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Abst ract  
The therapeutic relationship is of particular importance when working with patients 
with antisocial personality disorder, but despite this, there is a paucity of literature 
exploring student nurses’ perceptions of developing a therapeutic relationship with 
such patients. Hence, this qualitative study explored the perceptions of second-year 
mental health nursing students of developing a therapeutic relationship with this patient 
group. Student nurses from a University in the Northwest of England participated in 
two focus groups, to compare the perceptions of a group of student nurses who had 
experience in secure settings (forensic hospital) with those who had not. Four key 
themes emerged: diagnosis, safety, engagement, and finally environmental influences. Both 
groups commented on looking beyond the diagnosis and seeing the person. The 
student nurses cited other staff in their clinical placement areas as hugely influential in 
terms of the development of their perceptions of patients with antisocial personality 
disorder and how to relate to them. 
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Background 
Government Policy 
The U.K. government has produced a number of documents over the past two decades 
focusing on the prevention and treatment of personality disorder (Bradley, 2009; 
Department of Health [DH], 2009; Home Office [HO] & DH, 1999; Mental Health Act, 
2007; National Institute for Mental Health in England [NIMHE], 2003; NIMHE & DH, 
2003). A core subject in the National Institute for Health and Care (Clinical) Excellence 
(NICE) guidelines for antisocial personality disorder (ASPD) is the therapeutic 
relationship and a further pivotal element is adequate training (NICE, 2009a). NIMHE 
(2003) suggests that prequalifying education for mental health professionals should both 
facilitate understanding and enhance knowledge and skills for working with individuals 
with a personality disorder. In addition, this may assist in modifying staff attitudes 
toward working with patients with a personality disorder (Krawitz, 2004; Shanks, Pfohl, 
Blum, & Black, 2011). 

Personality Disorder 
Personality disorders are deeply engrained abnormalities, exaggerations, or 
maladjustments of personal attributes with enduring characteristics that can impair 
behavioral and social functioning (Alwin et al., 2006; American Psychiatric Association 
[APA], 1994, 2013; World Health Organisation [WHO], 1992). ASPD is identified by 
traits that include irresponsible and exploitive behavior, recklessness, impulsivity, high 
negative emotionality, and deceitfulness (APA, 2013). It is categorized alongside 
histrionic, narcissistic, and borderline, in “cluster B” of the personality disorders, which 
are referred to as the dramatic and erratic cluster of personality disorders (APA, 2013). 
There are three “clusters” of personality disorders: A, B, and C (APA, 2013); patients 
with cluster B diagnoses are considered to more commonly present to services (NICE, 
2009a, 2009b). ASPD is a complex personality disorder and particularly difficult to 
diagnose and treat (Fahy, 2012). The diagnosis of ASPD is controversial; Fitzgerald and 
Demakis (2007) suggest that professionals understand the term, but it is often confused 
with psychopathy (Anderson, Sellbom, Wygant, Salekin, & Krueger, 2014). 

ASPD affects approximately 1% to 6% of the adult general population (Coid, Yang, 
Tyrer, Roberts, & Ullrich, 2006; Moran, 1999; Robins, Tipp, & Przybeck, 1991). 
However, as varying tools are used for diagnosis, the accuracy of this percentage is 
arguable (NIMHE & DH, 2003). Individuals with ASPD are responsible for an 
excessive amount of social distress, crime, and violence (Kaylor, 1999) and pose a 
significant burden to society in general by causing distress to others, largely as a result 
of the crimes they commit and their antisocial behaviors (De Brito & Hodgins, 2009; 
NICE, 2009a). Patients with an ASPD diagnosis can be particularly challenging to work 
with (Duggan, 2009; Kaylor, 1999). Nonetheless, this is a mental disorder, and requires 
clinicians to provide appropriate care and treatment in a nonjudgmental way (NICE, 
2009).[ AQ2]  

 



Therapeutic Relationship 
There is no doubt that the therapeutic relationship is fundamental to nursing and has been 
described as the “foundation of nursing” (A. J. O’Brien, 2001; Perraud et al., 2006; 
Reynolds, 2009; Welch, 2005; Wright, 2010). Peplau’s (1952) fundamental theory of 
interpersonal relations between the mental health nurse and patient has become the basis of 
mental health nurses’ practice. However, this relationship can be a challenge in some 
practice areas where there are variations in the mutuality of the relationship (Wright, 2010), 
one such setting is a forensic hospital. The therapeutic relationship is of particular importance 
when working with patients with a personality disorder (Bolton, Lovell, Morgan, & Wood, 
2014; Livesley, 2007; NICE, 2009a, 2009b) as there is a strong association between the 
therapeutic relationship and the outcomes of treatment (Livesley, 2000; Meyer et al., 2002; 
Wenzel, Jeglic, Levy-Mack, Beck, & Brown, 2008). A supportive and validating 
relationship is a vital tool for working effectively with people with a personality disorder 
(Deans & Meocevic, 2006; Livesley, 2007; NICE, 2009a, 2009b; Thomas, 2007). A good, 
trusting therapeutic relationship is the basis for all treatment of the personality disorders; it 
can improve adherence and enhance the effectiveness of planned care (Livesley, 2007). 
However, developing this relationship presents an overwhelming difficulty for patients with 
ASPD as most do not readily trust others; they regard intimacy as weakness and, conversely, 
mental health nurses may feel wary of them and unable to trust them (Kaylor, 1999). 

Treatment can also be negatively affected by difficulties in establishing and 
maintaining a therapeutic relationship, as many view patients with personality disorder 
as having a “tendency to deceive and manipulate others” (Fitzgerald & Demakis, 2007, 
p. 178) and to “push the limits” (Bender, 2005, p. 73). This then leads to negative 
evaluations of their relationship with this group of patients (Lingiardi, Filippucci, & 
Baiocco, 2005). 

