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Mental health professionals may have less positive attitudes toward clients with a 

diagnosis of borderline personality disorder (BPD) in comparison to clients with other 

psychiatric diagnoses. Organisational variables such as collegial support may also 

impact upon attitudes toward work with clients with BPD. The current research 

investigated attitudes of New Zealand clinicians toward BPD. Two mini focus groups 

investigated experiences of clinicians with clients with BPD, with an emphasis on 

attitudes toward the disorder. The focus groups were analysed using grounded theory. 

Three major themes emerged: professionalism, cost and value, and deservingness. 

Focus group results were used in the design of a questionnaire to measure attitudes 

toward BPD in comparison to schizophrenia. Participants were 235 clinicians who 

read a vignette about a hypothetical client and responded to attitudinal questions that 

followed the vignette. Attitudes about the client's presentation, symptom 

exaggeration, clinician motivation and effectiveness of therapy were assessed. The 

diagnosis in the vignette was varied between BPD and schizophrenia. A colleague's 

reaction to the clinician's work was depicted as either positive or negative. Results 

suggested clinicians held significantly less positive attitudes toward a client with BPD 

in comparison to a client with schizophrenia (p<0.001). No significant effect for 

colleague reaction was identified, nor was a significant interaction between diagnosis 

and colleague reaction found. Contrary to the Contact Hypothesis, amount of contact 

with clients with BPD or schizophrenia was not related to more positive attitudes 

toward a hypothetical client with one of these diagnoses. Participants with choice over 

the type of clients on their caseload showed an association between contact with 

clients with BPD and positive attitudes toward the hypothetical client with BPD. This 

was not the case for schizophrenia. The findings of this study may suggest ways to 

enhance non-pejorative case conceptualisation for clients with different psychiatric 

diagnoses. 
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Introduction 

Borderline personality disorder (BPD) represents a clinical quandary for 

mental health professionals. BPD is a form of psychopathology that is largely defined 

by criteria that emphasise symptoms associated with affective lability and 

interpersonal distress or impairment. Yet mental health professionals attempt to 

ameliorate the suffering associated with this disorder in an inherently interpersonal 

context. The combination of high distress and a history of interpersonal conflict may 

make therapy for people with BPD a volatile experience, both for the client and the 

therapist. Linehan (1993) suggests that an 'invalid_ating environment' plays an 

important role in the development ofBPD. Sometimes, aspects of the therapeutic 

relationship for clients with BPD may be perceived as yet another invalidation. If 

clinicians hold negative attitudes about people with this diagnosis, then the 

therapeutic relationship may prove to be yet another invalidating environment for 

these clients. This issue has multiple implications for the treatment of BPD. 

One major issue pertaining to the perceptions mental health workers have 

about people with BPD is the stigma associated with this disorder (Nehls, 1998). A 

predominant example of this stigma is evident in the labelling of clients with BPD as 

'difficult' or 'treatment resistant' (Lewis & Appleby, 1988). Such labels represent a 

potential barrier to effective treatment provision for this client group, as negative 

attitudes inherent in these labels might hinder the development of a favourable 

therapeutic relationship and, consequently, impair the clinician's ability to work 

effectively with BPD clients. 

While negative attitudes toward BPD-may exist among mental health .. " 
professionals, they may also occur at a socfotal level. General societal stigma about 

mental illness has become an increasing focus of public policy in New Zealand over 

the last decade (Mental Health Commission, 1997). In fact, one goal of this campaign 

was to reduce discrimination towards mental health consumers by mental health 

workers (Leibrich, 1998). Policy focus on stigmatisation associated with mental 

illness lead, in part, to the formulation of a series of goals by the Mental Health 

Commission related to treatment for people with BPD. In this document, the 

1 



discrimination this client group suffers at the hands of mental health services was 

highlighted (Krawitz & Watson, 1999). 

Discrimination toward people with BPD may occur for a number of reasons. 

2 

There are many problematic or aversive behaviours often expressed by clients with 

BPD. Mental health professionals themselves may also hold certain beliefs about BPD 

that lead to negative attitudes. The literature about the attitudes of mental health 

professionals toward clients in general, and clients with BPD in particular, will be 

reviewed in the sections below. These attitudes may reflect the kind of person mental 

health workers expect people with BPD to be, how such workers view aspects of a 

client with BPD 's presentation, or affect their predictions about the usefulness of 

therapy for people with BPD. It is also possible that attitudes toward people with BPD 

exist and are reinforced at an organisational level, as evidenced by negative attitudes 

shared amongst colleagues or the existence of institutional barriers to effective 

service. 

Problematic or Aversive Behaviours Often Expressed by Clients with BPD 

The kinds of symptoms and behaviours associated with BPD represent a constellation 

that can be highly problematic for clinicians. 

Suicidal and parasuicidal behaviours. One particular aspect of these 

problematic behaviours is the number of parasuicidal and suicidal acts exhibited 

among members of this population (Stone, Stone, & Hurt, 1987). The prospect of 

suicide by a client puts a clinician at substantial professional risk (American 
' 

Psychiatric Association, 2001). This may lead clinicians to have negative reactions at 

the prospect of having a client with BPD on their case load. 

Aversive interpersonal behaviours. The kinds of behaviours associated with 

BPD also tend to involve interpersonally aversive acts, making a therapeutic 

relationship more challenging. For example, one diagnostic criterion for BPD 

involves intense, inappropriate anger or difficulty controlling anger (American 

Psychiatric Association, 2000). A likely target for such anger is a clinician working 

2 
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with a person with BPD. Hence, there are aspects of the disorder itself that might lead 

to negative attitudes on the part of clinicians towards this client group. 

Iatrogenic effect of personality disorder diagnostic labels. However, there are 

also reasons for stigma surrounding BPD that stem from conceptualisations of the 

disorder itself. The fact that BPD appears on Axis II of the Diagnostic and Statistical 

Manual of Mental Disorders (DSM-IV-TR) (American Psychiatric Association, 2000) 

implies not only the chronicity of the disorder, but attributes diagnostically-relevant 

behaviours to the personality of the individual. Such attributions may suggest to 

clinicians that people with this disorder have more responsibility for the causes of 

their disorder than for disorders that appear on Axis I. 

In addition, the fact that BPD serves as a complicating factor when co

occurring Axis I diagnoses are present, and worsens overall prognosis (Linehan, 

1993), may cause clinicians to conceptualise the presence ofBPD as an index of 

'untreatability' for Axis I disorders. Despite this barrier to the treatment of BPD, there 

is also empirical evidence to suggest this disorder can be effectively managed 

(Bateman & Fonagy, 1999; Linehan, 1993; Linehan, Cochran, & Kehrer, 2001; 

Meares, Stevenson, & Comerford, 1999). 

Literature related to Clinician Attitudes toward Mental Disorders other than BPD 

Clinician attitudes towards psychiatric diagnoses and people with these 

diagnoses have been examined to some extent in the literature. Much of this literature 

has focused upon disorders that are rare, controversial, or in the process of being 
. ' 

included in diagnostic systems. In this way, such literature attempts to reconcile 

current knowledge with new or 'exceptional' disorders. This literature is relevant to 

the study of attitudes toward BPD, as the attitudes clinicians hold about this disorder 

may be of a similar nature to the attitudes they hold toward other mental disorders. If 

this were the case, it would be possible to compare differences in the degree of 

negative attitudes a clinician has to BPD with another disorder. 

One diagnosis that has been a focus of studies on clinician attitudes has been 

Dissociative Identity Disorder (formerly Multiple Personality Disorder, or MPD). For 

3 
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example, Mai (1995) surveyed Canadian psychiatric residents about their attitudes 

towards the existence of MPD. Mai found that psychiatric residents strongly agreed 

that a psychiatrist's own belief system about MPD affected the prevalence ofMPD. 

This was due to a perception on the part of psychiatric residents that more people 

were diagnosed with MPD when psychiatrists believed it to be a valid term, therefore 

raising the prevalence of the disorder through increased recognition. In the area of 

MPD, the effects of education and training on the attitudes of clinicians have also 

been investigated. Baldock (1995) suggested many clinicians encounter disbelief 

about this disorder in their training, as well as negative attitudes towards the disorder. 

Such negative attitudes towards a disorder may discourage clinicians from diagnosing 

the disorder in the first place. 

However, studies that have investigated clinician attitudes towards MPD tend 

to go little further than an examination of whether 'negative' attitudes exist, and 

seldom explore the kinds of attitudes clinicians might hold. The literature related to 

the investigation of clinician attitudes towards personality disorders in general has 

begun to explicate these issues. 

One major area of exploration has been clinician attitudes associated with 

gender-bias in the diagnosis of personality disorders. Nehls (1998) has argued that 

gender-bias plays a large part in the construction and use of psychiatric diagnoses, in 

particular, BPD. Linehan (1993) has portrayed gender stereotyping as an integral part 

of the invalidating environment she contends plays an etiological role in BPD. 

Belitsky, Toner, Ali and Yu (1996) found that th~ attitudes of psychiatric 

residents towards clients with personality disorders differed as a function of the 

gender of the client. Psychiatric residents.were given one of four case histories, varied 

by diagnosis (histrionic personality disorder or antisocial personality disorder) and sex 

(male or female). They were then asked to make ratings about the usefulness of 

treatment (both medication and psychotherapy) and prognosis. Participants were also 

asked to rate the presence of various disorders (including the two personality 

disorders) on a likert scale. Belitsky et al. (1996) found that for antisocial personality, 

female cases were seen to have a better prognosis than male ones. Therefore, evidence 
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exists that attitudes toward gender and personality disorder can affect clinician's 

predictions about treatment outcome. 

5 

Attitudes on the part of the therapist toward a diagnosis may or may not affect 

the way therapy progresses and its overall outcome. In the National Institute of 

Mental Health's treatment of depression study, it was found that therapist attitudes 

towards the treatment and aetiology of depression did not appear to influence therapist 

effectiveness (Blatt, Sanislow, Zuroff, & Pilkonis, 1996). However, in a review of 

empirical studies on interpersonal therapist - patient factors in cognitive behavioural 

therapy (CBT), Keijsers, Schaap and Hoogduin (2000) found that there was strong 

support for the effect of Rogerian therapist variables upon therapy outcome. These 

variables include empathy, non-possessive warmth, positive regard and genuineness, 

and could be conceptualised as the inverse of negative attitudes towards a client. 

Keijsers and colleagues' literature review suggested that therapist variables have "a 

fairly consistent but moderate effect upon CBT outcome" (Keijsers et al., 2000, 

p.264). Clinician attitudes could be conceptualised as one therapist variable. 

Attitudes that Mental Health Professionals Have Toward People with BPD 

Views of the Client as a Person. 

There is much evidence in the literature that people with personality disorders 

are 'disliked' by mental health workers. An early work on this topic is entitled: 

'Personality Disorder: The patients psychiatrists dislike' (Lewis & Appleby, 1988). 

Lewis and Appleby used a case vignette followed by a list of bipolar adjectives to test 

the effect of diagnosis on favourable or negative attitude,s towards patients. 

Participants in this study were 173 psychiatr1sts who rated case histories of people 

with personality disorders as more manipulative, attention seeking, annoying and in 

control of their suicidal urges, than those with other diagnoses. 

The literature on counter-transference in relation to BPD posits a number of 

characteristics attributed to clients with BPD. For example, McIntyre and Schwartz 

(1998) found that therapists saw clients with BPD as more hostile, more dominant, 

and more difficult than clients with major depression. Hinshelwood (1999, p.187) also 

contests that patients with severe personality disorder are "difficult patients". From a 
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service provision perspective, patients with personality disorders have been described 

as being "often more problematic" to manage than those with a psychotic disorder 

(Dowson, Sussams, & Grounds, 1997, p.553). 

The diagnosis of BPD has been found to lead to pejorative attitudes on the part 

of clinicians (Clarke, Hafner, & Holme, 1995; Lewis & Appleby, 1988). Multiple 

sources have argued that clinicians have stereotypes about BPD which they then over

generalise to individual clients (Gallop, Lancee, & Garfinkel, 1989; Williams, 1998). 

For example, Gallop and colleagues have suggested that by virtue of a personality 

disorder diagnosis, nursing staff "may provide stereotypic responses and less 

emphatic care ... " to a client (Gallop et al., 1989, p.815). Lewis and Appleby (1988) 

found that psychiatrists generate stereotypes about the likely presentation of patients 

on the basis of a personality disorder diagnosis far more so than they generate 

stereotypes based on either the race or social class of their patients. 

Consistent with the finding that Rogerian therapist variables, such as empathy, 

have an effect upon therapy outcome (Keijsers et al., 2000), nurses have been found 

to display less empathy towards people with a diagnosis of BPD in comparison to 

those diagnosed with schizophrenia (Gallop et al., 1989). Gallop and colleagues 

utilised the Staff-Patient Interaction Response Scale, which assessed a participants' 

expressed empathy based on their written responses to a series of statements made by 

a hypothetical patient. Responses were then coded on the level of care a nurse would 

provide, from no care, to providing solutions, to affective involvement. Gallop and 

colleagues concluded that: "a significant proportion of nurses gave responses that 

were belittling or contradicting, and displayed a lower r~vel of empathy toward 

hypothetical borderline patients" (Gallop ef al., 1989, p.819). Feather and Johnstone 

(2001) also found that nurses viewed pati'ents with a diagnosis of BPD as less 

deserving of empathic and caring responses than patients with a diagnosis of 

schizophrenia. 

Views on the Presentation of the Client with BP D 

Some descriptions of people with BPD by mental health professionals from 

the literature include "not sick" (Nehls, 1998, p.101), "not ill" (Lewis & Appleby, 

1988, p.47) and "malingering" (Nehls & Diamond, 1993, p.162). Hinshelwood (1999) 

6 
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questions whether BPD is a diagnosis or a moral evaluation. Behaviours associated 

with BPD are often called "attention seeking" and are perceived to be deliberate 

(Fraser & Gallop, 1993, p. 337). Research from the perspective of those with BPD 

also has suggested that such attitudes exist (Ramon, Castillo, & Morant, 2001 ). 

Ramon and colleagues (2001) conducted participative research with people who had 

experienced BPD, and found many comments reflected a need for a more humane 

response to people with BPD. For example, one participant commented: "treat me like 

a human being and not an animal" (Ramon et al. 2001, p. 9). 

Many of the explanations for negative attitudes about the presentation of 

clients with BPD given in the literature hinge upon the concept of the responsibility of 

the individual for his or her own symptoms. The attributions mental health 

professionals make about people with BPD are particularly well explicated in one 

study. Feather and Johnstone (2001) investigated nurses' attributions about 

deservingness and entitlement in patients with either BPD or schizophrenia. Eighty

nine nurses rated patients with either schizophrenia or BPD on a series of bipolar 

adjective scales. After this, study participants read a scenario about a patient with the 

diagnosis they had just rated, who acted aggressively, and then received either 

positive or negative treatment from a nurse. The nurses then answered questions about 

the behaviour of the patient and the type of response the patient received. Overall, 

Feather and Johnstone (2001) found that nurses indicated that aggressive acts by 

patients should be responded to with care and support rather than rejection or 

banishment. However, they also found that nurses believed that whether the patient 

had BPD or schizophrenia should be taken into account. That. is, this study found that 

patients with BPD were seen as less deserving of care an? support after the 

commission of aggressive acts than those with schizophrenia. 
·_, 

There is further evidence for the role of attributions of control over behaviour, 

in relation to negative attitudes toward clients with BPD. Markham and Trower 

(2003) investigated nursing staff attributions for challenging behaviour across three 

diagnostic labels as a within-subjects variable: BPD, schizophrenia and depression. 

Fifty nurses were asked to consider patients with each of these diagnoses and then rate 

these patients on bipolar adjective scales. Markham and Trower (2003) found that 

attributions for the behaviour of patients with BPD were more stable than for patients 
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with either schizophrenia or depression. Furthermore, patients with BPD were viewed 

as more in control of their behaviour than patients with schizophrenia or depression. 

This study found that attributions of control were inversely related to staff sympathy 

for patients with BPD. 

Attitudes that have emerged in the literature related to BPD highlight that 

some clinicians view this population as less deserving of treatment (Nehls & 

Diamond, 1993) or resources (Lewis & Appleby, 1988) than people with other 

disorders. There may be problematic outcomes associated with an attitude that people 

with BPD are less deserving of treatment. Firstly, people with BPD have less access 

to necessary treatment than people with other mental illnesses. Chiesa, Fonagy, 

Holmes, Drahorad and Harrison-Hall (2002) suggested clinicians are more reluctant 

to refer people with BPD on to specialist treatment, in comparison to people with 

major depression. Blatt et al. (1996) found that therapist attitudes towards the client 

do not make a difference to treatment outcome in depression. However, it is quite 

possible that therapist attitudes may have significantly more of an impact upon 

treatment outcome for BPD than for major depression. This link would be hard to 

illuminate if people with BPD are not referred on to appropriate treatment at a 

comparable rate to people with major depression. 

Secondly, a belief in the volitional nature of actions by those with BPD may 

cause iatrogenic damage. For example, an emphasis on responsibility for one's 

actions may intensify the needs and demands of the person with BPD. Meares and 

Stevenson (2000) warned against the possible iatrogenic effects of 're-abusing' 

people with BPD. 

Therapist's Initial Interest and Motivation in Working with the Client 

Preliminary work in the area of disorders other than BPD emphasises the 

importance of motivation in treating 'difficult' patients. For example, Kaplan and 

Garfinkel (1999) argued that tolerance for frustration and failure, despite the 

investment of time and resources, is imperative for the treatment of eating disorders. 

This argument is based upon the slow progress made by many clients with eating 

disorders. Slow progress in therapy certainly also occurs in clients with BPD. Much 

of the emphasis upon extensive supervision for the therapist in Dialectical Behaviour 
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Therapy (DBT) centres upon the maintenance of therapist motivation for work with 

people with BPD (Linehan, 1993). A lack of motivation for this work may be 

associated with some of the interpersonally aversive characteristics of this population, 

or may be related to the predictions mental health professionals make about therapy 

with people with BPD. 

Therapist's Sense of Effectiveness of Self and Therapy 

Clinicians have been found to hold a number of perceptions related to the 

effectiveness of therapy with people with BPD. For example, it has been concluded 

that people with BPD are hard to treat, that treatment with this group is often 

unsuccessful (Nehls, 1998), and that treatment for BPD is a "daunting challenge" 

(Hawkins & Sinha, 1998, p.379). This attitude has been called an environment of 

"therapeutic nihilism" by one author (Clarke et al., 1995, p.410). An attitude that 

therapy is ineffective for people with BPD has consequences for the way therapists 

perceive their own effectiveness. Linehan and colleagues (2000) found that DBT 

therapists showed burnout because of work with BPD clients. One aspect of burnout 

is a decrease in a person's perception of his or her own effectiveness (Maslach, 

Jackson, & Leiter, 1997). Work with BPD clients requires a lengthy time 

commitment, and poses a challenging therapeutic relationship in many instances. It 

appears that such work with BPD clients can reduce a therapist's sense of 

effectiveness of both the therapy and of themselves as a therapist. 

Attitudes about BP D at an Organisational Level 

Organisational attitudes related to BP D clients' disproportionate utilisation 

of health care funds. At times, negative attitudes about P,eople with BPD may occur at 

an institutional or organisational level. For example, specialised treatment teams for 

BPD might not be provided because of an.,.institutional attitude that persons with BPD 

utilise a disproportionate amount of health care funding or are, more malignantly, 

"bleeding the health purses dry" (Kroll, 1988, p.10). There has been little empirical 

investigation of whether such attitudes might exist; however, such attitudes are 

frequently commented upon in the literature. For example, Nehls (1998, p.105) 

discusses the diagnosis ofBPD as being used by clinicians as a "waste-basket 

diagnosis". Dolan (1996) argues that people with personality disorders are seen as less 

deserving of health care provision, especially when tight economic constraints are 
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upon a health system. Chiesa and colleagues (2002) contend that one consequence of 

the unresponsiveness of people with BPD to psychiatric medications may be that 

psychiatrists become reluctant to invest resources into them. 

Contrary to comments made in the literature, there exists considerable 

evidence that supports the economic benefits of specialist service provision for people 

with BPD (Dowson et al., 1997; Stevenson & Meares, 1999) above and beyond the 

primary goal of alleviating human suffering (Chiesa et al., 2002). Some of these 

institutional attitudes may act to impose barriers upon a therapist's sense of 

effectiveness and usefulness in treating clients with BPD. 

Colleague attitudes toward clinicians who provide services to BPD clients. It 

is a matter of clinical lore that the attitudes of colleagues towards clinicians with BPD 

clients are often highly negative (Linehan, 1993; Meares & Stevenson, 2000). For 

example, Meares (2000, p.870) contends, "The treatment of severe personality 

disorder is a hazardous business. One endures, from time to time, not only the verbal 

assaults of patients, but also the hostility of colleagues." Meares (2000) attributes this 

behaviour on the part of colleagues towards clinicians who provide services to BPD 

clients as a re-playing of the "pathogenic developmental history" of the person with 

BPD. 

A basic tenet of DBT for BPD is that one reason for high client attrition and a 

lack of improvement in therapy are negative feelings toward the client on the part of 

the clinician (Shearin & Linehan, 1994). Therefore, intensive. supervision and case 

consultation are provided in DBT. One aspect of counte4ng negative attitudes on the 

part of the clinician in DBT is the use of 'non-pejorative case conceptualisation' 

(Shearin & Linehan, 1994). Non-pejorati~~ case conceptualisation by a therapist has 

been shown to be related to decreased parasuicidal behaviour by clients with BPD in 

DBT (Shearin & Linehan, 1992). Therefore, some aspects of therapeutic change may 

be related to positive attitudes on the part of the therapist towards a client. Given the 

climate of team consultation and supervision in DBT, non-pejorative case 

conceptualisation appears to function at an organisational level. 

10 
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However, the presence of negative attitudes toward clinicians who work with 

clients with BPD has not been explicitly investigated in the literature. Such attitudes 

would form a useful starting point for conceptualising organisational barriers 

associated with attitudes toward BPD. 

Stereotypes and Attitude Change. 

The contact hypothesis (Allport, 1954) suggests that stereotypes are more 

likely to change when a person has contact with a member of the group that they 

stereotype. It is possible that clinicians who work more with clients with BPD may 

have less negative attitudes about such clients than those clinicians who encounter 

few clients with BPD. It has been suggested that one way contact may result in 

stereotype change is through affective processes (Hewstone, 2003). For example, 

contact with a member of a stereotyped group may relieve anxiety about future 

interchanges with members of the stereotyped group. Consistent with this, negative 

contact with a group member is much less likely to change stereotypes (Stangor, 

2000). Therefore, there may be some reason to believe that the interpersonally 

aversive behaviours displayed by clients with BPD may interfere with stereotype 

change through increased contact. 

There are some aspects of the therapeutic relationship that might assist in 

attitude change toward a stigmatised group. For example, extended co-operation 

between individuals has been found to enhance the effect of contact in stereotype 

reduction (Wright, Aron, McLaughlin-Volpe, & Ropp, 1997). Therapy could be 

viewed as an example of extended co-operation: most th~rapies require both parties to 

work together to find practicable solutions for the client. 

Degree of choice over the occurrence of contact may also affect whether 

increased contact with a stigmatised group results in stereotype change. It has been 

suggested that a co-operative relationship may be a pre-requisite to stereotype change 

that occurs due to contact with a member of a stigmatised group (Brown, 1995; 

Hewstone, Carpenter, Franklyn-Stokes, & Routh, 1994). If a person does not have 

choice over whether they interact with a person from a stigmatised group, then 

enforced contact with the out-group member is unlikely to change any stereotype 
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about the group as a whole. An example that is often used is that of school de

segregation in the United States during the 1960s and 70s (Brown, 1995; Schofield & 

Sagar, 1977). If a white child who held negative stereotypes about black children 

were forced to go to a desegregated school, then the forced quality of contact with 

black children would mean that the white child would be unlikely to change their 

beliefs. In fact, there are findings that suggest this is precisely what occurred 

(Schofield, 1979; Schofield & Francis, 1982; Schofield & Sagar, 1977). In particular, 

forced contact with a member of a stereotyped group has often been shown to 

perpetuate negative beliefs about the group as whole (Brown, 1995). 

Quality of contact has been found to be a much better determinant of 

stereotype change than degree of contact alone (Schwartz & Simmons, 2001 ). In 

particular, an emphasis on co-operative interdependence appears to be one of the most 

effective ways of stereotype reduction through inter-group contact (Armstrong, 

Johnson, & Balow, 1981; Hewstone, 2000). One aspect of co-operative 

interdependence would be the amount of choice a person has about contact with a 

member of the stereotyped group. In terms of attitudes toward BPD, the degree of 

choice clinicians have about their amount of contact with clients with BPD may be 

more informative than just the amount of contact clinicians have with clients with 

BPD. 

Behavioural intentions may also play a role in attitude change. The theory of 

planned behaviour suggests that behavioural intentions are a much better measure of 

actual behaviour than attitudes (Ajzen & Fishbein, 1975; 1977; Ajzen & Madden, 

1986). Findings have confirmed that attitudes predict b~havioural intentions (Ajzen & 

Madden, 1986; Sheeran & Taylor, 1999). However, findings from a variety of areas 

related to the theory of planned behavi~Jr have consistently shown behavioural 

intentions to be the best predictor of eventual behaviour (Armitage & Conner, 2001; 

Armitage, Norman, & Conner, 2002; Conner, Sheeran, Norman, & Armitage, 2000; 

Elliott, Armitage, & Baughan, 2003; Rise, Thompson, & Verplanken, 2003). 

Therefore, a measure of behavioural intention in relation to desire to increase or 

decrease time spent with clients with BPD and schizophrenia will be included in the 

current study. 
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Methodological Considerations Associated with the Present Research 

Approaches to Attitudinal Survey Construction 

In the present research, attitudes uncovered from a review of the literature will be 

combined with attitudes elicited during focus groups to form a tentative scale to 

measure attitudes toward BPD clients held by mental health workers. The utility of 

focus groups in survey creation has been noted by authors who discuss the 

combination of qualitative and quantitative methodologies (Fossey, Harvey, 

McDermott, & Davidson, 2002; Goering & Streiner, 1996). Focus groups allow for 

the perspectives of those who experience a phenomenon to be encompassed in the 

research, and assist in the development of a more complex understanding of a topic 
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. (Fossey et al., 2002). Group processes are of specific interest to this study given that 

many of the attitudes towards BPD occur within a group context (for example, within 

an organisation or between clinicians). 

A tentative questionnaire resulting from both focus groups and a consideration of the 

literature would then be trialled by some members of the focus groups, academic staff 

and students to check for suitability. This activity has two major purposes. Firstly, it 

would allow the survey to be piloted in order to assess its face validity. Secondly, it 

would fulfil one of the criteria for validity in qualitative research; a check of the 

accuracy of the researcher's interpretation of data with the people who provided the 

data (Goering & Streiner, 1996; Limandri & Tilden, 1996). This kind of approach has 

also been used in quantitative work (Livesley, Reiffer, Sheldon, & West, 1987). 

Survey Composition. 

Various methods have been used in the literature to elicit attitudes from mental health 

professionals. These methods range from case vignettes to adjective lists and semantic 

differentials. 

Case vignettes are a popular way of measuring clinician attitudes. Lewis and Appleby 

(1988) for example, used this methodology in their study of attitudes toward 

personality disorders among psychiatrists. The advantage of this methodology is that 

crucial target variables of the case can be changed in order to compare otherwise very 
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similar patients. In this way, case vignettes can be used to control for differential 

effects of client demographic and behavioural information upon clinician attitudes. It 

has also been argued that case vignettes provide behavioural evidence of the attitudes 

of clinicians in action (Belitsky et al., 1996). Case vignettes are most commonly 

presented in a written form, although McIntyre and Schwartz (1998) used the 

innovative method of audiotaped vignettes of intake interviews. 

In relation to the current study, the use of case vignettes would carry certain 

advantages. Case vignettes may appear more clinically relevant and encourage 

responding (Belitsky et al., 1996). Furthermore, evidence exists from studies of 

clinical reasoning to suggest that clinicians diagnose personality disorders in a manner 

that involves the use of cumulative evidence from longitudinal observations (Westen 

& Shedler, 1999). Although a short case example may not directly replicate 

longitudinal observation, a longitudinal perspective could be built into the scenario, 

and thus heighten face validity. 

