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Mental health nurses and borderline personality disorder
ABSTRACT
Aims and objectives
To establish whether mental health nurses responses to people with borderline personality disorder are
problematic and, if so, to inform the content of interventions to support change.
Background
There is some evidence that people diagnosed with borderline personality disorder are unpopular
amongst mental health nurses who respond to them in ways which could be counter-therapeutic.
Interventions to improve nurses’ attitudes have had limited success.
Design
Systematic, integrative literature review.
Methods
Computerised databases were searched from inception to April 2015 for papers describing primary
research focused on mental health nurses’ attitudes, behaviour, experience, and knowledge regarding
adults diagnosed with borderline personality disorder. Analysis of qualitative studies employed
metasynthesis; analysis of quantitative studies was informed by the theory of planned behaviour.
Results
N=40 studies were included. Only one used direct observation of clinical practice. Nurses’ knowledge
and experiences vary widely. They find the group very challenging to work with, report having many
training needs, and, objectively, their attitudes are poorer than other professionals’ and poorer than
towards other diagnostic groups. Nurses say they need a coherent therapeutic framework to guide
their practice, and their experience of caregiving seems improved where this exists.
Conclusions
Mental health nurses' responses to people with borderline personality disorder are sometimes countertherapeutic. Since interventions to change them have had limited success there is a need for fresh
thinking. Observational research to better understand the link between attitudes and clinical practice is
required. Evidence-based education about borderline personality disorder is necessary, but developing
nurses to lead in the design, implementation, and teaching of coherent therapeutic frameworks may
have greater benefits.
Relevance to clinical practice
There should be greater focus on development and implementation of a team-wide approach, with
nurses as equal partners, when working with patients with borderline personality disorder.

What does the paper contribute to the wider global clinical community
 There is evidence that mental health nurses have relatively poor attitudes towards people
diagnosed with borderline personality disorder.
 There is very little evidence that attitudes are linked to actual clinical behaviour
 Coherent and consistently applied therapeutic frameworks are viewed as important by nurses
as well as education and practice development.
Keywords:
Mental health nurse, borderline personality disorder, emotionally unstable personality disorder,
attitudes, experience, knowledge, education, systematic review.
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Introduction
People diagnosed with borderline personality disorder (BPD) experience pervasive and persistent
instability of affective regulation, self-image, impulse control, behaviour, and interpersonal
relationships (Lieb et al. 2004). Up to 6% of adults meet diagnostic criteria during their lifetime, and
the condition is associated with substantial psychiatric and physical morbidity (Grant et al. 2008).
Management of people diagnosed with BPD is resource-intensive; there is a high rate of self-harm
associated with disproportionate use of emergency (Elisei et al. 2012) and inpatient mental health
services (Hayashi et al. 2010, Comtois & Carmel 2014) while impulsive aggression is common
(Látalová & Praško 2010). It has been suggested that this group are unpopular amongst mental health
practitioners (Cleary et al. 2002) who respond to them in ways which could be disconfirming (Fraser
& Gallop 1993), stigmatising (Aviram et al. 2006), or otherwise qualitatively different from how they
respond to others, usually negatively so (Markham & Trower 2003). Such practice potentially brings
mental health nurses into conflict with professional requirements to act as a role model of integrity
and leadership to others (e.g., Nursing and Midwifery Council 2015).
Despite this, previous reviews of the evidence about mental health nurses’ attitudes towards people
with BPD have lacked comprehensiveness, BPD-specific focus, or systematic rigour. Westwood and
Baker (2010) reviewed the literature but restricted the scope of the review to nurses working in acute
mental health settings; Saunders et al. (2012) have systematically reviewed studies of health
professionals' attitudes about self-harming behaviour, but not specifically about people with BPD.
Other reviews do not focus on the nursing profession, or are not systematic (Aviram et al. 2006, Ross
& Goldner 2009, Sansone & Sansone 2013). It is important to systematically appraise and synthesise
the available evidence since some studies (Bodner et al. 2011, Bodner et al. 2015b) have concluded
that mental health nurses hold the poorest attitudes of all professional groups. We have recently
conducted a systematic review of interventions that aimed to improve the attitudes and/or behaviour
of groups of clinicians, including mental health nurses, towards people diagnosed with borderline
personality disorder (Author 1 et al. In Press). The review revealed that only nine studies have been
conducted. All studies were judged to be of moderate or poor methodological quality; common

3

Mental health nurses and borderline personality disorder
limitations included lack of a control group (n=7 studies), blinding (n=9 studies), randomisation (n=9
studies), and robust outcome measures (n=7 studies). There is some recent evidence that cognitive
attitudes, notably knowledge, improve and are sustained following training interventions (Herschell et
al. 2014, Stringer et al.2014, Clark et al. 2015), but little to suggest that affective attitudes or
behaviour are improved. While there is therefore a case to conduct further intervention trials of
greater rigour, there is also a need to systematically appraise and synthesise the wider body of
empirical evidence about mental health nurses’ attitudes, behaviour, experience, and knowledge
regarding people with a diagnosis of borderline personality disorder. Such a synthesis could inform us
about the extent to which mental health nurses responses to this group are problematic both in
absolute terms and relative to their responses to other diagnostic groups, and those of other
professional groups. Further, a greater understanding of the quality and nature of research into this
important issue could inform the development of effective training interventions, should they be
necessary, and aid the prioritisation of further research questions. We have therefore conducted a
systematic review of the empirical literature on mental health nurses' nurses' attitudes, behaviour,
experience, and knowledge regarding adults with a BPD diagnosis.
Methods
Design
We conducted a systematic literature review in accordance with the relevant sections of the Preferred
Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) guidelines (Moher et al.
2009).
Data collection
The aim of the literature search was to identify empirical studies about mental health nurses’
behavioural or attitudinal responses to, experience of, and knowledge about adults with a BPD
diagnosis using a PICOT approach (see Table 1). Multiple computerised databases (CINAHL,
PsycINFO, Medline, Biomedical Reference Collection: Comprehensive, Web of Science, ASSIA,
Cochrane Library, EMBASE, ProQuest [including Dissertations/Theses], and Google Scholar) were
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searched. Comprehensive terms, utilising a wild card approach (ending with *) to ensure inclusion of
all permutations, were employed (see Table 2 for example search). Hand searching of references lists
from included studies was conducted to identify further records. Titles and abstracts were reviewed by
[Author 1] and the full text version of any paper that described a potentially relevant empirical study
was retrieved. Full text papers were reviewed independently by at least two of the authors.
>>Insert Table 1 here<<
>>Insert Table 2 here<<
Inclusion/exclusion criteria. All primary research studies, including those in the grey literature
(unpublished doctoral or Masters' theses, conference presentations, and government reports) that
focused on mental health nurses’ attitudes, behaviour, experience, or knowledge regarding BPD, or
adults with a BPD diagnosis were eligible (see Table 1 for full criteria). We have previously reviewed
studies of interventions aimed at improving nurses’ attitudes, behaviour, and knowledge regarding
BPD (Author 1 et al, In Press) and, while these papers were included because of their relevance to the
specific study objectives, we did not include information about intervention effectiveness in the
current study.
Study quality. Quantitative studies were assessed against criteria adapted from two sources
(Greenhalgh 2006, University of York Centre for Reviews and Dissemination 2008). We further
examined the data-collection instruments used to ascertain their psychometric properties including: i)
internal consistency; ii) face, content, and construct validity; iii) test-retest and/or inter-rater
reliability. Qualitative and mixed-methods studies were assessed against criteria, each adapted from
two sources (Tong et al. 2007, Critical Appraisal Skills Programme 2013).
Analysis
Meta-analysis was not possible due to the range of methodologies and instruments used. Analysis of
quantitative studies was informed conceptually by elements of the theory of planned behaviour
(Ajzen, 1991) which provides a framework that has been widely used in healthcare to understand and
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predict health professionals' behaviour. The theory posits that an individuals’ behaviour, and planned
or intended behaviour, results from, inter alia, their emotional and cognitive attitudes about that
behaviour; those attitudes may in turn be based on prior experience. Other elements in the theory
highlight the role of subjective norms (what the actor believes that people will think about the way he
acts), and perceived self-efficacy (their belief about their ability to act in a particular way). Thus, from
this theoretical perspective, attempts to change behaviour will, at least partly, depend on attitudinal
change. The theory was selected because the underlying assumption of a number of studies of
interventions to improve mental health nurses attitudes towards people with BPD is, consistent with
the theory, i.e., that this will result in improved behaviours (in the form of clinical practice), and
ultimately in improved patient outcomes. Information about the aims, method, results, and
implications of papers describing quantitative studies was extracted and tabulated in Microsoft Excel;
results were then grouped in terms of their contribution to knowledge about i) nurses’ attitudes,
behaviours, experiences, and knowledge regarding people with BPD in absolute terms; and ii) the
same variables but in relative terms; first relative to those of other healthcare professionals and second
in relation to their own responses to people with other psychiatric diagnoses.
Analysis of qualitative studies employed a process of descriptive metasynthesis which is suitable for
broad topics (Schreiber et al. 1997, Finfgeld 2003). It aims to use unaltered texts to provide data for
analysis which involves identification of reciprocal and refutational relationships in study findings
rather than an interpretative deconstruction of the underlying meaning of studies (Finfgeld 2003).
Papers were read and analysed independently by [Authors 1 and 2]. Information about the findings of
each study was extracted into a table in Microsoft Excel, read iteratively and sorted into groups with
the aim of triangulating findings from studies that used heterogeneous methods and epistemological
assumptions. Analyses were then discussed, summaries written and rewritten, and checked with the
third author before final synthesis. Mixed-methods studies were included in both analyses. Studies
were included in analyses irrespective of their quality; however, more robust studies were assigned
greater weight in integration and discussion of their value. Further, the extent to which study findings
were generalisable to mental health nursing was considered in our syntheses.
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Results
Study characteristics
The search strategy yielded 39 studies (see Figure 1) published between 1989 and 2015 conducted in
10 countries (UK, n=11; Australia n=8; US n=7; Canada n=4; New Zealand n=4; Ireland n=3; Israel
n=2; Sweden, China, Greece all n=11). The largest group of studies were conducted in inpatient
services (n=15; 38%), including two in specialist BPD services; n=14 (36%) across inpatient and
community services; n=7 (18%) only in community mental health services, one a specialist BPD
service; n=2 with staff working in emergency services. The greatest number of studies (n=15; 38%)
included only registered nurse participants; eight samples (21%) comprised >50% registered nurse
participants. Less than half of participants in n=15 studies (38%) were nurses, including n=3 studies
(8%) with fewer than 10% nurse participants.
>>Insert Figure 1 here<<
Study methodology
Quantitative methods were used in n=25 (64%) studies, qualitative research methods in n=11 studies
(28, and n=3 (8%) used mixed-methods. Quantitative studies employed cross-sectional, longitudinal,
and observational designs. Interventions to improve the BPD-related knowledge and/or attitudes of
participants were evaluated in n=8 (21%). Individual, semi-structured interviews were the most
commonly used qualitative method; while focus groups, ethnography, and written accounts were used
sparingly (see Table 6). Thematic analysis and interpretative phenomenology were the most common
analytic strategies.
Instruments
Quantitative studies used a range of self-report instruments, and one used an observational tool.
Qualitative studies employed purpose-designed semi-structured interview or focus group schedules
while one used ethnographic observation, and another free-text written account.
1