Lingiardi et al. (2005) found that professionals evaluated the therapeutic relationship 
with patients with “cluster B” personality disorders as negative (including antisocial) 
and that the patients were particularly impaired in relation to trust. Lingiardi et al. (2005) 
concluded that there were complex differences in the therapeutic relationship between 
the different personality disorders and determined that a relationship with a patient with 
a “cluster B” diagnosis was a “trickier construct” than other disorders (p. 50). However, 
Gerstley et al. (1989) support the view that patients with ASPD are capable of forming 
a meaningful therapeutic relationship with professionals and find that this relationship 
was significantly associated with positive treatment outcome and improvements in 
functioning as a consequence; however, more contemporary research is not available. 

To date, there has been no research exploring staff or student nurses’ perceptions of 
developing a therapeutic relationship with patients with ASPD. This is therefore a 
unique piece of research that explores this considerable gap in the evidence base. The 
views of student nurses are important to educationalists and senior nurses as it enables 
opportunities to moderate and change the perceptions of students, thus promoting 
positive and meaningful relationships. Bowers, Alexander, Simpson, Ryan, and Carr-
Walker (2007) believe that by exploring relationships and understanding how feelings 
are generated and managed in nurse education will have the capacity to inform the 
training of student nurses.[ AQ3]  This, in turn, enables patients to experience positive 
attitudes and compassionate care (Francis, 2013). As stated in the Nursing and 



Midwifery Council Code of Conduct (2015), it is vital that nurses act considerately and 
treat people as individuals. 

Research Design and Method 
The aims of this research were 

1. to explore second-year nursing students’ perceptions of developing a therapeutic 
relationship with patients with a diagnosis of ASPD, and 

2. to compare the perceptions of students who had experience in forensic services 
with those who had not. 

A qualitative approach was adopted to explore the participants’ perceptions. The 
study was, informed by social constructionism, a theoretical perspective where 
knowledge is seen on an objective and unbiased observation of the world (Burr, 2003). 
Social constructionism is interested in the interactions between people and hence is 
particularly relevant to this study, which aimed to explore the participants’ perceptions 
of relationships, that is, the interactions between people. 

The study was presented to a group of second-year mental health nursing students (n 
= 56). Second-year students were identified as being appropriate to participate, as first-
year students may not have had an understanding of the general concept of personality 
disorder (Bowers et al., 2007). The students were provided with study information 
sheets and consent forms; they had 2 weeks to consider their participation and to ask 
any questions. Pseudonyms were used to maintain anonymity. Twelve consent forms 
were returned, and all were invited to the focus groups; 5 had experience and 7 did not; 
1 participant with experience did not attend the focus group. Therefore, there were 4 
participants in the first group (with experience in forensic settings); their ages ranged 
from 21 to 37 years. In the second group, there were 7 participants and their ages ranged 
from 19 to 38. Only 1 participant was male and was in the group without experience; 
the other 10 participants were female. The students recorded on the consent form 
whether they had experience within forensic services or not. Those who recorded that 
they had not, had not had any experience in forensic services. The participants who had 
experience in forensic services had acquired this experience from placements they had 
completed in a forensic hospital during their nurse training; their placements were for 9 
to 12 weeks. The students received no specific training prior to commencing their 
placements. 

The focus groups were held within the University campus to ensure accessibility and 
convenience for the participants. A case example and a topic guide were used. The focus 
groups were digitally recorded and transcribed verbatim by the researcher. Pilot testing 
was completed with a separate group of students to test the case example and the topic 
guide. The data from the pilot group were not used in the study. 

 

 

 

 

Table 1. Topic Guide.[ AQ4]  



Questions 
1. Do you know what antisocial personality disorder is? How many of you have worked with 

people with antisocial personality disorder? 
2. What are your initial thoughts about engaging with somebody with the diagnosis of antisocial 

personality disorder? 
3. Would knowing that a patient had a diagnosis of antisocial personality disorder make any 

difference to your initial connection and engagement with the patient? 
4. How do you/ would you know that your relationship with a patient with antisocial 

personality disorder is therapeutic? 
5. What helps you? (or might help you, if you haven’t personally worked with antisocial 

personality disorder patients) 
6. When does it/did it feel like a struggle to maintain a therapeutic relationship with a patient 

with antisocial personality disorder? 
7. In an ideal world, what conditions and environments would be available to help you engage 

therapeutically with antisocial personality disorder patients? 
8. How might you maintain a relationship with an antisocial personality disorder patient? 
9. When is mentorship/supervision helpful in this process? 

Ethical Considerat ions 
This research study was approved by the School of Health Ethical Review Panel of the 
Higher Education Establishment where this research was conducted. It conforms to the 
provisions of the World Medical Association (2008). 

Data Analysis 
The transcripts were analyzed using thematic analysis (Braun & Clarke, 2006; Lacey & 
Luff, 2007). Braun and Clarke (2006) identify five key areas of thematic analysis: 
familiarization, initial coding, searching for themes, reviewing themes, defining and 
naming themes, and producing the report. The researcher generated initial codes from 
the data and subsequently began searching for themes (Braun & Clarke, 2006). 
Simultaneously, the researcher’s supervisor read and reread the data and identified 
emerging themes prior to a comparison with the primary researcher’s impression of the 
emergent themes. When both came together, there was debate and discussion and the 
themes were refined; some were expanded and some collapsed. This added to the 
soundness of the research. 

Findings 
Four key themes emerged from the two focus groups. These were diagnosis, safety, 
engagement, and finally environmental influences. 

 

 

Diagnosis 



Parts to this theme included the patient’s presentation and/or behavior and the perceived 
reason for this, the patient’s history (personal and criminal), and terminology of the 
diagnosis and individualized care. 

The participants in the first group (with experience) had an idea of what ASPD was 
and believed they had worked with patients with the diagnosis, compared with the 
second group (without experience) who had not worked with someone with that 
diagnosis. 