The use of prototypes from clinician experience could conceivably be combined with 

another methodology for assessing clinician attitudes. Adjectives representing polar 

opposites of certain traits (called a 'semantic differential') have been used to assess 

clinician attitudes towards patients with BPD as a factor of clinician personality 

variables (Lewis & Appleby, 1988; Rosenkrantz & Morrison, 1992). A major 

disadvantage of the semantic differential is that not all participants construe the 

adjectives as polar opposites; hence their ratings may be made on an essentially 

different measure to other participants who do see the adjectives as semantically 

related. 

However, adjective descriptors do repreient a useful way of measuring clinician 

attitudes. Adjective descriptors allow insight into some of the possibly stigmatising 

ways clinicians might consider people with a disorder. They also constitute a 

relatively quick task. This kind of approach has repeatedly been used in the literature 

on personality disorders, (Clarke et al., 1995; Fraser & Gallop, 1993; Lewis & 

Appleby, 1988; Nehls, 1998), albeit often in combination with another approach. In 

the present research, adjective descriptors will be used to rate a hypothetical client 

appearing in a case vignette. 
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The Present Research 

Many of the attitudes clinicians hold toward people with BPD can be conceptualised 

as falling into four areas. Firstly, c.linicians seem to have a number of attitudes 

towards BPD clients as people - they often perceive them as more difficult and 

dislikeable in comparison to other clients. Secondly, clinicians appear to hold 

attitudes about the way people with BPD are likely to present. Clinicians have been 

found, for example, to perceive the actions of people with BPD as more deliberate, 

and to view them as 'attention seeking'. 

Thirdly, clinicians' attitudes about BPD may affect the interest and motivation of the 

clinicians to work with BPD clients. There are hints in the literature that clinicians are 

less motivated to work with BPD clients, and it has been suggested that clinicians 

require more supervision for this kind of work. Finally, attitudes towards BPD on the 

part of clinicians have implications for how effective clinicians perceive themselves 

and their therapies to be. Negative attitudes may lead to a "therapeutic nihilism" 

(Clarke et al., 1995, p.410) about BPD, and may serve to discourage clinicians' work. 

This may function at a level beyond the individual clinician, in terms of the existence 

of negative attitudes within an organisation. 

The attitudes clinicians hold towards people with a specific diagnosis have been 

consistently measured in past research with a case vignette methodology. Participants 

read a vignette, and then rate a hypothetical client on various attributes. Case 

vignettes have good face validity, as they can be reaso~ably clinically realistic. 

Hypothesis One: Main Effect for Diagndsis 

From previous research, there are converging lines of evidence to suggest that mental 

health professionals as a group hold more negative attitudes about people with BPD 

than people with other mental disorders. Clinicians view people with BPD as more 

difficult, manipulative, challenging and complex clients. Stereotypes associated with 

BPD are more salient than for other mental disorders. These attitudes tend to result in 

more negative beliefs about treatment outcome for people with BPD. Given the 

wealth of findings on the negative attitudes of clinicians towards people with BPD, it 
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is hypothesised that clinicians will have a more negative attitude about their 

willingness to work with clients with BPD in comparison to clients with 

schizophrenia. 
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Schizophrenia is a comparably disabling, chronic disorder that occurs at a roughly 

similar developmental stage as BPD. The treatment of schizophrenia tends to be bio

medically focussed, in comparison to the psychosocial treatment ofBPD. Neither 

disorder has a known "cure" however both can be ameliorated to an extent by 

treatment. Both disorders involve higher rates of suicide than many other mental 

disorders (Roy, 2001). However, schizophrenia appears on Axis I of the DSM-IV-TR 

(American Psychiatric Association, 2000) as a major mental disorder, whereas BPD 

appears on Axis II as a personality disorder. In considering clinician attitudes towards 

mental illness, many studies utilise a comparison between schizophrenia and BPD 

(Feather & Johnstone, 2001; Gallop et al., 1989; Hinshelwood, 1999). 

It is predicted that a main effect will exist for a diagnosis variable (BPD vs. 

schizophrenia). That is, those participants who received a case vignette with BPD will 

have significantly more negative attitudes to the client as a person, to the client's 

presentation, about their own motivation to work with the client, and about the likely 

effectiveness of treatment with the client, in comparison to participants who received 

a case vignette with schizophrenia. 

Hypothesis Two: Main Effect for Colleague Reaction 

Organisational barriers may exist to prevent people with BP~ from gaining 

appropriate treatment service provision, particularly in ~omparison to other people 

with mental illness. One aspect of this is how the attitudes of others in an organisation 

influence clinicians' attitudes towards BPb. It is currently a matter of clinical lore that 

colleagues tend to disparage the work of clinicians with BPD clients (Meares & 

Stevenson, 2000). Therefore, it is predicted that a main effect will occur for attitudes 

on the part of colleagues, such that participants who receive a case vignette that 

includes a description of positive attitudes in relation to this variable will report a 

tendency to be more motivated to work with a client. It is anticipated that these 

participants will also have a more positive attitude towards to the effectiveness of 
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therapy with these clients. This is in comparison to participants who receive a vignette 

that describes negative colleague attitudes. 

Hypothesis Three: Interaction Between Diagnosis and Colleague Reaction. 

The supportive supervision a clinician experiences from their colleagues is viewed as 

central to maintaining a 'non-pejorative' case conceptualisation in DBT (Linehan, 

1993). Therapist burnout has been found to occur in DBT, (Linehan et al., 2000) 

despite the extensive measures included in this treatment approached aimed at 

ameliorating burnout in therapists. A starting point for burnout could be 

conceptualised as a combination of negative attitudes towards a client and a non

supportive environment for the clinician. 

Therefore, the combination of a client diagnosed with BPD and negative 

reactions from one's colleagues to working with this client may be associated with a 

particularly malignant set of beliefs about the client and associated therapeutic work. 

In comparison, attitudes toward schizophrenia would appear less likely to be affected 

by the reaction of a colleague, because clinicians may conceptualise treatment for 

schizophrenia as achieved primarily through psychopharmacological means as 

opposed to interpersonal ones. In general, attitudes toward BPD seem likely to be 

more negative than those towards those toward schizophrenia. However, it is possible 

that a positive colleague reaction to a clinician's work with a client with BPD may 

ameliorate this situation to some degree. For example, a lack of support for clinicians 

who work with clients with BPD may be viewed as the major disadvantage associated 

with work with clients with BPD in comparison to clients w~th schizophrenia. In this 

situation, attitudes toward a client with BPD may be no Jess positive than attitudes 

toward clients with schizophrenia, given a supportive environment exists. It is 

therefore hypothesised that an interactio~:. effect will occur. 

Hypothesis Four: More Contact with Clients with BPD will Result in More Positive 

Attitudes toward a Hypothetical Client with BP D 

Given the social psychology 'contact hypothesis'(Allport, 1954), it is possible that the 

more contact a clinician has with people with BPD, the less they will have negative 

attitudes about people with BPD in general. Professional contact with clients with 

BPD may be negative at times for some clinicians, therefore reducing the 
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ameliorating effect of contact with a stereotyped group (Stangor, 2000). However, it 

is also possible that extensive contact with people with BPD will result in a more 

balanced appreciation of the eventual remission of this disorder. 
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In order to assess whether more exposure to a specific diagnostic group on the part of 

the clinician makes a difference to his or her attitudes, correlation coefficients will be 

computed for percentage of time a clinician spends with a client and the dependent 

variables. It is predicted that the more time a clinician spends with a particular client 

group, the more positive their attitudes toward them will be. 

Role of choice in attitude change due to contact. Theoretically, co-operative 

and interdependent inter-group contact is more likely to result in attitude change about 

a stigmatised group than just contact between groups alone. Given the finding that 

choice over contact may influence attitude change affected by contact, it is 

hypothesised that clinicians who have some choice over the types of clients on their 

caseload will be have more positive attitudes about work with clients with BPD and 

schizophrenia. 

Behavioural intentions. Attitudes have been found to predict behavioural 

intentions, and behavioural intentions appear to be the best predictor of future 

behaviour. Therefore, it is hypothesised that an association will exist between 

behavioural intentions in regard to work with clients with BPD or schizophrenia and 

the measure of attitudes towards hypothetical clients with these diagnoses. 

Research Questions 

The research questions for this study are: 

1. Do mental health workers make n:{ore negative assumptions about their work 

with people with BPD in comparison to clients with schizophrenia? 

2. Do mental health professionals have more motivation to work with people 

with BPD and schizophrenia and greater anticipation that they will be more 

effective when their colleagues have positive reactions to their work with 

these clients in comparison to colleagues having negative reactions? 
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3. Does the combination of a diagnosis of BPD and negative reactions on the part 

of one's colleagues related to work with a client result in more negative 

attitudes about BPD than under other conditions? 

4. Does the amount of contact a mental health worker has with clients with BPD 

or schizophrenia have a positive influence upon their attitudes to people with 

these diagnoses? 

a. Does choice over the types of clients on one's caseload affect whether 

degree of contact has a positive influence upon attitudes to clients with 

BPD or schizophrenia? 

·_, 

19 



Finding the Balance: 

A Qualitative Investigation into the Attitudes of Mental Health Professionals 

toward Borderline Personality Disorder 

20 

The literature on BPD offered one perspective on the attitudes mental health 

professionals might hold toward the disorder. However, it appeared likely that there 

were other perspectives that could be gained on the topic. As highlighted in the 

literature review, there was little emphasis on the positive aspects of working with 

clients with BPD or on the ways that mental health professionals remained motivated 

in this work. Of particular interest was the degree of match between attitudes toward 

BPD portrayed in the literature and a phenomenological understanding of attitudes 

portrayed by mental health professionals. 

Specifically, there appeared to be a discrepancy between the idea that mental 

health professionals viewed their clients with BPD as 'bad, unlikable and difficult' 

(Lewis & Appleby, 1988) and the status of mental health professionals as 

professionals, as people who were ethically bound to respect their clients. This may 

not necessarily constitute a true dichotomy, as it is quite possible to dislike someone's 

behaviour but still like them as a person. However, this issue appeared to warrant 

further investigation before a survey that assessed the attitudes of mental health 

professionals toward BPD could be composed. In particular, one important aspect of 

any such survey would be face validity to mental health professionals. A 

phenomenological understanding of such attitudes was viewed as important to this 

process. 

·., 

In qualitative research aimed at eliciting a phenomenological understanding of 

a topic, it would be usual for the researcher to write themselves into the work (Willig, 

2001). This would be manifested by the use of the word 'I', descriptions of personal 

experience during the process of the research, and discussions about the interaction 

between the researcher, the research participants and the data. The purpose of "writing 

oneself into the research" is to acknowledge the subjective nature of the research 

method. In order to make this chapter consistent with the rest of the thesis as a whole, 
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it has been written from a more objective perspective. However, it is pertinent at this 

point to acknowledge that the research methods used in this chapter are more 

subjective and the involvement of the researcher in the research is viewed as integral 

to the results obtained. 

The Research Question 

At the outset, the purpose of a qualitative investigation into the attitudes of 

mental health professionals toward BPD was primarily to gain an understanding of the 

phenomenology of this experience in order to inform construction of a questionnaire 

to measure these attitudes in a quantitative manner. Associated with this purpose was 

the need to create a questionnaire that was sensitive to the needs of potential 

participants, and in particular to the context of mental health professionals working in 

the New Zealand public health system. Therefore, the research question at the outset 

was: What is it like to work with clients with BPD? 

However, after preliminary interaction with clinicians who worked with 

clients with BPD and exposure to more of the literature on the topic, the research 

question changed somewhat. As addressed above, there was little information to be 

found in the literature pertaining to factors that helped clinicians remain motivated in 

their work with clients with BPD, and the aspects of this work clinicians enjoyed. 

Simultaneously, the literature also suggested that there were aspects of this work that 

clinicians found extremely challenging. Therefore, the final research question was: 

How do clinicians manage their work with clients with BPD in order to remain 

motivated in the face of challenges? 

Method 

Participants 

Participants were recruited through social and occupational networks, using a 

method of snowball recruitment. Snowball recruitment is a process whereby 

participants are located through the social networks of contacts already known to the 

researcher. An email was sent to three contacts known to be interested in BPD. This 

e-mail included an invitation to participate in a focus group, with a description of the 
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research and what participation entailed. It also included a request to forward the e

mail on to others who might be interested. In addition, one specific mental health 

service was approached, and clinicians from this service were invited to participate. 
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Four participants were found through e-mail recruitment. Three of these 

participants were from a pre-existing group: they were colleagues at one mental health 

service. The fourth was not part of this group. It has been suggested in the literature 

that using pre-existing groups when discussing sensitive material can promote 

disclosure (Kitzinger, 1994). This appeared to be the case for this focus group. 

However, the addition of a fourth outsider also proved a very useful strategy. It meant 

that participants were more detailed in their explanations of their work for the benefit 

of the outsider. It also gave the opportunity for attitudes within the group to be 

questioned by another participant, rather than the researcher, thereby encouraging 

debate. These factors produced fruitful data. 

The participants in the first focus group ranged in age from their mid-twenties 

to their mid-fifties. Three participants had an extensive amount of experience (twenty 

years or more), while one was a relatively recent graduate. All participants worked in 

an outpatient, community mental health setting. All professed to have an interest in 

BPD. Two members of this group were clinical psychologists, one an occupational 

therapist, and one a social worker. 

The second group proved somewhat more difficult to recruit, and spent some 

time was spent following up potential participants. Eventually, the second mini-focus 

group was run a month after the first. Similar to the firs~ group, three participants in 

Focus Group Two were colleagues at an outpatient mental health service. The fourth 

was unknown to the other participants. Again, participants ranged in age from their 

mid twenties to mid-fifties, although the average age of this group was younger than 

the first (see Table 2.1 for demographic characteristics of the focus groups). In terms 

of work experience in mental health, one participant was a student, another had 

around half a year of experience, and the final two had between 15 and 20 years 

experience. The professions of participants in this group included social work, 

nursing, medicine and clinical psychology. 
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Table 2.1. 

Demographic Descriptions of Focus Group Participants. 

Age Range 

Gender 

Professions 

Focus Group One 

26 - 57 

Two male 

Two female 

Clinical Psychology (2) 

Focus Group Two 

23 - 53 

Four female 

Clinical Psychology (1) 

Occupational Therapy (1) Social Work (1) 

Social Work (1) Medicine (1) 

Nursing (1) 

Years of experience 4 - 20+ 0.5-20+ 

(range) 

Number of participants in 3 3 

a pre-existing group 
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Detailed description of the types of mental health service participants worked 

in is not given here in order to maintain participant anonymity. 

Assumptions of the Current Research 

A phenomenological understanding of the attitudes of mental health 

professionals toward BPD was necessarily constrained by a number of factors. The 

primary difficulty centred on epistemologies of experience. The complete description 

of experience was viewed as impossible. This lead to consideration of which research 

methodology might best fit an attempt to understand sotj:ie of the phenomenological 

aspects of attitudes toward BPD on the part of mental health professionals. A set of 

assumptions were made during this consideration of research methodology. 

First, it was assumed that experience in work with clients with BPD would 

give a person insight into the attitudes that exist toward clients with BPD. Second, it 

was thought that these insights might be examined through a variety of methods, all of 

which would contain some kinds of assumptions in regard to what constituted 

attitudes toward BPD. Often, such methods of investigation might concentrate upon 
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what a researcher believed attitudes toward BPD to be. Therefore, there was a need to 

discover what the people who experienced the attitudes believed were integral to 

attitudes toward BPD. The third assumption was that there were likely to be factors 

that would be left out of an understanding of attitudes toward BPD if the study of such 

attitudes was approached from only one perspective. The utilization of more than one 

perspective was viewed as of assistance in understanding a phenomenon more fully, 

however it was also assumed that there would always be aspects of a phenomenon 

that would remain unacknowledged. 

Finally, it was acknowledged that the utilization of such an approach might 

mean that traditional concepts of reliability and validity would be given less 

precedence. However, alternative means for recognising issues of reliability and 

validity could be used instead. For example, a coherent data trail that documents 

decisions made during data analysis is one method of ensuring internal consistency in 

qualitative research. Documentation of decisions made in regard to categorisation 

allows the researcher to use techniques such as constant comparison and negative case 

analysis to check for internal consistency. Constant comparison involves the 

comparison of categorisations of data with other similar categorisations in order that 

connections within the data become apparent. Negative case analysis is a process 

whereby once themes have been defined, cases that appear anomalous are identified 

and this information is then utilised to create a more accurate definition of the theme. 

Furthermore, the data trail allows others to further investigate the categories used by 

the researcher. The face validity of data can be shown in part through the recognition 

that the position of the researcher is integrally related to the interpretation of results. 

Another kind of validity check might include the presentation of findings to 

participants, who then have the opportunity fo comment upon the accuracy of the 

interpretation. Finally, it has been suggested that qualitative research might be viewed 

to be applicable when it produces useful hypotheses for further investigation of a 

phenomenon (Glaser & Strauss, 1968; Willig, 2001). 

Why Use a Qualitative Method? 

Qualitative research methods were used in this part of the project as they allow 

for an explanation that stemmed more from the perspective of participants. For 

example, (White & Farmer, 1992, p. 52) suggest "interpretative strategies 
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acknowledge and explain from the perspective of the participant rather than from a 

detached, impersonal perspective". Furthermore, qualitative research paradigms may 

be useful in suggesting where a possible relationship between variables may exist 

(White & Farmer, 1992). While qualitative methods may not provide information 

concerning the probability of relations among variables, such methods do have a role 

in generating theories about possible relations among variables. 

Qualitative research methods have been noted to be particularly applicable to 

situations where the information is complex (Goering & Streiner, 1996) or for 

sensitive issues that people might be reluctant to discuss (Wilkinson, 1998). 

Qualitative research methods are also useful when there is little information about a 

phenomenon (Fossey et al., 2002; Goering & Streiner, 1996). In many ways, the area 

.of current investigation contained all three of these qualities. 

While qualitative methods may place less emphasis upon traditional concepts 

of reliability than quantitative methods as discussed previously, they do allow for a 

less constrained and more open-ended investigation of a subject area. Specifically, 

exploration of a phenomenon may be less constrained by the need to limit contextual 

variables that might be considered as possible confounding variables in quantitative 

research. In the case of this study, contextual variables were of importance, as the 

topic of investigation involved interactive social processes. In particular, one of the 

aims of this study was to delineate variables for further quantitative investigation. 

Why Combine Qualitative and Quantitative Methods? 

As outlined above, there is little information that currently exists about what 

motivates clinicians to work with clients with BPD and the aspects of this work that 

they enjoy. Because of this dearth of information, qualitative work in this area may 

provide useful suggestions for further investigation. Such work might also help to 

define terminology used to discuss this subject, and to understand interconnections 

between various topics. When used in this way, qualitative research can ultimately 

provide a basis for more detailed quantitative investigation of a topic (Goering & 

Streiner, 1996). This is one of the aims of the current research. 
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A combination of qualitative and quantitative methods was used in this study 

for the purpose of triangulation. Triangulation is the concept that more than one way 

of considering a phenomenon is likely to result in a more accurate understanding of 

the phenomenon at hand. This concept is related to the philosophical concept of 

dialectics. From this standpoint, there are elements of truth in all perspectives. A 

dialectical perspective also acknowledges the importance of interaction in the creation 

of truth. Interaction between different perspectives on a topic means opinions are 

likely to become polarised, emphasising a choice between one position (thesis) and 

another (anti-thesis). A dialectical understanding seeks to find what's been left out of 

our current understanding, as well as creating a synthesis of two opposing positions 

(Basseches, 19 84). 

From a dialectical standpoint, the combination of qualitative and quantitative 

methods makes sense. It forces the researcher to consider the limitations and 

advantages of both perspectives, and to find a synthesis of these. 

Why Focus Groups? 

Focus groups were used to collect data to investigate how clinicians managed 

their work with clients with BPD in order to remain motivated in the face of 

challenges. There were multiple reasons for this choice of data collection strategy, 

many of which were aimed at increasing the face validity of data collected. First, 

focus groups allow for a more 'real world' discussion situation. In this sense, focus 

groups were used to approximate a work environment discussion of dealing with 

challenges associated with working with clients with BPD more closely than 

individual interviews or written-response questionnaires, might. The interactive nature 

of focus groups has been demarcated as a unique strength of this data collection 

strategy (Wilkinson, 1998). Focus group~'have been described as allowing insight into 

the effect of group opinion on opinion formation (Morgan, 1996). This was pertinent 

to the current study in terms of the influence of colleague attitudes upon the attitudinal 

stance of a clinician. 

Focus groups also allow areas of consensus and dissent to be explored, as 

participants agree or disagree with what others say. This helped to give a clearer 

understanding of what might be common areas of difficulty, frustration or enjoyment 
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in comparison to what might be more idiosyncratic opinions. The process of 

discussion in a focus group has also been said to elicit descriptions that can improve 

understanding of the topic at hand (Kitzinger, 1994). In particular, focus groups can 

provide a good method of understanding a participants' own comprehension of a 

phenomenon (Morgan, 1996). In the current context, examples from clinical 

experience of how clinicians manage the challenges of work with clients with BPD, 

and how they remain motivated in this work were identified. This information was 

then utilized to gain some insight into how attitudes might pertain to lived experience 

or behaviour. 

Procedure of Data Collection 

The focus groups were described to participants as a discussion of attitudes 

.toward BPD; of both their own attitudes and those they had encountered in their 

professional work. Prompts were used to begin discussion (see Appendix A) and to 

focus it on the broad areas of interest, or topics that had emerged from the review of 

the literature. Prompts began with a general enquiry, and then became more specific. 

For this reason, prompts were presented one by one to participants, so that they were 

able to bring up material they believed important without being discouraged by a 

belief that the topic might be addressed later in the group. Participants were also 

explicitly informed that they were encouraged to bring up any issues they believed to 

be important, so that data from the focus groups was not limited a-priori to issues the 

researcher had identified. 

The focus groups were recorded on audio tapes, and then transcribed. One of 

the participants in Focus Group One seemed particularly' nervous about appearing on 

tape, but her nervousness abated as the group progressed, with the other participants 

in the group encouraging her to talk. 
.· . ..., 

The group was moderated in a reasonably non-directive manner. Ground rules 

were established (see Appendix B) in order to protect the confidentiality of cases 

discussed and to ensure smooth running of the group. The main role of the moderator 

was to facilitate discussion in line with the ground rules, and to make sure everyone 

had an opportunity to speak if they wished. As such, participants who had been quiet 
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for a while were asked questions, and opportunities were given for participants to 

express disagreement. 

28 

In the second group important themes that had emerged from Focus Group 

One were followed up, as part of an iterative, cross validation process (which will be 

further described in the next section). Consistent with the use of grounded theory as a 

method of data analysis (as will be discussed in the following section), the second 

focus group received some additional prompts. These prompts were designed to give 

further insight into issues that had emerged unanticipated in the first focus group. In 

particular, the additional prompts were focussed on topics that participants in the first 

focus group had spoken about passionately or had disagreed about. 

The focus groups both lasted around an hour and a half. In the second focus 

group, one participant was delayed by work duties, and the focus group began without 

her. She later joined in the focus group, but another participant had to leave shortly 

after she arrived. This event may have had an impact on the generation of interactive 

data in the second focus group. 

Method of Data Analysis 

Grounded Theory 

Grounded theory was used to analyse data from the focus groups. Grounded 

theory is a method of data analysis that attempts to build a substantive theory from the 

data at hand. It involves a process of coding, constant comparison and finally the 

delineation of a theory to explain the data (Glaser & Stra~ss, 1968; Willig, 2001). 

Grounded theory is 'grounded' to the extent that it attempts to build a theory using a 

bottom-up process. 
.. ' 

An important aspect of grounded theory is the concept of iterative processes. 

A grounded theory approach involves finding data that does not fit with the 

researcher's current understanding of the phenomenon at hand, and then clarifying 

this data by seeking new information. This process occurred in the current study in 

that important themes emerging from the first focus group were explored further in 

the second focus group. 
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Another example of an iterative process was the use of constant comparison. 

Themes that emerged from each focus group were compared to results from the other 

focus group to find common and divergent themes. Responses from different 

participants were also compared in a similar manner. Finally, responses that occurred 

at one temporal point in the focus group were then compared to responses at another 

temporal point. In a similar vein, conflicts and differences of opinion found in the 

focus groups were viewed as providing useful information in and of themselves. This 

process of negative case analysis allows for a fuller understanding of a subject to be 

developed. 

Grounded theory was chosen as a method of data analysis because it 

corresponds well with focus group data, as well as· allowing for elements of a 

scientific positivist approach (for example, gradually seeking to find one explanation 

for phenomena). 

Data Analytic Process 

Transcriptions of the focus groups were coded line by line using key words or 

concepts from each line as the code. Codes were assigned to each line or quote. For 

example, the quote: 

... there seems to be that, sort of, people that have worked with people with 

BPD over time are a lot more accepting of the behaviours that come out, but 

you really struggle with those to start with. (Loren, 1/p.2) 

was coded with the words "struggle", "working with BPD", "acceptance" and 

"experience". The names of the first three codes were t~en directly from the quote. 

However, this quote was also indexed under"experience" as the quote as a whole 

discussed the differences between people-·with more versus less experience. 

Subsequent to being coded, each code was then indexed. As seen above, a line of text 

could receive multiple codes. In such cases, the line was indexed multiple times. 

Codes that occurred multiple times, or participants laid particular importance 

upon, were then indexed together under categories generated by the researcher. For 

example, the code "experience" was indexed with other codes that pertained to 

experience, skills and training. Quotes were assigned to a category until saturation _ 
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occurred (i.e. the point at which no further information about the category was 

gained). The relationship between codes, categories and themes is shown in Figure 1. 

Because quotes were often assigned 

to more than one category, there was a 

degree of overlap between categories. 

This provided room for analysis of 

relationships between clusters. This 

analysis was conducted in diagrammatic 

form, whereby categories were grouped 

together according to how closely they 

overlapped with one another. This 

process meant that some categories were 

blended together, as a more central, 

Major 
Themes 

underlying concept became apparent. For Figure 2.1. Diagram Showing Illustration of 

example, the code "struggle" appeared to Relationship between Codes, Minor Themes 

predominantly occur in discussions of and Major Themes. 

how experience or skills had an impact upon one's ability to work with clients with 

BPD. Therefore, the code "struggle" was subsumed by the category of "experience". 

The more central, underlying components then became minor themes. 

Some categories became minor themes without being amalgamated. For 

example, there were a number of quotes that received the code "cost". This code 

seemed so central that this category became a minor theme with the name 'cost'. 

Analysis of Focus Group One began before Focus Group Two was run, so that 

preliminary themes identified from the data could be pursued further in Focus Group 

Two. This process of iteration is central to' grounded theory (Glaser & Strauss, 1968; 

Willig, 2001 ). It is carried out in order to identify common themes, differences and 

negative cases so that an emerging theory can better be evaluated for explanatory 

breadth (Glaser & Strauss, 1968)). 

The creation of minor themes occurred both during and after the process of 

coding and the formation of categories. For example, at times during the coding 

process relationships between key ideas were identified and noted in memos. These 
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connections between different codes were sometimes used to form a minor theme. For 

example, some codes identified a conflict between two opposing forces ( eg. empathy 

vs. responsibility). These codes were then also indexed to the category 'conflict'. As 

more quotes were gathered pertaining to this category, it became apparent through an 

analysis of the content of the quotes that the category was more to do with 'balance' 

than 'conflict'. Therefore the category of 'conflict' was amalgamated with the 

category of 'balance' to become a theme named 'balancing'. 

Themes were defined as a group of statements that shared a common feature. 

They were named according to the name of the code or through the use of a quote that 

captured the central concept. Major themes were formed from groups of minor themes 

in the same way minor themes were formed from groups of categories. Major themes 

were created when minor themes shared common quotes, codes or central ideas. For 

example, 'experience' was grouped with the theme of 'training' because both shared 

the underlying concept of skills. 'Training' became part of the major theme of 'cost 

and value', because participants drew repeated links between their experience, skills 

and training being devalued by the lack of value placed upon the skills. 

At times, the creation of major themes from minor themes required 

examination of the context in which codes occurred. For example, when participants 

referred to issues of empathy and understanding, they frequently described this with 

reference to professionalism. In a similar way, when participants discussed a lack of 

empathy or a 'bad attitude', this was often ascribed to a lack of professionalism. 

Therefore, the two minor themes of 'empathy and understanding' and 'bad attitude' 

were viewed as part of a major theme of professionalism. 

Naturally, the data did not always·'fit conveniently into one theme. For 

example, the issue of a 'bad attitude' was also discussed as the result of systemic 

failures in funding. Therefore, the minor theme of 'bad attitude' was also related to 

issues of 'cost'. The periphery of each theme was somewhat fluid. 

