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on healthcare for borderline personality
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Abstract

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

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

Results: A total of 57 citations were included in the review comprising empirical peer-reviewed articles (n=>55), and
reports (n=2). Studies included quantitative, qualitative, mixed methods, and systematic review designs. Review find-
ings identified several extant macro- and micro-level structural mechanisms, challenges, and barriers contributing to
BPD-related stigma in health systems. These structural factors have a substantial impact on health service access and
care for BPD. Key themes that emerged from the data comprised: structural stigma and the BPD diagnosis and BPD-
related stigma surrounding health and crisis care services.

Conclusion: Narrative synthesis of the findings provide evidence about the impact of structural stigma on healthcare
for BPD. It is anticipated that results of this review will inform future research, policy, and practice to address BPD-
related stigma in health systems, as well as approaches for improving the delivery of responsive health services and
care for consumers with BPD and their carers/families.

Review Registration: Open Science Framework (https://osf.io/bhpg4).
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Background

Consumers with a diagnosis of BPD and their carers/
families are often confronted with structural stigma
when accessing health services for their mental health
condition [1-4]. Structural stigma is defined as “the soci-
etal-level conditions, cultural norms, and institutional
policies that constrain the opportunities, resources, and
wellbeing of the stigmatized” ([5] p.742). Stigma is a
multi-level phenomenon that occurs within various inter-
personal, organisational, and structural contexts causing
health inequities in accessing services and supports [5],
and poor health outcomes [6] for consumers with BPD
[3, 7-9] and their carers/families [1, 2, 10, 11]. BPD is a
serious mental illness associated with longstanding and
persistent patterns of instability in psychosocial function-
ing, including problems regulating emotions, self-image,
interpersonal relationships, impulsivity, and suicidality
[12]. The global lifetime prevalence of BPD is approxi-
mately 1-2% in the general population [13-16]; affecting
10% of consumers in outpatient settings, and up to 22%
of consumers in inpatient settings [13, 17, 18].

BPD is a complex and contentious diagnosis [19],
partly because evidence is yet to determine the exact
cause of the condition. However, the trajectory is likely
to be linked to genetic and environmental factors includ-
ing emotional vulnerability, childhood abuse [20, 21],
and insecure attachment. Some people with BPD may
have experienced traumatic childhood events which can
impact their ability to form healthy trusting relation-
ships and develop the resilience needed to cope with
the pressures of everyday life [22]. While trauma is not
necessarily implicated in the suicidality (i.e., self-harm,
suicidal ideation, and suicide attempts) common in BPD
[12], people with BPD are a high-risk group for suicide
[23] which is often triggered by heightened emotions
and repetitive cycles of intense distress and crises [24,
25]. Chesney et al. [26] conducted a meta-review on the
risk for suicide mortality associated with major psychi-
atric disorders and found that the suicide risk among
consumers with BPD was 45% greater than the general
population, and disproportionately higher than other
psychiatric disorders. Other studies investigating the
prevalence of suicidality found that 75% of people with
BPD attempted suicide [27], and up to 10% of people with
BPD died by suicide [28].

Recurrent presentations to health services resulting
from suicidality among this population place increased
demand on health systems [27, 29]. This is particularly

evident in emergency services; however, the care pro-
vided is often not adequate for meeting the complex
needs of consumers with BPD [10]. A recent study inves-
tigating the prevalence of mental health presentations
reported that consumers with personality disorders rep-
resented 20.5% of emergency service presentations and
26.6% of inpatient admissions. Further, consumers with
personality disorders were 50% more likely to access
health services while experiencing crisis within 28 days of
their last presentation, relative to consumers with other
mental health disorders [30]. Another study investigating
health service utilization found that specialist psycho-
therapy services, day treatments, residential programs,
outpatient, and inpatient medical services were accessed
at higher rates by consumers with BPD, than by other
consumers [29]. Findings from a community sample also
found that 75% of people with BPD accessed help from a
range of health professionals including physicians, thera-
pists, and counsellors for their mental illness which may
reflect the co-occurring disorders and complexity asso-
ciated with BPD [31]. The high prevalence of chronic
suicidality and crisis presentations to health services by
consumers with BPD [15, 27, 28] has contributed to this
disorder becoming one of the most highly stigmatized
and marginalized mental health conditions in health sys-
tems [32, 33].

There is a growing body of research exploring the expe-
riences of BPD-related stigma among consumers with
BPD (3, 7-9, 34, 35] and their carers/families [1, 2, 11]
when accessing health services. Consumers with BPD
consistently report receiving suboptimal levels of care
from health services including not being believed or
dismissed in relation to the nature and severity of their
presentation [3]. These experiences appear to stem from
various misconceptions surrounding BPD and suicidal-
ity [36]. There are also reports of interactions of conflict
between consumers with BPD, their carers/families, and
health practitioners [37]. In some instances, consumers
with BPD report that they are refused treatment when
presenting to health services in distress [38, 39]. Car-
ers/families of consumers with BPD report experiencing
anxiety and grief associated with caring for their fam-
ily member with BPD. Carers/families also experience
substantial ongoing financial burdens [11, 40] associ-
ated with the costs of private health services including
evidence-based therapies and hospitalization of the per-
son with BPD for whom they provide care. Access to
clinical and community-based services and supports for
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consumers with BPD and their carers/families are lim-
ited, with current services and supports not adequately
meeting the demand for treatment of BPD [41], making
it difficult for consumers with BPD and their carers/fami-
lies to receive treatment and support when needed [3, 4].

There are also concerns regarding the capacity of exist-
ing health services to meet the complex needs of consum-
ers with BPD and their carers/families [34, 35, 41, 42].
This stems from the insufficient allocation of resources
and funds to support BPD-related research, health ser-
vice provision [41, 43, 44], education and training, and
supervision for health practitioners working with con-
sumers with BPD [45-55]. In addition, there are con-
cerns regarding some practitioners’ stigmatizing beliefs,
attitudes, and practices towards BPD [38, 39, 54]. Ungar
et al’s [56] study examined mental health practitioners’
beliefs and attitudes to treating consumers with BPD and
found that more than 80% of staff agreed that consum-
ers with BPD were more difficult to work with than con-
sumers with other mental health disorders. Deans et al’s
[57] study found that 89% of psychiatric nurses (n=47)
agreed with the statement that consumers with BPD are
‘manipulative’ These findings are consistent with other
studies exploring health practitioners’ perceptions of
BPD [58, 59].

While there is vast literature on the perceptions and
experiences of stigma among consumers with BPD [3, 9,
34, 60-72], their carers/families [1, 2, 4, 10, 11, 40, 73],
and health practitioners [19, 38, 51-55, 57, 74-91], cur-
rently there is limited knowledge about the structural
mechanisms contributing to BPD-related stigma within
health systems, and their impact on the delivery of ser-
vices and care to consumers with BPD and their car-
ers/families. Exploring the body of literature addressing
stigma in relation to BPD will allow us to identify the
existing structural problems in healthcare systems and
inform recommendations for addressing these significant
public health concerns [29].

Aim and research questions

The aim of this scoping review is to identify, map, and
provide a broad overview of the international literature
concerning structural stigma associated with BPD and
its impact on healthcare for consumers with BPD, their
carers/families, and health practitioners. This includes
understanding how structures in health systems such as
institutional policies, cultural norms, and organizational
practices affect the availability and accessibility of qual-
ity health services and care for consumers with BPD
and their carers/families. The primary research question
addresses: How does structural stigma relevant to the
diagnosis of BPD impact on the provision of health ser-
vices and care for people with BPD, their carers/families,
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and health practitioners? Secondary research questions
were also explored to gain a deeper understanding of the
mechanisms, challenges, and barriers influencing BPD-
related stigma in health systems. These were: (1) what
are the perspectives and lived experiences of structural
stigma among consumers with BPD, their carers/families,
and health practitioners? (2) What are the specific driv-
ers influencing the manifestation and perpetuation of
BPD-related structural stigma in health systems, and the
implications for research, policy, and practice? [92].

Methods

The scoping review was registered within the Open Sci-
ence Framework (registration ID: (https://osf.io/bhpg4).
A scoping review methodology was chosen to achieve
the aim of this review based on its broad application to
mapping, exploring, and synthesizing extant interna-
tional literature and identifying gaps in knowledge [93].
Scoping review approaches are useful for understand-
ing the complexity of concepts relating to healthcare
and informing evidence-based practice [94]. The review
process followed JBI guidelines for scoping reviews [95]
and Arksey and O’Malley’s [96] five-step framework for
scoping reviews: (1) identifying the research question; (2)
identifying relevant studies; (3) study selection; (4) chart-
ing data; and (5) collating, summarizing, and reporting
the results.

Identifying relevant studies

We undertook a comprehensive systematic search of
electronic databases for peer-reviewed papers published
from inception to February 28th 2022 using MEDLINE
(Ovid), CINAHL (EBSCO Connect), PsycINFO (Ovid),
Scopus (Elsevier), Cochrane Library (Wiley), and JBI
Evidence-Based Database (Ovid). A search of grey lit-
erature using Google search engine was conducted to
identify other relevant citations such as clinical prac-
tice guidelines for BPD. The references of included cita-
tions from both the peer-reviewed and grey literature
searches were hand-searched to identify any additional
relevant citations. Additional file 1 presents the Psy-
cINFO search strategy and the grey literature key words.
Search terms were developed as relevant to the three cat-
egories of key search terms: (a) BPD; (b) stigma; and (c)
crisis care. Draft searches were executed in PsycINFO
(Ovid) to test the search text word terms and subject
heading combinations. Search terms were refined dur-
ing iterative test searches resulting in a comprehensive
search strategy to identify all existing peer-reviewed arti-
cles relating to BPD-related stigma associated with crisis
presentations (i.e., a crisis relating to self-harm or suici-
dality) across various population groups (i.e., consumers
with BPD, carers/families of people with BPD, and health
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practitioners) and healthcare settings (e.g., mental health
and emergency services). Risk of selection bias was mini-
mized by using multiple search methods. The eligibility
criteria (Table 1), based on the Population-Concept-Con-
text (PCC) framework [95], guided the study selection
process during screening.

Study selection

All citations identified from the comprehensive search
were collated and uploaded into Endnote V.9. Citations
were then uploaded into Covidence and de-duplicated
by the lead author (PK). Citation screening and selection
were undertaken using the Preferred Reporting Items for
Systematic Reviews and Meta-Analyses (PRISMA) state-
ment [97] (Additional file 2). Two independent reviewers
(PK and AKF) screened the titles, abstracts, and full-text
citations against the defined selection criteria to iden-
tify relevant studies. Full-text citations of selected stud-
ies were retrieved via Covidence and assessed against
the inclusion criteria. Ineligible citations were omitted
in accordance with the exclusion criteria (Table 1). Dis-
crepancies in reviewer decisions regarding the inclusion
of studies at both the title/abstract screening stage and
the full-text stage were assessed and resolved by a third
reviewer (SL) who had clinical expertise in mental health.

Charting the data

The type of information to be extracted from the eligible
citations was discussed and consensus reached follow-
ing meetings held by the research team (PK, AKE, SL).
Data identified for inclusion in this review were extracted

Table 1 Eligibility criteria
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into a charting table. The charting table of included stud-
ies used the following fields: author, year, country; qual-
ity rating; population data; aim/purpose; study design;
methods; and main findings (Table 2). Data extraction
was led by the first author (PK) and checked and revised
by the second author (AKF).

Quality appraisal

Quality appraisal of all citations was undertaken to
reduce the risk of bias. The MMAT v.18 checklist [98]
was used to determine methodological quality of the
quantitative, qualitative and mixed methods studies for
inclusion in this review. The JBI Checklist for Systematic
Reviews and Research Syntheses tool [99] was used to
appraise methodological rigor of the reviews; the AGREE
II: advancing guideline development, reporting, and eval-
uation in health care tool [100] was used to appraise the
Clinical Practice Guidelines for the management of BPD
(referred to as Guidelines) [16]. Meetings were held by
the research team (PK, AKF, SL) to discuss the applica-
tion of items within the quality appraisal tools and pro-
cesses for assessing the methodological quality of the
included citations. This included establishing an agreed
cut-off criteria to exclude low quality studies in accord-
ance with the eligibility criteria. Initially, one reviewer
(PK) conducted the quality appraisals of the citations.
Two reviewers (PK and AKF) then met to review the
quality appraisals of the studies and highlight any con-
cerns; where issues were identified, resolution was
achieved through discussion. Although a third reviewer

Population, concept, context

Criteria

Population

Concept
Context

Inclusion criteria
Articles were included if:

Evaluated health practitioners' treating people with BPD in crisis in an
outpatient, inpatient, and community-based setting; consumers with BPD
or carers/families of people with BPD perspectives and experiences of
healthcare

Evaluated structural stigma as an outcome in healthcare settings

Original research including peer-reviewed publications on quantitative,
qualitative, mixed-methods, and review designs

Accessible for download free of charge
Written in English language only

Health practitioners including, psychiatrists, psychologists, social workers,
mental health nurses, general practitioners, primary care nurses, and other
mental health workers who treat people with BPD in healthcare settings
such as outpatients, inpatients, and community-based settings; people
with BPD; carers/families of people with BPD

Structural stigma specific to BPD and crises (suicidality)

International peer-reviewed studies investigating health practitioners’atti-
tudes and practice in treating people with BPD in healthcare settings; con-
sumers with BPD or carers/families of people with BPD accessing healthcare

Exclusion criteria
Articles were excluded if:

Evaluated health practitioners'treating people with other mental ill-
nesses; consumers with other mental illnesses; carers/families of peo-
ple with other mental illness

Not reporting outcomes specific to borderline personality disorder and
structural stigma

Conducted in non-clinical settings such as educational institutions

Studies of low quality




Page 5 of 41

(2022) 16:48

Klein et al. International Journal of Mental Health Systems

ddg 104 spis

[euolssajoid butrosdudl ul
159J91Ul Passaldxe sisuielyd
-Asd 'spoyiaw WIa1-140ys
BulApnis Ul 1sa191u1 1591216
31 passaldxa sasinN ‘Adg
yum sjuanied Jo sisquinu
1318316 10) Bulied yum pale|
-91102 AjpAlIsod a1am sapny
-111e 9A11ebaN ‘suolssajoid

Jay10 ueyi syusined asayy 9|dwes (=N) s|eudsoy
plemol Ayredwa ssa| pue 19bJej e Ul IUSPIAD SI dg  DHIRIYDAS] “(S1edk [z—1 1)
‘sapnie aAnebau aow pJeMmo) sapniiiie aAllebau 2bueI '9DIAISS JO SIBSA
pPauUgIyxe ‘adg Yim siuaied 2JoW ssaidxa 01 Aouapual ‘(plo sieak /H—0t) 22]
Jo Jaquwuinu Jaybry payiodal $9sINU J1 10adsul ‘sdues abues ‘@be:(QL/=N) all
SisuIeIYdAsd pue sasinN HEWhIN Apnis aAleInuUEND  [9/] e 12 Jaupog arocidul| siauonndeld yijeaH o 'S10¢ '|e 12 Jaupog
syuaned asayy bunesiy
Ul S213NJLYIp puUe SUonoWwa
oAIeHaU paule|dxa syuaned
adg Jo sauapuUR) [epidINS
1eY3 pamoys Ajo1esedas
SOPNINIL [PUOIIOWS 32143
3Y1 UO pa12npuod saskjeuy
‘Ayredws uo sisibojoydAsd adg yam sbun
pue s1s11eIYdAsd ueyl Jamo) Syuaiied piemol sisuonn -195 [endsoy du1eIydASq
Pa102s $3sINU ‘syuswbpn( -deid yyjeay Jo sapnime ‘(p|o sleak 9-57) abuel
Jnsiuobeiue uo sasinu [PUOIIOWS pUE SANIUBOD ‘sbe (59 =u) sojeway [9/]
pue sistie|ydAsd ueyy 2INseaw eyl SalioIusAUl (Se=u) sajew (.G=N) 1l
J9MO| Pa1035 $15160]0YdASq sAaAING ApNis aAlRIIUBND asn pue dojaasg siouonnoeid yijesH rxx 1102 '|e 32 Jaupog
24BD SISHD AR
-D3)49 0} Jallleq A3 e—Qdg
PUB SSa11SIP SISWNSUOD JO
Buipueisiapun 32e| sjeuols
-s9j01d Y1jeay 1eyl aAledld
pue ‘sjeuoissajoid yyeay Ag (L=u)ue/d
Y3IM Pa3JNSuUod J0U U330 saonoeld buisinu uo uopde ‘(| =u) aulepinb
3Je S1218D) 'DUO PAAC] 1Y} SN0} B Y1M (J3) Sludul aonoeid [edjulp ‘(L =u)
YUM SISID e abeuew 01 -uedaq Aouablswg Ul Jauq Adedonpe ‘(£ =u)
MOY UO UoleuLIojul 3Jinbai adg yum aidoad jo siaied  saipnis ydJeasal (0] =N)