The participants discussed the terminology of the diagnosis of “antisocial” and how 
this was perceived: 

Because of the whole word of antisocial it’s like, oh “I daren’t speak to them they might 
knock me out” . . . there’s a lot of negative stigma. (Laura, FG1) 

and 

I think it would make you more wary of them ’cause it sounds quite serious doesn’t it, like 
antisocial, yeah attach stuff to that it’s no good. (Aileen, FG2) 

The effect of the patient’s criminal history and perceived risk were identified as 
factors for the participants in terms of their judgment. This was true for both groups and 
therefore not dependant on experience in forensic services: 

It’s definitely in the back of your mind like, when you go onto a ward . . . for the first time 
you get the history of people. Rightly they’ll give you their risk factors, I think sometimes 
maybe that’s more in front of your mind . . . I know it’s for your own personal safety but 
sometimes it can cloud your judgment because you walk out with your guard up and think 
“I’ll need to be careful here” . . . (Sally, FG1) 

Both groups discussed the importance of seeing each patient as individual rather than 
focusing on their diagnosis; 

. . . it wouldn’t change how you like viewed them or that, because you have to view them 
on an individual basis. (Hollie, FG1) 

and 

. . . like don’t get too bogged down with the actual diagnosis. (Paula, FG2) 

Safety 
The participants in the first group (with experience) talked more about issues such as 
professional boundaries, compared with the second group that focused more on 
activities as being important when engaging with patients with personality disorder. 

Avoidance was a key term used in both groups, on the part of both the patient and the 
nurse; 

. . . someone withdrawing from you, avoiding you. (Nancy, FG2) 



The participants discussed themselves also avoiding the patient if they were 
struggling to engage.[ AQ5]  

Each group agreed that mentorship and training was helpful in the process of 
developing a therapeutic relationship with a patient with ASPD. 

Although each group mentioned boundaries as important, it was unclear if they 
specifically knew what boundaries actually were: 

. . . everyone always talks about boundaries but boundaries for them and boundaries for us 
and you stick so you both know always what your role in the whole thing is and what is 
expected . . . (Sally, FG1) 

Engagement 
Each group stated they believed it would be difficult to engage with someone with 
ASPD: 

I think it would be difficult and I think it would take a long time to build a therapeutic 
relationship . . . ’cause of the history and the way they present. But I think it would be 
rewarding, if you had the time to do that. (Laura, FG1) 

Both groups, although identifying that it would be difficult and take time, and that 
they would need support, remained positive and enthusiastic about aiming to develop a 
therapeutic relationship with patients with ASPD. 

A key point the second focus group discussed throughout was doing normal stuff and 
using activities that would increase the patient’s skills: 

. . . people don’t want to chat about what’s going on with them all the time. People just 
want a normal conversation . . . (Nancy, FG2) 

Approach was a key term that was highlighted in both groups. This was not only in 
terms of approach but also as influencing the participants to try harder to engage with 
such patients: 

. . . I’d be much more wary I think of how I’d phrase things almost to try and get them 
engaged a bit better. (Sally, FG1) 

and 

. . . people don’t know how to approach them. People don’t know, they’re frightened of 
winding them up. (Laura, FG1) 

Both groups discussed trust as being important as part of engaging with patients with 
ASPD: 

. . . work together and make things better but we’ll start slowly, then they can trust you . . 

. (Rebecca, FG2) 



Environmental Influences 
The physical ward environment was identified as a barrier to engaging therapeutically: 

In a hospital setting that relationship isn’t always that easy. (Rebecca, FG2) 

When discussing what an ideal environment would be, the first group identified, 

“more homely,” somewhere to “just go and chill out away from everything else.” (Sally, 
FG1) 

The second group talked about an environment that was more natural: 

a natural environment that would be at the park, at the shops. (Shaun, FG2) 

The second group had a focus on activities as important for engagement; following 
from this, they talked a lot about the “real world” (Susan & Paula, FG2) and increasing 
patient skills, rather than being “inside somewhere” (Paula, FG2). 

Another part to the environment was considering the attitudes of staff. The 
participants in both groups were reflexive and questioning about this. For example, 

So maybe that’s why there’s so difficult perceptions come from because nobody ever knew 
what it was, how to deal with it or anything like that. And now because people are being 
trained for it, now it’s come to the forefront. (Nancy, FG2) 

They were aware about the different attitudes of staff when working with patients 
with a diagnosis of personality disorder: 

. . . some patients get treated differently than others. (Hayley, FG1) 

Role modeling of other staff members and their attitudes toward such patients were 
key cultural influences. The participants highlighted the effect that these preconceived 
ideas may have on them, by clouding their judgment, therefore affecting their 
willingness to engage: 

. . . there’s already a negative attitude with staff. So that does rub off on you because you 
think it must be true and so they say like “watch out for them they’ve got PD . . . they’ll 
manipulate you” . . . So you’re already wary before you’ve even spoken to that person. 
(Laura, FG1) 

The participants were able to identify the effect that these influences could have and 
were keen that they aimed to pick up the “good habits” of staff: 

So you learn the good and the bad. And hopefully you’d notice the bad rather than pick it 
up. (Paula, FG2) 

and 



. . . on placement, you hear personality disorder “that’s difficult, difficult, they’re difficult.” 
“You don’t want to work with them” . . . now we’ve learnt more about personality disorder 
so I’m hoping that I won’t be like that when I’m in placement . . . a lot of people have this 
preconception that people with personality disorder are hard work. (Susan, FG2) 

The participants in each group identified some of the pejorative statements they had 
heard staff say about patients with personality disorder. “They’re really PD today,” was 
one of the statements particularly disliked by the students as it utilized the abbreviation 
of personality disorder, “PD,” as a negative characteristic of the individual. Other 
pejorative statements that they heard included “they’re difficult,” “watch out for them 
they’ve got PD they’re just, they’ll manipulate you,” “oh so PD,” “oh another PD,” “are 
you sure you want to go work on there?” “oh my god, you don’t want to go work on 
there . . . its’ awful, it’s full of PDs,” “you don’t want to work with them,” “I’m not 
having them,” and “oh they’ve only got personality disorder ’cause they’re hard work.” 

