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Abstract
The high prevalence of people with personality disorders in mental health settings suggests that
there should be a dedicated focus on this area within pre-registration mental health nursing. People
with personality disorder diagnoses have been described as a challenging group to work with, and
this has led to negative perceptions and stigmatisation of the clinical label. A hypothesis that these
negative perceptions are rooted in a lack of empathy, directly related to a lack of understanding of
the lived experience of these conditions, led to the development of a teaching session utilising
experiential learning. Aims were to proactively address stigmatisation through ‘fishing upstream’
and promoting an appreciation of the lived experience of the symptoms of a personality disorder
diagnosis. Based in a university teaching pre-registration mental health nursing, the session used
simulation to allow students to adopt the role of a person diagnosed with a with a personality
disorder and interact in a facilitated scenario. A qualitative and phenomenological design saw the
perceptions of four student nurses captured through focus group and interview. Students described
the teaching session as beneficial in having improved their empathy and increased their
understanding of the experience of people living with personality disorder diagnoses, allowing them
the understanding to be able to challenge stigma, giving them a desire to role model good practice
to others and increasing their confidence in working with people with personality disorder
diagnoses. This has clear implications for practice through increasing understanding and reducing
the potential for negative perceptions, thus potentially improving the experience of mental
healthcare for people with personality disorders.
Keywords
Personality disorders, borderline personality disorder, mental health nursing, student nurses,
experiential learning, simulation

INTRODUCTION

Historically viewed as untreatable (Adshead, 2001; Bateman and Tyrer, 2004), personality disorders
involve ways of thinking and feeling about oneself and others which deviate markedly from the
norm and adversely affect how people may function in many aspects of life (American Psychiatric
Association 2013). Personality is conceptualised around the way an individual functions within
themselves and the way they relate to others (Bateman et al, 2010), with its function a consolidation
of a coherent sense of self and capacity to establish and maintain effective relationships with others
in social groups (Livesley, 2003). One of the dominant theories regarding personality states that
most people have a balance of five character traits, described as the ‘big five’ (Bateman et al, 2010,
p.233); neuroticism, openness, extraversion, agreeableness and conscientiousness (Costa and
Widiger, 2012). For people with a diagnosis of personality disorder the balance is said to be
disrupted, and one of these traits has generally become dominant.
Strained Relationships
Personality disorder has been defined as “a recurring condition that, when present, hinders mutual
understanding in relationships, souring and damaging them” (Tyrer, 2018, p.17). This difficulty in
navigating the social world can lead to significant interpersonal problems, and contact with mental
health services may relate to unhappiness within oneself, or because of unhappiness in others
around oneself (Bateman et al., 2010). Given these challenges, it is unsurprising that families of
individuals diagnosed with borderline personality disorder, which is the most commonly diagnosed
personality disorder (Pack et al 2013), have described chronic and traumatic stress, strained
relationships with the individual, as well as with the mental health system (Giffin, 2008).The lack of
mutual understanding in relationships can lead to behaviour which challenges accepted social norms
(Gordon, 2017), and has thus been labelled a symptom of a personality disorder. Acknowledging
that work is being undertaken to revise these diagnoses (Tyrer, 2018), they are currently classified
into a range of categories within the DSM-V (American Psychiatric Association, 2013) and ICD-10
(World Health Organisation, 1992) diagnostic manuals. Symptoms can include unstable self-image,
emotional dysregulation, difficulties in interpersonal relationships, disregarding of the rights of
others, impulsivity and self-harming and suicidal behaviour (NICE, 2009; Gordon, 2017).
Prevalence of Personality Disorders
Previous studies have seen the prevalence of personality disorder in UK general population
community settings weighted at 4.4% (Coid et al., 2006), and in healthcare settings comprising an
estimated 24% of primary care attendees (Moran et al., 2000). Much of the literature focuses
specifically on borderline personality disorder, with studies finding a prevalence which ranges from
0.7% (NICE, 2009) to 5.9% (Bateman and Krawitz, 2013) in the general populations of Western
countries. Individuals with the borderline personality disorder diagnosis have been found to place a
significant strain on the resources of health services (Bender et al., 2001; Gross et al., 2002),
accounting for an estimated 4-6% of UK primary care attenders (Moran et al., 2000) and being the
most common personality disorder found in non-forensic mental health settings (NICE, 2009). Some
studies have suggested a prevalence as high as 20% in inpatient psychiatry (Zanarini et al., 2001),
and admissions which are both frequent and lengthy (Dasgupta and Barber, 2004). Given the rates
in healthcare settings, it is wholly appropriate that the understanding of personality disorders should
be prioritised in a mental health curriculum.
Attitudes and Stigma
The attitudinal negativity and stigma around personality disorder further justifies the need for an
innovative approach to teaching. Nurses have perceived patients as being difficult and manipulative

