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Summary. The purpose of this project was to study negative attitudes exhibited by mental health professionals
toward patients with Borderline Personality Disorder (BPD) as a function of their work area (general health vs.
mental health), profession, the quantity of patients with BPD they have treated over the past year, their number
of years of experience in mental health, and their gender. The study used a sample of 310 professionals. We also
explored how the professionals’ interest in using an innovative technological application (Medtep DBT) interacted
with some of these variables, as well as the potential of the application to help change negative attitudes. Signifi-
cant differences in attitude were found based on work area, profession, quantity of patients with BPD treated over
the past and gender. Furthermore, profession, number of patients and years of experience in mental health deter-
mined significant differences in the professionals’ degree of interest in using Medtep DBT. Moreover, those with
higher negative attitudes showed less interest in the application and a lesser willingness to try it. These results
highlight the need to keep investigating how to improve the attitudes of healthcare professionals, especially nursing
staff and general practitioner, since they appear to be more susceptible to the development of negative attitudes.
As a conclusion, we infer that the lack of empathy towards patients with BPD, the difficulties in their treatment
and the years of experience in mental health all act as barriers to the implementation of the application.

Key words: Borderline Personality Disorder; negative attitudes; mental health professionals; mHealth; mobile
applications

Actituds negatives envers pacients amb trastorn limit de la personalitat als serveis de salut
mental i d’assisténcia primaria espanyols: mHealth, una possible solucié?

Resum. L'objectiu d’aquest estudi ha estat investigar les actituds negatives de professionals de la salut mental envers
pacients amb Trastorn Limit de la Personalitat (TLP) en funcio de la seva area de treball, la seva professio, pacients
amb TLP tractats al darrer any, anys d’experiéncia en salut mental i sexe en una mostra de 310 professionals. A més
a més s’han explorat, en base a part d’aquestes mateixes variables, el seu interés a usar una aplicacio tecnologica
innovadora (Medtep DBT) per al tractament d’aquests pacients aixi com la possibilitat que aquesta servis per a re-
duir les possibles actituds negatives. S’han trobat diferencies significatives en les actituds en funcio de I’area de treball,
la professio, el nombre de pacients amb TLP tractats el darrer any i el sexe. La professio, el nombre de pacients i els
anys d’experiéncia en salut mental també han determinat diferencies significatives quant a l'interes a usar Medtep
DBT. Aquells professionals amb majors actituds negatives han mostrat un menor interés i una menor disposicio a
utilitzar 'aplicacio. Aquests resultats demostren la necessitat de seguir investigant com millorar les actituds d’aquests
professionals, especialment dels d’infermeria i dels metges de capcalera, en ser els més vulnerables a desenvolupar-les.
Com a conclusio es poden assenyalar la falta d’empatia envers pacients amb TLP, les dificultats en el seu tractament
i els anys d’experiéncia en salut mental com a barreres en la implementacio de I’aplicacio.

Paraules clau: Trastorn Limit de la Personalitat; actituds negatives; professionals de la salut mental; mHealth;
aplicacions mobils
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Introduction

Borderline Personality Disorder (BPD) is a cluster B
personality disorder that is usually diagnosed at the
beginning of adulthood; it is characterized by interper-
sonal hypersensitivity, affective dysregulation, high
impulsivity, identity disturbance and self-harm and
suicidal behaviours (American Psychiatric Association
[APA], 2013). Because of this symptomatology, health
professionals (HPs) usually consider dealing with these
patients to be more difficult than treating patients with
other kinds of symptomatology (Cleary, Siegfried &
Walter, 2002). The importance of this phenomenon is
thrown into relief by the fact that the global prevalence
of BPD is between 0.7% and 5.9% (Coid, Yang, Tyrer,
Roberts & Ullrich, 2006; Grant et al., 2008; Lenzen-
weger, Lane, Loranger & Kessler, 2007; Tomko, Trull,
Wood & Sher, 2014; Torgersen, Kringlen & Cramer,
2001; Trull, Jahng, Tomko, Wood & Sher, 2010; Zanar-
ini et al., 2011).

These professionals also tend to cite the frequent
use of health services made by BPD patients as a factor
influencing how they view these individuals (Quirk et
al., 2015; Zanarini, Frankenburg, Hennen & Silk, 2004);
these patients are more likely than others to cycle
through all kinds of psychosocial therapy, except for
self-help groups, and they tend to take even more types
of medication that patients diagnosed with major de-
pressive disorder (Bender et al., 2001). Powers and
Oltmanns (2012) also found a positive correlation be-
tween personality disorder scores, especially for cluster
B, and use of health care services and medication.
Given the high frequency of contact between HPs and
BPD patients (Cleary, et al., 2002), it is no wonder that
several studies have analyzed how these professionals
feel toward these patients. This is an important matter,
especially in light of the kind of symptomatology they
must face (Piccinino, 1990). It has been shown that the
simple act of labeling patients as BPD can result in HPs
being more negative and less empathic in the treatment
they offer (Fraser & Gallop, 1993; Gallop, Lancee &
Garfinkel, 1989; Markham & Trower, 2003). In this same
situation, psychiatrists tend to overrate the severity of
the patients’ symptoms (Lam, Salkovskis & Hogg, 2016).
In another study, several HPs reported observing BPD
traits in patients who had been misdiagnosed with the
disorder; they also reported that those same patients
showed a low degree of effort toward self-help. This was
not reported by HPs who knew that the correct diag-
nosis was not BPD (Lam, Poplavskaya, Salkovskis, Hogg
& Panting, 2016). It is also worth noting that HPs tend
to experience even more difficulties when dealing with
BPD patients than they do when treating patients with
other personality disorders (Eren & Sahin, 2016).

Health care professionals’ attitudes towards their
patients

The triarchic model of attitudes, first used by Smith
(1947), comprises three components of attitudes: an
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affective, a cognitive and a behavioral component.
Later, Breckler (1984) defined attitude as “a response
to an antecedent stimulus or attitude object” (p.1191).
According to Breckler,

“Affect refers to an emotional response, a gut
reaction, or sympathetic nervous activity, (...).
Behavior includes overt actions, behavioral inten-
tions, and verbal statements regarding behavior.
Beliefs, knowledge structures, perceptual responses,
and thoughts constitute the cognitive component.”
(p.1191)

In subsequent studies, particularly high consist-
ency has been found between the affective and cogni-
tive factors and the behavioral response (Petty, We-
gener & Fabrigar, 1997).

