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ABSTRACT
Objectives
Reactions of a sample of mental health staff towaetvice users with borderline
personality disorder (BPD) were investigated usirggtheory of causal attributions and
the attribution model of public discrimination. Tredationships between staff knowledge
about BPD and attributions, emotions and intenddthlsiours were also investigated.
Method
A between participants vignette and questionnadgh investigated staff attributions
of controllability, and dangerousness and interfathaviours of helping, social
distancing and coercion towards a service usetlé&bwith either BPD and depression
(n=42) or depression alone (n=41). Staff knowleglgeut BPD was also assessed.
Results
Staff did not make more attributions of controllapiand dangerousness towards service
users with BPD but were significantly less liketyttelp them and more likely to intend
to socially distance themselves. A number of sttiffbutions were significantly
associated with their intended behaviours in theeksion group but not in the BPD and
depression group. Anger was significantly assodiatieh intended behaviour in both
groups whilst fear was only associated with stamnded behaviour in the BPD and
depression group. Higher staff knowledge about BRB significantly associated with
more positive intended behaviours and attributibingher treatment knowledge was
associated with lower levels of intended coerciebdviour and attributions of

controllability and higher levels of intended helpibehaviour. In addition, higher



knowledge about the diagnostic criteria for BPD \associated with lower intended
social distancing.

Conclusion
The results indicate that emotions of fear and magd knowledge about treatment and
diagnosis of BPD are important when thinking alsiaff reactions towards service users
with BPD whilst controllability and dangerousnessilautions are not. However, the lack
of significant difference between the groups’ btitions might have been a result of the
limitations with the attribution measures usedhis tesearch. Future research should

improve on the measures of attributions to ansihwesd concerns.
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CHAPTER ONE: INTRODUCTION
1.1 Aims of the Study

This study aims to explore whether there are diffees between the attributions
and intended behaviours secondary mental healtistaffemake towards service users
with the labels borderline personality disorder [BRnd depression. Attribution theory
(Heider, 1958) provides an explanation of the wagple attempt to understand others by
using previously existing knowledge structures tkeinternal or external attributions
about their situation or behaviour. It suggests éhsignalling event leads people to make
attributions about another’s behaviour or situatiod these trigger emotional reactions
and behavioural responses. Attribution theorieemeviously been used when
exploring mental health staff stigma towards sexvisers because they help explain the
link between signals, stereotypes, affective reastand behavioural responses.
However, they have previously focused mostly orehbehaviour as the signalling
event. The social cognitive model (Corrigan, 208@jgests the signalling event can be a
range of factors, including symptoms, behavioupegpance and labels. This research
uses the label of BPD as the signalling evens. iltnportant to explore this because a
label can often be one of the first pieces of imfation staff have about a service user
before they have had any face-to-face contactutccbe very damaging if mental health
staff form negative attributions about service sseth BPD before they have met or
experienced any difficulties with them. Aviram, Beky and Stanley (2006) highlight the
damaging effects of this through their cyclical rabtthat suggests negative staff attitudes
can lead to them withdraw from service users witbBand that the service users

respond to this by increasing their difficult beloaw. This cycle highlights how
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important it is to attempt to identify factors tlame associated with staff behaviours
towards service users with BPD. Identifying thefsesors will help to develop targeted
strategies for improving staff reactions towardwvise users with BPD. As a result this
research investigates whether staff attributiortseanotions are associated with their
intended behaviour. It also explores the associatietween staff knowledge levels
about BPD and their attributions and intended bighatowards service users with BPD.
1.2. Chapter Overview

This chapter will begin by briefly discussing thaghosis of BPD and how it has
previously been perceived in the mental healthesysFollowing this, attitudes of staff
towards this disorder and the impact of theseualis are considered. Theories of stigma
will then be considered to provide a theoreticahfework for exploring staff attitudes
and attributions. Finally, a review of the literagwon staff attitudes, attributions and
stigma towards service users with BPD will be carted before providing a rationale for
the present study.

1.3 Borderline Personality Disorder
1.3.1 History of Borderline Personality Disorder

The term ‘borderline’ was introduced by Adolf St€i®38). He used it to
describe patients whose difficulties could not kel@ned by the existing diagnostic
categories ‘psychotic’ and ‘neurotic’ and who wouldke attempts to cross therapeutic
boundaries or reject the therapeutic relationshie. term continued to be used to
describe patients whose behaviour, emotional stateéthought processes rapidly shifted
between psychosis and neurosis when under pressuedatively healthy when not

(Schmideberg 1947). In the following years, thentédsorderline’ developed from being
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considered a personality organization, to a syndtdiren to a disorder, with the term

borderline personality disorder (BPD) first beingroduced in the Diagnostic &

Statistical Manual 11l (American Psychiatric Assatoon [APA],1980). The most recent

definition of BPD comes from the Diagnostic Statsk Manual IV-Text Revision (DSM

IV-TR) (APA, 2000). The diagnostic critereae “a pervasive pattern of instability of

interpersonal relationships, self image, affectd @mtrol over impulses beginning by

early adult hood and present in a variety of défdrcontexts, as indicated by at least 5 of

the following”

1)

2)

3)

4)

5)

6)

7)

Frantic efforts to avoid real or imagined abandomimiote: Do not include
suicidal or self mutilating behaviour covered irternion 5.

A pattern of unstable and intense interpersonaticiships characterised by
alternating between extremes of idealization ancgld&tion

Identity disturbance: Persistent and markedly distd, distorted or unstable,
self image or sense of self

Impulsivity in at least two areas that are potdlytgelf damaging (e.g.,
spending, sex, substance abuse, reckless drivimgg leating). Note: Do not
include suicidal or self mutilating behaviour coa@iin criterion 5.

Recurrent suicidal behaviour, gestures, or threatself mutilating behaviour.
Affective instability due to a marked reactivitymbod (e.g., intense episodic
dysphoria, irritability or anxiety usually lastirogly a few hours and only rarely
more than a few days)

Chronic feelings of emptiness
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8) Inappropriate intense anger, or lack of contra@mger (e.g., frequent displays
of temper, constant anger, recurrent physical §ight
9) Transient, stress related paranoid ideation orrealissociative symptoms.

BPD is categorised as an Axis Il, rather than Axdisorder because of the
aetiological factors and long standing nature efdffficulties associated with. i&xis Il
disorders in the DSM IV-TR (APA, 2000) are charasted by long standing traits
resulting from mainly psychological causes thateham unchangeable course. This is
different from Axis | disorders, which are consielérclinical syndromes defined by
symptoms resulting from mainly biological causest tiave an unstable, changeable
course (Ruocco, 2005).

The prevalence rates of BPD were investigated bg,Gtang, Tyrer Roberts and
Ullrich (2006) who carried out one of the largastveys of prevalence rates of
personality disorder in Great Britain to date. Tleepducted a survey of a representative
sample of adults aged between 16 and 74. They faQritdo of the sample (628
participants) met criteria for any personality ddr. They also explored the prevalence
rates of each of the DSM IV (APA, 1994) persondlityorders; they found 0.7% of a
sample of 628 people met criteria for BPD. AlthbBPD was not the most prevalent of
the personality disorders they found that thosé BRPD were significantly more likely to
use psychotropic medication and counselling. Thakes it unsurprising that recent
research indicates that a large number of sensees receiving treatment from
community mental health teams (Burns, 2006) antkacare services (Moran, 2002) in

England are diagnosed with BPD.
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1.3.2 Diagnostic Concerns

Despite the ‘borderline’ concept having been usethbntal health professionals
for many years, there are concerns about the dufragnosis of BPD. Firstly, there are
concerns that it is a categorical diagnosis, wHilsalthy’ personality is explained as a
collection of traits on a graded continuum (Hasla@03). This can lead mental health
staff to consider BPD as a sign there is somethindamentally wrong with the service
user’s personality, as opposed to it being an exrend of ‘normal’ personality.
Furthermore, Widiger and Costa (1994) argue tltattegorical diagnosis of BPD is too
simplistic because it does not allow professiotakhink about BPD in terms of
differing presentations and levels of severity.

There are also concerns that BPD is not validdiagnosis because of the high
co-morbidity rates and indistinct boundaries withey diagnoses (Preskorn & Baker,
2002). This is the case with disorders on both Afier example, bipolar disorder) and
Axis Il (for example, histrionic personality dis@d of the DSM IV-TR (APA, 2000).
Indistinct boundaries make it harder for mentalthearofessionals to be confident that
the symptoms a service user is experiencing aateckto BPD rather than to a co morbid
disorder.

In addition to the above concerns, there is the it the label is simply not
very helpful. McMurran (2002) suggests the labelas helpful because the combination
of psychological traits and difficult behavioursitiare a large part of the diagnostic
criteria make it difficult for people to differelate between personality disorders and

‘social deviance’. Furthermore, its placement omnsAkof the DSM IV-TR (APA, 2000)
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could be contributing to the view that the disond€untreatable’ because of the nature
of disorders on this axis being stable and enduring

This lack of clarity and agreement about the diagnis one of the factors that
increases staff disagreement about service uderdd with BPD and makes it harder to
devise appropriate treatment plans. This can lstaféfeeling as though they do not
have the appropriate skills or support to managsetfservice users and that secondary
mental health services are not specifically desigoetreating or managing service users
with BPD (Sampson, 2006; Webb, 2005).

The APA acknowledges the difficulties with the @nt diagnosis of BPD (APA,
2010) and a working group has been tasked with mgaginanges to the criteria and
diagnosis of BPD in the forthcoming DSM V. The mastent communication from this
working group (APA, 2010) suggests the followinganbes are likely. Firstly, the label
BPD will be changed to ‘borderline type personalifihis will be one of only five
personality types and will be measuredesotimensional rating scale that indicates how
well a person matches the ‘borderline type perstyharl his will be rated from 1 (no
match: description does not apply, to 5; very gowdch: patient exemplifies this type).
In addition to this, the personality traits mosbhroonly associated with the ‘borderline
type personality’ will be measured on dimensiorals so individual trait profiles can be
developed. The severity of the ‘borderline persoyngape’ will also be measured on a
separate scale that measures the severity of impatrof both self and interpersonal
functioning from 0 (no impairment) to 5 (extremepiarment).

It is hypothesised that these changes will redlnedack of clarity and

disagreement amongst staff surrounding this diaggasd help them work with service
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users with borderline difficulties more effectivelyhis is because fewer personality
types along with more detailed trait profiles wdduce the co-morbidity with other
personality disorders and help the diagnosis beaoore valid. It will also highlight
how different people with ‘borderline personaliype’ can be. In addition to this, the
dimensional nature of the diagnosis and traits camoates that the ‘borderline
personality type’ is on a graded continuum withrtnal’ personality and enables staff to
create an individual ‘trait profile’, even if a ge@n does not meet criteria Finally, a
severity rating acknowledges that a ‘borderlinespeality type’ can impact on the way a
person functions in different ways which will hetlividualise treatment and
management plans.

1.4 Mental Health Staff and Service Users with Bolide Personality Disorder

1.4.1 The Challenges Staff Face
However, it is not only difficulties with the diagsis that cause staff to

experience difficulties when working with servicgeus with BPD. It is widely
acknowledged that service users with BPD can bdeallenging to work with (Cleary,
Siegfried, & Walter, 2002; Horsfall, 1999; Tredg2®01). Gallop (1985) suggested that
this was because their emotional instability cal ltnem to display impulsive and
disturbing behaviour towards themselves and otlispite this, a review of the
literature indicates that nurses are not providéd adequate education, support and
supervision to manage them effectively (O’'Brien98p O’Brian also reports that this
lack of support and training results in nurses erpeing significant occupational stress

when working with service users with BPD.
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It is important to acknowledge that it is a reatityat service users with BPD are
often difficult for mental health staff to work kit Acknowledging this view as realistic
is helpful because it strengthens the argumentithequate education, training and
supervision are needed to reduce the impact dfitheulties staff experience.

1.4.2 Staff Attitudes Towards Borderline Persogdbtsorder
1.4.2.1 Historical Attitudes of Mental Health Staff

Although it is important to acknowledge that seevicsers with BPD can be
challenging to work with, there are also many rediray aspects of working with them.
However, there is no research that highlights thesgrding aspects. This reflects the
general opinion that appears to focus on the ditiies staff have when working with this
group of service users, whilst ignoring the positaspects, and raises concerns that there
is a stigma attached to the label of BPD.

Reber (1995) defined stigma as a ‘blemish’ or ‘rharka person’s reputation.
Stigmatization is the process that identifies, lsp@nd attaches undesirable
characteristics to those perceived as differemyn&ttised groups or individuals are often
separated from the majority group and discriminaigainst. As a result, a label with
stigma attached to it can be very damaging forisemsers, particularly if it is mental
health staff who hold that view.

As early as the 1950s, Robert Knight (1953) ras@tterns that the term
‘borderline’ was used by mental health professis@al a ‘dustbin’ term for service users
who displayed difficult behaviours. There is eviderthat this attitude has continued, as
more recent research found that service usersB#th have traditionally been labelled

as ‘bad’ as opposed to ‘mentally unwell’ (Reisek&enson, 1984). This attitude can be



23

considered stigmatizing because it attaches ansinatdée characteristic to them rather
than highlighting the difficulties staff might exjpence.
1.4.2.2 Development of Effective Strategies

The research above is relatively old. This is digaint because over the last 15
years (Sperry, 2003), a paradigm shift has occuhathhas begun to challenge some of
the historical views. The development of therapenodels such as Mentalization based
treatment (Bateman & Fonagy, 2004), Dialectical 8abural Therapy (Linehan, 1993)
and Schema Focused Therapy (Young, 1999) has mawidbasis for focused strategies
and therapies that enable practitioners to workessfully with these individuals
(Bateman & Fonagy, 2000). The development of tiseisgegies does appear to have led
to a greater understanding of the diagnosis atildecssociated behaviours and
difficulties people who have BPD experience attional level. This is evidenced by
new policy guidance for people with BPD: this gunda is found in the paper
‘Personality Disorder: No longer a diagnosis oflagmon’ (National Institute for Mental
Health in England [NIMHE] 2003a) and in ‘Breakirtgetcycle of rejection: The
personality disorder capabilities framework’ (NIMHEDO3b). The most recent
development is the recommendation for increasedcgeprovision for people with BPD
(National Institute of Health and Clinical Excelé&n[NICE], 2009).

Furthermore, it is acknowledged that the diagn@dibpugh still presenting
certain difficulties, also has helpful aspe&sinderson (2008) argu#sat the diagnosis
of BPD is vital because it helps mental health @ssionals be aware of the difficulties a
service user with BPD might experience. This awassmmeans they can select evidence

based interventions and strategies that are alailalpre-empt or manage these
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difficulties. Having a common label for a disorédéso means mental health professionals
can share a common understanding of the difficuliigsociated with it. This allows for
easier communication between team members andss@bout individual service
users. Service users also report the label carlpéuhby helping to establish an alliance
between them and mental health staff by helpinmtfeel understood and by validating
their distress and difficulties (Fallon, 2003). Tiabel also means researchers can
research a known construct. This increases thé¢ dévesearch and the amount of
evidence-based treatment available, which encoartiigeimplementation of specialist
services.
1.4.2.3 Current Staff Attitudes

As a result of an increase in effective treatménatesgies and more positive
legislation about BPD, it could be assumed thdt atatudes towards these service users
have also improved. However, research continuéadahat staff working within mental
health services view service users with BPD neghtiJames and Cowman (2007)
surveyed mental health staff attitudes and fourg there less favourable towards those
diagnosed with BPD than towards other diagnosedt &titudes remain negative despite
developments in effective strategies and treatntbistindicates there might be an
element of stigma associated with this label.

1.5 The Impact of Negative Staff Attitudes

Research suggests that it can be damaging for hiezdahh staff to hold
stigmatizing attitudes about service users with BfeRDause the service users are often
aware of them. Although some service users with Bédrt having good experiences of

mental health services (Fallon, 2003), many repaving experienced mental health staff
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as being unhelpful, hostile, unsympathetic andadlyaiejecting (Castillo, 2003; Nehls,
1999). Fallon (2003) also found that service usetis BPD were aware of the negative
attitudes of mental health staff, including stafhking they were undeserving of care. As
one of the diagnostic criteria for BPD relatesuffesers being more sensitive to rejection
(APA, 2000), negative attitudes from mental heatdff are highly likely to have a
negative impact on their experience with mentaltheservices. The cycle by Aviram et
al. (2006) (Figure 1) highlights how this happ€risey suggest that staff distance
themselves from BPD service users due to theireafien that BPD service users will
self-harm or refuse to engage in treatment. HoweageBPD service users are sensitive
to rejection, this often leads to self-harm andfasal to engage in treatment. This

confirms staff attitudes, leading them to withdramther.

BPD service Staff negative
user self injure attitudes about
or withdraws service users

with BPC
BPD service Staff
user feels emotionally
increased self distance
loathinc themselve:

Figure 1.The Aviram, Brodsky and Stanley (2006) model
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This model is supported by earlier research by §ibk$1990). He argued that
the cause of difficult behaviour related to BPD gloet lie with the service user, but is a
result of the interaction between mental healtligesionals and the service user. This
suggests that the behaviour and reactions ofctafhave an impact on BPD service
users’ behaviour. Sherin and Linehan (1992) algpatt this theory; they found that
non-judgemental attitudes in therapists were aasettiwith less suicidal behaviour in
BPD service users.

The Aviram et al. (2006) model also explains howntakhealth staff stigma
towards the BPD label has been maintained. For pkarservice users withPD have
historically been marginalised within secondarnecaental health services; community
mental health teams did not feel it was appropt@teeat them (NIMHE, 2003a).
Instead, they were often treated through accidetheanergency departments and given
inappropriate short-term admissions to psychidiospitals (NIMHE, 2003a). This
resulted in service users finding it increasingficllt to engage with mental health
services and becoming what is known as ‘revolviagrgatients,” which further
reinforced their bad reputation.

This negative attitude might also be preventingiserusers from being
diagnosed with BPD despite research suggestindilgmosis is important and can be
helpful. Research suggests BPD is currently unggndsed. Zimmerman and Mattia
(1999) found 0.4% of the patients in an inpatidimicin America were diagnosed with
BPD. Following this, they conducted the structuredrview for DSM IV (APA, 1994)
personality disorders with all service users aragjdosed 14.4% of patients. It could be

argued that the difference in the rate of diagn@sdsie to differences in research and
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clinical interviews, and that researchers have tongiagnose this disorder whereas
clinicians may be focusing on other issues. HowegBenderson (2008) argues that the
diagnosis is underused because staff are worrggdsérvice users will be discriminated
against if they receive a diagnosis of BPD.
1.6 Theoretical Models
1.6.1 Early Models of Stigma and Labelling

Staff attitudes remaining negative despite an emidédase of effective treatment
strategies suggests that stigma might be playnodeain maintaining the negative
attitudes of staff.

Early concepts of stigma, such as Goffman’s (1963Jgest that certain
individuals have attributes others considered degiscrediting and indicate the
stigmatised person is ‘tainted’. Link, Cullen, &ning, Shrout, and Dohrenwend’s
(1989) modified labelling approach explains thisetation to psychiatirc labels. They
argue that psychiatric labels elicit existing bisliebout mental illness that affect people’s
attitudes towards those who are given those laBelh these models explain how people
can form stigmatizing attitudes towards others bseaf particular attributes or labels.
However, neither attempts to explain how stigmalead people to behave in a
discriminatory manner. Given the negative impaaff stigma can have on BPD service
users, it is important to think about models thelphdentify what triggers staff stigma,
what form the stigma might take and the effect thight have on their behaviour.

1.6.2 Social Cognitive Model of Stigma
Social cognitive models help do this because thx@jai the relationship

between attitudes and behaviour. Corrigan’s (2808)al cognitive model specifically
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explains the process of stigmatization towards [geapo are mentally ill. The model in
Figure 2 explains how signals that indicate a persanentally ill can lead to stereotypes

and these stereotypes lead to discriminatory bebavi

Signals Stereotype: Discrimination From
Symptoms Authoritarianism Empowerment
Skill Deficits | —> Benevolence — Housing
Appearance Social Restriction Affiliation
Labels Dangerousness Treatment

Figure 2.The social cognitive model of stigma (CorriganQ@pD

This model, which highlights the relationship betwestigma signals stereotypes
and discrimination, was originally developed tattier understanding about the process
of stigmatization within communities. However,stnot only wider society that holds
stigmatizing attitudes towards people with mengadlth problems. Bjérkman, Angelman
and Jonsson, (2008) found mental health staff stigm® certain groups of service users.
The above model is useful for thinking about stigaithin mental health professionals
because it provides a framework that helps idetitié/signals and stereotypes that lead
staff to stigmatize particular groups of servicemssas well as the discriminatory
behaviour they might display. However, althoughdbeve model is useful for
highlighting the path between signals, stereotyresdiscrimination, it does not give a
clear explanation of why particular signals leagaaticular stereotypes and
discrimination.

1.6.3 Attribution Theory
A cognitive theory that further explains the redathip between stigmatizing

attitudes and discriminatory behaviour is attribattheory. Attribution theory was first
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described by Heider, (1958). He argued that pelogle an innate desire to understand
themselves and their surroundings. As such, thagteatly attempt to make sense of
themselves and the people they interact with byingakternal or external attributions
about their own and others’ behaviour. Making @enmal attribution means a person
believes the cause of a behaviour is within a pe(k example a result of temperament
of personality) whilst external attributions sugiggscumstances are the reason behind
another’s a behaviour. Since the 1950'’s there baa Imuch research and interest in
attribution theory. This has helped developed tieetty into a model that helps explain
the link between signals, stereotypes, affectiaetiens and behavioural responses.
Kelley (1973) was the first to develop Heider'sahefurther. Kelley suggested three
factors that cause people to make internal (tgp#reon) or external (to an object or
environment) attributions. These were distinctisn@he way a person behaves in
different situations), consistency (if a persone@p the same behaviour) and consensus
(if many people would behave the same way). Fangle, if a person considers
behaviour to have low distinctiveness and consehgtiligh consistency, their
attributions are more likely to be internal; if heonsider behaviour to have high
distinctiveness and low consistency and consetiseifiehaviour would be externally
attributed (Orvis, Cunningham & Kelley, 1975). Hoxge, there are several limitations
with this theory. Firstly, it often requires a pamgo have witnessed behaviour more than
once. Secondly, it does not include any infereatesit the intentionality of the
behaviour of another. This is a particular weakressause it is this intentionality that is
thought to create the link between the attributi@msotions and behaviour (Weiner,

1980).
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1.6.3.1 Weiner’'s Theory of Causal Attributions (98985, 1986)

Weiner's causal attribution theory does includetiahces of intentionality. The
theory outlines @ognitive emotional process that explains how peomdhke attributions
about the controllability (whether a person hasmmver the causes of their
behaviour), stability (whether there will be chamyer time) and locus of control
(whether the cause of the behaviour is internaixbernal). He went on to argue that
these attributions result in emotional reactionshsas anger and pity or feelings of

optimism, which affect the likelihood of helping punishing behaviours as shown in

Figure 3.

R Emotions

Controllability Y

(Attributions) Helping/punis
hing
Stabiity behaviours

A

Optimism

Figure 3. A path model between attributions, affect and behaal response (Willner &
Smith, 2008b) based on Weiner’s theory of causabations (1980, 1985, 1986)
Weiner's attribution theory (1980, 1985, 1986)Isoahelpful for thinking about
mental health stigma. Applied to mental ilinessjlaition theory suggests that when a
person attributes another’'s mental illness to mekfactors, they perceive a person’s
mental iliness to be caused and maintained by fathat are internal and controllable.

This means they think the person with the menitagsls has control over their illness and
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behaviour. These attributions subsequently leacktative emotions and behaviour
towards the person with the mental iliness. In @stf when people attribute another’s
mental iliness to external factors, their perceptthat the person does not have any
control over their mental illness and thereforencdrbe held responsible for the cause or
maintenance of it. This view leads to a more pesiind sympathetic view of the person
with the mental iliness. It can also be considdrelpful for examining mental health
staff stigma because they also make stigmatizimdpations about service users’
behaviour as a result of knowledge structures builprevious experience and peer
attitudes (Miller & Davenport, 1996). This is evid®d as it has been used in previous
research about mental health professionals’ vidwiseoservice users with whom they
work. For example, it has been widely used withim literature to investigate
professionals’ views of challenging behaviour digeld by service users with intellectual
disabilities (Willner & Smith, 2008a).

Finally, Weiner’s theory (1980, 1985, 1986) is mspecific than the social
cognitive model of discriminatory behaviour desedbn section 1.6.2 because it
suggests that attributions of controllability, sti#&pand internality are the underlying
causes of the path between signals, stereotypdsedravViour. As such it can be
considered a helpful model for thinking about takationship between stigma and
discriminatory behaviour (Corrigan et al., 2001a8btck, Day, Qazi, & Brewin, 1990).
Having a specific theoretical construct linking thegh between signals, stereotypes and
behaviour helps develop specific research ques#ibonat why certain stereotypes are
held about certain signals and subsequently whdtdze done to change them. This

could lead to more effective anti-stigma campaigns.
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However, some aspects of this model suggest ilisaf limited use when
looking at the process of stigmatization with méhgalth professionals. Firstly, it
focuses on signalling events as behaviours whextbas social cognitive models suggest
signalling events can be a range of factors, ssgdymptoms, behaviour, appearance and
labels. Secondly, a literature review of ten stadige Willner and Smith (2008a) that
looked at how well attribution theory explains asrs intention to help found
inconsistent results that only partially suppoieédiner's (1980, 1985, 1986) theory. One
possible explanation for this is that none of tgearch in this review explored beliefs
about personal responsibility and blame. Weinelr396) later work argued that
attributions of controllability led to judgementsgersonal responsibility that led to
blame. It could be argued that these conceptsayesimilar to controllability (Tennan,
Affleck & Gershman, 1986). However, Weiner (1998)wed the difference was
important because people could be in control af tehaviour and not held responsible
or blamed. An example of this is a person who psepokills another to defend
themselves or a loved one; they are consideredritra of their behaviour, but not held
personally responsible or blamed because they iwered to act in defence. Weiner goes
on to argue that in these cases it is the infeieoteasponsibility that lead to the
emotional reactions and subsequent behaviourshaaontrollability attributions.
However, a number of studies in Willner and Smi{l2808a) literature review found that
controllability attributions are enough to form atlp to feelings of anger or pity and
helping and punishing.

In addition to this, research into social stigmggrsts that controllability is not

the sole attribution people make about those witeatal illness (Corrigan et al., 2001).
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It has been found that people also make attribstidrdangerousness, which can lead to
the view that those with a mental iliness shoulédba&ded, coerced into treatment and
segregated (Link, Phelan, Bresnahan, Stueve & Bsebdo, 1999). Research has found
that mental health professionals also hold attigmstof dangerousness about certain
service users (Cohen & Struening, 1962). Furtheem®owers (2002) found that staff
with a less positive attitude towards service ugetis an unspecified personality disorder
favoured management strategies that involved coersiich as stricter rules and more
use of containment methods, such as seclusion. dlseyconsidered containment
measures appropriate ‘punishments’ for difficulbé&eiour. This suggests that staff
stigmatization of those with mental illness cano@texplained using only Weiner's
(1980, 1985, 1986) theory of causal attributions.

Furthermore, use of Weiner's (1980, 1985, 1986)hef causal attribution
could be considered less appropriate when explonagtal health staff stigmatization
because the discriminatory behaviour in this maklbhased on helping or punishing;
mental health staff are paid to help those with talghness so this will bias their
behaviour regarding this at work. The model by Amret al. (2006) suggests the impact
of negative staff attitudes is not specifically abnot helping the person, but about
withdrawing from them. This suggests that stafhdrawing behaviour should also be
investigated.

As a result of the above concerns, other attrilbutimdels that help explain
stigmatizing attitudes and discriminatory behavisluould be explored. One attributional

model that looks at withdrawal from people with r@rllness is the Corrigan,
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Markowitz, Watson, Rowan, and Kubiak (2003) attiiba model of public
discrimination towards persons with a mental ilkes
1.6.3.2 Attribution Model of Public Discriminatidowards a Person with a Mental
lliness (Corrigan et al., 2003)

The model, which is depicted in Figure 4, is a nmeeent attribution model that
attempts to explain public discrimination towarddsge with a mental illness.

Controllability.

Emotional Discriminatéry

Beliefs response helping behaviour

Dangerousn
Figure 4. Thepath model within the model of public discriminatiowards a person
with a mental illness (Corrigan et al., 2003)

As Figure 4 shows, the model suggests that attoibsiof controllability and
dangerousness explain the relationship betweematiging attitudes and discriminatory
and helping behaviour. The discriminatory behawsadoclude coercion and social
distance. Although there are certain charactesistichis model that are shared with
Weiner's (1980, 1985, 1986) earlier attributionahg such as the attributions of
controllability, and his later theory that includesliefs about personal responsibility
(Weiner, 1995), there are also important differesnéearstly, this model was developed to
explore people’s reactions to a mental illnessllak® such, much of the research that
has been conducted using this model has used nieatith labels as the signal for

attributions (Corrigan et al., 2001; Corrigan et 2003, Corrigan et al., 2004; Corrigan
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2005). Previous attribution theory mainly focusedothers behaviours as cues for
attributions. Secondly, this model also argues pleaple make attributions of
dangerousness based only on a person’s mentah liadadtls. This is important because it
suggests that dangerousness attributions are nedale lany dangerous behaviour has
been witnessed and that these attributions lebdhaviour such as avoidance and
segregation (Link et al., 1999). Finally, in adaiitito helping, this model specifically
names coercion, segregation and avoidance as loeinavhat result from the attributions
and emotions. Whilst it could be argued that theniphing behaviours’, named in earlier
attribution theory (Weiner, 1980, 1985, 1986, 19@6)ude these behaviours they did not
name them specifically.