(McGrath and Dowling, 2012), care provision has been described as tiring, draining and frustrating
(Warrender, 2015), with people diagnosed with personality disorders given less sympathy than
individuals with other psychiatric diagnoses (Markham and Trower, 2003). People with the
borderline personality disorder diagnosis in particular have been described as a ‘destructive
whirlwind’, a “powerful, dangerous, unrelenting and unstoppable force which leaves a trail of
destruction in its wake” (Woollaston & Hixenbaugh, 2008, p.705). Contextualising this dramatic
statement, nurses have experienced significant distress, felt uncertain how to approach patients and
been unsure of the purpose for hospital admission (Warrender, 2015). Patients may be impulsive,
have a rapid fluctuation in mood, and engage in self-harming and suicidal behaviour (NICE, 2009),
therefore appreciating mental health professionals as human beings, it is understandable that this
would invoke strong feelings.
Addressing Attitudes
Attitudes have been described as tripartite with cognitive, affective and behavioural components
(Hogg and Vaughan, 2008). It is the behavioural impact of an attitude which highlights the need for
this to be addressed, with nurse’s attitudes potentially impacting how they treat people diagnosed
with personality disorder, and thus impacting patient outcomes. Whilst there is little actual
evidence to link attitudes to clinical behaviour towards people diagnosed with personality disorder
through patient outcomes (Dickens et al, 2016), a review of mental health nurse perceptions
highlighted that there was a tendency for nursing staff to keep any contact with people with
personality disorder diagnoses to a minimum (Loader, 2017).
Adding weight to this, a famous example from another context can showcase how attitudes are
anything but benign. Rosenthal and Jacobson’s (1968) school based study evidenced that attitudes
can influence behaviour and in turn outcomes, leading to a self-fulfilling prophecy. Their study saw
teachers told that students were ‘clever’ or ‘ordinary’, whilst this had been allocated at random,
with no truth or notable difference in ability. At the end of the school year, the students labelled
‘clever’ had made more gains, not because they had more ability, but as a result of the teachers’
attitude towards them. Students who were believed to show more promise received more attention
and support. In terms of healthcare settings, we can hypothesise that attitudes towards people
diagnosed with personality disorder likely influence outcomes in the same way.
Service user perspectives
Indeed, service user perspectives have identified the “double role” of mental health care (Perseius et
al, 2005, p.165) in relieving but also potentially adding to suffering if staff are perceived as being
disrespectful or not understanding. Further unhelpful interactions have seen staff described as
“judgemental”, “dismissive”, “condescending”, “sarcastic” and “impatient” (Borshmann et al, 2014,
p.804). These are examples of the behavioural component of an attitude, emphasizing how crucial it
is that nurse education appropriately prepare the future workforce to deliver effective care.
Challenging stigma
To challenge stigma before it starts, academia should ‘fish upstream’ by targeting the future
workforce before they have a chance to form negative attitudes as registered nurses, and provide
teaching which emphasises the patient experience and aims to increase empathy and
understanding. It is ironic that whilst many of the difficulties faced by people with a personality
disorder diagnosis can be rooted in misunderstanding others, these diagnoses have often
themselves been misunderstood.

AIMS AND OBJECTIVES OF THE TEACHING SESSION
The authors’ hypothesis is that negative perceptions and stigma are directly linked to a lack of
empathy for people diagnosed with personality disorder, which in turn is a result of limited
understanding. Therefore the aims and objectives of the teaching session were to promote empathy
through simulation, increase understanding through discussion, and influence positive behaviour
towards people with personality disorder diagnoses by addressing attitudes. Increased
understanding through targeted clinical education has already been shown to have positive impacts
on staff attitudes (Miller et al, 1996; Commons Treloar et al 2008; Shanks et al, 2011), and it was
hoped that this would be equally, if not more effective at the undergraduate stage of mental health
nursing.
SIMULATING THE ‘INTERNAL WORKING MODEL
The understanding of personality disorder and its aetiology owes much to ‘attachment theory’ and
the work of John Bowlby and Mary Ainsworth who hypothesised that much of personality develops
through intimate emotional bonds with others, called ‘attachments’ (Simanowitz and Pearce, 2003).
Through interaction with a primary attachment figure a child constructs an internal working model
(IWM), defined as a mental representation and expectation of the world related to oneself and
others (Bateman et al., 2010). The IWM is a way of seeing the world through the meaning we give to
our current experience, based on our previous experience (Howe, 2011). Built up around the
concepts of oneself, others, and the relationship between oneself and others, an IWM filters
experience and attributes meaning, influencing what we “do, say, think and feel” (Howe, 2011,
p.33). This provided the theoretical basis for teaching content, creating a particular way of seeing
the world for students which referenced traits associated with all personality disorder diagnosis
subtypes from both the DSM-V (American Psychiatric Association 2013) and ICD-10 (World Health
Organisation, 1992) (see Box 1 for some examples).
BOX 1: SAMPLE OF CHARACTER INSTRUCTIONS
Borderline/emotionally unstable personality disorder
You are 23 years old and live in your own flat, but have regular contact with your parents, though
you often argue with them. You find it hard to control your emotions, and though your mood can
fluctuate rapidly between periods of joy and despair, you tend to feel bad about yourself and often
self-harm through cutting, and have recurrent suicidal thoughts. You also have a tendency to binge
drink and act impulsively.
You have recently split up with a partner after meeting and falling head over heels in love 3 weeks
ago. As a result of this you felt abandoned, got drunk and took an overdose of paracetamol, resulting
in admission to A&E. You are at the party after your friend suggested you go out to forget about the
ex. You are happy to engage with others and make friends quickly, but if someone says something
you don’t agree with, your mood may suddenly change as you become angry and walk away.
Antisocial/dissocial personality disorder
You are 50 years old, you have previously been in prison for theft and assault, and now live alone.
You have no contact with your ex-partner or two children. You don’t care much about the feelings of
others and can intimidate and bully people, you get easily frustrated with others and tend to be
aggressive.

