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Abstract

Background
People with Borderline Personality Disorder (BPD) and their carers/families continue to experience structural stigma when accessing health services.
Structural stigma involves societal-level conditions, cultural norms, and organizational policies that inhibit the opportunities, resources, and wellbeing of
people living with attributes that are the object of stigma. BPD is a serious mental illness characterized by pervasive psychosocial dysfunction including,
problems regulating emotions and suicidality. This scoping review aimed to identify, map, and explore the international literature on structural stigma
associated with BPD and its impact on healthcare for consumers with BPD, their carers/families, and health practitioners.

Methods
A comprehensive search of the literature encompassed MEDLINE, CINAHL, PsycINFO, Scopus, Cochrane Library, and JBI Evidence-Based databases (from
inception to February 28th 2022). The search strategy also included grey literature searches and handsearching the references of included studies. Eligibility
criteria included citations relevant to structural stigma associated with BPD and health and crisis care services. Quality appraisal of included citations were
completed using the Mixed Methods Appraisal Tool 2018 version (MMAT v.18), the Joanna Briggs Institute (JBI) Checklist for Systematic Reviews and
Research Syntheses Tool, or the AGREE II: advancing guideline development, reporting, and evaluation in health care tool. Thematic Analysis was used to
inform data extraction, analysis, interpretation, and synthesis of the data.

Results
A total of �fty-seven citations were included in the review comprising empirical peer-reviewed articles (n = 55), and reports (n = 2). Studies included
quantitative, qualitative, mixed methods, and systematic review designs. Review �ndings identi�ed several extant macro- and micro-level structural
mechanisms, challenges, and barriers contributing to BPD-related stigma in healthcare systems. These structural factors have a substantial impact on health
service access and care for BPD. Key themes that emerged from the data comprised: structural stigma and the BPD diagnosis; structural stigma surrounding
health and crisis care services; and practitioner-patient interactions.

Conclusion
Narrative synthesis of the �ndings provide evidence about the impact of structural stigma on healthcare for BPD. Results of this review are anticipated to
inform future research, policy, and practice in addressing BPD-related stigma in healthcare systems, as well as approaches for improving responsive care
delivery for consumers with BPD and their carers/families.

Background
Consumers with a diagnosis of BPD and their carers/families are often confronted with structural stigma when accessing health services for their mental
health condition [1–4]. Structural stigma is de�ned as the societal-level conditions, cultural norms, and institutional policies that constrain the opportunities,
resources, and wellbeing of the stigmatized” ([5] p.742). Stigma is a multi-level phenomenon that occurs within various interpersonal, organisational, and
structural context; and causes health inequities in accessing services and supports [5], and poor health outcomes [6] for consumers with BPD [3, 7–9] and their
carers/families [1, 2, 10, 11]. BPD is a serious mental illness associated with longstanding effects of �ve or more symptoms relating to persistent patterns of
instability in psychosocial functioning including, problems regulating emotions, self-image, interpersonal relationships, impulsivity, and suicidality [12]. The
global lifetime prevalence of BPD is up to 6% in the general population [13–16]; 10% of consumers in outpatient settings, and up to 22% of consumers in
inpatient settings [13, 17, 18].

BPD is a complex and contentious diagnosis [19], partly because evidence is yet to determine the exact cause of the condition. However, the trajectory is likely
to be linked to genetic and environmental factors including childhood abuse [20, 21] and insecure attachment. These traumatic experiences can have
debilitating effects on the ability of consumers with BPD to form healthy trusting relationships and develop the resilience needed to cope with the pressures of
everyday life [22]. Consumers with BPD are a high-risk group for suicide [23] as trauma can trigger heightened emotions, often resulting in repetitive cycles of
intense distress, crises, and suicidality (i.e., self-harm, suicidal ideation, and suicide attempts) [24, 25]. Chesney et al. [26] conducted a meta-review on the risk
for suicide mortality associated with major psychiatric disorders and found that the suicide risk among consumers with BPD was 45% greater than the general
population, and disproportionately higher than other psychiatric disorders. Other studies investigating the prevalence of suicidality found that 75% of people
with BPD attempted suicide [27], and up to 10% of people with BPD died by suicide [28].

Recurrent presentations to health services following suicidality among this population place increased demand on healthcare systems [27, 29]. This is
particularly evident in emergency services; however, the care provided is often not adequate in meeting the complex needs of consumers with BPD [10]. A
recent study investigating the prevalence of mental health presentations among consumers with personality disorders indicated that 20.5% of these
consumers presented to emergency services, and 26.6% of consumers with personality disorders presented to inpatient services. Further, consumers with
personality disorders were 50% more likely to access health services in crisis within 28 days of their last presentation, than consumers with other mental
health disorders [30]. Another study investigating health service utilization found that specialist psychotherapy services, day treatments, residential programs,
outpatient, and inpatient medical services were accessed at higher rates by consumers with BPD, than other consumers [29]. Findings from a community
sample also found that 75% of people with BPD accessed help from a range of health professionals including physicians, therapists, and counsellors for their



Page 3/28

mental illness [31]. The high prevalence of presentations to health services by consumers with BPD in crisis [15, 27, 28] has resulted in this disorder becoming
one of the most highly stigmatized and marginalized mental health conditions in healthcare systems [32, 33].

There is a growing body of research exploring the experiences of BPD-related stigma among consumers with BPD [3, 7–9, 34, 35]; and their carers/families [1,
2, 11] when accessing health services. Consumers with BPD consistently reported receiving poor levels of care from health services including, being treated
disrespectfully and not being believed [3]. These experiences reported by consumers with BPD appear to stem from the myths surrounding suicidality and BPD
such as, deliberate self-harm being perceived as manipulative behaviour rather than a symptom of the disorder [36]. There are also reports of interactions
between consumers with BPD, their carers/families, and health practitioners resulting in con�ict [37]. In some instances, consumers with BPD report that they
are refused treatment by health practitioners when presenting to health services in crisis [38, 39]. Carers/families of consumers with BPD have reported
experiencing intense feelings of worry, grief, and social isolation associated with caring for their family member with BPD. Carers/families also experience
substantial ongoing �nancial burdens [11, 40] in response to the costs of private health services (such as evidence-based therapies) and hospitalization of the
person with BPD that they are caring for. Access to clinical and community-based services and supports for both consumers with BPD and their
carers/families are limited, making it di�cult to receive treatment and support when needed [3, 4].

There are also concerns regarding the inadequacy of existing health services’ capacity to meet the complex needs of consumers with BPD and their
carers/families [34, 35, 41]. These structural and service-related problems stem from the lack of funding allocated to research, health services and supports
[42, 43], and insu�cient education, training, and supervision for health practitioners dedicated to working with consumers with BPD in healthcare settings [44–
54]. In addition, there are concerns regarding some health practitioners’ negative beliefs, attitudes, and practices when working with consumers with BPD [38,
39, 53]. Ungar et al.’s [55] study examined mental health practitioners’ beliefs and attitudes to treating consumers with BPD and found that more than 80% of
staff agreed that consumers with BPD were more challenging to work with than consumers with other mental health disorders. Deans et al.’s [56] study found
that 89% of registered psychiatric nurses (n = 47) agreed with the statement that consumers with BPD are manipulative. These �ndings are consistent with
other studies exploring health practitioners’ perspectives and behaviour towards BPD [57, 58].

While there is vast literature on the perspectives and experiences of stigma among consumers with BPD [3, 9, 34, 59–71], their carers/families [1, 2, 4, 10, 11,
40, 72], and health practitioners [19, 38, 50–54, 56, 73–90], currently there is limited knowledge about the structural mechanisms contributing to BPD-related
stigma in healthcare systems, and the impacts these factors impart on the delivery of services and care to consumers with BPD and their carers/families.
Exploring the body of literature addressing stigma in relation to BPD will allow us to identify the existing structural problems in healthcare systems and inform
recommendations for attending to these signi�cant public health concerns [29].

Aim and research questions
The aim of this scoping review is to identify, map, and provide a broad overview of the international literature on structural stigma associated with BPD and its
impact on healthcare for consumers with BPD, their carers/families, and health practitioners. This includes understanding how structures in healthcare
systems such as, institutional policies, cultural norms, and organizational practices affect the availability and accessibility of quality health services and care
for consumers with BPD and their carers/families. The primary research question addresses: How does structural stigma relevant to the diagnosis of BPD
impact on the provision of health services and care for people with BPD, their carers/families, and health practitioners? Secondary research questions were
also explored to gain a deeper understanding of the mechanisms, challenges, and barriers in�uencing BPD-related stigma in healthcare systems, as follows:
(1) What are the perspectives and lived experiences of structural stigma among consumers with BPD, their carers/families, and health practitioners? (2) What
are the speci�c drivers in�uencing the manifestation and perpetuation of BPD-related structural stigma in healthcare systems, and the implications for
research, policy, and practice? [91].

Methods
The scoping review was registered within the Open Science Framework (registration ID: (https://osf.io/bhpg4). A scoping review methodology was chosen to
achieve the aim of this review based on its broad application to mapping, exploring, and synthesizing extant international literature, and identifying gaps in
knowledge [92]. Scoping review approaches are useful for understanding the complexity of concepts relating to healthcare and informing evidence-based
practice [93]. The review process followed JBI guidelines for scoping reviews [94] and Arksey and O’Malley’s [95] �ve-step process for scoping reviews
framework: (1) identifying the research question; (2) identifying relevant studies; (3) study selection; (4) charting data; and (5) collating, summarizing, and
reporting the results.

Identifying relevant studies
We undertook a comprehensive systematic search of electronic databases for peer-reviewed papers published from inception to February 28th 2022 using
MEDLINE (Ovid), CINAHL (EBSCO Connect), PsycINFO (Ovid), Scopus (Elsevier), Cochrane Library (Wiley), and JBI Evidence-Based Database (Ovid). A search
of grey literature using Google search engine was conducted to identify other relevant citations such as, clinical practice guidelines for BPD. The references of
included citations from both the peer-reviewed and grey literature searches were hand-searched to identify any additional relevant citations. Additional �le 1
presents the PsycINFO search strategy and the grey literature key words. Search terms were developed relevant to the three categories of search key terms: (a)
BPD; (b) stigma; and (c) crisis care. Draft searches were executed in PsycINFO (Ovid) to test the search text word terms and subject heading combinations.
Search terms were re�ned during iterative test searches resulting in a comprehensive search strategy to identify all existing peer-reviewed articles relating to
BPD-related stigma in healthcare systems. Risk of selection bias was minimized by using the varied methods of study sourcing. The eligibility criteria
(Table 1), based on the Population-Concept-Context (PCC) framework [94], guided the study selection process during screening.

Table 1 Eligibility criteria



Page 4/28

Study selection
All citations identi�ed from the search were collated and uploaded into Endnote V.9. Citations were then uploaded into Covidence and deduplicated by the lead
author (PK). Citation screening and selection were undertaken using the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA)
statement [96] (Additional �le 2). Two independent reviewers (PK and AKF) screened the titles, abstracts, and full-text citations against the de�ned selection
criteria to identify relevant studies. Full-text citations of selected studies were retrieved via Covidence and assessed against the inclusion criteria, with citations
that were found to be ineligible omitted in accordance with the exclusion criteria (Table 1). Discrepancies in decisions regarding the inclusion of studies at
both the title/abstract screening stage and the full-text stage were accessed and resolved by a third reviewer (SL) with clinical expertise in the �eld of mental
health.

Charting the data
Data identi�ed for inclusion in this review were extracted into a charting table following meetings held by the research team (PK, AKF, SL) where the type of
information to be extracted from the eligible citations were discussed and consensus reached. The charting table of included studies used the following �elds:
Author, year, Country; quality rating; population data; aim/purpose; study design; methods; and main �ndings (Table 2). Data extraction was led by the �rst
author (PK) and checked and revised by the second author (AKF).

Quality appraisal
Quality appraisal of all citations was undertaken to reduce the risk of bias. The MMAT v.18 checklist [97] was used to determine methodology quality of the
quantitative, qualitative and mixed methods studies for inclusion into this review. The JBI Checklist for Systematic Reviews and Research Syntheses tool [98]
was used to appraise methodological rigor of the reviews; and the AGREE II: advancing guideline development, reporting, and evaluation in health care tool
[99] was used to appraise the Clinical Practice Guidelines for the treatment and management of BPD (from here on known as Guidelines). Meetings were held
by the research team (PK, AKF, SL) to discuss the items within the quality appraisal tools and processes for assessing the methodological quality of the
included citations. This included establishing an agreed cut-off criteria for excluding low quality studies in accordance with the eligibility criteria. Initially, one
reviewer (PK) conducted the quality appraisals of the citations. Two reviewers (PK and AKF) then met to review the quality appraisals of the studies and
highlight any concerns; where issues were identi�ed, resolution was achieved through discussion. A third reviewer (SL) was available to resolve any
discrepancies between the two reviewers; however, no further resolution was required.

Collating and summarizing the �ndings
Data were collated, analysed, and synthesized using Braun and Clarke’s [100] Thematic Analysis. Results of the review were synthesized into a narrative
summary of the study aims, research questions, and eligibility criteria (PCC). Data analyses involved: (1) quantitative data being summarized using
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Table 2
Data extraction of study characteristics on borderline personality disorder related structural stigma in healthcare systems

Author,

Year,
Country

MMAT v.18/
JBI Quality
Rating*

Population

data

Aim/ Purpose Study design Methods/

Intervention

Main Findings

Acres et al.
2019,

AUS

[10]

JBI, Level 1.b/
Level 4*

Carers (N = 
1891).
Emergency
care settings.
Sources of
evidence (N = 
10): research
studies (n = 7),
advocacy brief
(n = 1), clinical
practice
guideline (n = 
1), action plan
(n = 1)

Explore, locate, and
compile literature
detailing the
perspectives of
family carers of
people with BPD in
Emergency
Departments (ED)
with a focus on
nursing practices

Scoping review Review of the
literature

Carers perceived ED as the only
option for emergency care in a
crisis. Carers require information
on how to manage a crisis with
their loved one. Carers are often
not consulted with by health
professionals; and perceive that
health professionals lack
understanding of consumers
distress and BPD - a key barrier to
effective crisis care.

Bodner et al.
2011,

IL

[75]

*** Health
practitioners (N 
= 57):

Males (n = 35),
females (n = 
65) Age, range
(25–65 years
old).
Psychiatric
hospital
settings

Develop and use
inventories that
measure cognitive
and emotional
attitudes of health
practitioners toward
patients with BPD

Quantitative study Surveys Psychologists scored lower than
psychiatrists and nurses on
antagonistic judgments; nurses
scored lower than psychiatrists
and psychologists on empathy.
Analyses conducted on the three
emotional attitudes separately
showed that suicidal tendencies
of BPD patients explained
negative emotions and di�culties
in treating these patients.

Bodner et al.
2015,

IL

[76]

**** Health
practitioners (N 
= 710):

Age, range
(40–47 years
old). Years of
service, range
(11–21 years).
Psychiatric
hospitals (N = 
4)

Improve Bodner et al
2011 sample; inspect
if nurses' tendency to
express more
negative attitudes
toward BPD is
evident in a larger
sample

Quantitative study Surveys Nurses and psychiatrists reported
higher number of patients with
BPD, exhibited more negative
attitudes, and less empathy
toward these patients than other
professions. Negative attitudes
were positively correlated with
caring for greater numbers of
patients with BPD. Nurses
expressed the greatest interest in
studying short-term methods;
psychiatrists expressed interest in
improving professional skills for
BPD.