Many studies have investigated HP attitudes to-
wards BPD patients (Arora, 2016), with nurses having
been the most frequently analyzed professional col-
lective (Deans & Meocevic, 2006; Forsyth, 2007; Fraser
& Gallop, 1993, Giannouli, Perogamvros, Berk, Svigos
& Vaslamatzis, 2009; Hauck, Harrison & Montecalvo,
2013; James & Cowman, 2007; Lancee & Garfinkel,
1989; Markham 2003; Markham & Trower 2003;
McGrath & Dowling, 2012; O’Conell & Dowling, 2013;
Woollaston & Hixenbaugh, 2008), followed by mixed
samples of HPs (Black et al., 2011, Bodner, Cohen-
Fridel & lancu, 2011; Bodner et al., 2015; Cleary et al.,
2002; Commons & Lewis, 2008; Imbeau, Bouchard,
Terradas & Simard, 2014; Krawitz & Batcheler, 2006)
and then therapists (Bourke & Grenyer, 2010; Jobst,
Horz, Birkhofer, Martius & Rentrop, 2010; Servais &
Saunders, 2007).

The above-mentioned studies were carried out in
locations including United States (Black et al., 2011),
Israel (Bodner et al, 2015), New Zealand (Commons &
Lewis, 2008) and Australia (Cleary et al., 2002) and
others, but no such study has been done in Spain, nor
have any studies compared the attitudes of profession-
als from different countries, and this despite some
evidence suggesting that some differences may exist.
Stefanovics et al. (2016) compared the attitudes toward
mental illness of HPs in five different countries and
found significant differences; hence, it could be inter-
esting to obtain results from a Spanish sample.

Beyond this lack of intercultural studies, there are
also few studies comparing different healthcare areas;
Commons and Lewis (2008) compared the attitudes
of professionals from mental health areas (MHPs) with
those of emergency medical professionals. Imbeau et
al. (2014) compared medical residents, general practi-
tioners (GP), and other MHPs, but they did not con-
duct a differential analysis for the groups. Studies
including primary care professionals (PCHPs) are un-
common, a gap that takes on even more relevance
given the realities that up to 6% of the patients that
visit primary care centres suffer from BPD (Gross et al.,
2002), that these patients tend to visit a series of dif-
ferent GPs (Saonse, Farukhi & Wiederman, 2011), and
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that they present highly challenging symptoms (San-
sone & Sansone, 1995). Also, despite the fact that
studies in this field have most often (apart from look-
ing at professional variables) examined the variables
of gender, number of BPD patients treated in the last
year and years of experience in mental health, the
existing research has yet to unable to clarify the influ-
ence of these variables on HP attitudes. Commons and
Lewis (2008), for instance, found no differences in
terms of contact with BPD patients nor in terms of
experience in mental health, but women turned out
to hold more positive attitudes than men. Black et al.
(2011) concluded that those who had treated a higher
number of BPD patients in the last year and had more
experience expressed more positive attitudes. Lastly,
Bodner et al. (2011) found no differences regarding
gender and years of experience, but did find them in
terms of the number of patients seen in the last year.
Based on this data, the present study represents an
effort to clarify the role of these variables in HPs’ at-
titudes toward BPD patients. With respect to gender,
there is a huge amount of literature indicating that
female HPs show greater levels of empathy towards
their patients in general (Hojat, 2016). Based on this
body of research, we hypothesize that having treated
more BPD patients in the last year, having worked for
a shorter time in the mental health field and being
male will translate into more negative attitudes to-
wards these patients.

Consequences of attitudes

The existence of negative attitudes towards BPD pa-
tients has already been observed by several studies
(Dickens, Lamont & Gray, 2016; Sansone & Sansone,
2013), and it has been shown to sometimes lead to
certain harmful consequences for the patients on dif-
ferent levels (Rogers & Dunne, 2011). This is true from
a theoretical point of view, due to the high degree of
consistency between attitude and behavior (Petty et
al., 1997). It has also been borne out in practice, as
patients have been shown to be aware of the profes-
sionals’ attitudes toward them (Rogers & Dunne,
2011), which can lead to a further devaluation of the
patients’ self-image (Veysey, 2014) and to decreased
willingness to seek help (Lawn & McMahon, 2015).
Given the interpersonal issues BPD patients usually
have, it is essential for them to feel valued, understood
and accepted, because these are aspects that influence
greatly the therapeutic relationship (Katsakou & Pist-
rang, 2017). These consequences brought to the fore
aneed for methods to reduce negative attitudes (Bod-
ner et al., 2015; O’Conell & Dowling, 2013). These
methods have normally taken the form of educa-
tional programs (Commons, 2009), workshops (Hazel-
ton, Rossiter & Milner, 2006; Shanks, Pfohl, Blum &
Black, 2011; Keuroghlian et al., 2016; Knaak, Szeto,
Fitch, Modgill & Patten, 2015; Krawitz, 2004) or train-
ing sessions (Herschell, Lindhiem, Kogan, Celedonia &
Stein, 2014).
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Mobile Internet-based applications in healthcare
(mHealth)

mHealth (Mobile Health) is a concept that can be de-
fined as the use of mobile applications in the health
sector (Qiang, Yamamichi, Hausman, Miller & Altman,
2012). The mHealth field has emerged as a sub-segment
of eHealth, the use of information and communication
technology (ICT), such as computers, mobile phones,
communications satellites, patient monitors, etc., in
health services and information. mHealth applications
include the use of mobile devices in the collection of
community and clinical health data, the delivery of
healthcare information to practitioners, researchers,
and patients, the real-time monitoring of patients’
vital signs, and the direct provision of care (via mobile
telemedicine) (Wikipedia).

Many reports have pointed to the potential of
mHealth and foretold a great future for it, both in
general terms (Silva, Rodrigues, Diez, Lopez-Coronado
& Saleem, 2015; Leigh & Flatt, 2015; Price et al., 2014;
PricewaterhouseCoopers [PwC], 2012; Torous & Powell,
2015; Kazdin & Blasé, 2011) and more specifically in
the mental health field (Harrison et al., 2011; Marzano
et al., 2015; Price et al., 2014; Torous, Staples & On-
nela, 2015), in which a range of studies with promising
outcomes have already been published (Torous, Levin,
Ahern & Oser, 2017). An indication of the strength of
the phenomenon is the increased presence of mHealth
apps in the main mobile application markets (Google
Play and Apple Store); while as recently as 2014 there
were less than 100.000 mHealth applications (research-
2guidance, 2014), by 2016 this number had shot up to
150.000 (research2guidance, 2016). However, this in-
crease must be viewed with a degree of skepticism, as
the existence of such a great number of applications
might imply that most of them are not properly vali-
dated and lack of any kind of proven efficacy, which
in many cases is absolutely necessary, depending on
the ultimate use of the apps (Marley & Farooq, 2015;
Olff, 2015; Powell, Landman & Bates, 2014; Price et al.,
2014; Tomlinson, Roterham-Borus, Swartz & Tsai, 2013;
World Health Organization [WHO], 2011).

