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ABSTRACT

The high levels of stigma faced by people with borderline personality disorder (BPD) is well recognized but inconsistently opera-
tionalized within the literature through the use of multiple instruments that measure different prejudicial attitudes. The Prejudice
towards People with Borderline Personality Disorder (PPBPD) framework was developed to provide a comprehensive model and
psychometrically sound scale for measuring prejudice. The four PPBPD subscales encompass the different prejudicial attitudes
measured across other existing instruments, namely Fear/Avoidance, Malevolence, Authoritarianism, and Unpredictability. The
PPBPD framework, however, was developed in isolation of the lived experience. To address this, we conducted online interviews
with 13 Australians with BPD to investigate if the PPBPD's four-factor model reflects the attitudes they have experienced. The
interviews discussed participants’ experiences of support and prejudice and their impacts, the PPBPD model, and help-seeking.
Participants felt the model was an accurate representation of the prejudice they had experienced, and all participants identified
experiences that related to each of the four dimensions. Important sources and impacts of each dimension of prejudice were
also identified. The results suggest that the PPBPD model and scale are useful tools for measuring and understanding prejudice
towards people with BPD and contextualizing it within lived experiences. Consulting people who have BPD is a key step in pro-
viding evidence for the usefulness of the PPBPD model and scale. Using the PPBPD model can provide a more comprehensive un-
derstanding of the attitudes underlying the stigma faced by people with BPD and support the development of appropriate stigma
reduction interventions.

1 | Background

Although various approaches to conceptualizing borderline per-
sonality disorder (BPD) exist (e.g., the ICD-11, World Health
Organization 2021; or the DSM-5 models, American Psychiatric
Association 2022), the core dimensions of the disorder are widely
agreed to be interpersonal hypersensitivity, emotional dysregu-
lation, and impulsivity and behavioural dysregulation (Trull and
Hepp 2023). The lifetime prevalence of BPD is estimated to be
0.7%-2.7% in the general adult population, 12% in people access-
ing outpatient clinics, and 22% in those accessing inpatient clin-
ics (for a review, see Leichsenring et al. 2024). People with BPD

face high levels of stigma, which is primarily ascribed to a lack of
knowledge of BPD, misattributing the symptoms as intentional
“misbehaviour”, and perceptions that BPD is difficult or impos-
sible to treat (for a review, see Ociskova et al. 2023).

People living with BPD have consistently reported that not being
taken seriously, discrimination, and lack of respect are three of
the greatest concerns when attempting to seek help from ser-
vices (Lawn et al. 2017). In 2018, Australian mental health con-
sumers and carers identified stigma around BPD as a research
priority (Banfield et al. 2018). Corrigan and Kosyluk's (2014)
social-cognitive model views stigma as a process, where
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endorsed stereotypes result in negative attitudes (or prejudice),
which in turn lead to discrimination. Following Eagly and
Chaiken (2007), we define an attitude as an evaluative cognitive,
affective, or behavioural response to a specific entity. As stereo-
types are commonly pervasive and resistant to change (Corrigan
and Penn 2015), whereas attitudes are often malleable (Bizumic
and Sheppard 2024) and mediate between stereotypes and dis-
crimination, prejudice presents the most promising pathway to
reducing stigma (Kenny et al. 2018). However, understanding
and addressing prejudice towards people with BPD is hindered
by the use of multiple instruments that often measure different
attitudes (e.g., fear or callousness) and have limited empirical
support (Baker and Beazley 2022). Consistent utilization of a
psychometrically sound instrument across studies would greatly
enhance research efforts.

The Prejudice towards People with BPD (PPBPD) model provides
a comprehensive, well-validated measure of prejudice towards
people with BPD (Sheppard et al. 2023). The four-factor model
comprises Fear/Avoidance (a desire for social distance from, dif-
ficulty interacting with, and feeling unsafe around people who
have BPD), Malevolence (a lack of sympathy for, resentment to-
wards, and beliefs of inferiority about people who have BPD),
Authoritarianism (controlling and restricting choices of people
with BPD), and Unpredictability (viewing people who have BPD
as completely unpredictable). Each factor is bipolar, enabling
the scale to assess both support for and prejudice towards people
with BPD.

The PPBPD model was adapted from the Prejudice towards
People with Mental Illness (PPMI) model, which was devel-
oped from the broader mental health stigma literature (Kenny
et al. 2018). The four PPBPD subscales encompass attitudes that
are measured across other existing prejudice instruments (e.g.,
Black et al. 2011; Shanks et al. 2011) and empirical evidence for
the PPMI scale has been reported across multiple studies (e.g.,
Bizumic et al. 2022; Bizumic and Gunningham 2022; Kenny
et al. 2018; Sander et al. 2022). Nonetheless, the model was de-
veloped without input from people with BPD. Research suggests
that people with BPD face high levels of stigma, in that people
with BPD may be framed as having a behavioural issue, rather
than a mental health condition, mislabelled as “manipulative”
or “attention-seeking”, and are met with less sympathy and
optimism, less belief in their need for professional help, and
greater desires for social distance than people with other com-
mon mental health conditions (e.g., Bodner et al. 2015; Elliott
and Ragsdale 2024; Furnham et al. 2015; Sheehan et al. 2016;
Sulzer 2015). Thus, it is important to investigate whether the
four-factor PPBPD model comprehensively captures the preju-
dice experienced by people with BPD, or whether the differences
in reported stigma are indicative of a BPD-specific dimension of
prejudice that is not included within the PPBPD model.

2 | Aims

The central aim of the current study was to examine, through
semi-structured interviews, whether the four-factor PPBPD
model was reflective of the prejudice faced by people with BPD,
or if additional factors more specific to the experiences of people
living with BPD were missing from the model. The secondary

aim was to contextualize the PPBPD model within the lived ex-
perience by identifying sources and impacts of prejudice and po-
tential avenues of prejudice reduction.

3 | Methods
3.1 | Ethical Considerations

This study was reviewed and approved by the Australian
National University Human Research Ethics Committee
(Protocol: 2021/397), and the procedures followed were in accor-
dance with the Helsinki Declaration as revised in 2013. The par-
ticipants provided their written informed consent to participate
in this study. Participants also provided informed oral consent
before commencing the interview.

Prior to expressing interest, participants were provided with an
information sheet that explained the content and expected bene-
fit of the interviews, as well as their voluntary nature. Participants
had access to the questions prior to the interview and were able
to skip any questions that they felt uncomfortable answering.
Support resources were provided in the information sheet and
again after the interview. The interviewer, a PhD candidate, was
trained in mental health distress and risk management, and a
distress protocol developed by the ACT Consumer and Carer
Mental Health Research Unit (2016) was followed if a participant
showed signs of distress (Calear et al. 2024, appendix 20.1). As
part of this protocol, a registered clinical psychologist was avail-
able in case a participant became distressed; however, they were
not required for any interview. A debrief with the psychologist
was also offered to all participants upon completion of the inter-
view, though no participant chose to do so.

3.2 | Design

A generic qualitative approach was considered appropriate for
this study as the aims focused on the content of the interview-
ees’ opinions, attitudes, and reflections on their experiences with
prejudice towards people with BPD. Generic qualitative inquiry
is recommended when the research aims to investigate the expe-
riences of a phenomenon and describe pre-existing knowledge
about the topic (in this case the four dimensions of prejudice)
from the perspective of the participant (Percy et al. 2015).

3.3 | Participants

Australians who had been diagnosed with BPD and were com-
fortable discussing experiences with prejudice were sought for
this study. Participants self-reported their BPD diagnosis and
how long it had been (in years) since they had received the di-
agnosis. To be eligible for the study, participants also needed to
be 18 or older and confirm that they had a support person they
could contact if needed post-interview. Having comorbid condi-
tions did not exclude potential participants, as comorbidities with
BPD are common (Tate et al. 2022), and excluding participants
with comorbidities would not provide a comprehensive sample.
Twelve participants (92.3%) disclosed comorbidities. The experi-
ences participants shared in the interviews demonstrated that they
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were able to distinguish between perceived attitudes towards their
mental health in general and attitudes towards BPD specifically.

A convenience sample of 13 participants was recruited online via
a national BPD organization. The sample size is consistent with
qualitative research guidelines (Hennink and Kaiser 2022) and
supported by the specificity of the sample, the focused aim and
use of established theory, and the depth of information shared by
the interviewees (Malterud et al. 2016).