Borschmann
et al. 2014,

UK

[7]

**** 1. People with
BPD (N = 41).

2. Males (n = 7,
17%), female
(n = 34, 82%).
Mean age (SD)
36, (11).
Community
services

Examine crisis care
preferences of
community-dwelling
adults with BPD

Qualitative study Thematic
Analysis of
crisis plans

Participants gave clear
statements in their crisis plans
about the desire to recover from
the crisis and improve their social
functioning. Key themes included:
the desire to be treated with
dignity and respect; to receive
emotional and practical support
from clinicians; and preferences
for treatment refusals during
crises such as, psycho-tropic
medication and involuntary
treatment.

Buteau et al.
2008

[1]

***** Carers of
people with
BPD/ families
(N = 12). Males
(n = 2), and
females (n = 
10)

To learn from
families what their
experiences have
been in four key
areas: (1) knowledge
about BPD, (2) BPD
treatments, (3)
coping with BPD, and
(4) reasons for hope

Qualitative study Semi-
structured
interviews

Families identi�ed �ve key areas
of concern: (1) di�culty
accessing current evidence-based
knowledge about BPD/
treatments, (2) a stigmatizing
health care system, (3) prolonged
hopelessness, (4) shrinking social
networks, and, (5) �nancial
burdens. To improve the quality of
services for families affected by
BPD, social workers must educate
themselves on BPD, BPD
treatment options, information,
and resources.
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Author,

Year,
Country

MMAT v.18/
JBI Quality
Rating*

Population

data

Aim/ Purpose Study design Methods/

Intervention

Main Findings

Carrotte et
al. 2019,

AUS

[61]

***** A total of 12
participants
comprising,
people with
BPD (n = 9),
carers (n = 3)

Identify treatment
and support services
accessed by people
with BPD and their
carers; perceived
bene�ts and
challenges
associated with
these services; and
recommended
changes to services

Qualitative study Semi-
structured
interviews,

focus groups

Themes revealed: identity and
discovery; (mis)communication;
complexities of care; �nding what
works; an uncertain future; and
carer empowerment. Participants
described community-based
psychotherapy as critical for
reducing symptoms of BPD and
improving services. Macro- and
micro-levels relating to costs,
service access, and clinician-client
factors were discussed.

Clarke et al.
2015,

UK

[54]

**** Health
practitioners (N 
= 44): Years of
service, range
(1–10 years or
more).
Inpatient
setting

To assess whether
training in
neurobiological
underpinnings of
BPD could improve
knowledge and
attitude change of
staff

Within-subjects,

quantitative

survey

design

Surveys
relating to
delivery of

‘The Science of
BPD’ training

Attendance at the training session
was associated with signi�cant
increases in

theoretical knowledge, perspective
taking and

mental health locus of origin.
There were no changes observed
in empathic concern. A brief
training session utilizing a
neurobiological framework can be
effective in facilitating knowledge
and attitudinal change among
health practitioners working with
BPD.

Commons
Treloar et al.
2008,

AUS

[84]

**** Medical and
health
practitioners (N 
= 140). Males
(n = 48),
females (n = 
92). Years of
service, range
(1–16 years).
Emergency
care, Mental
health services
settings

To assess the
attitudes of

clinicians towards
patients diagnosed
with BPD

Quantitative study A purpose-
designed
survey

Signi�cant differences were found
among emergency medical and
mental health staff in their
attitudes to people with BPD. The
strongest predictor of attitudes to
self-harm were whether the
practitioner worked in emergency
medicine or mental health, years
of experience, and training in BPD.

Commons
Treloar et al.
2009a,

AUS

[83]

***** Medical and
health
practitioners (N 
= 140). Males
(n = 48),
females (n = 
92). Emergency
medicine,
Mental health
services
settings (N = 3)

To explore health
practitioners’
experiences and
attitudes in working
with patients with
BPD

Qualitative study Qualitative
survey

Results revealed four themes:
BPD patients generate an
uncomfortable personal response
in health practitioners,
characteristics of BPD contribute
to negative health
practitioner/service responses,
inadequacies of the health system
in addressing BPD patient needs,
and strategies needed to improve
services for BPD. Findings
suggest that interpersonal and
system di�culties may have
impacted the services for BPD.

Commons
Treloar et al.
2009b,

AUS

[52]

*** Registered
health
practitioners (N 
= 65). Males (n 
= 26, 40%),
females (n = 39,
60%). Years of
service (1 year
or more.
Psychiatric
hospital
settings

To examine two
theoretical
educational
frameworks
(cognitive-
behavioural and
psychoanalytic),
compared with no
education to assess
subsequent
differences in health
practitioners’
attitudes to
deliberate self-harm
behaviours in BPD

A randomized
comparative
quasi-
experimental
study

Surveys/

‘Cognitive
Behavioural
Therapy
Program’,

‘Psychotherapy
Program’
training

Compared with participants in the
control group (N = 22),
participants in the cognitive-
behavioural program (N = 18)
showed signi�cant improvement
in attitudes after attending the
training, as did participants in the
psychoanalytic program (N = 25).
At six-month follow-up, the
psychoanalytic group maintained
signi�cant changes in attitude.
Results support the use of brief
educational interventions in
sustaining attitude change to
working with this population.
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Author,

Year,
Country

MMAT v.18/
JBI Quality
Rating*

Population

data

Aim/ Purpose Study design Methods/

Intervention

Main Findings

Day et al.
2018,

AUS

[85]

*** 3. Mental
health
practitioners (N 
= 66). Males (n 
= 22, 33.3%),
female (n = 44,
66.7%). Public
health service
settings

To investigate mental
health practitioners’
attitudes to
individuals with BPD
where attitudes were
compared over time

Longitudinalmixed
methods design

Surveys,

Semi-
structured
interviews

The 2000 sample (n = 33)
endorsed more negative
descriptions (e.g.,) ‘attention
seeking’, ‘manipulative’), and the
2015 sample (n = 33) focused
more on treatment approaches
and skills (e.g.,) ‘management
plan’, ‘empathy’). The 2015
sample endorsed more positive
attitudes than the 2000 sample.
This positive attitudinal shift may
re�ect a changing landscape of
the mental health system and
greater awareness and use of
effective treatments.

Deans et al.
2006,

AUS

[56]

**** Registered
psychiatric
nurses (N = 47).
Males (n = 14,
30%), females
(n = 34, 70%).
Age, range
(21–60 years
old). 15 years
or more (53%)
of service.
Psychiatric
inpatient and
community
services

To describe
psychiatric nurses’
attitudes

to individuals with
BPD

Quantitative study Survey Results show that a proportion of
psychiatric nurses' experience
negative reactions and attitudes
to people with BPD, perceiving
them as manipulative, and feeling
angry towards them. One third of
nurses reported they ‘strongly
disagreed’ or ‘disagreed’ that they
know how to care for people with
BPD.

Dickens et
al. 2016,

UK

[51]

JBI, Level 1.b/
Level 4*

Mental health
nurses (N = 
1197). 9
studies across
6 Countries

To collate evidence
on interventions
devised to improve
the responses of
mental health nurses
to people with BPD

Systematic
Review

Review of the
literature

Eight studies were included in this
review, half of which were judged
to be methodologically weak, and
the remaining four studies judged
to be of moderate quality. Only
one study employed a control
group. The largest effect sizes
were found for changes related to
cognitive attitudes including
knowledge; smaller effect sizes
were found in relation to changes
in affective outcomes. Mental
health nurses hold the poorest
attitudes to people with BPD.

Dickens et
al. 2019,

UK

[50]

**** 4. Mental
health nurses
(N = 28, training
and pre-and
post- surveys;
N = 16, 4-month
survey; N = 11,
focus groups).
Inpatient and
community
settings

To evaluate mental
health nurses’
responses and
experiences of an
educational
intervention for BPD

Mixed methods Surveys,

Focus Groups/

‘Positive about
Borderline’
training

Results revealed some sustained
changes consistent with expected
attitudinal gains in relation to the
perceived treatment
characteristics of this group, the
perception of their suicidal
tendencies and negative attitudes.
Qualitative �ndings revealed
hostility towards the underpinning
biosocial model and positive
appreciation for the involvement
of an expert by experience.

Dunne &
Rogers,
2013,

UK

[2]

***** Carers (N = 8).
Community
Personality
Disorder
Service

To explore carers’
experiences of the
caring role, and
mental health and
community services

Qualitative study Focus groups The �rst carers’ focus group
exploring the role of mental health
services produced four super-
ordinate themes. The second
carers’ focus groups experiences
in the community produced six
super-ordinate themes. It seems
carers of people with BPD are
often overlooked by mental health
services, and subsequently require
more support to ensure their own
well-being.
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Author,

Year,
Country

MMAT v.18/
JBI Quality
Rating*

Population

data

Aim/ Purpose Study design Methods/

Intervention

Main Findings

Ekdahl et al.
2015,

SE

[72]

***** 5. Carers/
signi�cant
others (N = 19).
Of the 19, 11
were involved
in focus
groups. Males
(n = 5), females
(n = 14). Age,
range (43–75
years old).
Psychiatric and
health service
settings

To describe
signi�cant others’
experiences of

living close to a
person with BPD and
their experience

of psychiatric care

Qualitative study Qualitative

Survey,

Focus groups

Results revealed four categories: a
life tiptoeing, powerlessness, guilt,
and lifelong grief, feeling left out
and abandoned, and lost trust.
The �rst two categories describe
the experience of living close to a
person with BPD, and the last two
categories describe encounters
with psychiatric care.

Fallon 2003,

UK

[64]

**** People with
BPD (N = 7).
Psychiatric
services

To analyse the
perspectives and
lived experiences of
participants with
BPD contact with
psychiatric services

Qualitative study Unstructured
interviews

Results found that people with
BPD valued contact with
psychiatric services despite
negative staff attitudes and
experiences. Relationships with
others was vital in containing their
distress despite trusting issues.
Overcoming this was achieved by
consistent long-term involvement
with staff, containing
relationships, encouraging
participants to contribute to their
care, and improving
understanding of BPD.

Hauck et al.
2013,

USA

[87]

**** Psychiatric
nurses (N = 83)

Males (n = 8,
9.6%); females
(n = 75, 90.3%).
Age, range
(21–65 years
old).
Psychiatric
hospitals (N = 
3)

To explore the
attitudes

of psychiatric nurses
to patients with BPD
experiencing self-
harm

Descriptive,
correlational

Design

Surveys Psychiatric nurses had positive
attitudes toward hospitalized BPD
patients with deliberate self-harm.
Psychiatric nurses with more
years of nursing experience and
self-reported need for further BPD
education had more positive
attitudes.

Horn et al.
2007,

UK

[67]

***** 6. People with
BPD (N = 5).
Male (n = 1),
female (n = 4).
Age, range
(23–44 years
old). Mental
health services

To explore user
experiences and
understandings of
being given the
diagnosis of BPD

Qualitative study Semi-
structured

interviews

Analysis identi�ed �ve themes:
knowledge as power, uncertainty
about what the diagnosis meant,
diagnosis as rejection, diagnosis
is about not �tting, hope and the
possibility of change. Positive and
negative aspects to these themes
were apparent.

James et al.
2007

IL

[101]

*** Psychiatric
nurses (N = 
157).

7. Males (n = 
21, 32%),

8. females (n = 
44, 68%).

9. Age, range (< 
25->50).

Years of service
(< 2->15 years
old). Various
Psychiatric
services

To describe the
experiences and
attitudes of nurses
who deliver nursing
care to people with
BPD

Descriptive survey
research design

Surveys Results indicated that most
nurses have regular contact with
clients with BPD and nurses on
inpatient units reported more
frequent contact than nurses in
the community. Eighty per cent of
nurses viewed clients as more
di�cult to care for than other
clients and believe that the care
they receive is inadequate. Lack
of services was the most
important factor contributing to
the inadequate care and the
development of a specialist
service as the most important to
improve care.
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Keuroghlian
et al. 2006,
USA

[49]

**** Medical and
health
practitioners

10. (N = 297).
Males (n = 25,
25.3%),
females (n = 75,
74.7%)

11. Mean years
of service (SD)
(17 years old
(12). Medical
centres,
hospitals

To assess the
effectiveness

of Good Psychiatric
Management
workshops at
improving clinicians’
attitudes to BPD; to
assess if attitude
changes relate to
years of experience;
and, compare the
magnitude of change
after GPM
workshops to those
from STEPPS
workshop

Pre-post (repeated
measures)

design

Surveys/

‘Good
Psychiatric
Management’
training

Participants reported a decrease
in the inclination to avoid, or
dislike, patients with BPD, and
belief that the prognosis is
hopeless. were Participants also
reported increased feelings of
professional competence, belief
that they can make a positive
difference, and that effective
psychotherapies do exist.
Findings demonstrate Good
Psychiatric Management’s
potential for training health
practitioners to meet the needs of
people with BPD.

Knaak et al.
2015,

CA

[48]

*** Health
practitioners (N 
= 187).

12. Males (n = 
28, 15%),
female (n = 
159, 85%.
Mean age (39.1
years old).
Mean years of
service (22.2).
Health services

To identify whether a
generalist or
specialist approach
is the better strategy
for anti-stigma
programming for
stigmatized
disorders, and to
examine the extent
an intervention led to
change in
perceptions of people
with BPD and mental
illness

Pre-post

design

Surveys/

‘Dialectical
Behaviour
Therapy’
training

Results suggest that the
intervention was successful at
improving healthcare provider
attitudes and behavioural
intentions towards persons with
BPD. The results further suggest
that anti-stigma interventions
effective at combating stigma
against a speci�c disorder may
also have positive generalizable
effects towards a broader set of
mental illnesses.

Koehne et
al. 2012,

AUS

[19]

***** Medical and
health
practitioners (N 
= 15).
(Psychiatric
hospitals (N = 
3). Child and
Adolescent
Mental Health
Services

Do mental health
clinicians share
diagnostic
information about
BPD with their
adolescent clients,
and if so, how? What
are the factors that
guide clinical
practice in the
decision to disclose
or to withhold a
diagnosis of
emerging BPD to
adolescents?

Qualitative study Semi-
structured
interviews

Findings found that doctors,
nurses, and allied health
practitioners resisted a diagnosis
of BPD in their work with
adolescents. We delineate speci�c
social and discursive strategies
that health practitioners displayed
including: team rules discouraged
diagnostic disclosure, the lexical
strategy of hedging when using
the diagnosis, the prohibition and
utility of informal ‘borderline talk’
among health practitioners
reframed the diagnosis with
young people.

Lawn et al.
2015a,

AUS

[3]

*** 13. People with
BPD (N = 153).
Age, range
(18–65 years
and older)14.
15.

To explore the lived
experiences of health
service access from
the perspective of
Australians with BPD

Quantitative study Survey Responses from 153 consumers
with BPD showed that they
experience signi�cant challenges
and discrimination when
accessing public and private
health services. Seeking help from
emergency departments during
crises was challenging.
Community support services were
perceived as inadequate to meet
patient needs.

Lawn et al.,
2015b,

AUS

[4]

*** Carers (N = 
121). Males (n 
= 24, 25.5%),
female (n = 78,
76.5%). Age,
range (mostly
50-60s).
Various health
and community
services
settings

To explore their
experiences

of being carers,
attempts to seek help
for the person
diagnosed with BPD,
and their own carer
needs

Quantitative study Surveys Responses from 121 carers found
carers experience signi�cant
challenges and discrimination
when accessing health services.
Comparison with consumers’
experiences showed that
carers/families understand the
discrimination faced by people
BPD, largely because they also
experience exclusion and
discrimination. Community carer
support services were perceived
as inadequate. General
Practitioners (GP) were an
important source of support
however, service providers need
more education and training to
support attitudinal change that
addresses discrimination,
recognizes carers’ needs, and
provides support.
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Lohman
2017,

USA

[88]

***** People with
BPD (N = 500)/
BPD Resource
Centre

To build on the BPD
services knowledge
base by
characterizing the
experiences of
consumers,
caregivers, and
family members
seeking BPD
resources

Qualitative study Retrospective
data analysis
of brief
unstructured
interviews (N = 
500)/ Data
from resource
centre
transcripts (N 
= 6,253)

Results found that primary
services and resources requested
were: outpatient services (51%)
and educational materials (13%).
Care-seekers identi�ed family
services, crisis intervention, and
mental health literacy as areas
where available resources did not
meet demand. Factors identi�ed
as potential barriers to accessing
appropriate treatment for BPD
included stigmatization and
marginalization within mental
health system and �nancial
concerns.

