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[bookmark: _Toc138433557]Thesis Abstract
The subsequent three papers aim to explore psychological practitioners’ experience of working with service users with a diagnostic label of borderline personality disorder (BPD) and investigate the role of formulation in staff empathy and therapeutic optimism towards this service user group. Paper one, for example, reports a literature review which explores what is known about the experiences of psychological practitioners who work therapeutically with adults diagnosed with BPD.  In the twelve-article review, there was some evidence to suggest that practitioners were more negative about, less empathic toward and had stronger emotional responses (e.g., frustration, anxiety) to service users with a diagnosis of BPD, particularly when compared to therapeutic work with service users with other diagnostic labels. Positive experiences however, such as hope, were also identified. Limitations of the included studies and the review process, however, indicated a need for further research in this area. 
Paper two details a pre-and-post vignette study investigating the role of psychological formulation on staff empathy and therapeutic optimism, toward a service user with a presentation associated with a diagnostic label of BPD. Sixty-six mental health professionals working in NHS mental health inpatient services took part in this empirical research. Following exposure to the formulated case vignette, two constructs of empathy (i.e., perspective taking and empathic concern), and therapeutic optimism significantly increased. The clinical implications and limitations of the study are discussed, and suggestions for further research are made. Paper three presents an executive summary of this empirical paper, written for NHS staff who work in mental health inpatient services. This summary may also be relevant for those who have an interest in psychological formulation, such as mental health professionals and service users. 
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[bookmark: _Toc138433558]Paper 1: Literature Review


What is known about the experiences of Psychological Practitioners who work therapeutically with adults diagnosed with Borderline Personality Disorder: a literature review





Word count: 7,881 (Excluding the title page, references, and appendices)





This literature review is intended for publication in the journal ‘Psychology and Psychotherapy: Theory, Research and Practice’. The referencing style of this paper is APA 7th edition, in line with the journal requirements. Author guidelines for the journal can be found in Appendix A. Further modifications will be made before submitting to the journal to meet these guidelines.
[bookmark: _Toc133330205][bookmark: _Toc138433559]Abstract
Purpose: Despite a large evidence base demonstrating longstanding stigma from mental health professionals towards service users with a diagnosis of borderline personality disorder (BPD), there is currently little known about the experiences of psychological practitioners who work therapeutically with this service user group. Psychological practitioners tend to be highly involved with supporting this service user group alongside supporting the wider team involved with their care. This review, therefore, aimed to identify and appraise existing literature to investigate what is known about this therapeutic experience.
Method: A systematic review of articles published up to April 2022 was conducted. A total of 12 studies were identified, critically reviewed, and synthesised.
Results: The included articles illustrated a range of cognitive and emotional responses experienced by psychological practitioners across a range of settings. For example, psychological practitioners were more negative about and less empathetic toward service users with a diagnosis of BPD when compared to other mental health diagnoses (e.g., depression). Psychological practitioners also had strong emotional responses (e.g., frustration, anxiety) when working therapeutically with this service user group, however, they also identified positive experiences including feeling “impressed” and describing “hope”.
Conclusions: Limitations of included studies and the review process need to be considered when interpreting the results. Findings, however, indicate that psychological practitioners experience negative perceptions of, and emotional reactions towards this service user group, similar to findings reported in other reviews exploring mental health workers more broadly. Positive experiences, however, are also identified. These responses along with possible associated factors are discussed.


[bookmark: _Toc133330206][bookmark: _Toc138433560]Introduction
Individuals who are diagnosed with borderline personality disorder (BPD) are said to present with interpersonal and emotional regulation difficulties, risk of self-harm and suicide, and an increased risk for substance misuse (Leichsenring et al., 2011; Sansone & Sansone, 2013). This service user group can require support from a range of services and high levels of support (e.g., inpatient admissions) at times of crises (Egan et al., 2014). The diagnosis of BPD, despite being helpful and validating for some service users (Lester er al., 2020), has received strong criticism due to the stigma attached to the label and lack of specificity regarding its diagnostic criteria and associated risk factors (Amad et al., 2019; Lewis & Grenyer, 2009). The diagnostic label, however, will be used throughout this review for ease of reading.
Attitudes and emotional reactions towards the diagnosis of BPD have been widely researched in healthcare settings around the world (Avriam et al., 2006). In a 2013 literature review, Sansone and Sansone reported that mental health professionals disclosed a number of negative attitudes towards service users with a diagnosis of BPD. The mental health professionals included psychiatric nurses, psychotherapists and “mixed samples of mental health clinicians” such as psychiatric nurses, healthcare assistants, psychologists, and psychiatrists. The negative attitudes reported included perceiving service users with a diagnosis of BPD as dangerous, unrelenting, time consuming and more difficult to take care of. This review also suggested that professionals experienced a range of emotional reactions when working with this service user group including feeling uncomfortable, anxious, frustrated, and manipulated. They found some evidence to suggest that these experiences (i.e., the attitudes and emotional reactions) were more negative than the experiences that mental health professionals had towards other mental health conditions, although this was not the focus of their review.
More recently, a literature review of twenty-five quantitative studies authored by McKenzie et al. (2022) was published. Their review investigated whether ‘mental health workers’ held different attitudes towards individuals with a diagnosis of BPD compared to other mental health conditions. The ‘mental health workers’ in this review included professionals from nursing, psychology, social care, and psychiatry disciplines. The findings suggested that practitioners working with this service user group rated their experiences more negatively (e.g., feeling less positive, confident, or purposeful), expressed less empathy, and showed lower levels of treatment optimism in comparison to working with service users with other mental health conditions. They also reported that professionals felt more frustrated, angry, and helpless when working with individuals diagnosed with BPD compared to other mental health conditions.
This existing evidence base, however, has illustrated that the majority of the studies’ samples have represented psychiatric nurses or “mixed samples” of different professions (McKenzie et al., 2022; Sansone & Sansone, 2013), with a paucity of research which specifically explores psychological practitioners experience of working with individuals diagnosed with BPD. The term ‘psychological practitioner’ includes any qualified practitioner working in a psychological or psychotherapeutic role (Summers et al., 2020), for example, clinical psychologists, trainee psychologists, other chartered psychologists, and psychological therapists. Psychological training programmes emphasise a person-centred approach, as opposed to a medical model emphasised in other professional training such a psychiatric nursing (Bodner et al., 2011; British Psychological Society [BPS], 2019; Liebman & Burnette, 2013), therefore it would be interesting to explore psychological practitioners more explicitly. 
With this, it is also important to consider the role of a psychological practitioner, not only working directly with service users but their responsibilities within a wider multidisciplinary team. Psychological practitioners, for example, have several responsibilities regarding indirect care, such as sharing knowledge with colleagues, supervision, formulation and/or leadership roles ((BPS, 2010; British Association for Behavioural and Cognitive Psychotherapy [BABCP], 2021; British Association for Counselling and Psychotherapy [BACP], 2018; Health and Care Professionals Council [HCPC]). A psychological practitioner, therefore, needs to have an awareness of their own biases, not just for the purpose of the direct therapeutic relationship, but also for the integrated relational and systemic aspects of indirect working and how their biases may affect others or the systems they work in (Hawkins & Shohet, 2012).
[bookmark: _Toc133330207][bookmark: _Toc138433561]Rationale for literature review
There is a strong evidence base demonstrating that a range of mental health professionals report more negative experiences of working with individuals labelled with a diagnosis of BPD than other mental health conditions. Psychological practitioners, however, may warrant more specific exploration due to their different training routes and psychological, rather than diagnostic/medical, approach. This review could provide valuable learning in regard to how psychological practitioners experience working with individuals diagnosed with BPD, which could have implications for quality of care, professional development, and personal reflection. This literature review, therefore, aims to answer the following research question: “What is known about the experiences of psychological practitioners who work therapeutically with adults diagnosed with borderline personality disorder?”. 
[bookmark: _Toc133330208][bookmark: _Toc138433562]Method
[bookmark: _Toc133330209][bookmark: _Toc138433563]Search strategy 
This literature review utilised a systematic search strategy completed in April 2022. The database host EBSCO was used to access the following relevant databases: MEDLINE, CINAHL, PschINFO and PsycARTICLES along with Scopus. Publication bias, however, is an inherent issue for psychological research, with unpublished studies being less likely to report significant findings (Fanelli, 2012), therefore, to mitigate this, grey literature was searched using OpenGrey. Hand searches and google scholar were also used to review reference lists and identify any additional articles. The following key words were used with Boolean operators to advance the search: (Psychologist* OR Psychological therapist* OR therapist* OR counsellor*) AND (Borderline Personality Disorder OR Emotionally unstable personality disorder OR BPD OR EUPD) AND (Attitudes OR Stigma* OR views OR reactions OR bias OR prejudice OR perceptions OR beliefs OR transference) AND Adult*. The databases were searched electronically for peer reviewed articles published in English, with no date limiter applied.
The initial search yielded 217 results, which reduced to 140 when duplicates were removed. Twelve studies were identified to be included within this review. The studies have been briefly described in Table 1, with Figure 1 detailing the literature search process (Liberati et al., 2009). 
[bookmark: _Toc133330210][bookmark: _Toc138433564]Inclusion and Exclusion criteria 
To be included in this literature review, studies were required to:
· Be published in English due to a lack of translation resources.
· Be peer reviewed.
· Include participants’ working in mental health services as a psychological practitioner.
· Specifically refer to staff attitudes, views, or experiences of working therapeutically with service users diagnosed with BPD.
Studies which met the following criteria were excluded:
· The article was a summary or opinion piece.
· The article evaluated staff experiences of working with service users diagnosed with BPD related to or following training in a specific intervention or theoretical approach.
· The article referred to therapeutic work with children (<18) or older adults (+65) due to differences in clinical presentation (Peckham et al., 2020).

Records identified through database searching (N=217)

EBSCO host:
PsychINFO (n = 15)
PsychARTICLES (n = 4)
MEDLINE (n = 80)
CINAHL (n = 22) 
Scopus (n = 96)
OpenGrey (n = 0)
Records removed before screening:

Duplicate records removed 
(n = 77)

Records screened by title and abstract (n = 140)
Records excluded due to a clear lack of relevance to the review topic or clear violation of inclusion criteria
(n = 114)
Full texts assessed for eligibility
(n = 26) 
Reports excluded (n = 20) due to:

- Specific intervention (n = 4)
- Commentary/Reflective article 
(n = 2)
- Psychology professionals not currently working within MH services (n = 5)
- Unable to differentiate Psychology professionals’ data from sample 
(n = 6)
- Does not specifically refer to “Borderline” Personality Disorder 
(n = 1)
- Referred to therapeutic work with children or older adults (n = 2) 
Studies included in review
(n = 12)

Identification of studies via databases and registers
Identification
Screening

Included
Hand searching of articles citations (using google scholar) and reference lists for further eligible articles (n = 6)
Figure 1 
Flow Chart Demonstrating Literature Review Search Strategy

[bookmark: _Toc133330211][bookmark: _Toc138433565]Critical Appraisal 
All quantitative studies included were cross-sectional, therefore the appraisal tool for cross-sectional studies (AXIS) (Downes et al., 2016) was used to critically appraise these papers, due to its specificity to this methodology and inclusion of key issues apparent in cross-sectional studies. The critical appraisal skills programme (CASP) qualitative checklist was used to appraise the qualitative studies (CASP, 2018), as this tool is advocated by National Institute for Health and Care Excellence (NICE) review protocol guidelines (2018). The mixed methods study was assessed using both the AXIS and the CASP. 
The AXIS and the CASP tool score every item out of 2. A 2 is awarded if the criterion is fully met, a one is awarded if the criterion is partially met, and a 0 is awarded if the criterion is not met or if it is not clear. Quality scores for each item within the two tools are illustrated in Tables B2 and B3 (Appendix B), with key strengths and limitations for the studies highlighted in Table 1. A summary of the quality of studies has been synthesised within the results section. 
[bookmark: _Toc133330212][bookmark: _Toc138433566]Results
[bookmark: _Toc133330213][bookmark: _Toc138433567]Overview of included studies
[bookmark: _Toc133330214][bookmark: _Toc138433568]Of the twelve studies included within this review, nine utilised a quantitative design, two a qualitative design and one a mixed methods approach. Psychological practitioners were identified through professional titles, which varied from psychologists (Black et al., 2011; Bodner et al., 2011; Bodner et al., 2015) clinical and trainee clinical psychologists (Bourke & Grenyer, 2010; 2013; 2017; Millar et al., 2012; Servais & Saunders, 2007), “clinicians” differentiated by their primary discipline as either psychologists or “masters level therapists” (Liebman & Burnette, 2013),  psychotherapists (Putrino et al., 2020), and therapists from a range of therapy modalities including cognitive, behavioural, interpersonal, psychodynamic, systemic, eclectic and “other” (Brody & Farber, 1996; McIntyre & Schwartz, 1998). The staff recruited to participate worked across a variety of settings including primary and mental health services (Millar et al., 2012), community health teams (Bourke & Grenyer, 2010; 2013; 2017), mental health hospitals (Bodner et al., 2011; Bodner et al., 2015), academic centres (Black et al., 2011), and “institutional” and private settings (Brody & Farber, 1996). Some studies did not report where participants worked (Liebman & Burnette, 2013; McIntyre & Schwartz, 1998; Putrino et al., 2020; Servais & Saunders, 2007) but required practitioners to have experience of working therapeutically with individuals diagnosed with BPD. The included studies took place in America (Black et al., 2011; Brody & Farber, 1996; Liebman & Burnette, 2013; McIntyre & Schwartz, 1998; Servais & Saunders, 2007), Australia (Bourke & Grenyer, 2010; 2013; 2017), Israel (Bodner et al., 2011; Bodner et al., 2015), Argentina (Putrino et al., 2020) and Scotland (Millar et al., 2012). 
Quantitative Studies
Seven of the quantitative studies utilised self-report, Likert scale measures (Black et al., 2011; Bodner et al., 2011; Bodner et al., 2015; Brody & Farber, 1996; Liebman & Burnette, 2013; McIntyre & Schwartz, 1998; Servais & Saunders, 2007). Some measures were created by the authors (Black et al., 2011; Bodner et al., 2011; Servais & Saunders, 2007), other used validated measures (Bourke & Grenyer, 2013; McIntyre & Schwartz, 1998) and some studies also included a case vignette (Bodner et al., 2015; Brody & Farber, 1996; Liebman & Burnette, 2013; McIntyre & Schwartz, 1998) to apply measures to. 
Servais and Saunders (2007), for example, created a sematic differential scale (e.g., safe vs dangerous, worthy vs unworthy) with five “targets” to examine attitudes of 306 clinical psychologists towards these targets. These targets included ‘yourself’, a member of the public, a person diagnosed with depression, a person with “borderline features” and a person diagnosed with schizophrenia. A one-way analysis of variance (ANOVA) was then used to indicate any significant differences between the “target” ratings. Black and colleagues (2011) also created their own questionnaire, consisting of 31-items exploring sub-scales of caring attitudes, empathy, and treatment optimism. This survey was distributed to nine academic centres and completed by 706 multidisciplinary professionals of which 53 were psychologists. An analysis of covariance (ANCOVA) was used to test for differences between the subscales and professional groups, with gender, experience and site entered as covariates. 
Bodner et al. (2011) explored staff attitudes towards the diagnosis of BPD in a sample of 57 clinicians’, of which 13 were psychologists. They created two inventories referring to cognitive (47 items) and emotional attitudes (20 items) and utilised multivariate analyses of variance (MANOVAs) to compare the 3 groups of clinicians (i.e., nurses, psychologists, and psychiatrists) on the factors of the cognitive and emotional inventories (e.g., antagonistic judgments, perception of suicidal tendencies, negative emotions, and empathy). Bodner et al. (2015) further developed these inventories through confirmatory factor analysis and replicated the 2011 study with a sample of 691 professionals, including 162 psychologists. This 2015 study also added a vignette element to explore implicit attitudes. MANOVAs were again used to compare the responses of the different professional groups on the factors of the inventories used.
Other studies that utilised case vignettes included Brody and Farber (1996). They designed a 25-item experience and attitude scale and 20-item vignette rating scale to explore the countertransference reactions of 336 therapists working with service users diagnosed with major depression, BPD, and schizophrenia. This study assessed therapists’ attitudes towards working with this service user group and their reactions to a clinical vignette which described the three previously mentioned diagnoses. ANOVAs were then used to explore any differences between the attitudes and responses of therapists toward the different service user groups. Liebman and Burnette (2013) also used a case vignette, which described a service user presenting with difficulties associated with BPD and then used a web-based survey to capture countertransference reactions (e.g., empathy, trust, dangerousness) of psychiatrists and psychological practitioners (psychologists and therapists N=479). MANOVAs were then used to assess differences in clinician attitudes across discipline and the surveys subscales. Experience and gender were also considered as confounding factors.
The quantitative study which applied validated questionnaires to their research question was McIntyre and Schwartz (1998). They asked 155 psychotherapists to listen to audio recordings of interview sessions with service users presenting with difficulties associated with a diagnosis of major depression or BPD and then used the Impact Message Inventory (Kiesler, 1987) to measure personal reactions to the interview and the Stress Appraisal Scale (Carpenter & Suhr, 1988) to investigate therapist anxiety. A series of ANOVAs were then computed to explore gender differences and differences in countertransference reactions to the different service user groups. Years of experience was also investigated as a possible confounding factor.
Finally, the two quantitative studies which did not utilise Likert scale measures included Bourke and Grenyer (2010; 2017). They utilised a relationship anecdotes paradigm (a semi-structured face-to-face interview procedure) to code relational patterns from interviews with 20 clinical psychologists, to examine emotional and cognitive responses to service users diagnosed with BPD or major depressive disorder (MDD). In 2010, Bourke and Grenyer utilised a core conflictual relationship theme analysis (CCRT) to analyse the interview transcripts, whereas a computerised linguistic content analysis was used in 2017. Years of experience was added as a factor to the statistical model in 2010, with the 2017 study also considering years of experience, therapist age and gender.
[bookmark: _Toc133330215][bookmark: _Toc138433569]Qualitative studies
The included qualitative studies utilised different methodologies. For example, Millar et al. (2012) recruited 16 psychologists (including trainees and qualified) to focus groups through purposive sampling. The focus groups were “naturally occurring” meaning that participants were colleagues who already knew each other. The group transcript was then analysed using interpretive phenomenological analysis. Putrino et al. (2020), however, used semi-structured interviews with 43 therapists, from different theoretical orientations, to explore emotional and physiological reactions when working with service users diagnosed with either BPD or depression. A snowball sampling approach was used, where psychotherapists who had “previous contact” with the researchers were contacted via email. The data was analysed using a consensual qualitative research (CQR) approach which focused on developing categories to describe consistencies across cases. 
[bookmark: _Toc133330216][bookmark: _Toc138433570]Mixed method studies
Bourke and Grenyer (2013) utilised a mixed methods approach. They explored the therapists accounts of process when working with service users diagnosed with either BPD or depression, from the same sample of 20 therapists used in their other research (Bourke & Grenyer, 2010; 2017). In this study however, the interview transcripts were analysed through thematic content analysis software, and the Psychotherapy Relationship Questionnaire (Westen, 2000) was administered to measure perceived relational patterns between the service user and the therapist. 
Table 1  
Data Extracted from the 12 Studies Included in the Literature Review Pertaining to Study Characteristics, Participant Details, Key Findings and Strengths and Limitations 
	Author, Date, and Country
	Sample and Setting
	Methodology
	Key Findings Pertaining to Psychological Practitioners
	Comparison Group (if applicable)
	Strengths
	Limitations

	Black et al. (2011) 
 
USA 
 
 
	Total sample (n=706): Psychologists (n=89)
 
Psychology sample = 53 female; 43 male; 4 unknown. 
 
Academic centres. 
 
	Quantitative – survey. 
	Psychologists were less likely to endorse medication. 
Psychologists were more optimistic psychotherapies. 
More contact increased positive attitudes. 


	Compared professional groups including nursing, psychiatry, social work, psychology and ‘other’. 
	Clear aims and appropriate design. 
Results clearly presented. 
Adequate selection process. 
Conclusions justified. 
Limitations discussed. 


	No power analysis reported. 
Psychometrics not validated. 
Concerns re: non-response bias 



	Bodner et al. (2011) 
 
 
 
Israel 
	Total sample (n=57): Psychologists (n=13)
 
Psychiatric hospitals. 
 
	Quantitative –  
Cognitive attitudes and treatment inventory. 
 
Emotional attitudes inventory.  
 
	Psychologists had less antagonistic views and greater empathy for service users diagnosed with BPD. 
 

	Compared professional groups including nurses, psychologists, and psychiatrists.
	Clear aims and appropriate design. 
Results clearly presented. 
Attempts to create and validate psychometric inventories. 
Conclusions justified. 
Limitations discussed. 



	No power analysis reported. 
Small sample. 
Concerns re: non-response bias. 








	Bodner et al. (2015) 
 
 
 
Israel 
	Total sample (n=691): 
Psychology (n=162), 
 
Psychology; 125 female, 37 male. 
 
Psychiatric hospitals. 
 
	Quantitative –  
The cognitive attitudes inventory (Bodner et al, 2011). 
The emotional attitudes inventory (Bodner er al, 2011). 
Implicit attitudes inventory with a vignette around hospitalisation. 
 
	Psychologists had fewer negative attitudes and more empathy for services users diagnosed with BPD.  
 
 
	Compared professional groups including nurses, psychologists, and psychiatrists.
	Clear aims and appropriate design. 
Some validated measures.
Effect size reported. 
Results presented. Conclusions justified. 
Limitations discussed. 
Conflict of interests/funding reported.

	No power analysis reported. 
Concerns re: non-response bias. 
 











	Bourke & Grenyer (2010) 
 
 
Australia  
 
	20 Clinical Psychologists 
 
17 female; 3 male. 
 
Community health teams. 
	Quantitative – Recorded interviews with core conflictual relationship theme analysis (CCRT). 
	Therapists were empathetic but less confident when working with diagnoses of BPD. 
  
Years of experience = no effect. 
 