All 13 participants identified as Australian and spoke English
(see Table 1). Nine (69.2%) identified as female, two (15.4%) as
male, and two (15.4%) as non-binary. Most participants were
Anglo/Caucasian/White (n=11, 84.6%) and reported a lower-
than-average socio-economic status (n=6, 46.2%). Participant
age ranged from 25 to 65years, with the most common age
bracket being 25-34years (n=4, 30.8%). Quotes presented
throughout the results were chosen such that each interviewee
was represented. As a result, the majority of quotes presented are
from female participants (n=21), with quotes from non-binary
(n=>5) and male (n=4) participants reflecting the smaller num-
ber of non-female participants in the sample.

3.4 | Data Collection

Online, semi-structured interviews were conducted via Zoom by
the first author from October 2022 to January 2023. Prior to the
interviews, the interviewer was not known to any of the partici-
pants. Participants were permitted to have other people present
during their interview; however, none chose to do so. The inter-
views ran for an average of 90 min, and participants were com-
pensated with a $AUD 50 gift card for their participation.

Based on the PPBPD model and research aims, a bespoke inter-
view guide was developed by the research team, consisting of

TABLE1 | Summary of participant demographics.

Category Sub-category N
Gender Female 9
Male 2

Non binary 2

Age 25-34 4
35-44 3

45-54 3

55-64 2

Not stated 1

Socioeconomic status Much lower than average 5
Lower than average 6

Average 1

Higher than average 1

Ethnicity Anglo/Caucasian/White 11

Other/not stated 2

a PhD candidate and three senior academics who had a range
of expertise spanning qualitative methods, clinical psychology,
public health, and mental health consumer engagement (see
Supporting Information S1). Each interview followed the inter-
view guide, which began with open-ended questions relating to
how participants felt about themselves and others with BPD,
how they believed people without BPD perceived them, and
if they had experienced prejudice related to their having BPD.
Participants were then asked if they had experienced prejudice
or support that aligned with the four PPBPD factors. Next, par-
ticipants were introduced to the PPBPD model, discussed it, and
provided feedback (see Figure 1 for the illustration used in these
discussions). Finally, the interviews finished with open-ended
questions related to help-seeking and stigma reduction.

The first author transcribed the interviews verbatim, which al-
lowed for familiarity with and constancy across transcriptions.
Audio recordings and transcripts of the interviews were stored
on a password-protected laptop accessible only to the first au-
thor. Once transcription was complete, the recordings were
deleted. Any identifying information was removed from the tran-
scripts, and pseudonyms were assigned to each participant and
used in the analysis. Transcripts were returned to each partici-
pant to edit, provide input, or withdraw it from the analysis (no
participant chose to withdraw). Anonymised transcripts were
accessible to the members of the research team for analysis.

Approaches to reflexivity, such as that of Lazard and
McAvoy (2020), guided reflection and evaluation of the assump-
tions, positionality, and affective responses of the research team
and their influence throughout the research process to mitigate
bias and possible power dynamics between the interviewer and
participants, where possible. After each interview, the inter-
viewer engaged in written reflection and debriefing discussions
to reflect on the content of the interview and how it related to her
assumptions and the answers shared by previous interviewees.
Reflection on how the interviewer's perspectives, assumptions,
and goals changed continued throughout the study. Regular
discussions with the other members of the research team pro-
moted the sharing of differing perspectives and the resolution of
disagreements in interpretations of themes and codes identified
during the analysis.

3.5 | Analysis

Using NVivo 14, theoretical analysis was employed (Percy
et al. 2015) guided by the development of a codebook (Fereday
and Muir-Cochrane 2006; Roberts et al. 2019; see Figure 2).
Theoretical thematic analysis is driven by theory and predeter-
mined themes, while also allowing for new patterns (or code cat-
egories) and themes to emerge from the data (Percy et al. 2015).
An a priori codebook based on the PPBPD model (fear/avoid-
ance, malevolence, authoritarianism, and unpredictability) and
research aims (experiences with prejudice, impacts of prejudice,
help-seeking, and prejudice reduction) was developed to guide
the thematic analysis.

Each transcript was read multiple times by the first author and
segments of text that appeared meaningful were highlighted
(Percy et al. 2015). The highlighted segments (codes) were then
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Negative attitudes

Fear/Avoidance
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and autonomy
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FIGURE1 | The diagram used when discussing the PPBPD model with participants.

compared to the a priori codebook to determine if they fit within,
expanded upon, or were separate from the existing code catego-
ries (Roberts et al. 2019). All code categories were given a name
and definition, and they were illustrated with in-text examples
(Boyatzis 1998). The codebook was reviewed and refined by the
research team, and transcripts were reread by the first author
until no new code categories emerged. Once all transcripts had
been analyzed and no new codes emerged, the codebook was
considered an accurate representation of the data (see Table 2).

The first author used the final codebook to code all transcripts.
The themes of prejudice discussed by participants were ex-
plored in two ways. First, participant responses to the first six
general, open-ended questions were analyzed to explore their
perceptions of how people with BPD are viewed and their gen-
eral experiences with prejudice. This was done to ensure themes
were driven by participant responses, not the questions asked
regarding the model. Second, the codebook was applied to the
entire transcript to include participant responses to all interview
questions. A second researcher independently coded 10% of the
data for inter-rater reliability analysis. Cohen's kappa coefficient
was calculated as x=0.91, showing a high level of agreement be-
tween coders (Viera and Garrett 2005).

4 | Results

4.1 | Perceptions of People With BPD
and Experiences With Prejudice

In response to the initial general, open-ended questions, all 13
participants shared experiences with prejudice. Participants dis-
cussed prejudice in a broader context as general messages that
they had received or an amalgamation of many experiences.
When asked how she thought other people perceived people

with BPD, Olivia responded “As dysregulated, as they overreact,
attention seeking, unable to manage themselves. Negative. Like
there's so many things but negatively, overall, negatively.”

All participants shared experiences with specific situations and
sources, such as friends, family, and community groups. Many
participants shared experiences of prejudice from healthcare
providers (HCPs).

Mostly in hospital settings. When I was really
unwell, I had a lot of ED presentations. Psychiatric
presentations. And I felt very dismissed. And I think
that was because I was displaying high level BPD traits.
So, the very first instance that I presented for suicidal
ideation, I was pretty much given an AA pamphlet
and told to go home. So that's very traumatic. (Emma)

Thematic grouping of these experiences found all four dimen-
sions of prejudice. Participants identified attitudes related to
desires for social distance, fear, and discomfort interacting with
people who have BPD, which all reflect the fear/avoidance di-
mension of prejudice. Other people perceiving the behaviour and
emotions of people living with BPD as completely unpredictable,
out of control, or reactive were discussed by six participants. One
participant also shared an experience with authoritarianism at-
titudes, where other people restricted the participant's involve-
ment in a community space due to them having BPD. Attitudes
related to malevolence were most prevalent, as almost all par-
ticipants discussed feeling blamed for their condition or symp-
tom presentation, callousness from others, and perceptions that
the participants were manipulative or attention-seeking rather
than unwell. For example, when discussing the prejudice she
had experienced, Alice said “that ‘you're just a spoilt, manipu-
lative drama queen’. “You're just looking for attention’. ‘There's
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Step 1. Development of a priori code categories derived from:

- The PPBPD model (fear/avoidance, malevolence, authoritarianism, unpredictability)
- The research aims (experiences with prejudice, impacts of prejudice, help-seeking, prejudice reduction)

|

- Fit within the intial code categories
- Expand the initial code categories

Step 2. Exploratory analysis of three transcripts to indentify codes within the data that:

- Are seperate from the intial code categories and should be added to the codebook

;

Step 3. Codebook development:

- New code categories named, defined, and described with in-text examples (Boyatzis, 1998)
- Research team revision, discussion, and refinement of code categories/themes
- Code category/theme satuaration of data subset achieved

:

New codes
emerged

Step 4. Codebook refinement:

categories emerge
- Codebook review
- If new code categories emerged, return to Step 3

- Application of codebook to new data subset (three new transcripts) to determine if new code

Step 5. Codebook application:
- Application of finalised codebook to all transcripts

- Intercoder reliability analysis

- Confirmation that codebook appropriately represents the data

FIGURE2 | Codebook creation and application process.

nothing really wrong with you’. Yeah, that's probably the main
thing, ‘There's nothing actually wrong with you’”.