N.B. N>39 due to n=3 studies conducted in Australia and New Zealand.
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Quality appraisal
Quantitative studies met 2 to 11 of 12 quality standards (median=7). The most frequent limitations
were: failure to justify sample size, use of unvalidated measurement tools, and lack of information
about funding, conflicts of interest, or of the relationship between the authors’ practice and the
research. Twenty-four different data collection instruments were used in quantitative studies; for 11
there was no information available about external validity, internal consistency, or reliability, and, for
a further nine, only one of these properties was established m(see Table 7). Qualitative studies met
between 9 and 14 of 14 quality standards (median=12) while mixed-methods studies met between 5
and 8 of 16 standards (median = 8) (see Tables 3-5).
>>Insert Tables 3,4, and 5 here<<
Analysis of quantitative studies
Mental health nurses' attitudes, behaviours, experience and knowledge: non-comparative studies.
Cleary et al's (2002) survey questionnaire has been used in five investigations in total (Cleary et al.
2002, Hazelton et al. 2006, James & Cowman 2007, Giannouli et al. 2009, Strong 2010). Prior
attendance at BPD-specific training has been reported by 3%-32% of respondents; 20%-70% reported
daily to weekly contact with individuals diagnosed with BPD; few (0%-9%) reported no contact.
Current services were rated inadequate (66%-90%); cited reasons were shortage of services (45%98%), difficult to treat patients (26%-88%), lack of staff training (29%-62%), and disagreement
among the therapeutic team (16%-83%). With regard to BPD-related knowledge, most participants
correctly identified that BPD involves unstable, rapidly shifting mood (75%-85%), and impulsive and
self-destructive behaviour (72%-92%); fewer (25%-50%) correctly disagreed that it is characterised
by grandiose self-importance. Most (70%-78%) correctly identified that short-term psychotherapy can
be a useful treatment, but fewer (37%-62%) correctly disagreed that hospitalisation should not be
considered. Most (58%-68%) correctly disagreed that antidepressant treatment is of no benefit for
treatment of depression in those with BPD, and that BPD is a precursor to schizophrenia (50%-70%).
Respondents were moderately to very confident in the identification (62%-80%), assessment (41%-
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75%) and management (48%-86%) of clients with BPD. Few (25%-33%) respondents had knowledge
of specialist services or how to refer patients (32%-33%). Most (74%-86%) believed that BPD
patients are difficult to treat, 65%-84% stated that they are more difficult to treat than other patients;
however, the vast majority agreed that they have a role in assessment (86%), management (91%),
referral (83%), and education (86%) (Cleary et al. 2002). Finally, almost all (90%-100%)
respondents agreed they want more education and training, and would be willing to devote at least 1hour per month to it. Respondents endorsed that they wanted more information about where to refer
BPD clients (38%-80%), skills training workshops (51%-76%), regular in-service training and
education (48%-74%), clear nursing protocols (55%-59%), and specialist BPD services (49%-70%).
Other surveys have revealed a high level of endorsement (80%+) of the statements: ‘BPD patients'
prognosis is hopeless’; 'I would like to avoid caring for this group' (Black et al. 2011); and ‘patients
with BPD are manipulative’ (Deans & Meocevic 2006); and moderate endorsement (51%) that 'these
patients emotionally blackmail people they work with’ (Deans & Meocevic 2006). Most (71%)
nurses in McGrath and Dowling's (2012) study responded to a vignette about a BPD-diagnosed
patient with multiple hospital admissions in ways that were classified as uncaring, for example,
'providing information about the rules’. More (59%) participants gave responses that were categorized
as 'offering solutions' to a similar vignette in which the protagonist had a single inpatient admission.
Elsewhere (Krawitz & Batcheler 2006), 85% of respondents agreed that they had employed defensive
practices (prolonged acute hospitalization, lengthy one-to-one observation of the patient, or frequent
or lengthy use of mental health legislation) in order to protect themselves from perceived medicolegal repercussions. Finally, in relation to knowledge, participants in Clark et al. (2015) study lacked
knowledge at baseline related to genetics, neuroanatomy and cognitive dysfunction in BPD.
Mental health nurses' attitudes, behaviours, experience and knowledge: comparative. Nurses in
Bodner et al's (2015) large survey self-reported more negative cognitive attitudes about BPD patients
than psychiatrists, psychologists, and social workers in terms of evaluation of suicidal tendencies; and
more negative attitudes than social workers and psychologists, but not psychiatrists, on the necessity
for hospitalisation. Results remained significant after controlling for potential covariates (gender,
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seniority, ward type, level of BPD-specific education, number of BPD patients treated, reported
knowledge about DBT, and reported level of practice with BPD patients). Further, nurses reported
significantly less empathy compared with social workers and psychologists, but not psychiatrists;
again, this remained significant after controlling for covariates. These results largely replicated and
extended the researchers' previous study (Bodner et al. 2011). Additionally, nurses' negative attitudes
were correlated with the number of BPD patients treated in the past month and past 12-months;
whereas, for the other professions, exposure to more BPD patients was actually associated with a
reduction in negative attitudes. In a similar study, Black et al. (2011) sought responses to 15
statements about patients diagnosed with BPD. Nurses performed relatively poorly on all three
summary scores: significantly lower than social workers on empathy; for treatment optimism and
caring attitudes nurses scored more poorly than all other professional subgroups. Items on which
nurses rated significantly more negative attitudes were: use of intentional manipulation, viewing BPD
as a distressing illness, the usefulness of medication or psychotherapy interventions, ability to make a
positive difference, and viewing BPD as a hopeless prognosis. In contrast to Bodner et al. (2015),
clinicians who cared for more BPD patients over the past year had the more positive attitudes.
However, Bodner's (2015) use of better survey tools and occupation-level analysis of nurses' attitudes
makes his account the more compelling.
Markham and Trower (2003) analysed their data for attitudinal differences between registered nurses
and healthcare assistants. While both groups rated their desire for social distance from BPD patients
higher than for patients with depression, nurses also rated their desire for social distance from BPD
patients higher than from those with schizophrenia. A similar pattern was discernible on ratings of
dangerousness. Both groups rated their experience of working with people with BPD and their
treatment optimism as more negative than working with other groups of patients. For nurses, there
was a significant correlation between dangerousness ratings and desire for social distance from BPD
and schizophrenia patients. Finally, Commons Treloar and Lewis (2008a) investigated attitudes to
deliberate self-harm among health practitioners working in emergency medicine departments or
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mental health settings. Mental health practitioners had significantly better attitudes than emergency
medicine practitioners; the difference yielded a large effect size.
>>Insert Table 6 here<<
A number of studies have compared mental health nurses’ responses to people with BPD relative to
those with other psychiatric diagnoses. In the sole study using direct-observation of behaviour (Gallop
et al. 1989), nurses verbal interactions in therapy groups with patients diagnosed with either BPD,
schizophrenia, or affective disorder were rated as confirming or disconfirming. Diagnostically blind
observers noted no differences in patients' behaviour, or the nature of their interactions with nurses by
diagnosis. Nurses' verbal responses to BPD patients were more likely to be categorized as 'impervious'
and 'indifferent' than to patients with affective disorder, but not to those with schizophrenia.
Knaak et al. (2015) randomised community and outreach workers to answer stigma-related questions
either about mental illness or specifically about BPD before and after delivery of a BPD-specific
educational and skills program. Analysis revealed significantly higher stigma in domains about
negative attitudes, willingness to disclose/seek help, and preference for social distance for
thosecompleting the amended BPD version than those completing the original questionnaire.
Bodner et al. (2015) presented respondents with a vignette describing a 25-year old woman with a
recent three-month hospitalization, post-discharge relapse of suicidal ideation, and recurrent
emergency department presentations. Vignettes were randomised such that one third of the sample
were told the woman was diagnosed with BPD, one third with Major Depressive Disorder (MDD),
and one third with Generalised Anxiety Disorder (GAD). Since participants received only one version