Ma et al.
2009,

TW

[102]

***** Mental health
nurses (N = 15).
Females (n = 
15). Age, range
(20->40). Years
of service (4–
10 years).
Various health
and community
service settings

To explore the
contributing factors
and effects of
Taiwan’s mental
health nurses’
decision-making
patterns on care
outcomes for
patients with BPD

Qualitative study Semi-
structured
interviews

The informants’ caring outcomes
for BPD patients were involved
with interactions across �ve
themes: shifting from the
honeymoon to chaos stage,
nurses’ expectations for positive
vs. negative outcomes, practicing
routine vs. individualized care,
adequate or inadequate support
from healthcare teams and
differences in care outcomes.

Markham
2003,

UK

[103]

*** 16. Mental
health nurses
(N = 71). Males
(n = 18),
females (n = 
47). Mental
health inpatient
facilities

To evaluate the
effects of the BPD
label on staff
attitudes and
perceptions

Repeated
Measures
Factorial design

Surveys Registered mental health nurses
expressed less social rejection
towards patients with
schizophrenia and perceived them
to be less dangerous than
patients with BPD. Staff were
least optimistic about patients
with a BPD and were more
negative about their experience of
working with this group compared
to the other patient groups.

Markham et
al. 2003,

UK

[104]

*** 17. Mental
health nurses
(N = 48). Males
(N = 12, 25%),
females (N = 
33, 69%). Mean
age (SD), 38
(9.3). Mean
years of service
(SD), 12.7 (8.9).
Mental health
inpatient
facilities

To investigate how
the BPD label affects
health practitioners’
perceptions and
causal attributions
about patients’
behaviour

Within-
participants
survey design

Survey Patients with BPD attracted more
negative responses from nurses
than those with a label of
schizophrenia. Causes of their
behaviour were rated as more
stable and they were thought to
be more in control of their
behaviour, then patients with other
mental illnesses. Nurses reported
less sympathy towards patients
with BPD and rated their personal
experiences as more negative
than experienced with other
patients.

Masland et
al. 2018,

USA

[47]

**** 18. Mental
health
practitioners,
researchers (N 
= 193). Mean
age (SD), 48.84
(13.47). Mean
years of service
(SD), 18.12,
(12.37).
Various health
services

To examine if the 1-
day training can
change health
practitioners’
attitudes to BPD,
which persist over
time

Repeated

Measures

Design

Surveys/

‘Good
Psychiatric
Management’
training

Staff attitudes did not change
immediately after training, but 6-
months later had changed
signi�cantly. Findings indicated
that brief training fosters
improvements in health
practitioners’ attitudes and beliefs
about BPD.

McGrath et
al. 2012,

IE

[105]

***** Registered
psychiatric
nurses (N = 17).
Males (n = 5),
females (n = 
12). Mean
years of service
(n = 16).
Community
mental health
service settings

To identify themes
from an analysis of
the nurses’
interactions with
people with BPD, and
to describe their level
of empathy to this
patient group

Qualitative study Semi-
structured
interviews

Results found four themes:
challenging and di�cult,
manipulative, destructive and
threatening behaviour, preying on
the vulnerable resulting in splitting
staff and service users, and
boundaries and structure. Low
levels of empathy were evident in
most participants’ responses to
the staff-patient interaction
response scale. Findings provide
further insight on nurses’ empathy
responses and views on caring for
people with BPD.
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Millar 2012,

SC

[106]

**** Psychologists
(N = 16).
Females (n = 
16). Years of
service, range
(1–32 years)

To explore
psychologists’

experiences and
perceptions of clients
with BPD

Qualitative study Focus groups The following themes emerged
from the analysis: negative
perceptions of the client,
undesirable feelings in the
psychologist, positive perceptions
of the client, desirable feelings in
the psychologist, awareness of
negativity, trying to make sense of
the chaos, working in contrast to
the system, and improving our
role.

Morris 2014,

UK

[107]

***** People with
BPD (N = 9).
Males (n = 2),
females (n = 7).
Age, range
(18–65 years
old). Various
voluntary
sector
organisations
in the North-
West of
England

To explore people
with BPD’s
experience of mental
health services to
understand what
aspects of services
are helpful

Qualitative study Semi-
structured
interviews

Three themes were generated
including: the diagnostic process
in�uences how service users feel
about BPD, non-caring care, and
it’s all about the relationship.
Participants identi�ed practical
points which services could
implement to improve the
experiences of service users.

National
Health and
Medical
Research
Council
2012,

AUS

[16]

Agree II
Instrumentlevel
6

Health
practitioners

To provide current
evidence for the
effective treatment to
improve the
diagnosis and care
of people with BPD in
healthcare services in
Australia

Clinical Guidelines Treatment and
crisis
management

Health professionals at all levels
of the healthcare system and
within each type of health service
should recognize that BPD
treatment is a legitimate use of
healthcare services. Having BPD
should never be used as a reason
to refuse health care to a person.
A tailored management plan,
including crisis plan, should be
developed for all people with BPD
who are accessing health
services.

Nehls 1999,

USA

[108]

***** People with
BPD (N = 30).
30 Females (N 
= 30).
Psychiatric,
outpatient, and
community
services

To generate
knowledge

about the experience
of living with the
diagnosis of BPD

Qualitative study Semi-
structured
interviews

Three themes were identi�ed:
living with a label, living with self-
destructive behaviour perceived
as manipulation, and living with
limited access to care. The
�ndings suggest that mental
health care for persons with BPD
could be improved by confronting
prejudice, understanding self-
harm, and safeguarding
opportunities for dialogue.

Nehls 2000,

USA

[109]

***** 19. Case
managers (N = 
17).
Community
mental health
centre

To study the day-to-
day experiences of
case managers who
care for persons with
borderline personality
disorder

Qualitative study Semi-
structured
interviews

The analysis showed a pattern of
monitoring self-involvement. The
case managers monitored
themselves in terms of expressing
concern and setting boundaries.
These practices highlight a central
and unique component of being a
case manager for persons with
BPD, that is, the case manager's
focus of attention is on self. By
focusing on the self, case
managers seek to retain control of
the nature of the relationship.

Ng 2016,

AUS

[110]

JBI, Level 1.b/
Level 4*

People with
BPD (N = 1122),
carers and
health
practitioners’
perspectives
re�ected in
consumer
studies

To review the
literature

on symptomatic and
personal recovery
from BPD

Systematic review Review of the
literature

There were 19 studies,
representing 11 unique cohorts
meeting the review criteria. There
was a limited focus on personal
recovery and the views of family
and carers were absent from the
literature. Stigma associated with
the diagnostic label hindered trust
formation and consumers ability
to fully engage.



Page 12/28

Author,

Year,
Country

MMAT v.18/
JBI Quality
Rating*

Population

data

Aim/ Purpose Study design Methods/

Intervention

Main Findings

O’Connell
2013,

IE

[111]

*** Community
psychiatric
nurses (N = 15).
Years of
service, range
(3–15 years).
Irish adult
community
mental health
service

To explore the
experience of
psychiatric nurses
who work in the
community caring for
clients with BPD

Qualitative study Semi-
structured
interviews

The nurses’ understanding of BPD
and their experiences of caring for
individuals with the condition
varied. Participants identi�ed
speci�c skills required when
working with clients, but the
absence of supervision for nurses
was a particular di�culty, and
training on BPD was lacking.

Perseius et
al. 2005,

SE

[8]

***** People with
BPD (N = 10).

Age, range
(22–49 years
old)

To investigate life
situations, suffering,
and perceptions of
encounters with
psychiatric care
among patients with

BPD

Qualitative study Semi-
structured
interviews

Findings revealed three themes:
life on the edge, the struggle for
health and dignity, a balance act
on a slack wire over a volcano,
and the good and the bad act of
psychiatric care in the drama of
suffering. Theme formed
movement back and forth, from
despair and unendurable
suffering to struggle for health
and dignity and a life worth living.

Pigot et al.
2019,

AUS

[46]

***** 20. Mental
health
practitioners (N 
= 21). Males (n
− 10), female
(n = 11). Mean
age, 39.5 (9.7).
Public mental
health services

To understand the
facilitators and
barriers to
implementation of a
stepped care
approach to treating
personality disorders

Qualitative study Semi-
structured
interviews /

‘Stepped Care
approach’
training

Participants identi�ed personal
attitudes, knowledge, and skills as
important for successful
implementation. Existing positive
attitudes and beliefs about
treating people with a personality
disorder contributed to the
emergence of clinical champions.
Training facilitated positive
attitudes by justifying the
psychological approach. Findings
suggests speci�c organizational
and individual factors may
increase timely and e�cient
implementation of interventions
for people with BPD.

Proctor et al.
2020,

AUS

[112]

*** People with
BPD (N = 577),
comprising 153
consumers in
2011, and 424
consumers in
2017

To understand
Australian consumer
perspectives
regarding BPD

Quantitative study Surveys Many people diagnosed with BPD
experience di�culties when
seeking help, stigma within health
services, and barriers to treatment.
Improved general awareness,
communication, and
understanding of BPD from
consumers and health
professionals were evident.

Ring et al.
2019,

AUS

[34]

JBI, Level 1.b/
Level 4*

People with
BPD (N = 12),
Health
practitioners (N 
= 18) across 30
studies in total

To compare and
contrast what stigma
looks like within
mental health care
contexts, from the
perspective of
patients and mental
health professionals’
and how it is
perpetuated at the
interface of care

Literature review Review of the
literature

Thirty studies were found: 12 on
patient’s perspectives and 18 on
clinician’s perspectives. Six
themes arose from the thematic
synthesis: stigma related to
diagnosis and disclosure,
perceived un-treatability, stigma
as a response to feeling
powerless, stigma due to
preconceptions of patients, low
BPD health literacy, and
overcoming stigma through
enhanced empathy. A conceptual
framework for explaining the
perpetuation of stigma and BPD
is proposed.

Rogers
2012,

UK

[68]

***** People with
BPD (N = 7).
Male (n = 1),
female (n = 5).

Age, range
(22–66 years
old)

To explore the
experience

of service users
being treated with
medication for the
BPD diagnosis

Qualitative study Semi-
structured
interviews

The main themes to emerged
were: staff knowledge and
attitudes, lack of resources and
the recovery pathway for BPD.
Service users felt that receiving
the BPD diagnosis had a negative
impact on the care they received,
with staff either refusing
treatment or focusing on
medication as a treatment option.
The introduction of specialist
services for this group appears to
improve service user satisfaction
with treatment and adherence to
the National Institute for Clinical
Excellence guidelines.
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Shaikh et al.
2017,

USA

[33]

JBI, Level 1.b/
Level 4

Health
practitioners (N 
= 5136). 56
studies.
Emergency
care

To review the advice
to physicians and
health-care providers
who face challenging
BPD patients in the
ED

Systematic review Review of the
literature

Results found that crisis
intervention should be the �rst
objective of health practitioners
when dealing with these patients
in emergency departments. Risk
management processes and
developing a positive attitude and
empathy towards these patients
will help them in normalizing in an
emergency setting after which
treatment course can be decided.

Sitsti 2016,

USA

[113]

**** Psychiatrists
(N = 134). Male
(n = 88, 65.7%),
females, (n = 
46, 34.3%).
Years of
service, range
(0->20).
Psychiatric
services

To examine whether
Psychiatrists had
ever withheld/not
documented patients’
BPD diagnosis

Quantitative study Survey Fifty-seven percent of participants
indicated that they failed to
disclose BPD to their patients, and
37 percent said they had not
documented the diagnosis. For
those respondents with a history
of not disclosing or documenting
BPD, most agreed that either
stigma or uncertainty of diagnosis
played a role in decisions.

Stapleton et
al. 2019,

UK

[70]

JBI, Level 1.b/
Level 4

People with
BPD (N = 90)
across all 8
studies. Age,
range between
21 and 61
years. Acute
Psychiatric
inpatient wards

To conduct a meta-
synthesis of
qualitative research
exploring the
experiences of
people with BPD on
acute psychiatric
inpatient wards

Meta-synthesis Review of the
literature

Eight primary studies met the
inclusion criteria. Four themes
included: contact with staff and
fellow inpatients, staff attitudes
and knowledge, admission as a
refuge, and the admission and
discharge journey. Opportunities
to be listened to and to talk to
staff and fellow inpatients, time-
out from daily life and feelings of
safety and control were perceived
as positive elements of inpatient
care. Negative experiences were
attributed to a lack of contact with
staff, negative staff attitudes,
staff’s lack of knowledge on BPD,
coercive involuntary admission,
and poor discharge planning.

Stroud et al.
2013,

UK

[39]

***** 21. Registered
Community
Mental Health
Nurses (N = 4).
Male (n = 1,
female (n = 3).
Age range (30-

22. 59 years
old).
Community
Mental Health
team

To gain a fuller
understanding

of how community
psychiatric nurses
make sense of the
diagnosis of BPD
and how their
constructs of BPD
impact their
approach to this
client group

Qualitative study Semi-
structured
interviews

Results suggested that
participants ascribe meaning to
the client’s presentation ‘in the
moment’. When they had a
framework to explain behaviour,
participants were more likely to
express positive attitudes. As
participants were deriving
meaning ‘in the moment’, there
could be �uidity with regards to
participants’ attitudes, ranging
from ‘dread’ to a ‘desire to help’,
and leading participants to shift
between ‘connected’ and
‘disconnected’ interactions.

Sulzer 2015,

USA

[114]

***** 23. Mental
health
practitioners (N 
= 22). Inpatient
and out-patient
settings

To evaluate how
health practitioners
describe patients
with BPD, how the
diagnosis affects the
treatment provided,
and the implications
for patients

Qualitative study Semi-
structured
interviews

Findings suggest patients with
BPD are routinely labelled di�cult,
and subsequently routed out of
care through a variety of direct
and indirect means. This process
creates a functional form of
demedicalization where the actual
diagnosis of BPD remains de jure
medicalized, but the treatment
component of medicalization is
harder to secure for patients.

Sulzer
2016a,

USA

[115]

***** Mental health
practitioners (N 
= 22). BPD
activists

To understand how
health practitioners
communicate the
diagnosis of BPD
with patients, and to
compare and
evaluate these
practices with patient
communication
preferences

Qualitative study Semi-
structured
interviews

Most participants sampled did not
actively share the BPD diagnosis
with their patients, even when they
felt it was the most appropriate
diagnosis. Most patients wanted
to be told that they had the
disorder, as well as have their
providers discuss the stigma they
would face. Patients who later
discovered that their diagnosis
had been withheld consistently
left treatment.
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Sulzer
2016b,

USA

[116]

**** 24. Mental
health
practitioners (N 
= 39). Men (n = 
15), female (n 
= 24). Various
public and
private health
services

To examine how
clinicians navigate
providing treatment
to BPD in the context
of the DSM 5,
deinstitutionalization,
and the biomedical
model.

Qualitative study Semi-
structured
interviews

Health practitioners faced
pressures to focus on biomedical
treatments. Treatments which
emphasized pharmaceuticals and
short courses of care were ill-
suited compared to long-term
therapeutic interventions. This
contradiction is the ‘biomedical
mismatch’; Gidden's concept of
structuration is used to
understand how health
practitioners navigate care. Social
factors such as, stigma and
trauma, are insu�ciently
represented in the biomedical
model of care for BPD.