Previous research suggests that this model hefgaiexhe process of stigma
towards those who are mentally ill within the geh@opulation (Corrigan et al., 2003).
It has also found that some mental health staféiciam service users labelled with a
personality disorder to be more dangerous thancgensers with other mental health
labels and that this causes them to be more cexeircitheir treatment of them (Bowers,
2002). This suggests that the Corrigan et al. (2@@8bution model of public
discrimination towards persons with a mental ilvesuld also be a useful framework to
use when exploring staff reactions towards thellabBPD. This particularly includes
the attributions they might hold about service ssath BPD and the discriminatory
behaviour that they may display towards them.

1.6.4 The Importance of using Labels as Signal®fecriminatory Behaviour

Weiner's (1980, 1985, 1986) attribution theory éimel Corrigan et al.(2003)

attribution model both share the same path asdsdribed in the Corrigan (2000) social
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cognitive model; they all begin with a signallingeat that leads to stereotypes or
attributions being held about a person or everitafiact behaviour. The attributions are
at the stereotyping stage of the social cognitieel®@h (Corrigan, 2000). However,
specific elements of them are different. For exanattribution theory ordinarily focuses
on signalling events that are a behaviour or ewenilst the social cognitive model
considers the class of signalling events to be mwider. If considering attribution
models in the context of the social cognitive motledn attributions can arise from
signals other than behaviour, such as labels. pexmental health labels would be
particularly relevant to mental health professisriacause diagnostic labels have
previously been found to increase mental healti atibutions of responsibility
towards service users and that these attributiothgence the decisions they make about
them (Grossman, 2004). Furthermore, mental heattfegsionals are often provided with
a service users’ mental health label within refantrmation which they receive before
they meet them. In line with a path model of atttibn theory, if mental health staff hold
negative attributions about a service user basdgtienlabel, this could lead them to
behave in a discriminatory manner before the servger has behaved in a difficult
manner.
1.7 Review of the Current Literature

The current evidence that explores staff reactionsrds service users with BPD

was reviewed. This was done by systematically $wagcthe literature for studies that

investigated staff attitudes, attributions and eha towards service users with BPD.
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1.7.1 Method
1.7.1.1 Search Protocol.

Review studies were sourced from four computealniges: PsycINFO (1887 to
present) Medline (1950 to present) through Firsir8e Embase (1980 to present)
through Ovid SP, and EBSCOH was used to search BINg#lus. The search terms and
Boolean connectors used were as follows:

Stigma OR attributions OR attitudes

AND

‘Personality disorder’ OR ‘Borderline personalitigarder’
AND

Staff OR Nurses

AND

Behaviour OR reactions

The databases were searched for summary termseBneh was limited to
abstracts, documents in English and those thatlusen participants. Reference lists
from obtained articles were hand-searched to ketnelevant studies not already
identified.

PsycINFO yielded 60 articles, Embase producedidl@rtvedline produced 7
articles and CINAHL plus produced 7 articles. Confg these searches and removing
duplicates resulted in 62 articles, 21 of whichewéirectly related to BPD. The reference
lists of these articles were searched manuallypsoduced 12 additional articles. This

gave a total of 33 articles.
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The 33 articles were examined for the followinguris@on criteria: The research

had to focus on clinical staff currently workingrmental health settings, and their views

on service users with BPD, or the label of BPDlfautlefined), and the articles had to

be from peer reviewed journals. The following esabn criteria were also used:

Research that investigated staff views about mpallations was excluded, for

example, research looking at BPD amongst othemndis&s of personality disorder.

Articles exploring BPD service user views of sttitudes were also excluded.

1.7.2 Results

After examination, 19 studies met the inclusioneria; these are included in this

review and are summarised in Table 1.

Table 1.Studies investigating staff attitudes, attributi@msl behaviour towards service

users with borderline personality disorder.

Reference Participants Objective Design Outcome

Cleary, 229mental Exploring attitudes Descriptive The majority of

Siegfried and health staff  towards and survey participants found it

Walter (2002) knowledge and difficult to deal

experience of BPD with service users

with BPD

Common- 65 medicine  Examining Quantitative Participants in th

Treloar (2009) and mental  cognitive cognitive

health staff behavioural and behavioural and

psychoanalytic
education
programmes on
staff attitudes
towards deliberate
self-harm in BPD
service users

psychoanalytic
education
programmes
showed
significantly
improved attitudes
when compared to
participants in the
control group.
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Common-
Treloar, and

Lewis (2008a)

Common-
Treloar, and

Lewis (2008b)

Deans ant
Meocevic,
(2006)

Forsyth
(2007)

Fraser ant
Gallop
(1993)

Gallop,
Lancee, and
Garfunkel
(1989)

Hazelton
(2006)

140mental
health and
emergency
medical
practitioners.

99 mental
health and
emergency
medical
practitioners.

65 registerec
community
and inpatient
Psychiatric
Nurses

26
psychiatric
nurses and
support
workers

17 nurse
leaders and
164 service
users

113
inpatient
Psychiatric
Nurses

94 menta
health staff

Investigating Quantitative
attitudes towards

self-harm in BPD

Investigating the Quantitative
impact of education

on staff attitudes

towards self-harm

in BPD

Measuring
participants’
attitudes towards
service users with
BPD

Descriptive
survey

Comparing
mental health
staff attributions
towards clients
with BPD or
MDD

Quantitative

Comparing nurses  Quantitative
responses towards

service users with

BPD and other

diagnoses

Investigating Quantitative
expressed empathy

towards the labels

BPD and

schizophrenia

Exploring the effec Quantitative
of training staffin ~ Qualitative
the use of

Dialectical

Behaviour Therapy

for BPD

Emergency stal
attitudes are more
negative than those
of mental health
staff.

Targeted educatio
improved all staff
attitudes.

The majority of
participants
reported negative
reactions and
attitudes towards
BPD service users.

Staff were more
helpful to MDD
patients than to
BPD patients.

Nurses respond in
less empathic
manner to BPD
service users than to
those with other
diagnoses.

Nurses offeret
less empathy and
more belittling
responses to
BPD patients.

The training
improved the
therapeutic
outlook.
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James an
Cowman,
(2007)

Krawitz,
(2004)

Markham
(2003)

Markham
and Trower
(2003)

Martin-
Mcintyre
and
Schwartz
(1998)

Miller and
Davenport
(1996)

O’Brien and
Flote,
(1997)

65 clinical
nurses

418 mental
health and
substance
abuse staff

71psychiatric

nurses and
health care
assistants

48 psychiatric

nurses

155
licensed
psycho-
therapists

32
psychiatric
nurses

6
psychiatric
nurses

Exploringnurses
knowledge,
experience and
attitudes towards
service users with
BPD

Assesing the
impact of a brief
training event on
attitudes towards
BPD service users

Investigaing the
effects of BPD on
staff attitudes

Examining how
BPD affects staff
perceptions and
causal attributions
about patient’s
behaviour

Examining
counter-
transference
reactions towards
clients with

major depression
and BPD

Examining the
effects of a self-
instructional
programme on
attitudes towards
BPD

Exploring
participants’
experiences of
caring for BPD
service users

Descriptive
survey

Quantitative

Quantitative

Quantitative

Quantitative

Quentitative

Qualitative

The najority of
participants
reported that BPD
service users were
more difficult to
care for than other
service users

The training cause
positive change in
participants’
attitudes

Staff were leas
optimistic about
BPD patients.

Patients with BPL
attracted more
negative responses
from staff.

Those with BPL
were seen as
more hostile and
dominant than
those with major
depression.

The programm:
significantly
improved
attitudes.

Nurses often fel
unsure and in
conflict about
service users’
behaviour.
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Rosenkrant:
and
Morrison
(1992a)

Rosenkrant:
and
Morrison
(1992hb)

Woolastor
and
Hixenbaugh
(2008)

158 member:
of the
American

Psychological

Association
(APA)
division of
psychology

155
members
of the APA
division of
psychology

6
psychiatric
nurses

Investigating
psychotherapists’
reactions to
patients with
BPD

Quantitative

Examining
influence of
therapist's
personality
characteristics on
their reactions to
BPD patients

Quantitative

Investigating
perceptions of
service users
diagnosed with
BPD

Qualitative

Therapists
responded more
positively to
BPD clients in
the rewarding
object relations
vignette

High boundary
therapists
evaluated
themselves more
positively and
devalued BPD
patients less.

Nurses haw
negative
experiences of
service users
with BPD as a
result of negative
interactions and
a lack of skills.

1.7.3 Review of the Research

Overall, the studies indicated that staff attitydegeriences and responses

towards service users with BPD were more negafigr they were towards other service

users, regardless of whether they were comparaddmtrol group without a diagnosis or

one diagnosed with depression or schizophreniacéhbses for this in the separate

studies will be discussed in detail below.

1.7.3.1 Staff Experience

O’Brien and Flote (1997) used a phenomenologieah&work to explore the

experiences of six nurses who were providing narsere to a service user with BPD
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displaying severe and life threatening behavioaram inpatient unit. The
phenomenological framework used in this researehsisength because it provides a
holistic understanding of the situation being dssad. This enabled the researchers to
develop ideas about how a lack of systemic suppastcontributing to the nurses’
experience of working with this individual as oppdso focusing solely on their
behaviour. Conflict was identified as an importdr®@me, with nurses reporting that they
had conflicting feelings towards the service uparticularly empathy and anger. They
also reported conflict between staff members;dhise mainly when some nurses were
treating the service user differently.

A further theme all nurses agreed on was feeligipfened. They reported feeling
frightened because situations with the service ageld quickly become out of control
and could become personally and professionally damgaThey considered this
particularly frightening because they felt that dnganisations they worked for held them
personally responsible for the safety of individual

This research focused on the detailed experienaesofall number of participants
and is about one individual service user with BRbwas acutely unwell and exhibiting
severe and life threatening behaviour. Exploringip@ants’ experiences in detail is a
strength of this research because it highlights @ibfrcult it can be to care for BPD
service users when they are actively engagedemats to end their life. However, a
drawback of this method is that the findings carb®generalized. Furthermore, it would
have been useful to explore nurses’ experiencpsaviding care to a service user

displaying severe and life threatening behavioure did not have a diagnosis of BPD;
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this would have helped clarify if the diagnosiB#D affected their experiences and
attitudes.

Woolaston and Hixenbaugh (2008) also conducte@eepof qualitative research
exploring six nurses’ perceptions and experientsgwice users diagnosed with BPD.
A thematic analysis was used to explore the dadadentify themes. A thematic analysis
was helpful because it allowed participants’ regasto influence the direction of the
analysis and the subsequent themes that emergsdné&hlns it can be considered a true
reflection of their experiences.

The core theme highlights how difficult it can loe hurses to work with BPD
service users and was named ‘the destructive wihdiwThis name reflects the nurses’
experience of BPD service users as a ‘powerfulgdeous and unstoppable force’ who
leave ‘a trail of destruction’ behind them. Otheeines that were identified also
demonstrated the difficulties nurses experiencenwharking with BPD service users.
These included BPD service users being threataoingrds themselves, others or
property if their demands were not met. Nurses sdsd they thought that service users
with BPD were often ‘manipulative’ and ‘dishonesatien interacting with them. This
resulted in nurses feeling as though they had toalécularly guarded and careful in
their interactions with BPD service users.

Care giving was also named as a theme. This thgghédhted nurses’ beliefs
that BPD service users were untreatable so wouldetdetter. This left them feeling
hopeless and de-skilled.

The research by Woolaston and Hixenbaugh (2008)ligitts how difficult it can

be for nurses to work with BPD service users ampetts the findings from O’Brien and
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Flote’s (1997) research. This is important becdbseesearch by Woolaston and
Hixenbaugh does not focus solely on BPD servicesusbo are displaying serious life
threatening behaviour. This suggests that it isomdyt the serious and life threatening
behaviour BPD service users display that causeesucsexperience difficulties working
with them; it is also other aspects of the servisers behaviour, such as thinking they are
being manipulative, the way they can idealize agwhahize staff, and the hopelessness
that nurses feel about these service users gétitigr. However, a drawback of this
research is that it cannot be generalized to @biings or staff groups due to the small
number of participants, all of whom were psycheatrurses.
1.7.3.2 Staff Responses

Gallop, Lancee, and Garfunkel (1989) ensured tiesiearch could be generalized
to a certain extent because they used a large muwhparticipants (N=113). They
compared how the labels ‘BPD’ and ‘schizophrenf@aed psychiatric nurses’
empathic responses to patients using a withingyaants experimental design. The staff-
patient interaction response scale (SPIRS) was l=detpby all participants. The scale
describes the demographics of four hypotheticalicemusers and several statements they
might make. Participants wrote hypothetical resperie these statements. For analyses,
the responses were split into four categories éme,solution focused, affective
involvement, and total empathy) developed usingss#im analyses of pilot study data.
The scale had high test-retest reliability andgaificant correlation with a questionnaire
measure of emotional empathy, suggesting goodioritealidity.

Results indicated higher levels of empathy tow#éndse labelled with

schizophrenia than towards those labelled as BRid &so showed warmer responses
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to service users labelled with schizophrenia wigilging more belittling or contradicting
responses towards those labelled as BPD. This stegythat the label ‘BPD’ leads to
negative responses from staff.

The research by Fraser and Gallop (1993) also stgpitos finding. This is
interesting because Gallop et al. (1989) focuselypothetical situations whereas the
research by Fraser and Gallop focused on measuwirsgs’ actual responses to service
users in a group situation. Participants were hédatients (group members) and 17
nurses (nurse leaders) who facilitated the groéfpparticipants took part in one or more
of the 20 nurse-led groups that the author obseiMeel nurse leaders selected the
patient sample and ensured that at least 20 of treeha diagnosis of BPD. One
drawback of this research was having the nurseelsagsponsible for ensuring 20 of the
group members had BPD because they may have sekamace users with BPD that
they liked, or who were known to manage well inugr®. The diagnoses being used as
comparisons were schizophrenia, affective disoader‘other diagnosis’. All diagnoses
were recorded from the in-patients’ clinical nofékis was also a potential drawback, as
the authors were not able to ensure that the dg&agodBPD was correct, and were
unable to account for dual diagnoses, which miglvehbiased the results.

The first author observed the groups to measurauhee leaders’ responses to
group members using Heineken’s (1992) confirmatimebnfirmation response rating
instrument. The author remained blind to the diagsaf participants to ensure they
were not biased when completing the rating scdless. suggests we can be confident

that the ratings were a true reflection of the alesders’ responses.
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The research concluded that staff responses wgnmdicantly more disconfirming
towards BPD service users than towards services Ualeelled as ‘other diagnosis’ and
those diagnosed with affective disorders. There weedifference in nurses’ responses
towards those labelled with BPD and those labedlgld schizophrenia. Positive feelings
towards the group members were also assessedthsi@plson hospital treatment rating
scale (Colson et al., 1985). The results suggektachurses experienced significantly
more positive feelings towards patients with diagg®of schizophrenia, affective
disorder and ‘other diagnosis’ than to those diagdowith BPD. They also revealed that
they experienced significantly more negative fegdito those group members diagnosed
with BPD.

The above research by Gallop et al. (1989) anceFeasd Gallop (1993),
highlights that both hypothetical and actual staffbal responses to service users with
BPD are more negative than those towards serviees wgth other diagnoses. However,
as both studies focused solely on the responsgsychiatric nursing staff, we can draw
conclusions only about psychiatric nurses’ resppteeards service users with BPD. It
would be helpful for future research to includeage of mental health professionals,
particularly as mental health teams are currenthitirdisciplinary in composition.
Furthermore, there is no exploration into what rhiggn causing the more negative
responses towards these service users, meanggat possible to think about what
could be done to make these responses more positive
1.7.3.3 Staff Attitudes

Negative attitudes could be considered to be onleeofactors that cause nurses to

respond more negatively towards service usersl&belith BPD. Cleary, Seigfried and
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Walter (2002) conducted a piece of descriptive synesearch about mental health staff
knowledge, experience and attitudes towards BPBicRents were a selection of
psychiatric nurses, psychiatrists, psychologistsias workers and occupational
therapists. Although this sample of 229 particisantluded a selection of mental health
professionals, 62% of the members of the sample vegistered psychiatric nurses so
the results remain biased towards this group.dhaaimnts were recruited from both
community mental health teams and acute inpatiandsv Results indicated that 85% of
staff reported having at least monthly contact witservice user with BPD. In terms of
their management, 80% of staff reported that dgaliith service users was difficult
whilst 84% said it was more difficult than dealwgh service users who had other
diagnoses. Two thirds of staff also reported thaytelieved the management of service
users with BPD was inadequate. This suggests ithaugh they found it difficult to care
for them they did not consider them to be undesgruf care.

James and Cowman (2007) also completed a piecesofigtive survey research
of psychiatric nurses’ attitudes and experienceaking with BPD service users in
Ireland. They used the questionnaire developedlesrZ et al. (2002). Participants were
65 qualified psychiatric nurses recruited from acand rehabilitation inpatient wards and
community mental health settings. Their resultsangmilar to the findings from Cleary
et al. They reported that 75% of participants reggbthat service users with BPD were
difficult to work with and 85% believed they werera difficult than service users with a
different diagnosis. Again, similar results werpaged for staff thinking BPD service
users were deserving of care with 79% agreeinghlagya role in the assessment and

87% agreeing they had a role in the managemermroice users with BPD. It is
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interesting that such similar results have beeninbtl for mental health professionals in
Australia and Ireland.

Deans and Meocevic (2006) also conducted a piedeswriptive survey
research; this focused specifically on registerggtpiatric nurses’ attitudes towards
service users with BPD. They recruited 65 registengrses from both community and
in-patient settings in Australia. The inclusionteria indicated participants had to be
registered psychiatric nurses who had been wonkitign their setting for a year to
ensure they had experience of working with thisugrof service users. Results indicated
that 89% of participants stated that they thougPbBervice users were ‘manipulative’.
Furthermore, 79% thought they were responsiblé¢hfeir own actions including breaking
the law and suicide (64%). However, when askeldaftthought it would be the service
users’ own fault if they committed suicide, only &4reed. This indicates that staff
attitudes might be different when asked about aipéehaviour (i.e., the specific act of
a person committing suicide) than a more general(ba., a more general question about
service users breaking the law and committing deicilt is also interesting that one
guestion asks about fault whereas the other ask# absponsibility. This highlights the
importance of thinking about the wording when ugjagstionnaires with staff because
different words can mean different things to difietrpeople. Furthermore, the authors
did not compare attitudes to another label sonbispossible to be confident that the
responses are about BPD service users who attemsptesand break the law or just
those two behaviours in all service users.

All the above research into staff attitudes towaelvice users with BPD was

descriptive survey data research. Although thastiest provide a useful account of
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mental health staff attitudes towards this groupestice users, there is no investigation
of the possible underlying reasons for these, drtbe attitudes differ towards other
service users. Future research should focus onnga@t comparing staff attitudes
towards BPD and other mental health labels andhdises. Furthermore, although one
study does include other mental health professtba#titudes, the research focuses
heavily on psychiatric nurses’ attitudes toward$Bfervice users. It will be important
for future research to focus on recruiting a widarge of mental health staff.
Commons-Treloar and Lewis (2008a) researched thedss of a range of
professionals towards deliberate self harm (DSH3RD service users. They used a
between participants design to compare emergendjcme and mental health
clinicians’ attitudes. They recruited 140 particimafrom two Australian health services
and one New Zealand health service; 50 participaate emergency medicine clinicians
and 90 participants were mental health cliniciftesticipants were asked to complete the
Attitudes towards Deliberate Self Harm Questiomm@DSHQ) in relation to BPD
patients they had previously worked with. It wasrfd that mental health staff had
significantly more positive attitudes towards DSHBPD than had emergency staff.
However, although it is clear that mental heal#ifsittitudes are more positive than
those of emergency medicine staff, it is not pdedib ascertain if the attitudes of
participants are negative, neutral or positive dasetheir scores. This is because the
scores on the ADSHQ have a wide range (33-132), mgher scores indicating more
positive attitudes, but no cut off values to indécdi these attitudes are negative, neutral

or positive.
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Itis also difficult to be certain that the respes®n the questionnaires were about
BPD service users who self harm as opposed tdnagti in general. Firstly, because
there is no way of knowing that the service usbmiawhom staff were thinking were
diagnosed with BPD and, secondly, because panitspaere not asked to think about a
service user who had self harmed and did not h&I2. B is also not possible to be
confident that the type of self harm emergency wiadiclinicians and mental health
staff witness is similar. It is likely that it walibe different because the nature of their
jobs is different. For example, emergency mediciirecians might be more likely than
mental health nurses to see people with severéaatt who have just carried out the act.
The severity of self harm that staff witness migtntribute to their responses on the
guestionnaire.

Again this research is valuable for providing ewick of what the attitudes of
mental health professionals are towards serviceswggh BPD, but does not provide any
information about what might cause these attitudes.
1.7.3.4 Factors that Influence Staff Attitudes

Some previous research has explored what infliesiedf attitudes in an attempt
to offer suggestions about improving staff attitsitiewvards this group of service users.
The research that has been conducted about fab&drsfluence staff attitudes towards
service users with BPD includes research abouttpact of countertransference
reactions, therapist characteristics, knowledgelteand training.

1.7.3.4.1 Psychoanalytic explanations of staff siefvservice users with BPD.

A factor that affects the way staff view servicensswith BPD is highlighted

within psychotherapeutic research into counterfearace. Mcintyre and Schwartz
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(1998) investigated licensed psychotherapists’ tatnansference reactions towards
clients with diagnoses of either BPD or major depi@n (MD). Tapes of diagnostic
sessions, instead of written vignettes, were usedanipulate the independent variable.
Using tapes might increase the external validsytages can be used routinely in
supervision as aids to exploring therapists’ reastiand attitudes towards service users.
A further strength of this study is the large sasrgize (N=155).

Results indicated that therapists considered sengers with BPD as more
hostile and dominant whereas service users withvi¢e considered submissive and
friendly. Therapists also thought counselling thagt@ MD was more beneficial and
would lead to more positive outcomes than coumsglinose with BPD. This suggests
that the countertransference feelings that thetapigerience towards service users with
BPD may have an impact on their views towards thaththeir optimism about the
outcome of therapy.

Rosenkrantz and Morrison (1992a) investigated pstyerapists’ perceptions of
themselves and service users with BPD using anvplrticipants design. Two vignettes
representing BPD clients presenting in a rewardingct relations unit (patient believes
the therapist will be supportive and approving bablaves accordingly) or a withdrawing
object relations unit (patient believes the thesapill be critical and hostile and behaves
accordingly) were provided to 158 licensed psycerists. The vignettes included
higher functioning (having intense and unstableti@hships) and lower functioning
(having socially withdrawn relationships) BPD clienin the rewarding condition, the
therapist evaluated higher functioning clients nyoeitively than they did lower

functioning clients, with no difference in the wditawing condition.
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Importantly, an order effect was found. When thedofunctioning BPD patient
was presented in the withdrawing condition firsgrapists did not rate them as positively
as in the rewarding condition. When the rewardiogdition was presented first,
therapists valued themselves as more positive ¢imut both conditions. This suggests
that if a therapist’s interaction with a borderlipatient is firstly positive, it could help
attitudes and views of staff.

Further research by Rosenkrantz and Morrison (1p@2iked at
psychotherapists’ tendency to have depressive xues, their personal boundary
preferences and their attitudes to clients with BP&rticipants were 155 licensed
psychotherapists. It was a between participantgdedgth participants reading a vignette
representing one of two therapy sessions with a BlRIDt who was either in rewarding
or withdrawing object relations units. Results eaded that more boundaried therapists
evaluated themselves more positively regardlessidition, and showed less of a
tendency to devalue themselves and the patientleutar functioning BPD.
Furthermore, therapists who scored higher for drtatiepression and fusion tendencies
evaluated themselves as less positive than otkeapiists and evaluated the patient less
positively regardless of condition.

The above research suggests that psychothergmesssinality characteristics and
perceptions of themselves can affect their peroaptof and attitudes towards service
users with BPD. This is important research andaltaleito psychotherapists and their
supervisors when working with service users wittbBRowever, within modern mental
health services there is less focus on staff cotratesference, so whereas this could be

used in individual supervision, it might not beseful way to frame reactions to BPD
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service users for the majority of mental healtlff skurthermore, as the research was
conducted using only qualified psychotherapistsainot be assumed that the results
would be true of other mental health professioriHiss is a particular weakness when
thinking about staff within the National Health @ee, as psychotherapists do not
regularly work in inpatient or community mental lieaettings in England.

1.7.3.4.2 Staff knowledge levels and training.

Staff knowledge levels about BPD have also beerfoities of previous research
investigating what is associated with staff att@sitowards service users with BPD.
Cleary et al. (2002) completed a piece of deswgsurvey research that explored staff
knowledge levels about BPD. Participants were 288idasciplinary mental health staff,
who were asked to complete 10 questions relatig@D. Results indicated that staff
knowledge levels were good about certain aspedtseodisorder; for example, 77% of
the participants correctly identified that imputsivehaviour was part of the DSM IV
(APA, 1994) diagnostic criteria for BPD. Howevédrete were also some aspects of the
diagnosis with which staff were not familiar; fotaanple, over half the participants
incorrectly reported that a grandiose sense ofisgdbrtance was part of the diagnosis of
BPD. This research is a helpful exploration intontaéhealth staff knowledge levels
about BPD. However, 62% of the participants wenses, making it difficult to be
confident these results can be generalised to atleatal health professionals.

James and Cowman (2007) also conducted descriiivey research about staff
training and knowledge levels about BPD using @fistered psychiatric nurses. They
reported that only 3% of nurses had received spdcdining about BPD. They also

found knowledge levels to be lower than expectéeyTasked participants 10 questions
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to assess their knowledge about the DSM IV (APAR4)Sriteria for BPD, the treatment
for BPD and general knowledge about BPD. Partidgpgot a mean of 5.8 questions
correct (SD=1.8; range 2-9). This suggests thatasiknowledge levels about BPD vary
widely depending on the individual and could beriayed.

Both of the above studies are useful because tigéyidght that mental health staff
knowledge levels about BPD could be improved. Thgarticularly important in light of
previous research, which suggests low levels ohtedge about particular groups of
people may lead to negative attitudes towards t(Woiff, Pathare, Craig & Leff, 1996).
Furthermore, neither of the above studies attemipteatplore the relationship between
knowledge levels and mental health staff attitumlelsehaviour towards service users
with BPD. This means no conclusions about the imfieese knowledge levels have on
clinical practice can be made with any confidence.

Research has been conducted that aims to expbimgact mental health staff
knowledge levels have on their attitudes towaragce users with BPD. Miller and
Davenport (1996) investigated the effects of insie@ staff knowledge on staff attitudes
towards patients with BPD using an adapted vemsidhe Reeces questionnaire about
BPD (unpublished study, 1988). The experimentalimdation was self administered
educational material about BPD. It was a betweengg experimental design using
psychiatric nurses with the independent variabledthe access to the educational
material. There were 19 participants in the expental group, who had access to the
self-taught educational material about BPD, anthiBe control group, who received no

information about BPD.
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Results indicated that knowledge and attitudesifssgmtly improved post
education in the experimental group, whilst no digant difference was found in the
control group across the two time points. This &g that increasing staff knowledge
has a positive impact on staff attitudes towards¢hwith BPD. However, a heavy
emphasis was placed on the importance of stafbresgs in the effective treatment of
BPD in the educational material. This increasesitiethat staff responded in a socially
desirable manner post education and that this vikat @aused the significant difference.

Despite this, the presence of a positive corrafdtietween knowledge and
attitudes pre and post teaching suggests thaefuréisearch should be conducted into
staff knowledge of, and attitudes towards, serumers with BPD.

Further to their study on the attitudes of profesals to BPD service users who
self harm, Commons-Treloar and Lewis (2008b) cotetlia study that investigated the
impact of targeted staff training about BPD servisers who deliberately self harm
(DSH) on emergency medicine and mental healthatins. Type of employment was
the between groups element with 33 participantseremergency medicine clinician
group and 66 in the mental health clinician groLipe outcome measure was the
ADSHQ), which participants completed whilst thinkialgout service users with BPD.

The training provided factual information about thagnoses, prevalence rates
and aetiological factors of BPD. It provided infaton about the rates of DSH and
suicide within BPD service users and helped attesd@ink about staff attitudes and
therapeutic responses to BPD service users. Timeflection on and discussion of

these issues was provided, and case material wasto$acilitate this.
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When using the total score on the ADSHQ, statillyicggnificant improvements,
with a small to medium effect size (d=.43), werarfd in attitudes to DSH in BPD that
were equivalent across emergency medicine and irfezdéh clinicians. Analyses of the
subscales on the ADSHQ indicated that the greatggbvements were in staff
confidence about effectively managing the assessarghreferral of BPD service users
who have self-harmed Importantly, the scores orfab®r that assesses staff having an
empathic approach indicated that there was onlyné&nmal increase in staff feeling
empathy towards service users with BPD who selfrhafurthermore, comparing gender
groups revealed that only females significantlyiayed their attitudes after training.
This is interesting because the case studies dvidthe training were all about female
service users.

