reduce 300 

regional service variation. It appropriately focusses on the needs of mother and child during 301 

a period of vulnerability, but also one in which there is a substantial opportunity for recovery. 302 

This programme has already generated benefits for thousands of women, children and their 303 

families and demonstrates that change can be achieved. However, support during the 304 

perinatal period does not ameliorate the situation for the fathers and mothers of older 305 

children whose ranks will realistically be joined by mothers who continue to struggle with 306 
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their mental health in the post-perinatal period and this number is increasing year on year(3). 307 

Furthermore, prioritising the perinatal period should not be at the expense of families of 308 

children at later developmental stages in which a parent has mental health problems. Explicit 309 

identification of support for parents with mental health difficulties has been noticeably absent 310 

from key government publications outlining the preventative agenda and on transforming the 311 

mental health of young people(35,36). Within a financially straitened and understaffed 312 

system such as adult mental health services, and in the absence of clear guidance or 313 

funding, it is unsurprising that local commissioners, providers and practitioners fail to engage 314 

in a meaningful way with patients as parents or indeed to fulfil their basic mandated 315 

requirements.  316 

Clinical implications 317 

Many adult mental health practitioners are failing to identify the parenting responsibilities of 318 

their patients and so are not engaging with these parents’ experience of parenting or 319 

considering the vulnerabilities of their children. This means that a core opportunity to 320 

intervene is missed and parents and their children are being failed. The downstream 321 

outcome of this is the continued intergenerational transmission of mental health disorder.  322 

The importance of engaging with patients as parents is well-recognised and has long been 323 

the recommendation of a broad church of professional bodies as well as a component of 324 

government policy. Despite this, over a decade since the publication of ‘Think Family’, 325 

services are not providing the essential ingredients to engender change in practice. While 326 

individual practitioners may fail to engage for a range of individual factors such as skill and 327 

confidence and also quite simply not having sufficient time because of the pressures of 328 

working in underfunded teams, this situation must be seen as a systemic deficiency 329 

generated by a failure to incorporate the concept of ‘patient as parent’ at a structural level. 330 

As such there is clear need to unpick the barriers to implementation of this approach in 331 

England and develop a coherent and realistic strategy to embed ‘think patient as parent’ 332 

within adult mental health services.  333 
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Limitations 334 

This study was designed with the objective of investigating adult mental health service 335 

practice related to the support of the parenting role of a patient with offspring. The findings 336 

should be interpreted as a ‘snapshot’ of the practice and attitudes of a self-selecting sample 337 

of clinicians. As such, care must be taken with regard to the representativeness of the data. 338 

Whilst the overall sample size is reasonable given the scope of the study, the low response 339 

rate relative to the number of clinical staff working in the participating trusts is a clear 340 

limitation. The diffuse recruitment approach, which was pragmatically motivated, did not 341 

generate data on how many clinicians were invited compared with the number who took part. 342 

However, it is likely that clinicians who were willing to respond to this survey were more 343 

engaged with the approach, which may have skewed the results in the direction of a higher 344 

reported level of engagement with parents than is typical.   345 

An additional limitation of this study is the potentially differing levels of engagement that 346 

practitioners may have with male and female patients in terms of their parenting role. We 347 

have used the term parent to refer to any gender, but it is possible that practitioners are 348 

more focused on mothers in this context. The relationship between parent gender and 349 

mental health practitioner engagement is one which would benefit from further research.  350 

 351 

 352 
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Tables and Figures 508 

 509 

Table 1. Participant characteristics defined by gender identity, profession, team, 510 

parenthood 511 

 512 

    N (% of sample) 

Gender identity   

 Female 806 (72.9) 
 Male 282 (25.5) 
 Prefer not to say 14 (1.3) 
 Genderfluid 1 (.1) 
 Non-binary 1 (.1) 
 They 1 (.1) 

Team   

 Inpatient 271 (24.9) 

 Assessment and Treatment 249 (22.8) 
 Recovery and Wellbeing 143 (13.1) 
 Early Intervention 126 (11.6) 
 Primary Care 104 (9.5) 
 Other 67 (6.1) 
 Community 86 (7.9) 
 Specialist 44 (4.0) 

Role   

 Nursing 423 (38.3) 
 Support Worker 150 (13.6) 
 Social Work 89 (8.1) 
 Occupational Therapy 87 (7.9) 
 CBT Therapist 84 (7.6) 

 Clinical/Counselling 

Psychologist 
81 (7.3) 

 Psychiatrist 73 (6.6) 
 Research Assistant 38 (3.4) 

 Counsellor/Other 

Psychotherapist 
37 (3.4) 

 Care Co-ordinator 10 (.9) 
 Other 32 (2.9) 

Parenthood   
 Parent 705 (63.8) 
 Not parent 400 (36.2) 

 513 

 514 
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Table 2. Means and standard deviations of (a) Practice and (b) Attitudes subscales. 515 

Higher scores are indicative of higher level of routine practice and greater 516 

engagement with concept of ‘Think Patient as Parent’. The lowest possible score on 517 

each item was 1, and the highest possible score was 6. 518 

  Practice subscale scores Attitudes subscale scores 

  

Mean 
Standard 

Deviation 
Mean 

Standard 

Deviation 

Total 

sample  
4.18 1.10 4.90 .64 

Team      

 Inpatient 3.61 1.13 4.82 0.62 

 Assessment and Treatment 4.36 1.00 4.91 0.69 

 Recovery and Wellbeing 4.43 0.88 4.92 0.53 

 Early Intervention 4.60 0.94 5.02 0.55 

 Primary Care 4.14 1.07 4.79 0.66 

 Other 3.99 1.29 4.82 0.70 

 Community 4.41 0.88 4.95 0.59 

 Specialist 4.65 1.25 5.16 0.82 

Role      

 Nursing 4.28 1.02 4.91 0.59 

 Support worker 3.69 1.16 4.74 0.69 

 Social work 4.71 0.78 5.03 0.60 

 Occupational therapy 4.00 1.07 4.98 0.69 

 CBT therapist 4.32 1.03 4.77 0.71 

 

Clinical/counselling 

psychologist 
4.44 0.96 5.05 0.71 

 Psychiatrist 4.29 0.91 4.99 0.52 

 Research assistant 3.36 1.07 4.84 0.52 

 Counsellor / psychotherapist 4.82 0.89 5.03 0.63 

 Care co-ordinator  4.27 1.14 4.76 0.39 

 Other 3.12 1.59 4.64 0.83 

Gender      

 Female 4.24 1.08 4.93 0.63 

 Male 4.03 1.13 4.84 0.65 

 Other 3.82 1.16 4.62 0.71 

Parental 

status      

 Yes 4.32 1.07 4.96 0.65 

 No 3.94 1.10 4.78 0.60 

 519 

 520 

 521 
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 522 

Figure 1. Practice subscale items. The scale on the x axis refers to the percentage of 523 

participants in each response category (see key on righthand side). +% indicates % 524 

participants who “strongly agreed/agreed” with the statement, -% indicates % 525 

participants who “somewhat agreed – strongly disagreed.” 526 

 527 

 528 

Figure 2. Attitude subscale items. The scale on the x axis refers to the percentage of 529 

participants in each response category (see key on righthand side). +% indicates % 530 

participants who “strongly agreed/agreed” with the statement, -% indicates % 531 

participants who “somewhat agreed – strongly disagreed.” 532 

 533 
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