4.2 | Experiences With the PPBPD Dimensions

Throughout each interview, all participants described experi-
ences with fear/avoidance attitudes. Incidences where others
withdrew from friendships with the participant due to their hav-
ing BPD were common. Participants shared how friends, family,
HCPs, or acquaintances would express discomfort or nervous-
ness when interacting with them and reduce or cease communi-
cation. Others shared how they were excluded from social events
by friends, family, or community groups. Attitudes reflecting an
absence of fear/avoidance prejudice were also evident, as par-
ticipants shared how friends and family stuck by them, actively
involved them in social events, and treated them the same as
they had before their diagnosis was disclosed. Others shared how
community members and acquaintances were open to discussing

BPD and sharing experiences, happy to initiate friendships, and
treated them the same as everybody else.

All participants shared experiences that aligned with the malev-
olence dimension. These attitudes were characterized by others
communicating that people with BPD are manipulative, bad, or
attention-seeking, not trying to get better, or are undeserving of
sympathy, support, or care. Nonetheless, the absence of malevo-
lence was also highlighted, as all participants shared how some
family, friends, HCPs, colleagues, and acquaintances could be
caring and sympathetic through efforts to understand, improve
knowledge of BPD, and provide support. Others expressing the
desire or actively attempting to improve things, such as access
to care and support and overall acceptance of people living with
BPD, were also discussed.

Attitudes that reflected authoritarianism were the least prevalent
across the interviews. Instances of authoritarianism were charac-
terized as having little or no choice and autonomy in treatment,
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TABLE 2 | The themes and sub-themes as they were defined in the codebook.

Theme Definition Interview example
Experiences with Described experiences or perceptions of prejudice “They don't believe me generally. And they don't
prejudice towards someone/people who have BPD. believe that I have a disability, and they see me
functioning reasonably well on the outside.” (Drew)
Fear/Avoidance
Fear/Avoidance Experiences or attitudes related to beliefs that people with “I would tell people that I have BPD, and I
Present BPD should be avoided and rejected from the community, have seen people cross their arms turn away

Fear/Avoidance Absent

Malevolence

Malevolence Present

Malevolence Absent

Authoritarianism

Authoritarianism
Present

Authoritarianism
Absent

Unpredictability

Unpredictability
Present

Unpredictability
Absent

Impacts of prejudice

that they are difficult to interact with, and/or dangerous.

Additional coding: source present/absent

Experiences or attitudes related to beliefs that
people with BPD should be accepted and integrated
into the community, that they are easy to interact
with, and/or that they are harmless.
Additional coding: source present/absent

Experiences or attitudes related to resentment
towards people with BPD, or beliefs that people
with BPD do not deserve sympathy or support
and/or are inferior to other people.
Additional coding: source present/absent

Experiences or attitudes related to beliefs that
people with BPD deserve sympathy and support,
and/or are the same as other people.
Additional coding: source present/absent

Experiences or attitudes related to beliefs
that people with BPD should be controlled
by others by any means necessary.
Additional coding: source present/absent

Experiences or attitudes related to supporting people
with BPD being free to control their own lives.
Additional coding: source present/absent

Experiences related to considering all people with
BPD behave unpredictably, that people with BPD are
more unpredictable than people without BPD.
Additional coding: source present/absent

Experiences related to beliefs that people
with BPD behave predictability.
Additional coding: source present/absent

The impacts that prejudice towards people
with BPD had on the interviewees.

from me and move away from me. People
in the mental health field.” (Drew)

“But I've had people who stuck around
through the worst, when my symptoms
were at their worst...” (Emma)

“Very much the attitude has been that ‘[people
with BPD] are just spoiled brats and we're
just pampering them and catering to them

and giving them handouts. And they're
just manipulating the system’.” (Alice)

“Everybody can be diagnosed with something
by surprise... You're not superior just because
you don't have a diagnosis.” (Alex)

“..it's [being] ignored, and also just the lack
of, like, respect and autonomy.” (Emma,
things that stop her help-seeking)

“Choice is so important. It's a shame people
can't see the value of having treatment... But you
can't force something on somebody.” (Talia)

“With my husband, I think he feels I can
be unpredictable at home. I know that
my daughter feels that way.” (Mary)

“I think they're very predictable if
you know their story.” (Chloe)

Self Experiences of feeling dismissed, invalidated, or “My self-esteem has gone down
rejected when trying to share feelings and experiences significantly.” (Emily)
or seek care and support, feeling isolated, expressions
of feeling a lack of hope for the future or treatment,
loss of trust in others, negative self-image, feelings of
shame related to having BP or expressions of prolonged
negative affect as a result of prejudicial experiences.
Social Impacts on social experiences, such as estrangement “I over analyze everything about myself
from family, friendships ending or being still because I don't want to upset somebody
strained, ceasing community involvement. else...” (Alex, when discussing experiences
related to being considered unpredictable)
(Continues)
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TABLE 2 | (Continued)

Theme

Definition

Interview example

Employment

Future help-seeking

Treatment of other
conditions

Help-seeking
experiences

BPD faces more
prejudice

Direct expression

Indirect expression

BPD literacy

The term borderline
personality disorder

General lack of
knowledge

How to care for/treat
someone who has BPD

Prejudice reduction

Additional coding

Source of attitudes/
experience

Positive/negative
experience

Impacts on ability to work or workplace environment
(feeling comfortable, safe, judged, supported).

Expressions of being less likely to seek help in the
future due to past experiences with prejudice.

Expressions of being less likely to seek help for,
or having been unable access care/treatment for,
other physical or mental health conditions due to

others prejudice towards them having BPD.

Experiences related to help-seeking including when
or why the interviewee sought care, which services
they sought out, barriers they experienced, and
experiences seeking or receiving a diagnosis.
Additional coding: positive/negative.

Beliefs that BPD faces different types or higher
levels of prejudice than other diagnosis groups.

Direct expressions that BPD faces higher
or different levels of prejudice.

Statements or behaviours that indicate an expectation
that people with BPD face higher levels of prejudice,
such as being willing to disclose another mental
health diagnosis, but not a BPD diagnosis.

Believing that the name borderline personality disorder
is not a good representation of the symptoms or increases
stigma or confusion around the diagnostic criteria.

Having no knowledge or incorrect knowledge about BPD.
Additional coding: source present/absent.

Having no knowledge or incorrect knowledge of
BPD treatment and support options. This includes
not knowing how or where to refer a patient with
BPD to appropriate treatment/support pathways.

The interviewees thoughts on prejudice reduction,
including where they think efforts need to be focused,
where they should be focused first, what they feel could
be/have found to be helpful, and what it would mean to
them if prejudice towards people with BPD was reduced.

“I strongly suspect that I'm facing prejudice
when applying for work.” (Mary)

“Yeah, because I know they say one thing and then
they behave another way.” (Emily, when asked if
the stigma around BPD stops her seeking help)

“They just see my diagnosis and say, ‘oh, she's
got BPD. So, we'll just let her sleep it off and
send her home in a few hours, or once you settle
down’ ... I've tried to explain to them that they are
separate diagnoses.” (Hazel, discussing trying
to seek help for symptoms unrelated to BPD)

“[Carers and physicians| were more often than
not caring and understanding. And if they didn't
understand they would refer me to somebody
else. But they never judged me.” (Daniel)

“I feel like there's less help and less willingness
to help. There's much more onus on the
individual to sort their shit out.” (Olivia)

“I might say I have mental health conditions,
but I would say like bipolar because it has
less of a stigma attached to it.” (Phillipa)

“It is that stigma of BPD, and personality disorders,
they misbelieve that and it must mean that you
have more than two personalities...” (Phillipa)

“I think the prejudice comes because people
just don't understand you... And so, they tend
to back away in relationships.” (Jacob)

“I don't think they understand what they're treating
at all. I think they just see the keywords... So, I
think they miss a lot of the finer points.” (Daniel)

“Potentially, looking at kind of those large
generalizations, particularly the ‘manipulation’.
I think for healthcare professionals that's one
that really needs to be addressed.” (Chloe)

If present, then coded: community, family, friends, government services,

healthcare providers, partner, self, “they”, or workplace
If absent or otherwise unclear, then coded: not identified

If overall positive experience, then coded: positive
If overall negative experience, then coded: negative

Note: Bold text indicates themes that were pre-determined from the PPBPD model and the research aims. All other code categories emerged from patterns/clusters of

codes during the analysis.

being forced into treatment, pushed to stay in treatment, and
others not allowing choices in their personal life. Participants
shared how these attitudes came from people who wanted to
help, such as HCPs who were sure the treatment would help, or

family who pressured them into continuing to see a HCP when
the participant felt it was unnecessary. However, many partici-
pants felt that treatment was not helpful if the person was not
ready to receive it. Conversely, participants discussed experiences
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with people who supported their choice and autonomy in treat-
ment and life decisions, as well as how open discussion about
and waiting for the right time to make life decisions was more
beneficial in the long run. Most attitudes reflecting an absence of
authoritarianism came from the participants themselves.