The present study uses an existing mobile applica-
tion and web platform called Medtep DBT (Sufol et al.,
2017), which was created by three psychologists and
three psychiatrists, who also tested its content validity
and piloted it in order to assess its efficacy. It is based
on Dialectical Behaviour Therapy (DBT) (Linehan,
1987), a widely used therapy for BPD patients with
proven efficacy (Cristea et al., 2017) both in individu-
al and group therapy (Linehan et al., 2015), especially
for reducing self-harm behaviors (Panos, Jackson,
Hasan & Panos, 2014). Medtep DBT allows patients to
log in to the application and use its diary feature to
register all their emotions, emergencies, the DBT skills
used, medication intake and crises suffered; all this is
then automatically shared with the HP in charge of the
patient, who receives all the information in a sum-
marized and understandable format. The professionals
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have access to this data through the web platform, and
they can also access their patients’ crisis plans. Conse-
quently, Medtep DBT is aimed both at patients (through
the mobile version) and at therapists (through the web
platform). We believe that getting all this information
might help HPs better understand their patients and
diminish their negative attitudes towards them. In
recent studies it has been observed that there is a high
degree of interest among psychiatric patients in using
mHealth to monitor their health (Torous et al., 2014;
Torous, Friedman & Keshavan, 2014). Likewise, sev-
eral HPs have started implementing different mHealth
tools in their work practices (Braun, Catalani, Wimbush
& Israelski, 2013), and there is already some knowledge
about the facilitators and barriers that condition the
use of mHealth by these professionals (Gagnon,
Ngangue, Payne-Gagnon & Desmartis, 2016) and their
patients (Graves, Doucet, Dubé & Johnson, 2017).
Particularly in the mental health field, many innova-
tions and mHealth tools have emerged, including some
for severe mental health disorders (Naslund, Marsch,
McHugo & Bartels, 2015) and others for behavior in-
terventions (Luxton, McCann, Bush, Mishkind & Reger,
2011), with Medtep DBT being one of the latter cate-
gory.

Before introducing an innovative technology like
Medtep DBT, however, it is advisable to assess the pro-
fessionals’ perception of its usefulness as well as their
willingness to apply it (Greenhalgh, Robert, MacFar-
lane, Bate & Kryiakidou, 2004). This means studying
the extent to which the HPs believe that this new tool
will be useful and whether they would use it knowing
only a brief description of it. This procedure has already
been used previously for another mobile application
(Kuhn, 2014).

The present study

The aim of this study is to analyze (negative) attitudes
of various groups of healthcare professionals towards
BPD patients and to gather data on indicators of
whether a specific e-health application might be a
valid tool to help change these negative attitudes. We
wanted to compare health professionals working in
different areas (mental health versus general health)
and in different professions (psychologists, psychia-
trists and psychiatric nurses representing MHPs, GPs
and head nurses representing PCHPs) with respect to
their attitudes. We also wanted to know if the attitudes
depend on the number of patients treated and on the
years of experience, since in earlier studies it was not
clear what role these variables played (Commons and
Lewis, 2008; Black et al., 2011; Bodner et al., 2011).

At the same time, we wanted to assess the percep-
tion on the part of HPs of the use of Medtep DBT, divid-
ing them into the same categories. Since Medtep DBT
is based on DBT, a method of therapy conducted by
psychologists and, to a lesser degree psychiatrists, we
wanted to know if these professionals had a different
perception than the others.
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Finally, our study attempts to analyze whether
negative attitudes towards BPD patients and the percep-
tion of the use of Medtep DBT are related. HPs with
more negative attitudes may be more open to new
tools, such as Medtep DBT, since they might have a
greater wish to decrease these attitudes.

These objectives can be translated into the follow-
ing three hypotheses:

H1: There will be more negative attitudes towards BPD
patients among HP who a) work in primary care
than among those who work in mental health
settings, b) have treated more BPD patients during
the last year, c) have fewer years of experience in
mental health, and d) are male.

H2: There will be a more favorable perception of using
Medtep DBT among a) psychiatrists and psycholo-
gists than among other HP, b) those who have
treated more BPD patients c¢) those who are less
experienced (in terms of years) in the mental
health field.

H3: There will be a significant correlation between
negative attitudes and perception of using Medtep
DBT.

Method
Participants and procedure

Participants were professionals from 10 Spanish men-
tal health centers and primary care areas (one from
Aragon, three from Castilla-La Mancha, one from
Castile and Ledn and five from Catalonia). Inclusion
criteria were based on the ones used by Bodner et al.
(2011) and consisted of requirements that participants:
a) have at least a year of experience in the mental health
field, b) work in a public health institution, c) be a GP,
head nurse, psychiatric nurse, psychologist or psy-
chiatrist. The questionnaires were handed out to a
total of twelve collaborators who then distributed them
among the eligible professionals at their centers. 64%
of the sample answered the questionnaires, with the
final sample for the study consisting of 310 HP. The
distributions and characteristics of the sample are de-
picted in table 1.

Participation was voluntary. Participants were in-
formed about the nature of the study and signed an
informed consent.

Material

A total of three questionnaires were administrated in
the following order:

Sociodemographic data questionnaire: Participants
were asked to indicate their age, gender, profession,
years of experience in the mental health field and
number of BPD patients treated in the last year.

Borderline Patients-Emotional Attitudes Inventory; BP-
EAI (Bodner et al., 2011): This questionnaire assesses
the HPs’ emotional attitudes towards BPD patients. It
has 20 items answered on a five-point Likert scale, ac-
cording to degree of agreement. It contains three fac-
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Table 1. Description of the sample: frequencies and percentages (in parentheses)

PCHP MHP
(n=131) (n=179)
Head Nurse GP Psychiatric Nurse Psychologist Psychiatrist Total
(n=65) (n =66) (n=56) (n=62) (n=61) (n =310)
Gender*
Men 18 (27.7) 33 (50) 5(8.9) 18 (29) 28 (45.9) 102 (32.9)
Women 47 (72.3) 33 (50) 51 (91.1) 43 (69.4) 33 (54.1) 207 (66.8)
Years of experience
1-4 14 (21.5) 7 (10.6) 13 (23.2) 11 (17.7) 5(8.2) 50 (16.1)
5-10 10 (15.4) 14 (21.2) 13 (23.2) 16 (25.8) 20 (32.8) 73 (57.7)
11-19 16 (24.6) 10 (15.3) 15 (26.8) 18 (29) 17 (27.9) 76 (24.5)
>20 25 (38.5) 35 (53) 15 (26.8) 17 (27.4) 19 (31.1) 111 (35.8)
BPD patients in the last year
0-2 11 (16.9) 3(4.95) 3(5.4) 14 (22.6) 0(0) 31 (10)
3-9 43 (66.2) 41 (62.1) 31 (55.4) 18 (29) 17 (27.9) 150 (48.4)
10-24 10 (15.4) 20 (30.3) 19 (33.9) 21 (33.9) 25 (41) 95 (30.6)
>25 1(1.5) 2(3) 3(5.4) 9 (14.5) 19 (31.1) 34 (11)