	Service user comparison group (compared experiences of a diagnostic label of BPD to experiences of a diagnostic label of major depressive disorder [MDD]).
	Clear aims. 
Based on real therapeutic relationships. 
Included comparison group. 
Results presented and conclusions justified. 
Limitations discussed. 


	No power analysis reported. 
Snowball sample may not be representative. 









	Bourke & Grenyer (2013) 
 
 
Australia  
	Same as Bourke & Grenyer (2010) 
 
	Mixed methodology 
 
Quantitative –Psychotherapy Relationship Questionnaire (Westen,
2000). 
 
Qualitative –  
Semi structured interviews analysed with computer assisted content analysis. 
	Therapists experience greater emotional distress when working with service users diagnosed with BPD. 
 Supervision was important in maintaining a positive therapeutic frame. 
 Years of experience = no effect.


	As above
	Mixed methodology – clear aims and appropriate design. 
Based on real therapeutic relationships. 
Included comparison group. 
	No power analysis reported. 
Snowball sample may not be representative. 
Relationship between researcher and participants not considered. 


	Bourke & Grenyer (2017)


Australia 

	Same as Bourke & Grenyer (2010) 
	Quantitative - Linguistic
responses
analysed
using
linguistic
inquiry &
word count.

	Therapists used more words describing negative emotions (e.g., sadness/anger) working with service user diagnosed with BPD. 
Years of experience = no effect. 

	As above
	Clear aims and appropriate design.
Based on real therapeutic relationships. 
Included comparison group. 
	No power analysis reported. 
Snowball sample may not be representative. 






	Brody & Farber (1996) 
 
 
USA 
 
	336 therapists
 
“Split equally between male and female”  
 
Private and “Institutionally-based” settings 
 
 
	Quantitative - survey with case vignettes 
	Service users diagnosed with BPD evoked the greatest degree of anger/irritation and the least degree of liking, empathy, and nurturance. 
Years of experience increases comfort with emotional reactions.  


	Service user comparison group (compared experiences of a diagnostic label of BPD to experiences of a diagnostic label of major depression and schizophrenia).
	Clear aims and appropriate design. 
Adequate selection process. 
Included comparison group. 
Methods sufficiently described. 
Results presented and conclusions justified. 
Limitations discussed. 


	No power analysis reported. 
Psychometrics not validated. 
Some inconsistencies in data. 
Concerns re: non-response bias. 









	Liebman & Burnette (2013) 
 
 
USA 
	Total sample (n=560): 
 
Psychology professionals (n=479) as categories were not mutually exclusive. 
 
Setting not specified. 
 
	Quantitative – Online survey with case vignette. 
	Psychological practitioners endorsed more positive reactions, were more empathetic but less trusting of service users diagnosed with BPD. 
 
 
 
	Compared professional groups including psychiatry and psychology.
	Clear aims and appropriate design. 
Adequate selection process.  
Results presented.
Conclusions justified. 
Limitations discussed. 
 

	No power analysis reported. 
Psychometrics not validated. 
Some inconsistencies in data. 
Concerns re: non-response bias. 



	McIntyre & Schwartz (1998) 
 
 
USA 
 
 
 
 
	155 licensed psychotherapists: 53 male; 102 female. 
 
Setting not specified. 
	Quantitative – Questionnaires with case audio files 

Impact Message Inventory (Kiesler, 1987) 
Stress Appraisal Scale (Carpenter & 
Suhr, 1988). 
 
	Service users with a diagnosis of BPD evoked more dominant and hostile emotional reactions. 
The degree of countertransference decreases with years of experience. 
 
	Service user comparison group (compared experiences towards a diagnostic label of BPD to experiences of a diagnostic label of major depression).
	Validated measures used. 
Clear aims and appropriate design. 
Included comparison group. 
Adequate selection process. 
Methods sufficiently described. 
Results presented and conclusions justified. 



	No power analysis reported. 
Concerns re: non-response bias. 
Limitations not discussed. 











	Millar et al. (2012) 
 
 
 
Scotland 
	16 female psychologists 
 
Primary and mental health services. 
	Qualitative – Focus groups  
 
Interpretive phenomenological analysis. 
	Psychologists held negative perceptions of services users diagnosed with BPD. 
Participants were aware of negative appraisals and took steps to manage them. 
Psychologists also reported positive experiences.
	Not applicable 
	Clear aims and appropriate methodology. 
Data analysis rigorous with clear statement of findings. 
Clear value of research. 
	Homogenous, small sample. 
Participants were colleagues – possible social desirability effect. 
Relationship between researcher and participants not fully considered. 
 



	Putrino et al. (2020) 
 
 
Argentina 
	43 Clinical Psychologists: 28 female; 15 males. 
 
Setting not specified 
 
	Semi-structured interviews
 
Consensual qualitative research (CQR) approach. 
 
	Psychologists experience similar levels of negative emotions related to treating service users diagnosed with BPD and depression but reported different physiological responses. 
	Service user comparison group (compared experiences towards a diagnostic label of BPD to experiences towards a diagnostic label of depression).
	Clear aims and statement of findings. 
Included comparison group.  
Clear reporting of clinical significance/value of the research. 
	Relationship between researcher and participants not fully considered. 
Retrospective self-report data – could be impacted by recall bias and social desirability. 




	Servais & Saunders (2007) 
 
 
USA 
 
 






	306 Clinical Psychologists: 138 male; 168 female. 
 
Setting not specified. 
 






	Quantitative – survey 
	A person with “borderline features” was rated as the least safe, the second least worthy and as highly undesirable. 
 
 








	Service user comparison group (compared experiences towards a diagnostic label of BPD to experiences of ‘yourself’, a member of the public, a person diagnosed with depression and a person diagnosed with schizophrenia). 
	Clear aims and appropriate design. 
Results clearly presented. 
Included comparison group. 
Adequate selection process. 
Effect size reported. 
Conclusions justified. 
	No power analysis reported. 
Psychometrics not validated. 
Concerns re: non-response bias. 
Limitations not discussed. 









[bookmark: _Toc138433571]Study Quality
[bookmark: _Toc133330218][bookmark: _Toc138433572]The quality assessment process identified a variety of strengths and weaknesses. Some common strengths shared between the studies included a clear account of their aims and employment of appropriate cross-sectional or qualitative designs (captured in the overview of the studies). 
Measures
Some measures were created by the authors without formally validating the psychometric properties (Black et al., 2011; Brody & Farber, 1996; Servais & Saunders, 2007), however, others validated their measures through factor analysis, replication (Bodner et al., 2011; Bodner et al., 2015) and pilot studies (Liebman & Burnette, 2013). Two studies also applied validated questionnaires to their research question (Bourke & Grenyer, 2013; McIntyre & Schwartz, 1998). Validated measures help to provide validity, reliability and ensure that the measure is sensitive enough to capture meaningful change (Slade et al., 1999). The outcome of the studies which were unable to validate their measures, therefore, could be subject to measurement error and bias (Downes et al., 2016). Nonetheless, there does not appear to be a standardised measure consistently used within the literature which, although not uncommon in reviews, can make comparisons across studies difficult.
[bookmark: _Toc133330219][bookmark: _Toc138433573]Sampling
All the included studies collected self-report data from practitioners who volunteered their participation. This, therefore, could have biased the findings due to the reliance on the willingness of practitioners to participate and for those who did participate to answer honestly, even if undesirable (Black et al., 2011). Samples of psychological practitioners across all included studies ranged from 13-479. Most of the quantitative studies recruited from large target population databases (Brody & Farber, 1996; McIntyre & Schwartz, 1998; Servais & Saunders, 2007) online websites (Liebman & Burnette, 2013), and academic or mental health centres (Black et al., 2011; Bodner et al., 2011; Bodner et al., 2015). None of the quantitative studies, however, justified the sample size to demonstrate that the study was adequately powered. Sample size is crucial when considering the significance of the results, as an underpowered study could lead to missed or biased results and therefore impacts the ability to draw valid conclusions from the quantitative outcomes. When considering statistical magnitude or precision estimates, only two studies reported standardised effect sizes (Bodner et al., 2015; Servais & Saunders, 2007) and all of the included studies omitted confidence intervals. An absence of these statistics can limit the interpretation of significant results (e.g., their accuracy and clinical relevance). 
[bookmark: _Toc133330220][bookmark: _Toc138433574]The sample sizes of the qualitative studies are adequate when considering clinical guidelines for qualitative research (Vasileiou et al., 2018). The samples, however, included participants who either worked together, as colleagues or had previous contact with the researchers. It is not clear, therefore, how participant relationships (e.g., with other participants or with the researchers) may have influenced or biased results. Participants, for example, may have been selective in what they shared or how they responded to questions based on the presence of others (e.g., the researcher or colleagues) (CASP, 2018).
Results/Findings
All included studies clearly reported their findings, justified their conclusions, and demonstrated the value of the research. Three of the quantitative studies, however, presented inconsistent demographic data, which meant there were discrepancies which were then not adequately described in the study.  Liebman and Burnette’s (2013) demographic table, for example, did not add up to the total sample reported in the text. This may be due to categories representing different professional disciplines (e.g., psychology, psychiatry, and psychotherapy/social work) not being exclusive, therefore, it is possible that participants identified with more than one discipline, increasing the numbers in the table compared with the overall sample size reported in the text. Also, Brody and Farber (1996) and Bodner et al. (2015) did not appear to report missing data related to participants profession. This meant that the number documented in the demographic table referring to participants’ professional subgroup, when totalled, did not equal the total sample size reported in the text. It is important that any missing data (e.g., demographic data about participants) is declared and adequately documented as this can cause bias in the conclusions made from the research (Downes et al., 2016).
Additionally, none of the quantitative studies adequately detailed how they addressed non-responders, with only McIntyre and Schwartz (1998) briefly documenting “no differential characteristics between participants and non-participants were identified”. Non-response, however, in cross-sectional studies is a challenging area to address because it is difficult and sometimes impossible to gain information about the participants who did not respond (Downes et al., 2016). One way this can be addressed is through an adequate response rate. An adequate response rate, deemed to be 50% or greater, can minimise the impact of non-response bias (Fincham, 2008). Three of the quantitative studies either omitted the response rate or reported a response rate of 29% or less (Bodner et al., 2011; Brody & Farber, 1996; Liebman & Burnette, 2013) with only one study deemed to have an “acceptable” response rate between 40.91% and 70.5% (Bodner et al., 2015). The other included studies (i.e., with a low response rate) who did not attempt to address non-responders, therefore, could have been subject to non-response bias, meaning their outcomes could be less representative of the target population (Downes et al., 2016).
When considering the qualitative studies, the researchers only partially considered the relationship between the researcher and participants (Millar et al., 2012; Putrino et al., 2020), with the mixed design omitting this completely (Bourke & Grenyer, 2013). This is particularly important when considering the existing literature around negative biases towards this service user group (McKenzie et al., 2022), and how such biases may have influenced the research question, data collection and interpretation. 
[bookmark: _Toc133330221][bookmark: _Toc138433575]Discussion of limitations, conflict of interest and ethical considerations
The majority of the included studies adequately identified appropriate limitations to their research. Two studies, however, did not document any limitations to the research (McIntyre & Schwartz, 1998; Servais & Saunders, 2007). Furthermore, only one study declared no conflicts of interest or funding bodies (Bodner et al., 2015) with all other studies omitting this. Although this does not mean that conflicts of interest exist, it does make it difficult to conclude that the research has not been unconsciously biased in favour of funding agencies, employers, or individual beliefs. Finally, although all studies refer to ethical considerations, three studies did not clearly document their ethical approval, for instance, how or if they gained approval through ethical governing bodies (Brody & Farber, 1996; McIntyre & Schwartz, 1998; Servais & Saunders, 2007). Ethical approval ensures that research is conducted in a responsible and ethically accountable way and thus reference to this would be expected in a peer-reviewed paper.
[bookmark: _Toc133330222][bookmark: _Toc138433576]Findings
The articles illustrated a range of cognitive and emotional experiences identified by psychological practitioners working therapeutically with individuals diagnosed with BPD. These included: attitudes and empathy (Black et al., 2011; Bodner et al., 2011; Bodner et al., 2015; Bourke & Grenyer, 2010; 2013; Brody & Farber, 1996; Liebman & Burnette, 2013; Millar et al., 2012; Servais & Saunders, 2007); therapeutic relationships and interventions (Black et al., 2011; Bodner et al., 2011; Bourke & Grenyer, 2010; 2013; McIntyre & Schwartz, 1998), and emotional reactions/countertransference (Bourke & Grenyer, 2010; 2013; 2017; Brody & Farber, 1996; McIntyre & Schwartz, 1998; Millar et al., 2012; Putrino et al., 2020; Servais & Saunders, 2007). There is limited reflection of the positives of working with this service user group (Brody & Farber, 1996; Liebman & Burnette, 2013; Millar et al., 2012) with some consideration for factors that may confound practitioners’ views (e.g., gender and professional experience) (Black et al., 2011; Bourke & Grenyer, 2010; 2013; 2017; Brody & Farber, 1996; Liebman & Burnette, 2013; McIntyre & Schwartz, 1998; Millar et al., 2012). These headings, (attitudes and empathy, therapeutic relationships and interventions, emotional reactions/countertransference, positive experiences, and confounding factors) have been used to structure the synthesis and for ease of reading.
[bookmark: _Toc133330223][bookmark: _Toc138433577]Attitudes and Empathy
Bourke and Grenyer (2013) found that psychologists related words such as “difficult”, “control”, “emotional” and “destructive” to service users with a diagnosis of BPD, compared with words like “sad” and “empathetic” which were related to service users diagnosed with depression. Servais and Saunders (2007) concluded that a person with “borderline features” was perceived as the most dangerous and undesirable to be around when compared to a member of the public, and service users diagnosed with other mental health conditions. Psychologists were also found to view service users diagnosed with BPD as having “something markedly different about them”. These included descriptions of this service user group being “manipulative, attention seeking” and “over the top” (e.g., exaggerating or over-reacting) (Millar et al., 2012). Liebman and Burnette (2013) reported that psychological practitioners were more distrusting of service users diagnosed with BPD than psychiatrists and viewed their difficulties less as the individual being “ill” and more of a “conduct problem”.  When compared to other health professionals, however, (e.g., nurses and psychiatrists), psychologists had significantly less antagonistic views (e.g., being manipulative, difficult and malingering) toward this service user group (Bodner et al., 2011; Bodner et al., 2015). 
Millar et al. (2012) documented that empathy was evident throughout the narratives of clinical psychologists included in their study, and Bourke and Grenyer (2010) reported that psychologists held an “empathetic stance” regardless of diagnosis (i.e., whether the service user had a diagnosis of BPD or major depressive disorder). Additionally, psychological practitioners, when compared to other multidisciplinary professionals (e.g., nursing and psychiatry) endorsed more empathetic responses to individuals diagnosed with BPD (Black et al., 2011; Bodner et al., 2011; Bodner et al., 2015; Liebman & Burnette, 2013). When comparing psychological practitioner’s experience of working with service users diagnosed with BPD with other mental health conditions such as a diagnosis of schizophrenia or depression, however, individuals diagnosed with BPD evoked the least degree of empathy (Brody & Farber, 1996). Servais and Saunders (2007) reported that negative perceptions may hinder practitioners from being able to display empathy for this service user group. 
[bookmark: _Toc133330224][bookmark: _Toc138433578]Therapeutic relationships and interventions
Bourke and Grenyer (2010; 2013) suggested, based on linguistic analysis, that psychological practitioners have more harmonious (e.g., more supportive, attentive) therapeutic relationships with individuals diagnosed with depression in comparison with individuals diagnosed with BPD. They linked this to the possible “push-pull” interpersonal dynamics and reduced ability to mentalise (due to heightened emotional responses) when working with this service user group.
In regard to intervention options, psychologists were less likely than psychiatry, nursing, and social workers to endorse medication and were more optimistic about the effectiveness of psychotherapy for individuals diagnosed with BPD (Black et al., 2011). Therapists, however, also rated the salience of therapeutic interventions for service users with a diagnosis of BPD as lower than for service users diagnosed with depression (McIntyre & Schwartz, 1998). This implied that they felt intervention for service users with a diagnosis of BPD would be less beneficial with less potential for positive outcomes.
[bookmark: _Toc133330225][bookmark: _Toc138433579]Emotional reactions/countertransference 
McIntyre and Schwartz (1998) concluded that service users diagnosed with BPD evoked more extreme reactions of ‘hostility’ (i.e., tendencies to criticise, punish and doubt the intentions) and ‘dominance’ (i.e., perceptions of exhibitionism or attention seeking). Other mental health conditions, such as major depression, however, evoked stronger countertransference related to submissiveness (i.e., willingness to accept blame and helplessness) and friendliness (i.e., agreeableness and warmth). Brody and Farber (1996) also reported that therapists felt angrier and more irritated working with service users diagnosed with BPD when compared with individuals diagnosed with other mental health conditions. Service users diagnosed with schizophrenia or depression also evoked more compassion. 
Putrino et al. (2020) reported similar levels of negative emotional reactions from therapists working with service users diagnosed with BPD and major depressive disorder (MDD), such as feeling annoyed, overwhelmed, and anxious. Different physiological reactions, however, were reported, such as muscular tension, exhaustion, increased heart rate and headaches when working with individuals diagnosed with BPD in comparison to reduced energy when working with service users diagnosed with MDD. It was thought that the more varied physiological responses found when working with service users diagnosed with BPD was due to the tendency for intervention with this service user group to be more challenging. 
Millar et al. (2012) identified two themes of “desirable” and “undesirable feelings” in the psychologist. Desirable feelings included empathy for and interest in working with individuals diagnosed with BPD. Undesirable feelings, however, referred to a sense of feeling overwhelmed (i.e., “thrown in the deep-end”, “bombarded”), frustrated and stuck (e.g., “I’ve tried that…it doesn’t work…what else is there”). Anxiety was also evident with practitioners linking this to a perceived lack of skill or training (e.g., not “equipped”). Bourke and Grenyer (2010; 2013; 2017) refer to disharmonious responses (e.g., being dissatisfied, rejecting, or withdrawing) and increased negative affect (e.g., feeling anxious, angry, or sad) occurring more frequently when working with service users diagnosed with BPD compared with other mental health diagnoses (e.g., depression).
Nonetheless, some studies indicated that psychological practitioners had an awareness of their emotional reactions and how these could impact their practice (e.g., their empathy, therapeutic optimism, and engagement in the therapy). This insight encouraged practitioners to access support systems (i.e., supervision) to protect the therapeutic alliance, allowing them to work more effectively (Bourke & Grenyer, 2010; 2013; 2017; Millar et al., 2012; Servais & Saunders, 2007).
[bookmark: _Toc133330226][bookmark: _Toc138433580]Positive experiences 
Millar et al. (2012) described positive experiences of working with service users diagnosed with BPD, including positive perceptions of the service user and “desirable feelings in the psychologist”. Psychologists, for example, described hope and a sense of reward from working with this service user group, identifying times they felt “impressed” by the progress that individuals made. Psychological practitioners also endorsed more positive reactions, when compared to psychiatrists, towards individuals diagnosed with BPD regarding their ability to form meaningful relationships (Liebman & Burnette, 2013). Brody and Farber (1996) documented therapists were no less interested in working with this service user group and felt that this work engaged and positively challenged them, more so than working with individuals diagnosed with depression, for example. 
[bookmark: _Toc133330227][bookmark: _Toc138433581]Confounding factors
Training and experience were named factors which were thought to be influential in practitioners’ experience. Some studies indicated that increased contact/experience with this service user group was linked to more positive attitudes and less negative emotional reactions (Black et al., 2011; Liebman & Burnette, 2013; McIntyre & Schwartz, 1998; Millar et al., 2012). Training was also identified as a mechanism to increase practitioners’ comfort and confidence (Brody & Farber, 1996). It is important to note, however, that other studies reported that years of experience had no effect (Bourke & Grenyer, 2010; 2013; 2017), therefore this is not conclusive. Four studies explored the impact of gender (as a covariate to cognitive and emotional responses) and from this concluded that gender did not influence practitioners’ experience (Black et al., 2011; Bourke & Grenyer, 2017; Liebman & Burnette, 2013; McIntyre & Schwartz, 1998). 
[bookmark: _Hlk110606394]Additionally, supervision was identified as a key support mechanism. It was reported that supervision supported psychological practitioners to interpret their emotional reactions and avoid the enactment of transference, helping to maintain a positive therapeutic frame (Bourke & Grenyer, 2013; 2017; Liebman & Burnette, 2013). This was further supported with ongoing supervision being deemed essential, particularly for newly qualified practitioners, to prevent any negative feelings or perceptions from compromising the stability or value of the therapeutic relationship (Millar et al., 2012). 
[bookmark: _Toc133330228][bookmark: _Toc138433582]Discussion
This literature review examined 12 research articles exploring or measuring psychological practitioners’ experiences of working therapeutically with individuals diagnosed with BPD. Overall, these studies indicated that psychological practitioners do experience negative perceptions of, and emotional reactions towards this service user group, particularly when compared to the responses experienced when working with service users with other clinical presentations. The findings suggest that these negative experiences, however, may be less prevalent than other professional groups. Due to the paucity of research that looks at psychological practitioners specifically, and the limitations/inconsistency in the methodology used to explore this, few definitive conclusions can be drawn from this review.
Similar to earlier literature reviews (McIntyre et al., 2022; Sansone & Sansone, 2013), rather than interpreting these findings as evidence that practitioners are more judgemental towards this service user group, it is possible that the data reflects an evolutionary adaptive response (Gilbert, 1998). Evolutionary psychology, for example, proposes that as humans we seek shared goals such as forming alliances, eliciting, and providing care (Gilbert, 1998). Complex interpersonal behaviours, such as those associated with a diagnosis of BPD, would challenge these goals, and therefore trigger a threat or negative response from others, whether mental health professional or not (Gilbert, 1998; Sansone & Sansone, 2013). The review findings, therefore, may reflect a ‘human reaction’ that is a common and understandable experience for many practitioners working with complex presentations. Psychological practitioners, however, may have more access to and/or promote support systems (e.g., supervision), which aim to normalise these reactions to help maintain positive therapeutic relationships. Additionally, as psychological training programmes emphasise a person-centered approach, as opposed to a medical model emphasised in other professional training, (e.g., nursing or psychiatry) (Bodner et al., 2011; BPS, 2019; Liebman & Burnette, 2013) this training route, therefore, may also help to detach from potentially stigmatising diagnostic labels. These factors (e.g., support and professional training) may help to explain some of the differences evidenced between mental health professionals in this review.
Additionally, four of the included studies indicated that negative experiences decreased as the practitioner became more experienced, progressed through training, or increased their level of contact with this service user group (Black et al., 2011; Liebman & Burnette, 2013; McIntyre & Schwartz, 1998; Millar et al., 2012). This suggests that with experience, cognitive and emotional responses can be subject to change. It is important to note, however, that not all included studies supported this hypothesis (i.e., that negative experiences decreased with professional experience). Some research, for example, indicated that years of experience had no impact on cognitive and emotional responses (Bourke & Grenyer, 2010; 2013; 2017). Some participants within the included studies, however, recognised the importance of training and learning experiences, linking a lack of these opportunities to some of their negative responses (Black et al., 2011; Bodner et al., 2015; Brody & Farber, 1996; McIntyre & Schwartz, 1998; Millar et al., 2012). Several studies support this, demonstrating that training aimed at developing understanding and support for individuals diagnosed with BPD can reduce negative attitudes and stigma (Attwood et al., 2021; Black et al., 2011; Clarke et al., 2015; Lee at al., 2021; Treloar, 2009). This could suggest that an increase in training from the early stages of careers could potentially reduce some of the evidenced biases, particularly if the training addressed bias specifically, normalising ‘human’ responses (Servais & Saunders, 2007). 
Alongside training, supervision was identified as a protective factor when working with individuals diagnosed with BPD. Although training provides an academic understanding of how to support this service user group, it may not always address the emotional experience felt by practitioners (Moore, 2012). Supervision is a space which facilitates reflection and supports practitioners with the potential impact of their work (Aiyegbusi, 2004; Schumann et al., 2020). Reflective practice, alongside supervision, may also be an important practice to consider when supporting psychological practitioners to identify and manage the emotional impact of working with complex presentations (Association of Clinical Psychology [ACP], 2022). Additionally, formulation is an advocated approach, particularly when working with complexity, which facilitates both an increase of psychological understanding around presenting difficulties and a space to reflect and challenge biases, without judgement (Division of Clinical Psychology [DCP], 2011). Formulation is a core competency of psychological practitioners (American Psychological Association, 2005; DCP, 2011) and research has demonstrated its role in supporting staff to maintain motivation, compassion, and a non-judgemental stance towards this service user group (Chapman, 2006). This could be due to formulation relying less on a diagnostic label, creating a greater awareness of an individual’s personal story, strengths, and goals (McKenzie et al., 2022). Formulation is also consistent with therapy models, such as dialectic behavioural therapy, structured clinical management, cognitive analytic therapy and mentalisation therapy, which have been evidenced for working effectively with individuals diagnosed with BPD (Bateman & Fonagy, 2009; Bateman et al., 2021; Clarke et al., 2015; Karterud, & Kongerslev, 2019; Linehan, 2018; Ryle, 2004). Formulation, therefore, has been considered a main focus of intervention for individuals diagnosed with BPD and for the practitioners working therapeutically with them (Allen, 2004). 
[bookmark: _Toc133330229][bookmark: _Toc138433583]Limitations 
The limitations of the included papers, discussed within the critical appraisal should be considered when interpreting the results of this review. The current review, however, also has limitations that need to be considered. For example, the critical appraisal tools used may not have been sufficiently comprehensive to capture all areas of interest due to the different methodologies of the included studies (Crowe & Sheppard, 2011). Furthermore, the critical appraisal process was carried out independently by the author and, therefore, the absence of a second reviewer limits the reliability of the results. In an attempt to mitigate this, a clear search strategy was used to allow replication. Attempts were also made to avoid publication bias by including grey literature, however, there remains a risk of bias as only published studies were identified and included in the review. Additionally, due to a lack of translation resources, non-English literature was also excluded. 
[bookmark: _Toc133330230][bookmark: _Toc138433584]Considerations for Clinical Practice 
This review highlights a need for more research in this area to replicate and further explore the findings. The review, however, did indicate a need for training and practical educational opportunities which proactively address some of the known challenges/biases of working with this service user group (Millar et al., 2012; Servais & Saunders, 2007). Supervision and reflective practice also need to be protected processes, during training and once qualified, to establish and maintain professional boundaries and attend to the needs of the staff member (e.g., safety, wellbeing, personal development) (ACP, 2022; Moore, 2012). Supervisors have an important role in reassuring practitioners regarding their personal reactions, particularly for newly qualified or less experienced practitioners (Brody & Farber, 1996; Millar et al., 2012). Compassionate leadership could be included within supervisory training to facilitate adequate modelling both within supervision and more widely through multidisciplinary teams (Gomes, 2015). Finally, psychological practitioners should reinforce the helpfulness of formulation as a way of making sense of the complexity experienced by individuals diagnosed with BPD and practitioners working alongside them (McKenzie et al., 2022).
[bookmark: _Toc133330231][bookmark: _Toc138433585]Future Directions for Research 
It would be desirable for future research to validate a measure of cognitive and emotional biases (e.g., the cognitive and emotional attitudes inventory) (Bodner et al., 2015) that could be used as a standardised measure. This would enable better comparison of findings across different studies and different population groups. When considering disparity in practices internationally, it would also be interesting to gain a better insight into the experiences of practitioners within the UK, and between the different psychological practitioners, to explore possible confounding variables such as training route, therapeutic modality, workplace setting and supervisory experiences. It may also be useful to explore how indirect contact (e.g., consultancy, supervision, and formulation) rather than direct contact with individuals diagnosed with BPD impacts practitioners’ views. Finally, future research could aim to explore factors that lead to positive experiences and desirable feelings in relation to this service user group. 
[bookmark: _Toc133330232][bookmark: _Toc138433586]Conclusion
This review is the first to our knowledge to systematically explore what is known about psychological practitioners’ experiences of working therapeutically with individuals diagnosed with borderline personality disorder (BPD). The findings provide some evidence, although limited, of negative cognitive and emotional responses of psychological practitioners working with this service user group. The limitations of the included studies and the review need to be considered when interpreting these findings. This review, however, could help to inform education and supervisory practices for psychological practitioners. Such practices, for example, should aim to normalise the experience of biases whilst attempting to minimise the impact of these experiences on therapeutic relationships and interventions.  This review also highlights key areas for future research. 
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Critical Appraisal Tables
Table B2
Quality scores for the included quantitative studies
	AXIS questions (Downes et al, 2016).
	Black et al., (2011)
	Bodner et al.,
(2011)
	Bodner et al., (2015)
	Bourke & Greyner (2010)
	Bourke & Grenyer (2013)
	Bourke & Greyner (2017)
	Brody & Farber (1996)
	Liebman & Burnette (2013)
	McIntyre & Schwartz (1998)
	Servais & Saunders (2007)