Last, all participants shared how people with BPD, and their be-
haviours and emotions, are perceived as out of control or com-
pletely unpredictable. They felt that other people judged their
overall behaviour based on moments when they were dysregu-
lated or expected them to behave in unpredictable ways after hear-
ing about their BPD diagnosis. For example, Alice shared how
people’s behaviour changed after she told them that she has BPD,
“..they treated me differently as though they had to walk on egg-
shells”. Three participants shared personal attitudes reflecting the
absence of unpredictability attitudes, which were all characterized
by believing that people with BPD are individuals with their own
story that informed predictable behaviour patterns.

4.3 | Direct Discussions of the PPBPD Model

Throughout the discussion of the PPBPD model, 12 participants
were able to relate their experiences to the model, particularly
the bipolar nature of the factors: “I personally identify with that
because you experience, there's sympathy and there's support,
but they will still look out for unpredictable behaviour.” (Emily).
Generally, the participants felt that the four factors were an ac-
curate reflection of their experiences. For example, when dis-
cussing Figure 1, Alex said “With regards to BPD, I think that's
probably the core ones that I could think of, like everything that
I'm thinking of would fit into one of these categories somewhere
on the left or the right.” One participant indicated that they did
not think they had enough overall experience with prejudice to
provide input on the model. They discussed how a model akin to
the PPBPD model could be helpful in identifying antecedents of
prejudice and reducing discrimination, particularly fear/avoid-
ance, but were unable to provide input on the accuracy of the
four factors. Nevertheless, when discussing their experiences of
both support and prejudice, this participant shared experiences
that reflected all four dimensions.

Two participants discussed possible improvements for the
PPBPD model. Initially, Alex was unsure about the malevolence
factor and felt that empathy (rather than sympathy) may be a
better representation of the prejudice they had experienced, stat-
ing “I don't necessarily know that sympathy is my favourite term
for that”. However, after further reflection (without interviewer
input) they decided that sympathy was an acceptable descriptor
of the factor. Additionally, Emma was unsure if the model rep-
resented the lack of hope that she had experienced from HCPs
(“this sort of attitude of ‘Oh, it's too hard to treat. They won't put
in the work. The outcome is really poor’”) and felt that “it almost
fits under malevolence, but not quite”.

4.4 | Contextualizing the Model

Participants highlighted four associated themes that related to
their experiences of prejudice and provided important information
for understanding how the PPBPD dimensions are experienced.

4.4.1 | Sources of Attitudes

The experiences of both prejudice and support shared by
participants emphasized 10 sources: the participants them-
selves, friends, family, partners, HCPs, the broader community
(e.g., church groups), workplaces, support groups (e.g., non-
government organizations), government services (e.g., the police
or national disability services), and a broader “they” category
(e.g., “they”, “people”, or “others”). Figure 3 presents the per-
centage of participants who discussed each dimension in relation
to a specific source. Overall, attitudes or experiences related to
HCPs were most commonly shared, with 12 of the 13 partici-
pants (92.3%) discussing experiences or perceptions of malevo-
lence involving HCPs.

Attitudes reflecting an absence of fear/avoidance prejudice were
most evident when participants discussed experiences with
friends. For example, Jacob discussed how good friends would
listen to him explain BPD and his experiences and respond with
a willingness to work with him in their friendship. An absence
of malevolence prejudice was most common in experiences with
BPD support groups. For instance, Mary shared how the local
BPD support group was one of her greatest sources of acceptance
and support. HCPs were identified as the main source of attitudes
reflecting the absence of authoritarianism prejudice, as some
participants discussed how their HCPs would encourage discus-
sion and participant input in treatment options. The absence of
unpredictability prejudice only came from the participants them-
selves. Across all dimensions, participants identified themselves
as a source of low prejudice. For example, Phillipa shared, “I think
people with BPD are actually pretty amazing people, particularly
if they have done their best to try and stay alive.”

4.4.2 | Impacts of Prejudice

All participants discussed how prejudice impacted multiple
aspects of their lives, highlighting five subthemes: self, social,
employment, future help-seeking, and treatment of other condi-
tions. Figure 4 presents the percentage of participants who dis-
cussed each of the impact subthemes in relation to each PPBPD
factor. The impacts on employment are not included in the fig-
ure because this subtheme was more widely attributed to preju-
dice as a whole, rather than a specific factor.

Participants described how their experiences with prejudice had
impacted them as individuals. These impacts were character-
ized by isolation, negative self-image, prolonged negative affect,
lack of hope for the future, and shame. The impacts of prejudice
on social relationships were also widely shared and comprised
being excluded from social events and groups, difficulties initiat-
ing and maintaining relationships, reduced trust in others, and
lack of acceptance or estrangement from family. The impacts of
prejudice extended into the workplace, where prejudice created
challenges gaining and maintaining employment or impacted
their relationships with colleagues and treatment within the
workplace.

Participants described how general perceptions of people with
BPD and their behaviours, as well as past negative experiences
with help-seeking, diminished their trust in healthcare services.
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These experiences reduced almost all participants' likelihood of
seeking further support or treatment for their BPD symptoms.
Similarly, some participants shared how the prejudice they ex-
perienced towards their having BPD impacted their likelihood or
ability to seek care for other conditions, such as having concerns
of other mental and physical health conditions being dismissed
or overlooked.

4.4.3 | A BPD Diagnosis Faces More Prejudice
Many participants felt that people with BPD received more prej-

udice than people with other mental health conditions. Some
participants directly expressed this belief or shared experiences

B Authoritarianism

B Authoritarianism

B Unpredictability

70 | |

Treatment of other
conditions

Future help-seeking

B Unpredictability

where people with BPD faced less favourable attitudes than other
diagnosis groups. These instances were most commonly associ-
ated with attitudes that reflect malevolence prejudice, as partic-
ipants discussed receiving less sympathy or compassion towards
their BPD and being less likely to be considered truly ill when
seeking help. For others this was expressed indirectly through
discussing their willingness to disclose one mental health condi-
tion (e.g., bipolar) but not disclose having BPD.

4.4.4 | BPD Literacy

Eleven participants discussed concerns with low BPD literacy,
and most frequently associated with it fear/avoidance prejudice.
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Participants discussed how access to misinformation, non-lived
experience-based information, or a general lack of knowledge
about BPD led to misunderstandings and social distance. When
seeking help, some participants experienced HCPs who did not
understand how to provide care or treatment for someone who
has BPD, often resulting in poor or no treatment. Concerns with
the term borderline personality disorder were also raised. In par-
ticular, some participants felt that the term personality disorder
may mislead people to believe they had innate problems with
their personality rather than a treatable disorder.

5 | Discussion

This study sought to determine if the PPBPD model accurately
reflected the experiences of people living with BPD and to iden-
tify links between the four factors of prejudice and the sources
and impacts. Through both direct and indirect means, the model
was supported by the interview participants. Both positive and
negative experiences shared by the participants related to one
or more of the four dimensions of prejudice. These shared ex-
periences provided understanding of how the PPBPD model is
characterized and experienced by the participants. This suggests
that factors of Fear/Avoidance, Malevolence, Authoritarianism,
and Unpredictability found within the PPBPD model represent
aspects of the lived experiences of support for and prejudice to-
wards people with BPD. Consequently, this indicated that the
PPBPD model and associated scale are useful tools for not only
measuring prejudice but organizing and integrating prejudice
research, and thus deepening our understanding of prejudice to-
wards people with BPD.