Currently, it is not possible to rule out the pbdgy that the training merely
changed attitudes towards DSH. In future resedrehll be important to include a
measure of participants’ attitudes to BPD. This ladwelp identify if the training
targeted attitudes to both the label of BPD and @%fdist to DSH.

Commons-Treloar (2009) has also investigatedeiftype of training is more
likely to improve staff attitudes towards deliberaelf harm in BPD service users. The
two types of training were cognitive behaviouradl gasychoanalytic, and there was a
control group with no education programme. Partiotig were 65 emergency medicine
and mental health clinicians from two Australiar ame New Zealand health authority.
The participants were randomly assigned to ona@two training groups or the control

group. The psychoanalytic education group had 28cgzants, the cognitive behavioural
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education group had 18 participants and the cogtmip, which received no education,
had 22 participants.

There were significant improvements in the attiside scored on the ADSHQ
immediately after the cognitive behavioural andgb®analytic education programmes.
At the 6-month follow up, only the participants wihad been in the psychoanalytic
education programme continued to display a sigarfily more positive attitude. The
control group had no significant differences initlagtitudes across the two time points.
This suggests that training can improve staffiadts for a period of at least 6 months.
However, as with the other research that Commor®dr has conducted, it is difficult
to draw conclusions about staff attitudes towarB®Bervice users because the research
and training focuses specifically on DSH in BPDvesr users. Furthermore, whilst the
difference is statistically significant, it is npdssible to be confident that it is clinically
important; the psychoanalytic group mean scoreherADSHQ before training was 92.3
compared to 94.5 at the 6-month follow up. Thia difference of only 2.2. As the scores
on the ADSHQ range between 33 and 132, a differeh2e2 might not translate to a
noticeable difference in staff attitudes in a dalisetting.

Krawitz (2004) conducted research that lookedtdtides towards service users
labelled with BPD rather than the specific behassdhey display. The research assessed
the impact of a two day training workshop on mehtlth staff attitudes. The workshop
informed clinicians about the aetiology, diagnasisl prognosis of treatment of BPD.
They looked specifically at whether this trainingpiroved clinicians’ optimism,
enthusiasm, confidence and willingness regardinding with service users with BPD,

as well as their theoretical knowledge and clingtalls. Clinicians self reported this on a
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guestionnaire developed for this research. It waglan participants repeated measures
design. All 418 participants completed the questare at three points in time: before
attending the workshop, immediately following thershop and at a 6-month follow up
period. One-way repeated measures analyses oheariavealed that all six factors
being assessed significantly improved after trgrand remained significantly improved
at the 6-month follow up. It is clear that partiiys reported not only an improvement in
their attitudes, but also in their knowledge andicél skills. This suggests that staff
training can improve staff attitudes and increas@ tkknowledge and skills. However,
staff knowledge and clinical skills were assessdyg by self-report ratings. It would
have been helpful for the researchers to includassassment of their knowledge and
skills to ensure they could be confident that taentng had improved these aspects of
treatment. Furthermore, the research does not exglomproved knowledge levels led
to improved staff behaviour towards service usetis BPD. This limits how useful these
results can be in informing future clinical praetic

Hazelton (2006) also assessed the impact of alawdraining workshop on the
attitudes, knowledge and experience of mental Inedtff towards BPD. Participants
were 94 multidisciplinary staff working in commuyiinental health teams, drug and
alcohol services and accident and emergency depatrsn

The two day training workshop focused on trainimg participants to use the
principles and practice of dialectical behaviowardpy with BPD service users as
opposed to training about the aetiology and treatragthe disorder. The analysis was
both quantitative and qualitative, allowing forfrimformation about the change in

attitudes and a detailed exploration of the meanstgff associate with BPD. Results
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from the quantitative analyses indicated that taffwledge about the detection and
treatment of BPD had improved. Staff continuedchiok that BPD service users were
more difficult to manage than were other servicersisbut this perhaps reflects the
reality of the situation. However, the discourselgses results from the qualitative
groups suggested that there had been a shift teveanmtbre positive view of service users
with BPD. For example, the discourse changed friafi giewing service users with
BPD as impossibly difficult to work with to no loagconsidering them treatment
resistant, and more staff being confident in enggwhiem. It is particularly positive that
whilst the staff maintained a realistic view th&B service users are challenging to work
with, they also developed a more positive attittcdeards them.
1.7.3.5 The Relationship between Staff AttitudesResponses

Although it is positive that there has been redetirat looks at what affects
negative staff attitudes and how these might beonga, this research does not provide
evidence to indicate if there is an associatiombeh negative staff attitudes and
negative behaviour. Nor does it indicate otherdescthat might influence staff behaviour
towards service users with BPD. This is importantght of the Aviram et al. (2006)
model, which suggests BPD service users are sensgitinegative staff reactions.
Previous research that has investigated the praéasigma and negative behaviour from
staff towards service users with BPD has focusethemelationship between attributions
and behaviour.

1.7.3.5.1 Weiner's theory of causal attribution8§@, 1985, 1986).
Markham and Trower (2003) used Weiner's (1980, 19886) causal attribution

theory to investigate the effects of the labelBBD, depression and schizophrenia on
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registered mental health nursing staff perceptadrservice users with BPD. A within
participants design was employed, meaning all 48gy@ants completed the three
guestionnaires about each diagnostic label.

The results from Markham and Trower (2003) indidateat staff did not make
more internal attributions towards service usdrgllad with BPD. However, the results
did suggest that staff rated the causes of chaligrigehaviour as more stable and service
users were considered more in control of their bieha and the causes of it when
labelled with BPD as opposed to being labelled wipression and schizophrenia.
Furthermore, staff reported less sympathy and agtmtowards BPD patients.

Correlations were also conducted to investigatedtagionship between staff
attributions of controllability and their emotiorralaction of sympathy. Significant
negative correlations were found between contrditgland sympathy within all three
label conditions. Whilst judgements cannot be naduteut the direction of this
relationship, it does suggest that staff who hagghér attributions of controllability feel
less sympathy towards service users with BPD, dspre and schizophrenia. A
correlation was also conducted to explore theicglahip between previous negative
experiences of staff, and the attributions thegh&here were no correlations between
previous negative experience and attributions, ssiygg that previous experience is not
related to staff attributions. It would be helpfor future research to investigate other
factors that might be related to staff attributiohisis would enable strategies to be
developed to help staff form more positive attnbos towards service users with BPD.

The above results suggest that staff make moibwitins of controllability and

have fewer feelings of sympathy towards servicesuggth BPD than they do towards
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those with depression and schizophrenia The atinibof controllability was also found
to be significantly negatively associated with ssgimpathy suggesting there was a
relationship between them. This indicates that \&esn(1980, 1985, 1986) causal
attribution theory can be a useful framework wherestigating how staff view service
users with BPD. However, although Markham and Tro{®803) investigated the
attributions and emotions in Weiner's theory, tldéy not investigate the behaviours. As
a result, although it can be suggested that th#r#eudions and emotional reactions will
lead staff to be less likely to help service usdth BPD based on Weiner’s theory, this
cannot be stated with confidence. This is a drawlo&this research because, although it
is important to know about staff attributions amdogions, their behaviour is particularly
important because this is what service users wiite. It would be interesting for future
research to investigate the behaviour of staff @k as their attributions and emotions.

In addition, it is important to highlight that nalt attributions in Weiner’s theory
have been shown to be important. There was nordife in the internal attributions
staff made about the service users with BPD, dee®r schizophrenia. However, it is
not possible to be confident that a lack of anyicant difference between staff
attributions of internality was not because oftiethod used in the study. Participants in
this research completed the attribution questioerizased on general diagnostic labels
rather than on a specific character in a vign&ttevious research suggests that
measuring participants’ attributions about gendragjnostic labels does not measure
attributions as sensitively as does asking thenutadaharacter in a vignette (Corrigan et

al. 1999).
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Forsyth (2007) protected against the above diffjcwhen he used vignettes to
explore the intended behaviours and emotional i@acbf registered mental health
nurses and support workers towards a service lagei]ed with either BPD or major
depressive disorder (MDD), who had not completéteaapy task. He used four
vignettes that depicted that the reason for thisabi@ur was either, controllable and
unstable, controllable and stable, uncontrollabié stable or uncontrollable and
unstable. This was a repeated measures desige fauthvignettes were read by each
participant twice, that is, once in relation to #svice user with MDD group and once in
relation to the service user with BPD. After read@ach of the vignettes, staff rated their
emotional reactions of empathy and anger and kiediHbod that they would be willing
to help the service user in the vignette. Althoumgmettes have less external validity
(Lucas, Collins, & Langdon, 2008), their strengtig;h as being easily manipulated and
being able to control for confounding variables gHes & Hubey, 2001) often outweigh
the concern about their lack of external validigr example, the internal validity
vignettes provide can be seen as a particulargitrtemhen comparing this design to the
descriptive survey research above. In the sunesgarch staff were asked about their
experiences and attitudes towards clients theynmakled with, which made them
externally valid. However, there was little intelmalidity because researchers were
unable to control for confounding variables, suslsaverity of behaviour or sex of the
service user. This makes it difficult to be confitithat the results are specifically about
BPD as opposed to other variables that were ndtaited.

Results indicated that staff report feeling morgeartowards service users whom

appear to be in control of the reasons for not detimg a therapy task in both the MDD
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and BPD condition. This supports Weiner’s theorgadsal attribution (1980, 1985,
1986). A significant difference was also reportedtaff helping behaviour, with staff
significantly less likely to display helping behawut towards those labelled with BPD
than towards those labelled with MDD. However, this regardless of whether the
service user was depicted as being in controlaif thehaviour or not. This suggests that
it was not attributions of controllability that veeassociated with staff helping behaviour
towards this group of service users. In additioaff €lid not report feeling more
sympathy to the service user with BPD, who wasategdias having no control over not
completing the therapy task. This suggests thiabalfh Weiner’s theory can help explain
what makes it less likely for staff to offer helgibehaviour towards some groups of
service users, it does not explain staff helpingaveour towards service users with BPD
so well.

However, this cannot be stated with confidence bse#his study was
underpowered. Forsyth (2007) reported that 68 @pemts were required to meet power
of .8, medium effect size (f=.025) and an alph&l®f .05; however, only 28 participants
were recruited. The authors reported that theyaedthe impact of this by increasing the
power by using measures of anger, helping and dmpdth five items, as opposed to
the one-item scales that were used in previousrels¢Markham and Trower, 2005).
Hallahan and Rosenthal (1996) reported that whargcgants are difficult to recruit,
power can be increased by making the measure rabbable. Although it is possible that
increasing the number of items might make the nreaswore reliable, Forsyth does not
report the internal consistency for the scalessmrésearch, so it is not possible to make a

judgement about how reliable the scales are. litiaddhe was 40 participants short of
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the number he needed to meet the power of .8 witle@ium effect size and alpha level
of .05. As a result, it is possible that the latk gignificant relationship between
controllability and helping behaviour was a resilinadequate power.

The findings from the above research indicate finéfter investigation into staff
attributions towards BPD service users is requiféus is because results from both
pieces of research indicate that the attributiom@semotions in Weiner’'s causal
attribution theory (1980, 1985, 1986) cannot fdiplain staff reactions towards service
users with BPD. In addition, methodological diffitess in both studies mean it is
difficult to be confident that their results ar&r@e representation of staff attributions,
emotional reactions and intended behaviours. Furtbee, both pieces of research only
included registered mental health nurses or suppanters on mental health in-patient
units. This means it is not possible to be confideat other mental health staff in the
community would share these views. More researplarigcularly needed with a wider
range of mental health professionals and settings.

1.7.3.5.2 Dangerousness and social distancing.

Markham (2003) based his research on the Corrigah 003) model of public
discrimination and compared staff attributions ahderousness and their intended social
distancing towards service users labelled with BéREpression and schizophrenia. A
within and between participant design was usedidfzants were 50 registered mental
health nurses (RMNSs) and 21 health care assigtd@tas). Participants’ job role was the
between groups variable, which is advantageoususeaaallows an investigation of

different staff groups’ opinions.
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Vignettes were not used in this research. Instetadf, were asked to base their
answers on the diagnostic labels of BPD, schizaparand depression. Although this
increases the external validity of the resultdps not control for confounding variables
because participants will base their answers on Bétdice users with whom they have
worked previously, who will have displayed a ramgéifferent symptoms and levels of
severity. For example, if participants base thesveer about BPD on previous
experience of working with a service user who digptl high levels of risky behaviour
and aggression towards staff, their attributiondafgerousness are likely to be higher
than those of the participant who is thinking cfeavice user who displayed no risky
behaviour.

Results indicated that all staff were less optimiabout service users with BPD
and had more negative experiences of working vagmt than working with service users
labelled with schizophrenia and depression. Realdts indicated that all staff made
significantly higher ratings of dangerousness amudas distancing towards the label of
BPD when comparing it to depression. However, avbeh groups difference emerged
when comparing BPD and schizophrenia. RMNs vievesdise users with BPD as more
dangerous and expressed more social distancingdewitzem than towards those with
schizophrenia, whilst HCAs made no such distingidmportantly, no significant
difference in the level of social distancing anagrousness was found between groups
in relation to BPD clients. However, RMNs scoreghsiicantly lower on social rejection
towards service users labelled with schizophrdrmaa did HCAs. It could be
hypothesised that RMNs have more training abouzephrenia than have HCAs and

more training about schizophrenia than about BRDBgsesting it is knowledge that
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affects attitudes towards BPD clients. Howevethascauses of the difference were not
investigated, conclusions about this cannot be made

Social distancing and dangerousness were correlathih the RMN group. This
suggests that future research should investigateattributions of dangerousness and
subsequent social distancing towards service wgdiBPD. As this research used only
registered mental health nurses and healthcargtasts on an in-patient unit, it will also
be important to research community mental headfi attributions of dangerousness and
reactions of social rejection. In addition, the @yan et al. (2003) model of public
discrimination suggests that fear is associateld atiributions of dangerousness and
intended behaviour of social rejection. It is avdvack of this research that participants’
fear was not measured.

1.7.4 Conclusion

The review of the literature suggests that memgalth professionals hold
negative attitudes towards service users with BEBdry, Seigfried & Walter, 2002;
Deans & Meocevic, 2006; James & Cowman, 2007)f &aponses towards service
users with BPD have also been found to be moretiveghan those towards service
users with other mental health diagnoses (Gall@b.£1989; Fraser & Gallop, 1993).
Previous research has also explored the factoratb@associated with staff attitudes
towards BPD service users; these include knowléslges about BPD (Commons-
Treloar & Lewis., 2008 a,b; Cleary et al., 2002zElkon, 2006; James & Cowman, 2007;
Krawitz, 2004; Miller & Davenport, 1996) and coarttansference reactions (Mclntyre
& Schwartz, 1998; Rozenkrantz & Morrison, 1992a0219). This is positive because it

helps to develop strategies to begin to improveatieg staff attitudes. However, there
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has not been any research that investigates hoatinegtaff attitudes are related to their
responses. This makes it difficult to draw conduasion what effect these attitudes are
having on the way staff respond to BPD servicesiser

A number of studies (Forsyth, 2007; Markham & Trov&903) have attempted
to bridge this gap in the literature by using Wien€1980, 1985 & 1986) attribution
theory to help explore fully staff reactions towasgrvice users with BPD as opposed to
exploring one aspect, such as attitudes. This medwdlpful because it provides a
framework that suggests attributions and emotidiestestaff intended behaviour.
However, whilst this was an important step forwarterms of understanding staff
reactions towards service users with BPD, the rekd@as a number of drawbacks that
make it difficult to be confident that this is thest suitable theory to use to help explore
staff reactions.

Firstly, the questions the research asks do nagrcali’aspects of the model. An
example of this is that Markham and Trower (2008stigated the attributions and
emotional reactions of staff, but did not specificeneasure their intended behaviour.
Whilst Wiener’s attribution theory suggests inceghattributions of controllability
indicate that staff would be less likely to offexl towards service users with BPD, it is
not possible to be confident that this is the dem® this research. The research that did
investigate staff intended helping behaviour towagervice users with BPD (Forsyth,
2007) found that, although staff were less likelyelp service users with BPD, this was
regardless of their attributions of controllabilifyhis research was underpowered,
suggesting the lack of significant association leefwcontrollability and helping

behaviour could have been due to this. Howeveéss raise the possibility that other
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factors might be associated with helping behavibuaddition, Weiner’s theory of
causal attribution (1980, 1985, 1986) is limiteddaploring staff reactions to service
users with BPD. This is because it is helpful dolyexplaining staff helping responses
towards service users with BPD, and intending feradr withhold help is not the only
intended behaviour that mental health staff dispdayards service users with BPD.
Previous research (Bowers, 2002; Markham, 2003jdwagl that staff also indicate
intentions to coerce and socially distance theneseinom service users with a
personality disorder and BPD.

The research by Markham (2003) uses a differenbation model. He used the
Corrigan et al. (2003) model of public discrimiatito investigate staff responses
towards service users with BPD. He found it mightde appropriate for helping
understand staff stigma towards service users Bi#B. He found staff made
significantly more attributions of dangerousness iatended behaviours of social
distancing to service users with BPD than to theile depression. This suggests that this
model might also help explain staff responses taicse users with BPD.

It appears that both attributions of controllalgikind dangerousness are related to
helping and social distancing behaviour in somdisti However, this is dependent on
the staff group and measurement used. In addhioth, Weiner's theory (1980, 1985,
1986) and the Corrigan et al. model (2003) sugipastemotions appear to be associated
with staff intended behaviour. Thus, further resbkahould be conducted that explores
staff attributions, emotional reactions and intehdehaviour towards service users with
BPD. Exploring this is important because BPD sevisers are sensitive to staff

responses (Aviram et al., 2006) and having an asgé understanding of staff reactions
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to service users with BPD will help to begin to dieyp strategies that will help make
them more positive.
1.8 Rationale for the Current Research

Previous research indicates that mental healthattéafides are more negative
towards service users with BPD than towards othaugs of service users. However,
there has been less research into staff attribaitmwards this group of service users.
Attributions are a helpful concept to explore beseaboth Weiner's theory of causal
attributions (1980, 1895, 1986) and the Corrigaal.2003) attribution model of public
discrimination provide an explanation of how atiitibns are associated with
discriminatory behaviour. The attributions of catiability and dangerousness are
particularly interesting because the Corrigan etnaldel of public discrimination
suggests they are associated with intended behrawdincreased social distancing and
coercive behaviours and with decreased helpingwetns. Thus, this research will
focus on staff attributions of controllability addngerousness towards service users with
BPD.

In addition, rather than rely on the previous emimke which suggests attributions
lead to staff behaving in particular ways, thisesh will also investigate the intended
behaviours of helping, coercion and social distagéowards service users with BPD and
depression. This is particularly important becaunseh of the previous research has
either not investigated intended behaviour (Markfzaxa Trower, 2003) or has not
reached adequate power to allow meaningful coramhssio be drawn (Forsyth, 2007). It
is also important to investigate intended behavilrgause BPD service users are

particularly sensitive to rejection and to beirgpted harshly. Previous research has
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found that the rejecting behaviour of staff haggative impact on the engagement of
BPD service users (Aviram et al., 2006).

Both the Weiner (1980, 1985 & 1986) theory of chasiaibutions and the
Corrigan et al. (2003) attribution model indicdtattattributions are associated with
emotions and intended behaviours. However, previessarch has not fully explored the
association between attributions and intended hehessand emotions and intended
behaviours. As a result, this research will in\gzgt the association between staff
attributions of controllability and dangerousnesd their intended behaviours of helping
coercion and social distancing, as well as thecason between staff emotions of fear,
anger and pity and their intended behaviours gdihg| coercion and social distancing.

In addition, it is important for the current resgrato explore a range of
multidisciplinary staff attributions and intendeehaviours towards service users with
BPD because much of the previous research focuspsyehiatric nurses and support
workers. Exploring a range of multidisciplinaryfé&@tributions is currently particularly
important because modern day community mentalthéadims are expected to have a
role in the treatment of service users with BPDQHE|J 2009).

Furthermore, it is important to continually expldéine processes that underlie staff
stigma towards BPD service users because stigamfiugl concept that can change with
new experiences and knowledge (Arboleda-Florez8p0this suggests that the
attributions of mental health staff might have apethrecently as a result of guidance
such as ‘Personality Disorder: No longer a diaga@gexclusion’ (NIMHE, 2003b) and
the NICE guidelines for BPD (2009). If new reseangTe to find that mental health staff

no longer stigmatize people with this label, thegghiatrists and mental health
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professionals might begin to feel more confiderdwlusing the diagnosis of BPD.
Alternatively, if staff attributions and intendedhaviours towards this group of service
users remain negative, then it is important tokfabout what might help improve them.
As a result, this research also explores possitdeionships between staff knowledge
levels about BPD and their attributions of conability and dangerousness, and intended
helping, coercion, and social distancing behavidkimwledge was chosen because
previous research has found that knowledge impretafdl attitudes. It was decided it
would be interesting to explore whether it is adssociated with staff attributions and
intended behaviour.

Therefore, this research uses vignettes to inastiyhether secondary care
mental health staff attributions and intended behawdiffer towards clients labelled
with BPD and depression. In addition to this, goaéxplores the association between
staff knowledge levels about BPD and their attitmg of controllability and
dangerousness and the associations between tloswtddge levels and intended
behaviours.

1.9 Research Hypotheses
1. Staff will make more attributions of dangerousresd controllability towards
service users labelled as depressed and BPD thaae tabelled with depression
alone.
2. Staff will be less willing to help and more likely coerce and socially distance
service users labelled as depressed and BPD thaae tabelled with depression

alone.
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3. Staff attributions and emotional reactions willdssociated with their intended
behaviour.

4. Higher staff knowledge levels about BPD will beasated with lower staff
attributions of dangerousness and controllabibtydrds service users labelled
with BPD.

5. Higher staff knowledge levels about BPD will beasated with lower staff
intended social distancing and coercive behaviadrtagher staff intended

helping behaviour towards service users labelled &PD.
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CHAPTER TWO: METHOD
2.1 Overview
This section outlines the methods that were us@uviestigate the research
hypotheses outlined in Chapter One. Firstly, thegieof the study is outlined. Next, the
characteristics of the participants and the mettusésl to recruit them are described.
Following this the measures and their psychometaperties are discussed and the
relevant ethical issues for this study are consuiefinally, the procedure of the research
is outlined before the statistical methods areoohiced.
2.2 Design
To investigate hypotheses 1 and 2, an independenpg design was employed.
Two groups read a vignette in the form of a refdraam a general practitioner (GP).
Each vignette contained identical information alefgmale service user who had self
harmed before seeking help from her GP. The offtgrénce between the vignettes was
the previous diagnoses of the service user; invagreette, the service user had a
diagnosis of BPD and depression (Appendix A) anithéother vignette, the service user
had a diagnosis of depression alone (Appendix Bg.diagnosis of depression was
chosen as the control variable because there ginecbimorbidity rates between BPD
and depression (Zanarini et al., 1998). Prior &otistg data collection, the BPD and
depression and depression alone vignettes wereeokdéernately. Participants were
given the vignettes in that alternate order. Thas ¥o0 ensure an equal number of the BPD
and depression and depression alone vignettesregdewvithin each team. After reading
the vignettes, participants completed an adaptesioreof the Attribution Questionnaire-

27 (AQ-27) Corrigan, Markowitz, Watson, Rowan & Kubiak, 20@B8ppendix C) a
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knowledge questionnaire about BPD (James & Cowr2@@/) (Appendix D) a social
distancing measure (Link, Cullen, Frank & Wozndi€87),which was adapted by Hay
(2007) to make it more appropriate for a Britisipplation (Appendix E), and a
perceived dangerousness scale (Angermeyer, MatghéCorrigan, 2003).(Appendix
F).

The independent variable was the diagnoses witl@rvignettes (BPD and
depression, and depression alofide dependent variables were factors on the revised
AQ-27, the perceived dangerousness scale and ¢ied dstance scale. The knowledge
guestionnaire (James & Cowman, 2007) was usednsider relationships between staff
attributions and knowledge levels.

To investigate hypothesis 3, a correlational degiga used to explore possible
relationships between staff attributions, emotiand intended behaviours in both the
depression and BPD group and the depression atone.g

A correlational design was also used to investiggpotheses 4 and 5; this was to
explore possible relationships between particip&mswledge levels about BPD, as
measured by the James and Cowman (2007) knowledzgtignnaire, and attributions
and intended behaviours.

2.3 Patrticipants

The participants in this study were 83 staff memalfierm the secondary care
mental health services within the CambridgeshiceRaterborough NHS Foundation
Trust. A breakdown of the demographics of the pgrdints is provided in the results

section.
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2.3.1 Inclusion Criteria

All clinical staff within a secondary mental healtine multi-disciplinary team
within the Cambridgeshire and Peterborough NHS Bation Trust were eligible for
inclusion in this research. Those participants wigonot complete all the questionnaires
in the research were excluded from the study.

2.3.2 Rationale for Selection of Participants

Both practical requirements and previous reseaseie wonsidered when
selecting the staff who would be invited to papate in this research.

Much of the previous research has focused on ipgbsychiatric nurses’ and
nursing assistants’ attributions and attitudes td&aervice users with BPD (Markham &
Trower, 2003; Forsyth, 2007; Markham, 2003). Howeservice users with BPD present
across a range of mental health services (Fahy)20@ it will become more common
for all staff to work with this group. This is bersee the new National Institute of Health
and Clinical Excellence (NICE) clinical guidelinfss BPD (NICE, 2009) recommend
service users with BPD should be treated within mamity mental health teams.
Furthermore, as all qualified mental health stedfi@quired to coordinate the care of a
number of service users within the role of ‘carerdmator’, it will not only be nurses
who work with this group of service users. As aufgst was decided that all clinical
multidisciplinary staff within the secondary ment&alth services would be invited to
participate.

2.3.3 Sample Size
A power calculation was conducted to estimate timaber of participants that

would be required to ensure hypotheses 1 and 2wethi80% power at a 5% significance
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level. This was calculated using G power 3 (Faudf&der, Lang, & Buchner, 2007). It
was estimated that 72 participants (36 in eachprawould be needed to conduct a one-
tailed independent t-test. This was based on &ctedize (d = .6), a power level 0f 0.8
and a significance level of 0.05. The effect sigeduin this power calculation was based
on the following previous research. Markham (20@8nd a large effect size when
comparing registered mental health nurses’ so@#hidce (r=.83) and dangerousness
(r=.81) scores towards service users with BPD taige users with depression. He also
found a large effect size when comparing healtk aasistants’ social distance (r=.79)
and dangerousness (r=.77) scores towards senacs wih BPD to those labelled with
depression. In addition to this, Markham and Tro(@&03) found effect sizes to be large
when comparing nurses scores of controllability {3 and sympathy (r=.63) towards
service users with BPD or depression. However, iteefipe previous research finding
large effect sizes, it was decided a more consgevatfect size of d=.6 would be used in
the current research. This is because the cumsearch is using vignettes, which are
acknowledged to be less powerful at eliciting htttions and emotions (Lucas et al.,
2008; Wanless & Jahoda, 2002). In addition to this,previous research that has found a
large effect concentrated solely on staff who wamkin-patient units. This research is
looking at a wider group of staff who work acrossiage of settings.

In total, 83 participants were recruited during $hedy: 42 in the BPD and
depression group and 41 in the depression alonggro

A power calculation was also conducted to ensupstieses 3, 4 and 5 achieved
80% power at a 5% significance level. This wasuated using G power 3 (Faul,

Erdfelder, Lang, & Buchner, 2007). It was estimateat 37 participants would be needed
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in the depression and BPD and the depression glaugs to conduct Pearson’s r
correlations for these hypotheses. This was baseth@ffect size (r = 0.4), a power level
of 0.8 and a significance level of 0.05. Again, &fect size was estimated to be slightly
higher than medium for the reasons outlined abé2earticipants were recruited into
the BPD and depression group and 41 into the dgiprealone group.

2.3.4 Recruitment

Participants were recruited from the populatiomedtidisciplinary clinical staff
working in secondary care mental health servicésiwthe Cambridgeshire and
Peterborough NHS Foundation Trust (CPFT).

First, the researcher contacted the team manaf@ss®econdary Care Mental
Health teams within CPFT to request their permisswoinvite the staff in their teams to
participate in the research. To help them makefammed decision, team managers were
provided with the participant information sheet pepdix G) at this point. If the team
manager agreed for their staff to be approachedrgbearcher arranged a convenient
time to visit the team and invite staff to part&ip. Two weeks prior to the date of the
researcher’s visit, the team manager was askegtiibdte the participant information
sheet to their staff team. This provided potergaticipants time to understand the aims
and procedure of the research and make an infodeeidion about participating. It also
ensured that staff who could not attend the rekeaeeting had an opportunity to
consider participating.