Discussion 
This study reinforced the perspective of Anderson et al. (2014) regarding the 
controversial nature of ASPD. There was also an element of confusion evident in this 
study, with participants in both groups discussing their confusion about the diagnosis 
that generated the group discussion of the negativity applied to the terminology of 
“antisocial personality disorder.” The criminal history and the perceived risk were also 
identified as influencing their judgment. This is similar to findings of previous studies 
that found that nurses can find it difficult working with patients who have offended (A. 
D. Jacob & Holmes, 2011; Rose, Peter, Gallop, Angus, & Liaschenko, 2011). 

The findings from this study support Rose et al.’s (2011) view that forensic nurses 
are socialized to view the patients as dangerous, but the student nurses in this study 
denied that their care would be distanced or impeded as a consequence. Despite 
concerns about patients’ criminal histories and apparently confusing terminology, both 
focus groups emphasized the importance of seeing the individual. Wright and Jones 
(2012) also discuss the importance of this when working with patients with personality 
disorder, to recognize their individuality rather than their diagnosis and history. The key 
for enhancing therapeutic relationships is to get to know the whole person (Shattell, 
Starr, & Thomas, 2007), as the participants in this study discussed. This is especially 
true in forensic services, where nurses need to see the individual, and consider diagnosis 
and offences in context (Thorpe, Moorhouse, & Antonello, 2009). A key focus of the 
NICE guidelines (2009a, 2009b) is person-centered care and the development of an 
optimistic and trusting relationship, which can only be achieved through individualized 
care. 

ASPD is identified by traits that include irresponsible and exploitive behavior, 
recklessness, impulsivity, and deceitfulness (APA, 2013). It is likely that patients with 
ASPD use illicit substances and alcohol, which also increases their risk of violence 
(NICE, 2009a). As identified in this study, the participants associated patients with 
ASPD with violence or “acting out.” Students can feel unprepared, unsure of what to 
say, have a fear of making a situation worse or of making mistakes (Cooke, 1996; 
Landeen, Byrne, & Brown, 1992). They can feel anxious from having a lack of 
confidence, lack of skills, or feelings of inadequacy (Kameg, Mitchell, Clochesy, 



Howard, & Suresky, 2009; Suikkala & Leino-Kilpi, 2001). It appears that these 
concerns are exasperated for students working with patients with a diagnosis of ASPD, 
therefore effecting the development of therapeutic relationships. J. Jacob, Gagnon, and 
Holmes (2009) argue that working with patients in forensic services can provoke 
feelings of fear and that this fear affects the therapeutic relationship. Feelings such as 
fear and consequently avoidance are responses that working with patients with 
personality disorder evoke in staff and indeed the services in which care is delivered 
(Evans, 2007). Paradoxically, avoidance was named in this study as a strategy for coping 
with patients with ASPD. This is an interesting finding as treatment avoidance is 
common on the part of the patient (NICE, 2009a). 

In this study, using avoidance, being wary, and gaining support from their mentors 
were identified as self-protection methods, that is, ways in which the student nurses kept 
themselves safe within a perceived environment where the patient with ASPD increased 
the risk to them as individuals. This is compounded by teams who find difficulty in 
working with patients with personality disorder (Murphy & McVey, 2010) as avoidance 
is seen as a key indicator of this. Such protective factors included the maintenance of 
good professional boundaries, which are vital for working with patients with personality 
disorder (Murphy & McVey, 2010) but may be set at a default level that seeks to protect 
the worker (Wright, Haigh, & McKeown, 2007). 

In addition to supervision, nurse education was seen as helpful in improving student 
nurses’ perceptions of working with people with ASPD. Training is highlighted by 
NIMHE (2003) as vital in working with patients with a personality disorder and as key 
to ensuring that personality disorder services are effective. It has been shown to be 
effective in improving staffs’ attitudes (Krawitz, 2004) and enabling staff to feel more 
confident to treat patients with personality disorder (Shanks et al., 2011). However, 
there are major gaps in personality disorder training (Duggan, 2007; Hayward & Moran, 
2007), including developing skills with relation to boundary setting.[ AQ6]  As the 
students in this study highlighted, it is important to establish agreed professional 
boundaries while also continuing to promote therapeutic work (A. D. Jacob & Holmes, 
2011; Kozar & Andrew, 2007; Peternelj-Taylor & Yonge, 2003). The development of 
therapeutic relationships can be hindered by the roles given to the nurse, including that 
of an enforcer of security and safety (Schafer & Peternelj-Taylor, 2003). 

In this study, each group believed it would be difficult to engage with someone with 
ASPD and discussed the need to develop trust, be approachable, and have time to utilize 
activities to develop relationships. A key point discussed was “doing normal stuff” and 
using activities that would increase the patient’s skills. The therapeutic relationship can 
have positive effects on treatment (Gerstley et al., 1989; Polascheck & Ross, 2010), and 
Livesley (2007) argues that it is the basis of care for working with patients with a 
personality disorder. Services need to ensure that they are able to engage positively with 
patients to develop therapeutic relationships (Livesley, 2007). 

Both groups discussed the importance of having the time to engage and develop the 
therapeutic relationship. This presents a problem for student nurses who may only be 
allocated to placements for short periods (Callaghan, Cooper, & Gray, 2007). Shattell 
et al. (2007) states that developing a therapeutic relationship with patients is only 
acquired with time. It takes time to develop trust, which is essential in working with 
patients with a personality disorder (Langley & Klopper, 2005; Westwood & Baker, 



2010). Students may not always get this opportunity, as the participants discussed in 
this study. 