Two concerns about the PPBPD model were raised that need to
be considered. First, one participant raised a concern regarding
the focus on sympathy rather than empathy in the malevolence
factor. The distinction between sympathy and empathy lies in the
orientation of the feelings, where empathy reflects a shared feel-
ingwith another person and sympathy denotes feeling for another
person (Singer and Lamm 2009). It is the orientation towards the
other person that lends sympathy to be encompassed within the
PPBPD model, as prejudice involves a negative attitude towards
a group or person (Allport 1954). They are related constructs;
however, with empathy showing a consistent relationship with
prejudice across research (McFarland 2010), particularly the
Malevolence subscale (Bizumic and Gunningham 2022; Kenny
et al. 2018; Sheppard et al. 2023, 2025). Alex's preference for
empathy over sympathy is reflected in the literature (for a dis-
cussion, see Gerace 2020). Coupled with the prevalence of malev-
olence identified throughout the interviews, Alex's perspective
highlights the need for further investigation of the malevolence
factor to explore how constructs like sympathy, empathy, and
compassion fit within or relate to the PPBPD model and ensure
that the correct terminology is utilized.

Second, another participant felt that a lack of hope for her future
and recovery from HCPs was not adequately addressed in the
PPBPD model and should be further investigated. Prior research
has also identified belief in the patient's ability to recover as an
important aspect of positive therapeutic relationships for people
with BPD (Romeu-Labayen et al. 2020). Sheppard et al. (2025)
investigated how belief in treatment effectiveness and patient

recovery related to the PPBPD model in a sample of 593 HCPs.
They reported that belief in patient recovery demonstrated a sig-
nificant correlation with the PPBPD scale (r=—0.50, p <0.001),
specifically with the Fear/Avoidance subscale (semipartial
r=-0.34, p<0.001). Emma'’s observation supports the need for
further research into this association, as well as intervention de-
velopment, where interventions may highlight success stories
from both people with BPD and HCPs in the hopes of increasing
belief in patient recovery and reducing prejudice.

Analysis of the interviews indicated four associated themes:
“sources of attitudes”, “impacts of prejudice”, “a BPD diagnosis
faces more prejudice”, and “BPD literacy”. The associated themes
are not novel to the literature, as higher levels of stigma and low
BPD literacy have been pervasive issues in BPD stigma research
(for areview, see Ring and Lawn 2019). Nevertheless, connecting
those associated themes to the four dimensions of prejudice pro-
vides tools for deepening understanding of stigma and how the
negative attitudes might be reduced. For example, knowledge of
the biogenetic causes of mental health conditions has been found
to correlate with increased desire for social distance and beliefs
of dangerousness (Kvaale et al. 2013). Another study found that
teaching psychology students about dimensional personality
disorder models (such as the alternative model for personality
disorders, American Psychiatric Association 2013) indirectly re-
duced prejudice, particularly fear/avoidance, through increased
continuum beliefs, decreased categorical beliefs, and perceived
ingroup membership (Wai et al. 2024). These findings indicate
that particular types of education may be more effective, or po-
tentially harmful, when reducing fear/avoidance prejudice.

Malevolence was identified as the most commonly reported atti-
tude faced by the participants. It is unclear whether the frequency
of shared malevolence experiences is due to it being experienced
more than other expressions or if those experiences were more
salient for participants. Regardless, experiences with malev-
olence appeared to resonate deeply with the participants and
relate to damaging outcomes. The common link between malev-
olence and HCPs is consistent with broader research suggesting
some HCPs believe patients with BPD are not truly unwell, ma-
nipulative, and deserving of less sympathy (for a review, see Ring
and Lawn 2019). Research investigating intervention success on
the four dimensions of prejudice towards mental health condi-
tions in general has found no significant reductions in malevo-
lence attitudes, and one study found a non-significant increase
following an education intervention (Kenny and Bizumic 2016;
Richards et al. 2023). Further, Sheppard et al. (2023) found no
relationship between increased contact and malevolence. This
indicates that the traditional intervention methods (education
and increased contact) may not be appropriate for reducing ma-
levolence. The use of the PPBPD scale before and after educa-
tional interventions may support the development of tailored
programs to address prejudice and determine change following
the intervention.

This study further supports the need for lived experience per-
spectives in health research. Previous research using the PPBPD
scale has focused on prejudice reported towards people with BPD
among stigmatisers (Sheppard et al. 2023). In student and com-
munity samples, unpredictability and fear/avoidance were the
highest reported prejudice, which may indicate a need to focus

10 of 13

International Journal of Mental Health Nursing, 2026

85UB017 SUOWIWIOD 8A 11810 3|qeol ddke ay) Aq pauenob ke Saoiie YO 8SN JO Sa|nJ 10} ARIq1T 8UIUO 8|1 UO (SUOTPUOO-PUR-SLUIBIALIOD A8 |1 Afe.q 18U JUo//:Sdy) SUOTIPUOD PUe swie | 8y} 985 *[9202/90/80] Uo ARiqi1auliuo A8|IM ‘AIsieAlun euolieN Uelfensny 8y L Aq 85202 WUl TTTT OT/I0pAuco" A3 1M Atelq1jeuljuo//sdny woy pepeojumod ‘Z ‘9202 ‘6vE0LrrT



intervention efforts there first. Nevertheless, participants iden-
tified malevolence prejudice as the most prevalent for them.
These experiences were linked to HCPs and family, and impacts
such as reduced help-seeking, shame, and decreased self-esteem.
Identifying the source and impact arguably holds greater impor-
tance than the reported level, as malevolence (even not very high)
from a family member or source of care is likely to be far more
damaging than higher levels of unpredictability or fear/avoidance
attitudes from strangers. Lived experience perspectives in research
can identify the most important sources and expressions of preju-
dice. This in turn can guide the development of interventions that
can have the most positive impact for people living with BPD.

We acknowledge that researchers should involve people who
have lived experience from the conception of research rather
than later in the process. Nonetheless, we argue that developing
the PPBPD model based on the PPMI model (Kenny et al. 2018)
is a strength of this research. This model and scale were devel-
oped through thorough thematic and factor analysis of 27 exist-
ing measures of mental health stigma, which provided essential
guidance in navigating this complex topic. Given the large body
of literature the PPMI was built upon, we considered it likely that
the main components of prejudice were already covered by this
model and that any BPD-specific aspects of prejudice could be
integrated if identified in studies like this one. Therefore, we did
not consider ground-up development necessary, and this is sup-
ported by the experiences shared in this study.

5.1 | Limitations

The small-scale, convenience sample restricted the gender and
cultural diversity of the interview participants. The participant
pool was imbalanced, with only two male and two non-binary
people, which may bias the findings when considering non-
female perspectives. This is an ongoing limitation in BPD re-
search as, despite data showing equal prevalence of BPD among
males and females, research has often viewed BPD as a female-
predominant disorder (Qian et al. 2022). Qualitative research
exploring help-seeking and diagnosis experiences of men with
BPD suggested that this gendered approach to BPD reinforces so-
cietal stigma towards and internalized stigma within men (Dean
et al. 2024). Subsequently, male lived experiences may relate to
the PPBPD model in ways that were not identified in this study
and should be explored further. It is important that the applica-
bility of the PPBPD model to the lived experience is investigated
in other samples within and outside Australia.

Second, many participants came to the interviews with partic-
ular experiences and populations they wished to speak about,
which may have become the focus of their interview. This does
not decrease the value of their contributions; in fact, it highlights
areas of great importance and potential primary intervention av-
enues. It is, however, important to acknowledge that a lifetime
of experiences cannot be comprehensively shared in 90 min, and
significant topics could have been missed. Further exploration
of prejudice from the perspective of the stigmatized, both in the
context of the PPBPD model and others, is recommended.

Further, the interview format may have influenced the results.
Access to the questions prior to the interview may have primed

participants to respond to the early open-ended questions with
the four factors of prejudice in mind. As a result, the interviews
may have failed to identify additional prejudicial attitudes that
could be integrated into the PPBPD model. Further research
involving people with BPD may help to validate or expand
the model.

6 | Conclusion

This study provided validation for the PPBPD model from
the lived experience perspective. It found that the four fac-
tors of Fear/Avoidance, Malevolence, Authoritarianism, and
Unpredictability encompass attitudes of both support and
prejudice experienced by people living with BPD. The PPBPD
model and scale appear to be useful tools for identifying and
understanding the connections between specific prejudice and
its causes, sources, and impacts, which is vital to implementing
effective, evidence-based interventions.