	Q1. Clear aims?
	2
	2
	2
	2
	2
	2
	2
	2
	2
	2

	Q2. Study design appropriate for aims?
	2
	2
	2
	2
	2
	2
	2
	2
	2
	2

	Q3. Sample size justified?
	1
	1
	1
	0
	0
	0
	1
	0
	1
	1

	Q4. Target population clearly defined?
	2
	2
	2
	2
	2
	2
	2
	1
	2
	2

	Q5. Sample representative of the target population?
	1
	1
	2
	1
	1
	1
	1
	1
	1
	1

	Q6. Adequate selection process?
	2
	2
	2
	1
	1
	1
	2
	2
	2
	2

	Q7. Measures taken to address non-responders?
	0
	0
	0
	0
	0
	0
	0
	0
	0
	0

	Q8. Variables measured appropriate to study aims?
	2
	2
	2
	2
	2
	2
	2
	2
	2
	2

	Q9. Variables measured correctly?
	1
	2
	2
	1
	2
	2
	1
	1
	2
	1

	Q10. Clear how statistical significance/precision estimates are determined?
	1
	1
	1
	1
	1
	1
	1
	1
	1
	1

	Q11. Methods sufficiently described to allow replication?
	1
	2
	2
	1
	2
	2
	2
	1
	2
	1

	Q12. Adequate descriptive data of the sample presented?
	2
	2
	2
	2
	2
	2
	2
	1
	2
	1

	Q13. Response rate raises concerns about non-response bias?
	1
	0
	2
	NA
	NA
	NA
	0
	0
	1
	1

	Q14. Was information about non-responders described (if appropriate)?
	0
	0
	0
	NA
	NA
	NA
	0
	0
	1
	0

	Q15. Results internally consistent?
	2
	2
	1
	2
	2
	2
	1
	1
	2
	2

	Q16. All results for planned analyses presented?
	2
	2
	2
	2
	2
	2
	2
	2
	2
	2

	Q17. Conclusion justified by results?
	2
	2
	2
	2
	2
	2
	2
	2
	2
	2

	Q18. Study limitations discussed?
	2
	2
	2
	2
	2
	2
	2
	2
	0
	0

	Q19. Conflicts of interest/funding?
	0
	0
	2
	0
	0
	2
	0
	0
	0
	0

	Q20. Ethical approval/consent attained?
	2
	2
	2
	2
	2
	2
	1
	2
	1
	1

	
Total score out of 40 (out of 38 where non-responders are NA)
	
28

	
29

	
33

	
25

	
27

	
29

	
26

	
23

	
28

	
24



Note.	Question 13 scored negatively. Question 13 response rate: 50%+ score 2, 30% to 49% score 1, 29% and below score 0. Articles were awarded 2 points if a criterion was fully met, 1 point if a criterion was partially met or 0 points if a criterion was not met or ‘can’t tell’. If a question was not applicable to a research study, N/A is indicated. 

Table B3 
Quality scores for the included qualitative studies
	Critical Appraisal Skills Programme questions
(Critical Appraisal Skills Programme, 2018)
	Bourke & Grenyer (2013)
	Millar et al., (2012)
	Putrino et al., (2020)

	Q1. Clear aims?
	2
	2
	2

	Q2. Qualitative methodology appropriate?
	2
	2
	2

	Q3. Research design appropriate?
	2
	2
	2

	Q4. Recruitment strategy appropriate?
	2
	2
	2

	Q5. Data collection appropriate?
	2
	2
	2

	Q6. Relationship between researcher and participants considered?
	0
	1
	1

	Q7. Ethical issues considered?
	2
	2
	2

	Q8. Data analysis rigorous?
	2
	2
	2

	Q9. Clear statement of findings?
	2
	2
	2

	Q10. Value of research?
	2
	2
	2

	
Total score out of 20

	
18

	
19
	
19


Note. Articles were awarded 2 points if a criterion was fully met, 1 point if a criterion was partially met, or 0 points if a criterion was not met or “can’t tell”.
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[bookmark: _Toc133330238][bookmark: _Toc138433592]Abstract
Objectives: National Health Service (NHS) values, such as empathy and therapeutic optimism, are integral when supporting service users with complex mental health presentations. There is some evidence to suggest that psychological formulation can increase empathy and optimism in healthcare professionals. This study, therefore, aimed to investigate whether a psychological formulation of a hypothetical service user with a complex presentation, typically labelled with a diagnosis of borderline personality disorder (BPD), increased empathy and therapeutic optimism in professionals working in mental health inpatient services.
Method: Sixty-six mental health professionals working in NHS inpatient services took part in a pre-and-post vignette study. Participants were asked to read a case vignette about a hypothetical service user, with a diagnostic label of BPD, and complete questionnaires capturing levels of empathy and therapeutic optimism.  Participants were then randomised into two conditions and either asked to read the same information again (control condition) or read a psychological formulation based on the same hypothetical service user (intervention condition). The findings were analysed using a series of ANCOVAs/ANCOHETs.
Results: Two constructs of empathy (i.e., perspective taking and empathic concern), and therapeutic optimism significantly increased following exposure to the psychological formulation when compared to the control group condition.
Conclusion: This study warrants further replication. These initial findings, however, indicate that psychological formulation can significantly increase the ability to perspective take, display empathic concern, and hold therapeutic optimism towards service users with a presentation associated with a diagnosis of BPD. 
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[bookmark: _Toc133330240][bookmark: _Toc138433594]Adult mental health inpatient services
Adult mental health inpatient services, within the National Health Service (NHS), aim to support people, typically between the ages of 18 and 65, who can no longer be supported at home and need to be admitted to hospital due to complex and acute psychological or mental health difficulties (Bowers et al., 2005; Tyler et al., 2020). These services provide multidisciplinary support, bringing together skills and knowledge from a range of professional backgrounds (e.g., psychiatry, psychology, nursing, health, and social care). Over the last few decades, there has been pressure within the NHS to increase access to community care and reduce the need for hospitalisation (Man et al., 2023). This has arguably led to an increase in acuity of the service users accessing mental health inpatient services, as inpatient admissions are only considered for service users experiencing the most acute mental health difficulties and the highest risk of harm to self and others (Bowers et al., 2005; Sealy, 2012). 
[bookmark: _Toc133330241][bookmark: _Toc138433595]Borderline Personality Disorder
Individuals who have received the diagnosis of borderline personality disorder (BPD) are considered one of the most stigmatised and complex service user groups within mental health services (Sheehan et al., 2016). BPD, also known as emotionally unstable personality disorder, is labelled as a mental health condition by the diagnostic classifications DSM-V and ICD-11 (American Psychiatric Association, 2022; World Health Organisation, 2019). Experiences associated with a diagnosis of BPD include difficulties with emotional regulation and interpersonal skills (e.g., building relationships with others), significant self-harm, and suicidal behaviours (Bodner et al., 2011). There is ongoing controversy, however, around the diagnosis of BPD due to the broad diagnostic criteria and the stigma attached to the label. 
The diagnostic criteria for BPD, for example, has been labelled as descriptive and thus offers no understanding as to what underpins the difficulties associated with the diagnosis (e.g., beliefs, motives, childhood experiences) (British Psychological Society [BPS], 2006). The broad criteria may also lead to inconsistent diagnoses, for example, there may be service users with similar ‘traits’ to a service user who has been labelled with a diagnosis of BPD that do not warrant a diagnosis, as their ‘traits’ may not be seen as ‘problematic’ by the individual or those around them (BPS, 2006). This, therefore, has invited debate around how meaningful it is to label an individual with a personality disorder, such as BPD, particularly when also considering the stigma that has become synonymous with this diagnostic label (BPS, 2006). Nonetheless, whilst some service users report experiencing this label as stigmatising, it is important to capture the narrative of others who have found this diagnosis validating (Lester et al., 2020). For ease of reading however, this report will use the diagnostic label throughout. 
[bookmark: _Toc133330242][bookmark: _Toc138433596]Adult mental health inpatient services and Borderline Personality Disorder (BPD)
In the UK, a diagnosis of BPD is estimated to represent 20% of the presentations within mental health inpatient services (Chapman et al., 2019).  It could be argued, however, that many service users, particularly within mental health inpatient settings, would fulfil the criteria for more than one of the personality disorder categories (BPS, 2006) due to their range, acuity, and complexity of presenting difficulties. This therefore identifies possible inaccuracies with, and further questions the meaningfulness of these diagnoses. Research, however, has indicated that staff working in mental health inpatient settings hold negative views toward service users with this diagnostic label (i.e., BPD). A literature review, for example, of eight studies comprising of 439 mental health workers (including registered mental health nurses and health care assistants) working in inpatient settings, concluded that staff were more rejecting, distant, and less optimistic about care outcomes when working with service users with a diagnosis of BPD (Westwood & Baker, 2010). 
Staff working in mental health inpatient services are said to work in pressured, fast-paced, and sometimes risky environments (Currid, 2009). Alongside the argued increase of acuity within inpatient services (Bowers et al., 2005; Sealy, 2012), research has stated that such settings are also faced with increasing demands such as staff and bed shortages and an increase in administrative tasks (e.g., care planning and risk assessment documentation) (Currid, 2009; Jenkins & Elliott, 2004). These pressures of working in mental health inpatient environments are thought to exacerbate negative perceptions toward service users with a diagnosis of BPD, due to their need for high levels of support, which can subsequently increase the risk of staff burnout and negatively impact the organisational culture (Currid, 2009; Westwood & Baker, 2010; Wyder et al., 2017).
[bookmark: _Toc133330243][bookmark: _Toc138433597]The impact of organisational culture in adult mental health inpatient services 
Organisational culture refers to the values, attitudes, and beliefs shared amongst stakeholders within an organisation (Davies et al., 2007). Organisational culture within inpatient mental health services has received significant attention due to the distressing abuse reported and exposed within a series of National Health Service (NHS) hospital trusts (e.g., Winterbourne, Rampton, Ashworth, Whorlton Hall, Prestwich, Staffordshire) (Boynton, 1980; Department of Health, 2012; Francis, 2013; Granada, 2022; Murphy, 2019; Quinsey, 1999). Investigative reports, subsequent to incidences of malpractice, have documented several recommendations in an attempt to improve the way people are cared for and support NHS staff who deliver care (Francis, 2013; Independent review, 2013). 
One change that has been consistently recommended has been the need to promote value-based recruitment, whereby the personal values of a potential employee are consistent with NHS values (Health Education England, 2014). Examples of these values include empathy and therapeutic optimism (National Institute for Health and Care Excellence, 2009; Patterson et al., 2014). It could be argued that these values are particularly important when considering supporting service users with a diagnosis of BPD, as research suggests that the interpersonal difficulties associated with this diagnosis can evoke strong reactions and divided opinions amongst clinicians and management (Yeandle et al., 2015). An illustrative example could include how a service user, who can be rejecting and critical of the care they receive, may elicit similar responses from staff (i.e., a pull to reject or criticise) or an opposite response of ‘over-caring’. Due to these strong reactions, some staff members may, for example, limit their time, or spend more time with the service user, leading to inconsistency and confusion for both the service user seeking care and the staff team providing care. It is, therefore, even more important that values such as empathy and therapeutic optimism are shared across staff teams, to increase an ability to understand these reactions, empathise, hold hope for recovery, and reduce a “splitting” of approaches between staff members (Mannion et al., 2008; Yeandle et al., 2015). 
[bookmark: _Toc133330244][bookmark: _Toc138433598]Empathy 
There are various definitions of empathy, but this research will utilise Davis’s (1983) multidimensional approach to empathy. Davis (1983) defines empathy as the reactions of one individual to the observed experiences of another. Davis’ considers empathy through various constructs such as perspective taking (the ability to take the view of another), empathic concern (to show warmth to another), fantasy (to connect to the feelings and actions of fictitious characters) and personal distress (feelings of anxiety/unease in tense interpersonal settings). 
There is a strong evidence base that links staff empathy to quality of care and care outcomes. Moudatsou et al. (2020) literature review, for example, analysed seventy-eight studies to explore the role of empathy in health and social care from a service user and professional perspective (including medical, psychological, nursing, health, and social care disciplines). Included studies from this review used qualitative and quantitative methods. The review concluded that empathy was positively correlated with a greater ability to recognise service user’s experiences and perspectives, and as a result predicted positive therapeutic relationships and better therapeutic results. Service users also reported empathy as “critical” to feeling more trusting and secure in the therapeutic relationship. 
This review also identified challenges to providing empathic care such as lack of time, large numbers of service users in need of support and a lack of support for staff to process their own feelings (Moudatsou et al., 2020). When considering the identified challenges of working in mental health inpatient services (e.g., increased acuity, administrative demands and bed and staff shortages), these challenges to empathy may be particularly pertinent (Bowers et al., 2005; Currid, 2009). One of the recommendations from this review was that empathy should not be seen as a static quality but as a value that can be enhanced through personal and professional development (Moudatsou et al., 2020). 
[bookmark: _Toc133330245][bookmark: _Toc138433599]Therapeutic optimism
Therapeutic optimism has been defined as optimism or hope that a service user will benefit from a therapeutic intervention (Elsom & McCauley-Elsom, 2008). Therapeutic optimism has been described as key for promoting recovery (Perkins, 2001). Research into therapeutic optimism has demonstrated that staff optimism can increase service users’ ability to cope with stressful experiences, motivate them to work towards goals, and promote service user recovery (Gallagher et al., 2019). Theories of optimism describe the role of outside influence, such as the actions of others, in the development of an optimistic outlook (Carver et al., 2010). It is therefore possible that therapeutic optimism, displayed by staff members, can motivate service users to feel more hopeful and to work towards their goals (i.e., recovery). 
Research, however, has illustrated that staff working in mental health inpatient services felt that their ability to develop and maintain therapeutic optimism was influenced by the challenges of the ward environment (e.g., caseload and administrative demands, lack of support/supervision and complexity/acuity of service users) (Bowers et al., 2005; Clearly et al., 2012a; 2012b; 2012c). It has been recommended that more research is needed to understand how to maintain optimism in mental health inpatient environments, as arguably environments characterised by cynicism (i.e., lack of optimism) could be viewed as disheartening and non-therapeutic for service users and staff members (Jackson, 2005; 2009). 
[bookmark: _Toc133330246][bookmark: _Toc138433600]The role of formulation 
Formulation can be defined as the process of working with service users to construct hypotheses, based on a service user’s life story, to make sense of their strengths and difficulties in the context of their life events, relationships, and social circumstances (Johnstone, 2018). A formulation brings together psychological theory, research, clinical experience and the service user’s expertise about their life and their interpretation of this. A formulation should also provide a basis for an intervention plan which is tailored to meet service users’ needs (Johnstone, 2018). One of the possible outcomes of creating a formulation with a service user is to support an understanding of their personal difficulties, which in turn can increase staff understanding (Wilkinson et al., 2017). 
[bookmark: _Hlk131765491]Research into formulation has suggested that it can support staff to better make sense of presenting difficulties, reduce feelings of blame, increase optimism regarding treatment, increase empathy toward the service user and increase staff confidence regarding their own clinical practice (e.g., feeling like they are providing the most appropriate support) (Berry et al., 2009; 2016; 2017; Collins, 2011; Herhaus, 2014; Hewitt, 2007; Summers, 2006). Taylor and Sambrook (2012) also found that staff well-being, determined by a measure of staff burnout, improved with team formulation. This has been supported qualitatively, with staff members reporting that psychological formulation provided them with space to realise, express and validate their own feelings (Berry et al., 2017; Whitton et al., 2016). Wilkinson et al. (2017) explored the effect of presenting psychologically formulated information of a hypothetical service user on self-reported empathy in staff from medium and low secure forensic mental health services. One hundred and fifty-four staff from different disciplines (nursing, support worker, ‘other’) completed self-report questionnaires measuring empathy and burnout. This research concluded no significant difference in empathy scores between the staff in the formulation group when compared with the non-formulation (control) group. It was acknowledged by the authors, however, that the brevity of the formulation developed for this research may have reduced its potential impact on staff attitudes.
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When considering the active attempts made by the NHS to recruit staff members who embody core values, such as empathy and therapeutic optimism, it is important to also consider how these values can be supported within services. This is particularly important when thinking about the links between these values and the quality of care. Some evidence has indicated that formulation can be helpful in increasing staff empathy and optimism. In view of this, this research aims to investigate whether a vignette of a psychological formulation of a service user with a complex presentation (typically labelled with a diagnosis of BPD) improves empathy and optimism in health professionals working in adult mental health inpatient services.
Hypotheses
A case vignette presented as a psychological formulation of a hypothetical service user (typically labelled with a diagnosis of BPD), when compared to a non-formulated case vignette will:
· H1 increase participants’ empathy by increasing their ability to perspective take (i.e., ‘their ability to adopt the view of others’)
· H2 increase participants’ empathy by increasing their level of empathic concern (i.e., ‘their feelings of sympathy and concern for others’)
· H3 increase participants’ empathy by reducing their level of personal distress (i.e., ‘their feelings of personal anxiety/unease in tense interpersonal situations) and
· H4 increase participants’ experience of therapeutic optimism (i.e., ‘their belief/hope that the service user will benefit from therapeutic intervention’).
[bookmark: _Toc133330248][bookmark: _Toc138433602]Materials and methods
[bookmark: _Toc133330249][bookmark: _Toc138433603]Epistemology
The researcher adopted a positivist epistemological stance, in order to objectively explore the impact of psychological formulation on staff empathy and therapeutic optimism. Statistical methodology is central to positivist research as it adheres to structured research techniques which attempt to achieve reliable, generalisable and scientific research results (Tuli, 2010). 
[bookmark: _Toc133330250][bookmark: _Toc138433604]Design
The current research used a quantitative, between-groups experimental pre-and-post survey that was conducted online. The design included one independent variable with two levels (non-formulated and formulated case vignettes) and four dependent variables (perspective taking, empathic concern, personal distress, and therapeutic optimism). Survey methodologies are said to have high external validity due to their ease and accessibility, which enables larger sample sizes to participate and subsequently increases the representativeness of the data. Survey designs, however, impact the internal validity due to the absence of experimental intervention or explanatory variables. An experimental vignette-based survey attempts to overcome these limitations by combining the traditional survey with a vignette experimental intervention (Atzmüller & Steiner, 2010). 
Vignettes have been reported as useful and reliable when considering research with mental health professions (Evans et al., 2015). One reason for this could be that case vignettes reduce some of the ethical considerations associated with conducting experimental research with real service users accessing health care services (i.e., capacity, confidentiality), by creating a hypothetical service user which negates the need to address these ethical considerations. Evans et al. (2015) suggested some best practice recommendations for vignette content, examples of which include the vignette being derived from clinical experience, resembling real people, and covering all pertinent variables. In order to address these recommendations, the vignettes for this research were developed collaboratively with multidisciplinary professionals who did not meet the eligibility criteria (i.e., staff who worked in a community learning disability team) to create more holistic and accessible case vignettes (Appendices I & J). The researcher also approached the university service user consultation group for service user involvement, however, due to time constraints this involvement was not attained. 
With the use of multiple dependent variables in this research, a one-way between-subjects multivariate analysis of covariance (MAN(C)OVA) was deemed the most appropriate statistical analysis. This analysis would enable baseline scores from the dependent variables (i.e., pre-measures) to be inputted as the covariate so that each participant could act as their own control. A preliminary analysis with sample demographics (i.e., age, gender, ethnicity, and years of experience) could also be conducted to ensure the intervention groups (i.e., non-formulated case vignette and formulated case vignette) were comparable across these descriptive variables, allowing any significantly different demographic to be added as an additional covariate if required. 
[bookmark: _Toc133330251][bookmark: _Toc138433605]Participant selection
Prior to the study, a power calculation was conducted using interpolation from Stevens (2009) power value tables for MAN(C)OVA, a medium effect size (Wilkinson et al., 2017) (partial η2 = 0.06), and alpha of 0.05. This power calculation indicated that to achieve power of 0.8, 32 participants would be required in each condition, therefore 64 participants in total.
Participants were NHS staff members who worked in adult inpatient mental health services recruited online via an advertisement through social media and via a local NHS Trust (Appendix C). The study advert was posted on general Trust communication channels such as organisation wide emails, the intranet, as well as open social media platforms (e.g., Facebook, Twitter, LinkedIn). Participants were included if they were (i) employed as an NHS health care professional, including Nurses, Allied Health Professionals (e.g., Occupational Therapists, Physiotherapists, Social Workers, Speech and Language Therapists), Medics (e.g., Psychiatrists, medical Doctors) and Health Care Support Workers, and (ii) if they worked in an NHS mental health inpatient setting with service users who had been diagnosed with Borderline Personality Disorder. Participants who worked in a Psychological profession were excluded due to their assumed training and experience in formulation. 
[bookmark: _Toc133330252][bookmark: _Toc138433606]Participant characteristics 
A total of 138 participants clicked on the Qualtrics link to view the study information. Of these, 35 participants were screened out through the eligibility questions as they did not meet the study criteria. A further 33 participants withdrew their participation prior to completing the survey. Fifteen of the 33 participants that withdrew had not consented to participate in the study, one participant closed the survey after providing consent but prior to completing any measures, six participants closed the survey prior to completing the pre-assessments, nine closed the survey before being assigned to a condition (i.e., control or intervention), and two participants closed the survey prior to completing the post-assessments. Due to data being missing at the construct-level (i.e., entire questionnaires), and adherence to ethical values, all participants who withdrew were not included in the final analyses. This left a total of 70 completed survey datasets for the final analysis. Four participants, however, within these datasets were from a Psychological profession (i.e., Assistant Psychologist N = 2, Clinical Psychologist N = 1, Trainee Health Psychologist N = 1), who defined their profession as “other” bypassing the eligibility screening questions, then qualitatively defined their psychological profession in the text box provided, thus their data were manually removed from the final dataset. 
The final sample comprised 66 participants, 33 participants in the control group and 33 participants in the intervention group, thus the sample was sufficiently powered. Table 1 summarises the demographic characteristics of the study sample.