To an extent, the process of assigning connections between themes and 

decisions about which themes were central was a subjective process. There has been 

much discussion about the ways in which quality of analysis should be assessed in 
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qualitative research (Fossey et al., 2002; Goering & Streiner, 1996; White & Farmer, 

1992; Willig, 2001 ). In particular, it has been noted that qualitative research may 

result in data that are hard to reproduce (Fossey et al., 2(()02). In grounded theory, the 

use of memos is viewed as a method of creating a data trail, so that if necessary other 

researchers can examine the decisions a researcher made in the process of data 

analysis (Bryman & Burgess, 1994; Glaser & Strauss, 1'968). A full set of memos and 

transcripts are available for this data set (please contact t!:he researcher if necessary). 

An assumption of qualitative research is that data is corutext dependent, and may 

therefore be less likely to be reproducible (Willig, 2001). In this situation, the data 

trail forms an analogue to methodological descriptions which would allow 

reproduction of results. 

Issues of validity are also of concern in qualitative analysis. For example, one 

accusation that could be levelled at the process of data analysis in grounded theory is 

that the researcher could impose pre-conceived notions upon a data set by finding 

only examples that give evidence for a particular point of view. The process of data 

analysis in grounded theory, i.e. the use of bottom-up theory formation, grounded in 

the data, is formulated to avoid this to an extent (Glaser & Strauss, 1968). Another 

method of ensuring validity of the theory is through the use of constant comparison 

and the identification of negative cases (Fossey et al., 2002). When cases do not fit 

into a theory, the research is then forced to re-examine what the theory leaves out. 

Further research and reflection is then done in order to refine the theory. 

For example, the two major themes of 'professionalism' and 'cost/value' 

appeared to both be integral to the third theme of' deservingness'. In the process of 

data analysis, it was difficult to reconcile tnese interconnections. Simultaneously, the 

theme of 'balancing' did not appear to fit: It was only when the theme of balancing 

was considered in relation to 'professionalism' and 'cost/value' that the theme of 

'deservingness' made sense: attributions about 'deservingness' served to balance 

beliefs about 'professionalism' versus 'cost and value'. 
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Results and Comments 

Outline of Three Major Themes 

Three major, underlying themes emerged from the data: 'Professionalism', 

'Cost and Value', and 'Deservingness'. As a major theme, 'Professionalism' 

encompassed expressions of coping with difficult work thorough aspects of 

professional identity. For example, the attitude that empathy and caring are integral to 

being a good mental health professional emerged frequently in both focus groups. 

Having high standards for the care one provides to one's clients was a central part of 

the theme 'Professionalism'. In particular, high standards of care meant ensuring 

access for clients to appropriate treatment. A constant challenge to the job of 

participants as professionals was the management of risk in a risk-averse climate, and 

the need to enable clients with responsibility while doing so. 

Another aspect of being a professional involved the maintenance of morale. In 

particular, participants identified the role of change in the client as a way of 

maintaining their hope. Furthermore, they highlighted the importance of appropriate 

professional resources, such as support from colleagues, to deal with difficulties as 

they arose. This facet intersected with issues of professional competence, such as 

possession of the requisite skill set and the need for ongoing professional training. 

A consistent pattern across and within focus groups w:as the tendency of 

participants to identify issues of 'professionalism', and t~en to identify an intense 
-struggle to maintain it. Difficulties in the maintenance of professionalism were most 

'-~~ 

often cited in relation to the perceived cost, in terms of time and money, of provision 

of services within a system with limited resources. In this way, participants in the 

focus group appeared to construct 'Professionalism' and 'Cost and Value' as 

polarities. However, inherent to the themes of 'Professionalism' and 'Cost and Value 

was the topic of 'Deservingness': participants perceived that their struggle to balance 

the demands on their 'professionalism' with the demands of management for cost

efficiency was underpinned by a de-valuation of the 'Deservingness' of clients with 
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BPD and of the clinicians themselves who worked with these clients. This 

interrelationship is depicted in figure 2. 

-, 
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Cost and Value Professionalism 
anti-thesis t'1esis 

balancing 

Deserving ness 
synthesis 

Figure 2.2. Diagram Illustrating Major Themes Arisingfr@m the Focus Groups 
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The theme of 'Cost and Value' encompassed recognition that treatment for 

BPD is viewed as 'long and expensive', but that it is also desperately necessary. As 

such, participants constructed themselves as diametrically opposed to the demands of 

management for cost-efficiency, yet also highlighted the fact that treatment for BPD is 

ultimately cost effective. Participants struggled to understand a managerial dogma that 

promoted cost efficiency, but was so blind to obvious possibilities for cost savings 

possible for this particular group of clients. Participants illustrated ways in which 

perceptions of the expense of treatment for BPD resulted in a de-valuation of this 

treatment. For example, participants from both focus groups identified 'feeling stuck' 

because the necessary 'training' and 'support' was not provided for work with clients 

with BPD. Other participants who did have this training emphasised the incredible 

importance of it to their work, and the ways in which it might change negative 

attitudes toward BPD. 

Connected to the monetary cost of treatment for BPD, was the cost associated 

with the 'time' needed for such treatment. Participants repeatedly commented that the 

systems they worked in were not set up for dealing with clients requiring high time 

input for a longer period. 

Underlying the themes of 'Professionalism' and 'Cost and Value' was a need 

for balance. Participants discussed balancing long term versus short term care, as well 

as resource allocation. When participants attempted to discuss some of the reasons for 

their struggle to balance 'Professionalism' with 'Cost and Value', they 

overwhelmingly returned to the concept of 'Deservingness'. 'Deservingness', as a 

major theme is best illustrated by an interchange from the second focus group: 

Diane: I guess the other thing to remember,[ ... ] is that it's not so much um, 

that it's difficult or that there's not the resources. But it is awfully 

unfair, I mean they're no less deserving ... 

Nancy: Absolutely. 

Diane: ... of the proper help, than anyone else with any psychiatric disorder. 

But there's sort of that belief that ... 

Nancy: But there's a culture that says that they are. (2/p.20) 
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The theme of 'Deservingness' serves an explanatory function. It is a cluster of 

minor themes that explained why clients with BPD were blamed for their actions, why 

treatments for BPD received less funding and why clinicians found it so difficult to 

balance empathy and understanding for their clients with the difficult behavioural 

characteristics of this client group. 

In particular, 'Deservingness' was linked to the two other major themes by 

two minor themes: 'Time' and 'Blame versus Empathy'. These two themes served to 

unite both 'Professionalism' and 'Cost and Value'. For example, discussions about the 

amount of time allocated to clients with BPD involved a need to balance one's 

professional obligation to such clients with the demands of resource availability. One 

way participants in the focus groups appeared to resolve this balance was through 

their attitudes around 'Deservingness'. By viewing clients with BPD as deserving of 

time, clinicians were able to decide that in the case of clients with BPD, there might 

be something wrong with the way resources were allocated: 

Sally: Well, you ignore it. I end up just ignoring what I know counts, as far as 

stats. I just ignore it. It doesn't work. (l/p.18) 

Attitudes about 'Deservingness' seemed to act as the way clinicians resolved 

the conflict between 'Professionalism' and 'Cost and Value'. For example, if a 

clinician believed that people with BPD were deserving of care and empathy, then 

they tended to view this as a professional duty. In contrast if clinicians saw clients 

with BPD as less deserving of care, and more deserving of blame because their 

behaviours were perceived as volitional, then that clinician was likely to view the 

provision of care for clients with BPD within the frame ?f 'Cost and Value'. If this 

were the case, then the clinician might draw attention to the needs of other clients on 

his or her caseload for the scarce resour~~s available. Overall, attitudes about 

'Deservingness' seemed to act as a fulcrum for balancing the themes of 

'Professionalism' and 'Cost and Value'. Figure 3 depicts graphically the themes and 

minor themes that will now be discussed in more detail. 
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Difficulty and Expense 

The Contradiction: 
Resources vs. Need 

Resource 
Allocation 

Service 
Access 

Training 

Cost and•Value 
\ Anti-thesis 

Blame 

balancing 

Change: Hope vs. Hopelessness 

Risk and Uncertainty 

Coping 
and 

Morale 

Empathy vs. 
'Bad Attitude' 

Standards of Care 

Professionalism 
thesis 

Deservingness 
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Figure 2.3. Diagram Illustrating Major and Minor Themes Arising from the Focus Groups 
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'Professionalism' 

Professionalism and Standards of Care 

A sense of 'professionalism' emerged strongly in both focus groups, 

particularly when it came to discussing the attitudes clinicians held toward clients 

with BPD. A key part of 'professionalism' identified by participants in the focus 

groups was maintaining appropriate standards of care for one's clients. Participants in 

the second focus group highlighted the importance of not allowing patients to discern 

one's attitudes as an aspect of professional standards: 

Samantha: Out of all my colleagues, it doesn't matter what our personal 

opinions are, that people with borderline personality disorders are 

always treated with-sort of, the person would not know what you were 

thinking, anyway. And they would sort of, hopefully, see you as 

reasonably professional." 

Nancy: I agree with Samantha, in that people I immediately work with are 

very professional in their attitude, regardless of what their other views 

are. (2/p.14). 

These comments suggest that while negative attitudes may exist, clinicians work hard 

to remain cognizant of how such attitudes might influence their relationship with their 

clients. 

In the first focus group, Cam provided an illustration of how one's attitudes 

towards one's clients are intrinsic to 'professionalism': 

Yeah, I had this client one time, who wasn't borderline, first suicide attempt, a 

very depressive young man, but the cutting had ~ot been successful, it hurt too 

much, so he'd come in. But they thought he was a borderline self-harming and 

threw him some bandages. And h~ felt so ashamed and humiliated, that he 

went away and actually was more suicidal than he had been. That, to me, is 

professional negligence in that case. (l/p.21) 

In this case, Cam recognized that other health professionals had mistakenly identified 

the young man in this example as having a diagnosis ofBPD. In doing so, he 

illustrated how aspects of the diagnostic label lead to behaviour that Cam considered 

the antithesis of 'professionalism'. 
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Diagnostic labels. An issue the first focus group discussed in depth was 

whether borderline personality disorder was in fact an appropriate term at all, and 

when one should use it. This appeared to represent an important professional issue for 

these participants. Furthermore, participants in this group demonstrated that it was an 

issue they thought about in a rather complex manner, recognising both the positive 

and negative aspects of diagnosis. For example, Cam commented: "There used to be 

some places, there probably still are in different areas, where having access to that 

diagnosis meant you don't get treatment there." (l/p.13). However, he then discussed 

some difficulties associated with a diagnosis of BPD not being made, when it would 

be appropriate, for example clients receiving treatments for a variety of Axis I 

disorders," ... but nobody deals with the underlying thing that's needing some help. So 

I think having the diagnosis means that maybe people could get treatment." 

"It's the risk that would put me off": Dealing with Uncertainty and Risk 

Participants in both focus groups repeatedly emphasised that a particular 

challenge associated with working with clients with BPD was risk management and 

the uncertainty engendered by this. Participants identified both personal risk and the 

risk of clients committing suicide as pertinent to work with clients with BPD. 

A division occurred on the topic of 'Risk' between participants with more 

experience and those with less. Samantha explicated well the perspective of 

participants with more experience: 

You sort of can look back and see that you've actually grown over time. I'm 

sort of a lot ... I guess a lot harder in some ways. Yeah. And more sort of, you 

know, you've taken risks, and they've worked ... I think you get more 
, - I 

confident with what you're doing. But also, in the back of your mind, while 

you're taking risks and sending p~iple home, there's always, in the back of 

your mind, knowing that one day, if you keep working in mental health, 

you're going to have somebody who suicides. Basically. (2/p.2) 

Other participants with similar levels of experience as Samantha pointed to a variety 

of ways they had reconciled working with risk and uncertainty. For example, some 

suggested that having a firm theoretical base to their work made it easier. Others said 

they relied upon the systems in place in their service to help manage risk. 
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In contrast to those with more experience, Claire, whho was just beginning her 

career, commented that: 

... other [disorders] might be just as challenging, and 1 unrewarding and ongoing 

and chronic, it's just really that risk that would put mne off it. I think." (2/p.12) 

Diane, who was also at the start of her professional life, had 1 a similar perspective. 

However, Diane also tied this perspective to her occupation ras a doctor, mentioning 

her consciousness of "being sued". She also made an interes-sting comment about how 

the spectre of risk affected her practice: 

... that consciousness ... would dictate a lot of how I'vve reacted to people. 

Because I don't, you know, if it's the option of puttinng someone in respite, 

although I know it's probably not the most helpful thhing, or risking my career. 

Then of course, I' 11 stick them in respite for the nightt. (2/p.19) 

In this way, issues of 'professionalism' were never faar removed from 

discussions of risk and uncertainty. Yet experience appearedJ to dictate to an extent the 

ways in which professionals responded to this risk. Participannts with less experience 

appeared to be put off working in the area, or acted in a way1 that prioritised 

professional safety over risk taking. In comparison participannts with longer clinical 

experience recognised that problems were likely to occur asssociated with risk, and 

that this was just part and parcel of working in this area. The~y found ways of 

assimilating the constant issue of risk with their clinical prac-ctice, but still recognised it 

proved a difficulty. Overall, managing risk appeared to be a :i=part of the job that no 

participants found particularly enjoyable. 

"But I deal with people": How Empathy and Understand/ngJ define a Good 

Professional 

A sense of empathy and understa~ding for one's cliennts were consistently 

identified within and between both focus groups as importannt to work with clients 

with BPD. Empathy and Understanding appeared central to t1the sense of 

'professionalism' participants expressed. However, participaants differed in the ways 

in which they understood their clients with BPD, and in the e~xtent to which they 

viewed empathy as a necessary pre-requisite for a professionaal relationship with these 

clients. 
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Diane described feeling sorry for clients with BPD, because of the kinds of 

attitudes that existed towards these clients in mental health services: 

You don't necessarily really understand what's going on, or understand how 

they feel, you do feel sorry for them, they're just going to have such a difficult 

life ... that they're going to have these miserable, difficult lives with people 

generally having bad impressions of them all the time ... Because whenever 

people talk about, you know, people, patients with borderline personality 

disorder, it's usually in a disparaging sort of way, it's not nice stuff about 

them. (2/p. 3) 

Here, Diane identified that it might be hard for mental health professionals to 

understand their clients with BPD, at times. She described a sense of compassion for 

the consequences for the client of negative attitudes toward BPD. 

In the second focus group, Claire described how she maintained empathy for 

her clients with BPD, despite challenging aspects of the work: 

I think ifl lost sight of why they've come to be the way they have, I'd be so 

frustrated with them, I'd give up and I wouldn't be interested or bothered in 

helping them, ifl didn't remember that. (2/p.7-8) 

Here, Claire discussed empathy as central to her ability to do her job as a professional, 

and as a way of maintaining motivation. Other participants also linked empathy to 

'professionalism'. For example, Samantha discussed how empathy defined whether 

health workers are "good" at their job: 

... There's emergency department nurses who are very, very good with those 

patients, and have some empathy and understanding. And yet there are those 

ones who are actually very, very negative and nasty." (2/p.14) 

In this way, an ability to maintain an empathic stance w'~s viewed by participants as 

intrinsic to appropriate standards of professional care. 

Given this link between empathy and high standards of professional care, it is 

unsurprising that participants related aspects of their training or professional 

viewpoint to aspects of empathy and understanding for their clients. A particular 

motif that occurred within this theme was the " ... belief that everyone's an 

individual" (2/p.5, Samantha). Samantha saw this as "one of the strengths of her 

training". Participants from the other focus group made similar comments, 

emphasising respect for the humanity of their clients. For example, Chris said: 
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.. .I guess I don't ... [sigh] I do deal with sort of [huh], I was going to say 'pure 

borderline personality disorders', but I don't, because there aren't any pure 

ones anyway. Um. But I deal with people. (l/p.13) 

The concept of self-determination is intrinsic to dealing with people as 

individuals. This concept emerged in the focus groups, alongside the idea that 

empathy and understanding need to be balanced with responsibility on the part of the 

client. Samantha commented: 

I think the more that I work with people with borderline personality disorders, 

I'm going from that empathy to that choice-responsibility. I'm sort of going 

more onto that side. Sort of has gone from 40-60, to 50-50 to 60-40 sort of 

thing ... And I don't know whether that's confidence or whether then I'm 

generally just getting a bit har ... I guess I'd call it a bit harder in my heart. But 

yeah, I'm really more going onto that choice and responsibility side. Because 

that's, to me over time, seems to be, works just as effectively if not more 

effectively than empathy. (2/p.6) 

Here, Samantha constructs empathy and responsibility as opposing entities. Other 

participants saw the need to provide clients with control over their environment as an 

integral part of understanding the needs of clients with BPD. For example, Olive 

described a situation where " .... the staff attitudes, they took all the controls away" 

from a client in an inpatient setting, such that the client "went in quite functional, and 

then had the horrible experience of just deteriorating back into her self-harming 

behaviour". Cam and Sally could also point to similar situations. 

"Ignorant, ill-informed, a bad attitude". The issue of negative attitudes 

toward BPD emerged as a contrast to the need for empathy and understanding for 

clients with this disorder. The first focus group was hesitant to discuss the kinds of 

words clinicians use to describe clients with BPD. An interchange between the 

participants in this group illustrated this well: 

Kathryn: Chris, you mentioned 'borderlines', what other, what words do 

people use to describe ... borderline personality disorder? 

Olive: border pd, borderline. 

Chris: lots of pejorative .. . 

Olive: In a bad moment ... um. 
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Chris: People have different ways of describing patients or clients they have 

difficulty with. All that means is that they have difficulty with them, it 

doesn't mean a person has got borderline personality. (1/p.8) 

For this group, Chris very much shut down discussion of the kinds of 

terminology used to describe clients with BPD. The clinicians within this group 

appeared very uncomfortable discussing what Chris described as 'pejorative terms' 

after this comment. Participants put many of these negative attitudes down to 

"ignorance" about BPD. Shortly after this discussion, Chris explained further, saying: 

... It would be a diagnostic cat. . . label, it's not a category I use relatively, 

because I use it on my own in my head, but it would be a diagnostic category 

that I would be reluctant to express to other people. More cos I think it comes 

with all that stereotype and pejorative .. .I feel very uncomfortable when people 

talk about 'borderlines'. (1/p.8) 

In contrast, participants in the second focus group were quick to discuss the 

prevailing attitude they perceived toward people with BPD in the services they had 

worked in. A comment by Diane summarised this discussion: 

People generally have a bad attitude about people with borderline. It's never 

anything you talk about in a positive sense. It's always bad stuff. (2/p.8) 

Other participants identified words such as 'manipulative' and 'attention seeking' as 

descriptors for clients with BPD. 

While the second focus group was quick to discuss the terms used by other 

mental health professionals about clients with BPD, they were also quick to explain 
' 

some of the consequences of such attitudes. In concurrence with Chris' perspective 

above, Samantha recounted problems assc:f'ciated with blaming clients with BPD for 

their actions, when she spoke about a client who repeatedly burned herself and had 

"ruined" multiple skin grafts doing so: 

So, then they've got a very blaming attitude towards her. And it's not 

necessarily a helpful attitude. And then, it's sort of working with those staff to 

say, 'hey, they're still people' ... Because they just find them difficult. They're 

quite a blaming group of professionals. (2/p.13) 
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In both focus groups, participants pointed out that blame often spread beyond 

clinicians blaming people with BPD for their actions, and on to mental health 

professionals involved with clients with BPD. For example, Diane commented: 

"And then they start blaming people at [other services] for not fixing them ... " 

(2/p.13). Cam recounted a similar experience: 

I certainly have days when staff on the ward talk to me and say it's my fault 

when something has happened ... and it's like ... what did I do? And they're 

like 'well, your client is in here again'. Well. Okay. (1/p.4) 

Ways of Coping and Keeping Morale 

In an environment where clinicians are blamed for the actions of their clients, 

who they in tum do not see as being worthy of blame, one might expect that clinicians 

would have difficulty coping and maintaining their morale. Both focus groups 

discussed the ways in which they managed to continue to work with clients with BPD. 

Participants identified a wide variety of strategies, some of which they believed to be 

more effective than others. 

Of particular importance to Sally was her belief that BPD was not well 

understood by people outside the mental health system. For her, this meant her usual 

support networks were not available, she said: "So, you just end up not talking about 

it a lot of the time. Because, yeah. It's not very easy for other people to comprehend." 

(l/p.19). 

Supportive colleagues and management were also viewed as important for 

maintaining motivation in working with clients with BPD. For example, Samantha 

said: 

[I think] the good thing is that you always have somebody else that you 

can discuss it with, and you have that backup from each other saying, yip, 

you're doing the right thing. (2/p.2). 

Black Humour. One issue of substantial difference between the two focus 

groups was the attitudes of participants to the use of 'black humour'. Two participants 

also discussed what' they termed "black humour" in coping with frustrations in work 
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with clients with BPD. In this extract, they pointed out that attitudes and actions are 

removed from one another: 
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Samantha: Sometimes I think probably if you heard us talking it would ... 

Diane: It would sound awful. 

Samantha: it would sound awful. 

Diane: (laughs) 

Samantha: But. It's a way of blowing off steam, and it's a way of making 

it less frustrating ... But it's not because we think about people in that 

way as such, but you know, it's just sort of a way of talking, and if 

somebody ever came back to you and said 'you said that' you'd 

actually be horrified that it would come out of your mouth. (2/p.8) 

Here, Samantha draws a distinction between discussions in one setting, and the 

intentions underlying expressed attitudes. Of interest, Samantha identified that, at 

times, what might be perceived as negative attitudes may represent a way of coping. 

Specifically, she viewed attitudes as complex: you can have one attitude you think 

about intentionally, and another that you express. 

In comparison, the participants in the other focus group viewed the function of 

black humour in a similar yet slightly less effective way. The group had just discussed 

the issue of the use of "reductionist labels", such as the term 'borderline', when this 

interchange occurred: 

Sally: You'd never say, yeah, it's only in your own staff meetings that you'd 

do that. It's not ... 

Cam: Sure 

Chris: Yeah, but it's in the staff meetings where',the attitudes are formed 

Sally: ... like you'd say it to a family member or something. [said 

simultaneously with Chris.,. last comment] 

Chris: Yeah. 

Olive: Yeah, but even so, we've had a conversation where we've talked about 

this recently. Cam and I were just sort of talking about [how] it's really 

important to have a culture of respectful attitudes toward your clients. 

Such as these endless staff meetings. Yes, we do have black humour, 

but maybe the staff meeting isn't the right place for it. Um, black 

humour is survival stuff at times ... (1/p.9) 
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"Hope and Hopelessness": The Role of Time and Change in Work with People with 

BPD 

One way of coping with the difficulties of working with clients with BPD 

highlighted by participants in the focus groups was thinking about why one enjoyed 

doing the work. For example, Chris said: 

So, there are times when I find working with people with borderline 

personality disorder actually really quite attractive in some kind of ways, 

they're actually really interesting people. (1/p.1 ). 
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While Chris found people with BPD "interesting", Samantha described how her 

opinion of working with people with BPD had changed over time. While at first she 

had been very hesitant, she said her experience had: " ... almost changed my views for 

the better, because of the challenge. Which I like." 

Both focus groups emphasised that an ability to discern small changes played 

a major part in the maintenance of motivation for work with clients with BPD. For 

example, Olive believed that an integral part of retaining hope for clients was viewing 

change: "You have hope, because you know things are changing. I would lose hope if 

I didn't see some nice things happening now and again." Olive also pointed out, 

however, that change occurred on a somewhat different scale for clients with BPD, in 

comparison to clients with other disorders ( or perhaps, the 'ideal client' systems are 

set up for): 

I had a situation where the coordinator was saying, 'oh, this person hasn't 

changed in 15 years, isn't it time you discharged her, what are you doing' sort 

of thing, and because you're working with a pers9n you see the change that, 

you know things are different from what they were six months ago ... (1/p.5) 
. -., 

Samantha, in a separate focus group, had an almost identical opinion. She 

said:" you look for tiny changes .... There's not going to be these earth shattering 

changes to their lives, like what you want to do when you train. But that you learn to 

see like little things, like 'oh, they haven't been in hospital for two months". 

Interestingly, Samantha discussed the ability to see small changes as hopeful as a 

matter of clinical experience. She suggested in this comment that one of the 

motivations clinicians might have when they train to become a mental health 

47 



48 

professionals is the prospect of creating change for their clients. Samantha described 

how through the process of clinical experience, she had altered her expectations about 

the magnitude of change she would see in her clients. 

In contrast to those participants with more experience, the thing that Diane and 

Claire felt so hopeless about work with clients with BPD was the lack of change, the 

"chronicity". In relation to Samantha's point above, perhaps this was to do with the 

fact both these participants were at the beginning of their careers, and may have had 

expectations about creating a larger magnitude of change in the people they worked 

with. In addition, some of the frustration at lack of change in one's clients with BPD 

may be related to concerns a clinician has about their own skill-base, as suggested by 

Diane: 

So it's kind of quite frustrating. I think that's a really good word, because you 

just feel like you're not really, you feel like you're just going along with them, 

you're making everything worse rather than doing what's going to be helpful 

for them. (2/p.l) 

Concerns around chronicity do not appear to have been an issue solely for 

clinicians at the outset of their careers. Samantha also commented that "you don't 

come out feeling good" from work with a client with BPD "because you haven't 

really achieved anything. Apart from manage the crisis for now. And you know the 

crisis is going to happen the next night, or a week later, exactly the same crisis" 

(2/p.9). The lack of a sense of achievement in one's work seemed to be a cause of 

much frustration for participants at times. 

Part of balancing hope with hopelessness appeared to come from external as 

well as internal sources. In particular, participants highlighted the importance of 

feeling that one's skills were valued, and that one has the skills necessary to work 

with clients with BPD. Such issues are core issues of 'professionalism'. 

Conclusions about 'Professionalism ' 

When participants discussed issues that related to 'professionalism', their 

comments consistently came back to the issue of how to define a good professional. 

More specifically, participants seemed particularly interested in what might define a 
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good professional working with clients who presented complex and challenging 

clinical issues. 
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At a surface level participants in the focus groups appeared to agree upon what 

did not constitute 'professionalism' in relation to clients with borderline personality. 

This is demonstrated through the minor theme of 'bad attitude', and in particular the 

frustration participants demonstrated about clinicians who were viewed as excessively 

blaming of clients with BPD. 

However when considered a little more carefully, the issue of what constitutes 

a good professional became greyer. This is well illustrated by the different 

perspectives participants brought to discussions on the topic of black humour. While 

some participants feltthat black humour was an appropriate way of "letting off 

steam", others saw it as "survival stuff'. Some participants believed black humour 

was never appropriate as a professional, and viewed it as dangerously close to 

prejudice. 

Empathy and Understanding appeared central to most participants' definitions 

of 'professionalism' when working with clients with BPD. To an extent, this theme 

appeared a polar opposite to the concept of a 'bad attitude' and 'blaming'. For some 

participants, the empathic component of 'professionalism' involved just a sense of 

compassion for clients with BPD. For others, it involved an attempt to understand 

their clients. Participants varied in the extent to which they felt able to understand 

their clients. 

~ 

Participants highlighted that being a professional in work with clients with 
., 

BPD posed a tremendous professional challenge. One aspect of this pertained to 

coping with these challenges and the maintenance of morale. In particular, clinicians 

in the focus groups explored how hope and hopelessness affected their ability to cope 

with their work. Participants accentuated the role of change on the part of the client in 

the maintenance of their motivation. However, participants also emphasised that this 

change was often a slow process which in tum sometimes created frustrations. 
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Slow change and the issue of time in relation to work with clients with BPD 

have emerged repeatedly in the theme of 'Professionalism'. The time clients with 

BPD require of clinicians, and the time needed to treat this disorder effectively are 

issues that will be explored in the next section. Time provides a bridge between the 

themes of "Professionalism" and "Cost and Value". Participants pointed out that in 

the systems in which they worked, time was a scarce resource. Issues of resource 

allocation, the cost of providing treatment for clients with BPD, and the lack of 

services for these clients were all issues participants in the focus groups seemed to 

struggle to reconcile with their ideals as professionals. 

-'Cost and Value' 

Difficulty and Expense: "There's an attitude these people are difficult to treat and 

that they are expensive to treat" 

Chris and Cam illustrated the minor theme of 'Difficulty and Expense' 

succinctly in the following extract: 

Chris: There's an attitude around that these people are difficult to treat, and 

that they are expensive to treat. So there are obvious structural barriers 

set up, but underneath, there are more cultural barriers. You know, like 

'we don't do borderline'. 

