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Abstract 
Borderline personality disorder (BPD) is one of the most stigmatised of all psychiatric 

diagnoses. Frontline service professionals regard this diagnostic group as challenging, 

manipulative, time wasters, a drain on services and attention seekers which results in people 

with the diagnosis being subject to stigmatising and negative attitudes, which is also reflected 

in people receiving unequal care and support or exclusion. The stigma associated with this 

diagnosis remains as the catalyst in creating barriers to accessible care, life quality and the 

continuation of discriminatory practices. The current research presents the experiences of 

individuals with a BPD diagnosis in accessing and participating with frontline services in 

England. The current research focuses on investigating stigmatisation in frontline services and 

provides recommendations for reducing such stigmatisation. 

This qualitative research was conducted using a social justice constructivist grounded theory 

approach. Semi structured narrative interviews were carried out with a total of eleven 

participants in varying locations across England. The data analysis identified five main themes: 

stigmatisation and awareness, the power of language, service provision, professional control 

and reclaiming power and identity. The findings evidenced that stigmatisation, negative 

attitudes and exclusion of people with a BPD diagnosis was experienced throughout physical, 

mental and public protection services. This study makes a direct contribution to this area of 

research from the lived experience perspective.  
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Chapter 1. Introduction  
This research explores the experiences of people with a diagnosis of Borderline Personality 

Disorder (BPD) in accessing and participating with frontline services in England. It will explore 

whether attitudes towards this diagnostic label can result in social and service exclusion and 

lead to those with a diagnosis of BPD to self-exclude due to the negative beliefs held by 

professionals. The term BPD is used throughout this study to reflect the participants own 

language in describing their diagnosis. The undertaking of this research was prompted by 

witnessing the negative and stigmatising attitudes and practices towards people with the 

diagnosis in a variety of frontline service settings. 

 

Academic and research literature pertaining to the BPD diagnosis has been consistently 

biased in excluding the experiences, views, and voices of individuals with the diagnosis. 

Knowledge of BPD is generally taken from the experiences of professionals within the health 

and social care sector rather than people with a diagnosis of BPD (Smith and Cashwell, 2011; 

Maranzan, 2016). However, professionals’ interactions with those who have the diagnosis are 

most commonly at times of emotional crisis and help-seeking giving an unfair representation 

of this diagnostic group. A crisis is defined as risk of harm to self or others and inability to 

function normally in everyday life that requires additional support (Rethink, 2020). Mental 

health crises are considered a complex phenomenon and there are contradictory definitions 

of them, each of which entails ideas about how and when support is needed (Lyons et al., 

2009; Burns-Lynch et al., 2014; Klevan, Karlsson and Ruud, 2017). Not everyone will 

experience a mental health crisis with these clinical indicators, and those that fall outside of 

these categories which are nonetheless overwhelming and devastating for people are 

generally less well known and taken less seriously by mental health services (Lakeman and 

Fitzgerald, 2008; Lyons et al., 2009; Tobitt and Kamboj, 2011).  

 

The exclusion of lived experience from the literature reinforces the negative perceptions and 

narratives surrounding the diagnosis, stereotypes abound, for example that people with the 

diagnosis are manipulative, destructive whirlwind, challenging and attention-seeking 

(Woollaston and Hixenbaugh, 2008; McGrath and Dowling, 2012; Warrender, 2015). To 

counteract the exclusion and minimisation of people with a diagnosis of BPD the current 
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research sought to explicitly gather the experiences and views of people with BPD to address 

this unequal balance.  

 

This chapter will provide a brief overview of the diagnosis, symptomology, causation factors 

and the stigmatisation of this label and negative attitudes by professionals towards the 

diagnosis. The overview of the diagnosis is taken from the medical model perspective, that 

professionals would be taught during training, and from the information available to someone 

wanting to find out more about BPD. The reason for this is to highlight and explore the 

discriminatory and stigmatising language used to describe the diagnosis. The dominance of 

the medical model in relation to mental health fuels the negative perceptions and stigmatising 

behaviour towards people with a BPD diagnosis (Johnstone, 2014). The medical model 

perspective is explained in more detail in chapter five and leads into the theoretical 

development of the Dominant Identity Status Model outlined in chapter seven. 

 

Personality development 
Casey and Kelly (2007) suggest that the human personality is difficult to define. However, 

personality theorists such as Jung (1963) Erikson (1980) and Rogers (1961) see it as the 

foundation upon which characteristics such as emotional patterns, behaviours and cognitions 

are developed which enable day-to-day living. Our personality develops in the early stages of 

childhood and is moulded and shaped by emotional, physical, and social experiences (Garvey, 

2018). Personality development is also linked to the physical development of the child and 

adolescent brain, with a particular focus in the literature on the pre-frontal cortex, the area 

of the brain which is implicated in personality expression, cognitive behaviour, decision 

making and moderating social behaviour (Starcevic and Filipovic, 2018).  

 

Research suggests that two major changes take place within a child’s brain before and after 

puberty which are thought to contribute to fine tuning neural networks in the frontal cortex 

(Vizard, 2008).  Environments in which children have negative emotional, physical, or social 

interactions and experiences can increase the probability or risk for the disruption of the 

natural development of the brain and personality (Garvey, 2018).  For the healthy 

development of brain circuits and personality, children require positive and negative learning 
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experiences. The lack of such experiences can result in a decrease and miswiring of brain 

circuitry (Garvey, 2018).  

 

The impact of environmental effects demonstrated by the Bucharest Early Intervention 

Project (BEIP) (2020) longitudinal study on children institutionalised from birth in Romania, 

determined that a lack of healthy experiences that stimulate growth resulted in deficits of 

brain development. The children’s physical and cognitive growth was stunted and delayed, 

and their brain activity was altered compared to non-institutionalised children (Nelson et al., 

2007; Tierney and Nelson, 2009). The disruption to brain and personality development can 

lead to the development of psychological conditions and disorders such as Attention Deficit 

Hyperactivity Disorder, anxiety disorders, attachment disorders and neurodevelopmental 

disabilities (Schore, 2001; Petchel and Pizzagalli, 2011).  Children who have early experiences 

of trauma, victimisation or adverse events that increase emotional stress responses for 

periods of time are at an increased risk of psychopathology, which is the manifestation of 

behaviours or experiences suggesting mental illness or psychological impairment in 

adulthood including the development of a personality disorder (Roberts et al., 2008).  

 

Overview of Borderline Personality Disorder 
Accurate descriptions of emotional disorders, personality disorder and BPD can be found as 

far back in history as ancient Greece (Tasca et al., 2012). During the Victorian era mental 

illness became more socially recognised and the term lunatic became embedded as the 

description of a person with a mental disorder, but the term also had connotations of 

dangerousness and immorality (Crocq, 2013). The recognition of mental health conditions has 

become more accepted and understood in society, but the personality disorder diagnosis 

remains linked to such connotations within society, media and frontline services correlating 

personality disorder as dangerous, risky and violent (Markham, 2003; Nash, 2006; Ring and 

Lawn, 2019).  

 

The term BPD was first used by Adolph Stern in the 1930s to describe patients held in a lunatic 

asylum who appeared to be more severely disturbed than the more usual neurotic patients 

experiencing psychosis (Wirth-Cauchon, 2000). BPD was first introduced by the American 

Diagnostic Statistical Manual of Mental Disorders (DSM) 111 in 1980, with the World Health 
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Organisation releasing their classification of mental and behavioural disorders the ICD-10 in 

1992 (BPD Community, 2017). Since then, BPD has become the most common of all the 

personality disorder diagnoses in psychiatry (Johnstone, 2000; Shaw and Proctor, 2005).  

 

A personality which is considered ‘disordered’ by the psychiatric establishment is primarily 

defined as an enduring pattern of behaviour and experience that deviates from the structural 

expectations of one’s culture, is inflexible and pervasive with the general onset in adolescence 

or early adulthood leading to impairment or distress (DSM-5, 2015). Patterns tend to be stable 

and encompass multiple domains of behaviour and psychological functioning. Frequently, but 

not always they are associated with varying degrees of subjective distress and problems in 

social functioning and performance (DSM-5, 2015). Personality disorders are described as 

deeply ingrained with maladaptive patterns of behaviour which are generally recognised by 

the time a person reaches their adolescence and continues into adulthood (Casey and Kelly, 

2007). There are twelve types of personality disorder listed in the diagnostic manuals which 

are clustered into three groups; while each personality disorder has different symptomology 

the ones in each cluster share characteristics as outlined in the table below. 

Cluster A – odd or 
eccentric 

Cluster B – dramatic, 
emotional or erratic 

Cluster C- anxious or fearful 

Paranoid Anti-social Avoidant 

Schizoid Histrionic Dependent 

Schizotypal Borderline Obsessive-compulsive 

 
Narcissistic 

 

Table 1 Clusters of Symptoms according to Diagnostic Criteria 

The two remaining personality types are personality change due to another medical condition 

(Brain injury, Dementia, Alzheimer’s, Parkinson’s, Stroke, cancer – brain tumour etc) and Other 

specified personality disorder and unspecified personality disorder. 

 

BPD is grouped in Cluster B classified as one of the erratic, emotional and dramatic personality 

disorders which predominantly presents as displaying a pervasive pattern of instability in 
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relationships, negative core beliefs, identity, self-image, and affect. Emotionally Unstable 

Personality Disorder is considered as equivalent to BPD and is used within the ICD-11 (2019).  

 

People with a diagnosis of BPD can experience chronic feelings of emptiness and are likely to 

become involved in unstable and intense relationships repeatedly causing emotional crises to 

avoid and reduce feelings of abandonment. Symptoms and features of BPD, with increased 

impulsivity and risk- taking behaviour can increase in early adulthood (Lieb et al., 2004; Stepp, 

2012; Scott, Stepp and Pilkonis, 2014; Fertuck, Karan and Stanley, 2016). People can adopt 

distress coping methods which can include, but are not limited to, non-suicidal self-injury, 

suicidal ideation and risk-taking behaviours such as unprotected sex or sexual promiscuity, 

drug and alcohol abuse and eating disorders (DSM-5, 2013; Rosenstein et al., 2018; ICD-11, 

2019). Comorbid diagnoses are also very common for those with the diagnosis, which can 

include, but again is not limited to, other personality disorders, body dysmorphia, anorexia 

nervosa, bulimia, obsessive compulsive disorder (OCD), mood/anxiety disorders, Asperger’s, 

post-traumatic stress disorder (PTSD), and complex PTSD (c-PTSD) (Distell, Trull and 

Boomsma, 2009; Lubke, 2014; Biskin, 2015).  

 

BPD is one of the most academically and scientifically researched of all the personality 

disorder sub-types with much debate on whether the symptomology places it in the category 

of a personality or mood disorder (Kulacaoglu and Kose, 2018). However, there are marked 

differences between personality disorders, which involve long term patterns of thoughts and 

behaviours that are unhealthy and inflexible, and mood disorders which have episodic periods 

of extreme sadness or euphoria (Parker, 2014). Support to reclassify the condition from a 

personality to a mood disorder is weighted by the fact that markers of emotional 

dysregulation are highly comorbid with depression and bi-polar disorder as well as affective 

instability being a core feature of the conditions (Morna and Crawford, 2013). PTSD and 

complex PTSD (c-PTSD), which has additional symptoms to PTSD affecting emotional control, 

is supported for inclusion in the reclassification of BPD. PTSD and c-PTSD frequently occur in 

people with the diagnosis with a range of between 30-79% having developed PTSD/c-PTSD 

due to trauma in childhood (Cacowski, Neubauer and Kleindienst, 2016; Ford and Courtois, 

2021).  
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Due to the co-morbidity of PTSD/c-PTSD and BPD, some members of the psychiatric 

community suggest that BPD should be identified as a delayed form of PTSD/c-PTSD to 

accurately reflect symptoms as well as being less stigmatising than the BPD label (Furnham 

and Dadabhoy, 2012; Ford and Courtois, 2021). Studies have shown that women with 

comorbid BPD and PTSD/c-PTSD show more severe symptomology and poorer general 

functioning with increased non-suicidal self-injury, impulsivity, suicidal ideation and 

admittance to hospital. It should be noted however, that not everyone with a BPD diagnosis 

has experienced trauma (Rusch et al., 2007; Leichsenring et al., 2011; Cackowski, Neubauer 

and Kleindienst, 2016). 

 

Diagnostic criteria of BPD  
Clinical diagnostic assessment for BPD in England is made using the ICD-11 diagnostic manual 

(WHO, 2019) or the DSM-5 (American Psychiatric Association, 2013). The diagnostic 

assessment includes an historical and present-day exploration on the four different domains 

of BPD symptomology which include: affectivity – influenced by or resulting from emotions; 

interpersonal functioning – interaction and relationship with others; impulse control – 

maintain self-control, urges and behaviours and cognition to determine whether they meet a 

set number of specific criteria for a diagnosis to be made. Both diagnostic manuals use the 

same criteria for diagnosis; the DSM requires a minimum of five out of nine diagnostic 

criteria’s to be met, whereas the ICD requires a minimum of three criteria.  

 

A full explanation of each of the diagnostic criteria for BPD taken from the DSM-5 can be 

found in Appendix 1. The ICD-11 which was released in 2019 by the World Health Organisation 

1. Chronic feelings of emptiness 
2. Affective instability 
3. Fear of abandonment 
4. Identity disturbance 
5. Impulsive behaviour 
6. Inappropriate anger 
7. Recurrent suicidal or self-harm behaviour 
8. Suspicious or out of touch with reality 
9. Unstable and intense interpersonal relationships 

Table 2 Core Symptoms Associated with BPD 
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and approved at the World Health Assembly, however the earliest that it can be officially used 

is January 2022. The ICD-11 contains changes to the personality disorder diagnosis and 

abolishes Emotional Unstable Disorder (EUPD) as a sub section of the emotional mood 

personality disorder. BPD and the other personality disorder types will now be classified as 

moderate to severe.  

 

The DSM-5 received a mixed reception prior to its release in the UK and the USA in 2013 and 

was largely criticised for employing a top- down approach to mental health conditions which 

tried to diagnostically fit people to conditions (NHS, 2019). The British Psychological Society 

(2016) stated that any classification system should take a bottom-up approach that centres 

on a person’s experiences, problems, symptoms or complaints which treats the person, not a 

disease. The DSM-5 was also criticised for lowering diagnostic thresholds for multiple disorder 

categories, which could lead to inappropriate medical treatment amongst vulnerable 

populations or people with everyday worries being misdiagnosed and needlessly treated. 

Particularly how the revision of personality disorders was not supported by empirical research 

and increased the pathologization of normal variations of human behaviour (Society for 

Humanistic Psychology, 2016). Wakefield (2013) proposed how it could make a higher 

frequency of people being misdiagnosed particularly in those displaying borderline 

psychopathology leading to a diagnosis of bi-polar disorder or major depression (Limandri, 

2012; Corradi, 2015). The DSM-5 has since been updated with the release of the DSM-5-TR 

(2022) text revision in March 2022. This release has not altered the diagnostic specifications 

for BPD.  

 

The diagnostic assessment is generally not carried out before the age of 18 years old with the 

DSM-5 or 16-17 years of age if using the ICD-10. The diagnostic manuals conflict in relation to 

the age at which someone can be assessed for the diagnosis which means that diagnosing 

before a person has reached adulthood (18 years old) raises concerns due to the 

appropriateness of the diagnosis in a period of major developmental transitions – physically, 

psychologically, and socially. During this period adolescents commonly experience emotional 

instability, identity issues, moodiness and sensitivity to rejection which are also defining 

features of BPD. The DSM-5 does however allow diagnosing BPD under the age of 18 if 

symptoms are persistent and pervasive and not limited to a particular developmental stage 
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or other mental disorder with symptoms being present for at least 1 year (Videler et al., 2019). 

The lowering of the age of recognition of BPD in childhood or adolescent years has been 

argued for (Biskin, 2015; Bozzatello et al., 2019; Wertz et al., 2020) in order to implement 

psychological interventions before patterns of maladaptive behaviours become entrenched, 

making treatment in later life more difficult and challenging as well as reducing the rates of 

suicide attempts and suicide ideation (Miller, Muehlenkamp and Jacobson, 2008; Biskin, 

2015; Chanen, 2015; Fonagy et al., 2015).  

 

Hessels et al. (2018) argue that personality disorders should be considered as a lifespan 

developmental disorder with precursors of symptomology in early life and thus diagnosing 

BPD in young people should be considered legitimate. Chanen and McCutcheon (2013) 

suggest that BPD would be better described as a disorder of young people considering the 

greater prevalence of symptomology that occurs during puberty and subsequent steady 

decline during each decade in adulthood (Samuels et al., 2002; Ullrich and Coid, 2009). The 

National Institute for Clinical Excellence recognises and acknowledges the presence of BPD in 

individuals under the age of 18 and advises treatment and intervention when needed (NICE, 

2009) and Mehlum et al. (2018) suggests early detection and diagnosis provides early 

intervention, treatment and a reduction in the economic burden to society from the high use 

of health services. However, diagnosing at an earlier age in the UK is a controversial subject 

with reluctance amongst the psychiatric community (National Collaborating Centre for 

Mental Health, 2009) due to concerns about the transience of maladaptive traits in young 

people, as the personality has not yet fully developed, and the stigma that is associated with 

the diagnosis (Ayodeji et al., 2015; Winsper et al., 2015).  

 

Generally, the most common clinical dilemmas are that the condition can be over-diagnosed, 

under-diagnosed or misdiagnosed due to the similarity in presenting symptomology and 

affect mainly with bi-polar disorder (Ghaemi, 2014; Webe-Alamah and Wolgamott, 2014). 

Diagnostically, BPD is often misdiagnosed or diagnosis is delayed due to shared 

symptomology with conditions such as bi-polar disorder, anxiety, depression and c-PTSD. 

However, Parker (2014) suggests that differential diagnostic markers can be implemented 

through identification of mental health conditions present in an individuals’ history. For 

example, bipolar disorder rarely presents in childhood but tends to emerge in late 
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adolescence or early adulthood, in contrast to BPD which tends to be evidenced by symptoms 

of emotional dysregulation from childhood and evolves rather than having a distinct onset as 

in bipolar disorder.  

 

Symptomology 
The central feature in the aetiology and development of BPD is emotional dysregulation, 

defined by a marked reactivity, variability of mood and insensitivity. Disturbed emotional 

processing encompasses fast and intense emotional and reactive responses to stimuli or 

triggers; individuals characteristically have an increased emotional arousal generally with a 

range of dysphoric affects aligned with strong and rapid mood reactions in combination with 

limited impulse control (Chenard-Poirier and Biskin, 2013; Paris, Scherpiet, 2014; Scott, Stepp 

and Pilkonis, 2014).  

 

Individuals with a diagnosis of BPD will often switch between negative and positive emotional 

states which are interpreted as characterising people, objects, situations and themselves as 

either all good or all bad to protect themselves from fear or anxiety of potential 

abandonment, betrayal or loss of trust (Houben et al., 2016). This is known as emotional 

switching, referring to sudden and drastic changes of emotional states from good to bad, 

positive to negative and vice versa, and is thought to be a common defence mechanism for 

those with the diagnosis (Beck and Freeman, 1990). Switching is the concept of dichotomous 

thoughts where the world, people and feelings are observed and evaluated as either good or 

bad with nothing in between reflecting the black and white thought processes of the diagnosis 

(Beck and Freeman, 1990). Emotional switching can be chaotic and distressing for those 

experiencing it. Switching can influence how they see themselves or how others view them, 

an unstable self-structure, self-loathing, and difficulties with self-other differentiation (Skodol 

et al., 2011; Houben et al., 2016). People with a BPD diagnosis often have an erratic self-view 

with a poor understanding of their own personal qualities and poor definition of the 

psychological boundaries between themselves and others (Bender and Skodol, 2007; Beeney 

et al., 2016).  

 

The state of switching can also include feelings of omnipotence, emotional hypochondriasis, 

passive-aggression and acting without regard of the consequences and projective 
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identification (projecting feelings onto someone else, then manipulating that person to 

respond with the same feelings that have been projected onto them) (Houben et al., 2016). 

However, research into whether emotional switching is a prominent factor of the diagnosis 

has produced inconclusive results, indeed Santangelo et al. (2014) and Houben et al. (2016) 

found no differences in overall changes of emotional intensity between individuals with 

diagnoses of BPD, PTSD and bulimia nervosa. In contrast, Trull et al. (2008) found that those 

with a BPD diagnosis, or those with comorbid diagnosis of BPD and PTSD, displayed a higher 

intensity of emotional switching specifically related to intense feelings of sadness and fear. 

Therefore, emotional switching is not conclusively identified as a prominent factor of the 

diagnosis.  

 

Individuals with a diagnosis of BPD can have a repeated disturbance in identity with feelings 

of chronic emptiness, alongside fluctuations between the idealisation and devaluing of those 

around them, serving a self-verification function which can feed into the negative viewpoint 

they have of themselves (Valentiner, 2014). Those with the diagnosis, have an inability, at 

times, to distinguish or recognise attributes or traits particular to their own identity or sense 

of self and because of this, they can adopt the traits of those around them as a mechanism 

for grounding themselves. This lack of identity or sense of self as opposed to others without 

the diagnosis can lead to unpredictable responses when interacting with others (Freeman, 

Stone and Martin, 2005).  

 

Impulsivity 
Impulsive behaviour is classed as another core feature of BPD symptomology and can take 

various forms in its presentation, for example spending, substance abuse, binge eating, risk 

taking behaviour that puts individuals in harm’s way such as risky sexual practices (primarily 

by women) (Kulacaoglu and Kose, 2018). Although impulsivity is not a predominant symptom 

in all people with a BPD diagnosis, it is implicated in a range of health risking behaviours. 

Meade and Sikkema (2005) research into risk-taking behaviours of people with severe mental 

illness contracting HIV/Aids, found that those with a BPD diagnosis were at the greatest risk 

of contracting HIV. Some individuals with a BPD diagnosis who have experienced sexual abuse 

are also reported to have a greater number of sexual partners and a higher risk of 

experiencing further sexual violence or being persuaded to engage in a sexual encounter 
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(Sansone and Sansone, 2011a). Due to emotional dysregulation, alongside chronic feelings of 

emptiness and loneliness, people with the BPD diagnosis seek out others who are willing to 

engage in intimacy to find an escape that negates the emotional discomfort (Mangassarian, 

Sumner and O’Callaghan, 2015). Additionally, Crowell, Beauchaine and Linehan (2009) and 

Cooper, Venta and Sharp (2018) argue that childhood impulsivity may also be a factor in the 

development of BPD symptomology. 

 

Dissociation and Dissociative Identity Disorder 
Dissociation is a mechanism involved in a division within the personality to give psychological 

protection, detachment from and containment against traumatic or stressful events as well 

as a way of escaping or avoiding physical or psychological threats (Brand and Lanius, 2014; 

Mosquera, Gonzalez and Leeds, 2014) and provides a way to regulate emotional distress by 

disrupting memory and feelings of difficult psychological and biological experiences (Dorahy 

et al., 2015). Individuals with a BPD diagnosis can use a feature of dissociative defence 

described as splitting to avoid conflict or create conflict with others (Ntshingila et al., 2016). 

Research suggests it may occur in at least 80% of those with the BPD diagnosis (Al-Shamali et 

al., 2022) and can present in a variety of forms such as amnesia – loss of memory; 

derealisation - altered perception or experience of the external world; depersonalisation – 

feeling detached from one’s body (Winter et al., 2015).  

 

Various authors (Low et al., 2000; Stiglmayr et al., 2008; Fonagy, Luyten and Strathearn, 2011; 

Kruger et al., 2014) have identified that a large majority of individuals with BPD have 

experienced trauma. Childhood trauma, insecure and disorganised attachment from, and lack 

of, parenting have been identified as predictors of dissociation validated by clinical and non-

clinical research (Brand and Lanius, 2014). Dissociation has close associations with emotional 

neglect, stress, suicidal ideation, PTSD, and non-suicidal self-injury. Briers and Rickards (2007) 

and Weiss et al. (2013) identified that some individuals with historical trauma experienced 

simultaneously occurring disassociation, emotional dysregulation, and negative emotion.  

 

Sar et al.’s (2003) study of 240 people with a BPD diagnosis identified 64% of them had 

comorbid Dissociative Identity Disorder (DID) suggesting a strong correlation between the 

two conditions. The symptomology of BPD and DID share similarities for example fluctuations 
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in identity, emotional states, impulsivity, unstable relationships, self-harm and suicide 

ideation, and in some instances DID can in fact be a secondary effect of BPD (Lauer, Black and 

Keen, 1993; Brand and Lanius, 2014). Recognition of dissociation disorders and 

symptomology awareness has increased but remains underdiagnosed or unrecognised 

clinically (Korzekwa, Dell and Pain, 2009; Brand et al., 2016), in part because DID is seen as 

controversial within the mental health community with some clinicians doubting the 

existence of such a disorder (Zieligman et al. 2016).  

 

Suicide Ideation and Non-Suicidal Self-Injury 
Suicidal behaviour is commonly associated with the BPD diagnosis (Cukrowicz et al., 2008; 

Soloff et al., 2012) with 10% of those diagnosed taking their life over the duration of their 

illness, at a rate almost fifty times higher than the general population. This means this 

diagnostic group is one of the highest at-risk for suicide completion. Other research suggests 

that 50% of individuals with a BPD diagnosis will have at least one serious suicide attempt and 

will have at least three suicide attempts during their lifetime (Oquendo et al., 2003; Paris, 

2004; LeGris et al., 2012; Knafo, 2015; Ntshingila et al., 2016). There is a higher propensity 

towards suicidal behaviour to manage and reduce negative emotions. Suicidal ideation and 

attempts appear to be more pronounced in the early stages of the disorder, particularly for 

those in their twenties, where there is also a higher risk for suicide when the diagnosis is 

comorbid with other psychiatric conditions (Paris, 2004). Bilsen (2018) suggests that younger 

people are more vulnerable to mental health problems and that numerous factors such as 

personality characteristics, family structure and specific life events can increase the risk of 

suicide.  

 

Suicidal behaviour develops to communicate emotional distress and pain to others and to 

negate negative emotions (Manning, 2011). There is a higher incidence of unemployment, 

low quality of life and unstable intimate relationships amongst people with a diagnosis of BPD, 

that creates a negative sense of self and making suicide a tempting alternative (National 

Collaborating Centre for Mental Health, 2009). Paris (2004) also suggests psychosocial and 

biological risk factors can also impact recurring suicidal behaviour and ideation. Factors 

identified that increase the risk of suicidality are impulsivity, co-morbidity of other mental 
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health conditions such as depression and anxiety, previous suicide attempts, drug and alcohol 

use and unstable emotions and interpersonal relationships (Paris, 2017; Carballo et al., 2020).  

 

The definition of self-harm in England (NICE, 2012) is an act intended to harm the body 

without suicidal intent and can present in many forms including skin carving, blood- letting, 

burning, and ligaturing, skin picking, ingestion or insertion of foreign objects, head banging, 

lacerations, binge drinking, substance abuse, restricting food intake and self-scratching 

(National Self Harm Network, 2008; Turner et al., 2008; NICE, 2012). Self-injury is used as a 

grounding strategy, to establish feelings of being in control or to re-associate from a 

dissociative state (Linehan, 1993; Hawton, Zahl and Weatherall, 2003). The act of physical 

harm refocuses unmanageable psychological pain to a physical entity (Stӓnicke, 2021). Non-

sucidal self-harm is a strong predictor of completed suicide (National Self Harm Network, 

2008; Turner et al., 2008; NICE, 2012).  

 

Self-harm is most common around adolescence.  A primary influence on non-suicidal self-

injury and suicidal behaviours is the inability to effectively regulate emotion (Stepp et al., 

2013; Winchester, 2015). Linehan (1993) proposed that self-injury is itself an addictive 

behaviour that functions to reduce feelings of dysphoria and negative mood/mindset to 

manage psychological distress. The purpose of self-injury is often used to inflict self-

punishment to inflict retribution for a feeling, thought or behaviour and manage feelings of 

not being worthy, good enough, anger at oneself, sadness, feel in control, reduce and manage 

suicidal thoughts and not to cause or want death (National Self-harm Network, 2008; 

Stӓnicke, 2021). Self-harm is described by various names such as para suicide, self-mutilation, 

deliberate self-harm and episodic and repetitive self-injury (Horton et al., 2014). Many of 

these descriptors hold and evoke negative connotations because self-harm is deemed 

predominantly as a mental health issue and considered a deviant practice of emotion 

management which is not socially or culturally accepted (Gunnarsson, 2022).  Self-harm and 

stigma have a strong association which tends to arouse strong emotions amongst 

professionals and society (Gratz, 2001; Lamph, 2011). It is highly associated with BPD and 

comorbid PTSD in adolescents and adults although rates of self-harm can decrease in 

adulthood (Chapman, Gratz and Brown, 2006; Andrews et al., 2019; Colle et al., 2020). Non-

suicidal self-injury is often present before formal diagnosis of BPD is made, with onset prior 



14 

to the age of twelve years (Ayodeji et al., 2015). Therefore, self-harm may be considered as a 

precursor to a diagnosis (Chapman, Gratz and Brown, 2006; Walker, 2009; Moran et al., 2012; 

Wilkinson, 2012; Ayodeji et al., 2015; Klomek et al., 2016). Skin cutting and multiple forms of 

self-harm are suggested as most commonly used in females with BPD (Klonsky, 2007a; 

National Self Harm Network, 2008; Lamph, 2011; Ludascher et al., 2015; Turner et al., 2015; 

Vaughn et al., 2015; Naoum et al., 2016). In the DSM-5, BPD is the only psychiatric condition 

which has non-suicidal self-injury as a main criterion for diagnosis even though recent 

research has linked it to other conditions such as other personality disorders, anxiety and 

depression (In-Albon, Ruf and Schmid, 2013; Zetterqvist, 2015). The strong association 

between BPD and self-injury can lead to assumptions that those who engage in self-harming 

behaviour have BPD, with people being diagnosed even though they do not meet all the 

required criteria for the diagnosis (In-Albon, Ruf and Schmid, 2013).   

 

There is a higher incidence of self-harm behaviour in females with BPD accounting for 60-90% 

of those diagnosed using self-harm behaviour to cope with emotional stresses through the 

release of endorphins and to regulate negative feelings (Klonsky, 2007b; Zanarini et al., 2008; 

Niedtfeld et al., 2010; Naoum et al., 2016). Self-injury is also used as an act of self-validation 

and mastery over one’s feelings by reducing those feelings (Kleindienst et al., 2008; 

Edmondson, Brennan and House, 2016). Self-injury can emerge in times of intense rage or 

temporary episodes of depression which is a common characteristic of BPD and can become 

a repetitive cycle reinforcing negative feelings leaving people feeling alone and isolated 

(Kernberg, 1986; Marriott, 2011; Edmondson, Brennan and House, 2016; Naoum et al., 2016). 

The act of self-harm is associated with a significantly increased risk of suicide and death from 

physical illness, and it is suggested that around 10% of people who self-harm will take their 

own life within 10 years from the first time they self-injure (Skegg, 2005; Schoppmann, 

Schrӧck and Schnepp, 2007; Butler and Longhitano, 2008; Karman et al., 2015; Butler, 2016).  

 

While non-suicidal self-injury can provide short term relief from emotional distress it can lead 

to negative long-term consequences of repeated self-harm and becomes a maladaptive 

emotional regulatory strategy and a form of emotional avoidance to manage and control 

negative feelings (Chapman, Gratz and Brown, 2006). It can also invoke feelings of guilt and 

shame and socially isolate individuals from their family and peers (Gunnarsson, 2021; 
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National Alliance on Mental Health, 2022). The lack of understanding by professionals of the 

act of self-harm prolongs the feelings of shame and guilt which increases the dependence on 

the behaviour to regulate or diminish negative emotions (Chapman, Gratz and Brown, 2006; 

Long, Manktelow and Tracey, 2013; Liu, 2017).  