Note: * 1 participant did not report gender (0.3%)

tors: “negative emotions”, which refers to the negative
emotional attitudes that HPs experience when dealing
with BPD patients (e.g. “I feel angry when a BPD patient
threatens to commit suicide”); “treatment difficulties”,
which reflects the difficulties experienced by HPs when
dealing with BPD patients (e.g. “It is difficult for me to
treat BPD patients”); and “empathy”, which refers to
the level of empathic feelings HPs hold towards BPD
patients (e.g, “I feel empathy toward BPD patients”).
The items of the latter factor were scored in reverse in
order to obtain a score for “lack of empathy”) (after
personal consultations with E. Bodner). The BP-EAI was
translated and adapted into Spanish using the reverse
translation method (Brislin, 1970) following the guide-
lines proposed by Muiiiz, Elosua and Hambleton (2013)
in order to minimize the differences between the
original test and the translated version. To ensure the
correct comprehension of the inventory and to correct
any possible mistakes made in the translation process,
a pilot sample (n = 5) tested it. Based on the feedback
received, minor changes were introduced. The internal
consistency of the factors was calculated using Cron-
bachs a, resulting in similar values to those of the
original study: o = .93 for the negative emotions factor,
o =.78 for the treatment difficulties factor, and o = .63
for the lack of empathy factor.

Questionnaire of Perception of Using Medtep DBT
(Cuestionario de percepcion de uso, CPU): This question-
naire was created adhoc and assesses the respondent’s
perception of use of the application Medtep DBT. It has
19 items to be answered on a seven-point Likert scale
according to the degree of agreement. The items are
designed to represent previously identified barriers and
facilitators for the implementation of mHealth, such
as perceived usefulness, perceived ease of use, applica-
bility based on the patient’s characteristics or temporal
availability and other factors (see Gagnon et al., 2016).
The format of the items is based on Kuhn et al. (2014),
who assessed the perception of using of another mobile

application. Since the participants had not used the
application yet, we chose to present them with a brief
description of the application, adding several screen-
shots of all the displays the professional would see
when using the application. Like with the BP-EAI, the
CPU was first presented to a pilot sample (n = 5) to
ensure comprehension. Based on the feedback received,
minor changes were introduced. Also, an exploratory
factor analysis (EFA) was run (see Table 2). Conditions
for EFA were given (KMO = 0.924; x*= 4360.181; gl =
171; p <.0001). The results yielded a total of three fac-
tors with an explanatory variance of 67.51%. The first
factor, called “usefulness of Medtep DBT" (45.64% of
explained variance; a = .92), referred to the general
usefulness of the application in treating BPD patients.
It contained nine items. The second factor, “change of
attitudes” (13.81% of explained variance; o = .93) re-
flected the estimated possibility of the application to
modify the HPs" attitudes toward BPD patients; this
factor contains six items based on some BP-EAI items
connected to the presence of negative attitudes towards
BPD patients. The third factor, with four items, is called
“intention of using Medtep DBT” (8.05% of explained
variance; o = .66), and it refers to the participants’
intentions of introducing the application into their
daily practice. A “total CPU score” (o = .923) was also
calculated, representing a general perception of the
usefulness and possible introduction of the application
in their work practice. It must be highlighted that in
future research, special attention should be given to a
total of three items due to their low total corrected
correlations (r < .4): item 4 (.237), item 11 (.290) and
item 5 (.237).

Data analysis

Data were analyzed with SPSS Statistics version 24. First,
the participants’ answers to the items “years of profes-
sional experience” and “number of patients” were
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Table 2. Rotated component matrix of the CPU exploratory analysis
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Items

Usefulness of
Medtep DBT

Change of
Attitudes

Intention to use
Medtep DBT

. Conocer las emociones que suele experimentar un/a paciente con TLP podria

serme util a la hora de tratarlo

[Knowing the emotions usually experienced by BPD patients may be useful to me
when treating them]

.849

197

138

12.

Conocer de que forma un/a paciente con TLP se tranquiliza cuando sufre una
crisis a través del plan de crisis podria resultarme ttil a la hora de tratarlo/a

[Knowing how a BPD patient reassures himself when he suffers a crisis through
the crisis plan may be useful to me when treating him]

.825

178

. Conocer el tipo de urgencias que suele tener un/a paciente con TLP podria

resultarme 1til a la hora de tratarlo

[Knowing what kind of urgencies a BPD patient tends to suffer may be useful to
me when treating him]

824

181

190

10.

Conocer la estructura (los 7 pasos del analisis de cadena) de las crisis sufridas por
un paciente con TLP podria resultarme ttil a la hora de tratarlo/a

[Knowing the structure (the 7 steps of the chain analysis) of the suffered crisis by
a BPD patient may be useful to me when treating him]

.820

.281

189

13.

Disponer de toda la informacién que proporciona Medtep DBT sobre un/a paciente
con TLP me ayudaria a comprender mejor sus comportamientos problematicos

[Having all the information Medtep DBT provides about a BPD patient may help
me to understand their problematic behaviors]

815

279

. Conocer que tipo de habilidades o que habilidades especificas de la Terapia

Dialéctico-Conductual usa un/a paciente con TLP podria serme ttil a la hora
de tratarlo/a

[Knowing what kind of skills or DBT specific skills a BPD patient uses may be
useful to me when treating him]

728

212

188

. Estarfa dispuesto/a a consultar los registros de Medtep DBT antes de atender un/a

paciente registrado/a en ella

[I would be willing to consult the Medtep DBT records before attending a
registered patient]

.688

.186

411

. Medtep DBT me seria ttil en general para tratar pacientes con TLP

[Medtep DBT may be useful to me in general when treating BPD patients]

671

231

433

11.

Conocer el patron de toma de medicamentos de un/a paciente con TLP podria
resultarme util a la hora de tratarlo/a

[Knowing the pattern of medication taking of a BPD patient may be useful to me
when treating him]

.637

.000

-.314

16.