Cam: Yeah, that's sort of a myth, isn't it? It's more expensive, probably, to 

have someone on some of the newer anti-psychotics than to effectively 

treat a borderline client. (l/p.17) 

Here, Chris discussed an attitude that emerged consiste*tly through both focus 

groups: the idea that treatment for clients wlth BPD is expensive and hard to do. 

Cam's counter-argument was a topic th~t created extensive frustration for the 

clinicians in the focus groups. Several participants commented on the absurdity of a 

system that demanded cost savings yet was so blind in the case of potential economic 

savings associated with appropriate, effective treatments for BPD. 

Participants in the second focus group described the issue as one of short term 

output for long term gain: 
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Diane: ... these people use huge amounts of resources, compared to other 

people, yet there's no sort of money put back in to doing what actually 

might be helpful for them. 

Samantha: And there's sort of no looking at it from a proactive way, it's 

all reactive. 

Diane: Yup. 

Samantha: .. .sort of, when they've been diagnosed with that, there's no 

sort of time, and energy and money being put in, in sort of those 

adolescent years, when things could be developing. And you could ... 

Nancy: Almost prevent it. 

Samantha: ... yeah, sort of looking at prevention. Because they say it 

costs too much. But it costs too much at the other end ... (2/p.15,) 

When Samantha made this final comment, she said it with a tone of sadness in her 

voice, and made it apparent that it was not just economic costs she was discussing. In 

this sense, the topic of cost and expense connected to issues of 'professionalism'; 

participants wanted to advocate for their clients as people who were not receiving the 

help participants, as clinicians, knew they could give their clients. 

"The fun bit is the under-resourcing": Resource Allocation and Treatment 

Accessibility 

The fun bit's the under-resourcing- borderline personality isn't funded for 

mental health care. (Cam, l/p.14) 

Connected to the systemic attitude that clients with BPD are "difficult and 

expensive" to treat was the issue ofresource allocation.'Participants in the focus 
' 

group lamented an unfairness in the way re§ources were allocated. This was 

particularly evident in discussions of treatment accessibility. 

Treatment accessibility was an area of concern for many participants in the 

focus groups. Chris suggested that the attitude of many services toward BPD was: 

"You know, like 'we don't do borderline' "(l/p.17). Of particular concern to 

participants was the lack of a structured framework for dealing with the treatment of 

BPD. This is exemplified by the description of services for BPD as "hit and miss": 
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Cam: If you walk into a different [service] than ours, they may get a helpful 

treatment, they may get no treatment or they may get a damaging 

treatment. What if they go to a different city[ ... ] and [there's] a 

specialist unit there, they may get an excellent treatment. It's hit and 

miss, and there's no fairness at all in this country about having this 

disorder. 

Olive: Mainly miss. (l/p.16) 

Data from the second focus group helps to expand upon the concern that 

surrounded a lack of treatment services for BPD. In particular, the second group 

discussed one of the consequences of this: patients being passed from one service to 

another because no specific service had adequate resources to treat them: 

Nancy: It's shocking. 

Samantha: Absolutely. 

Nancy: Because the thing that's going to upset them more than anything else 

is change. Change in relationships. 

Diane: Yip. And that feeling of rejection. 

Nancy: The rejection that comes from it, that's right. (2/p.20) 

Here, participants revealed a keen awareness of the issue of iatrogenic effects 

associated with issues of service provision. 

The "Contradiction": Balancing Time and Resources with Need 

A consistent theme across both groups was a struggle to balance time and 

resources with the needs of clients. Sally and Olive described .this process: 

Olive: .. .it's just kind oflike the more relaxed yqu can be ... 

Sally: [hmm] 
. ., 

Olive: ... about your time and everything, it works better, doesn't it. 

Cam: I think so. 

Sally: But, our services are set up in a way where we can't be relaxed. You 

know, about our time. 

Olive, Cam: Mmm, hmm. 

Sally: It's just not how it works. That's not how we're resourced to be 

relaxed. So it's just kind of a contradiction. That it is the best way. 

(1/p.3) 
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Here, Sally and Olive identified ways in which systemic factors had an impact upon 

their ability to perform their job. In particular, Olive identified that systemic variables, 

such as the provision of appropriate time for clinicians to work with clients with BPD, 

prevented her from working in a manner she believed would best benefit the client. 

Later in the focus group, Olive went on to discuss the dilemma that economic 

demands placed upon her as a professional, and for the service in which she worked 

as a whole: 

.. .it's the demand for our service, um can we extend that far as well? You 

know, we keep extending for these people ... we have to keep all the other 

people treated as well! (l/p.14, Olive) 

Olive showed an awareness that while her service attempted to provide time for 

clients with BPD, at times this might result in less time for clients with other 

diagnoses. In this way, professional and ethic issues were intrinsically attached to 

issues of "Cost and Value". 

The ideas expressed by Olive were echoed by Nancy in the other focus group. 

She also discussed balancing time between clients with BPD with the time needed by 

clients with other diagnoses: 

So, um it's actually managing time, and the amount that is required by them 

without um ignoring other people on your caseload. That's very difficult. 

(2/p.22, Nancy) 

A motif of balancing united discussions that participants in the focus groups had 

about the difficulties associated with resource allocation for clients with BPD. The 

conflict between 'Cost and Value' and 'Professionalism, is particularly well illustrated 

by the topic of resource allocation for training. 

"Feeling Stuck": The Cost and Value of Training 

Everyone kind of knows that you shouldn't be reacting the way you do, but 

then you kind of feel that you don't have any choice and you feel really stuck" 

(2/ p. l, Diane) 

The motif of time and costs associated with time extended further into issues 

of '' Cost and Value'', in terms of time provided for training mental hec1,lth 
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professionals in skills for work with clients with BPD. As Diane expressed above, 

clinicians felt "really stuck" when they did not believe they had the skills or training 

necessary to effectively deal with clients with BPD. Participants in the focus groups 

clearly assigned this lack of training to economic reasons. This was particularly 

evident when Chris connected these issues directly to negative attitudes about BPD: 

... when people don't have the tools or training, it adds to the pejorative quality 

of saying 'borderline' because in terms of 'you can't do it in twelve sessions, 

so we can't do it'. Or 'these people are helpless and hopeless and what a 

waste of time'. (1/p.3, Chris). 

Chris was not the only participant to directly link a lack of training to negative 

attitudes about BPD. In the other focus group, Nancy described an experience in an 

acute mental health service when "the first wave of borderlines" arrived: 

"We had no idea of what to do with them. We were completely reactive. We 

ended up feeling incredibly hostile towards them, because we didn't know 

what to do, and we felt like we were backed into a comer, constantly. And um, 

there, that culture still remains. And it still gets fed on, to some degree, all 

through the system." (2/p.20, Nancy) 

In this sense, Nancy directly linked a lack of training to negative attitudes toward 

BPD. Of particular interest, she discussed this occurrence as a systemic issue. 

Many participants expressed opinions about the importance of specific 

training in work with clients with BPD. 'Knowing what to do' formed a coherent 

thread through both focus groups. For example, Olive emphasised that those who had 

not experienced training on BPD might not be aware of the need for it: 
; 

"The more training you have, the more you will do appropriate work. And you 

don't know that until you've had ·the training. You don't know ... " (1/ p.21, 

Olive) 

In contrast to Olive's suggestion, Sally was acutely aware of the impact her 

lack of training on BPD had upon her work: 

Chris: If you had training, you'd be less angry? 

Sally: Yes I would ... because I feel like I can't do my job properly. 

Chris: Yeah. 
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Sally: I can't do my job properly. Is really what it comes down to: I can't do 

my job properly. (1/p.10) 

Prior to this interchange, Sally had discussed feeling angry because "you know that 

other people are in the same position, and that people are aware of it" (1/p. l 0). The 

thing that particularly exacerbated Sally's anger was that those administrating the 

service were aware of the lack of training their staff had, and yet the staff remained in 

a bind because no or very few resources were provided for training about BPD. In the 

end, Sally said: "I know that I could do so much better work ifl had even just an 

ounce of training. Evenjust an ounce ... " (l/p.10). 

Conclusions about 'Cost and Value' 

Participants in the focus groups described a tension between their beliefs about 

the value of treatment for BPD, and the funding priorities of the services in which 

they w~rked, as well as the health system at large. Participants varied in the extent to 

which they saw themselves as struggling against the providers of resources, versus 

working within the system. While Olive commented "we are victims of the funding 

agency" (l/p.18), others saw opportunities for changing the status of treatment for 

BPD using the arguments of the funding providers themselves. 

Specifically, multiple participants highlighted the contradiction that funding 

providers demanded cost savings and yet were blind to the possibility of extensive 

cost savings through the provision of appropriate treatment for BPD. 

Resource allocation in terms of time was closely linked to the monetary costs 

of the provision of treatment for BPD, according to part~cipants. Both focus groups 
~ 

emphasised the ethical and professional dilemma clinicians faced in terms of the 
.~ 

allocation of extra time to clients with BPD "who just need our time" (Olive, 1/p.2), at 

the possible expense of clients with other diagnoses. In particular, clinicians struggled 

with the sense of measures of their time, and found these measures inappropriate for 

clients with BPD. To an extent, this was viewed as part of a wider mismatch between 

current health funding models and the nature of the needs of people with BPD. 

Ultimately, the theme of' Cost and Value' lead to discussions about why there 

were systemic barriers to the provision of treatment for clients with BPD. Clinicians 
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emphasised the lack of value placed upon their work with clients with BPD, in terms 

of the inaccessibility of training about the disorder and the contradictory lack of 

resources provided for the treatment of it. The factors that might underlie this lack of 

value are discussed in the following section. 

'Deservingness': 

"They're no less deserving of the proper help than anyone else" 

Participants in the focus groups described their attempts to manage the 

interconnection between 'Professionalism' and 'Cost and Value' through the concept 

of 'Deservingness'. Their comments indicated that when they and their colleagues 

believed people with BPD did not have access to similar levels of appropriate 

treatment in comparison to clients with other disorders, clinicians struggled. They 

described a struggle in terms of a sense of unfairness in resource allocation. However, 

clinicians also identified that at times, pejorative attitudes toward BPD were related to 

beliefs that people with BPD did not deserve the help mental health services offered 

to them. Ultimately, such an issue could be re-stated as a matter of whether people 

with BPD are deserving of the help they receive. 

In the description of "Deservingness" in the outline of the major themes 

above, Diane identified that people with BPD were "no less deserving of the proper 

help than anyone else", and in response, Nancy suggested "but there is a culture that 

says they are" (l/p.20). Earlier in the focus group, Nancy had described how low 

funding priorities for BPD might contribute to this culture: 

Well, if mental health is the poor cousin of medicine, then borderline's the 
.,,.:;. 

poor cousin of mental health ... I mean, they just fall at the bottom of the heap, 

really. (2/p.15, Nancy) 

Nancy's evocative image of clients with BPD "falling to the bottom of the heap" 

suggested that factors existed to prevent the establishment of effective service 

provision for this group. In order to explore this culture more, it is necessary to revisit 

some of the themes discussed earlier. 

56 



57 

Revisiting Blame versus Empathy: Ideas about value and 'Deservingness' 

When the second focus group discussed the terminology they had heard used 

about people with BPD, summarised by Diane as the "bad attitude", the group then 

went on to examine why these terms were used: 

Samantha: Attention seeking. 

Claire: Almost childlike 

Diane: Yeeeaah, and I think people forget that, [sigh], they're not. Even 

though I know that some of the choices they make are deliberate, and 

that sort of thing, I'm sure they're not doing it on purpose. Like if they 

knew how to cope better, and manage the situation they wouldn't do 

it ... 

Samantha: [ mmm, mmm] 

Diane: But people I thiJ¥( sort of talk about them in the sense that it's, it's 

fully a decision that they've made, and I guess it is, but um ... 

Samantha: Like it's sort of volitional... (2/p.8) 

Diane made an interesting point in this extract. She suggested that clinicians 

'forgetting' that clients with BPD do not act deliberately might account for some of 

the negative attitudes that exist toward the disorder. In particular, Diane emphasised 

variables at the level of systemic interaction that might perpetuate a view that clients 

with BPD act deliberately: interactions between staff "where they talk about them in 

the sense that it's fully a decision they've [people with BPD have] made". 

Participants in both focus groups drew comparisons between the treatment 

people with BPD received and the way other patients might be treated in the hospital 
-system, whether in mental health or medicine in general. These kinds of comparisons 

.. ., 
became more salient when the issue of volition arose. For example, the second group 

discussed how BPD seemed different to being "unwell": 

Diane: And I think there's sort of that feeling with people who, might come in 

psychotic or something, you know, the vast majority, it's through no 

fault of their own, that they've had this sort of stuff happen. And I 

guess the same thing could be said in some ways for people with 

borderline. Cos I understand, it's not their fault that they've got that 
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diagnosis, but you feel like it's their fault that they're there now. 

They're in crisis, they're not trying hard enough, or ... 

Samantha: I think you sort of perceive it more [ said over Diane] ... 

Diane: ... they're being a pain, or wasting your time and ... 

Samantha: Absolutely. You perceive it more that they're attention seeking, 

that they're being a pain, that they're wasting your time. Whereas for 

someone who's acutely psychotic, or somebody who's extremely 

depressed and suicidal, that's sort of quite different. 

Diane: They're more ... medically unwell, and ... 
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Samantha: Yeah. They have a medical illness as such. Yeah. Yeah. (2/p.10) 

When compared to Nancy's comment described earlier, this dichotomy of medical 

wellness versus unwellness might begin to explain some of the reasons treatment for 

BPD "falls to the bottom of the heap". If clients are not perceived as being as 

"medically unwell" but rather are blamed for being in crisis, then it probably makes 

sense that they should not receive funding intended for people who are unwell. 

The issue of whether people with BPD are deserving of treatment resources 

was also discussed in the first focus group. In contrast to the above comparisons 

between medical and psychiatric unwellness, the first focus group discussed this 

matter in terms of issues associated with diagnostic nosologies. 

Revisiting Time and Resource Allocation: Do people with BP D ''just need our time?" 

'Deservingness' as a theme acts as a synthesis of the two other major themes, 

'Professionalism' and 'Cost and Value'. The topics clinicians discussed that fell 

within the realm of '' Deservingness'' describe how part~cipants managed to reconcile 

their sense of 'professionalism' with external demands related to cost and judgements 

regarding the value of treatment for BPD?The issue of value is very closely related to 

'Deservingness'. This relationship is particularly obvious when it comes to time: how 

much time it takes to treat clients with BPD, and the consequent economic value of 

the time a clinician might spend with such clients in comparison to the other clients 

on their case load. 
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Two diametrically opposite views emerged from the focus groups about the 

extent to which clients with BPD were deserving of clinician's time. In the first focus 

group, Olive commented: 

... they just need our time, you know, they need our time and effort. And 

there's a lot of challenging and being frustrated about that aspect of the time 

that's demanded from us by them at times. ( 1/p.2 Olive) 

In this extract, Olive suggested that while she viewed people with BPD as deserving 

of her time, she also found this to be a difficult aspect of the work. Comments from 

the second focus group suggested other participants also found the needs of clients 

with BPD in terms of time frustrating. In the case of Diane's reported observations, 

this lead to a different conclusion about the amount of time clients with BPD 

deserved: 

If you've got people waiting to be seen and there are people who are depressed 

or you know, psychotic, and then there's som7one with borderline personality 

disorder, everyone's like 'there's a time waster'." (2/p.8, Diane) 

Here, the comparison between clients with BPD and those with psychosis lead to an 

attitude that clients with BPD are "wasting" time. 

A way in which participants identified the treatment ofBPD as at odds with 

the system was the modality of treatments for BPD, in comparison for treatments for 

disorders such as schizophrenia. As Cam pointed out, 

But what it is, is not a disorder where they're treated with medication. 

Medication, sort of, is the treating agent, not a person. (l/p.17, Cam). 

After this comment, the group spent some time discussing the ramifications of not 

treating BPD with medication. Ultimately, the major rall).ification the group identified 
-was that of time: clients receiving medication required short term case management, 

.· . ..., 

with quick check-ups. In comparison, clients with BPD required intensive case 

management, which participants believed the system was not set up to deal with. 

Therefore, beliefs about the 'Deservingness' of clients may have stemmed in part 

from measuring the needs of two groups on the same metric, when this was entirely 

inappropriate. 

59 



A discussion about the role of medication also occurred in the other focus 

group. Diane linked views on the efficacy of medication to beliefs about validity of 

the disorder: 
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... I guess I'm much happier to accept that there are some things that drugs 

can't fix, and that's okay. But there are certainly, lots of doctors around who 

sort of feel, who when they realise they can't give someone drugs to fix it, just 

want to wash their hands of the entire situation, and don't think it's valid, 

and ... worth it ... (2/p.19, Diane). 

Nancy discussed the issue from the other perspective. She believed that: 

... basically the difference between dealing with borderlines and other types of 

psychiatric illness, I think it's because you use people to treat borderline. 

(2/p.18, Nancy) 

However, it is the consequences of the fact that people are used to treat BPD that 

influence mental health professionals' attitudes. Nancy went on to comment that 

treatment through interpersonal contact rather than by medication "reduces the 

glamour associated with it". Nancy emphasised that treatment by people was 

intrinsically interactive. 

Knowing what you think: Changing Attitudes about 'Deservingness' 

Participants in the focus groups pointed to a variety of ways in which attitudes 

about BPD could be changed. In particular, many emphasised again the importance of 

education and training about the disorder as a catalyst for attitude change. For 

example, Olive discussed the role her training played in influencing her attitudes 

aboutBPD: 

It warms me up to people, to difficult people. Yeah. Full stop. And urn, value 

the work they need, that they neecl.,.sornething. Not just reject people for their 

apparent difficult behaviour ... (l/p.10, Olive) 

While training was perceived as important to attitude change, clinical 

experience could also serve as a means for altering perspectives on BPD. For 

example, Samantha commented that working with clients with BPD is challenging 

" ... yet it's almost changed my views for the better, because of the challenge. Which I 
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like." (2/p. l 1, Samantha). Participants were also able to point to times when they had 

used clinical experiences as method of teaching other staff about BPD: 

But I take every opportunity, [when] people[ ... ] say things that I feel are 

uninformed, to kind of give them a little bit of an idea about what I think 

might be going on in that moment. I think that's the best way to kind of 

change people's views. And so, um, people don't really affect me, particularly, 

except in the sense that I see it as an opportunity to kind of move them 

slightly, I suppose. (2/p.14, Nancy). 

In comparison to Nancy's belief that teaching others on the job was the best 

way of changing views, Cam was more cynical about the possibility of changing 

negative attitudes toward BPD, at least for some people: 

... but I have the feeling there are some staff who have very negative attitudes 

that don't shift with training. The training just either reinforces or Wc!shes off 

them. I'd be interested to know what interventions will actually shift those 

attitudes [laughs]. The information doesn't do it. So what sort of training will? 

(l/p.21, Cam) 

Perhaps there is a synthesis of both Cam and Nancy's perspectives, in that maybe 

information provided at the point of attitude expression works to change attitudes. 

Conclusion 

Participants in the focus groups discussed a wide variety of issues related to 

the provision of care for clients with BPD. One way of understanding these issues as 

whole is to consider thematic inter-relations between them. A system of three major 
-

themes could be identified in the results o~ the focus groups. The connections between 
.· . .,,, 

these themes describe how clinicians managed their work with clients with BPD in 

the face of the challenges such work presents. 

The metaphor of a see-saw described the connections between the three major 

themes. At one end of the see-saw was 'Professionalism': the ways to maintain 

'empathy and understanding' for clients, the unprofessional nature of 'bad attitudes', 

how clinicians coped in their work, and the issue of hope versus hopelessness in one's 

professional life. At the other end of the see-saw, unbalancing participants' sense of 
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'Professionalism' was the topic of 'Cost and Value'. 'Cost and Value' challenged 

participants' ability to remain professional due to: a lack of resource allocation for 

BPD, a de-valuation of the time clinicians spent working with clients with BPD and 

the contradiction of demands for cost-efficiency when so few resources were 

expended upon prevention. 
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The theme of 'Deservingness' acted as the fulcrum for the see-saw. Attitudes 

about 'deservingness' appeared to be the way that participants balanced the struggle 

between 'Professionalism' and 'Cost and Value'. For example, attitudes about 

deservingness mediated whether clinicians viewed people with BPD as deserving of 

empathy or deserving of blame. Another example is that attitudes about deservingness 

balanced value and coping, in that the de-valuation of work that participants did with 

clients with BPD made it harder for them to cope with the challenges of such work. 

Limitations 

All explanatory schemes are limited and over-simplify complex interactions. 

However, as a basic simplification and premise, the model outlined above can give 

some understanding to data that emerged from the focus groups. Some of the 

limitations associated with this part of the study will now be outlined. 

The first limitation pertains to the generalisability of the current research. The 

results of the focus groups are limited not only to the experience of participants, but 

are also a snap-shot in time of participant's experiences. Given the interactive nature 

of attitude formation described in the focus groups, it is unlikely that the results 

described above necessarily remain static. 

-_,. 

The use of snow-ball sampling to select participants further reduces the 

generalisability of results. It is likely that the views of participants in this group are 

not at all representative of clinicians in general. In particular, the focus groups were 

composed solely of clinicians who were reasonably favourably disposed toward work 

with clients with BPD. In part, this was a conscious decision in order to balance the 

perspective of the literature. Participants provided interesting second-hand reports of 

how clinicians who did not enjoy working with clients with BPD behaved, but it 

would have been useful to hear from those clinicians themselves. 
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An unavoidable aspect of the investigation of phenomenology is the 

prioritisation of individual experience. There are a number of information processing 

biases that are likely to affect the kind of information that was recalled in the context 

of the focus groups. For example, participants were probably more likely to remember 

extreme cases, or cases that fitted with their own view of circumstances. In addition, 

image management by participants cannot be ruled out. For example, participants may 

have been more willing to discuss the professional faults of others rather than 

themselves. 

The second limitation is that the interpretation of the results was to an extent a 

subjective process and may be idiosyncratic to the current researcher. As discussed at 

. the outset of this chapter, qualitative research methods are necessarily more 

subjective. This could be viewed as a limitation, but paradoxically, it could also be 

viewed as a strength. The subjectivity associated with the qualitative research 

methods allows for less control of variables in order to understand them from what 

might be viewed as a more ecologically valid point of view, which means that the role 

of the researcher is intrinsically linked to the data. Recognition of the subjectivity of 

qualitative research methods means that there is no pretence that researcher pre

conceptions have no effect whatsoever on the data being studied. 

Yet subjectivity has implications for the reproducibility of the research. It is 

unlikely that the data presented here would be reproducible in the same form it 

appears here, due to interaction between researcher's ideas and those of participants 

and the temporally limited nature of analysis. Ho_wever~ it is quite possible that a 

similar project would identify similar themes. It is important to note that the results of 

this project only establish that certain c~~ections between themes are possible; no 

comment can be made in regard to the probability that such connections exist. 

As discussed previously, reproducibility is not necessarily viewed as important 

in qualitative research. In contrast, a data trail that maps the process of the research is 

viewed as a counterpart to the quantitative criterion of reproducibility. The issue of 

reproducibility must also be balanced with the purpose of this research. For example, 

it has been suggested that one criterion for qualitative research should be the 
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productivity of the theory (Glaser & Strauss, 1968). A purpose of conducting the 

focus groups was to generate ideas for quantitative investigation. In this, the theory 

proved quite productive. Other aspects of the data analytic process, such as constant 

comparison and negative case analysis were also aimed at enhancing the validity of 

the data (Willig, 200 I). 
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A third limitation is that the focus groups were composed entirely of 

clinicians, so results come from solely the perspective of the clinician. Therefore, this 

part of the study lacks input from clients who have experienced how clinicians 

manage their work with clients with BPD. 

The final limitation relates to the size and number of focus groups. The focus 

groups were in fact mini focus groups as they were composed of only four 

participants. It may have been useful to have larger focus groups, in order to provoke 

more intensive discussion. However, the size of the focus groups worked well in 

terms of the acquisition of in-depth data, and offered all participants a good 

opportunity to contribute. These factors might have been lost in larger focus groups. 

Also, it could have been useful to run more than two focus groups, in order to utilise 

more fully the iterative nature of grounded theory. 

In conclusion, this study investigated how clinicians managed their work with 

clients with BPD in order to remain motivated in the face of challenges. It was found 

that clinicians used attributions about deservingness to balance the demands of cost 

and value with those of professionalism. 
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Method 

Application of Focus Group Findings to Questionnaire Construction. 

Findings from the focus groups outlined in the last chapter were used to assist 

in the construction of a questionnaire designed to investigate the attitudes of mental 

health professionals toward BPD. In this process, results from the focus groups were 

combined with findings from the literature in order to create a questionnaire that was 

sensitive to the real_ities of work in the New Zealand mental health system, but that 

also built upon earlier work done in this area. 

Questionnaire formats described in the literature influenced the initial 

development of the questionnaire utilised in the present research. In particular, the 

format of a case vignette followed by attitudinal ratings of the client depicted in the 

vignette was utilised (Feather & Johnstone, 2001; Lewis & Appleby, 1988). Aspects 

of the vignette could then be altered to allow experimental manipulation; for example, 

the diagnostic label the client in the vignette received could be changed. In this part of 

questionnaire design, results of the focus groups were used in two ways: to identify an 

appropriate comparison group and to operationalise a colleague reaction variable. 

Vignette Construction. 

First, it was necessary to identify ari appropriate comparison group such that 

attitudes toward BPD could be investigated within a controlled context. The diagnosis 

of schizophrenia has previously been used as a control in studies that have 

investigated personality disorders (Feather & Johnstone~ 2001; Gallop et al., 1989; 
-

Hinshelwood, 1999; Markham & Trower, 2003; Nathan, 1999), and this diagnosis 
. . J 

appeared to provide a good comparison for a number.ofreasons. Schizophrenia is a 

chronic, disabling mental illness that requires substantial economic output on the part 

of health funding authorities (Kent, Fogarty, & Yellowlees, 1995). In this sense, it is 

similar to BPD. 

However, schizophrenia differs from BPD within nosological systems such as 

the DSM (American Psychiatric Association, 2000). Suggestions have been made that 

in this system, Axis I disorders were conceptualised as biological and Axis II as 
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psychosocial in nature (Livesley, Schroeder, Jackson, & Jang, 1994). Schizophrenia 

is conceptualised as a disorder with a primarily biological etiological basis, shown by 

the placement of schizophrenia on Axis I, and BPD on Axis II of this system. In 

contrast, BPD is often viewed as more environmentally caused (Timmerman & 

Emmelkamp, 2001; Trull, 2001 ). Yet, there are reasons to believe this may be 

something of a false dichotomy, as there is mounting evidence for both biological and 

environmental influence in BPD (Linehan et al., 2001; Siever, 2002; Siever, 

Torgersen, Gunderson, Livesley, & Kendler, 2002; Skodol, Gunderson et al., 2002; 

Skodol, Siever et al., 2002). The two disorders also offer a contrast in the kinds of 

ways mental health professionals attempt to treat them; medications for schizophrenia 

(Bellack, Buchanan, & Gold, 2001; Milner & Valenstein, 2002) and psychotherapy 

for BPD (American Psychiatric Association, 2001; Linehan et al., 2001). Intuitively, 

these reasons seemed highly relevant to differences between attitudes toward the two 

diagnostic concepts. 

Participants in the focus groups repeatedly drew comparisons between the 

attitudes mental health professionals held toward the BPD and schizophrenia, and 

disparities in funding for the treatment of them. Furthermore, results from the focus 

groups suggested that attitudes were likely to be more strongly associated with 

diagnostic labels than the actual behaviours presented by clients. For exan;iple, the 

case of Cam's client with severe depression who was "thrown some bandages and 

told to fix himself up" because nurses thought he had BPD (l/p.21). While some 

comparisons were drawn with depression and anxiety disorders, overwhelmingly the 

most were between schizophrenia and BPD. Therefore, a choice of schizophrenia as 

control seemed most pertinent. 

Second, the results of the focus groups highlighted the importance of systemic 

variables such as lack of institutional support and funding allocation in the formation 

and perpetuation of attitudes. This finding was particularly congruent with the 

observation that systemic variables were seldom investigated in the literature when it 

came to the examination of what might influence mental health professionals' 

attitudes toward their clients. The difficulty then became which systemic variable to 

consider for further investigation. Two major variables were highlighted by 

participants in the focus group. One was issues of funding priorities and how these 
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influenced attitudes. The other was how the attitudes of clinicians' colleagues affected 

their perspectives on BPD. This second variable was particularly evident in the 

themes of 'black humour' and 'coping and support'. 