Table 1 
Demographic characteristics of the study sample
	Sample demographic
	N
	%

	Gender
    Female 
    Male 
	66
47
19

	100
71
29

	Ethnicity
    White British
    Asian Pakistani
    Asian Chinese
    Other Asian background
	66
61
3
1
1

	100
92
5
1.5
1.5

	Job role/Profession
    Healthcare assistant/support worker
    Nurse
    Occupational therapist
    Social Worker
    Other
	66
32
29
3
1
1
	100
48
44
5
1.5
1.5



Note. N = 66 (33 for each condition). Participants were on average 34.6 years old (SD = 11, range= 19-63 years), with years of experience mean of 12 (SD = 11, range= 1-45 years).

[bookmark: _Toc133330253][bookmark: _Toc138433607]Measures
The measures (detailed below) used in the study were all validated and freely available to use. 
The Interpersonal Reactivity Index (Adapted) (IRI-A; Davis, 1983)
The Interpersonal Reactivity Index (IRI) is a self-report measure of empathy. The original IRI contains four subscales; 1) perspective taking (PT), which is the ability to take the view of another, for example, “I sometimes try to understand my friends better by imagining how things look from their perspective”, 2) fantasy (FS), which measures a tendency to identify with fictional characters, 3) empathic concern (EC), which relates to the respondent’s ability to have warm feelings towards others, for example, “I often have tender, concerned feelings for people less fortunate than me” and 4) personal distress (PD), feelings of personal anxiety and unease in response to information about others, for example, “being in a tense emotional situation scares me”. The IRI measure takes an average of ten to fifteen minutes to complete.
The fantasy subscale, however, was not included in this study, as it has been challenged regarding its relevance to empathy (Baron-Cohen & Wheelwright, 2004). Additionally, it has been argued that the subscales of this measure should be used in isolation rather than totalled, as the IRI is based upon multiple dimensions of empathy (i.e., Davis’s multidimensional definition of empathy) rather than global empathy (Konrath, 2013). Each subscale, excluding the fantasy subscale, was therefore used in isolation. Each subscale is represented by seven items (subscale score range = 0-28) and rated on a five-point Likert scale asking the extent to which the participant believes the statements describe them (0 = does not describe me well, 4 = describes me well). Higher scores reflect greater empathy.  
All subscale items were adapted to relate to the service user (Sam) in the case vignette (Appendix G), in keeping with such adaptations in other research in this area (Wilkinson et al., 2017). This adaptation was a small change to the language of the statements used in the questionnaire, for example, using the name ‘Sam’ from the vignette rather than more vague terms such as “people” “others”, used in the original scale.  The scale has been evidenced to have moderate levels of internal consistency (α = 0.70-0.78), and moderate to high test–retest reliability over a 75-day period (r = 0.61 – 0.81; Yu & Kirk, 2009). Cronbach’s alphas, for this sample, indicated that internal consistency was acceptable for the perspective taking (α = 0.92), empathic concern (α = 0.65) and personal distress (α = 0.83) subscales, as well as for the adapted overall scale (α = 0.83) (Appendix P). 
The Elsom Therapeutic Optimism Scale (ETOS; Elsom & McCauley-Elsom, 2008)
The Elsom Therapeutic Optimism Scale (ETOS) is a self-report questionnaire developed for use with mental health clinicians to measure therapeutic optimism. The ETOS is a 10-item scale measuring therapeutic optimism, using a 7-point Likert scale, (1 = strongly disagree to 7 = strongly agree). Example questions include: “Even the most challenging clients can benefit from my intervention”, “Often there is little I can do to help people with their mental illness”. Positive optimism correlates to higher scores (highest possible score is 70, and the scores range from 10-70). The ETOS takes an average of ten minutes to complete. 
A study of 245 participants indicated that the ETOS had a Cronbach alpha value of 0.81 and good external validity due to statistically significant positive correlations with other clinical measures of optimism and hope (Byrne et al., 2006). Cronbach’s alpha, for this sample, indicated that internal consistency was acceptable for the overall scale (α = 0.91) (Appendix P). All items from the measure were adapted to relate to the service user (Sam) in the case vignette (Appendix G). This adaptation was again a small change to the language of the statements used in the questionnaire, for example, using the name ‘Sam’ from the vignette rather than more vague terms such as “people” and “clients” used in the original scale. 
[bookmark: _Toc133330254][bookmark: _Toc138433608]Ethical approval 
The current research study was approved by Staffordshire University ethics committee, the integrated research application system (IRAS), and the NHS trust ethical board (Appendix B). 
[bookmark: _Toc133330255][bookmark: _Toc138433609]Procedure
Participants took part in the study by reading case vignettes and completing questionnaires via an electronic link generated through Qualtrics (online survey software). Participation in the research was anonymous and took approximately 30-40 minutes. Participants were provided with a unique code, randomly generated by Qualtrics, which would identify each participant so that this code could be used if participants wanted to withdraw. Interested and eligible participants were asked to read the information sheet and consent form, and then to electronically confirm consent if they wanted to participate in the study (Appendices D and E). 
Following consent, participants then progressed onto the first survey section, which comprised demographic information to describe the sample, including age, gender, ethnicity, job role, and years of clinical/professional experience (Appendix H). Participants were then asked to review the non-formulated case vignette which depicts clinical information about a hypothetical service user with a diagnosis of BPD (Appendix I). This initial information was similar to information that can be provided in referral forms, namely a service user’s name, age, diagnosis, and a brief description regarding reason for referral. Following this, participants were asked to complete two self-report questionnaires measuring components of empathy (Adapted IRI) and therapeutic optimism (ETOS). 
Following completion of these questionnaires, participants were randomly assigned to either the control group or the intervention group through the randomiser function within the Qualtrics software. The control group were provided with the same case vignette, and then asked to complete the same two self-report questionnaires (adapted IRI and ETOS). Participants in the intervention group were provided with, and asked to read, an additional case vignette (about the same fictitious service user) presented in the format of a psychological formulation (Appendix J). Following this, participants in the intervention group were asked to repeat the same two self-report measures on components of empathy (adapted IRI) and therapeutic optimism (ETOS). After completing the study, all participants (both control and intervention group) were presented with a debrief form (Appendix F). Participants were not provided with any incentive (financial or otherwise) to take part in the study. Figure 1 depicts a consort diagram illustrating participants’ flow through the research study. 

Figure 1
Consort diagram depicting participants' flow through the research study

All participants accessed the research via an online Qualtrics link 
If eligible, all participants were asked to read the information sheet 
All participants were asked to read the consent form and electronically confirm consent 
If consent was confirmed, all participants completed a demographic questionnaire 
All participants were asked to read the unformulated case vignette 
All participants completed the empathy and therapeutic optimism measures (pre-measures)
All participants were randomly allocated to the control or intervention group
Control Group
Intervention Group
Participants were asked to read the unformulated case vignette again
Participants were asked to read the formulated case vignette 
Participants completed the empathy and therapeutic optimism measures (post-measures)
Participants completed the empathy and therapeutic optimism measures (post-measures)
All participants were asked to read the debrief form 
All participants were asked to complete eligibility questions 
If not eligible the survey closed. 
If consent was not confirmed the survey closed. 


[bookmark: _Toc133330256][bookmark: _Toc138433610]Results
[bookmark: _Toc133330257][bookmark: _Toc138433611]Data analysis and assumptions
All analyses were conducted using the IBM SPSS Statistics for Windows, Version 28.0 (IMB Corp, 2021). Initially, the sample demographics of the two groups (formulated case vignette and non-formulated case vignette) were examined, using statistical analyses, to ensure that they were comparable across gender, ethnicity, job role, age, and years of experience. Table 2 illustrates the chi-squared analysis and independent t-tests significance scores, which demonstrated no significant differences between the groups; therefore, these variables were not entered as covariates in the analysis (Appendix K). 



















Table 2 
Significance values (p values) for the comparison of sample demographics across control and intervention groups 

	
	Control Group

	Intervention Group
	
	

	
	N
	M
	SD
	N
	M
	SD
	Pearson Chi-Square
P value
	T-Test
P value

	Gender 
    Male 
    Female
    Total
	
12
21
33
	
	
	
7
26
33
	
	
	


.087
	

	
Ethnicity 
    White British
    Asian Pakistani
    Asian Chinese
    Other Asian Background
    Total
	

31
1
0
1
33
	
	
	

30
2
1
0
33
	
	
	





.252
	

	
Job role
    Nurse
    Healthcare/Support Worker
    Occupational Therapist
    Social Worker
    Other
    Total
	

13
18

1
1
0
33
	
	
	

16
14

2
0
1
33
	
	
	







.267
	

	
Age
	
33
	
34.06
	
9.58
	
33
	
35.21
	
12.47
	
	
.338

	Years of experience
	33
	10.28
	9.78
	33
	12.86
	11.98
	
	
.225


Means, standard deviations and ranges for the dependent variables (perspective taking, empathic concern, personal distress, and therapeutic optimism) for the total sample at pre-and-post intervention are presented in Table 3 and are divided into control group and intervention group conditions.

Table 3 
Means and standard deviations of the pre-and-post intervention scores categorised by condition
	
	Control Group
N = 33
	Intervention Group
N = 33

	
	Pre
	Post
	Pre
	Post

	Perspective Taking (PT)

M
SD
Range

	

13.91
5.38
4 – 27
	

13.97
5.37
4 - 28
	

14.18
6.19
3 - 26
	

20.61
4.05
6 - 27

	Empathic Concern (EC)

M
SD
Range

	

11.73
3.96
5 – 21
	

12.00
3.91
4 - 21
	

12.39
4.28
5 - 19
	

17.55
3.54
10 - 25

	Personal Distress (PD)

M
SD
Range

	

7.30
3.70
1 – 14
	

7.18
3.37
0 - 14
	

7.21
3.70
0 - 14
	

7.03
3.92
0 - 18

	Therapeutic Optimism (ETOS)

M
SD
Range
	

49.30
9.35
28 – 65
	

49.27
9.29
31 - 64
	

49.12
10.22
29 - 67
	

56.64
5.71
41 - 67



The raw data were screened for outliers and the standardised residuals were computed for each dependent variable and covariate and then tested for normality. The standardised residuals for each dependent variable were normally distributed, evidenced through normally distributed histograms, skewness, and kurtosis values (+/- 2), and non-significant tests of normality including Shapiro-Wilk and Kolmogorov-Smirnov tests (i.e., p value > .05) (George & Mallery, 2010) (Appendix L). When considering outliers, however, box plots identified three outliers within two subscales of the empathy measure (perspective taking N = 2 and personal distress N = 1). A sensitivity analysis was conducted to check whether the presence of the outliers affected the results by removing the identified outliers from the analysis, yet this concluded the same results, therefore the outliers were kept in the final analysis. 
Regarding the covariates (i.e., the pre-scores on the dependent variables) there were no outliers found across the different subscales, however, the personal distress subscale data were not normally distributed as tests of normality were significant, including Shapiro-Wilk (p = .025) and Kolmogorov-Smirnov (p = .03). Homogeneity of variance was assumed for all dependent variables and covariates through the rule of thumb, which assumes homogeneity when the largest variance is less than four times the smallest variance (when considering equal sample sizes) (Clark-Carter, 2009) (Appendix M). To meet the assumptions of a MANCOVA, there should be multivariate normality and no significant univariate outliers (Clark-Carter, 2009), therefore, due to these violations, the impact of formulation on perspective taking, empathic concern, personal distress and therapeutic optimism was investigated using a series of one-way univariate alternatives. Thus, the multivariate design was substituted for the alternative analysis of covariance (ANCOVA) and analysis of covariance with heterogeneity of regression (ANCOHET: an extension of ANCOVA). Despite the change in data analysis, the sample size still had adequate power for realistic/feasible effect sizes (Maxwell et al., 2017). 
Each analysis was checked for homogeneity of regression slope (Appendix N). Where heterogeneity of regression slope was detected, ANCOHET was interpreted which accounted for the added interaction between the covariate and the independent variable (Clark-Carter, 2009; Maxwell et al., 2017) (Appendix O). Table 4 depicts the adjusted means, 95% confidence intervals (CIs), the ratio of explained variance to unexplained variance (F value), the statistical significance (P value) and the effect size (partial eta squared η2) for each dependent variable.