National
Institute for
Health and
Care
Excellence,
2009

UK

[117]

Agree II
Instrument
level 5

Targeting
Health
practitioners

To advise on the
treatment and
management of BPD

Clinical guidelines Treatment and
crisis
management

Findings provide evidence-based
guidance on interventions for
health practitioners supporting
people with BPD and
families/carers. People with BPD
should not be excluded from
accessing health services
because of their diagnosis or
suicidality. Health practitioners
should build a trusting
relationship, work in an open,
engaging, and non-judgmental
manner, and be consistent and
reliable when working with people
with BPD and carers.

Vandyk et
al. 2019,

CA

[118]

***** People with
BPD (N = 6).
Emergency
care settings

To explore the
experiences of
persons who
frequently present to
the ED for mental
health-related
reasons.

Qualitative study Semi-
structured
interviews

Two broad themes included: the
cyclic nature of ED use, coping
skills and strategies. Unstable
community management that
leads to crisis presentation to the
ED often perpetuated access by
participants. Participants
identi�ed a desire for human
interaction, feelings of loneliness,
lack of community resources,
safety concerns following
suicidality as the main drivers for
visiting ED. Participants identi�ed
strategies to protect themselves
against unnecessary ED use and
improve health.

Veysey
2014,

NZ

[71]

***** 25. People with
a BPD (N = 8).
Male (n = 2),
female (n = 7).
Age, range
(25–65)

To explore people
with BPD encounters
of discriminatory
experiences from
healthcare
professionals

Qualitative study Semi-
structured
interviews

Themes found that discriminatory
experiences contributed to
participants’ negative self-image
and negative messages about the
BPD label. A history of self-harm
appeared to be related to an
increased number of
discriminatory experiences.
Connecting with the person and
‘seeing more’ beyond an
individual’s diagnosis and/or
behaviour epitomized helpful
experiences.

Warrender
2015,

UK

[44]

***** 26. Nurses (N = 
9). Acute
mental health
wards, hospital
setting (N = 1).
Health services

To capture staff
perceptions of the
impact of health.
Mentalization-based
therapy

skills training on their
practice when
working

with people BPD in
acute mental health

Qualitative study Focus groups/
‘Mentalization-
based Therapy
skills training

Mentalization-based Therapy
Skills training promoted empathy
and humane responses to self-
harm, impacted on participants
ability to tolerate risk and
changed some perceptions of
BPD. Staff felt empowered and
more con�dent working with
people with BPD. The positive
implication for practice was the
ease in which the approach was
adopted and participants
perception of Mentalization-based
Therapy skills as an empowering
skill set which also contributed to
attitudinal change.
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Warrender et
al. 2020,

UK

[35]

JBI, Level 1.b/
Level 4

Health
practitioners

27. 46 studies.
A total of N = 
3714
participants
comprising:
people with
BPD (n = 2345),
carers (n = 
184), Health
practitioners (n 
= 1185).
Various
healthcare
settings

To explore the
experiences of
stakeholders
involved in the crisis
care of people

diagnosed with BPD

Integrative review Systematic
review of the
literature

Four themes: crisis as a recurrent
multidimensional cycle, variations
and dynamics impacting on crisis
intervention, impact of
interpersonal dynamics and
communication on crisis, and
balancing decision making and
responsibility in managing crisis.

Wlodarczyk
et al 2018,

AUS

[41]

***** A total of 22
participants
comprising GP
(N = 12);
research team
(n = 5); People
with BPD (n = 
2); Carers, 3.
GPs: Males (n 
= 6), females
(n = 6). GP
Partners
Australia

To explore the nature
and di�culties for
GP, examine the
reasons that caring
for people with BPD
in primary care is
di�cult and not well
managed, and
explore what
strategies and
actions might assist
with improving the
care of their patients
with BPD

Qualitative study Focus Groups Key themes identi�ed were:
challenges regarding the BPD
diagnosis, clinical complexity, the
GP–patient relationship, and
navigating systems for support.
Health service pathways are
dependent on the quality of care
provided and GP capacity to
identify and understand BPD. GP
need support to develop the skills
necessary to provide effective
care for BPD patients. Structural
barriers obstructing attempts to
address patients with BPD were
discussed.

Woollaston
et al. 2008,

UK

[119]

***** Nurses (N = 6).
Males (n = 4),
females (n = 2).
Age, range
(20–40 years
old). Years of
service, range
(2–17 years).
Various
hospital and
community
health services
(N = 6)28.

To explore nurses’
relationships with
BPD patients from
their own perspective

Qualitative study Semi-
structured
interviews

Results identi�ed the following
themes: destructive whirlwind’,
idealized and demonized, and
manipulation and threatening.
The study concludes that nurses
experience BPD patients
negatively. This can be attributed
to the unpleasant interactions
they have with them and feeling
that they lack the necessary skills
to work with this group. Nurses
report that they want to improve
their relationships with BPD
patients.

*MMAT v.18 quality rating: low = 1 to 2 stars; moderate = 3 stars; moderately high = 4 stars; high = 5 stars [97]. *JBI Quality rating for level of evidence for
effectiveness is level 1.b systematic review of RCTs and other study designs; and the level of meaningfulness is 4 - systematic reviews of expert opinion [120].
*Agree II Instrument quality rating scale [99]: 1 = lowest possible quality, through to, 7 = highest possible quality. #BPD = Borderline Personality Disorder; #ED = 
Emergency department.

descriptive statistics and frequencies [121]; and (2) Thematic Analysis of qualitative data to organize, categorize, and interpret key themes and patterns
emerging from the data [100]. Trustworthiness and rigor of data abstraction and synthesis was established using a data analysis table that captured the
categories, codes, and key �ndings/themes on the impact of structural stigma on healthcare for consumers with BPD, their carers/families, and health
practitioners. Triangulating the perspectives and lived experiences of the relevant populations (i.e., consumers with BPD, their carers/families, and health
practitioners) has been identi�ed as an effective approach to establishing a comprehensive understanding of the complex nature of healthcare systems [122]
within the context of BPD.

Results

Data characteristics
The initial database searches yielded 4132 publications. An additional thirty-three (n = 33) records were identi�ed via other sources. Following the removal of
duplicates, citation titles and abstracts were screened (n = 3566), and full-text records (n = 135) were retrieved and assessed for eligibility. Of these records,
seventy-eight (n = 78) were excluded when assessed against the inclusion criteria and the quality appraisal criteria. In total, �fty-seven (n = 57) citations that
aligned with the inclusion criteria and study aims were incorporated into this review. Search results including reasons for excluding citations are presented in a
PRISMA Flow Diagram (Fig. 1).

All citations in this review focused on structural stigma relevant to BPD and healthcare services, including crisis care (n = 57). Of these, most of the citations
comprised peer-reviewed published studies (n = 55), and two (n = 2) non-published reports. The majority of the citations examined health practitioners'
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stigmatizing attitudes and practice speci�c to BPD (n = 36, 63%). Some citations focused on BPD-related educational interventions designed to modify health
practitioners' attitudes and practice in treating BPD (n = 9, 5%) [44, 46–52, 54]. Table 2 presents data characteristics of included citations. Table 3 summarizes
study characteristics of included studies.

Methodological quality
Critical appraisal of citations was undertaken for all included citations. Quality ratings of the quantitative studies were moderate (n = 9), [3, 4, 48, 52, 75, 103,
112, 117, 123], and moderately high (n = 8) [47, 49, 54, 56, 76, 84, 87, 113]. Most qualitative studies were rated high (n = 24)

[1, 2, 8, 19, 39, 41, 44, 46, 61, 67, 68, 71, 72, 83, 88, 102, 105, 107–109, 114, 115, 118, 119], or moderately high in quality (n = 4) [7, 64, 106, 116]. One (n = 1)
qualitative study was deemed moderate in quality [111]. Critical appraisal of mixed methods studies (n = 2) was determined as moderate [85] and moderately
high [50]. Reviews were moderate quality (n = 6) [10, 33, 35, 51, 70, 110], and high quality (n = 1) [34]. Reports were moderately high in quality (n = 2) [16, 117]
(Table 2).

Key �ndings
Synthesis of the review �ndings identi�ed several extant macro- and micro-level structural mechanisms, challenges, and barriers in�uencing BPD-related
stigma in healthcare systems. Structural problems were evident across multiple levels of healthcare including system/service-, practitioner-, and consumer-
levels. These results highlight the complex and contentious nature of BPD and healthcare

Table 3 Summary of key study characteristics

across the following broad themes (and sub-themes) comprising: structural stigma and the BPD diagnosis (subthemes - legitimacy of the BPD diagnosis,
reluctance to disclose a BPD diagnosis, discourse of untreatability); structural stigma surrounding health and crisis care services; and practitioner-patient
interactions. Each of these themes and subthemes are discussed below.

Structural stigma and the BPD diagnosis
This theme is centred around the dominant stigma discourse and misconceptions in healthcare systems regarding the BPD diagnosis, its disclosure,
treatment, and recovery from the perspectives of health practitioners [16, 19, 33, 34, 106, 110, 113–116], consumers with BPD [3, 34, 61, 67, 107, 108, 110], and
carers/families [4, 10, 61, 110]. The main structural challenges and barriers associated with the BPD diagnosis in healthcare systems include: the uncertainty
regarding BPD as a legitimate mental illness [19, 83, 114–116, 119]; concerns regarding the disclosure of a BPD diagnosis [64, 113, 115]; and BPD as an
untreatable condition [114, 116, 119]. Consequently, consumers with BPD are often denied treatment [3, 4, 114–116] and routed out of care through a process
called demedicalization - making it di�cult for these consumers to access medical treatment [114].

Legitimacy of the BPD diagnosis
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The BPD diagnosis and its legitimacy as a mental illness is highly contested in healthcare systems [19, 35, 114], which acts as a barrier to consumers with
BPD and their carers/families accessing quality health services and care [16, 117]. Sulzer et al.’s [114] qualitative study found that health practitioners viewed
consumers with BPD from a moral stance, i.e., as di�cult and manipulative, rather than genuinely sick; and subsequently denied these consumers treatment.
Participants described consumers with BPD as morally deviant and believed that their self-harming behaviour was an attempt to gain attention, rather than
viewing it as a symptom of their mental illness requiring concerted attention. Nehls et al.’s [108] qualitative study found that health practitioners perceived
consumers with BPD as having an attitude problem re�ective of their character, rather than being ill. Health practitioners also believed consumers with BPD
were responsible for their condition and more in control of their actions than consumers with other mental health conditions [108, 114]. These misconceptions
regarding the validity and reliability of the BPD diagnosis stem partly from the DSM-linked categorization of BPD in Axis II [12], comparative to other
conditions (such as schizophrenia) which have a clear biological aetiology and response to medication [114]. Psychiatrists working with adolescents in Child
and Mental Health Services also expressed concerns regarding the legitimacy of the BPD diagnosis for adolescents given the DSM criteria is adult-speci�c
and does not account for the developmental stages of adolescents [19].

Consumers with BPD [3, 7, 64, 68, 70, 71, 108, 118] and their carers/families [1, 2, 4, 10, 41, 61, 72, 110] have consistently raised concerns regarding their lived
experiences of discrimination and stigma in health services in response to the BPD diagnosis. Discrimination and stigma have been identi�ed in the literature
as prominent structural mechanisms that manifest and perpetuate challenges and barriers to accessing appropriate health services and care for consumers
with BPD and their carers/families [3, 4, 16, 117]. Lawn et al.’s [3, 4] quantitative studies found that consumers with BPD reported experiencing high levels of
anxiety associated with discrimination due to their BPD diagnosis (58%, n = 67) and not being taken seriously (71%, n = 82) by health practitioners. In addition,
carers/families of people with BPD also reported that the discrimination against consumers with BPD in relation to the BPD diagnosis (53%, n = 36) and not
being taken seriously (44%, n = 30) were major barriers to accessing health services and support. Carers/families also reported feeling stigmatized by
association (i.e., stigma placed on family members based on their relationship with the person that they care for) and feeling blamed for their family members’
condition. These discriminatory experiences are contrary to best practice guidelines for treating BPD which describes BPD as a valid mental illness and a
legitimate use of healthcare resources; and recommends against consumers with BPD being discriminated against, or withheld treatment based on the BPD
diagnostic label [16, 117].

Reluctance to disclose a BPD diagnosis
Studies examining BPD-related stigma in healthcare systems have highlighted health practitioners' reluctance to disclose a BPD diagnosis to consumers [33,
34, 110, 113, 114, 116]. Sisti and colleague [113] undertook a quantitative survey and found more than half of psychiatrists (57%, n = 77) participating in the
study chose not to disclose a BPD diagnosis to their patients; and over a third of psychiatrists (37%, n = 49) did not document the diagnosis in their patient’s
medical charts. Respondents in this study reported stigma (43%) and uncertainty regarding the diagnosis (60%) as the main reasons for withholding a BPD
diagnosis from patients. Respondents (n = 12) in Lawn et al.’s [3] survey suggested that General Practitioners (GP) did not appear to take notes on BPD or
believe in the disorder. Koehne et al.’s [19] qualitative study explored health practitioners diagnostic and disclosure practices among adolescents and found
that practitioners decisions regarding diagnostic disclosure were often in�uenced by cultural norms embedded within their professional teams. Findings
further indicated that health practitioners used discursive strategies to avoid disclosing the diagnosis to their patients. This involved hedging (i.e., vague terms
used by practitioners to distance themselves from the discussion at hand) and reframing the condition in terms of emerging traits or symptoms, rather than
naming the actual diagnosis.

Similarly, Sulzer et al. [115] found most health practitioners (81%) diagnosed patients with an alternate disorder such as, post-traumatic stress disorder or
depression. Practitioners' reported reasons for providing patients with an alternative diagnosis included: fear of patients rejecting the diagnosis; protecting
patients from stigma, shame, and blame associated with the disorder; and, providing an alternative diagnosis to enhance patients' likelihood of receiving
responsive treatment. These �ndings are consistent with responses of the patients with BPD in this study, which indicated that they had not been informed
about the BPD diagnosis by their health practitioner at the time of the diagnosis. Only a few health practitioners (9%) in the study reported fully disclosing a
BPD diagnosis to their patients. The reasons these participants gave for disclosing the diagnosis was to ensure that they were complying with their
professional duties regarding informed consent, and that providing an accurate diagnosis enables consumers to access appropriate treatment for their
speci�c condition.

Contrary to health practitioners' beliefs, most consumers with BPD in Sulzer et al.’s [115] study reported that they wanted to be informed of their diagnosis and
to discuss the disorder and its associated stigma with their health practitioner. Consumers stated that they experienced relief when they received the
diagnosis, and that they found the diagnostic process therapeutic. Only a few consumers with BPD (n = 3) reacted negatively to receiving their diagnosis.
These �ndings are consistent with other studies that found consumers with BPD appreciated being informed of the diagnosis by their health practitioner [34,
61]. In addition, Morris et al.’s [107] qualitative study suggested that the diagnostic process and way in which people are informed about the diagnosis impacts
how they feel about BPD. It appears that consumers with BPD who were informed of their diagnosis from a health practitioner who was optimistic about
effective treatments and recovery prospects were more likely to feel positive about BPD than consumers who had had a negative experience associated with
learning about their diagnosis. Further, Sulzer et al. [115] observed consumers with BPD whose health practitioner did not openly discuss their diagnosis with
them subsequently ceased to engage in treatment.