An exploration of the effects of funding upon attitudes toward mental illness 

appeared a rather large topic. Furthermore, it was one that was viewed as more 

appropriate for other investigators to consider, for example, those affiliated with 

governmental services. However, the topic of interactions between colleagues, and the 

effect of these upon attitudes, seemed to have practical applications. Specifically, 

DBT places an emphasis upon the creation of a 'non-pejorative case 

conceptualisation' (Linehan, 1993). This involves the creation of an environment 

where positive attitudes towards clients and therapy for BPD are cultivated through 

the use of acceptance strategies, and negative attitudes are explored in a non-blaming 

manner. This kind of stance has been found to be directly related to the reduction of 

suicidal behaviours in clients in DBT (Shearin & Linehan, 1992). In this sense, the 

results from the focus group which suggested interactions between colleagues could 

affect attitudes appeared to warrant further investigation. 

Results from the focus groups were also used to operationalise a negative 

versus positive colleague reaction to the clinician's work with a client. Specifically, 

Diane's concept of "everybody rolls their eyes" seemed to summarise well the 

negative reaction participants described other mental health professionals having 

toward clients with BPD. Therefore, this phrase was used to create a negative 

colleague reaction condition. In comparison, results from the focus groups indicated 

that a positive environment was particularly associated ~ith one's colleagues being 
~ 

interested in the work one does and provi~ing support. These concepts were used to 
. ·~ 

create the positive colleague reaction condition in the vignette. 

Attitudinal Questionnaire Construction. 

In order to construct an attitudinal questionnaire, a synthesis of findings from 

the focus groups with attitudes toward BPD identified in the literature was attempted. 

First, a list of possible items was constructed from the literature. These were grouped 

according to four categories. First were attitudes of mental health professionals 

toward the client as a person. For example, this included beliefs about how likeable, 

67 



68 

co-operative and genuine a client might be. Second were reactions a clinician might 

have about future work with a client. For example a clinician might anticipate feeling 

frustrated, or might be motivated about work with the client. Aspects of the client's 

presentation came third. These predominantly involved attributions a clinician might 

make about whether a client was acting in a volitional manner. Finally, attitudes 

toward BPD could also encompass predictions about how a therapeutic relationship 

might progress. 

Once minor themes had been identified from the focus groups, the provisional 

questionnaire items were compared with these themes. Quotes were found that might 

illustrate concepts similar to provisional items and for ones that were entirely different 

or negated the use of an item. For example, in the provisional item set for attitudes 

toward .the client as a person, the item "demanding" was included. Results from the. 

focus groups supported this item, as both groups identified demands on their time 

from clients with BPD as an important issue. 

In some cases, results from the focus groups highlighted attitudes that were 

very common or viewed as important by participants but that had not been identified 

in the literature. One example of this was in the area of predictions clinicians might 

make about therapy with clients with BPD. Specifically, the theme of hope and 

hopelessness suggested there were often rewarding aspects of work with clients with 

BPD, particularly when participants observed small changes. Therefore, the item 

"rewarding" was included. 

Ultimately, the four domains in the questionnaire bore a distinct relation to the 
; 

major themes identified from the focus groups. Attitudes about the client as a person 

and the impressions of the clinician assodated with the client's presentation 

encompassed the issues associated with the major theme of 'Deservingness'. In 

particular, the third domain of Symptom Exaggeration assessed perceptions of 

volition in regard to the client's behaviour. The second category, Clinician 

Motivation, matched the theme of 'Professionalism', particularly the theme of hope 

vs. hopelessness. The final domain of the questionnaire, Effectiveness of Therapy, 

contained both aspects of 'Professionalism' (particularly issues of coping with the 

work) and 'Cost and Value (particularly financial effectiveness, success and reward). 
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Once the questionnaire had been modified to incorporate results from the 

focus groups, focus group participants were given the opportunity to pilot the 

questionnaire and comment upon it. Unfortunately, few participants (16%) returned 

the pilot questionnaire, possibly due to demands upon their time. However, comments 

from those who did suggested it was appropriate. 

Participants 

People who were eligible for participation in the questionnaire study were 

professionals who worked in a mental health setting, for example nurses, social 

workers, clinical psychologists, doctors and occupational therapists. For reasons of 

economy, this study was limited to the mental health services of two large district 

health boards. In total, 1000 surveys were distributed. Seven hundred and fifty 

surveys went to one district health board, which constituted the entirety of their 

mental health service. The remaining 250 surveys were distributed to all mental health 

professionals who worked in general and specialist adult services in the second 

district health board. Therefore, participants worked in a wide range of mental health 

services and worked in one of two district health boards located in major urban 

centres in New Zealand. 

Materials 

Each participant received a case vignette, follow~d by an attitudinal 
-questionnaire. The case vignettes were varied between participants according to 

, 

diagnosis (BPD or schizophrenia) and the reaction of a colleague toward the 

clinician's work with the client depicted in the vignette (negative versus positive). 

The attitudinal questionnaire asked participants to imagine they were the case 

manager depicted in the vignette. A copy of the questionnaire, including the vignettes, 

appears in Appendix C. 

Attitudes were assessed by questions which participants rated on a 5-point 

likert scale. Response options ranged from 1 to 5. Each scale was anchored at three 
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points. A response of one indicated not, a response of three indicated somewhat and a 

response of five indicated very. Stems for each response were the same, with further 

qualifying information following the stem. Ten items across the four domains were 

reverse coded based on a priori item keying. Reverse coded items are marked in 

Appendix C. The four topic domains assessed were: (a) the clinician's attitudes 

toward the client as a person, (b) the genuineness of the client's presentation, (c) the 

clinician's interest and motivation to work with the client in the vignette, and ( d) the 

clinician's expectation of therapeutic success with the client. 

Each participant was also asked to complete a short demographic 

questionnaire (Appendix D) data from which was subsequently used to describe the 

research sample. At the end of the-demographic information, participants were asked 

three questions pertaining to their clinical work. The first question asked participants 

to estimate the amount of time they spent with clients with a variety of diagnoses. 

This information was gathered in order to address the contact hypothesis (that more 

time spent with clients with a particular diagnosis would result in more positive 

attitudes toward the hypothetical client with that diagnosis). Second, participants were 

asked about the amount of choice they had in the clients they saw, because choice 

over contact with a stigmatised group has been found to amplify the effects of contact 

in terms of stigma reduction. Finally, participants were asked how displeased they 

would be by an increase in time spent with clients with a variety of diagnoses. This 

question was designed to measure behavioural intentions in regard to work with 

clients with BPD and schizophrenia. 

Procedure 

Managers of the mental health se-~ices in five major urban District Health 

Boards were contacted with the request that their staff participate in the study. A copy 

of the letter sent to these managers can be viewed in Appendix E. Service managers 

from three district health boards agreed that surveys could be distributed to their staff; 

however, the staff of one district health board were unable participate due to industrial 

action that occurred at the time of survey distribution. After permission for surveys to 

be distributed through the two district health boards was obtained, the number of 
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mental health professionals in each service who met participation criteria was 

ascertained, and then appropriate numbers of questionnaires were sent to each service. 

Potential participants received the questionnaire through the service they 

worked for. A cover letter was included that explained the study as an investigation of 

the attitudes of mental health workers (see Appendix F). This letter clarified that 

participation was anonymous. The letter also informed participants that the return of 

the questionnaire constituted informed consent for study participation. All cover 

letters and questionnaires were coded so that should a participant choose to withdraw 

from the study, the participant could anonymously contact the researcher with the 

code number and the data from that participant would then be withdrawn. 

Participants were asked to complete the questionnaire, and to return their 

completed questionnaire in reply-paid envelopes provided by the researcher. Two 

weeks after the questionnaires have been distributed, reminder posters were sent out 

to the mental health services to be displayed on staff notice boards (see Appendix G). 

Responses were accepted for up to five weeks after the surveys were distributed. 

Ethical approval. Ethical approval for all phases of this research was given by 

the University of Canterbury Human Ethics Committee (see Appendices Hand I). 

71 



72 

Results 

Questionnaire Return Rate 

One thousand questionnaires were sent out to mental health professionals at 

two major District Health Boards. In total, 264 responses were received. Responses to 

the questionnaire were designated useable if they contained no more than three 

missing items across all four attitudinal scales (ie., < 10% of all items), and no more 

than two missing items on each scale. For useable questionnaires that had items 

missing given these criteria, missing items were replaced with the series mean for that 

item. Responses were designated useable even if demographic information was 

incomplete, provided the above criteria were met. This left a total useable sample of 

235 responses. 

An analysis was done to check whether participants were more likely to return 

a response dependent upon which vignette was received. This analysis included 

individuals who did not return a questionnaire (N = 736) in addition to those who did 

return a questionnaire (N = 264). Whether or not a survey was returned served as the 

dependent variable in this analysis, with diagnosis, colleague reaction, and an 

interaction term as independent variables. No significant effect was found for 

diagnosis, x2 (1, N= 1000) = 0.00,p = 1; reaction, x2 (1, N= 1000) = 1.01,p = 0.32; 

or when both independent variables were considered in interaction, x2 (3, N = 1000) = 

2.02,p = 0.57.This suggested that participants were equally likely to return 

questionnaires regardless of which vignette they received. 

Demographic Information for Study Sample. 

Description of demographic characteristics of the sample. Descriptive 

statistics for the demographic characteristics of the sample were calculated. Table 4.1 

displays the mean years of experience in mental health, sex and professional 

characteristics of the sample. This table also displays the characteristics of 

participants as a function of the independent variables, diagnostic group and colleague 

reaction. 
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Table 4.1. 

Sociodemographic Characteristics of the Sample as a Whole, as well as by Diagnosis 

of Client in Vignette Received and Colleague Reaction 

Demographic Variable 

Response: n (% of 

sample as a whole) 

Useable responses: n 

(% of useable sample) 

Experience: M (and SD): 

Years of 

expenence m 

mental health 

Sex: n(% of useable 

responses) 

Female 

Male 

Profession: n (%) 

Cli11ical psychology 

I psychology 

Medicine/ 

psychiatry 

Nursing 

Occupational 

therapy 

Social work 

Other 

Total 

Vignette: 

Borderline 

Personality Disorder 

Schizophrenia 

Positive Negative Positive Negative 

Sample Colleague Colleague Colleague Colleague 

Reaction ' Reaction Reaction Reaction 

264 66 (25.0) 66 (25.0) 59 (22.3) 73 (27.7) 

235 60 (25.5) 59 (25.1) 49 .(20.9) 67 (28.5) 

13.30 10.81 16.09 12.60 13.55 

(9.75) (9.38) (9.54) (9.88) (9.71) 

149 (63.4) 42 (70.0) 35 (59.3) 30 (61.2) 42 (62.7) 

86 (36.6) 18 (30.0) 24 (40.7) 19 (38.8) 25 (37.3) 

23 (9.8) 5 (8.3) . 7 (ll.9) 8 (16.3) 3 (4.5) 

. ,.:, 

34 (14.5) 6 (10.0) 8 (13.6) 8 (16.3) 12 (17.9) 

121 (51.5) 38 (63.3) 26 (44.1) 21 (42.9) 36 (53.7) 

20 (8.5) 3 (5.0) 8 (13.6) 3(6.1) 6 (9.0) 

22 (9.4) 4 (6.7) 5 (8.5) 7 (14.3) 6 (9.0) 

15 (6.4) 4 (6.7) 5 (8.5) 2 (4.1) 3 (4.5) 
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Evaluation of random assignment to condition. A set of preliminary analyses 

was conducted to determine if demographic features of the sample were equally 

distributed across levels of the independent variables ( diagnostic group and colleague 

reaction). In one of these analyses, years of experience in the mental health 

profession served as the dependent variable. Results indicated a significant main 

effect for colleague reaction, F(l, 227) = 5.98,p <0.05, r = 0.16. Those who returned 

the vignette that depicted a negative colleague reaction reported significantly more 

years of experience (M = 14.82) than those who returned the vignette that depicted a 

positive colleague reaction (M = 11.71). There was no significant effect observed for 

diagnosis F(l, 227) = 0.09,p = 0.77, r = 0.02, nor a significant interaction of 

diagnosis and colleague reaction, F(l, 227) = 2.90, p = 0.09, r = 0.11. 

A series of chi-square tests were used to assess the similarity of the 

distribution of sex and profession in relation to the study' s independent variables. 

The main purpose of these analyses were to evaluate whether these sample 

demographic features were equally distributed among the different levels of each 

independent variable, as well as the resultant levels when the independent variables 

were crossed. No significant effects for sex were noted for client diagnosis x2 (1, N = 

235) = 0.18,p = 0.68, r =0.03, colleague reaction x2 (1, N = 235) = 0.62,p = 0.43, r = 

0.05, or when both of these independent variables were considered in interaction x2 (3, 

N = 235) = 1.66, p = 0.65, r = 0.08. 

Profession was collapsed into two groups for the analysis of the profession 

distribution characteristics across the two independent v,ariables, colleague reaction 

and diagnosis. One group comprised nurses; while the other was composed of all 

other professions amalgamated. This w~tdue to the fact that around half of the 

sample was nurses. No significant effect was found for profession when it was 

examined in relation to either diagnosis, x2 (1, N = 233) = 0.51,p = 0.48, r = 0.05; 

colleague reaction, x2 (1, N = 233) = 0.59,p = 0.44, r = 0.05; or when both 

independent variables were considered in interaction, x2 (3, N = 233) = 6.94,p = 0.07, 

r =0.74. 
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Participant Responses to Vignette Questions 

Participants were asked to respond to four sets of questions about the client 

depicted in the vignette from the perspective of the client's case manager. Each set of 

questions assessed attitudes associated with different clinically-relevant domains. The 

first domain comprised questions about the kind of person the client in the vignette 

was likely to be, and was called Client as a Person (CaP). This domain included seven 

adjectival descriptors of the client, such as the degree to which the client was 

perceived as cooperative, honest, and demanding. The second domain assessed the 

initial thoughts and reactions associated with possible future work with the client in 

the vignette and was named Clinician Motivation (CMo). There were six questions in 

this domain. For example, participants were asked to rate how uncomfortable, 

motivated and hopeless they would be about work with the client. The third domain 

assessed initial impressions regarding the client's presentation, in particular whether 

the actions of the client were viewed as exaggerated or volitional. This domain was 

named Symptom Exaggeration (SEg). This domain included five questions, and 

addressed areas such as the client's control, responsibility, and exaggeration of his or 

her symptoms or distress. The fourth domain asked participants how they believed 

therapy might unfold with the client depicted in the vignette, and was called 

Effectiveness of Therapy (ET). This section had seven questions. For example, items 

included the extent to which therapy would. be emotionally exhausting, rewarding and 

financially effective. The full name and abbreviation of each scale can be found in 

Appendix J. For more examples of the items in each domain, the entire questionnaire 

is presented in Appendix C. 

Evaluation and refinement of attitudinal measures derived from responses to 

vignette questions. Prior to an examinatfon of the influence of client diagnosis and 

colleague reaction on attitudes, a series of preliminary analyses were performed on 

the attitude measure created specifically for this research. In particular, these analyses 

evaluated the extent to which items within each attitudinal domain were internally 

consistent. 

Procedurally, the first step in the item evaluation process was to identify and 

remove items that were negative discriminators (i.e., had negative corrected item-to-
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total correlations) in relation to other items that theoretically belonged to the same 

domain. Of the four item sets evaluated during this first stage, no items were 

identified as negative discriminators. Therefore, all items were retained for the next 

step in analysis. 
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In the second step, a series of internal consistency analyses were performed on 

all retained items, with the purpose of identifying items that detracted from the 

measure's overall internal consistency. These analyses were performed separately for 

item sets within each domain. Following each analysis, the item that detracted the 

most from the internal consistency of the domain to which it belonged was removed. 

This process was repeated until the removal of items within sets did not improve the 

alpha value at the hundredths place.- Four items in total were eliminated with this 

method ( one from CMo, two from SEg and one from ET). Retained items within 

domains were then summed to produce separate domain scores. 

Outcomes of this item evaluation process are shown in Table 4.2. 

Table 4.2. 

Item Set Characteristics for Each Domain: Initial Item Sets and Item Sets after 

Detractor Items were Removed 

Initial item set Item set after detractors were removed 

Domain Number Alpha Number Median Range of Alpha 

of items statistic of items item-total item-total statistic 

correlation correlations 

CaP 7 0.80 7 0.54' 0.34-0.63 0.80 
, , 

CMo 6 0.74 5 0.51 0.47 - 0.60 0.76 
-,'. 

SEg 5 0.56 3 
_, 

0.51 0.42-0.52 0.67 

ET 7 0.67 6 0.44 0.30-0.48 0.69 

Note: CaP = Client as a Person, CMo = Clinician Motivation, SEg = Symptom 

Exaggeration and ET= Effectiveness of Therapy. 
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Descriptive statistics for each scale in the questionnaire. Descriptive statistics 

from the questionnaire for each scale are reported in Table 4.3. A list of all items 

retained for each scale are shown in Appendix K. 

Table 4.3. 

Descriptive Statistics for Each Attitudinal Measure in the Questionnaire 

Scale Number of items Mean Standard 

in scale Deviation 

CaP 7 23.57 3.95 

CMo 5 18.66 3.13 

SEg 3 12.03 1.91 

ET 6 18.36 2.98 

Note: CaP = Client as a Person, CMo = Clinician Motivation, SEg = Symptom 

Exaggeration and ET= Effectiveness of Therapy. 

The inter-correlations among scores for each of the four domains were also 

examined. Table 4 shows the inter-correlations among the domains. All significance 

tests of correlation coefficients are two-tailed. Significant inter-correlations between 

all four domains were found (p<0.01) 

Table 4.4. 

Inter-correlations Between Scales 

Domain 

CaP 

CMo 

SEg 

ET 

CaP CMo 

0.49** 

-
-·" . -•~; 

SEg 

0.52** 

0.40** 

ET 

0.63** 

0.51 ** 

0.42** 

Note: CaP = Client as a Person, CMo = Clinician Motivation, SEg = Symptom 

Exaggeration and ET= Effectiveness of Therapy. 

**Correlation significant at p<0.01. 
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The pattern of inter-correlations displayed in Table 4 indicate moderate 

covariations among domain ratings. Such covariations could be indicative of a single 

response dimension common to the domains assessed. 

Dimensional analysis of scale scores. Given the moderate intercorrelations 

obtained for the four scale domains, an unrotated principle components analysis was 

performed on scale scores with single component extraction. The resultant principle 

component accounted for 62.2% of the variance in domain scores (eigenvalue= 2.49). 

As noted in Table 4.5, each of the domain scale scores displayed moderately high to 

high positive loadings on this first unrotated component. This finding provides 

support for the notion that scores on the four scale domains share a common 

underlying response dimension. 

Table 4.5. 

Domain Scale Loadings on an Unrotated First Factor 

Scale Component Loading 

CaP 

CMo 

SEg 

ET 

0.85 

0.75 

0.73 

0.82 

Note: CaP = Client as a Person, CMo = Clinician Motivation, SEg = Symptom 

Exaggeration and ET = Effectiveness of Therapy. 

Relationship between attitudes, diagnostic label and colleague reaction. In 

order to examine the hypotheses related to the effect of djagnostic label and colleague 
,., 

reaction on attitudes, the scale scores from_ the questionnaire were used as dependent 
.-.J 

variables. The association between scores on each of the scales with the independent 

variables, colleague reaction and diagnosis, was examined with a between subjects 

MANOV A. This analysis revealed the expected significant main effect for diagnosis, 

F(4, 228) = 15.00, p< 0.001, partial 112 = 0.21. 

The expected main effect for colleague reaction was not found, F( 4, 228) = 

1.58,p = 0.18, partial 112 = 0.03. The interaction between diagnosis and colleague 
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reaction was also not significant, F(4, 228) = 1.44,p = 0.22, partial 112 = 0.03. This 

analysis is summarised in Table 4.6. 

Table 4.6. 

MANOVAfor Scale by Colleague Reaction and Diagnosis 

Source df 

4 

4 

Diagnosis 

Colleague 

Reaction 

Diagnosis X 4 

Colleague 

Reaction 

*** p<0.001 

F 

15.00** 

1.58 

1.44 

Partial 11 2 

0.21 

0.027 

0.03 

p 

<0.0001 

0.18 

0.22 
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Univariate ANOVAfollow-up analyses. In order to isolate the effects of the 

dependent measures used in the MANOV A analysis reported above, a series of 

follow-up univariate ANOVAs was performed, separately for each dependent 

measure. Findings from these ANOV A tests are shown in Tables 4.7 - 4.10. 

Table 4.7. 

ANOVAfor CaP, by Diagnosis and Colleague Reaction 

Source df ss MS F Partial 112 p 

Diagnosis 1 682.90 682.90 53.50** 0.19 <0.001 

Colleague 1 18.70 18.70 1.47 0.01 0.23 

Reaction 

Diagnosis 1 4.85 4.85 0.36 0.00 0.55 
. -._:. 

X 

Colleague 

Reaction 

Error 231 2948.42 12.76 

Total 235 134219.11 

** p <0.001 
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A significant effect was found for diagnosis for CaP, F(l,231) = 53.50,p < 

0.05, partial 11 2 = 0.03. The mean for participants who received the BPD vignette was 

21.89, in comparison to participants who received the schizophrenia vignette who had 

a mean of25.32. On this measure, the lower the mean attitude score, the less positive 

the attitude was toward the hypothetical client. The obtained findings were consistent 

with the hypothesis that attitudes toward BPD would be significantly less positive 

than those toward schizophrenia. Consistent with the results of the multivariate 

analysis, no significant effects were noted for colleague reaction or the interaction of 

diagnosis and colleague reaction. 

Table 4.8. 

ANOVAfor CMo, by Colleague Reaction and Diagnosis 

Source df ss MS F Partial 112 p 

Diagnosis 1 556.04 556.04 5.34* 0.03 0.02 

Colleague 1 6.12 6.12 0.64 0.00 0.43 

Reaction 

Diagnosis 1 28.83 28.83 3.01 0.01 0.08 

X 

Colleague 

Reaction 

Error 231 2248.42 9.59 

Total 235 84137.61 

* Significant at p < 0.05 

A significant effect was found for diagnosis for CMo, F(l,231) = 5.34,p < 

0.05, partial 112 = 0.03. While the mean fo; participants who received the BPD vignette 
.·.J 

was 18.22, participants who received the schizophrenia vignette had a mean of 19.20. 

This suggests that attitudes toward the client with BPD were significantly less positive 

than those towards the client with schizophrenia, consistent with the hypothesis. No 

significant effects were noted for colleague reaction or the interaction of diagnosis 

and colleague reaction. 
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Table 4.9. 

ANOVAfor SEg by Colleague Reaction and Diagnosis. 

Source df ss MS F Partial 11 2 p 

Diagnosis 1 12.11 ,12.11 3.33 0.01 0.07 

Colleague 1 3.21 3.21 0.88 0.00 0.38 

Reaction 

Diagnosis 1 0.07 0.07 0.02 0.00 0.89 

X 

Colleague 

Reaction 

Error 231 839.61 3.64 

Total 235 34886.94 

No significant effect was identified for either of the independent variables or 

the interaction term for SEg. However, there is a trend toward significance for 

diagnosis, F(l, 231) = 3.33,p = 0.07, partial 112 = 0.01. This is consistent with the 

finding of a significant effect for diagnosis on all the other attitudinal scales. 

Table 4.10. 

ANOVAfor ET, by Colleague Reaction and Diagnosis 

Source df ss MS F Partial 112 p 

Diagnosis 1 170.63 170.63 20.80*** 0.08 <0.001 

Colleague 1 16.99 16.99 2.07 0.01 0.15 

Reaction 

Diagnosis 1 0.02 0.02 . 0.00 0.00 0.96 
, 

X 

Colleague 

Reaction 

Error 231 1894.72 8.20 

Total 235 91314.40 

*** p<0.001 
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A significant effect was identified for diagnosis for ET, F(l ,231) = 20.80, p 

< 0.001, partial 11 2 = 0.08. Participants who received the BPD vignette had a mean 

,attitude score of 17.54, in contrast to participants who received the schizophrenia 

vignette for whom the mean was 19 .25. This was consistent with the hypothesis that 

attitudes toward BPD would be significantly less positive than those toward 

schizophrenia. Again, no significant effects were noted for colleague reaction or the 

interaction of diagnosis and colleague reaction. 

Overall, the mean attitudinal scale score for the participants who received 

the BPD vignette was consistently lower for CaP, CMo and ET in comparison to 

those for participants who received the schizophrenia vignette. These findings 

indicate less positive attitudes were associated with the client in the BPD vignette 

compared to the client in the schizophrenia vignette. A trend in the same direction 

was identified for the mean attitudinal scale scores for SEg. No significant main effect 

was found for colleague reaction, nor was a significant interaction identified for 

diagnosis and colleague reaction for any of the attitudinal scales. 

Multivariate analyses of covariance to control for the influence of years of 

experience. Because years of experience were found to be significantly associated 

with the assignment to experimental conditions, principle analyses were re-run with 

this variable as the covariate. Therefore, a MANCOVA analysis was initially 

performed, with the four scale scores as the dependent variable, diagnosis and 

colleague reaction as the independent variables, and years of experience as a 

covariate. Results of this analysis are shown in Table 4.11. No significant effect was 

found for the covariate F( 4, 226) = 1.53, p = 0.20, partial 11 2 = 0.03. Consistent with 

the previous analysis, a significant main effe'ct was found for diagnosis F(4,226) 

=15.31,p< 0.001, partial 112 = 0.22, r = O)t6. Similarly, no significant main effect was 

found for colleague reaction, F(4, 226) = 1.82,p = 0.13, partial 11 2 = 0.03; nor was an 

interaction identified, F(4, 226) = 1.52, p = 0.20, partial 11 2 = 0.03. 
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Table 4.11. 

MANCOVAfor Four Attitudinal Scales by Colleague Reaction and Diagnosis with 

Years of Experience in Mental Health Work as a Covariate 

Source df 

4 

4 

4 

Covariate 

Diagnosis 

Colleague 

Reaction 

Diagnosis x 4 

Colleague 

Reaction 

***p<0.001 

F 

1.53 

15.31 *** 

1.82 

1.52 

Partial 17 2 

0.03. 

0.22 

0.03. 

0.03 

p 

0.20 

<0.0001 

0.13 

0.20 

83 

Univariate ANCOVAfollow-up analyses. Four ANCOV A analyses, one for 

each of the four scale scores as a dependent variable, were performed. For each 

analysis, diagnosis and colleague reaction served as the independent variables, and 

years of experience as the covariate. These analyses examined whether significant 

differences on each of the four scales existed according to diagnosis or colleague 

reaction when years of experience was included as a covariant. This was done 

because years of experience had been found to not be equally distributed among at 

least one independent variable. After adjustment for differences in years of 

experience, and consistent with the results above, no significant main effect was 

identified for colleague reaction, nor was the interaction of diagnosis x reaction 

significant. Consistent with the previous analysis, howeyer, a significant main effect 
,., 

was found for diagnosis for CaP, CMo, a~d ET. Also consistent with the previous 

analysis, no significant main effect was identified for SEg. Although years of 

experience was not equally distributed among levels of the independent variables, 

results from this analysis suggest that this variable did not exert significant influence 

upon the study' s principle findings. 
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Behavioural Intentions of Participants in Regard to Clients with BPD or 

Schizophrenia 

84 

Desire to increase or decrease time spent with clients with various diagnoses. 

Because the rating scales were explicitly attitudinal, a question was asked to assess 

behavioural intentions in regard to clients with various diagnoses. It has been found 

that behavioural intentions are a better predictor of behaviour than attitudes alone. 

Therefore, this analysis was done in order to get a closer indication of how attitudes 

may relate to behaviour in practice. For this analysis, participants were asked about 

the degree to which they would be pleased or displeased by an increase in time spent 

with clients with various diagnoses. The rationale behind this was that participants 

would be more pleased by an increase in clients with a diagnosis they viewed 

positively, and less pleased by an increase in clients with a diagnosis they perceived 

negatively. The extent to which participants would like to increase the percentage of 

time spent with clients with major depression, schizophrenia, anxiety disorders, 

borderline personality disorder and other issues was examined on a likert scale, with a 

range of one (very pleased with an increase in time spent with clients with the 

diagnosis) to five (not at all pleased with an increase in time spent with clients with 

the diagnosis). Descriptive statistics for this question in relation to the study' s 

variables are presented in Table 4.12. 