When visiting each staff team, the researcher addcethe team as a whole to

outline the research aims, objectives and metharasto answer any questions the staff
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had. Following this, the researcher arranged tib this team at a time convenient for the
staff who had agreed to participate.

In total, 35 teams were invited to participatetiidse, 21 managers agreed for the
researcher to invite staff within their team totjgfpate. However, six of the teams were
unable to offer an appointment within an approprtahe frame, so staff within these
teams were not invited to participate. The teams adtepted included nine community
mental health teams and three acute care serfAoa®. these teams, 205 participants
were approached directly and 83 agreed to parteipa

2.4 Materials and Measures
2.4.1 Overview

The measures used in this research were chosapprewious research literature
on BPD as well as considering practical requireswddtiring the literature search, it
became apparent that there was no single meaaireadls appropriate to measure the
staff attributions being measured in this studyisTheant that some modification of the
measures was required. This is discussed belomi®&on to use the questionnaires has
been sought from the authors where required.

2.4.2 Vignettes

The two vignettes (Appendix A and B) were develofodhis research and are
identical except for the diagnoses of the servemrithese were BPD and depression or
depression alone. The characteristics and behawfdhe service user in the vignette is
based on previous research literature about conumaracteristics and behaviours of
service users with BPD. This was to ensure theettgs represented a real life service

user.
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It was decided that the service user in the vignetiuld be female. Although
research suggests there are comparable levels@iBRen and women (Golomb, Fava,
Abraham & Rosenbaum, 1995), rates of co-morbid BR® depression are significantly
higher in women (Zanarini et al., 1998). Furthereyoesearch suggests staff are more
likely to recognise BPD in female service userslépdrake & Teaque, 1990). It was
also decided that the service user would be irRBsbecause the NICE guideline for
BPD suggests that BPD is most common in early hdatt (NICE, 2009).

The vignette was based on an incident of self hamthis is a common symptom
of depression (Houston, Haw, Townsend & Hawton,3@hd one of the DSM IV(APA,
1994) diagnostic criteria for BPD.

It is acknowledged that vignettes may have low mlevalidity because they
cannot reflect all the complexities of real lifeifikcki, Hom, Trost & Wade, 1995).
However, Hughes and Huby (2002) suggested thaktigs are a useful tool when
researching people’s attitudes and perceptions. iStbecause they provide a
standardized description of a person or situatimhso increase the internal validity of
research. The vignettes used in this research algoedeveloped as simulated referral
letters to ensure the research mirrored the waysth#f teams receive information about
service users before they meet them. Furthermioierdsearch is looking at the effect
the label of BPD has on staff views about serveers. Vignettes are considered
advantageous for doing this because they are algiwe little information about the
person other than their label. This helps enswattributions and intended behaviours
are a result of the label. Asking participants &gdtheir answers on a character in a

vignette was decided on because previous reseaggests asking participants to
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comment on an individual with a label, as opposeithé label itself, or people with a
label, results in more sensitive measures of ppaits’ attributions and intended
behaviours (Corrigan et al., 1999).

2.4.3 Perceived Dangerousness Scale (Angermeyeaschiager & Corrigan, 2004)

This was used to assess how dangerous participamsgdered the person in the
vignette to be. It was developed by Angermeyer,setanger and Corrigan (2004) using
previous findings from stigma research, in whidistaof nine personal attributes that
represent two common stereotypes of mental illmessgenerated. These stereotypes
were dangerousness and dependency.

Only the dangerousness scale is used in this idse@mgermeyer et al. (2004)
previously used only the dangerousness scale Wéh population and reported good
internal consistency (Cronbach’s alpha 0.88). F2907) also reported good internal
consistency for the dangerousness scale (Cronbalgtis 0.81) in an English general
population sample.

There are measures of dangerousness that have skeated reasonable
reliability when measuring mental health stafftattes of dangerousness towards BPD.
For example, Markham (2003) investigated mentalthesaff attitudes of dangerousness
towards service users with BPD using the BelietsualDangerousness Questionnaire
(Link, Cullen, Frank & Woznaik, 1987) and reporee@€ronbach’s alpha of 0.79.
However, this questionnaire asks respondents t® thas answer on a ‘man or woman
with Borderline Personality Disorder’. The curreasearch did not want to ask staff
about their attitudes towards a general person BRD because previous research has

indicated that this does not measure attributienseasitively as does asking participants
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about a character in a vignette (Corrigan et @9)9As a result, although the Perceived
Dangerousness Scale (Angermeyer et al., 2004)rduidsave previous reliability data
when used with mental health staff, it is considatebe more appropriate for this
research.

The scale has six items that are attributes of el@ugness: aggressive,
unpredictable, strange, frightening, dangerousagmearing to lack control. Participants
are asked to indicate the extent to which theyebelthese six attributes apply to the
service user described in the vignette. They tagedn a five-point Likert scale. The
scale ranges from 1 (definitely true) to 5 (deéhjtnot true). As Angermeyer et al.
described in their 2004 research, the scoringvsrsed for interpretation. As a result,
higher scores represent a greater belief thatehece user depicted in the vignette is
dangerous.

2.4.4 Adapted Attribution Questionnaire 27 (AQ-27)

This questionnaire was used to assess staffdiois of controllability, emotions
of fear, anger and pity and intended behavioutseifing and coerciorCorrigan et al.
(2003) developed the original AQ-27 (Appendix Hpassess the attribution model of
publicdiscrimination towards a person with a mental g€l his model is a nine factor
path model that helps explain the relationship leetwpublic attributions, emotional
responses, and intended behaviours about and teyweaple with mental illness.

The original AQ-27 has 27 items with nine factdrattmeasure attributions,
emotions and intended behaviours towards a hypo#th@erson with a mental iliness in
a vignette. These nine factors are: blame (whiclsex to measure controllability in this

research), anger, pity, help, dangerousness,deaigance, segregation and coercion.
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Each factor is composed of three statements. Rdsptsirate how much they agree with
the statements on a semantic differential scala ftdnot at all) to 9 (very much). The
higher the factor score, the more the respondeeeagvith it.

The AQ-27 has previously been used successfullyaiatify attributions that lay
people hold about a person with a mental illnessvignette (Corrigan, Markowitz,
Watson, Rowan and Kubiak, 2003). However, somestappear to measure fairly
extreme views such as ‘If | were in charge of Hartyeatment, | would force him to live
in a group home’. There were concerns that statenserch as this would be too extreme
for mental health professionals to support. Theesfthe original AQ-27 was adapted in
several ways in order for it to be appropriatetifos research. A copy of the adapted AQ-
27 can be seen in Appendix C.

The avoidance, dangerousness and segregationdactoe removed. Instead, the
social distance scale (Link et al., 1987; Hay, 200w the perceived dangerousness scale
(Angermeyer et al., 2003) were used to asses<ipanits’ desire for social distance from
the character in the vignette and their attribigiohdangerousness. In addition, two
items from the coercion factor were adjusted taiemghey do not measure extreme
views of coercion. Using individual factors frometAQ-27 to assess staff attributions,
emotions and intended behaviours as opposed tohbk questionnaire should not have
an impact on the reliability of the factors. Coamg Markowitz, Watson, Rowan, Kubiak
(2003) used individual items on the AQ-27 when stigating community college
students’ attributions, emotional reactions andnded behaviour towards people with a

mental iliness. They reported high reliability smveral factors; the Cronbach’s Alpha
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scores for the items are as follows: blame=.7@¢/mM, anger=.89 fear=.96, helping
=.88, and coercion=.89.

The AQ-27 originally focused on a man named ‘Hartlyis was changed to
‘Mary’ to relate to the female service user beiegidted in the vignette.

2.4.5 The Social Distance Scale (Link, Cullen, kr&Woznaik, 1987) as adapted by
Hay, (2007)

This scale was used to measure the participang&’edf®r social distancing from
the service users depicted in the vignettes. Itwsasl in place of the avoidance factor on
the AQ-27. It is more appropriate for use thanaweidance factor the on the AQ-27
because it was devised for use with a vignetteassdsses less extreme views than the
AQ-27. It includes seven items representing a rarfig®cial relationships in which
people can engage, for example, renting a rootmet@érson or allowing the person to
care for thier child. Respondents indicate howimgllthey would be to enter into each
particular social relationship with the personhie vignette, with willingness being rated
on a five-point Likert scale from 1 (definitely \wig) to 5 (definitely not willing). A
higher score indicates a greater desire for sd@s#hncing.

Link et al. (1987) report an internal consistentyd@ (Cronbach’s alpha), and
with a modified version using more appropriate laage for an English population
sample, Hay (2007) reported a Cronbach’s alpha8if.0t is this modified version that
was used in this research.

There are measures of social distance that havert&#mted good reliability
when used with mental health staff. For examplerkidam (2003) used the Social

Distance Questionnaire (Ingamells, Goodwin & JA¥96) to measure mental health
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staff desire for social distance from a person BID and reported a Cronbach'’s alpha
of 0.80. However, this questionnaire requires radpats to base their answer on a ‘man
or woman with borderline personality disorder’. Tharent research did not want to use
this method because previous research has indittededsking participants about a
person with BPD does not measure attributions @asitbaly as does asking them about a
specific character in a vignette (Corrigan et 8P9). As a result, although the Social
Distance Scale (Link et al., 1987; Hay, 2007) dugishave previous reliability data when
used with mental health staff, it was considerebetanore appropriate for this research.
2.4.6 The Knowledge Questionnafdames & Cowman, 2007)

This was used to measure participants’ knowledge@BPD. It is based on a
previous questionnaire developed by Cleary, Seidfand Walter (2002).

The questionnaire has five sections. The first@oastdemographic information
and was adapted to obtain demographic informatuumagpriate to this research. The
second section assesses how much contact a stathendnas with BPD service users
and if they believe they receive adequate care tiin@ section assesses knowledge
levels of BPD. It contains 10 statements relatm8®PD diagnosis, treatment and
prognosis. Respondents are asked to rate if statsraee true, false or to state that they
do not know. Statements are based orDdagnostic and Statistical Manual of Mental
Disorders, Fourth Edition (DSM IV) (APA, 1994) diamses and common myths about
BPD found in the literature by Cleary et al. (2Q0R)is section is scored out of 10, with
a higher score indicating a higher level of knowledThe fourth section asks
respondents about assessment information theyrgatine BPD service users and their

levels of confidence and difficultly when workingtivthem. The final section asks
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respondents if they believe they have a role inkimgrwith BPD service users and
resources that would be useful in improving care.

James and Cowman (2007) ensured construct valigipiloting the
guestionnaire with mental health professionalsyTdiso reported the internal
consistency in their sample to be high (Cronbaalpba .79)

2.5 Ethical Considerations
2.5.1 Ethical Approval

This research was given a favourable ethical opiby the Cambridgeshire 3
Research Ethics committee (Appendix ). It was gisen approval by Cambridgeshire
and Peterborough NHS Foundation Trust researcldemelopment department
(Appendix J).

2.5.2 Consent

To enable participants to give informed conserpadicipate, an informed
consent form and participant information sheet pravided. The information sheet
(Appendix G) contained information about the pragedof the research and explained
that participants’ data would be anonymous andidentfial. The complaints procedure
was also outlined, and participants were inforney tcould withdraw from the study at
any time. After reading this, participants wereassto sign the informed consent form
(Appendix K) stating that they had read the infatiotasheet, understood the research
and were happy to take part before completing trestpnnaires.

2.5.3 Deception
The British Psychological Society Code of Ethicd &onduct (2006) document

states that psychologists undertaking researchdlooly withhold information from
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participants or intentionally deceive them in ‘gxtienal circumstances’ where it is
‘necessary to preserve the integrity of reseaitié researcher decided that this research
required a limited amount of deception and withiraddf information due to concerns
that participants would respond in a socially ddda manner if they were aware of the
detailed and accurate aims of the research bdfesedompleted the questionnaires.
Thus, steps were taken to ensure they only hadatoe vague and general research
outline. The participant information sheet did mdbrm participants that the research
was aiming to compare staff attributions and ineehdehaviours towards service users
diagnosed with BPD and depression. Instead, gdtitat the aim of the research was to
investigate the relationship between staff andisenyser characteristics. Furthermore,
the information sheet only gave limited informatamout the measures that were to be
used. This was to ensure participants did not kiineaquestionnaires were measuring
knowledge about BPD, attributions of dangerousaassintended behaviour of social
distancing. Instead, it said the research was examthe familiarity and awareness of
certain mental health labels, level of risk andalaelationships. As a result, the
knowledge questionnaire, the social distancingesaatl the perceived dangerousness
scale were given false names for the purposestafadlection. They were called the
familiarity and awareness questionnaire, the saoelationships scale and the perceived
risk scale.

The British Psychological Society Code of Ethicd &onduct (2006) document
also states that if deception is used or infornmasowithheld from participants that ‘the
nature of the deception is disclosed to clientb@tkarliest feasible opportunity’. In

accordance with these guidelines, participants weng the participant de-brief sheet
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(Appendix L) two weeks after the data collectiowl leeen completed in their team. This
informed them of the specific aims of the researmth the real names of the measures. It
also reiterated that participants could withdraeirtdata if they wished. If participants
requested to withdraw from the study their data destroyed.
2.5.4 Confidentiality
Once a patrticipant had agreed to take part, cantiialéy was guaranteed by the

following means:

During the data collection and analysis stageh®fésearch, participants’

data was stored in a locked filing cabinet

Participants’ consent forms and questionnaires wtned separately.

After completion of the research, the data willsbered securely at the

University of East Anglia for five years.

2.6 Procedure
2.6.1 Data Collection Procedure
The researcher firstly checked that participantsread and understood the

participant information sheet before asking theradmplete the consent form. The
consent form was taken and stored separately fnemdata. Before participants
completed the research, it was explained to themtiley should not discuss their real
cases with the researcher, as the research wasrfgaun the character in the vignette.
This ensured participants would not disclose amglaibout their working practice that
the researcher would need to report, so they deeiiguaranteed confidentiality.
Following this, the participant was given one & tiwvo vignettes and corresponding

guestionnaires from the researcher’s ready ordesel of vignettes and questionnaires.
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They were instructed to read the vignette and cetaghe questionnaires in the order in
which they were provided. It was reiterated thatipi@ants should not move onto the
next questionnaire before completing the previes @ his was to make sure the
participants did not see the knowledge questioer@fore completing the adapted AQ-
27, the dangerousness scale and the social distpscale. This was because the
researcher was concerned that completing the kidaelquestionnaire first would
indicate the true aims of the study and influenagigipants’ responses on the other
measures. The adapted AQ-27, the social distarcéhardangerousness scales were
randomly ordered within the packs to control fodereffects. Participants took, on
average, 20 minutes to read the vignettes and eenffle questionnaires. The researcher
was present throughout the time it took participaatcomplete the research.

As the research was an independent groups delm@rjgnettes containing the
different labels were read by different stafinevignettes were not randomly allocated.
This was to minimize the effect of team attitudesdrds the labels by ensuring an
approximately equal number of questionnaires wassvared about both vignettes in
each team. However, to ensure the researcher heldom®e about which staff members
would receive which vignettes the vignettes and tpgestionnaires were pre ordered
prior to data collection commencing. They werergeal so that the depression alone
and the BPD and depression vignettes were altendignettes and their corresponding
guestionnaires were then given to participantah order.

2.6.2 De-brief and Feedback Procedure
Two weeks after the data collection had finishedaoh team, the participant de-

brief sheet was sent to participants. This conthadetailed rationale for the research
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and the authentic names of the measures. Partisipare also provided with the
opportunity to opt out at this point. If they wish® do so, they informed the researcher
of this and their data was destroyed. No partidipaguested that their data be removed.
This suggests that the BPS guidance on deceptiB8,(B006) had been appropriately
followed.

Following the completion of this research, a regarnmarising the research
findings and implications will be sent to each teaamager to distribute to the staff
within their team. The researcher’s contact detiillsbe on this and participants will be
informed they can contact her should they havegar@stions or concerns. In addition, if
the team request it, an individual and anonymopentesummarising staff opinions and
development needs in relation to working with seeviisers with BPD in their team will
be provided. However this has not yet been reqddsteny of the team managers.

2.7 Plan of Analysis

Overall, this study employed an independent gralgssgn comparing the
differences in staff attributions about servicerasabelled with BPD and depression, and
depression alone.

2.7.1 Preliminary Analyses

Descriptive statistics were used to summarise deapbic information. This
included the participant’s age, sex, and job rol@ &whether the participant works in the
community or acute care services Descriptivesttes were also used to ascertain
whether data met parametric test assumptions. Xpleratory analysis ansubsequent

plan of analysis of the research questions isreedlbelow.
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2.7.2 Statistical Analyses of Research Hypotheses.

1) Staff will make more attributions of dangerousrasd controllability towards
service users labelled as depressed and BPD thae thbelled with depression
alone.

Histograms (Appendix M) and Wald statistics weredu® ascertain that the data
on the dangerousness scale were normally distdbaotboth the BPD and depression and
depression alone group. In addition, boxplots (Aude M) were conducted and no
outliers were identified Histograms and Wald statistics were also usedhemata from
the controllability scale. These indicated thatlstithe data in the BPD and depression
group were normally distributed, it was negativegwed in the depression alone group.
As only one group was negatively skewed, the datewot transformed. Although
boxplots identified two outliers in each group,\théll not be adjusted because a non-
parametric test will be used. As a result, theofwihg statistical tests will be used to
investigate hypothesis 1.

A One-tailed independent t-test will be used taestigate the difference between
the group’s dangerousness scores. The indepenakabhes are the labels in the
vignettes (BPD and depression and depression atoriedhe dependent variable is the
dangerousness score, as measured by the percaivgdrdusness scale (Link et al.
1987).

A Mann Whitney U test, the non-parametric versabthe t test, will be used to
investigate the difference between staff attrimgiof controllability. The independent
variables are the same as above and the deperat@itle is the controllability score, as

measured by the adapted AQ- 27 (Corrigan et aBR00
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2) Staff will be less likely to help and more willing coerce and socially distance
service users labelled as depressed and BPD thae thbelled with depression
alone.

Histograms and Wald statistics revealed a nornsdtidution on the coercion and
social distance scales within both groups. Althobigkplots identified four outliers
within the depression alone group they were noewet adjusted or excluded. This is
because the 5% trimmed mean was 16.9 whilst th@nvaa 17 suggesting the outliers
did not have a significant impact on the mean. I@nhelping scale, histograms
(Appendix M) and Wald statistics indicated that tla¢a for the BPD and depression
group were normally distributed whilst the datatfoe depression alone group were
negatively skewed. The data were not transformedus® only one group was
negatively distributed. As a result of the abovalgses the following statistical analyses
will be used.

One-tailed independent t-tests will be used tostigate differences between the
groups’ intended coercion and social distance hehavindependent variables are the
labels in the vignettes (BPD and depression, apdedsion alone). Dependent variables
are staff intended behaviour, as measured by theeiom factor on the adapted AQ-27
(Corrigan et al., 2003), and the score on the sd@tance scale (Link et al., 1987; Hay,
2007).

A Mann Whitney U will be used to investigate ditfaces between the groups’
intended helping behaviour. Independent varialresa described above and the
dependent variable is staff intended helping behavas measured by the help factor on

the adapted AQ-27 (Corrigan et al., 2003)
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3) Staff attributions and emotional reactions willdssociated with their intended
behaviour.

As reported for hypothesis one and two, a numbéreattribution and intended
behaviour scales within both the BPD and depresgionp and the depression alone
group were normally distributed whilst a number eveot. Additional Histograms and
Wald statistics showed that the data on the angepdy scales were negatively skewed
in both groups whilst the data for pity was normadiistributed. In addition to this a
series of scatter plots (Appendix N) revealed #earal of the variables did not meet the
assumption of linearity for both the BPD and depims group and the depression alone
group. As a result a Spearman’s r correlation veafopmed on both the BPD and
depression group and the depression alone grooqe&sure the strength of the
relationship between staff attributions, emotiomactions and intended behaviours. The
significance of the correlation was considered gisif®.05 significance level.

4) Higher staff knowledge levels about BPD will beasated with lower staff
attributions of dangerousness and controllabibtydrds service users labelled
with BPD.

As reported previously, the data in the BPD ande&&gpon group were normally
distributed for the dangerousness variable andipelsi skewed on the controllability
variable. Additional Histograms and Wald statistiegealed that the data for the
participants’ DSM IV (APA, 1994), treatment and gead knowledge scores and their
total knowledge scores were not normally distridufehe assumption of linearity was
also assessed; scatterplots revealed that thisdeadviolated between all variables. As a

result, a Spearman’s r correlation was performetherBPD and depression group to
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measure the strength of the relationship betweshkstowledge levels and their
attributions about BPD. The significance of theretation was considered using a 0.05
significance level.

5) Higher staff knowledge levels about BPD will beasated with lower staff
intended social distancing and coercive behaviadrlagher staff intended
helping behaviour towards service users labelled &PD.

As previously reported, the data within the BPD degdression group were
normally distributed for the social distancing,iefy and coercive behaviour variables
with no outliers being identified. However, theal&ir the participants’ knowledge
scores were not normally distributed. In additiorthis, the assumption of linearity had
been violated between all variables. As a resuipearman’s r correlation was
performed on the BPD and depression group to medkarstrength of the relationship
between staff knowledge levels and their intendsftblsiour towards the service user
with BPD. The significance of the correlation wassidered using a 0.05 significance

level.
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CHAPTER THREE: RESULTS
3.1 Overview

This chapter begins by describing the sample tlaatnecruited, before moving on
to explain the analyses of the data. The analys®ealata are presented in two sections.
The first section outlines the reliability of thelfsreport measures whilst the second
section describes the analyses and results forafdble hypotheses. Following this, there
is a section that describes the rationale andtseestitwo additional analyses. To
conclude the chapter, a short summary of the e®ifiresented.

3.2 Sample Composition
3.2.1 Response Rate

The recruitment method used in this study makdgficult to accurately
calculate exact participant response rates. Thiegause not all members of staff within
each team were able to attend the pre arrangednge&there they were invited to
participate. Although information sheets were feftstaff who were unable to attend the
meeting, it is not possible to be confident thattreceived them.

In total, 35 mental health teams within the Camipeghire and Peterborough
NHS Foundation Trust were invited to participatenfrboth community mental health
and acute care teams. Of these, 21 managers dgre¢bd researcher to invite staff
within their team to participate. However, six bétteams were unable to offer an
appointment within an appropriate time frame, sdf stithin these teams were not
invited to participate. The teams who were visiteluded 12 community and 3 acute

care teams. From these teams, 205 staff were ag@dat meetings and a further 60
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information sheets were left with the team managefshis number, 83 staff agreed to
participate, giving an estimated response rateetviiéen 31%-40%.

Out of the 83 participants who responded, all thetinclusion criteria and all
guestionnaires were completed appropriately. Assalt, no participants were excluded
from this study.

3.2.3 Demographics of the Sample

The 83 participants in this study are staff memlfrens the secondary care
mental health services within the CambridgeshiceReterborough NHS Foundation
Trust. Overall, 18 of the participants were mald 66 were female. For the two groups,
the BPD and depression group had 7 males and 3&dsrand the depression alone
group had 11 males and 30 females. Their age wasded using categories. Table 2
shows the number of participants in each age réordsoth groups.

Table 2 Age range of participants within in eacbuyp

Participant’'s Age BPD and Depression Depressiomalo
25 orles 3 5
26-29 4 5
30-3¢ 14 11
40-49 8 13
50or ovel 13 7
Total 42 41

The participants were recruited from multidisciplip teams. As a result, there
were participants from a range of different proi@ss within each group; these are

summarized in Table 3.
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Table 3.Summary of participants’ professions within eacbugr

Participant’s Profession BPD and Depression
Depression alone
Community Psychiatric Nur 19 13
Trainee Clinical Psycholog 5 5
Occupational Therapi 4 5
Support Worke 3 6
Social Worke 5 2
Clinical Psychologis 2 3
Nursing Studen 1 3
Psychiatric Nurs 2 1
Nursing Auxiliary 1 2
Psychiatris 0 1
Total 42 41

As Table 3 shows, both qualified (h= 57) and naiifed (n=26) members of
staff were included in this study to ensure theamepresented all staff members in
mental health teams; the BPD and depression grontained 10 nonqualified and 32
gualified participants and the depression alonegmntained 16 nonqualified and 25
gualified participants.

The sample was heavily dominated by staff who wanké&hin community
mental health teams; they accounted for 92.8%egtmple. This is reflected within
both groups. A greater number of participants wankghin a community mental health

team (n=34) than in an in-patient setting (n=3ore intensive support team working in
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the community (n=5) within the BPD and depressigyug. Similar numbers were found
in the depression alone group; 35 participants ftera community mental health teams,
three were from an in-patient ward and three froeibtensive support teams within the
community.
3.3 Preliminary Analysis
3.3.1 Internal Reliability of Measures
Cronbach’s alpha { was calculated to assess the internal consisieinay
variables. It is widely accepted that a Cronbaelipha of .7 or above is indicative of a
reliable scale whilst anything below that indicaddack of reliability (Field, 2006). As
Table 4 shows, several of the scales used in¢Bisarch have anbetween .598 and
.673 which suggests they have low internal religbiHowever, Cortina (1993) argues
that this rule should not be applied in this geher@nner. In addition, Cronbach (1951)
recognised that is affected by the number of items within a sctide:more items a scale
has, the more likely it is to have a largeralue. Therefore, because the above mentioned
scales have a small number of items, they are deresi to be adequately reliable
The scale with the lowestvalue (=.472) in the current study is the
controllability factor on the adapted AQ-27. Arof this value would ordinarily indicate
that a scale has an unacceptable level of inteoraistency (George & Mallery, 2003).
However, Voss, Stem and Fotopoulos (2000) sugbastithen a scale is particularly
short, the mean inter item correlation can be wses$sess whether the small number of
items has reduced the coefficient alpha. This ¢abse the mean inter item correlation is
independent of the scale length. The mean intar d@errelation for the controllability

factor in this study is .2. Clark and Watson (199&)e that mean inter-item correlations
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of between .15 and .20 are acceptable in sociahseiresearch. As a result, the
controllability factor continued to be used as aswre of controllability within this
study. However, to increase confidence in the testiie analysis that compares
attributions of controllability between the two gps was repeated using only the item
that asks specifically about controllability.

Table 4. Number of items and Cronbach’s alphaedtr each scale used in this study.

Scale Number of Items Cronbach’s Alpha (
Social Distance Scale (Link et ¢ 7 .817
1987)
Perceived Dangerousness s( 5 .76t

(Angermeyer et al., 2004)

Adapted Attribution Questionnaire :
(Corrigan et al., 2003)

Controllability 3 ATz
Angel 3 .89¢
Pity 3 612
Fear 3 945
Help 3 635
Coercior 3 .67z

Knowledge Questionnaire (James
Cowman, 2007)

Knowledge of DSM I\ 3 73t
Knowledge of treatme 3 .59¢
General Knowledc 4 67¢

Total Knowledge sco 10 .824




99

3.4 Hypothesis Testing
3.4.1 Hypothesis 1: Staff Will Make More Attribusoof Dangerousness and
Controllability towards Service Users Labelled asdbessed and BPD Than Those
Labelled with Depression Alone
3.4.1.1 Dangerousness

A one-tailed independent t-test was used to ingastiif there was a significant
difference in mean dangerousness scores betwegnabhps; the summary data are
displayed in Table 5. The t statistic that assurathnces were not equal was used. This
is because Hayes and Cai (2007), who reviewed #0s@ds, found that using the t
statistic when equal variances are not assumesige@d, and sometimes better, at
protecting from a type 1 error than when a condélgrocedure testing for equal
variances, followed by a t-test based on the ougécofithis test, is used. As a result, all t-
tests that are used within this research useddtagistic that has been calculated based
on equal variances not being assumed.

The one-tailed independent t-test indicated thexg mot a significant difference
between the dangerousness scores of the two gfp(§s9)=1.37, p=.86,) suggesting
staff members do not consider service users with BFbe more dangerous than service
users with depression only. The magnitude of tfferéince between the means (mean
difference=1.4, 95% CI: -.61-3.30) was small (etassed .02).

Table 5. Mean and standard deviation scores orddrgerousness measure

Number of Participan Mear Standard Deviatio

BPD and Depressit 42 15.¢ 3.7

Depression Alon 41 14 .4 51
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3.4.1.2 Controllability

The Mann-Whitney U test revealed no significantaténce in the levels of
controllability attributions of staff who read th@nette depicting a service user with
BPD and depression and those who read the vigdegtieting a service user with
depression alone (U=835.5, z=.234, p=.408 (onedyil Table 6 shows the mean,
median and quatrtile scores for both groups. Thenmadge of the difference between the
two groups was medium, r=.3.

Table 6. Mean, Median and quartile scores of cdiiolity attributions for both groups

Number of Participants Mean Median Quartiles

20 75
BPD and Depressit 42 11 10 7 13
Depression Alon 41 1C 11 9 12

As discussed previously, the controllability sdadel low reliability (=.472). As
a result, the analysis was repeated with a singite from the controllability scale that
asks specifically about controllability.