You tend to act impulsively, and don’t feel guilty about things you’ve done. You don’t tend to learn
from unpleasant experiences, and despite having been in prison, continue to shoplift regularly. You
have attended the party in a bad mood after your two children have again ignored your attempts to
contact them.
Narcissistic personality disorder
You are 35 years old and live alone. You have a tense relationship with your mother who you feel
sorry for because she is, in your mind, ‘weak’. You have a strong sense of your own self-importance.
You dream of unlimited success, power and intellectual brilliance. You crave attention from others
and feel that other people should look up to you, but are not interested in others’ thoughts or
feelings.
You have a tendency to exaggerate your own abilities and achievements. You look down on others
you see as beneath you, and often ask for favours then fail to return them and exploit people for
personal gain. You have just got a new job as a secretarial assistant in an office, but will seek to
exaggerate this role into ‘company troubleshooter’ when you describe it to others. You feel that
being the head of the company is not out of your reach, as given your abilities, you are entitled to it.
You feel that everyone at the party should listen to what you have to say about your new job,
though you will not be interested by what anyone else has to say about themselves.
Obsessive compulsive personality disorder
You are 42 years old and live with your elderly parents. You have never had a meaningful
relationship. You have a tendency to worry and doubt a lot, and have been described as a
perfectionist and even a ‘control freak’. You relieve your anxiety and feel in control of situations
when making lists, following rules and sticking to routines.
Your adherence to rules includes a very fixed view of morality and how people should behave, and
you worry about doing the wrong thing. As a result of this strict morality, you are quite judgemental
of others. You are incredibly sensitive to criticism. You are having obsessive thoughts that other
people at the party are intending to lie to others, and feel that it is immoral, and wrong. You are
preoccupied with the ‘rules’ you see as integral to life.
No diagnosis
You are 25 years old, a student studying history and living with three flatmates. You are quite
anxious around new people; however, once you begin to converse with people and get to know
them, you feel much more comfortable and relaxed. You are currently quite apprehensive about
meeting a group of new people for the first time.
You will begin the party standing alone feeling anxious, though once people engage you in
conversation, you relax a little. You have a nervous laugh, and a tendency to try and break the ice
with poorly delivered jokes.
METHODS
Teaching Session
The teaching session sits within a 2nd year preregistration mental health nursing module. This was
considered to be the optimum time for the role-play, with the class having established relationships,
and potentially more amenability to take part in more challenging teaching. Twenty-five students
participated in the session and were each assigned a character, the majority consistent with

personality disorder diagnoses and some neutral. Some diagnoses were played by two different
students, with all diagnoses represented at least once within the group. Neutral characters which
had no diagnosis were added to allow exploration of behaviour which may not be diagnosed but
display similar symptoms to personality disorder pathology, and emphasise that behaviour must be
enduring to meet the diagnosis. Students were emailed with their character one week before, and
encouraged to discuss with lecturers any potential discomfort in participation.
Giving all students an IWM, the session encouraged them to interact with one another in a social
scenario through the character they had been given. A key aim was to emphasise that a way of
seeing the world will have a causal link to behaviour, and therefore the perception that people
diagnosed with personality disorder are often in full control of their actions and choose to be
purposefully difficult (Markham and Trower, 2003) neglects the influence of the IWM. This aim was
considered to be best achieved through direct experience, with the session held in a classroom
arranged into an open space simulating a social event, and lasting twenty minutes.
Experiential learning has previously been shown to positively impact student’s empathy towards
people with mental health conditions (Ballon et al., 2007; Goodwin and Deady, 2012), and in
contrast to the dynamics of clinical practice, simulation is a form of experiential learning which
allows academics to maintain control of the environment. Simulation itself is not innovative, and
has been used in undergraduate mental health nursing education to a variety of ends, including
developing therapeutic communication, and challenging stigma and fear of individuals who have
mental illness (Brown, 2015). However, to the authors’ knowledge it has not been used in this way
with personality disorder specifically in mind. Kolb’s (1984) learning cycle (see figure 1) guided
development beyond the simulation to a facilitated debrief whereby learning could be consolidated
through discussion. Kolb’s abstract conceptualisation and active experimentation relates to
threshold concepts whereby true understanding not only changes perspective but consequentially
changes behaviour (Biggs and Tang, 2011). This reflected the aim of influencing not only what
students think, but how they practice clinically when working with people with a personality
disorder diagnosis.
FIGURE 1: KOLB’S LEARNING CYCLE (Kolb, 1984)