. . ., 
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Table 4.12. 

Reaction to an Increase in Time Spent with Clients with Various Disorders for the 

Sample as a Whole, as well as by Diagnosis and Colleague Reaction in Vignette 

Received 

Vignette 

Borderline Schizophrenia 

Personality Disorder 

Mand (SD) of Total Positive Negative Positive Negative 

desire to Sample Colleague Colleague Colleague Colleague 

mcrease Reaction Reaction Reaction Reaction 

percentage of 

time spent with 

clients with: 

Major 2.67 2.71 . 2.62 2.61 2.70 

depression (0.88) (0.98) (0.89) (0.81) (0.84) 

Schizophrenia 2.56 3.41 2.44 2.71 2.71 

(0.95) (0.97) (0.97) (0.90) (0.94) 

Anxiety 2.74 2.71 2.62 2.63 2.96 

disorders (0.90) (1.00) (0.95) (0.82) (0.79) 

Borderline 3.29 3.10 3.27 3.33 3.43 

personality (1.02) (1.17) (0.94) (0.97) (0.97) 

disorder 

Other issues 2.55 2.41 2.49 2.53 2.75 

(0.80) (0.89) (0.82) (0.75) (0.73) 

J. 

Two univariate ANOVA analyses were performed to check that the diagnosis 

in the vignette received by participants was not related to ratings regarding reaction to 

an increase in time spent with clients with various diagnoses. For the first analysis, 

reaction to an increase in time spent with clients with BPD was used as the dependent 

variable, and diagnosis in the vignette received served as the independent variable. No 

significant effect was found for diagnosis, F(l,232) = 2.40,p = 0.12, partial 11 2 = 0.01. 

The results of this analysis are shown in Table 4.13. 
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Table 4.13. 

ANOVAfor Reaction to Increase in Time Spent with Clients with BPD by Diagnosis 

in Vignette 

Source df ss MS F Partial p 

112 

Diagnosis 1 2.49 2.49 2.40 0.01 0.12 

Error 232 241.32 1.040 

Total 234 2771.00 

For the second analysis, reaction to an increase in time spent with clients with 

schizophrenia was used as the dependent variable, and diagnosis in the vignette 

received served as the independent variable. In this case, a significant effect was 

found for diagnosis, F(l,230) =5.37,p = 0.02, partial 11 2 = 0.02. Results of this 

analysis can be viewed in Table 4.14. 

Table 4.14. 

ANO VA for Reaction to Increase in Time Spent with Clients with Schizophrenia by 

Diagnosis in Vignette 

Source df 

Diagnosis 1 

Error 

Total 

* p<0.05 

230 

232 

ss 

4.77 

204.26 

1735.00 

MS 

4.77 

0.888 

.· . .:;. 

F 

5.37* 

Partial p 

112 

0.02 <0.05 

The mean for participants who received a vignette with a diagnosis of 

schizophrenia was 2.71, whereas the mean for participants who received a vignette 

that included a diagnosis of BPD was 2.42. This suggests that participants who 

received the schizophrenia vignette were more neutral about an increase in clients 

with schizophrenia. In comparison, participants who received the BPD vignette would 

have been slightly more pleased than neutral about an increase in time spent working 

with clients with schizophrenia. Due to this significant effect for diagnosis, 
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subsequent analyses that involved the variable "reaction to an increase in time" were 

run separately according to diagnosis in the vignette participants received. 

Impact of control over caseload mix on desire to increase time spent with 

clients with different diagnoses. In order to assess the relationship between control 

over caseload mix and the degree to which participants would be pleased by an 

increase in time spent with clients with various diagnoses, a repeated measures 

ANOVA was performed. The degree to which participants would be pleased or 

displeased by an increase in time spent with clients with various disorders was used as 

the dependent measure. The independent variable was whether or not participants had 

choice in the types of clients they had on their caseload. Participants were deemed to 

have choice over the types of clients they had on their caseload if they had control 

over this half or more of the time. 

A repeated measures ANOVA was run separately according to the diagnosis 

in the vignette that participants received. This was because a significant effect had 

been identified for diagnosis, when reaction to an increase in time spent with clients 

with schizophrenia was used as the dependent variable and diagnosis in the vignette 

received served as the independent variable. A significant main effect was 

hypothesised, as it was predicted that the absence of control over one's caseload 

would be related to less pleasure at the prospect of an increase in clients with any 

diagnosis. 

When only participants who had received a vignette that included a diagnosis 
. ' 

ofBPD were included in analyses, a significant main effect was identified for the 

repeated measure variable within subjects; F (2.78, 316.42) = 15.10,p <0.001, partial 

11 2 = 0.12. This was consistent with the hypothesis. This finding suggested a difference 

in rating across diagnostic categories within subjects. No significant main effect was 

identified for say over type of clients on caseload, F (1,114) = 0.07, p =0.77, partial 11 2 

<0.001. No significant interaction was found between say over time of clients on 

caseload and reaction to an increase in time spent with clients with various diagnoses, 

F (2.78, 316.42) = 0.17, p = 0.90, partial 11 2 < 0.01. The results of this analysis are 

displayed in Table 4.15. Within subjects results are reported according to the 
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Greenhouse-Geisser correction, as Mauchley' s test of Sphericity was found to be 

significant, which indicated that the assumption of sphericity was violated. 

Table 4.15. 

88 

Repeated Measures ANOVAfor Reaction to Increase in Time Spent with Clients with 

Various Disorders by Say Over Clients on Caseload, when Diagnosis in Vignette was 

BPD 

Source 

Say over type of 

clients on caseload. 

Error 

Reaction to increase 

in clients with 

various diagnoses 

Reaction to increase 

in clients with 

various diagnoses x 

Say over type of 

clients on caseload. 

Error 

** p <0.001 

df ss MS F 

Between subjects 

1 0.130 0.130 0.07 

114 171.86 1.51 

Within subjects effects 

Partial 

112 

p 

<0.01 0.770 

2.78 35.40 12.76 15.10** 0.12 <0.001 

2.78 0.40 0.15 0.17 <0.01 0.90 

316.42 267.24 0.845 

,., 

Because a significant effect was iqentified for the repeated measure ANOVAs, 
·._,. 

a series of paired t-test comparisons were performed to determine which mean ratings 

among diagnostic categories were different. In these analyses, reaction to an increase 

in clients with major depression, schizophrenia, anxiety disorders and BPD served as 

the variables which were compared. 

The first set of t-test analyses examined separately participants who had 

received a vignette that included the diagnosis of BPD given the finding that the 
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desire to increase time spent with certain client populations was partly influenced by 

which vignette the participant received. A Bonferroni correction was made to correct 

for the number of comparisons performed; therefore, the significance level was set at· 

0.0083. Significant contrasts were found between each pair that included the 

behavioural intention variable for BPD (M = 3.20) when paired with major depression 

(M = 2.68), t = -4.37,p = <0.001, r = 0.38; with schizophrenia (M = 2.43), t = -6.82,p 

= <0.001, r = 0.54; and with anxiety disorders (M = 2.67), t = -4.42,p = <0.001, r = 

0.38. Therefore, there was a distinct pattern for participants to be significantly less 

pleased at an increase in clients with BPD in comparison to any other disorder. 

Results of these paired t-test contrasts are shown in Table 4.16. 

Table 4.16. 

Results of Paired Samples t-tests for Reaction to an Increase in Clients with Various 

Diagnoses, for Participants who Received a Vignette that Included a Diagnosis of 

BPD 

Pair df t r p 

Maj or depression Schizophrenia 115 2.27 0.21 0.03 

Maj or depression Anxiety disorders 115 0.09 0.01 0.932 

Major depression BPD 115 -4.37*** 0.38 <0.001 

Schizophrenia Anxiety disorders 115 -1.85 0.17 0.07 

Schizophrenia BPD 115 -6.82*** 0.54 <0.001 

Anxiety disorders BPD 115 -4.42*** 0.38 <0.001 

*** p <0.001, two tailed tests. 

' A second repeated measures ANOV A analysed only participants who had 
-

received a vignette that included a diagnos_is of schizophrenia. The degree to which 
. '. . .., 

participants would be pleased or displeased by an increase in time spent with clients 

with various disorders was the dependent measure and whether or not participants had 

choice in the types of clients they had on their caseload was the between subjects 

factor. A significant effect was identified for reaction to an increase in time spent with 

clients with various diagnoses, F (2.62, 286.01) = 17.46,p <0.001, partial 11 2 = 0.14. 

No significant main effect was found for say over the type of clients on caseload, F 

(1,109) = 2.66, p = 0. l l, partial 11 2 = 0.02. No significant interaction was identified for 
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say over type of clients on caseload and reaction to an increase in time spent with 

clients with various diagnoses, F (2.62, 286.01) = 1.12,p = 0.34, partial 11 2 = 0.01. 

The results of this analysis are displayed in Table 17. Within subjects results are 

reported according to the Greenhouse-Geisser correction, as Mauchley' s test of 

Sphericity was found to be significant, Mauchley's fV = 0.88, p < 0.05. 

Table 4.17. 

90 

Results of Repeated Measures ANO VA for Reaction to Increase in Time, by 

Dichtomised Say Over Type of Clients on Caseload, for Schizophrenia Diagnosis only 

Source 

Say over type of 

clients on caseload. 

Error 

Reaction to increase 

in time spent with 

clients with various 

diagnoses 

Reaction to increase 

in clients with 

various diagnoses x 

Say over type of 

clients on caseload. 

Error 

***p <0.001 

df ss MS F 

Between Subjects 

L 2.59 2.59 2.66 

109 106.15 0.974 -

Within subjects 

Partial p 

112 

0.02 0.11 

2.62 36.90 14.06 17.46*** 0.14 <0.001 

2.62 3.38 0.91 1.12 0.01 0.34 

-286.01 230.34 0.81 

Follow-up paired t-tests were performed for those who received the 

schizophrenia vignette in order isolate any effects associated with the within subject 

factor, reaction to increase in time spent with clients ·with various diagnoses. A 

Bonferroni correction was made to correct for the number of comparisons performed; 

therefore, the significance level was set at 0.0083. Again, significant contrasts were 
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found between each pair that included the variable reaction to an increase in clients 

with BPD (M = 3 .41 ); ( delete semi colon, add period). A significant difference was 

observed when BPD was paired with major depression (M = 2.68), t = -5.71,p<O.00l, 

r = 0.48, schizophrenia (M = 2.72), t = -5.91,p<O.O0l, r = 0.49 and anxiety disorders 

(M = 2.85), t = -4.95,p<0.00l, r = 0.18. Results of this series of paired t-tests are 

shown in Table 4.18. 

Table 4.18. 

Results of Paired Samples t-tests for Reaction to an Increase in Clients with Various 

Diagnoses for Participants who Received the Schizophrenia Vignette 

Pair df t p r 

Major depression Schizophrenia 111 -0.33 0.71 0.03 

Major depression Anxiety disorders 111 -1.89 0.06 0.18 

Major depression BPD 111 -5.71 *** <0.001 0.48 

Schizophrenia Anxiety disorders 111 -1.03 0.30 <0.01 

Schizophrenia BPD 111 -5.91 *** <0.001 0.49 

Anxiety disorders BPD 111 -4.95*** <0.001 0.18 

*** p<0.001 

The above analyses suggest that regardless of which vignette participants 

received, participants were significantly less pleased by an increase in time spent with 

clients with BPD in comparison to clients with other disorders. This finding was 

unrelated to any general desire to spend less time with clients overall. 

Analyses Pertaining to the Contact Hypothesis 

Estimation of time spent with clie',;fs with various diagnoses. In order to 

examine whether amount of time spent with clients with a diagnosis of BPD or 

schizophrenia affected the attitudes of participants, participants were asked to 

estimate the percentage of time they spent with clients with various diagnoses. 

Descriptive statistics for the estimated time spent with clients with various diagnoses 

are presented in Table 4.19. 
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Table 4.19. 

Percentage of time participants spent working with clients with various diagnoses for 

the sample as a whole, as well as by diagnosis of client in vignette received 

Vignette 

Borderline Schizophrenia 

Personality Disorder 

Mand (SD) of Positive Negative Positive Negative 

percentage of Colleague Colleague Colleague Colleague 

time spent Total Reaction Reaction Reaction Reaction 

working with Sample 

clients with: 

Major 22.54 26.09 22.35 22.54 23.01 

depression (16.25) (18.05) (15.18) (18.88) (15.80) 

Schizophrenia 30.28 27.99 32.30 26.57 33.36 

(24.36) (21.36) (22.70) (27.38) (25.86) 

Anxiety 14.81 13.30 15.21 18.60 13.02 

disorders (14.49) (14.08) (12.02) (17.28) (14.32) 

Borderline 14.21 16.61 15.93 10.75 13.12 

personality (12.52) (13.25) (12.96) (10.20) (12.58) 

disorder 

Other issues 17.16 16.00 14.22 21.55 17.49 

(17.19) (15.80) (13.24) (20.72) (18.23) 

Note: N's in this table range between 232 and 235 due to missing data. 

Contact hypothesis. In order to examine the cont~ct hypothesis, the 

associations between percentage of time speiit with clients with either BPD or 
''..., J 

schizophrenia and each of the four scale scores were investigated. For participants 

who received a vignette that included a diagnosis of schizophrenia, SEg was 

significantly negatively correlated with the percentage of time participants spent with 

clients with schizophrenia r = -0.24,p<0.05. This suggested that the more time 

participants who received the schizophrenia vignette spent with clients with 

schizophrenia, the less they perceived the client in the vignette as exaggerating or to 

blame for their symptoms or distress. This finding was consistent with the hypothesis 
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that more time spent with clients with schizophrenia would result in more positive 

attitudes toward a hypothetical client with schizophrenia. However the hypothesis was 

not supported for any of the other scales, as no other significant correlations were 

found for those scales. The results of this analysis can be seen in Table 4.20. 

Table 4.20. 

Correlations between Scale Scores and Percentage of Time Spent with Clients with 

Schizophrenia for Participants who Received a Vignette that Included a Diagnosis of 

Schizophrenia 

Amount of time 

spent with clients 

with schizophrenia. 

CaP 

-0.10 

CMo 

-0.02 

SEg ET 

-0.24* -0.13 

Note: CaP = Client as a Person, CMo = Clinician Motivation, SEg = Symptom 

Exaggeration and ET= Effectiveness of Therapy. 

*p<0.05 

In comparison, no significant correlation was found between amount of time 

spent with clients with BPD and attitudes expressed toward the disorder, as measured 

on each of the four scales. The results of this analysis can be viewed in Table 4.21. 

Table 4.21. 

Correlations between Scale Scores and Percentage of Time Spent with Clients with 

BP D, for Participants who Received a Vignette that Included a Diagnosis of BP D 

CaP CMo SEg · ET 

Amount of time 0.00 -0.09. -0.11 -0.03 

spent with clients 

with BPD. 

•· • .-4' 

Note: CaP = Client as a Person, CMo = Clinician Motivation, SEg = Symptom 

Exaggeration and ET= Effectiveness of Therapy. 
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Given the findings presented in Table 21, the hypothesis that more contact 

with clients with a diagnosis of BPD would result in more positive attitudes toward a 

hypothetical client with BPD was not supported at all. 

Relationship between attitudes and control over caseload mix. The degree of 

choice a person has over contact with a stereotyped group has been found to affect the 

degree to which contact with a member of the stereotyped group reduces the person's 

negative attitudes toward the group. Therefore, a question was asked in regard to the 

amount of say participants had over the types of clients on their case load. Participants 

responded to this question on a likert scale with a range from 1 (no say), through 3 

(say about half the time), to 5 (say all the time). Responses to this question were 

dichotomised into say vs. no say for the purpose of further analyses. Participants who 

responded with an answer of 3 or more were put in the group who had say over the 

types of clients they had on their caseload. This group comprised 42.80% of the 

useable sample. 

Correlations between attitudes toward BPD, as measured by each of the four 

scales, and behavioural intention, as measured by reaction to an increase in clients 

with BPD, were then computed for all participants who received a vignette that 

included a BPD diagnosis and who had say over the types of clients on their caseload. 

For purposes of interpretative clarity, the reaction to an increase in clients with BPD 

variable was re-keyed, such that 5 became very pleased by an increase in time spent 

working with clients with BP D and 1 became very displeased by an increase in time 

spent working with clients with BPD. A significant correlation was found between 

pleasure at an increase in clients with BPD and more positive attitudes on CMo, r = 
. ' 

0.32,p<0.05. A similar significant correlation was found for ET, r = 0.42,p<0.0l. 

This suggested that those participants whd"had choice over the types of clients on 

their caseload at least 50% of the time showed an association between positive 

attitudes toward a hypothetical client with BPD and a positive reaction to an increase 

in clients with BPD. Specifically, these positive attitudes related to clinician 

motivation and the effectiveness of therapy for clients with BPD. These correlations 

are also reported in Table 4.22. 
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Table 4.22. 

Correlations between Scale Scores and Reaction to Increase in Clients with BPD, for 

Participants who Received a Vignette that Included a Diagnosis of BP D and who had 

Control over the Types of Clients on their Caseload 

CaP 

Reaction to Increase 0.25 

in Clients with BPD. 

CMo 

0.32* 

SEg ET 

0.08 0.42** 

Note: CaP = Client as a Person, CMo = Clinician Motivation, SEg = Symptom 

Exaggeration and ET= Effectiveness of Therapy. 

*p<0.05 

** p<0.01 

Similar analyses were then performed for participants who received a vignette 

that included a piagnosis of schizophrenia, and who had say over the types of clients 

they had on their caseload. In this analysis, each of the four scales was correlated with 

participants' reaction to an increase in clients with schizophrenia. In this case, no 

significant correlations were identified. The results of this analysis are presented in 

Table 4.23. 

Table 4.23. 

Correlations between Scale Scores and Reaction to Increase in Clients with 

Schizophrenia, for Participants who Received a Vignette that Included a Diagnosis of 

Schizophrenia and who had Control over the Types of Clients on their Caseload 

CaP CMo SEg ET 

Reaction to Increase 0.05 0.05 0.05 0.06 

in Clients with 
-~ 

Schizophrenia 

Note: CaP = Client as a Person, CMo = Clinician Motivation, SEg = Symptom 

Exaggeration and ET= Effectiveness of Therapy. 

These findings suggest that the contact hypothesis may function to improve 

attitudes about BPD, but only if people have choice about whether they have contact 

with the stigmatised group or not. Notably, attitudes appear to be more positive even 
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when choice about contact is possible for half or more of the time. This may suggest 

that some enforced contact, in a context of choice the majority of the time, could still 

serve to improve attitudes. In contrast no significant association between attitudes and 

behavioural intentions was found for schizophrenia, for clinicians who had choice 

over the types of clients on their caseload. This suggests that a clinician's choice over 

the types of clients on their caseload may less important for attitudes toward this 

client group, in comparison to clients with BPD . 

. . .,. 
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Discussion 

The existence of negative attitudes towards clients with BPD on the part of 

mental health professionals has been consistently identified (Bongar, Markey, & 

Peterson, 1991; Gallop & Wynn, 1987; Groves, 1975; Nathan, 1999; Nehls, 1998). 

Furthermore, attitudes toward clients with BPD have consistently been found to be 

more negative than those toward a variety of other clients with diagnoses ranging 

from schizophrenia to affective disorders (Feather & Johnstone, 2001; Gallop et al., 

1989; Lewis & Appleby, 1988; Markham & Trower, 2003). There is some evidence 

that these negative attitudes may be reflected in the practice of mental health 

professionals (Fraser & Gallop, 1993; Gallop et al., 1989). The kinds of attitudes 

mental health professionals hold about their clients may have an impact upon the 

effectiveness of interventions a clinician can provide for the client (Hersoug, 

Hoglend, Monsen, & Havik, 2001; Huppert et al., 2001; Keijsers et al., 2000). 
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There are hints that clinicians who work with clients with BPD may 

experience negative reactions from colleagues in regard to this work (Linehan, 1993; 

Meares & Stevenson, 2000); however, the existence of this phenomenon has not been 

investigated. It is possible that attitudes toward BPD represent stereotypes of patients 

who are challenging or "difficult". Therefore, aspects of psychological theory related 

to processes of stereotype formation and change may have relevance for the issue of 

attitudes toward BPD. 

This study replicated the finding that clinicians showed significantly less 

positive attitudes toward a hypothetical client with a diagnosis ofBPD in comparison 

to a client with a diagnosis of schizophrenia:- Additionally, this replication was 

achieved among a New Zealand sample ·of mental health professionals and therefore 

provides some evidence of cross-cultural generalisability of the findings. The current 

replication also extended the finding to all professional groups working in the mental 

health field, as opposed to a specific professional group. Inconsistent with the 

hypothesis, no significant effect was found for the impact of a negative or positive 

colleague reaction upon the attitudes of clinicians toward either BPD or 

schizophrenia. Contrary to the hypothesis that an interaction would exist between 
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client diagnosis, and the valance of the colleague reaction, no such significant 

interaction was identified. 
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Mixed results were found for the hypothesis that more contact with clients 

with a specific diagnosis would result in more positive attitudes toward the client 

depicted in the vignette with that diagnosis. Specifically, an association was found 

between percentage of time spent with clients with schizophrenia and attributions of 

blame or control for symptoms or distress for a hypothetical client with schizophrenia. 

This association was only found on one out of four scales that measured client-related 

attitudes, Symptom Exaggeration, and only for participants who responded to a 

hypothetical client with schizophrenia. No association was found between percentage 

of time spent with clients with BPD and BPD-related attitudes. 

When variables that can potentially influence the effect of contact were 

considered, more consistent results emerged. It has been suggested that choice over 

contact with a stigmatised group may be an important factor in the determination of 

whether contact with that group reduces negative attitudes toward the group 

(Johnston, 1996). When only those participants who had say (i.e., choice) over the 

types of clients on their caseload were considered, clinicians who showed more 

positive attitudes toward the hypothetical client with BPD were also more likely to be 

pleased by an increase in time spent with clients with BPD. In particular, this 

association occurred most strongly for attitudes toward clinician motivation and the 

effectiveness of therapy. This suggests that there may be something about choice over 

time spent with clients with BPD that results in a more sanguine view of therapy for a 

client from this group. However, it is also possible that 4'ierapy is viewed as relevant 

for clients with BPD, whereas therapy may be perceived as considerably less relevant 

for people with schizophrenia. While th~treatment of choice for BPD is certainly 

therapy (American Psychiatric Association, 2001; Scheel, 2000), the major treatments 

used for schizophrenia are pharmacological and therapy is usually used as an 

adjunctive treatment (Bellack et al., 2001). 
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Hypothesis One: Attitudes Toward a Client with BPD in Comparison to a Client with 

Schizophrenia 

Results of this study suggested that attitudes toward a hypothetical client with 

BPD were significantly less positive than attitudes toward a hypothetical client with 

schizophrenia. This significant difference was found solely on the basis of the 

diagnostic label attributed to the client in the vignette as the behaviour of the client in 

both vignettes was identical. Therefore, this study provides further evidence of less 

positive attitudes toward a hypothetical client with a diagnosis of BPD in comparison 

to one with schizophrenia, attitudes which appear to be based largely if not 

exclusively on diagnostic labels. --

Comparison to Other Research Findings 

Feather and Johnstone (2001) found very similar differences as those found in 

the current study in attitudes toward hypothetical clients with schizophrenia and 

borderline personality disorder. However, that research also found that attributions 

about responsibility for an aggressive act were significantly higher for a client with 

personality disorder in comparison to a client with schizophrenia. In contrast to this, 

the scale that most closely measured responsibility in the current study (Symptom 

Exaggeration) was the sole scale for which a significant main effect was not found for 

diagnosis. One possible explanation for this difference in findings may be related to 

the way in which questions about attributions were phrased. Feather and Johnstone 

(2001) placed questions about the attributions participants m_ade for the behaviour of 

the client at the end of their questionnaire, separate froM attitudinal ratings of liking 

for the client. In contrast, the current research included these questions in the main 

portion of the questionnaire. As such, p~ificipants in the current study may have been 

more hesitant to make attributional judgements that appeared to be specifically related 

to attitudes about a client rather than the client's behaviour. 

Deservingness. The results of the focus groups lend further support to the 

findings of Feather and Johnstone (Feather & Johnstone, 2001) in regard to 

judgements about deservingness. In that study, it was hypothesised that for clients 

with a personality disorder, nurses' beliefs about entitlement and deservingness would 
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be in conflict. Specifically, Feather and Johnstone (Feather & Johnstone, 2001) 

thought that a patient with a personality disorder would be perceived as more 

responsible for their actions than a patient with schizophrenia. However, social norms 

of health professionals would suggest that all patients would be seen as entitled to 

care. Feather and Johnstone (Feather & Johnstone, 2001)discussed the idea that 

patients with personality disorder would be seen as entitled to care, but that such 

patients are also likely to be seen as less deserving of it then patients with 

schizophrenia, because the patients with personality disorders are viewed as more 

responsible for their actions. 

Repeatedly emphasised in the focus groups was the idea that clients with BPD 

might be entitled to care but are less deserving of it because of greater personal 

responsibility attributed to their for their actions. In particular, participants in the 

focus groups viewed responsibility as related to attributions about the biological or 

environmental aetiology of a disorder. Clients with schizophrenia were discussed as 

somehow more deserving than clients with BPD because clients with schizophrenia 

"couldn't help it". This distinction appeared to rest on the concept that biological 

causation was a somehow viewed as a stronger force upon someone's actions than 

environmental causation. Because BPD was seen as a disorder linked to 

environmental circumstances, some participants in the focus groups viewed symptoms 

of the disorder as under the control of the individual. 

Conflicts between beliefs in regard to entitlement and deservingness may have 

implications as to how attitudes toward BPD on the part of~ clinician are manifested 

in the practice of that clinician. For example, social no~s about entitlement may 

mean that clinicians are unwilling to express negative attitudes toward their patients. 

However, this does not mean that mental"bealth professionals are any less likely to 

make judgements regarding the deservingness of their clients. The situation becomes 

considerably more complicated when the interpersonal nature of therapy demands that 

such attitudes are examined for the therapy to be effective. 

Many therapies for BPD require explicit examination of therapist attitudes toward 

their clients, whether such attitudes are conceptualised as counter-transference 

(McIntyre & Schwartz, 1998; Meares et al., 1999; Schaffer, 1990) or otherwise 
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(Linehan, 1993). For example, DBT places an emphasis on the maintenance of a non

pejorative case-conceptualisation which is achieved in part through dialectical 

examinations of therapist attitudes toward their clients in the case consultation mode 

ofDBT (Linehan, 1993). One plausible factor that might add to the effectiveness of 

DBT is that the explicit dialectical stance on the matter of therapist attitudes toward 

their clients is of assistance in the reduction of social norms about entitlement. 

Clinician motivation. Results from the focus group and questionnaire portions 

of the current study intersect to emphasise the importance of clinician motivation in 

the maintenance of positive attitudes toward clients with BPD. Results from the focus 

groups suggested that the maintenance of empathy and understanding for clients with 

BPD may play an integral role in the maintenance of motivation for work with such 

clients. This finding is of specific interest given the finding that nurses may display 

less empathy toward clients with BPD in comparison to clients with schizophrenia 

(Fraser & Gallop, 1993; Gallop et al., 1989). Given these findings, further 

investigation could examine whether attention to empathic identification with clients 

with BPD may lead to enhanced motivation for work with such clients. This may be 

related to the theoretical construct of burnout (Maslach et al., 1997), as one facet of 

burnout is decreased motivation. It has been found that both clinicians and clients in 

DBT show symptoms of burnout (Linehan et al., 2000). 

Implications of Difference in Attitudes According to Diagnosis 

The current research identified that mental health professionals hold 

significantly less favourable attitudes toward clients with BP:p than they do toward 

clients with schizophrenia. Previously, such findings ha~e been interpreted as 

meaning that people with BPD are 'disliked' (Lewis & Appleby, 1988), with the 

concomitant implication that clinicians fi~d such clients intrinsically annoying and 

difficult to work with. However, there are a variety of other possible interpretations of 

this finding. For example, mental health professionals may recognise that clients with 

BPD are difficult to work with at times, but still enjoy the challenge this represents. 

This kind of interpretation also assumes that clinicians attribute the source of the 

difficult behaviours to the person with BPD, rather than the interaction between the 

person and the environment. Additionally, an assumption is made here that clients 

with BPD are disliked all the time. It is quite possible that the attitudes of an 
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individual clinician may fluctuate over time, and at times (or indeed all the time), 

some or many clinicians may find work with clients with BPD enjoyable. The results 

of the focus groups would certainly be suggestive of this possibility. 