Consumers with BPD also reported that receiving BPD-related information and education from their health practitioner was helpful [107, 108] as it assisted
them to understand their symptoms and behaviours [64], and to see their condition from a disease perspective rather than as a personality �aw [34]. Other
studies have found consumers with BPD who did not receive su�cient information from their health practitioner had limited knowledge and understanding of
BPD [3, 67]. These �ndings are concerning given Lawn et al. [3] found that 45% of consumers with BPD reported not receiving adequate information about the
disorder from their health practitioner. These non-disclosure practices present major structural challenges and barriers to consumers with BPD receiving
adequate knowledge with which to understand their condition, as well as treatment to meet their speci�c needs [16, 117].
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Discourse of untreatability
The dominant biomedical approach to healthcare and the DSM category for BPD has been identi�ed as important structural mechanisms driving the
challenges and barriers to responsive services and care for BPD. The controversial debates in the literature regarding the effectiveness of the biomedical
approach in treating BPD centre on the reliance upon conventional treatments such as, short-term therapy and medication. These therapeutic strategies are
viewed by health practitioners as ill-suited for treating BPD [106, 116]. Further, social factors contributing to stigma and trauma are not considered in the
biomedical approach, and have consequently created the unintentional downstream effects of crisis reinstitutionalization (i.e., the repetitive use of brief,
intensive crisis interventions) and the discourse of untreatability [116]. High rates of health service utilization among BPD populations including emergency
and mental health services have been linked to the inability of the biomedical approach to effectively respond to the complex needs of consumers with BPD
[110, 116]. However, health practitioners working with this population continue to experience considerable pressure to align their practice with the dominant
biomedical discourse, partly due to the need to conform with the medical profession or insurances policies and procedures [116]. These structural challenges
have had a detrimental effect on the delivery of appropriate treatment and recovery pathways for BPD, as well as contributed to health practitioners
stigmatizing attitudes and practices to BPD [16, 34, 35, 39, 49–52, 56, 75, 76, 83–85, 102–106, 109, 116, 117, 119, 123].

Sulzer et al.’s [116] qualitative study highlighted that health practitioners perceived BPD negatively and preferred not to work with consumers with BPD. This
was further quali�ed by another qualitative study [83] identifying health practitioners were less likely to provide an objective assessment of consumers' needs,
and often refused to treat consumers with BPD. Alarmingly, some health practitioners (n = 2) [105] revealed that they avoided providing any (or minimal) level
of care to consumers with BPD. Similarly, consumers with BPD reported that health practitioners’ preconceived ideas and attitudes to BPD made them feel as
though they were being, "labelled and judged" rather than, "diagnosed and treated" for BPD ([108] p.288). Participants further stated that they believed a
diagnosis of BPD could be useful in guiding treatment, although the BPD label was unhelpful in supporting their treatment and recovery [108]. A number of
studies (n = 9) recounted consumers’ experiences of health services, detailing incidences of being denied treatment by health practitioners when they
attempted to access healthcare [3, 7, 61, 64, 67, 88, 107, 108, 116]. Carers/families of people with BPD also reported witnessing the person they were caring for
being refused treatment when presenting to health services in crisis [4]. These �ndings indicate that the myths surrounding the untreatable nature of BPD and
its impact on practice (i.e., denying treatment) persist despite evidence of effective therapies for BPD such as, Dialectical Behavioural Therapy and
mentalization based approaches [16, 114, 117].

In summary, the stigmatizing discourse and misconceptions surrounding the legitimacy of BPD, the diagnostic and disclosure practices, and its treatability,
serve to compound and perpetuate existing structural problems creating challenges and barriers to effective delivery of health services and care for BPD. The
prominent structural mechanisms identi�ed in the literature were: BPD-related discrimination and stigma; the Biomedical model of care; and the DSM
categorization. The speci�c challenges and barriers inhibiting effective service delivery for BPD were identi�ed as: uncertainty of the BPD diagnosis; anti-
diagnostic and disclosure practices to BPD; crisis reinstitutionalization; and the discourse of untreatability.

Structural stigma surrounding health and crisis care services
Consumers with BPD and their carers/families frequently access health services in crisis [3, 4, 10, 64] and consequently, experience widespread discrimination,
prejudice, and stigma in healthcare systems [1–4, 7, 8, 10, 16, 19, 33–35, 39, 41, 44, 46–52, 54, 56, 61, 64, 67, 68, 70–72, 75, 76, 83–85, 87, 88, 101–119]. A
recent review described crisis in relation to BPD as a recurrent multidimensional cycle of suicidality, help-seeking, and health service utilization, linked to the
experience of distress among consumers with BPD, their carers/families, and health practitioners [35]. The experience of crisis for consumers with BPD
appears complex; and has been described by consumers as a sudden onset of overwhelming emotions in response to negative internal and/or external stimuli
such as, feelings of depression or anxiety, dissociative experiences, or interpersonal con�icts. Carers/families of people with BPD also experience distress
associated with their dependents’ crises [35], along with feelings of intense worry, powerlessness, and frustration in the midst of a crisis [72]. Health
practitioners similarly report experiencing distress when working with consumers with BPD in crisis [35, 44] where the threat of suicide is considered the most
distressing [105]. Feelings of frustration, inadequacy [83], uncertainty [44], and the desire to avoid working with consumers with BPD [75, 76, 105] were
consistent experiences described in the literature by health practitioners. Practitioners further perceived that crisis among consumers with BPD was an
ongoing concern [68, 83, 109], which often necessitated crisis intervention and referrals to intensive home treatment teams [35] or other community-based
services [3, 4].

Stigma related to BPD and suicidality have been identi�ed in the literature as the pivotal structural mechanism driving the inadequacy of health and crisis care
services for BPD [3, 4, 61]. The associated challenges and barriers identi�ed in the literature are mostly related to the signi�cant gaps in the availability,
accessibility, and affordability of services and supports for consumers with BPD and their carers/families [3, 4, 8, 33, 35, 41, 64, 71, 72, 83, 84, 102, 107, 108,
110–112, 118]. Lawn et al.’s [3] studies found that 50% of consumers with BPD reported that they were unable to access support services when they needed
them; and 63% (n = 48) of carers/families [4] reported that they could not access support services, with 51.4% (n = 37) reporting that their GP had not
supported them in their caring role.

In the context of healthcare systems, primary health care providers experienced di�culties navigating services and referral pathways for BPD given the limited
health services, crisis care programs, and supports available across the hospital and community interface [41]. There are also inconsistencies in decision
making processes and practices for treating BPD [56, 77, 85, 87, 101, 105] in emergency and inpatient mental health services despite the development of
Guidelines [16, 117] providing best practice approaches for the treatment and management of BPD in clinical settings. This includes discrepancies associated
with hospital admissions of consumers with BPD who present to emergency services following suicidality [3, 4, 35, 44].

Typically, community health services and supports for people with BPD are limited with long waiting times for specialist psychiatric services such as,
psychotherapy [3, 4, 41]. Financial barriers relating to the expense of accessing private specialist services often places signi�cant economic demands on
consumers with BPD and their carers/families [3, 4, 72]. Other structural challenges and barriers impacting the provision of health services and care for BPD



Page 19/28

included: limited funding allocated for BPD-speci�c resources such as, specialist therapeutic services [101]; lack of health literacy [1, 3, 4, 7, 34, 35, 61, 88];
concerns regarding insurance coverage and �nance [88]; problems with discharge planning/continuity of care [8, 64, 107]; and the lack of effective crisis
interventions [35].

Beyond these system-level factors, practitioner-level challenges and barriers affect the delivery of health and crisis care services, in particular, health
practitioners pervasive stigmatizing attitudes and practices to BPD and suicidality [1–4, 7, 8, 10, 16, 19, 33–35, 39, 41, 44, 46–52, 54, 56, 61, 64, 67, 68, 70–72,
75, 76, 83–85, 87, 88, 101–119]. BPD and suicidality have been judged harshly by health practitioners [88], with practitioners reporting that they �nd treating
consumers with BPD experiencing suicidality confronting [84]. Health practitioners also viewed consumers with BPD who engaged in self-harming behaviour
as simply acting out [8], trying to gain attention [8, 105], or being manipulative in their attempts to control others [56]. Further, although health practitioners
understood that consumers with BPD engaged in self-harming behaviour as a means of expressing emotional distress, nonetheless they considered these
behaviours to be a habitual response by consumers with BPD [84]. In contrast, consumers with BPD argued that they are misunderstood by health
practitioners: their self-harming behaviour is not intended to gain attention or manipulate and control other people; but rather, it is used as a method for
releasing intense emotional pain [3, 8]. When recounting their impulsive self-harming behaviour, consumers with BPD reported feeling remorse following self-
harm or a suicide attempt and then seeking crisis intervention from health services [58] with the hope to recover from the crisis, and their mental health
condition [7].

Research suggests that BPD-related stigma in healthcare systems has, to some extent, been manufactured and perpetuated within healthcare professions
[115]. Studies examining BPD-related stigma by practitioner type indicated that nurses, including psychiatric nurses, exhibit higher levels of stigmatizing
attitudes and practices, and lower levels of empathy towards consumers with BPD, than other health practitioners [51, 103, 105, 114]. Woollaston et al.’s ([119]
p705) qualitative study observed nurses viewing consumers with BPD as, "Destructive whirlwinds, powerful, dangerous, unrelenting, and an unstoppable force
which leaves a trail of destruction in its wake". Following nurses, psychiatrists were found to express high levels of stigmatizing attitudes and behaviours to
consumers with BPD [83].

This evidence proposes that health practitioners negative reactions to consumers with BPD is linked to a lack of knowledge, con�dence, and skills in delivering
the standards of care required to meet the complex needs of this population [46–52, 54, 56, 75, 77, 87]. Deans et al.’s [56] quantitative study revealed that one
third of nurses (34%) reported that they did not know how to care for consumers with BPD. Respondents in Lawn et al.’s [3] study stated that their GP was not
con�dent in treating BPD. Other studies [83, 101] indicated that health practitioners themselves reported that consumers with BPD receive inadequate care
from health services. These �ndings highlight the need for BPD-speci�c education and training to assist health practitioners to better understand BPD and
effectively treat consumers with this condition. A recent review [124] found promising results regarding the capacity of BPD-speci�c educational interventions
positively modifying health practitioners’ attitudes and practice to BPD. Further, health practitioners reported that they wanted to receive education and training
in BPD and crisis interventions to enable them to effectively deliver care to consumers with BPD. Insu�cient staff-to-patient ratios to meet workload demands
and time constraints are also major barriers to the delivery of responsive care for BPD in emergency and mental health services [83]. This �nding re�ects the
need for increased investment in staff resources and education to meet better the rising demand for healthcare among consumers with BPD [83, 88].

Consumer-related factors in�uencing the challenges and barriers experienced with accessing health and crisis care services were identi�ed as: persistent
suicidality [84, 88] and problems with interpersonal communication and con�icts [61, 83, 85]. A large-scale quantitative survey [3] undertaken in Australia
revealed that consumers with BPD exhibited high rates of suicidality. Survey results revealed that all participants (100%, n = 99) had had thoughts of ending
their lives, 94 (99%) of participants had engaged in self-harming behaviours, and 83 (85.6%) of respondents had had a previous serious attempt at ending
their life. Despite these �ndings, consumers with BPD [3, 7, 84] and their carers/families [4, 7] have reported receiving poor quality care such as, being refused
treatment or hospitalization by health practitioners when trying to seek help for suicidal thoughts and behaviour. Consumers with BPD have also shared their
experiences of being excluded from services or having their care withdrawn because of their BPD diagnosis [67]. These �ndings are consistent with reports of
health practitioners witnessing their colleagues refusing to treat consumers with BPD [83]. Consumers with BPD and their carers/families describe treatment
refusal or being dismissed by health practitioners as traumatic; and these experiences exacerbate their distress [16, 112]. Further, consumers with BPD have
been found to fall through service gaps [71], or cease to engage in further treatment or care following negative encounters with health practitioners [115].

Studies exploring the perspectives and lived experiences of carers/families of people with BPD reveal that carers live with constant stress and anxiety
regarding the well-being and safety of their dependent [4, 35, 72]. Carers/families reported that they lacked knowledge of BPD [35], and the skills to help the
person they care for during a crisis [2]. Access to health services, support, and health literacy to assist carers/families to cope and care for themselves as well
as their dependent are lacking [1, 4, 61, 72, 88]. Carers/families further disclosed that they experienced feelings of hopelessness, powerlessness, and social
isolation when attempting to gain support from family [1] and healthcare practitioners [1, 2, 4, 10].

A lack of consultation with health practitioners regarding the dependent persons care plans detailing the treatment and management of BPD was identi�ed as
a major barrier by carers/families as it affected their ability to care for their loved one [10]. Further, carers/families perceived BPD-related stigma, lack of
support, and �nancial concerns as major barriers to accessing health services and supports for the person that they cared for and themselves. Consequently,
the gaps in service provision for BPD places ongoing pressure on Emergency Departments as consumers with BPD and their carers/families have few other
service options [10, 118]. Consumers with BPD have reported viewing hospital admissions as a refuge and means by which to keep themselves safe due to the
lack of available community services and supports when feeling suicidal [70].

Despite consumers with BPD ongoing attempts to seek help from hospitals during times of crisis,

there are con�icting views among health practitioners as to whether, or not, hospital admissions are effective for consumers with BPD at risk of suicide [16, 35,
56, 76, 83, 85, 105, 117]. While existing guidelines recommend that consumers with BPD be assessed and admitted to hospital for a short stay (up to 3 days) if
they are at immediate risk of suicide [16, 117], approaches to hospital admissions among health practitioners varied considerably. Deans et al. [56] found that
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89% of health practitioners reported that consumers should be managed in hospital; and 14.9% of health practitioners reported that consumers with BPD
should not be admitted to hospital. Whereas other studies found most health practitioners do not view hospitalization as an effective strategy [85, 101, 105].
For example, in James et al. [101] study, 64% of respondents reported that they agreed with the statement ‘patients with BPD should not be hospitalized’. This
perspective re�ects health practitioner’s beliefs regarding hospital services and care not being appropriate for consumers with BPD [101, 105]. The main
decisions driving not to hospitalize consumers with BPD (unless at immediate risk of suicide) appear to be based on these consumers’ reputation for creating
interpersonal con�ict, such as splitting staff or negatively in�uencing other consumers on the wards [105].

In summary, stigma associated with BPD is the structural mechanism identi�ed as impacting the delivery of adequate health and crisis care services for BPD.
Several structural challenges and barriers to responsive care were identi�ed across various levels of healthcare, these included: system/service-, practitioner-,
and consumer-level. De�ciencies in the availability, accessibility, and affordability of health services and supports, the stigmatizing culture, attitudes, and
practices, inconsistencies in hospital admission procedures/practices, and insurance/�nancial costs associated with accessing health services for BPD have
been identi�ed as key structural problems impacting the delivery of appropriate care for this population.

Practitioner-patient interactions
This theme is centred around existing literature exploring the interpersonal dynamics and encounters between health practitioners, consumers with BPD, and
their carers/families [3, 4, 7, 47, 48, 50, 64, 71, 84, 102–104, 106, 119]. Health practitioners have been described in the literature as having an important
mediating in�uence upon consumers with BPD [35]. For instance, qualitative studies found that interactions with health practitioners either relieved or
increased consumers with BPD distress [8]; that is, upon whether practitioners’ responses were helpful or discriminatory [71]. Consumers with BPD indicated
that they felt socially isolated and rejected when health practitioners were unapproachable [64], or treated them abrasively. Indeed, Lawn et al. [3] found that
more than half of the consumers with BPD (53%, n = 60) recalled being treated disrespectfully by health practitioners. Similarly, carers/families of consumers
with BPD reported being treated disrespectfully [4] or made to feel as though they were to blame, or responsible for, their dependents condition [35].
Consumers with BPD also indicated that they needed to stand up for themselves when interacting with health practitioners [61]. These interpersonal con�icts
have been found to retraumatize consumers with BPD and their carers/families and catalysing a crisis [35, 115]. Despite these negative encounters,
consumers with BPD reported that they valued their connection with health practitioners, and wanted to have positive working relationships with practitioners
[115].