Wright and Jones (2012) highlight the importance of doing things that are not service 
led to develop shared interests. Stickley and Freshwater (2006) also argue for allowing 
time for normal conversation. Patients with ASPD are often not accepting of treatment, 
making engagement difficult; it is therefore vital that professionals utilize additional 
strategies (NICE, 2009a). However, it is important that doing “normal stuff,” as the 
students in this study discussed, is therapeutic and does not stray into boundary crossing 
as there are clear differences in the social and professional relationships (Peternelj-
Taylor & Yonge, 2003). 

In discussing engagement and how they would approach patients, both groups 
discussed trust as being important. Langley and Klopper (2005) identify trust as a crucial 
part to the development of therapeutic relationships. There are a number of sources that 
state trust is vital for working with patients with personality disorder (Langley & 
Klopper, 2005; Westwood & Baker, 2010). However, as Lingiardi et al. (2005) found, 
patients with ASPD were particularly impaired with regard to trust and interpersonal 
relationships. The participants in this study identified that developing a relationship with 
a patient with ASPD would be difficult. They discussed the difficulties staff can have 
in knowing how to approach such patients. 

Having a suitable environment and atmosphere is vital in developing positive 
therapeutic relationships (Johansson & Eklund, 2004). However, forensic settings can 
be difficult environments as they are influenced by not only health care systems but also 
criminal justice systems (Thorpe et al., 2009). Rose et al. (2011) argue that the 
perceptions of mental health services and the use of the therapeutic relationship in them 
are not reflective of forensic services, which are different. Both groups, those that had 
experience in forensic services and those that had not, discussed their concerns about 
the effect of inappropriate physical environments and the potentially negative impact 
that this can have on the building of relationships. 

This piece of research qualitatively explored the participants’ perceptions of the 
therapeutic relationship rather than focusing on attitudes as emphasizing a word such as 
perception encourages participants to think more holistically (Puchta & Potter, 2004). 
This study did find that attitudes were a key factor in the participants’ willingness to 
engage with and develop a therapeutic relationship with patients with a diagnosis of 
ASPD. However, this related to the influence of other staff members’ attitudes, not the 
participants’ and, as discussed above, the participants discussed the importance of 
seeing beyond the label. People with mental health problems, particularly personality 
disorder, often experience stigma (Bolton et al., 2014; Mason, Hall, Caulfied, & 
Melling, 2010; NIMHE & DH, 2003) and strong negative attitudes (Bowers, 2002; 
McVey & Saradjian, 2010; Newton-Howes, Weaver, & Tyrer, 2008).[ AQ7]  Happell 
and Gough (2009) are among a number of authors who highlight the positive effect that 
clinical experience can have on students’ practice and can be the most important factor 
in influencing the development of positive attitudes (Happell, 2008a, 2008b; Happell, 
Robins, & Gough, 2008; Henderson, Happell, & Martin, 2007; A. J. O’Brien, Buxton, 
& Gillies, 2008; Surgenor, Dunn, & Horn, 2005). Happell and Gough (2009) highlight 
that clinical experience for students can have a positive effect on their practice and can 
be the most important factor in influencing the development of positive attitudes 
(Happell, 2008a, 2008b; Happell et al., 2008; Henderson et al., 2007; A. J. O’Brien et 



al., 2008). A study from the United Kingdom also found that placements were effective 
in improving students’ attitudes (Nolan & Chung, 1999). This is in contrast to the 
findings of this study; although a small study compared with those mentioned above, it 
has explored this topic in an alternative way, providing rich new data. This study found 
that the impact of placement staff can have a negative effect on the willingness to engage 
with and build a therapeutic relationship with a patient with ASPD. There are a number 
of sources responsible for shaping the student nurses and their attitudes, their academic 
education, the patients they work with on clinical placement, and, as this study found, 
also the professionals in their placement areas (Andrews, 2007; Ferrari, 2006; Suikkala 
& Leino-Kilpi, 2001). 

Conclusion 
Despite concerns about patients’ criminal histories and questions around the 
terminology of the diagnosis, each group in this study stated the importance of seeing 
beyond this and seeing the individual. This is also identified in the evidence base as 
being vital (Bolton et al., 2014; NICE, 2009a; A. L. O’Brien, 2001; Shattell et al., 2007; 
Thorpe et al., 2009; Wright & Jones, 2012). 

There were some similarities in terms of the findings from this study in comparison 
with the findings of previous studies. A key difference identified was the influence of 
clinical placements on students’ attitudes. Previous studies have shown a positive effect 
of clinical placements on students’ attitudes toward patients (Happell, 2008a, 2008b; 
Happell & Gough, 2009; Happell et al., 2008; Henderson et al., 2007; A. J. O’Brien et 
al., 2008). However, this study found that there can be negative effects from placement 
experiences on students’ attitudes toward patients. Further exploration of the impact of 
staff influence on student nurses during clinical placements is needed. 

There has been limited research into patients’ perceptions of the therapeutic 
relationship with student nurses (Horberg, Brunt, & Axelsson, 2004), and no known 
research completed exploring the perceptions of patients with ASPD of developing a 
therapeutic relationship with students. Therefore, although this study adds to the current 
body of knowledge, further exploration is needed. 

Lim itat ions 
A limitation of this study is the small sample size of students from one university, which 
reduces the ability to generalize the findings (Sim, 1998). However, this qualitative 
study provides rich new data on an area that has not been explored, giving it credibility. 
Also, as the participants in the study volunteered to attend, they may have been more 
open-minded toward the patient population than others. The researcher kept a reflexivity 
log to prevent personal assumptions or biases influencing the research project (Lacey & 
Luff, 2007) and arranged regular meetings with the research supervisor to review both 
the research and the researcher’s response to the research. 