SJ24eD) "SISO B Ul 218D Ajiudey Jo saAndadsiad ayy 9DUIPIAS JO $32IN0S o1
Kouabiawa 1oy uondo Ajuo Buljierop ainiesay| apd  sbumas a1ed Aousbiawig SNV
3y se g3 panladiad sialed) 2IN1eI| Y} JO MIIADY M3IAJ Buidods  -wiod pue ‘21ed0] ‘2u0|dx3 (1681 =N) sla1ed o7 197 /0L [9AST 191 ‘6107 '|e 19 S210Y

Jbunes
sbuipuy urepy UOIUBAIDIUI/SPOYIDIN ubisap Apnis asodind/wiy eyep uoneindod  Aujenb |gr /x81°A IVWIN £A13uno) ‘1ea) “oyiny

SWIa1SAS 24edU3[eaY Ul BUIBIS [RINIDNIIS Pale[al Japlosip AYjeuosiad auliapiog Uo saIIspaldeIieyd Apnis JO UONDRIIXS ke ¢ djqeL



Page 6 of 41

(2022) 16:48

Klein et al. International Journal of Mental Health Systems

S9DIN0SaI pUe ‘uol}

-eulloyu] ‘suondo Jusauieasn
adg 'adg uo sanjasway}
91EDNP3 1SNW SIXIOM [B[20S
‘049 Aq pa1daye saljiuey

10§ S2DIAISS JO Alijenb

3y} anoidwi o] suaping
[eIDUBUY (G) ‘PUB ‘SYIomIau
[BIDOS BUINULIYS (¢) 'SSaUSSI)
-odoy pabuojold (g) ‘WaisAs
2/ed yyjeay buizizewbns e
() 's;uswiiean /qdg anoge
SbpajMOoUy paseq-aduspInG
JuaLND BuIssadIe AYNdLYIp
(1) :UISDUOD JO seale Ay
3AY paynuapl saljiwie

JusuiIean}

AJejun|oAul pue uoled|paw
oidoi-oydAsd ‘se yons sasud
Bunnp sjesnyal Jusuileasy
10§ s9dUaIRyaId pue ‘sueld
-lUl> wouy poddns [ednoeld
pue [eUOIOWD A1)
01:10adsal pue Ayubip

UM pa3eal) 37 03 lISap
33 :papN|PUl SOUIBYL A
‘Bujuonouny [eIDOS JIdYY
anoi1dul] pue sisud 3yl Woly
19A0D31 03 2419 343 INOge
sueld sIsD U194 Ul SyusW
-31e15 J1ea|> aneb syuedpiniey

SMIIA
-191U] PAINIDNIIS-ILISS

sueld
SISLID JO SISAjeue diewaY |

Apmis AnelenD

Apnis aAlelEND

adoy

10§ sUOseal () pue ‘adg
yum buidod (g) ‘ssusw
-1ea11 Qdd (7) ‘adg inoge
sbpajmouy (1) :seale
£33 IN0OJ Ul U3q aARY
S9DUILAAXD 113y} 1ByM
S31|IUIB) WOJ) UIe3| Of

adg Yum synpe Buljjamp
\\Q_ercﬁcou JO SoduU9
-19421d 31ed SISLD duIWexy

oL=u)

S9PW) pUB ‘(7 =U) S3JB
(TL=N) soljiwie} /adg
yum sjdoad Jo siaied)

S9DIAISS

Ayunwiwod (1 1) ‘9¢ (As)
obe uesp\ (9578 € =U)
Slewsy} (%, 'L =U) sojew
(L#=N) Qdg ysm o|doad

KHKXHK

HXHKX

[1]
800¢ ‘12 12 Neaing

]
AN
107 '|e 39 UueWYDsIOg

sbuipuy urepy

UOIIUBAISIUI/SPOYIB N

ubisap Apmis

asodind/wry

ejep uonejndod

Jbunes
Ayjenb g1 /x81°A IYWIN

A13uno) ‘1eap “oyiny

(panunuod) g ajqey



Page 7 of 41

(2022) 16:48

Klein et al. International Journal of Mental Health Systems

adg u!

Bululely pue ‘adusuadxa Jo
S1eak “Uyijeay [PIUSW JO Ul
-Ipaw AouabIawa Ul payIom
Jauonideld ayy Jayiaym
2J9M WIBY-J|3S 01 Sapniie
4o 10101paid 159buois

9yl ‘ddg yum sjdoed

0} S9PN1NE JI2Y} Ul Jeis
41[eay [pIUSW pue [edIpal
Aduabiawa buowe punoy
2I9M SDUSIRYIP 1UBdYIUDIS

Aadg yum buyiom
siauonnoeld yieay buowe
abueyd [euipnime pue
obpajmous buiiey|ioey ul
SAI1D3YJ3 37 UBD YIoMaUlely
|ed1bojoigoinau e buizijin
UoIssas Bululesl JaNqg y "ulad
-uod dlyedwa Ul paAIasgo
sabueyd ou alam 219y “ulb
-110 JO SN0 Y3jeay [RIUSWI
pue bupyey aandadsiad
‘9bpajmous| [ed132103 3

Ul saseaJdul Juedylublis

UM P3IRIDOSSE SeM UOISSS
Buiuren ayy 1e adUBpUANY

passndsIp
919M $101DB) JUBI|D-URPIUID
pUB ‘SS3228 3DIAIDS 'S150D

03 bue|as S|pAJ-0IW pue
-01De|\ "Sa2IAISS Bulroidwll
pue adg 4o swoidwAs
Bupnpai Joy [ed1IId Se
AdelayioydAsd paseq
-AHUNWIWOD paquDsap
siuedpilied quswiamodwa
13182 pUB 31N1N} UIe1aduN
ue ‘syJom 1eym bBuipuy ‘a1ed
4o sanIxa|dwod ‘uonedunw
-W0oD(SIW) ‘AISA0DSIP pue
A1IUSpI :pajeanal saway |

Aanins
paubisap-asodind v

pururen

,ddg Jo duaPs 3y, Jo A1
-Al]9p 01 Bulie|al sAaAINg

sdnoub sndoy 'smalA
-I91U] PRINIDNIIS-IWSS

Apnis aAlRIIUBND

ublisap AoAINs aAlL
-ey3uenb ‘s3103(gns-uIyip

Apnis aAlelEND

adg yum pasouberp
sjualied spiemol suepiuld
JO S3pNINIe 3Y) $S3SSR O]

JJe1s Jo abueyd spninie
pue abpajmous aroidull
pINo> ddg 4o sbuiuuid
-Japun [ea160j0IgoINau Ul
Bululel} JSYIaYM 559558 O]

S92IAIS 01 sabueyd
PaPUSWIUIODSI PUB [SIDIA
-195 9531 Y1IM paje|dosse

sabus|[eYD pue S1ysausq
paAIR2Jad Si21ed JI9y)
pue gdg yum sjdoad Aq
P35592€ $3DIAIRS 1oddns
pue 1UaW1eal} AJIIusp|

SOUIISS SDIA

-195 Yi|eay [RIUS ‘218D
Aousbiawlg (sieak g|—1)
obuel ‘9DIAISS JO SIeaA
(26 =) sojews) ‘(gy =u)
s3I (0¥ L =N) slauonn
-deid yijeay pue [edIpaly

HuSs usedu) ‘(10w
J0s1eak 01 —1) abuel
'DIAIDS JO SIeRA (=)
siauonnoeid yijeaH

(€=U) s1a1ed (6=U) Adg
yum ajdoad ‘buisuduwiod
syuedidiued 7| 4o [p101 Y

HRHK

XHKK

HRHKK

(S8l

SNy

'800¢

‘e 19 Jeoa1] SUOWIWOD

(SS]
AN
'SL0T [ 1e MJeD

[c9]
SNy
‘6107 '|e 19 9101eD

sbuipuy urepy

UOIIUBAISIUI/SPOYIB N

ubisap Apmis

asodind/wry

ejep uonejndod

Jbunes
Ayjenb g1 /x81°A IYWIN

A13uno) ‘1eap “oyiny

(panunuod) g ajqey



Page 8 of 41

(2022) 16:48

Klein et al. International Journal of Mental Health Systems

uonendod

SIYY yum bupiom o3 sbueyd
Spniiie buiuieisns Ui suop
-U3AI21U| [PUOIIEDONPS JalIG
40 9sn ay1 Loddns synsay
‘9pn1iIe Ul sabueyd Juedyiu
-bis pauteurew dnoib dnk|
-eueoydAsd ay3 ‘dn-moj|o4
YIUOW-XIS 1Y (57 =N) weib
-ou1d dnAjeueoydAsd ayy Ul
syuedpdnded pip se ‘buiuiely
a1 buipuane I21ye sapnine
Ul Juswanoidwl uedyubis
pamoys (8| = N) weibo.d
|RINOIARYSG-2ARIUBOD a3
ur syuedipiied ‘(zz =N)
dnoub oi3u0d 2y ut syued
-dpJed yum paredwod)

Aadg 104

S9IAIDS AY3 paroedul] aAey
Kew Sa13NdWIp Wia1sAs pue
|euosiadiaiul 1eyy 1sa66ns
sBuIpul4 ‘gdg 104 SIIAIDS
anoidw 01 papaau saib
-91eJ3s pue ‘spaau juaped
adg Buissalppe ul Wa1sAs
y1[eay ay3 o sappenbaspeul
‘sasuodsal 921195 /12U
-noeld yieay aAiebHIU

01 31NqIU0D Jdg JO oI
-sli21oeleyd ‘sisuondeld
yieay uy asuodsal jeuosiad
3|geyiojuodun ue a1e1auab
syuaned gdg sowayl

1IN0} P3|BASI S} NSY

pururen

weiboud AdessyioydAsd,
‘welbo.id Adesayi [einol
-ABYSQ AIIUDOD,/SAAING

ASAINS SAIRRIIEND

Apnis
|erusWILIdxXa-1senb oA}
-eledwod pazjwopuel

Apnis aAlelEND

add

Ul SINOIABYRQ Wey-j[as
91eJSqI[op 01 sapniie
slauonnoeid yieay ul
S9dUIRYIP JUsNbasgns
$$955E 01 UOIEINPD OU
Yum paledwod ‘(nAjeue
-0ydAsd pue |einoineyaq
-9AIUB0D) SHIOMBWIRY
[PUOIEONPS [BD12109Y)
OM] BUIWEX3 O]

adg yum syuaied

Yam Buppiom ul sapniiie
puUe $95USLdX3 SISUON

-noed yieay 210jdxa o]

sbun

-195 [eudsoy dLelydAsq
"9J0W 10 Je3K |) 3IAIDS
40 SJe3A (%609 ‘6€ =)
s9JewWa) (%0Y '9¢ =)
3B (S9=N) sisuonn
-oeud yyjeay paiaisibay

(€=N) sbumas
SIIAIDS Yi[eay [eIUS|N
‘dupipawl Aousbiawig

(C6=U) sslewsy ‘(8 =u)

SaleIN (0L =N) Sieuonn
-deud yjesy pue [edIpay

KKK

HRHKK

[€q]
SNy

'9600¢
‘e 1o Jeo|al] suowwo)

(¥8]

SNy

'8600¢

‘|2 13 JROJDI] SUOWIWOD)

sbuipuy urepy

UOIIUBAISIUI/SPOYIB N

ubisap Apmis

asodind/wry

ejep uonejndod

Jbunes
Ayjenb g1 /x81°A IYWIN

A13uno) ‘1eap “oyiny

(panunuod) g ajqey



Page 9 of 41

(2022) 16:48

Klein et al. International Journal of Mental Health Systems

Adg yum adoad

10} 218D 01 MOY MOUY A3}
1ey3,paalbesip, 1o, paaibesip
A|buoas, koY1 pariodal
S3SINU JO PIIY} SUQ "WdY}
splemoy A1bue buijaay pue
‘aAieIndiuew se wiayl bul
-A1R2Jad ‘Qdg yum ajdoad
01 S9PNIIE pUB SUOIIDR3)
aAiebau 2duapadxe sasinu
ouyeIydAsd jo uouodoid

e 1Pyl MOYS S1Nsay

SIUSWIBDI] DAIDDYS JO
35N pue ssaualeme Ja1ealb
pue Wa1sAs yijeay [eiusul
a3 Jo adedspue| buibueyd e
109}J3) Aew YIys [euIpniiIe
9AINIsod siy] ajdwes 000z
3y Uy} sapniie aaiisod
2J0W pasiopua a|duwles
§10T 3YL (Ayredws,ueid
1uaWwabeuewl, (“6°9) s||4s
pue saydeoidde Juswieann
U0 2J0W Pasnd0} (£€ = u)
a|dwes 60z ay3 pue
‘(2nnendiuew, ‘bupyaas
uonuamne, (“6-9) suonduosap
aA11ED3U SI0UW PIsIopud
(€€ =u) s|dwies 00T YL

ASAING

SMIIAIRIU
PaIN1ONIS-IUISS ‘SASAING

S9DIAIDS AUNWILIOD

pue juanedul duie1ydAsd

"9DIAIDS JO (95ES) DIOW IO

s1eak G| “(p|o s4edk 09-17)

obuel '8by (%0, ¥ =u)

Aadg Yam sjenpia $9[eWa) ‘(%0€ ¥L =)

-lpul 01 SOpNIL SIsINU Sl (7 =N) Sasinu

Apnis aaieIIuBND d11eIYdASd 9qsap Of dl1eIYdAsd paisisibay

QW3 JA0 paledwiod SIESERINES

219M SapnIMe al9ym ddg Uieay 21ignd ‘(%99

UM S|enpIAPUL 01 S9PN) Y= U) 3B} (%E'EE

ubisap spo -1k siauonndeld yyeay ‘gz =u) s9lel (99 =N) SId

-y1aw paxiu [euipnybuon [RIUSW 21eB1ISaAU| O]

XHKK

X%

[£8]
s
'900¢ € 19 SUeaQ

[98]
S
'810C e 38 Ae@

sbuipuy urepy

UOIIUBAISIUI/SPOYIB N

ubisap Apmis asodind/wiy ejep uonejndod

Jbunes
Ayjenb g1 /x81°A IYWIN

A13uno) ‘1eap “oyiny

(panunuod) g ajqey



Page 10 of 41

(2022) 16:48

Klein et al. International Journal of Mental Health Systems

ERIVEIEINE]

Aq 143dXa UP JO JUSUISA|OAU
2y Joj uonepaidde aanisod
pue |spouwl [e1dosolq bulu
-uidispun sy spiemoy
A)jsoy pajeanal sbuipuy
SAIIRY[BND "SOPNINIL SAN
-eHau pue sapPUIPUR]
|epIDINS 419y} Jo uondadiad
2y ‘dnoib siy3 Jo sonstal
-deleyd Juswieas) paaldiad
3y} 01 uoneal ul sureb
[eUIPNIIIR PR1DadXD YIm
JUS1sISUOD sabueyd paulel
-SNS 3OS P3|BaASI S} NSY

adg yim

9|doad 01 sapnume 1sa100d
3U1 p|oy SasInu Yijeay
[BIUS| 'SOUIODINO SANDDYR
ul sabueyd 03 uoneal ul
PUNOJ 2I9M $3ZIS 109)J2
19]|ewis ‘9bpajmou| bul
-pnjpul sapniie sAIubod
01 paiejal sabueyd 1o} punoy
2J9M 321 10949 159b1e| 3y |
‘dnoJb |onuod e pakojdwa
Apnis auo AjuQ Aujenb
91eIapoWl Jo 3q 01 pabpn/
S3IPN1S N0y BujulewI Y3
pue jeam A|jes1bojopoyiawl
90 01 pabpn(a1om yoiym