Extant literature suggests that health practitioners believe consumers with BPD are typically di�cult to engage and interact with [114]. Psychiatric nurses
perceived consumers with BPD as resistant to treatment, which made it stressful for the nurses to engage these consumers and build rapport [85]. James et al.
[101] found 75% of health practitioners considered consumers with BPD were moderately or very di�cult; and 80% of participants believed that consumers
with BPD were more di�cult to engage than other consumers. Health practitioners also reported experiencing strong emotional reactions including, feeling
uncomfortable, powerless, and professionally challenged when interacting with these consumers [83].GP [41] and Allied Health staff [109] also reported being
concerned about their ability to effectively manage countertransference and practitioner-patient boundaries with consumers with BPD. These negative
reactions and encounters create major barriers [85] to the development of effective communication and practitioner-patient relationships [33, 48] between
health practitioners, consumers with BPD, and carers/families. Similar to consumers, health practitioners also reported that they wanted to improve their
relationships with consumers with BPD and carers/families [75]. Figure 2 presents the various macro- and micro-level structural mechanisms, challenges, and
barriers impacting healthcare for health practitioners, consumers with BPD, and carers/families. Additional �le 3 outlines the structural factors in�uencing
BPD-related structural stigma in healthcare systems across the relevant populations (i.e., health practitioners, consumers with BPD, and carers/families).

In summary, positive interpersonal communication and encounters are important for effective practitioner-patient relationships. However, results of this review
indicated that much headway is needed to improve the interpersonal dynamics and negative encounters experienced by health practitioners, consumers with
BPD, and their carers/families. Paradoxically, despite the array of evidence highlighting existing con�ictual relationships, both health practitioners and
consumers with BPD expressed a desire to develop positive working relationships.

Discussion
This scoping review systematically mapped and synthesized a narrative summary of international literature addressing structural stigma relevant to BPD in
healthcare systems. Results con�rmed that BPD remains a highly stigmatized and contested mental illness in healthcare systems [1–4, 34, 35, 48, 51, 64, 67,
72]. Consumers with BPD and their carers/families face many adversities when seeking help from health services [1–4, 10, 64, 72]. These adversities stem
from several macro- and

micro-level factors in�uencing the existing inadequacies in health services and care for BPD [34, 35, 41, 46, 89, 113–116, 125]. The prominent structural
mechanisms impacting on the delivery of responsive health services and care for BPD comprised: discrimination and stigma towards BPD [19, 34, 35, 48, 71,
104, 112, 126]; the Biomedical model of care [114, 116]; and the DSM grouping for BPD [12, 116]. The speci�c challenges and barriers affecting the delivery of
care for BPD were identi�ed as: the limited availability, accessibility, and affordability of BPD-related health services and supports [3, 4]; inadequacies in
treatment and recovery pathways including, health and crisis care services for BPD [35, 41]; the lack of effective crisis interventions [35]; and the pervasive
stigmatizing culture, attitudes, and practices to BPD in health services [34, 35, 74, 87]. Literature suggests that these structural problems partly stem from the
mismatch between BPD and the biomedical model’s framework, which does not accommodate consumers with BPD social and trauma determinants, and
interpersonal relationship problems [115, 116]. Overall, these structural factors have had a profound impact on health systems capacity to deliver adequate
health services and care to this population.

Several key themes emerged from the data, including: structural stigma and the BPD diagnosis; structural stigma and health and crisis care services; and
practitioner-patient interactions. Commonly held myths surrounding the legitimacy of the BPD diagnosis, its disclosure, and the discourse of untreatability are
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interlinked, and combine to drive the perpetuation of stigmatizing culture, attitudes, and practices in health services [3, 4, 35, 71, 111, 112, 114, 116]. Debates
continue to question the validity of BPD - framing its symptomatology as an immoral discourse (e.g., acts of self-harming behaviour are an attempt to gain
attention), rather than a diagnosis positioned within a sickness discourse [35, 114]. This implies consumers with BPD are not truly sick or deserving of
healthcare; and thus, justifying refusal of treatment. The notion that receiving healthcare is contingent on being sick [114] violates peoples’ most fundamental
right to access healthcare [16].

In contrast, evidence that health practitioners used to categorize consumers as not sick (including suicidal behaviour and manipulation) could also be used to
justify these consumers’ legitimate sickness and need for treatment [114]. Prolonged suicidality among consumers with BPD, which is often viewed by health
practitioners as manipulative behaviour, could instead be interpreted as an indication that these consumers have not received effective treatment to assist
their recovery, despite their ongoing attempts to seek help [108]. These �ndings highlight the discrepancies regarding the assumptions that consumers with
BPD are manipulative and attention seeking, when in fact, they represent the patient group most at risk of suicide [28, 114]. Further, bias towards BPD is not
speci�c to suicidal behaviour among consumers with BPD. For instance, Gremillin et al. [127] found that inpatients with BPD being treated for anorexia
experienced the same stigmatizing discourse. It appears that consumers with BPD are required to meet standards of sickness beyond those of other
consumers regardless of their presenting condition [114].

Structural stigma in healthcare systems has a substantial in�uence on health practitioners’ diagnostic and disclosure practices regarding the BPD diagnosis
[19, 114]. The complexity of BPD, its controversial nature [12, 19], and associated stigma have resulted in some health practitioners withholding a BPD
diagnosis from their patients [19, 113, 114]; a perception that maintaining provision of this diagnosis would do more harm than good [115]. Conversely, this
assumption has been refuted by other health practitioners [19, 110] and consumers with BPD who reported receiving a diagnosis of BPD gave them relief and
was a positive step towards understanding BPD, its associated symptoms, and treatment options [115].

Findings relating to health practitioners’ pervasive stigmatizing attitudes and practices to BPD underscore that structural problems are woven into the cultural
fabric of healthcare systems [34]. Studies indicate that health practitioners operate with an undercurrent of prejudice towards BPD and suicidality, which limits
practitioners’ ability to explore and understand the underlying causes of self-harming behaviour among consumers with BPD [110]. Consumers with BPD
experiences of ongoing crises are complex and multidimensional, and often compounds their level of distress, as well as the distress experienced by their
carers/families and health practitioners [44]. Evidence suggests that health practitioners �nd these experiences challenging, they feel powerless in the context
of self-harm, and overwhelmed by the chaotic and con�ictual interactions because they lack the su�cient knowledge, strategies, and skills needed to manage
crisis situations [34]. It is likely that health practitioners’ stigmatizing attitudes and externalizing practices of blame and refusal of care, arise from being
overwhelmed and uncertain about how to manage the situation [34]. This highlights the importance of increasing access to BPD-speci�c education, training,
and supervision to assist health practitioners to better support consumers with BPD and their carers/families when they engage with health services in crisis
[44, 53, 76, 88, 102, 105, 112].

Overall, the literature concerning carers/families of consumers with BPD suggest that carers experience stigma by association. This is a common
phenomenon involving the stigma experienced by people with mental illness being shifted onto families merely because they are taking responsibility of a
person with BPD [128]. This current review casts light on the poor treatment of carers/families of people with BPD including being socially excluded, not taken
seriously, and experiencing �nancial stress regarding the cost of healthcare for their family member. Our �ndings are consistent with Remko et al.’s [129] study
exploring families of people with mental illness experience of stigma and burden simply by association.

Further, the �ndings that nurses express greater levels of stigma and lower levels of empathy to BPD compared to other professions [50, 51, 87], indicates that
the establishment of person-centred, compassionate, and caring relationships required for responsive care delivery are severely compromised. Sansone and
Sansone [89] argued that nurses’ negative reactions to consumers with BPD may simply re�ect a normal human response to the complexity and pathological
nature of these consumers. The extent to which the stigma of BPD is largely situated within healthcare professions, however, is an indication that the
problems and solutions lie in the culture of care delivery and not the BPD diagnosis [59], and requires concerted effort to address the impact of structural
stigma on the provision of responsive services and care for consumers with BPD and carers/families in healthcare settings [91].

This review has implications for health service design and delivery of responsive treatment and crisis interventions to better support consumers with BPD and
their carers/families. There are several recommendations for addressing BPD-related structural stigma and improving health service delivery identi�ed in the
literature including, utilizing whole-of-system approaches to addressing structural stigma at both the macro- and micro-levels of healthcare institutions [34, 41,
46, 47, 51, 105, 109, 119]. This would involve implementing coordinated and targeted approaches to addressing the array of structural factors associated with
institutional cultures, policies, and practices to BPD in healthcare systems [16, 46, 117]. Incorporating psychosocial approaches to care for BPD [59] and
promoting the continued use of person-centred and compassionate approaches [35, 76] are highly recommended to address the identi�ed service/practitioner
level structural mechanisms, challenges, and barriers that inhibit the delivery of responsive care.

Clear recommendations have detailed the need for health services to not only treat the physical ailments associated with self-harm, but also, the underlying
emotional problems driving suicidality among consumers with BPD [59]. These recommendations require holistic approaches to care delivery and increased
access to longer-term specialized therapeutic services [41, 48]. In addition, given there are currently no Randomized Control Trials (RCT) con�rming the
effectiveness of existing crisis interventions for BPD [78], clinical decisions regarding evidence-based treatment and management of BPD are challenging, and
warrants urgent instigation of high-quality research to investigate the e�cacy of crisis interventions for BPD [35]. Further, there is great need for increased
investment in education, training, and supervision to enhance health practitioners’ knowledge, skills, and con�dence in delivering quality standards of care to
BPD populations. Moreover, at a system level, structural stigma relevant to BPD in healthcare systems must be addressed. Research investigating the various
multi-levels and multifaceted components of BPD-related stigma is needed to explicate how each of these structural factors interact and operate (either
separately or together) to impact the health and wellbeing of this population. This may include testing the speci�c effects of the structural mechanisms
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identi�ed in this review in relation to their impact on health service access, service delivery, and health outcomes of people with BPD and their carers/families
[79].

Limitations
Limitations of the review involve the publications being limited to English only. BPD was the primary diagnosis explored within the context of structural stigma
and its impact on healthcare therefore, data pertaining to experiences of structural stigma relating to other personality disorders were not captured. Also, some
relevant publications may have been missed due to the exclusion of full-text publications that were unable to be accessed free of charge, and older
publications that may be not have been available for download. Further, there is a lack of high-quality Randomized Control Trials (RCT), serving to curtail the
review �ndings such that inference of causality regarding the health impact of structural stigma [78] could not be applied, nor generalized to the broader
population [9]. This includes the lack of effectiveness studies available to support the use of evidence-based crisis interventions for BPD [78].

Conclusion
Consumers with BPD and their carers/families experience ongoing crises and frequently seek help from healthcare services. Structural stigma speci�c to BPD
remains pervasive in healthcare systems; and is re�ected across many macro- and micro-level factors embedded in institutional policies, cultural norms, and
practices. Key structural mechanisms impacting the delivery of adequate services for BPD were identi�ed in the literature as representing discrimination and
stigma towards BPD, and dominance of biomedical approaches to care. The speci�c challenges and barriers impacting the delivery of responsive care to
consumers with BPD and their carers/families involved: the signi�cant gaps in BPD-related health services, supports, and health literacy; the lack of effective
crisis interventions; inadequacies in treatment and recovery pathways; and the pervasive stigmatizing culture, attitudes, and practices to BPD in healthcare
systems. Implications for future practice and research were discussed, along with recommendations for addressing BPD-related stigma in healthcare systems
including, the need for holistic system-wide approaches that are underpinned by biopsychosocial, person-centred, and compassionate frameworks for care.

Abbreviations
BPD: Borderline personality disorder; CINAHL: Cumulative Index to Nursing

and Allied Health Literature; Extension for Scoping Reviews: checklist and explanation

JBI: Joanna Briggs Institute; MMAT: Mixed Methods Appraisal Tool 2018 version; PCC: Population-Concept-Context framework; PRESS: Peer Review of
Electronic Search Strategies; PRISMA-ScR:

Preferred Reporting Items for Systematic Reviews and Meta-Analyses; Extension for Scoping Reviews: checklist and explanation; RCT: Randomized Controlled
Trials.

Declarations
Ethics approval and consent to participate

Not applicable.

Consent for publication

Not applicable.

Availability of data and materials

Not applicable.

Completing interests

Not applicable.

Funding

The research is supported by Suicide Prevention Australia, Commonwealth of

Australia Scheme funding.

Authors' contributions

PK conceptualized the review, designed, and conducted the comprehensive searches, analysed, and interpreted data, drafted the manuscript, and contributed
to the manuscript revisions. PK and AKF completed the screening of the title, abstract and full-text citations, and SL resolved any discrepancies in the
screening of the title, abstract and full-text citations. PK completed the quality assessment of potentially included citations and AKF assisted in resolving any
discrepancies. PK completed data extraction of included citations and AKF checked the extraction of the data. AKF and SL contributed to discussions held,
and advised on, important aspects of the review including, the draft PsycINFO search strategy, the screening, quality appraisal, data extraction, analysis,



Page 23/28

interpretation, and critically revised and included intellectual content into the manuscript. The authors (PK, AKF, SL) read and approved the �nal version to be
published. 

Acknowledgements

This review is supported by a PhD Scholarship Grant obtained from Suicide Prevention Australia, Commonwealth of Australia Scheme. The contents of the
published material are the responsibility of Flinders University as the Administering Institution and the relevant authors and have not been approved or
endorsed by Suicide Prevention Australia.

Author details

1Discipline of Population Health, College of Medicine and Public Health, Flinders University, Adelaide, South Australia 5001, Australia. 

2Discipline of Behavioural Health, College of Medicine and Public Health, Flinders University, Adelaide, South Australia 5001, Australia. 

References
1. Buteau E, Dawkins K, Hoffman P. In their own words: improving services and hopefulness for families dealing with BPD. Soc Work Ment Health. 2008;6(1–

2):203–14. DOI: 10.1300/J200v06n01_16.

2. Dunne E, Rogers B. ‘‘It’s us that have to deal with it seven days a week’’: carers and borderline personality disorder. Community Ment Health J.
2013;49:643–48. DOI: 10.1007/s10597-012-9556-4.

3. Lawn S, McMahon J. Experiences of care by Australians with a diagnosis of borderline personality disorder. J Psychiatr Ment Health Nurs.
2015;22(7):510–21. http://doi.org/10.1111/jpm.12226.

4. Lawn S, McMahon J. Experiences of family carers of people diagnosed with borderline personality disorder. Journal of Psychiatric and Mental Health
Nursing. 2015;22(4):234–43. http://dx.doi.org/10.1111/jpm.12193.

5. Hatzenbuehler ML. Structural stigma: research evidence and implications for psychological science. Am Psychol. 2016;71(8):742–51. DOI:
10.1037/amp0000068.

�. Rao D, Elshafei A, Nguyen M, Hatzenbuehler ML, Frey S, Go VF. A systematic review of multi-level stigma interventions: state of the science and future
directions. BMC Med. 2019;17(41):1–11. https://doi.org/10.1186/s12916-018-1244-y.

7. Borschmann R, Trevillion K, Henderson RC, Rose D, Szmukler G, Moran P. Advance statements for borderline personality disorder: a qualitative study of
future crisis treatment preferences. Psychiatr Serv. 2014;65(6):802–07. http://dx.doi.org/10.1176/appi.ps.201300303.

�. Perseius K, Ekdahl S, Asberg M, Samuelsson M. To tame a volcano: patients with borderline personality disorder and their perceptions of suffering. Arch
Psychiatr Nurs. 2005;19(4):160–68. https://isiarticles.com/bundles/Article/pre/pdf/38440.pdf.

9. Rivera-Segarra E, Rivera G, López-Soto R, Crespo-Ramos G, Marqués-Reyes D. Stigmatization experiences among people living with borderline personality
disorder in Puerto Rico. Qual Rep. 2014;19(15):1–18. DOI: 10.46743/2160-3715/2014.1246.