of the vignette the authors regarded the associated scale as an implicit measure of attitudes towards
the decision to hospitalize, length of stay, and quality of treatment received; and as of further implicit
measures of attitudes towards 13 items representing patient traits (e.g., co-operative-uncooperative).
The decision to hospitalize the patient was viewed as less justified for the BPD than the MDD, but not
the GAD, vignette; length of treatment was, contrary to hypothesis, viewed as less justified for the
GAD but not the BPD or MDD patients. There was no difference in terms of estimation of quality of
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treatment between the groups. The decision to hospitalize a patient with BPD was perceived more
negatively than that of the MDD patient, and attribution of negative traits in the BPD vignette was
stronger than in the MDD condition. Further, those with BPD were viewed significantly more
negatively than MDD , but not GAD , on selfish, manipulative, dramatic, and passive traits. An earlier
study (Bodner et al. 2011) suggested that much of the antipathy towards BPD patients could be
explained by respondents' attitudes towards the suicidal and self-harming behaviour of these patients.
Forsyth (2007) surveyed nurses and support workers using a questionnaire about anger, empathy and
helping behaviour after reading vignettes about patients failing to perform allotted therapeutic tasks.
Participants were presented with scenarios describing those with BPD and MDD diagnoses for all
possible combinations of dichotomized attributed controllability (is the patient in control of their
behaviour?) and stability (would the patients behaviour usually be the same in this situation?).
Respondents reported significantly greater willingness to help those with depression than BPD.
Irrespective of diagnosis, respondents reported greater anger when they perceived non-compliance as
both controllable and stable.
Markham and Trower (2003) investigated whether BPD, schizophrenia, and depression diagnostic
labels were associated with mental health nurses’ causal attributions about patients’ behaviour and
their perceptions of event controllability. Respondents imagined a patient with a particular diagnosis
and were presented with six examples of challenging behaviour that she might display (e.g., refusing a
staff request). Nurses rated the cause of this behaviour with regard to their attributions about its'
internality (person or environmental cause), stability (extent to which it was likely to be the same each
time it occurred), and globality (extent to which it will influence other events). Further self-ratings
were made of the patients’ ability to control the cause of behaviour and the event itself, sympathy and
treatment optimism for the patient, and prior experience of working with each patient group. When
considering people with BPD, nurses provided significantly higher ratings than in comparison
conditions on stability, and on attributed controllability of behaviour and the event itself. Further,
nurses made less positive ratings of sympathy, optimism, and prior positive experience when
considering those with BPD. In a related study (Markham 2003), participants rated their desire for
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social distance from BPD patients significantly greater than for depression or schizophrenia; for
example, they were less positive about BPD patients than others on items about their willingness to
live in the same area as them, or willingness to employ them. Respondents rated BPD patients as more
dangerous than other groups, had less optimism for them, and reported significantly poorer experience
of working with them. Finally, there was a significant relationship between nurses’ ratings of desire
for social distance and their beliefs about the dangerousness of people with BPD. Strong (2010)
presented alternate participants with one of two vignette case studies, which differed only on the
diagnostic label used (BPD or depression), about a female service user who had self-harmed before
presenting to her GP. Both were rated equally on dangerousness and controllability; willingness to use
coercive measures and desire for social distance were significantly more likely in the BPD vignette
condition, and intended helping behaviour significantly less. For the BPD scenario, a fearful
emotional reaction was positively associated with intended coercion and negatively with intended
helping behaviour; anger was also negatively associated with intended helping behaviour.
Respondents in the BPD scenario reported anger, but not pity or fear, more than control participants.
Finally, greater BPD-related knowledge correlated negatively with attribution of controllability in the
BPD condition; and knowledge of BPD-treatment correlated negatively with intended coercion and
positively with intended helping behaviour indicating that training that improves knowledge may have
positive effects on attitudes.
Nurses participating in Fraser and Gallop’s (1993) observational study rated their emotional response
to vignettes of patients diagnosed with schizophrenia, affective disorder or BPD. Schizophrenia and
affective disorder vignettes received higher positive emotion and lower negative emotion ratings than
BPD vignettes. In an earlier study, Gallop et al. (1989) nurses' written free narrative responses to
vignettes where diagnosis was manipulated such that patients with similar clinical presentations were
designated with a BPD or schizophrenia label. Participants expressed more empathy towards
schizophrenia than BPD vignettes; conversely, there were more belittling and contradictory responses
to BPD vignettes. In order to determine whether nurses stereotyped individual BPD patients in terms
of their diagnostic category, Amey (1992) examined their responses to real individual patients with
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diagnoses of either BPD, schizophrenia or affective disorder compared with their previously elicited
response on the same scale about each patient diagnostic group. As such, the term stereotype was
used to connote congruence between pre-existing beliefs about the characteristics about a group and
subsequent assumptions about those of an individual group member rather than to connote prejudice
or discrimination on the part of respondents. Stronger stereotyping, it was argued, would result in
little difference between ratings for individuals and corresponding diagnostic groups. Analysis
revealed that, since there was least difference between the two ratings in the BPD condition, that BPD
vignettes were not stereotyped compared with schizophrenia and affective disorder vignettes. In fact,
the two comparison groups were stereotyped in terms of participants' emotional responses but not
their perception of the patients’ problems. The author concluded that the wide repertoire of behaviours
displayed by BPD diagnosed individuals may lead to nurses’ formulating a more individually-oriented
impression deviating more from expectation than for people with other diagnoses.
Qualitative metasynthesis
The metasynthesis yielded three themes; all studies featured included these to some extent.
Human response. Each study acknowledged the human responses which practitioners experienced
when working with BPD-diagnosed individuals. Responses ranged from empathy, warmth, and
interest in treatment (Bergman & Eckerdal 2000, Bowen 2013) to frustration, inadequacy,
powerlessness, anger, and therapeutic nihilism (Bergman & Eckerdal 2000, Woollaston &
Hixenbaugh 2008, Commons Treloar 2009, Kale & Dantu 2015). These responses had reported
personal, psychological, and somatic impacts including fatigue, distress, and desensitisation; but in
some cases realistic optimism and admiration (Cotes 2004, Woollaston & Hixenbaugh 2008, Ma et al.
2009, Bowen 2013, Warrender 2015). Studies commonly noted the emotional impact that working
with these individuals can have, and practitioners identified intrusive thoughts, feelings of
responsibility, and coping with suicide threats as the most distressing aspects of care (Cotes 2004,
McGrath & Dowling 2012, Kale and Dantu 2015). This may partly explain why (Woollaston &
Hixenbaugh 2008) (p.705) identified that nurses viewed this patient group as ‘a powerful, dangerous,
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unrelenting, and unstoppable force’. Others (Hazelton et al. 2006) (p.126) described the group as
‘troubling’, and ‘difficult to warm to’, or more complex, chaotic and time consuming than other
people (Cotes 2004). These mixed responses also reportedly impacted upon care; both negatively
(e.g., avoidance, refusal to treat) (Nehls 2000, McGrath & Dowling 2012), and positively, for example
by harnessing empathy as an ingredient for positive change (Bowen 2013). This polarisation was
evident in studies where participants reported dread at going to work versus a desire to help, and
understanding distress alongside setting boundaries (Nehls 2000, Ma et al. 2009, Stroud & Parsons
2013). ‘Being manipulative’ and ‘attention seeking’ were common terms used about the diagnostic
group (Hazelton et al. 2006, Commons Treloar 2009, McGrath & Dowling 2012). Despite some
prominent negative attitudes it was evident across studies that practitioners who reported more
positive human responses had attitudes and an approach to care that was hopeful; where this was
nurtured, a more optimistic outlook emerged (Bergman & Eckerdal 2000, Ma et al. 2009, O'Connell