Disponer de toda la informacion que proporciona Medtep DBT sobre un/a paciente
con TLP me ayudaria a no perder los estribos tan facilmente a la hora de tratarlo/a

[Having all the information Medtep DBT provides about a BPD patient may help
me not losing my temper so easily when treating him]

.888

119

17.

Disponer de toda la informacién que proporciona Medtep DBT sobre un/a paciente
con TLP me ayudaria a disminuir el nivel de emociones negativas que siento a la
hora de tratarlo/a

[Having all the information Medtep DBT provides about a BPD patient may help
me diminishing the negative emotions I experience when treating him]

189

.881

129

19.

Disponer de toda la informacién que proporciona Medtep DBT sobre un/a paciente
con TLP me ayudaria a sentirme menos incomodo/a a la hora de tratarlo/a

[Having all the information Medtep DBT provides about a BPD patient may help
me feeling less impatient when treating him]

176

.859

.082

15.

Disponer de toda la informacién que proporciona Medtep DBT sobre un/a paciente
con TLP me ayudaria a no enfurecerme tan facilmente a la hora de tratarlo/a
[Having all the information Medtep DBT provides about a BPD patient may help
me not getting furious so easily when treating him]

234

.846

.163

18.

Disponer de toda la informacién que proporciona Medtep DBT sobre un/a paciente
con TLP me ayudaria a no agotarme tan facilmente a la hora de tratarlo

[Having all the information Medtep DBT provides about a BPD patient may help
me not wearing out so easily when treating him]

138

792

197

14.

Disponer de toda la informacién que proporciona Medtep DBT sobre un/a paciente
con TLP me permitirfa sentir mas empatia hacia él/ella

[Having all the information Medtep DBT provides about a BPD patient may help
me holding more empathy towards him]

441

.641

135

. No usaria Medtep DBT, porque no creo que los/las pacientes vayan a registrar toda

su informacion en la aplicacion moévil

[I would not use Medtep DBT since I do not believe that the patients will register
all their information in the mobile application]

-.088

133

727

. No usaria Medtep DBT, porque no dispondria de tiempo para consultar los

registros del paciente

[I would not use Medtep DBT since I would not have the time to check the records
of the patient]

475

187

.653

. La dificultad en la interpretacion de la informacion proporcionada por Medtep

DBT me supondria un obstéculo para hacer uso de ella

[The difficulty in the interpretation of the information provided by Medtep DBT
would be an obstacle for me to make use of it]

143

.045

.589

. Me supondria un esfuerzo extra significativo tener que consultar Medtep DBT

a lo largo de mi actividad laboral

[It would be an extra significant effort for me having to check Medtep DBT
throughout my daily work]

213

.239

.538
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Table 3. Means and standard deviations (in parentheses) of scores by professional groups

Head Nurse GP Psychiatric nurse Psychologist Psychiatrist Total

(n=65) (n = 66) (n=56) (n=62) (n=61) (n=310)

1 1I 111 v \%
Age* 44.8 (10.9) 49.5(11.6) 43.4 (12.3) 40.3 (10.1) 43.1(9.8) 44.4 (11.3)
Neg Emo 3.22 (0.84) 3.22 (0.91) 2.83 (1.07) 2.10 (0.75) 2.38 (0.70) 2.76 (0.97)
Treat Dif 3.30(0.69) 3.43(0.82) 3.10(0.77) 2.58 (0.59) 2.99 (0.62) 3.09 (0.76)
Lack Emp 2.53(0.62) 2.71(0.57) 2.64(0.72) 2.64 (0.62) 2.91 (0.70) 2.69 (0.65)
CPU Tot 4.61 (1.20) 4.46 (1.09) 4.46 (1.06) 4.90 (0.79) 4.80 (0.94) 4.64 (1.04)
Use Medtep 4.99 (1.44) 4.94 (1.29) 5.02 (1.30) 5.62(0.95) 5.51(0.79) 5.21(1.21)
Change Att 4.18 (1.43) 3.95(1.31) 3.71(1.42) 3.84 (1.42) 3.87 (1.45) 3.92 (1.40)
Inten Use Medtep 4.40 (1.22) 4.14 (1.00) 4.30 (1.16) 4.84 (1.06) 4.62 (1.39) 4.46 (1.19)

Note: *29 participants (9.4%) did not report their age; Neg Emo (Negative Emotions, BP-EAI); Treat Dif (Treatment Difficulties, BP-EAI); Lack Emp (Lack of Empathy, BP-EAI); CPU Tot
(CPU Total Score); Use Medtep (Usefullness of Medtep DBT, CPU); Change Att (Change of Attitudes, CPU); Inten Use Medtep (Intention to use Medtep DBT, CPU)

grouped according to Black et al. (2011): four experi-
ence categories were created (one to four years, five to
ten years, eleven to nineteen years, and twenty or more
years of experience), along with four categories in terms
of the number of BPD patients treated in the last year
(zero to two, three to nine, ten to twenty four and
twenty five or more). These groups were then compared
in terms of the dependent variables (attitudes and
perception of use).

T-tests were run for gender and for the two work
areas (MHP versus PCHP). Three multivariate analyses
of variance (MANOVA) were conducted to compare the
different groups/categories with respect to the depend-
ent variables: one compared the five professional
groups, a second compared the four categories of
amount of BPD patients treated in the last year, and a
third compared the categories of years of experience
in the mental health field. Finally, Pearson correlations
between the three BP-EAI factors and the three CPU
factors plus the total CPU score were conducted.

Results
Comparison by gender

Women showed significantly higher empathy (lower
scores for the lack of empathy factor, M = 2.62, DT =
0.63) than men (M = 2.81, DT = 0.66) (t = 2.48, p =
.014). No other gender differences were found.

Comparison by professional areas

The descriptive statistics grouped by professional areas
are depicted in table 3, and the results of the MANOVA
Tests in table 4. There were significant differences in
negative emotions among professionals of different
areas. Compared to other professionals, psychologists
had significantly lower scores (except when compared
to psychiatrists). Their scores were also lower than those
of the PCHPs. There were also significant differences
between the two healthcare areas (t=7.76, p <.0001);
PCHPs scored higher (M = 3.22, DT = 0.87) than MHPs
(M =2.41, DT =0.89).