Table 4 
The adjusted means, F value, P value, partial η2 and CIs for the dependent variables
	
	
	
	
	
	95% CI

	Dependent variable
	Adjusted means
	F value 
	P value
	Partial η2
	Lower
	Upper

	Perspective Taking
    Control Group
    Intervention Group
	
14.10
20.57
	77.464
	<.001
	.555
	
13.14 19.60
	
15.07 21.53


	Empathic Concern 
    Control Group
    Intervention Group
	
12.29
17.44
	34.296
	<.001
	.356

	
11.37
16.51

	
13.22
18.37


	Personal Distress
    Control Group
    Intervention Group
	
7.15
7.07
	0.026
	.874
	.000

	
6.43
6.35
	
7.86
7.78


	Therapeutic Optimism
    Control Group
    Intervention Group
	
49.18
55.03
	77.273
	<.001
	.555
	
47.83
55.03
	
50.54
58.01



[bookmark: _Toc133330258][bookmark: _Toc138433612]Perspective taking
A significant interaction was found which indicated heterogeneity of regression slope (F (1, 62) = 32.060, p = <.001, partial η2 = .341), therefore, an ANCOHET was interpreted. The ANCOHET analysis for perspective taking revealed a significant difference between the two conditions (i.e., non-formulated case vignette vs formulated case vignette) while adjusting for pre-test scores (F (1, 62) = 77.464, p = <.001, partial η2 = .555). According to Cohen (1973), this indicates a large effect size. The adjusted means demonstrated that the perspective taking subscale post-score was greater in the intervention group (M = 20.57, 95% CI [19.60, 21.53]) than the control group (M = 14.10, 95% CI [13.14, 15.07]). 
[bookmark: _Toc133330259][bookmark: _Toc138433613]Empathic concern 
A significant interaction was found which indicated heterogeneity of regression slope (F (1, 62) = 12.442, p = <.001, partial η2 = .167), therefore, an ANCOHET was interpreted. The ANCOHET indicated a significant difference between the conditions (i.e., non-formulated case vignette vs formulated case vignette) (F (1, 62) = 34.296, p = <.001, partial η2 = .356). According to Cohen (1973), this indicates a large effect size. The adjusted means demonstrated that the empathic concern subscale post-score was greater in the intervention group (M = 17.44, 95% CI [16.51, 18.37]) than the control group (M =12.29, 95% CI [11.37, 13.22]).
[bookmark: _Toc133330260][bookmark: _Toc138433614]Personal distress
A one-way between subjects ANCOVA was conducted to compare the personal distress score of participants provided with a non-formulated case vignette vs formulated case vignette, whilst controlling for the pre-score on the personal distress subscale. Homogeneity of regression slope was checked via the interaction between the pre-score on the personal distress scale and the intervention condition. This was not significant (F (1, 62) = 0.004, p = .952, partial η2 = .000). The ANCOVA assumptions were therefore met, and it was concluded that the two conditions did not differ significantly (F (1, 63) = 0.026, p = .874, partial η2 = .000). According to Cohen (1973), this indicates a small effect size.
[bookmark: _Toc133330261][bookmark: _Toc138433615]Therapeutic optimism 
A significant interaction was found which indicated heterogeneity of regression slope (F (1, 62) = 55.286, p = <.001, partial η2 = .471), therefore, an ANCOHET was interpreted. The ANCOHET indicated a significant difference between the conditions (i.e., non-formulated case vignette vs formulated case vignette) (F (1, 62) = 77.273, p = <.001, partial η2 = .555). According to Cohen (1973), this indicates a large effect size. The adjusted means demonstrated that the therapeutic optimism scale post-score was greater in the intervention group (M = 56.66, 95% CI [55.03, 58.01]) than the control group (M = 49.18, CI [47.83, 50.54]).
[bookmark: _Toc133330262][bookmark: _Toc138433616]Discussion
The results of the present study offer additional insight into the impact and possible application of psychological formulation, supporting the ongoing development of the current evidence base. Three of the initial hypotheses were supported, suggesting that a hypothetical formulated case vignette had a significant impact on staff empathy, when considering the ability to perspective take and demonstrate empathic concern, and a significant impact on therapeutic optimism. The null hypothesis, however, was accepted when considering the impact that formulated case vignettes had on personal distress. This indicated that feelings of personal anxiety and unease did not change in either the control or intervention condition (i.e., non-formulated or formulated case vignettes).
The results from this study extend some of the previous research in this area, which has indicated an increase in empathy following the implementation of psychological formulation (Berry et al., 2009; 2016; 2017; Collins, 2011; Herhaus, 2014; Hewitt, 2007; Summers, 2006). Participants in this research, for example, positively altered their perceptions of the hypothetical service user and reported greater empathic concern for this service user following the exposure to the formulated case vignette. As the analysis controlled for the pre-measure scores, it can be hypothesised that the exposure to the psychological formulation of the difficulties, as opposed to the diagnostic based referral information, directly influenced these changes in empathy. When considering the recognised pressures of working in mental health inpatient services, such as lack of time, increase in acuity of admissions and increase in administrative demand, it is understandable that such demands challenge the capacity for staff empathy (Moudatsou et al., 2020; Wyder et al., 2017). Psychological formulation, therefore, may offer a supportive intervention which makes sense of and validates a service users’ difficulties, increasing staff understanding and empathy. This could also help service users to feel more understood. 
This research also illustrated an increase in staff optimism following the exposure to the formulated case vignette, whilst controlling for pre-measure scores. Participants in the research, for example, felt more hopeful and able to promote therapeutic change following exposure to the psychological formulation. Therapeutic optimism has been described as essential in creating an environment which promotes recovery (Perkins, 2001), and enables service users to manage stress and work towards their goals (Gallagher et al., 2019). Such optimism is also important for creating and maintaining positive organisational cultures within inpatient settings (Jackson, 2005; 2009), without which there is an increased risk of malpractice due to increased levels of burnout, conflict, and staff dissatisfaction which directly impact the quality of staff-service user interactions (Kamavarapu et al., 2017). Formulation, therefore, could offer a space to inspire hope, create person-centred intervention goals and motivate service users and staff members to work towards these shared goals for recovery. The formulation used in the research, however, comprised of more case history than a standard referral would usually comprise, therefore, it is worth considering whether a detailed case history, rather than a psychological formulation specifically, would also impact these core values of empathy and therapeutic optimism. 
Personal distress is described within the IRI measure as self-orientated feelings of personal anxiety and unease in tense interpersonal situations (Davis, 1983). There has been some indication that psychological formulation has a positive impact on staff wellbeing and provides an opportunity for staff members to recognise and process their personal emotions and responses to service users they care for (Berry et al., 2017; Taylor & Sambrook, 2012; Whitton et al., 2016). A lack of support systems in place to process personal emotions has also been identified as a barrier to providing empathic care (Moudatsou et al., 2020). This research, however, did not offer further support to the hypothesis that psychological formulation would increase empathy by reducing participants level of personal distress. Methodological factors may have impacted this outcome, for example, a vignette cannot capture all aspects of the service user and/or staff experience, which therefore may have impacted participants ability to emotionally connect to the hypothetical service user. Additionally, participants in this research were recipients of the formulation, rather than collaboratively involved in the development of this psychological understanding. The methodological design of this research, therefore, may have impacted participants emotional response to, including any change to personal distress, following exposure to the formulation. 
 It is possible, however, that this finding offers support for the distinction between formulation and reflective practice defined within the Association of Clinical Psychologists (ACP; 2022) guidelines. These guidelines identify the overlap that team formulation can sometimes have with reflective practice yet document the need for these two processes to have clear distinctions. Team formulation, for example, aims to develop a compassionate and collaborative understanding of a service user’s history to help to make sense of their current difficulties, with the service user being central and where possible involved in this process.  Reflective practice, however, provides a space for staff to reflect on challenges within care environments and in providing care for service users, therefore, may address some of the more personal distress aspects of empathy. 
In reflective practice, staff are supported to reflect on and process the emotional impact of their work whilst holding in mind the needs and formulation of the service users’ they care for (ACP, 2022). Reflective practice has been evidenced as a valuable indirect intervention within inpatient mental health services as it provides a space for staff to discuss emotionally challenging events and concerns which impact their clinical practice (Moreno-Poyato et al., 2019; Raphael et al., 2020). Reflective practice aims to develop self-awareness and process personal emotions, including personal distress, in an attempt to improve the therapeutic relationship between staff and service users (Moreno-Poyato et al., 2019). This research, therefore, may suggest a need for the two distinct processes (i.e., team formulation and reflective practice) in order to support all components of empathy within inpatient services. Psychological formulation, for example, to support empathic care and perspective taking and reflective practice to address the personal impact of health care professional roles, which may be less addressed through service user formulations. 
Psychological formulation in adult mental health inpatient services, therefore, is an important clinical practice to support and promote shared values, such as empathy and therapeutic optimism. These shared values, in clinical practice, could also highlight, address, and potentially minimise disagreement within teams which would help the service user to experience a more consistent team approach to intervention (Division of Clinical Psychology [DCP], 2011). An increase in key NHS values and consistency through psychological formulation, therefore, could support the provision of psychologically informed care within inpatient services, of which promotes effective care delivery (Oflaz et al., 2019).
[bookmark: _Toc133330263][bookmark: _Toc138433617]Clinical implications
It is important that prior to devising firm conclusions about the clinical implications of this research, further research seeks to replicate this study to affirm the reliability and representativeness of the findings. Nonetheless, this research can offer initial considerations toward possible clinical implications. Psychological practitioners, for instance, have been said to offer an important and valuable skillset that can improve the quality of mental health inpatient care (Evlat et al., 2021; Man et al., 2023) with formulation being one of the core competencies of psychological practitioners (DCP, 2011). If psychological formulation offers a space for staff to develop a more empathic perspective and hopeful approach to service users, such approaches have been empirically linked to positive therapeutic change (Gallagher et al., 2019; Moudatsou et al., 2020). This research, therefore, supports the requirement for psychological input in inpatient services (Evlat et al., 2021; Man et al., 2023) as the findings support the idea that psychological formulation could indirectly impact the quality of care and care outcomes experienced by service users. 
Additionally, in line with the NHS strategy aimed at recruiting staff who embody the core NHS values, this research indicates that psychological formulation warrants further exploration as a possible intervention to support and enhance these values. This could be particularly important for challenging working contexts, such as mental health inpatient services (Currid, 2009), where staff empathy and therapeutic optimism can be negatively impacted (Gallagher et al., 2019; Moudatsou et al., 2020). Lower levels of staff empathy and optimism have also been empirically linked to staff burnout (Ferri et al., 2015), which has been shown to increase rates of job turnover and stress-related absences (Morse et al., 2012). With this, future research, could build on Taylor and Sambrook’s (2012) study for example, to further explore whether psychological formulation supports staff wellbeing and whether it indirectly contributes to staff retention, for example, through reducing burnout.
[bookmark: _Toc133330264][bookmark: _Toc138433618]Limitations 
There are several limitations of the present study which should be considered when interpreting the findings. Firstly, there are limitations that come with conducting the study online, for example, there was no means of confirming that participants were in fact eligible participants, based on the inclusion criteria. Furthermore, the research was shared on personal and professional social platforms, therefore the researcher recognised their own position in working in mental health and their affiliation with psychological formulation and how this may have impacted participant recruitment. When recruiting participants, for example, on personal and professional social platforms, the research could clearly be linked to the researcher, therefore, this may have impacted who engaged, motivations for engagement and possibly increased the risk of a Hawthorne effect (i.e., where the participants alter their engagement due to recognising their role within the experiment). Nonetheless, as a positivist epistemological stance was taken in this research, methodological procedures were implemented in an attempt to reduce bias. The survey, for instance, employed randomised conditions, anonymous responses, and the researcher recruited through an NHS Trust where the researcher had no affiliation with the inpatient service. Additionally, the survey also employed the ‘prevent multiple responses’ function from Qualtrics, which aims to prevent multiple/repeat responders.
Additionally, a key limitation within this research is the use of a hypothetical case vignette and the presentation of a formulation without the expert (i.e., the service user experiencing and making sense of their difficulties). Real clinical practice involving formulation should be inclusive of the service user and when not possible, family or advocates of service users to ensure that their voices are heard, and they are consenting to this process (ACP, 2022). The experimental nature of the study also meant that the findings are only representative of empathy and optimism at one point in time in one specific context (i.e., mental health inpatient services). As formulation is an ongoing process, it is likely that this methodology neglects any longitudinal impact and may influence the generalisability to individuals working in other contexts. 
[bookmark: _Toc133330265][bookmark: _Toc138433619]Future research
It is important that future research looks to replicate and expand upon these findings. There is some conflicting research into the impact of formulation, with existing research utilising relatively small samples when considering how widely psychological formulation is used within healthcare (DCP, 2011). Additionally, formulation is a narrative representing the difficulties present for an individual at a specific time, possibly as a result of a specific or range of events that have happened and the circumstances around these (Johnstone, 2018). Research, therefore, needs to consider the longitudinal impact of formulation, as formulation is dynamic and can change, therefore, future research could explore whether the evidenced short-term benefits of formulation are maintained over time.
It is still unclear within the literature whether formulation is experienced as helpful by the service user and whether service users feel a difference in care or care outcomes when a formulation has been developed and shared (ACP, 2022). Some service users have expressed distress or harm because of their experience of psychological formulation, (both individually and through team formulation processes), due to a sense of their ‘story’ being told about them, without them (Clare, 2021; Pain et al., 2008); therefore, it is important to continue to understand when and why psychological formulation is helpful. It is possible that some of the ethical considerations around such research (e.g., consent, capacity, confidentiality) (Evans et al., 2015) and the nature of psychological formulation (e.g., person-centered, co-constructed) (Johnstone, 2018) have impacted the opportunities to operationalize this concept (i.e., formulation) and subsequently research it. There have also been recommendations from professional governing guidelines to separate the practice of team formulation and team reflective practice (ACP, 2022), yet further research is needed to explore the effectiveness of both processes regarding service user experience, clinical practice, and staff wellbeing.
An important future direction for the evidence base underpinning psychological formulation could be to explore its empirical role within real clinical settings, rather than its role in hypothetical cases. It is possible that survey-based research, or voluntary participation, elicits participants who are already motivated or value a psychological understanding of a service user’s difficulties (i.e., staff members who are more likely to engage in research, attend meetings, review psychological documentation). A key question, therefore, is how to access staff members that may not view this as an important part of a service users’ care or an active part of their professional responsibilities. 
[bookmark: _Toc133330266][bookmark: _Toc138433620]Conclusion
In conclusion, this research study found statistically significant increases in empathy (considering perspective taking and empathic concern) and therapeutic optimism following exposure to a psychological formulation about a hypothetical service user. No significant effect, however, was found when considering participants’ personal distress to this case vignette. Such findings require further replication before robust conclusions can be made and the limitations of this research should be considered when interpreting its findings. Initial clinical implications, however, can be hypothesised in terms of the potential role of psychological formulation in enhancing NHS values, such as empathy and optimism, and indirectly supporting service users’ experience of care. This could be seen as particularly important when considering care settings, such as mental health inpatient services, which can be demanding and as a result negatively impact these key care values (i.e., empathy and therapeutic optimism). 
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Empathy and optimism in inpatient services: Can psychological formulation help?
This report is a summary of a research project investigating the role of formulation in mental health inpatient services on staff empathy and therapeutic optimism. This summary has been written for NHS staff who work in mental health inpatient services. This report, however, may also be of interest to service users who have experienced care from mental health inpatient settings and anyone else who may be interested in the topic of psychological formulation. This report was developed in consultation with staff members from a multidisciplinary team in a community service who kindly reviewed the report to provide comments on how to improve the accessibility (e.g., the wording, structure, and layout).

[bookmark: _Toc133330285][bookmark: _Toc138433640]Background to the research
[bookmark: _Toc133330286][bookmark: _Toc138433641]Adult mental health inpatient services
Within the National Health Service (NHS), adult mental health inpatient services are for people, aged 18-65, who can no longer be supported at home due to complex psychological or mental health conditions (Bowers et al., 2005). Examples of psychological or mental health conditions could include depression, anxiety, schizophrenia, and personality disorders. In these services, staff work within a multidisciplinary team, which brings together skills and knowledge from a range of professional backgrounds (e.g., psychiatry, psychology, nursing, health, and social care). The aim of inpatient services is to support service users to become well enough to return to living in their local community (Tyler et al., 2020). A large proportion of service users that access inpatient services are likely to meet the criteria for, or have been diagnosed with, borderline personality disorder (BPD) (Chapman et al., 2019). 
[bookmark: _Toc133330287][bookmark: _Toc138433642]Borderline Personality Disorder (BPD)
There has been a lot of research which has indicated that service users who have been diagnosed with BPD have experienced stigma from mental health services (Sheehan et al., 2016). Staff, for example, have reported feeling more critical, rejecting and less optimistic when working with this service user group (Westwood & Baker, 2010). The diagnostic label (i.e., BPD) has, therefore, received a lot of criticism, in part, due to the stigma attached to the label and due to questions around the reliability of this diagnosis (British Psychological Society, 2006). It is important, however, to recognise that for other service users, this diagnostic label has felt helpful (Lester et al., 2020). The National Institute for Health and Care Excellence (NICE) guidelines (2009) have identified the importance of developing an optimistic and trusting relationship when working with service users diagnosed with BPD. An important aspect of building such a relationship is the ability to understand and empathise with service users’ and to create an atmosphere of hope around treatment and recovery. 
[bookmark: _Toc133330288][bookmark: _Toc138433643]Empathy and Therapeutic Optimism 
Empathy and therapeutic optimism are key values which are fundamental to working in the NHS (National Institute for Health and Care Excellence, 2009; Patterson et al., 2014). Empathy has been defined through various concepts (Davis, 1983) as illustrated below.
Therapeutic optimism has been defined as hope that a service user can and will benefit from support (Elsom & McCauley-Elsom, 2008). 
Research has evidenced the importance of both empathy and therapeutic optimism for building relationships with service users and for service user recovery (Gallagher et al., 2019; Moudatsou et al., 2020). Studies from mental health inpatient services, however, have shown that staff can find it difficult to express empathy and optimism for service users with a diagnostic label of BPD (Currid, 2009; Westwood & Baker, 2010; Wyder et al., 2017).  It is thought that this could be due to a lack of understanding around the diagnosis and strong emotive responses (e.g., frustration, exasperation) toward the diagnosis (Sheehan et al., 2016). 
[bookmark: _Toc133330289][bookmark: _Toc138433644]Psychological Formulation
Formulation is the process of bringing together the experience of health care professionals, psychological knowledge, research, and the service users’ expertise to make sense of current difficulties, in view of past and life events (Johnstone, 2018).
Experience from health care professionals
Service User expertise
Psychological knowledge 
Research









A formulation can then be shared with others, for example staff members, to help to increase staff understanding, empathy and hope for recovery (Wilkinson et al., 2017). Some research has found that formulation has done just this, for example, it has increased staff empathy, hope for treatment, confidence, and consistency in staff approach (Berry et al., 2009; 2016; 2017; Hewitt, 2007; Summers, 2006). Other research has also shown that formulation can help staff members to understand their own emotions and how these emotions might impact their care for service users (Berry et al., 2017; Taylor & Sambrook, 2012; Whitton et al., 2016). Not all research, however, indicates that formulation has a significant impact on attitudes (Wilkinson et al., 2017).
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There has been some research which has suggested that psychological formulation can help staff members to feel more empathic towards and optimistic about service users’ recovery. These values (i.e., empathy and therapeutic optimism) are important when considering forming therapeutic relationships, providing quality care and for service user recovery. This research, therefore, aimed to see whether a psychological formulation of a hypothetical service user (typically labelled with a diagnosis of BPD), increased participants’ (i.e., staff members) empathy and therapeutic optimism towards this hypothetical service user.


Empathy was broken down into three components. These included:
· Participants’ ability to perspective take 
· Participants’ ability to show empathic concern 
· Participants’ experience of personal distress 
Therapeutic optimism was defined as participants’ belief/hope that the hypothetical service user will benefit from therapeutic intervention. 
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Case vignettes provide a summary of a service user’s ‘clinical information’ (Evans et al., 2015). Clinical information may include information such as age, gender, medical diagnoses, as well as information about service users’ current mental health difficulties. 
Two case vignettes were used in this research to describe a hypothetical service user named ‘Sam’. One case vignette included the ‘typical’ clinical information for Sam (non-formulated case vignette). The other vignette detailed a psychological formulation of the same hypothetical service user (formulated case vignette). The formulation looked at Sam's early history and some of the difficult life experiences that she had been through. 
The formulation also hypothesised based on these experiences:
· How Sam might think or feel about herself
· How Sam forms and views relationships with others
· How Sam may view staff and her experience of care
The formulation also captures Sam's strengths, things that have worked well and 'positives' about her personality, skills, and interests. The details of these vignettes are included in the appendices (Appendix A and B). 
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	Aims of the Study
	
	Predicted Outcomes

	1.
	To investigate whether psychological formulation will increase participants’ empathy by increasing their ability to perspective take.
	
	A vignette of a psychological formulation will increase participants’ empathy by increasing their ability to perspective take.

	2.
	To investigate whether psychological formulation will increase participants’ empathy by increasing their empathic concern.
	
	A vignette of a psychological formulation will increase participants’ empathy by increasing their level of empathic concern.

	3.
	To investigate whether psychological formulation will increase participants’ empathy by reducing their personal distress.
	


	A vignette of a psychological formulation will increase participants’ empathy by reducing their level of personal distress.

	4.
	To investigate whether psychological formulation will increase participants’ therapeutic optimism.
	
	A vignette of a psychological formulation will increase participants’ therapeutic optimism.






[bookmark: _Toc133330293][bookmark: _Toc138433648]Method
This study was reviewed and approved by Staffordshire University Ethics Committee, the integrated research application system (IRAS), and the NHS trust ethical board.
[bookmark: _Toc133330294][bookmark: _Toc138433649]How were participants recruited?  
Participants were recruited between November 2022 and January 2023. The research was advertised online, through social media, and through a local NHS trust (e.g., through trust wide communication emails).
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Participants had to meet the following criteria to be eligible to take part:
	To take part, participants must:
	Participants could not take part if they:

	· Be employed as an NHS health care professional including:
· Nurses
· Allied Health Professionals (e.g., Occupational Therapists, Social Workers, Speech and Language Therapists)
· Medics (e.g., Psychiatrists, Medical doctors)
· Health Care Support Workers. 
· Work in an NHS mental health inpatient setting with service users with a diagnosis of BPD. 
	· Worked in other NHS services
· Worked in private mental health services
· Worked in mental health services but had no contact with service users 
· Were employed in Psychology due to their experience/training in formulation
· Could not understand written English (due to no resources for translation).


[bookmark: _Toc133330296][bookmark: _Toc138433651]
What did taking part involve? 
This research used an experimental design and data was collected at one point in time. All participants completed the study online through an online survey software tool, named Qualtrics, which was used for the research. Participants clicked a link on the online advertisement to access the study. This link took participants to a webpage that provided information about the study to help them to make an informed decision about taking part. If participants decided to proceed, they were asked to complete a consent form.  
Participants were asked to complete several questions about themselves and their professional role, this included:  
· Age
· Gender
· Ethnicity
· Job title 
· Years of experience in job role

During the research, participants were asked to read the non-formulated case vignette and complete questionnaires including: 

1. Empathy Questionnaire (Interpersonal Reactivity Index, Adapted) (Davis, 1983) – a 21-item questionnaire measuring the different components of empathy (i.e., perspective taking, empathic concern and personal distress). 
2. Therapeutic Optimism Questionnaire (Elsom Therapeutic Optimism Scale) (Elsom & McCauley-Elsom, 2008) – a 10-item questionnaire measuring therapeutic optimism.
Following completion of the questionnaire’s participants were randomly allocated to one of the two groups below. 

	Group that did not read the formulation
	Group that read the formulation

	
	

	· Re-read the non-formulated case vignette.
· Completed the two questionnaires again:
· Empathy Questionnaire
· Therapeutic Optimism Questionnaire
	· Read the formulated case vignette.
· Completed the two questionnaires again:
· Empathy Questionnaire 
· Therapeutic Optimism Questionnaire 



[bookmark: _Toc133330297][bookmark: _Toc138433652]Who took part?
Sixty-six participants took part in the research. Most participants identified as White British (92%), female (71%), with the main profession identified as healthcare assistant/support worker (48%). Gender, ethnicity, and job role of the total sample are depicted in the pie charts below. The average age of the sample was 34.6 years with an average of 12 years’ experience in the profession.
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The data was analysed using two types of statistical analysis. These analyses determined whether the scores on the empathy and therapeutic optimism questionnaires were significantly different between the group of participants’ that read the formulation compared to the group that did not.
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1. Psychological formulation increased participants’ empathy by increasing their ability to perspective take.
The results showed that participants’ ability to perspective take was significantly higher for the group of participants’ that read the formulation compared to the group that did not. This indicates that psychological formulation significantly increased participants’ empathy by increasing their ability to take a different viewpoint (i.e., perspective take). 
2. Psychological formulation increased participants’ empathy by increasing their level of empathic concern.
The results demonstrated that participants’ ability to show empathic concern was significantly higher for the group of participants’ that read the formulation compared to the group that did not. This indicates that psychological formulation significantly increased participants’ empathy through increasing their ability to show concern and sympathy for the service user in the vignette.