 

Causative factors 
What causes BPD has been a long- standing debate amongst professionals and scholars with 

varying hypothesis proposed including child development experiences such as traumatic 

physical and sexual abuse or neglect, separations or bereavement, witnessing domestic 

violence, maternal inconsistency and unstable parenting in early childhood, genetic 

susceptibility and neurobiological dysfunction, (Cartwright, 2008; Biskin, 2015; Hall and 

Riedford, 2017).  

 

Childhood Trauma 
People with a BPD diagnosis report a higher prevalence of childhood trauma which suggests 

that behaviours and symptoms may be a direct result of the experiences of early life abuse 

(Everett and Gallop, 2001; Ball and Links, 2009; Chanen and Kaess, 2012; Berenz et al., 2013; 

Luyten, Campbell and fonagy, 2020). Childhood sexual abuse has been repeatedly linked to 

the development of BPD and studies by Zanarini et al. (2004) and Cackowski, Neubauer and 

Kleindienst (2016) compared sexually abused BPD patients with and without PTSD and found 

that childhood sexual abuse predicts the severity of BPD symptomology including non-suicidal 

self-injury, affect dysregulation and dissociation. However, according to Leichsenring et al. 

(2011) there is no association between traumatic childhood experiences and 

psychopathological changes in adolescence/adulthood and Kulacaoglu and Kose (2018) argue 

that childhood trauma is not a prerequisite for the development of BPD. 

 

Research into childhood trauma has shown that it has a profound effect on emotional 

regulation, response to life events, social interaction and interpersonal relationship 

development, and functioning of impulsive and self-destructive behaviours (Van der Kolk, 

2005). Exposure to trauma in childhood can mean children can experience diverse states of 

consciousness (disassociation, depersonalisation, derealisation, amnesia, and flashbacks) and 
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has been linked to a variety of the personality subtypes such as BPD, anti-social, narcissistic, 

histrionic, and schizotypal (Van der Kolk, 2005).  

 

However, BPD is suggested as the most likely out of the personality disorder subtypes to be 

associated with childhood abuse. As well as BPD, childhood sexual and physical abuse is 

associated with other psychiatric conditions in adolescence and adulthood such as 

schizophrenia, anti-social personality disorder (ASPD), PTSD, panic disorder, depression and 

substance abuse (Shrivastava et al., 2017).  

 

Early childhood attachment 
Childhood attachment and early-stage relationships influence development of the self, the 

personality and psychological processes that protect people from the stressors of day-to-day 

life (Maj et al., 2005; Mosquera, Gonzalez and Leeds, 2014). One cannot discuss childhood 

attachment without reference to Bowlby’s (1973) theoretical framework of attachment, 

attachment behaviour is defined by Bowlby (1973) as an instinctual inclination to seek out 

safety from an individual that exudes protectiveness in situations that can be deemed fearful 

or dangerous and in which feelings of vulnerability are triggered. Bowlby (1973) suggested 

that separation from the mother, referred to as ‘maternal deprivation’, or primary caregivers, 

could result in psychological and physical problems and adolescent delinquency. 

 

Early childhood patterns of attachment then affect how information and emotional responses 

are processed throughout life (Van Der Kolk, 2005). Secure attachment is the healthiest form 

of attachment where a child feels protected and can rely on their attachment figure at times 

of need and distress (Simmons et al., 2008). Secure attachment ensures a child feels secure 

and understood which enables for the optimal development of a child’s nervous system and, 

as the child matures, it can aid a healthy self-awareness, ability to regulate emotions, 

empathy, trust and healthy relationships (Bowlby, 1973).  Children learn to emotionally 

communicate with their primary caregivers before they can talk and the emotional availability 

between the caregiver and child contributes to a secure attachment, emotional regulation, a 

sense of self and healthy peer relationships (Vallotton, 2009). Children who develop secure 

attachment with their care givers learn how to describe and communicate their emotions and 

formulate efficient response strategies to restore emotional safety and control at times of 
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distress producing an optimal safety and security equilibrium (Van Der Kolk, 2005). Children 

learn to regulate their behaviour through the anticipation of responses from their care givers 

and this interaction allows them to construct internal working models of the cognitive and 

affective characteristics of primary caregivers (Bowlby, 1973; Van Der Kolk, 2005). Good 

stable care in childhood can mitigate against psychopathology such as BPD or stress related 

disorders (Beck et al., 2017; Ball Cooper, Venta and Sharp, 2018). 

 

Conversely, insecure attachment can be defined as a lack of consistent love and affection in 

childhood causing anxiety and fear of rejection and abandonment (Van Durme, Braet and 

Goossens, 2015). People with a BPD diagnosis who had early insecure attachments have 

difficulty in developing a stable sense of self (Aaronson et al., 2006). A lack of emotional 

availability in the caregiver-child relationship creates an invalidating environment and 

constitutes a risk factor in the development of BPD (Trupe et al., 2016). If the caregiver 

responds inconsistently to the child’s feelings of fear or distress, and is unresponsive, abusive 

or negative then the child will be unable to regulate their emotional response back to the 

optimal safety and security equilibrium (Van Der Kolk, 2005).  

 

Van Dijke and Ford (2015) and Aaronson et al. (2006) specifically identified insecure 

attachment styles in childhood as possible risk factors for developing a personality disorder 

and thus attachment theory has become an important framework for some in understanding 

the processes of emotional regulation. Difficulties of attachment are often prominent aspects 

of personality disorders and in particular BPD, with unstable relationships and intense feelings 

of abandonment and loneliness (Levy, 2005; Gunderson and Lyons-Ruth, 2008). In an 

extensive review in the 1990s of attachment styles in people with personality disorder Fonagy 

et al. (1996) used the Adult Attachment Interview (Kaplan and Main, 1984) for assessing 

people’s strategies for identifying, preventing and protecting the self from perceived dangers. 

Results showed that 92% of clinical patients with a BPD diagnosis presented with insecure 

attachment. The disturbance in a stable sense of self (identity) can result in extreme 

attachment symptomology such as Dissociative Identity and false detachment in relationships 

to test a partner’s commitment to them to reaffirm the feeling of stability and safety (Perry 

and Cooper, 1996; Aaronson et al., 2006). 

 



18 

Other factors, such as familial dysfunction and parental psychopathology, can result in 

childhood attachment deficits and in deficits in the ability to identify mental states in 

themselves and others (Bateman and Fonagy, 2004; Sansone and Sansone, 2007). The typical 

family environment of an individual with BPD is considered to be chaotic, highly conflictual 

and lacking in caregiver support (Laporte and Guttman, 2007). Familial environments which 

may be chaotic or where there is caregiver violence or substance abuse invalidates and does 

not meet the needs of the child (Golomb et al., 1994), delegitimising children’s emotional 

expression which could result in internalising feelings and issues that can include social 

withdrawal, selective mutism, depression, anxiety and obsessive-compulsive behaviours (Lui, 

Chen and Lewis, 2011). The result is a failure to find adaptive ways of regulating emotion as 

well as self-invalidation of one’s own experiences and avoidance of emotional experiences 

reducing the capacity to identify and modulate such experiences (Moorey et al., 2006). This 

can result in coping behaviours such as self-injury to manage and regulate negative emotions. 

As a result, attachment deficits between the caregiver and child impair social cognition or the 

capacity to think of the self in relation to behaviour, thoughts and feelings (Sharp et al., 2016). 

 

Familial relationships characterised by a lack of empathic interactions or controlling attitudes 

that limit the child’s autonomy (Laporte and Guttman, 2007; Kaehler and Freyd, 2009; 

Oltmanns et al., 2012) may also contribute. Even the ‘perfect’ family environment, one which 

exerts high demands and pressures upon a child and cancels out any show of negative 

emotion or which promotes self-control and individual achievement, can invalidate the child 

if they have difficulty in controlling emotion and regulating behaviour (Musser et al., 2018).  

 

Separation from caregivers is common leading to unmet needs or feelings of invalidation and 

ignored communication. The role of invalidation has received much support in the aetiology 

of BPD symptomology with caregiver criticism and poor distress tolerance positively 

associated with the diagnosis (Cheavens et al., 2005; Sturrock and Mellor, 2014; Gill, 

Warburton and Beath, 2018). The impact of invalidation can vary by caregivers’ gender with 

male caregivers being less emotionally available and whether from the primary caregiver 

(usually the mother) or other caregivers contributing to the invalidating environment 

(Cinamon and Rich, 2002).  
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Reeves’ (2010) research found no association between invalidation and development of BPD 

symptomology and research results are usually taken from subjective self-report measures 

with can be influenced by mood state, accuracy of memory and impression management at 

the time of completion (Mauss et al., 2005; Chapman et al., 2010; Cheavens and Heiy, 2011). 

Therefore, unless the constructs of caregiver invalidation can be thoroughly researched with 

a greater number of subjective accounts to provide certainty, then a solid argument of 

invalidation as a causative factor is unclear.  

 

Rutter’s (1981) studied a group of adolescent boys to see if there was a relationship between 

early separation and anti-social behaviour. Rutter found that when the children returned to 

a stable environment, they became less inclined to anti-social behaviour. Shaffer and 

Emerson (1964) were also critical of Bowlby’s theory and believed that multiple attachments 

were possible and did not only relate to the mother. Moreover, Levy (2005) suggests that 

although there has been empirical support for the connection between attachment and 

personality pathology, the relationship between attachment styles in childhood and 

personality disorder remains unclarified due to other potential factors which could include 

genetic predispositions, family stressors and environmental factors. Additionally, the 

development of internal working models of the self and the child’s attachment figures may 

leave them vulnerable to life’s stressors and trauma experiences (Levy, 2005).  

 

Linehan’s (1993) Biosocial Theory of BPD suggests that it is primarily a disorder of the ability 

to regulate emotion caused by interplay between emotional vulnerability emerging from 

invalidating childhood environments, caregiver inconsistency, caregiver over-

protection/involvement, environmental influences and biological vulnerabilities. The theory 

proposes that there is a singular broad dysregulation across the spectrum of emotional 

response resulting in heightened emotional sensitivity, inability to regulate intensity of 

emotional responses and a slowed return to the emotional baseline. The Biosocial 

Developmental Model (Crowell, Beauchaine and Linehan, 2009) extends Linehan’s Biosocial 

Model towards a lifespan perspective in which emotional dysregulation and impulsivity are 

hypothesised as occurring independently and sequentially with risk factors of caregivers who 

are inconsistent in support of the child resulting in impulsivity (particularly in high-risk 

environments) with the inability to refrain from displaying extreme emotions. Over time, 
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coping behaviours can emerge increasing the risk of BPD symptomology and disrupting 

positive healthy social development (Winsper, 2018). It must be noted however, that being 

in a negative or unsupported family environment which does not validate a child’s need, does 

not necessarily predict the development of BPD symptomology in children (Musser et al., 

2018).  

 

Genetics and Brain abnormalities 
This is an area of development for BPD research based on neurological perspectives (Vollm et 

al., 2004). Genetics and abnormalities of the brain have been suggested as risk factors for BPD 

with growing evidence supporting a genetic vulnerability to having BPD, however no specific 

genes have been identified as a possible cause (Siever et al., 2002; Kendler et al., 2008; 

Leichsenring et al., 2011). Biogenetics has shown an association between genetic factors and 

adverse childhood experiences in the development of the condition, and it has been shown 

that diagnosis is five times more likely with first degree biological relatives that have also been 

diagnosed with BPD (Lieb et al., 2004; Webe-Alamah and Wolgamott, 2014). Twin studies 

based on the DSM-IV criteria showed rates for BPD of 35% and 7% in monozygotic and 

dizygotic twin pairs suggesting a genetic effect in the development of the condition 

(Torgensen et al., 2000; Siever et al., 2002; Lieb et al., 2004). Genetic analysis of personality 

disorder traits identified four main factors (emotional dysregulation, unstable sense of self, 

unstable cognitive functioning, unstable interpersonal relationships) which suggests that 

overall heritability rates of BPD is estimated at 47% (Lieb et al., 2004).  

 

Neuroimaging techniques provide evidence to support the theory of neurobiological 

functional disturbances in understanding and the regulation of emotion, stress responses and 

affect (Newman, Harris and Allen, 2011). Research conducted on rates examining the link 

between neurobiological dysfunction and early development trauma demonstrated that a 

prolonged exposure to trauma and stress led to a loss of neurons in the hippocampus and 

amygdala associated with emotional regulation, impulsivity, an increase in internalising and 

externalising behaviours, depressive symptoms and cortisol secretion (McEwan and Sapolsky, 

1995; Newman, Harris and Allen, 2011). The hormone cortisol is secreted acutely or 

chronically dependent on the level of stress experienced and has several systemic effects 

(Bremner, 1999). If cortisol levels are chronically high for a prolonged period it can damage 
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the hippocampus, cause long-term deficits in memory, cause Addison’s disease (Adrenal 

insufficiency which can cause anorexia, hypoglycemia, fatigue, muscular weakness and mimic 

psychiatric disease) and Cushing’s disease (over-production of cortisol which can influence 

mood changes, depression, memory loss and physiological risks) as well as being associated 

with psychiatric symptoms of anxiety, irritability, and depression (Packan and Sapolsky, 1990; 

Bremner, 1999; Ten, New and Maclaren, 2001; Musselman and Nemeroff, 2004; Pfennig et 

al., 2005). Abnormalities in hippocampus and amygdala function have been associated with 

psychiatric disorders such as depression and post-traumatic stress disorder.  

 

Additionally, altered functioning of the hypothalamus-pituitary-adrenal (HPA) axis has been 

linked to suicidal behaviours, suicide ideation and completed suicide (Ribeiro et al., 1993; 

Nemeroff, 2004; Pfennig et al., 2005). Suicidal behaviour is a core symptom of BPD. 

Neuroimaging of the brains of individuals with a BPD diagnosis consistently highlight areas of 

deficit in the brain regions, primarily the frontolimbic area and reductions in the volume of 

the amygdala, frontal cortex, and hippocampus, that affects impulsivity and emotion 

regulation. These key structures have been suggested to be the underpinning mechanisms in 

the pathophysiology of BPD (Rossi et al., 2014). Findings during controlled tasks show that 

hyperactivity in the amygdala and insula with a decrease of frontal lobe activity are involved 

in the processing of emotionally aversive stimuli (O’Neill et al., 2015). The HPA axis will 

mobilise various parts of the body in a response to physical or emotional stress through the 

release of various hormones to release stored energy or increase cardiovascular function. 

Empirical research and clinical features of reactive stress have suggested that the HPA axis 

does not function normally in individuals with a BPD diagnosis and may account for the 

maladaptive responses of stress such as suicide, non-suicidal self-injury instead of a 

functioning co-ordinated response by the HPA axis and the sympathetic nervous system 

(Zimmerman, 2009). The sympathetic nervous system has a fundamental role in maintaining 

physiological homeostasis of the cardiovascular system and response to dangerous or 

stressful situations known as the flight, fight or freeze response (Bracha, 2004; Seravalle and 

Grassi, 2022) 

 

The HPA axis has also been identified in the relationship between individuals with a BPD 

diagnosis and trauma and the release and balance of serotonin (Skodol et al., 2002; Cattane 
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et al., 2017). The serotonergic system involves itself within a wide range of behavioural, 

biological, and psychological functions. The serotonergic transporter gene (5-HTT) is 

recognised as an identified gene link for the BPD condition suggesting the role it plays in 

emotional regulation, impulsivity, and suicide ideation. Over reaction and responsiveness of 

the HPA axis in individuals with a prolonged history of BPD with childhood abuse evidentially 

supports developing theories of an existing relationship between early traumatisation and an 

increase of HPA axis function in adulthood (Lieb et al., 2004; Ni et al., 2006; Soloff et al., 2014). 

In support of such theories, clinical studies have determined that experience of early 

childhood stress contributes towards the risk of developing psychopathology and 

neuroendocrine abnormalities (Zimmerman and Choi-Kain, 2009).  

 

However, Leichsenring et al., (2011) argues that these findings are unclear as to cause, effect, 

or whether they are an epiphenomenon of the disorder. To be identified as a risk factor it is 

suggested that abnormalities should be present in the early stages of the disorder as 

adolescents with BPD features have been shown to respond to interventions (Chanen and 

McCutcheon, 2013). Childhood trauma or prolonged periods of exposure to other active 

stress have been causatively linked to neurobiological changes which are in some studies have 

been associated with the BPD diagnosis (Bandelow et al., 2010). Although it is known that 

trauma and stress in early childhood development can impact on the natural development of 

personality traits in adulthood, not all individuals who develop BPD have been exposed to 

trauma or stress (Schmahl, McGlashan and Bremner, 2002; Lieb et al., 2004) and not all 

individuals who experience childhood stress go on to develop BPD symptoms or other 

psychological problems.  

 

Gender and BPD 
BPD is predominantly diagnosed in females with a female to male gender ratio of 3:1 

(Cartwright, 2008; DSM-5, 2013). As a result, the majority of research and subsequent 

literature on BPD is focused on women or does not consider gender differences with regards 

to impact, treatment, clinical presentation, life history, negative experiences and seeking help 

and support from services, due to the label (Johnson et al., 2003). Mental health is 

predominantly associated with weakness under hegemonic masculinity and the cultural 

norms of gender dictate that men display their masculine agency in strength, stoicism, and 
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decisiveness (Johnson et al., 2012; Moss-Racusin and miller, 2016). Although men are 

diagnosed with the condition it is thought that they are less likely to seek help and support, 

or treatment (Bayes and Parker, 2017; Kulacaoglu and Kose, 2018). Sher et al.’s (2019) study 

focusing on gender differences and similarities of suicidal behaviour, aggression, and 

comorbidity suggest that men with the diagnosis may be more impaired than women. Studies 

on clinical, forensic and prison populations have found a high prevalence of men with the 

diagnosis, indicating that BPD is not a rare condition (Black et al., 2007; Wetterborg et al., 

2015). Gender studies in forensic and prison populations have  identified men as having a 

higher comorbidity rate with other mental health disorders. In the general population it is 

estimated that around 20% of men diagnosed with BPD also present ASPD (Grant et al. 2008). 

Literature on gender differences of BPD generally provide stigmatising and fear-based 

information for men with the diagnosis, suggesting that they are more likely to have higher 

lethality of suicide attempts or have repeated contact with the criminal justice system (Sher 

et al., 2019). This is of particular concern considering those recently given the diagnosis often 

seek information to understand the condition and are thus likely to be provided with a highly 

stigmatising description.  

 

Available research on gender differences in diagnosis, generally coincide with studies into 

domestic violence, aggression and criminal justice (Hastings and Hamberger, 1988; Else et al., 

1993; Dutton, 1994; Holtzworth-Monroe, 2000; Johnson et al., 2003; Sher et al., 2019). In 

terms of intimate partner violence, which has traditionally focused on males with BPD, a cross 

gender analysis study conducted by Hines (2008) gathered data from across sixty-seven 

universities around the world using the International Dating Violence Study, 2001-2006, 

Revised Conflict Tactics Scale (Straus et al., 1996) and the Personal and Relationships Profile 

(Straus et al., 1999). Results support the hypothesis that BPD positively predicts psychological, 

sexual, and physical intimate partner violence for both men and women perpetrators.  

Subsequent research has supported the hypothesis that both genders diagnosed with BPD 

are associated with violence towards their partners (Kuijpers et al., 2011; Mancke, Bertsch 

and Herpertz, 2015). 

 

The gender divide in a BPD diagnosis has led to speculation as to whether the higher rate 

observed in women is reflective of sociocultural or biological differences between the genders 
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(Skodol and Bender, 2003). Shaw and Proctor (2005), however, argue that BPD is a gendered 

diagnosis and is the latest attempt to explain the ways in which some women resist and 

survive oppression and abuse, this time by describing behaviour as symptomatic of a 

disturbed personality. One plausible theory for the apparent gender disparity of BPD is that 

women generally undertake more self-harming behaviours and therefore engage more with 

acute services and mental health settings. Men, however, generally abuse substances and 

engage in the antisocial aspects of BPD and thus come into contact with drug and alcohol 

rehabilitation services and the criminal justice system more (Sansone and Sansone, 2011a). 

Research studies on aggressive behaviour in those diagnosed with BPD have shown that men 

have enhanced aggression compared to females displaying the more anti-social 

symptomology of BPD which is described as dysregulated anger and behavioural 

manifestations such as engaging in physical fights as well as higher comorbidity of substance 

use disorder (Howard, 2015; Hall and Riedford, 2017).  

 

Men can often be clinically misdiagnosed; it is suggested that societal and clinician biases 

commonly hold beliefs that women are naturally more emotional whereas men’s display of 

intense emotion can appear as anger and antisocial which results in an inaccurate picture of 

the true extent of the problem for men (Sansone and Sansone, 2011). Feminists have long 

argued that psychiatry is not an objective science as women have been historically situated 

on the side of hysteria and irrationality thus pathologizing them for their behaviour of 

conforming or failing to conform to social expectations of feminine passivity. Busfield (1988) 

suggests that the concept of mental illness is socially constructed and inappropriately applied 

to women by a patriarchal order as a means of social control. Sedgwick (1982) proposed that 

women who are given a psychiatric label are seen as victims whether by social order or as 

victims of a biased, sexist and unjust psychiatry in which women’s distress and behaviour is 

seen as pathological rather than what they have experienced in an attempt to take control of 

their life. 

 

Comparatively less is known about men with a BPD diagnosis (Goodman et al., 2013; Robitaille 

et al., 2017) although research into gender differences in BPD have also investigated sexual 

orientation and suggested that 16-58% of men diagnosed with BPD identify as homosexual 

(Paris, Zweig-Frank and Guzder, 1995; Reich and Zanarini, 2008). Higher rates of parental 
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control and childhood sexual abuse were found along with decreased maternal affection in 

men diagnosed with BPD (Paris, Zweig-Frank and Guzder, 1995; Reich and Zanarini, 2008). 

Men with a diagnosis of BPD appear to have different comorbid diagnoses than women. 

Johnson et al. (2013) compared co-morbidities in 65 men and 175 women with BPD diagnoses 

and found that men were more likely to have co-occurring substance disorder, schizotypal, 

narcissistic and antisocial personality disorders whereas women were more likely to have 

comorbid eating disorder and post-traumatic stress disorder.  

 

Stigmatisation of BPD 
The diagnosis of BPD attracts a considerable amount of negative attention and is the most 

stigmatised out of all the personality disorders (Sheehan, Nieweglowski and Corrigan, 2016). 

Stigma and discrimination towards people with a BPD diagnosis mean they experience 

significant inequalities and exclusion, poor access to mental and physical healthcare, reduced 

life expectancy, loss of social status, increased rates of victimisation, poverty and 

homelessness and exclusion from education and employment (Bates and Stickley, 2014; 

Durcan, 2014; Wang et al., 2018; Henderson, Potts and Robinson, 2019). Media 

representations perpetuate negative stereotyping of people with personality disorders by 

exaggerating links with violence and dangerousness which leads to public fear and therefore 

people self-excluding from society (Foster, 2006; Pescolido, Manago and Monahan, 2019).  

 

People with a diagnosis of BPD experience stigmatisation and negative attitudes from 

frontline professionals. In my experience of supporting and advocating for friends with a BPD 

diagnosis, I have witnessed how professional attitudes change once a diagnosis is disclosed.  

General practitioners have disregarded physical health complaints, repeatedly associating 

physical symptoms to mental health diagnosis; interrogating them on the validity of their 

medical need for an appointment as if they are wasting the doctor’s time, A&E doctors and 

nurses who have become uncaring and unkind in their attitudes and self-harm wounds being 

closed without anaesthetic. Mental health services have questioned or ignored the severity 

of a crisis, placing the individual under greater distress without any support because of the 

BPD diagnosis. The stigmatisation of this diagnosis has not lessened despite increased 

awareness that people’s distress is valid and can have devastating consequences for those 

who experience it.  
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People with the diagnosis are often stereotyped as manipulative, attention seeking or trouble 

(Gallop, 1988) and are the patients that psychiatrists dislike the most. Academic research by 

mental and health professionals repeatedly portrays individuals with BPD as challenging, 

threatening, manipulative or coercive towards professionals, there is training for 

professionals on how to protect themselves in interactions with people with BPD (Tredget, 

2001). Research has consistently shown that this stigmatisation has not improved despite 

frequent mental health campaigns to end the stigma of mental health (Sheehan, 

Nieweglowski and Corrigan, 2016). Research on BPD is shown to be largely gathered from 

mental and physical health professionals, indicating strong reactions and negative attitudes, 

less empathy and care resulting in poor treatment of people in distress and need.  

 

Gallop (1988) discussed the impact of stereotyping of people with a mental health diagnosis 

such as BPD, and its influence on how professionals react to the person even if they have not 

met them before or indeed anyone with a BPD diagnosis. Gallop (1988) also believed that 

expecting negative attitudes and experiences can also become self-fulfilling and influence a 

person’s current attitude in preparation for interaction. That is, current attitudes can be 

based on the negativity they have previously experienced. Over thirty years ago, Lewis and 

Appleby (1988) conducted research into the attitudes of psychiatrists and trainees towards 

this diagnostic group and how these influenced their approach and effective patient 

treatment regardless of gender or class. They concluded that the BPD diagnosis carried 

enduring negative attributes, less deserving of care and more difficult to work with.  

Chartonas et al. (2017) research on the attitudes of psychiatry trainees towards patients with 

BPD, using the Lewis and Appleby questionnaire, found that negative attitudes towards this 

group have remained unchanged. The results identified that specific features of BPD such as 

impulsivity, self-harm, substance use, suicidal behaviour and disordered eating can cause 

negative attitudes in trainees. They concluded that most of these behaviours carry moral 

connotations which can challenge the social norms, provoke negative reactions triggering 

prejudice in clinicians.  

 

The next chapter will review and evaluate literature pertaining to the topics that have been 

derived from the findings of the data. It will focus on the stigmatisation of those with the 

diagnosis and the impact it has on the social and service exclusion. In response to the 
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challenge of the negative perceptions and stigma experienced it will review literature 

pertaining to the inclusion of experience led people within professional practice and 

organisational policy, how activist movements such as Mad Pride and the ‘service user’ 

movement grew to readdress the inequality and power that professionals and mental health 

services hold, but to also challenge for change and reduce stigmatisation. The explicit voices 

of people with the diagnosis in relation to frontline services has not been addressed in this 

context and the research that has been undertaken only focuses on particular areas of health 

and social care such as the nursing profession.  
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Chapter 2. Literature Review  
Johnstone (2001, p.201) states that ‘People suffering from mental illness and other mental 

health problems are among the most stigmatised, discriminated against, marginalised, 

disadvantaged and vulnerable members of our society’. Sansone and Sansone (2013), 

Markham (2003) and Wahl’s (1999) and Horn, Johnstone and Brooke’s, (2007) research into 

professional’s attitudes and the experiences of people with the diagnosis evidenced negative 

attitudes and stigmatisation from mental health professionals. Negative and stigmatising 

attitudes are not only directed at individuals but influence service delivery and policy (Kealy 

and Ogrodniczuk, 2010). The literature on BPD is predominantly taken from a professional’s 

perspective rather than those with lived experience, reinforcing stigmatising beliefs and 

maintaining the stigma of mental health.  

 

Findings from multiple research studies (see Aviram, Brodsky and Stanley, 2006; Martinez et 

al., 2011; Serra et al., 2011; Lopez et al., 2012; Hamilton et al. 2016) has revealed that rather 

than relying on the general populations or professionals’ opinions, beliefs and attitudes 

towards mental health, it is important to highlight the lived experiences of those with a 

diagnosed mental health condition in addressing the stigmatising perceptions and attitudes 

they experience. To understand the impact that stigmatisation has on those with a diagnosis 

of BPD, information must come directly from those with the diagnosis as they best inform 

research on questions of what stigmatisation is, what it does and how it is conveyed by 

professionals and others in society. Sharing their lived experience can provide opportunities 

to empower individuals, enhance their self-esteem and challenge inequalities that arise from 

stigmatisation (Ungar, Knaak and Szeto, 2016).  

 

Stigma is the catalyst for discriminatory practices, structures and behaviours and is a primary 

barrier to accessible care, recovery, and life quality, in which people or groups are denied 

equality and treated differently because of their stigmatised status (Allport, 1954; Major and 

O’Brien, 2005; Ungar, Knaak and Szeto, 2016).  

 

This first half of this chapter will present a review of the literature on the stigmatisation of 

mental health and the BPD diagnosis. It will discuss the varying types of stigmatisation 

including societal, structural, cultural, and internalised. Additionally, it will present the 
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literature on how different forms of stigmatisation impacts a person with the BPD diagnosis, 

influencing frontline professional’s perceptions and attitudes towards the diagnosis, social 

and service inclusion/exclusion, and the criminalisation of mental health.   The second half of 

the literature review focuses on mental health activism and presents how dominant 

discourses in mental health influence professional’s interactions with those with mental 

health diagnoses and have fuelled a challenge through activist movements and organisations 

to reclaim individual identity and dispel discriminatory discourses and narratives. Lastly, it will 

cover the challenge to stigmatisation of the BPD diagnosis through experience-led inclusion 

and training within services and frontline professionals.  

 

The evolution of stigmatisation in mental health 
Stigma, originating from the Greek word stigmata, relates to individuals who are said to wear 

a mark of shame because they have an identifying characteristic that is not in keeping with 

other members of their surrounding community or group (Overton and Medina, 2008). The 

first academic research of stigma was introduced by Goffman (1963) in his Notes on the 

Management of Spoiled Identity. Goffman defined stigma as possessing an attribute that 

makes one different from others, therefore discounting and discrediting them as a whole and 

usual person. He described how stigmatised people form a virtual social identity which is not 

matched by their actual one, when, in the eyes of society, they become dishonoured and 

disfavoured leading to them becoming outcasts.  

 

Goffman’s concept of stigma was born out of labelling theory (Becker, 1963) which describes 

attributing a negative label to an individual whose behaviour goes against the social norm. 

Goffman (1963) suggested three types of stigma: the abomination of the body meaning 

physical deformities which are more identifiable in today’s society as a disability, self-injury 

scars or obesity; blemishes of character that are perceived for example as weakness, mentally 

ill, homosexual, criminal, addiction, and employment status; and the tribal stigma of culture, 

race and religion which continue down familial lineages to affect all members. The application 

of labelling theory to mental illness was first addressed by Scheff (1966) who argued that 

social attitudes were influenced by psychiatric diagnostic labels and the presence of negative 

attitudes towards these labels caused individuals to ingest deviant behaviour and exacerbate 

social rejection (Markham, 2003).  
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All three types of stigma outlined by Goffman (1963) are still evident in contemporary society. 

More recent definitions of stigma have adopted a social constructivist framework that 

challenges the existing views about individuals that have a mental health condition such as 

BPD and their consequences (Fine and Asch, 1988; Savin-Williams, 2005; Herek, 2009). For 

example, how beliefs or behaviours that are outside of the social norm can be viewed 

disapprovingly which then places such people into inferior statuses and negative regard 

(Corbiere et al., 2012). The social constructivist framework focusses on lived experience and 

the impact of stigma and places the onus on the stigmatisers which contrasts with Goffman’s 

work which focused on the stigmatised, framing people as victims and thereby removing 

them of agency.  Tyler and Slater (2018) argued that despite the understanding of stigma 

based on Goffman’s work, a fuller understanding of stigma is needed to understand the role 

and function it plays in the cultural and political arenas and how it creates and maintains 

inequality and injustice. Since Goffman, the concept of stigma has evolved to encompass the 

macro and meso socio cultural structures and power. Currently several theories on the 

construct of stigmatisation exist, which include societal stigmatisation based on social 

identity, secondary label stigma and structural stigma, which will be discussed in turn. 