Acknowledgment  

The authors wish to thank the participants who took part in the study. 

Declarat ion of Conflict ing Interest s 



The author(s) declared no potential conflicts of interest with respect to the research, authorship, 
and/or publication of this article. 

Funding 

The author(s) received no financial support for the research, authorship, and/or publication of this 
article. 

References 

Alwin, N., Blackburn, R., Davidson, K., Hilton, M., Logan, C., & Shine, J. (2006). Understanding 
personality disorder: A report by the British psychological society. Leicester, UK: British 
Psychological Society. 

American Psychiatric Association. (1994). Diagnostic and statistical manual of mental disorders 
(4th ed.). Washington, DC: Author. 

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders 
(5th ed.). Arlington, VA: American Psychiatric Publishing. 

Anderson, J. L., Sellbom, M., Wygant, D. B., Salekin, R. T., & Krueger, R. F. (2014). Examining 
the associations between DSM-5 section III antisocial personality disorder traits and 
psychopathy in community and university samples. Journal of Personality Disorders, 28, 675-
697. 

Andrews, M. (2007). Contemporary issues in mentoring practice. In S. West, T. Clark, & M. 
Jasper (Eds.), Enabling learning in nursing and midwifery practice: A guide for mentors (pp. 
1-10). West Sussex, UK: John Wiley. 

Bender, D. S. (2005). The therapeutic alliance in the treatment of personality disorders. Journal 
of Psychiatric Practice, 11, 73-87. 

Bolton, W., Lovell, K., Morgan, L., & Wood, H. (2014). Meeting the challenge, making a 
difference: Working effectively to support people with personality disorder in the community. 
London, England: Department of Health. 

Bowers, L., Alexander, J., Simpson, A., Ryan, C., & Carr-Walker, P. (2007). Student psychiatric 
nurses’ approval of containment measures: Relationship to perception of aggression and 
attitudes to personality disorder. International Journal of Nursing Studies, 44, 349-356. 

Bradley, K. (2009). The Bradley report: Lord Bradley’s review of people with mental health 
problems or learning disabilities in the criminal justice system. London, England: Department 
of Health. 

Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. Qualitative Research in 
Psychology, 3, 77-101. 

Burr, V. (2003). Social constructionism (2nd ed.). London, England: Routledge. 
Callaghan, P., Cooper, L., & Gray, R. (2007). Rethinking clinical placements for mental health 

nursing students. Mental Health Practice, 10(5), 18-20. 
Coid, J. W., Yang, M., Tyrer, P., Roberts, A., & Ullrich, S. (2006). Prevalence and correlates of 

personality disorder in Great Britain. British Journal of Psychiatry, 188, 423-431. 
Cooke, M. (1996). Nursing students’ perceptions of difficult or challenging clinical situations. 

Journal of Advanced Nursing, 24, 1281-1287. 
Deans, C., & Meocevic, E. (2006). Attitudes of registered psychiatric nurses towards patients 

diagnosed with borderline personality disorder. Contemporary Nurse, 21, 43-49. 
De Brito, S., & Hodgins, S. (2009). Antisocial personality disorder. In M. McMurran & R. 

Howard (Eds.), Personality, personality disorder and violence (pp. 133-153). West Sussex, 
UK: Wiley-Blackwell. 

Department of Health. (2009). Recognising complexity: Commissioning guidance for personality 
disorder services. London, England: Author. 



Duggan, C. (2009). A treatment guideline for people with antisocial personality disorder: 
Overcoming attitudinal barriers and evidential limitations. Criminal Behaviour and Mental 
Health, 19, 219-223. 

Evans, M. (2007). Being driven mad: Towards understanding borderline and other disturbed states 
of mind through the use of the counter-transference. Psychoanalytic Psychotherapy, 21, 216-
232. 

Fahy, T. (2012). Personality disorders. Medicine, 40, 613-618. 
Ferrari, E. (2006). Academic education’s contribution to the nurse-patient relationship. Nursing 

Standard, 21(10), 35-40. 
Fitzgerald, K. L., & Demakis, G. J. (2007). The neuropsychology of antisocial personality 

disorder. Disease-a-Month, 53, 177-183. 
Francis, R. (2013). Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry. 

Retrieved from https://www.gov.uk/government/uploads/system/uploads/attachment_data/ 
file/279124/0947.pdf 

Gerstley, L., McLellan, T., Alterman, A. I., Woody, G. E., Luborsky, L., & Prout, M. (1989). 
Ability to form an alliance with the therapist: A possible marker of prognosis for patients with 
antisocial personality disorder. The American Journal of Psychiatry, 146, 508-512. 

Happell, B. (2008a). The importance of clinical experience for mental health nursing—Part 1: 
Undergraduate nursing students’ attitudes, preparedness and satisfaction. International 
Journal of Mental Health Nursing, 17, 326-332. 

Happell, B. (2008b). The importance of clinical experience for mental health nursing—Part 2: 
Relationships between undergraduate nursing students’ attitudes, preparedness and 
satisfaction. International Journal of Mental Health Nursing, 17, 333-340. 

Happell, B., & Gough, K. (2009). Nursing students’ attitudes to mental health nursing: 
Psychometric Properties of a self-report scale. Archives of Psychiatric Nursing, 23, 376-386. 

Happell, B., Robins, A., & Gough, K. (2008). Developing more positive attitudes towards mental 
health nursing in undergraduate students: Part 1—Does more theory help? Journal of 
Psychiatric and Mental Health Nursing, 15, 439-446. 

Hayward, M., & Moran, P. (2007). Personality disorder and pathways to inpatient psychiatric 
care. Social Psychiatry & Psychiatric Epidemiology, 42, 502-506. 