3. Psychological formulation did not increase participants’ empathy by reducing their level of personal distress.
There was no difference in the scores for personal distress between the group of participants’ that read the formulation and the group that did not. This demonstrated that psychological formulation had no significant impact on participants’ experience of personal distress. 








4. Psychological formulation increased participants’ therapeutic optimism.
The results showed that participants’ therapeutic optimism was significantly higher for the group of participants’ that read the formulation compared to the group that did not. This indicates that psychological formulation significantly increased participants’ belief/hope that the hypothetical service user could benefit from therapeutic intervention. 


[bookmark: _Toc133330300][bookmark: _Toc138433655]Conclusions and Recommendations
The role of psychological formulation in mental health services is not new, however, there has been little research that evidences how it directly impacts staff empathy and optimism. Although more research is needed before we can make confident conclusions, this research does provide some insight into how psychological formulation could be helpful in supporting these key NHS values (e.g., empathy and therapeutic optimism). An idea to help put this into practice could include:
· Providing regular formulation meetings - It would be helpful for mental health inpatient services to offer regular (e.g., weekly, fortnightly, or monthly) formulation meetings facilitated by a psychologist, involving the service user.
This research, however, indicated that formulation did not impact participants’ personal distress, therefore, it may be that other practices (e.g., supervision, reflection) may be more helpful when considering this component to empathy.


[bookmark: _Toc133330301][bookmark: _Toc138433656]Limitations of this Research 
· Online research – Recruiting online can bias or limit who takes part.
· Voluntary participation – Voluntary participation can also bias who takes part as individuals who are already interested in psychological formulation may be more likely to take part.   
· Use of a vignette – The research is based on a hypothetical service user and thus may not reflect staff responses to real service user experiences. 
· Research design – The research only measures participants’ empathy and optimism at one point in time. These findings, therefore, might not be generalisable to other healthcare settings and any changes to empathy and optimism, for example, may not be maintained over time.
[bookmark: _Toc133330302][bookmark: _Toc138433657]Recommendations for Researchers 
It is important to remember that this is only one study, so there should be caution when interpreting and applying the results. Further research should be conducted to help support these results. Examples of future research might include:
· Exploring psychological formulation in a real clinical setting
It would be helpful to explore the impact of formulation in clinical practice, rather than using a hypothetical case vignette. Researchers, for example, could facilitate sessions with real service users and staff from inpatient services to develop a psychological formulation. The researcher could then measure the impact of these sessions (for example on staff empathy and optimism). 
· Exploring the impact of psychological formulation for service users
It would be useful to explore and capture service user feedback. Researchers, for example, could ask service users whether they feel more understood, supported, or hopeful once a formulation has been developed with them and shared with their care team. 
· Exploring the impact of psychological formulation on care outcomes
Researchers could also look to see whether formulation directly influences care outcomes (e.g., reduction in risk, reduction in psychological distress etc.). 
[bookmark: _Toc133330303][bookmark: _Toc138433658]Who will this research be shared with? 
The research project has been written up and will be submitted to, and if accepted, published in a scientific journal. 
This summary report will also be shared with key personnel from Staffordshire University, the clinical supervisor and the research and development team from the involved NHS Trust.
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Empathy


Perspective taking
The ability to understand the view of others.


Empathic concern
The ability to show sympathy and concern for others.


Personal distress
The ability to recognise and manage personal feelings triggered by others.


Gender of Participants

Gender	Female (71%)	Male (29%)	47	19	

Ethnicty of Participants

Ethnicty	White British (92%)	Asian Pakistani (5%)	Asian Chinese (1.5%)	Other Asian Background (1.5%)	61	3	1	1	

Job Role of Participants

Job Role	Nurse (44%)	Healthcare assistant/support worker (48%)	Occupational Therapist (5%)	Social Worker (1.5%)	Other (1.5%)	29	32	3	1	1	

Scores from the empathy measure 
(perspective taking)

Pre-scores	Group that read the formulation	Group that did not read the formulation	14.18	13.91	Post-scores	Group that read the formulation	Group that did not read the formulation	20.61	13.97	



Scores from the empathy measure  
(empathic concern)

Pre-scores	Group that read the formulation	Group that did not read the formulation	12.39	11.73	Post-scores	Group that read the formulation	Group that did not read the formulation	17.55	12	



Scores from the empathy measure      
(personal distress)

Pre-scores	Group that read the formulation	Group that did not read the formulation	7.21	7.3	Post-scores	Group that read the formulation	Group that did not read the formulation	7.03	7.18	



Scores from the therapeutic optimism measure

Pre-score	Group that read the formulation	Group that did not read the formulation	49.12	49.3	Post-score	Group that read the formulation	Group that did not read the formulation	56.64	49.27	
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Information to support study set up
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“The below provides all parties with information to support the arranging and confirming of capacity and capabilty with participating NHS.
organisations in England and Wales. This is intended to be an accurate reflection of the study at the time of issue of this etter.
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NHS partcipating NHS Documenthas | Proposalswith | expectationsa | activities that are limited to
organisation | organisations in England | peen submitied | "e5Pect 1o whether | Local Collaborator | access 1o staf, or staff data (in
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contracting expectations | used with Organisational will not take place in NHS
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‘Approval has been

issued No extemal
Ifthe organisation s not funding has been
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capacty and capabilly

within ths tmetrame,
they mustinfor the
sponsor of this and
provide a justifcaton. If
the sponsor s not
satisfid with the
Jusifcation, then the
sponsor may escalate to
the National
Coordinating Function
where the participating
NHS organization is
located.

Other information to aid study set-up and delivery

This deais any other information that may be helpful to sponsors and participating NHS organisations in England and Wales in study set-up.

“The applicant has indicated that they do not intend to apply for inclusion on the NIHR CRN Portfolio.
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From: LouiseC Alston (RLY) NSCHT <Louise.Alston@combined.nhs.uk>
Sent: 31 October 2022 19:24

To: Felicity Watkin (RLY) NSCHT <EelicityWatkin3@combined.nhs.uk>

Ce: h.scott@staffs.ac.uk' <h.scott@staffs.ac.uk>; Ruth Richards (RLY) NSCHT <Ruth.Richards(@combined.nhs.uk>; Zoe Booth (RLY) NSCHT <Zoe.Booth@combined.nhs.uk>; Research & Development <Research@combined.nhs.uk>
Subject: IRAS ID.304378 Student Research — Trust Authorisation of Research — North Staffordshire Combined Healthcare NHS Trust

Dear Felicity

Trust Authorisation of Research at North Staffordshire Combined Healthcare NHS Trust

Short Title: Empathy and optimism in inpatient services
IRAS ID. 304378

CHC0238/RS

Felicity Watkin

This email confirms that North Staffordshire Combined Healthcare NHS Trust has granted Trust Authorisation, and agre for you to deliver the above referenced study, with the proviso that you await IG signoff. We are awaiting imminent confirmation from our 1G
Team, as to whether a DPIA s required under our new ‘generic blanket” DPIA process for hosted research — please do not start your data collection until receiving confirmation from us on this. Please find attached our agreed Organisation Information Document as
confirmation. We agree for you to start this study from todays date, pending IG signoff as stated.

Please take time to read the conditions of Trust Authorisation below. You will need this email as proof of Trust Authorisation.

Trust Authorisation has been granted on the basis described in the HRA approval application. The documents received and to be used at site are:

Document Version Date
Protocol 1 01/02/2022
Participant Information Sheat 3 28/05/2022
Participant Information Sheat — Debrief Form. 3 12/08/2022
Consent Form 2 12/08/2022
Participant Invitation Email 1 01/02/2022
Demographic Questionnaire 1 01/02/2022
Social Media Adverts 1 01/02/2022
oD 2 12/08/2022
SoE 2 12/08/2022
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From: LouiseC Alston (RLY) NSCHT <Louise.Alston@combined.nhs.uk>

Sent: 11 November 2022 10:55

To: Felicity Watkin (RLY) NSCHT <FelicityWatkin3@combined.nhs.uk>

Subj IRAS ID.304378 Student Research — Trust Authorisation of Research — North Staffordshire Combined Healthcare NHS Trust

Hi Felicity

Good news, you now have IG signoff, and | can confirm you can start your project at the Trust.
Kind regards,

Louise Alston

Research Governance Facilitator

North taffordshire Combined Healthcare NHS Trust

Please note that | am currently working from home

Email: louise.alston@combined.nhs.uk
PID: louise alston@nhs.net
R&D Generic Inbox: research@combined.nhs.uk

Follow us on Twitter

Visit our Website
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Participant Invitation Email
(Version 1.0, 01/02/2022)

Study Title: Empathy and optimism in inpatient services - Can
psychological formulation help?

To
Subject: Do you work in secondary mental health inpatient services? Calling for participants.
Email: We would like to invite you to participate in this research project, which is being
undertaken as part of a Professional Clinical Doctorate programme at Staffordshire
University

We are investigating staff experiences of working with service users with a diagnosis of

Borderline Personality Disorder (BPD).

Before you decide whether you want to take part, it is important for you to understand why
the research is being done and what your participation will involve.

Please click the link below leam more and o take partt
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Sample Social Media Advertisements
(Version 1.0, 01/02/2022)

Study Title: Empathy and optimism in inpatient services - Can
psychological formulation help?

Trust Newsroung/Intranet: New research study seeking NHS staff participants! Do you work
in secondary mental health inpatient services with individuals diagnosed with borderline
personality disorder? The research is part of a professional clinical doctorate programme at
Staffordshire University, investigating empathy, optimism, and the role of formulation.
Participation involves reading a case vignette and completing a few brief online
questionnaires (approx. 30mins). CLICK HERE [insert link] {o learn more and/or to take
o e e i researchcr N o ol
— Please share with colleagues!
Facebook: Do you work in secondary mental health inpatient services? New research study
at Staffordshire University investigating empathy, optimism and formulation, seeking NHS
staff participants. Participation involves reading case  vignette/completing online
questionnaires (approx. 30mins). CLICK HERE [insert link] for more information! Please
share with colleagues!

Twitter: Do you work in secondary mental health inpatient services? New research study at
Staffordshire University investigating empathy, o and formulation, seeking NHS staff
participants. Participation involves reading case vignette/completing online questionnaires
(approx. 30mins). CLICK HERE [insert link] for more information! ~Please share with
colleagues!

Linkedin: Do you work in secondary mental health inpatient services? New research study
at Staffordshire University investigating empathy, op and formulation, seeking NHS
staff participants. Participation involves reading case vignette/completing ~online
questionnaires (approx. 30mins). CLICK HERE [insert link] for more information! Please
share with colleagues!





image15.png
o
STAFFORDSHIRE
UNIVERSITY i

Participant Information Sheet
(Version 3.0, 28/09/2022)

Empathy and optimism in inpatient services - Can psychological
formulation help?

IRAS Reference Number: 304378
Introduction?

We would like to invite you to participate in this research project, which is being undertaken
as part of a Professional Clinical Doctorate programme at Staffordshire University.

Before you decide whether you want to take part, it is important for you to understand why
the research is being done and what your participation willinvolve. Please take time to read
the information carefully and discuss it with others ifyou wish. Please contact the researcher
(details below) i there is anything that s not clear or if you would like more information

Wha

the purpose of the research?

We are investigating staff experiences of working with service users with a diagnosis of
Borderline Personality Disorder. Research has suggested that the more we understand
about a person and their diffcultes, the more able health professionals are to empathise
and feel hopeful about providing treatment. We hope the research will help inform our
understanding of how staff can effectively relate to and support service users who have
received this diagnosis.

Why have | been invited to take part?

You are being invited as you are employed as an NHS healthcare professional (Nurse,
Occupational Therapist, Physiotherapist, Social Worker, Psychiatrist, Medical Doctor,
Health Care Support Worker) and working with individuals diagnosed with Borderiine
Personality Disorder within an NHS secondary adult mental healthcare inpatient setting

Dol have to take part?

No. Participation is completely voluntary. You should only take part if you want to and
choosing not to take part will not disadvantage you in anyway.

What will happen if | take part?

If you decide to take part, we will ask you to read a consent form and electronically confirm
Your consent to participate.
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Upon consenting, you will be asked to complete an online demographic questionnaire asking
you about your age, gender, ethnicity, job role and vears of clinicallprofessional experience

Following this, you wil be randomly assigned to one of two conditions i the research. Within
these conditions you will be provided with a ciinical vignette of a hypothetical service user
and asked to complete two short questionnaires about how you feel about the service user
information. These questionnaires wil consist of several statements which ask you to rate
how wel the statement describes you or to what extent you agree with the statement

Once you have completed the questionnaires, you will be provided with additional
information about the same hypothetical service user and asked to complete those same
questionnaires again

Once you have completed the repeated questionnaires, your involvement in the study will
be complete. \We estimate that your involvement in the research will be approximately 45-
60 minutes.

What are the possible risks of taking part?

Whilst it is not anticipated the research will cause distress, you are being asked to read
sensitive clinical information which could have the potential to be difficult and distressing
Should you feel distressed please utiise the sources of support provided within this
information sheet, contact your GP for further support and/or information, andior uiise the
sources of support provided in the debrief information sheet available to you upon study
completion

What are the possible benefits of taking part?

Whilst there are no direct benefits to you of taking part, people often report that taking part
in research is an enjoyable and rewarding activity. You will have also added to the lterature
in this field

How will we use information about you?

We will need to use information from you for this research project

This information will include your responses from the questionnaires. We wil use this

information to do the research and to make sure that the research is being done properly.
This information will not include any personal data.

We will keep all information from you safe and secure.

Once we have finished the study, we will keep some of the data so we can check the results.
We will write our reports in a way that no-one can work out that you took part in the study.

What are your choices about how your information is used?

You can stop being part of the study at any time, without giving a reason, but we will keep
information from you that we already have.

We need to manage your records in specific ways for the research to be reliable. This means
that we won't be able to let you see or change the data we hold from you
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How will my information be stored?

Al electronic data will be stored in a folder on the main researchers’ University One Drive
account (secure cloud storage) throughout the research process and for at least three
months_after study completion, then stored electronically securely at Staffordshire
University's for 10 years following study completion, then confidentially destroyed
accordance with Staffordshire University policy.

Where can you find out more about how your information is used?
You can find out more about how we use your information

« atwww hra nhs uklinformation-about-patients/
« by sending an email to the main researcher (email details below)

The data controlle for this project will be Staffordshire University. The University will process
your data for the purpose of the research outined above. The legal basis for processing
Your data for research purposes under the data protection law is ‘consent'

If you wish to lodge a complaint with the Information Commissioner's Office, please visit
i ico orq uk.

For furtther information about how researchers use participant information, please visit
winy hra nhs uk/patientdataandresearch

What if | change my mind about taking part?

You are free to withdraw at any point of the study either by closing the interet explorer
window (g, pressing the X at the top right comer of the screen) or by contacting the
researcher and providing your individual study number, without having to give a reason up
unti the point of data analysis, which is anticipated to be December 2022. It il not be
possible to withdraw your data after this time as the study will have already been analysed
and report drawn.

What will happen to the results of this study?

The research is anticipated to conclude in August 2023. After this anticipated date, you
would be able to request a copy of the executive summary, which would consist of a
summary of the purpose of the research and describe any results, conclusions, or
recommendations from the research. To obtain a copy of the executive summary you would
need to contact the main researcher via email (details below) and provide your individual
Study number

The results of the study will be used to form the researchers Clinical Psychology Doctoral
thesis. A report will be produced and shared with key individuals at North Staffordshire
Combined Healthcare NHS Trust and Staffordshi , and with the regulatory
agencies for monitoring purposes. Results may also be published in peer reviewed
academic journals

Who s organising this study?

The study is being conducted as part of the researcher's professional doctorate programme,
sponsored by Staffordshire University.
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Who has reviewed this study?

The study has been reviewed and approved by Staffordshire University Faculty of Health
Research Ethics Committee to protect the rights, safety, dignity, and wellbeing o research
partiipants; and the Health Research Authority to ensure appropriate governance and legal
compliance

Who should | contact for further information?

If you have any questions or require more information about
researcher as follows:

study, please contact the

Who should | contact for further questions, or if something goes wrong?

If you prefer to speak with someone else or i this study has harmed you in any way or you
wish to make a complaint about the conduct of the study, you can contact the study
supenvisor or the Chair of the Staffordshire University Ethics Committee for further advice
and information

OR

Who should | contact for further support?

Ifthis research has raised any personal concerns or distress, please contact your GP andior
the support networks available below:

Staff mental health and wellbeing hubs
‘wwwengland.nhs uk/supporting-our-nhs-people/support-now/staff-mental-health-and-
wellbeing-hubs/

Supporting out NHS people

‘wwwengland.nhs.uk/supporting-our-nhs-people
The Samaritans

‘www_samaritans org.uk
116123

Mind
‘www.mind.org uk
0300 123 3393
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Thank you for taking the time to read this participant information sheet
— If you are interested in taking part, please click the button below to
complete the consent form, followed by the study questionnaires. If you
do not wish to continue simply close this internet window.
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Participant Consent Form
(Version 2.0, 12108/2022)

Study Title: Empathy and optimism in inpatient services: Can psychological formulation

help?

IRAS Reference Number: 304378

Researche

I have read and understood the information sheet (version 3.0 dated Yes ~  No
28/09/2022), and have been given the opportunity to ask questions,
and had satisfactory answers

1 understand that my participation in this study is entirely voluntary Yes ~  No
and that | can withdraw at any time, up untilthe point of data analysis

(anticipated to be December 2022) without giving an explanation and

without it negatively impacting on me in any way.

1 understand that data collected from me during the study may be Yes ~  No

looked at by individuals_from _Staffordshire Universiy.
S - o oo 0

authorities where it is relevant to my taking part in this research. |
give permission for these individuals to have access to this data

1 understand that the data collected from me will be anonymised and Yes ~  No
used in the study report which will be shared with key personnel at

Staffordshire University,

NHS Trust, and published in key peer reviewed academic journals. |

give permission for my data to be published anonymously

I give my consent to take part in this study Yes © No

Thank you for completing the consent form
Please now submit your consent form by clicking the button below




image21.png
o
STAFFORDSHIRE
UNIVERSITY i

Participant debrief form
(Version 1.0, 1210812022)

Thank vou for taking part in this study!

Study Title: Empathy and opt
formulation help?

Researcher SN

IRAS Reference Number: 304378

patient services: Can psychological

Whatis the purpose of the study?

Iam interested in investigating staff experience of working with service users who have been
diagnosed with Borderiine Personality Disorder. Research has suggested that the more we
understand about a person and their diffcultes the more able we are as health professionals
to empathise and feel hopeful about their treatment. | am hoping to investigate this link within
this research to help inform our understanding of how staff can effectively relate to and
support service users who have received this diagnosis.

How can | contact the researcher if | have any further questions or if, for any reason,
Iwish to withdraw my data once | have left?

Plase contactthe man esearcher N /-

have any questions.

If you would like to withdraw your data from the research, please also contact the main
researcher and quote your individual study number for your data to be identified and then
withdrawn.

Can | obtain a summary of the resuits of the study?

The research is anticipated to conclude in August 2023. After this anticipated date, you
would be able to request a copy of the executive summary, which would consist of a
summary of the purpose of the research and describe any results, conclusions, or
recommendations from the research. To obtain a copy of the executive summary you would

need to contact the main researcher via cmail

Sources of support

If this research has raised any personal concerns or distress, please i the sources of
support provided in this debrief form or contact your GP for further support andlor
information.
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Staff mental health and wellbeing hubs
‘wwwengland.nhs uk/supporting-our-nhs-people/support-now/staff-mental-health-and-
wellbeing-hubs/

Supporting out NHS people
‘wwwengland.nhs.uk/supporting-our-nhs-people

The Samaritans

‘www samaritans orq.uk
116123

Mind
www.mind.org uk
0300 123 3393

Who can | contact if | have concerns about this study, or the way in which it was.
conducted?

Thank you again for your time in taking part in this study!
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‘Adapted Elsom Therapeutic Optimism Scale (ETOS)
1. Mental health clinicians have the capacity to positively influence outcomes for Sam.

Strongly disagree strongly agree
1 2 3 4 B 6 7

2. There s ittle that can be done to help Sam.
Strongly disagree Strongly agree
1 2 3 4 B 3 7

3. My contribution to positive outcomes is insignificant in comparison to other treatments, for
‘example, medications.

Strongly disagree Strongly agree
1 2 3 a B 6 7

4. 1 can make a positive difference to mental heaith outcomes for Sam.
strongly disagree Strongly agree
1 2 3 a H 6 7

5. Positive outcomes are directly related to the quality of mental health cliician skl and
knowledge.

Strongly disagree Strongly agree
1 2 3 a B 6 7

6. There are always new skills and knowledge | can acquire to improve my work.
strongly disagree Strongly agree
1 2 3 a H 6 7
7. The outcomes of Sam's mental heaith are not significantly affected by clinician's
interventions.
strongly disagree Strongly agree
1 2 3 a H 6 7




image24.png
Adapted Interpersonal Reactivity Index

‘The following statements inquire about your thoughts and feelings about Sam. For each tem, indicate
how wellit describes you by choosing the appropriate letter on the scale. When you have decided on
your answer, fill in the letter next to the item number. READ EACH ITEM CAREFULLY BEFORE
RESPONDING. Answer s honestly as you can.

A B c o E
Does not Describes me.
describe me well very well

1.1 have tender, concerned feelings about Sam's case.

2.1find it difficult to see things from Sam's point of view.

.1 don't feel very sorry for the problems Sam is having in this case.

. In emergency situations, | feel apprehensive and ill-at-ease.