 

Societal stigmatisation 
Social Identity Theory (e.g. Tajifel and Turner, 1979) suggests people cannot hide their 

membership of certain groups of people who are stigmatised by characteristics that are 

different from ‘normal’ members of society. These might include race, religion, sexuality, self-

injury scars, addiction, learning disability, physical disability or behavioural differences 

indicating a mental health condition or sense of self derived from being a member of a group 

that represents a psychological connection for support, self-value and represents normative 

identity.  A person’s social identity can be fundamental to an individual’s self-concept and if 

their identity is evaluated negatively then this can become the lens through which they 

interpret and view all social experiences (Stets and Burke, 2000).  

 

Collective membership of a stigmatised group provides social support, connections with 

others and a collective way to highlight, challenge and reject stigmatising attitudes towards 

mental ill health (Tajifel, 1970; Crabtree et al., 2010; Klik, Williams and Reynolds, 2019). The 

social identity of individuals with mental health conditions places them in a lower status 
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minority group within society impacting upon their well-being and self-concept which can 

compound their mental health difficulties (Katz, Joiner and Kwon, 2002; Jackson et al., 2009; 

Schulze et al., 2010; Begeny and Huo, 2016; Klik, Williams and Reynolds, 2019). Public and 

social ignorance of BPD and the symptomology of the condition makes people with the 

diagnosis invisible, until coping strategies such as self-injury as emotional regulation mark the 

body making them visible and exposing them to stigmatisation. 

 

However, mental health stigma can be better understood as an issue of social injustice 

particularly when lost opportunities are experienced by individuals primarily due to their 

mental health diagnosis (Corrigan, 2004). The social dynamics of power have been 

incorporated into understandings of stigma as a response from theorists, such as Erickson 

(1966) and Bourdieu (1987) who have argued that stigma is not about ‘personal tragedy’ but 

rather as the social oppression of variance. Phelan et al. (2008) describe oppression as a 

function of stigma, and Young (1992) suggests there are ‘five faces’ of oppression: 

exploitation, cultural imperialism, violence, powerlessness and marginalisation, although 

empirical data has yet to link stigma and oppression (Scrambler, 2011). Marginalisation is 

identified as a feature of social oppression resulting in the exclusion from vital resources, non-

recognition as a valuable member of society, and negative attitudes from professionals 

resulting in the limitation of services in provision for this population group (Mullaly, 2007; 

Ward, 2009).  

 

Forty four percent of people living in England do experience a mental health problem during 

their lifetime and ninety percent of them report experiencing stigma due to their mental ill 

health, therefore stigmatisation continues to be a major issue (Corker et al., 2016; Health and 

Social Care information Centre, 2015). Social and public identifications of ‘mentally ill’ people 

can produce significant harm through discrimination, stereotyping and prejudice against 

those labelled with mental illness. This can reduce life achieving opportunities, create 

psychological distress, cause people to socially exclude themselves and impact on seeking out 

services at times of physical need or emotional distress (Wahl, 1999; Corrigan and Matthews, 

2003).  
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Historically, public attitudes towards mental illness have been negative; Mehta et al. (2009) 

identified that attitudes in England became even more stigmatising between 1994-2003. They 

proposed this trend implied that during this period and, despite mental health and anti-stigma 

campaigns such as ‘Changing Minds’ and ‘See Me’, there was an intensification of media 

coverage which have often associated mental illness to violence in part related to the 

reformed Mental Health Act (2007) which proposed extended powers in compulsorily 

detaining a person and introduction of the community treatment order. Following the 

national campaign Time To Change (2009), which targeted public behaviour, discrimination 

and stigma, Evans-Lacko, Henderson and Thornicroft (2013) examined longitudinal trends in 

mental health knowledge, attitudes and behaviour 2009-2012. Their research determined 

that there had been a positive improvement in public attitudes and behaviour towards mental 

health, but knowledge of mental health conditions showed no changes from data from a 

1994-2003 study. This indicates that public awareness, perception, and attitudes towards 

mental health can be improved with anti-stigma campaigns.  

 

Research has also helped develop anti-stigma campaigns such as Heads Together (2017) 

fronted by members of the Royal Family to end stigma around mental health. Stigma remains 

a detrimental factor in affecting the lives of those with a mental illness and is a significant 

barrier towards seeking and receiving healthcare. Evidence by the World Health Organisation 

(2002) and Pattyn, Verhaeghe and Bracke (2015) suggest that there is a large gender gap in 

seeking treatment, revealing that men can be more vulnerable to the experience of mental 

health stigma than women.  

 

Stigma is not just a by-product of a society which highlights a lack of understanding of mental 

illness but is also extremely common among frontline professionals despite the ever-

increasing push for mental health awareness and education within their respective fields all 

of which have a duty of care to treat, support and protect individuals (Smilt and Cashwell, 

2011; Maranzan, 2016). Diagnostic labels can potentially lead to stigmatisation in one of two 

ways, by allocation of membership to a stigmatised group and/or by obtaining a label from a 

professional which then continues to be the main identifier of an individual (Corrigan, 2004). 

In the current climate of societal concerns about the rising cost of financial survival and 

economic flourishing, groups such as the mentally ill, disabled, homeless, drug and alcohol 
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addicts, the elderly and social welfare claimants are seen as a parasitic drain with ever- 

increasing demands for resources (Klein, 2007; Tyler, 2013).  

 

The BPD diagnostic label has shown to be highly stigmatised, research has repeatedly 

evidenced stigmatising attitudes and responses from professional organisations towards the 

diagnosis (Smith and cashwell, 2011; Maranzan, 2016). The label of BPD has become so 

stereotyped and stigmatised that it has become an exclusion criterion from provision of care 

by services and organisations resulting in explicit segregation (Koekkoek, Meijel and 

Hutschemaekers, 2006; Thornicroft, 2006; Warne and McAndrew, 2007; Ross and Goldner, 

2009; Sulzer et al., 2016). The label BPD invokes such negativity that even clinicians are at 

times resistant to give this diagnosis to an individual for fear that the stigma will do more 

harm than good (Sulzer et al. 2016). In their study on patient-centred communication of the 

BPD diagnosis, conducted by interviewing thirty-two clinicians and patients ranging from 

psychiatrists and psychologists to clinical social workers and two BPD activists identified that 

clinicians used a variety of tactics to communicate mental health problems without directly 

giving their patients the diagnosis. This included identifying co-morbid mood disorders and 

PTSD as this was considered less ‘blaming’ than BPD and its symptoms. Clinicians justified this 

practice of non-disclosure by explaining that patients would be unhappy or resistant to the 

diagnosis anticipating that patients would be aware of the high level of stigma associated with 

the BPD label. Only 9% of the clinicians interviewed practised full disclosure with their 

patients (Sulzer et al. 2016). Sulzer (2015) argues that individuals with BPD or other psychiatric 

conditions can and do suffer from stigmatising attitudes, they are labelled as ‘difficult’ by 

professional services due to their higher use of services, issues with compliance and perceived 

failure to work to get better and lose their identity as a human being, being seen only through 

the lens of a psychiatric disorder and undesirable qualities such as unpredictability, violence, 

and dangerousness to others (Koekkoek et al., 2006). In reality, research has identified that 

the majority of individuals with BPD are more likely to be victims of violence than perpetrators 

and most often subject to violent assaults based on their vulnerability to mental health 

problems (Alexander and Link, 2003; Walsh et al., 2003; Corrigan, 2004; Angermeyer and 

Dietrich, 2006; Large et al., 2008; Raven, 2009; Durcan, 2014).  
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A few qualitative studies have explored individuals’ experiences with BPD, but it has not 

generally been the focus of their inquiry (Ramon, Castillo and Morant, 2001; Aviram, Brodsky 

and Stanley, 2006; Kealy and Ogrodniczuk, 2010; Black et al. 2011; Bodner, Cohen-Fridel and 

Lancu, 2011). Huggett et al. (2018) examined the views and experiences of participants from 

a local mental health charity and found that society operates a hierarchy of stigma. Physical 

health conditions were deemed less stigmatising and received more sympathy, whereas 

mental ill-health had higher levels of perceived dangerousness based on the diagnostic label.  

 

Structural stigmatisation 
To understand stigmatisation and its processes, it is necessary to comprehend the structural 

formation of stigma that exists. The structural concept of stigma (Hatzenbuehler and Link, 

2014) recognises the process of stigma from a cultural perspective and its inner workings as 

a system within organisational structures. It is synonymous with institutional settings rather 

than elements emerging from the general social world. In this perspective, it is the rules of 

our society, codified through policies and law that unintentionally or intentionally 

disadvantage stigmatised people through the control and limiting of rights and opportunities. 

Social roles, institutions, and the systemic relationships between them should be considered 

to understand the role of structural stigmatisation (Archer, 2000; Corrigan et al., 2004; 

Krajewski, Burazeri and Brand, 2013; Rusch and Thornicroft, 2014; Ungar, Knaak and Szeto, 

2016).  

 

Structural stigma denies individuals entitlement to things that people who are considered 

‘normal’ take for granted (Johnstone, 2001; The Mental Elf, 2018). Huggett et al. (2018) 

identified that institutions such as hospitals, prisons, councils, and the government exhibited 

structural stigma as evidenced by policies, procedures, and the cultures of these 

organisations. Huggett et al. (2018) participants who had self-reported experiences related to 

their mental health problems described how disability benefit assessments did not fully 

account for the gravity of mental health issues and participants stated that professionals had 

distanced themselves and lacked understanding.  

 

Corrigan (2004) proposes that structural stigma involves four phases: firstly a cue or 

recognition that there are differences in an individual (for example, physical, observable or 
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psychiatric differences resulting in social skill deficits; then stereotypes are activated amongst 

members of social groups (Corrigan, 2004; Lenhardt, 2004); prejudicial attitudes derived from 

group membership then lead to discrimination, which is a behavioural response and a 

negative emotional reaction that stems from attaching stigma to someone and evokes social 

distancing (Corrigan et al., 2001). Prejudice is suggested to be a defensive emotion against 

fear of being contaminated or embodying an irresistible wish to avoid contact with someone 

deemed offensive or unacceptable (Brockington et al., 2001; Corrigan et al., 2001).  Societal 

beliefs about mental illness are profoundly ingrained and reinforced by fear, ignorance, and 

intolerance (Overton and Medina, 2008). Cognitive processes can distort social relationships 

leading to complete avoidance whereby the stigmatised person or group is excluded socially 

and from services (Blankertz, 2001).  

 

Cultural stigmatisation  
The Mental Health Foundation report (2019) on Black, Asian and Minority Ethnic (BAME) 

communities stated that in England and Wales nearly a fifth of people come from a BAME 

background. BAME communities repeatedly face societal disadvantage; they are more likely 

to experience poverty, higher unemployment, racism and contact with the criminal justice 

system, all elevating risk factors for the development of mental health problems (Rethink, 

2020; Mental Health Foundation, 2022). The prevalence of specific mental health conditions 

vary markedly in BAME communities; south Asian women are more likely to experience 

anxiety and depression (63.5% compared to 28.5% of white women) and Afro-Caribbean men 

experience higher levels of psychotic disorders (3.1% compared to 0.2% of white men) and 

are more likely to be detained under the Mental Health Act (Memon et al., 2016; Rethink, 

2020).  

 

In the UK, BAME communities repeatedly experience inadequate mental health provision and 

care, with some services not reaching and engaging communities where there is specific need 

(Centre for Mental Health, 2020). Additionally, people within the BAME community have a 

deep mistrust of services based on previous negative experiences and are more likely to 

access care through the criminal justice system rather than the healthcare system (National 

Collaborating Centre for Mental Health, 2019b). The psychiatric establishment and diagnostic 

processes do little to consider cultural differences. Interacting with mental health services is 
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often viewed as diminishing a person’s cultural beliefs, exercising power over an individual 

and propagating the view that mental illness is something to fear, reject and avoid (Fernando, 

2003; Chakraborty et al., 2010; Knifton, 2012). Narayanasamy (2015) suggests that psychiatric 

diagnoses are constructed within western cultures and others do not necessarily 

conceptualise mental health distress as an illness.  

 

Cultural pressures, fear of stigma and stigmatising beliefs can impact members of the BAME 

community in relation to accessing support and treatment. For some, the expectation to 

maintain social status and moral standing is crucial (Mereush, 2012; Weerasinghe, 2012; 

Cooper et al., 2013; Rethink Mental Illness, 2020a). For many BAME individuals, particularly 

those with Sikh, Hindu, or Muslim heritage, religious leaders rather than mental health 

services are seen as the first point of contact and support (Rethink Mental Illness, 2020b). The 

medicalisation of distress is historically and culturally rooted within psychiatry and 

psychology-focused mental health systems with continued debates on the link between social 

control, psychiatry, and the medicalisation of emotional distress (Scheff, 1966; Foucault, 

1967; Laing, 1967; Szasz, 1974).  

 

Language can also be a barrier in seeking out support primarily when English is not the first 

language, although services provide interpreters, conveying feelings and emotions accurately 

can be difficult (Knifton, 2012). Studies conducted in the UK conclude that marriage concerns 

and familial reputations in their community feature heavily amongst mental illness in South 

Asian communities which prevent seeking support, and these are seen as creating widespread 

shame and blame not only for the person with a mental health condition but their immediate 

and extended family (Hatfield et al., 1996; Tabassum, Macaskill and Ahmad, 2000). Research 

literature has also identified that there is an excessive use of compulsory admissions and 

restrictive treatments for ethnic minorities which can be attributed to racial prejudice and 

fear amongst frontline professionals (Kapadia et al., 2022). A qualitative study conducted by 

Kang (2021), on the views of mental health inpatient staff in supporting and meeting cultural 

needs, found that staff would often mistake cultural beliefs for delusional symptoms of their 

illness and fail to enable people to maintain their religious beliefs for example fasting during 

the time of Ramadan. Despite some of the failings, non-BAME staff often sought guidance 

from BAME colleagues and educated themselves with resources that were available.  
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Culturally the BPD diagnosis is under recognised among ethnic minorities leading to a lack of 

engagement with services and support based on fear of social and personal stigmatisation 

(Hossain et al., 2018). It has been suggested that ethnic minority groups experience two-fold 

stigmatisation whereby racism in society and within mental health services adds to 

internalised and public stigma, both impacting upon help-seeking. The stigmatisation 

increases with a BPD diagnosis where people experience exclusion from services for repeated 

presentations, negative attitudes and have complex needs (Gary, 2005; Judd, Komiti and 

Jackson, 2008; Clement et al., 2014; Bhui, 2018; National Collaborating Centre for Mental 

Health, 2019a).  

 

Social inclusion encourages the empowerment of people that facilitates autonomy, choice 

and decision making through supportive relationships both socially and professionally.  

 

Internalised stigmatisation 
Research identifies that individuals often internalise stigmatising thoughts making them feel 

that they are a less valued member of society (Corrigan, 1998; Holmes and River, 1998; Link 

et al., 2001; Link and Phelan, 2001; Ritsher, Otiligam and Grajales, 2003). Internalised stigma 

is a sequential three stage process and when applied to mental health produces the following 

sequence: awareness – the publics beliefs and attitude toward mental illness; acceptance of 

the belief system (agreement) and lastly to fully develop secondary label stigma and apply it 

to oneself (Corrigan, Watson and Barr, 2006; Corrigan, Larson and Rüsch, 2009). Secondary 

label stigma is a maladaptive process in which an individual accepts the prejudices applied to 

them or their mental health diagnosis and integrate this into their sense of self devaluing 

themselves, experiencing shame and withdrawing. Individuals may also hide the part of their 

identity as a person with a mental health condition to pass as a member of a non-stigmatised 

group (Barreto, Ellemers and Banal, 2006; Ragins, Singh and Cornwell, 2007). However, this 

can have negative psychological consequences, restricting one’s authenticity, and possibly 

reducing social interactions for fear of being discovered increasing feelings of social exclusion 

(Campbell, 1999; Barreto and Ellemers, 2003; Wood et al., 2008; BBC, 2011; Newheiser and 

Barreto, 2014; Easton, 2018).  
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The process of being labelled mentally unwell can influence individuals to conform to society’s 

expectations of the label by unconsciously exaggerating behaviours associated with a 

condition (Wisdom et al., 2008). Secondary label stigmatisation which sees individuals 

maintaining secrecy about their mental health condition encourages self-initiated withdrawal 

and social exclusion (Winnick and Bodkin, 2008; Ray and Dollar, 2014; Klik, Williams and 

Reynolds, 2019). Internalised stigma and shame felt by individuals can contribute to 

compromising the early recognition of mental/physical health symptoms and actively avoid 

seeking support and treatment in times of need. This is in part attributed by the fact that 

professionals doubt the credibility of physical complaints and assume that they are 

specifically a symptom of a mental health condition (Corrigan, 2004; Ross and Goldner, 2009; 

Hogan, Reynolds and O’Brien, 2011; Rusch and Thornicroft, 2014; The Mental Elf, 2017).  

 

Krajewski, Burazeri and Brand’s (2013) cross-sectional study into secondary label stigma and 

perceived discrimination of those with a psychiatric diagnosis including personality disorder 

diagnoses, surveyed 796 members of mental health charities from (Croatia, Israel, Lithuania, 

Malta, Romania and Sweden). Participants had been under mental health treatment and 

identified as being a ‘service user’. The study found 33% of participants experienced high 

levels of secondary label stigma and 67% of participants experienced high levels of social 

stigma, suggesting that secondary label stigma, devaluation, and conscious discrimination is 

common in the overall population of those with a psychiatric diagnosis. The level of secondary 

label stigma varied by participants’ country of origin, for instance Croatian participants 

experienced more internalised stigma than those from Malta, Sweden, Israel or Romania 

indicating a difference in public attitudes and perceptions towards psychiatric illness. In 

summary, secondary label stigmatisation appears common for those with BPD due to the 

expectation of perceived social rejection.  

 

Symptomology of BPD such as unstable interpersonal relationships, attempts to avoid 

abandonment and a negative state of self could explain secondary label stigma as well as 

expected rejection in social interactions (Latlova et al. 2013; Latlova, Prasko and Kamaradova, 

2014; Winter, Koplin and Lis, 2015). Indeed, studies conducted by Rusch, Holzer and Herman 

(2006) and Grambal et al. (2016) investigated levels of secondary label stigma in patients with 

BPD and other diagnostic sub-groups (psychosis, affective or anxiety disorders) and concluded 
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that individuals with BPD showed higher levels of secondary label stigma relating to self-

efficacy, quality of life and self-esteem. Suicidality (including attempts), lower social support 

and a higher severity of psychiatric symptomology was shown to be strongly correlated in the 

association and impact of BPD and secondary label stigma (Perlick, Rosenbeck and Clarkin, 

2001; Alonso et al., 2009; Livingston and Boyd, 2010; Drapalski, Luckstead and Perrin, 2013). 

High secondary label stigma results in lower functioning in social situations and evokes social 

maladaptation (isolation and exclusion) resulting in further discrimination and social stigma 

(Yanos et al., 2012).  

 

The impact of stigma on social inclusion/exclusion 
Social exclusion is described by Levitas et al. (2007) as the withholding or lack of resources, 

services, rights and goods that create an inability to participate in social, economic, cultural 

or political activities and relationships that are available to the majority of individuals in 

society, affecting quality of life and equity and social cohesion. Sayce (2001) proposed that 

social exclusion is connected to compounding problems of impairment, discrimination, 

diminished social role, lack of economic and social participation and disability. Factors that 

influence this are lack of status, unemployment, opportunity to establish a family, reduced or 

zero social networks, race, sexuality and other discriminators, repetitive rejection and the 

restriction of hope and expectation (Sayce, 2001).  

 

Stigma may deny individuals opportunities and obtain the same chances as the rest of the 

population (Evans and Repper, 2000). Those diagnosed with BPD can and do experience social 

adversity, lack of support and a higher rate of mortality based entirely on the psychiatric label 

that has been given to them (Ismail, 2002). Stigma is known to compromise and compound 

mental health conditions and reduce the likelihood of achieving a level of recovery in living 

the life that people want (Rivera-Segarra et al., 2014; Cruwys and Gunaseelan, 2016). Mental 

health stigmatisation leads to exclusion and withdrawal from social functioning or seeking 

support or treatment from services and instils a sense of inferiority, a sense of shame and 

purposeful concealment of one’s state of mental function in particular a diagnosis of a 

personality disorder (Corrigan, 2004). Some mental health services have standard criteria for 

the access of services and exclude individuals who fall below the threshold set.  
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Societal knowledge of physical diseases is generally seen as beneficial to support and create 

understanding for individuals, but mental ill health is often disregarded (Mannarini and Rossi, 

2019). Knowledge of mental health conditions has greatly improved and positively influenced 

the social perception of individuals. Despite this people with a psychiatric diagnosis often 

maintain secrecy about a condition or fear having to disclose their diagnosis due to the 

associated stigma (Angermeyer and Dietrich, 2006; Mannarini and Boffo, 2015; Mannarini 

and Rossi, 2019). Repper and Perkins (2001) suggest that for professionals to lead the way in 

facilitating inclusion, they should begin by analysing their own beliefs and attitudes towards 

those with mental ill-health, and only with the belief in rights and abilities of those they help 

and support can positive promotion and achievable social inclusion be achieved.   

 

In attempting to confront the social exclusion of those with mental ill-health, and ensure fair 

access to treatment and support, the UK government have introduced policies such as 

Personality Disorder: No longer a diagnosis of exclusion (NIMH, 2003), Breaking the cycle of 

rejection: The Personality Disorders Capabilities Framework (NIMH, 2003b), Borderline 

Personality Guidelines (NICE, 2009a). However, these policies have not had the desired effect 

in addressing or reducing the issues that people with a diagnosis of BPD experience (Royal 

College of Psychiatrists, 2020). Reaching Out (Cabinet Office, 2006) acknowledged the 

barriers to inclusion, however the discursive language used in the document implies that 

excluded groups (such as those with mental ill-health) have failed their potential, failed to 

take opportunities, and do not benefit from accessing services because ‘their lives and 

engagement with services are too chaotic’ (Cabinet Office, 2006.p. 74.). According to Ward 

(2009) marginalising people by labelling as ‘the socially excluded’ maintains the stigmatisation 

of mental ill-health through constructing individuals as valued or devalued through discursive 

language; stigmatising labels imply inferiority of those labelled prompting self-exclusion from 

society. Despite such policies, personality disorder is an excluding label used to describe 

people who are predominantly classed as difficult, incurable, untreatable, unmanageable, 

frequent manipulators and self-harmers and are, in short, viewed as bad rather than ill 

(Wilstrand et al., 2007; Dickinson, Wright and Harrison, 2009; Winship, 2010; Karman et al., 

2015; Latlova et al., 2015; Tyrer, Reed and Crawford, 2015). 
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Professional’s perceptions and attitudes of Borderline Personality 
Disorder 
People’s relationships with professionals can be decisive elements in whether it helps or 

exacerbates a person’s mental health distress (Ware, Tugenberg and Dickey, 2004; Denhov 

and Topor, 2012). Goffman’s (1968) concept of stigma argues that mental health 

professionals possess superior insight regarding mental illness and subsequently will display 

empathy and sympathy as a result and are above the realms of exhibiting stigmatising 

behaviour or attitudes. Munro and Baker’s (2007) research, suggests that Goffman’s concept 

is flawed, and mental and physical health services are the sites of distressing and stigmatising 

experiences for individuals. The United Nations (2017) noted that ‘Coercion in psychiatry 

perpetuates power imbalances in care relationships, causes mistrust, exacerbates stigma and 

discrimination, and has made many turn away from mainstream mental health services’. 

Professionals can and do stigmatise those with a psychiatric condition as regularly as the 

general population (Oliveira et al., 2020).  

 

Despite the increased attention on underlying causes of mental health conditions and mental 

health stigma, individuals with a diagnosis of BPD continue to experience negative attitudes 

from professionals that have adverse effects on individuals and their support networks 

(Aviram, Brodsky and Stanley, 2006; Ahmendani, 2011; Bates and Stickley, 2013). Research 

on the negative attitudes and behaviours experienced by ‘service users’ indicates a worrying 

concern for those who access and participate with services, which appears to be apparent in 

all countries and cultures (Corbiere et al. 2012). Personal accounts by people with a mental 

health diagnosis and their families highlight how professional stigmatisation leaves them 

feeling stereotyped, patronised, shamed, incompetent making decisions, dehumanized and 

blamed for the way they are treated. One of the most reported complaints from individuals 

with a personality disorder relates to negative attitudes and intolerance from staff (Sukhera 

et al., 2017). Behavioural and reactive components of BPD symptomology evoke expectations 

in professionals which become a defining preconception of people with the BPD diagnosis 

with whom they have contact (Sheehan, Nieweglowski and Corrigan, 2014). Many 

professionals have developed the belief that individuals with the diagnosis of BPD will 

inevitably abusively target those that work closely with them and will continuously present 

with and display self-destructive behaviour and suicide attempts (Deans and Meocevic, 2006; 
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Munro and Baker, 2007; Westwood and Baker, 2010; Bates and Stickley, 2012; King, 2013; 

Gras et al., 2015; Sukhera et al., 2017).  

 

The impact of negative interactions with professionals leads to individuals distancing 

themselves, rejecting treatment and not continuing with therapeutic programmes (Lewis and 

Appleby, 1988; Gallop, Lancee and Garfinkle, 1989; Aviram, Brodsky and Stanley, 2006). 

Stigmatisation of the BPD diagnosis has negative consequences that impact those on seeking 

support and treatment generally but also in times of crisis and the less social supportive 

networks are, the poorer the quality of life (Bonnington and Rose, 2014). Mental Health Today 

(2018) reported that BPD stigma, and in particular negative attitudes and avoidance of 

contact by professionals within A&E hospital departments, is the most common trigger for 

mental health crisis among people with the diagnosis (Latlova et al., 2015).  

 

Accident and emergency departments are an important gateway for self-harm treatment and 

mental health patients struggling to manage. Nurses are generally the first medical 

professional that a patient meets when accessing assessment, triage, first aid and immediate 

psychological support. Nurses and healthcare professionals’ attitudes and lack of empathy 

towards mental health and self-harm impacts care making decisions and delivery of care. In 

2004, the National Institute for Health and Clinical Excellence released guidelines for the 

treatment of self-harm which included to offer analgesia throughout the treatment process. 

Commons Treloar and Lewis (2008) and Koning, McNaught and Tuffin (2017) when examining 

attitudes from mental health and A&E department staff towards patients with a BPD 

diagnosis who had self-harmed, highlighted that staff working in a mental health settings 

displayed more positive attitudes than A&E staff. Some of the negative views portrayed of 

patients with self-injuries included ‘wasting the time and resources of the hospital’ and an 

‘attempt to manipulate staff’ and others around them (Koning, McNaught and Tuffin, 2017. 

p. 6). Previous research on the attitudes of the nursing profession towards patients with 

personality disorder traits, co-morbid diagnoses or enduring mental health problems and 

associated behaviours (e.g. demanding, uncooperative) found that such patients were 

deemed ‘challenging’ patients due to the refusal of mental health nursing staff’s authority 

and therapeutic value (Stockwell, 1972; Armitage, 1980; Kelly and May, 1982; Breeze and 

Repper,1998).  
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The literature suggests that those branded in this way are inevitably denied the correct care 

and are avoided by other staff (Lewis and Appleby, 1988; Gallop, Lancee and Garfinkle, 1989; 

Colson, 1990; Wright and Morgan, 1990). These attitudes have been evident within general 

medical settings towards those who self-harm, resulting in hostility from nursing staff and 

perceptions that healthcare services and resources are being squandered and that such 

patients bring it on themselves, or are blocking hospital beds and not treated as a priority 

(Commons Treloar and Lewis, 2008; Conlon and O’Tuathail, 2012). Hostility towards those 

who have self-harmed has been recorded as resulting in more aggressive approaches and 

punitive behaviours including minimising or trivialising an individual’s distress, shouting and 

humiliation, or being physically rough (Hopkins, 2002; McAllister et al., 2002; Thornicroft, 

2006; Patterson, Whittington and Bogg, 2007; Wilstrand et al., 2007; Conlon and O’Tuathail, 

2012; Karman et al., 2015; O’Connor and Glover, 2017). Markham’s (2003) research on 

attitudes towards BPD and schizophrenia in relation to dangerousness and social rejection, 

employed a version of the Trute and Loewen (1978) social distance scale and the Link et al. 

(1987) scale to measure responses from healthcare assistants (HCA) and registered mental 

health nurses (RMN). Markham (2003) found that BPD patients were perceived as more 

dangerous by RMN’s in in-patient settings.  

 

Professionals are often cautious in the support they provide and can feel ill-equipped to deal 

with the emotional intensity that can manifest when supporting or engaging with individuals 

(Markham, 2003). This notion is reinforced by research showing that the chaotic nature and 

impulsive behaviours displayed at times of extreme distress, mean that professionals find it 

difficult to relate with these individuals and they view them as being misleading about the 

level of control they have over their own behaviour (Wahl, 1999; Ma, Shih and Hsiao, 2008; 

Woollaston and Hixenbaugh, 2008; Ross and Goldner, 2009; Westwood and Baker, 2010; 

Winship, 2010; Bodner, Cohen-Fridel and Lancu, 2011; Dickens, Lamont and Gray, 2016; Wang 

et al., 2018).  

 

Healthcare is a key service that individuals with mental health problems will access, and one 

where there is a greater opportunity for them to be stereotyped and stigmatised. This can 

lead to exclusion and contravenes professional guidance on working with vulnerable 

populations (NIMH, 2003b; NICE, 2009; Ross and Goldner, 2009; Horsfall, Cleary and Hunt, 
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2010; Ungar, Knaak and Szeto, 2016). Bodner, Cohen-Fridel and Lancu (2011) identified that 

negative attitudes towards those with BPD come from professionals in less senior roles within 

healthcare settings confirming Eker and Oner’s (1999) study that found that professionals in 

lower status positions held more negative attitudes compared to those with advanced 

professional training. However, younger healthcare students, females and those from ethnic 

minorities possess and display comparatively more positive attitudes towards ill mental 

health (Read and Harre, 2001). 

 

Lyons, Hopley and Horrocks (2009) research explored the extent and nature of stigmatisation 

by healthcare professionals using postal questionnaires. Their data suggested that health and 

social care and mental health staff as well as generic service providers such as accident and 

emergency staff, social workers, hospital consultants and general practitioners overlooked 

physical problems due to an individual’s mental health diagnosis. This research found a lack 

of respect and poor care including not listening to patients, physical abuse, being videoed 

without consent while unwell and ignoring the patient when accompanied by a carer and 

directing questions to the carer instead of the patient. Bonnington and Rose (2014) found 

that healthcare staff dismissed BPD as ‘illegitimate’ which resulted in a lack of understanding 

in the seriousness of people’s distress. Raven (2009) suggested that many individuals with a 

BPD diagnosis feel blamed by services for having the condition when all they seek is 

acceptance. This highlights the level of stigmatisation and poor understanding of the BPD 

diagnosis amongst service providers and professionals. 

 

Reducing the stigma within healthcare has become an important focus for advocacy, policy 

and practice. In response, contact-based approaches (direct interaction) have been 

recommended to situate a person with lived experience in the environment to educate as 

peers rather than as clients (Knaak, Modgill and Patten, 2014; Knaak et al., 2015; Ungar, knaak 

and Szeto, 2016). The available literature suggests that continuous education and supervision 

from a humanistic approach, with experience led inclusion and focusing on symptomology 

should be prioritised for frontline staff to reduce stigmatisation.  
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Mental health services 
Professionals who work with and support people with mental ill health are in positions of 

power, trust, and influence. Mental health professionals have and portray stigmatising 

attitudes towards BPD more often than the general population (National Institute for Mental 

Health in England, 2003; Munro and Baker, 2007; Latlova et al., 2015). Mental health service 

professionals primarily believe that they are the ‘experts’ on mental health, with an 

authoritative power derived from the body of knowledge they are acquainted with (Hem, 

Molewijk and Pedersen, 2014). Many mental health professionals fail to account for the lived 

experience of an individual and the reality of the world they live in (Hem, Molewijk and 

Pedersen, 2014). Negative attitudes towards the BPD diagnosis held by mental health 

professionals working in a public health service were assessed in 2000 and 2015, Day et al. 