10. Acres K, Loughhead M, Procter N. Carer perspectives of people diagnosed with borderline personality disorder: a scoping review of emergency care
responses. Australas Emerg Care. 2019;22:34–41. https://doi.org/10.1016/j.auec.2018.12.001.

11. Gi�n J. Family experience of borderline personality disorder. ANZJFT. 2008;29(3):133–38.
https://bpdfoundation.org.au/images/Jan_Gi�n_Family%20experiene%20of%20BPD.pdf.

12. American Psychiatric Association (APA). Diagnostic and statistical manual of mental disorders. 5th ed. Washington, DC: APA; 2013.

13. Lenzenweger MF, Lane MC, Loranger AW, Kessler RC. DSM-IV personality disorders in the National Comorbidity Survey Replication. Biol Psychiatry.
2007;62(6):553–64. http://doi.org/10.1016/j.biopsych.2006.09.019.

14. Grant BF, Chou SP, Goldstein RB, Huang B, Stinson FS, Saha TD, et al. Prevalence, correlates, disability, and comorbidity of DSM-IV borderline personality
disorder: results from the wave 2 national epidemiologic survey on alcohol and related conditions. J Clin Psychiatry. 2008;69(4):533–45.
http://doi.org/10.4088/jcp.v69n0404.

15. Trull TJ, Tomko RL, Brown WC, Scheiderer EM. Borderline personality disorder in 3-D: dimensions, symptoms, and measurement challenges. Soc Personal
Psychol Compass. 2010;4(11):1057–69. https://doi.org/10.1111/j.1751-9004.2010.00312.x.

1�. National Health and Medical Research Council (NHMRC). Clinical practice guidelines for the management of borderline personality disorder. 2012.
https://www.nhmrc.gov.au/about-us/publications/clinical-practice-guideline-borderline-personality-disorder#block-views-block-�le-attachments-content-
block-1. Accessed 15 Jan 2020.

17. Widiger T, Weissman M. Epidemiology in borderline personality disorder. Hosp Community Psychiatry. 1991;42:1015–21. DOI: 10.1176/ps.42.10.1015.

1�. Ellison WD, Rosenstein LK, Morgan TA, Zimmerman M. Community and clinical epidemiology of borderline personality disorder. Psychiatr Clin N Am.
2018;41:561–73. http:/doi.org/10.1016/j.psc.2018.07.008.

19. Koehne K, Hamilton B, Sands N, Humphreys C. Working around a contested diagnosis: borderline personality disorder in adolescence. Health.
2012;17(1):37–56. https://dx.doi.org/10.1177/1363459312447253.

20. Cattane N, Rossi R, Lanfredi M, Cattaneo A. Borderline personality disorder and childhood trauma: exploring the affected biological systems and
mechanisms. BMC Psychiatry. 2017;17(1):221. DOI: 10.1186/s12888-017-1383-2.



Page 24/28

21. Rantaea DC, Lockenour JK, Johnston A, Abraham SP. Living with borderline personality disorder (BPD): does the diagnosis of BPD warrant stigma from
healthcare staff? Int J Sci Res. 2020;17(2):1–16. https://www.researchgate.net/publication/348390789.

22. Agrawal HR, Gunderson J, LHolmes B, Lyons-Ruth K. Attachment studies with borderline patients: a review. Harv Rev Psychiatry. 2004;12(2):94–104.

23. Niedtfeld I, Schmahl C. Emotion regulation and pain in borderline personality disorder. Curr Psychiatry Rev. 2009;5(1):48–54. DOI:
10.2174/157340009787315262.

24. Trippany RL HH, Simpson L. Trauma reenactment: rethinking borderline personality disorder when diagnosing sexual abuse survivor. J Ment Health
Couns. 2006;28(2):95–110. https://doi.org/10.17744/mehc.28.2.ef384lm8ykfujum5.

25. van der Kolk B, Hostetler A, Herron N, Fisler R. Trauma and the development of borderline personality disorder. Psychiatr Clin N Am. 1994;17(4):715–30.

2�. Chesney E, Goodwin G, Fazel S. Risks of all-cause and suicide mortality in mental disorders: a meta-review. World Psychiatry. 2014;13:153–60. DOI:
10.1002/wps.20128.

27. Black DW, Blum N, Pfohl B, Hale N. Suicidal behavior in borderline personality disorder: prevalence, risk factors, prediction, and prevention. J Pers Disord.
2004;18(3):226–39. http://doi.org/10.1521/pedi.18.3.226.35445.

2�. Paris J. Suicidality in borderline personality disorder. Medicina. 2019;55(6):1–6. DOI: 10.3390/medicina55060223.

29. Ansell E, Sanislow C, McGlashan T, Grilo C. Psychosocial impairment and treatment utilization by patients with borderline personality disorder, other
personality disorders, mood and anxiety disorders, and a healthy comparison group. Compr Psychiatry. 2007;48(4):329–36. DOI:
10.1016/j.comppsych.2007.02.001.

30. Lewis KL, Fanaian M, Kotze B, Grenyer BFS. Mental health presentations to acute psychiatric services: 3-year study of prevalence and readmission risk for
personality disorders compared with psychotic, affective, substance or other disorders. BJPsych Open. 2019;5(1):1–7.
http://doi.org/10.1192/bjo.2018.72.

31. Tomko RL, Trull TJ, Wood PK, Sher KJ. Characteristics of borderline personality disorder in a community sample: comorbidity, treatment utilization, and
general functioning. J Pers Disord. 2014;28(5):734–50. http://doi.org/10.1521/pedi_2012_26_093.

32. Kealy D, Ogrodniczuk JS. Marginalization of borderline personality disorder. J Psychiatr Pract. 2010;16(3):145–54.
https://dx.doi.org/10.1097/01.pra.0000375710.39713.4d.

33. Shaikh U, Qamar I, Jafry F, Hassan M, Shagufta S, Odhejo YI, et al. Patients with borderline personality disorder in emergency departments. Front
Psychiatry. 2017;8:136. http://dx.doi.org/10.3389/fpsyt.2017.00136.

34. Ring D, Lawn S. Stigma perpetuation at the interface of mental health care: a review to compare patient and clinician perspectives of stigma and
borderline personality disorder. J Ment Health. 2019;12:1–21. DOI: 10.1080/09638237.2019.1581337.

35. Warrender D, Bain H, Murray I, Kennedy C. Perspectives of crisis intervention for people diagnosed with ‘borderline personality disorder’: an integrative
review. J Psychiatr Ment Health Nurs. 2020;22:623–33. http://doi.org//10.1111/jpm.12637.

3�. Williams L. A “classic” case of borderline personality disorder. Psychiatr Serv. 1998;49(2):173–74. https://doi.org/10.1176/ps.49.2.173.

37. Jones K. Developing the therapeutic use of self in the health care professional through autoethnography: working with the borderline personality disorder
population. Int J Qual Methods. 2012;11 (5):573–84. DOI: 10.1177/160940691201100504.

3�. Fanaian M, Lewis KL, Grenyer BF. Improving services for people with personality disorders: views of experienced clinicians. Int J Ment Health Nurs.
2013;22(5):465–71. https://dx.doi.org/10.1111/inm.12009.

39. Stroud J, Parsons R. Working with borderline personality disorder: a small-scale qualitative investigation into community psychiatric nurses' constructs of
borderline personality disorder. Personal Ment Health. 2013;7(3):242–53. http://dx.doi.org/10.1002/pmh.1214.

40. Bailey R, Grenyer B. Burden and support needs of carers of persons with borderline personality disorder: a systematic review. Harv Rev Psychiatry.
2013;21(5):248–58. DOI: 10.1097/HRP.0b013e3182a75c2c.

41. Wlodarczyk J, Lawn S, Powell K, Crawford GB, McMahon J, Burke J, et al. Exploring General Practitioners' views and experiences of providing care to
people with borderline personality disorder in primary care: a qualitative study in Australia. Int J Environ Health Res. 2018;15(12).
https://dx.doi.org/10.3390/ijerph15122763.

42. Corrigan PW, Markowitz FE, Watson AC. Structural levels of mental illness stigma and discrimination. Schizophr Bull. 2004;30(3):481–91. DOI:
10.1093/oxfordjournals.schbul.a007096.

43. Zimmerman M. Borderline personality disorder: a disorder in search of advocacy. J Nerv Ment Dis. 2015;203(1):8–12.
http://doi.org/10.1097/NMD.0000000000000226.

44. Warrender D. Staff nurse perceptions of the impact of mentalization-based therapy skills training when working with borderline personality disorder in
acute mental health: a qualitative study. J Psychiatr Ment Health Nurs. 2015;22(8):623–33. http://dx.doi.org/10.1111/jpm.12248.

45. Shanks C, Pfohl B, Blum N, Black DW. Can negative attitudes toward patients with borderline personality disorder be changed? The effect of attending a
STEPPS workshop. J Pers Disord. 2011;25(6):806–12. https://dx.doi.org/10.1521/pedi.2011.25.6.806.

4�. Pigot M, Miller CE, Brockman R, Grenyer BFS. Barriers and facilitators to the implementation of a stepped care intervention for personality disorder in
mental health services. Pers Ment Health. 2019;13(4):230–38. https://dx.doi.org/10.1002/pmh.1467.

47. Masland SR, Price D, MacDonald J, Finch E, Gunderson J, Choi-Kain L. Enduring effects of one-day training in good psychiatric management on clinician
attitudes about borderline personality disorder. J Nerv Ment Dis. 2018;206(11):865–69. http://dx.doi.org/10.1097/NMD.0000000000000893.

4�. Knaak S, Szeto A, Fitch K, Modgill G, Patten S. Stigma towards borderline personality disorder: effectiveness and generalizability of an anti-stigma
program for healthcare providers using a pre-post randomized design. Borderline Personal Disord Emot Dysregulation. 2015;2:1–8.
http://doi.org/10.1186/s40479-015-0030-0.



Page 25/28

49. Keuroghlian AS, Palmer BA, Choi-Kain LW, Borba CP, Links PS, Gunderson JG. The effect of attending Good Psychiatric Management (GPM) workshops
on attitudes toward patients with borderline personality disorder. J Pers Disord. 2016;30(4):567–76. http://doi.org/10.1521/pedi_2015_29_206.

50. Dickens GL, Lamont E, Mullen J, MacArthur N, Stirling FJ. Mixed-methods evaluation of an educational intervention to change mental health nurses'
attitudes to people diagnosed with borderline personality disorder. J Clin Nurs. 2019;28:2613–23. https://dx.doi.org/10.1111/jocn.14847.

51. Dickens GL, Hallett N, Lamont E. Interventions to improve mental health nurses' skills, attitudes, and knowledge related to people with a diagnosis of
borderline personality disorder: systematic review. Int J Nurs Stud. 2016;56:114–27. http://doi.org/10.1016/j.ijnurstu.2015.10.019.

52. Commons Treloar AJ. Effectiveness of education programs in changing clinician's attitudes towards treating borderline personality disorder. Psychiatr
Serv. 2009;60(8):1128–31. http://dx.doi.org/10.1176/appi.ps.60.8.1128.

53. Commons Treloar AJ, Lewis AJ. Targeted clinical education for staff attitudes towards deliberate self-harm in borderline personality disorder: randomized
controlled trial. Aust N J Psychiatry. 2008;42(11):981–88. http://dx.doi.org/10.1080/00048670802415392.

54. Clarke CJ, Fox E, Long CG. Can teaching staff about the neurobiological underpinnings of borderline personality disorder instigate attitudinal change? J
Intensive Care Med. 2015;11(1):43–51. http://doi.org/10.1017/S1742646414000132.

55. Ungar T, Knaak S, Szeto AC. Theoretical and practical considerations for combating mental illness stigma in health care. Community Ment Health J.
2016;52(3):262–71. DOI: 10.1007/s10597-015-9910-4.

5�. Deans C, Meocevic E. Attitudes of registered psychiatric nurses towards patients diagnosed with borderline personality disorder. Contemp Nurse.
2006;21(1):43–9. DOI: 10.5172/conu.2006.21.1.43.

57. Nyblade L, Stockton MA, Giger K, Bond V, Ekstrand ML, Mc Lean RM, et al. Stigma in health facilities: why it matters and how we can change it. BMC Med.
2019;17(1):15. DOI: 10.1186/s12916-019-1256-2.

5�. Sheehan L, Nieweglowski K, Corrigan PW. The stigma of personality disorders. Curr Psychiatry Rep. 2016;18(1):11. DOI: 10.1007/s11920-015-0654-1.

59. Aguirre B. Borderline personality disorder: from stigma to compassionate care. Switzerland: Humana Press; 2016. 133 – 43 p.

�0. Bonnington O, Rose D. Exploring stigmatisation among people diagnosed with either bipolar disorder or borderline personality disorder: a critical realist
analysis. Soc Sci Med. 2014;123:7–17. https://dx.doi.org/10.1016/j.socscimed.2014.10.048.

�1. Carrotte E, Hartup M, Blanchard M. “It's very hard for me to say anything positive”: a qualitative investigation into borderline personality disorder treatment
experiences in the Australian context. Aust Psychol. 2019;54(6):526–35. http://dx.doi.org/10.1111/ap.12400.

�2. Chance SE, Bakeman R, Kaslow NJ, Farber E, Burge-Callaway K. Core con�ictual relationship themes in patients diagnosed with borderline personality
disorder who attempted, or who did not attempt, suicide. Psychother Res. 2000;10(3):337–55. http://dx.doi.org/10.1093/ptr/10.3.337.

�3. Eckerstrom J, Allenius E, Helleman M, Flyckt L, Perseius K-I, Omerov P. Brief admission for patients with emotional instability and self-harm: a qualitative
analysis of patients’ experiences during crisis. Int J Qual Stud Health Well-being. 2019;14(1). http://dx.doi.org/10.1080/17482631.2019.1667133.

�4. Fallon P. Travelling through the system: the lived experience of people with borderline personality disorder in contact with psychiatric services. J Psychiatr
Ment Health Nurs. 2003;10(4):393–400. http://dx.doi.org/10.1046/j.1365-2850.2003.00617.x.

�5. Ferguson A. Borderline personality disorder and access to services: a crucial social justice issue. Aust Soc Work. 2016;69(2):206–14.
http://dx.doi.org/10.1080/0312407X.2015.1054296.

��. Grambal A, Prasko J, Kamaradova D, Latalova K, Holubova M, Marackova M, et al. Self-stigma in borderline personality disorder – cross-sectional
comparison with schizophrenia spectrum disorder, major depressive disorder, and anxiety disorders. Neuropsychiatr Dis Treat. 2016;12:2439–48.
http://dx.doi.org/10.2147/NDT.S114671.

�7. Horn N, Johnstone L, Brooke S. Some service user perspectives on the diagnosis of borderline personality disorder. J Ment Health. 2007;16(2):255–69.
DOI: 10.1080/09638230601056371.

��. Rogers B, Acton T. 'I think we're all guinea pigs really': a qualitative study of medication and borderline personality disorder. J Psychiatr Ment Health Nurs.
2012;19(4):341–47. http://dx.doi.org/10.1111/j.1365-2850.2011.01800.x.

�9. Romeu-Labayen M, Rigol Cuadra MA, Galbany-Estragues P, Blanco Corbal S, Giralt Palou RM, Tort-Nasarre G. Borderline personality disorder in a
community setting: service users' experiences of the therapeutic relationship with mental health nurses. Int J Ment Health Nurs. 2020;29(5):868–77.
https://dx.doi.org/10.1111/inm.12720.

70. Stapleton A, Wright N. The experiences of people with borderline personality disorder admitted to acute psychiatric inpatient wards: a meta-synthesis. J
Ment Health. 2019;28(4):443–57. https://dx.doi.org/10.1080/09638237.2017.1340594.

71. Veysey S. People with a borderline personality disorder diagnosis describe discriminatory experiences. Kotuitui. 2014;9(1):20–35.
http://doi.org/10.1080/1177083X.2013.871303.