I would look at everybody's side of a disagreement about Sam before | made 2 decision.
If Sam were being taken advantage of, | would feel protective towards her.

7.1 sometimes feel helpless when | am in the middle of a very emotional situation.

8.1 have tried to understand Sam better by imagining how things look from her perspective.
9. When I see someone get hurt, | tend to remain caim.

10. Sam's misfortunes do not disturb me a great deal.

11, 1f | were to see Sam being treated unfairly, | would not feel much pity for her.

12. Being in a tense emotional situation scares me.

13.12m usually pretty effective in dealing with emergencies.

14.12m quite touched by Sam’s case.

15. 1 believe that there are two sides to Sam’s story and try to look at them both.

16.12m soft hearted about Sa's case.

17.1tend to lose control during emergencies.

18.1f | was upset with Sam, | would try to *put myself n her shoes".

19. When | see someone who badly needs help in an emergency, | go to pieces.

20. Before criticizing Sam, | would imagine how | would feel if | was in her place.

21.1f I felt | was right about Sam, | wouldn't waste time listening to other people’s arguments.
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8. Even the most challenging clients can benefit from my intervention.
strongly disagree Strongly agree
1 2 3 a H 6 7
9. Often thereisittle | can to do help Sam, or similar service users, with their mental iliness.
strongly disagree Strongly agree
1 2 3 a H 6 7

10. With my assistance most people with mental disorders will recover.
Strongly disagree Strongly agree
1 2 3 a B 6 7
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Demographic Questionnaire
(Version 1.0, 01/0212022)

Study Title: Empathy and optimism in inpatient services - Can
psychological formulation help?

Name of Researcher: S

We would be grateful if you could complete this questionnaire about yoursel.

What s your age?

How do you describe yourself?

Male [_]Female [—] Non-binaryAhird gender [ ] Prefer notto say ]

How do you describe your ethicity?
White British Mixed White and Black Caribbean

Mixed White and Black African
Mixed White and As

White Irish

Any other White background Any other Mixed or Multple ethic background

Asian Pakistani Black African

Asian Chinese Black Caribbean

Any other Asian background Any other Black, Afican, or Cariobean
background

Other Prefer not to say

ooooo od
Ooooo oooo
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What s your job role?
Nurse
PsychiatristMedical Doctor

Occupational Therapist

Health care AssistantSupport worker
Social worker

Other

Oooo ooo

How many years of experience do you have?

[

Thank you for completing this questionnaire
Please now submit your questionnaire by clicking the button below
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Unformulated client vignette
Name: Sam

Gender: Female

Age: 25

Diagnosis: Borderine personality disorder

‘Sam has a history of alcohol misuse and ongoing diffcullies managing her emotions and such
dificuies have escalated folloving a breakdovin of her most recent intimate relationship. During the
last couple of weeks Sam has presented at accident and emergency (AGE) services three times
requesting an admission and has called the police to her home address on several occasions. It was
deemed that Sam did not mest the criteria for a hospital admission, hovever after this she engaged
in self ham and sticidal behaviour (cutting her amns and legs and taking an overdose of
paracetamol). Her overdose led to an admission {o the acute mental health ward

‘Sam had been supported on the acute ward several times previously, but these tended to be short
admissions whereby Sam was discharged back into the community. Sam would be suspicious of
Services, tending 1o favor cerlain staff members, and can express infense anger and aggression
when this staff member is not available {o support her. Sam's relationship with services could feel
very intense with her either idealising her support or withdraving and making complaints about staff
members and the service.
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Formulated client vignette

Sam's early life was underpinned by trauma and rejection. She was the conception of a sexual
assault which she believed infuenced her relafionship with her mother. Sam vias later abused by
herstepfather who became aggressive towards her and her mother when he consumed alcohol. Her
Stepfather was unpredictable and inconsistent, and she never really fetloved by him. As a child Sam
ried really hard to be the best she could be for her mum, but always felt pushed away. Sam tended
toignore her emaions but then became overwhelmed with the leading to her shouting at her mum
or punishing herself (sefF-harm).

‘Sam was bulied at school and had no real friends, and tis reinforced a belief that others will reject
her. Sam began to steal aicohol from her stepfather {o drink this with peers as a way of fting in
However, as Sam did not have the siills or understanding of how to maintain friends, she viould
become possessive in these relationships. Her relationships tended to either develop into intense
relationships which eventually broke down, or Sam would become verbally aggressive as she felt
that her care was not reciprocated, which again led to a breakdown in the relationship, and further
tejection. The more she tied to keep friends close the more they eemed to pull away. Sam believed
that this was because she wias not worthy of their care, in the same way that she felt her mum and
Stepdad had not cared for her

Sam struggles to be alone s this reinforces her thoughs of being worthless, which results in Sam
rushing into relationships which subsequently end and reinforce her thoughts around others rejecting
er. Al times when Sam feels rejected, she can become verbally abusive to protect herself from her
emotions which tends to push people further avway. Sam then feels vulnerable and rejected, so can
then harm herselfor attempt suicide as she struggles to See past the emotional distress.

Sam's relationship with services i very similar. Which can be frustrating for staff members and for
‘Sam. Sam has been viewed as controling and manipulative due to presenting as dependent on
services when she is single but rejecting of support when she feels her needs are met elsewere,
suich as through a partner. However, vihen considering Sam's history, it makes sense ihat when
Sam feels cared for (e.g., by a pariner) that her presentation is more settied, yet when she loses a
relationship and feels rejected her needs intensify and she has a lack of skills to manage this
independently.

‘Sam can aso feel rejected by services when she feels that she has asked for help, but her needs
are not immediately met_ From this Sam can respond one of tio ways. She can become abusive
and rejecting of support, making complaints about staff a5 a wiay of avoiding the emotional pain
associated with this perceived rejection. OF she can intensify In her attempt to gain support €., by
presenting with seif-harm, threatening, or attempling suicide, contacting emergency senvices, and
presenting at ASE. From this, Sam can be labelled s attention seeking. However, when considering
Sam's history her behaviour could be a way of protecting her from what she perceives as further
rejection and s also a leamt, fast, and efective way to receive care from health services at a ime of
crsis

Sam's care from the different services can change from person to person which can lead her to feel
that things are unpredictable, ke when she was a child. This can lead to Sam feeling unsafe and
overwhelmed by her emotions. When in services, Sam tends {o favour certain staf members and
attempts to connect and spend all her time with them. Sam sees these relationships as a way (o gain
a sense of stabilty and to feel cared for. However, these relationships are professional therefore not
always available and cannot be maintained in the same way as personal felationships. Therefore,
these relationships in themselves can feel very rejecting (e.g, at times of discharge or staff tumover)
and can lead to similar presenting difficultes

‘Sam is a very compassionate person, who wants fo do her best for the people that she cares for.
She is remorseful when she responds abusively to staff members and apologises for this. Sam has
battied with alcohol misuse but has been sober now for six months. Sam is Supportve to peers and
can empathise and understand their diffcultes, sticking up for more vuinerable patients on the vard.
Sam is a talented ariit and enjoys drawing caricatures of famous people. She often gifts these to
others as a way of saying thank you for their care and support.
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Gender of Participant * Assigned experimental condition

Crosstab
Count
Assigned experimental condition
Control (non- Experimental
formulated case) (formulated case) _ Total
Gender of Male 12 719
Participant Female 21 26 47
Total 33 33 66
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Chi-Square Tests
Asymptotic
Significance  Exact Sig.  Exact Sig
Value  df  (2sided)  (2-sided)  (1-sided)

Pearson Chi-Square __ 1.848* 1 174

Continuity Cortection®  1.183 1 217

Likelinood Ratio 1.864 1 172

Fisher's Exact Test 217 138
Linear-by-Linear 1.820 1 177

Association

N of Valid Cases 66

a. 0 cells (.0%) have expected count less than 5. The minimum expected count is
9.50
b. Computed only for a 2x2 table
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Ethnicity of Participant * Assigned experimental condition

Crosstab
Count
Assigned experimental
condition
Control (non-  Experimental
formulated  (formulated
case) case) Total
Ethnicity of White British 31 30 61
Participant Asian Pakistani 1 2 3
Asian Chinese 0 1 1
Other Asian 1 0 1
background

Total 33 33 66
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Chi-Square Tests

Asymptotic
Significance (2-
Value dt sided)
Pearson Chi-Square 2350 3 503
Likelinood Ratio 3.129 3 312
Linear-by-Linear Association 000 1 1.000

N of Valid Cases 66
a.6 cells (75.0%) have expected count less than 5. The minimum expected count is
50.
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Job title of Participant * Assigned experimental condition

Crosstab
Count
Assigned experimental
condition
Control (non- Experimental
formulated  (formulated
case) Total
Job title of Nurse 13 16 29
Participant Health care 18 14 32
assistant/Support
Worker
Occupational Therapist 1 2 3
Social Worker 1 0 1
Other 0 1 1
Total 33 33 66
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Chi-Square Tests

Asymptotic
Significance (2-
Value dt sided)
Pearson Chi-Square 31442 4 534
Likelinood Ratio 3.925 4 416
Linear-by-Linear Association 019 1 890

N of Valid Cases 66

a. 6 cells (60.0%) have expected count less than 5. The minimum expected count is
50
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T-Test

Group Statistics

Assigned
experimental std Std. Error
condition N Mean Deviation _ Mean
Age of Control (non- 33340606 957842 166739
Participant  formulated case)
Experimental 33352121 1246036 217064
(formulated case)
Years of Control (non- 33 108182 978026 170252
experience  formulated case)
Experimental 33 12.8636 11.97607 208477

(formulated case)
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Independent Samples Test

Leveng's Test for
Equality of
Variances test for Equality of Means
95% Confidence
Interval of the
Significance Difference
One-  Two-  Mean  Std. Eror
3 Sig. t  df Sidedp Sidedp Difference Difference Lower  Upper
Age of Equal variances  2.351 130 -421 64 338 675 -1.15152 273712 661955 431652
Participant assumed
Equal variances 421 60011 338 675 -1.15152 273712 662656 4.32353
not assumed
Yearsof  Equalvariances 1219 274 760 64 225 450 204545 260162 -7.42250 333168
experience assumed
Equal variances 760 61543 225 450 -204545 260162 -7.42673 3.33582

not assumed
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Independent Samples Effect Sizes
95% Confidence Interval

tandardizer Point Estimate Lower Upper
Age of Participant Cohen's d 11.11825 104 -586 380
Hedges' correction 11.25070 -102 -579 375
Glass's delta 12.46936 -092 -575 391
Years of experience Cohen's d 10.93342 -187 -670 297
Hedges' correction 11.06367 -185 -.662 294
Glass's delta 11.97607 A7t -654 315

a. The denominator used in estimating the effect sizes.
Cohen's d uses the pooled standard deviation

Hedges' correction uses the pooled standard deviation, plus a correction factor.
Glass's delta uses the sample standard deviation of the control group.
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Statistic Std. Error

Residual for
POST_PT

Mean

95% Confidence Interval Lower

for Mean Bound
Upper
Bound

5% Trimmed Mean

Median

Variance

Std. Deviation
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Skewness
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0000
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1.1606

0073
2121
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472123
-1461
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004
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Std.

Statistic _Error
Standardized Residual Mean 0000 12214
for POST_PT 95% Confidence Lower -2439
Interval for Mean Bound
Upper 2439
Bound
5% Trimmed Mean 0015
Median 0446
Variance 985
Std. Deviation 99228
Minimum -3.07
Maximum 295
Range 6.02
Interquartile Range 1.16
Skewness 004 295
Kurtosis 1.195 582
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Tests of Normality

Kolmogorov-Smirnove Shapiro-Wilk
Statistic __df Sig.  Stafistic Sig
Residual for 079 66  .200° 982 66 476

POST_PT

* This is a lower bound of the true significance.
a. Lilliefors Significance Correction
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Tests of Normality

Kolmogorov-Smirnova Shapiro-Wilk
Statistic __df Sig. _ Statistic _df Sig.
Standardized Residual 079 66 2000 982 66 476

for POST_PT

* This is a lower bound of the true significance.
a. Lilliefors Significance Correction
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Frequency

Histogram

20 100 0 100
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Expected Normal

Normal Q-Q Plot of Standardized Residual for POST_PT

2 o 2

Observed Value
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0

Standardized Residual for POST_PT
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std.

Statistic _Error
Residual for POST_EC Mean 0000 45552
95% Confidence Lower -9097
Interval for Mean Bound
Upper 9097
Bound
5% Trimmed Mean 0043
Median 0000
Variance 13695
Std. Deviation 370069
Minimum -8.00
Maximum 9.00
Range 17.00
Interquartile Range 459
Skewness -081 295
Kurtosis -155 582
Standardized Residual Mean 0000 12214
for POST_EC 95% Confidence Lower -2439
Interval for Mean Bound
Upper 2439
Bound
5% Trimmed Mean 0011
Median 0000
Variance 985
Std. Deviation 99228
Minimum 215
Maximum 241
Range 456
Interquartile Range 123
Skewness -081 295
Kurtosis -155 582
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Tests of Normality

Kolmogorov-Smimove ‘Shapiro-Wilk

Statistic __gf Sig.  Statistic _gf sig
Residual for POST_EC 075 66 2000 989 66 832
Standardized Residual 075 66 2000 989 66 832

for POST_EC

* This is a lower bound of the true significance.
a. Lilliefors Significance Correction
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Frequency

Histogram

100 o 100

Standardized Residual for POST_EC

— MNormal

Mean =-1.11E16
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Expected Normal

Normal Q-Q Plot of Standardized Residual for POST_EC
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Standardized Residual for POST_EC
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std.

Statistic _Error
Residual for POST_PD Mean 0000 44666
95% Confidence Lower -8920
Interval for Mean Bound
Upper 8920
Bound
5% Trimmed Mean -0943
Median -.0303
Variance 13.167
Std. Deviation 362869
Minimum 718
Maximum 1097
Range 18.15
Interquartile Range 536
Skewness 374 295
Kurtosis 128 582
Standardized Residual Mean 0000 12214
for POST_PD 95% Confidence Lower -2439
Interval for Mean Bound
Upper 2439
Bound
5% Trimmed Mean -.0258
Median -.0083
Variance 985
Std. Deviation 99228
Minimum -1.96
Maximum 3.00
Range 496
Interquartile Range 147
Skewness 374 295
Kurtosis 128 582
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Tests of Normality

Kolmogorov-Smirnove Shapiro-Wilk

Statistic __gf Sig._ Statistic __gf sig
Residual for POST_PD 101 66 091 978 66 290
Standardized Residual 101 66 091 978 66 290

for POST_PD
a. Lilliefors Significance Correction
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Frequency

100

Histogram

0 100

Standardized Residual for POST_PD

200

— MNormal

Mean = 27817
Std.Dev. - 862
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Expected Normal

Normal Q-Q Plot of Standardized Residual for POST_PD

o 2
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Standardized Residual for POST_PD
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Std.

Statistic _Error
Residual for Mean 0000 94168
POST_ETOS 95% Confidence Lower -1.8807
Interval for Mean Bound
Upper 1.8807
Bound
5% Trimmed Mean 1988
Median -1364
Variance 58.526
Std. Deviation 765022
Minimum -18.27
Maximum 1473
Range 33.00
Interquartile Range 1089
Skewness -.289 295
Kurtosis -.257 582
Standardized Residual Mean 0000 12214
for POST_ETOS 95% Confidence Lower -2439
Interval for Mean Bound
Upper 2439
Bound
5% Trimmed Mean 0258
Median -0177
Variance 985
Std. Deviation 99228
Minimum 237
Maximum 191
Range 428
Interquartile Range 141
Skewness -.289 295
Kurtosis -.257 582
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Tests of Normality

Kolmogorov-Smirnove Shapiro-Wilk
Statistic __gf Sig. _ Statistic __gf sig
Residual for 064 66 2000 981 66 406
POST_ETOS
Standardized Residual 064 66 2000 981 66 406

for POST_ETOS
* This is a lower bound of the true significance.
a. Lilliefors Significance Correction
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Frequency

Histogram

0 100

100
Standardized Residual for POST_ETOS
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Mean = 5.03E.16
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Expected Normal

Normal Q-Q Plot of Standardized Residual for POST_ETOS

2 K o 1
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Standardized Residual for POST_ETOS
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std.

Statistic _Error
Residual for PRE_PT  Mean 0000 70820
95% Confidence Lower 14144
Interval for Mean Bound
Upper 14144
Bound
5% Trimmed Mean -0745
Median -1818
Variance 33.102
Std. Deviation 575344
Minimum 1118
Maximum 13.09
Range 2427
Interquartile Range 9.18
Skewness 161 295
Kurtosis -650 582
Standardized Residual Mean 0000 12214
for PRE_PT 95% Confidence Lower -2439
Interval for Mean Bound
Upper 2439
Bound
5% Trimmed Mean -0129
Median -0314
Variance 985
Std. Deviation 99228
Minimum 193
Maximum 226
Range 419
Interquartile Range 158
Skewness 161 295
Kurtosis -650 582
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Tests of Normality

Kolmogorov-Smirnove Shapiro-Wilk

Statistic __gf Sig. _ Statistic __gf sig
Residual for PRE_PT 056 66 2000 984 66 559
Standardized Residual 056 66 2000 984 66 559

for PRE_PT
* This is a lower bound of the true significance.
a. Lilliefors Significance Correction
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Frequency

Histogram

100 0 100

Standardized Residual for PRE_PT
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Mean =1.12E.16
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Expected Normal

Normal Q-Q Plot of Standardized Residual for PRE_PT
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Standardized Residual for PRE_PT
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std.

Statistic _Error
Residual for PRE_EC ~ Mean 0000 50370
95% Confidence Lower -1.0060
Interval for Mean Bound
Upper 1.0060
Bound
5% Trimmed Mean -.0567
Median -7273
Variance 16.745
Std. Deviation 4.09206
Minimum 7.39
Maximum 927
Range 16.67
Interquartile Range 650
Skewness 183 295
Kurtosis -786 582
Standardized Residual Mean 0000 12214
for PRE_EC 95% Confidence Lower -2439
Interval for Mean Bound
Upper 2439
Bound
5% Trimmed Mean -0137
Median -1764
Variance 985
Std. Deviation 99228
Minimum 179
Maximum 225
Range 404
Interquartile Range 158
Skewness 183 295
Kurtosis -786 582
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Tests of Normality

Kolmogorov-Smirnove Shapiro-Wilk

Statistic __gf Sig. _ Statistic _gf sig
Residual for PRE_EC 129 66 008 970 66 115
Standardized Residual 129 66 008 970 66 15

for PRE_EC
a. Lilliefors Significance Correction
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Normal Q-Q Plot of Standardized Residual for PRE_EC
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Standardized Residual for PRE_EC
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std.

Statistic _Error
Residual for PRE_PD  Mean 0000 47612
95% Confidence Lower -9509
Interval for Mean Bound
Upper 9509
Bound
5% Trimmed Mean -0178
Median -2121
Variance 14961
Std. Deviation 3.86798
Minimum 721
Maximum 679
Range 14.00
Interquartile Range 6.18
Skewness 142 295
Kurtosis -1.030 582
Standardized Residual Mean 0000 12214
for PRE_PD 95% Confidence Lower -2439
Interval for Mean Bound
Upper 2439
Bound
5% Trimmed Mean -.0046
Median -0544
Variance 985
Std. Deviation 99228
Minimum -1.85
Maximum 174
Range 359
Interquartile Range 159
Skewness 142 295
Kurtosis -1.030 582
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Tests of Normality

Kolmogorov-Smirnove Shapiro-Wilk

Statistic __gf Sig. _ Statistic __gf sig
Residual for PRE_PD 115 66 030 958 66 025
Standardized Residual 115 66 030 958 66 025

for PRE_PD
a. Lilliefors Significance Correction
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Normal Q-Q Plot of Standardized Residual for PRE_PD
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Standardized Residual for PRE_PD
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std.