Concrete
Experience
Active
Experimentation

Reflective
Observation

Abstract
Conceptualisation

Characters were based on the authors’ clinical experience and current diagnostic criteria, the DSM-V
(American Psychiatric Association, 2013) and the ICD-10 (World Health Organisation, 1992), with
additional input from and discussions with people with living experience of personality disorder
diagnoses, service users, carers and health professionals and third sector organisations. Each
student role-played their character and particular IWM and were encouraged to note their own
experience and impression of others. During the session the authors played ‘hosts’, in character as
people who were receiving and entertaining guests. This allowed an in-depth facilitation, with
authors supporting students and prompting interaction whilst assessing their comfort and
engagement.
Moreover, explicitly addressing the stigma around personality disorder the session used tangible
labels to explore the intangible experience of being diagnosed. Characters assigned with a
personality disorder diagnosis wore a physical label, with their diagnosis stated on paper taped to
their back. This was used as a platform for reflection in debrief and encouraged a move to threshold
concepts (Biggs and Tang, 2011) exploring how students felt wearing the label, and how they felt
seeing labels on others. The session encouraged students to relate this to the psychological labelling
of patients through diagnosis, provoking consideration of the impact of diagnosis on stigma and selfstigma.
Qualitative Research
Following on from the aims and objectives of the teaching session, research aims were to explore
student clinical experience, perceptions of the teaching session in general, then specifically on
empathy, attitudes, understanding and future practice working with people diagnosed with a
personality disorder. Qualitative research is a natural approach to capturing meaning attached to
social phenomenon within social worlds (Snape and Spencer, 2003), and phenomenology further
seeks to understand these social worlds within the subjective context of individual or group
experiences (Todres and Holloway, 2010). The objectives of this study overlap between evaluative
and generative approaches (Ritchie, 2003), evaluating students perceptions of the teaching session,
whilst beginning to generate theories and strategies with implications for education and practice. It
is this generation which marks the phenomenological approach as interpretive rather than
descriptive.
Interpretative Phenomenology
Descriptive phenomenology uses the term ‘bracketing’ to indicate the suspension of all researcher
pre-conceptions, beginning without hypothesis and seeking to gain a true and untainted description
(Todres and Holloway, 2010). This full suspension of preconceptions was neither possible nor
desirable in this study, given the authors were emic through their roles in development, delivery and
evaluation of the session, with direct clinical experience of working with people with personality
disorder diagnoses. The use of interpretive phenomenology allowed the authors to embrace
hypotheses, use preconceptions explicitly and positively (Todres and Holloway, 2010) and create an
interpretive framework for the generation of new data.
The university’s school ethics review panel reviewed study aims, methods, consent forms,
participant information sheets, topic guide and data storage. Participants were approached through
information sheets distributed through e-mail, with face to face information sessions offered. There
was one week between information dissemination and data collection to allow potential participants
adequate time and space to ensure informed consent. Consent forms were signed immediately

prior to data collection, with participants aware they would not be identified anywhere in the
findings and that they had the right to withdraw at any time, and did not have to give a reason.
In May 2016, there was a purposive sampling of mental health nursing students who had
participated in the teaching session. The students would therefore be information rich, and the
most appropriate cases to allow substantial exploration of the research topic (Addo, 2014, p.193).
Focus groups were preferred as they can capture thoughts and ideas beyond that of individual
interviews, as participants share and refine their ideas through the group interaction itself (Lewis
and McNaughton Nichols, 2014). This opened up the potential for both challenge and extension
around the preliminary hypothesis (Goodman and Evans, 2010), increasing the chances of new data.
To limit bias, the focus group and interview were conducted by an academic colleague with no
involvement in the creation or delivery of the session, with experience of facilitation and a teaching
relationship with students. A topic guide (see box 2) was utilised, as opposed to a strictly
regimented list of questions, with less structure often allowing more fluid and engaging discussion
(Goodman and Evans, 2010).
BOX 2: FOCUS GROUP/INTERVIEW TOPIC GUIDE
1. Individual experiences
Aim: To provide a baseline and context of students’ individual clinical experiences of people with
personality disorder
Have you had experience of working with people with personality disorders in your clinical
placements?
If so, can you describe some of your experiences?

2. Teaching session
Aim: To understand the students’ experience of the teaching session
Can you describe your experience of the teaching session, in particular the role play?
How comfortable were you in the role play?
How was the length of the session?

3. Attitudes
Aim: To explore any existing stigma and attitudes and whether the teaching session had an impact
on these
Can you describe your attitudes towards people with personality disorder prior to the teaching
session?
Where did your attitudes come from? Describe some of your experiences of attitudes towards
people with personality disorders
What impact, if any, did the teaching session have on your attitudes towards people with personality
disorder?

4. Patient experience
Aim: To explore whether the session increased empathy towards people with personality disorder
and whether it helped increase understanding of the patient experience
What was your understanding of the patient experience prior to the teaching session?
What impact, if any, did the teaching session have on your understanding of the patient experience?

5. Overall impact on students clinical practice
Aim: To capture any potential changes to student’s clinical practice following the session
Do you think the teaching session will influence the way you work with people with personality
disorders in the future?
If so, how?
If not, why not?