(2018) found that staff from the 2000 cohort voiced frustration at having to engage with 

individuals that they deemed disruptive, bad instead of mad and that they would actively 

avoid these individuals. The 2015 cohort used more treatment structures and routinely 

worked in multi-disciplinary teams which indicated a change towards using evidence-based 

treatments, BPD specific training, improving education and a removal of toxic working 

cultures.  

 

Stigmatising attitudes by professionals have been well documented throughout literature and 

research, highlighting psychiatric staff’s judgemental and stereotypical viewpoints which lead 

to unfavourable responses with less display of empathy towards patients with a BPD diagnosis 

(Ociskova et al., 2017). Indeed, despite Day et al.’s (2018) 2015 findings discussed above, the 

culture of stigmatisation towards personality disorders persists in psychiatry; trainee 

psychiatrists continue to have stigmatising beliefs and attitudes towards this diagnostic group 

(Lewis and Appleby, 1998; Chartonas et al., 2017; Dean et al., 2018).  

 

Nurses working within a forensic psychiatric setting generally have negative perceptions of 

individuals diagnosed with a personality disorder with the emphasis more on the 

management and containment of symptomology rather than effective and continuous 

treatment and care (Mason et al., 2010). Mason et al. (2010) found that the diagnostic labels 

of mental illness and personality disorders determined how a patient would be ‘managed’ or 

whether they have a positive clinical outcome. Regardless of whether patients were placed 



46 

on a low, medium or high secure units, nurses regarded these patients as challenging, 

compared to patients with other mental illness who were deemed more treatable and less of 

a management concern.  

 

A personality disorder diagnosis can be used by psychiatrists to justify a decision not to admit 

a person in need onto a psychiatric ward or not to accept them for treatment. This practice 

leaves other frontline services, such as A&E departments and general practitioners, under 

severe pressure to effectively manage people in a state of crisis but not admitted to a 

psychiatric ward. As a result, stigmatisation can increase, including ‘iatrogenic stigma’ 

(Sartorius, 2002) which is defined as physician-created and caused primarily by an individual’s 

diagnosed illness or medical treatment such as psychiatric medication/ therapeutic support. 

It proposes that there are two interlinked constructs which are low expectations of prognosis 

and recovery as well as lowered expectations of character, attributes, and potential (Luigi et 

al., 2020).  

 

Reynolds (2017) highlights the lack of understanding of the BPD diagnosis by professionals 

particularly GPs and lack of specialist service provision. They argue that very often GPs fail to 

identify personality disorder symptoms and have an even poorer understanding of BPD 

despite being on the frontline of healthcare services and repeatedly coming into contact with 

individuals with the diagnosis (Reynolds, 2017). One participant highlighted the negative, 

stigmatising attitude she received from her doctor who considered her frequent episodes of 

self-harming behaviour and suicidal ideation as manipulative and attention seeking rather 

than a period of mental ill health. Ali Strick who runs a grassroots mental health organisation, 

Arts Sisterhood, discussed how her GP stated that she ‘wasn’t ill, just a bad person…there is 

just a deep lack of care and understanding about BPD’ (Reynolds, 2017). This reinforces the 

notion that a personality disorder diagnosis is highly stigmatised and influences negative 

attitudes from professionals (Kendall, 2002).  

 

Stigma and the criminalisation of mental health 
Despite English policy generally providing investment and focus in dealing with individuals 

who pose the most risk of harm to the public, most people with BPD who happen to come 

into contact with the criminal justice system in fact do not pose risk to society (Centre for 
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Mental Health, 2015). However, stigmatisation can influence the interaction between the 

criminal justice system and mental illness whereby the criminalisation of mental illness can 

occur. This is frequently the case when the police, rather than mental health providers, are 

the first responders to an individual’s mental health crisis where behaviour is deemed 

dangerous to themselves or society. Individuals with mental health conditions that encounter 

the criminal justice system have complex and multiple needs, with minimal services available 

or accessible to address these at point of first contact (Durcan, 2014b). Police officers have 

become the overflow outlet of mental health services to those in a state of severe crisis or at 

risk of harm (Campbell, 2020b). In 2015 it was estimated that 20-40% of incidents attended 

by the police dealt with mental health issues, and over the past five years at 41% has showed 

no change (The College of Policing, 2015; Campbell, 2020b). Twenty-three English police 

forces reported that the number of mental health related incidents police were called to 

attend to rose from 213, 513 in 2015 to 301, 144 in 2019 (Campbell, 2020b). The increase 

highlights that the mental health system is broken (Campbell, 2020b), and for some people, 

the police provide the only direct access to mental health services.  

 

The Mental Health Act (2007), which covers England and Wales, gives the police powers to 

enforce removal of a person via Sections 135 and 136. Section 135 allows a magistrate to 

issue a warrant for the police to gain entry, by force if required, into a private dwelling to 

remove a person to a place of safety, for the purpose of an assessment if an approved mental 

health practitioner has reason or suspicion that a person is suffering from a mental disorder, 

is not capable of caring for themselves, is being neglected, mistreated or cannot be controlled. 

Section 136 allows the police to remove or keep a person at a place of safety without the 

issue of a warrant. A place of safety is considered a hospital, care home, police station or 

other suitable premises, and a person has no rights to appeal the decision of being taken or 

kept at a place of safety under section.  

 

The Bradley Report (2009) identified reports of unlawful practice by police officers in the 

carrying out of Section 135 such as if they could not remove the person from a private 

dwelling, they persuaded the person who is at risk to go into a public space then applied 

Section 136. The forcible removal of a vulnerable person can evoke a sense of criminalising 

their mental health crisis and cause humiliation through having a visible police presence at 
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their home and being removed in a police vehicle which adds to the stigmatisation of mental 

health, increases detention and incarceration (Corrigan, 2014; Durcan, 2014a). Lord Bradley’s 

(2009) report, commissioned by the government, identified that the use of police custody 

effectively criminalised people for essentially having a health need, exacerbated their 

mental/state distress and in some cases led to death while in custody. The legislation in 

England permits those with a mental health condition awaiting a psychiatric assessment to 

be held in police cells for up to twenty-four hours (or extended to thirty-six in exceptional 

circumstances) without any requirement for review and despite not having committed a 

criminal offence (Department of Health, 2007; Her Majesty’s Inspectorate of Constabulary, 

2013). Liberty, one of the UK’s leading civil liberties and human rights organisations, state that 

no other similar powers by police exist for individuals who do not have a mental health 

condition (Liberty, 2016).  

 

The Centre for Mental Health (2014) published a report for the Department of Health and 

Home Office, from twenty-seven professionals, ‘service users’ and carers stakeholder events 

across England and Wales, on the use of Section 135 and Section 136. Professionals 

outnumbered ‘service users’ by 140-70. The report found that the use of police cells as a place 

of safety was becoming less normalised; however, for people under the age of 18, detention 

in cells was often the default option due to it taking longer in finding a place of safety and 

post-assessment beds compared to adults. Assessments were often carried out by an 

approved mental health professional (AMPHs) or doctors who held limited or no child and 

adolescent experience. The findings highlighted a notable difference in the treatment of 

white and ethnic minority ‘service users’ by police officers. Ethnic minority ‘service users’, 

who more commonly experienced the use of force at times of mental health distress, were 

more likely to be identified as dangerous, aggressive and a risk to others and were more likely 

to have a mental health assessment on entering the criminal justice system (Durcan et al., 

2014). People from the BAME community tended to receive their first mental health 

assessment on entering the criminal justice system (Durcan et al., 2014). 

 

Mental health professionals and those with mental health conditions have long voiced 

concern over the involvement of the police due to insufficient training in responding to 

situations of people experiencing a mental health crisis as it is not only stigmatising but can 
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place individuals at further risk (Care Quality Commission, 2013; Lancaster, 2016; Cummins, 

2017).  Mclean and Marshall (2010) found police officers often felt they had inappropriate 

responsibilities forced upon them to deal with mental health incidents which often resulted 

in arresting individuals for their own safety, resulting in criminal records and the misuse of 

the mental health legislation. They also found that health services failed to provide adequate 

alternatives. Successive governments in England have created policies diverting individuals 

with mental health conditions away from the criminal justice system and into mental health 

services, however the Bradley Report (2009) showed that suitable diversion provision was 

disjointed and fragmented. 

 

Police officer attitudes or procedures similar across many countries. For example, Martin and 

Thomas (2013) found police officers in Australia misunderstood and misused mental health 

legislation and believed individuals with BPD were exempt from receiving adequate 

alternatives and assessment under current legislation resulting in detention in police cells. 

Due to globally increased distress and fear of police involvement, incidents resulting in 

violence between individuals with mental ill-health and the police have been documented 

leading to mental health organisations such as Rethink, Mind and Amnesty International 

condemning methods used by the police to control situations particularly those that result in 

the use of tasers (Bather, Fitzpatrick and Rutherford, 2008; Corrigan, 2008; Mercer, 2012).  

 

People with lived experience have questioned whether compulsory powers would be needed 

if people could easily access appropriate community services (Centre for Mental Health, 

2019a). Her Majesty’s Prison Service has become a new unofficial psychiatric asylum 

providing a place of safety, care, and access to treatment (Centre for Mental Health, 2015). 

The prison population has a significant proportion of those incarcerated having mental illness, 

substance misuse and personality disorders (Centre of Mental Health, 2015). Most individuals 

with a personality disorder diagnosis in society are not nor have been offenders, but 

individuals with a personality disorder diagnosis account for 66% of the prison population, 

making it vital that the criminal justice system can respond to the needs of people with a 

personality disorder (Durcan, 2021). Poor mental health among the prison population is now 

normal, but still misunderstood and not catered for, which has added to the rates of self-harm 

(Centre for Mental Health, 2015).   
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Primary health care in prisons and in the community is failing those who are at most need of 

help and support and the result is the gradual normality of the criminalisation of mental 

health (Sampson, McCubbin and Tyrer, 2006; Centre for Mental Health, 2011; Moore and 

Tangney, 2017). Given the large number of people with a personality disorder diagnosis 

serving custodial sentences in England, the impact of stigmatising labels can be devastating 

resulting in many individuals repeatedly cycling through the criminal justice and social care 

system (Moore and Tangey, 2017).  

 

Offenders with a diagnosis will continually experience societal exclusion and rejection from 

community services and criminal justice services with limited provision to address and 

support their complex needs (Durcan, Allan and Hamilton, 2017; Easton, 2018). In addition, 

social exclusion and withdrawal can drastically impact upon their mental health but also 

increase criminal and anti-social behaviour as a coping method (Skeem, Manchak and 

Peterson, 2011; Ray and Dollar, 2014; Centre for Mental Health, 2015; Durcan, 2016; Durcan, 

Allan and Hamilton, 2017; Cockburn, 2017; Easton, 2018).  

 

Women receive more custodial sentences despite committing the least serious offences 

whereas men face custodial sentencing aimed at rehabilitative measures highlighting the 

power of society in upholding gender ideology of femininity and family (Parry-Crook, Oliver 

and Newton, 2000; Sheehan, McIvor and Trotter, 2007; Fossey and Black, 2010;  Karston, De 

Vogel and Lancel, 2015; Women in Prison, 2015; Prison Reform Trust, 2017; Prison and 

Probation Ombudsman, 2017; Women in Prison, 2017Brown, 2021; The Times, 2021). In the 

prison setting around 20% of women will meet the criteria for BPD, supporting previous 

assertions that BPD is a gendered diagnosis (Wheatcroft, 2021).  

 

The Corston Report (2007) highlighted that women were more susceptible to higher rates of 

mental illness, self-harm and suicide and those with a BPD diagnosis in prison are more 

vulnerable. The hostile punitive environment can be extremely traumatic leading to the use 

or exacerbation of self-harm and suicide ideation to manage the emotional distress caused 

by the experience of incarceration. Self-harm differs considerably between genders, rates of 

male self-harm approximate 570 incidents per 1, 000 whereas female rates, 675 incidents per 

1,000 in prison establishments (Birmingham, 2003; Edgar and Rickford, 2003; Fossey and 
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Black, 2010; National Offender Management Service, 2015; Ministry of Justice, 2018). Many 

women prisoners have experienced childhood trauma whether physical, sexual, psychological 

or raised in domestically abusive households (Women in Prison, 2017). The regimented 

environment of prison can trigger re-experiencing features of abuse such as traumatic 

sexualisation, stigmatisation, powerlessness, and betrayal (Fossey and Black, 2010; Karsten, 

De Vogel and Lancel, 2015).  

 

Showing vulnerability within a prison environment can be seen as a weakness which allows 

an individual to become an easy target for bullying and victimisation from other inmates but 

also prison staff (The Howard League for Penal Reform, 2016). Those that ask for help can be 

met with a lack of empathy and derogatory comments for example suggesting they toughen 

up and get on with it (The Howard League for Penal Reform, 2016). Prisoners that have 

experienced periods of distress and /or self-harm are regularly ignored, dismissed, or get no 

response from staff (Castillo, 2003; The Howard League for Penal Reform, 2016; Prison 

Reform Trust, 2017; Prison and Probation Ombudsman, 2017). Alternatives to a custodial 

sentence, such as Women’s Centres, community support organisations, increased mental 

health services and experience led support groups are the most productive options to keep 

people in the safety of their environments, family and friends and not ostracise them from 

society due to periods of mental distress, trauma and behaviour that does not fit the ‘normal’ 

representation of others (Rope, 2018; Forrester et al., 2020).  

 

Upon release from custody, recognition and support for those with mental health by 

probation services shows a huge variance in the ability to identify mental health needs and 

those serving community orders (Centre for Mental Health, 2012). The identification and 

screening of mental health conditions among people is not adequately or effectively shared 

on the criminal justice route to put in place appropriate interventions (Criminal Justice 

Inspectorate, 2021). Considering this, the death rate of those serving court orders in the 

community increased by 40% from 2016/17 to 2017/18. (Ministry of Justice, 2018; Centre for 

Mental Health, 2019b). Misinterpretations of behaviour and negative perceptions based on 

the presence of a personality disorder diagnosis suggests a plausible theory as to why so many 
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people end up in the criminal justice system and why stigmatisation and discrimination is so 

entrenched with a BPD diagnosis.  

 

In summary, people diagnosed with personality disorders or serious mental health conditions 

continue to be defined as the ‘difficult’, ‘problem’ or ‘unpopular’ groups among frontline 

professionals. In response to the impact that a mental health diagnosis can have and the 

subsequent way a person can be treated, there has been a steady flow of mental health 

activist groups challenging the system, beliefs, practice, and treatment. The second half of 

this literature review will discuss the birth of the activist movement and how it continues to 

advance the future inclusion of ‘experience led’ insights within frontline services to educate 

and challenge stigmatisation, and the power and use of discourses in mental health. 

 

The Service user/survivor movements 
Mental health activism is a historically continuous endeavour to counter medical narratives 

of ‘madness’ and challenge discrimination and exclusion in society. The activist movement 

has repeatedly highlighted and fought to change the coercive practices of mainstream 

psychiatry and the reductionist models of mental health (Chamberlin, 1978; Morrison, 2005; 

Coleman, 2008). The first known evidence of group activism and advocacy in the United 

Kingdom was in 1845 through an organisation known as the Alleged Lunatics Friend Society, 

where members had been imprisoned in madhouses and subjected to degrading treatment 

(Hervey, 1986). For two decades this organisation campaigned for patients’ rights; the rights 

to be involved in decisions relating to their care and imprisonment. The mental health 

advocacy movement of the early twentieth century promoted the American concept of 

mental hygiene which involved the art of preserving the mind against all incidents and 

influences calculated to deteriorate its qualities, impair its energies, or derange its 

movements (Hervey, 1986). In other words, the restriction or promotion of exercise, food, 

clothing and climate, laws of breeding, regulation of passions, emotions and opinions and the 

discipline of the intellect were all monitored to promote a healthy mind (Rossi, 1962). The 

mental hygienists who enforced this believed it to be a healthy lifestyle and, as an example, 

identified extra marital intimacy as a deviation and source of mental illness.  
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According to Crossley (2006) this conservative backbone to their discourse was viewed as 

progressive for its time; firstly, it deemed that mental ill health came from varying factors, 

including biological and social, and that improvements in the person’s natural setting would 

diminish negative symptomology. Second, they believed that mental illness shared similarities 

with physical ill health and could be treated as just the same, which fought stigmatisation 

experienced in that period. Third, the promotion of prevention of mental illness with 

particular emphasis on childhood development and finally, the early detection and treatment 

of mental illness. In the UK, three groups advanced support of mental hygiene in campaigning 

for public education and patient well-being. These three groups joined in 1946 to become the 

National Association for Mental Health, which today is known as MIND (Rashed, 2019). People 

with mental health diagnoses fight for change and access to information and resources, 

options to choose from that meet the individual’s specific need and decision-making power. 

Changes involve replacing the discourses of the medical model and professional narratives 

that are used to identify those with a psychiatric label (Chamberlin, 1997). Mental health 

activism and the emergence of ‘user’ movements empower others to speak out to challenge 

stigma, discrimination and inequality where encountered and is, according to Wahl (1999), 

enabling people to manage the effects of stigma.  

 

The contemporary activist movement is generally noted to have started in the 1970s in the 

wake of numerous movements fighting for civil rights such as black power, women’s 

liberation, gay pride, and disability at that time (Rashed, 2019). Interest in involving people in 

their own care and treatment gained strength from the political and philosophical critiques 

of traditional psychiatry emerging at the end of the 1960s in Europe, Canada, and the USA 

(Chamberlain, 1990; Geller et al.,1998). The birth of mental health activism was in response 

to psychiatry and psychiatric institutions particularly their use of forcible treatment such as 

detaining people without trial under therapeutic laws, Electro Convulsive Therapy (ECT) and 

tranquilisers (Pilgrim and Waldron, 1998).  

 

Anti-psychiatrists, most notably Thomas Szasz, Ronald Laing, and David Cooper, voiced 

criticisms of mental health practices. Szasz (1960) argued that mental illness was a myth which 

gave legitimacy for state oppression of those deemed socially deviant under labelling them 

as a danger to themselves and others. Szasz, identified mental illness as a problem with living 
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in the world, lacking purpose and meaning and social interactions. Laing (1965, 1967) believed 

that the application of a diagnostic mental health label to someone whose behaviour may 

seem unintelligible, gave others permission to wrongfully exercise power over them. Laing 

explored the medical concept of the schizophrenia label as he believed that people were not 

experiencing a ‘breakdown’ but rather a ‘breakthrough’ in culminating a ‘new ego’ and 

‘existential rebirth’ and that these people required encouragement and guidance and not a 

psychiatric label. Cooper (1967, 1978) considered schizophrenia and, indeed, all mental 

illness, to be a crafted ploy to alienate the familial and social structures in the hope of 

obtaining a less alienating, autonomous, and recognised existence. He believed that the 

medical establishment was working as an agent of the state to suppress and oppress people. 

Anti-psychiatry ideas were radical, if not revolutionary, and were at times adopted by mental 

health activists to criticise the medical establishment and inspire them to join in the civil rights 

struggles of the 1970s (Rashed, 2019).  

 

The 1970s saw the establishment of civil rights activism in mental health. Notable groups in 

the United States, included the Insane Liberation Front (1970), Mental Patients Liberation 

Front (1971), Network Against Psychiatric Assault (1972), and in the UK, the Mental Patients 

Union (1972). These were distinct from the earlier activist groups in that they excluded 

sympathetic mental health professionals and members were purely patients or ex-patients. 

According to Chamberlin (1990), one of the main figures in the American movement, this was 

because a group that allows professionals and non-patients eventually leaves its liberatory 

intentions and finds itself in a more vulnerable state of attempting to reform psychiatry which 

was not a part of their agenda. Those who self-organised in this way found that their 

perceptions of mental illness were vastly opposed to those of mental health professionals and 

excluding the latter avoided any form of dictatorship (Chamberlin, 1990). The agenda instead 

was to end psychiatry as they knew it, to cease forcible treatment and involuntary hospital 

detainment. Also on the agenda, was the aim to make a person’s freedom of choice and 

consent a priority, and to reject the medical model and reinstate full rights and autonomy to 

mental patients, including the right to choose or refuse treatment, live life away from 

institutional settings and to challenge the media’s negative perceptions of people with mental 

health conditions. These groups believed in a non-hierarchical and non-coercive replacement 
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to the standard care and treatment and advocated for alternatives such as drop-in centres, 

self-help groups and retreats.  

 

These initiatives showed how ex-institutionalised patients were aware of their situations and 

thus was referred to as consciousness-raising (Chamberlin, 1990). Adopted from the radical 

feminist wing of the Women’s Liberation Movement, Consciousness-raising was a means of 

creating revolution by giving women the space to understand their oppression, redefine 

themselves and create new feminist identities by exploring their feelings, needs and desires 

outside of patriarchal definitions, often for the first time (Kravetz, 1978; Rosenthal, 1984; 

Bruley, 2013). Consciousness-raising occurs when people come together and share 

experiences and commonalities which helps them to reinterpret their identity by giving it a 

broader meaning and significance (Chamberlin, 1990). The mental patient’s civil rights groups 

advocated for people to abolish the assumptions made by the mental health system, that 

they had an illness, and the medical establishment could cure them. By sharing their 

experiences, they came to believe that the mental health system had not helped them but 

rather, as Szasz wrote, they saw it as a form of social control by medicalising socially unwanted 

behaviour as an excuse to force people into more ‘sane’ and acceptable forms of behaviour. 

Chamberlin (1988, pp.70-71) argued that consciousness raising 

helps people to see that their so-called symptoms are indications of real problems. 
The anger, which has been destructively turned inward, is freed by this recognition. 
Instead of believing that they have a defect in their psychic makeup, they learn to 
recognise the oppressive conditions in their daily lives’ (Chamberlin, 1988. pp. 70-71). 
  

Chamberlin (1988) determined that people respond individually to the real problems faced in 

life, such as trauma, loss and inequality and these responses require empathy, care, and 

support rather than what she believed society had to offer through psychiatric drugs and 

mental institutions.  

 

The service user movement took hold in the 1980s and has since gained impetus as a 

collective international force advocating for a person-centred humanistic approach to mental 

health lobbying national governments and global organisations (Wallcraft et al., 2003; 

Campbell, 2009; Bacha et al., 2020). In the early 1980s, UK user/survivor groups were building 

relationships with the media to promote their cause with the first television programme made 
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by service/users/survivors broadcast on Channel 4 during the mental health season 1983 and 

called ‘We’re Not Mad, We’re Angry’. It critiqued the psychiatric system with personal 

experiences of treatment being shared with viewers.  

 

In 1985, activists from the United Kingdom met with other activists across the world at the 

Mind/World Federation of Mental Health Congress in Brighton which outlined the 

possibilities for collective campaigning in the UK. Previous to this, voluntary organisations 

spoke on behalf of the mentally ill with a lack of coherency or sense of their wishes (Campbell, 

2005). The few service user groups that did exist lacked funding and were underappreciated, 

accused of being radical and extremist in their ideas with nothing positive to offer (Campbell, 

2005). Later that year the Annual Mind Conference took place in London as the first national 

event in which service ‘users contributed significantly to the conference programme’ 

(Campbell, 2005, p.73). 1986 the first national network for service ‘users’ involved in action 

was established known as Survivors Speak Out. Having organised the first national conference 

of ‘service user’ activists, other groups had started to form in England and join the collective 

fight which included Mindlink, the Nottingham Patients’ Council Support Group and National 

Voices, a service ‘user’ group within the National Schizophrenia Fellowship, now known as 

Rethink (Wallcraft et al., 2003).  

 

This period started a shift towards a consumerist approach to the provision of healthcare and 

the viewpoint of patients in the UK as ‘users’ of services. This shift formed four significant 

‘user’ networks that campaigned for change and challenged discrimination, and provided 

support and shared information: UK Advocacy Network (UKAN), a national network for 

service user led advocacy projects and local user forums developing national advocacy policy, 

information and support; Survivors Speak Out (SSO), initially formed for mental health service 

users and allies in the UK; National Voices Network, set up within Rethink to support those 

with a diagnosis of schizophrenia, de-stigmatise the condition particularly the myth of 

violence associated with it and The Hearing Voices network formed in 1988 offering a positive 

framework of development to manage with hearing voices and raise awareness.  

 

However, for some the ‘user’ discourse was not favourable and a survivor discourse appeared 

accepting membership from non-patients and professionals to build genuine and honest 
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partnership and inclusion in all aspects of service structure, delivery and evaluation 

(Campbell, 1992; Chamberlin, 1992). Through the 1990s and 2000s two trends continued: 

service user discourse and survivor discourse with a more radical tone and concern for human 

rights (Morrison, 2005). Ten years on from the birth of the service user movement in the 

1980s, Sassoon and Lindlow (1995) highlighted that the voices of people from the BAME 

community were not being heard due to barriers that prevented them from speaking out. 

They proposed that high levels of oppression, high doses of medication, lack of transparent 

communication with service providers and fears of being sectioned influenced people to not 

share their opinions and experiences. In addition, the stigma of having an association with the 

mental health system could potentially be overwhelming to those already marginalised and 

in a vulnerable societal position. 

   

In the United Kingdom today, the service user/survivor movement is nationally represented 

by the National Survivor/User Network (NSUN) which unites survivor and user 

groups/individuals across the country to strengthen their voice and aid with policy changes. 

Within the movements in the UK there exist a variety of stances on improving standards for 

those with mental health conditions in comparison to the ideals and goals of the early civil 

rights movement groups. Participants’ voices (Wallcraft et al., 2003) raise differences on 

issues such as the justification of compulsory treatments and whether the movement is 

compromised by financial gain from pharmaceutical companies.  

 

Debates surrounded the legitimacy of, or rejection of, the medical model in relation to mental 

distress and whether, activists who embrace the medical model have been unable to 

unshackle themselves from disempowering frameworks forced upon them by the mental 

health system. Additionally, some felt the movement had minimalised issues by forming 

alliances with the mental health system rather than focusing on civil rights (Wallcraft et al., 

2003; Rashed, 2019). This is the fundamental contrast between mental health activism and 

endeavours to improve services and treatments. The goal of activism is to change the 

dominant view of mental health as a disorder of the mind preventing a positive identity and 

reform the elements of psychiatry that do not work (Rashed, 2019).  
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Discourses in mental health 
Dominant discourses in mental health influence the way in which professionals interact with 

people with mental ill-health (Hamilton and Manias, 2007). Foucault (1985) suggested that 

discourses uphold and produce moral codes that construct right from wrong and truth from 

lie. They are important to discuss in this study as the language used about mental health holds 

power generating marginalisation of certain diagnostic groups. Discourses emerge out of and 

are embedded in relations of power within institutions like medicine. Institutions shape the 

production of discourses and knowledge, and this knowledge is legitimised whilst 

undermining people to maintain control over them (Cole, 2020). Once a discourse is 

embedded in society and institutions such discourses are continually reproduced as ideology 

(Cole, 2020).  

 

Narratives work to create hierarchies and are a productive force that shape thoughts, ideas, 

beliefs, identities and interactions of people (Ringer and Holen, 2015). As such they fuel the 

continued stigmatisation of people with the BPD diagnosis. The discourses around people 

with the BPD diagnosis (that they are manipulative, dangerous, hard to work with etc) 

constructs a belief system about this diagnosis which labels every person with the diagnosis 

rather than seeing them as an individual. Cardano’s (2010) study on narratives of mental 

health, interviewed members of the Hearing Voices Network and identified that their 

experiences were generally characterised by stigmatisation of mental health. Foucault (2005) 

demonstrated how mental ill-health and distress is conceptualised, given meaning and 

negotiated between people in specific ways. Narratives influence how a person can make 

sense of the difficulties they experience and understand themselves (Moses, 2009; Tucker, 

2009). Individuals who access and participate with services use a range of strategies to 

manage and understand their mental health and distress. How this distress is interpreted is 

vital to what becomes available to them in relation to care and understanding they receive 

from services (Ringer and Holen, 2016). 

 

Survivor Discourse 
People’s own definition of their mental ill-health and distress and experiences of services can 

allow them to draw from a range of discourses. For some people identifying as a survivor 

encapsulates their activist stand against the limitations placed upon them by the institution 
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of medicine and to draw from anti-psychiatric discourse (Speed, 2006). The survivor discourse 

is the most associated with the anti-psychiatry movement of the 1960s and 1970s. The 

survivor identity is the creation of a collective identity that highlights survival from the 

harshness of the mental health system that results in future resistance to the medical 

aetiology and treatment of mental health. To survive is to emerge from various challenges 

and difficulties from internal or external sources relating to the condition that led them to be 

immersed in the system. The label of survivor tells a story of experience which for many has 

been forced confinement in the mental health system, coercive and unhelpful treatments, 

discrimination, and stigmatisation. Survivor indicates the distress and suffering experienced 

due to what others label as ‘mental illness’. Survivors discarded what they felt was an imposed 

identity as a ‘patient’ and redefined their own identity to portray strength and determination 

of their experience within the system. Pilgrim and Rogers (1999) suggest that ‘survivor’ 

characterises people who are hesitant to re/enter patient-hood. Instead, they state all people, 

wish to establish ‘credibility as ordinary people with rights of citizenship’ (Pilgrim and Rogers, 

1999, p. 201). Campbell (1992) wrote that fundamentally the survivor identity is the voice of 

survivors, a voice which he believes is not respected by society or the psychiatric system. The 

activist movement favours the voice of survivors as a source of authority as Crossley (2004, 

p. 1477) states, ‘Listen to the voice of the user!’ ‘Let survivors and consumers speak out!’. 

 

Survivors have adapted their experiences of mental distress and mistreatment into a form of 

cultural and symbolic capital (Rashed, 2019) in which the devalued status of the patient is 

reversed and endows people with the authority to speak authentically. The experience of 

both distress and treatment, stigmatised elsewhere, has become recognised as a valuable, 

perhaps superior knowledge base. Survivors have laid a claim, recognised at least within the 

movement itself, to know ‘madness’ and its ‘treatment’ with authority, on the basis that they 

have been there and have survived it (Bassman, 2001). They are experts of their own 

experiences and what it is like to be subjected to treatment in the mental health system and 

to experience stigma and discrimination in society. 

 

However, Rashed (2019) proposes that the survivor discourse has not fully reversed the 

negative beliefs attached to the occurrence of madness which is reflected in the language 

used surrounding mental illness, disorder, and pathology. Crossley and Crossley (2001) argue 



60 

survivor status can only be attained through active membership of mental health 

organisations and personal experiences of being part of an oppressed and exploited 

population. Critics of the survivor discourse suggest it has been used by the psychiatric 

establishment to construct victim-hood and woman blaming theories for abuse and imply 

victim personalities are dependent upon expert help and advice (Alcoff and Gray, 1993). The 

term implies resolution of traumatic experiences or a series of events, but the effects can be 

lifelong. It obscures the pain and distress whilst denoting triumph. While the survivor 

discourse has empowering effects for some, it has facilitated the re-emergence of dominant 

discourses of the medical model of mental health (Alcoff and Gray, 1993). 

 

Service ‘users’/’survivors’ are now slowly being recognised as rightful and valuable partners 

in the developing and running of services (Together/NSUN, 2014). Service ‘users/survivors’ 

have established a foothold in many areas of health and social care services, which in the 

1970s, when the civil rights movement was in full swing, would have been unimaginable. 