Henderson, S., Happell, B., & Martin, T. (2007). So what is good about clinical experience? A 
mental health nursing perspective. Nursing Education in Practice, 7, 164-172. 

Home Office & Department of Health. (1999). Managing dangerous and severe personality 
disorder. London, England: Department of Health. 

Horberg, U., Brunt, D., & Axelsson, A. (2004). Clients’ perceptions of client-nurse relationships 
in local authority psychiatric services: A qualitative study. International Journal of Mental 
Health Nursing, 13, 9-17. 

Jacob, A. D., & Holmes, D. (2011). Working under threat: Fear and nurse-patient interactions in 
a forensic psychiatric setting. Journal of Forensic Nursing, 7, 68-77. 

Jacob, J., Gagnon, M., & Holmes, D. (2009). Nursing so-called monsters: On the importance of 
abjection and fear in forensic psychiatric nursing. Journal of Forensic Nursing, 5, 153-161. 

Johansson, H., & Eklund, M. (2004). Helping alliance and ward atmosphere in psychiatric in-
patient care. Psychology and Psychotherapy: Theory, Research and Practice, 77, 511-523. 

Kameg, K., Mitchell, A. M., Clochesy, J., Howard, V. M., & Suresky, J. (2009). Communication 
and human patient simulation in psychiatric nursing. Issues in Mental Health Nursing, 30, 
503-508. 

Kaylor, L. (1999). Antisocial personality disorder: Diagnostic, ethical and treatment issues. Issues 
in Mental Health Nursing, 20, 247-228. 

Kozar, C. J., & Andrew, D. (2007). The therapeutic alliance in offending behavior programs: A 
necessary and sufficient condition for change? Aggression and Violent Behavior, 1359, 482-
487. 



Krawitz, R. (2004). Borderline personality disorder: Attitudinal change following training. 
Australian & New Zealand Journal of Psychiatry, 38, 554-559. 

Lacey, A., & Luff, D. (2007). Qualitative data analysis. Available from www.rds-yh.nihr.ac.uk 
Landeen, J., Byrne, C., & Brown, B. (1992). Journal keeping as an educational strategy in teaching 

in psychiatric nursing. Journal of Advanced Nursing, 17, 347-355. 
Langley, G. C., & Klopper, H. (2005). Trust as a foundation for the therapeutic intervention for 

patients with borderline personality disorder. Journal of Psychiatric and Mental Health 
Nursing, 12, 23-32. 

Lingiardi, V., Filippucci, L., & Baiocco, R. (2005). Therapeutic alliance evaluation in personality 
disorders psychotherapy. Psychotherapy Research, 15, 45-53. 

Livesley, W. J. (2000). A practical approach to the treatment of patients with borderline 
personality disorder. Psychiatric Clinics of North America, 23, 211-232. 

Livesley, W. J. (2007). An integrated approach to the treatment of personality disorder. Journal 
of Mental Health, 16, 131-148. 

Mason, T., Hall, R., Caulfied, M., & Melling, K. (2010). Forensic nurses’ perceptions of labels 
of mental illness and personality disorder: Clinical versus management issues. Journal of 
Psychiatric and Mental Health Nursing, 17, 131-140. 

McVey, D., & Saradjian, J. (2010). Organisational challenges to providing services for 
personality disordered people. In N. Murphy & D. McVey (Eds.), Treating personality 
disorder: Creating robust services for people with complex mental health needs (pp. 133-154). 
East Sussex, UK: Routledge. 

Mental Health Act. (2007). Chapter 12 (Amendments to Mental Health Act 1983). Retrieved from 
http://www.legislation.gov.uk/ukpga/2007/12/pdfs/ukpga_20070012_en.pdf[ AQ8]  

Meyer, B., Pilkonis, P. A., Krupnick, J. L., Egan, M. K., Simmens, S. M., & Sotsky, S. M. (2002). 
Treatment expectancies, patient alliance, and outcome: Further analyses from the national 
institute of mental health treatment of depression collaborative research program. Journal of 
Consulting and Clinical Psychology, 70, 1051-1055. 

Moran, P. (1999). Antisocial personality disorder: An epidemiological perspective. London, 
England: Gaskell. 

Murphy, N., & McVey, D. (2010). The difficulties that staff experience in treating individuals 
with personality disorder. In N. Murphy & D. McVey (Eds.), Treating personality disorder: 
Creating robust services for people with complex mental health needs (pp. 6-34). East Sussex, 
UK: Routledge. 

National Institute for Health and Care Excellence. (2009a). Antisocial personality disorder: 
Treatment, management and prevention. London, England: Author. 

National Institute for Health and Care Excellence. (2009b). Borderline personality disorder: 
Treatment and management. London, England: Author. 

National Institute for Mental Health in England. (2003). Breaking the cycle of rejection: The 
personality disorder capabilities framework. London, England: Author. 

National Institute for Mental Health in England & Department of Health. (2003). Personality 
disorder: No longer a diagnosis of exclusion. Leeds, UK: Author. 

Newton-Howes, G., Weaver, T., & Tyrer, P. (2008). Attitudes of staff towards patients with 
personality disorder in community mental health team. Australian & New Zealand Journal of 
Psychiatry, 42, 572-577. 

Nolan, P. W., & Chung, M. C. (1999). Nursing students’ perceptions of their first mental health 
placement. Nurse Education Today, 19, 122-128. 

Nursing and Midwifery Council. (2015). The code: Professional standards of practice and 
behaviour for nurses and midwives. Retrieved from http://www.nmc-
uk.org/Documents/NMC-Publications/revised-new-NMC-Code.pdf 

O’Brien, A. J. (2001). The therapeutic relationship: Historical development and contemporary 
significance. Journal of Psychiatric and Mental Health Nursing, 8, 129-137. 