4O J|BY ‘MIASI SIU1 Ul
papndUl 219M $3IPNIS 1YHI3

Buutesy suiiapioq
1noge anisod,/sdnolb
SN20J ‘sAaAINg

24N1eI311| BY) JO MIIADY

Aadd 1%}

UOIIUSAIIUI [BUOIIBINPD
ue Jo sadualadxs pue
sasuodsal sasinu yijeay

Spoy1aW paxipy [PIUSW 21BN[PAS O

Adg yum ajdoad

01 $95INU Y3[eay [erusul
0 sasuodsal ay1 anoidwl
01 P3SIASP SUOIUSAISIUI

MIIADY DIIRUIRISAS UO 9DUSPIAS 31€[|0D O]

sBUINSS AUNWIWOD pue
1uaireduy (sdnoib sndoy
"I 1 =N ‘A3AINS YluoW-{
‘9] =N ‘sAeaIns -3s0d pue
-21d pue bujuies ‘gz =N)
S3SINU Y3[eay [RIUSIN

S91IIUNOD) 9 Ssoude
SAPNIS6°(L6LL=N)
S95INU Yljeay |eIus|y

q7 1971 /9L [9ASTIgr

[Ls]
AN
. ‘6102 '|e 19 suyaIg

[cq]
N
‘910C e 19 suIQ

sbuipuy urepy

UOIIUBAISIUI/SPOYIB N

ubisap Apmis asodind/wry

ejep uonejndod

Ayjenb g1 /x81°A IYWIN

Jbunes
A13uno) ‘1eap “oyiny

(panunuod) g ajqey



Page 11 of 41

(2022) 16:48

Klein et al. International Journal of Mental Health Systems

adg Jo buipueisisopun
Buiroiduwil pue ‘a1ed 11ay3 03
91NQ1IU0d 03 syuedpiyed
Buibeinodus ‘sdiysuone|al
BululeIUOD ‘Pels yum
JUSWISA|OAUI ULI1-BUO| U
-15ISU0D AQ paAsIyde sem
SIY1 BUILIODISAQ 'SaNSSI
Bunsniy audssp ssansip
11343 BUIUIRIUOD Ul [BYIA SBM
SI9YI0 Yum sdiysuone|ay
'S9DUDNIDAX pUB SapNiNe
4Je1s aAlebau audsap
SIDIAIDS DUIRIYIASA Yum
1D21U0D paNn|eA Odg Yim
9|doad 1ey1 punoy synsay

aled
DLIRIYDASA UY1IM SI91UNODUD
2qLDsap sa1l0ba1ed 0M] 5B
3yl pue ‘gdg yum uosiad e
013502 bulAl| Jo aduauadXxd
3y} 9q1sap salobaled
OM] 1S 3Y] "ISNJ1150] pue
‘PaUOpUEQE PUB 1IN0 Y3
Buia3y Joub buojay| pue
In6 ‘ssaussajiamod ‘Bul
-201d11 9Jl| e :sap0bH31ed
INOJ P3|BASI S} NSY

Bulag-jlem umo J1aya
2Insud 01 yoddns ajow
alinbal Apuanbasgns pue
‘S9DIAIDS YI[eay [eauaul Aq
P3%00}I3A0 U0 2Je Jdg
yum ojdoad Jo sia1ed Suas
1| 'soWay3 a1eulpio-1adns
XIS paoNnpold AHuNwwod
3y Ul soduaadxa sdnoib
SN0y 5191 PUODSS Y|
‘SaWaY1 S1eulplo-1adns Inoy
padnpoid SaIAISS Yijeay
|eIUSW JO 304 3y bulojdxa
dnoib sndoy,si21ed 151y 3y |

SMBaIAIS1UL Pa21N1ONIISUN

sdnoib
SN0} 'AAINS DAIIRYI[END

sdnoub sndo4

Apnis aAlelIeND

Apnis aAlellenD

Apnis aAlelEND

S92IADS DeIydAsd
YHM1581U0D ddg Yim
syuedidpled Jo sadud
-112dX3 PaAl| pue S9AI}
-dadsiad sy ssAjeue o

21D dl1elydAsd Jo
2dualadxa JIsy1 pue gdg
yum uosiad e 01 3502 bul
-Al| JO $92USLAXS SISYI0
JuedYIUbIs aquOsap of

SIDIAIS AUNWILIOD
pue y1jeay [eIusW pue
‘3104 Buled 3y} JO SDU
-1adxa sialed alo|dxe o

SIDIAIDS DHIRIYDIASY
‘(£=N) adg yum sjdosd

sBUINSS AIAISS

yijeay pue diejydAsg
‘(P|o S1eA G/—¢1) obuel
'9by ‘(| =U) s9]eway
‘(=) s9ey 'sdnoib
SN0} Ul PAAJOAU] D19M
LL'6L YO (6L=N)
SI9U10 JuedYIUbIS /sia1eD)

ERINES
J1apliosiq A1ljeuosiad Auu
-NWIWOD (g =N) sia1ed)

HXHK

HRHKK

HRHKK

(59l
N
"€00¢ UOJ|e4

(€]
3S
'SLOT e 39 1YyepAd

[a
Mn
‘€107 's1oboy 13 suunQ

sbuipuy urepy

UOIIUBAISIUI/SPOYIB N

ubisap Apmis

asodind/wry

ejep uonejndod

Jbunes
Ayjenb g1 /x81°A IYWIN

A13uno) ‘1eap “oyiny

(panunuod) g ajqey



Page 12 of 41

(2022) 16:48

Klein et al. International Journal of Mental Health Systems

aled
2A01dwi 01 JuepIOdWwl 1SOW
93U Se 22IAJ9S 1sijedads e

4O 1uaWdoaAsp 3yl pue
aJed a1enbapeul ayy 03 bul
-INQU1U0D Jo1oe) JueLIodw
1SOW dY3 SeM SIDIAISS JO
o€ "a1enbapeul s| 9A19331
K343 218D 343 1843 2A31[3G
pUE S1U3I[D J9Y10 Uy} 10)
34eD 0} 1NDYIP dI0W Se
SIUDID PIMIIA $3SINU JO
U3 Jad Ayo13 Aunwiwod
941 Ul S3SINU UPY] 1DPIUOD
1uaNbayy 10w paniodal
Syun jusnedul Uo sasINU
pue adg Yim susipp yum
10e1U0D Je|nbaI dARY $3SINU
1S0W 1eY] PaiedIpul s1Nsay

1uaiedde a1am saway}
3593 01 s102dse aAiebau
pue aAIsod "abueyd jo
Aljiqissod ay3 pue adoy
'Buniy 30U INOGE SI SISoU
-Beip ‘uondafal se sisoubelp
‘Jueaul sisoubelp ayi 1eym
Inoge Auelasun Jjamod
se abpajmouy :sawsy}

SAY PaYNRUSPI SISAjeuy
sapnime sAiisod alow
pey uonesnpa ddg Jayiny
10} paau papiodal-|as pue
9oUaladXa BuIsINU JO sieak
2I0W UM S35INU D1IRIYD
-Asd "Ulley-J|as a1elaq|ap
Yum syusiied adg pazijend
-SOY PJRMO) SOPNIIE A1
-1s0d pey $asinu dU1eIYDASY

SASAINS

SMIIA
-191U] PAINIDNIIS-ILISS

skanINng

adg yum

a|doad o1 a1ed buisinu
J9AI|2P OYM $35INU JO
SOpN1AIe pUe SIDUD
-112dXa ay1 9gdsap O

ubisap youeasal
AanIns aAndudsag

adgjosis
-oubelp ay3 usaAlb bulaq jo
sBuipurISISPUN pUR SIDUD

ApNis aAlelIEeND -1adxa Jasn a10jdxa o]

wlley-|as bupua

-uadxs gdg yum siuaired
01 595InU dl1elydAsd Jo
sapniie syl a10|dxa o]

ubisap
|euone|21102 ‘DAdIdsaQ

SIDIAIDS DUIRIYIASY SNO
-lBA (PO SIRIA G| <-7>)
9DIAISS JO SIPIA (06 <-ST >)
abuel ‘abe (9489

"y =U) 3]ewWa) ‘(%€
'lg=U) s9rW (/S1=N)
$9SINU DIRIYIASY

S3IAIDS Yi|eay
[EIUSIN “(PIO S4e3A yH—€7)
abues ‘9by ‘(y=u)
SleWay ‘(1 =U) 3]
(§=N) dg yum sjdoad

(€=N)

sjendsoy du1elydAsd “(p|o
s1eak 69— | 7) obuel 9By
(%€06 ‘G =) sajews)
(%96 '8=U) s3]pW
(£8=N) S35INU dLILIYDASH

KHKXKK

HXHKX

[lzl]
Bl
/00T ‘(e 33 sawer

[89]
N
'£00 '€ 13 UIOH

[88]
vsn
‘€107 ‘e 39 3pneH

sbuipuy urepy

UOIIUBAISIUI/SPOYIB N

ubisap Apmis asodind/wry

ejep uonejndod

Jbunes
Ayjenb g1 /x81°A IYWIN

A13uno) ‘1eap “oyiny

(panunuod) g ajqey



Page 13 of 41

(2022) 16:48

Klein et al. International Journal of Mental Health Systems

S3sSaU||I [RIUSW
JO 195 J2pe0IQ B SPIEMO)
S109y9 9|qezieiauab aAn

-1s0d 2/eY OS[e AeWw J9pIOSIP
oy1ads e isuiebe ewbns

Bupequiod 1e aAdaY2 suon

-UaAISIUl PWDS-[IUE 1By}
15966ns Jayiny s3nsal ay |
‘ddg Yum suosiad spiemoy

suUoRU1U| [eINOIARYSQ

pue sapniiie Japiaoid
aJeoyyjeay buiroidwi 1e
|NJSSI0NS SEA UO[USAIDIUI
2y 1eY1 159H6NS Sy nsay

Adg yum ajdoad

JO SPa3U Y1 193U 01 519
-uonnoeld yieay buiutesn
10 |ennuarod sjuswabeuely
JlIRIYIAS4 pOOD) D1R1ISUO
-wap sbuipuld 1sIxa op
sa1desayioydAsd anndays
1ey31 pue ‘9dualayip aAnisod
e 33w Ued A3yl 1ey} Jaljeq
‘9oua12dWOd jeuolsssjold Jo
sbuljaay pasealoul papodal
os|e syuedidiied 319Mm 'Ss3)
-adoy st sisouboid aya

18yl Jaljog pue ‘gdg yum
syuaijed ‘SyIisip 10 ‘pioAe 01
UONeUIDUI 9Y) Ul 95B2109pP
e paniodal syuedidied

Buluren, Adesayy inol
-ABY3(Q [BD11D3]eIP,/SAAING

puulel Juswabeurw
DuYeIYdASd poob, /sAaning

ssau
[EXUSW puUE Jdg yu
o)doad jo suondadiad ul
abueyd 03 P3| UOIUIAISIU
Ue 1U31X3 91 dUjWeXa 01
pue ‘SI9pIOSIp paziieul
-bns Joy bujwwesboud
ewbis-nue 1oy Abarens
123199 ay3 sI yoeoudde
151eads 40 1s1jeJauUab

e Jay1aym Ajuapl o|

ubisap 1s0d-ald

doysiiom Sdd31S

wiouj 95041 01 sdoysyiom
INdD Ja)ye abueyp Jo apny
-lubew ay) asedwiod ‘pue
90ual1adxa Jo SIeak o1
a1eja4 sabueyd spnine Ji
$5955€ 01 !(Jdg 0} SOpNUNe
suepiuld buinoidwi 1e
sdoysyiom Juswabeury
SU1BIYIASd POOD) JO SS9U
-9A11094J9 A1 553558 O

ubisap (sain
-seauwl pajeadal) 1s0d-alg

$9dIMS Y1[esH (Z'Ze)
9DIAISS JO SIBAA URSA “(P|O
sIeak |'6€) obe uraIN 968
‘651 =U) 2]eWaj ‘(%S 1
‘87 =U) sapW (/81 =N)
siauonnoeld yieaH

sjendsoy

‘Sa11uad [edIpalN ‘(7 1) p|o
sieak /1) (QS) 921AI3s JO
s1e9A UBSI (96/ %L ‘5L =)
Solews) ‘(9%¢'SC 'SC=U)
SR "(L67=N) Si2uonp
-Deid yieay pue [edIpajy

HXHKX

(6]
S
'SLOT "[e 39>feeuy

[09]
vsn
'900¢ ‘[ 1 ueljyboinsy

sbuipuy urepy

UOIIUBAISIUI/SPOYIB N

ubisap Apmis asodind/wry

ejep uonejndod

Jbunes
Ayjenb g1 /x81°A IYWIN

A13uno) ‘1eap “oyiny

(panunuod) g ajqey



Page 14 of 41

(2022) 16:48

Klein et al. International Journal of Mental Health Systems

spasu
1uanied 193w 03 a1enbapeul
Se panIdIad 219M SIDINIDS
poddns Aunwwo) bul
-bus|ieyd sem sasud buunp
syuawpedap Aouabiaws
wou} djiay bupjaas "sadIAIRS
yijeay areaud pue dygnd
BuissadIR USYM UOIRUILILD
-SIp pue sabua|eyd Juedyiu
-bis aousnadxa Asyi 1eyy
pPaMoYys ddg YHm siauns
-U0D €5 Woij sasuodsay

9|doad bunoA

Yam sisoubelp ayi paweljal
sisuonnoeid yijeay buowe
B} SUI|ISPIOG, [BULIOUI JO
Ajan pue uoniqiyoud sy
‘sisouberp ay1 buisn usaym
Buibpay Jo ABa1eis [eoIX3)
3y1 '2Insodsip dlsoubelp
pabeInodsIp s3|nJ Wesy
:Buipnpur pake(dsip sia
-uonnoeid yyeay 1eyy
sa1b31e11S SAISINDSIP pue
[e1D0S dy1oads 21eaul2p

3\ 'SIUSISI|OP. YLIM HIOM
11343 Ul 0dg Jo sisoubelp

e pa3sisal slauoniideld
y1jeay paljje pue ‘sasinu
'S10120P 1By} punoy sbuipuiy

LEIVIS

SMIIA
-193U] PRINIDNIIS-ILIDS

ddg yim

sueljelisny Jo aAndadsiad
3U} WOJJ S$3028 DIAIDS
yijeay Jo saduauadxa

Apnis aAizeIIueND panl| ay1 aJojdxa o]

JSUERSE]]
-ope 01 0dg buibiawa jo

sisoubeip e pjoyyim 01 1o

95S0[2SIP 01 UOISIIIP Y3

U1 9o1oeid [ed1uld apIinb

1ey1 SI0108) Y3 aJe 1eypA

iMOY '0S JI pue ‘sjualpd

1U9DS3|0P. JIY} YIMm

adg Inoge uonewojul

Jisoubelp aieys sueld

Apnis aAlRlBND -1Ul2 Yijeay [eausaw og

(1ap|o pue
sieak G9-g|) abuel by
(€51 =N) Adg Yum 3|doad

SDIAISS Yl|eaH

|eIUBIA 1USDSD|0PY pue
PIYD (€ =N) sjeudsoy du
-JeIYDAS) “(SL =N) slouon
-noeJd yieay pue [esIpay

HRHKK

[€]
sy
05107 (219 Ume’]

[61]
sny
'TL0T "[e 33 3UYS0Y,

sbuipuy urepy

UOIIUBAISIUI/SPOYIB N

ubisap Apmis asodind/wry

ejep uonejndod

Jbunes
Ayjenb g1 /x81°A IYWIN

A13uno) ‘1eap “oyiny

(panunuod) g ajqey



Page 15 of 41

(2022) 16:48

Klein et al. International Journal of Mental Health Systems

SUJ9DU0D
[eIDUBUY pUB W1SAS Yijeay
[IUSW UIYM UOLIeZI[eulb
-lew pue uoleziewbns
papnppul adg 104 3uswiesn
21eudoidde bBuissadoe 01
Sialleq [enualod se pay
-1JUSpI S10}DB ‘pURLISP
199W 10U pIP S92JN0S3l
3|ge|leAR 219YM Seale se
KIS Y1|RaYy [eIusw pue
‘UOIIUDAIDIUL SISLID ‘SDDINIDS
AJIUde) paynuap| sIaxa3s
-31eD) (%€ |) S|eLalew [euon
-e2NP3 PUB (94 G) SIDIAIDS
1ua11edINO :D19M palsanbal
S9DIN0S3I puUe SDIAIDS
Arewud 3eY1 puUNoj S} NsaY

voddns sapiroid pue
'Spaau slaled sazjubodal
‘UONRUIWILIDSIP $3SSaIpPe
1ey1 abueyp jeuipniinie
poddns 01 Hujulely pue uon
-eoNpa ai0W pasu siapiaoid
9DIAISS UaAdMOY 1oddns Jo
92In0s Juerjodw] Ue 31am
(dD) sJsuonnoeld [elausn
"91enbapeul se paniadiad
919M $3DIAISS Lioddns Jased
AUNWWOD) "UOIBUILILDSIP
pue UOoISN|oxa dualadxa
os|e Aay1 asnedaq Aj2b1e)
‘adg 9|doad Aq padey uon
-eUIWNDSIP 83U} purISISpUN
S3l|IUIB}/SI18D 18} PIMOYS
S9DUSLRAXD SISWNSUOD
Yum uosiiedwo?) sadiA