Summary
Summarise the key points from the discussion
Whilst the groups were timed for participant convenience (Finch and Lewis, 2003), unfortunate
scheduling saw this at the end of an assessment week, immediately prior to a period of student
annual leave. Data collection went ahead with an emphasis on gathering data which was fresh. Ten
students indicated an interest, with actual attendance less than anticipated (3 in one group and 1 in
the other, giving a total of 4 students). This limited the second ‘group’ to an interview. All
participants were female, and a total of four from twenty-five students participating in the study saw
overall engagement at 16%. Students were not required to disclose reasons for non-participation.
Data Collection
Data collection took place in meeting rooms within the university, with refreshments provided to
ensure comfort in single sessions which lasted between 30 and 60 minutes. Discussions were
digitally recorded then transcribed verbatim and, whilst transcripts were not handed back to
participants for comment or correction, the focus group and interview were each closed with a
summary which sought to ensure views had been captured accurately. The authors completed
transcription from data recordings, beginning to live in the data (Lathlean, 2010, p.430) and gain
insight through interpretation. Major themes followed the narrative of the topic guide, with
secondary themes being entirely new data derived from participant quotes (see box 4) and all
themes agreed on by both authors. Using basic, intermediate and higher levels of data analysis
(Parahoo 2014), data was broken up into a series of quotes, with quotes then themed based on
similarity. Finally, themes were organised together into a narrative. Leaning on the ideas of Van
Manen (1994) analysis sought to write in a compelling way, build a plot, capture plot and sub-plots,
provide concrete examples to illustrate themes, and finally offer new insights. Interpretation also
maintained adherence to the analytic hierarchy (Spencer et al ,2003), directing analysis from raw

data to the assignment of meaning, capturing of examples to illustrate and portray meaning, and the
creation of new theories and concepts with examples used to portray these.
RESULTS
Data collection sought to ask students about individual experiences of working with people
diagnosed with personality disorders, general perceptions of the teaching session, existing attitudes
and stigma and any subsequent impact of the teaching session; whether there was improved
empathy and understanding of the patient experience, and perceived implications of the teaching
session on their future in clinical practice. The results were grouped into three main themes:
placement experiences, perceptions of teaching and implications for practice. Sub-themes use
participant’s words to illustrate inferred meanings. Specific participant quotes are represented by
‘P’, and numbered 1-4, with 1-3 referring to the focus group participants and 4 the interview
participant.
TABLE 1: MAJOR AND SECONDARY THEMES
Major theme

Sub-theme

Placement experiences

The sigh
Helplessness

Perceptions of teaching

Controversy
Comfort and engagement
Addressing stigma
Empathy and understanding
Alignment
Limitations

Implications for practice

Increased empathy
Challenging stigma
Role modelling
Increased confidence

Placement Experiences
‘The sigh’
P1 stated that, when encountering a person diagnosed with a personality disorder, staff reaction had
been “kind of a groan…the treatment of them on the ward wasn’t like negative or anything, but it
was just in the office”. P2 reiterated that if a patient presented to a hospital ward “it was the sigh”
from nursing staff that indicated a negative attitude. P1 described “hearing things (from staff) like
‘my cat needs to be here more than her’” in relation to people with a personality disorder diagnosis.
This implied dismissiveness of the distress experienced by people as a result of the clinical label.
Whilst there was acknowledgement that staff did not explicitly dismiss patients, P3 noted “you can

give off signs to people and patients aren’t stupid”. P3 acknowledged the impact of attitudes,
stating “you can see how that could then knock on to students and the next lot of nurses coming in”.
Affirming this, P2 acknowledged that (in previous placements) “I took on a negative view because of
the responses of other nurses”.
‘Helplessness’
Participants recalled staff helplessness (P1) “I don’t know what to do with this person, I don’t know
how to help, I don’t know how to not make it worse”. P2 stated “staff are so scared”, and noted that
fear would create distance between themselves and patients, with staff seeking “more of a back
role”. P4 however remarked that “some staff are really good”. Whilst ‘good’ is vague, it could
indicate increased understanding and personality disorder specific skillsets, nonetheless it is possible
that the difference is related to some other non-personality disorder specific understanding.
Perceptions of teaching
‘Controversy’
P4 indicated an initial discomfort, stating “At first I was really hesitant about the whole thing… how
can this be allowed?....I thought it would be very difficult to avoid full blown stereotyping”. In
development the authors had been mindful of this, and addressed this in debrief. P4 continued “but
in doing it I did see the benefits of it… I think the benefits outweighed the cons… I think I learned
more from it”. P2 identified the benefits of using an experiential approach, stating “if you go
through a PowerPoint presentation you’re not going to know how it feels”.
‘Comfort and engagement’
All participants agreed that the placement of the session in their second year was appropriate to
ensure comfort. P1 stated “I think our class is quite open”, while P3 added “I don’t know if
everyone would have interacted as well in 1st year…the group has started to merge better”. P4
concurred “I think 2nd year is the optimum time”. The length of the roleplay was also mentioned,
with twenty minutes on the edge of student comfort. P4 indicated that towards the end, “some
people were getting a little bit bored”.
In terms of engagement, P2 described “at the start we were quite shy…but we seemed to get into it
really quickly”. P3 described the session as “interesting”, while P1 said “it was a really good way to
explore, em, well to identify different types of personality disorder and also to explore stigma”,
adding “I was excited to see how everyone in the class, who everyone was”. Capturing students’
interest and excitement within teaching is essential, and the roleplay appeared to engage students
in a way that encouraged learning.
‘Addressing stigma’
Participants explored their own preconceptions and the potential stigmatisation inherent within the
session. P1 remarked “it was like a case study, very objective, it was more you apply what you think,
so I felt like I was stigmatising that role”. P1 continued to scrutinise their own ideas, stating “I don’t
have a personality disorder, so I’m assuming what it would look like, which if somebody with that
diagnosis was in the room they might feel offended”. P3 acknowledged feeling “worried about if
you’re sort of being a bit of a caricature of somebody, so maybe we are making a bit of a stereotype
ourselves”. Whilst students were roleplaying conditions which they did not have subjective
experience of, P4 believed “you can’t really avoid stereotyping… you just go with what you think is
right”. This ‘what you think is right’ was a focus of discussion and was scrutinized in debrief. In