O’Brien, A. J., Buxton, M., & Gillies, D. (2008). Improving the undergraduate clinical placement 
experience in mental health nursing. Issues in Mental Health Nursing, 29, 505-522. 

O’Brien, A. L. (2001). The relationship between community psychiatric nurses and clients with 
severe and persistent mental illness: The client’s experience. Australian and New Zealand 
Journal of Mental Health Nursing, 10, 176-186. 

Peplau, H. E. (1952). Interpersonal relations in nursing. New York, NY: Putman. 
Perraud, S., Delaney, K. R., Carlson-Sabelli, L., Johnson, M. E., Shephard, R., & Paun, O. (2006). 

Advanced practice psychiatric mental health nursing, finding our core: The therapeutic 
relationship in 21st century. Perspectives in Psychiatric Care, 42, 215-226. 

Peternelj-Taylor, C. A., & Yonge, O. (2003). Exploring boundaries in the nurse-client 
relationship: Professional roles and responsibilities. Perspectives in Psychiatric Care, 39, 55-
66. 

Polascheck, D. L. L., & Ross, E. C. (2010). Do early therapeutic alliance, motivation, and stages 
of change predict therapy change for high-risk psychopathic violent prisoners? Criminal 
Behaviour and Mental Health, 20, 100-111. 

Puchta, C., & Potter, J. (2004). Focus group practice. London, England: SAGE. 
Reynolds, B. (2009). Developing therapeutic one-to-one relationships. In P. Barker (Ed.), 

Psychiatric and mental health nursing: The craft of caring (2nd ed., pp. 313-321). London, 
England: Arnold. 

Robins, L. N., Tipp, J., & Przybeck, T. (1991). Antisocial personality. In L. N. Robins & D. A. 
Regier (Eds.), Psychiatric disorders in America (pp. 258-290). New York, NY: Free Press. 

Rose, D. N., Peter, E., Gallop, R., Angus, J. E., & Liaschenko, J. (2011). Respect in forensic 
psychiatric nurse-patient relationships: A practical compromise. Journal of Forensic Nursing, 
7, 3-16. 

Schafer, P., & Peternelj-Taylor, C. (2003). Therapeutic relationships and boundary maintenance: 
The perspective of forensic patients enrolled in a treatment program for violent offenders. 
Issues in Mental Health Nursing, 24, 605-625. 

Shanks, C., Pfohl, B., Blum, N., & Black, D. W. (2011). Can negative attitudes toward patients 
with borderline personality disorder be changed? The effect of attending a STEPPS workshop. 
Journal of Personality Disorders, 25, 806-812. 

Shattell, M. M., Starr, S. S., & Thomas, S. P. (2007). “Take my hand, help me out”: Mental health 
service recipients’ experience of the therapeutic relationship. International Journal of Mental 
Health Nursing, 16, 274-284. doi:10.1111/j.1447-0349.2007.00477.x 

Sim, J. (1998). Collecting and analysing qualitative data: Issues raised by the focus group. Journal 
of Advanced Nursing, 28, 345-352. 

Stickley, T., & Freshwater, D. (2006). The art of listening in the therapeutic relationship. Mental 
Health Practice, 9(5), 12-18. 

Suikkala, A., & Leino-Kilpi, H. (2001). Nursing student-patient relationship: A review of 
literature from 1984 to 1998. Journal of Advanced Nursing, 33, 42-50. 

Surgenor, L. J., Dunn, J., & Horn, J. (2005). Nursing student attitudes to psychiatric nursing and 
psychiatric disorders in New Zealand. International Journal of Mental Health Nursing, 14, 
103-108. 

Thomas, G. (2007). The power of the therapeutic relationship: Bringing balance to evidence-
based practice. Aotearoa NZ Social Work Review, 19(4), 59-66. 

Thorpe, G., Moorhouse, P., & Antonello, C. (2009). Clinical coaching in forensic psychiatry: An 
innovative program to recruit and retain nurses. Journal of Psychosocial Nursing and Mental 
Health Services, 47(5), 43-47. 

Welch, M. (2005). Pivotal moments in the therapeutic relationship. International Journal of 
Mental Health Nursing, 14, 161-165. 



Wenzel, A., Jeglic, E. L., Levy-Mack, H. J., Beck, A. T., & Brown, G. K. (2008). Treatment 
attitude and therapy outcome in patients with borderline personality disorder. Journal of 
Cognitive Psychotherapy: An International Quarterly, 22, 250-257. 

Westwood, L., & Baker, J. (2010). Attitudes and perceptions of mental health nurses towards 
borderline personality disorder clients in acute mental health settings: A review of the 
literature. Journal of Psychiatric and Mental Health Nursing, 17, 657-662. 

Willmot, P. (2011). Assessing personality disorder in forensic settings. In P. Willmot & N. 
Gordon (Eds.), Working positively with personality disorder in secure settings: A 
practitioner’s perspective (pp. 49-65). West Sussex, UK: Wiley-Blackwell.[ AQ9]  

World Health Organisation. (1992). The ICD-10 classification of mental and behavioural 
disorders: Clinical descriptions and diagnostic guidelines (ICD-10) (10th ed.). Geneva, 
Switzerland: Author. 

World Medical Association. (2008). World medical association declaration of Helsinki: Ethical 
principles for medical research involving human subjects. Retrieved from http://www.wma. 
net/en/30publications/10policies/b3/17c.pdf 

Wright, K. M. (2010). The therapeutic relationship: Developing a new understanding for nurses 
and care workers within an eating disorder unit. International Journal of Mental Health 
Nursing, 19, 154-161. 

Wright, K. M., Haigh, K., & McKeown, M. (2007). Reclaiming the humanity in personality 
disorder. International Journal of Mental Health Nursing, 16, 236-246. 

Wright, K. M., & Jones, F. (2012). Therapeutic alliances in people with borderline personality 
disorder. Mental Health Practice, 16(2), 31-35. 