& Dowling 2013, Stroud & Parsons 2013, Bowen 2013). This was reinforced by Bowen’s study
(2013) within a specialist BPD service which supported the benefits of a culture whereby patients
were involved in decisions through a process of shared and open communication and encouraged to
develop relationships thereby working out interpersonal difficulties in a safe and supportive
community. Vital to successful change in two studies was access to peer support, and practitioners
who had a positive attitude about health outcomes (Ma et al. 2009, Bowen 2013).
Therapeutic frameworks. The perceived essential elements of successful therapeutic frameworks were
discussed including how they shape and guide care, and how their absence can impact negatively on
nursing care. Stroud and Parson’s (2013) study of community mental health nurses found that a
shared vision of treatment, and the existence of a framework to understand behaviour, was common
among those with consistently positive attitudes. Bowen’s (2013) exemplar study advocated for a
therapeutic community approach entailing open communication, shared decision making, a culture of
enquiry, and engagement in dialogue to resolve problems. Key aspects of care involved
acknowledging difficult past experiences including abuse, unconditional acceptance despite selfdestructive behaviour, and recognition of individual strengths and personality. Alongside this, Bowen
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(2013) describes how group-based therapy, peer support, and involvement of patients in risk
assessment are embedded within their therapeutic framework. Similarly, Warrander (2015) found that
mentalisation based treatment skills training (MBT-S) combined a flexible, common-sense approach
with an element of structure. Staff trained in MBT-S felt they had increased empathy, a new
confidence to talk with individuals about self-harm, and understand emotional states; they identified
MBT-S as a useful tool which has a positive impact and allows the team to tolerate risk more readily.
Elsewhere, studies highlighted that care should focus on normalisation, and non-stigmatising,
recovery-focused interventions (Nehls 2000, Forsyth 2010). Ma et al. (2009) discussed individualised,
needs-based care, and found this to be more evident where practitioners expected positive outcomes,
viewing behaviours as modifiable. Such nurses were likely to provide personalised interventions
based on individual needs and preferences. A number of studies identified unsatisfactory care
experiences along with participants recognising the need for a therapeutic framework particularly
given the difficulty of engaging individuals in treatment (Bergman & Eckerdal 2000, Nehls 2000, Ma
et al. 2009, Forsyth 2010, O'Connell & Dowling 2013, Kale and Dantu, 2015). Furthermore,
O’Connell & Dowling (2013) discussed how the absence of a therapeutic framework to guide practice
could lead to care focused upon setting boundaries, and self-monitoring. This was highlighted in
Nehls (2000) study of case managers where participants felt they were viewed as uncaring, were keen
to dispel any illusions of friendship, and actively limited activities and interventions with patients. Ma
et al. (2009) identified that, without a formal therapeutic framework, highlighted as key to nurses’
sense of therapeutic optimism and empowerment in Bowen (2013) and Warrender’s (2015) studies, a
team approach to care was perceived as more difficult to establish. Their analysis suggested that, in
these circumstances, nurses feel unsupported, isolated, and unwilling to seek support. Nurses
expressed that they would have welcomed a forum to seek support, most notably clinical supervision
such as that offered in study settings where a therapeutic framework was in place (e.g., Stroud &
Parsons 2013, Bowen 2013, Warrender 2015).
Practice development. This theme comprised elements about culture, education, and clinical
supervision. Practitioners expressed concerns that the current health system is inadequate (Commons
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Treloar 2009) and suggested that more education and clinical supervision is needed (McGrath &
Dowling 2012, O'Connell & Dowling 2013, Warrender 2015, Kale & Dantu 2015). Some studies
report that specialist services are required and access to education, training and resources are
hampered by service constraints including time, teamwork, workload, and financial restrictions
(Commons Treloar 2009, Forsyth 2010, Stroud & Parsons 2013, Bowen 2013, Warrender 2015). The
prevailing culture is viewed as impacting on staff attitudes and, where there is little education,
training, and supervision, negative attitudes are likely to be fostered (Bergman & Eckerdal 2000);
additionally, practice can be influenced by teams’ discourse which can maintain stereotyped views
(Forsyth 2010). Practitioners' identified the need for education and training through workshops,
conference attendance, and access to research results (Bergman & Eckerdal 2000, Hazelton et al.
2006, Woollaston & Hixenbaugh 2008b, Commons Treloar 2009, McGrath & Dowling 2012, Bowen
2013, Kale & Dantu, 2015). Desired educational topics include advice on utilisation of conceptual or
therapeutic frameworks (Commons Treloar 2009, O'Connell & Dowling 2013, Stroud & Parsons
2013); skills training in treatments including cognitive behavioural therapy (CBT) (Bergman &
Eckerdal 2000, Woollaston & Hixenbaugh 2008b, McGrath & Dowling 2012); dialectical
behavioural therapy (DBT) (Cotes 2004, Hazelton et al. 2006); and mentalisation based treatment
skills training (MBT-S) (Warrender 2015); understanding of clinical presentation, predisposing
factors and childhood trauma (McGrath & Dowling 2012, O'Connell & Dowling 2013, Stroud &
Parsons 2013); self-management (O'Connell & Dowling 2013); clinical and risk assessment
(Commons Treloar 2009, O'Connell & Dowling 2013); development and maintenance of therapeutic
relationships (Nehls 2000, McGrath & Dowling 2012); understanding diagnosis and treatment
planning, crisis planning, collaborative and team approaches (Bergman & Eckerdal 2000, Nehls
2000); recovery, peer support, strengths approach, and therapeutic communities (Nehls 2000, Bowen
2013).
Stroud and Parsons (2013) discussed education as having a greater impact than experience in the
attitudes of practitioners, and Warrender (2015) found attitudes improved following a two day
workshop in MBT-S such that participants described patients as being less difficult and expressed a
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more profound understanding of the intent of patients' behaviour. Similarly a DBT training
programme (Hazelton et al. 2006) involving a two day beginner and a two day advanced workshop
was popular and, in focus groups, practitioners described a better understanding of BPD.
Clinical supervision is frequently advocated (Bergman & Eckerdal 2000, Woollaston & Hixenbaugh
2008b, Commons Treloar 2009, McGrath & Dowling 2012, Stroud & Parsons 2013, Warrender 2015)
and viewed as good practice within therapeutic approaches including DBT, MBT-S and CBT (Stroud
& Parsons 2013, Bowen 2013, Warrender 2015). In order to make effective use of training, maintain
knowledge, and ensure fidelity to the therapeutic model of choice, practitioners need to receive
regular clinical supervision which addresses their own internal processes (Woollaston & Hixenbaugh
2008b, Stroud & Parsons 2013, Warrender 2015). Yet despite this, there was a reported lack of
opportunity; many practitioners had not received any formal clinical supervision and informal
arrangements left them feeling frustrated and helpless (Commons Treloar 2009, McGrath & Dowling
2012, Stroud & Parsons 2013, Warrender 2015).
Discussion
This systematic review of the empirical literature about mental health nurses’ attitudes, behaviour,
experiences, and knowledge regarding people with a psychiatric diagnosis of BPD identifies and
provides a critical overview of the current evidence, an important consideration since one third of
included studies were published in the past 5-years. Our aims were threefold. First, in the context of
recent findings that interventions to improve mental health nurses’ responses and attitudes to, and
knowledge about, people with BPD, (Author 1 et al. In Press) have had limited success, we aimed to
identify whether such interventions are needed. Second, in the event that they are necessary, we aimed
to determine what we can learn from the current empirical literature about what successful
interventions might look like. Finally, we aimed to identify future research priorities emerging from
our review.
The need for interventions
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Qualitative studies have largely explored mental health nurses experiences' of BPD-related care
provision. Nurses perceive people diagnosed with BPD as a highly challenging group to work with;
they described responding in diverse ways, including some which may be unhelpful both for their
patients and themselves, and which run contrary to the values of mental health nursing (NewtonHowes et al. 2008) and relevant professional standards (e.g., Nursing and Midwifery Council, 2015).
However, attitudes were not universally poor and the human response theme revealed by our analysis
incorporated numerous descriptions of compassionate and empathetic concern. Similarly, quantitative
cross-sectional survey studies revealed a mixed picture regarding attitudes, experience and