Histograms and boxplots were viewed to ascertaietidr there were any outliers
and that the data were normally distributed. Thexyealed a normal distribution in both
groups. To ensure the distribution was truly nori&hid statistics were calculated for
each group. All Wald statistics fell between 1.9@ a1.96 suggesting a normal
distribution. Boxplots were also used to searclofatiers within both groups and none

was identified.
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A one-tailed independent t-test was used to testlitierence between the two
groups. The t-test revealed that there was nofsigni difference detected between the
groups (t (80.6)=.310, p=.76,) As seen in Tabli&e was a very small difference
between the means. The magnitude of the differbat@een the means (mean difference
=0.1, 95% CI:-.817-.597) was also very small witheda squared value of .00.

Table 7.Mean and standard deviation scores for the cordafmlity question alone

Number of Participants Mean Standard Deviation

BPD and Depressit 42 4.5 1.6

Depression Alon 41 4.6 1.7

3.4.2 Hypothesis 2: Staff will be Less Willing telfdand More Likely to Coerce and
Socially Distance Service Users Labelled as Demeéssid BPD than those Labelled
with Depression Alone

3.4.2.1 Helping Behaviour

The Mann-Whitney U test revealed a significantet#ince between the groups’
intended helping behaviour. The group who readifgression alone vignette indicated
they were significantly more likely to offer helgifehaviour than were participants who
read the vignette depicting a service user with BIRD depression. (U=533, z=3.01,
p=.002). Table 8 shows the differences betweegtbeps’ means, medians and

guartiles.
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Table 8. Mean, Median and quatrtile scores of hggehaviour for both groups

Number of Participan Mear Mediar Quartiles

20 75
BPD and Depressit 42 22 22 19 24
Depression Alon 41 24 24 22 27

This suggests that staff are significantly lessliiko intend to help service users
who have a diagnosis of BPD.
3.4.2.2 Coercion

The hypothesis was not supported with a one-tailédpendent t-test, showing
that the difference between groups was not sigmifi¢t (70.2) =2.61, p=.106)). Table 9
shows the mean and standard deviation scores betwedéwo groups. The size of the
difference between the two groups (mean differebice=95% CI. -3.70-.834) was found
to be small (eta squared= .07). This suggestsstatitare equally likely to intend to be
coercive towards service users with a diagnostepfession alone and depression and
BPD.
Table9. Means and standard deviation scores for the tvaugs on the coercion

measure

Number of Participants Mean Standard Deviation

BPD and Defessiol 42 11.¢ 3.1

Depression Alon 41 13.c 6.1




10z

3.4.2.3 Social Distance

Table 10. Means and standard deviations of botlugsbsocial distancing scores.

Number of Participants Mean Standard Deviation

BPD and Depressi 42 20.4 3.3

Depression Alon 41 17.C 4.4

A one-tailed independent t-test (t (73.1)=3.970p8) revealed the hypothesis
was supported. The group who read the vignettetadbeearvice user with BPD and
depression indicated they would intend to displgpificantly higher levels of social
distancing behaviour than the group who had readtad service user with depression
alone.

3.4.3 Hypothesis $Btaff Attributions and Emotional Reactions willAgsociated with
their Intended Behaviour
3.4.3.1 Depression Alone Group.

A Spearman’s rho, the non parametric version oftdarson’s r correlation, was
used to investigate the relationship between ppaints’ attributions, emotional reactions
and intended behaviours within the depression groaple 11 highlights the significant
associations between staff emotions and intendedvi@urs and attributions and

intended behaviours that were detected.
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Table 11. Spearman’s rho correlations between pgdints’ attribution, emotion and

intended behaviour scores in the depression alooepy

Help Coercion Social Distance
Controllability -.319* .13¢ 17
Dangerousne -.094 4277 .330*
Angel -.270* .06C .031
Pity .20t .051 -.001
Fea -.12¢ 227 188
*p<0.05 N=41

A number of significant correlations were detedtetiveen attributions and
intended behaviours. A medium strength positiveaetation was found between staff
attributions of dangerousness and their intendéaaeurs of coercion. A medium
strength positive correlation was also found betwstaff attributions of dangerousness
and their intended social distancing behavioursBuiggests that higher staff attributions
of dangerousness are associated with staff havgigehintentions to behave in a
coercive and socially distant manner towards semsers with depression. A medium
strength negative correlation was found betweertrobability and intended helping
behaviour suggesting lower levels of intended Imgjfuehaviour are associated with
higher levels of controllability attributions. Onbne emotion was significantly
associated with staff intended behaviour in thaugr There was a small but significant
negative correlation between staff anger and th&ntion to help. This suggests that
higher levels of staff anger are associated wigmtimtending to offer less help towards

service users with depression alone.
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3.4.3.2 BPD and Depression Group

The non-parametric Spearman’s rho was used to exfile relationships
between participants’ emotional reactions and tinégnded behaviours within the BPD
and depression group.

As Table 12, displays, there were no significasbagmtions between staff
attributions and their intended behaviour withiis tiroup. This is interesting because
staff attributions of controllability and dangeroess were significantly associated with
their intended behaviour within the depression algroup
Table 12 Spearman’s rho correlations between pgidicts’ attributions, emotions and

intended behaviour scores in the BPD and depresgionp

Help Coercion Social Distance
Controllability -.151 148 .07C
Dangerousne -.157 13¢ 15¢
Angel -.306* A28 .09¢
Pity .01C .02¢ 212
Fea -.345* .238* 212
*p<0.05 N=42

Whilst there were no significant associations betwstaff attributions and their
intended behaviour within this group Table 12 shidveg there were three significant
associations between staff emotions and their dgerbehaviour. Fear appears to be a
particularly important emotion within this group.sfnall but significant positive
correlation between fear and coercion was detegiiin this group. This suggests that

higher levels of fear in staff are associated \Wwitfher intentions to be coercive towards
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service users with BPD. A medium strength negatoseelation between staff fear and
intended helping behaviour suggests that therksasaan association between higher
levels of staff fear and staff expressing a lowégntion to help service users with BPD.
Staff intended helping behaviour has a medium gtlenegative correlation with their
levels of anger. This suggests that higher stajeatevels are related to staff having a
lower intention to help service users with BPD deg@ression.

3.4.4 Hypothesis 4- Higher Staff Knowledge Leve&iaBPD will be Associated with

Lower Staff Attributions of Dangerousness and Gulability towards Service Users

Labelled with BPD.

Spearman’s rho, the non parametric version of #es$dn’s r correlation, was
used to investigate the relationship between ppaints’ knowledge levels and their
attributions of dangerousness and controllability.

Table 13 shows there are no significant correlatiogtween participants’ total
knowledge scores and their attributions of dangeress and controllability. However,
there is a medium strength significant negativeatation between participants’
treatment knowledge scores and their attributidreotrollability. This suggests that
staff who have higher levels of treatment knowledgeut BPD have lower levels of

controllability attributions towards service uskiselled with BPD.
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Table 13 Spearman’s rho correlations between scorethe knowledge questionnaire

and the controllability and dangerousness measures

Dangerousness Controllability
DSM IV knowledge -.140 137
Treatment knowled( .04z -.310*
General knowledc .08¢ -.00¢
Total knowledg .004 -.00¢
*p<0.05 N=42

3.4.5 Hypothesis 5 Higher Staff Knowledge LevelsuABPD Will be Associated With
Lower Staff Intended Social Distancing and Coer@&@ebaviour and Higher Staff
Intended Helping Behaviour Towards Service Uselts BPD.

A Spearman’s rho, the non parametric version @Rbarson’s r correlation, was
used to explore the relationship between particgd&mowledge levels and their
intended behaviours of social distancing, coereiod helping. The results of which can
be found in Table 14.

Tablel4. Spearman’s rho correlations between scores orktlosviedge questionnaire,

the social distance, helping and coercion measures

Helping Coercion Social Distance
DSM IV Knowledge .70€ -.17C -.323*
Treatment Knowledc 437 -.272* -.23¢
General Knowledc -.01¢ -.082z .05¢
Total Knowledg 181 -.151 -.164

*p<0.05 N=42
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Table 14 shows there are no significant associstti@tween participants’ total
knowledge levels and their scores in the helpingy@on and social distance measures.
However, a significant medium strength positiveretation was found between
treatment knowledge and intended helping behaviuggesting that higher levels of
knowledge about the treatment of BPD are assocvaittbdgreater intention to help BPD
service users.

Two negative correlations were also detected wheestigating the separate
factors on the knowledge questionnaire. A mediuensfth negative correlation was
found between levels of knowledge about the DSMAYA, 1994) criteria for BPD and
levels of social distance scores. This suggestdigher levels of staff knowledge of
symptoms of BPD are associated with a lower wissotmally distance themselves from
service users with BPD. A small but significant atdge correlation was also detected
between treatment knowledge levels and scoreseooadrcion measure. This suggests
that there is an association between higher stefiledge levels and their intention to
coerce service users with BPD into treatment.

3.5 Additional Analyses

As the results in this research indicated thattih®an association between staff
emotions and their intended behaviours, additianalyses were conducted that
compared the two groups’ emotional reactions tow/éng service users in the vignettes.

3.5.1 Anger

Previous exploratory analyses indicated that tita @as negatively skewed on

the anger factor in both groups. As a result, afhitney U test was used as the non

parametric alternative to the t-test. In additiortite exploratory analyses, a Bonferoni
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multiple analyses within the additional analysisli&wing the Bonferoni correction, the
significance level was p=.017.

The two-tailed Mann-Whitney U test revealed thatréhwas a significant
difference between the groups’ reporting of angesatrds the service user in the vignette
who was labelled with depression and the serviee insthe vignette who was labelled
with BPD and depression. Staff were significandlgd likely to report feeling angry
towards the service user in the vignette labellgéd st depression than towards the
service user labelled with BPD and depression (8+3%-2.67, p=.004 Table 15 shows
the differences between the groups’ means mediahg@artiles.

Table 15. Mean, median and quartiles for both goap the anger scale

Number of Participants Mean Median Quartiles

20 75
BPD and Depressit 42 6.8 5.C 3.C 8.3
Depression Alon 41 4.8 3.C 3. 6.C

3.5.2 Pity
Previous exploratory analysis of the data on thefpctor revealed it was
normally distributed with no outliers in both graups a result, a two-tailed t-test was
used to assess the difference between the two giréuponferoni correction was used to
protect against a type 1 error. Following the Boorfé correction, the significance level

was p=.017.
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The two-tailed independent t-test indicated thatdifference between groups
was not significant (t (80.8) =2.18, p=.033). Theams and standard deviations from the
two groups are shown in Table 16. The magnitudeden the means of the two groups
(mean difference= 2.08, 95% CI:-4.10--.178) washtbto be small (eta squared=.05).

Table 16. Mean and standard deviation scores fdin lgooups on the pity scale

Number of Participan Mear Standard Deviatio

BPD and Depressit 42 14.¢ 4.5

Depression Alon 41 16.€ 4.2

This indicates that staff do not feel higher levapity towards service users

labelled with just depression than towards thobellad with BPD and depression.
3.5.3 Fear

Previous exploratory analyses for the anger faotticated that data was
negatively skewed in both groups. As a result, adM@/hitney U test was used as the
non parametric alternative to the t test. As with anger and pity data, a Bonferroni
correction was used to protect from a type 1 emaking the p value .017.

The Mann-Whitney U test revealed there was nogjaiicant difference between
the groups’ reporting of fear (U=773.5, z=-.903,387 (two tailed), r=.01). This
suggests that staff report equal amounts of fesards service users with BPD and
depression and those with depression alone. T&hbelbw shows the differences

between the groups’ means and medians and quartiles
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Table 17. Mean, median and quartile scores for lgpthups on the fear saal

Number of Participants Mean Median Quartiles

20 75
BPD and Depressit 42 5.C 3.C 3. 6.C
Depression Alon 41 4.2 3.C 3. 5&

3.6 Summary of Results

Hypotheses 1 and 2 investigated whether staff tiéflerent attributions and
intended to behave differently towards service sitsvelled with BPD than towards
those labelled with depression. No differencesi@dttributions of dangerousness and
controllability were detected between the groupswelver, a number of differences were
found between staff intended behaviours towardséneice user in the vignette with
BPD and depression as opposed to the service uthed@pression alone. Staff were
significantly more likely to socially distance theetves from and less likely to help those
service users with the label of BPD.

Hypothesis 3 focused on exploring the associatetwéen staff attributions,
emotional reactions and intended behaviours. Withendepression alone group, several
correlations were detected between attributionsimetided behaviours. Positive
correlations were found between staff attributiohdangerousness and their intended
behaviours of coercion and social distance wheaesagnificant negative correlation was
found between controllability and intended helpr@aviour. Anger was significantly
negatively correlated with staff intended helpirdpaviour and was the only emotion

significantly associated with intended behaviouthils group. It is not possible to
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ascertain the direction of the above relationshgsause the analysis was using
correlations.

Within the depression and BPD group, fear was gromant emotion; a
significant positive correlation between fear andrcion was found. There was also a
significant negative correlation between fear artdrded helping behaviour. Another
emotion that was significantly associated with maed behaviour was anger; a
significant negative correlation between staff mtted helping behaviour and anger was
found. Again, it is not possible to ascertain tireation of these relationships because a
correlation was used. Interestingly, and in contiashe results in the depression alone
group, no attributions were found to be signifitwassociated with staff intended
behaviours.

Hypotheses 4 and 5 explored the association betstaéfrknowledge levels and
their attributions and intended behaviours towaelsice users labelled with BPD.
Whilst total knowledge scores were not associatéa participants’ attributions or
intended behaviours, treatment knowledge scores significantly associated with
lower levels of intended coercive behaviour andhaigevels of intended helping
behaviour. Treatment knowledge was also assocvwateédower attributions of
controllability. Higher knowledge levels about tyanmptoms of BPD as measured by the
DSM IV (APA, 1994) were associated with lower irded social distancing.

Finally, as emotions were found to be significam@t$gociated with staff intended
behaviours, particularly in the BPD group, addidbanalyses were conducted to explore
the difference of the staff emotional reactionsigein the groups. Significant differences

were found between staff reporting of anger. Thapprted feeling significantly more
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angry towards the service user with BPD and deresisan towards the service user
with depression alone. There was no significarfetbihce between the levels of fear and

pity in each group.
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CHAPTER FOUR: DISCUSSION
4.1 Chapter Overview

This chapter begins by briefly revisiting the aiaoighe research. Following this, a
summary of the main findings and additional anadyam® presented along with how these
compare with previous research. The strengthslantiitations of the research are then
discussed before moving on to discuss the theateti@ clinical implications. Finally,
ideas for future research are outlined before amadvconclusion is drawn.

4.2 Summary of Research Aims

The aim of this study was to explore whether tlaeeadifferences in the
attributions and intended behaviours of secondawtal healthcare staff towards service
users with the label of BPD and depression comptard¢abse with the label of
depression only. It also explored whether knowleldgels are associated with staff
attributions and intended behaviours towards semgers with BPD. It is important to
explore the effects mental health labels have aff attributions and intended behaviours
because a service user’s label can be one ofrtegieces of information staff have
about them. If their label is found to be assodatéh negative staff attributions and
intended behaviours, it could be detrimental tartharly interactions (Aviram, Brodsky
& Stanley, 2006).

The research used a between participants desigicipants were allocated to
one of two groups, with one group reading a vignatiout a service user with BPD and
depression and the other group reading an idemtigaktte about a service user with
depression only. After reading the vignette, pgéints completed four questionnaires

that measured their attributions, intended behasiand knowledge about BPD.
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Correlations were also used to assess possibleiasspns between staff attributions and
their intended behaviours and staff emotions ar thtended behaviours BPD
4.3 Summary of Findings and Previous Research
4.3.1 Attributions

Research hypothesis 1 suggested that staff wouteé mare attributions of
dangerousness and controllability towards servsersilabelled with BPD and
depression than those labelled with depressiorealbine attributions were chosen based
on Weiner's theory of causal attributions (198083,91986) and the Corrigan et al.
(2003) model opublic discrimination towards a person with a méititeess.These
models were used because they have previouslyfbaeed to be helpful frameworks for
exploring attributions and intended behaviours yaaety of different groups. Weiner’s
theory suggests that the causal attributions efivality, stability and controllability,
along with emotional reactions, influence behavabuesponses of helping and
punishing. Corrigan’s model suggests that attrdngiof controllability and
dangerousness, along with emotional reactionsjenfte the behaviours of helping,
social distancing and coercion.
4.3.1.1 Dangerousness

Hypothesis 1 was not supported; no significanedéghce was found between
staff attributions of dangerousness towards thaceuser labelled with BPD and
depression and the service user labelled with dspe alone. This suggests that
multidisciplinary secondary care mental healthfstafnot make higher attributions of
dangerousness about a service user with BPD thaut alservice user with just

depression based on referral information. Howetherse findings are not supported by
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previous research. Markham (2003) explored heailth assistants’ (HCAs) and qualified
nurses’ (RMNSs) attributions of dangerousness towastvice users with BPD,
depression and schizophrenia on psychiatric irepatinits. He found staff reported
significantly higher levels of attributions of dargusness about service users with BPD
than about those with depression.

Although Markham (2003) did not report a pre ortgasc power calculation,
which makes it difficult to accurately report thewer for his study, it is important to
highlight that the difference in the findings of Mham and the current research could be
a result of higher power in Markham'’s study. Mankhased a mixed within and between
participants design to investigate the differenetvieen staff attributions of
dangerousness towards the labels of BPD, depreasbschizophrenia. He used a two-
way analysis of variance to investigate the mafiectffollowed by individual t-tests to
explore the difference between the three labelsimvithe RMN (n=50) and HCA groups
(n=21). The present research used a between partisidesign to investigate differences
between two groups’ attributions of dangerousnesetvice users labelled with either
BPD and depression or with depression alone, witpakticipants in one group and 42 in
the other.

The different designs and number of participantsaoh piece of research
suggests that Markham’s (2003) research is likelyave more power than the current
research because Markham used a within subjeagnd@sinvestigate the main effect.
However, the design used in the current study ewdstine participants were not aware
that they were being asked about their attributiomsards the label of BPD. This

reduced the likelihood that the results would befeonded by participants responding in
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a socially desirable manner, which increases teepaviarkham was unable to do this
because of the within participants, repeated measigsign. In addition, Markham had
three conditions within each of the two groupsieestigate using post-hoc tests. When
he investigated these he did not adjust the sggmtie level to protect from the family-
wise error rate. This increases the chance ofa typrror and decreased the power.

Thus, although it is important to emphasise thatdifference between the results
of the two studies might be a result of Markham0@thaving more power, it is not
possible to state this with confidence. As a restLik important to explore other factors
that might have influenced the difference betwémnresults in each study. These will be
discussed below.

The difference in results between Markham’s (2d@3garch and the current
research might reflect the difference in particisaMarkham asked psychiatric nurses
on an in-patient unit to be part of his reseamttdntrast, the sample in this research
consisted of multidisciplinary secondary care memgalth staff, 92.8% of whom worked
within a community mental health setting. These graups of staff will have had
different experiences of working with service ussith BPD, which is likely to have
affected their attributions towards them.

There were also several differences in the methddg<ham asked participants
to base their answers on previous experience dingwith service users with each of
the labels, whereas the current research askdabtait their attributions based on
limited information in the form of a vignette. Aamicipants were nurses on an in-patient
unit, it is possible that they were thinking abmdre extreme cases of service users with

BPD than those depicted in the vignette in thisaesh.
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Findings from previous qualitative research alggpsuts the Markham (2003)
findings rather than the current research. Wooraatal Hixenbaugh (2008) conducted a
piece of qualitative research interviewing six msrabout their experiences of working
with BPD service users. As discussed in sectior81l.7they described the core theme as
nurses experiencing BPD service users as a ‘polyddngerous, unstoppable force’
who leave ‘a trail of destruction’ behind them drastingly, this sample consisted
entirely of nurses as opposed to the multidiscguirstaff on whom the current research
focuses. In addition, the sample in Woollaston ldngtnbaugh was heavily biased
towards in-patient staff, with four of the partiaigs working on an in-patient unit. It is
interesting that Woollaston and Hixenbaugh’s redeaupports Markham'’s findings as
opposed to the findings in the current researobalige the samples in these two pieces
of research are more similar to each other thahisaresearch. This suggests it might be
their place of work that influences staff attriloms of dangerousness.

O’Brien and Flote (1997) also conducted a piecguallitative research. They
interviewed six psychiatric nurses about a servger with BPD on their in-patient unit
who was displaying severe and life threatening bielna They reported that all the
nurses agreed that they felt frightened when waykitth the service user with BPD
suggesting that they might make attributions ofggmausness towards them (Corrigan,
2003). They said they felt frightened because stna could become quickly out of
control and could be both personally and profesdipmlamaging. They considered this
particularly frightening because they felt that dnganisations they worked for held them
personally responsible for the safety of individudt is acknowledged that this is a very

different scenario from the one depicted in theneite used in this research. Again, it
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used in-patient nurses as participants, whichfisrént from the current research. It also
focused on one BPD service user who displayediseaad life threatening behaviour;
thus, it could be the seriousness of the behavimircaused the fear in the staff.

However, the research raises an interesting isscause staff also reported that
they feared being professionally damaged. Thisassigghat it is professional, as well as
physical, harm that staff fear when working withBBervice users. The measure used to
assess dangerousness in this research focuseg panehysical harm, which might not
have been as important to staff in this study,ipaldrly as their attributions were based
on referral information in the form of a vignett® @posed to a real life situation. Future
research should explore the differences betweesopeal and professional danger staff
perceive from service users with BPD.
4.3.1.2 Controllability

Hypothesis 1 was not supported, with no significifference found between
staff attributions of controllability between thea groups. This suggests that based on
referral information, multidisciplinary secondargre mental health staff do not make
more attributions of controllability towards semiasers labelled with BPD than towards
service users labelled with depression. This doésumpport previous research by
Markham and Trower (2003), who that found staff smagynificantly more attributions
of controllability towards the diagnostic labelB®D than towards the labels of
depression and schizophrenia.

Markham and Trower (2003) used 48 participantotadact a series of one way
within participants ANOVAs followed by t-tests tesess the differences between the

labels of BPD, depression and schizophrenia. Hssarch used an independent t-test
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with 83 participants (41 in one group and 42 indbeer) to assess the difference between
the groups attributions of controllability. Withparticipants designs have more power
than between participants designs, which suggestditference between the two pieces
of research could be a result of Markham and Trdveeing higher power than the
current study. However, it is not possible to sthate with confidence because there are
several factors that increase the power in theeatiresearch. Firstly, this research had
more participants than the research by Markhamlaoder. In addition, the design used
in the current study ensured that participants weteaware that their attributions

towards the label of BPD were being measured. idusced the likelihood that the
results were confounded by participants responitiragsocially desirable manner, which
increases the power of this study. Markham and €ravere unable to do this because of
their within participants, repeated measures degigra result, whilst the difference in
results could be a result of Markham and Trowedslg having higher power, the
possibility that the difference in the findingsleets a genuine difference cannot be
discarded. As such, it is important to explore othetors that might explain this
difference between the results.

Firstly, the difference between the current andipres research findings could
indicate that staff attributions have changed sMeekham and Trower’s (2003) research
was conducted. Since 2003, there has been an secemderstanding of BPD, for
example, the development of the NICE guidelinedB®BD (NICE, 2009). There has also
been an increase in the number of therapeutic rmddat provide focused strategies that
enable practitioners to work successfully with theslividuals (Bateman & Fonagy,

2000). A lack of any significant difference betwaba groups in the current research
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might reflect how mental health staff have increlatbeir understanding and developed a
more positive attitude towards BPD, which meany thake fewer attributions of
controllability.

It might also reflect the difference in the sampded in the current research and
the research by Markham and Trower (2003). MarkaathTrower’s sample consisted
of qualified psychiatric nurses who worked on agbsgtric in-patient unit. As previously
discussed the participants in this research were & different group. They were
multidisciplinary qualified and non-qualified stafbrking within secondary mental
health care, 92.8% of whom were working in commumiental health teams. This
suggests that the difference in the results migtect the difference in the attributions
in-patient nurses make towards service users &belith BPD than a more diverse
sample from secondary mental health care.

However, the lack of a significant difference betwehe groups in the current
research might also reflect the method that wad.uas research used vignettes, as
opposed to real life situations, to elicit staffiautions of controllability. Previous
research has reported that vignettes are not agigerat eliciting attributions of
controllability as real life situations (Lucas, @ud & Langdon, 2008). This suggests that
the use of the vignette might have reduced stafbations of controllability in both
groups making it less likely a difference woulddegected.

The above highlights the way different methodsliteng attributions have the
potential to influence how much participants repbet attribution of controllability. This
is interesting because although Markham and Tr¢2@03) did not use real life

situations to elicit participants’ attributionsethdid use a different method from the one
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used in the current research. Markham and Trowedagarticipants about their
attributions based on the labels of BPD and defesghilst the current research asked
staff about their attributions towards a servicerus a vignette with the labels of BPD
and depression. This suggests that the differeatveglen the methods of the current
research and Markham and Trower’s research mighg bantributed to the difference in
the findings. However, this is unlikely becaus@aligh there is concern that vignettes
are less sensitive at eliciting attributions, thes considered to be more sensitive than
asking participants to report their attributionsddon a label alone (Corrigan et al.,
1999). It is interesting that although this reskarsed what is considered to be a more
sensitive way of measuring staff attributions, #&smMarkham and Trower’s study that
detected a difference between the groups. Thisesigdhat the differences in the results
from the two pieces of research reflects that ifferdnt groups of staff hold different
levels of attributions of controllability towardersice users with BPD, or that staff
attitudes have changed over time, rather than Isecaithe differences in their methods.
Future research should focus on measuring attabsitof different staff groups to
explore this further.
4.3.2 Intended Behaviour

Research hypothesis 2 suggested that staff wouleskewilling to help and more
likely to coerce and socially distance themselvemfservice users labelled with BPD
and depression than they would those labelled a@eftression alone. These intended
behaviours were chosen because they are the beawidhin Weiner’s helping
behaviour (1980) and Corrigan’s (2003) attributioadel of controllability and

dangerousness in mental iliness stigma and distaitoin. Both these models have
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previous evidence of being helpful when exploriteffsntended behaviour and have
also been used to think about staff intended belbasitowards service users with BPD
previously.

4.3.2.1 Helping Behaviour.

Hypothesis 2 was supported; there was a signifiddference between the two
groups. The group of staff who read the vignetuala service user with BPD and
depression were significantly less likely to inteéadffer help than those who had read
about a service user with depression alone. Thygests that staff have less intention of
helping a service user with BPD and depression timenwith depression, prior to
meeting them. This supports previous research logyfo(2007), who found that staff
were less likely to offer help to a service usgridied in a vignette with BPD than one
with a Major Depressive Disorder.
4.3.2.2 Coercion

Hypothesis 2 was not supported; there was no dififeg between the two group’s
coercion scores, suggesting staff did not rep@atgr intentions to be coercive towards
service users with BPD than towards those with @egon. This research is the first
research to investigate coercive treatment intastgpecifically about the label of BPD.
It is positive that there is no difference betw#sn label and the label of depression.

No previous research has investigated coercivevialvatowards service users
with BPD. However, Bowers (2002) explored the cogrtreatment intentions of
psychiatric nurses working in high security hodpitawards patients labelled with an
unspecified personality disorder. He found thai stdah a less positive attitude towards

service users with a personality disorder favoumashagement strategies that involved
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coercion, such as stricter rules and a greateousentainment methods, for example
seclusion. The current research looked at inteedecdcive behaviour between two
groups based on the labels of BPD and depressidst\WBlowers used correlations to
explore the association between negative attitaddghe endorsement of coercive
methods towards those with a personality disondéigh security hospitals. The
differences in these pieces of research meamdatipossible to compare the research
findings directly. However, it does raise someries¢éing questions.

The coercive methods that were investigated in Be\(#Z002) research were
under the participants’ control whilst two of thede items measuring intended coercive
behaviour in the current study were perhaps segralicipants as being out of their
control. This is because two of the three itemsniede up the coercive intentions
measure focused on compliance with medication erthg a psychiatrist. Perceiving the
coercive action was not under their control migiatdninfluenced participants in the
current research to disagree with those items Isectuey did not feel they would have
the power to enforce them. In addition, the twaesteents on the coercion measure in this
research that related to requiring Mary to takerhedication and that she should be
treated by a psychiatrist might have been endarsaeé strongly by the participants in
the depression group. This is because the NICEetjnasb for depression (2007) state
that medication should be used when treating dejores

A lack of increased intentions to behave coercitelyards BPD service users is
positive. However, this is the first research exrplp staff intentions to coerce BPD
service users when treating them, so further reeeameeded to be confident that this

result was not influenced by the methodologicaltitions.
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4.3.2.3 Social Distance

Hypothesis 2 was supported; participants who readrignette about a service
user with BPD and depression reported significamtiyrer intentions to socially distance
themselves from them than those who read aboutwaseiser with depression alone. A
wish to maintain a social distance from servicestabelled with BPD suggests that
staff are likely to behave in a more distant manwéich could have damaging effects
for the development of the relationship betweeff atad service users with BPD
(Aviram et al., 2003).