-135 Yyjeay buissadoe

USYM UONBUIWILIDSIP pue
sabua|jeyd uedyiublIs
2duaadXa Sla1ed punoy
SI91ed | 7| woij sasuodsay

(€5¢9=N) saduosuen
9J1USD 92JN0S3I WOy eleq
/(005 =N) smalnia1ul
Pa4N12NIISUN JaNq JO SIS
-Ajeue e1ep aA109ds019Y

sAanINg

$32IN0sal
adg buiyess siaquiaul
Ajlwey pue ‘sian1baled ‘sia
-WNSUO2 JO sadualadxad
a3 buizuadeleyd Aq
95eqg 9bpa|MOUY SDIAISS

Apnis annexend Qdg 3 uo ping of

Spasu Jaled

UMO JIy3 pue ‘gdg Yum
pasoubelp uosiad ay1
10} djay 3995 01 sydwene
‘s121e3 BUISq JO S9DUL

ApN1s aAlBIIUBND -uadxa J1aya 210|dxa o]

D)
92n0say ddg /(005 =N)
adg yum ajdoad

sBUINISS S3DIAIS
Ayunwwod pue yijeay
SsnoleA *(s 09-05 Ajisow)
obues 96y (96597 '8/ =)
9leWd} (%SG e =)
S9N (LTl =N) S4o1eD

HRHKK

X%

[68]
VSN
'£10T uBWYOT

id
SNy
‘qS10C " 18 umen

sbuipuy urepy

UOIIUBAISIUI/SPOYIB N

ubisap Apmis asodind/wry

ejep uonejndod

Jbunes
Ayjenb g1 /x81°A IYWIN

A13uno) ‘1eap “oyiny

(panunuod) g ajqey



Page 16 of 41

(2022) 16:48

Klein et al. International Journal of Mental Health Systems

sjuaned Jay10 yum
pasualiadxa ueyl aAlebau
2I0W S S9dUSLRAXS [euos
-12d J13y3 paiel pue gdg
yum spuaned spiemoy Ayred
-WASs s3] paniodal sasinN
"S9SSIU|! [PIUSW JIDYIO YUM
sjualzed uayy InoiAeysq
11941 JO |011UOD Ul 2J0W 3q
01 1ybnoyl a1am Asyi pue
3|CP1S 210U SB P31EJ DISM
INOIABRYSQ U1y} JO S35neD)
‘eluaiydoziyds Jo [9qe| e
UM 35043 UBY1 S3SINU LU0
sasuodsal aAnebau 0w
pa1oeINe gdg Yum siuaned

sdnoib uaned 1ayio

a1 01 paledwod dnoib
SIY YHm BUpBIom Jo 9dUd
-ladxa 412y1 Inoge aAlzeHau
3J0W 31aM pue gdg e yum
syuaned 1noge dsiwpdo
15e3| IaM Je1S ‘ddg Yum
syuaped ueyy snossbuep
$$9] 8¢ 0} WAy} paniediad
pue ejuaiydoziyss yum
Syualled Spiemo} UoMd3(al
[BID0S $59| PssaIAXa Sa5INU
Yijeay |exusw paiaisibay

S9UWODINO 3Jed
Ul S9OUIBYIP pUe SUIes}
aJedy3eay woly poddns
91enbapeul Jo a1enbape

‘24D PAZI[eNPIAIPUL ‘SA Ul

-noJ bupnoeid ‘sawodINo

aAnebau sA aanisod 10y
suoj1r1dadxa sasinu ‘abels
SOBYD 0} UOOWASUOY 3y}
woly Bumyiys :sawayl oAy
$S0JDE SUONIDRIIUI YUM
PaAJOAUL 219M SyuBlied
adg Joj sawod1no bul

-1eD SJUBWIIOJUI 3Y |

AdnING  Aanuns syuedidpled-uiyipn

sAanINg

SMIIA
-193U] PRINIDNIIS-ILIDS

1noineyaq siusiied inoge
suonngue [esned pue
suondaniad sisuopiioeld
Yi|esy S1094J€ [9G.| ddd
9yl Moy 21e6135aAUl O]

ubisap

suondaniad pue sapnime

o35 U0 [3qe| Odg Y1 JO
S159))9 9yl o1enjeAs O

ubisap |eu
0108} S2INseawl pajeaday

adg

Y1m spualied 1oy SoU0d
-1N0 24ed Uo suianed
Bulsew-uolsPap s3sinU
yijeay |eausw suemie|
4O S10949 pue s10108) Bul

ApPN1S 9ABYEND  -INQLIUOD 9y 910|dXa O

So1|10e) Jusnedul yijesy
[BIUSIN “(6'8) £ L '(AS)
9DIAIDS JO SIeA UBIIA *(£°6)
8¢ '(as) abe ues| (%69
€€ =N) So[eWa} (%S¢
‘TL=N) S3_BW (87 =N)
S3SINU Y1|eay |eIualy

sani|ioe) wsiedul yijeay
|PIUSIN (/= U) So|eWIa)
‘(8L =u)s9lelN (LL=N)

S9SINU Yljeay |eaus|y

sBUNISS 321AJI9S Allunwi
-W0D pue Yi[eay snouea
‘(S4B QL —F) 9DIAIDS JO
sieap '(0y < -07) 2buel ‘sby
(GL=U)solewa4(SL=N)
S3SINU Y3[eay [RIUSN

*X¥

HRHKK

redl
N
‘€007 '[2 12 Weyy ey

[voll
AN
'€00C Wewpie

leol]
ML
'600C ‘[ 19 B

sbuipuy urepy

UOIIUBAISIUI/SPOYIB N

ubisap Apmis asodind/wry

ejep uonejndod

Jbunes
Ayjenb g1 /x81°A IYWIN

A13uno) ‘1eap “oyiny

(panunuod) g ajqey



Page 17 of 41

(2022) 16:48

Klein et al. International Journal of Mental Health Systems

3|01 J1no buirosdwl pue
‘WR1SAS 2y 01 1521JUOD Ul
Bulyiom ‘soeyd ay1 Jo asuas
9yew 01 BulAil ‘Alaiebau
JO sSaualteme ‘1s16ojoydAsd
9Y1 ul sbuijosy a|gelissp
‘JUa1> 9y} Jo suondadiad
aAIsod 1s1bojoydAsd ay ul
sbul|aay 3|gedisapun Jual|d
91 Jo suondadiad aanebau
sisAjeue ay3 woij pablauwa
sawiay) buimoyjoy ay |

adg yim
9|doad 10} Buied UO SMIIA

pue sasuodsas Ayredwa
,$9SINU U0 3ybIsul Jayiny
apinoid sbuipul -9|eds
asuodsal uonoeia1ul uaned
-je3s 2y 03 sasuodsal
siuedidied 1SOW Ul JUSPIAS
2Jam Ayredua JO S|aA3| MO
"2IN1DNJIS PUB S3LIEPUNO(
pUE ‘s195N 3DIAIS pue

ge1s bunyds ur buiynsai
3|geJIaUINA 3y uo buiksid
‘InoIARYSQ Bujus1ealy} pue
SAI1ONIISIP ‘DAle|ndiueW
Ynouip pue buibusjeyd
:S3WIAY1 INOJ pUNO) SNSaY

Aadg inoge

$J2119q pue SIPNUNE SID
-uopnoeld yijeay uj syuaw
-anoidwll 191504 Buluesy
4914 1ey1 paredipul sbuipuly
‘Apuedyiubis psbueyd pey
1918 SYluOW-9 Ing ‘bujuien
131Je Aj21e1pawiLl] abueyd
10U PIp sepnitie Jeis

i

sdnoJb snd>o4 Apnis aAleleND

SMIIA

-191Ul Ppa24n1onis-IWSS \AUDHm SAlRYeND

puulel Juswabeurw
DuYeIYdASd poob, /sAaning

ubisap
S2INseawl paleaday

Aadg Yum sjusipd Jo suon
-dadsad pue saduspadxe
s1s160j0y2Asd a10|dxe O

'

dnoub 1uanied siyy

01 Ay1edwa Jo [aA9] JIBY3
24UIsap 01 pue ‘adg Yum
9|doad yum suondelaiul
/$3SINU 3y} JO SisAjeue ue
Wl Sawayl Ajauapl of

2w JaA0 1sisiad
Ya1ym ‘qdg o1 sspninie
sisuonpoeld yijeay
sbueyd ued bujulesn
Aep-| a3 Jl Ujwexa of

(s1eak ze—1) abues ‘9dInIDS
JOsIeaA (91 =u) sajews4
(91 =N) S15160]0YDASd

sBuias a21AISS Yijeay |8y
-UsW AUNWWO) (9 =U)
9DIAIDS JO SIeSA URD

(71 =U) Sajewd) (S =u)
Sl (£ 1 =N) sasinu
ouelYdAsd pasaisibay

SIDIAIDS Y3|eay SnoLeA
(£€T1) T8l (as) 921nu9s
Jo sieak Uea “(£L¥'El)
8'8% '(QS) obe ueapy
(€61 =N) SI2YDJeasal ‘sio

HRHK

KHKXHK

HXHKX

6Ll
S
‘TLoT BN

ot
El
'T10T R 19 YIriDdW

(87]
VSN
‘8LOT e 12 puB|Sely

sbuipuy urepy

UOIUDAIDUI/SPOYIDN ubisap Apmis

asodind/wry

ejep uonejndod

Jbunes
Ayjenb g1 /x81°A IYWIN

A13uno) ‘1eap “oyiny

(panunuod) g ajqey



Page 18 of 41

(2022) 16:48

Klein et al. International Journal of Mental Health Systems

anbojelp o} santunuoddo
Buipienbayes pue ‘wiey-4as
Bupueisiopun ‘31pnfaid
Bunuoluod Agq panoidw
30 p|N0d gdg Yim suosiad
10} a1ed y1jeay [e1usul
1ey11s966ns sbuipuy ay |
"91eD 0] SS928 PAYWI| LM
BulAll pue ‘uonendiuew

Se panladIad Inoineysq
SAIIDNIISIP-J[S YM BUIA|
'|9qe| B yum BuIAl| pay
-11USPI 219M SUWIBY} 334y |
SIDINIDS Y}y

Buissadde ate oym qdg yum
9|doad ||e 1oy padojansp aq
p|noys ‘ueid sisud Buipnpul
‘ue|d Juswabeuew palojiey
vV "uosiad e 03 aled yijeay
95NJ21 O} UOSP3I B Se Pasn
3Q JaA3U pjnoys gdg bul
-ARH 'S9DIAISS 21BDY}[edY JO
95N 21eWB3)| e S| USRI}
adg 1ey3 9ziubodal pjnoys
9DIAJRS Y1[eay Jo adAy

o3 UIYIM pue WaisAs
2JeDY1[eaY 31 JO S|aAJ)

|e 3e sjeuoissajoid yijesH

SI9SN ADIAIDS JO S9OUBAAXD
a1 aroudwil 03 Jusw|dwl
P|N02 S32IAIDS YIym siujod
[eonoesd payinuapl syuedpn
-Jed 'diysuonejas ayx inoge
||e S} pue ‘a1ed buped-uou
‘dg INoge 99} $19SN IS
Moy saduanyul ssa201d o
-soubelp ay3 :buipnpul paie
-12Uab d19M SaWBY1 d31y |

SMB3IA
-J21UI PRINIINAS-IUISS

JusWabeurw
SISLD pue JusWIeal|

SMIIA
-193U] PRINIDNIIS-ILIDS

adgjo

sisoubelp ayl yum bulal|

Jo 2dusuadxe ay1 Inoge

Apnis aAlelIeND abpajmous a1e1auab o)

el|eJisny Ul S9dIAISS
asedyl[eay ul adg yum aid
-0ad Jo a/ed pue sisoubelp
oyl m>O_Qc,: 0] lusuileall
°9A1199)J9 91 10} 9OUspPINS

saullapInb [esuld Jua1nd apinoid of

|nydjay a1e S3DIAISS JO
s12dse 1eym puelsiapun
01 S3DIAIDS Y1[eay [eusw
Jo 3dualadXa 5,add

Apnis aAlelEND yum ojdoad a10jdxa o]

S9DIAIDS AlUNWIWIOD

pue quanedino duelyd
-Asd*(0€ =N) soJewa4 0¢
"(0€ =N) Adg yum a|doad

sisuondeld yieaH

pue|bu3

4O ISOM-UHON Y3 Ut suon
-esiuebio 101335 A1eaun|on
SnoleA “(plo sieak 59-g1)
abuel '9by ‘(4 =u)
S9lPWIR) ‘(7 =U) Sale)
(6=N) Adg Yum 3|doad

[cit]
VSN
HXHKX¥ ~@@@ _‘ m_£®Z

91l

SNV
‘210T |1PUN0D) YdJeasay [ed

9 [9A3] JUBWINIISU] || 9210y  -IP3J\ PUB Y1|eSH [BUOIIeN

el

sbuipuy urepy

UOIIUBAISIUI/SPOYIB N

ubisap Apmis asodind/wry

ejep uonejndod

Ayjenb g1 /x81°A IYWIN

N

P '710¢ SHIOW
Jbunes

A13uno) ‘1eap “oyiny

(panunuod) g ajqey



Page 19 of 41

(2022) 16:48

Klein et al. International Journal of Mental Health Systems

Bupoe| sem gdg

uo Bujulen pue ‘Aynoyyip
JejnonJed e sem sasinu 1oy
uoIsiAIRdns JO 9dUasae aYd
1NQ ‘SIUBIP YaM Bupiom
uaym paiinbai sjjixs dyads
payiuap! syuedidiied pal
-JeA UOIIPUOD 94} YUM S|
-NPIAIPUI 10} BULIeD JO SDUD
-1adxa 419yl pue gdg Jo
PulpueIsIapuUN S3SINU Y|

abebus A||ny

01 A1|Ige SIWNSUOD pue
UOI1PWIOY 1SNJ) PaISpuIly
[2ge| d1souberp ayy yim
pa3ieosse ewbiig -ainielal)|
9U1 WOJJ JUSSe UM SI2Jed
pue Aj1Lg} JO SM3IA 3} pue
K1an0234 [eUOSISd UO SNJ0)
Pa1WI| B SBM 2I9Y] "BLISIID
MIIAS] 343 Buaawl sp0yod
anbiun | | bunuasaidai
'SIIPNIS 6| oM dIdY |

diysuonejal

3U1 JO 2IN1eu 3y} JO |0JIU0D
uIe1a1 0} 295 siobeuew
95e2 'J|95 Y3 U0 buisndoy
Ag *J|9S UO S| UONUSIE JO
SN0y s J9beuURW 35ED Ay}
'S1 1Y} ‘gdg Yum suosiad
10} JobeURW 35RO B BUISg
40 1usuodwod anbjun pue
[es1u> e 3ybiybiy sexipoeid
359y ‘saLepunogq buimess
pue uaduod buissaidxa

JO SULIDY U SOAIDSWDYY
paJoyuow siabeuew ased
3y JUSWDA|OAUI-JDS
Bupoyuow jo uianed

B PaMOUS sisAjeue ay |

SMB3IA
-J21U] PRUNIINAS-IUISS

2INnieiall| 9yl JO MalAlY

SMIIA
-193U] PRINIDNIIS-ILIDS

adg Yyum siual|d Joy bunied

AUNWWOD dY3 Uj yiom

OYM SsasInu dLIeIYdAsd Jo

Apnis anielenD  adusiadxs ay a10jdxa of

Qdg woj A13A0231
[euosiad pue dneworduwAs

MB3IAR] DIPWIRISAS U0 21N1RI3YI| 3Y) M3IARI O]