Demand for experience-led involvement from government and frontline services has been 

vitally important. Part of this has been due to the number of people that have spoken out 

shattering the silence and creating awareness, discussion, and greater social inclusion. People 

with mental health conditions were once visibly and verbally absent but are now influencing 

others to be recognised and counted (Campbell, 2005). Inclusion by physical and mental 

health services enables promoting the understanding of mental health diagnoses and distress, 

challenging stigma and discrimination, educating frontline professionals to leading mental 

health research (Thornicroft and Tansella, 2005; Tait and Lester, 2005).  

 

Mad Pride discourse and mad pride 
The Mad Pride movement initially developed across Europe, Canada and the United States 

from the psychiatric/consumer/survivor/ex-patient movement influencing mental health 

services and human rights awareness. Mad Pride started in the UK in 1997, when members 

of Survivors Speak Out, including the four founders (who each had first- hand experience of 

the mental health system) Mark Roberts, Simon Barnett, Robert Dellar and Pete Shaugnessy, 

split off to form direct action groups from not having their intentions to make positive changes 

taken seriously. It was an emergent wave of new activism and activists that thought 

engagement with mental health services and survivors/user’s experiences and views were fed 
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into governmental systems to be used and abused whilst leaving them powerless (Curtis et 

al., 2007). The movement attracted members who criticised the medical model framework 

and coercive mainstream psychiatric care and to change the beliefs and perceptions of mental 

illness (Schrader, Jones and Shattell, 2013; Rowland, 2015).  

 

Mad Pride celebrates mad identity, and seeks to develop and empower mad communities, 

challenge discrimination and advocates for rights whilst reclaiming previous derogatory terms 

to identify themselves as nuts, crazy or psycho (Laverack, 2013).  

What is mad culture? Mad culture is a celebration of the creativity of mad people, and 
pride in our unique way of looking at life, our internal world externalised and shared 
with others without shame, as a valid way of life. We are already an alienated sector 
of society, in fact the most alienated sector of society…we need to create our own 
culture in which we feel comfortable.’ (Sen, 2011, p. 5 in Rashed, 2019, p.19). 

 

Mad Pride reverses traditional narratives of madness as illness and instead views it as a 

foundation for identity and culture. In coming together, people embrace their ‘madness’ to 

create solidarity and group identity through shared experiences of stigma, discrimination and 

the psychiatric establishment. The use of the term ‘mad’, when directed against someone, 

was once considered bigotry, but it has since come to represent an alternative to mental 

disorder. This follows the path of other movements seeking equality and civil rights in 

reclaiming identity and dignity relating to differentiation in individuals.  

 

Mad Pride rejects the language of mental illness and disorder and the medical construction 

of it as a condition that requires treatment. It reclaims the language of madness to challenge 

the medical monopoly on labelling and reclaims the term ‘mad’ from negative connotations 

associated with madness/mental illness, instead promoting a more positive viewpoint 

(Schrader and Jones, 2013; Rashed, 2020). Mad Pride discourse refers to a range of 

experiences, moods, thoughts, and behaviours that do not conform to dominant medical and 

psychiatric constructs of what is normal, disordered, or ill. Rather than adopt the dominant 

construct, the Mad Pride discourse challenges the psychiatric ‘experts’ and posits that those 

who experience ‘madness’ are the experts (Liegghio, 2013; Menzies, LeFrancois and Reaume, 

2013).  
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The Mad Pride discourse recognises, and is inclusive of, distress and disability associated with 

mental health conditions. Rashed (2019) proposes that there are three strategies to manage 

this: firstly, accepting the relationship between madness, and behavioural and emotional 

demonstrations of distress can be commonly attributed to social and interpersonal hardships 

including abuse, trauma, poverty, social inequality, and oppression, rather than the 

traditional viewpoint of human pathology or failings.  

 

The second strategy proposes, in relation to disability, that mental illness is just a variant 

interpretation of the human experience and the ability to function in a world that is not setup 

to be inclusive of these variations. Lastly, acceptance that certain aspects of madness are 

distressing, for example hearing voices and dissociation, but these are the ‘price’ for acquiring 

the special gifts of madness. Jost (2009) describes the opinions of Will Hall, diagnosed with 

schizophrenia and founder of the Icarus Project, and his involvement with the medical 

establishment which led him to reject traditional concepts of mental illness. Hall fights to end 

the stigma of mental illness, but also that mental illness should not be framed as a disease or 

disorder to be suppressed or eliminated, but instead as a ‘mad gift’ to be accepted. Many, 

however, do not experience mental ill-health as a ‘gift’ but as demoralising and inherently 

negative which is further compounded by stigmatisation from others. Despite how much 

society becomes less stigmatising, mental illness will always have a detrimental effect upon 

the person (Jost, 2009). 

 

Rowland (2015) writes that the Mad Pride movement has two very distinct extremes of 

activist goals. The first is the growing focus on self-help and patient centred care within the 

mental health arena in the hope of reducing stigmatisation. The other end of the spectrum is 

said to be more radical in its approach and is focused on winning human rights and 

alternatives for those labelled with psychiatric disabilities, and to challenge the international 

dominance of bio psychiatry (Rashed, 2019). Those that seek to achieve this target their 

political activism towards the biomedical structures and ideas and believe that the increased 

medicalisation in the treatment and study of mental illness has given power and sole authority 

to the psychiatric establishment in determining who is sane or insane. This creates and 

enforces a line of acceptable societal ‘normality’ which Thompson (1997, p.8) describes as 
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‘opposing twin figures that legitimate a system of social, economic and political 

empowerment justified by physiological differences’.  

 

The efforts of the movement as political activists continue to question what they perceive as 

stereotypical representations within medicine and science. Identifying as ‘mad’ is not about 

an individual’s ‘intrinsic craziness’ according to Appiah (2010) but how a person positions 

themselves with respect to the social narratives of mental difference and diversity. Thus, to 

identify as ‘mad’ is to place oneself firmly within the complexities of social, biological, and 

environmental structures that struggle in the understanding of psychological pain and 

distress. But madness is not just an identity but a political stand of a marginalised and 

subordinated group seeking to reclaim and redefine madness. Mad Pride’s demands go 

further than civil rights equality and instead requires recognition of their differences and 

distinction of their identity to transform a society so it will restore respect and worth to 

people’s lives and identities (Rashed, 2019). This demand for change in the social construct of 

norms, beliefs and values lies on an equal footing for the demand of recognition voiced by 

other civil rights groups around sexuality, gender, and race. For others, Mad Pride allows them 

to be redefined as just mentally ill but instead in a way which celebrates their ‘unusual’ 

attributes. As an example of the redefinition of madness, the words of Debie (2013), taken 

from the opening speech of a Mad Pride event, demonstrate the position of mad activism,  

Mad Pride moves away from medicalising experiences under psychiatry to promote 
other sorts of framings. These mad positive approaches do not pathologize me. 
Instead of being seen as someone who is ‘sick’, I am seen as someone who diverges 
from our traditional narrow, exclusive, and discriminatory idea of ‘normal’. I need the 
world to be different so that I can thrive as the person that I am…Mad Pride sees mad 
people as a people and equity-seeking group similar to other marginalised 
populations. We are not just ‘individuals’ with an ‘illness’ (Debie, 2013, p. 7). 
 

To influence professional and cultural change, the inclusion of lived experience or experts by 

experience in services and diminishing the use of service user-led labels by professionals has 

become even more important to change the old guard of mentality towards mental health.  
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Experience-led challenge to stigmatisation 
Individuals who require support from mental health services and professionals in times of 

need can often find the experience stigmatising, exasperating, challenging and adding to their 

distress in an already distressing period (Fallon, 2003; Trevillion et al., 2022).  

Farber (1993, p. 23) writes about the controlling nature of the system: 

In the mental health system anything less than total compliance is viewed as a threat. 
Any criticism of the mental health system is viewed as a sign of ‘serious 
psychopathology’…In order to have any chance of escaping from the system, one has 
to confirm the definition given to one by one’s captors: one must acknowledge that 
one is a mentally defective individual in need of psychiatric help and guidance.  

 

As discussed, there has been, and is currently, an increased recognition that people with 

mental health conditions can and should actively contribute to the evaluation and planning 

of support services (Millar, Chambers and Giles, 2015; The Mental Elf, 2015). It is often the 

belief that people with mental health conditions are less advantaged and that inclusion is a 

vehicle for empowerment (Ochocka, Janzen and Nelson, 2002). Experience led inclusion is not 

a new concept and has been steadily increasing, albeit slowly, within frontline services in the 

UK. Experience led inclusion is conceptualised as an equal sharing of power and decision-

making between the person and the service provider, with each bringing different and 

valuable assets and a recognition that both parties bring different knowledge and resources 

to the process (Cahn and Gray, 2005; Mayer and McKenzie, 2017). Individuals with lived 

experience of the mental health system and services have experienced it in ways 

professionals have not which means that their inclusion is inherently valuable. Health and 

social care providers can develop a better understanding through co-production in how these 

services impact upon people and realise the knowledge and credibility that experience led 

inclusion brings.  

 

Opportunities through inclusion give people the means to share experiences with others and 

helps to identify similarities and practices which develop strategies of managing and 

maintaining good mental health. Inclusion ensures that mental health services, organisations 

and policies are shaped and led by those best placed to know what does and does not work 

for people who use mental health services. Meaningful involvement by those that use or have 

used services is becoming recognised as an indispensable element of mental health service 
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delivery (Together/NSUN, 2014). When individuals are supported and equipped to deliver, 

check, and commission the services they and their peers use, those services show a vast 

improvement (The National Survivor User Network and Together for Mental Wellbeing, 

2014). However, mental health advocates argue that the mental health system disempowers 

inclusive practices that stop people with mental health conditions from pursuing and reaching 

life goals (Corrigan et al., 2005). There is a real difficulty changing mental health services due 

to the structural and social inequalities that exist for those who have mental health conditions 

and access frontline services in England (Corrigan et al., 2005). Collective action is used to 

bring together members of a stigmatised group to challenge the existing status quo that 

impacts upon the equality and quality of life. However, as Hansen and Sassenberg (2011) 

suggest, strategies to implement social change can only emerge when people perceive the 

low status of their membership of a group as illegitimate. Williams and Lindley (1996) suggest 

that it is neither right nor just to expect those that have the least power within our society to 

make changes. 

 

The voices of people with mental health conditions and those who campaign or speak for 

them still have limited influence and impact on policy (Hannigan and Cutcliffe, 2002). 

Although Chamberlin (1987) suggests that ‘service users’ don’t necessarily have to work with 

service providers to influence change and challenge the hierarchy of power. If inclusion of 

‘service users’ is to be utilised, and they are provided the opportunity to influence change, 

then it must be full inclusion to re-balance the inequalities between mental health users and 

providers. However, despite the growing presence of experience led inclusion, Hannigan and 

Cutcliffe (2002) suggest that service providers’ inclusion of experience led input is tokenistic, 

while Scholz, Bocking and Happell (2018) state professionals only engage with people that are 

subservient to the status quo. Arnstein’s (1969) ‘Ladder of Citizen Participation’, illustrates 

how varying levels of experience led service inclusion can be interpreted. 
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Figure 1 Arnstein (1969) Ladder of Participation 

 

Inclusion implies equal participation in shaping mental health services. However, the limited 

inclusion of ‘experts by experience’ in services allows professionals to maintain control of the 

participation process and outcome (Milewa, Dowswell and Harrison, 2002; Broer, Nieboer 

and Bal, 2014). Within mental health care, negative power, restricting others’ freedom, 

domination, control, and coercion is based on a hierarchical system with professionals at the 

top (Broer, Nieboer and Bal, 2014). Professionals are granted considerable power by virtue of 

their education and training which is concealed within professional organisations and their 

relationships with those accessing their services. Invisible power relations pose increased 

challenges to overcoming power imbalances. The power imbalance is produced at an 

individual level through their individual perceptions of their own power and that of others 

(Constantino and Nelso, 1995; Mason and Boutilier, 1996; Prilleltensky and Gonick, 1996).  

 

Professional power and the medical model of mental health is explained by Lukes (1974) 

theory of the three dimensions of power and extends Dahl (1957) and Bachrah and Baratz’s 

(1962) first and second dimensions of power.  Describing how power is exercised and hidden, 

Dahl (1957) proposed the first dimension is power contained in and exercised by the 

governance systems of the ruling elite in society where the use of power is direct and is more 

likely to be trusted and obeyed. The second dimension (Bachrach and Baratz, 1962) covert 

power is not exerted by decision making but through setting agendas and the restriction of 

options. It is a more subtle form of power used within complex system. Lukes (1974) third 
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dimension of power described power as manipulation of others’ thoughts, so that what 

people think of being as correct leads to the acceptance of biased decisions without 

questioning whether it is right or wrong. Power can, therefore, be explained not as a 

possession, but rather as an exercise over control of others which does not promote positive 

productive action (Femdal and Knutsen, 2017).  

 

Lived experience inclusion shifts attention away from the dominant paternalistic and 

institutionalised medical approach to mental health care (diagnosis, drug treatments and 

coercive interventions) towards a focus on empowerment, active participation, hope, self-

determination, improving community services, promoting social inclusion and human rights 

(Price and Mullarkey, 1996; Gillespie, 2000; Nelson, Lord and Ochocka, 2001a; Nelson, Lord 

and Ochocka, 2001b; Beresford, 2003; Mancini, 2011; Slade et al., 2014). In addition, the 

World Health Organisation (2013) states that traditional psychiatric focal point on diagnosis 

should be replaced with person-centred care and inclusive participation. Juhila et al., (2014) 

suggest that we are in a transitionary phase moving away from professional control towards 

active experience led roles with associated rights and responsibilities, with professionals 

transforming their traditional role in new collaborative ones.  

 

The World Health Organisation (1990) was the first to document the importance of the need 

to increase involvement of individuals autonomy in the decision processes of their own care. 

As a result, the NHS and Community Care Act (1990) formally required mental health ‘service 

users’ to be involved in service planning. Subsequently, policies in the 1990s, including The 

Patients Charter (Department of Health, 1991) and Local Voices (NHS Management Executive, 

1992), took stances to make services aware and responsible to the needs of the patient. But 

rather than promoting patient’s involvement in terms of partnership or participation, they 

conceptualised their involvement as consumers. Since the late 1990s, NHS modernisation 

under New Labour, formalised in policy via the NHS Plan (Department of Health, 2000) 

emphasised the government’s commitment to creating a patient centred NHS with ‘patients’ 

voices at the forefront of care delivery and design and as a result, the Patient Advice and 

Liaison Service (PALS) emerged whilst the Health and Social Care Act (2001, Section 11) 

committed to the engagement of ‘service users’ in the evaluation and planning of services as 

well as opportunities for decision-making in treatment in all NHS organisations (Tait and 
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Lester, 2018). The Coalition government (2010-2015) then committed to experience-led 

inclusion in the Equity and Excellence: Liberating the NHS White paper (Department of Health, 

2010) signifying the beginning of change to the way health services operated by promoting 

co-production and planned for the NHS to become more responsive to patients needs and 

wishes (Department of Health, 2010, p. 16).  

 

Since then, inclusion in areas such as developing new models of care, policy formulation and 

service delivery have emerged with the expectation that it will become standard practice 

(WHO, 2008; Shaw, Rosen and Rumbold, 2011). The continued focus on social, empowerment 

and recovery focused models within mental health care, based on the promotion of inclusion 

and control over one’s own life, have become influential in policy and practice (National 

Institute for Mental Health England, 2005; Shepherd, Boardman and Slade, 2008; Department 

of Health, 2009). Barnes (2011) suggests that this key mandate for mental health education 

would bring change to service provision and practice, moving away from the traditional 

medical mental illness model. However, ten years later, as discussed earlier this has not 

occurred and stigmatisation and discrimination of/against mental ill-health and personality 

disorders have not changed; as Tait and Lester (2018) argue despite policy reforms and some 

good practice in a minority of services, experience-led inclusion within services is still limited 

and is rarely put into practical application, particularly for mental health service users. It could 

be suggested that service user choice has become a tool of political parties and a source of 

heated debate in the pursuit of power. 

 

KUF training and co-production 
Mental health professionals’ education is particularly identified as a positive and necessary 

strategy in reshaping the belief system surrounding mental health conditions, with a focus on 

personality disorders and breaking down negative and stigmatising attitudes (Happell, 

Moxham and Platania-Phung, 2010; Byrne et al., 2013). Simons et al. (2007) showed that 

previously, in the UK, mental health nursing had been at the forefront of ensuring positions 

within academic establishments for people with lived experience. As the largest professional 

group within health and social care, nursing professionals are in a position to influence 

effective and positive inclusion within their fields (Goodwin and Happell, 2007b). However, 
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experience-led inclusion is yet to become an integral foundation in governmental policy on 

the professional education of nurses (Happell and Roper, 2009; Moxham et al., 2011).  

 

There is growing evidence in support of the employment of experience led people within 

health and social care providers and educational institutions (Bennetts, Cross and Bloomer, 

2011; Cleary et al., 2011; Lewis, Hopper and Healion, 2012). A national education programme 

(commissioned in December 2007 by the Ministry of Justice and the Department of Health), 

co-produced by Emergence, a user led BPD organisation and the Institute of Mental Health in 

Nottingham, aimed to improve the skills and capabilities of professionals working in social 

care, health, and the criminal justice system to deliver productive and effective services 

specifically for those diagnosed with a personality disorder (Davies et al., 2014; Ebrahim et 

al., 2016; Campbell and Craissati, 2018). The result was the Personality Disorder: Knowledge 

and Understanding Framework (KUF) offering different levels of training designed to support 

a variety of frontline professionals, increasing their understanding of personality disorder 

diagnoses, associated symptomology and gain practice-based knowledge of different working 

and support approaches (Personalitydisorder.org, no date).  

 

KUF sought to challenge misconceptions about personality disorders, and specifically BPD by 

the co-production aspect of the training (Coodin and Chisholm, 2001; Krawitz and Jackson, 

2007). Co-production is considered a positive way to illustrate ‘experience-led’ partnership 

and also facilitates in challenging stigmatisation, negative beliefs and stereotypes of people 

with a personality disorder diagnosis (Boyle and Harris, 2009). KUF is always delivered by two 

trainers, one with lived experience of a personality disorder and a professional (expert by 

occupation) that supports or cares for a person with the diagnosis (Davies et al., 2014; 

Ebrahim et al,.2016). The co-production model teaching structure enables people with a 

personality disorder diagnosis to authentically share their experiences to enhance the 

learners’. Furthermore, co-production enhances understanding between professionals, 

service providers and those who seek help and support, providing insight into each other’s 

experience and perspective of the personality disorder diagnosis, and can address difficulties 

that some people have with the diagnosis, and how those difficulties can be misinterpreted 

by professionals (Bateman and Fonagy, 2010). KUF training now primarily focuses on 

delivering training and support to frontline staff within the criminal justice sector.  
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Cooke, Daiches and Hickey (2015) found that ‘experts by experience’ co-delivering training 

alongside professionals felt valued and were seen as individuals and not ‘personality 

disordered’. Their participants, however, noted that this was achieved by supporting service 

development which represented power and value. The researchers found that co-production 

had an impact on participants’ self-esteem and efficacy and gave them an opportunity to 

explore new professional identities. Inclusion in mental health professionals’ education 

influenced positive change in professionals’ attitudes and understanding (Wood and Wahl, 

2006; Moxham et al., 2011; O’Donnell and Gormley, 2013). Experience- led inclusion in KUF 

has been shown by Davies et al. (2014) to enhance NHS mental health trust professionals 

understanding of personality disorders and increase positive emotions towards working with 

those with the diagnosis. However, other research on reducing professionals’ mental health 

stigmatisation through education has also suggested the more ‘expert’ a professional 

becomes, the more they perceive differences between themselves and experts by experience 

(Sadow, Ryder and Webster, 2002; Happell et al., 2014).  

 

The benefits of including experience-led individuals in service development highlights how 

they can expand the understanding of mental health conditions and distress (Together/NSUN, 

2014). Alternative approaches to mental health from experience-led perspectives can 

improve services and the delivery of future care (Tait and Lester, 2005). Borrill (2000) states 

that if professionals learn from experts by experience, they make their own practice more 

productive and person-centred by focusing on strengths and positives rather than the 

negatives associated with mental health problems. However, some services and professionals 

remain resistant. Most organisations that do include experience-led expertise, it’s use is still 

limited to consultancy rather than equal partnership within that service (Borrill, 2000).  

 

The inclusion of lived experience through the creation of peer support roles has, according to 

Perkins, Rinaldi and Hardisty (2010) and Gillard and Holley (2014), developed as a valued 

feature of service design and delivery in mental health services through the creation of peer 

support roles in the UK. Peer support gives people the opportunity to explicitly refer to their 

own experiences of mental ill-health when supporting others within services albeit from a 

recovery-oriented approach (Gillard, Edwards and Gibson, 2013; Gillard and Holley, 2014; 

Oates, Drey and Jones, 2017).  As well as providing understanding and empathy to those 
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seeking help in building connections through the sharing of past experiences, peer support 

roles give back a sense of self-credibility and empowerment. Connor and Wilson (2006) found 

that peer support was considered hugely important to survival and recovery in both 

community and hospital settings particularly when support and care is very heavily dominated 

by the medical model. Barr, Townsend and Greyner’s (2020) findings indicated that peer 

workers provided hope, connection and validation through reciprocal relationships between 

‘consumer’ and peer worker which removed power differentials normally experienced with 

mental health professionals. Disclosure of peer workers thoughts and experiences built a 

greater connection and level of trust when compared to mental health professionals. The 

inclusion of peer workers into the mental health workforce offers an opportunity to address 

the knowledge base of professionals (Gillard et al., 2013). The growth of peer support and 

inclusion of experts by experience, acknowledges the importance of people who have 

experienced mental ill-health as partners within frontline services due to the distinct 

knowledge and experience they possess (Kirkegaard and Andersen, 2018).  

 

Conclusion 
 Goffman’s (1963) conceptualisation of stigma illustrated how mental ill-health is one 

category that carries stigma because it varies from the social and cultural norms that exist in 

society. Further, this review shows BPD is one of the most stigmatised of all psychiatric 

diagnosis. The phenomena of stigmatisation of the BPD diagnosis has become entrenched 

within organisational systems, hierarchies and structures, which influences beliefs and 

attitudes towards those with the diagnosis resulting in social and service exclusion. How 

people cope with the symptomology and the diagnosis can mean contravening social and 

cultural norms that results in people being labelled as non-compliant, challenging and even 

dangerous. The stigmatisation of people with a diagnosis of BPD has, thus, become an issue 

of social justice as people with the diagnosis become the object of oppression, exclusion and 

marginalisation resulting in lost life opportunities, access to treatment and being placed in a 

lower social status.  

 

The literature here identifies that the majority of research on perspectives of the BPD 

diagnosis has been taken from the experiences and viewpoints of professionals rather than 

those with the diagnosis. This gives a biased view of people with the diagnosis and continues 
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stigmatising beliefs about them. People with a BPD diagnosis and their experiences of 

frontline services are vastly under-represented in research. The literature from lived 

experience identifies that people with the diagnosis experience a loss of identity in which, the 

diagnosis becomes their dominant identifier when accessing frontline professionals 

regardless of their individual characteristics or presenting behaviours. Lived experience 

perspectives challenges the stigmatisation and discrimination of people in the mental health 

system by way of service user/survivor/Mad Pride movements and the growth of experience 

led inclusion in education and services. This has included reclaiming their identities, 

challenging the discriminatory and oppressive narratives used by professionals and aiding 

change in service delivery, evidence-based practice and mental health policy.    

 

The literature review has highlighted two areas of concern. Firstly, despite the large amount 

of literature on the symptomology and diagnosis of BPD, there is still a lack of knowledge and 

understanding of it throughout frontline services, including mental health services. Secondly, 

the overrepresentation of professional experiences and viewpoints in the literature, including 

the diagnostic assessment manual, maintains these stigmatising and discriminatory narratives 

evidenced by literature in which people with the diagnosis of BPD are referred to as bad, 

manipulative, attention seeking, challenging, time wasting, draining services and unfixable 

(Breeze and Repper, 1998; Commons Treloar and Lewis, 2008; Ross and Goldner, 2009; 

Latlova et al., 2015; Tyrer, Reed and Crawford, 2015; Koning, McNaught and Tuffin, 2017).  

 

Gaps in existing knowledge included not being able to evidence how to create any reduction 

in stigmatising perceptions, beliefs and working practice of professionals towards the BPD 

diagnosis and outdated government policies to combat stigma and discrimination of this 

diagnostic group such as Personality Disorder: No Longer a Diagnosis of exclusion (2003) 

which has had little impact on the persistent stigma that exists in frontline services. 

Government policy to be updated to address how people with a personality disorder diagnosis 

have been unfairly treated and excluded because of the diagnosis they have been given. This 

update should also address the current problems in mental and healthcare systems in 

providing adequate, timely access to treatment and care.  
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Future research should focus on evidence-based evaluation of whether stigmatisation of this 

diagnostic group is addressed through experience-led perspectives being included in the 

education of professionals and frontline services.  

The focus on stigmatisation and the bias towards professional perspectives shown in this 

literature review, establishes the need for this (and more) research taken from the 

experiences of people with the BPD diagnosis to provide a critical contrast to the negative 

perceptions of the diagnosis. The next chapter presents the methodology and methods used 

to conduct this research, which in turn can be used to provide greater inclusion and 

understanding of those with BPD and other manifestations of mental health functioning.  
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Chapter 3. Methodology  
Introduction 
This chapter will discuss the importance and use of experience grounded data in a social 

justice constructivist philosophical position that adopts a Grounded Theory Methodology 

(GTM) framework for conducting research in the field of mental health. It will argue that social 

justice is an important position from which to conduct primary research with members of 

society who are marginalised and discriminated against based on a mental health diagnosis. 

The use of this philosophical position enables those who have had their voice quietened to 

be heard and their stories to be told. Next, this chapter will discuss the differing adaptions of 

this methodology between Glaser and Strauss (1967) and Charmaz (2005) and why using 

Grounded Theory Methodology in a constructivist form was suited to this study and why 

Charmaz’s methodological approach was preferred.  

 

The second half of the chapter will discuss the importance of conducting ethical research with 

vulnerable populations in society by maintaining awareness, facilitating safe procedures to 

prevent harm and limit potential risks whilst collecting data. Participant recruitment criteria, 

sampling techniques, data collection methods and analysis will be examined. Lastly it will 

describe the limitations that arose whilst in the data collection phase of this study and 

potential areas of research for future investigation. 

 

Philosophical perspective 
For social researchers, studies on the social world are devoid of any meaning until they are 

placed within an ontological, epistemological and methodological framework. The 

philosophical position of a researcher shapes how the area under study is developed, how the 

answers are sought, interpreted and studied from contrasting positions in the world to gain 

an understanding of a phenomena. These frameworks allow for an explanation of how the 

social world is perceived and interpreted by others and breaks down the complexities of that 

world by the revealing what is important, legitimate and reasonable (Guba, 1990; Patton, 

1990; Mertens, 2005).  Sarantakos (2008) suggests that a researcher’s philosophical position 

informs the methodological approach chosen through what to conceptualise and how to 

design and conduct research. In adopting a philosophical position, theoretical interpretations 

can be made providing explanations as to why social relations, situations and phenomena 
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exist (Krieger, 2001; May, 2002; Williams and May, 2006). The study of mental health requires 

a different method to that of natural science, but one that should be no less philosophical in 

its approach (Hughes and Sharrock, 1997). The research process culminates in a series of steps 

and judgements involving the application of techniques from the chosen methodology that 

fits within the philosophical framework representing the positionality as a researcher of the 

social world.  

 

Social Justice Theory 
Social justice theory promotes fair and equitable treatment of those who are marginalised, 

oppressed people who find their place in society is unequal compared to non-

marginalised/oppressed groups (Bazemore and Schiff, 2001). This can be true of those with 

Equality Act (2010) ‘protected characteristics’, such as disability, gender, race or religion or 

any other form of inequality based on social divisions or group, however not every social 

division is protected (Equality and Human Rights Commission, 2019). Social justice theories 

believe that society can be improved through interventions and that education is a tool for 

reducing inequalities in society by addressing the unique needs of individuals and being 

inclusive of diverse interests and perspectives (Rawls, 2001; Sen, 2009; Freeman, 2010).  

 

There are two main approaches in the understanding of social justice, the first which focuses 

on the re-distribution of wealth and reduction of class and economic inequalities which 

parallel the existence of social exclusion and marginalisation, with the main emphasis on the 

eradication of poverty (Watts and Hodgson, 2019). The second approach is a more holistic 

approach and promotes more wholesale anti-discriminatory practice (Watts and Hodgson, 

2019). The importance of social justice lies in understanding that it is more than just individual 

fairness but rather understanding how social institutions, principles, practices and processes 

systematically combine to deliver unfair outcomes (Thompson, 2016). Strier (2007) suggests 

that social injustice is the systemic subordination of specific social groups, by the 

institutionalised use of authority and power. This is particularly apparent within mental health 

and the BPD diagnosis, where the predominant research focus has been perspectives of 

service providers, policy makers and academics with less focus on those living with a mental 

health condition. Sulzer (2015) evidenced this in their review of literature which found that 

academic discussions of the BPD diagnosis dating back to 1970 were all based on the 
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experiences and perspectives of professionals. Knowledge, whether academic or societal, is 

typically constructed and maintained by those that hold the most privilege and power in 

society, rarely leaving those with less privilege and power in a position to defend themselves 

or self-represent against inequalities or challenge policies and practices that impact upon 

them (Freeman, 2010). 

 

Power and empowerment are connected in social justice research; who has it, how it is 

exercised and from where it manifests. The social justice theoretical framework accepts that 

knowledge is not neutral but reflects power relationships within society and its purpose is to 

propose an agenda that can influence change within organisations, and challenge beliefs held 

about marginalised or oppressed groups. Social justice research thus enables all individuals 

affected by health and social inequities to be active participants towards a social change 

whether at local, national or international policy. Social justice theory promotes inclusion and 

equality in research participation so oppressed individuals are actors within the social world, 

sources of valuable knowledge and active participants in their own liberation (Friere, 1970; 

Griffiths, 1998; Cresswell, 2013). Without the promotion of such social inclusion, individuals 

with mental health conditions will remain marginalised at the edge of society (Rankin, 2005).  

 

Social Justice Ontology 
Ontology is defined as an assumption that is made about the nature of reality and what exists 

in the social world (Richards, 2003). It is the study of being, and questions what the nature of 

reality is (Guba, 1989; Ataro, 2020). Ormston et al. (2014) defines ontology as to whether a 

social reality exists independent from human interpretations and conceptions, and if there is 

a shared social reality or only multiple context-specific ones. 

 

The philosophical underpinnings of social justice highlight injustices and inequalities faced by 

marginalised groups and shines a spotlight on oppressive practices within our society. Social 

justice ontology critiques how marginalised groups are often made invisible in research, which 

limits their opportunity to have their voices heard and increases inequalities and social 

exclusion, and instead considers the voices of marginalised individuals as central (Royal 

College of Nursing, 2004; WHO, 2008; Rudwick et al., 2014). Morrow and Weisser (2012) 

suggest applying social justice ontology to mental ill health because experiences of mental ill 
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health and distress always take place in a social, cultural, and historical contexts of 

discrimination structured by medical, legal and psychological practices and policies. 

Psychiatric practice historically pathologized some groups of people resulting in psychiatric 

diagnoses being disproportionately applied to certain groups (Caplan and Cosgrove, 2004; 

Metzl, 2009). The researcher’s social justice ontological position identifies that individuals 

with a diagnosis of BPD experience social and structural inequities. Research into the effects 

of social inequities on mental health have identified that it causes or exacerbates distress 

(Kirmayer, Brass and Tait, 2001). The medicalisation of mental (ill-)health dominates how 

society understands distress, determines socially accepted behaviour and places groups of 

people in a lower status with fewer life opportunities (Johnstone, 2014; Thoits, 2020). 