72. Ekdahl S, Idvall E, Samuelsson M, Perseius K-I. A life tiptoeing: being a signi�cant other to persons with borderline personality disorder. Arch Psychiatr
Nurs. 2011;25(6):e69–e76. DOI: 10.1016/j.eurpsy.2016.01.1862.

73. Avery M, Bradshaw T. Improving care for people with borderline personality disorder. Ment Health Pract. 2015;18(6):33.
http://dx.doi.org/10.7748/mhp.18.6.33.e914.

74. Aviram RB, Brodsky BS, Stanley B. Borderline personality disorder, stigma, and treatment implications. Harv Rev Psychiatry. 2006;14(5):249–56.
http://doi.org/10.1080/10673220600975121.

75. Bodner E, Cohen-Fridel S, Iancu I. Staff attitudes toward patients with borderline personality disorder. Compr Psychiatry. 2011;52(5):548–55.
http://dx.doi.org/10.1016/j.comppsych.2010.10.004.

7�. Bodner E, Cohen-Fridel S, Mashiah M, Segal M, Grinshpoon A, Fischel T, et al. The attitudes of psychiatric hospital staff toward hospitalization and
treatment of patients with borderline personality disorder. Psychiatry Res. 2015;15. http://dx.doi.org/10.1186/s12888-014-0380-y.



Page 26/28

77. Bodner E, Shrira A, Hermesh H, Ben-Ezra M, Iancu I. Psychiatrists' fear of death is associated with negative emotions toward borderline personality
disorder patients. BMC Psychiatry. 2015;228:963–65. http://dx.doi.org/10.1016/j.psychres.2015.06.010.

7�. Borschmann R, Henderson C, Hogg J, Phillips R, Moran P. Crisis interventions for people with borderline personality disorder. Cochrane Database Syst Rev.
2012;(6): CD009353. https://dx.doi.org/10.1002/14651858.CD009353.pub2.

79. Bowen M. Stigma: a linguistic analysis of personality disorder in the UK popular press, 2008–2017. J Psychiatr Ment Health Nurs. 2019;26(7/8):244–53.
DOI: 10.1111/jpm.12541.

�0. Campbell K, Clarke K, Massey D, Lakeman R. Borderline personality disorder: to diagnose or not to diagnose? That is the question. Int J Ment Health Nurs.
2020;29(5):972–81. https://dx.doi.org/10.1111/inm.12737.

�1. Catthoor K, Schrijvers D, Hutsebaut J, Feenstra D, Sabbe B. Psychiatric stigma in treatment-seeking adults with personality problems: evidence from a
sample of 214 patients. Front Psychiatry. 2015;6:101. https://dx.doi.org/10.3389/fpsyt.2015.00101.

�2. Cleary M, Siegfried N, Walter G. Experience, knowledge and attitudes of mental health staff regarding clients with a borderline personality disorder. Int J
Ment Health Nurs. 2002;11(3):186–91. DOI: 10.1046/j.1440-0979.2002.00246.x.

�3. Commons Treloar AJ. A qualitative investigation of the clinician experience of working with borderline personality disorder. NZ J Psychol. 2009;38(2):30–
34. https://doi.org/10.1176/ps.2009.60.8.1128.

�4. Commons Treloar AJ, Lewis AJ. Professional attitudes towards deliberate self-harm in patients with borderline personality disorder. Aust N J Psychiatry.
2008;42(7):578–84. http://dx.doi.org/10.1080/00048670802119796.

�5. Day NJ, Hunt A, Cortis-Jones L, Grenyer BF. Clinician attitudes towards borderline personality disorder: a 15-year comparison. Personal Ment Health.
2018;12(4):309–20. http://dx.doi.org/10.1002/pmh.1429.

��. French L, Moran P, Wiles N, Kessler D, Turner KM. General Practitioners' views and experiences of managing patients with personality disorder: a
qualitative interview study. BMJ open. 2019;9(2):e026616. https://dx.doi.org/10.1136/bmjopen-2018-026616.

�7. Hauck JL, Harrison BE, Montecalvo AL. Psychiatric nurses' attitudes toward patients with borderline personality disorder experiencing deliberate self-
harm. J Psychosoc Nurs Ment Health Serv. 2013;51(1):21–9. http://dx.doi.org/10.3928/02793695-20121204-02.

��. Lohman MC, Whiteman KL, Yeomans FE, Cherico SA, Christ WR. Qualitative analysis of resources and barriers related to treatment of borderline
personality disorder in the United States. Psychiatr Serv. 2017;68(2):167–72. https://dx.doi.org/10.1176/appi.ps.201600108.

�9. Sansone RA, Sansone LA. Responses of mental health clinicians to patients with borderline personality disorder. Innov Clin Neurosci. 2013;10(5–6):39–
43. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3719460/pdf/icns_10_5-6_39.pdf.

90. King G. Staff attitudes towards people with borderline personality disorder. Ment Health Pract. 2014;17(5):30–4. DOI: 10.7748/mhp2014.02.17.5.30.e803.

91. Klein P, Fairweather AK, Lawn S, Stallman HM, Cammell P. Structural stigma and its impact on healthcare for consumers with borderline personality:
protocol for a scoping review. Syst Rev. 2020;10(23):1–7. http://doi.org/10.1186/s13643-021-01580-1.

92. Lockwood C, dos Santos KB, Pap R. Practical guidance for knowledge synthesis: scoping review methods. Asian Nurs Res. 2019;13:287 – 94.
https://doi.org/10.1016/j.anr.2019.11.002.

93. Munn Z, Peters M, Stern C, Tufanaru C, McArthur A, Aromataris E. Systematic review or scoping review? Guidance for authors when choosing between a
systematic or scoping review approach. BMC Med Res Methodol. 2018;18(1):143–9. 10.1186/s12874-018-0611-x.

94. Peters M, Godfrey C, McInerney P, Munn Z, Tricco A, Khalil H. Chapter 11: Scoping reviews (2020 version). In: Aromataris E, Munn Z (Editors). JBI manual
for evidence synthesis [Internet] Adelaide (AU): JBI; 2020. https://synthesismanual.jbi.global.

95. Arksey H, O'Malley L. Scoping studies: towards a methodological framework. Int J Soc Res Methodol. 2005;8(1):19–32. DOI:
10.1080/1364557032000119616.

9�. Moher D, Liberati A, Tetzlaff J, Altman DG. Preferred reporting items for systematic review and meta-analysis protocols (PRISMA-P) 2015 statement. BMJ.
2015;339:b2535. http://doi.org/10.1136/bmj.b2535.

97. Hong QN, Pluye P, Fabregues S, Bartlett G, Boardman F, Cargo M, et al. Mixed methods appraisal tool version 2018 (MMAT v.18) 2018.
http://mixedmethodsappraisaltoolpublic.pbworks.com/w/�le/fetch/127916259/MMAT_2018_criteria-manual_2018-08-01_ENG.pdf.

9�. Aromataris EC, Fernandez R, Godfrey CM, Holly C, Kahlil H, Tungpunkom P. Summarizing systematic reviews: methodological development, conduct and
reporting of an umbrella review approach. Int J Evid Based Healthc. 2015;13:132–40. http://doi.org/10.1097/XEB.0000000000000055.

99. Brouwers M, Kho M, Browman G, Cluzeau F, Feder G, Fervers B, et al. AGREE II: advancing guideline development, reporting and evaluation in health care.
CMAJ. 2010;182(18): E839-E42. DOI: 10.1503/cmaj.090449.

100. Braun V, Clarke V, Hay�eld N, Terry G. Thematic analysis. In: Liamputtong P, editor. Handbook of research methods in health social sciences. Singapore:
Springer; 2019.

101. James P, Cowman S. Psychiatric nurses’ knowledge, experience and attitudes towards clients with borderline personality disorder. J Psychiatr Ment Health
Nurs. 2007;14(7):670–8. DOI: 10.1111/j.1365-2850.2007.01157.x.

102. Ma W-F, Shih F-J, Hsiao S-M, Shih S-N, Hayter M. "Caring across thorns': different care outcomes for borderline personality disorder patients in Taiwan. J
Clin Nurs. 2009;18(3):440–50. http://dx.doi.org/10.1111/j.1365-2702.2008.02557.x.

103. Markham D. Attitudes towards patients with a diagnosis of "borderline personality disorder": social rejection and dangerousness. J Ment Health.
2003;12(6):595–612. DOI: 10.1080/09638230310001627955.

104. Markham D, Trower P. The effects of the psychiatric label 'borderline personality disorder’ on nursing staff’s perception and causal attributions for
challenging behaviours. Br J Clin Psychol. 2003;42:243–56. DOI: 10.1348/01446650360703366.



Page 27/28

105. McGrath B, Dowling M. Exploring registered psychiatric nurses' responses towards service users with a diagnosis of borderline personality disorder. Nurs
Res Pract. 2012;2012:1–10. DOI: 10.1155/2012/601918.

10�. Millar H, Gillanders D, Saleem J. Trying to make sense of the chaos: clinical psychologists’ experiences and perceptions of clients with ‘borderline
personality disorder’. Personal Ment Health. 2012;6:111–25. DOI: 10.1002/pmh.1178.

107. Morris C, Smith I, Alwin N. Is contact with adult mental health services helpful for individuals with a diagnosable BPD? A study of service users views in
the UK. J Ment Health. 2014;23(5):251–5. DOI: 10.3109/09638237.2014.951483.

10�. Nehls N. Borderline personality disorder: the voice of patients. Res Nurs Health. 1999;22(4):285–93. DOI: 10.1002/(sici)1098-240x(199908)22:4<285::aid-
nur3>3.0.co;2-r.

109. Nehls N. Being a case manager for persons with borderline personality disorder: perspectives of community mental health center clinicians. Arch
Psychiatr Nurs. 2000;14(1):12–8. DOI: 10.1016/s0883-9417(00)80004-7.

110. Ng F, Bourke M, Grenyer B. Recovery from borderline personality disorder: a systematic review of the perspectives of consumers, clinicians, family and
carers. PLoS One. 2016;11(8):e0160515. DOI: 10.1371/journal.pone.0160515.

111. O’Connell B, Dowling M. Community psychiatric nurses’ experiences of caring for clients with borderline personality disorder. Ment Health Pract.
2013;17(4):1–7. https://journals.rcni.com/mental-health-practice/community-psychiatric-nurses-experiences-of-caring-for-clients-with-borderline-
personality-disorder-mhp2013.12.17.4.27.e845.

112. Proctor JM, Lawn S, McMahon J. Consumer perspective from people with a diagnosis of Borderline Personality Disorder (BPD) on BPD management—
how are the Australian NHMRC BPD guidelines faring in practice? J Psychiatr Ment Health Nurs. 2020;28(4):1–12. DOI: 10.1111/jpm.12714.

113. Sisti D, Segal AG, Siegel A, Johnson R, Gunderson J. Diagnosing, disclosing, and documenting borderline personality disorder: a survey of psychiatrists’
practices. J Pers Disord. 2016;30(6):848–56. DOI: 10.1521/pedi_2015_29_228.

114. Sulzer SH. Does “di�cult patient” status contribute to de facto demedicalization? The case of borderline personality disorder. Soc Sci Med. 2015;142:82–
9. http://dx.doi.org/10.1016/j.socscimed.2015.08.008.

115. Sulzer SH, Muenchow E, Potvin A, Harris J, Gigot G. Improving patient-centered communication of the borderline personality disorder diagnosis. J Ment
Health. 2016;25(1):5–9. DOI: 10.3109/09638237.2015.1022253.

11�. Sulzer S, Jackson G, Yang A. Borderline personality disorder and the biomedical mismatch. Adv Med Sociol. 2016;17:263–90. DOI: 10.1108/S1057-
629020160000017011.

117. National Institute for Health and Care Excellence (NICE). Borderline personality disorder: recognition and management clinical guideline. 2009.
https://www.nice.org.uk/guidance/cg78.

11�. Vandyk A, Bentz A, Bissonette S, Cater C. Why go to the emergency department? Perspectives from persons with borderline personality disorder. Int J Ment
Health Nurs. 2019;28(3):757–65. DOI: 10.1111/inm.12580.

119. Woollaston K, Hixenbaugh P. ‘Destructive whirlwind’: nurses’ perceptions of patients diagnosed with borderline personality disorder. J Psychiatr Ment
Health Nurs. 2008;15:703–9. https://doi.org/10.1111/j.1365-2850.2008.01275.x.

120. Joanna Briggs Institute (JBI). The JBI critical appraisal tools for use in JBI systematic reviews: checklist for systematic reviews and research syntheses.
Adelaide (AU): JBI; 2017. p. 7.

121. Saks M, Allsop J. Researching health: qualitative, quantitative and mixed methods. 2nd edition. London: SAGE; 2013.

122. Perkins A, Ridler J, Browes D, Peryer G, Notley C, C H. Experiencing mental health diagnosis: a systematic review of service user, clinician, and carer
perspectives across clinical settings. Psychiatry. 2018;5(9):747–64. DOI: 10.1016/S2215-0366(18)30095-6.

123. James A, Berelowitz M, Vereker M. Borderline personality disorder: a study in adolescence. Eur Child Adolesc Psychiatry. 1996;5:11–7.
https://link.springer.com/article/10.1007/BF00708209.

124. Klein P, Fairweather AK, Lawn S. The impact of educational interventions on modifying health practitioners’ attitudes and practice in treating people with
borderline personality disorder: an integrative review. Systematic Reviews. (accepted 11.04.2022). https://doi.org/10.1186/s13643-022-01960-1.

125. Hazelton M, Rossiter R, Milner J. Managing the ‘unmanageable’: training staff in the use of dialectical behaviour therapy for borderline personality
disorder. Contemp Nurse. 2006;21(1):120–30. http://doi.org/10.5172/conu.2006.21.1.120.

12�. Nehls N. Borderline personality disorder: gender stereotypes, stigma, and limited system of care. Issues Ment Health Nurs. 1998;19(2):97–112.
http://dx.doi.org/10.1080/016128498249105.

127. Gremillion H. Feeding anorexia: gender and power at a treatment center. Durham: Duke University Press; 2003.

12�. Neuberg S, Smith D, Hoffman J, Russell F. When we observed stigmatized and “normal” interactions: stigma by associations. Pers Soc Psychol Bull.
1994;20:196–209. DOI: 10.1177/0146167294202007.

129. van der Sanden R, Stutterheim S, Pryor J, Kok G, Bos A. Coping with stigma by association and family burden among family members of people with
mental illness. J Nerv Ment Dis. 2014;202(10):710–7.
https://www.academia.edu/21140520/Coping_with_stigma_by_association_and_family_burden_among_family_members_of_people_with_mental_illness_
.

Figures



Page 28/28

Figure 1

See image above for �gure legend

Figure 2

See image above for �gure legend

Supplementary Files

This is a list of supplementary �les associated with this preprint. Click to download.

AdditionalFile1SRSearchstrategyforvariousdatabases.docx

Additional�le2PRISMAchecklistPaulineKlein.pdf

AdditionalFile1SRSearchstrategyforvariousdatabases.docx

Additional�le2PRISMAchecklistPaulineKlein.pdf

Additional�le3DataExtBPDstigmaPaulineKlein.docx

https://assets.researchsquare.com/files/rs-1672634/v1/948c72cca1bb0944779af773.docx
https://assets.researchsquare.com/files/rs-1672634/v1/01a2d6c61500fe0428032805.pdf
https://assets.researchsquare.com/files/rs-1672634/v1/6c6b95d4b2381714c57415f5.docx
https://assets.researchsquare.com/files/rs-1672634/v1/2951ff27e621d462e1cf6f16.pdf
https://assets.researchsquare.com/files/rs-1672634/v1/425e7f0cf77bb1de91ddf584.docx