19pJosip Ayjeuosiad
QUII2PIOg YUM SU0sIad
10} 31eD OYM S1abeuewl
952 JO SadULLadXe

Apnis aAlelEND Kep-01-Aep ay3 Apnis o]

9DIAIS Y1[eay [eruawl
AUNWIWOD ynpe ysu|
‘(s1e9A G| —€) abuRI ‘DDIAIDS
JO SIBIA (GL =N) S$9sinu
Jl1eIYdAsd Aunwiuiod)

S3IPNIS JSWINSUOD

Ul pa1d3|Yal SaAndadsIad
slauonnoeld yijesy
pue sisied‘(¢zLL=N)
ddg yum o|dosd

211U=D
Yieay [eausw Ayunwwod
‘(L1 =N) siobeuew ase)

g7 19797 /q°L [9AST 181

HRHKK

[oel]
3l
'€10C []2UU0D,0

lec1]
S
‘910z BN

erl
VSN
'000C SIY=N

sbuipuy urepy

UOIIUBAISIUI/SPOYIB N

ubisap Apmis asodind/wry

ejep uonejndod

Jbunes
Ayjenb g1 /x81°A IYWIN

A13uno) ‘1eap “oyiny

(panunuod) g ajqey



Page 20 of 41

(2022) 16:48

Klein et al. International Journal of Mental Health Systems

JUSPIAS 31aM s[euolssajoid
41[eay pue SIaWwnsuod Woly
adg jo buipueisispun pue
'UOIIBDIUNWILLIOD ‘SSaUBIeME
|esauab panoidw| Jusaw
-1e341 0} SI31LIBG PUB ‘SIDIA
-195 Y1jeay uiyum ewbns
‘djay Bupyess usym sannoy
-JIp 9dusRdxe gdg yum
pasoubelp sjdoad Auepy

adg yum ajdoad Joj suon
-UaAI21U] JO uoneuswa|dull
JUSIDLYD pue A]SWI} 95e3IdUl
AeWw 510128} [ENPIAIPUI PUP
|euoneziuebio oydads s1s9b
-bns sbuipul4 ‘yoeoidde
[ed1bojoydAsd aya bulynsn(
Aq sapninie aanisod pajel
oey buutel] ‘suoidweyd
[BDIUIPD JO 3OUSBIBWS Y3
01 PaINQIIUOD ISPIOSIP
Ajjeuosiad e yym sjdoad
Bupea) Inoge sya1jag pue
sapnime aAsod bupsixy
‘uoneuawa|dwi [nyssa3oNs
10§ JuepIOdWI S S||I%S pue
‘9bpa|mouy ‘sapniiiie [euos
-1ad paynuspi siueddilied

BulAl] yom oyl e pue Alu
-Bip pue yyeay Joj 9bbnis
031 buayns s|geinpuaun
pue Jledsap wouy ‘Y1io) pue
¥DBQ JUSWISAOW PAULIO)
Quway "bullayns Jo ewelp
QU3 Ul 248D dl1elydAsd Jo 1oe
peq ay1 pue poob ay1 pue
‘OUBD|OA B JIAO UM ¥DB|S

© U0 108 9dueeq e ‘ANUbIp
pue yijeay 1oy 2|66n.1s ay1
'96pa 9y U 3yI| :SoUBY)
92143 pajeanal sbulpulq

SASAINS

Hujuiely yoeoidde
21ed paddals,/ sSmala
-J23U] PJNIDNIS-IWSS

SMIIA
-193U] PRINIDNIIS-ILIDS

ApNis aAlzRIIAUBND

Apmis AnelenD

Apnis aAlelEND

adg buipieba
saAlDadsIad Jauwnsuod
Uel|eJisny pueisispun o]

siapiosip Aljeuosiad
Buieasn o1 yoeoidde aied
paddais e jo uoneusu
-9|dwi 03 SIalIIeq pue SI0}
-el[12e) 91 pURISISPUN O]

adg yum siuaned buowe
2182 d3eIydAsd Yum iy
-unodus Jo suondadiad
pue ‘Buayns ‘suoneniis
3j1| 21ebnsaaul o)

/10 Ul Slswnsuod

¥Cy PUB ‘L 0T Ul S19
-wnsuod €51 buisudwod

"(££5=N) Add yum s|doad

SDIAIDS Y3eay
[PaUBWI JgNd *(£'6) S6€
'abe uea (| | = U) 3|ewa}
‘(0O1=u) sele (LZ=N) sl
-uonoeid yijesy [eIusiy

(P10
si1eak py—77) 9buel ‘abe

(0L =N) adg Yyum sjdoad

*X¥

KHKXKK

HRHKK

[901]
SNV
‘0202 ‘[e 12 1010014

Va4
SNv
'610C ‘2121061

(8]
3S
'S00¢ ' 39 SnIssiad

sbuipuy urepy

UOIIUBAISIUI/SPOYIB N

ubisap Apmis

asodind/wry

ejep uonejndod

Jbunes
Ayjenb g1 /x81°A IYWIN

A13uno) ‘1eap “oyiny

(panunuod) g ajqey



Page 21 of 41

(2022) 16:48

Klein et al. International Journal of Mental Health Systems

saulepIND 9oUS||92x3
[BDIUID JOJ 91N113SU| [euoneN
3U} 0} 9dUI3YPE pue JUSW
-1e311 YIIM UONDRJSIIES 43N
221A9S an0ldwl 01 sieadde
dnoib siy3 o) SDIAISS 1S
-|e1dads Jo uondNPOoIUI

3y "uondo 1uswieas e se
uonedIpaW uo buisndoy Jo
Juswiealy buisnjai 1y
Je1S Yum ‘paniadal Aayy
2182 9y U0 1dedwl aAebaU
e pey sisoubelp gdg ay3
SVNEREIR N BIETRIEN)
92IMIDS “Qdg 10} Kemyied
AI9A0D31 Y} PUE $32IN0SI
JO3De| ‘sopniie pue aHpa
-|Mmouy JJels :a1om pablawa
01 SaWIaY} UleW Y|

pasodoud s| gdg pue
ewbns jo uoneniadiad aya
Bujule|dxa 1o} siomaudely
|en1dasuod v ‘Ayredwa
pasueyus ybnoiyl ewbns
BUILIODISA0 pue ‘AoeIR)|
yijeay gdg Moy ‘'syuaned
Jo suondasuodaid 01 anp
ewbs ‘ssajiamod Buljea)
01 asuodsal e se euwlbns
‘AljigeIean-un paadiad
'2INSOJDSIp pue sisoubelp
01 pa1ejal PWHIS :SISDUYIUAS
dl1PWSY1 Y} Woly 3501
SOWIBY XIS "saAdadsiad
SUBIDIUID UO 8| PUB SIAN
->adsiad sjusned uo 7|
:pUNOJ 21aM S3IPNIS ALY L

SMB3IA
-I91U1 PRINIDNIIS-IWSS

24N1eI311| BY) JO MIIADY

sisoubelp gdg ay3 104

uonedIPaW Ylim palealy

Bulaq s1asn DIAISS JO

Apnis oAleLEND  9duUsuadxa oy a10|dxe of

918D JO 9By

ay3 1e pareniadiad si

MOY pue sjeuolssajoud

yi|eay [eausw pue

syuaned Jo anndadsiad

3U1 WOJJ 'SIXU0D 24ed

Y1[eay [eIusw Uiyum

|| $00| BWBIS 1BYM

MBIIADI 2INJRISIT  1SBAUOD pue dledwod o]

(PIo
sieak 9g9-z7) obuel ‘sbe

(G=u) 3ewdy (L =U) 3]e
(£=N) Adg Yyum 3|doad

|e1031 ul

S2IPN1S OE SSOIR (8L =N)
sisuonoeld yiesH

"(T1 =N) adg yum ajdoad

q7 1971 /9L [9ASTIgr

[69]
MN
R ‘710z sioboy

2
SNy
‘6102 e 32 buty

sbuipuy urepy

UOIIUBAISIUI/SPOYIB N

ubisap Apmis asodind/wry

ejep uonejndod  Aujenb |gr /x8L°A IVINW

Jbunes
A13uno) ‘1eap “oyiny

(panunuod) g ajqey



Page 22 of 41

(2022) 16:48

Klein et al. International Journal of Mental Health Systems

SUOISIDap Ul 3joJ e pakeld
sIsoubelp Jo Alulenadun 1o
ewbs Jayye 1eyy paalbe
1S0W ‘gdg bunuswndop Jo
Buisodsip 10u jo Aioisiy e
Yim syuspuodsal asoy) Jo4
‘SIsoubelp ay3 pajuawndop
10U pey Asy3 pres usdiad
/€ pue ‘syuaned J1ayy 03
adg s0Psip 01 pajie} A3y
1ey) pajedipul syuedpiyied
40 1u9219d UDASS-AY14

papId>ep oG

UBD 35IN0D JUSWILL} YDIym
1914 Bumas Aousbisws ue
ul buizijewlou ul wayl djsy
[|IM syuaned 353yl Spiemol
Ayredwa pue spninie
aAls0d e buidojansp pue
$9559204d JusWISbRURW YSIY
‘syuswiiedap Adusbiawa
ur syuaned asay1 yum bul
-|eap uaym siauonioeld
Yijeay Jo 9AI3(qo 151y

341 3G PNOYS UOIUIAISIUI
SISLD 1By} puUNOy S3 NSy

LEIVIS

2INn1eiall| 9yl JO MaINaY

Apnis aAlRIRUBND

MBIADI DIPWIRISAS

sisoubelp gdg siusned
PAIUSWINI0P 10U/PIRY
-U1IM 13A3 peY Sistaelyd
-ASd JOYIDYM dUILIEXD O]

ajsuyul

syuaned gdg buibuajjeyd
228} oym siapiroid aied
-Y1[eay pue suepisAyd
0} 9DIAPE DY} M3IASI O]

REBIUVEN

du1eIY2Asd (0T <-0)
2bueI '9DIAISS JO SIBSA

(%EVE O =) ‘sojpwia)

"(9£°59 ‘88 =U) 3[e|y
(PEL = N) S15H1RIYDAS

a1ed Aouabiawi]

'S2IPNIS 95 (9€ 1S =N)
siauonndeld yiesH

HRHKX

v [9AST /'L 97977191

[801]
VSN
‘910C 1suS

[e€]
VSN
"£10T7R 38 YileYS

sbuipuy urepy

UOIIUBAISIUI/SPOYIB N

ubisap Apmis

asodind/wry

ejep uonejndod

Jbunes
Ayjenb g1 /x81°A IYWIN

A13uno) ‘1eap “oyiny

(panunuod) g ajqey



Page 23 of 41

(2022) 16:48

Klein et al. International Journal of Mental Health Systems

SUOIIDRIDIUI,PRIDUUOISIP,
pue, P3}2auU0D, USaMIa]
Ylys o1 syuedpped buipes)
pue ‘djay 01 a11s3p, € 0}
peaip, wouy buibues ‘sapny
-me swuedidiyed o1 spiebal
yum Aupiny aq pinod a1y
‘Jusuwiow 3y} ul, bujuesw
BulALSp 219m syuedidpied
Sy 'sapniiiie aaisod
ssaudxa 01 A|9j1| 2J0W oM
syuedidied Jnoiaeyaq
ule|dxa 01 ylomaulel) e pey
A3U3 USYA JUSWIOW Y3 UL,
uonelussald suald 3yl 01
Buluesaw aqudse syuedpn
-led 1841 pa153bBNS SINSaY

Buluued

abieydsip Jood pue ‘uols
-SIuIpe AJRIUN|OAUL SAIDIS0D
‘ddg uo abpajmouy Jo

32€] S,4Je1S 'Sopniiiie Jels
aAneb3U ‘Je1s Yiim 10e3uod
JO3De| B 0} PAINGLIIE 219M
RERIIETIEIMCIENEISEIN]

"24ed Jualiedul Jo syusw
-312 aAlsod se paaladiad
2J9M |0JJUOD pue A13JeS JO
sbuljaay pue aj1| Ajlep wolj
1no-swiy ‘syuanedul Moy
pUE Jje1s 01 3|e] 0} pUe 0}
paudlsl| 9g 01 saunuoddQ
“Asuinof abieydsip pue
UoISsIupe a3 pue ‘abnjal
B SB UOISSIWpPe ‘9bpajmouy
puP S3PN3IIIL JJe1s 'Sjuaf
-edul MO|[3} PUB }Je1s YIm
1DBIUOD :PAPN|DUI SIWY)
INO4 "BLI1LID UOISN|DUI 33
19w saipnis Atewnd 1yb13

SMIIA
-191U] PAINIDNIIS-ILISS

2INn1eiall| 9yl JO MaINaY

Apmis aAnelenD

SISOYIUAS-BID|N

dnoib 1uaip siya

03 yoeoudde J1ay3 10ed W
ddg 4O SINISUOD JIBYY
MOy pue gdg Jo sisoubeip
3U1 JO 9SUSS YW $3SINU
JlieIYdAsd Aunwiwod
moy jo buipueis

-1apun 13|} e uteb o

splem juanedul dpie
-1y2Asd a1nde Uo gdg Yum
9|doad jo sadusuadxe
a1 bulojdxa ydieasal
aAie[eNnb Jo SisayIuAs
-B12W B 1dNpuod o

UIBS) Y}|eaH [RIUSN
Aunwiuo) “(pjo sieak 65
—-0¢) abues 3by (€ =U)
dlewd} ‘| =u) 3e “(r=N)
S3SINN Y3[eSH [PIUSIA
AUNWIWOD) paJaisibay

spiem jusnedul
D1IRIYDASH 91NDY "SIeak |9
pue |z usamiaq abuel
'9bY 'S3IPNIS 8 || SS0Ie
(06=N) Adg ysm d|doad

KHKXKK

v [9AST /'L 97977191

l6€]
N
‘€107 |2 12 pnoAIS

(1]
N
'610¢ '[e 13 uola|dels

sbuipuy urepy

UOIIUBAISIUI/SPOYIB N

ubisap Apmis

asodind/wry

ejep uonejndod

Jbunes
Ayjenb g1 /x81°A IYWIN

A13uno) ‘1eap “oyiny

(panunuod) g ajqey



Page 24 of 41

(2022) 16:48

Klein et al. International Journal of Mental Health Systems

JUswileall

13| AFUS1SISUOD PlRaYYUIM
u23q pey sisoubelp 112yl
1BU3 PAIDAOISIP I91B| OYM
S1UDI1RJ 928} pINoM Ay}
ewbs 9yl ssndsIp sIa
-p1noid JI9Y1 9ARY SE [|9M Se
ISPIOSIP Y1 pey ASy3 1eyy
p|01 3G O} paruem syuaied
150 ‘sisoubelp a1eudoidde
150U 9Y3 SeM 11 1|94 Aay)
USUYM UAS ‘syualied 1oy
yum sisoubelp gdg ays

soduasa)Rld
uoneduNWWod jualied
yum sadnoeld asayl
31enjeAs pue asedwod o}
pue ‘syuaied yim gdg
Jo sisoubelp ay3 a1ed1u

st

24eYS A[2A112€ 10U pIp SMIA -NWWOD sisuonidesd  SisiAde dg (ZZ=N) SI9 SN
pajdwes syuedidnied 150y -J91Ul PRINIDNAIS-IUIDS Apnis aAlleLIEND  Y1[eSYy MOY pUBlSIapUN Of . ‘89107 19z|ns
syualied Joj a1ndas
01 Japley S| Uolez||edIpaw
JO JUsUOdWOD JUs WIS
9U11Inq ‘pazijedipsw aunf
9P sulewsl gdg Jo sisou
-Belp [en1de ay3 asaym
UO1eZ|[eDIP3UISP JO WIO)
[EUOIIDUNY B S2183ID SS9204d syuaned
SIYL "sueaul 13a.Ipul pue 10j suoneddwi ayy pue
10211p JO A1a1leA e ybnoiyy ‘PapIn0d JusWIeI] 3YL
2JeD JO 1IN0 painol Apuanb s129)Je sisoubelp ayy
-95gNSs pue ‘}Nduip pa||age) MOY ‘Qdg Yim syuaned sbumas yuaned-1no Lt
Aj2unnou aie gdg Yum SMBIIA aqudsep siouonnoeld  puejusiedul(zz =N) sio SN
syuaned 15966ns sbulpuly -J21U1 PRINIDNAIS-IUIDS Apnis aAlellenD Y3[eay moy a1enjens oj . 'S10z 49z|ns
Jbunes
sbuipuy urepy UOIUDAIDUI/SPOYIDN ubisap Apmis asodind/wiy ejep uonejndod  Aujenb |gr /481°A IVWIN A13uno) ‘1eap “oyiny