Statistic _Error
Residual for Mean 0000 1.19639
PRE_ETOS 95% Confidence Lower -2.3894

Interval for Mean Bound
Upper 23894
Bound
5% Trimmed Mean 1296
Median 8788
Variance 94.469
Std. Deviation 971952
Minimum -21.30
Maximum 17.88
Range 39.18
Interquartile Range 1425
Skewness -184 295
Kurtosis -.666 582
Standardized Residual Mean 0000 12214
for PRE_ETOS 95% Confidence Lower -2439
Interval for Mean Bound
Upper 2439
Bound
5% Trimmed Mean 0132
Median 0897
Variance 985
Std. Deviation 99228
Minimum 217
Maximum 183
Range 400
Interquartile Range 145
Skewness -184 295
Kurtosis -666 582
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Tests of Normality

Kolmogorov-Smirnove Shapiro-Wilk
Statistic __gf Sig._ Statistic __gf sig
Residual for 088 66 2000 979 66 322
PRE_ETOS
Standardized Residual 088 66 2000 979 66 322

for PRE_ETOS
* This is a lower bound of the true significance.
a. Lilliefors Significance Correction
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Standardized Residual for PRE_ETOS
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Between-Subjects Factors
Value Label

Assigned 100 Control
experimental condition (non-
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case)
200 Experimenta
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33
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Tests of Between-Subjects Effects
Dependent Variable: Post measure of perspective taking (Empathy)

Type Il

sum of Mean Partial Eta
Source Squares  ¢f  Square F Sig. Squared
Corrected 1699 3962 3 566465 73762 <001 781
Model
Intercept 667.841 1667841 86963 <001 584
Condition * 246.206 1 246206 32060 <001 341
PRE_PT
Condition 594,889 1 594889 77464 <001 555
PRE_PT 833.376 1 833376 108518 <001 636
Error 476134 62 7680
Total 21901.000 66
Corrected Total 2175530 65

. R Squared = 781 (Adjusted R Squared = .771)
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Between-Subjects Factors

Value Label
Assigned experiemental 1.00 Control (non- 33
condition formulated
case)
2.00 Experimental 33

(formulated
case)
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Tests of Between-Subjects Effects

Dependent Variable: Post measure of empathic concern (Empathy)

Type lil

sum of Mean Partial Eta
Source Squares  gf  Square F Sig Squared
Corrected 959.8122 3 319937 45311 <001 687
Model
Intercept 389.675 1389875 55216 <001 a1
Condition 242.159 1 242159 34296 <001 356
PRE_EC 390.252 1390252 55269 <001 a1
Condition * 87.853 1 87853 12442 <001 167
PRE_EC
Error 437.779 62 7061
Total 15801.000 66
Corrected Total __1397.591 65

a R Squared = 687 (Adjusted R Squared = 672)
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Between-Subjects Factors

Value Label N
Assigned experiemental 1.00 Control (non- 33
condition formulated
case)
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Tests of Between-Subjects Effects
Dependent Variable: Post measure of personal distress (Empathy)

Type lil

sum of Mean Partial Eta
Source Squares  df  Square F Sig Squared
Corrected 591.1682 3 197056 46088 <001 690
Model
Intercept 30.180 130180 7059 010 102
Condition 070 1 070 016 899 000
PRE_PD 584.596 1 584596 136.727 <001 688
Condition * 016 1 016 004 952 000
PRE_PD
Error 265.090 62 4276
Total 4189.000 66
Corrected Total ___856.258 65

a R Squared = 690 (Adjusted R Squared = 675)
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Between-Subjects Factors

Value Label
Assigned experiemental 1.00 Control (non- 33
condition formulated
case)
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case)
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Tests of Between-Subjects Effects

Dependent Variable: Post measure of therapeutic optimism (ETOS)

Type li

Sum of Mean Partial Eta
Source Squares  gf  Square F Sig.  Squared
Corrected Model 3759.2422 3 1253081 82683 <001 800
Intercept 1282.551 1 1282551 84628 <001 577
Condition 1171.080 1 1171080 77.273 <001 555
PRE_ETOS 2249.862 1 2249862 148455 <001 705
Condition * 837.870 1 837870 55286 <001 an
PRE_ETOS
Error 939,622 62 15155
Total 189775.000 66
Corrected Total ___4698.864 65

a R Squared = 800 (Adjusted R Squared = 790)
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Univariate Analysis of Variance

Between-Subjects Factors

Value Label N

‘Assigned experimental condition  1.00 Control (non-formulated case) 33
2.00 Experimental (formulated case) 33
Descriptive Statistics

Dependent Variable: Post measure of perspective taking (Empathy)
Assigned experimental condition Mean Std._Deviation
Control (non-formulated case) 13.9697 537055 33
Experimental (formulated case) 206061 4.05385 33
Total 17.2879 578530 66
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Tests of Between-Subjects Effects
Dependent Variable: Post measure of perspective taking (Empathy)

Type Il

sum of Mean Partial Eta
Source Squares  ¢f  Square F Sig. Squared
Corrected 1699 3962 3 566465 73762 <001 781
Model
Intercept 667.841 1667841 86963 <001 584
Condition * 246.206 1 246206 32060 <001 341
PRE_PT
Condition 594,889 1 594889 77464 <001 555
PRE_PT 833.376 1 833376 108518 <001 636
Error 476134 62 7680
Total 21901.000 66
Corrected Total 2175530 65

a R Squared = 781 (Adjusted R Squared = 771)
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Estimated Marginal Means

Assigned experimental condition
Dependent Variable: Post measure of perspective taking (Empathy)

Assigned experimental 95% Confidence Interval
condition Mean _ Std. Error _Lower Bound _Upper Bound
Control (non-formulated 141022 483 13137 15.067
case)

Experimental (formulated 20567 483 19,602 21532
case)

a. Covariates appearing in the model are evaluated at the following values: Pre_
measure of perspective taking (Empathy) = 14.0455
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Estimated Marginal Means

Estimated Marginal Means of Post measure of perspective taking (Empathy)

2000

1800

1600

1400

Control (non-formulated case) Experimental (formulated case)
Assigned experiemental condition

Covariates appearing in the model are evaluated at the following values: Pre measure of perspective taking (Empathy) = 14.0455
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Univariate Analysis of Variance

Between-Subjects Factors

Value Label
‘Assigned experimental condition 100 Control (non- 33
formulated case)
200 Experimental 33
(formulated case)
Descriptive Statistics
Dependent Variable: Post measure of empathic concern (Empathy)
Assigned experimental condition Mean Std. Deviation
Control (non-formulated case) 12,0000 391312 33
Experimental (formulated case) 17.5455 353634 33
Total 147727 46369 66
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Tests of Between-Subjects Effects

Dependent Variable: Post measure of empathic concern (Empathy)

Type lil

sum of Mean Partial Eta
Source Squares  gf  Square F Sig Squared
Corrected 959.8122 3 319937 45311 <001 687
Model
Intercept 389.675 1389875 55216 <001 a1
Condition 242159 1 242159 34296 <001 356
Condition * 87.853 1 87853 12442 <001 167
PRE_EC
PRE_EC 390.252 1390252 55269 <001 a1
Error 437.779 62 7061
Total 15801.000 66
Corrected Total __1397.591 65

a R Squared = 687 (Adjusted R Squared = 672)
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Estimated Marginal Means

Assigned experimental condition
Dependent Variable: Post measure of empathic concern (Empatny)

Assigned experimental 95% Confidence Interval
condition Mean _ Std. Error _Lower Bound _Upper Bound
Control (non-formulated 12295 464 11367 13223
case)

Experimental (formulated 17.4d0° 464 16513 18.368
case)

a. Covariates appearing in the model are evaluated at the following values: Pre_
measure of empathic concern (Empathy) = 12.0606.
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Estimated Marginal Means

Estimated Marginal Means of Post measure of empathic concern (Empathy)
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Covariates appearing in the model are evaluated at the following values: Pre measure of empathic concem (Empathy) = 12.0606




image101.png
Univariate Analysis of Variance

Between-Subjects Factors

Value Label
‘Assigned experimental condition 1.00 Control (non- 33
formulated case)
200 Experimental 33
(formulated case)
Descriptive Statistics
Dependent Variable: Post measure of personal distress (Empathy)
Assigned experimental condition Mean Std. Deviation
Control (non-formulated case) 71818 3.36763 33
Experimental (formulated case) 7.0303 3.9249 33
Total 71061 362949 66
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Tests of Between-Subjects Effects
Dependent Variable: Post measure of personal distress (Empathy)

Type lil

sum of Mean Partial Eta
Source Squares  df  Square F Sig Squared
Corrected 591.1682 3 197056 46088 <001 690
Model
Intercept 30.180 130180 7059 010 102
Condition 070 1 070 016 899 000
Condition * 016 1 016 004 952 000
PRE_PD
PRE_PD 584.596 1 584596 136.727 <001 688
Error 265.090 62 4276
Total 4189.000 66
Corrected Total ___856.258 65

a. R Squared = 690 (Adjusted R Squared = 675)
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Estimated Marginal Means

Assigned experimental condition
Dependent Variable: Post measure of personal distress (Empatny)

Assigned experimental 95% Confidence Interval
condition Mean _ Std. Error _Lower Bound _Upper Bound
Control (non-formulated 71472 360 6.427 7.866
case)

Experimental (formulated 7.066° 360 6346 7785
case)

a. Covariates appearing in the model are evaluated at the following values: Pre
measure of personal distress (Empathy) = 7.2576.
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Estimated Marginal Means

Estimated Marginal Means of Post measure of personal distress (Empathy)

718

714

712

710

708

Control (non-formulated case) Experimental (formulated case)
Assigned experiemental condition

Covariates appearing in the model are evaluated at the following values: Pre measure of personal distress (Empathy) = 7.2576
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Univariate Analysis of Variance

Between-Subjects Factors

Value Label
‘Assigned experimental condition 100 Control (non- 33
formulated case)
200 Experimental 33
(formulated case)
Descriptive Statistics
Dependent Variable: Post measure of personal distress (Empathy)
Assigned experimental condition Mean Std. Deviation
Control (non-formulated case) 71818 3.36763 33
Experimental (formulated case) 7.0303 3.9249 33
Total 71061 362949 66
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Levene's Test of Equality of Error

Variances®
Dependent Variable: Post measure of personal distress (Empathy)
F df df2 Sig
178 1 64 674

Tests the null hypothesis that the error variance
of the dependent variable is equal across
groups.

a. Design: Intercept + PRE_PD + Condition
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Tests of Between-Subjects Effects
Dependent Variable: Post measure of personal distress (Empathy)

Type lil Sum Mean Partial Eta
Source ofSquares  gf  Square F Sig.  Squared
Corrected 5911522 2 295576 70241 <001 690
Model

Intercept 30.308 1 30308 7202 009 103
PRE_PD 590.773 1 590773 140392 <001 690
Condition 107 1 107 026 874 000
Error 265.106 63 4208

Total 4189.000 66

Corrected 856.258 65

Total

a R Squared =

690 (Adjusted R Squared = 681)
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Assigned experimental condition
Dependent Variable: Post measure of personal distress (Empatny)

Assigned experimental 95% Confidence Interval
condition Mean _ Std. Error _Lower Bound _Upper Bound
Control (non-formulated 71460 357 6.433 7.860
case)

Experimental (formulated 7.066° 357 6352 7779
case)

a. Covariates appearing in the model are evaluated at the following values: Pre
measure of personal distress (Empathy) = 7.2576.
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Estimated Marginal Means

Estimated Marginal Means of Post measure of personal distress (Empathy)

718

714

712

710

708

Control (non-formulated case) Experimental (formulated case)
Assigned experiemental condition

Covariates appearing in the model are evaluated at the following values: Pre measure of personal distress (Empathy) = 7.2576
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Univariate Analysis of Variance

Between-Subjects Factors

Value Label
‘Assigned experimental condition 1.00 Control (non- 33
formulated case)
200 Experimental 33
(formulated case)
Descriptive Statistics
Dependent Variable: Post measure of therapeutic optimism (ETOS)
Assigned experimental condition Mean Std. Deviation
Control (non-formulated case) 492727 928801 33
Experimental (formulated case) 566364 571083 33
Total 52.9545 850236 66
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Tests of Between-Subjects Effects

Dependent Variable: Post measure of therapeutic optimism (ETOS)

Type li

Sum of Mean Partial Eta
Source Squares  gf  Square F Sig.  Squared
Corrected Model _3759.2422 3 1253081 82683 <001 800
Intercept 1282.551 1 1282551 84628 <001 577
Condition 1171.080 1 1171.080 77.273 <001 555
PRE_ETOS 2249.862 1 2249.862 148455 <001 705
Condition * 837.870 1 837870 55286 <001 an
PRE_ETOS
Error 939,622 62 15155
Total 189775.000 66
Corrected Total 4698864 65

a R Squared = 800 (Adjusted R Squared = 790)
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Estimated Marginal Means

Assigned experimental condition
Dependent Variable: Post measure of therapeutic optimism (ETOS)

Assigned experimental 95% Confidence Interval
condition Mean _ Std. Error _Lower Bound _Upper Bound
Control (non-formulated 491842 678 47829 50538
case)

Experimental (formulated 56.658° 678 55.303 58013
case)

a. Covariates appearing in the model are evaluated at the following values: Pre
measure of therapeutic optimism (ETOS) = 49.2121
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Estimated Marginal Means

Estimated Marginal Means of Post mesure of therapeutic optimism (ETOS)

800

5600

5400

5200

5000

Control (non-formulated case) Experimental (formulated case)
Assigned experiemental condition

Covariates appearing in the mods! are evaluated at the following values: Pre mesure of therapeutic optimism (ETOS) = 43.2121
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Reliability Statistics

Cronbach's

Alpha Nof tems

919

7

Item Statistics

140455 33421

5.75508

7

Mean  Std.Deviaon N
IRIPT  2.4081 1.08009 66
IRIPT  1.9545 93532 66
RIPT 17121 1.04903 66
IRIPT 27576 1.02373 66
RIPT 17121 92429 66
IRIPT 17424 94967 66
IRIPT 17576 1.03865 66
Item-Total Statistics
Corrected Cronbach's
ScaleMeanif  ScaleVariance  Hem-Total  Alphaiftem
Hem Deleted _ifltem Deleted _ Correlation Deleted
IRIPT 11.6364 24543 692 914
IRIPT 12,0008 26.022 652 916
IRIPT 123333 23305 850 896
IRIPT 11.2879 25103 669 915
IRIPT 123333 25333 745 908
IRIPT 12.3030 24514 807 901
IRIPT 122879 23531 845 897
Scale Statistics
Mean  Variance Std. Deviation N oftems
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Reliability Statistics

Cronbach's

Alpha Nof tems

652

7

Item Statistics

Mean  Std.Deviaon N
IRIEC  1.4394 1.02475 66
IRIEC  1.4334 1.00725 66
IRIEC  1.4545 1.24260 66
IRIEC 24242 1.03865 66
IRIEC 258788 1.03054 66
IRIEC  1.3485 88565 66
IRIEC __1.0758 84691 66
Item-Total Statistics
Corrected Cronbach's

ScaleMeanif  ScaleVariance  Hem-Total  Alphaiftem

Hem Deleted _ifltem Deleted _ Correlation Deleted
IRIEC 106212 10916 722 497
IRIEC 106212 23685 -752 884
IRIEC 10,6081 10,058 667 496
IRIEC 96364 11.681 577 546
IRIEC 91818 11136 678 513
IRIEC 107121 12,054 654 537
IRIEC 10,9848 12.200 666 539

Scale Statistics
Std. Deviation N of tems

Mean  Variance

120606 16.858

410583

7
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Reliability Statistics

Cronbach's

Alpha Nof tems

834

7

Item Statistics

Mean _ Std. Deviation

IRIPD 8030 72790 66
IRIPD 8030 72790 66
IRIPD  2.0758 89975 66
IRIPD 7879 71285 66
IRIPD  1.9242 94967 66
IRIPD 4697 66145 66
IRIPD 3939 74170 66
Item-Total Statistics
Corrected Cronbach's
ScaleMeanif  ScaleVariance  Hem-Total  Alphaiftem
Hem Deleted _ifltem Deleted _ Correlation Deleted
IRIPD 6.4545 10,744 3 783
IRIPD 6.4545 11544 584 812
IRIPD 51818 10.490 629 804
IRIPD 6.4697 11545 601 808
IRIPD 53333 11.333 427 844
IRIPD 6.7879 11.400 700 797
IRIPD 6.8636 12,027 464 829
Scale Statistics
Mean  Variance Std. Deviation N oftems
72676 14963 386826 7
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Reliability Statistics

Cronbach's
Alpha Nof tems
830 2
Item Statistics

Mean _ Std. Deviation
IRIPT  2.4081 1.08009
IRIPT  1.9545 93532
RIPT 17121 1.04903
IRIPT 27576 1.02373
RIPT 17121 92429
IRIPT 17424 94967
IRIPT 17576 1.03865
IRIEC  1.4334 1.02475
IRIEC  1.4334 1.00725
IRIEC  1.4545 1.24260
IRIEC 24242 1.03865
IRIEC 258788 1.03054
IRIEC  1.3485 88565
IRIEC  1.0758 84691
IRIPD 8030 72790
IRIPD 8030 72790
IRIPD  2.0758 89975
IRIPD 7879 71285
IRIPD  1.9242 94967
IRIPD 4697 66145
IRIPD 3939 74170
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Item-Total Statistics

Corrected Cronbach's

ScaleMeanif  ScaleVariance  Hem-Total  Alphaiftem

Hem Deleted _ifltem Deleted _ Correlation Deleted
IRIPT 30,9545 777368 544 815
IRIPT 31.4081 80.369 479 819
IRIPT 316515 74754 740 804
IRIPT 30,6081 78.581 532 816
IRIPT 316515 78877 582 814
IRIPT 316212 76731 700 808
IRIPT 31,6081 74.458 767 803
IRIEC 31.9242 75.456 718 806
IRIEC 31.9242 103610 -695 875
IRIEC 31.9001 72260 732 802
IRIEC 30,9304 77504 585 813
IRIEC 30.4848 75.977 681 808
IRIEC 320152 78.107 664 811
IRIEC 322879 77.903 707 808
IRIPD 32,5608 87.635 082 834
IRIPD 32,5608 83.327 408 823
IRIPD 31.2879 89.103 042 841
IRIPD 325758 86.033 207 830
IRIPD 31.4304 89512 -083 843
IRIPD 328030 87.635 098 833
IRIPD 32,0807 89.322 042 838

Scale Statistics
Mean  Variance Std. Deviation N oftems
333636 89.081 9.44887 2
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Reliability Statistics
Cronbach's

Alpha

907

Nof tems
10

Item Statistics

Mean  Std.Deviaon N
ETOS 61667 1.40967 66
ETOS 47424 153232 66
ETOS 39848 1.65010 66
ETOS 50758 123177 66
ETOS 56870 74358 66
ETOS 61364 76231 66
ETOS 46818 1.49008 66
ETOS 47121 141168 66
ETOS 43788 1.52684 66
ETOS 46364 1.08173 66
Item-Total Statistics
Corrected Cronbach's
ScaleMeanif  ScaleVariance  Hem-Total  Alphaiftem
Hem Deleted _ifltem Deleted _ Correlation Deleted
ET0S 44,0455 74108 753 892
ETOS 44.4807 70899 823 886
ETOS 452273 73.440 648 900
ETOS 441364 76.307 769 891
ETOS 435152 89.148 340 913
ETOS 43.0758 85.056 629 903
ETOS 445303 72,961 758 891
ETOS 44.5000 75515 692 896
ETOS 448333 72041 736 893
ET0S 445758 82648 554 904
Scale Statistics
Mean  Variance Std. Deviation N oftems
492121 94477 9.71995 10
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Name: Sam
Gender: Female

Age: 25

Diagnosis: Borderline personality disorder

Sam has a history of alcohol misuse and ongoing difficulties managing her emotions
and such difficulties have escalated following a breakdown of her most recent intimate
relationship. During the last couple of weeks Sam has presented at accident and
emergency (AE) services three times requesting an admission and has called the
police to her home address on several occasions. It was deemed that Sam did not
meet the criteria for a hospital admission, however after this she engaged in self harm
and suicidal behaviour (cutting her arms and legs and taking an overdose of
paracetamol). Her overdose led to an admission to the acute mental health ward

Sam had been supported on the acute ward several times previously, but these tended
to be short admissions whereby Sam was discharged back into the community. Sam
would be suspicious of services, tending to favor certain staff members, and can
express intense anger and aggression when this staff member is not available to
support her. Sam'’s relationship with services could feel very intense with her either
idealising her support or withdrawing and making complaints about staff members and
the service.
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‘Sam's early life was underpinned by trauma and rejection. She was the conception of a sexual assau,
‘which she believed influenced her relationship with her mother. Sam was later abused by her stepfather
who became aggressive towards her and he mother when he consumed alcohol. Her Stepfather was
unpredictable and inconsistent, and she never really feltloved by him. As a child Sam tried really hard
to be the best she couid be for her mum, but aways felt pushed away. Sam tended to ignore her
emotions but then became overvhelmed vith them leading to her shouting at her mum or punishing
herself (self-harm).

‘Sam was bullied at school and had no real fiends, and this reinforced a belief that others will reject her.
Sam began to steal alcohol from her stepfather to drink tis with peers as a way of fiting in. However,
as Sam did not have the skills or understanding of how to maintain friends, she wouid become.
possessive in these relationships. Her relationships tended to either develop into intense relationships
which eventually broke down, or Sam would become verbally agoressive as she felt that her care was
not reciprocated, which again led to  breakdown in the relationship, and further rejection. The more
she tried to keep friends close the more they seemed o pull away. Sam believed that this was because
she was not worthy of their care, in the same way that she felt her mum and stepdad had ot cared for
er.

Sam struggles o be alone as this reinforces her thoughts of being worthless, which results in Sam
fushing into relationships which subsequenty end and reinforce her thoughts around others rejecting
her. Al times when Sam feels rejected, she can become verbally abusive to protect herself rom her
emotions which tends to push people further away. Sam then feels vulnerable and rejected, o can then
ham herself or attempt suicide as she siruggles to see past the emotional distress.

‘Sam's relationship with services is very similar. Which can be frustrating for staff members and for Sam.
Sam has been vieved as controling and manipuiative due to presenting as dependent on services
when she is single but refecting of support when she feels her needs are et elsevhere, such as
through a pariner. However, when considering Sam's history, it makes sense that when Sam feels
cared for (e.0., by a pariner) that her presentation is more seftied, yet when she loses a relationship.
and fees rejected her needs intensify and she has a lack of skils to manage this independently.

‘Sam can also feel rejected by services when she feels that she has asked for help, but her needs are
not immediately met. From ihis Sam can respond one of two ways. She can become abusive and
ejecting of support, making complaints about taff as a way of avoiding the emotional pain associated
with his perceived rejection. Or she can intensify in her attempt to gain support e.g., by presenting vith
selt-ham, threatening, or attempting suicide, contacting emergency services, and presenting at ASE.
From this, Sam can be labelled as attention seeking. However, when considering Sam's history her
behaviour could be a way of protecting her from wha she percéives as further rejection and is also a
leamt, fast, and effective way 1o recsive care from health services at a ime of crisis

Sam's care from the different services can change from person to person which can lead her to feel
that things are unpredictable, like when she was a child. This can lead to Sam fesiing unsafe and
overwhelmed by her emofions. When in services, Sam {ends to favour certain staff members and
attempts to connect and spend all her time with them. Sam sees these relationships as a way {0 gaina
sense of stabity and to feel cared for. However, these relationships are professional therefore not
always available and cannot be maintained in the same way as personal relationships. Therefore, these.
relationships in themselves can feel very rejecting (e.g., at fimes of discharge or staff tumover) and can
lead to similar presenting difficultes.

Samis a very compassionate person, who wants to do her best for the people that she cares for. She.
is remorseful when she responds abusively to staff members and apologises for this. Sam has battied
with alcohol misuse but has been sober now for Sk months. Sam is Supportive 1o peers and can
empahise and understand their dificultes, sticking up for more vulnerable patients on the ward. Sam
is 2 talented artist and enjoys draving caricatures of famous people. She often gifs these to others as
away of saying thank you for e care and support.