7 | Relevance for Clinical Practice

A model that is reflective of the lived experience, such as the
PPBPD model, can be beneficial in guiding training and sup-
port for healthcare providers. Similar experiences with, and im-
pacts of, negative attitudes from healthcare providers have been
shared by participants in other studies (e.g., Carrotte et al. 2019;
Vandyk et al. 2019). Linking malevolence prejudice to these ex-
periences could inform support practices for healthcare provid-
ers and improve care and help-seeking outcomes. For example,
malevolence was reported to negatively relate to Davis's (1980)
construct of empathic concern (Sheppard et al. 2023). Given
that research shows that triage nurses with higher levels of self-
compassion also report higher empathy (Savieto et al. 2019), pro-
grams that encourage and support self-compassion may prove
useful. Such programs could be beneficial for healthcare pro-
viders and patients alike through improved healthcare provider-
client relationships and provision of care.

Author Contributions

Hannah Sheppard led the conception and design of the study. She or-
ganized and conducted all interviews, transcribed and anonymised the
transcripts, and completed the bulk of the analysis. Hannah also led the
interpretation of the data, drafted the manuscript, submitted the manu-
script, and agrees to be accountable for all aspects of the work in ensuring
that questions related to the accuracy or integrity of any part of the work
are appropriately investigated and resolved. Elizabeth Huxley contributed
to the conception and design of the study, including the development of
the interview questions. She acted as the on-call registered psychologist
in the event that any participant became distressed or requested a debrief
upon interview completion. She contributed to the development of the
codebook, conducted independent coding for the inter-rater reliability
analysis, contributed to the interpretation of the data, critically reviewed
and edited draft versions of the manuscript, provided final approval of
the version to be published, and agrees to be accountable for all aspects
of the work in ensuring that questions related to the accuracy or integ-
rity of any part of the work are appropriately investigated and resolved.
Boris Bizumic supervised and contributed to the conception and design
of the study. He contributed to the codebook development, analysis, in-
terpretation of the data, critically reviewed and edited all draft versions
of the manuscript, provided final approval of the version to be published,

International Journal of Mental Health Nursing, 2026

11 of 13

85UB017 SUOWIWIOD 8A 11810 3|qeol ddke ay) Aq pauenob ke Saoiie YO 8SN JO Sa|nJ 10} ARIq1T 8UIUO 8|1 UO (SUOTPUOO-PUR-SLUIBIALIOD A8 |1 Afe.q 18U JUo//:Sdy) SUOTIPUOD PUe swie | 8y} 985 *[9202/90/80] Uo ARiqi1auliuo A8|IM ‘AIsieAlun euolieN Uelfensny 8y L Aq 85202 WUl TTTT OT/I0pAuco" A3 1M Atelq1jeuljuo//sdny woy pepeojumod ‘Z ‘9202 ‘6vE0LrrT



and agreed to be accountable for all aspects of the work in ensuring that
questions related to the accuracy or integrity of any part of the work are
appropriately investigated and resolved. Alison Calear contributed to the
conception and design of the study. She contributed to the codebook de-
velopment, analysis, interpretation of the data, critically reviewed and
edited draft versions of the manuscript, provided final approval of the
version to be published, and agrees to be accountable for all aspects of the
work in ensuring that questions related to the accuracy or integrity of any
part of the work are appropriately investigated and resolved.

Acknowledgements

We are grateful to the participants for their significant contribution
to this research. We would like to thank Anna Elisara, Chun Kit Hui
Nicholas Wai, Alberta Hayes, Stella Pham, and Katherine Dixon for their
consulting on the codebook analysis and an early version of the manu-
script. We are also thankful to Mental Health Australia for funding this
study through the 2020 Grace Groom Memorial Scholarship. Open ac-
cess publishing facilitated by Australian National University, as part of
the Wiley - Australian National University agreement via the Council of
Australasian University Librarians.

Funding

This work was supported by Mental Health Australia; National Health
and Medical Research Council (Grant 1173146).

Ethics Statement

This study was reviewed and approved by the Australian National
University Human Research Ethics Committee (Protocol: 2021/397),
and the procedures followed were in accordance with the Helsinki
Declaration as revised in 2013. The participants provided their written
informed consent to participate in this study.

Conflicts of Interest

The authors declare no conflicts of interest.

Data Availability Statement

Due to the study's approved ethics protocol, the data cannot be made
freely available.

References
Allport, G. W. 1954. The Nature of Prejudice. Addison-Wesley.

American Psychiatric Association. 2013. Diagnostic and Statistical
Manual of Mental Disorders. 5th ed. American Psychiatric Press Inc.
https://doi.org/10.1176/appi.books.9780890425596.

American Psychiatric Association. 2022. Diagnostic and Statistical
Manual of Mental Disorders (Fifth edition, text revision). American
Psychiatric Association Publishing. https://doi.org/10.1176/appi.books.
9780890425787.

Baker, J., and P. I. Beazley. 2022. “Judging Personality Disorder: A
Systematic Review of Clinician Attitudes and Responses to Borderline
Personality Disorder.” Journal of Psychiatric Practice 28, no. 4: 275-293.
https://doi.org/10.1097/PRA.0000000000000642.

Banfield, M. A., A. R. Morse, A. Gulliver, and K. M. Griffiths. 2018.
“Mental Health Research Priorities in Australia: A Consumer and Carer
Agenda.” Health Research Policy and Systems 16, no. 1: 119. https://doi.
0rg/10.1186/s12961-018-0395-9.

Bizumic, B., B. Gunningham, and B. K. Christensen. 2022. “Prejudice
Towards People With Mental Illness, Schizophrenia, and Depression
Among Mental Health Professionals and the General Population.”
Psychiatry Research 317: 114817. https://doi.org/10.1037/sah0000501.

Bizumic, B., and B. Gunningham. 2022. “Prejudice Toward People With
Mental Illness, Schizophrenia, and Depression: Measurement, Structure,
and Antecedents.” Schizophrenia Bulletin Open 3, no. 1: sgac060. https://
doi.org/10.1093/schizbullopen/sgac060.

Bizumic, B., and H. Sheppard. 2024. “Prejudice Toward People With
Mental Illness.” In The Palgrave Encyclopedia of Disability, 1-12. Palgrave
Macmillan. https://doi.org/10.1007/978-3-031-40858-8_108-1.

Black, D. W., B. Pfohl, N. Blum, et al. 2011. “Attitudes Toward Borderline
Personality Disorder: A Survey of 706 Mental Health Clinicians.” CNS
Spectrums 16, no. 3: 67-74. https://doi.org/10.1017/S109285291200020X.

Bodner, E., S. Cohen-Fridel, M. Mashiah, et al. 2015. “The Attitudes
of Psychiatric Hospital Staff Toward Hospitalization and Treatment of
Patients With Borderline Personality Disorder.” BMC Psychiatry 15: 2.
https://doi.org/10.1186/s12888-014-0380-y.

Boyatzis, R. E. 1998. Transforming Qualitative Information: Thematic
Analysis and Code Development. Sage Publications Inc.

Calear, A. L., A. R. Morse, and M. A. Banfield. 2024. ““This Is Doin’
My Head in’: The Ethics of Psychological Research.” In The Routledge
Handbook of Human Research Ethics and Integrity in Australia, edited
by B. M. Smyth, M. A. Martin, and M. Downing, 1st ed. Taylor & Francis
Group. https://doi.org/10.4324/9781003319733.

Carrotte, E., M. Hartup, and M. Blanchard. 2019. ““It's Very Hard for Me
to Say Anything Positive”: A Qualitative Investigation Into Borderline
Personality Disorder Treatment Experiences in the Australian Context.”
Australian Psychologist 54, no. 6: 526-535. https://doi.org/10.1111/ap.12400.

Corrigan, P. W., and K. A. Kosyluk. 2014. “Mental Illness Stigma: Types,
Constructs, and Vehicles for Change.” In The Stigma of Disease and
Disability: Understanding Causes and Overcoming Injustices, edited by
P. W. Corrigan, 35-56. American Psychological Association. https://doi.
0rg/10.1037/14297-003.

Corrigan, P. W., and D. L. Penn. 2015. “Lessons From Social Psychology
on Discrediting Psychiatric Stigma.” Stigma and Health 1: 2-17. https://
doi.org/10.1037/2376-6972.1.S.2.

Davis, M. H. 1980. “A Multidimensional Approach to Individual
Differences in Empathy.” JSAS Catalog of Selected Documents in
Psychology 10: 85.

Dean, C., H. Mildred, A. Klas, S. Rao, and J. H. Broadbear. 2024. “A
Qualitative Exploration of Help-Seeking and Experiences of Diagnosis
Among Men With Borderline Personality Disorder.” Journal of
Personality Disorders 38, no. 5: 455-476. https://doi.org/10.1521/pedi.
2024.38.5.455.