(panunuod) g ajqey



Page 25 of 41

(2022) 16:48

Klein et al. International Journal of Mental Health Systems

sialed pue gdg yum sjdoad
Yam Bupiom usym ajqerjai
pue 1US15ISUOD 3q pue Jau
-UeW |erusWHBPN(-uou pue
‘Buibedus ‘uado ue uj yiom
‘diysuonejas bunsniy e pjing
p|noys siauonndeld yieay
‘A}jepIdIns 1o sisoubelp Jisyy
JO 95NED3Q $DIAIIS Y3jeay
Buissadde Wolj papn|oxa
90 30U p|noys ddg yim
3)doad 'siaied/saljiwey

pue gdg yum sjdoad bul
-1ioddns sisuonnoeld
y1|eay 1o} suonuaAIUl

uo aouepinb paseq
-92uUapInl apirold sbuipuly

adg 1oy a1ed
4O [opOU [e21PaWIOIq 94] Ul
pa1uasaidal Apuadyinsul
9Je ‘ewines) pue ewbns ‘se
2NS SI01D8} [e1D0S 318D
a1ebieu sisuonnoeld
Yi[eay moy pueisiapun

01 PasN Sl UONLINIONIIS

40 1daouU0d suappIo

" YD1eWISIW [BDIPSWIOI], 9L
SI UONDIPBIIUOD SIY | "SUOl
-UsAJa1ul DlInadelsyy wisy
-buoj 01 pasedwod pauns-||i
9J9M 28D JO $95IN0D 1IOYS
pue sjeannadewleyd pazis
-eyduwa Yo1ym syuswIeas|
‘SJUBWIEA) [EDIPAWOIG

Juswebeuew
SISID pUB JUaWIeI |

adg o
Juswabeuew pue JuawW

saul|2pInG [ed1ulD -1eal} 8y} Uo 3s|Ape of

[9POW [eSIPaWOI] 9L}
pue ‘uojiez|jeuonnIAsuRP
'S NS Y3 JO IX9IU0D

dY3 Ul 0dg O3 Juswiiealy

Sisuon

-noeld yesH bupabiel G [9AS] USWINASU| || 9216y

SIDINIDS
yijeay a1eand pue ognd
snoLeA “(Fz = U) 9jewd)

[£01]

AN

600¢ '22u9|

-|90%3 21D pue Y1jesH
10§ 1NIsU| [eUOREN

8Ll

U0 SN0y 03 sainssaud SMIIA Buipiroid a1ebineu sued (G =U) USN (6€ =N) 42 VSN

paoey sisuonndeld yijesH -191Ul PaIN1dNIIS-IWSS Apnis aAlelEND -IUl]> MOY aulwexs Of s ‘0910z 19Z|ng
Jbunes

sbuipuy urepy UOIUDAIDUI/SPOYIDN ubisap Apmis asodind/wiy ejep uonejndod  Aujenb |gr /481°A IVWIN A13uno) ‘1eap “oyiny

(panunuod) g ajqey



Page 26 of 41

(2022) 16:48

Klein et al. International Journal of Mental Health Systems

SERIVE]
-uadxa jnydjay paziwouds
InolAeYaq Jo/pue sisoubelp
S,|enpIAIpUl Ue pUOAS] 210U
Buiaas, pue uosiad ay3 yum
BudaUU0)) 'sedUSLIdXD
AJOYeUIWIDSIP JO JaguInu
pasealdul Ue 0} paiejal 3q
01 paseadde wiey-J|as jo
Aioxsiy v '19qe| adg oy
1noge sabessaw aAebau
pue abewl-}|9s aAI1eHIU
Syuedpiiled 03 paingUIu0d
soouaadxa Aloreuiuid
-SIp 1BY1 PUNOJ SaWdY |
y1eay anoidull pue

asn Q3 Alessadauun isujebe
SaAdsWIaY] 199104d 01 $3163
-1ea1s paynuspl syuedidiled
‘g3 BUISIA 10§ SISALP UleW
33 se AlepIoins Buimo||o}
SUIDDU0D A194S ‘$924N0S3l
ANUNWWIOD JO 2| 'ssau
-I]auoj jo sbuljeay ‘uon
-JeJ3JU| UBWINY O} ISP

e payiuap! syuediied
‘syuedpiied Aqg ssadoe paie
-n1adiad usyo g3 ay1 01
uonejuasald sisuo 01 spes)
1ey1 Juswiabeuew Ayunw
-Wwod 3|qeisun salbaiens
pue sjjiys buidod ‘asn 03 Jo
24Nn3eu 11242 3Y3 :papn|dul
SOUWIDY) PROIG OM |

SMIIA
-191U] PAINIDNIIS-ILISS

SMIIA
-193U] PRINIDNIIS-ILIDS

sjeuolssajold
21eDY1[eaY WOJJ S9DUD
-lladxa AJojeulwLOSIp
JO S123uNOdUL 0dg

ApNis aAlelIBeND yum ojdoad alojdxa o]

SUOSeal paleal
-y1jeay [eausw 1oy g3
23 01 1uasald Ajpusanbaly
oym suosiad Jo s9due

Apnis aAlelEND -uadxa oy a10|dxe of

(59-67) 9buel '9by (£ =)
Slewa} (z=u) 3N
(8=N) adg e yum ajdoaq

sbumas a1ed Aouablawl
(9=N) adg yum sjdosd

KHKXKK

HRHKK

[¢/]
/N
Y107 A9SAA

11
'®)
‘6102 |2 32 Apuep

sbuipuy urepy

UOIIUBAISIUI/SPOYIB N

ubisap Apmis asodind/wry

Jbunes

ejep uonejndod  Aujenb |gr /x8L°A IVINW

A13uno) ‘1eap “oyiny

(panunuod) g ajqey



Page 27 of 41

(2022) 16:48

Klein et al. International Journal of Mental Health Systems

sisLD buibeuew

ul Ayjigisuodsas pue buisew
uolsap bupueleq pue
‘SIS1JD UO UOIIBDIUNWWIOD
pue sdjweuAp jeuosiadiaiul
40 1oedWI 'UOIIUBAISIUI SISID
uo bunoedwl so1WeUAp

pue suofeLeA ‘9|42 [euols
-USWIpI}{NW 3Ua1InJ3)

B SE SIS 1S9y} Jno4

abueyd

[eUIPN1[IIR O} PAINQLIUOD
0S[e UDIyM 195 ||14s Bbula
-modua ue se s||iys Adesay |
paseq-Uof1ez|[eIus|p Jo
uondadiad syuedipinied
pue paydope sem ydeosdde
93U} YdIYMm U 3583 3y} Sem
9o130e.d J0j uonedldwi aAl
-1sod ay] ‘qdg yum ajdoad
Yum Bupiiom Juspyuod
2Jow pue passmodws 1|34
He1S ‘adg Jo suondadiad
3Wos pabueyd pue st a1e
-19|01 01 A1)j1ge syuedpnied
uo paroeduwl ‘Wley-j|as

03 sasuodsal suewny

2Jnielall|
oY1 JO MolAal U_pmrcwum%m

puuien

add

yum pasoubelp ajdoad jo
218D SISLID 3U3 Ul PIAJOAUL
SI9P|OYHEIS JO 530U

M3IASI 9A11RIB3IU| -uadxa oy a10|dxe of

Yi[eay [eausw a1nde ul
adg a|doad yum bursiom
usaym a1oeid 412yl uo bul
-uless s||s Adesayy paseq

sbunias atedyyjeay
snoLeA ‘(581 | =U) siouon
-oesd YyesH ‘(ygL =u)
sJa1ed (Spez =U) dddg
yum sjdoad :buisudwod
syuedppled ¢ /£ =N

40 [PI0} / 'S3IpNis O
siauonnoeid yijesH

SOOIAISS Yl|eoH

b 9097 /'L 9197 1

[s€]
AN
‘0707 '|e 12 Japuaiiep

pue Ayredws pajowoid S||4s Adesayy paseq -uonez|eIud "yieay ‘(1 =N) bumas [eudsoy [sy]

Buiuresn sjiys Adesay -uonez|eiusaw,/sdnoib 40 12edwl aY3 Jo suon 'Splem yijeay [eauaw Nl

paseq-uoezielusiy SND04 Apnis aAlRlBND -danJad yeis ainided o] 21NdY "(6=N) SISINN . ‘5107 Japualiep
Jbunes

sbuipuy urepy UOIUDAIDUI/SPOYIDN ubisap Apmis asodind/wiy ejep uonejndod  Aujenb |gr /481°A IVWIN A13uno) ‘1eap “oyiny

(panunuod) g ajqey



Page 28 of 41

(2022) 16:48

Klein et al. International Journal of Mental Health Systems

Ajjenb sjqissod 1saybiy =/ ‘03 ybnoiyy ‘Aijenb sjqissod 1samo| = | :[66] 3|eds buires Ajenb Juswinisuj || 9316y

[0z 1]uotuido 11adxa Jo smaIARI deWR)SAS—p SI SSaUINIBUIURSW JO [A3] 3Y3 PUE !SUBISIP APN1S J3Y10 PUB S1 DY JO MBIASI DJRWSISAS O | [SA3] S| SSUSAIIIBYS 104 2IUSPIAS JO [2A3] J0j Buizes Ajend Igr 4

[£6]54B1S xxxxxG = YDIY 'SIRIS 4ysxt = YBIY A|91RISPOW 'SILIS 4, € = D1RIDPOW ‘SIRIS 4, T O x| =MO] :Bunes Anjenb gL 'a JyWW .

Juswiedap Aouabiawl g7 4apiosiq Ajeuosiad suluapiog ddg

syuaned gdg yam
sdiysuone|as syl roidwl
01 1ueMm A3y3 1eY) Lodal
sasINN "dnoib SIY1 YUm 3Iom
01 S||I%S A1BSS3D3U Y1 e
Aay1 1ey1 buijss) pue wiayy
YuM aARY A3Y3 SUOIIDRIDIU]
jueses|dun ayj 03 paingune
3q ued sy ‘AjpAlrebau
syuaied gdg ousnadxa
$35INU 1Y) S9PN|DU0D APNis
2y ‘bulusieaiyy pue uon
-e|ndjuew pue ‘paziuowap
pue pazijeapl ;puimpiym
SAIIDNIISIP S2UWBYL BUIMO)
-|0} 3Y3 payiiuspl synsay
PassSNISIP S1am

adg yum syuaned ssaippe
01 s3dwaie bunonisqo
SI3LUEQ [BANIDNIAS "Syuaned
Adg J0j 21eD IAIIDIYD
apinoid 01 A1BSS23U S||IYS
a1 dojaaap o1 uoddns
pa3u 4o ‘ddg pueisispun
pue Ajiauapl 01 Auoeded

dD pue papiroid a1ed Jo
Aujenb ay3 uo 1uspuadap
e skemyed 22119 Y1eaH
“poddns Joy sw1sAs bul
-1ebiaeu pue ‘diysuonelal
1ua1Ied—d5 ay3 ‘Auxa|dwod
[ea1ulp ‘sisoubelp gdg aya
Buipiebas sabuajjeyd :iam
PRYNUSPI SAWSYY A

ann
-d>adsiad UMO 4193 WO}

SMIIA syuaned gdg yum sdiys

-131UI PRINIDNIIS-ILISS Apnis aAlRlI[END  -UOMR[3I,535INU 210|dX3 O]

Addg yum syuaned Jisy)

4O 1.2 3y bulrosdul yim
1sISse ybiw suonoe pue
sa1ba1e11s 1eyM 210|dXd
pue ‘pabeurw ||oMm 10U
pue }nJuIp si aJed Alew
-ud ul gdg yum ojdoad
10} Buled 1eY3 SUOSeal AY)
SUIWEXS ¢D) 10§ SANDYIP

sdnoib sndo4 Apnis aAelfenD  pue ainjeu sy} a10idxe of

(9=N) S2I1AI3S Y3jeaYy
Anunwwod pue |eydsoy
snoLeA ‘(Sieak /| -7) abuel
'3DINIBS JO SieaA "(P|O
sieak 0y—07) buel 'aby
‘(z=u) ssjewsay ‘(y=u)
SOle AOH Zv SOSINN AKKKK

el[elISNy Sidued
d9(9=u) s9jeway ‘(9 =u)
S9JeU 15D € ‘siaied)
(¢=u) gdg yum s|dosq
(G =u) wea1 ydIeasal
(Z1=N) 4o buisudwod
syuedppJed ¢z Jo [P101 Y e

[OL1]
AN
'800¢ ‘| 12 UOISE||00AN

[ep]
SNv
8107 '[2 19 4AZ1epojm

sbuipuy urepy

UOIUSAIDIUI/SPOYID N ubisap Apnis asodind/wiy

Jbunes
ejep uonejndod  Aujenb |gr /.8L°A IVINW

£A13uno) ‘1eap “oyiny

(panunuod) Z 3jqey



Klein et al. International Journal of Mental Health Systems (2022) 16:48

(SL) was available to resolve any discrepancies, no further
resolution was required.

Collating and summarizing findings

Data were collated, analysed, and synthesized using
Braun and Clarke’s [101] Thematic Analysis. Results of
the review were synthesized into a narrative summary
of the study aims, research questions, and eligibility cri-
teria (PCC). Data analyses involved: (1) quantitative data
being summarized using descriptive statistics and fre-
quencies [102]; and (2) Thematic Analysis of qualitative
data to organize, categorize, and interpret key themes
and patterns emerging from the data [101]. Trustwor-
thiness and rigor of data abstraction and synthesis were
established using a data analysis table that captured the
categories, codes, and key findings/themes on the impact
of structural stigma on healthcare for consumers with
BPD, their carers/families, and health practitioners. Tri-
angulating the perspectives and lived experiences of the
relevant populations (i.e., consumers with BPD, their car-
ers/families, and health practitioners) has been identified
as an effective approach to establishing a comprehensive
understanding of the complex nature of health systems
[103].

Results

Data characteristics

The initial database searches yielded 4132 publications.
An additional 33 (n=33) records were identified via
other sources. Following the removal of duplicates, cita-
tion titles and abstracts were screened (n=3566), and
full-text records (n=135) were retrieved and assessed
for eligibility. Of these records, 78 (n="78) were excluded
when assessed against the inclusion criteria and the qual-
ity appraisal criteria. In total, 57 (n=>57) citations that
aligned with the inclusion criteria and study aims were
incorporated into this review. Search results includ-
ing reasons citations were excluded are presented in a
PRISMA Flow Diagram (Fig. 1). Most of the citations
comprised peer-reviewed published studies (n=55), and
two (n=2) non-published reports. The majority of the
citations examined health practitioners’ stigmatizing atti-
tudes and practice specific to BPD (n=36, 63%). Some
citations focused on BPD-related educational interven-
tions designed to modify health practitioners’ attitudes
and practice in treating BPD (n=9, 5%) [45, 47-53,
55]. Table 2 presents data characteristics of included
citations. Table 3 summarizes study characteristics of
included studies.

Page 29 of 41

Methodological quality
Critical appraisal of all included citations found that the
quality ratings of the quantitative studies were moder-
ate (n=9), [3, 4, 49, 53, 76, 104—107], and moderately
high (n=38) [48, 50, 55, 57, 77, 85, 88, 108]. The quality of
most qualitative studies was rated as high (n=24) [1, 2, 8,
19, 39, 42, 45, 47, 62, 68, 69, 72, 73, 84, 89, 109-117], or
moderately high in quality (n=4) [7, 65, 118, 119]. One
(n=1) qualitative study was deemed moderate in quality
[120]. The quality of the mixed methods studies (n=2)
was determined as moderate [86] and moderately high
[51].

Reviews were of moderate (n=6) [10, 33, 35, 52, 71,
123], or high quality (n=1) [34], and reports were mod-
erately high in quality (n=2) [16, 107] (Table 2).

Key findings

Synthesis of the review findings identified several extant
macro- and micro-level structural mechanisms, chal-
lenges, and barriers associated with BPD-related stigma
in health systems. Structural problems that contribute to
BPD-related stigma were evident across multiple levels of
the health sector including system/service-, practitioner-,
and consumer-levels. These results highlight the complex
and contentious nature of BPD and healthcare across the
following broad themes (and sub-themes) comprising:
structural stigma and the BPD diagnosis (subthemes—
legitimacy of the BPD diagnosis, reluctance to disclose a
BPD diagnosis, discourse of untreatability); BPD-related
stigma surrounding health and crisis care services (sub-
themes—BPD and healthcare, practitioner-consumer
interactions). Each of these themes and subthemes are
discussed below.