Furthermore, diagnostic labels of mental illness, which trigger existing stigmatised beliefs are 

thought to constitute a form of inequity of access to resources or achieving optimal health 

(Morrow and Weisser, 2012). People identified as mentally ill, and those with a diagnosis of 

BPD in particular, experience marginalisation and their voices, as people with lived experience 

of distress, are quietened (Day et al., 2018). Taking a social justice ontology position in mental 

health research means placing the voices of those with a diagnosis of BPD centrally to present, 

and challenge, injustices. 

 

Social Constructivism 
Social constructivists believe that as individuals, we seek to find an understanding of the world 

in which we live. Social constructivism is borne out of the ideas from works such as Berger 

and Luckmann’s (1967) The Social Construction of Reality and Lincoln and Guba’s (1985) 

Naturalistic Inquiry. Berger and Luckmann (1967) argued that human beings create and 

sustain social phenomena through three fundamental social practices: externalization, 

objectivation and internalization. People externalize their world/experiences by creating or 

telling of a story (belief/ feelings) which then enter into the social realm where others retell 

that story and it becomes factual existence of truth (objectivation). Finally, when others are 

told these beliefs, and they already exist in society, they are internalized as part of that new 

persons’ understanding of the world. Lincoln and Guba (1985) proposed creating an 

alternative paradigm of naturalistic inquiry in which a world view produces a methodology to 

arrive at a set of beliefs, and as each paradigm emerges, comes to a understanding, ultimate 

truth and construct realities of the world.  
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Cresswell and Cresswell (2018) suggest that subjective meanings are not just imprinted on 

individuals but are negotiated socially and historically negotiated via interactions with others 

and the cultural norms that operate within their lives. As human beings we live between the 

past and the present, but we are aware of and can focus on the future. Social constructivists, 

therefore, can be defined as believing that human life exists as it does due to societal and 

interpersonal influences. Research from a constructivist viewpoint is generally focused upon 

social and societal influences on communal and individual lives focused on specific 

circumstances that surround an event or occurrence. For instance, taking a critical view in 

relation to how one group of people, those with a BPD diagnosis, are treated based on a 

mental health diagnostic label and how this changes their identity. This approach enables the 

researcher to understand how people negotiate and manipulate social structures and how 

reality, expectations and outcomes within defined contexts are constructed between 

frontline professionals and those with a BPD diagnosis. 

 

Constructivist Epistemology 
Epistemology means the assumptions made about the nature of knowledge and how it is 

interpreted (Crotty, 1998; Richards, 2003). Constructivists’ research begins with experience 

and asks how people construct it in their world (Charmaz, 2014). Reality is constructed 

through human interactions where knowledge is gathered to create meaning (Gergen, 1999). 

Berger and Luckman (1966) suggest that reality can be different for everyone based on 

people’s unique understandings of the world and their experience of it. Thus, constructivist 

researchers seek to understand the experiences and subjective truths of their research 

participants. This is externalised into the creation or telling of narratives about a phenomenon 

which enters the social realm of beliefs and is internalised to create an understanding of the 

world we live in.  Constructivist researchers’ epistemological position acknowledges the social 

nature of human experiences and encourages individuals to share their stories to understand 

particular situations or phenomena. The sharing of stories produces rich data from which 

solutions to the problems of a particular group of people, in this case those with a diagnosis 

of BPD can be formed.  
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Research context 
Traditional mental health research approaches have consistently emphasised the 

perspectives of professionals or organisations that engage with individuals with mental health 

conditions, based upon their ‘expert’ knowledge of disorders, diagnostics, symptomologies 

and support (Chadwick et al, 2012). As highlighted in Chapters 2 and 3, psychiatry 

pathologizes people’s thoughts, feelings and behaviour and suggests that individuals with a 

diagnosis of BPD are untreatable and a waste of resources, questioning what role they have 

in and what use they are to society (Dickinson, Wright and Harrison, 2009; Latlova et al., 2015; 

Tyrer, Reed and Crawford, 2015). Individuals with a BPD diagnosis have been treated as in(-

)valid outsiders resulting in prejudice and stigmatisation particularly when they do not 

conform with the professionals’ ideas of how services can engage and support them 

(Koekkoek et al., 2006). Coercive practices within psychiatry exacerbate discrimination and 

stigmatisation of mental health conditions and have made many individuals fearful of seeking 

help and support from mental health services resulting in self-exclusion (Sugiura et al., 2020).  

 

Some professionals hold statutory powers and influence other agencies and individuals who 

themselves are in positions of professional power. Professionals can hold assumptions that 

individuals lack the ability to be autonomous with regards to their care or treatment leading 

to a dependent power dynamic relationship (WHO, 2008; Rogers and Pilgrim, 2014; United 

Nations, 2017). Issues of power are present within all human relationships whether overtly 

exhibited through verbal or physical actions or subtly within (domination over) conversation. 

The power dynamic in mental health is characterised by frontline professionals having and 

displaying power over ‘the patient’ and other professionals (Twemlow and Harvey, 2010; 

Brosnan, 2012). This is a clear transgression of distributive justice in terms of a socially just 

allocation of goods that places importance on the health and wellbeing of its citizens. 

 

The effects of social inequities on mental health can worsen symptoms or their interpretation, 

cause distress, isolation, and self-social exclusion as a member of society (Public Health 

England, 2018; Mental Health Foundation, 2020). The diagnostic label of BPD can undermine 

an individual’s interactions throughout the care system in England, negatively perceiving their 

thoughts, actions, and opinions as invalid and questionable (Klein et al., 2021). The credibility 

of these individuals as human beings is, thus, severely affected, and no diagnostic group in 
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mental health is subjected to as much prejudice and stigmatisation as those with a BPD 

diagnosis (Klein et al., 2021). This inherently leads to an exclusion from services whether by 

inadequate provision or from fear of stigmatisation (Ross and Goldner, 2009; Latlova et al., 

2013; Sulzer et al., 2016).  

 

Many individuals with mental health conditions are socially and medically conditioned to be 

compliant and believe they are powerless at times of vulnerability and often experience 

domination and subjection to ‘power over’ in relationships with professionals (Brosnan, 

2012). The dynamic of power and control favours professionals and organisations rather than 

individuals with mental ill-health. This is in part due to the ‘medical model’ discourses 

(Chapter 3) that remain dominant in mental health systems where professionals exert power 

over those in their care through control, organisational positioning or control of access to 

resources. Professionals exert power and authority over others with reference to science and 

their bodies of ‘objective’ knowledge (Johnstone, 2014). There is an imbalance of power 

between those who access services and those who provide them, which results in failures by 

services to account for and understand the relationship between a person’s reality of living 

and their mental health (Bacha, Hanley and Winter, 2019). Therefore, these individuals 

unwillingly become members of an oppressed group. As a social justice constructivist 

researcher, it is important that this research address the lack of power and control and the 

stigmatisation that manifests daily for people with a BPD diagnosis (Constantino and Nelson, 

1995; Lord and Dufort, 1996; Williams and Lindley, 1996; Tew, 1999; Nelson, Loed and 

Ochoka, 2001; Gore, 2003; Thornicroft, 2006; Hui and Stickley, 2007; Callard et al., 2012; 

Watts, 2018).  

 

Mental health has been the focus of significant government policy changes, most recently the 

Department of Health and Social Care (2021) White Paper on reforming the Mental Health 

Act (1983), as well as attention on social media and campaigns from mental health 

organisations. Their collective purpose is to stop the marginalisation of mental ill-health and 

the voices of individuals with lived experience and to challenge the prejudice, oppression and 

discrimination experienced. Similarly, within the last few years, some mental health research 

has taken a newer approach to research in this field by championing experience-led 

perspectives and promoting autonomy in the research process (Syrett, 2011). This project, 
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has therefore explicitly gathered the views and experiences of people with a diagnosis of BPD 

who have accessed and participated with frontline services in England to discover whether 

the BPD label is still stigmatised and subject to prejudicial attitudes or whether this has 

changed following the recent increase in mental (ill-)health awareness in England in the last 

few years.  

 

Grounded Theory Methodology 
There are academic debates on whether qualitative research methodologies are and can be 

scientifically validated, compared to positivistic scientific quantitative methods, due to the 

focus on subjective human experiences (Stanfield, 2011). This question originally arose during 

the Age of Enlightenment battle for the superiority of science in understanding and predicting 

human behaviours (Stanfield, 2011). Research within the social sciences has long drawn upon 

scientific traditions for conceptualising and categorising knowledge, human experience and 

truths. Empirical social science research involving the collection of data from individuals about 

their social reality, historically draws upon the tradition and practices of disciplines such as 

anthropology, psychology and sociology (Somekh and Lewin, 2005). While research 

paradigms provide frameworks such as interpretivism to create new theoretical and practical 

ideas about research methodology, their development divides researchers in the social 

sciences (Somekh, 2005, p. 2.). Critics, such as Carr (1994), have argued that social science 

research cannot develop solutions to social problems as our minds only enable us to make 

contextual decisions that vary with different motivations for the development of producing 

solutions (Choy, 2014).  

 

Grounded Theory Methodology (GTM) was initially developed Barney Glaser, Anselm Strauss 

and Jeanne Quint in the 1960s at a time when qualitative methods were gaining traction as 

an alternative to positivist natural science logic which, legitimised the reduction of human 

experience to quantifiable variables. GTM challenged using these prevalent positivistic views 

of knowledge in qualitative research whilst maintaining systematic enquiry (Glaser and 

Strauss, 1967; Bigus, 1994). In contrast, Glaser and Strauss, and all subsequent grounded 

theorists, believe that theory should be grounded in the field, in particular in social processes, 

and in the interactions and actions of people and so fitted with the empirical turn of the 1990s 

in which Corbin and Strauss defended their methodological theory. Inductive approaches to 
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research have since become more accepted within the field of social sciences despite research 

remaining strongly directed towards deductive approaches to research (Jebb, Parrigon and 

Woo, 2016). Charmaz (2006, p.188) defines induction as ‘a type of reasoning that begins with 

study of a range of individual cases and extrapolates from them to form a conceptual 

category’.  It is a cluster of techniques which aid the identification of patterns, categories and 

concepts within data. Inductive analysis is primarily a process of theory generation, rather 

than scientifically testing or justifying theory. Glaser and Strauss (1967) argued that 

researchers should not propose an initial hypothesis but rather allow for the emergence of 

one through constant simultaneous gathering and analysis of data. Classic grounded theory 

even advocates against the exploratory investigation of literature as Glaser and Strauss (1967) 

argue that having knowledge of existing theories can negatively affect a researcher’s ability 

to maintain theoretical sensitivity. Its analytic approaches enable systematic discovery of 

themes that are constantly developing and unravelling the mechanisms of relationships and 

experiences (Tan, 2010; Guest, McQueen and Namey, 2012; Bergdahl and Bertero, 2014). 

 

Glaser and Strauss (1967) proposed the development of codes and categories from within 

data rather than developing hypothesis from which to code data to pre-determined set of 

categories. Their (1967) methodology supports social researchers to follow a clear, sequential 

and systematic guide for qualitative analysis and fieldwork focusing on data, fit and coding 

(Bryant and Charmaz, 2007).  Although Charmaz (2006) does not fully agree with Glaser and 

Strauss’ model, she also identifies GTM as a method of concept and theory construction 

grounded within empirical data. GTM therefore created a way for social researchers to attain 

a new grounded theoretical awareness, which, at the time, was in contrast to the orthodox 

approaches of deriving hypotheses from the existing grand theories and testing them against 

data to verify the theories themselves.  

 

Glaser and Strauss (1967) described categories as indicators, conceptual elements of a theory 

that emerge from engaging with the data and which can achieve a higher level of abstraction 

through constant comparison of data. Categories play a key role in GTM in that they can be 

both sensitising, analytic and allow for the conceptualisation of key analytic features of a 

phenomenon. Phenomena can be classified and relationships between different elements of 

a theory can be (re)constructed (Dey, 1999). Glaser and Strauss (1967) suggest that in the 
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discovery of theory, conceptual data categories can be generated and the emergent category 

can be used to illustrate a concept. A concept is then a theoretical abstraction highlighting 

circumstances or situations surrounding the subject being studied. Theoretical abstraction 

centres on a practical understanding of concrete real-world issues (pragmatism) based upon 

individual cases or events (idiographic research) and the creation of theories via sensitising 

concepts. These concepts are derived from participants’ perspectives using their language, 

expressions and symbols. They are relayed between agential actors and their intersubjectivity 

(the shared understanding that enables us to relate to one situation or another) is central for 

humanity as well as qualitative research as primary instead of secondary significance; 

exploration is a central function and social action is the main focus (Dey, 1995).  

 

According to Cresswell (2013) and Lempert (2007), memoing is an essential part of GTM. 

Memos are both a methodological practice and an exploration of social world processes that 

conceptualise the data in its narrative form by highlighting social reality in the interpretation 

of participants’ social worlds. Charmaz (1983) believes this is where researchers are at their 

most present within a study, where they find their own voice and where ideas are formulated, 

expand upon and reconfigured to finally extract them for publication.  

 

Pratt (2012) suggests that the philosophical, logical basis of GTM is flawed as inductive 

methods do not give certainty that the data collected provides valid conclusions (Bryman and 

Burgess, 1994). Considering Pratt’s argument on the fallibility of the inductive nature of 

grounded theory, abduction also plays a key role in that ‘abductive inference entails 

considering all possible theoretical explanations for the data, forming hypotheses for each 

possible explanation, checking them empirically by examining data, and pursuing the most 

possible explanation’ (Charmaz, 2006. p. 188). What Charmaz is suggesting is that the 

researcher must be open to all theoretical considerations of the data in the pursuit of 

generating a best-fit theoretical explanation of a phenomenon.   

 

There have been differing debates on the inductive nature of GTM since the 1960s. Another 

critique involves validation in inductive approaches, including GTM. Reichertz (2010) suggests 

that the relationship between the data and emergent conclusions or theories is problematic. 

However, constructivist approaches distinguish between the ‘true’ (universal or lasting) and 
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the ‘real’ (as it really is). Instead of claiming ‘truth’, it instead is realistic as it addresses human 

realities and their existence in real worlds (Lomborg and Kirkevold, 2003).  

 

Charmaz (2007) argues that the analytic power of GTM provides qualitative social justice 

inquiry researchers five key strengths: defining relevant processes; demonstrating their 

contexts; specifying conditions in which they occur; conceptualising their phases; explicating 

contributory factors for their stability or change and outlining their consequences. Charmaz 

(2007) emphasises the diversity of social worlds, realities, views, actions and complexities of 

the environment we live in. It embraces an interpretivist qualitative approach in research, 

guiding theory development based on people’s views, experiences and relationships as well 

as highlighting the hierarchies of power, communication and opportunity. Knowledge of 

persons within the social world can be gained through an interpretative procedure grounded 

in the recreations of their experiences to grasp meaning of their reality. There have been 

minimal grounded theory methodological studies in social justice that demonstrate the 

construction of theory, however the guideline of grounded theory has influenced the 

development and sharpened analytical processes (Bryant and Charmaz, 2007).  

 

Inductivism 
It is important as researchers that we recognise how our own backgrounds shape our 

interpretations, where we position ourselves in our research and to acknowledge how our 

interpretations flow from our own cultural, historical and personal experiences (Cresswell, 

2003). As humans we engage with and make sense of the world based upon social and 

historical perspectives; we are born into a world of meaning that is bestowed upon us by our 

culture (Cresswell, 2003). Constructivist researchers’ focus is on the specific contexts of 

people’s lives. Any goal of social justice theory underpinned by qualitative research requires 

more than just a knowledge base, it must integrate a unique way of ‘being’ a researcher. 

Social justice researchers want those who are the focus of study to speak for themselves and 

to provide their own experiences and perspectives if they have the capacity to do so. 

Researchers strive to understand the lives that others have in the world and an individual’s 

narrative on how their lived experience serves to bridge the gaps between research, policy 

and professional practice.  
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If we wish to understand the deepest and most universal of human experiences, if our 
work be faithful to the lived experiences of people, to have a union between poetics 
and science, to use our privilege and skills to empower the people we study then we 
should value the narrative (Richardson, 1990, cited in Hammersley and Atkinson, 
2007, p. 199). 

 

As a social constructivist, research does not begin with a developed hypothesis instead theory 

is inductively generated - a theory or patterns of meaning develop from participant data. 

Grounded Theory Methodology allows for the generation of theory from human discourse 

and the experiences of an individual’s reality. In seeking empirical answers through the 

emergence of theoretical questions from a social justice constructivist perspective, we must 

obtain an understanding of the context of our research subject to achieve a clear and logical 

understanding of the findings (Charmaz, 2005). Without development, our findings can 

culminate in dull and tedious descriptiveness lacking debate and critique failing to provide a 

fair representation and assessment of the empirical world and the study of social justice 

issues (Charmaz, 2005).  

 

Constructivist Grounded Theory Methodology (CGTM) 
CGTM provides a platform for social justice theory construction as well as the study of social 

action, social structure and infrastructure. Its extensive use has led to significant advances 

within various fields (Bryant and Charmaz, 2007; Denzin, 2007) as it is the most widely used 

research methodology across a range of disciplines including the social sciences, education, 

psychology and mental health research. In the latter, its use has focused on the inclusion of 

perspectives from vulnerable and marginalised individuals to inform and enhance 

professional practice highlighting areas of concern in support, treatment and care of those 

with a mental health diagnosis (Connor and Wilson, 2006; Smith, Flowers and Larkin, 2012; 

Williams and Vogt, 2014; Kuek, Raeburn and Wand, 2020).  

 

Adopting a GTM approach recognises multiple perspectives and variations in empirical 

experience. Researchers strive to represent the phenomena under investigation as 

naturalistically as possible, representing the complex and diverse real-worlds of those being 

studied and ensuring that experiences are presented as individually unique to the person and 

not just as a group with a common group. Bryant and Charmaz (2007) state that GTM 
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produces generalisations, and not universal statements; the social scientist becomes an 

interpreter of the data and not the ultimate authority defining it.  As researchers therefore 

we rely on research participants’ experiences and views of the subject being studied. 

Subjective meanings of experiences are developed, and these meanings are diverse which 

aids researchers to investigate the complexity of views instead of narrowing meanings into 

minimalistic ideas or categories. 

 

Influenced by Foucault’s (1972) questioning of power relationships, Clarke (2005), sought to 

reclaim GTM from its positivist underpinnings. It is necessary to mention Clarke (2005) and 

Foucault (1972) as previous research on the BPD diagnosis has shown how dominant 

discourses interact with and influence the narratives used to describe this diagnostic group. 

Clarke (2005) sought to create a more open-ended practice that stresses constructivist 

elements emphasising positionalities, partialities and heterogeneities. Clarke’s framework of 

discursive GTM was, he believed, the closest to interactionist thinkers in attempting to see 

the world from all perspectives, including those who have less power in society. Foucault’s 

concept of ‘discursive practices’ described ways of being in the world produced ‘discursive 

formations’ or dominant discourses that fuse together social injunctions about practices. 

Foucault (1972) describes these dominant discourses as being reinforced by existing 

institutional systems like those that operate in health and social care, law, education and so 

forth and which often operate in conjunction with each other.  

 

Clarke’s situational analysis goes further to analyse the salient discourses within the situation 

of inquiry (Dreyfus and Rainbow, 1983; Clarke, 2009). Clarke’s framework suggests that social 

situations should form the main analysis in GTM and three sociological modes can be utilised 

to analyse them: situational, social world/arenas and positional cartographic maps. Charmaz’s 

(2007) approach, however, is more empirical and less focused on discourse, it leans towards 

a constructivist interpretation of subjects’ meanings. The current research positions itself 

within Charmaz’s GTM approach to understand the experiences of participants whilst also 

adopting Clarke’s constructivist concept of salient discourses to explore working 

practices/belief systems held about those with a diagnosis of BPD. 
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GTM and Social Justice Research 
Methods for social justice inquiry can address inequities, inequality and barriers individuals 

experience but can also provide critical views on the social structures and processes that 

shape individual and collective life. Social justice researchers tend to adopt a macro structure 

focus, but it is important to remember that social in/justice can occur on the micro level which 

in turn influences larger social entities (Charmaz, 2011; Harris, 2015). Charmaz (2008) believes 

that grounded theory provides a lens as to what is happening within the empirical world by 

the development and study of data and analysis from conceptualising rather than confining it 

within a theoretical framework. This in turn provides a way to increase innovative analytic 

power and the re-examination of established concepts. Research based on human 

experiences can be suggested as complex, and as a researcher with a personal interest in the 

subject under investigation one must be aware of the temptation to impose our own beliefs 

or theoretical ideas via the application of theory. The application of the GTM framework 

moves beyond description to generate ‘a unified theoretical explanation’ (Corbin and Strauss, 

2007. p. 107).  

 

Credible GTM social justice research is based on strong empirical foundations. Social justice 

researchers have a responsibility to address all social justice concerns through the aspects of 

research design and implementation using methods that can aid the advance of social justice 

and management of bias and power differentials (Chapman and Schwartz, 2012). The 

grounding of theory in the data collected is a vital component in supporting claims and 

bringing credibility to the evidence. Denzin and Lincoln (1994) have argued that qualitative 

researchers can no longer capture lived experience via research due to a representational 

crisis within the field of research as such experience is created within the social text that the 

researcher writes (Seale, 1999). However, Denzin and Lincoln (2005, pp. 26-27) question how 

qualitative research can create change in the world if the social world is only and always 

portrayed as text, they called for the traditional criteria for interpreting and evaluating 

qualitative research (validity, reliability and generalisability) to be reconsidered. Denzin 

(1998) also proposed that the modernist assumptions about objectively studying the 

empirical world through qualitative methods are not sustainable, because the theory 

generated by researchers obstructs the focus of observing the theories people use in their 
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everyday lives. Social justice researchers endeavour to ensure that the experiences and views 

of people, their social environments and theories remain the focus.  

 

Denzin (1994) suggests that in making qualitative research scientifically respectable, 

researchers can unintentionally impose interpretations on the social world that do not 

correspond with how the world is constructed and lived in by interacting individuals. Whilst 

Strauss and Corbin (1990a) argue that GTM provides a methodological lens for 

comprehending and observing the reality of the world, it does allow the direction of the 

research and data analysis to be guided by the researcher, not the participant. Individuals 

play an active role in shaping the world and interrelationships, whether by meaning, 

conditions or actions, which shapes our experiences of being in the world and is continually 

evolving creating a continual re-interpretation of phenomena (Strauss and Corbin, 1990a; 

Howell, 2013). 

 

Social justice researchers need to remain aware of acknowledging an individual’s truth and 

reality, should reject objectivity, should remain alert to variation and difference, and should 

be sensitive to oppression, power, privilege and equity (Clarke, 2005; Bryant and Charmaz, 

2007; Clarke and Friese, 2007). Corbin and Strauss’s (2007) and Strauss and Corbin’s (1990b, 

1998) modernised GTM’s components (central phenomena, strategies, contexts conditions 

and consequences) can pose challenges to researchers as they advocated for a specific 

systemic approach to data analysis. For example, Harding et al. (2010) highlight these 

challenges in their research on service-user perceptions of developing NICE mental health 

guidelines. After using semi-structured interviews to collect their data, in the analysis phase 

they found that applying Corbin and Strauss’s GTM in data analysis exceeded the time limits 

to complete their study and they were unable to fully analyse their data resulting in just a 

preliminary presentation of their results.  

 

Social justice GTM research on mental health can provide a useful toolkit for researchers to 

extract rich data. The empirical scrutiny and analytic precision creates nuanced analysis of 

social and economic conditions and how they perform in specific situations (Charmaz, 2005; 

Speed and Luker, 2006; Dixon, 2007). Researchers who pursue social justice can advance the 

recognition of temporal, structural and situational contexts in qualitative grounded theory 
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research and are aware of the silent workings of power and structure (Maines, 2001; Rivera, 

2008).  

 

As socially just interpretative researchers it is imperative that we prioritise that our research 

does not further marginalise our participants but upholds a level of respect. We must also 

acknowledge that power dynamics and imbalances be addressed so there is always an equal 

relationship and that participants’ stories, experiences and individual differences can be 

captured (Feagin, 1999; Cresswell, 2013). Grounded theory can allow for the data to inform 

policies and practices that we as social justice researchers seek to change as well as 

contributing to the existing knowledge of our subject area. As researchers we ensure a level 

of ethical responsibility to our participants ensuring that the methods of inquiry allow for a 

full representation of their experiences (Chapman and Schwartz, 2012).  

 

This Project 
Smith (2008) suggests that mental health research needs more diversity in design, including 

non-random sampling strategies and qualitative methods of investigation. As PhD 

researchers, we are bound by a limited time frame in which to complete our studies and 

defend our thesis. Strauss and Corbin’s (1990b, 1998) and Corbin and Strauss’s (2007) GTM 

approach is less suited for this current study compared to the more adaptable social 

constructivist perspective of Charmaz (2006) and Clarke (2009). Charmaz’s approach is an 

iterative process which allows researchers more manoeuvrability in theory generation 

through the ability to use differing variables in data collection and analysis as well as looking 

at/re-visiting pre-existing knowledge through literature review to establish what is already 

known within the subject area and key relevant frameworks. Time frame limitations in using 

Charmaz’ approach is less structured and restricted, researchers can work on multiple parts 

of their research at the same time and build an interpretative picture from existing literature 

and data towards building a theory of the area being studied. 

 

Charmaz’ approach to grounded theory is suited to social justice research in developing an 

understanding of the unique needs of the population. This recognises that individuals’ 

personal experiences of the phenomenon being investigated (here, having a mental health 

diagnosis of BPD) can provide lived, real, first-hand knowledge and inductive theory 



90 

development collaborating with people with a mental health diagnosis can inform practice 

and policy (Lewis, 2015).  Here, the GTM framework was appropriate because using an 

interpretivist approach, it encompasses the views and experiences of those that are the focus 

of the research to understand the relationships between people diagnosed with BPD and 

professionals working in frontline services. 

 

Under GTM, researchers can utilise both qualitative and quantitative methods of data 

generation and collection. Interviews are a commonly used qualitative research method, 

however, focus groups, observations, field notes and secondary documentation can also be 

used (Tie, Birks and Francis, 2019). This variation provides the researcher freedom to adapt 

methods of data collection as needed because, due to the symptomology of BPD, individuals 

do not necessarily feel comfortable in social situations or unknown environments thus 

flexibility allows for a greater chance to collect data.  

 

In social justice research, the GTM approach emphasises reflexivity which, as Primeau (2003) 

suggests, is the responsibility of the researcher to examine their influence in all aspects of 

qualitative inquiry. Reflexivity can enhance the quality of research by developing 

understandings of how a researcher’s interests and position affects the stages of the research 

process. It can also assist in grounding categories by documenting their formation through 

the analytic process. The ability to reflect on research and understand how our own views 

and values shape our interpretation of data adds credibility to the research and should be an 

explicit part of the method of inquiry (Bryant and Charmaz, 2007; Jootun, McGhee and 

Marland, 2009; Cresswell and Cresswell, 2018).  

 

Ethical research with vulnerable populations 
The participatory involvement of human participants in research requires serious 

consideration from the researcher to limit potential impacts. Elliott (2005) suggests that there 

is the potential for the exploitation of individuals.  Ethical principles and codes such as the 

Helsinki Declaration (1964), Belmont Report (1974), and the Nuremberg Code of Conducting 

Ethical Research (1947) were all born out of World War 2 atrocities of unethical human 

experimentation and act as a regulatory measure of the researcher-researched relationship 

to protect both individual participants but also members of societal groups under 
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investigation (Weindling, 2001; Markman and Markman, 2007; Farrimond, 2013; Gray, 2014). 

Ethical research principles are generally agreed to be autonomy, protection of the vulnerable 

(respect), justice (treat people justly and fairly), beneficence (do good), nonmaleficence (do 

no harm) and fidelity (honesty and trustworthiness) (Kitchener and Kitchener, 2009; Shamoo 

and Resnik, 2009). The Nuremberg Code (1947) additionally ensures that attempts to improve 

knowledge are not at the expense of those participating. To limit this potential, researchers 

are strictly governed by their institutions to follow ethical guidelines and principles, and this 

becomes particularly necessary when dealing with vulnerable populations. This research 

received Ethical Approval from the University’s Research Ethics Committee. 

 

Ethical practice is not just about following these principles or guidelines, but also thinking, 

acting and doing what is ethically right if a problem arises. It is imperative that as researchers 

we follow moral principles when working with human participants and do not treat them as 

just a means of obtaining data (Farrimond, 2013). The last two decades have seen an increase 

in social justice research, approaches which do not follow one philosophical theory but share 

a common focus towards the advancement of social justice, using participatory and 

transformative methods. Social justice approaches do however align themselves towards 

ethical imperatives to challenge dominant groups and give a voice to the powerless, 

emancipate and encourage social change at a micro or macro level (Mertens, 2009; Brydon-

Miller, 2010; Farrimond, 2013). Social justice in a sense is attempting to change or challenge 

discrimination and oppression through research in the hope of a more equal and just society 

(Mertens, 2009; Mertens, Holmes and Harris, 2009). The researcher’s awareness of ethical 

issues within social research is of vital importance as knowledge has power (Foucault, 1972). 

Therefore, when in the process of gathering data from participants, who belong to a 

population classed as vulnerable due to having a mental health diagnosis, the researcher must 

be guided by and maintain strict principles of respect.  

 

Policy makers, research ethics committees and researchers grapple with balancing moral 

protection of research participants with a psychiatric diagnosis with their inclusion in research 

by placing a framework of measures on their participation (Bracken-Roche, Bell and Racine, 

2016). It could be that some of the perceived issues are founded in stereotypical assumptions 

around capacity to consent with a mental health diagnosis automatically casting doubt on the 
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level of capacity held by individuals in this group to be autonomous in research participation. 

These stereotypical attitudes overprotect people with a mental health diagnosis by suggesting 

that their diagnosis makes them vulnerable. However, these views may, in fact, add to the 

stigmatisation, oppression and dis-empowerment of mental health research participants. 

Vulnerability in research can take many different forms which are unique to individuals, 

including poverty, health and level of education which can result in exploitation. Previous 

research on psychiatric conditions such as psychosis, mood and anxiety disorders which 

focused on the capacity to consent to research, has found that participants have capacity to 

make informed decisions which highlights that the generalisation of psychiatric disorders as 

vulnerability is unjust (Alexander, 2010).   

 

The principle of respect within mental health research is highly valued by researchers in that 

participants should be and remain autonomous, meaning that they are able to make 

independent decisions on whether they wish to be involved in research and are free to decide 

to withdraw if they so wish. Individuals’ autonomy can be ensured through the provision of 

information on the purpose of the study, procedures, risks and benefits and the 

understanding that participation is voluntary so the participant can make an informed 

decision. Maintaining autonomy can also be achieved by responding to queries or concerns 

participants may have without obstructions. In the current study one participant requested 

to be notified of which excerpts from the interview transcript were to be included in the 

thesis. The reasoning for this request was not questioned; the researcher had a duty to 

maintain the autonomy of the participant and ensure this request was completed.  

 

The respect principle also ensures that participants are given anonymity, privacy and 

confidentiality within research by protecting participants identity. This principle is woven 

throughout the research process from recruitment, data collection and analysis by ensuring 

that research is conducted in the best interests of the population being studied and gives 

opportunity for representation of marginalised voices (Lyons et al., 2013). Anonymity is now 

the default ethical practice for researchers, removing or obscuring identifiable features in 

transcription including using pseudonyms or numbers as identification. However, it is 

depersonalising to assign individuals a number, and some participants can be unhappy with 

the name assigned to them, because once published their words are not relatable. Grinyer 
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(2002) recommends that allowing participants to take autonomy over the name they wish to 

be identified by as giving a sense of ownership. Naming is an important component in 

autonomy and addressing hierarchical balance for participants who experience stigmatisation 

and oppression. Therefore, here, participants chose how they wished to be identified within 

the study.  