Eagly, A. H., and S. Chaiken. 2007. “The Advantages of an Inclusive
Definition of Attitude.” Social Cognition 25, no. 5: 582-602. https://doi.
0rg/10.1521/50c0.2007.25.5.582.

Elliott, M., and J. M. Ragsdale. 2024. “Public Stigma Toward People
With Bipolar Versus Borderline: An Experimental Study of Attributions,
Treatability, Race, and Gender.” Stigma and Health 10, no. 3: 493-504.
https://doi.org/10.1037/sah0000501.

Fereday, J., and E. Muir-Cochrane. 2006. “Demonstrating Rigor Using
Thematic Analysis: A Hybrid Approach of Inductive and Deductive
Coding and Theme Development.” International Journal of Qualitative
Methods 5, no. 1: 80-92. https://doi.org/10.1177/160940690600500107.

Furnham, A., V. Lee, and V. Kolzeev. 2015. “Mental Health Literacy and
Borderline Personality Disorder (BPD): What Do the Public “Make” of
Those With BPD?” Social Psychiatry and Psychiatric Epidemiology 50, no.
2: 317-324. https://doi.org/10.1007/s00127-014-0936-7.

Gerace, A. 2020. “Roses by Other Names? Empathy, Sympathy, and
Compassion in Mental Health Nursing.” International Journal of Mental
Health Nursing 29, no. 4: 736-744. https://doi.org/10.1111/inm.12714.

Hennink, M., and B. N. Kaiser. 2022. “Sample Sizes for Saturation in
Qualitative Research: A Systematic Review of Empirical Tests.” Social

12 of 13

International Journal of Mental Health Nursing, 2026

85UB017 SUOWIWIOD 8A 11810 3|qeol ddke ay) Aq pauenob ke Saoiie YO 8SN JO Sa|nJ 10} ARIq1T 8UIUO 8|1 UO (SUOTPUOO-PUR-SLUIBIALIOD A8 |1 Afe.q 18U JUo//:Sdy) SUOTIPUOD PUe swie | 8y} 985 *[9202/90/80] Uo ARiqi1auliuo A8|IM ‘AIsieAlun euolieN Uelfensny 8y L Aq 85202 WUl TTTT OT/I0pAuco" A3 1M Atelq1jeuljuo//sdny woy pepeojumod ‘Z ‘9202 ‘6vE0LrrT


https://doi.org/10.1176/appi.books.9780890425596
https://doi.org/10.1176/appi.books.9780890425787
https://doi.org/10.1176/appi.books.9780890425787
https://doi.org/10.1097/PRA.0000000000000642
https://doi.org/10.1186/s12961-018-0395-9
https://doi.org/10.1186/s12961-018-0395-9
https://doi.org/10.1037/sah0000501
https://doi.org/10.1093/schizbullopen/sgac060
https://doi.org/10.1093/schizbullopen/sgac060
https://doi.org/10.1007/978-3-031-40858-8_108-1
https://doi.org/10.1017/S109285291200020X
https://doi.org/10.1186/s12888-014-0380-y
https://doi.org/10.4324/9781003319733
https://doi.org/10.1111/ap.12400
https://doi.org/10.1037/14297-003
https://doi.org/10.1037/14297-003
https://doi.org/10.1037/2376-6972.1.S.2
https://doi.org/10.1037/2376-6972.1.S.2
https://doi.org/10.1521/pedi.2024.38.5.455
https://doi.org/10.1521/pedi.2024.38.5.455
https://doi.org/10.1521/soco.2007.25.5.582
https://doi.org/10.1521/soco.2007.25.5.582
https://doi.org/10.1037/sah0000501
https://doi.org/10.1177/160940690600500107
https://doi.org/10.1007/s00127-014-0936-7
https://doi.org/10.1111/inm.12714

Science & Medicine 292: 114523. https://doi.org/10.1016/j.socscimed.
2021.114523.

Kenny, A., B. Bizumic, and K. M. Griffiths. 2018. “The Prejudice Towards
People With Mental Illness (PPMI) Scale: Structure and Validity.” BMC
Psychiatry 18, no. 1: 293. https://doi.org/10.1186/s12888-018-1871-z.

Kenny, A., and B. Bizumic. 2016. “Learn and ACT: Changing Prejudice
Towards People With Mental Illness Using Stigma Reduction
Interventions.” Journal of Contextual Behavioral Science 5, no. 3: 178-
185. https://doi.org/10.1016/.jcbs.2016.06.004.

Kvaale, E. P., W. H. Gottdiener, and N. Haslam. 2013. “Biogenetic
Explanations and Stigma: A Meta-Analytic Review of Associations
Among Laypeople.” Social Science & Medicine 96: 95-103. https://doi.
org/10.1016/j.socscimed.2013.07.017.

Lawn, S., J. McMahon, and S. Zabeen. 2017. Part 2—Consumers:
Experiences of Consumers With the Diagnosis of Borderline Personality
Disorder (BPD) 2017 Update (Foundations for Change). Private Mental
Health Consumer Carer Network (Australia) Ltd.

Lazard, L., and J. McAvoy. 2020. “Doing Reflexivity in Psychological
Research: What's the Point? What's the Practice?” Qualitative Research
in Psychology 17, no. 2: 159-177. https://doi.org/10.1080/14780887.2017.
1400144.

Leichsenring, F., P. Fonagy, N. Heim, et al. 2024. “Borderline Personality
Disorder: A Comprehensive Review of Diagnosis and Clinical
Presentation, Etiology, Treatment, and Current Controversies.” World
Psychiatry 23, no. 1: 4-25. https://doi.org/10.1002/wps.21156.

Malterud, K., V. D. Siersma, and A. D. Guassora. 2016. “Sample Size
in Qualitative Interview Studies: Guided by Information Power.”
Qualitative Health Research 26, no. 13: 1753-1760. https://doi.org/10.
1177/1049732315617444.

McFarland, S. 2010. “Authoritarianism, Social Dominance, and Other
Roots of Generalized Prejudice.” Political Psychology 31, no. 3: 453-477.
https://doi.org/10.1111/j.1467-9221.2010.00765.x.

Ociskova, M., J. Prasko, J. Vanek, V. Nesnidal, T. Sollar, and M. Slepecky.
2023. “Stigma and Self-Stigma in Borderline Personality Disorder: A
Narrative Review.” Neuro Endocrinology Letters 44, no. 4: 206-215.

Percy, W., K. Kostere, and S. Kostere. 2015. “Generic Qualitative
Research in Psychology.” Qualitative Report 20, no. 2: 76-85. https://doi.
0rg/10.46743/2160-3715/2015.2097.

Qian, X., M. L. Townsend, W. J. Tan, and B. F. S. Grenyer. 2022. “Sex
Differences in Borderline Personality Disorder: A Scoping Review.” PLoS
One 17, no. 12: €0279015. https://doi.org/10.1371/journal.pone.0279015.

Richards,S.J.,K. A.O'Connell,and J. K. Dickinson. 2023. “Acknowledging
Stigma: Levels of Prejudice Among Undergraduate Nursing Students
Toward People Living With a Mental Illness—A Quasi-Experimental
Single-Group Study.” Issues in Mental Health Nursing 44, no. 8: 778-786.
https://doi.org/10.1080/01612840.2023.2229438.

Ring, D.,and S. Lawn. 2019. “Stigma Perpetuation at the Interface of Mental
Health Care: A Review to Compare Patient and Clinician Perspectives of
Stigma and Borderline Personality Disorder.” Journal of Mental Health 34,
no. 1: 55-77. https://doi.org/10.1080/09638237.2019.1581337.

Roberts, K., A. Dowell, and J.-B. Nie. 2019. “Attempting Rigour and
Replicability in Thematic Analysis of Qualitative Research Data; a Case
Study of Codebook Development.” BMC Medical Research Methodology
19, no. 1: 66. https://doi.org/10.1186/s12874-019-0707-y.

Romeu-Labayen, M., M. A. Rigol Cuadra, P. Galbany-Estragués,
S. Blanco Corbal, R. M. Giralt Palou, and G. Tort-Nasarre. 2020.
“Borderline Personality Disorder in a Community Setting: Service
Users' Experiences of the Therapeutic Relationship With Mental Health
Nurses.” International Journal of Mental Health Nursing 29, no. 5: 868—
877. https://doi.org/10.1111/inm.12720.