Structural stigma and the BPD diagnosis

This theme is centred around the dominant stigma dis-
course and misconceptions within health systems regard-
ing the BPD diagnosis, its disclosure to the consumer,
treatment options, and prognosis for recovery from the
perspectives of health practitioners [16, 19, 33, 34, 108,
114, 115, 118, 119, 123], consumers with BPD (3, 34, 62,
68, 111, 112, 123], and carers/families [4, 10, 62, 123].
The main structural challenges and barriers associated
with the diagnosis of BPD in health systems include:
uncertainty whether BPD is a legitimate mental illness
[19, 84, 114-116, 118]; concerns regarding the disclo-
sure of a BPD diagnosis [65, 108, 115]; and perceptions
that BPD is an untreatable condition [114, 116, 118].
Consequently, consumers with BPD are often denied
evidence-based treatment (3, 4, 114, 115, 118] and
routed out of the health system through a process called
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M
Records identified through Additional records identified
o database searching through other sources
S (n=4132) (n=33)
S
h=
g A4 \4
=]
Records after duplicates removed
(n=3566)
~—
()
2
§ Records screened at title and o Records excluded
c:ﬁ’S abstract level > (n=3505)
(n=3566)
—
'
v v
2 Full-text citations assessed for Full-text citations excluded with
7 eligibility > reasons
“Bh (n=135) n=78)
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Duplicated records n =22
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Fig. 1 PRISMA flowchart of the selection of citations for the scoping review

de-medicalization—making it difficult for these consum-
ers to access health services and support [114].

Legitimacy of the BPD diagnosis

The BPD diagnosis and its legitimacy as a serious mental
illness is actively contested in some health systems [19,
35, 114], which can create barriers to consumers with
BPD accessing health services [16, 107]. Sulzer et al’s
[114] qualitative study found that some health practition-
ers viewed consumers with BPD from a moral stance,
rather than the consumer being genuinely unwell; and

consequently denied these consumers treatment. For
instance, participants described consumers with BPD as
morally deviant and viewed self-harming behaviour as
attention-seeking, rather than perceiving it as a symptom
of their underlying mental illness and associated distress.
Nehls et al’s [112] qualitative study suggest that some
health practitioners held misconceptions regarding the
disorder such as associating it with a flaw in character,
rather than it being a legitimate illness. Health practition-
ers also believed consumers with BPD were responsible
for their presentation and more in control of their actions
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Table 3 Summary of key study characteristics

N %
Participants 17,406 100
Study methodologies
Quantitative studies 18 320
Quialitative studies 28 490
Mixed methods study 2 35
Reviews/meta-synthesis 7 120
Clinical practice guidelines 2 35
Countries
Australia 16 28.0
Israel 3 50
United Kingdom 17 300
Sweden 2 33
United States of America 11 19.0
Canada 2 33
New Zealand 1 20
Ireland 2 33
Scotland 1 20
Taiwan 1 20
Unknown 1 20
Population groups®
Health practitioners 37 65.0
Consumers with BPD 15 25.0
Carers/families 6 10.0
Healthcare settings
Mental health services 19 310
Emergency departments 13 21.0
General hospital and health services 14 24.0
Community-based services 14 24.0
Health professions
Medicine/psychiatry 18 30.0
Nursing 26 420
Allied health 17 280

@ Some citations included more than one population group, healthcare setting,
and health profession

than consumers with other mental health conditions
[112, 114]. These misconceptions regarding the valid-
ity and reliability of the BPD diagnosis historically stem
partly from the separation of BPD (and all personality
disorders) into Axis II of the Diagnostic and Statistical
Manual of Mental Disorders (DSM) [12]. This distin-
guished BPD from other mental health disorders such as
schizophrenia which we understand has a clear biological
aetiology and response to psychoactive medication [114].
Psychiatrists working with adolescents in Child and Men-
tal Health Services also expressed concerns regarding the
legitimacy of the BPD diagnosis for adolescents given the
DSM criteria are adult-specific and do not account for
the developmental stages of adolescents [19].
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Consumers with BPD [3, 7, 65, 69, 71, 72, 112, 117]
and their carers/families [1, 2, 4, 10, 42, 62, 73, 123] have
consistently reported experiencing discrimination and
stigma from health services in response to the BPD diag-
nosis. Lawn et als [3, 4] quantitative studies found that
consumers with BPD reported experiencing high levels of
anxiety associated with ‘discrimination due to their BPD
diagnosis’ (58%, n=67) and ‘not being taken seriously’
(71%, n=282) by health practitioners. Carers/families of
people with BPD also reported that they were not taken
seriously by practitioners (60.5%, n=46/77). Carers/fam-
ilies also perceived the discrimination towards the BPD
diagnosis (53%, n=36), and not being taken seriously
(44%, n=30) as major barriers to accessing health ser-
vices and support. These discriminatory experiences are
contrary to best practice guidelines for the treatment and
management of BPD [16, 107] which describes the dis-
order as a valid mental illness with effective treatments
available and a legitimate use of healthcare resources.
These guidelines also advise against discrimination or
withholding treatment based on the presence of a BPD
diagnosis.

Reluctance to disclose a BPD diagnosis
Studies examining BPD-related stigma in health systems
have highlighted some health practitioners reluctance to
disclose a BPD diagnosis to consumers [33, 34, 108, 114,
118, 123]. Sisti and colleague [108] undertook a quanti-
tative survey and found more than half of psychiatrists
(57%, n="77) participating in the study chose not to dis-
close a BPD diagnosis to their patients; over a third of
psychiatrists (37%, n=49) did not document the diagno-
sis in their patient’s medical charts. Respondents in this
study reported stigma (43%) and uncertainty regarding
the diagnosis (60%) as the reasons for withholding a BPD
diagnosis from patients. Respondents (n=12) in Lawn
et al’s [3] survey suggested that family doctors (General
Practitioners) did not appear to take notes on BPD or rec-
ognize the disorder. Koehne et al’s [19] qualitative study
explored health practitioners diagnostic and disclosure
practices for adolescent patients and found that practi-
tioners decisions regarding diagnostic disclosure were
often influenced by cultural norms embedded within
their professional teams. Findings further indicated that
some health practitioners may use discursive strategies
to avoid disclosing the diagnosis to their patients such as
hedging (i.e., vague terms used to distance from the dis-
cussion at hand) and reframing the condition in terms of
emerging traits, rather than naming the diagnosis.
Similarly, Sulzer et al. [115] found most health practi-
tioners (81%, n=32) diagnosed patients with an alterna-
tive disorder such as post-traumatic stress disorder or
depression. Practitioners’ reported reasons for providing
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patients with an alternative diagnosis included: fear of
patient rejecting the diagnosis; protecting patient from
stigma, shame, and blame associated with the disorder;
and, enhancing patients’ likelihood of receiving appro-
priate treatment for their mental health condition.
These findings are consistent with consumer responses
reported in this study, which indicated that they had not
been informed about the BPD diagnosis by their health
practitioner at the time of the diagnosis. Only a few
health practitioners (9%) reported fully disclosing a BPD
diagnosis to their patients. The reasons these participants
gave for disclosing the diagnosis was to ensure that they
were complying with their professional duties regard-
ing informed consent for treatment, and to enable con-
sumers to access appropriate treatment for their specific
needs.

Contrary to health practitioners beliefs, some con-
sumers with BPD in Sulzer et al’s [115] study (n=29)
reported that they wanted to be informed of their diag-
nosis and discuss the disorder and its associated stigma
with their health practitioner. Most consumers stated
that they experienced relief when they received the diag-
nosis, and that they found the diagnostic process thera-
peutic. Few consumers (n=3) reacted negatively to
receiving a BPD diagnosis. These findings are consistent
with other studies reporting that consumers with BPD
appreciate being informed about the diagnosis by their
health practitioner [34, 62]. In addition, Morris et al’s
[111] qualitative study suggested that the way in which
people are diagnosed and informed about the diagnosis
impacts how they feel about BPD. Consumers who were
informed of their BPD diagnosis by a health practitioner
that was optimistic about effective treatment and recov-
ery prospects were more likely to feel positive about BPD
than consumers who had a negative experience learn-
ing about their diagnosis. Further, Sulzer et al. [115]
observed that some consumers with BPD whose health
practitioner did not openly discuss their diagnosis with
them subsequently disengaged with treatment.

Consumers with BPD also reported that receiving
BPD-related information and education from their health
practitioner was helpful [111, 112] as it assisted them
to understand their symptoms and behaviours [65], and
to see their condition from a disease perspective rather
than as a personality flaw [34]. Other studies highlighted
the importance of receiving adequate information about
BPD from health practitioners; consumers who did not
receive sufficient education showed limited knowledge
and understanding of BPD [3, 68]. This experience may
be relatively common given the findings of Lawn et al. [3]
that 37.8% (n=45/119) of consumers with BPD reported
that they had not received any information from practi-
tioners about what the BPD diagnosis means, and 19.3%
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(n=23) of respondents stated that the diagnosis had
been explained but they had not understood the infor-
mation provided. These practices present major struc-
tural challenges and barriers to consumers with BPD as
they prevent them from having adequate knowledge with
which to understand their symptoms, as well as knowl-
edge regarding treatment options to support them with
their specific needs [16, 107].

Discourse of untreatability

The dominant biomedical approach to healthcare has
been identified as an important structural mechanism
driving the challenges and barriers to responsive services
and care for BPD. Debates in the literature regarding the
effectiveness of biomedical approaches for treating BPD,
which rely upon conventional treatments such as medi-
cation and short-term intervention rather than longer-
term therapy and support, are viewed by many health
practitioners as ill-suited [118, 119]. Social factors con-
tributing to stigma and trauma are not considered in
the biomedical approach, and have consequently cre-
ated the unintentional downstream effects of short-term
crisis interventions, repetitive crisis presentations, and
readmissions to hospital [118]. The inadequacy of the
biomedical model to effectively respond to the complex
needs of consumers with BPD is evident from their high
rates of health service utilization, predominantly pri-
mary, emergency, and mental health services [118, 123].
However, health practitioners working with this popula-
tion experience considerable pressure to align their prac-
tice to the dominant biomedical approach [118], despite
the challenges associated with treatment, perceptions of
poor prognosis, and recovery pathways for BPD [16, 34,
35, 39, 50-53, 57, 76, 77, 84—-86, 104, 105, 107, 109, 110,
113,116, 118, 119, 122].

Sulzer et al’s [118] qualitative study suggests that some
health practitioners avoid working with consumers with
BPD based on the misconception that BPD is not treat-
able as it is not responsive to psychotropic medication.
Another qualitative study [84] found that some health
practitioners were less likely to provide an objective
assessment of consumers’ needs when BPD was pre-
sent, and refused to treat consumers with BPD. Alarm-
ingly, a few health practitioners (n=2) [110] revealed
that they avoided providing any (or minimal) level of
care to consumers with BPD. These findings are consist-
ent with reports of health practitioners witnessing their
colleagues refusing to treat consumers with BPD [84].
Consistent with this, several studies (n=9) reported
consumers’ with BPD [3, 7, 62, 65, 68, 89, 111, 112, 118]
and carers/families of people with BPD [4] being denied
treatment by health practitioners when attempting to
access health services and support. Consumers with BPD
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described their experiences of being denied treatment
by health practitioners as distressing [16, 106], and that
health practitioners’ preconceived ideas and attitudes to
BPD left them feeling "labelled and judged" rather than,
"diagnosed and treated" for their mental health condi-
tion ([112] p.288). Consumers with BPD also stated that
although they believed receiving a diagnosis of BPD was
useful in guiding treatment at times, the BPD diagnosis
affected their treatment and recovery prospects [112].
These findings suggest that the myths concerning the
untreatable nature of BPD persists to impact practice
(i.e., denying treatment) despite evidence of effective
treatments for BPD such as Dialectical Behavioural Ther-
apy, Cognitive Behavioural Therapy, and mentalization
based approaches [16, 107, 114].

BPD-related stigma surrounding health and crisis care
services

BPD and healthcare

Consumers with BPD and their carers/families frequently
access health services in crisis [3, 4, 10, 65] and conse-
quently, experience widespread discrimination, prejudice,
and stigma in health systems [1-4, 7, 8, 10, 16, 19, 33-35,
39, 42, 45, 47-53, 55, 57, 62, 65, 68, 69, 71-73, 76, 77,
8486, 88, 89, 104, 106—123]. A recent review described
BPD-related crises as a recurrent multidimensional cycle
of suicidality, help-seeking, and health service utilization,
linked to the experience of distress among consumers
with BPD, their carers/families, and health practition-
ers [35]. The experience of crisis for people with BPD
has been described by consumers as a sudden onset of
overwhelming emotions in response to negative inter-
nal and/or external stimuli such as interpersonal conflict
associated with feelings of depression or anxiety. Experi-
ences of intense emotional distress may lead to maladap-
tive coping strategies (e.g., feeling unsafe, self-harming
behaviours, suicidality) and precipitate the involvement
of emergency services.

A large-scale quantitative survey [3] undertaken in
Australia supported previous evidence [12] that people
diagnosed with BPD frequently experience high rates of
suicidality. Survey results of the 99 consumer respond-
ents who answered questions relating to suicidality found
that 97% (n=96/99) reported that they have had thoughts
about self-harming, 98.9% (n=94/95) of respondents
reported that they had engaged in self-harming behav-
iours, 100% (n=99) of participants reported having had
thoughts of ending their lives, and 85.6% (n=283/97) of
respondents had made a previous serious attempt at end-
ing their life. Carers/families of people with BPD also
experience distress [35], and feelings of intense stress and
worry in relation to the wellbeing and safety of the per-
son that they care for when that person is experiencing
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crises [4, 35, 73]. Carers/families further disclosed that
they experience feelings of hopelessness and social isola-
tion when attempting to gain support from family [1] and
health practitioners [1, 2, 4, 10].

Health practitioners similarly reported experiencing
distress when working with consumers with BPD in cri-
sis [35, 45] where the threat of suicide is considered to
be the most distressing presentation [110]. Practitioners
disclosed that they find treating consumers with BPD
experiencing suicidality confronting [85]. Suicidality has
historically been judged harshly by some health practi-
tioners [89] viewing consumers with BPD who engaged
in self-harming behaviour as acting out [8] to gain atten-
tion [8, 110] or control others [57]. In contrast, consum-
ers with BPD argued that they are misunderstood by
health practitioners as their self-harming behaviour is
not intended to gain attention or control people; rather,
it is a method for releasing or distracting from intense
emotional pain [3, 8]. When recounting their impulsive
self-harming behaviour, consumers with BPD reported
feeling remorse following self-harm or a suicide attempt
and then seeking help from health services [58] hoping to
recover from the crisis and stabilize their mental health
condition [7]. Although health practitioners under-
stood that consumers with BPD engaged in self-harming
behaviour in response to emotional distress, they con-
sidered these behaviours by consumers with BPD to be a
habitual response [85]. The findings in relation to health
practitioners responses to BPD and suicidality may con-
tribute to the pervasive stigmatizing attitudes and prac-
tices displayed by some health practitioners [1-4, 7, 8,
10, 16, 19, 33-35, 39, 42, 45, 47-53, 55, 57, 62, 65, 68, 69,
71-73, 76,77, 84-86, 88, 89, 104, 106—123].

Health practitioners feelings of frustration, inadequacy
[84], and uncertainty regarding the treatment and man-
agement of consumers with BPD when they present to
health services in crisis [45, 76, 77, 110] might be linked
to a lack of knowledge, confidence, and skills to deliver
high quality care that meet the complex needs of this
population [47-53, 55, 57, 76, 78, 88]. Deans et al’s [57]
quantitative study revealed that one third of nurses who
participated in the study (34%) reported that they did not
know how to care for consumers with BPD. Respondents
in Lawn et al’s [3] study stated that their family doctor
did not appear confident in treating BPD. These findings
highlight the need for BPD-specific education, train-
ing, and supervision to assist health practitioners to
better understand BPD and effectively treat consumers
with this disorder [84, 89]. A recent review [124] found
promising results regarding the capacity of BPD-specific
educational interventions positively modifying health
practitioners’ attitudes and practice to BPD. Health
practitioners also reported that they wanted to receive
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education and training in BPD and crisis interventions to
help them deliver better services and care to consumers
with BPD [124]; practitioners perceived crisis as a con-
sistent feature among consumers with BPD [69, 84, 113],
often necessitating crisis intervention and referrals to
intensive home treatment teams [35] or other commu-
nity-based services and supports [3, 4].