Regarding treatment difficulties, there were also
significant differences among categories of profession-

Table 4. MANOVA and Scheffé test for professional groups

Variable gl F Scheffé Test

Neg Emo 4, 305 21.31%* I > VxRt I > [VH**, Vi,
III > TV***

Treat Dif 4,305 13.67** 1> IV I > TV V0L > [V*;
IV<v*

Lack Emp 4, 305 3.06* I<Vv*

CPU Tot 4, 305 2.28

Use Medtep 4, 305 4.58** I<1v*

Change Att 4, 305 0.93

Inten Use 4, 305 3.40* I<Iv*

Medtep

Note: *p <.05; **p < .01; ***p < .001; Head nurse (I); GP (II); Psychiatric nurse (III);
Psychologist (IV); Psychiatrist (V); Neg Emo (Negative Emotions, BP-EAI); Treat Dif
(Treatment Difficulties, BP-EAI); Lack Emp (Lack of Empathy, BP-EAI); CPU Tot (CPU
Total Score); Use Medtep (Usefullness of Medtep DBT, CPU); Change Att (Change of
Attitudes, CPU); Inten Use Medtep (Intention to use Medtep DBT, CPU)

als. Psychologists showed the lowest scores of all the
groups of professionals. Psychiatrists showed less treat-
ment difficulties than GPs. When comparing both
healthcare areas, differences were again significant (¢ =
5.79, p < .0001), with PCHPs (M = 3.37, DT = 0.76)
experiencing more treatment difficulties than MHPs
(M =288, DT =0.69).

Significant differences were also found in the third
factor of the BP-EAI, lack of empathy, but the differ-
ences were only between psychiatrists and head
nurses (see Table 4). The lack of empathy factor was
the only one that showed no significant differences (t =
-1.49, p=.128) when comparing the overall healthcare
areas.

As far as the CPU factors, differences were only
found with respect to the usefulness of Medtep DBT and
the intention of using Medtep DBT (see Table 4); psy-
chologists considered the application to be more useful
than GPs. For the other two factors, there were no
differences between any of the professions.

Comparison with respect to quantity of patients treated

There were significant differences in negative attitudes
according to the quantity of BPD patients treated in
the last year (Tables 5 and 6). The HPs who had seen
25 or more patients had lower rates of negative emo-
tions than those who had treated between 10 and 24
and between three and nine (see Table 6). Those with
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Table 5. Means and standard deviations (in parentheses) of the scores grouped by quantity of patients treated

0 to 2 BPD patients treated

3 to 9 BPD patients treated

10 to 24 BPD patients treated 25 or more BPD patients treated

(n=31) (n =150) (n=95) (n=34)

I I 111 v
Age* 39.7 (13.9) 44.2 (11.0) 46.5 (10.9) 43.9 (10.7)
Neg Emo 2.51(0.92) 3.06 (1.01) 2.64 (0.86) 2.15(0.74)
Treat Dif 2.96 (0.73) 3.29 (0.77) 2.97 (0.71) 2.81(0.74)
Lack Emp 2.54 (0.62) 2.60 (0.61) 2.59 (0.61) 2.80 (0.74)
CPU Tot 5.30 (0.64) 4.54 (1.13) 4.44 (0.97) 4.87 (0.87)
Use Medtep 6.01 (0.75) 5.00 (1.26) 5.01 (1.26) 5.58 (0.82)
Change Att 4.51(1.29) 3.91 (1.44) 3.66 (1.29) 4.15 (1.43)
Inten Use Medtep 4.91 (1.08) 4.44 (1.26) 4.34 (1.20) 4.35 (1.20)

Note: *29 participants (9.4%) did not report their age; Neg Emo (Negative Emotions, BP-EAI); Treat Dif (Treatment Difficulties, BP-EAI); Lack Emp (Lack of Empathy, BP-EAI); CPU Tot
(CPU Total Score); Use Medtep (Usefullness of Medtep DBT, CPU); Change Att (Change of Attitudes, CPU); Inten Use Medtep (Intention to use Medtep DBT, CPU)

Table 6. MANOVA and Scheffé Test for quantity of patients
treated

Variable gl F Scheffé Test

Neg Emo 3, 306 12.29%** T <II% 11 > II**, IV *; TIT > TV*
Treat Dif 3,306 7.20%** I > TIT**, TV**

Lack Emp 3, 306 4.46** IT < IIT*

CPU Tot 3, 306 5.06** I>10**, 1II*

Use Medtep 3,306 7.90%** I> 0, TI1**; 1T < IV*
Change Att 3, 306 1.49

Inten Use Medtep 3, 306 1.51

Note: *p <.05; **p < .01; ***p < .001; 0 to 2 patients (I); 3 to 9 patients (II); 10 to 24
patients (III); 25 or more patients (IV); Neg Emo (Negative Emotions, BP-EAI); Treat Dif
(Treatment Difficulties, BP-EAI); Lack Emp (Lack of Empathy, BP-EAI); CPU Tot (CPU
Total Score); Use Medtep (Usefullness of Medtep DBT, CPU); Change Att (Change of
Attitudes, CPU); Inten Use Medtep (Intention to use Medtep DBT, CPU)

two or less BPD patients treated scored lower than those
who had treated between three and nine. Differences
were also found between those who had treated from
10 to 24 patients and those with three to nine. In the
treatment difficulties factor, too, significant differ-
ences were found, with HPs who had seen three to nine
BPD patients scoring higher than those who had had
10 to 24 and 25 or more patients.

Regarding the CPU factors, those with two or
fewer BPD patients treated got higher numbers for the
total CPU score and for the usefulness of Medtep DBT
than the groups including from three to 24. It is also
worth pointing out that in the usefulness factor those
HPs who had treated between three and nine patients

obtained lower scores than those with 25 or more (see
Table 6).

Comparison with respect to years of professional
experience

The results are depicted in Tables 7 and 8. There were
no significant differences related to attitude, but there
were some with respect to perceived usefulness of the
Medtep DBT. This was especially the case for the total
CPU score and the score for usefulness of Medtep DBT,
since all HPs with less than 20 years of experience
scored significantly higher than those with more years
of experience. In the other two factors the pattern was
the same, but not all the comparisons turned out sig-
nificant. In general, the less experienced the profes-
sionals are, the more potentially useful they perceive
the application to be.

Finally, in order to evaluate the third hypothesis,
the intercorrelations of the test variables (including
overall score of CPU) were calculated and are depicted
in table 9.