The current research also suggests that a diagnostic label, rather than 

consideration of the behaviours presented by a client, can influence the kinds of 

attitudes mental health professionals hold about their clients. The fact that a 

significant difference was found for attitudes on the sole basis of a different 

diagnostic label being inserted into a short vignette suggests that the diagnostic label 

of BPD results in pejorative attitudes on its own. This has implications for the 

usefulness of such a diagnostic label. Attention to the function behaviours serve as 

opposed to attention to the diagnostic label may reduce attributions of 

manipulativeness or blame toward clients with BPD for their behaviours . .This would 

be theoretically consistent with the finding that stereotype change is far more likely to 

take place when situational attributions are made as opposed to dispositional ones 

(Johnston, Bristow, & Love, 2000). 

Cost effectiveness. One possible reason for negative attitudes toward the 

effectiveness of therapy for clients with BPD may be related to the cost-effectiveness 

of the therapy. Participants in the focus groups highlighted that negative beliefs 

related to the cost effectiveness of therapy for BPD were an important factor in the 

perpetuation of negative attitudes toward clients with BPD. For example, participants 

identified that some mental health professionals believed clients with BPD were "time 

wasters", and that mental health funding would be better directed at those who were 

"really ill". Such attitudes were viewed by participants i~ the focus groups as 

distractions from the valid needs of clients With BPD. In particular, the concept of a 

"time waster" seemed to appeal to econo~ic constraints as a rationale for a lack of 

provision of care for clients with BPD. In a climate where economic constraints were 

very valid, this served to further negative attitudes towards clients who were already 

perceived as challenging. 

Further evidence for the relationship between cost effectiveness and therapy 

comes from respondents to the survey, of whom 30 left the question about cost 

effectiveness of therapy blank despite having answered every other question on the 
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questionnaire. Many of these respondents wrote messages such as "cost is not relevant 

to the decisions I make about therapy". It is at the intersection of professional versus 

financial decisions related to client care that the conflict of deservingness and 

entitlement may be most salient. 

Practical implications. While less positive attitudes toward a hypothetical 

client with BPD in comparison to a hypothetical client with schizophrenia were 

identified in this study, the implication of such a difference in attitudes to the 

behaviour of clinicians remains untested. It is possible that clinicians may hold less 

positive attitudes toward clients with BPD and that these attitudes may in no way be 

related to the way in which these clinicians interact with clients with BPD or 

schizophrenia. It is also possible that clinicians may be quick to make judgements in 

regard to clients with BPD, but that they change these judgements according to the . 

needs of the client as they develop a therapeutic relationship with the client with BPD. 

In comparison, clinicians may withhold judgment about clients with 

schizophrenia from the outset. There are a number of possible reasons for this. One 

reason might be that schizophrenia may be viewed more as a biological illness. 

Consonant with this, clinician's attributions about interpersonal difficulties 

encountered with clients with schizophrenia may centre on biological explanations. In 

contrast, attributions about the nature of interpersonal difficulties among clients with 

BPD may place blame upon-persons with BPD themselves. 

Another possible reason clinicians may withhold judgement about clients with 

schizophrenia may be related to broader societal messages about stigma associated 

with mental illness. For example, there havebeen concerted campaigns to reduce 

stigma about schizophrenia, depression and bipolar disorder (Leibrich, 1998; Mental 

Health Commission, 1997). Such campaigns may have also had an effect upon mental 

health professionals, who as a result may have begun to consider individuating 

information about the person with the disorder as opposed to seeing the disorder 

before the person. In comparison, no reference is made to personality disorders in 

these campaigns. Of particular pertinence here was the fact that participants in the 

focus groups suggested that people with BPD were often referred to as "borderlines" 

by mental health professionals. In contrast, the term "schizo" would be very unlikely 
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to be used, for the very reason that it elevates a characteristic of a person before the 

person themselves. 

At a practical level, a difference between attitudes of clinicians as a function 

of diagnosis could imply inequity in service provision. If attitudes have an impact 

upon how clinicians practice, then clinicians may be more reluctant to refer on clients. 

This would be consistent with the finding that people with BPD are referred on less 

than people with major depression (Chiesa et al., 2002). Variation of attitudes 

dependent upon diagnosis might also suggest some basic steps towards reducing 

negative attitudes clinicians hold. For example, clinicians could be encouraged to 

delay judgements on all clients until they have adequate information. A similar 

possibility would be to encourage a questioning stance in regard to attributions for 

about a client's behaviour. 

' 
Clinicians may also recognise they hold different kinds of attitudes toward 

their clients with BPD in comparison to clients with schizophrenia, but make mindful 

use of this knowledge through the discussion of these attitudes in professional 

supervision. Indeed, many therapeutic approaches to the treatment of BPD emphasise 

the importance of recognition of negative attitudes toward a client by the therapist 

(Linehan, 1993; McIntyre & Schwartz, 1998). The rationale behind this is that such 

attitudes can then be addressed in a way that assists the therapist to maintain 

compassion for their client and to remain motivated to continue with treatment 

(Fruzzetti, Waltz, & Linehan, 1997). In comparison, clinicians may attend less to 

interpersonal aspects of the relationship with clients with schizophrenia, with the view 

that it is the drug that has the treatment effect rather thanthe therapeutic relationship. 
' 

This notion was certainly conveyed in the firtdings of the focus groups. However, this 

explanation may not be complete, as it is· a1so possible that clinicians are more 

cognisant of the impact their attitudes may have upon clients with schizophrenia. This 

could be due to the evidence that suggests psychotic symptomatology may be related 

to interpersonal stress (Rosenfarb, Goldstein, Mintz, & Nuechterlein, 1995). The 

possibility remains that less positive attitudes towards clients with BPD than those 

with schizophrenia may be reflected in the practice of clinicians, and may result in 

less empathic response to clients with BPD. Such responses have previously been 

identified (Fraser & Gallop, 1993; Gallop et al., 1989). 
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Implications for Diagnostic Labelling 

The label BPD resulted in significantly different attitudes toward the same 

behaviour described in a vignette, in comparison to the label schizophrenia. This 

suggests that the diagnostic label carried a set of connotations beyond symptom 

description, and was not a neutral label for a set of behaviours. When a label acquires 

pejorative connotations, this may signal a need for re-consideration of the usefulness 

of the label. There are examples of this in the area of psychiatric nosology. For 

example, in New Zealand the term 'mental retardation' has been replaced by the term 

'intellectual disability', which is viewed as less pejorative. 

Data from the focus groups suggests that clinicians may struggle with issues in 

regard to the use of the term BPD. In particular, participants in the focus groups 

described times when they did not use the diagnostic label ( despite it being relevant) 

because of the "pejorative" associations the term carried. Participants in the focus 

groups highlighted a variety of problematic consequences associated specifically with 

the diagnostic label BPD. In particular, one of these consequences related to service 

provision: clients with disorders other than BPD who were thought to have BPD by 

staff received care that distinctly lacked empathy and resulted in iatrogenic 

consequences. 

It may not be possible to altogether avoid negative connotations when the 

behaviours a label encompasses are viewed as in conflict with socially prized 

attributes ( eg. self control, intelligence). However, negative attitudes may be 

improved through a couple of methods. First, it could prove useful to discourage the 

use of BPD as a pejorative term. Second, itis possible that different ways of 

conceptualising behaviours may result iri-;.different kinds of attitudes about the person 

who emits these behaviours. For example, if a person performs poorly on an 

intelligence task, but their performance is viewed as constrained by environmental 

factors, then that person may not be viewed negatively. In contrast, when poor 

performance is attributed to stable, internal features of the person themselves, this 

may lead to negative attitudes. 
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In a similar way,the fact that BPD is listed on Axis II of the DSM (American 

Psychiatric Association, 2000), and Axis II diagnoses are conceptualised as 

environmentally caused may lead to the confused idea that behaviours associated with 

this disorder should be attributed to the person themselves. Results from the focus 

groups suggest that environmental causation and personal responsibility for the 

environment may be easily confused. It is possible that ifBPD were conceptualised as 

due to less stable environmentally influenced factors, this could lead to more positive 

attitudes toward people with this disorder. 

Therefore, some aspects of this study lend further support to calls for a 

revision of the terminology and nosology used to describe what are currently called 

personality disorders. Possibilities that might reduce the stigmatisation associated 

with BPD include non-pejorative behavioural descriptions of symptoms, and the use 

of continuous measures to identify problematic behaviours (Westen, Heim, Morrison, 

Patterson, & Campbell, 2002; Westen & Shedler, 2000). Results from the focus 

groups in this study suggest that viewing traits and behaviours associated with BPD 

from a continuous perspective rather than a dichotomous one can assist clinicians in 

the maintenance of compassion and empathy for their clients, as it may help clinicians 

to discern similarities between themselves and their clients. Such strategies might 

build upon the work already done to decrease stigmatisation associated with 

schizophrenia (Leibrich, 1998; Mental Health Commission, 1997), through a process 

whereby individuating information is prioritised for all clients with psychiatric 

diagnoses. These suggestions are made tentatively, as it is important to recognise that 

schizophrenia is just one example of a DSM-IV Axis I Disorder, and BPD is just one 

example of an Axis II disorder. 

Years of experience. An interesting finding associated with the significant 

main effect identified for diagnosis in the current work was that this main effect was 

influenced by the years of experience participants had in mental health work. 

McIntyre and Schwartz (1998) found that as years of experience in mental health 

work increased, counter-transference toward clients with BPD decreased. Findings 

related to the contact hypothesis suggested that increased contact with clients with 

BPD does not necessarily improve attitudes towards a hypothetical client with the 

disorder. Coupled with this result, the influence of years of experience suggests there 
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may be something to do with experience which allows clinicians to maintain a more 

positive view of clients with BPD. Such an effect appears to be independent of simple 

contact with more cases. 

Limitations Associated with Difference in Attitudes According to Diagnosis 

Limitations associated with participants. There are a number of factors which 

must be taken into account in the interpretation of the finding that significantly less 

positive attitudes were associated with a diagnos.is of BPD in comparison to a 

diagnosis of schizophrenia. First, it is quite possible that a response bias existed, 

whereby potential participants who received the vignette with the client with BPD and 

who held positive attitudes toward. work with clients with BPD did not respond to the 

questionnaire because it appeared to further perpetuate negative attitudes toward 

clients with BPD. Correspondence with people who declined to fill in the survey 

suggested that this was the case for a number of potential participants. In particular, 

these people found the idea that one should blame clients for BPD for their distress 

despicable. They also objected to descriptions of clients with BPD as 'manipulative' 

as they believed such descriptions were not ultimately useful. 

In addition to these potential participants, a number of people who were 

invited to participate returned surveys stating expressly that they did not wish to 

participate as they found the questions asked in the surveys offensive. In particular, 

these people noted that they did not believe judgements could be made about a person 

on the basis of diagnostic label alone. The fact these clinicians showed awareness of a 

need to delay attitudinal judgement of a client until they had adequate information is 

heartening as it suggests there are clinicians who do n~t make attributions about 

clients based solely on the client's diagnostic label. Obviously, the survey responses 

suggest there may have been many who did not respond to the questionnaire for these 

reasons. 

Objections to the questionnaire seemed to be concentrated among those who 

received a vignette with the diagnostic label of BPD. Therefore, it is possible that 

many people with positive attitudes toward BPD did not respond to the questionnaire 

because they refused to make attitudinal judgements on the basis of very little 
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information. This raises the possibility that in this study, and others of a similar 

nature, the significant effect associated with diagnostic label was an artefact of 

response bias, where clinicians with positive attitudes toward BPD are systematically 

less likely to respond to questionnaires asking them to make what they perceive to be 

"yet more negative judgements" about an already maligned client group. Results from 

the current study suggest that this may have been the case. For example, there was a 

significant interaction between years of experience and return rate. Overall, there was 

a trend for participants with more years of experience to respond more positively to an 

increase in the number of clients with BPD on their caseload. Participants who 

responded to a vignette with a diagnosis of BPD and the positive colleague reaction 

had significantly more years of experience than participants who responded to the 

BPD diagnosis and negative colleague reaction. In comparison, there was no 

significant difference in years of experience for participants who responded to the 

schizophrenia vignettes. Therefore, participants with more years of experience, who 

seemed to have more positive attitudes toward work with clients with BPD were more 

likely to respond to the vignette with a diagnosis of BPD and positive colleague 

reaction. 

In comparison to many other studies which have examined the attitudes of 

specific groups of mental health professionals toward BPD, most notably nurses 

(Feather & Johnstone, 2001; Fraser & Gallop, 1993; Gallop et al., 1989; Markham & 

Trower, 2003), the current research amalgamated respondents from a variety of major 

professional groups. This procedure eliminated an analysis of the effect differences in 

training and theoretical orientation may have had upon attitudes, due to different 

sample sizes from each profession. It is possible that differences in training and 
' 

theoretical orientation may have confoundechesults. However, it would seem prudent 

to establish first whether an effect occurred at this more global level before the 

examination of specific moderating variables. Furthermore, the approach used in this 

study was context-relevant to the realities of the New Zealand health system, where 

clinicians who case manage people with BPD or schizophrenia come from a variety of 

professions. It is these clinicians whose attitudes are likely to be the largest 

determinant of service provision for these groups. 

108 



109 

It is possible that some uncontrolled variables affected results. For example, 

the presence of a speciality service for personality disorders in an area might lead to 

very different attitudes on the part of the clinician towards people with BPD, in 

comparison to an area where no specialty service existed. Different case management 

practices in different geographical areas, for different kinds of clients, may exist. 

Generalisability. It must also be taken into account that the current study has 

examined attitudes toward BPD only in comparison to attitudes toward schizophrenia. 

It is possible that the finding of a significant difference between these two disorders, 

or at least the large effect size associated with it, is an artefact of the comparison of 

these two specific disorders. The inclusion of disorders other than schizophrenia as 

controls may have been useful in this study. However, there are examples in the 

literature of comparisons between BPD and multiple other disorders, and the finding 

of more negative attitudes toward BPD appears to remain whichever disorder is 

utilised as a control group (Lewis & Appleby, 1988; Markham & Trower, 2003). 

Aspects of the use of a hypothetical client portrayed in a vignette may also 

limit the generalisability of findings in the current research. For example, it has been 

found that attitudes toward a stereotyped group are considerably more stable than 

attitudes toward a target individual from this group (Brown, 1995; Hewstone, 2000). 

Therefore, results from this study do not necessarily pertain to clients with BPD on 

the whole, but rather one exemplar in particular. Furthermore no measure of how 

typical the client in the vignette was perceived to be was included in the 

questionnaire. Originally, such a measure was not included because it appeared 

contradictory given that the vignette was designed to be deliberately vague so as to 

appear consistent with a diagnosis of either :BPD or schizophrenia. However with the 

benefit of hindsight, a measure of the perc-eived typicality in terms of diagnostic group 

for the client in the vignette may have been useful in terms of extension of the 

generalisability of findings. 

Another limitation in terms of generalisability relates to the use of a 

hypothetical and non-specific situation in the vignette. While this was consistent with 

previous research in the area, it may not have been especially consistent with the 

kinds of encounters with clients mental health professionals have in their day to day 
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practice. In particular, the very brief description given of the client provided 

participants with substantially less information than they would usually possess when 

in a position to make judgements about their clients in practice. In fact, as discussed 

above, this was an issue that many clinicians commented upon. 

Socially desirable responding is another factor that may have influenced the 

kinds of response clinicians gave to the attitudinal questionnaire. It is likely that 

mental health professionals view themselves as caring and accepting people, and 

research suggests that people in general are likely to answer attitudinal questionnaires 

in such a way that they maintain a positive view of themselves (Brown, 1995; 

Richards & Hewstone, 2001 ). Therefore, a limitation of this study is that an index of 

socially desirable response bias was not included. 

Hypothesis Two: Impact of Valance of Colleague Reaction on Attitudes Toward the 

Hypothetical Client 

No significant effect was identified for a positive or negative colleague 

reaction upon attitudes toward a hypothetical client with either BPD or schizophrenia. 

The effect size identified for this variable was very small (partial 112 = 0.03). The 

absence of a significant finding for colleague reaction is unlikely to be an issue of 

power. The fact that no significant main effect was found could suggest that no such 

effect exists. However, it is also possible that an effect exists but was not identified. 

An effect may not have been found due to methodological issues associated with the 

study, for example the colleague reaction variable may not have been well 

operationalised. 

Possible Interpretations of Finding of N/1!,ffect for Colleague Reaction 

While there are hints that a negative reaction of a clinician's colleagues toward 

the clinician's work with clients with BPD can be disruptive to this work, it is quite 

possible that the way this variable was conceptualised in the current study did not 

adequately capture the multitude of ways a colleague's reaction could affect the work 

of a clinician with a client with BPD. For example, it may have been better to use the 

concept of institutional support for a clinician's work, as this kind of support has been 

found to have an impact upon attitudes (Brown, 1995). 
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Additionally, a colleague's reaction to a clinician's work is likely to be one of 

many variables that may play a role in the development of attitudes toward clients 

with BPD. It is possible that colleague reactions towards a clinician's work have an 

effect upon the attitudes of the clinician in a way that was not well captured through 

the research design utilised in this study. For example, it is possible that negative 

colleague reactions may function in a transactional or interactive manner with the 

attitudes of a clinician. A negative attitude from one colleague may not have a large 

impact upon the attitudes of the clinician (as suggested by the small effect size 

identified for this variable), but multiple negative attitudes from multiple colleagues at 

a variety of levels may interact to create a work environment that is highly 

unsupportive of a clinician who works with clients with BPD. 

Some evidence for the interactive, transactional nature of colleague reactions 

upon the individual clinician comes from the focus groups. For example, in Focus 

Group One, participants identified that while their immediate colleagues were very 

supportive of their work with clients with BPD, colleagues in other services reacted in 

a negative manner toward that work. These participants discussed how such negative 

reactions to their work had a negative effect upon their motivation. 

Research into service provision for clients with BPD suggests that negative 

colleague reactions toward work with clients with BPD may occur at an institutional 

or managerial level. It is possible that negative reactions from managers or institutions 

toward the work of the clinician with a client with BPD may have substantially more 

of an effect upon the attitudes of that clinician than a negative reaction from a 
, 

colleague. Research into stereotype change has suggested that one of four 

preconditions for contact to change stereotypes is institutional support (Brown, 1995). 

It is quite possible that the attitudes of a clinician's colleagues are likely to be but one 

facet of the larger issue of institutional support. Future research might examine 

institutional support on the whole, rather than just the attitudes of one colleague. 

Limitations Associated with Valance of Colleague Reaction 

It is possible that no effect was found for colleague reaction due to the way in 

which the variable was phrased. Some participants who received the negative 
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colleague reaction condition wrote comments about this on the survey, such as "how 

unprofessional". This might suggest that the independent variables were not 

successfully manipulated, as participants could not imagine themselves being affected 

by such "unprofessional" attitudes. However, there is also some evidence from the 

focus groups to counter the idea that the manipulation of colleague reaction was not a 

valid one. For example, multiple references were made in the focus groups to 

colleagues "rolling their eyes" when they heard about patients with BPD. It is also 

possible that this kind of reaction may not have the cumulative effect it was intended 

to when this variable was designed. 

Scale reliability. The reliability of the scales in the questionnaire was not 

particularly high, with alpha statistics ranging from 0.67 - 0.80 once reliability 

analyses had been completed. Due to the iow reliability of some scales in the current 

study, an effect for colleague reaction may not have been identified due to error 

associated with the scales rather than the true absence of an effect for colleague 

reaction. 

Ideas for Further Investigation Associated with Valance of Colleague Reaction 

This study measured attitudes at only one point in time. As discussed above, it 

is very likely that attitudes toward BPD are fluid, and change in accordance with the 

recent experiences of the clinician. Therefore, a repeated measures design that 

assessed the stability and change in attitudes toward BPD over time could provide 

some useful insights. For example, if institutional practices have an impact upon the 

kinds of attitudes mental health professionals hold toward BPD, then an examination 

of how attitudes change in accordance with change in institutional procedures or 
' 

outlook would give information that could be useful for the development of 

interventions to improve attitudes toward~BPD. 

It is intriguing that no significant effect was identified for colleague reaction, 

as a positive collegial environment has been theorised to be an important ingredient of 

successful interventions for BPD (Linehan, 1993). This might represent an important 

area for further study. In particular, it might be useful to investigate the relationship 

between institutional support for positive attitudes toward BPD and the degree to 

which contact with clients with BPD effects the attitudes of clinicians. In such an 
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investigation, particular attention might be paid to how interaction between clinicians 

about clients with BPD affects attitudes toward the disorder. 

Hypothesis Three: The Relationship between Diagnosis and Colleague Reaction. 

It was hypothesised that a significant interaction would occur between 

diagnosis and colleague reaction, such that a negative colleague reaction to one's 

work would result in more negative attitudes for participants who received a vignette 

that included a diagnosis of BPD, but not for participants who received a vignette 

with a diagnosis of schizophrenia. However, this interaction was not found to be 

significant in the current study. Th~ absence of a significant interaction can be 

interpreted as meaning that the level of one of these variables does not appear to 

differentially influence the levels of the other variable. 

Possible Interpretations of Finding of No Interaction between Diagnosis and 

Colleague Reaction 

In many ways, the issues outlined above are likely to be pertinent to the fact 

no significant interaction was identified between diagnosis and colleague reaction in 

the vignette. Issues to do with the way in which colleague reaction was conceptualised 

and phrased may have had an impact. Similarly, participants may have cognitively 

distanced themselves from the colleague who reacted negatively to the client with 

BPD, and viewed this kind of reaction as "unprofessional". 

Salience of diagnosis in comparison to colleagu,e reaction. It is also possible 

that the colleague reaction variable was not.as salient as the diagnosis variable. Given 

the large effect size found for diagnosis, -and the fact it appeared at the very outset of 

the vignette it is possible that a primacy effect occurred for this variable. A primacy 

effect occurs when information that appeared first has more of an effect upon 

subsequent judgements than information that appeared later. It was thought that such 

an effect might be balanced by the fact that the colleague reaction variable appeared at 

the very end of the vignette, thus being more memorable because it appeared more 

recently. However, there is evidence that the primacy effect may outweigh the 

recency effect (Haugtvedt & Wegener, 1994; Kerstholt & Jackson, 1998; Luchins & 
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Luchins, 1986), possibly because information that appears first may act as a kind of 

filter for later information. 

Of particular interest, there is evidence that information about dishonesty may 

demonstrate more of a primacy effect than information about honesty. Given that 

participants who received the BPD vignette rated the client in this vignette as less 

honest than participants who received the schizophrenia vignette rated that client, it is 

possible that the diagnostic labels alone may have resulted in a primacy effect 

(Luchins & Luchins, 1986). As discussed above, it is also possible that the influence 

of colleagues upon attitudes may be a complex, interactive phenomenon that is not 

well captured in the manner in which it was investigated in this study. 

It is conceptually interesting that no significant interaction was identified 

between diagnosis and colleague reaction. In particular, such an interaction was 

anticipated on the grounds that schizophrenia would be likely viewed as a more 

biologically based disorder, and the person with schizophrenia in comparison to BPD 

would be seen as less in control or responsible for their actions. Due to this, it was 

thought that the treatment of schizophrenia would be viewed in a much more 

detached, bio-medically focussed manner and would be less likely to be influenced by 

the reactions of a colleague. In contrast, it was thought that the treatment of BPD 

would be viewed as primarily interpersonal and therefore more open to effects 

associated with interactions between colleagues. 

It is possible that no interaction was identified between diagnosis and 

colleague reaction due to the fact that the colleague was hot explicitly identified as a 
' .. 

member of the treatment team for the client aescribed in the vignette. If the colleague 

was viewed as not involved in decision making in regard to the client, then their 

attitude toward the relationship may have been viewed as unimportant. Conversely, if 

the colleague was involved in decision making, then their attitude could have long 

term effects upon how smoothly the treatment progressed. 
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Hypothesis Four: Increased Contact with Clients with a Specific Diagnosis would 

Result in More Positive Attitudes toward Clients with that Diagnosis 

An association was found between the percentage of time spent with clients 

with schizophrenia and fewer attributions of blame and responsibility for symptoms 

for clients with schizophrenia. In comparison, no association was found between the 

percentage of time spent with clients with BPD and attitudes toward a client with 

BPD as measured by the questionnaire. 

Preconditions for the Contact Hypothesis 

Allport's (1954) contact hypothesis suggests that contact with people from a 

stereotyped group can result in less prejudice toward such people. The finding that 

attitudes toward a disorder were not more positive when a participant spent more time 

with a client with this disorder may appear to contradict this. However, a number of 

preconditions for contact to improve stereotypes have been proposed (Allport, 1954; 

Brown, 1995; Hewstone, 2000). Brown (Brown, 1995) outlined four main 

preconditions for the contact hypothesis. First, there must be social and institutional 

support for a reduction in prejudice. Second, the contact must last long enough and be 

of enough intensity for meaningful relationships to be developed. Third, contact 

should as much as possible take place between equal-status participants. Fourth, the 

contact must include co-operation on tasks to meet a common goal. 

Does a therapeutic relationship satisfy the preconditions for the contact 

hypothesis? The above conditions are satisfied to varyii\g degrees in a therapeutic 

relationship. There are numerous suggestions that social and institutional support for a 

reduction in prejudice may not exist for ·:sPD (Krawitz & Watson, 1999). In 

comparison, there appears to be substantially more institutional support for a 

reduction in prejudice toward schizophrenia, as shown by the provision of specific 

early intervention services for clients with schizophrenia (Turner, Nightingale, 

Mulder, & Maginess, 2002), and the work of the mental health commission on a 

wider societal basis (Leibrich, 1998; Mental Health Commission, 1997). It would 

appear likely that the contact between mental health professionals and their clients is a 

meaningful relationship, although it may differ in its meaningfulness for the client and 
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the clinician. However, there is an inherent power differential involved in therapy. It 

is of theoretical interest that DBT includes specific strategies designed to minimise 

this power differential between client and clinician (Linehan, 1993). Finally, therapy 

could certainly be viewed as an attempt to meet a common goal, with therapy for BPD 

focussed specifically on the goal of reducing suicidal or parasuicidal behaviour. 

However, it is likely that there may at times be ambivalence on the part of the client in 

regard to this goal. 

Given the preconditions for the contact hypothesis, the finding that attitudes 

toward a disorder and percentage of time spent with clients with that disorder are not 

significantly correlated in most instances is somewhat unsurprising. Further research 

would be needed to confirm the extent to which the preconditions for the contact 

hypothesis are met in the case ofBPD. However, it is of interest that a significant 

negative correlation was found between Symptom Exaggeration and time spent with 

clients with schizophrenia, despite the preconditions of the contact hypothesis being 

present to varying degrees in this case. This suggests that more contact with clients 

with schizophrenia may lead clinicians to believe that such clients are less to blame 

for their symptoms. 

Implications of No Association between Contact and More Positive Attitudes 

The finding of no significant correlation between attitudes toward BPD and 

percentage of time spent with clients with the disorder means it is hard to draw 

conclusions about the relationship between these two variables. It is possible that an 

association may exist, but too small to be detected in the current study. However, it is 

also possible that no such association exists. In this case'
1 

it is possible that the 

preconditions for contact to change attitudes toward BPD are not present in the 

current environment. 
-., 

Institutional support for work with clients with BP D in comparison to clients 

with schizophrenia. It is possible that the different nature of interpersonal contact with 

clients with BPD in comparison to those with schizophrenia may influence the degree 

to which contact with clients with BPD changes attitudes toward the disorder. For 

example, in the focus groups, it was highlighted that BPD was "not a disorder that 

you treat with drugs". This may point to problems related to institutional and societal 
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support for attitude change. In particular, if an institution provides support for the 

treatment of patients through biomedical means, but not for the treatment of patients 

through interpersonal means, then it is possible that negative attitudes towards 

patients requiring interpersonal treatment may be perpetuated. 

How the function of attitudes might change the effects of attitude expression. 

Another possible explanation for the lack of relationship between contact with clients 

with BPD and attitudes toward such clients is that two distinct functions may exist for 

the expression of negative attitudes toward clients with BPD. The first of these 

functions may be "black humour": alleviating distress associated with the stress of 

work with clients who can be constantly suicidal and present challenging 

interpersonal behaviours. It is possible that one consequence of this function of the 

expression of negative attitudes towards clients with BPD may be the perpetuation of 

such attitudes. It has been found that discussion of stereotypical traits can serve to 

maintain stereotypes, as the typicality of such traits is highlighted and individuating 

information about the individual is de-emphasised (Lyons & Kashima, 2003). 