The findings in the current research support figdifrom previous research by
Markham (2003). He found nurses and health caistasts working on a psychiatric in-
patient unit gave higher ratings of social distagdowards service users labelled with
BPD than those labelled with depression. It is inguat that the two samples in this
research were different; this suggests that méweialkh staff’'s wish to socially distance
themselves from service users with BPD, as opptzs#tbse labelled with depression, is
found both in the community and in-patient settings

4.3.3 Relationships between Attributions, Emotamd Intended Behaviours

Hypothesis 3 used correlations to explore possib$®ciations between staff
attributions and intended behaviours and staff @mstand intended behaviours within
both the depression alone group and the BPD anekstgipn group. This provides the
opportunity to consider whether the associatiomvben staff attributions, emotions and
intended behaviours are different when staff airgkthg about working with a service

user with BPD to a service user with depression.
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4.3.3.1 Depression Alone Group.

When the associations between attributions, em®towl intended behaviour
were examined within the depression alone groupmber of significant correlations
were detected between attributions and intendedwbetrs. Higher staff attributions of
dangerousness were associated with a higher iotettibehave in a coercive and
socially distant manner towards service users daghression. Staff attributions of
controllability were also significantly negativatgrrelated with their intention to help.
This suggests that as staff report higher attrdmstiof controllability, they also report
lower levels of intention to help. Only one emotiwas significantly associated with staff
intended behaviour in this group; staff anger wgsicantly negatively correlated with
their intention to help. This suggests that higbeels of staff anger are associated with a
lower intention to help.
4.3.3.2 BPD and Depression Group

In contrast to the depression alone group, no fsigmit associations between staff
attributions and their intended behaviours wereatet in the BPD and depression
group. There were however, several significant@asions between staff emotions and
their intended behaviours; lower intended helpiegdviour was significantly associated
with higher levels of both anger and fear. Higleels of staff fear were also
significantly associated with them expressing hightentions to behave in a coercive
manner towards the service user labelled with BRdDdepression.
4.3.3.3 Comparison of the two groups

It is interesting that different associations weaed¢ected in the BPD and

depression and depression alone groups. Althowagle there methodological limitations,
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such as limitations with the attribution measudisqussed in section 4.5.1) and the use
of vignettes (discussed in section 4.5.2.3), tlikféerences can be considered genuine.
This is because the presence of a significant adswtin the depression alone group
suggests that it is unlikely the methodologicalitations were responsible for the lack of
significant association in the BPD and depressiomig, because both groups used the
same method. In addition, the differences betwkerassociations within each group can
be considered to be genuine differences, ratheratrasult of a lack of power in one
group. This is because both groups had enouglcipanits to reach a power of .8. In
addition to this, the numbers of participants wareost equal in both groups (BPD and
depression group n= 42 depression alone group,)n=41

The most noticeable difference was the differeabesitions between attributions
and intended behaviours in each group; in the BiDdepression group, no staff
attributions were significantly associated witkitintended behaviours whilst in the
depression alone group, staff attributions of aafability were significantly negatively
correlated with their intended helping behaviout #reir attributions of dangerousness
were significantly positively correlated with theatended coercive and social distancing
behaviour. This suggests that when staff are thopkbout working with a service user
with BPD, their attributions are less likely to &gsociated with their intended behaviour
than when thinking about working with a servicerusgh depression. In contrast, the
results suggest that staff emotions are more liteee associated with their intended
behaviour when thinking about working with a seavicsers with BPD than one labelled
with depression. In both groups, there was a saamnt negative correlation between staff

anger and their intention to help whilst fear wafysignificantly negatively correlated
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with helping behaviour in the BPD and depressiarugr This suggests that higher levels
of staff anger are associated with lower intentimniselp regardless of the label of the
service user, whereas higher levels of fear arg asdociated with lower intentions to
help those service users labelled with BPD. Femr also associated with intended
coercive behaviour in the BPD and depression gbaamot in the depression alone
group, whilst pity was not associated with any mehaviour in either group. This
suggests that emotions might play more of an ingmdntole when staff are thinking
about working with service users with BPD and dsgpien than depression alone.
Interestingly, within the BPD and depression grawgther attributions nor emotions
were significantly associated with staff intentidasocially distance themselves from
service users.

Previous research that investigated the associb&tween controllability and
helping behaviour in staff towards service usett witellectual disabilities supports the
results within the depression alone group. Dagnah ,e1998) and Hill and Dagnan
(2002) found controllability to be strongly assaedwith staff intended helping
behaviour. Previous research that investigated ataibutions towards service users
with BPD also found controllability to be significly negatively associated with staff
intended helping behaviour (Friday, 2006). Forg2007) found that indicating a service
user was in control of their behaviour did notuefice the amount of help staff intended
to offer service users with depression or BPD; hmxehe was not able to recruit enough
participants to reach adequate power of 0.8. Tleiama the lack of any significant result

could have been a result of the study being undeeped.
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There is less previous research into the associbBbwveen dangerousness and
social distancing behaviour with mental healthfstaterestingly, it supports results
within both groups. Markham (2003) found a sigrafit positive correlation between
dangerousness and intended social distance whensRi#ke measured, but not HCAs.
This suggests that the association between stafiwions of dangerousness and their
intended social distancing behaviour is affectedi®ycharacteristics of the staff
members.

The differences in the samples and methods ofriéqus and current research
also suggests that the characteristics of thecsenser and staff group and the type of
behaviour are causing the difference in results eikample, the previous studies by
Dagnan et al. (1998) and Hill and Dagnan (2002)evrth based on staff attributions
towards service users with intellectual disab#itii is possible that there is not the same
association between attributions of controllabitityd intended helping behaviour from
staff towards service users with BPD. In addit@ithough Friday’'s (2006) research was
exploring the association between staff attribigiand helping behaviour towards
service users with BPD, the study used in-patiemnsing staff whereas this research
explores all secondary mental health staff. Pressi@gearch has found that different
groups of staff do hold different attributions (Maam, 2003). This suggests that
Weiner's and Corrigans et al. (2003) attributioadties might explain reactions of some
staff groups better than others. However, it i algportant to highlight that previous
research has found other factors to be associatkdnsended behaviour.

Previous research suggests several factors that imégassociated with intending

helping behaviour of mental health staff. Todd Walts, (2005) found that whilst
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clinical staff are likely to have attributions afrtrollability towards service users with
dementia, the thoughts they have about their oue) tioe effectiveness of the treatment
they are offering and their position in the orgatian they work in, are also associated
with their helping behaviour. Although this resdanmeasured staff intentions to help
towards a different client group, it does highligfinat there are other factors that are
associated with staff intended helping behavionis provides a possible explanation for
why the current research detected a significafémdihce in the groups’ intended helping
but not their attributions. In addition to this, Maam (2003) looked at other factors that
were associated with staff intention to sociallstdince themselves from service users
with BPD. He found that previous negative experenaf service users with BPD were
significantly positively correlated with an increaswish to socially distance themselves.
He also found that nurses who expressed highelslefeptimism about working with
service users with BPD expressed lower social migtantentions.

The current research also found that staff emoticgre associated with their
intended helping and coercive behaviour. This sstgthat, at the referral stage, one of
the factors that is associated with staff intendogelp or coerce service users with
BPD is their feeling of anger. In contrast the eatrresearch did not find any significant
associations between social distancing and emotiithen the BPD group. This suggests
that whilst emotions might be a factor that impaticertain aspects of intended

behaviour, they cannot explain it fully.
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4.3.4 Knowledge Levels
4.3.4.1 Association with Attributions

Research hypothesis 4 suggested that higher staffledge levels about BPD
would be associated with lower attributions of danegisness and controllability towards
service users labelled with BPD. This hypothesis m@at supported when the overall
knowledge scores were used. The overall knowledgees were not significantly
correlated with any attributions staff made towdldasservice user with BPD and
depression in the vignette. However, an examinaifdhe individual subscales of the
knowledge questionnaire shows that there is afsgni relationship between higher
staff knowledge about the treatment of BPD and taatibutions of controllability.
Although it is not possible to draw conclusions @ithe direction of this relationship, the
presence of the relationship suggests it is impofta staff to have knowledge about the
treatment of BPD to help ensure their attributiohsontrollability remain low.

Although previous research has not explored theaanpf knowledge on specific
attributions it has found that increased knowlelggels about BPD significantly
improves staff attitudes towards service users BRID (Hazelton, 2006; Miller &
Davenport, 1996; Krawitz, 2004). Commons-Treloat Aawis (2008) also found a
significant positive correlation between increakadwledge levels following training
and improved attitudes towards deliberate self-harBPD service users for both
emergency medicine and mental health clinicians.
4.3.4.2 Association with Intended Behaviour

Research hypothesis 5 suggested that higher staffledge levels about BPD

would be associated with lower social distanceaetcion and greater helping
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behaviour. When using the overall knowledge sdoisehypothesis was not supported.
The overall knowledge scores were not significaotiyrelated with any staff intended
behaviours towards the service user with BPD amdedsion in the vignette. However,
when the individual subscales of the knowledge tijpmsaire were examined, several
significant relationships were discovered.

There was a significant negative correlation betweeatment knowledge and
staff intended coercive behaviour. This indicakes higher staff knowledge levels about
treatment of BPD are associated with lower sta#éntions to coerce BPD service users
into treatment. Higher treatment knowledge levedsanalso significantly positively
correlated with higher intended helping behaviduwstaff. In addition, higher knowledge
levels about the DSM IV (APA, 1994) criteria of BR2re significantly associated with
lower levels of staff intended social distancin@pd@our. This suggests that the more
knowledge staff have about the symptoms of BPDn@asured by the DSM IV
diagnostic criteria, the less likely they are taiatly distance themselves from service
users labelled as such. This association is p#atlgunteresting because emotions and
attributions did not to have any association wittffsntentions to socially distance
themselves from service users with BPD.

Previous research has also found increased know/ledgls about BPD has a
positive influence on staff behaviour towards seruisers with BPD (Krawitz, 2004).
However, Krawitz assessed participants’ knowle@égels by asking them if they
considered their knowledge levels about BPD to haweeased. This research used a
measure that actually assessed different aspestafbknowledge levels about BPD. It is

positive that this research supported the findings Krawitz whilst using a more
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powerful measure of staff knowledge. This provitlether evidence that there is a
relationship between staff knowledge levels and theended behaviour. In addition, the
knowledge questionnaire used in this research v Band measure that assessed basic
knowledge levels about the diagnostic criteria edtment of BPD and some general
knowledge about BPD. This suggests that even a kaswledge about the DSM IV
(APA, 1994) criteria and the treatment of BPD isazsated with more positive staff
behaviour.

4.4 Additional Analyses

This research did not plan to explore the diffeemnin staff emotional reactions
towards the service users labelled with BPD andegsion and the service users labelled
with depression alone. However, the results fropotilyesis 3 indicate that whilst staff
emotions of anger and fear are associated withititended helping and coercive
behaviours towards service users with BPD, onlyetim@tion of anger was associated
with helping behaviour within the depression algneup. This indicated that staff
emotions might be more important when consideliray treactions towards service users
with BPD than those with depressid@ks a result, additional analyses were conducted to
investigate if there were differences in the twougs’ emotional reactions.

These revealed that there was a significant @iffee in the emotions of anger,
with staff indicating they feel higher levels ofgar towards service user with BPD and
depression than towards service users with depressone. This is important in light of
the significant association between anger and léeweals of intending to help service

users with BPD.
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There were no significant differences between tloejgs’ emotions of fear and
pity. The only previous research that has compst&ifl emotional reactions to service
users with BPD and depression is Markham and Tr¢2@93). They compared the
emotion of sympathy towards service users with Biipression and schizophrenia.
They found staff to have less sympathy towardsisenysers with depression than
service users with BPD.

4.5 Strengths and Limitations
4.5.1 Measures

It is acknowledged that there are some drawbacksstoneasures that were used
in this research. The strengths and limitationsawh measure will be discussed below.
4.5.1.1 Dangerousness.

The measure of perceived dangerousness had a Closladépha of .765 in this
study. This suggests the scale reached adequateahtonsistency and is an appropriate
measure of dangerousness within this sample. $hpesitive because this measure had
not previously been used as a measure to assesal imealth staff attributions of
dangerousness.

One drawback of the measure was that it focuseti@awily on aspects of
physical dangerousness, such as being aggresesmesdictable and frightening and
lacking in self control. Although it is useful toemsure staff attributions of
dangerousness based on physical harm, the meaayneancapture all aspects that
mental health staff consider to be dangerous a@BBlt service users. Previous
gualitative research suggests that nurses notroake attributions about BPD service

users being physically dangerous, but also abeam theing professionally dangerous
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(O’Brien and Flote, 1997; Woolaston & Hixenbaug@0&). Future research could
include a measure of dangerousness that measurgdrda staff professionally, for
example, measuring such behaviours as making camgldhis might be more relevant
to staff working in the community with service usarith BPD who are less physically
risky than those on in-patient units.
4.5.1.2 Controllability

The measure of controllability had a Cronbach’halpf .472 within this study. It
is widely accepted that a Cronbach’s alpha of belbmdicates a lack of reliability
(Field, 2006). An alpha of .472 would ordinarily bensidered an indication of
unacceptable internal consistency (George & Mall2gp3). However, Cortina (1993)
argued that this rule should not be applied in sugeneral manner because alpha scores
are affected by the number of items within a sd@lenbach (1951) recognised that the
more items a scale has the more likely it is toehalarger Cronbach’s alpha. The
controllability scale in this research consistedhoée items, suggesting that a Cronbach’s
alpha value lower than .7 would be adequatelylvidia

However, it is acknowledged that .472 does refelow internal consistency so
several options were considered. Firstly, whernitéma ‘I would think it was Mary’s own
fault that she is in her present condition’ wasoged, the alpha increased to .503.
However, this was considered to be a sufficienughancrease to support a claim of
adequate internal consistency, so it was decidedathitems in the scale would be used.

Instead, the inter-item correlation for the scasswalculated. Voss, Stem and
Fotopoulos (2000) suggest that when a scale igphkatly short, the mean inter item

correlation can be used to assess if the small runfhitems has negatively biased the



13¢

coefficient alpha. This is because the mean irtgen-icorrelation is independent of the
scale length. The mean inter item correlation ligr controllability factor in this study is
.2. Clark and Watson (1995) state that mean iméen-correlations of between .15 and
.20 are acceptable in social science research résudt, the factor on the AQ-27 was
continued to be used as a measure of controlhakiithin this study.

However, due to the concerns about the scale nhlysis was repeated using
only the item that specifically referred to conlability. This was ‘How controllable, do
you think, is the cause of Mary’s present condRiobhis was to ascertain if different
results were produced. The additional analysesatedeno significant differences
between the groups. Obtaining the same resultsdiffegrent methods suggests that the
lack of any significant difference between the gvoups was not a result of the lack of
internal reliability of the scale. However, it istrpossible to state this with confidence.
Future research should attempt to use a more apat@pmeasure of controllability to
ensure the results are not affected by difficulivitt the measures.
4.5.1.3 Helping and Coercion

The factors from the AQ-27 that were used to meastaff intended behaviours
reached adequate internal consistency as measytid Kronbach’s alpha (coercion

=.672; helping =.633). Although the alpha for each is below .2ythan be considered
to have adequate reliability, as each scale cansighree items (Cortina 1993). This is
positive, as although they achieved adequate iatestiability when used to measure
intended behaviours in the general population @vipus research (Corrigan et al., 2004),

they had not been used previously with mental hesaff.
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It is important to note thatvo of the items on the coercion factor on theioag
AQ-27 scale reflected extreme intended behavidwaswere not appropriate for use
when measuring mental health staff intended beliavideally, a separate measure of
coercion, which had been used previously with mdrealth staff to ensure its reliability,
would have been used. However, this was not p@sbidause there was no such
measure available at the time. As a result, onbkeobriginal statements was simply
adjusted to reflect a less extreme behaviour; & elenged from ‘How much do you
agree that Mary should be forced into treatmertt Wér psychiatrist even if she does not
want to?’ to ‘How much do you agree that Mary skidue treated by a psychiatrist, even
if she does not want to?’. However, the second itehink it would be best for Mary’s
community if she were put away in a psychiatricpitad’ reflected a more extreme form
of intended behaviour. As a result, it was remoaed replaced with ‘If | were in charge
of Mary'’s treatment, | would expect her to complyhaall my recommendations’. The
Cronbach’s alpha of .672 suggests that the adjudttoghese items did not affect the
internal reliability of this scale.
4.5.1.4 Social Distance

As a result of a lack of appropriate measures tasone intended social
distancing behaviour in mental health staff, th@aalistance measure used in this
research (The Social Distance Scale (Link et 8B8,/1 Hay, 2007) had not previously
been used with mental health staff. Despite thadesgot having previous reliability data
for use with mental health staff, it reached adégjudernal consistency as measured by
Cronbach’s alpha €.817). As such, it can be considered appropratege within this

research.
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4.5.1.5 Knowledge.

The knowledge questionnaire that was used in ¢#sgarch was originally
developed by Cleary et al. (2002) and was adaptekdimes and Cowman (2007)
specifically for use with mental health staff. Jana@d Cowman ensured construct
validity by piloting the questionnaire with menkedalth professionals. They also reported
the internal consistency in their sample to be lfiaglthe total knowledge score
(Cronbach’s alpha .79). The internal consistendiiwithe current study was also found
to be good for the total knowledge score (Cronbmelpha .824) and the three factors
were also adequate with a Cronbach’s alpha of {@i3nowledge of DSM IV (APA,
1994) criteria, .598 for treatment knowledge ar8.tor general knowledge. This
suggests that it is an appropriate measure to bsee in this research.

4.5.2 Methodology
4.5.2.1 Deception and Socially Desirable Responding

As discussed in section 2.5.3, a limited amoumtsaleption was used within this
study. This was to ensure that participants dicknotv that the aim of the research was
to compare mental health staff reactions towarsksraice user labelled with BPD and a
service user labelled with depression. It was tdsensure that they were not aware that
their attributions of dangerousness and their siédbehaviours of social distancing
were being measured. This was to reduce the lixedilthat participants would respond
in a socially desirable manner. To guarantee tlis done in an ethical manner, the
British Psychological Society Code of Ethics andh@act (2006) was consulted and

followed.
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Managing to use deception in an ethical and effeatianner is considered a
strength of this study. This is because staff redpw in a socially desirable manner
could have biased the results. However, althougpssivere taken to reduce the chance
of participants responding in a socially desirabbnner, no social desirability measure
was used. This means it cannot be stated with @emde that the participants did not
respond in a socially desirable manner. Despite the significant difference between
the groups’ helping and social distancing behaw@uggests that staff were not
responding in a socially desirable manner thattdf the results.
4.5.2.2 Order Effects

It is a strength of the current research that teasures were presented to each
participant in a random order to ensure there wererder effects. As discussed in the
section on data collection, the researcher satpatticipants while they completed the
guestionnaires to ensure they completed them iorther in which they were provided
and instructed them not to look at the questiomsanut of order. The knowledge
guestionnaire (James & Cowman, 2007) was not irclud this random presentation and
was always presented to the participants last. Whsbecause the measure focused
heavily on staff views and knowledge of BPD, whiabuld have been a strong indicator
that BPD was one of the factors being focused dherresearch.
4.5.2.3 Use of Vignettes

Another strength of this research is that the attaran the vignettes was based
on previous research to ensure the service useg bepicted accurately represented a
service user with BPD and depression. Howeves,acknowledged that the face validity

of the vignettes as a whole could have been stiengt by conducting a small survey.
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This could have been in the form of asking sevgealeral practitioners, psychiatrists and
team managers if the vignettes were an accurdextieih of a common referral letter
secondary care mental health teams receive.

Vignettes were considered an appropriate methodeadn this research because
staff attributions and intended behaviours weradpeneasured towards a service user
with the label of BPD based on referral informatanty. However, there has previously
been some debate about the usefulness of vigrasti@snethod in research because they
can have a low external validity (Grey, McClean &rBes-Holmes, 2002). The strengths
and limitations of using vignettes in this reseaach discussed below.

Previous research has found that vignettes doeflect the attributions and
intended behaviours a staff member would havespaese to an actual act of
challenging behaviour. Lucas et al. (2008) invedtd the difference between staff
attributions, emotional reactions and intended bielias of teachers towards children
with intellectual disabilities who had actually plisyed a challenging behaviour and a
child they depicted in a vignette displaying thensachallenging behaviour two weeks
later. They found that the staff members made sogmitly higher attributions of control
towards the child after witnessing the real incidgirchallenging behaviour compared to
when they read about it in vignette format. Intehdehaviours were also different in the
two conditions. Staff reported increased helpinigaw®our towards the child described in
the vignette compared with the child displaying el challenging behaviour. However,
a drawback of the design of the Lucas et al. rebeans that the participants completed
the vignette 2 weeks following the incident of relallenging behaviour and the vignette

was matched to the incident of challenging behavidhis might have caused the
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participants’ to respond in a more socially dedeabanner because they knew they were
being questioned about the event again. This ressdtalso supported in previous
research by Wanless and Jahoda (2002) who comieeexdtributions and emotions staff
had towards a real person who had behaved in kengalg manner with the attributions
and emotions they said they had towards a characgevignette. They found that staff
emotional responses to the real incident were nmbe@se than to the character in the
vignette. They also found that the association betwattributions and helping behaviour
was significantly stronger when reporting from alrevent than a vignette. This suggests
that vignettes are a less powerful method of atigiattributions than real incidents of
challenging behaviour. However, although staffilatitions and emotions were
significantly stronger in relation to the real ident, the direction of the relationships and
type of emotion felt were the same in both grouplsis suggests that whilst vignettes are
certainly less powerful, they do not elicit attrilmms, emotions or relationships between
the two that are qualitatively different to reséausing real situations.

In addition, vignettes can be a helpful methodsskessing staff attributions and
intended behaviours because they are easily matgaldnd can control for confounding
variables (Hughes & Huby, 2001). Furthermore, Leavid Appleby (1998), who used
vignettes in their research measuring psychiatngsvs of service users with BPD,
argued that whilst vignettes are less externalliglythey cannot create attitudes that are
not already present. This suggests that althougimitthod has its difficulties, there are
also strengths that can outweigh the concern abgoéttes’ lack of external validity.

Finally, as the current research focuses on exgjasiaff attributions and

intended behaviours based on referral informaitaseems that the use of vignettes in
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this research is an appropriate method. Howevanduesearch could focus on
attributions and behaviours based on real life sresith service users with BPD in order
to ascertain if the results might be different.
4.5.2.4 Comparison of Two Labels

Although it is positive that this research compatezllabel of BPD to one other
mental health diagnosis (depression), it would Hzaen interesting to include a third
diagnostic label. Depression was chosen because dfigh rates of co morbidity in
women (Zanarini et al., 1998) and because self hlsiarcommon symptom of depression
(Houston, Haw, Townsend & Hawton, 2003) and is ohtne DSM IV-TR (APA, 2000)
diagnostic criteria for BPD. However, there arealgferences between the diagnoses;
depression is a frequently used diagnosis thaalsa®ng evidence base for effective
treatment (NICE, 2007) whereas BPD is diagnosesiftegjuently and has only an
emerging evidence base for effective treatment B\D09). The fact that these
disorders do have these differences might meanahkeealth staff view them very
differently. It would have been helpful to use agfosis that is also considered to be a
more severe and enduring mental health diagnasigaakham and Trower (2003) did in
their research. They found that staff held mongbaitions of controllability towards
service users with BPD than towards those lab&ligd depression or schizophrenia.
Using both labels gives more of an idea aboutekiellof controllability attributions staff
make towards service users with BPD compared terddbels.

To illustrate this point further, we can look aeépious research by Markham
(2003). Markham found that both health care assistand nurses held significantly

higher attributions of dangerousness and indictiteg were more likely to socially
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distance themselves from service users labelled BRD than from those labelled with
depression. However, this was not the case whepaong the label of BPD to that of
schizophrenia. When comparing these two labelsntinses continued to report
significantly higher attributions of dangerousnasd an increased desire for social
distance towards those labelled with BPD wherearetivas no significant difference in
the health care assistants’ attributions or intdrimkshaviours. This information helps
explore the way different staff groups make differattributions towards different labels.
The current research opted for a simpler desigmsure adequate power was achieved,;
given the time constraints, focusing on the diffieess between only two diagnoses was
preferable to not achieving the required statispoaver. However, future research
should compare BPD to other mental health diagntmsesplore if it is compared more
negatively to some diagnoses than to others.
4.5.2.5 Measuring Intended Behaviour

The measures used to measure behaviour in thigrofsare self report scales that
measure intended behaviours as opposed to measatung) behaviours. Measuring
intended behaviours was appropriate in this stiehabse the research was exploring the
behaviours and attributions staff make towardsisemsers labelled with BPD based on
referral information. However, it is also importaathighlight that intended behaviours
might not accurately reflect how staff would behava real life situation. Much of the
research that explores the extent to which intartboact explains actual action is based
on health-related research. Godin and Kok (199&)nted that intention to act explained
34% of the variance in actual behaviour but thist aduced to 16% when they explored

behaviours that were considered more difficulimplement. Young (2008) found similar
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results when she investigated intended behavidigtati towards service users
diagnosed with a personality disorder, with themtibn of helping accounting for 19%
of the variance of actual helping behaviours. Théans that whilst we can be sure that
staff significantly intend to offer more help torgee users with depression than those
with BPD, it is not possible to establish with agcuracy how this would translate into
their actual behaviour.

Social distancing was also measured in this reBeardifference between the
groups was found with staff more likely intend &hlave in a socially distant manner
towards service users with BPD than depression.d¥ew the measure was not entirely
appropriate because it asked staff about speac@i@bkrelationships that professional
boundaries would prevent them from entering infusBuggests the results might not be
as clinically relevant as they could have beennfae appropriate measure of social
distance was used. Despite this, the fact thaetivas a difference is particularly
important in light of the counter transference agsk that suggests boundary preferences
have an impact on service user and therapist ctters (Rosenkrantz and Morrison,
1992b) and the Aviram et al. model (2006) that hggtts the damaging effect of staff
distancing behaviour. In future, a more appropmagasure aimed at social or emotional
distancing should be used with staff to ensuredkalts are clinically relevant.

It would have been interesting to include a meaetfisztual behaviour in the
current research, but the design and method wantltiawve allowed it. It will be
interesting for future research to explore staftiatbehaviour and compare this to their
intended behaviour to ascertain if this is diffardiis is particularly the case for the

association knowledge levels with actual staff lvehar. Although this research found
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that higher knowledge levels about the DSM IV (ARA94) criteria of BPD were
significantly associated with lower levels of intkexdl social distance, and higher
treatment knowledge was associated with lower gedrcoercive behaviour and higher
intended helping behaviour, it is not possible éacbnfident that these associations will
translate into actual behaviour. Looking at thevamsgion between staff knowledge levels
and their intended behaviour is a positive firepsbut future research needs to explore
the impact of knowledge levels on the actual behavof mental health staff towards this
group of service users. It would also be usefufdture research to explore the direction
of the relationship between knowledge levels aaff behaviour to see if it is influencing
their behaviour as opposed to simply related to it.
4.5.2.6 Forced Choice

Participants were forced into basing their answarsery little information. This
was to ensure that it was the labels that weraentting their attributions and intended
behaviours. However, when completing the questivasaseveral staff reported that
they did not feel as though they had enough inftionan which to base their answers,
particularly on the dangerousness measure. Thgestgjthat the limited amount of
information might have caused participants to beenmeutral with their responses about
dangerousness in both groups, which might havecetithe chance of finding a
difference between the groups. However, this iscoosidered a weakness of the current
study because many referral letters to mental Inéadtms are brief and as such staff are
put in a position of making judgements based dle lihformation in their daily working

practice. As such, it is important for researckxplore their attributions and intended
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behaviours in this context. It is positive thathe current research no difference was
found between staff attributions of dangerousnessitds the two diagnoses.
4.5.2.7 Sample

The diversity of the sample in this research candresidered a strength. It
included a range of qualified and non-qualifiedfsterking on both psychiatric in-
patient units and community mental health teams Was to ensure the diverse nature
of multidisciplinary mental health staff within sewary care mental health services was
represented. This was particularly important, @asNICE guidelines for BPD (2009)
state that BPD should be managed in community rheatdth teams. In addition,
previous research has mainly used nurses workiragote in-patient units (Markham
2003; Markhamé& Trower, 2003; Forsyth, 2007).

A drawback of the sample was that only one psydbtagreed to take part in the
research. Psychiatrists are important figuresendiagnosis and treatment of BPD so it is
important that future research represents theiudés towards these service users. A
further drawback of the sample was that it comprisinly of community mental health
staff; they made up 92.8% of the sample. This c&dléhe difficulty that the researcher
had recruiting from in-patient units. This mightlbecause the nature of their work may
make it more difficult for staff to make space leir working day to complete research.
It appears that previous research that attemptegttait staff from in-patient units also
experienced difficulties obtaining enough particifsa Forsyth (2007) estimated that he
needed 68 participants; he distributed 120 quesdimes and received 26 back making a
response rate of 22%. It was not possible to calleihe response rate for the participants

who were recruited from in-patient units in thereat research. It would have been
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interesting to do this to enable a comparison tmbde between the response rate from
in-patient and community mental health staff in tierent research and previous
research response rates. These comparisons mighhlghlighted that it is difficult to
recruit staff who work on in-patient units. Futuesearch that investigates attributions
and intended behaviours of mental health staffwak in acute care services should
focus on ways to improve recruitment.