In general, stronger negative attitudes were associ-
ated with a more negative perception of Medtep DBT.
Negative emotions showed a significant negative cor-
relation with the perceived usefulness of Medtep DBT.
Treatment difficulties were associated with lower per-
ceived usefulness. Additionally, a lack of empathy
showed negative correlations with change and inten-

Table 7. Means and standard deviations (in parentheses) grouped by years of experience in mental health

1 to 4 years of work

5 to 10 years of work

11 to 19 years of work 20 or more years of work

experience experience experience experience
(n=43) (n=67) (n=69) (n=102)
I I 11 v
Age 34.2 (12.1) 35.43 (6.1) 44.0 (6.36) 54.9 (5.9)
Treat Dif 2.88 (1.19) 2.81 (1.06) 2.71(0.87) 2.78 (0.91)
Lack Emp 3.21(0.97) 3.21(0.75) 3.06 (0.73) 3.03 (0.69)
CPU Tot 2.61(0.71) 2.58 (0.61) 2.60 (0.70) 2.81(0.57)
Use Medtep 5.09 (0.79) 4.92 (0.76) 4.84 (0.77) 4.07 (1.23)
Change Att 5.62 (0.90) 5.55(0.82) 5.41(0.93) 4.53 (1.47)
Inten Use Medtep 4.37 (1.31) 4.05 (1.27) 4.24 (1.23) 3.41 (1.48)
4.95 (1.06) 4.82 (1.28) 4.43 (1.10) 4.00 (1.12)

Note: Neg Emo (Negative Emotions, BP-EAI); Treat Dif (Treatment Difficulties, BP-EAI); Lack Emp (Lack of Empathy, BP-EAI); CPU Tot (CPU Total Score); Use Medtep (Usefullness of
Medtep DBT, CPU); Change Att (Change of Attitudes, CPU); Inten Use Medtep (Intention to use Medtep DBT, CPU)
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Table 8. MANOVA and Scheffé Test for years of experience

Variable gl F Scheffé Test

Neg Emo 3,306 0.09

Treat Dif 3, 306 0.93

Lack Emp 3, 306 1.56

CPU 3, 306 15.78%** 1> IV 1> TV 1L > TV **+*
Use Medtep 3, 306 14.47** 1> IV 1 > TV 101 > TV***
Change Att 3, 306 7.45%** 1> IV*; 00 > TV**

Inten Use Medtep 3, 306 9.58***

Note: *p <.05; **p < .01; ***p <.001; 1 to 4 years (I); S to 10 years (II); 11 to 19 years
(I1I); 20 or more years (IV); Neg Emo (Negative Emotions, BP-EAI); Treat Dif (Treatment
Difficulties, BP-EAI); Lack Emp (Lack of Empathy, BP-EAI); CPU Tot (CPU Total Score);
Use Medtep (Usefullness of Medtep DBT, CPU); Change Att (Change of Attitudes, CPU);
Inten Use Medtep (Intention to use Medtep DBT, CPU)

1> TV 01 > TV**

tion of use. However, negative emotions showed a
positive correlation with change of attitudes.

Discussion
HPs’ attitudes toward BPD patients

In reference to the first hypothesis, we can see the fol-
lowing in the different factors of the BP-EAIL: For the
factor negative emotions, psychologists had the lowest
scores, followed by psychiatrists. Both groups scored
lower than PCHPs (see Table 3). When comparing both
areas without differencing between groups, the results
follow the same pattern. This is similar to the results
obtained by Imbeau et al. (2014), even though in that
case the lowest scores for positive perception of BPD
patients were those of resident GPs; standard GPs were
no different from mental health professionals. As far as
nurses are concerned, Bodner et al. (2011) found no
differences in terms of attitude between them and
other professionals. The results of a larger study con-
ducted a few years later (Bodner et al., 2015) turned out
differently, as psychologists and psychiatrists scored
lower than nurses, just as they did in this study. An il-
lustrative example of this evidence was offered in a study
by Woollaston and Hixenbaugh (2008), in which
nurses described BPD patients as a destructive whirlwind:
“It refers to nurses perceiving BPD patients as a powerful,
dangerous, unrelenting and unstoppable force which
leaves a trail of destruction in its wake”. We believe these
differences could be due to the fact that psychologists
and psychiatrists receive more specific training, where-
as nurses are much less trained in the nature and treat-
ment of the disorder (Bodner et al., 2015). Commons
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and Lewis (2008) also noticed that psychologists who
had received training did not improve significantly
over their peers without training. However, nurses who
had received training showed significant improvements
over those who had not. This would support the idea
that specific education or training, at least in the case
of psychologists, is a factor that predisposes to them
to adopt more positive attitudes. On the other hand,
we also believe that nurses could be more easily acces-
sible to patients in general than other HPs in an infor-
mal setting (spontaneous demands) and that therefore
it would stand to reason that they would have more
contact with BPD patients, which could feed into
negative attitudes towards them.

Regarding the second factor of the BP-EAI, treat-
ment difficulties, the results are similar to the previous
factor (see Table 3). Psychologists go through fewer
difficult experiences while treating BPD patients than
other HPs. The same is true of psychiatrists, but only
compared to GPs, not to nurses. Overall, we can observe
that MHPs suffer from fewer difficulties. In any case,
these difficulties follow the trends those reported by
previous research stretching back a number of years
(Sansone & Sansone, 1995; Cleary et al., 2002, Eren &
Sahin, 2016), highlighting that this pattern has not
changed over the past two decades.

Lastly, in the factor labelled lack of empathy, dif-
ferences were found only between psychiatrists and
head nurses, with higher scores for the latter. This data
contradicts the findings of the existing literature. For
example, Bodner et al. (2011) reported lower levels of
empathy in nurses compared to the other HPs, includ-
ing psychiatrists. Black et al. (2011) also obtained
similar results, with nurses exhibiting less caring atti-
tudes and concern for BPD patients. Elsewhere, prior
studies had pointed out nurses’ lack of empathy toward
BPD patients (Gallop et al., 1989; McGrath & Dowling,
2012). Possible explanations for this finding could lie
in the cultural differences between samples (Stefanovics
et al., 2016), but it might also stem from the fact that
in the present study the differences were found in head
nurses, whereas in the other studies either only mental
health nurses participated (Bodner et al., 2011; Bodner
et al., 2015; Gallop et al., 1989; McGrath & Dowling,
2012) or there was an absence of specification (Black
et al., 2011).