knowledge; while these studies have no doubt been useful in identifying local training and
development needs, the wide variation in results suggests they might have little generalisability
outside of their immediate setting.
Next, we turn our attention to the issue of whether mental health nurses have specific BPD-related
development needs by looking at what we can learn from studies that investigate their attitudes,
behaviours, and knowledge relative to those of other professional groups or relative to their responses
to other diagnostic groups. There has been a single observational study involving the behaviour of
nurses regarding people diagnosed with BPD. Mental health nurses were objectively rated as
providing qualitatively poorer care, in the form of verbal responses, to people with BPD than other
patients (Fraser & Gallop 1993). Given the scale of interest in the subject this dearth of direct
observational evidence is surprising. All other evidence about the relatively poor responses of mental
health nurses has been derived from self-report measures of reactions to written clinical scenarios.
While the theoretical links (Ajzen 1991) between attitudes and practice have been demonstrated in a
number of studies of healthcare practitioners these have largely been demonstrated in relation to
easily observable and quantifiable behaviours such as prescribing compliance and glove-wearing
(Godin et al 2008). The almost exclusive use of written vignettes in BPD-related attitudinal research
speaks to the difficulty of investigating such a complex area of practice directly; instead we are left
only with studies using hypothetical clinical vignettes. While study designers have asserted that
results from vignette studies have some generalisability to actual practice they may lack ecological
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validity (Hughes & Huby 2002). Nevertheless, they have long been used to identify underlying, nonobservable causal phenomena (Evans et al. 2015) and there was a consistent pattern in included
studies of practitioners responding differently to scenarios that varied only on patient diagnosis:
clinicians had more negative responses to BPD-related scenarios than others with regard to reduced
empathy (Gallop et al. 1989, Forsyth 2007), sympathy (Markham 2003), optimism (Markham 2003,
Markham & Trower 2003), intention to help (Strong 2010), positive feelings (Fraser & Gallop 1993),
and positive experience of working with the group (Markham 2003, Markham & Trower 2003); and
less positive responses with regard to desire for social distance (Markham 2003, Strong 2010),
perceived dangerousness (Markham 2003, Strong 2010), negative feelings (Fraser & Gallop 1993),
stigma (Knaak et al. 2015), and belittling or contradictory remarks (Gallop et al. 1989). Research
evidence has not supported claims of differences in intended coercion (Strong 2010), stereotyping
(Amey 1993), or anger and fear (Forsyth 2007). In addition, mental health nurses have consistently
performed more negatively than other professional disciplines in terms of response to vignettes on
BPD-related cognitive and emotional attitudinal measures, beliefs about dangerousness, and desire for
social distance (Markham 2003, Black et al. 2011, Bodner et al. 2011, Bodner et al. 2015). Despite
the limitations of vignette studies,we think that such consistent findings indicate that there are
particular BPD-related developmental needs in the mental health nursing workforce.
The content of interventions
To date, interventions to improve mental health nurses attitudes towards people with BPD have had
limited success (Author 1 et al. In Press). Thus, while nurses probably have developmental needs, and
those needs are more acute than other mental health professionals, it has not yet been established what
the content of interventions to address those needs should be. Currently, the best evidence is that
knowledge-deficits are the most amenable to change through traditional teaching methods (e.g., Clark
et al. 2015). Given that nurses attribute greatest self-controllability to BPD-diagnosed patients relative
to other groups (Markham & Trower 2003, Forsyth 2010), a finding that could be problematic since
such an attribution was related to negative emotions, there is a plausible potential mechanism to link
knowledge with affect in the case of BPD. In surveys and qualitative studies nurses have consistently
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stated that they want more information, training and development opportunities about BPD and we
conclude that evidence-based information about epidemiological, aetiological, care and treatment
aspects of BPD should form the cornerstone of routine training . There is no good evidence to indicate
that these might be best delivered in face-to-face sessions rather than through other media such as
workbooks or e-based learning.
Surveys and qualitative studies have, more importantly, revealed a desire among nurses for
comprehensive therapeutic frameworks and formalised support for those working with people
diagnosed with BPD. The most intensive intervention to be investigated thus far in terms of its ability
to improve attitudes examined the effect of a 22-month programme of DBT training (Herschell et al.
2014) and, while cognitive attitudes, most notably knowledge, measurably improved there was no
detectable difference in affective attitudes. Similar findings in studies by Stringer et al. (2014) and
Shanks et al. (2011), which evaluated the effect of a 3-day collaborative care programme training and
a Systems Training Emotional Predictability & Problem Solving (STEPPS) programme respectively,
suggest little measurable gain in affective attitudes as a result of training. However, the primary
purpose is improving patient outcomes, and some have had a measure of success in that regard despite
the apparent failure to improve staff attitudes (Herschell et al. 2014, Stringer et al. 2014). From this
perspective, while education and training is important, we should be more concerned about whether
interventions improve patient outcomes than whether they affect nurses' attitudes. Interestingly, there
is some recent evidence that it is the very protocol-driven nature of these structured approaches to
working with patients that some nurses find difficult (Stringer et al 2014b); therefore, it may be of
greater value to support nurses to take a full part in the development, implementation, delivery, and
evaluation of structured approaches rather than focus on relatively simple educational interventions.
Some of the best evidence (Bodner et al. 2015) suggests that it is nurses' attitudes, uniquely, which
become more negative as they spend more time with the patient group; and that those attitudes are not
the result of a range of other covariates. Bodner et al.'s (2015) speculation that discipline-based
differences may therefore be attributable to nurses' relative lack of control over their caseload is an
important insight. That practitioners - the majority nurses - working in emergency medicine
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departments had even poorer attitudes than mental health nurses (Commons Treloar & Lewis 2008)
might support the case for nurse-specific reasons for attitudinal differences. It is interesting that, to
date, there has been no research into the effect of structural interventions, such as providing regular,
high quality clinical supervision or allowing nurses' to regulate their face-to-face contact time with
patients.
Future research considerations
The evidence base in respect of differential attitudes has been strengthened substantially by recent
large scale studies (Black et al. 2011, Bodner et al. 2015). However, neither study used tools in which
external validity had been ascertained and future research should remedy this shortfall. Future
research using vignette methodology should strive to ensure that scenarios are properly validated and
that tools with established psychometric properties are used. However, attitudinal change, particularly
in relation to affective change, has proved difficult to measure and it is now time to focus on more
potentially fruitful designs. We suggest that observational research should be prioritised. With
suitable precautions it is possible to undertake such studies in mental health care facilities (e.g., Ryan
& Bowers 2005). There is considerable scope to enrich the field using ethnographic or other
observational approaches. Observation should also form part of any further studies that aim to link
behaviour with attitudes since this has proved useful in other studies of healthcare behaviour change
(Godin et al. 2008).
There is considerable scope to determine what type of training might have the best effects, for
example in head-to-head comparisons of factually-based educational interventions and others aimed at
improving knowledge. However, while nurses tell us that they need this sort of development they
also want more coherent therapeutic frameworks in practice which may require something more than
targeted educational interventions. Mental health nurses should be supported to be leaders and
implementers of such therapeutic frameworks on an equal footing to their colleagues in psyuchiatry
and psychology. Finally, if control over caseload is a uniquely important issue for mental health
nurses (Bodner et al. 2015) then we suggest that organisational level interventions might be useful:

22

Mental health nurses and borderline personality disorder
for example, organising services so that nurses can rotate periodically into and out of contact with
BPD patients. Other complex interventions, for example provision of clinical supervision, might be
also trialled in relation to BPD-related attitudes.
Limitations
Our review is limited by the absence of high quality evidence, and the lack of a demonstrable link
between attitudinal change, practice and patient outcomes. We lacked the resources to include nonEnglish language studies, and chose not to include studies about attitudes to the broader category of
personality disorder, of which there have been a number of empirical investigations. A surfeit of
studies also used tools with limited psychometric properties. A number of studies included
participants who were not mental health nurses and did not present separate data; therefore, especially
given those studies which found differences between nurses and other professional groups, it is
possible that studies with mixed participant groups are not entirely representative.
Relevance to clinical practice

Our review provides a timely reminder that the longstanding issue of nurses’ responses to
people with borderline personality disorder remains a live issue, and one that generates
considerable frequency and intensity of debate in professional circles. By synthesising and
summarising the existing empirical literature base in the context of its’ quality the current
paper is relevant in a number of ways. Given the apparently poor attitudes held (Bodner et al.
2015), mental health nurses should continue to request and take advantage of opportunities
for theoretical and skills-related development opportunities related to borderline personality
disorder. Given evidence that nurses valued supervision and a structured approach to care of
this group (Bowen 2013) then, where these are not occurring, nurses should take the initiative
to develop more supportive ways of working; incorporating more informal peer support,
formal clinical supervision, and the support of other professions in developing appropriate
coping strategies. Other unique aspects including, in inpatient settings, 24-hour responsibility
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for care, might negatively impact on attitudes. If these suggestions are correct then it appears
that educational interventions will not be adequate to address the structural nature of this
profession-wide concern.
Conclusion
Mental health nurses aim to provide respectful and equal care. This review suggests that, at least
relative to other professions and other diagnostic groups, they are failing to do this in the case of
people diagnosed with BPD. Educational interventions to improve knowledge and skills are desired,
demanded, and valued but may be insufficient. Further theoretical development about links between
attitudes and behaviour is required.
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Table 1: Inclusion and exclusion criteria
Parameter
Population

Inclusion criteria
Sample includes mental health
nurses
Intervention/Focus Responses (behavioural or
attitudinal responses to, experience
of, and knowledge about) about
borderline personality disorder or
people with this diagnosis
Comparator
Responses to other diagnostic
groups, responses of other
professional groups. No
comparator.
Outcomes
Qualitative or quantitative accounts,
descriptions,comparisons.
Time period
Any

Table 2: Example search
Search term
1)
Borderline personality disorder
2)
Emotionally unstable personality disorder
3)
1 OR 2
4)
Nurs*
5)
Mental
6)
Psychiatr*
7)
5 OR 6
8)
4 AND 7
9)
Attitud*
10)
Perce*
11)
Belie*
12)
Knowledg*
13)
Stereotyp*
14)
Stigma*
15)
Opinion*
16)
View*
17)
Disposition*
18)
Reaction
19)
Stand*
20)
Feel*
21)
Impression*
22)
Judg*
23)
Characteri*
24)
Experien*
25)
9,10,11,12,13,14,15,16,17,18,19,20,21,22, OR 23
26)
3 AND 8 AND 24
Limits: English language only

Exclusion criteria
Does not include mental health nurses
Responses related to personality
disorder in general with no separate
data for borderline personality disorder

None

Opinion
None

Results
1,532
9
1,539
687,188
134,375
71,497
173,877
33,804
202,493
188,454
49,040
116,229
6,625
11,814
22,035
63,090
3,464
51,803
250,853
27,950
5,144
18,128
151,731
213,903
994,800
82

Mental health nurses and borderline personality disorder

33

Table 3: Quantitative studies quality assessment
Study

Explicit
aims

Sample size
justification
-

Research
independent of
routine practise
-

Well
described
sample
+

Amey (1993)

+

Black et al. (2011)
Bodner et al. (2015)

Representative
sample

Explicit inclusion/
exclusion criteria

+

+

High
response rate
(50%+)
+

Questionnaire
development
described
+

Validity and
reliability
justified
-

Question
wording
available
+

Discussion of
generalisability
+

Statement
of funding
source
-

Total
Score
(max. 12)
8

+

-

-

+

+

-

-

+

-

-

+

+

-

-

-

-

+

-

+

+

+

5

+

+

-

7

Bodner et al. (2011)

+

-

-

+

+

+

-

+

-

+

+

-

7

Clark et al. (2015)

+

-

-

+

Cleary et al. (2002)

+

-

-

+

+

-

+

+

+

-

+

+

+

+

+

9

+

-

+

+

-

7

Commons Treloar & Lewis (2008)

+

-

-

+

+

-

-

+

+

+

+

+

8

Deans & Meocevic (2006)

+

-

Forsyth (2007)

+

-

-

+

+

+

+

+

+

+

+

-

+

+

-

8

+

-

+

-

+

+

-

8

Fraser & Gallop (1993)

+

-

-

-

-

-

-

+

-

-

-

-

2

Gallop et al. (1989)

+

Giannouli et al. (2009)

+

-

-

+

-

-

+

-

-

+

+

+

+

+

-

7

+

+

+

+

-

+

-

-

7

Hauck et al. (2013)

+

Herschell et al. (2014)

+

-

-

+

-

+

+

+

+

+

+

+

+

+

+

10

+

+

+

+

-

+

+

+

10

James & Cowman (2007)

-

-

-

+

-

+

-

+

-

-

+

-

4

Knaak et al. (2015)

+

-

Krawitz (2004)

+

-

+

+

-

+

+

+

-

+

+

+

9

-

+

-

+

+

+

-

+

+

-

7

Krawitz & Batcheler (2006)

+

-

-

-

-

-

-

-

-

+

+

-

3

Markham & Trower (2003)
Markham (2003)

+

-

+

_

-

-

+

+

-

-

-

-

4

+

-

-

+

+

+

+

+

+

+

-

-

8

Miller & Davenport (1996)

+

-

-

-

-

+

-

+

+

-

+

-

5

Shanks et al. (2011)

+

-

+

-

-

+

+

+

-

+

-

+

7

Stringer et al. (2015)

+

-

+

+

-

+

-

-

-

-

+

+

5

Strong (2010)

+

+

+

+

+

+

-

+

+

+

+

+

11

Treloar & Lewis (2008)

+

-

-

+

-

+

-

+

+

-

-

-

5

Walthall (2013)

+

-

-

-

-

+

-

-

+

+

-

-

4

Mental health nurses and borderline personality disorder

34

Table 4: Qualitative studies quality assessment
Explicit
aims

Qualitative
Method
appropriate

Design
appropriate

Recruitment
strategy
appropriate

Setting of
data
collection
described

Data
collection
methods
clear

Questions/
schedule
included

Ethics
discussed

Consent
discussed

Description
of analysis

Relationship
considered

Clear
statement of
findings

Clarity of
themes

Research
valuable

Total
score
maximum
14

Bergman & Eckerdal (2000)

+

+

+

+

+

+

-

-

-

+

+

+

+

+

11

Bowen (2013)

+

+

+

+

+

+

+

+

+

+

-

+

+

+

13

Commons Treloar (2009)

+

+

-

+

+

+

+

+

+

+

-

+

+

+

12

Cotes (2004)

+

+

+

+

+

+

+

+

+

+

-

-

+

+

12

Forsyth (2010)

+

+

+

+

+

+

+

+

+

+

+

+

+

+

14

Ma et al. (2009)

+

+

+

+

+

+

-

+

+

+

-

+

+

+

12

Nehls (2000)

+

+

+

+

+

+

-

+

+

+

-

+

-

+

12

O'Connell & Dowling (2013)

+

+

-

+

+

-

-

+

+

-

-

+

+

+

9

O’Brien & Flote (1997)

+

+

+

+

+

+

+

+

+

+

-

+

+

+

13

Stroud & Parsons (2013)

+

+

+

+

+

+

+

+

+

+

+

+

+

+

14

Woollaston & Hixenbaugh (2008)

+

+

+

-

+

+

+

+

+

+

+

+

-

+

12

Study

Table 5: Mixed methods studies quality assessment
Explicit
Mixed
Study
aims
method
design
appropriate

Mixed
method
design
justified

Design for
mixing
methods
described

Role
clear

Method
described

Method
appropriate

Representat
ive
sample

Clear
inclusion/
exclusion
criteria

Role
clear

Method
described

Method
appropriate

Recruitment
strategy
appropriate

Relationship
with the
data
considered

Integration
of data
relevant

Consideration
of limitations
of integration

Total score
maximum
16

Kale & Dantu (2015)

+

+

-

-

-

-

+

-

-

-

-

+

+

-

-

-

5

Hazleton et al.
(2006)

+

+

-

-

+

+

+

-

+

+

+

-

+

-

-

-

8

+

+

-

-

-

+

+

-

+

-

+

+

+

-

-

-

8

McGrath & Dowling
(2012)
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Table 6: Included study details
Study
Purpose/research question
Amey (1993)
Do nurses stereotype BPD patients compared with those with schizophrenia or
affective disorder ?