asking students to look at their own preconceptions, they gained a level of self-awareness through
examining their own attitudes. P1 described this as “valuable for learning”.
‘Empathy and Understanding’
All participants acknowledged an increased understanding of personality disorder, and more
empathy towards people with the diagnoses. P1 captured the experience as “feeling how it might
be”. The ‘might’ indicates an appreciation of difference in each patient and presentation, taking into
account diagnoses without a blanket assumption as to the experiences of all people with a
personality disorder diagnosis. P3 explained: “I think you can be told something…but when you
actually experience, I mean it’s a shallow level of our experience because we’re acting something,
but just that wee bit of time, it just gives you a tiny bit of an insight as to what it can actually be like,
and that’ll enhance our empathy”. Students appeared to grasp that there could never be a true
understanding of another person’s experience, and that a single diagnosis can never account for a
multitude of human experiences. This ‘shallow’ experience, however, was incredibly powerful, P2
stating that prior to the session “I’d never actually thought of it from their point of view”.
Participants described their experience of being given diagnoses to wear. P2 stated at the end of the
session, with help from peers they “could just take it off, that label off your back, but obviously they
(patients) can’t do that”. Participants identified the balance of power in the medical model, in that
patients diagnosed by medical professionals are powerless to remove that label. This was realised
through abstract conceptualisation; having one of their peers apply their label using sticky tape, then
unable to reach round themselves, having to ask them to remove it at the end of the session.
Participants further explored the impact of these stigmatised diagnoses. P1 experienced this, as
their character was ostracised: “at one point everyone had stopped speaking to me because it had
got round the room that I was this diagnosis”.
There was an appreciation of the thoughts and feelings behind the behaviour, which can cause
difficulties in interpersonal relationships. P2 felt “it must be tiring, they can’t be doing it just to
annoy us, to get on our nerves and for attention and things like that”. P4 added, “they’re doing
what they’re doing for a reason, nobody does that for fun”. The concept of a ‘tiring’ existence was
reiterated by all participants. P3 stated “it was really tiring just doing it for a short period of time”
and empathised with “how emotionally hard that would be”. P4 noted “how hard it must be to live
like that…to be like this full time”. The misguided idea of people diagnosed with personality
disorders being deliberately difficult was addressed, P3 realising “nobody would choose to live
constantly like that, it would just be too tiring”. This showcases a move towards an appreciation of
the power of the IWM in influencing behaviour, and away from the idea that people are actively
choosing to make interpersonal interactions difficult.
‘Alignment’
Participants favoured having teaching on related subjects, with attachment theory and mentalization
based therapy presented a week before. P3 stated “I think having the two sessions together worked
really well”. P1 agreed “because it’s fine to say you shouldn’t be like this, but we need to replace it
with the knowledge of how you should be”. Participants raised the point that if a session is to
challenge stigma, there also needs to be appropriate teaching on skillsets which will enable students
to appropriately engage with people.
‘Limitations of the simulation’

Participants felt limited in having only one character to roleplay. P3 wanted “to experience what
others may be like”, and P1 suggested “we could swap diagnoses”, P2 agreeing “that would be
interesting”. This suggests that students would have liked to experience alternative characters to
increase their spectrum of awareness. Given the difference in how some personality disorders are
defined, students could benefit from a wider experience. P3 explained the limiting experience of
their character: “because I was withdrawing from everybody I didn’t really interact with anybody
else that much”. P4 suggested the session could be improved “if you could have had like two
completely different ones, so you could see the contrast, and you could see the whole spectrum”.
Implications for Practice
‘Increased empathy’
P2 described now being able to empathise with patients. If engaging with someone with a
personality disorder diagnosis, “I think I am going to reflect on the learning experience, and go ‘this
is what it felt like for me’, so you can kind of have a bit of a gauge as to how they might be feeling as
well”. P3 continued “hopefully we’ll then use that and treat people better”. P4 described having
“more patience… more understanding”, and expressed the value of understanding the experience of
living with the symptoms of a personality disorder diagnosis, saying “you’re a lot less dismissive if
you understand it’s not just hard work for you, it’s also hard work for them”.
‘Challenging stigma’
Participants expressed a desire to challenge stigma. P1 committed “to make a conscious effort to
challenge attitudes when I go back on the ward in a few weeks”, and try to get across that people
diagnosed with personality disorders “shouldn’t be seen as a burden to your job, they are your job”.
Furthermore, P4 was motivated “to get staff to understand that they may be exhausted, but they are
not living with this full time. They can go home at the end of a shift and there’s no more personality
disorder for them that day, but these people can be like this their whole lives, and it’s not fun and
they’re not trying to be difficult”.
‘Role Modelling’
Reflecting on witnessing stigma, P4 said “I don’t want to be one of those nurses”. Participants
clearly understood their role as role models of the future. P3 “Eventually we are going to be
qualified nurses, and we are the ones who will have students coming in, and I think it’s important
recognising how we behave could influence them… somebody has got to break the chain
somewhere… and we need to be the people that do break the chain”. This demonstrates an
intention to not only reactively challenge stigma, but also to proactively role model for others.
‘Increased confidence’
P1 described working with people with personality disorder diagnoses on their first placement “I
distanced myself, because I didn’t want to make it worse…. I didn’t know enough”. They
acknowledged distance as “not conducive to therapeutic relationships or recovery” claiming “I will
actively seek interactions”. The ability to move from a place of distance to an increase in proximity,
demonstrates an increase in confidence. P2 confirmed “if somebody came in…I’d probably feel
more confident”.
DISCUSSION
The aims of the study were to explore student experiences of the teaching session, and ascertain
perceptions of value related to empathy, attitudes, appreciation of the patient experience and