 

Research with vulnerable groups necessitates extra ethical consideration and such research 

is usually deemed a higher risk. Participants for the current study are considered vulnerable 

because they have a diagnosed psychiatric disorder which as demonstrated above means 

potentially traditionally marginalised or stigmatised both professionally, personally and 

societally. For vulnerable populations, psychological (Farrimond, 2013) and emotional harm 

is one of the most common risks in social science research. This encompasses many different 

aspects, for example: exacerbating mental health issues; flashbacks of traumatic memories; 

increased distress, upset, annoyance or other negative psychological responses. To conduct 

ethical research, given the sensitive nature of the topic under investigation, it was important 

to identify and address any potential risk of harm to the researcher and participants. Research 

methods such as interviews can be upsetting experiences for participants if they provoke a 

sense of intrusion or embarrassment, however this is not limited to discussing sensitive 

topics. To address this, interviews were conducted informally, with participants encouraged 

to share experiences they were comfortable disclosing.   

 

Researchers can disclose their own experiences to participants as a way of creating a safer 

environment and building trust between participant and researcher. Self-disclosure during 

interviews can create a less intimidating surrounding and enhance the reciprocal nature of an 

interview. However, self-disclosure can lead to vulnerability and scrutiny of the researcher 

depending on what they have disclosed and can also ‘blur boundaries’ between the 

researcher and participant (Reinharz, 1992; Dickson-Swift, James and Kippen 2008; Elmir et 

al., 2010). In interviews for this project, the researcher disclosed that they had personal 

experience of BPD through their relationships on the participant information sheet, as a way 

of indicating that the research was not just academic but also of personal interest. During 

several interviews, participants’ experiences were discussed that the researcher identified 

with and had witnessed similar themselves and the researcher shared this with participants. 
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This self-disclosure created a safer space to share experiences, built trust between the 

participants and researcher, and validated what participants had experienced.  Booth and 

Booth (1994) and Seidman (2000) suggest that sharing and receiving information form 

trusting connections, is vital to help participants share their experiences and enhancing access 

to participants’ lives. To minimise potential risks to the researcher whilst conducting 

interviews, a list detailing the date, time and locations of interviews was given to the project’s 

supervisory team. As a further precautionary measure, the researcher contacted the 

supervisory team and friends/colleagues prior to and following each interview to inform them 

of their wellbeing. Interviews were limited to two per week, based primarily on the location 

of the participants and considering the amount of travel time required, and the researcher 

ensured an appropriate number of rest days were taken each week to limit any undue stress 

or impact on the researchers disabilities.  

 

Due to the nature of the topic and the researcher’s own previous experiences, it was 

important to remain aware of potential psychological impacts, particularly the potential 

impact of traumatic memories associated with witnessing coping strategies at times of 

distress and recollections of discriminatory practice by care providers in response to non-

suicidal self-injury, substance abuse, eating disorders, emotional dis-regulation, anti-social 

behaviour and suicide ideation. To address this, the researcher attended psychotherapy once 

a month to discuss emotional and stress related issues that arose whilst conducting the 

interviews and data analysis.  

 

Participant safety parameters 
Whilst the research methods employed here, gave individuals the opportunity to be active 

participants, rather than passive subjects of research processes, it was important to set 

parameters to minimise any risk of emotional distress or impact on coping mechanisms to 

manage any distress that may be caused by the re-telling of negative experiences. Therefore, 

a research participant minimum age limit was set at 18 years of age as a requirement. Further 

inclusion criteria were that participants have in place a personal/therapeutic support network 

and a requirement to not have experienced an episode of emotional distress leading to crisis 

for at least a period of one month prior to the interview.  

 



95 

Informed consent requires that participants are given sufficient, accessible information about 

the research for them to make an informed decision on whether to participate or not (Crow 

et al., 2006; Gray, 2014). Sudman (1998) recommends that the amount of information 

provided should reflect the amount of possible harm of being involved in the study and Crow 

et al. (2006) suggest that obtaining informed consent yields positive outcomes: it can improve 

participation rates by creating greater confidence in the research and encouraging 

participants to be franker and more open in their responses. The researcher developed the 

participant information letter and consent form having explored examples from previous 

research within social sciences and mental health. The participant information letter 

(Appendix 4) was required to be read before participation and an informed consent form 

(Appendix 5) detailing potential risks of participating was signed prior to participation. 

Informed consent forms are a critical component in all types of research with human subjects. 

They must inform the participant about the research, provide the objectives, potential risks 

and benefits of participation, rights and responsibilities of participants and researchers and 

presented in a language that can be fully understood by non-academics (Tugwell, Knottnerus 

and Idzerda, 2012). Ogloff and Otto (1991) evaluated the reading levels of forms used in 

academic disciplines found that in most cases they are at a higher than appropriate reading 

level for the intended population. Therefore, when researchers are developing information 

letters and consent forms, they must establish whether participants can understand the 

information contained and if they do not understand then they cannot give valid consent. It 

was imperative that the Participant Information Letter and Consent Form could be easily 

understood and accessible, jargon free and omit academic language. Finally, to ensure that 

the consent form was informative, well- structured and easy to interpret and understand the 

researcher gave a draft copy to friends, colleagues and family members to obtain readability 

feedback. In the end, there were no issues experienced by participants in understanding the 

information and requirements outlined in these documents 

 

Zink, Wertlieb and Kimbereley (2005) advise that informed consent form is not limited to 

participants’ signatures on Participant Information Letters but should also be designed into 

the research process to meet researchers’ responsibilities to protect the rights and autonomy 

of participants. Due to the sensitive nature of the topic and potential psychological/emotional 

risk factors, as a further safety protocol, participants had autonomy in deciding where they 
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would like to be interviewed to ensure that the sharing of distressing experiences could be 

done within a familiar space and/or with support networks nearby. In the event that 

participants visibly displayed or communicated emotional distress during the interview 

process, it was immediately halted so that the participant could decide whether to continue 

with or abandon the interview. Drury, Francis and Chapman (2007) advise that researchers 

should always be aware of and ready to make ethical decisions on when to halt or change the 

direction of an interview in light of a participant becoming emotionally upset. Within the 

Participant Information Letter, measures were also taken as a precaution against delayed 

emotional processing responses by provision of contact details of support 

groups/organisations for help.  

 

Purposive and snowball sampling 
Sampling approaches in research are said to be one of the most distinctive differences 

between qualitative and quantitative research. Qualitative research generally employs 

purposive, accidental, snowball and theoretical sampling (Coyne, 1997) and sampling 

procedures generally correspond with the philosophical stance of the type of research being 

conducted. According to Daly and Lumley (2002) sampling in a qualitative study that uses 

interview methods is like the collection of a slice of life to analyse and dissect. Given GTMs 

central focus on the development of theory by constant comparative analysis of the data via 

theoretical sampling, it involves a process of data collection, coding and analysis which 

determines where next to collect data to develop incipient theories (Patton, 1990; Coyne, 

1997; Draucker et al., 2007; Bagnasco, Ghirotto and Sasso, 2014). Debates between 

researchers such as Patton (1990) and Coyne (1997) suggest that purposive and theoretical 

sampling have similarities and will constantly intertwine in data collection without the 

researcher’s knowledge. Patton (1990) suggests that all variations of qualitative sampling can 

be bracketed under purposeful sampling as qualitative enquiry focuses on small in-depth 

samples are selected purposefully.  Coyne (1997) agrees with Patton in that during the initial 

phases of collecting data, theoretical sampling includes purposeful components. Purposive 

sampling can be useful in selecting particular people because they provide topic relevant 

information that cannot be gleaned from other sampling designs. This allows the researcher 

a degree of judgement about who will give the best representation of the phenomena under 

investigation. Gray (2014) suggests one disadvantage to purposive sampling is that the 
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researcher may accidentally omit vital characteristics in the sample selection and may be 

subconsciously biased in the selection process. Whether intentional or not, purposive 

sampling is a potential source of bias within research, that can lead to distortion in results and 

false conclusions, particularly where biased data collection is generalised to an entire 

population (Šimundić, 2013). 

 

For this research project, purposive sampling was suitable to obtain participants to provide 

the information relevant to the research questions. Whilst conducting interviews snowball 

sampling also occurred. Snowball sampling is particularly useful in situations where a study 

concerns sensitive issues as participants often know other individuals who share the same 

characteristics, such as a mental health diagnosis, and can therefore provide the researcher 

with other potential participants. Snowball sampling removes the need for the researcher to 

purposively locate members of specific populations by penetrating social networks. This 

method of sampling is often used to obtain access to populations that experience 

marginalisation and stigmatisation (Noy, 2007; Heckathorn, 2011; Williams and Vogt, 2014).  

 

For purposive sampling, an internet search was conducted using key words (such as BPD, 

borderline personality disorder, mental health support groups, user led mental health groups, 

personality disorder support) to identify organisations, user led support groups or private 

(non-statutory funded) that support people with a BPD diagnosis. Twenty-two organisations 

across England were identified ranging from statutory organisations to charities and peer 

support led groups (Appendix 2).  Upon identification, an introductory email (Appendix 3) was 

sent to each of the organisations which provided a brief biography of the researcher, the 

reasons for the research topic and participant recruitment protocols and safety parameters 

for participation.  

 

Lee and Renzetti (1990) suggest that our thinking about the sensitivity of a research topic, 

should encompass whether the research poses substantial threat that is problematic for 

researcher and the researched. What can be innocuous to one individual can be perceived as 

risky and threatening by another, therefore only individuals who want to be involved in the 

research are qualified to make the decision on sensitivity. Researchers can experience 

difficulty in recruiting participants via organisations due to gatekeepers who, as with Research 
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Ethics decision-makers as detailed above, believe participating in mental health studies can 

be detrimental to the people they support (Liamputtong, 2007). Alexander (2010) conducted 

a phenomenological investigation into the lived experience of people with malignant wounds 

and had just this difficulty in recruiting participants due to gatekeepers but found that those 

who took part found the process empowering, therapeutic and cathartic. In the current study, 

from the twenty-two organisations contacted, only four provided an initial response to the 

introductory email highlighting the difficulty with gatekeepers in the recruitment of 

participants. One response was an automatic email reply and one response stated that 

because the research was not commissioned or being delivered by the organisation 

themselves, they would not be able to promote it on their social media platforms or to their 

members. The other two responses received were extremely positive and agreed to promote 

the research on their social media platforms which resulted in six people making contact 

wishing to take part in the research. A second email was sent fourteen days later to the 

eighteen organisations that had not responded which yielded no response. After this 

purposive sampling, a snowball sample was used where information about the research was 

shared amongst friends and family of those that wished to or had already participated in the 

semi-structured interview. In total twelve participants were recruited for the study.  

 

Semi-structured narrative interviews 
Interviewing provides a way to understand human behaviour and encounter first-hand the 

knowledge which is under investigation (Morris, 2017). Semi-structured interviews stay on 

topic with minimal questions whilst allowing flexibility for the participant to narrate their 

story in their own unique way (Rubin and Rubin, 2012). Participants can elaborate and 

illustrate initial responses with the interview allowing time for in depth conversation whilst 

interview questions can draw on existing literature to focus the interview (Arksey and Knight, 

1999; Gray, 2014). Semi-structured interviewing addresses reliability issues by making certain 

that questions directly focus on the research aims and the researcher builds trust with 

participants to give them the confidence to express themselves and their experiences. 

Actively listening to participants language helps identify and link their lived experience with 

the research questions. A total of eleven semi-structured narrative interviews were 

conducted, and one participant completed the interview questions via email. One participant 

was male, eleven were female with an age range of 27-80 years. Participants were located 
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across England including the East Midlands, South-West, West, South-East and Yorkshire and 

Humber.  

 
Where social injustices exist, semi-structured narrative interviewing can highlight their 

presence through understanding everyday social interactions through participant responses 

to questions about experiences within particular settings. Interviews are therefore one of the 

most common data collection methods (Gelling, 2015) in research that seeks to create a 

listening environment in which meaning is constructed through a verbal exchange of 

viewpoints. The Charmaz (2005, 2006) constructivist approach advocates embracing the 

diverse worlds, multiple realities, and complexities of participants. Charmaz’ (2005, 2006) 

approach places emphasis on the views, feelings, values, beliefs, assumptions and ideologies 

of individuals rather than on specific research methods. Charmaz (2005, 2006) contends that 

complex jargon, and dogmatic approaches detract from GTM and represent attempts to gain 

power. Charmaz’ approach does not minimise the researcher’s role in the process but instead 

highlights their personal values, experiences, priorities and decision making. Similarly, Kelly, 

Burtons and Regan (1994) and Streubert and Carpenter (2011), similar to Charmaz hold that 

the choosing of a particular research method should not be because of its relationship to 

following certain methodological theories but whether it fits with the question being asked in 

the research.  

 

The power dynamics of research interviews and the resultant production of knowledge must 

be reflected on and addressed (Kvale and Brinkmann, 2009). Power is intrinsic in relationships 

and conversations and can be difficult to eradicate from research interviews. In research 

interviews, the researcher initiates the conversation, defines the interview situation, 

determines the topic, poses the questions, decides on which responses to follow up on, 

terminates the conversation when necessary and has monopoly when it comes to the 

interpretation of participants’ statements. According to Elliott (2005), Graham (1984) and 

Stanley and Wise (1993) researchers who willingly give space for participants to give accounts 

of their lives and experiences actively rebalance power differentials in research, provide 

opportunity for individuals to have an active role in the research process (Williams and Vogt, 

2014) and also obtain rich information about individuals’ lives and experiences.  
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Semi-structured narrative interviewing, as used in this study, attempts to understand the 

dynamics and themes of participants’ lived reality from their perspective through the 

interaction between two people to co-construct knowledge of that reality. This social 

constructivist approach requires sensitivity to interpretative aspects by which meanings are 

accomplished in the interaction between interviewer and interviewee (Harris, 2003).  Kvale 

(2007) and McDougall (2000) suggest that the participants and interviewer act in relation to 

and influence each other, producing knowledge constituted by the interaction itself. 

Researchers bring our own experiences, knowledge, values and personal histories to the 

subject under investigation to the research process, that adds richness to the interview 

process. Whilst conducting interviews for this project, some of the researcher’s personal 

experiences and knowledge of BPD were shared with participants to assure them of the 

researcher’s sincere intentions which resulted in a greater level of trust and deeper 

conversation between interviewer and interviewee leading to a deeper understanding of 

participants’ experiences and their impact.  

 

It is essential for the researcher to consider the social and cultural contexts in which data is 

collected before conducting interviews. This is particularly important when interviewing 

participants with a mental health condition.  

 

Narratives 
Narratives are one of the most natural forms for individuals to organise and express meaning. 

Narratives are simply a story with a beginning, a middle, and an end and provide an approach 

for recounting past experiences in a verbal sequence of events that have actually taken place 

(Labov and Waletzky, 1967). Narrative interviewing originated with the Chicago School of 

Sociology in the 1920s and is primarily concerned with the long humanistic tradition within 

the social sciences in the relationship between the individual and social experiences 

(Plummer, 2001; Owens, 2007) and particularly the meaning of behaviour and experiences 

from the perspective of participants. Bauer and Gaskell (2005) take the view that narrative 

interviews, as a method of autobiographical data collection, are the most highly developed of 

interview techniques because they are more naturalistic and provide rich data which brings 

the researcher closer to the real-life situations and experiences.  
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Narrative interviewing allows the interviewer to directly ask for stories of experiences 

relevant to the subject under investigation (Kvale, 2007). This form of interview can take 

various forms: a short narrative story of a specific timeframe or episode of events significant 

to the individual; a ‘life history’ as seen through the narrators’ own perspective or an ‘oral 

history’ in which the subject moves beyond individual history into the history of their 

community (Bornat, 2000; Rosenthal, 2004). Participants can explain events in their life in the 

hope that the researcher will learn something about the topic under investigation be of 

benefit to others or contributing to existing knowledge or professional practice about this 

aspect of human experience (Clandinin, 2007).  

 

Narratives are both chronological and retrospective, meaning that the narrator assumes 

responsibility to order and prioritise events, placing them within particular contexts to 

identify connections and explanations between events (Soderberg, 2006). Attention must be 

paid to the narrative quality of research material which means that the data cannot be fully 

understood without acknowledging who it has been produced for, that is the 

reader/researcher (Elliott, 2005). Charmaz (2005) recommends exercising caution in which 

narrative frame is applied and how this is done when using interviews as a data collection 

method. The narrative frame is the pre-judgements, boundaries and logic of temporality that 

can be over or under used. Knowledge can be assumed and given a status of power 

particularly when the words of others are taken out of the lived context, printed and placed 

within the public domain where they can be interpreted and given alternate meanings 

(Barbour and Schostak, 2005).  

 

Qualitative researchers, such as Charmaz (2011) and Morris (2017) have developed 

understanding of the significance of narratives in relation to chronic ill-health, mental ill-

health, diagnostic labels and the impact on one’s sense of identity and social functioning. 

Morris’ (2017) research on lived experience of care interventions for individuals with mental 

ill-health experiences conducted a series of narrative interviews which generated a sizeable 

amount of extra rich data on the difficulties around recovery and well-being. Morris (2017) 

used inductive analysis to generate themes from the data to make comparisons to related 

lived experience research.  Without comparing findings to existing knowledge on the subject, 
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both researcher and reader will experience difficulty in ascertaining whether the findings are 

new and what contributions they make to knowledge (Kvale and Brinkmann, 2009).  

 

Researchers who conduct narrative interviews acknowledge that they are driven by ethical, 

personal and, at times, political standpoints to improve the social and individual 

circumstances of those who are stigmatised or socially excluded in society. The ability to tell 

a story of a previously silenced individual can advocate for changes in policy and academic 

thinking as well as empowering individuals (Chamberlain, 2013). Streubert and Carpenter 

(2011) and Birch and Miller (2000) suggest that participants of qualitative interviews, 

especially in mental health research, can experience qualitative interviews as therapeutic as 

it provides opportunity to voice an experience, have that experience validated and, for some, 

feel empowered. However, ethically, as in this study, risk mitigation must be applied when 

interviewing participants from vulnerable populations as the opportunity to share life 

experiences can expose and bring to the surface feelings of distress.  

 

Data saturation 
Originating from GTM and considered as an essential methodological element, saturation is 

described as the discontinuation of data collection (and analysis) when data becomes 

repetitive and does not provide new information. It must be considered in all research, and 

the researcher must have awareness of the right time to stop collecting data by debating 

whether any new knowledge can be gained from new participants. However, the inability to 

identify when saturation has been reached will impact on the quality of the research being 

conducted (Fusch and Ness, 2015; Saunders et al., 2018). In this research, saturation point 

was identified upon completion of the twelfth interview. Participants’ experiences although 

individually unique, shared similarities, context and content relating to services or identical 

skilled professionals. The researcher, thus, questioned whether continuation would provide 

any new information or cause detriment to the quality of data already collected, and upon 

guidance from the supervisory team it was determined that saturation had been reached.  

 

Transcription 
Transcription is the translation of a verbal interview into a written account. It is not a simple 

task; the difficulty lies in interpreting the semantic properties of the voice such as tone, pace 
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and emphasis which can fundamentally alter the meaning of the words (Gillham, 2005). Most 

research methods literature argues that the researcher should transcribe the data they have 

collected. However, due to the researcher’s disability, the ability to transcribe interview 

recordings was not possible. The researcher felt this did not inhibit their ability to conduct 

good data analysis, the researcher was able to fully immerse themselves in the data, the 

interview recordings were listened to on numerous occasions, the notes made during the 

interviews reviewed and the transcriptions repeatedly analysed.  

 

Analysis  
GTM approaches the building of theory in a different way to other research analysis in that 

theory is developed and emerges direct from the interview data via analytical induction. 

Inductive analysis entails a number of defined stages starting with a research question 

following which data is gathered and examined to see whether it corresponds with the 

research question. Bryman and Bell (2007) propose that inductive analysis is a thorough 

analytical method in that if one data set is inconsistent then further data must be collected. 

One of the main strengths of inductive analysis is in the researcher allowing the data to be 

true, in that the researcher remains free of preconceived ideas/expectations of the data and 

is working exclusively from the experiences of the participants which is the main drive of the 

analysis and can often provide unexpected insights and understanding of people’s 

experiences (Fielding and Lee, 1998; Chamberlain, 2013; Azungah, 2018). Bergdahl (2015) 

highlights a negative aspect of inductive analysis in that the experiences under analysis can 

have the potential to become repetitive and lost in translation when connections to previous 

research or theoretical perspectives cannot be found. This can be problematic in that the 

theoretical terminology used can lose meaning and not reflect or explain how things work. 

Strauss and Corbin’s (1990a, 1998) analytic approach is to systematically develop theory to 

explain actions, interactions or processes of a topic. In most cases the researcher will conduct 

a sizeable number of interviews in the field to collect data until categories are saturated and 

all avenues to add information are exhausted. For this research, the process of analysis began 

during data collection, notes were made by the researcher during interviews of similarities, 

keywords and experiences as well as interview recordings being replayed before transcripts 

were available to analyse. This enabled the researcher to identify early the starting framework 

of the coding process.  
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In GTM, constant comparative methods of data analysis are applied and the data coding 

process to identify major categories begins. Strauss and Corbin (1990b, 1998) and Vollestedt 

and Rezat (2019) categorise these as casual conditions that result in development or 

appearance of a phenomena (factors that caused the central phenomena); strategies (actions 

taken in response to the central phenomena); interviewing conditions (situational factors that 

influence strategies) and consequences (the outcomes from using strategies). From these 

categories a visual model known as the axial coding is developed. Selective (theoretical) 

coding was then used to develop a model that describes the interrelationship of categories. 

 

As noted above, there is an established process for classifying and identifying a central 

theoretical element that can be emergent from the core categories identified through analysis 

from the axial coding process. These occurring elements can appear through natural 

relationships of commonality between the concepts, similar occurrences or ideology, 

although this yields a lack of interpretation. The forming of categories begins from the first 

analysis of a transcript and increases when moving from one transcript to another (Gillham, 

2005). Categories should be descriptive and indicate the quality of the statements allocated 

to them to enable analysis to make distinctions with the data in order that differences can be 

seen clearly.  

 

Data analysis proceeded as soon as the first interview had been completed to draw out initial 

categories and sub-categories for analysis. Several keywords were identified within the text 

and then grouped into categories and sub-categories. Theoretical sensitivity and continuous 

analytical comparative procedures of grounded theory when applied to interviews, can 

progress beyond the data that is collected into a more conceptual level (Miller and Dingwall, 

1997).  

 

NVIVO 12 
GTM heavily influenced the design of NVIVO as a tool to assist in identifying patterns in and 

the recontextualization of the data to move from analysis to theory development (Bazely and 

Jackson, 2013). Grounded theorists generally conduct a preliminary analysis before 

incorporating any research literature to maintain the grounding of analysis and theory. The 

inclusion of existing theory is not excluded but is delayed to form a part of later theory 
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development with the aid of NVIVO. The organisation of interview transcription text into 

nodes and sub-nodes in NVIVO helps organise large amounts of data, link passages and 

connect theoretical concepts. A node represents a passage of text considered to be important 

(Gibbs, 2002). Dey (1993) proposes that the nodes should be a reflective mirror of the data 

as a way of aiding the analytical process.  

 

NVIVO training was undertaken to enable the researcher to make full use of the software in 

analysing and coding the data. Interaction with the data through NVIVO helped the researcher 

to re-engage and ‘see’ the experiences of the participants. ‘Seeing’ is the sensing of a 

previously observed pattern in the data pattern (Boyatzis, 1998).   

 

Coding 
Coding is the main analytical process in GTM and requires asking analytical questions of the 

data and categorising concepts to develop an understanding of the social world (Charmaz, 

2006; Maher et al., 2018). According to Charmaz (2006, p.45) coding “generates the bones of 

analysis” and shapes the frame from which analysis is built. She suggests that language 

informs what and how researchers code, as language carries meaning and forms the empirical 

realities and understanding of human experiences, as well as reflecting values and views. 

Coding is the naming of segments of text that simultaneously categorise, summarise and 

account for each piece of data. It is the initial step of moving data beyond narrative to analytic 

interpretation. It is achieved by extracting data into abstract concepts, systematically creating 

relationships to other abstract concepts and then theoretical concepts. Coding requires 

careful attention to enable researchers to develop a deeper understanding of participants’ 

experiences, actions and stories allowing comprehension of different peoples’ viewpoints and 

situations from the lines of interview transcriptions (Gibbs, 2002; Charmaz, 2006). This was 

found to be particularly relevant as it enabled the researcher to fully immerse themselves in 

the transcriptions to gain a thorough understanding of participants narratives, emotions and 

empowerment from taking part in the research.  

 

Open coding 
Strauss and Corbin (1990a) advise that open coding should begin with the researcher reading 

the texts line by line to identify and code ideas. The text should be constantly questioned to 
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identify and understand the who, when, where, what and why in the narratives. This is 

designed to raise awareness of any theoretical issues and discourses behind the text and 

develop sensitivity to the deeper theoretical layers in them. GTMs constant comparison and 

theoretical sampling techniques are useful in the early stages of analysis although it can be 

difficult to know what to code. To address this, each transcript was initially read line by line 

with areas of text highlighted and side notes made as a way of immersing the researcher in 

the text, providing a visual aid and making comparisons between the transcripts. During the 

initial phase of coding, a total of twenty- four nodes (concepts) were identified with thirty- 

seven sub-nodes (concepts) and seventeen sub-sub-nodes (concepts) as indicted below 

(Table 1). 

 

In Table 1, the arrows give direction as to which main concept contains the sub concepts. The 

first phase of coding identified codes relevant to the study question and seven concepts 

(PMDD, media representation of mental health, negative voice, causation theory, age at 

diagnosis and pre-diagnosis symptoms) which did not bring any value to being included in the 

current study were reserved for future study. A second sweep of the data to identify any new 

phenomena was completed but yielded no new concepts.  
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Table 3 NVIVO open coding nodes (concepts) 

Node Sub-node Sub Sub-node
Advice for professionals
Age at diagnosis
Awareness of BPD label stigma Dustbin diagnosis
Co-morbid diagnosis
Culture Health professionals General practitioner
→ Non-health professional
→ Professional hierarchy
→ Social acceptance of mental health
Diagnostic assessment Pre-diagnosis symptoms
Education of professionals Challenging perceptions
→ Lack of awareness
Experience led training
Gender
Impact of diagnosis Family/friend/services support after diagnosis
→ Information given on diagnosis
→ Self-education of BPD
Inappropriate professional behaviour
Loss of identity
Media representation of Mental health
Negative attitudes of BPD
Peer support
Personal insight of services
PMDD
Power of language Client
→ Patient
→ Service user
Re-classifying BPD Causation theory Family
Seeking a service in crisis
Self-empowerment
Service provision Activism for inclusion
→ Engagement by services
→ Exclusion
→ Impact on coping mechanisms
→ Impact on crisis distress level
→ Therapy provision
Stigma experience Negative A&E
→ → CPN
→ → Crisis team
→ → Friends and family
→ → GP
→ → Mental health services
→ → Other
→ → Paramedic
→ → Police
→ → Psychiatrist
→ → Therapist
→ Positive A&E
→ → GP
→ → Non NHS
→ → Paramedics
Validation by professionals
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Axial coding 
Charmaz (2006) suggests axial coding allows for the exploration of connections between 

concepts to bring to light any phenomena that may exist. She also states that the reliability of 

axial coding potentially limits what and how researchers learn from the worlds that are their 

focus of study and can subsequently restrict the codes that researchers construct. Corbin and 

Strauss (1990) cautiously noted that although axial coding provides a framework for 

researchers, that can either limit or extend analysis dependent on the subject matter and the 

researchers willingness to remain open. During this phase, the researcher studied the 

concepts generated to identify emerging phenomena through connecting open codes based 

on similarities. A total of five categories were identified as indicated in Figure 1. 

 

Axial codes 

Theme –BPD Stigmatisation awareness and experience 

Stigma experience negative (A&E, CPN, Crisis team, Friends and family, GP, Mental health 
services, Other, Paramedic, Police, Psychiatrist, Therapist) – Positive experience (A&E, GP, 
Non-NHS, Paramedic) – Awareness of BPD label stigma (dustbin diagnosis) – Loss of 
identity – Negative attitudes of BPD. 

Theme – The Power of language 

Identification (client, service user, patient)  

Theme – Service provision 

Engagement by services – service exclusion – impact on coping mechanisms – impact on 
crisis distress level – therapy provision – activism for inclusion 

Theme – Professional power 

Culture (health professionals – non-health professionals, professional hierarchy, social 
acceptance of mental health) – Inappropriate professional behaviour.  

Theme – Reclaiming power and identity 

Experience led training – peer support – self-empowerment – activism for inclusion – re-
classifying BPD – Education of professionals (challenging perceptions, lack of awareness) – 
advice for professionals – validation by professionals. 

Figure 2 Axial coding categories 
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Selective coding  
After developing axial codes, central themes or phenomena began to emerge. These 

emergent central themes give a way to narratively bring together the major conceptual 

elements of the study, a theoretical umbrella that unites concepts and enables the researcher 

to position their argument of the thesis (Charmaz, 2006). This is the final process of coding 

within GTM (Strauss and Corbin, 1990a). Selective coding is important to GTM as it increases 

a study’s explanatory power; in the absence of selective codes, axial codes become mere 

descriptive themes rather than explanatory categories. Selective codes are integrative and 

assist in telling a sound analytical story, add precision and make the analysis coherent and 

comprehensible (Charmaz, 2006). Glaser (2001) suggests that some researchers make errors 

in believing that core categories generate selective codes and suggest that they do not, 

instead they arise from researcher analysis of the core categories. After careful study of the 

developed axial codes, an emergent developmental theoretical framework was identified, the 

Dominant Identity Status Cycle (DISC) which provided the theoretical umbrella for the 

research.  

 

Limitations 
The first limitation to note is that the participants who volunteered were almost exclusively 

female. This was not surprising as BPD is predominantly diagnosed in females with a female 

to male gender ratio of 3:1 or 75% (Cartwright, 2008; DSM-5, 2013). Men are diagnosed with 

the condition however, it is thought they are often clinically misdiagnosed with narcissistic, 

schizotypal, anti-social personality disorder (ASPD) or substance use disorder which results in 

an inaccurate picture of the true extent of diagnostic rates for men.  Consequently, little is 

known about men with BPD, but it is estimated that within the general population around 

20% of men diagnosed with BPD can also present with co-morbid ASPD (Grant et al., 2008; 

Goodman et al., 2013; Robitaille et al., 2017). Studies on clinical populations, such as forensic 

settings, have found a high prevalence of men with the diagnosis (Black et al., 2007; 

Wetterborg et al., 2015). The gender divide in a BPD diagnosis has led to speculation as to 

whether the higher rate observed for women reflect sociocultural or biological differences 

between the genders (Skodol and Bender, 2003). More male participants would have 

provided a greater opportunity to compare differences of affect, cause and experiences of 

having a diagnosis of BPD between the genders. A small number of research studies (Sansone 
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and Sansone, 2011a; Robitaille et al., 2017) have been carried out on the male perspective of 

BPD, as might be expected within western culture where it is known men are generally less 

inclined to share or openly discuss emotional aspects of their lives.  