35

Sample
N=20 registered nurses with >6 months
experience

Country
Canada

Setting
Inpatient acute mental
health unit

Design
Experimental, within-subjects design. Attitudes to diagnostic groups
compared with existing ratings of individual patients with BPD, affective
disorder or schizophrenia

Bergman &
Eckerdal (2000)

What does it mean for caregivers to manage BPD patients?

N=29 caregivers (n=18 nurses)

Sweden

Mental health
in/outpatient service

Descriptive, qualitative. In-depth individual interviews. Grounded theory
approach.

Black et al.
(2011)

Explore attitudes to people with a BPD diagnosis among mental health clinicians
and compare among occupational subgroups.

N=706 mental health clinicians (n=97
nurses)

US

Nine academic/ clinical
centres

Descriptive, cross-sectional survey study

Bodner,et al.
(2011)

i) Compare attitudes between occupational groups; ii) Explore the relationship
between BPD-related emotional and cognitive attitudes

Israel

Psychiatric institutions

Descriptive, cross-sectional survey study

Bodner et al.
(2015)

To obtain further evidence about nurses' relatively negative attitudes toward
people diagnosed with BPD in a larger sample than in Bodner et al. (2011).

N=57 mental health clinicians (n=25
nurses) age >25 years, >1 year's
experience.
N=710 MH clinicians (n=262 nurses) age
>25 years, >1 year’s experience

Israel

Four psychiatric hospitals

Bowen (2013)

To explore experiences of good practice among mental health professionals
working in a specialist BPD treatment service

N=9 clinicians including 4 nurses with at
least 1-year experience.

UK

Clark et al.
(2015)

Does a brief training session improve staff knowledge and understanding of BPD,
and empathy towards patients diagnosed with BPD?

N=34 MDT staff (n=23 nurses).

UK

Cleary et al.
(2002)
Commons
Treloar (2009)

To provide baseline data about staffs’ experience, knowledge and attitudes
regarding management of people with BPD.
Explore accounts of working with BPD patients, and the difficulties that have
contributed to reported negative attitudes in the literature

N=229 MDT staff (n=152 nurses).

Australia

N=140 health practitioners(n=93 [69%]
nurses).

Australia & New
Zealand

Commons
Treloar & Lewis
(2008)

To examine the effect of attending targeted clinical education on clinician
attitudes towards working with deliberate self harm behaviours in BPD.

N=99 registered practitioners (n=75
nurses) who encounter patients with
BPD in their work.

Australia & New
Zealand

Cotes (2004)

Examine the experiences of professionals working with people diagnosed with
BPD, explore the stressors, and the processes used to cope with them
To describe psychiatric nurses' attitudes towards individuals diagnosed with
BPD.

N=4 professionals (n=1 nurse)

UK

N=47 registered psychiatric nurses with
1+ year experience

Australia

Specialist residential BPD
therapeutic community
unit .
23-bed low secure mental
health unit for women
with BPD.
Mental health inpatient
and community services
Emergency medicine and
mental health services in
three hospitals.
Three emergency
medicine and mental
health services of three
hospitals.
Community mental
health team
Inpatient/ community
mental health services

Cross-sectional between-subjects and experimental, within-subjects survey
design elements to compare attitudes towards BPD and major depressive
disorder (MDD) or Generalised Anxiety Disorder (GAD) diagnoses.
Descriptive, qualitative. Individual semi-structured 1-1.5 hour interviews.
Thematic analysis used.

Do mental health workers’ cognitive processes vary across diagnoses for clients
with BPD or major depressive disorder? Do differences impact on emotional
reactions and intended helping?

N=26 registered nurses and support
workers

UK

Four inpatient wards, one
psychiatric intensive care
unit in one NHS Trust

Forsyth (2010)

Describe the beliefs of mental health nurses towards BPD service users

UK

Fraser & Gallop
(1993)
Gallop et al.
(1989)
Giannouli et al.
(2009)

Do BPD patients receive less empathic verbal responses from nurses than
patients diagnosed with schizophrenia or affective disorder
To assess nurses' expressed empathy to people labelled with BPD or
schizophrenia diagnoses.
To determine the BPD-related knowledge and attitudes of nurses working in
psychiatric hospitals and in clinics in general hospitals

Clinical team discussions and interviews
with N=3 nurses
N=17 nurse leaders.

Canada

Community mental
health team
Inpatient psychiatric units

N=113 registered nurses

Canada

Inpatient acute wards.

N=69 nurses

Greece

Hauck et al.
(2013)
Hazelton et al.
(2006)

To explore attitudes of psychiatric nurses toward hospitalized BPD patients with
deliberate self-harm behaviours
Evaluation of effect of staff training in the use of
Dialectical Behaviour Therapy (DBT) at baseline (T1), 1-month post-training (T2)
and 6-month follow-up (T3)

N=83 registered nurses

US

T1: N=69 staff (67% registered
psychiatric nurses), T2: N=38 (72%
nurses); T3: N=24 (42% nurses) plus
focus groups with N=24 at T1 and N=18

Australia

15 psychiatric wards in
psychiatric and general
medical hospitals
Inpatient units in three
psychiatric hospitals.
Mental health service
comprising inpatient,
community, liaison and
rehabilitation teams

Deans &
Meocevic
(2006)
Forsyth (2007)

Experimental before- after study. Intervention: Psychologist-delivered
lecture based on neurobiological understanding of BPD.
Descriptive, cross-sectional questionnaire survey.
Descriptive, qualitative. Free-written response to a 1-item questionnaire.
Thematic analysis.
Experimental before-after study. Intervention: 90 minute evidence-based
lecture about attitudes to BPD, prevalence, DSM-IV diagnostic criteria,
aetiology, definitions and rates of self-harm and suicide, and therapeutic
responses, case studies and 30 minute seminar.
Descriptive, qualitative. Semi-structured interviews. Interview schedule
phenomenological analysis.
Descriptive, non-comparative, cross-sectional questionnaire survey

2x2x2 Factorial within-subjects experimental design. Vignettes
manipulating three independent variables: diagnosis (BPD/depression);
attribution of stability (stable/unstable), and controllability (controllable/
uncontrollable). Dependent variables: Items related to empathy
Descriptive, qualitative, ethnographic: observation at assessment and
referral meetings and interviews. Social constructionist perspective.
Observational study of nurses' behaviour in therapeutic groups. Withinsubjects design.
Within-subjects experimental survey design.
Descriptive, cross-sectional survey

Descriptive/ correlational cross-sectional questionnaire survey.
Mixed-methods: i) Descriptive, longitudinal survey; ii) Descriptive,
qualitative. Pre- and post- training focus groups.
Intervention: 2-day basic (and for some 2-day advanced) training on
implementation of DBT. Discourse analysis
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at T2..

Study
Herschell et al.
(2014)

Purpose/research question
(1) Evaluate the effectiveness of the implementation of DBT model components
on therapist attitudes, confidence in DBT model effectiveness, and use of DBT
components. (2) understand what practitioner variables are important to
outcomes

Sample
N=68 (n=9 13% registered nurses)

Country
US

Setting
Community mental
health centres

James &
Cowman (2007)

To contribute to understanding of nurses’ knowledge, experiences and attitudes
towards the care of clients with BPD.