implications for future clinical practice. Establishing a baseline, from their experience, participants
confirmed a stigma in practice surrounding individuals diagnosed with personality disorders. This
was consistent with existing literature, particularly with ‘the sigh’ reminiscent of existing studies
which show negative attitudes surrounding people diagnosed with personality disorders (Markham
and Trower, 2003; Woollaston & Hixenbaugh, 2008; McGrath and Dowling, 2012; Dickens et al,
2016), and “my cat needs to be here more than her” echoing a confusion regarding the purpose of
inpatient admission (Warrender, 2015). Given that students learning experiences are balanced
between academia and practice, these negative attitudes further justify a teaching approach such as
the experiential role-play, and particularly in an academic setting. Simulation in academia can
provide an experience which also guarantees the much needed thinking space for abstract
conceptualisation, a space which may not exist in busy clinical environments where limited
resources impact on this opportunity for reflection.
Overall comfort with the simulation was helped by the session being in the students second year,
and the class having an established relationship. Redfern (2015, p.113) describes a Maslow’s
hierarchy of needs for the classroom, in which safety needs include “a learning environment of trust
and respect with clear rules on behaviour”. Given the simulation was acknowledged to be outwith
the standard norms of classroom practice, these safety needs were essential. However, whilst it was
important that students felt safe, this is not synonymous with absolute comfort, and deep learning
can be uncomfortable. PowerPoint presentations in particular have been criticised for being
detrimental to the development of critical thinking (Smith, 2015), and students also acknowledged
the limitations of this when addressing the lived experience of people with mental health diagnoses.
It could be argued that simulation was necessary to move students towards a place where they
themselves describe more of an understanding of “how it feels”.
Participants initially seeing the idea as slightly controversial displays an awareness of the sensitivity
regarding any portrayals of people with mental health conditions, evidenced in particular by
discourse related to portrayal in film and popular media (Hallam, 2002; Philo, Secker and Platt,
1994). Whilst stigma was pre-emptively considered with these characters being discussed with
people with lived experience of some personality disorders diagnoses prior to the simulation,
authors were aware and students were reminded that each and every person’s experience will be
entirely unique. Thus students who were feeling that character instructions could be stereotyping or
that their portrayals may have been caricaturing the diagnosis, were prompted to consider the
variety of experiences/presentations that may fall beneath this label. Their portrayals would likely
be a million miles from some individuals and perhaps a stone’s throw from another’s, with no one
depiction ever able to monopolise a diagnosis due to the almost infinite dynamics of human
experience. With specific personality disorder diagnoses already heavily criticised for having
significant comorbidities with other personality disorder diagnoses (NICE, 2009) and being severely
heterogeneous (Trull, et al, 2011), an accurate demonstration or portrayal to account for this variety
would be absolutely impossible. This in itself was felt to be an important discussion point, with the
fact that students could not accurately role-play a diagnosis placing an emphasis on the need for
person centred practice. Despite initial discomfort around portraying a serious mental health issue,
participants acknowledged the benefits of this approach to teaching.
In terms of implications for practice, the session achieved its aim of increasing empathy, with
“feeling how it might be” a marked win in terms of session outcomes. Empathy is one of the three
core conditions in therapeutic relationships, as identified by Carl Rogers (1957), and has been
identified as lacking in some nurse responses to people diagnosed with personality disorders
(McGrath and Dowling, 2012). There was a pledge by participants to challenge stigma, thus a