4.5.2.8 Design

The design used to assess the difference betwegutivns and intended
behaviours towards service users with BPD and dsfme was a between participants
design. The strength of this design was that ticed the likelihood that participants
would know that the aim of the research was to ammpnental health staff attributions
and intended behaviours towards service userdéabeith BPD and depression. This is
important because of the increased risk that ppatnts would respond in a socially
desirable manner if they knew the true aims ofrésearch.

However, the weakness of a between participanigmaéshigher rates of
unsystematic variance. Higher unsystematic variamoeases the likelihood that the
differences between the groups are influenced bghigs other than the independent
variable. Several steps were taken to ensurelieairisystematic variance was kept to a
minimum. Firstly, the randomisation process wastéohto each team to ensure that there
was an equal number of participants from each ieaach group. This protected against
team attitudes affecting the results. Secondlyctieracteristics of the staff were similar
in both groups, as the distribution of staff woikin the community and in-patient

settings was the same in each group. Both grogpshad a range of qualified and non-
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qualified staff: in the BPD and depression growgréhwere 10 non-qualified staff and 32
qualified staff and in the depression alone grangre were 16 non-qualified staff and 25
qualified staff. It is important that there wasaage of qualified and non-qualified staff in
each group because previous research has found s#dification to affect their
attributions of dangerousness and intended soisintting behaviour towards service
users with BPD (Markham and Trower, 2003).

A correlational design was used to explore the@aton between staff
attributions, emotions and intended behaviourss Tesign was also used to explore the
association between staff knowledge levels ana #igibutions and intended behaviours
towards service users with BPD. A limitation ofngsithis design is that it is not possible
to detect the direction of the relationship betwtenfactors being explored. This makes
it impossible for this research to make judgemabtsut which factor is influencing the
other. For example, whilst the research can shaifethere is an association between
higher levels of staff knowledge about BPD treath@rd higher intentions to help
service users with BPD, it cannot state that thestadge levels lead to higher intentions
to help. Future research should use designs thatvescertain the direction of
relationships between the significant associatfonad in this research.

4.6 Theoretical Implications
4.6.1 Attribution Theory

The results of this research raise important qolestabout how useful the
attribution theories by Corrigan et al. (2003) &kdiner (1980, 1985, 1986) are for
understanding staff reactions towards service usinsBPD when they have limited

referral information. Although it does not assdmsath models of Weiner's (1980,
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1985, 1986) and Corrigan et al. (2003) modelsreisalts do indicate that these models
are not able to fully explain staff reactions tovgee users with BPD at the point of
referral. This is because whilst there was no §izant difference between staff
attributions of controllability and dangerousnessdrds the service users in the two
groups, staff were significantly less likely to p@nd more likely to socially distance
themselves from service users with BPD and depedkan depression alone. This
suggests that staff attributions are not associatédtheir intended behavior towards
service users with BPD at the point of referraltRer evidence of this was the lack of
significant association between staff attributiansl their intended behaviors within the
BPD and depression group; it was their emotiorenger and fear, and knowledge levels
about the treatment and DSM 1V criteria (APA, 1984BPD that were associated with
their intended helping, coercive and social distagnbehaviour.
4.6.1.1 The Importance of the Signaling Event

One of the differences between the current andquewvesearch that explores
staff attributions and intended behaviours towaetwice users with BPD was that the
current research explores these factors towarggearsers at the point of referral. It
could be that staff do not make attributions alssuvice users when they only have
access to their mental health label and otherdianieferral information. Weiner (1986b)
would argue that this is because it would not beesgary for staff to make a causal
attribution at this time. This is because attengptmattribute causality to all situations
would be time consuming, tiring and unnecessaryifdre1986b). As such, people only
do such a thing when they need to understand samefor example when they fail

where they expected to succeed, or when they hese burt or rejected. This is why
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Weiner's attribution theory (1980, 1985, 1986) traditionally used a behaviour that
challenges as the signal that triggers the pathdset attributions and intended
behaviour. The decision to look at staff attribni@nd intended behaviours towards
service users as a result of their label in trsgaech was based on The Corrigan et al.
(2003) model of public discrimination towards agmr with a mental iliness. This model
argues that signalling events are of a much witksscthan others behaviour and that
mental health labels can be the signalling evenatfoibutions of controllability and
dangerousness. However, this research found thdaltkel BPD and limited referral
information does not have a significant impact @ifattributions towards service users
with BPD. Although the lack of controllability aithution could be explained by Weiner's
(1986b) argument, dangerousness is not a caushu#tin. However, Weiner's
argument could still stand because a hypothetitadt®on is also less likely to elicit
dangerousness attributions from staff becausewiiegot need to do so to ensure their
safety. In addition to this, the Corrigan et al.dabhas support as an attribution model to
explain reactions of the general public (Corrig2®00) but not with mental health staff.
As a result it cannot be ruled out that mental thestaff simply do not form attributions
about mental health labels in the same way asdhergl public.

Although the results from this research suggestthiealabel BPD does not affect
staff attributions of controllability and dangeroess towards service users, it is
nonetheless associated with their intended behavitis suggests that, prior to mental
health staff meeting service users with BPD, addél factors are associated with their
intended behaviour towards service users with BRI important to think about what

might be associated with staff intended behaviowatds service users with BPD. This
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is because the current and previous research hasstantly found that staff are less
likely to intend to help (Forsyth 2007) and motely to intend to coerce and socially
distance (Markham, 2003) themselves from servieesuabelled with BPD than those
labelled with other mental health labels. The rissul this research identified several
factors, other than attributions, that were assediwith staff intended helping coercive
and social distancing behaviour.
4.6.2 Factors associated with intended behaviour

4.6.2.1 Knowledge Levels

Higher treatment knowledge levels were assocmattdstaff indicating higher
intentions to help and lower intentions to coemevise users with BPD. This is
interesting because it could be argued that higeatment knowledge would help staff
feel more confident that they can work more effeslyi with service users with BPD.
The reasoned action approach (Fishbein, 2008) arttpad: the perceived future outcome
is one aspect that will influence how a personndseto behave. Specifically, it suggests
that if a person believes their behavior will eneme a good outcome and prevent a bad
one, they are more likely to engage in it (Fishp2008). The significant association
between higher staff knowledge about the treatmeBPD and higher intention to help
service users with BPD in this research supporisstiieory. As such, it could be argued
that this theory would better explain staff inteddehavior helping behavior towards
service users based on information about theil I&mvever, it is important to highlight
that this research did not explore all aspecth@#fttribution theories. This will be

discussed fully in section 4.6.2.3.
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Interestingly, knowledge about the DSM IV (APA9H9 criteria of BPD was the
only factor associated with higher staff intentibmsocially distance themselves from
service users with BPD. This suggests that theigaorret al. (2003) attribution model of
public discrimination does not help explain statended social distancing towards
service users labeled with BPD at the time of theferral. Instead, the Aviram et al.
(2006) model may help think about the reasonshfist tAviram et al. argue that negative
beliefs staff hold about service users with BPDseatlnem to believe that a service user’s
difficult behavior is guaranteed and deliberate aAgsult they protect themselves from
the negative consequences of failing to help amugbejected by distancing themselves
from service users with BPD. This would suggest kiigher knowledge about the
symptoms and behaviours associated with BPD waddae the likelihood that staff
would have negative thoughts about BPD servicesumaa their behaviour and in turn
reduce the distance they intend to place betwesn.tithis suggests that it is not
attributions of controllability and dangerousndsa twould be associated with staff
distancing behaviour but beliefs about how perdpmakponsible a service user is over
their behaviour. These beliefs were not investiatethis research; this will be
discussed further in section 4.6.2.3.
4.6.2.2 Emotions

This research also found that emotions were adedocwith staff intended
behaviour towards service users with BPD. Higheel of staff anger were associated
with less intention to help; higher staff fear veasociated with lower intention to help
and higher intention to coerce. These results tgighthat there is an interaction between

higher levels of staff fear and their intentiorb&have in a negative way towards service
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users with BPD before they have met them. This sdppghe Aviram et al. (2006) model
that argues staff are ready to behave in a negatareer towards service users with
BPD before they have displayed challenging behavibis not possible to draw
conclusions about whether these results also stiggebution theory might be a helpful
framework for understanding staff reactions to ®menusers with BPD. This is because
the association between emotions and attributicere wot explored.
4.6.2.3 Aspects of Attribution Theory that wereEqblored

However, the knowledge and emotions that were fdarige significantly
associated with staff intended behaviours in thsearch do suggest that some aspects of
attribution theory, which were not explored in thesearch, could be important. The
Corrigan et al. (2003) model and Weiner's (1998dattribution theory highlight the
importance of beliefs about personal responsihifitthe path between attributions,
emotions and behavior. This is because a persoheancontrol of their behaviour (i.e.
hitting another person) but not be held personalbponsible (they acted in self-defence).
Although the Corrigan et al. (2003) and Weiner (,.9885, 1986) model along with
previous research (Markham and Trower, 2003) suggleat controllability does not
have to be mediated by personal responsibilityrdtento lead to helping or punishing
behaviours, Weiner (1995) later argued that it pasonal responsibility beliefs that
were important in leading to negative emotionseathan attributions of controllability.
This research did find differences in the emotiohanger between the groups and also
that anger was associated with decreased helpimaylme and increased coercive
behavior. A further result from this research tihdicates personal responsibility beliefs

might be important is the association between si@fing higher knowledge levels about
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the DSM IV (APA, 1994) criteria for BPD and lowerténtions to socially distance
themselves from service users labeled with BPDs Ehbecause it is the belief that
service users are being difficult on purpose teatl$ to staff withdrawal (Aviram et al.,
2006) and knowledge of symptoms might reduce thigould be interesting to use
future research to look at the association betvyeesonal responsibility beliefs, staff
emotions and their intended behaviour to sedsfspecifically these beliefs that lead to
the path model and the attribution of controlldbitire just necessary precursors to this
belief.

An additional aspect of attribution theory that was$ explored was attributions
about internality and stability (Weiner, 1980, 1988860). Weiner argued that both of
these attributions are linked to feelings of opsimiabout change and therefore linked to
helping or punishing behavior. It might be thatited referral information based on the
label BPD elicits more attributions of internaléipd stability than controllability and
dangerousness. The significant associations thia fwend between higher staff
treatment knowledge and higher staff intentionisetp, in this research, support this
argument. Previous research also supports thisragiy Forsyth (2007) found mental
health workers to be significantly more likely teljn service users with BPD and
depression when the cause of their difficult bebiavivas depicted as unstable rather
than stable.
4.6.2.4 Specificities of Service Users, Staff ahdhfions

When discussing the theoretical implications oé ti@search it is important to
highlight that the associations found betweenkaittions, emotions and intended

behaviours were different within the depressiomaland the BPD and depression
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groups. As previously discussed, in the BPD andeg=sion group no attributions were
associated with staff intended behaviour. Howewethe depression alone group staff
attributions of controllability and dangerousnessavassociated with their intended
behaviours of helping, coercion and social distagci his suggests that when thinking
about service users with depression, based orelinné@ferral information, staff
attributions are associated with their intendedabedr. This suggests that the
characteristic of the service user is also impaitannderstanding staff reactions
towards them. Furthermore, the previous reseawtdibes not support the current
research was conducted with different staff groups worked on in-patient units. It is
also at different point in time to the point ofegfl. This suggests that circumstances,
people and the signals that lead to attributiohsrgdact on how well attribution theory
can explain staff reactions towards service useatso suggests that it is not always
attributions that cause staff to intend to behave less helpful or more socially distant
manner towards service users with BPD. This redléot previous research into the
usefulness of attribution theory for explainingfistaactions towards service users. It has
helped draw conclusions about how helpful attrilrutheory is when explaining staff
reactions to certain groups of service uses onbetes. However, there have been very
different conclusions about how useful the modeherall (Willner and Smith, 2008a).
This might reflect the reality that attribution nedsl are more useful in some
circumstances than others, as opposed to beingmaily helpful in understanding

intended behavior.
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4.6.3 Theoretical Conclusions

The results of this research indicate that theiGamret al. (2003) and Weiner
(1980, 1985, 1986) theories of attribution areus#ful when thinking about staff
intended behaviour towards service users with BRiegoint of referral. This is
because the attributions from both Wieners thendytae Corrigan et al. model were not
associated with staff intended behaviour. Inststadf knowledge about treatment and
DSM IV (APA, 1994) criteria for BPD was associateith them indicating a higher
intention to help and lower intention to coerce aadially distance themselves from
service users with BPD. Higher levels of staff areged fear were also associated with
them intending to offer less help and more coerdiarstly, this might suggest that other
theories, such as the theory of reasoned actiahlfEin, 2008), may help explain staff
intention to help service users with BPD bettenthtribution theory. It also suggests
that higher staff intentions to socially distanlserhselves from service users with BPD
could be better explained by the Aviram et al. @00odel. However, it is important to
highlight that not all aspects of attribution the@arere explored in this research. Beliefs
about personal responsibility were perhaps the mgstdrtant aspect that were not
looked at because it is these beliefs that oftediate between the controllability
attributions, negative emotions and helping andgtumg behaviours (Weiner, 1995). In
addition, staff beliefs about stability and optimisvere not assessed. This is important in
the light of the previous research that sugge&gipus negative experience impacts on
wish to help and also the reasoned action appriaokhaviour.

Finally, it is important to acknowledge that resdtom previous research and the

depression alone group in this research suggesbotia Weiner’'s (1980, 1985, 1986)
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theory and the Corrigan et al. (2003) model oftaitron are a helpful way to understand
staff reactions to service users with and withbatBPD label. This indicates that the
individual characteristics of the staff group, seewsers and situation influence how
useful attribution theory can be for understanditadf reactions towards mental health
service users.

4.7 Clinical Implications
4.7.1 Attributions and Intended Behaviours

Despite the methodological limitations of this i@®d, it is possible to draw
several important clinical implications from thadings.

Firstly, the lack of any significant difference Wween the groups indicates that
when staff have access to referral information gty label of BPD does not lead them
to make more attributions of controllability anchdgarousness towards service users than
does the label of depression. This might reflechange in attitudes because previous
research that explored mental health staff attidlnsttowards service users with BPD
was conducted in 2003. It might also reflect aetéhce in the job roles of the
participants used in the research; the currentiresaised multi disciplinary staff whilst
the previous research used psychiatric nursesifigmatient units. However, in order to
be confident that either of the above reasondedifferences is true, future research
should explore this further. Being aware of theugioof staff that are continuing to hold
attributions of controllability and dangerousnesgdrds service users with BPD could

influence targeted training in those areas.
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4.7.2 Importance dEmotions

The findings from this research suggest that staibtions of fear and anger play
an important role in their reactions towards servisers with BPD. The findings also
indicate that staff emotions might have more afla m the reactions of staff towards
service users with BPD than towards those with e&pon. This is because the only
emotion to be associated with intended behaviothiwthe depression alone group was
anger, with higher levels of anger being associaiéit lower intentions to help.
Furthermore, the additional analyses revealedtti®ae was a significant difference in the
amount of anger staff reported, with staff indiegtthey felt higher levels of anger
towards service users with BPD than towards semwsers with depression.

It is particularly important that these findingsredased on staff having limited
information about a service user in the shaperefexral letter that indicated they had a
label of either depression alone or BPD and dejme$secause it suggests staff can
experience feelings of anger and fear prior to mget service user.

In addition, these feelings are associated witfi steending to offer less help and
increased coercion towards service users with B®DOntention to behave in this
manner prior to meeting a service user with BPOdmcrease the likelihood that the
cycle Aviram et al. (2006) describes could be atéd. If mental health services are
aware of this, they could help prevent it by ofigrincreased routine supervision,
training or support to staff working with serviceeus with BPD, rather than offering post
hoc supervision when staff indicate they are figdtrdifficult to work with an individual

service user. Based on the Aviram et al. modepihglstaff moderate their reactions to
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the service user at the earliest opportunity vedluce the likelihood the service user will
feel rejected, and will help develop a more staeking alliance.
4.7.3 Intended Behaviour

Previous research has highlighted how importastfar staff to behave in a
helpful and accepting manner towards service wsnsBPD because such service users
are so sensitive to rejection (Aviram et al., 20@&)ram et al. go on to argue that
rejecting behaviour increases the likelihood thBP® service user will resort to using
difficult behaviours, such as self-harm, to maniegdéings of rejection and attempt to
elicit care. This in turn confirms staff beliefsaath how they need to remain distant and
not help, thus maintaining the cycle of stigma ardcerbating the client’s difficult
behaviours. Knowing that staff behaviour might citite to this cycle enables clinicians
to think about what might help reduce this and tolkwvith these service users in a more
effective manner. Previous qualitative researchatsas reported that BPD service users
notice if staff behave in a socially distancing man(Nhels, 1999; Costello, 2003). They
also notice when staff behave in a helpful manoeatds them and have talked about
how their relationship with staff is one of the mimsportant aspects of their contact with
services (Fallon, 2003).

In light of this, it is clinically important thahis research found staff to be
significantly less likely to intend to help and radikely to socially distance themselves
from service users with BPD than those with depoesalone. Knowing this allows
teams to offer training for staff to enable thenbéhave in a more helpful manner

towards service users with BPD.
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4.7.3.1 Importance of Knowledge

The results of this research suggest that traifungtaff will be particularly
helpful, because it also found knowledge levebda®ignificantly associated with more
positive staff intended behaviour, particularly hedge about treatment and the DSM
IV criteria of BPD. It is also important to highhgthat the knowledge was basic facts
rather than in-depth knowledge about treatment $hggests that training could be done
by providing staff with information leaflets. Alteatively, knowledge could be provided
by ensuring that clinical staff with knowledge ab&D regularly provide information
about effective treatment for BPD and the DSM IWesta when having team discussions
about service users with BPD.

4.7.4 Labels as Signals

The fact that this research used a vignette dekagreplicated a referral letter is
also clinically important. Previous research thag mvestigated attributions and intended
behaviours focus either on labels (Markham & Trq@@&03, Markham, 2003), or
vignettes about a therapy situation (Forsyth, 200@)have information about the
attributions staff form and how they intend to behtowards service users with BPD
before they have had the chance to meet them igrtang because this might influence
the relationship they develop with that serviceru8giram et al. (2006) highlights how
damaging it might be if staff are less helping amate distant from service users when
they first meet them because it could begin théecyrat ultimately leads BPD service
users to behave in ways that staff find difficttlwill be helpful for mental health staff
and services to have an awareness that staff tamdito behave in a less helpful, more

distant manner towards service users with BPD. @tiareness could help them use



161

supervision to explore and change this intende@Webr prior to meeting the service
user. This would help prevent the cycle that Aviretnal. argue can be so damaging.
4.8 Future Research
4.8.1 Attributions, emotions and intended behawour
There has been no previous research exploringarsdiplinary staff attributions
and intended behaviours towards service usersB# within secondary mental health
care. As such, it will be important to conduct $amresearch to ascertain if the lack of
significant differences found in the current resbaruly reflects the fact that staff
attributions are no different towards BPD servisers and service users with depression.
In contrast to the mixed results about the impatanf attributions, the current and
previous research find consistent results in tevfhtise intended behaviours staff report
they would display towards service users with Beihpared to those labelled with other
mental health diagnoses. It has consistently fabatistaff are less likely to intend to
help service users with BPD and more likely to albgidistance themselves. This is
across staff groups and regardless of the methtteadtudy. Despite this, there has not
been a consistent finding about what might be aatmtwith these intended behaviours.
For example, the current research found staff emsetwere associated with their
intended behaviours towards service users with BRDst previous research found that
staff attributions were associated with their irketh behaviours (Markham & Trower,
2003; Markham, 2003). As a result, future reseaheuld focus on exploring what is
associated with staff intended behaviours.
As the results of the current research indicatestadf anger and fear are

associated with their intended helping and coerbefeaviour towards service users with



162

BPD,, future research should further explore tlilei@mce staff emotional reactions have
on their intended behaviour towards this groupentice users. Specifically, what might
be underlying these emotions and how they are adsdowith their behaviour.

This research also found that higher staff knowdeldyels about treatment and
the DSM IV (APA, 1994) criteria for BPD were sigiedintly associated with higher
intended helping behaviour and lower intended $aistancing behaviour. However, the
correlational design of this research means ibtgaessible to assess the direction of this
relationship. Future research should focus on exgavhether staff knowledge levels
influence their intended and actual behaviour talwaervice users with BPD. The
outcome of this research will help determine hoefuistraining will be for helping staff
work with service users with BPD more effectivdfynally, this research suggests that
basic knowledge levels are associated with morgipestaff intended behaviours
towards service users with BPD. As such, it willilmportant for future research to
explore the effectiveness of short, cost-effectraging materials.

Further research is also needed to further clarifich characteristics of the staff
member and service user impact on the attribustel$ make towards service users with
BPD. This is because previous research has fodifteaence in the dangerousness
attributions of qualified and non-qualified stadirards service users with BPD
(Markham 2003). It has also found that staff whakwan in-patient units report different
attributions towards BPD service users (Forsyt®,720arkham, 2003; Markham &
Trower, 2003) than the current research which aseohge of secondary mental health
care staff. Determining which staff and servicere$mracteristics have an impact on the

attributions they make will enable training to d&eed to the right staff groups.
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4.8.2 Additional Factors

In addition to furthering the research about asgpetthe attribution models that
were explored in this research it will also be impnot to explore aspects of the models
that were not. This is because previous reseaisyth, 2007) and the results from this
research, indicates that stability attributions &elings of optimism might be important
when trying to understand staff intended behaviowards service users with BPD. In
addition to this, it will be important to explor&af beliefs about personal responsibility,
and the impact these have on their emotions aedded behaviours. Both Weiner
(1995) and Aviram et al. (2006) argue that beladdsut personal responsibility have an
impact on helping and distancing behaviour. Thig@de achieved by assessing how
well the path models in both Weiner’s theory ofsaattributions (1980, 1985, 1986)
and the Corrigan et al. (2003) model of public dismation towards a person with a
mental iliness explain staff intended behaviouowsdver, other models, such as the
reasoned action approach to behaviour would alsesetil to think about when
exploring staff reactions to service users with BPD

The intended coercive behaviour of staff was alsasared during this research.
No significant difference in the amount of intendegrcive behaviour was found
between the groups. This was the first researdimteasured coercive behaviour towards
those with BPD. Although the lack of differenceveeen the groups might indicate that
staff are no more likely to intend to coerce BPBviee users than ones labelled with
depression it might also reflect a limitation wille measure of coercion. This limitation

was that the measure focused strongly on psyahia¢@tment. It would be interesting to
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see if these results were replicated when usingasare of intended coercive behaviour
that did not revolve so strongly around psychiateatment.
4.8.3 Method

It will also be important for future research teis on answering some of the
methodological questions raised in this researohekample, how effective vignettes are
as a method to elicit staff attributions and ineshtéehaviours towards service users with
BPD. This question has previously been researcliddvthe intellectual disability
research (Lucas et al., 2009; Wanless & Jahod&)2B0t not when exploring
attributions and intended behaviours towards semgers with BPD. As such, future
research could use both within and between paatitgdesigns to compare mental
health staff attributions and intended behavioowgatds real incidents and vignettes.

Furthermore, the current and previous researchkivamn, 2003, Forsyth, 2007)
that explores staff behaviour towards service uselsBPD all use measures of intended
behaviour. This is a positive first step becausasugng intended behaviour is a good
indication of actual behaviour. However, it woulel lelpful for future research to
explore actual behaviour of staff towards servisers to ascertain if the results from
previous and the current research are replicat&dll be particularly important for
future research to use a more appropriate measstafbdistancing behaviour; not only
was this a measure of intended behaviour butat r@gquired staff to answer questions
about social relationships that would have not ledlenved according to their
professional boundaries. Perhaps using a methodhdsabeen used previously by Fraser

and Gallop (1993), who used Heineken'’s (1992) ecovdtion/disconfirmation response
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rating instrument to rate actual responses to sensers with BPD, could be used to
assess staff responses about real referrals thelwesabout service users with BPD.

Finally, for future studies to improve on the metHmm this research and be
confident about the results, they should use a mwitable measure of controllability. It
would also be helpful if the research included asuee of dangerousness that reflected
both physical harm and any professional damagevaceauser with BPD might do. This
is because previous qualitative research (O'BrieRl&e, 1997; Woolaston &
Hixenbaugh, 2008) suggests that it is both persam@lprofessional damage that
concerns staff when working with BPD service us€&rss would ensure that a non-
significant result could be interpreted, with coleince, as a genuine lack of difference
between two groups’ attributions, as opposed tiffiawty with the measurement.

4.9 Conclusion

This study used vignettes in the form of referedldrs from a GP to compare staff
attributions and intended behaviours towards semgers labelled with BPD and
depression. In addition to this, it investigatedgible relationships between staff
attributions, emotions and intended behaviours. 83sciation between staff knowledge
levels and their attributions and intended behagiowas also explored. Between groups
comparisons were used to assess the differencedetive groups’ intended behaviours
and attributions whilst correlations were usedxplere associations between staff
attributions, emotions and intended behavioursrélations were also used to explore
the relationships between staff knowledge levetsthrir intended behaviours and their

knowledge levels and attributions.
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The current research did not support the findofgsrevious research as it did not
find significant differences between staff attribns of dangerousness and controllability
towards service users with BPD and depressionast suggested that the lack of
significant difference between the two groups laditions in the current research was a
result of the current research being conducteda@syafter the previous research
(Markham & Trower, 2003; Markham, 2003); within éays, the attributions staff hold
about service users with BPD may have changed¢cpkatly because of the new
strategies available for working with them. It vedso suggested that the lack of support
for previous research might reflect the differeanngples in each of the studies. Previous
research used in-patient staff (Markham & Trow@02 Markham, 2003; Forsyth,
2007) whereas the sample in this research compmgstly community mental health
staff. As a result, it was highlighted that the relgeristics of the staff group, service
users and the situation may have an impact on rsafulattribution theory is at
explaining staff reaction towards service userf \BiPD. However, it was also
acknowledged that the lack of any significant défece between the groups’ attributions
in this research might have been a result of thédtions with the attribution measures.
The comparison of the results from this researchpaavious research raised some
important questions for future research. It wagyested that future research could help
answer these questions by comparing staff grougpgnaproving on the measures of
controllability and dangerousness that were usedigresearch.

The findings in this research did support findifrgsn previous research in terms
of staff intended behaviours. It found that staffrevless likely to intend to help and more

likely to intend to socially distance themselvesirservice users labelled with BPD than
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those labelled with depression. Clinical implicagabout this were discussed in the
context of the Aviram et al. (2006) model of stigri@wever, it was acknowledged that
this research was investigating intended behavether than actual behaviour and
suggested that future research needs to explaralataff behaviour in order to move
these findings forwards.

This research also explored the associations leetamff attributions and
emotions and staff attributions and intended behasiwithin both groups. It was
interesting that whilst attributions were foundo®associated with intended behaviours
of staff within the depression alone group, thiswat the case in the BPD group. In this
group, it appeared that anger and fear were maguernant; they were both significantly
associated with lower intentions to help serviaersisvith BPD. Fear was also associated
with higher intentions to coerce service users.ifioithl analyses were conducted that
found staff report higher levels of anger towargwige users with BPD than towards
those with depression.

As a result, whilst Weiner's (1980, 1985, 1986jiltttion theory and the
Corrigan et al. (2003) attribution model have pdexd a useful framework to think about
staff reactions to service users with BPD, theltedtom this research suggest other
factors are perhaps more important when thinkirayatheir reactions towards service
users with this group; particularly staff emotiarsl levels of knowledge about the
treatment and DSM IV (APA, 1994) criteria for BPBlgwever, it is not possible to rule
out the usefulness of attribution theory for expilag staff reactions to service users with
BPD as only limited aspects of the models werea®al within this research. Perhaps

most importantly beliefs about personal resporigtbattributions of stability and
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feelings of optimism were not explored. The findirffgom the current and previous
research (Forsyth, 2007) suggest that these m@gmhportant factors and should be
explored in future research. Other theories wese ebnsidered, such as the reasoned
action theory (Fishbein, 2008) and the Aviram e{2006) cycle of stigma and should
also be researched further.

An additional important point for discussion waattthere was no association
between staff intentions to socially distance thelmes from service users with BPD and
their emotions or attributions. This suggests tther factors are associated with staff
intentions to socially distance themselves fronviserusers with BPD. This is
particularly important because staff were founéhtend to socially distance themselves
from the service user with BPD significantly monan from the service user with
depression. Factors that are associated withstafél distance should be explored in
future research.

Finally, the clinical implications of the reseanskre discussed with a particular
focus on cost effective strategies of increasiaff &howledge levels about the treatment
of BPD and the DSM IV (APA, 1994) criteria of BPDhe research also highlighted that
staff emotions of fear and anger are associatddlaiter intentions to help service users
with BPD. Thus, it will be important for servicasgrovide good supervision for staff
working with these service users, particularlyigets when they are indicating lower
intentions to help service users with BPD becalisenhight reflect underlying feelings

of anger and fear that could be addressed witl@im tagular supervision.
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Appendix A ‘
Vignette for the BPD and Depression Group

University of East Anglia

Dear Team,
RE: Mary Smith

| would be grateful if you could assess this 25ry#d lady who presented to me this
morning and revealed a cut on her left forearm. i@beed to the area a month ago and
said her mood had been deteriorating since shesdrrShe began cutting her arm the day
before she came to see me. She has scars fronopsaastances of self harm but said
she had not done this in the year preceding thist recent episode.