The second function for the expression of negative attitudes may be a belief 

that through the recognition of such attitudes an improved therapeutic relationship 

may be constructed. This is similar to the concept of recognising the counter

transference in work with clients with BPD in a psychodynamic paradigm (McIntyre 

& Schwartz, 1998), or recognising dialectical failures on the part of the treatment 

team in DBT (Linehan, 1993). Therefore, it is possible that increased contact may 

result in two divergent attitude pathways for clinicians who work with clients with 

BPD. In the case of clinicians who use 'black humour' as a method of coping with 
' 

work with these clients, negative attitudes towards clients with BPD may be 

unintentionally perpetuated. The second path, addressing the negative attitudes in a 

non-judgemental manner, may in fact result in improved attitudes toward a client with 

BPD. 

Behavioural Intentions 

Clinicians were significantly more likely to report displeasure in reaction to an 

increase of the number of clients with BPD on their caseload in comparison to clients 

from three other diagnostic groups. This finding was obtained for the whole sample, 
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collapsed across levels of the independent variables. This finding was independent of 

any general desire by participants not to increase the number of clients on their 

caseload, as demonstrated by the repeated measures ANOVA analysis. Therefore, it 

would appear that there is something specific to clients with BPD that makes 

clinicians particularly displeased at an increase in clients with this diagnosis. 

No significant relationship was found between attitudes towards a client with 

schizophrenia and behavioural intentions in regard to pleasure at an increase or 

decrease in time spent with clients with this diagnosis. Given this finding, it is 

impossible to conclude that no such relationship exists. However, it is an interesting 

finding given the theoretical underpinnings, described above, for differences in 

attitudes toward schizophrenia and BPD. It is possible that clinicians' attitudes toward 

clients with schizophrenia are unrelated to their pleasure or displeasure at an increase 

in time spent with clients with schizophrenia. This could be connected to the idea that 

interpersonal characteristics of the therapeutic relationship (such as clinician 

motivation and beliefs about the client as a person) are viewed as far less important 

than the role of medication in the treatment of schizophrenia. For example, a clinician 

who works with clients with schizophrenia may be considerably more likely to see 

themselves as distanced from the process of treatment, due to the idea that it is the 

medication effecting the treatment, in comparison to the treatment ofBPD. 

Any interpretation of findings related to the extent participants would be 

pleased or displeased by an increase in time spent with clients with BPD or 

schizophrenia must take into account the way in which this question was asked. In 

particular, this question could be taken as both a measure of behavioural intentions 
' 

and a further measure of how much clients with BPD or schizophrenia are "liked" by 

clinicians. Therefore, this measure does ~6t completely reflect behavioural intentions, 

and any interpretation or implications related to this variable must be taken as 

tentative. 

Implications associated with behavioural intentions. The significant 

relationship identified between behavioural intentions and attitudes about clinician 

motivation and effectiveness of therapy for clients with BPD may have implications 

for the connection between attitudes and clinical practice. It is of particular interest 
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that the variables related to clinicians themselves, rather than clinicians' assessments 

of the patient, were found to be related to behavioural intentions of clinicians when it 

came to clients with BPD. 

This finding might suggest that educational interventions in regard to 

effectiveness of therapy for clients with BPD may be useful in terms of enhancing the 

likelihood that clinicians will be pleased by an increase in time spent working with 

clients with BPD. There is some good evidence that therapies for BPD can result in 

decreased suicidal and parasuicidal behaviour by clients with BPD (Bateman & 

Fonagy, 1999; Koons et al., 2001; Linehan et al., 2001; Meares et al., 1999; 

Stevenson & Meares, 1999). One particular concern, highlighted by the focus groups, 

may relate to the cost-effectiveness of psychotherapy for BPD. Again, there is 

evidence to show that such treatment can be very cost-effective (Linehan & Heard, 

1999; Stevenson & Meares, 1999). 

The Effect of Choice over Types of Clients on Caseload 

Choice over the types of clients on a clinician's caseload appears to have an 

effect upon whether increased contact with clients with BPD is associated with the 

clinician's attitudes and behavioural intentions towards clients with BPD. In order to 

investigate this, correlations were computed only for clinicians who had control over 

the types of clients on their caseload half or more of the time. For this group, 

significant correlations were found between percentage of time spent with clients with 

BPD and less negative attitudes toward Clinician Motivation and Effectiveness of 

Therapy. 

Of interest, control over the type ofclients their caseloads did not have an 

impact upon the attitudes or behaviouraHntentions of clinicians who received a 

vignette that included a diagnosis of schizophrenia. It is possible that no significant 

relationship was found for the schizophrenia group because the significant 

relationships identified for the BPD pertained to predictions of Clinician Motivation 

and the Effectiveness of Therapy. Because the treatment of choice for schizophrenia 

is pharmacotherapy (Milner & Valenstein, 2002), not psychotherapy as for BPD 

(American Psychiatric Association, 2001), these scales may have made less sense or 

119 



120 

appeared less applicable for participants who responded to a vignette that included a 

diagnosis of schizophrenia. 

There may be specific advantages in terms of attitudes towards BPD 

associated with allowing clinicians some control over the types of clients they see. 

The finding of a significant association between contact with clients with BPD and 

more positive attitudes toward such clients, for participants with choice over their 

caseload is suggestive of this. This finding is inconsistent with research that suggests 

control over outcomes, i.e. powerfulness, is a factor that enhances attention to 

stereotype-consistent information (Rodriguez-Bailon, Moya, & Yzerbyt, 2000). One 

possible explanation for this is that the control a clinician has over therapy may be 

distinctly different from the control a boss has over an employee, or a nominated 

person has over a group. Given that the latter forms of control have been utilised in 

the research to date, the current research suggests that further investigation is 

warranted into the role control over caseload may play in relation to attention to 

stereotype-consistent information in a therapeutic setting. 

Limitations associated with the effect of choice over types of clients on 

caseload It is important to bear in mind that correlation is not equal to causation. It is 

quite possible that any association here could be caused by a number of other 

variables. The temporal relationship between attitudes and behavioural intentions also 

remains untested. For example, it is possible that negative attitudes toward the 

effectiveness of therapy for clients with BPD results in a desire to not work with 

clients with BPD. Yet it is equally likely that displeasure at an increase in clients with 

BPD is related to negative experiences with such clients, which in tum has lead the 
; 

clinician to believe therapy is ineffective with clients with BPD and to have little 

motivation to work with such clients. · ·, 

Ideas for Further Investigation 

Processes that Might Lead to Attitude Change 

A logical progression from the investigation of the attitudes clinicians hold 

toward BPD would be to investigate the kinds of processes that might lead to change 

in these attitudes. Aspects of the current study may give hints as to variables that 
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might prove important in attitude change. In the absence of a significant effect for 

colleague reaction upon attitudes, it is difficult to say what effect a clinician's 

colleagues might have upon attitude change. However, results from the focus groups 

suggest that system interventions may work best to change attitudes. The concept of 

systemic interventions is also supported by the literature on DBT (Linehan et al., 

2000; Shearin & Linehan, 1992). Furthermore, it would appear that for attitude 

change toward BPD to occur there are a wide variety of variables that might need to 

be taken into account. Some of these variables include the amount of money available 

for staff training about BPD, the provision of specialist services for clients with BPD, 

a supportive environment for staff that reduces levels of burnout, and the issue of 

attitudes about a diagnostic label versus attitudes toward the client as a person. 

Ideas for Further Investigation Prompted by Findings of the Focus Groups. 

The focus groups provided data that suggested a variety of ideas for further 

investigation. In particular, there was repeated reference to the existence of negative 

attitudes toward clinicians who provide care for clients with BPD. This could be an 

interesting concept to explore further. For example, the existence of negative attitudes 

toward clinicians who work with clients with BPD may affect the practice of such 

clinicians in a number of ways. Such attitudes might also affect the motivation of 

clinicians to continue in their work. 

A quantitative investigation of the three major themes that emerged from the 

focus groups could also prove a fruitful area for investigation. For example, it would 

be interesting to investigate whether beliefs about deservingness and entitlement 

predict attitudes regarding the economic benefits of serV,ice provision for clients with 

BPD. In a similar vein, it has been suggestea that nurses display less expressed 

empathy toward clients with BPD in comparison to other clients (Fraser & Gallop, 

1993; Gallop et al., 1989). It would be intriguing to discover how attitudes regarding 

the deservingness and volition of clients with BPD might impact upon the empathy 

mental health professionals display toward such clients. 

Extension of Participation Criteria 

People with BP D. While this study considers the attitudes mental health 

professionals have toward working with clients with BPD, these attitudes are only 
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considered from one side of the therapeutic relationship: that of the mental health 

professional. It is quite possible that an investigation of client perceptions of the 

attitudes mental health professionals hold toward them would uncover a variety of 

attitudes not identified in the current study. Some research in this area has been done 

previously, and suggests that clients are well aware of the effects negative attitudes 

toward BPD can have upon the standard of care they receive (Ramon et al., 2001). 

Linehan argues that people with BPD are often very sensitive to interpersonal cues of 

rejection (Linehan, 1993). Therefore, it is likely that people with BPD may be very 

sensitive to negative attitudes held by a clinician. 

It would be intriguing to investigate dyadic perceptions of attitudes, and 

consider how clinician ratings of their own attitudes relate to ratings made by clients. 

However, it appeared pertinent to investigate attitudes on the part of the professional 

first. Because of the power discrepancy inherent in therapy, it made ethical sense to 

first investigate the attitudes of clinicians. While it may have been distressing for 

clinicians to discuss their attitudes toward their clients, the converse would appear 

considerably more distressing. Any investigation of the attitudes of mental health 

professionals toward BPD from the perspective of the client with BPD would require 

substantial attention to the possible emotional distress associated with this. 

Other health professionals. The current study investigated the attitudes mental 

health professionals held toward work with clients with BPD. However, it would also 

appear useful to investigate attitudes other kinds of health professionals hold toward 

this client group. For example, nurses in an emergency department are likely to come 

into substantial contact with clients with BPD. This idea was also suggested by 

members of Focus Group One. 

The Roles of Affect and Cognition in Attitude Formation 

The role of affect in attitude formation about BPD could be a particularly 

interesting area of enquiry. It has been suggested that affective states may play a role 

in decision making based upon attitudinal stance (Feather & Johnstone, 2001). As 

discussed at the outset of this thesis, people with BPD present a number of behaviours 

that might arouse intense affect on the part of the clinician who works with this client 

group. Therefore, there is reason to believe that the affective state of the clinician may 
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have an impact in the formation and perpetuation of attitudes toward BPD. In 

particular, this area of investigation would intersect well with current research 

pertinent to stereotype change. 
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A particularly interesting area for potential investigation would be how therapist 

motivation and attitudes regarding the likely outcome of therapy might affect 

processes of subtyping or subgrouping in regard to BPD. It has been suggested that 

stereotypes may be perpetuated because disconfirming evidence of the stereotype is 

attributed to a subtype of the stereotyped group. For example, a clinician working 

with a client with BPD may enjoy work with that specific client. Yet the clinician 

could maintain a negative stereotype of clients with BPD in general because the 

clinician "fences off' the specific client as different to most clients with BPD. For 

example, the client might be viewed as intelligent. Thereby the clinician would have 

created a subtype of clients with BPD who are intelligent. In the future, the clinician's 

general negative stereotype of clients with BPD would be maintained because positive 

actions by clients with BPD would result in those clients being sub-typed as 

"intelligent". 

Attributions made by Clinicians about their Clients' Behaviour 

Perhaps the most important area for further investigation is the kinds of 

attributions clinicians make about the behaviour of their clients. In particular, it has 

been suggested that dispositional attributions for behaviour are considerably more 

likely to result in the maintenance of negative stereotypes, whereas situational 

attributions for behaviour may assist in stereotype modificati_on (Johnston et al., 

2000). Given the results from the focus groups that highFghted the importance of the 

attributions clinicians made about volition in regard to behaviour by clients with BPD, 

it would appear that this is a fruitful are~¥or investigation. More specifically, 

evidence that attitudes toward BPD can be changed to become more situational may 

give suggest useful avenues for intervention with such attitudes. Ultimately, such 

intervention could result in improved outcomes for clients in immense distress. 
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Conclusion 

This research found that attitudes toward a hypothetical client with BPD were 

significantly less positive than attitudes toward a hypothetical client with 

schizophrenia. The impact of the attitudes of clinicians' colleagues upon the attitudes 

of the clinicians themselves remains unknown; however, there are a number of 

plausible reasons to believe that further investigation into this variable is warranted. 

Specifically, such investigation could be focussed upon organisational support for 

positive attitudes towards clients with BPD. It was also found that for clinicians who 

had some control over the types of clients on their caseload, an association existed 

between increased contact with clients with BPD and more positive attitudes toward 

this. client group. These fo;idings may suggest ways in which more positive attitudes 

towards clients with BPD can be cultivated. Ultimately, it is hoped a more positive, 

less pejorative, view of clients with BPD may lead to improved treatment outcomes 

and therapy efficacy. 
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Prompts for Focus Group One 
11 What are your attitudes toward working with people with BPD? 
• What training have you experienced about borderline personality 

disorder? How has this training had an impact upon your attitudes 
towards the disorder? 

• What kinds of words do you and your colleagues use to describe 
people with borderline personality disorder? 

• How do the attitudes of your colleagues toward borderline personality 
disorder effect your views? 

• How does having a diagnosis of borderline personality disorder affect 
treatment options, compared to other major mental disorders? 

• What kinds of barriers do clinicians encounter in service provision for 
people with BPD? 

• What kinds of barriers do clinicians encounter in service provision for 
people with BPD? 

Prompts for Focus Group Two 
• What are your attitudes toward working with people with borderline 

personality disorder? 
o What gives you hope in your: work with clients with BPD? What 

makes you hopeless? 
• How has your training had an impact upon your attitudes toward 

borderline personality disorder? 
o Some people in the last group said that they "couldn't do their 

job properly" with clients with BPD because of a lack of training. 
What's your experience of this been? 

o How has this affected your work on a day to day basis? 
• What kinds of words do you and your colleagues use to describe 

people with borderline personality disorder? 
• How do the attitudes of your colleagues toward borderline personality 

disorder affect your views? 
o Someone in the last group used the term 'black humour in the 

staff room'. What do you think? 
o How do the attitudes of health professionals, in a wider sense 

than just those in mental health, affect your work? 
• How does having a diagnosis of borderline' personality disorder affect 

treatment options, compared to other major mental disorders? 
• What kinds of barriers do clinjcians encounter in service provision for 

people with BPD? _, 
o What is the role of the system in the creation of barriers? 

137 



138 

Appendix B: Ground Rules for Focus Groups 
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Ground Rules 
• Keep it confidential - what is discussed in the group remains 

confidential to the group and the researcher. 
• Keep the discussion general - please do not disclose identifying 

information about other people. 
• Try to be respectful of others' opinions, even if you do not agree with 

them. 
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Appendix C: Copy of the questionnaire survey, 
including case vignette. 

Reverse coded items marked (R), Items retained after factor analysis in bold. 
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Survey of Mental Health Workers. 

In this survey, you will read a description of a client and then answer some questions 
about your response to the description. After this, there are a few demographic 
questions and some regarding your work. 

Please begin by reading the following vignette: 

Case Vignette 

A 36-year-old client with a previous diagnosis of [borderline personality disorder] 
[schizophrenia] tells his/her case manager during the first session about feeling 
depressed and recent thoughts of suicide. In sessions that follow, the client reports 
ongoing financial problems and difficulties coping with this situation. During the fifth 
session while recounting these current difficulties, the client pounds his/her fist 
against the table and exclaims that the situation is unfair and hopeless. The client 
then proceeds to uncontrollably sob. When the case manager who works with the 
client mentions recent events involving this client to a colleague, [the colleague rolls 
her/his eyes and says 'not anotheione of those'.] [the colleague states that he/she is 
intrigued and wants to hear more about how the client is progressing.] 

Questions about the Vignette 
In this section, you will be asked some questions about the description you just read. 
The first questions are about the kind of person you think the client is likely to be. 
Please circle the number that corresponds with the best description of your response. 

1.) If you were the case manager in this scenario, describe the kind of person 
you think your client is likely to be: 
a. 

1 2 3 4 5 
Not likable Somewhat likable Very likable 

b. 
1 2 3 4 5 
Not Somewhat deserving of Very 
deserving of time deserving 
time of time 

c. 
1 2 3 4 5 
Not Somewhat cooperative Very 
cooperative cooperative 

d. 
1 2 3 4 5 
Very self- Somewhat self-centred Not self-
centred ' -~:. centred 

e. 
1 2 3 4 5 
Not honest Somewhat honest Very honest 

g. (R) 
1 2 3 4 5 
Not Somewhat demanding Very 
demanding demanding 

Please turn over 
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Please circle the number that corresponds with the best description of your 
response. 

1.) Continued: If you were the case manager in this scenario, please describe the 
kind of person you think your client is likely to be: 
h. 

1 
Very 
manipulative 

2 3 4 
Somewhat manipulative 

5 
Not 

manipulative 

2.) If you were the case manager in this scenario, describe your initial 
thoughts or reactions associated with possible future work with this client: 
a. 

1 2 3 4 5 
Not at all Somewhat willing to Very willing 
willing to work work with client to work with 
with client client 

b. (R) 
1 2 3 4 5 
No feeling Some feeling of dread Strong 
of dread feeling of 

dread 
c. 

1 2 3 4 5 
Very Somewhat uncomfortable Not at all 
uncomfortable uncomfortable 

d. (R) 
1 2 3 4 5 
Very Somewhat motivated Not at all 
motivated motivated 

e. (R) 
1 2 3 4 5 
Not at all Somewhat hopeless Very 
hopeless hopeless 

f. (R) 
1 2 3 4 5 
Not at all Somewhat apprehensive Very 
apprehensive apprehensive 

3.) If you were the case manager in this scenario, describe your initial 
impressions associated with this client's presentation: 
a. (R) 

b. 

1 2 3 ·4 5 
Client not at Client somewhat in Client very 
all in control control of symptoms or much in 
of symptoms distress control of -or distress . ·._, symptoms or 

distress 

1 2 3 4 5 
Client very Client somewhat faking Client not at 
much faking symptoms or distress all faking 
symptoms symptoms 
or distress or distress 

Please circle the number that corresponds with the best description of your 
response. 
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3). Continued: If you were the case manager in this scenario, describe your initial 
impressions associated with this client's presentation: 
c. (R) 

1 2 3 4 5 
Client not at Client somewhat Client very 
all responsible for symptoms much in 
responsible or distress responsible 
for symptoms for symptoms 
or distress or distress 

d. 
1 2 3 4 5 
Client very Client somewhat Client not at 
much exaggerating symptoms all 
exaggerating exaggeratin 
symptoms g symptoms 

e. (R) 
1 2 3 4 5 
Client not at Client somewhat to Client very 
all to blame blame for symptoms much to 
for blame for 
symptoms symptoms 

4.) If you were the case manager in this scenario, describe your impression 
of how therapy might unfold with this client: 
a. 

1 2 3 4 5 
Not at all Somewhat financially Very 
financially effective financially 
effective effective 

b. 
1 2 3 4 5 
Very Somewhat complicated Not at all 
complicated complicated 

c. 
1 2 3 4 5 
Emotionally Somewhat emotionally Not at all 
exhausting exhausting emotionally 

exhausting 
d. (R) 

1 2 3 4 5 
Very Somewhat successful Not at all 
successful successful 

e. 
1 2 3 4 5 
Not at all Somewhat rewarding Very 
rewarding rewarding 

f. •-•..; 

1 2 3 4 5 
Very risky Somewhat risky Not at all risky 

g. (R) 
1 2 3 4 5 
Not at all Somewhat frustrating Very 
frustrating frustrating 

Please Turn Over 
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Appendix D: Copy of the demographic form. 
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Demographic Questions 

Here are some questions about you and your work. This information will help us determine 
how representative our sample is relative to the population we are sampling from, and as a 
result, potential limitations of the research. 

1. What is your sex? 

Male 
Female 

2. How many years experience of mental health work do you have? 
Years 

3. What is your profession? 

Clinical Psychology/ 
Psychology 
Medicine/ Psychiatry 
Nursing 

Occupational Therapy 

Social Work 
Other (please specify) 

4. Given the amount of time you spend working with clients, please indicate 
approximately what percentage of your time is spent working with: 

(please make sure percentages sum to 100%) 
a. clients with major depression? 

-------% 
b. clients with schizophrenia? 

-------% 
C. clients with anxiety disorders? 

-------% 
d. clients with borderline personality disorder? 

-------% 
e. clients with other issues? 

_______ Ofo 

(please make sure percentages sum to 100%) 100% 

5. Please circle how much say you have in the selection of the types of clients on 
your caseload: 

1 2 
No say 

3 
About half the 

time 

4 5 
Complete 

say 

6. Please circle the extent to which you would be pl~ased or displeased by an 
increase in time spent working with: -

Very Neutral/ Very 
eleased .. :;. No oeinion diseleased 

a. clients with major 1 2 3 4 5 
depression 

b. clients with 1 2 3 4 5 
schizophrenia? 

C. clients with anxiety 1 2 3 4 5 
disorders? 

d. clients with borderline 1 2 3 4 5 
personality disorder? 

e. clients with other 1 2 3 4 5 
issues? 

Thank you for taking the time to answer this survey! 
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Appendix E: Copy of letter sent to service 
managers of district health boards to ask 

permission to distribute surveys to their staff. 

146 



xxxx 
Service Manager 
Mental Health Service 
XX District Health Board. 

Dear XXX, 

147 

Hello, my name is Kathryn Whitehead and I am a MA student in Clinical Psychology 
at the University of Canterbury. I am writing to you to ask if you would consider 
allowing me to recruit participants for my MA thesis through your service. The thesis 
is entitled 'The Attitudes of Mental Health Workers toward Borderline Personality 
Disorder'. This research involves a case vignette followed by an attitudinal 
questionnaire. This questionnaire aims to elicit the attitudes mental health 
professionals have toward a hypothetical client, diagnosed with either borderline 
personality disorder or schizophrenia. This research is potentially relevant to 
identifying staff training needs, as well as possible barriers to effective service 
provision. This project has been approved by a departmental research committee, 
and is currently in the process of being reviewed and approved by the Human Ethics 
Committee of the University of Canterbury. 

As a service manager, giving permission for your staff to take part in this project 
would involve little effort on your part. If you are agreeable, I would ask that you 
inform me of how many staff work in your service. I would then send you the 
appropriate number of questionnaires, which could be disseminated to all case
managing staff in the service. Your staff would then have the opportunity to decide 
whether or not they wish to participate. Any participation would be completely 
voluntary, and all responses will be anonymous. Participation would take 
approximately 15 minutes. No identifying details of either individual participants or 
services will be reported. 

I have attached a copy of the information sheet and consent form for this project, as 
well as draft of the questionnaire. I am optimistic that you will be willing allow your 
staff to take part in this project. If you are agreeable, please contact me with the 
number of questionnaires you require, or alternatively, a list of specific branches of 
your service and the numbers of staff in each. 

If you have any questions about this project, or would like more information, please 
do not hesitate to contact me at kaw57@student.canterbury.ac.nz or ph. 03 364 
2987 extn. 3086. My supervisor for this project is Dr. Richard Farmer, who can be 
contacted at 03 364 2987 extn. 7196. 

Thank you very much for taking the time to read this letter. 
Yours truly, 

Kathryn Whitehead. 
BA(Hons) Psychology. 
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Appendix F: Cover letter sent to participants to 
inform them about the survey. 

-, 
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Code Number: -----

Survey of Mental Health Workers. 

Dear Mental Health Worker, 

Please read the following note. before completing the questionnaire. 

You are invited to participate in the research project 'Survey of Mental Health 
Workers' by completing the following questionnaire. The aim of the project is to 
understand better the relationship mental health workers have with their clients in a 
New Zealand setting. 

The project is being carried out as a requirement for the degree of Master of Arts by 
Kathryn Whitehead, under the supervision of Dr. Richard Farmer, who can be 
contacted at (03) 364 2987, extn 7196. Kathryn Whitehead can be contacted by e
mail at kaw57@student.canterbury.ac.nz . They will be pleased to discuss any 
concerns you may have about participation in the project. This project has been 
reviewed and approved by the Human Ethics Committee at the University of 
Canterbury. 

The questionnaire is anonymous, and you will not be identified as a participant 
without your consent. 

You may at any time withdraw your participation, including withdrawal of any 
information you have provided, by contacting the researcher and quoting the code 
number above. You can remain anonymous in this process by simply writing or 
phoning the researcher and stating the code number and that you wish to withdraw. 
Please keep this information sheet in case you wish to withdraw in the future. 

By completing the questionnaire, however, it will be understood that you 
have consented to participate in the project, and that you consent to 
presentation or publication of the results of the project with the 
understanding that anonymity will be preserved and that only group 
information, not individual identifying information, will be reported. 

If you choose to take part in this study, please fill in the questionnaire and return it in 
the freepost envelope enclosed. 

If you would like to find out the results of this project or more information about it, an 
information sheet detailing findings will be available on the University of Canterbury 
Department of Psychology Website (www.psyc.canterbury.ac.nz) by the beginning of 
March 2004. 

Thank you for taking the time to read this, 
Yours truly, 

Kathryn Whitehead. 
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Appendix G: Reminder notice about 
questionnaire sent to staff at mental health 

services . 
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For team meetings/ the team notice board 

Survey of Mental Health Workers 

Thank You 
To everyone who has filled in this survey so 

far. Your response is greatly appreciated. 

If you are intending to fill in the survey, this is a 
friendly reminder. All responses are very much 

valued. · 

If you are interested in the results of this project, or would like 
more information about it, please visit: 
www.psyc.canterbury.ac.nz/pgrad.html 
Then click on 'Masters' students research information'. Full 
information about this study will be posted i~ mid December. 

Thanks again, 

Kathryn Whitehead 
Department of Psychology 

University of Canterbury 
Christchurch 

Email: kaw57@student.canterbury.ac.nz 
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Appendix H: Copy of Approval Letter for Focus 
Group Project from University of Canterbury 

Human Ethics Committee. 

·-., 
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University of Canterbury 

Private Bag 4800 

Christchurch 

New Zealand 

22 July 2003 

Kathryn Whitehead 

Telephone: +64-3-366 700 I' 

Facsimile: +64-3-364 2999 

Department of Psychology 
UNIVERSITY OF CANTERBURY 

Dear Kathryn 

153 

The Human Ethics Committee advises that your research proposal "The Attitudes of Mental 
Health Professionals Towards Borderline Personality Disorder." has been considered and 
approved. 

Yours sincerely 

r'~-~a.___ 
Rosalie Reilly 
Secretary 

~- · . ..., 

1 e'1 
l .J ..J 



Appendix I: Copy of Approval Letter for 
Questionnaire Project from University of 
Canterbury Human Ethics Committee. 
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University of Canterbury 

Private Bag 4800 

Christchurch 

New Zealand 

17 September 2003 

Kathryn Whitehead 

Telephone: +64-3-366 700 I 

Facsimile: +64-3-364 2999 

Department of Psychology 
UNIVERSITY OF CANTERBURY 

Dear Kathryn 

The Human Ethics Committee advises that the amendment to your research proposal 
"The Attitudes of Mental Health Professionals Towards Borderline Personality 
Disorder." has been considered and approved. 

Yours sincerely 

~t...-.. 
Rebekah Carson 
Secretary - -
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Appendix J: List of full names and 
abbreviations for each scale 

. ·._, 
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Scale One: Client as a Person (CaP) 
Scale Two: Clinician Motivation (CMo) 
Scale Three: Symptom Exaggeration (SEg) 
Scale Four: Effectiveness of Therapy (ET) 
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Appendix K: List of all items retained in each 
scale after detractors were removed . 

. . .,. 
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Scale One: Description of the kind of person the client in the vignette is likely to be. 
a. Likable 
b. Deserving of Time 
c. Cooperative 
d. Self-centred 
e. Honest 
f. Demanding 
g. Manipulative 

Scale two: Initial thoughts and reactions associated with possible future work with the 
client in the vignette. 

a. Willing to work with client. 
b. Feeling of dread 
d. Motivated 
e. Hopeless 
f. Apprehensive. 

Scale three: Impressions associated with the client's presentation. 
b. Client faking symptoms or distress 
d. Client exaggerating symptoms 
e. Client to blame for symptoms 

Scale four: Impression of how therapy might unfold with the client in the vignette. 
a. Financially effective 
b. Complicated 
c. Emotionally exhausting 
d. Successful 
e. Rewarding 
g. Frustrating. 

. ·._, 
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