Sander, C., S. Rieckhof, L.-J. Peter, et al. 2022. “Psychometrische
Evaluation Einer Deutschen Version der Lang- Und Kurzform der

Prejudice Towards People With Mental Illness Scale (PPMI-D).”
Psychiatrische Praxis 49, no. 3: 144-151. https://doi.org/10.1055/
a-1481-1026.

Savieto, R. M., S. Mercer, C. C. P. Matos, and E. R. Ledo. 2019. “Nurses
in the Triage of the Emergency Department: Self-Compassion and
Empathy.” Revista Latino-Americana de Enfermagem 27: e3151. https://
doi.org/10.1590/1518-8345.3049.3151.

Shanks, C., B. Pfohl, N. Blum, and D. W. Black. 2011. “Can Negative
Attitudes Toward Patients With Borderline Personality Disorder Be
Changed? The Effect of Attending a STEPPS Workshop.” Journal of
Personality Disorders 25, no. 6: 806-812. https://doi.org/10.1521/pedi.
2011.25.6.806.

Sheehan, L., K. Nieweglowski, and P. W. Corrigan. 2016. “The Stigma of
Personality Disorders.” Current Psychiatry Reports 18: 11. https://doi.org/
10.1007/s11920-015-0654-1.

Sheppard, H., B. Bizumic, and A. Calear. 2023. “Prejudice Toward People
With Borderline Personality Disorder: Application of the Prejudice
Toward People With Mental Illness Framework.” International Journal
of Social Psychiatry 69, no. 5: 1213-1222. https://doi.org/10.1177/00207
640231155056.

Sheppard, H., B. Bizumic, E. Huxley, and A. L. Calear. 2025. “The
Prejudice Toward People With Borderline Personality Disorder Scale in
a Healthcare Provider Sample.” International Journal of Social Psychiatry
71:1543-1554. https://doi.org/10.1177/00207640251345028.

Singer, T., and C. Lamm. 2009. “The Social Neuroscience of Empathy.”
Annals of the New York Academy of Sciences 1156, no. 1: 81-96. https://
doi.org/10.1111/j.1749-6632.2009.04418.x.

Sulzer, S. H. 2015. “Does “Difficult Patient” Status Contribute to de Facto
Demedicalization? The Case of Borderline Personality Disorder.” Social
Science & Medicine 142: 82-89. https://doi.org/10.1016/j.socscimed.2015.
08.008.

Tate, A. E., H. Sahlin, S. Liu, et al. 2022. “Borderline Personality Disorder:
Associations With Psychiatric Disorders, Somatic Illnesses, Trauma, and
Adverse Behaviors.” Molecular Psychiatry 27: 2514-2521. https://doi.org/
10.1038/s41380-022-01503-z.

The ACT Consumer and Carer Mental Health Research Unit (ACACIA).
2016. Co-Designed Distress Protocol for Interview Studies. Centre for
Mental Health Research.

Trull, T. J., and J. Hepp. 2023. “Borderline Personality Disorder:
Contemporary Approaches to Conceptualization and Etiology.” In
Oxford Textbook of Psychopathology, edited by R. F. Krueger, P. H.
Blaney, R. F. Krueger, and P. H. Blaney. Oxford University Press. https://
doi.org/10.1093/med-psych/9780197542521.003.0028.

Vandyk, A., A. Bentz, S. Bissonette, and C. Cater. 2019. “Why Go to the
Emergency Department? Perspectives From Persons With Borderline
Personality Disorder.” International Journal of Mental Health Nursing
28, no. 3: 757-765. https://doi.org/10.1111/inm.12580.

Viera, A. J., and J. M. Garrett. 2005. “Understanding Interobserver
Agreement: The Kappa Statistic.” Family Medicine 37, no. 5: 360-363.

Wai, N, B. Bizumic, C. Monaghan, H. Sheppard, and L.-M. Greenwood.
2024. “The Role of Diagnostic Models in Prejudice Toward People
With Borderline Personality Disorder: An Experimental Investigation.”
Journal of Personality Disorders 38, no. 5: 415-434. https://doi.org/10.
1521/pedi.2024.38.5.415.

‘World Health Organization. 2021. International Classification of Diseases,
Eleventh Revision (ICD-11). https://icd.who.int/en.

Supporting Information

Additional supporting information can be found online in the Supporting
Information section. Supinfo S1. List of interview questions.

International Journal of Mental Health Nursing, 2026

13 of 13

85UB017 SUOWIWIOD 8A 11810 3|qeol ddke ay) Aq pauenob ke Saoiie YO 8SN JO Sa|nJ 10} ARIq1T 8UIUO 8|1 UO (SUOTPUOO-PUR-SLUIBIALIOD A8 |1 Afe.q 18U JUo//:Sdy) SUOTIPUOD PUe swie | 8y} 985 *[9202/90/80] Uo ARiqi1auliuo A8|IM ‘AIsieAlun euolieN Uelfensny 8y L Aq 85202 WUl TTTT OT/I0pAuco" A3 1M Atelq1jeuljuo//sdny woy pepeojumod ‘Z ‘9202 ‘6vE0LrrT


https://doi.org/10.1016/j.socscimed.2021.114523
https://doi.org/10.1016/j.socscimed.2021.114523
https://doi.org/10.1186/s12888-018-1871-z
https://doi.org/10.1016/j.jcbs.2016.06.004
https://doi.org/10.1016/j.socscimed.2013.07.017
https://doi.org/10.1016/j.socscimed.2013.07.017
https://doi.org/10.1080/14780887.2017.1400144
https://doi.org/10.1080/14780887.2017.1400144
https://doi.org/10.1002/wps.21156
https://doi.org/10.1177/1049732315617444
https://doi.org/10.1177/1049732315617444
https://doi.org/10.1111/j.1467-9221.2010.00765.x
https://doi.org/10.46743/2160-3715/2015.2097
https://doi.org/10.46743/2160-3715/2015.2097
https://doi.org/10.1371/journal.pone.0279015
https://doi.org/10.1080/01612840.2023.2229438
https://doi.org/10.1080/09638237.2019.1581337
https://doi.org/10.1186/s12874-019-0707-y
https://doi.org/10.1111/inm.12720
https://doi.org/10.1055/a-1481-1026
https://doi.org/10.1055/a-1481-1026
https://doi.org/10.1590/1518-8345.3049.3151
https://doi.org/10.1590/1518-8345.3049.3151
https://doi.org/10.1521/pedi.2011.25.6.806
https://doi.org/10.1521/pedi.2011.25.6.806
https://doi.org/10.1007/s11920-015-0654-1
https://doi.org/10.1007/s11920-015-0654-1
https://doi.org/10.1177/00207640231155056
https://doi.org/10.1177/00207640231155056
https://doi.org/10.1177/00207640251345028
https://doi.org/10.1111/j.1749-6632.2009.04418.x
https://doi.org/10.1111/j.1749-6632.2009.04418.x
https://doi.org/10.1016/j.socscimed.2015.08.008
https://doi.org/10.1016/j.socscimed.2015.08.008
https://doi.org/10.1038/s41380-022-01503-z
https://doi.org/10.1038/s41380-022-01503-z
https://doi.org/10.1093/med-psych/9780197542521.003.0028
https://doi.org/10.1093/med-psych/9780197542521.003.0028
https://doi.org/10.1111/inm.12580
https://doi.org/10.1521/pedi.2024.38.5.415
https://doi.org/10.1521/pedi.2024.38.5.415
https://icd.who.int/en

	Is the Prejudice Towards People With Borderline Personality Disorder Model Reflective of Lived Experience?
	ABSTRACT
	1   |   Background
	2   |   Aims
	3   |   Methods
	3.1   |   Ethical Considerations
	3.2   |   Design
	3.3   |   Participants
	3.4   |   Data Collection
	3.5   |   Analysis

	4   |   Results
	4.1   |   Perceptions of People With BPD and Experiences With Prejudice
	4.2   |   Experiences With the PPBPD Dimensions
	4.3   |   Direct Discussions of the PPBPD Model
	4.4   |   Contextualizing the Model
	4.4.1   |   Sources of Attitudes
	4.4.2   |   Impacts of Prejudice
	4.4.3   |   A BPD Diagnosis Faces More Prejudice
	4.4.4   |   BPD Literacy


	5   |   Discussion
	5.1   |   Limitations

	6   |   Conclusion
	7   |   Relevance for Clinical Practice
	Author Contributions
	Acknowledgements
	Funding
	Ethics Statement
	Conflicts of Interest
	Data Availability Statement
	References