Generally, we can assert that the first hypothesis,
regarding negative attitudes in different health care

Table 9. Pearson correlations between the BP-EAI factors and the CPU Total Score and their factors

1 2 3 4 5 6 7
1. Negative Emotions - .83** —.40** -12* —.35* 7% -.01
2. Treatment Difficulties - —.40** -.09 —.24** 11 -.01
3. Lack of Empathy - —17** -.08 —.22* —.15*
4. CPU Total Score - .88** .80** 70**
5. Usefulness of Medtep DBT - .50%* .50%*
6. Change of Attitudes - 43
7

. Intention to use Medtep DBT

Note: *p <.05; ** p < .01.
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areas, is confirmed: PCHPs hold more negative attitudes
than other professionals toward BPD patients. This
could be due to the high prevalence of BPD patients
in primary care (Gross et al., 2002) and to their ten-
dency to seek help with more than one GP, as reported
by Sansone et al. (2011). The authors argue that this
tendency is due to BPD patients’ volatile nature and to
their lack of either a tolerance for frustration or bound-
aries. We consider that a possible explanation for the
negative attitudes held by GPs and head nurses could
stem from the vicious circle that is created by the con-
stant intake of new BPD patients and the professionals’
fear, many times warranted, that these patients will
probably not show up for their next appointments.
This factor exists in addition to the already disruptive
characteristics of these patients (Koekkoek et al., 2009;
Sansone & Sansone, 1995). In any case, mental health
area professionals also have frequent contact with BPD
patients (Cleary et al., 2002), and they also have to deal
with their disruptive characteristics. But an important
difference is that PCHPs rarely receive any kind of
training in the nature of the BPD or its treatment (Gross
et al., 2002). This hypothesis is similar to the one re-
garding negative emotions in nurses. Along the same
lines, we also believe that specific training can play a
key role, allowing professionals, especially psycholo-
gists, to become more sensitive.

These differences among professionals notwith-
standing, we found negative attitudes towards BPD
patients in all professional groups. These results bear
out those found in previous research, not only regard-
ing the most studied group, nurses (Dickens, Lamont
et al., 2016), but also with respect to the other ones
(Arora, 2016).

Our hypothesis that less veteran HPs would hold
more negative attitudes was not confirmed, which
represents a similar result to the one reported by Bod-
ner et al. (2015). We did find differences according to
number of BPD patients treated in the last year, but the
results are not conclusive, as negative attitudes did not
increase with the number of patients treated. The pre-
sent study does not concur with previous studies
(Bodner et al., 2015; Black et al., 2011) and presents a
third possibility: HPs who treat a moderate number of
BPD patients (between three and nine) tend to hold
more negative emotions and experience more treat-
ment difficulties than HPs with either less or more
patients. Contrary to this finding, HPs with fewer pa-
tients showed more empathy than those with a moder-
ate number of patients. We propose two different
reasons for these results: those with less contact with
BPD patients do not have to deal as much with their
disruptive features. Therefore, they hold less negative
attitudes and experience fewer treatment difficulties.
Those with many patients must deal more often with
these characteristics and are probably pushed to de-
velop a range of strategies to face them and reduce the
resulting negative attitudes and treatment difficulties.
We believe these strategies may lead to less emotional
implication with the patient, resulting in less empathy.

Eudald Castell

This explanation must be taken with caution, as sig-
nificant differences were not found between all groups
in all factors.

Finally, gender was relevant only with respect to
lack of empathy, a finding that coincides with previous
research (Hojat, 2016), where male HPs showed less
empathy than female HPs.

Perception of using Medtep DBT

The second hypothesis was partially confirmed: psy-
chologists scored higher for almost all CPU factors than
the other HPs, but these results are only significant
when psychologists were compared to GPs. This result
is not surprising, as therapy is conducted mainly by
psychotherapists.

With respect to years of experience, our hypothesis
was confirmed: those with less experience perceive a
higher likelihood of using the tool. This might be due
to the fact that they belong to the younger generation
and have a more positive attitude towards new tech-
nologies in general. This is in line with data reported
by Gagnon et al. (2016) and Graves et al. (2017), who
have found that those with less experience in mHealth
show less interest or willingness to use new mobile
technologies. Therefore, we support the idea that
younger HPs will be more used to mobile technologies
and thus will show greater interest in using these tools
in general (Kuhn et al., 2014) and Medtep DBT in par-
ticular.

Our hypothesis regarding number of BPD patients
treated was partially confirmed: those with fewer pa-
tients scored higher for the usefulness of the app and
for the overall factor, and as such they seem to be more
interested in and willing to use the application. An
explanation for this finding could be that these profes-
sionals feel less overburdened by their work and might
be more willing to develop new skills with a new tool.
A lighter workload was a factor pointed out by Gagnon
et al. (2016) as a facilitator of the implementation of
mHealth. However, we must admit that that those with
many patients (25 or more) scored significantly higher
than those with a moderate number of patients. This
could be due to the fact that treating more patients
might result in greater experience with the needs of
those patients, and therefore these professionals might
perceive the application as more useful.

Negative attitudes and Medtep DBT

Contrary to our third hypothesis, higher negative at-
titudes and more treatment difficulties were associated
with lower perceived usefulness of the tool, lower
empathy, lower perception of change and lower inten-
tion of using the tool. Thus, this variable could be
interpreted as a barrier to the implementation of Med-
tep DBT. Lower empathy was also associated with
lower intention of using the app. However, there was
a small but positive correlation between negative emo-
tions and change of attitudes, i.e. experiencing negative
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emotions toward BPD patients would result in the
perception that such a tool could help professionals to
change these emotions and attitudes. This could be an
encouraging result, taking in to account the fact that
negative emotions towards BPD patients are not un-
common (Dickens, Lamont et al., 2016; Sansone &
Sansone, 2013).

Conclusions and future research

The present study evidences the existence of negative
attitudes helds by different HPs towards BPD patients
in a Spanish sample. Therefore, like the authors of past
studies (Bodner et al., 2015; O’Conell & Dowling,
2013), we recommend further research into how to
help HPs develop coping strategies to deal with the
manifold challenges these patients present. We would
also stress the need to train them in the nature and
treatment of the disorder. There are several programs
that have been shown to have good outcomes for MHPs
(Knaak et al., 2015; Krawitz, 2004; Shanks et al., 2011)
or nurses (Dickens, Hallet et al., 2016). GPs have been
included in few studies (Keuroghlian et al., 2016), and
therefore research efforts should also focus on this last
group. As far as Medtep DBT use is concerned, it should
be noted that lack of empathy, treatment difficulties
and years of experience in mental health have been
shown to be barriers to its implementation. However,
itis encouraging that the HPs with the highest negative
attitudes also perceive the application as a good tool
to change them. In future research, the application
should be tested and assessed in a broader field study
focused on psychologists, since these professionals are
the ones who usually conduct DBT. Thus, they appear
to be the professionals who are most apt to use it.

Limitations

Although the average response rate was of 64%, a quite
high rate in this kind of study and slightly higher than
some of its antecessors (Black et al., 2011; Bodner et
al., 2015; Cleary et al., 2002; Commons & Lewis, 2008),
the results must be interpreted with caution, since there
is a chance that the answers of those who did not
participate would have been different. Furthermore,
the questionnaires used are adaptations or ad hoc crea-
tions that were subjected to only preliminary psycho-
metric analyses. Their internal consistency and valid-
ity have to be confirmed in future studies.
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