N=65 qualified nurses

Ireland

Kale & Dantu
(2015)

To gather opinions from clinicians including mental health and A&E staff
about interactions with patients with BPD.

N=91 staff (n=29 nurses; 32%)

UK

Knaak et al.
(2015)

To measure the impact of an educational intervention on attitudes and
behavioural intentions of healthcare providers towards persons with BPD.

N=191 clinicians (n=27 nurses)

Canada

Krawitz (2004)

To assess the effect of training workshop on clinician attitudes to working with
people with a diagnosis of BPD.

N=418 (46% nurses) mental health
clinicians

Australia

Krawitz &
Batcheler(2006)

To assess the frequency of defensive practice in treating adults with a BPD
diagnosis

N=29 clinicians (n=14 nurses; 48%)

New Zealand

26. Ma et al.
(2009)

To explore the contributing factors and effects of Taiwanese nurses' decisionmaking patterns on care outcomes for patients with BPD.

N=15 experienced (3+years) nurses with
recent BPD experience

China

Markham &
Trower (2003)

How does the BPD label influence staff's causal attributions relative to those
with schizophrenia or affective disorder? How do these relate to staff sympathy,
optimism, and evaluation of personal experience?

N=48 Registered mental health nurses

UK

Markham
(2003)

To assess the association of staff ratings of their personal experience of working
with BPD, schizophrenia and affective disorder groups on ratings of social
rejection and dangerousness.

N=71 (mental health nurses n=50; n=21
health care assistants)

UK

Mental health inpatient
wards

Experimental factorial between (nurses vs. care assistants) and within
groups survey design. Dependent variables: responses to vignettes with
BPD, schizophrenia and depression scenarios

McGrath &
Dowling (2012)

(1) identify common themes about nurses’ reported interactions with BPD
patients; (ii) describe nurses BPD-related empathy

N=17 experienced nurses with BPD
experience

Ireland

Community mental
health service

Mixed-methods: Qualitative semi-structured interviews. Thematic analysis.
Descriptive, cross-sectional survey using quantitative attitudinal scale to
measure response to vignettes involving first time vs. multiple admission
scenarios.

Miller &
Davenport
(1996)

Evaluate an educational intervention on nursing staffs' knowledge of, attitudes
to and behavioural intention towards BPD patients

N=32 registered nurses

US

Four acute psychiatric
units in general hospitals

Nehls (2000)

To better understand the views of case managers about case management of
BPD patients with as it is practiced and experienced

N=17 case managers (profession unclear
but nursing implied)

US

Community mental
health centre

Experimental between subjects (intervention vs. no intervention) nonrandomised controlled trial. Intervention: Self-paced programmed
instruction using a 31 page booklet about the aetiology, dynamics and
treatment of BPD
Descriptive, qualitative. Semi structured interviews.
Interpretative phenomenology used to analyse

O’Brien & Flöte
(1997

To explore the experiences of nurses who had cared for 'Mary-Ann', a patient
with BPD, multiple admissions, and self-harming behaviour

N=6 nurses with 1+ year experience with
experience of caring for 'Mary Ann'

Australia

Inpatient acute
psychiatric unit

Qualitative. Semi-structured interviews.
Hermeneutic phenomenology used to analyse responses.

Adult inpatient,
community, day
hospitals, rehabilitation
units/hostels
Professional working in
one University Health
Board
Inpatient, community and
outreach service
providers attending a
training event
Public mental health and
substance abuse services
at a training workshop.
Adult community,
inpatient and crisis
mental health services.
Acute or rehabilitation
unit of a psychiatric
centre in northern
Taiwan
Adult or older adult
inpatient facilities.

Design
Experimental before-after survey design. Questionnaires administered preinitial 5 day DBT training; baseline +6 months and immediately before
second 5-day DBT training; baseline +14 months and immediately before
final 2-day training; baseline +22 months Intervention: intensive DBT
training, ,and support phone consultation
Descriptive, cross-sectional survey design

Mixed-methods: 10 questions including two open questions about reason
for discomfort and what they would do differently next time.
Experimental, before-after survey study. Random allocation to responding
about attitudes to BPD or mental illness in general. Intervention: Three
hour educational/social-contact workshop on BPD and DBT
Experimental before-after survey study. Intervention: 2-day workshop on
BPD diagnosis, aetiology, prognosis, and treatment; detailed discussion of
treatment principles
Descriptive. Cross-sectional survey.

Descriptive, qualitative. In-depth interviews. Analysis guided by Guba and
Lincoln's (1994) naturalistic inquiry method.

Experimental/correlational within-subjects, survey design. Independent
variable: diagnosis. Dependent variables: stability and control attributions,
sympathy, optimism, experience
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O'Connell &
Dowling (2013)

To explore the experience of community-based psychiatric nurses who work
with BPD patients

N=10 registered psychiatric nurses

Ireland

Community mental
health team

Descriptive, qualitative. Semi-structured interview. Thematic analysis.

Shanks et al.
(2011)

Evaluation of impact of an educational 1-day workshop on on attitudes

N=271 clinicians (<6% nurses)
experienced in diagnosing/treating BPD.

US

Workshop for clinicians

Study
Stringer et al.
(2015)

Purpose/research question
To describe the preliminary outcomes of a collaborative care programme (CCP)
for patients with a severe borderline or NOS personality disorder in comparison
with care as usual (CAU). Study examined attitudes of nurses pre- and postimplementation
(1)Do staffs' attributions and intended behaviour differ towards clients labelled
with BPD and depression?. (2) Explore the association between staffs' BPDknowledge and their attributions of controllability, dangerousness; and intended
behaviours.

Sample
N=14 nurses (9 trained in CCP, 5
offering CAU)

Country
Netherlands

Setting
Two community mental
health teams

Experimental within subjects before-after study. Intervention: Systems
Training for Emotional Predictability and Problem Solving (STEPPS) group
treatment program for BPD
Design
Comparative multiple case study design. For investigation of attitudes of
nurses measures taken before and after implementation of programme
implementation.

N=83 (n=35 nurses and 4 student
nurses) mental health practitioners

UK

Community (90%+) and
inpatient mental health
settings

Stroud &
Parsons (2013)

To explore community psychiatric nurses’ knowledge, attitudes and approach to
clients diagnosed with BPD.

N=4 CPNs directly working with
people with BPD diagnosis

UK

Community mental
health team

Treloar & Lewis
(2008)

To assess the BPD-related attitudes of mental health and emergency medicine
clinicians

N=140 (n=90 nurses) registered
practitioners

Australia & New
Zealand

Descriptive, cross-sectional survey.

Walthall, 2013

To investigate clinicians’ diagnostic assessments of individuals who have
features present of both BPD and Post Traumatic Stress Disorder and the effect
of gender on that assessment.
To give nurses a voice and evaluate the validity of current theories about nurses’
perceptions of patients who are diagnosed with BPD.

N=45 mental health clinicians
(including n=1 with a Masters
degree in nursing)
N=6 members of psychiatric nursing
teams (including nursing assistants)

US

Two Australian and one
New Zealand health
service
Range of community and
inpatient settings.
Inpatient/ community
mental health settings.

Descriptive, qualitative. Semi-structured interviews. Thematic analysis.

Strong (2010)

Woollaston &
Hixenbaugh
(2008)

UK

i) Experimental, between- groups (respond to vignettes about BPD vs.
BPD/Depressed patient). Dependent variable: dangerousness and
controllability and coercion and social distance. ii) Correlational design to
examine relationships between emotional reactions and intended
behaviour, knowledge and dangerousness; and controllability and coercion
and social distance
Descriptive, qualitative. Semi-structured interview. Interpretative
Phenomenological Analysis.

Experimental, between groups (vignette using no gendered
pronouns/female pronouns/male pronouns) survey design
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Figure 1: Flow diagram of literature search modified from the PRISMA flow diagram (Moher et al.
2009)
Number of records identified through
database searching: 596

Number of records identified through
other sources: 38

Number of records after duplicates
removed: 279

Number of records screened: 279

Number of records excluded at
title/abstract level: 170

Number of records failed to elicit from
authors: 2
Number of full text records assessed
for eligibility: 107

Number of studies included for quality
appraisal and inclusion in integrative
review: 40

Number of full text records excluded
with reasons:
Non-English language: 5
Non-empirical: 32
Overlapping sample: 4
Not about BPD: 11
Study does not include mental health
nurses: 14
Study about attitudes of nurses to
people under 18 years of age: 1