potential pollination of positive attitudes entering clinical practice. However, attitudinal change can
be difficult to achieve, and may not necessarily be embraced. The challenges for newly qualified
nurses have been well documented in literature, with a potential hurdle in ‘nurses eating their
young’ (Meissner, 1986) and workplace bullying (Wilson, 2016). While nurses qualifying with a
commitment and drive to influence practice is undoubtedly a good thing, the sustainable impact of
any teaching requires continuing professional development and support in the clinical environment,
placing limitations on the session alone.
Nonetheless, although changing the views of established nurses may be a challenge, what new
nurses can always be responsible for is their own practice. Today’s students are tomorrow’s nurses,
and therefore tomorrow’s mentors. Participants had expressed the desire to “break the chain” of
negative attitudes being passed to the next generation of nurses through role modelling to future
students. If empathy and understanding towards people diagnosed with personality disorders can
be emphasised in pre-registration education, and reinforced in practice, this may be the gradual
breaking of the chain necessary to improve practice. Part of this positive role modelling could be the
willingness to engage with patients diagnosed with personality disorders. Participants had indicated
a move from a distance brought about by fear of making things worse, to recognition that this was
not conducive to therapeutic relationships. Having this recognition saw a pledge to seek out
interactions, and increase proximity. Given some of the diagnostic criteria describe a fear of
abandonment (APA, 2013), and nurses confirming having minimal contact with patients (Ma et al,
2008; McGrath and Dowling, 2012), this increase in proximity marks a valuable step towards
therapeutic engagement which could have the potential to improve patient outcomes.
Participants found the session to be comfortable and engaging, and acknowledged impacts on their
empathy, with some understanding of the potential patient experience. There were clear
implications for practice with an increase in empathy towards people diagnosed with personality
disorders, a desire to challenge negative attitudes, a vow to role model to the next generation of
student nurses to break the chain of stigma, and an increased proximity to patients which may have
previously been avoided due to fear of getting it wrong. Whilst this was one teaching session
evaluated with a small sample, the approach clearly shows some promise and merits further
development.
FUTURE DIRECTIONS
Whilst the authors’ reflections on the teaching session and views of participants will be invaluable in
improving and developing this session further, there is a wider context to be considered. Whilst this
session used current diagnostic criteria, this is under revision. Expected within the next two years is
the ICD-11, introducing a spectrum which lists mild, moderate and severe personality disorder as
new classifications, with anankastic, detached, dissocial, negative affective and disinhibited domain
traits (Tyrer, 2018). Attitudes towards these new diagnostic terms and categories will be explored in
order to keep teaching fresh and relevant to contemporary practice. Given that participants had
identified limitations in only experiencing one character, there will be consideration of how an
appreciation of different diagnoses and traits may be achieved either through simulation, or
discussion of peer experiences.
However, growing awareness of the correlation between adverse childhood experiences (Felitti et al,
1998; Public Health Wales NHS Trust, 2015; CDC, 2016) and aetiology of personality disorders as well
as an increased recognition on the importance of trauma informed care (Sweeney et al, 2016) leads
the authors to consider teaching and explicit labelling which captures and explores alternative angles
to classification. With some vocal dissent to the personality disorder diagnoses (A Disorder for

Everyone!, 2018) and a movement to focus on the human experiences behind diagnoses (The British
Psychological Society, 2018), the difference in student experience between seeing and wearing
labels which state ‘personality disorder’ or ‘adverse childhood experience’ and ‘trauma’ would be
an interesting avenue. Teaching should never stand still, and developing this session further involves
not only keeping in touch with contemporary classification systems, but also challenging them.
Finally, the authors’ ultimate goal is to synthesise a variety of sessions into a three year teaching
thread, which will be carefully mapped to the new Nursing and Midwifery Council standards for preregistration education (NMC, 2018). This would tie concepts such as adverse childhood experiences,
attachment theory, mentalization, personality disorder, trauma informed care and principles of
therapeutic engagement into a coherent and accessible narrative which empowers students with the
knowledge and skills to work effectively with people who may display symptoms of personality
disorder diagnoses. Participants had highlighted that teaching being appropriately aligned with
complementary sessions, with relevant additional theory and skills was of benefit to the student
learning experience. Also and crucially, continuing the involvement of people with lived experience
of the personality disorder diagnoses (already present in the curriculum) allows students the
opportunity to engage with people who may meet a personality disorder diagnosis, yet not be in
active difficulty or crisis. This is essential in breaking down barriers of stigma and stereotyping,
emphasising the strengths of individuals out-with the moments where they may not need the help
of mental health professionals.
Limitations
This study acknowledges a potential bias with the research team having developed and presented
the teaching session. However, efforts were made to minimise this through having a neutral
facilitator collect data, and accurately reflecting the views of participants in using their own words.
As students also received teaching on attachment theory and mentalization (related concepts to
personality disorder), it may be difficult to credit all impact to this specific teaching session. Further
limitations come in the small sample size of four student nurses at one university. This study should
be replicated with increased sample sizes in the future.
CONCLUSION
Using experiential roleplay allows a glimpse into the potential lived experience of people with
symptoms of personality disorder diagnoses which has positive implications for practice; an
increased empathy, motivation to directly challenge stigma directly and indirectly through role
modelling, and an increased confidence. This may benefit therapeutic relationships, the experience
of patients, and allow staff to feel empowered. This may go some way to avoiding patient isolation
in clinical environments due to practitioners feeling helpless and impotent in their ability to make a
difference. This teaching session was perceived as valuable, and has the potential to promote
positive attitudes towards a patient group with a high prevalence in clinical settings, potentially
improve the experience of care for people diagnosed with personality disorders.
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