Stigma in relation to BPD and suicidality has been
identified in the literature as a pivotal structural mecha-
nism underscoring the inadequacy of health and crisis
care services and supports for BPD [3, 4, 62]. Studies
[84, 121] found that health practitioners themselves
reported that consumers with BPD and their carers/
families receive inadequate care from health services.
Associated challenges and barriers include the signifi-
cant gaps in the availability, accessibility, and affordabil-
ity of services and supports for consumers with BPD and
their carers/families [3, 4, 8, 33, 35, 42, 65, 72, 73, 84, 85,
106, 109, 111, 112, 117, 120, 123]. Lawn et al’s [3] stud-
ies found that 50% of consumers with BPD reported that
they were unable to access support services when they
needed them; 63% (n=48) of carers/families [4] reported
that they could not access support services, with 51.4%
(n=37) reporting that their family doctor had not sup-
ported them in their caring role.

Primary health care providers reported difficulties nav-
igating health services and referral pathways for clients
with BPD and carers/families given the limited services
and supports available [42]. Hospital and community-
based services and supports for people with BPD and
carers/families in the public system is limited, with long
waiting times for psychotherapy and other BPD-related
programs [3, 4, 42]. Insufficient staff-to-patient ratios
and time constraints to meet workload demands are also
major barriers to delivering responsive services and care
for BPD in emergency and mental health services [84].
In addition, financial barriers relating to the expense of
accessing private specialist services often place signifi-
cant economic demands on consumers with BPD and
their carers/families [3, 4, 73]. These gaps in service pro-
vision for consumers with BPD place pressure on emer-
gency departments as consumers with BPD and their
carers/families perceive there to be few other service
options [10, 117]. Consumers with BPD report view-
ing hospital admissions as a refuge and means by which
to keep themselves safe due to the limited availability of
community services and supports when experiencing
suicidal thoughts and behaviours [71].

Despite ongoing attempts by consumers with BPD and
their carers/families to seek help from hospitals for sui-
cidality, there are conflicting views among health prac-
titioners as to whether, or not, hospital admissions are
effective for consumers with BPD at risk of suicide [16,
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35, 57, 77, 84, 86, 107, 110]. While existing guidelines
recommend that consumers with BPD be assessed and
admitted to hospital for a short stay (up to 3 days) if they
are at immediate risk of suicide [16, 107], approaches to
hospital admissions among health practitioners varied
considerably. Deans et al. [57] found that 89% of health
practitioners reported that consumers should be man-
aged in hospital; contrasting with 14.9% of health prac-
titioners reporting that consumers with BPD should not
be admitted to hospital. Other studies found that some
health practitioners do not view hospitalization as an
effective strategy [86, 110, 121]. For example, in James
et al. [121], 64% of respondents reported that they agreed
with the statement ‘patients with BPD should not be
hospitalized’. Health practitioners decision not to hospi-
talize consumers with BPD (unless at immediate risk of
suicide) may stem from past experiences involving some
consumers’ with BPD creating interpersonal conflict on
the wards, such as splitting staff or negatively influenc-
ing other consumers [110]. Consequently, some con-
sumers with BPD may fall through the service gaps (i.e.,
experience inconsistencies in the care provided and the
recommendations for the delivery of evidence-based
healthcare) [72], or disengage from treatment following
negative experiences in their attempts to seek help from
health services [115].

Other structural challenges and barriers in health sys-
tems impacting the provision of health services and cri-
sis care for consumers with BPD include: limited funding
allocated for BPD-specific resources such as access to
longer term public and private health services [101]; lack
of BPD-related health literacy for consumers and car-
ers/families [1, 3, 4, 7, 34, 35, 61, 88]; concerns regarding
insurance coverage and financing private therapeutic ser-
vices [88]; the lack of evidence-based crisis interventions
given there are currently no Randomized Control Trials
(RCT) assessing the effectiveness of existing crisis inter-
ventions [35]; and, problems associated with discharge
planning and continuity of care [8, 64, 107]. The struc-
tural challenges and barriers specific to carers/families
included: lack of knowledge on BPD [35] and the skills to
help the person they care for [2]; limited access to BPD-
related health literacy, services, and supports to assist
carers/families to cope and care for themselves as well as
the person with BPD experiencing crises [1, 4, 62, 73, 89];
the lack of consultation with health practitioners regard-
ing the care plans detailing the treatment and manage-
ment of the person with BPD which limits carers/families
ability to effectively care for the person with BPD [10].

Practitioner-consumer interactions
This sub-theme is centred around existing literature
exploring the interpersonal dynamics and encounters
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that can arise during health practitioners, consumers
with BPD, and carers/families interactions [3, 4, 7, 48, 49,
51, 65, 72, 85, 104, 109, 116, 119, 122]. Consumers with
BPD commonly experience difficulties with interpersonal
communication and conflicts which are reflected in their
interpersonal relationships and experiences with health
practitioners. Practitioners have been described in the
literature as having an important mediating influence
upon consumers with BPD [35]. For instance, qualitative
studies found that interactions with health practitioners
either relieved or increased the distress of consumers
with BPD and their carers/families [8] with practition-
ers’ responses being perceived as helpful or discrimina-
tory [72]. Consumers with BPD indicated that they felt
socially isolated and rejected when health practitioners
were perceived to be unapproachable [65], or abrasive.
Indeed, Lawn et al. [3] found that more than half of con-
sumer participants with BPD (53%, n =60) recalled being
treated disrespectfully by health practitioners. Consum-
ers with BPD also indicated that they needed to stand up
for themselves when interacting with health practitioners
[62].

Similarly, carers/families of consumers with BPD
reported being treated disrespectfully [4] or made to
feel as though they were to blame, or responsible for,
the presentation of the person with BPD [35]. Carers/
families also recalled experiencing stigma by association
(i.e., stigma extended to family members based on their
relationship with the person that they care for) when
they engaged with some practitioners. These interper-
sonal conflicts may retraumatize consumers with BPD
and their carers/families and catalyse a crisis [35, 115].
Despite these negative encounters, consumers with BPD
reported that they valued their connection with health
practitioners, and wanted to have positive working rela-
tionships with practitioners [115].

Extant literature suggests that health practitioners
believe consumers with BPD are typically difficult to
engage and interact with [114]. Psychiatric nurses per-
ceived consumers with BPD as resistant to treatment,
which made it stressful for the nurses to connect with
these consumers and build rapport [86]. James et al. [121]
found 75% of health practitioners considered consum-
ers with BPD were moderately or very difficult; and 80%
of participants believed that consumers with BPD were
more difficult to engage than other consumers. Health
practitioners also reported experiencing strong emo-
tional reactions including, feeling uncomfortable, pow-
erless, and professionally challenged when interacting
with these consumers [84].Primary health practitioners
[42] and allied health staff [113] also reported being con-
cerned about their ability to effectively manage counter-
transference and practitioner-patient boundaries when
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working with consumers diagnosed with BPD. These
negative reactions and encounters can create major bar-
riers [86] to the development of effective communica-
tion and practitioner-patient relationships [33, 49], as
well as with carers/families. Similar to consumers, health
practitioners also reported that they wanted to improve
their relationships with consumers with BPD and car-
ers/families [76]. Figure 2 presents the various macro-
and micro-level structural mechanisms, challenges, and
barriers impacting the provision of healthcare for BPD.
Additional file 3 outlines the structural factors influenc-
ing BPD-related structural stigma in healthcare systems
across the relevant populations (i.e., health practitioners,
consumers with BPD, and carers/families).

Discussion

This scoping review systematically mapped and synthe-
sized a narrative summary of international literature
examining the impact of structural stigma on the provi-
sion of healthcare for people with BPD and their carers/
families. The results presented here confirm that BPD
remains a highly stigmatized and controversial men-
tal illness that engenders inconsistent and often inad-
equate responses in health systems [1-4, 34, 35, 49, 52,
65, 68, 73]. Consumers with BPD and their carers/fami-
lies face many sources of adversities when seeking help
from health services [1-4, 10, 65, 73]. These adversities
stem from several macro- and micro-level factors that
contribute to the shortcomings in health services and
care for BPD [34, 35, 42, 47, 90, 108, 114, 115, 118, 125].
The prominent structural mechanisms, challenges, and
barriers impacting the delivery of responsive health
services and care for BPD comprised: discrimination
and stigma towards consumers with BPD and their
carers/families [19, 34, 35, 49, 72, 106, 122, 126]; the
inadequacy of the biomedical model of care in meeting
the complex needs of BPD [114, 118]; the DSM group-
ing for BPD [12, 118]; and, the limited BPD-related
resources including support services and education [3,
4]. These structural considerations have had a profound
impact on the capacity of health systems to deliver
responsive services and care to this population.

Several key themes and sub-themes emerged from
the data highlighting the immense effects of structural
stigma on consumers with BPD and their carers/families
who endeavour to access health services and supports.
Commonly held myths concerning the legitimacy of the
BPD diagnosis, its disclosure to consumers, and the dis-
course of untreatability are interlinked, and combine to
perpetuate the stigmatizing culture, attitudes, and prac-
tices evident within many health systems [3, 4, 35, 72,
106, 114, 118, 120]. Debates continue to question the
validity of BPD as a mental health disorder—sometimes
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Fig. 2 Macro- and micro level structural mechanisms, and barriers impacting healthcare for health practitioners, consumers with BPD, and carers/
families

framing its symptomatology as an immoral discourse
(e.g., acts of self-harming behaviour are an attempt to
gain attention), rather than a diagnosis positioned within
a illness discourse [35, 114]. This implies that consumers
with BPD are not truly ill or deserving of healthcare and
thus justify the refusal of treatment. Contrastingly, the
evidence that health practitioners used to categorize con-
sumers as not being ill (such as presenting with suicidal
behaviour) could also be used to justify these consumers’
legitimate illness and need for treatment [114]. Chronic
suicidality among consumers with BPD could instead be
interpreted as a cry for help and a signal that these con-
sumers are not receiving effective treatment to assist their
recovery, despite their ongoing attempts to seek help
[112]. The notion that receiving healthcare is contingent
on particular definitions associated with being unwell
[114] violates peoples’ most fundamental right to access
healthcare [16]. These findings suggest a need to recog-
nize and respond to the serious nature of crisis presenta-
tions in health systems given consumers with BPD are a
patient group at high-risk of suicide [28, 114].

The extent of the structural stigma associated with
BPD has had a substantial influence on health practition-
ers’ diagnostic and disclosure practices [19, 114]. The

complexity of BPD [12, 19], and the associated structural
problems (i.e., lack of available treatment options, stig-
matizing culture and practices, inadequate training of
health professionals) have resulted in some health prac-
titioners withholding a BPD diagnosis from their patients
[19, 108, 114]; perceiving that giving this diagnosis would
do more harm than good [115]. In contrast, this assump-
tion has been refuted by other health practitioners [19,
123] and consumers with BPD who reported that receiv-
ing a diagnosis of BPD gave them relief and was a positive
step towards understanding BPD, its associated symp-
toms, and accessing appropriate treatment [115].
Findings relating to health practitioners’ pervasive
stigmatizing attitudes and practices to BPD underscore
the structural problems that are woven into the cul-
tural fabric of health systems [34]. Studies indicate that
some health practitioners may hold prejudice towards
BPD, limiting their ability to explore and understand the
underlying causes of self-harming behaviour among con-
sumers with BPD [123]. For consumers with BPD, their
experiences of repeated crises are complex and multi-
dimensional, and may compound their level of distress,
as well as the distress experienced by their carers/fami-
lies and health practitioners [45]. Evidence suggests that
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health practitioners also find these experiences challeng-
ing, and may feel powerless in the context of self-harm,
and overwhelmed by the chaotic and conflictual inter-
actions partly due to the lack of knowledge, strategies,
and skills to manage crisis situations [34]. It is likely that
health practitioners’ stigmatizing attitudes and external-
izing practices of blame and refusal of care, arise from
being overwhelmed and uncertain about how to man-
age the situation [34]. Sansone and Sansone [90] argued
that health practitioners’ negative reactions to consumers
with BPD may simply reflect a normal human response
to the complexity and pathological nature of these con-
sumers. The extent to which the stigma of BPD is largely
situated within health systems is an indication that the
problems and solutions lie in the culture and delivery
of health services and care, and not the BPD diagnosis
[60], and requires concerted effort to address the impact
of structural stigma on healthcare for this population
[92]. These findings highlight the importance of invest-
ing in BPD-related education, training, and supervision
to assist health practitioners to better support consum-
ers with BPD and their carers/families when they engage
with health services during crises [45, 54, 77, 89, 106,
109, 110].

This review has implications for health service design
and the delivery of responsive treatment and crisis inter-
ventions to better support consumers with BPD and their
carers/families. The literature identifies several recom-
mendations for addressing BPD-related structural stigma
and improving health service delivery including the uti-
lization of whole-of-system approaches to addressing
structural stigma at both the macro- and micro-levels of
healthcare institutions [34, 42, 47, 48, 52, 110, 113, 116].
This involves implementing coordinated and targeted
approaches that address the structural factors associ-
ated with BPD-related stigma in health systems includ-
ing: the cultural norms, policies, and practices [16, 47,
107]; implementing psychosocial models of care for BPD
[60] underpinned by person-centred and compassionate
approaches [35, 77]; and, increasing funding for BPD-
related resources [41] which include professional devel-
opment for staff.

Clear recommendations have detailed the need
for health services to not only treat the physical ail-
ments associated with self-harm, but also, the underly-
ing emotional distress that is associated with self-harm
and suicidality among consumers with BPD [60]. These
recommendations require holistic approaches to care
delivery including increased access to longer-term spe-
cialized therapeutic services [42, 49]. In addition, the
absence of RCT confirming the effectiveness of existing
crisis interventions for BPD [79] makes clinical decisions
regarding evidence-based treatment and management
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of BPD challenging. This warrants urgent instigation of
high-quality research to investigate the efficacy of crisis
interventions for BPD [35]. At a system level, structural
stigma concerning BPD in healthcare systems must be
addressed. Research investigating the various multi-lev-
els and multifaceted components of BPD-related stigma
is needed to explicate how changes in each of these
structural factors interact and operate (either separately
or together) to impact the health and wellbeing of this
population. This may include testing the specific effects
of the structural mechanisms identified in this review in
relation to their impact on health service access, service
delivery, and health outcomes of people with BPD and
their carers/families [80].

Limitations

There are several limitations to this review. Studies
included in this review may have an inherent bias in
terms of their research question (e.g., attracting par-
ticipants who have had bad experiences with the health
system). It is important to acknowledge that despite
the structural barriers and associated stigma discussed
in this review, these findings may not apply across all
health systems, particularly health and community-
based services providing high quality BPD-related
services and care to community. Another limitation
involved BPD being the primary diagnosis explored
within the context of structural stigma and its impact
on healthcare therefore, data pertaining to experiences
of structural stigma relating to other mental health dis-
orders (including personality disorders) were not cap-
tured. Also, publications were limited to English only,
and some relevant publications may have been missed
due to the exclusion of full-text publications that were
unable to be accessed free of charge, or older publica-
tions that may not have been available for download.
Furthermore, there is a lack of high-quality RCT which
restricted the findings of this review such that infer-
ence of causality regarding the health impacts of struc-
tural stigma [79] could not be applied, nor generalized
to the broader population [9]. This includes the lack of
effectiveness studies available to support the use of evi-
dence-based crisis interventions for BPD [79].

Conclusion

Consumers with BPD and their carers/families often
experience recurring crises and frequently seek help
from healthcare services. Structural stigma specific to
BPD remains pervasive in health systems, reflected by
many macro- and micro-level factors that are embed-
ded in institutional policies, cultural norms, and prac-
tices. Key structural mechanisms impacting the delivery
of adequate services for BPD were identified in the
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literature. These included BPD-related stigma and dis-
crimination, and the dominance of the biomedically-
driven approaches to healthcare. Implications for future
practice and research were discussed, along with recom-
mendations for addressing BPD-related stigma in health-
care systems including the need for holistic system-wide
changes to service delivery that are underpinned by psy-
chosocial and person-centred approaches.
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