She informed me she had input from mental healtices where she used to live. | have
contacted them and they informed me that she is/krto them and has a diagnosis of
Borderline personality disorder and Depression.

Yours sincerely

Dr GP
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Appendix B
Vignette for the Depression Alone Group +

University of East Anglia

Dear Team,
RE: Mary Smith

| would be grateful if you could assess this 25ry#d lady who presented to me this
morning and revealed a cut on her left forearm. i8beed to the area a month ago and
said her mood had been deteriorating since shesdrrShe began cutting her arm the day
before she came to see me. She has scars fronopsaustances of self harm but said
she had not done this in the year preceding thist recent episode.

She informed me she had input from mental healties where she used to live. | have
contacted them and they informed me that she is/krto them and has a diagnosis of
Depression.

Yours sincerely

Dr GP



Appendix C

Adapted Attribution Questionnaire 27.

1. I would feel aggravated by Mary.

1 2 3 4 5 6 7 8 9
not at all very much

2. Mary would terrify me.
1 2 3 4 5 6 7 8 9
not at all very much
3. How angry would you feel at Mary?
1 2 3 4 5 6 7 8 9
not at all very much
4. If I were in charge of Mary’s treatment, | wouldjtgre her to take her
medication.
1 2 3 4 5 6 7 8 9
not at all very much
5. I'would be willing to talk to Mary about her probis.
1 2 3 4 5 6 7 8 9
not at all very much
6. 1 would feel pity for Mary.

1 2 3 4 5 6 7 8 9
none at all very much

PLEASE ANSWER EACH OF THE FOLLOWING QUESTIONS ABOUT MARY.
CIRCLE THE NUMBER OF THE BEST ANSWER TO EACH QUESTI ON.
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7. 1'would think that it was Mary’s own fault that stsein the present condition.

1 2 3 4 5 6 7 8 9
no, not at all yes, absolutely so

8. How controllable, do you think, is the cause of Mapresent condition?

1 2 3 4 5 6 7 8 9
not at all under completely under
personal control personal control

9. How irritated would you feel by Mary?

1 2 3 4 5 6 7 8 9
not at all very much

10.How much do you agree that Mary should be treayea isychiatrist, even if she
does not want to?

1 2 3 4 5 6 7 8 9
not at all very much

11. How scared of Mary would you feel?

1 2 3 4 5 6 7 8 9
not at all very much

12. How likely is it that you would help Mary?

1 2 3 4 5 6 7 8 9
definitely definitely
would not help would help

13. How certain would you feel that you would h&lpry?
1 2 3 4 5 6 7 8 9
not at all certain absolutely certain
14. How much sympathy would you feel for Mary?

1 2 3 4 5 6 7 8 9
none at all very much



15. How responsible, do you think, is Mary for pezsent condition?
1 2 3 4 5 6 7 8 9

not at all very much
responsible responsible

16. How frightened of Mary would you feel?
1 2 3 4 5 6 7 8 9
not at all very much
17. If | were in charge of Mary’s treatment, | wdw@xpect her to comply with all my
recommendations.
1 2 3 4 5 6 7 8 9
not at all very much
18. How much concern would you feel for Mary?

1 2 3 4 5 6 7 8 9
none at all very much
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The AQ-27 Score Sheet

Name or ID Number Date

The adapted AQ-27 consists of 6 stereotype facsomes for each factor are determined
by summing the items as outlined below: The higherscore, the more that factor is
being endorsed by the subject.

Controllability = AQ7+ AQ8 +AQ15
Anger = AQ1 + AQ3 + AQ9
Pity = AQ6 + AQ14 + AQ18
Help = AQ5 + AQ12 + AQ13
Fear = AQ2 + AQ11 + AQ16

Coercion = AQ4 + AQ10 + AQ17
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Appendix D
Knowledge Questionnaire

STAFF EXPERIENCE, KNOWLEDGE AND ATTITUDES
REGARDING CLIENTS WITH A BORDERLINE PERSONALITY

DISORDER (James and Cowman 2007)

PLEASE INDICATE YOUR ANSWERS BY TICKING THE APPROPR IATE BOX
1. Are you

Male

Female

2. In what age group are you? @

25 years or less
26 - 29 years

30 - 39 years

40 - 49 years

50 years or more

3. What is your current job title?

Community Psychiatric Nurse

Occupational Therapist

Psychologist

Psychiatrist

Support worker

Other - please SPECIY......c.oiiiiiii e

4. What is your usual place of work?

In-patient Ward

Crisis Team

Community Mental Health Team

Other - Please SPECIY......cooo i e

5. How long have you been working in this Clinical Area?
Less than 2 years

2 -5 years

6 - 10 years

11 - 15 years

More than 15 years

6. How long have you been qualified in your profess ion?
Less than 2 years

2 -5 years ago

6 - 10 years ago

11 - 20 years ago

21 years or more



7. Have you ever received any specific training in relation to care of people with a
diagnosis of Borderline Personality disorder ( BPD) ?
No

Yes - Please describe the type of training received in sp  ace below:

8. How often do you come into contact with a client who has a diagnosis of BPD?
Daily

1 - 2 times per week

1 - 2 times a month

5 - 6 times a year

Once a year or less

Never

9. Do you consider that your clients who have adia  gnosis of BPD are managed:
Adequately - go to question 11
Inadequately

10. If you thought management of your clients with BPD was inadequate do you
believe this is because: (please answer for each option)

Strongly | Agree | Don't Disagree | Strongly
Agree Know Disagree

You lack training and/or expertise

There is a shortage of services to
treat this client group

The clients themselves are difficult
to treat

The clients are untreatable

The clients do not have a mental
illness

Clients are often not told their
diagnosis and therefore cannot
learn to cope with it

There are frequent disagreements
with the multidisciplinary team as
to how to best treat these clients

BPD has been overly medicalised
and

therefore the treatments used are
inappropriate, e.g. medication

ANY OLNET TEASOMNS.  1uviieieietietiete ettt et et e ettt es e see st ete e be st ess et e ete e e eaesaes s nseseeseeeesneseesennnas
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11. For each of the following statements please sta  te whether you agree, disagree
or don't know. The DSM-IV diagnosis of BPD is chara  cterized by:
Agree Disagree Don’'t know
1. Unstable mood with rapid shifts
2. Grandiose sense of self-importance
3. Impulsive behavior particularly
self-destructive

12. The following statements refer to the treatment of people with a BPD. Please
state whether you agree, disagree or don't know for each statement.
Agree Disagree Don’t know

1. Patients with BPD should not

be hospitalized
2. Short-term psychotherapy

can be useful to manage crises in

patients with BPD
3. Antidepressant medication is of no

benefit to depression experienced

by people with BPD

13. For the following statements please indicate wh  ether you believe it to be True
or False of people with BPD:
True False Don’t Know

1. A significant number attain some

stability in their 30s and 40s
2. People with a BPD have a high

incidence of depression
3. BPD can progress to schizophrenia
4. May have short-lived psychotic

Episodes

The following questions will help determine staff n eeds in
relation to their dealings with clients with BPD.

14. When taking a history from clients, do you obta  in information for each of the
following:
Always Usually Occasionally Rarely/never

. Drug and alcohol history
. Family history
. Sexual history
. Relationship history
. Contact with police
. History of self-harm and

suicide attempts
. History of aggression
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8. History of abuse or rape

15. How confident are you in undertaking the follow ing:

Very Moderately Only a little Not at all

1. Identification of BPD in clients
who have not been diagnosed
with the disorder.

2. Assessment of the severity of
difficulties in clients diagnosed
with BPD.

3. Day to day management
of BPD.

4. Developing care plans for those
with BPD.

16. How difficult do you find dealing with clients who have a BPD?
1. Very difficult

2. Moderately difficult

3. Slightly difficult

4. Neither difficult nor easy

5. Easy

17. Do you find dealing with clients who have a BPD compared to other clients?
1. More difficult

2. The same

3. Less difficult

18. As a mental health professional do you see your  self as having a role in:

Yes No Unsure
1. The assessment of clients with BPD
2. The management of clients with BPD.
3. Educating the families and carers of
clients with BPD.
4. Educating and providing information to
clients with BPD.
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19. Please rank the following resources in order of which you believe would be the

most helpful, in order to improve the care received by clients with a diagnosis of
BPD: (please place 1 next to the most helpful, 2 to the next most helpful, 3 to the next most
helpful etc.)

____Information for distribution to clients

____Information on where to refer clients

_____Regular in-services training

___ Skills training workshop

____Increased education during undergraduate edo@tahining
____Aspecialist service for those clients who ha®PD
____Training in Dialectic Behavioural Therapy
____Standard protocols for management of BPD
____Aliaison psychiatric service in Accident anth&gency
____Supervision / Team support

____ Other — please specify

20. If further education or training regarding clie nts with BPD were provided,
would you be interested in undertaking the training ?

1. Yes
2. No

21. Are there any other comments you would like to make about this subject?

Thank you again for your time.
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Appendix E

Social Distance Scale (Link, Cullen, Frank and Vnzn1987) Adapted by Hay (2007)

Definitely not | Not Neutra Willing Definitely
willing Willing Willing

Would you be
willing to start
work with a person
like Mary?

Would you like to
move next door to
a person like
Mary?

Would you make
friends with a
person like Mary?

Would you rent ¢
room to a person
like Mary?

Would you
recommend a
person like Mary
for a Job

Would you like
your child to marry
a person like
Mary?

Would you trust ¢
person like Mary
to take care of your
child?




Appendix F
Perceived Dangerousness Scale. (Angerm®laschinger Corrigan, 2003)

To what extent do you think the following descigois apply to Mary?

Definitely Somewha | Neutra Somewha | Definitely
True True Untrue Untrue

Aggressive

Lacks sell
control

Dangerou

Unpredictabl

Frightening

Strang:




19¢

B\

University of East Anglia

Appendix G
Participant information sheet.

Research title: An Investigation into Factors ThatAffect Secondary Mental Health
Care Staff and Service User Interactions.

I would like to invite you to take part in a resgastudy. Before you decide it is
important that you understand why the researcleirsgodone and what it will involve.
Please take the time to read the following infororatarefully and talk to others about
the study if you wish.

Part 1 tells you the purpose of this study and whihhappen to you if you take part.
Part 2 gives you more detailed information aboatdbnduct of the study.

PART 1

What is the purpose of this study?

This research aims to explore possible relatiorsshgiween service user and staff
characteristics. Information about how these dttarsstics interact can help inform
training programmes for staff and individualisesbtiment approaches for service users.

Why have | been invited to take part?

You have been invited because you are a membdinafat staff working within a
secondary mental health care multidisciplinary teBuery member of staff who works
within these teams in CPFT has been invited to paie

Do | have to take part?

No. Participation in this research is completeljuntary. This sheet will give you the
information you need to make an informed decisiooua whether you want to take part.
Talk to others about taking part in this studyatiywish. If you do decide to take part,
you are free to withdraw at any time, without giym reason and without penalty.

What will happen to me if | take part?
You will be asked to meet with me at your own carigace for 15-20 minutes. During
this time you will be asked to read one of two sh@nettes about a service user with a
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particular mental health diagnosis and complete fuestionnaires. Here is a brief
description of the four questionnaires:

1. Attribution Questionnaire 27. (AQ-27)

A modified version of the AQ-27 looks at differeattributions, emotional reactions and
intended behaviours towards a service user desciiba vignette. It consists of 18
statements about the service user you will readitabhdhe vignette. You will be asked to
read these statements and indicate how much yee agth the statement on a scale of 1
(not at all) to 9 (very much)

2. Social Relationships Scale

This scale measures your views about what soda@#brelationship you would be
happy to have with the service user describedarvifinette. It consists of 7 statements
describing a number of social relationships. Yoli lva asked to read these statements
and indicate how willing you would be to have at@nship of this sort with the service
user. The ratings are from 1 (definitely not wi)rto 5 (definitely willing).

3. Risk scale

This scale measures how risky you think the pedestribed in the vignette is. It lists 8
attributes that indicate risk. You are asked taca to what extent these attributes apply
to the person in the vignette on a five-point Ltkerale ranging from 1(definitely true) to
5 (definitely not true)

4. Familiarity and Awareness Questionnaire

This contains demographic questions such as youdegejob role and time in job. It also
asks you about your views about the treatment asessment of particular mental health
diagnoses and your familiarity and awareness dhese.

Once you have read the vignette and completeduéstipnnaire, you will not be asked
to meet with me again, or complete any further tjoesaires.

What will happen to my information if | choose to ke part?

During the study, your information will be keptarlocked filing cabinet at the
University of East Anglia. When the research msshed, it will be kept for 5 years in a
locked filing cabinet at the University of East AiagYour consent forms will be kept
separately from your questionnaires to ensure getails remain anonymous.

What are the possible benefits of taking part?

| cannot promise the study will help you personalpwever some of the information

about your views of working with service users witirticular mental health disorders
will be given as general feedback to your team marsa(your personal responses will
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not be identifiable or shared with your team mansigd his will help raise awareness
within the service about staff views of working lvthese service users.

What happens when the research stops?
| estimate that it will take 9 months to analyse tasults and produce the reports. | will
be circulating the findings to team managers sp tlae pass them out to you.

What if there is a problem

Any complaint about the way you have been dealt ditring the study or any possible
harm you might suffer will be addressed. The dethihformation on this is given in Part
2.

Will my taking part in this study be confidential?

Yes, taking part in this study is confidential. Wi follow ethical and legal practices
and all information about you will be handled imé@dence. The details of this are
included in Part 2

PART 2

What if | participate and then change my mind?
You may withdraw from this study at any time, amdiydata will be removed.

What if there is problem?

If you are concerned about any part of this stadwptact details of the researchers are
listed below and we encourage you to contact us anty concerns. If you wish to
formally complain, you can do this through the NétSnplaints procedure, details of
which can be obtained from the NHS website wwwunhs.

Will my taking part in this study be kept confidential?
Your data will be kept strictly confidential. Yourformed consent forms and
guestionnaires will be kept separately to ensuozamity.

What will happen to the results of the research stly?

A summary report of the finding will be passed tmyteam managers to circulate within
your team. | anticipate that this will be in JuR1®. A report will also be submitted as
part of the academic requirements for the prinaipséarcher’s Doctoral Course in
Clinical Psychology.

Who is organising and funding the research?

This research has been developed as part of threeccequirements for the principal
researcher’s Doctoral Course in Clinical Psycholagthe University of East Anglia. The
minimal administration costs will be absorbed by budget given by the University of
East Anglia
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Who has reviewed the study?

All research in the NHS is looked at by independgntip of people, called a Research
Ethics Committee to protect your safety, rightsllmeng and dignity. This study has
been reviewed and given a favourable opinion by CTambridgeshire 3 Research Ethics
Committee.

What are the possible disadvantages and risks ofkang part?

It is unlikely that participation in this study Wwdause you any distress. However, some
of the questions might raise concerns about ase=nser on your current case load. You
will be encouraged to take this to your regularesuigion if this happens.

Contact for further information

If you have any questions or wish to speak to nwathis study for any reason, please
do not hesitate to approach me when | visit yowrise or to get in contact through the
address or email below:

Researchers: Educational Supervisor:

Sophie Strong Professor. Malcolm Adams

Doctoral Programme in Clinical Psychology Doctd?abgramme in Clinical Psychology
School of Med Health Policy and Practice SchodWlefl Health Policy and Practice

University of East Anglia University of East Amal
Norwich, Norfolk Norwich, Norfolk

NR4 7TJ NR4 7TJ

Email: Sophie.strong@uea .ac.uk M.Adams@uea.ac.uk

Tel: 01603 593600
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Appendix H
Original version of the AQ-27.

AQ-27
Name or ID Number Date

PLEASE READ THE FOLLOWING STATEMENT ABOUT HARRY:
Harry is a 30 year-old single man with schizophae®iometimes he hears voices and

becomes upset. He lives alone in an apartment ankkvas a clerk at a large law firm.
He had been hospitalized six times because oflhess.

NOW ANSWER EACH OF THE FOLLOWING QUESTIONS ABOUT HA RRY.
CIRCLE THE NUMBER OF THE BEST ANSWER TO EACH QUESTI ON.

1. Iwould feel aggravated by Harry.
1 2 3 4 5 6 7 8 9
not at all very much
2. .l would feel unsafe around Harry.
1 2 3 4 5 6 7 8 9
no, not at all yes, very much
3. Harry would terrify me.
1 2 3 4 5 6 7 8 9
not at all very much
4. How angry would you feel at Harry?
1 2 3 4 5 6 7 8 9
not at all very much
5. If I were in charge of Harry’s treatment, | woukhuire him to take his
medication.

1 2 3 4 5 6 7 8 9
not at all very much
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6. |think Harry poses a risk to his neighbors unlesss hospitalized.

1 2 3 4 5 6 7 8 9
none at all very much
7. If I were an employer, | would interview Harry farjob.

1 2 3 4 5 6 7 8 9
not likely very likely
8. l'would be willing to talk to Harry about his prehs.

1 2 3 4 5 6 7 8 9
not at all very much
9. I would feel pity for Harry.

1 2 3 4 5 6 7 8 9
none at all very much

10.1 would think that it was Harry’s own fault that fin the present condition.

1 2 3 4 5 6 7 8 9
no, not at all yes, absolutely so

11.How controllable, do you think, is the cause of ifarpresent condition?

1 2 3 4 5 6 7 8 9
not at all under completely under
personal control personal control

12.How irritated would you feel by Harry?
1 2 3 4 5 6 7 8 9

not at all very much

13.How dangerous would you feel Harry is?
1 2 3 4 5 6 7 8 9
not at all very much
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14.How much do you agree that Harry should be forogal treatment with his
doctor even if he does not want to?

1 2 3 4 5 6 7 8 9
not at all very much

15.1 think it would be best for Harry’s community ielwere put away in a
psychiatric hospital.

1 2 3 4 5 6 7 8 9
not at all very much

16. I would share a car pool with Harry every day.

1 2 3 4 5 6 7 8 9
not likely very much likely

17. How much do you think an asylum, where Haewy be kept away from his
neighbors, is the best place for him?

1 2 3 4 5 6 7 8 9
not at all very much

18.1 would feel threatened by Harry.

1 2 3 4 5 6 7 8 9
no, not at all yes, very much

19. How scared of Harry would you feel?

1 2 3 4 5 6 7 8 9
not at all very much

20. How likely is it that you would help Harry?

1 2 3 4 5 6 7 8 9
definitely definitely
would not help would help
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21. How certain would you feel that you would hElarry?

1 2 3 4 5 6 7 8 9
not at all certain absolutely certain

22. How much sympathy would you feel for Harry?

1 2 3 4 5 6 7 8 9
none at all very much

23. How responsible, do you think, is Harry fos present condition?

1 2 3 4 5 6 7 8 9
not at all very much
responsible responsible

24. How frightened of Harry would you feel?
1 2 3 4 5 6 7 8 9

not at all very much

25. If I were in charge of Harry’s treatment, | idéorce him to live in a group
home.

1 2 3 4 5 6 7 8 9
not at all very much
26. If | were a landlord, | probably would rent@apartment to Harry.

1 2 3 4 5 6 7 8 9
not likely very likely
27. How much concermn would you feel for Harry?

1 2 3 4 5 6 7 8 9
none at all very much
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The AQ-27 Score Sheet

Name or ID Number Date

The AQ-27 consists of 9 stereotype factors; sctmesach factor are determined by
summing the items as outlined belolMOt€E items are reversed score prior to summing

up for the Avoidance scale.
Blame = AQ10+ AQ11 +AQ23
Anger = AQ1 + AQ4 + AQ12
Pity = AQ9 + AQ22 + AQ27
Help = AQ8 + AQ20 + AQ21
Dangerousness = AQ2 + AQ13 + AQ18
Fear = AQ3 + AQ19 + AQ24
Avoidance = AQ7 + AQ16 + AQ26 (Reversaesad three questions)

Segregation = AQ6 + AQ15 + AQ17

Coercion = AQ5 + AQ14 + AQ25

The higher the score, the more that factor is bemaprsed by the subject.
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NHS

National Research Ethics Service

Cambridgeshire 3 Research Ethics Committee
Victoria House

Capital Park

FULBOURN

Cambridge

CB21 5XB

Telephone: 01223 597597
Facsimile: 01223 597645

20 August 2009

Miss Sophie Strong
14 Clement Drive
Peterborough

PE2 9RQ

Dear Miss Strong
Study Title: An Investigation into Factors That Affect Secondary
Mental Health Care Staff and Service User Interactions.

REC reference number: 09/H0306/59

Thank you for your letter of 18 August 2009, responding to the Committee’s request for
further information on the above research and submitting revised documentation.

The further information has been considered on behalf of the Committee by the Vice-Chair.

Confirmation of ethical opinion

On behalf of the Committee, | am pleased to confirm a favourable ethical opinion for the
above research on the basis described in the application form, protocol and supporting
documentation as revised, subject to the conditions specified below.

Ethical review of research sites

The favourable opinion applies to all NHS sites taking part in the study, subject to
management permission being obtained from the NHS/HSC R&D office prior to the start of
the study (see “Conditions of the favourable opinion” below).

Conditions of the favourable opinion

The favourable opinion is subject to the following conditions being met prior to the start of
the study.

Management permission or approval must be obtained from each host organisation prior to
the start of the study at the site concerned.

For NHS research sites only, management permission for research (“‘R&D approval”) should
be obtained from the relevant care organisation(s) in accordance with NHS research
governance arrangements. Guidance on applying for NHS permission for research is
available in the Integrated Research Application System or at http://www.rdforum.nhs.uk.

It is the responsibility of the sponsor to ensure that all the conditions are complied
with before the start of the study or its initiation at a particular site (as applicable).

This Research Ethics Committee is an advisory committee to East of England Strategic Health Authority

The National Research Ethics Service (NRES) represents the NRES Directorate within
the National Patient Safety Agency and Research Ethics Committees in England



Approved documents

The final list of documents reviewed and approved by the Committee is as follows:

Document . : Version Date
Questionnaire: Adapted Social Distance Scale with title barticipants will |1 29 April 2009
see

Questionnaire: Social Distance Scale

Questionnaire: Knowledge Questionnaire

Questionnaire: Modified Attribution Questionnaire 27 1 29 April 2009
Questionnaire: Attribution Questionnaire 27

Questionnaire: Perceived Dangerousness Scale adapted with the title |1 29 April 2009
participants will see

Questionnaire: Perceived Dangerousness Scale

Questionnaire: Knowledge Questionnaire adapted with title that 1 29 April 2009
participants will see

Compensation Arrangements: Letter from University of East Anglia 03 July 2009
Peer Review: Letter from Professor Adams 01 July 2009
Depression Vignette 1 29 April 2009
Peer Review: Email from Anna Vizor 18 June 2009
Borderline Personality Disorder and Depression Vignette 1 29 April 2009
Participant Information Sheet 2 18 August 2009
Participant Consent Form 2 18 August 2009
Response to Request for Further Information 18 August 2009
Supervisor CV: Malcolm Adams

Applicant's checklist

Covering Letter 08 July 2009
Research Proposal 1 29 April 2009
Investigator CV: Sophie Strong, 1 29 April 2009
REC application (Submission code 18289/48201/1/947)

Participant debrief sheet 1 29 April 2009

Statement of compliance

The Committee is constituted in accordance with the Governance Arrangements for
Research Ethics Committees (July 2001) and complies fully with the Standard Operating
Procedures for Research Ethics Committees in the UK.

After ethical review

Now that you have completed the application process please visit the National Research
Ethics Service website > After Review

You are invited to give your view of the service that you have received from the National
Research Ethics Service and the application procedure. If you wish to make your views
known please use the feedback form available on the website.

The attached document “After ethical review — guidance for researchers” gives detailed
guidance on reporting requirements for studies with a favourable opinion, including:

¢ Notifying substantial amendments

This Research Ethics Committee is an advisory committee to East of England Strategic Health Authority

The National Research Ethics Service (NRES) represents the NRES Directorate within
the National Patient Safety Agency and Research Ethics Committees in England
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e Adding new sites and investigators
e Progress and safety reports
¢ Notifying the end of the study

The NRES website also provides guidance on these topics, which is updated in the light of
changes in reporting requirements or procedures.

We would also like to inform you that we consult regularly with stakeholders to improve our
service. If you would like to join our Reference Group please email
referencegroup@nres.npsa.nhs.uk.

[09/H0306/59 Please quote this number on all correspondence

Yours sincerely

. B itk

Mr Stuart Kent
Vice-Chair

Email: lynda.mccormack@eoe.nhs.uk
Enclosures: “After ethical review — guidance for researchers”

Copy to: Mrs Tracy Moulton
The Registry
University of East Anglia
Norwich
NR4 7TJ

Malcolm Adams

Doctoral Programme of Clinical Psychology
Elizabeth Fry Building

University of East Anglia

Norwich

NR4 7TJ

Natercia Godinho
R&D Manager

R&D Office

CPFT

Douglas House

18 Trumpington Road
Cambridge

CB2 8AH

This Research Ethics Committee is an advisory committee to East of England Strategic Health Authority

The National Research Ethics Service (NRES) represents the NRES Directorate within
the National Patient Safety Agency and Research Ethics Committees in England
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Appendix J

Letter of research and development approval
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Appendix K

Informed Consent Form

Consent Form

TITLE: An Investigation into Factors That Affect Secondeigntal Health Care Staff

and Service User Interactions.

Researcher: Sophie Strong, Trainee Clinical Psychologist

Research supervisors: Professor Malcolm Adams, Course Director in Clahi

Psychology, UEA
Dr Naz Keval, Senior Clinical Tutor in Clinical
Psychology, UEA

consent to take part in the study named above.

1.

2.

| have received and read the information sheetdE3e08.09 (version 2)
regarding the above study.

| have had the opportunity to consider my partitgrafully, ask any questions
and had them answered satisfactorily.

| understand that my participation in this reseasatompletely voluntary and that
| can withdraw at any time without giving a reasomd without penalty.

. lunderstand that information will be treated asiptetely confidential unless |

disclose anything illegal or harmful to myself dhers.
| agree to participate in this study.

Name of Participant Date Signature

Name of Researcher Date Signature

HEEEENN
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Appendix L
Participant De-brief Sheet

Research title: An Investigation into Factors ThatAffect Secondary Mental Health
Care Staff and Service User Interactions.

Dear Participant

Thank you for participating in the above reseatldtis letter is a de-briefing letter
that aims to give you some of the information | wasable to provide you with prior to
you reading the vignettes and completing the qoesdires. | was unable to provide this
information because giving you it may have changedvay you answered the
guestionnaires about the service users depictdekimignettes.

The research focused on staff attributions anahded behaviour towards the
label borderline personality disorder (BPD). Reskauggests that service users with
BPD can be challenging to work with. The reseah garticipated in is important
because it aims to help identify what it is abdigints with BPD that staff can find
difficult to work with and if that results in anyagicular behaviours such a social
distancing. It is looking specifically at whetlstaff hold different attributions towards
service users labelled with BPD and those labeligld depression. It also aims to
investigate if there is a difference between inggshdehaviours towards these client
groups and if increased knowledge of BPD is assedaith lower attributions of
dangerousness and controllability.

To assess this | used three scales which | digpmravide you with the name of.
These were the social distance measure, the peccdangerousness measure and the
staff experience, knowledge and attitudes regardiegts’ with a borderline personality
disorder. | labelled them the social relationslsigale, the perceived risk scale and the
familiarity and awareness Questionnaire as | wasiagthe names of them may have
influenced the way some people responded to them.

As this research also collected staff views abaarkimg with service users with
BPD and their views about how adequately they eepared to do so, it could help
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identify concerns staff might have when workinghatis client group. It could also
improve training and support systems for secondarg mental health staff who work
with service users diagnosed with BPD.

If after reading this you wish to withdraw from takove study do not hesitate to
contact me on the details provided below. | wilkere your data is removed and
destroyed.

Many thanks for your time

Researchers: Educational Supervisor:

Sophie Strong Professor. Malcolm Adams

Doctoral Programme in Clinical Psychology Doctd?abgramme in Clinical

Psychology

School of Med Health Policy and Practice SchodViefl Health Policy and
Practice

University of East Anglia University of East Anglia

Norwich, Norfolk Norwich, Norfolk

NR4 7TJ NR4 7TJ

Email: Sophie.strong@uea.ac.uk M.Adams@uea.ac.uk

Tel: 01603 59360
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Appendix M
A sample of Boxplots and histograms
This is a sample of the boxplots and histogrambtwvieae used to assess the
distribution of the data and the presence of ongtliall the histograms and boxplots are

available on request

Boxplots and Histograms for data on the dangerossractor for both the BPD

and depression and depression alone groups in hgsdct 1
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Histograms and box plots for the data on the hejgiehaviour factor for the

BPD and depression and depression alone group fpotmesis two.
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Histograms and box plots for the data on the faager and pity factors within

the depression group
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Appendix N
A sample of Scatterplots
This appendix is a sample of the scatterplotswieae used to assess linearity of
the data on all factors in hypothesis three withendepression alone group. All the

scatterplots that were used in this research aiasle on request
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