 

The second limitation is the lack of participants from Black, Asian and Minority Ethnic (BAME) 

groups. ETHNOS (2013), a research and consultancy agency, conducted a survey in England 

to determine the discrimination faced by people from BAME communities who used 

secondary mental health services. From a sample of 740 individuals from African, Caribbean, 

Indian and Pakistani/Bangladeshi groups, the research identified that BAME people 

experienced high levels of stigmatisation and discrimination: firstly, from their friends, family, 

and communities because of their mental illness and secondly, from mental health staff 

because of their mental illness due to race, social and cultural reasons (Rehman and Owen, 

2013). Not only would more BAME participants have provided divergent perspectives of 

issues around a BPD diagnosis but also how mental ill-health can be viewed as taboo and 

something to fear within cultural and religious groups and the impact upon this group from 

stigmatising attitudes within their communities. For example, the South Asian community in 

England still largely considers mental illness a taboo with stigmatising attitudes influenced by 

the older generations to protect family status and public appearance (Rehman and Owen, 

2013). Loss of status or appearance because of a family member with mental illness affects 

the entire cohort of family relations and can result in exclusion from the community, and 

damage marital prospects for younger generations. As a result of the taboo, there is fear 

about revealing mental health difficulties, and pressure to socially conform (Time to Change, 

2010). The stigmatisation and discrimination faced by BAME people could mean they engage 

less with support services and so did not hear about the research recruitment and, separately, 

the stigmatisation and discrimination could have been a potential deterrent to participating 

in the research.  

  

Finally, Covid-19 created unforeseen difficulties during data collection. At the time the first 

lockdown was implemented by the UK Government, the researcher was mid-way through 

data collection and at this point, participant recruitment rapidly ceased. The remaining 

interviews had to go online using platforms such as Skype or Zoom which was challenging 

because of the huge increase of demand on the internet from those who had to continue 
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working from home which resulted in limited internet operating speeds. Interviews were 

difficult due to connectivity issues at times which disrupted the flow of narratives. Lockdown 

was also difficult to adapt to for the researcher who lived alone and found this time 

increasingly isolating, impacting their physical and mental wellbeing and difficult for potential 

participants. 

 

The next chapter will present a reflexive account of the researcher’s personal experience in 

relation to stigmatisation of the BPD diagnosis and how this attributed to conducting this 

research.  

  



112 

Chapter 4. Personal reflexivity 
Researchers are active representatives in acquiring knowledge of events, narratives, and 

experiences of the research context.  Researchers do not just choose a topic to study, but as 

Hamdan (2009) states they also have distinct agendas in seeking answers to topics that have 

some sort of personal connection or interest. Reflection allows for researchers to identify and 

explore their position taken in conducting a study (Bukamal, 2022) and can be useful for 

managing emotions, boundaries and other complexities when undertaking research that has 

a personal connection. But reflection can also be uncomfortable in picking apart reasons, 

experiences and actions during the research process (Plummer, 2001; Ponic, Reid and Frisby, 

2010). Reflexivity, however, has received criticism from some academics such as Finlay (2002) 

suggesting the practice of it is narcissistic and self-indulgent placing the voice of the 

researcher above the voices of participants.  

 

The question I reflect upon here is how my personal experiences shaped my journey as a 

researcher during this study. Sharing my experiences and emotions, and opening myself up 

to the reader’s potential judgments of you it is difficult and emotionally uncomfortable work. 

This is by no means a judgement of my previous partner, but when you witness the person 

you love(d) in distress or having hurt themselves, it is painful to recollect. However, I am 

aware that my discomfort and pain provided the catalyst for me to undertake this study to 

address the stigmatisation associated with the BPD diagnosis. Despite this being an 

uncomfortable reflective process, my personal experiences have provided me with an 

opportunity to challenge and question beliefs and assumptions of the diagnosis that have 

been shaped by ways of thinking in frontline services or dominant cultures (Wilson, 2020). I 

will outline a short summary of why I wanted to address this subject for research and my 

experience during this PhD. 

 

Looking back on my experience of doing this study there have been challenging events which, 

at times, affected my ability to conduct this research. The first was the Covid-19 pandemic, 

which, as I live by myself with my two dogs, was a particularly isolating and lonely time. During 

this period, I lost four members of my family to various illnesses and, due to the Covid 

restrictions, I could not be there to support my family or pay my final respects, instead having 

to watch their final send-offs livestreamed by the church or crematorium.  More recently, as 



113 

I was preparing to submit my thesis for examination in the Summer of 2022, my beloved mum 

passed away the day before her birthday after a short and unexpected illness. She was my 

secure attachment, my rock, best friend, she gave me guidance and was always there when I 

needed a hug or wise word. This loss was mentally, emotionally and motivationally 

challenging. However, I remained resilient and persevered, not for myself but for the 

participants and my mum who was my biggest and proudest cheerleader. In light of the losses 

I have had, reflection on my emotions which make me feel vulnerable and in my experiences 

associated with this topic, it was necessary for me to protect my mental well-being and set 

an emotional boundary.  

 

The study of borderline personality disorder and personality disorders in general has been my 

area of interest and research for over nine years and so was the obvious topic to develop for 

my PhD. My interest began in 2005 when I started what would end up being a thirteen-year 

relationship with someone who had a diagnosis of BPD. Then I had little knowledge of the 

existence of personality disorders and their meaning, I expanded my knowledge and learned 

about how I could best support my partner. Everything I read however, whether from 

academic research or books such as Stop Walking On Eggshells (Mason & Kreger, 1998), was 

extremely negative, stigmatising and discouraging for anyone from interacting or being in a 

relationship with someone with the diagnosis. The language used to describe BPD as a 

condition and those with the diagnosis was inflammatory, describing them as emotionally 

erratic, dangerously impulsive, manipulative and self-destructive. However much I found the 

descriptions offensive, I reflected on how being described in such a way may impact those 

recently diagnosed and learning about the condition.  

 

During the relationship, I also became aware of how the diagnosis not only influenced 

professionals’ and services’ behaviour towards my partner but also towards me as ‘stigma by 

association’ (discussed in Chapters 6 and 8) and this became the particular focus of my PhD. 

As a further insight into why this study is focused on stigmatisation experiences by frontline 

services of the BPD diagnosis it is important for me to share my personal experiences. There 

are many personal experiences I could choose for reflection here, but for ethical reasons, 

protection of my boundaries and a desire to protect my ex-partners identity and wellbeing, I 

have been mindful in my choices and have selected three experiences which are the least 
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emotionally triggering to share. These relate to diagnostic overshadowing, stigma by 

association and stigmatisation by professionals in A&E.  These experiences highlight the 

importance of having lived experience people in frontline services and delivering educational 

training to improve knowledge and understanding. To fully explain the experiences, I will 

provide some background context. As I have personal connection with the research topic, I 

felt it important to discuss how that connection relates to my researcher status with 

participants but also as lived experience which guided me during my data collection. 

 

 

Insider-outsider status 
Insider-outsider status refers to whether or not the researcher shares a group identity with 

their participants (Bukamal, 2022). Merton (1972) classes an insider as a person who has a 

substantial amount of knowledge of a community and its members or pre-existing connection 

to the group they are studying due to their lived experiences (Gair, 2012). The insider/outsider 

status is operational when gathering research data when the researcher highlights that they 

have a shared understanding of experiences. However, familiarity with or knowledge of a 

community and its members does not give automatic acceptance to an individual once they 

are collecting research data. Insider status warrants caution due to the potential to create a 

sense of familiarity that can be too close to the research and at risk of filtering personal 

emotions and beliefs into their research (Chavez, 2008). Although shared status can have 

benefits, it also has the potential to impede the research process and close connection to the 

topic can influence the analysis of data leading to an undue emphasis on shared factors. I was 

aware that my personal experiences could cloud my analysis but the methodology used gave 

me the necessary, systematic tools to view the data as data and explore only what was there 

and not what I may have wanted there to be based on my experiences. 

 

My personal experiences situated me as an insider in the research process which I was able 

to use to help participants feel safe and supported to talk about their, sometimes painful and 

emotionally difficult, experiences. My standpoint was that if I wanted people to be open with 

me, then I needed to be open with them about my own lived experience to provide a source 

of connection and create an atmosphere of an informal conversation rather than a formal 

interview. Being an insider meant showing empathy and consideration in my questioning and 
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discerning participants’ emotions when describing an event because I could often relate to an 

element of what they had gone through and the impact it had on their emotional wellbeing 

and sense of self. My lived experience placed me in a unique position as a researcher and as 

a person participants could trust to write their reality with consideration. I also made a 

conscious decision to ensure that the language used in the thesis had no direct use of 

stigmatising narratives towards people with the diagnosis. 

 

As a researcher, I hold power over the interpretations I make with Bryman (2016) suggesting 

that likes and dislikes, past experiences, interests, and expectations are all acknowledged to 

play a central role in the research process. Power can manifest in different ways depending 

on the researcher. Therefore, Shai (2020) suggests that researchers question themselves at 

the beginning of their work, and throughout, to examine their position of power. My past 

experiences and interest in the subject of BPD stigmatisation were motivational in ensuring 

that the participant/researcher relationship was not a power imbalance but one of as near 

equal standing as I could create and as this subject was one with which I had a personal 

connection, I wanted to provide a platform to try and ensure that the voices of the 

participants, their experiences, thoughts and meanings were at the forefront of this study. 

This was very important to me as it is common, and has been since I started my journey of 

discovery of BPD, that research into the diagnosis is dominated by medical/psychiatric 

professional narratives which can be negative and maintain stigmatisation of the diagnosis. 

This was motivated by witnessing how people with a mental health diagnosis frequently have 

their voices silenced or their experiences, thoughts and meanings questioned and judged. An 

example of this is my witnessing of diagnostic overshadowing, which during interviews was 

also shared by some participants’ experiences and is outlined below. Conducting research 

undoubtably gives elements of power to the researcher which can influence the relationship 

between the researcher and the participants, how the study is conducted, what data is 

included and representation of the participants’ ‘voices’. However, critical reflection helped 

mitigate, to some extent, power differences between the researcher and researched (Naples 

and Sachs, 2000), as well as deepening interpretation and analysis.  

 

As a researcher I might be affected by, and affect, participants, so it was important during the 

fieldwork stage that I was mindful of my emotions after interviews and had support if needed. 
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It was also important that participants had a support network as well, in case anything they 

shared was emotionally triggering. Considering my position as a researcher I was also aware 

of the power element between the researcher and the researched. 

 

 

Diagnostic overshadowing 
I accompanied my partner to GP and hospital appointments to act as an advocate as each 

time she presented to health services with a genuine physical concern, it was her mental 

health diagnosis that would inevitably become seen as the cause of her physical concern in a 

process of diagnostic overshadowing. I tried to ensure that diagnostic overshadowing did not 

happen, and that her mental health diagnosis remained detached from her presenting 

physical health concerns. However, her mental health diagnosis was always the lead condition 

on referral letters from the GP to Consultants and she was aware of this as she received copies 

of referral letters to our home address. 

 

One example of this was during a referral to a Gynaecology Consultant after prolonged severe 

pain, heightened suicidal ideation and fluctuations in mood and ‘maladaptive’ management 

of those fluctuations. The GP inferred it was symptomology of her BPD diagnosis, but after 

much persistence and name dropping of the doctor she would like to see, the GP referred her 

to see a leading consultant based in London. On the first consultation he took her medical 

history and current symptomology and suggested a series of tests. It transpired that she had 

a condition called Pre-menstrual Dysphoric Disorder (PMDD) which is a very severe form of 

premenstrual symptoms (PMS) and each symptom associated with PMDD was what she was 

experiencing monthly. The mental and physical symptoms of PMDD are: 

Mental health symptoms - Irritability or anger, sadness, despair or thoughts of 
suicide, tension or anxiety, panic attacks, mood swings and crying often, lack of 
interest in life, trouble thinking or focusing, tiredness or low energy, food cravings or 
binge eating, trouble sleeping, feeling out of control. 
Physical symptoms - Cramps, bloating, breast tenderness, headaches, joint or muscle 
pain.  

 

Awareness and knowledge of PMDD at that time was still limited in General Practice. 

Unfortunately, the only plausible option, due to the severity of symptomology, was to have a 

full hysterectomy and Hormone Replacement Therapy. Undergoing this major operation is 



117 

difficult enough, but removing the opportunity to give birth was, for her, emotionally 

devastating and there was no emotional support offered despite repeated requests. So, I 

inevitably, became the main emotional support which was challenging and at times I did feel 

like an ‘emotional punchbag’. This was not her fault and I did not blame her, I was the only 

person with whom she felt secure and safe in offloading her emotions. However, I do think 

that we were both let down through the lack of therapeutic provision. Lack of access to 

therapeutic support and the negative impact of that was a point raised by the majority of my 

research participants.  

 

PMDD is something I think about in relation to whether there is a case of misdiagnosis 

between the PMDD and BPD diagnosis. The mental health symptomology of PMDD is very 

similar to that of BPD and most females’ symptomology of BPD begins around the time of 

puberty when hormones are in a state of flux, and hormones are the master of one’s mental 

and physical homeostasis. However, I am not suggesting that this could be the case for every 

women diagnosed with BPD, and obviously for men could they have a hormone imbalance 

also, but I do wonder about it. The next experience focuses on how close association to 

someone with a mental health diagnosis can cause others to question that associate’s 

character and mental health.  

 

Stigma by association experience 
As I would always accompany my partner to medical appointments as my partners’ advocate, 

I was made to feel that I was challenging the power and knowledge of the medical 

establishment.  As a result, I noticed that when I needed to see the GP for myself, their 

attitude and treatment started to change. When suffering from shortness of breath and heart 

palpitations for some months, I visited my GP, who was also my partner’s GP, on five separate 

occasions presenting with the same symptoms before they decided to refer me to a 

cardiologist. The cardiology appointment resulted in my being diagnosed with Ventricular 

Bigeminy and lifetime treatment using beta blockers. The GP requested a follow up 

appointment to discuss the outcome and the first thing she said was “Well you weren’t lying, 

were you?”. I was taken aback and felt insulted, responding in a harsh tone “Why would I 

lie?”. The GP could not answer my question and quickly moved the conversation along. After 

a few days of reflecting on what had happened, it became clear that I was now being treated 
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the same way as my partner and associated with mental ill-health primarily because I would 

actively support and advocate on her behalf. However, that experience returned to me and 

led to questioning myself whether I had unknowingly done or said something for the GP to 

treat me in that way. I also became angry and frustrated; I had only had a small taste of what 

my partner had experienced and kept on experiencing because of the BPD diagnosis. One 

participant in this research shared her experience of stigma by association whilst advocating 

for her neighbour. The sharing of her experiences unexpectedly provided me with some 

comfort and validated my own experience.  

 

The last experience I want to share is difficult and describes a visit to Accident and Emergency 

department. It is an experience that has always filled me with sadness, because of how 

distressed my partner was at that time, and my disappointment in the lack of care and 

empathy from the health service. 

 

A&E stigmatisation 
The experience occurred at a time when my partner was going through a very difficult time 

with PTSD symptoms including being in a constant state of hyperarousal, in part not helped 

by a lack of GP and mental health service support. My partners’ coping strategy for the 

emotional rollercoaster she experienced was self-harm in a variety of ways. One evening I 

was woken by my partner who asked me to take her to A&E as she had a large open wound 

in an intimate and sensitive place that required medical intervention.  

 

We arrived at A&E and explained to the front desk staff why we were there and took our seats 

waiting to be seen. After a few hours, a nurse called us into one of the cubicles and did an 

assessment, which meant disclosing her mental health diagnosis, and determined that the 

wound required stitches. I found the nurse’s attitude cold, unempathetic and uncaring 

although whether this was because it was a self-harm incident or due to her diagnosis was 

difficult to determine. The nurse finished the assessment stating that one of the doctors 

needed to see her. We waited for another two hours until a doctor appeared to assess and 

close the wound. His attitude was authoritarian, and my partner said it made her feel like she 

was wasting everyone’s valuable time and resources. He asked her why she had done it, and 

she explained her reasons which led to the usual response of, “Let’s get the mental health 
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team to see you before you leave”. She did not decline and said she felt some relief that she 

would get the chance to get some support.  Meanwhile, the doctor got the necessary 

equipment to close the wound whilst I exited the cubicle to wait until the stitching was done. 

After a short while, the cubicle curtain was drawn back and my partner was white as a sheet 

and I could see she had been crying. I asked what was wrong, to which she replied “Nothing, 

it’s just a bit sore, can we go home now?”. I persuaded her to wait a bit longer for the mental 

health team but after an hour we were both tired, and she was in pain, so we left. 

 

The next day I found out that the doctor had not used any anaesthetic before closing the 

wound. I was so angry and wanted to put in a formal complaint, but she asked me not too as 

she thought this would only cause her more trouble if she needed to go there again or if it 

was on her records. I later found out this incident was not the first time she had had this 

happen to her. This kind of experience, reflected by some of the participants in the study, and 

the lack of ethical treatment of self-harm wounds became such a serious situation that 

national healthcare standards were developed to ensure that this practice stopped. This is 

discussed in more depth in Chapter 6.  

 
Final thoughts 
I have always been an advocate for ensuring that people who are marginalised and treated 

unfairly should not be denied opportunity, treatment, or access to what can make their 

quality of life better. Mental health is I think one of those grey areas which will always have 

an element of social injustice despite positive actions to increase awareness and make it the 

‘norm’ to discuss amongst our peers. My ontology and epistemology naturally went together 

based on my own personal beliefs. People who are singled out because of a diagnosis which 

is deemed one of the troubled conditions, should be heard, validated, and their experiences 

recognised to set in motion a change within services.   As a social constructivist researcher my 

experiences allowed me to understand the participants’ experiences, the emotional impact 

and how that had shaped their reality and understanding of the world. I wanted to explore 

whether their experiences of frontline services had any similarities to what my partner had 

gone through, how they interpreted what they had experienced and how that made them 

feel. I could relate to everything they said and shared which ignited in me the overwhelming 

sense of injustice, inequality and lack of basic human rights that this diagnostic label imparts 
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to the holder of it.  I was able to share, in my understanding of their feelings, a genuine 

empathy when they remembered and discussed their experiences. Additionally, it enabled 

me to acknowledge their individual experiences, and encourage them to share certain parts 

of their life in the hope that they could make some difference. 

 

Sharing these experiences highlights a commonality of stigmatising attitudes and behaviours 

towards people with the BPD diagnosis. The experiences I offer here, although unique to me 

as an individual, are reflected in the accounts by participants of how they have experienced 

frontline services and professionals. Despite maintaining systematic and rigorous analysis, the 

findings in this study were what I expected, however, I had been hopeful that there may be 

indications of positive changes happening. I hope, as do the participants, that this research 

can make a small difference, or at least leave readers with questions as to why this diagnosis 

continues to be so stigmatised.  

 

The continuing development of my DISC theoretical framework represents a useful tool for 

services which can be implemented to change the narrative around mental health and 

behaviour and attitudes to mental ill health. The stigmatisation of mental health will continue 

to be an area of research for myself and other researchers in the pursuance of highlighting 

social injustice concerns, championing human rights no matter the diagnosis and 

guaranteeing access to needed help and support.  Lastly, without meeting my ex-partner I 

would not have had the opportunity to pursue this area of research which has been important 

to me, so for that I am grateful to her and to the participants for their time, honesty and belief 

in this study. 

 

The next chapter introduces a critique of the medical model of mental health and how it 

medicalises natural human responses to trauma including emotional distress and resulting 

behaviours. The medical model dominates professionals’ responses to mental health through 

the use of medical language jargon (‘symptoms’, ‘illness’, ‘treatment’), practice (diagnosis, 

hospitalisation, administration of drugs), and social factors (exclusion, stigmatisation, 

discrimination, identity).  The medical model of mental health is the foundation of the new 

theoretical framework, the Dominant Identity Status Cycle (DISC), to theorise why people 

with a diagnosis of BPD experience stigmatisation, social exclusion and discrimination.  
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Chapter 5. Critique of the Medical Model  
Psychiatric disorders are socially constructed through the medical model of psychiatry 

(McCann, 2016). The medical model of mental (ill)health medicalises a person’s emotional 

and mental states and potentially their distress. It ensures that psychiatric ‘expertise’ is the 

dominant ideology and allows psychiatry to maintain power, status and control over people 

with mental health conditions (Thoits, 2020). This control of ‘unpredictable’ and ‘disordered’ 

people enables society to ignore oppressive treatment towards them by excluding them from 

society (Thoits, 2020) by suppressing people’s behaviour. It also fuels the continuation of 

social inequalities and injustices for individuals with mental health diagnoses which result in 

exclusion, disempowerment, oppression and stigmatisation (Johnstone, 2014).   

 

Until its medicalisation, psychiatry was dominated by the Freudian psychoanalytic approach 

of uncovering subconscious thoughts. This focused largely on childhood experiences, dream 

analysis and identifying suppressed trauma (Horwitz, 2002). Psychiatric practice did not 

originally place much importance on diagnostic categories as reflected in DSM-I and the views 

of prominent psychiatrists like Adolf Meyer (Grob, 1991) and Karl Menninger (Mayes and 

Horwitz, 2005). DSM-I conceived of mental health systems as reflections of underlying 

dynamic conditions and reactions to difficult life problems. The understanding of symptoms 

as symbolic manifestations of life events became meaningful only through the exploration of 

the personal history of each individual. Psychiatrist Karl Menninger argued that separating 

individual mental disorders into discrete diagnostic categories with unique symptoms was a 

mistake (Mayes and Horwitz, 2005). Instead, Menninger viewed all mental disorders as 

‘reducible to one basic psychosocial process: the failure of the suffering person to adapt to 

their environment’ (Menninger, 1963, p. 325). He urged his colleagues to understand and 

explain what was behind the symptom rather than treating them. Thus, the institution of 

psychiatry was initially resistant to the medicalisation of mental health through formalised 

diagnoses and historically, many psychiatrists refused to prescribe medication (Mayes and 

Horwitz, 2005). While the medical model is considered by many to be a sound framework for 

understanding and treating mental disease, the interpretation between ‘well’ and ‘sick’ will 

never be clear and will continue to medicalise human responses to the difficult challenges in 

life and has no relevance for behavioural or psychological problems traditionally thought of 

as the domain of psychiatry (Engel, 1977).  
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Smith (2014) suggests that reliance on the medical model started with medical schools 

teaching the idea that the mentally ill have something wrong with them which can be cured, 

which was then repeatedly reinforced by doctors and patients and finally consolidated by the 

new classification system in the DSM-III (1980) which shifted psychiatry perspectives to 

believe the cause of psychiatric problems was brain chemistry and gene transmission and 

medication was the cure or containing force (Horwitz, 2002). As psychiatry could not stand 

out from other medical disciplines in relation to effective treatments, it instead became 

successful in the development and classification of mental health problems as illnesses 

(Smith, 2014). This process eventually culminated in diagnostic manuals such as the DSM 

(APS, 1994) and International Classification of Diseases (ICD) (WHO, 1992) with each updated 

version of both manuals adding newly classified illnesses (Kutchinns and Kirk, 1999). The DSM-

III standardisation of diagnoses was one tool in achieving the shift from ‘madness’ being 

caused by a person’s failure to adapt to their environment and interpretation-based 

psychoanalysis to standardized medical model diagnoses using specialised classifications (Kirk 

and Kutchens, 1992; Horwitz, 2002). Rӧssler (2013) argues that the mental classification 

system increases the number of mental illness disorders, but also lowers the threshold for 

psychiatric diagnosis or, due to restrictive diagnostic criteria, miss those who are truly 

suffering and in need of support.  

 

Psychiatry abandoned its roots as an intellectual paradigm and adopted a whole new system 

where classification became the speciality of the discipline and psychiatry transformed from 

a discipline concerned with insanity and madness to one concerned with creating normality 

(Herman, 1992a; Hale, 1995; Horwitz, 2002). Since psychiatry affiliated with the medical 

model, it has become extremely profitable with the dispensing of pharmaceutical treatments 

for medicalised life experiences and distress (Perez and Esposito, 2009). The use of drugs in 

treating mental ill-health are designed to modify behaviours, suppress difficult emotions and 

enhance productive behaviour that is beneficial to the economy and society (Perez and 

Esposito, 2009). Pharmaceutical and, in the US medical insurance companies, benefited from 

the medicalisation of mental health. Eighty percent of psychotropic medication prescribed to 

treat mental disorders in the US is prescribed by primary care physicians who receive limited 

mental health training (Mark, Levit and Buck, 2009) resulting in more overdoses and deaths 

from prescribed medication than from the misuse of street drugs (Cunningham, 2009). 
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The medicalised discipline of psychiatry has been critiqued by sociologists of mental health 

who have mapped its significant impacts on people with mental illness (Peters, 1996, p.218). 

The medical model pathologizes thoughts and behaviours that deviate from what is defined 

as functional, productive, or desirable. It, therefore, devalues the diversity of human 

experience and perception and is concerned with analysis, mechanical and chemical 

constraint, physicality (physical causes) and eradication, rather than understanding, empathy, 

support and a holistic approach to the body and self (Albee, 1975; Beresford and Wallcroft, 

1997, p.71).  

 

Critics such as Esposito and Perez (2014) argue that efforts to expand psychiatric diagnoses 

and classifications have led to the increased medicalisation of human life and behaviour 

resulting in potentially harmful interventions. Mental disorder classification is far from a pure 

science, and some suggest it is being moulded by political and profit driven directives aligned 

with the corporatisation of medicine and pharmaceuticals (Watters, 2010; Jasso-Aguilar and 

Waitzkin, 2012; Esposito and Perez, 2014; Whitely and Raven, 2015). However, resistance to 

medication-based psychiatry had waned by the 1980s with the release of new anti-depressant 

medication, serotonin-specific re-uptake inhibitors (SSRIs) such as Fluoxetine (marketed as 

Prozac) (Horwitz, 2002). Conditions, such as hyperactivity, which would have been viewed as 

a character flaw, were transformed into a diagnosis of disease and sickness (Conrad, 1975; 

Conrad and Schneider, 1992). The growing medicalisation in psychiatry and it’s ‘expertise’ in 

treating conditions of the mind, has affirmed its position as the legitimate authority of mental 

health, with psychiatry’s influence on the political, social and socio-economic arenas 

alongside the endless classifications of so-called mental disorders, making it the only 

profession capable of effectively treating these problems (Esposito and Perez, 2014). 

 

However, psychiatry also raises fundamental questions about legitimacy and whether forms 

of human suffering are best understood as disease processes. The medical model focuses on 

the biology of mental illness rather than the person and this determines how healthcare is 

delivered (Bleecher, 2009). Therefore, psychiatry is not focused on the person and their 

individual needs but rather on the diagnosis and control of symptoms. Psychiatric researchers 

have failed to demonstrate a biological substrate or laboratory marker for identifying mental 

disorders (Rӧssler, 2013) and thus there are struggles to defend or justify it as an authority of 
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mental illness within the medical model framework as it cannot demonstrate itself as a 

medical speciality that treats medical diseases (Breggin, 1993; Boyle and Johnstone, 2014; 

Johnstone, 2018). Despite, or perhaps because of this, diagnostic practice has become what 

Kovel (1980) describes as the holy grail of psychiatry and the key to its legitimisation. Specific 

and specialist diagnosis has become an important function within psychiatry as it helps to 

support the assumption that it is a legitimate branch of medicine (Cromby, Harper and 

Reavey, 2013). 

 

Psychiatry’s pursuit to be taken seriously as part of the medical fraternity, and it’s nosological 

(branch of medical science that classifies disease) turn, has resulted in a less than favourable 

past. One of the most repugnant episodes was compulsory mass sterilization in over thirty 

USA states of the mentally ill as they were deemed to be a degenerate part of humanity 

breeding at alarming rates. This, as Kaelber (2012) and Stern (2005) suggested, created an 

alliance between psychiatry and the Eugenics movement. In England, the Eugenics movement 

for mass sterilisation of the mentally ill had support but was never enacted (Luty, 2018). 

However, psychiatry appears to have developed and moved away from its past, but people 

are still being forced into situations and treatments that create physical and mental harm 

(Lakeman and Cutcliffe, 2016). 

 

Pilgrim and Rogers (1994) argue that psychiatry is still reliant on preventative detention and 

a range of hospital-centred biological treatments including the use of psychotropic medicine 

to control people’s behaviour. A person can be detained if they are experiencing a mental 

health crisis or deemed to be a risk to themselves or others and it is considered to be within 

their best interests. They can also be medicated to control behaviour.  

 

While the medical model is considered by many as a sound framework to understand and 

treat mental disease, it has no relevance for behavioural or psychological problems 

traditionally thought of as the domain of psychiatry (Engel, 1977). Szasz (1997) suggests that 

the use of the medical model for mental illness is misleading because if it is defined and 

accepted as the same as a physical illness, there is no rationale for adopting a non-medical 

approach. If a mental illness does not always show biological disease in the brain, then it does 

not warrant a medical approach to it. Szasz (1974) and Klerman (1977) argued that mental 
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illness was a socially constructed myth invented by modern society to explain the unwanted, 

weak, and vulnerable in our society and to deal with real occurrences of pain, distress, 

anguish, and disability with the use of drugs as a ‘chemical straitjacket’ (Szasz (1974). 

Sociologists such as Scheff (1966) and social psychologists like Rosenhan (1973) and Goffman 

(1968) criticised the medical model as a rationalisation of society’s attempt to deal with 

unwanted and abnormal behaviour. They proposed that the process of diagnostically labelling 

someone as mentally ill was one of the most powerful ways of controlling unwanted 

behaviour. They argued that the medical model served to reaffirm the responsibilities and 

roles expected of individuals role in society, and validated reasons for their isolation from the 

rest of society and contributed to the removal of autonomy, rights, and dignity.  

 

Since the 1980s there has been a significant entrenchment in viewing behavioural and 

emotional difficulties as a psychiatric concern and the use of drugs to control symptomology. 

Potentially this may have been driven by pharmaceutical seeking to profit from increased 

demand, and the development of new drugs. Francis (2013) argues that drug companies are 

unique in marketing both the cause and solutions for anticipated life problems convincing the 

medical authorities and individuals that mental disorder is caused by chemical imbalances 

and easily rectified with expensive drugs. This is evidenced by rates at which the use of current 

diagnostic classifications have grown; behavioural disorders have tripled in the last twenty 

years and depressive disorders have doubled (Francis, 2013). 

 

Children and young people, too, are increasingly pathologized for their natural struggles to 

find their identity, their way in life and the barrage of hormonal changes of adolescence and 

there has been a steady incline in the prevalence of diagnosed mental disorders amongst 

them in the UK. Childhood disorder diagnoses have increased forty-fold, Autistic Spectrum 

Disorders diagnoses, twenty-fold (Batstra, Hadders-Algra and Nieweg, 2012; Frances, 2013) 

and emotional disorders such as depression or anxiety have become the most prevalent 

diagnosed disorder in 5–19-year-olds accounting for one in twelve (8.1%) diagnoses in this 

population group in 2017 (NHS Digital, 2018).  

 

Categorisation of people by professionals as ‘mentally ill’ can (further) reduce an individual’s 

psychological wellbeing (Kravetz, Faust and David, 2000). Accepting of a psychiatric label can 
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reduce a person’s self-esteem and lower their social status. Professional normalisation 

encourages acceptance of a mental health diagnosis and can lead to accepting the possibility 

of an inferior status and stigmatised social status (Kravetz, Faust and David, 2000).  

 

Power and dominance of the medical model 
Historically the notion of power implies a measure of interpersonal control and influence with 

or without formal authority (Lupton, 1997). Power is the capacity to enforce the will of a 

person or group of people to alter the behaviour in others and bring about change (Turner, 

2005). Power is a significant factor in the interplay between mental and physical health 

services, and those that access and participate with them (Felton and Stickley, 2004). The 

medical model forces individuals to accept the ‘sick role’ and to accept an imbalance of power 

that exists between people and professionals. The concept of the sick role, first introduced by 

Parsons (1951) and said by him to be one of the most important components of the medical 

model in maintaing power and dominance, exempts people from the normal social 

responsibilities and expects them to cooperate in the recovery process, as determined by 

medical professionals, from their illness. If they do not comply, sanctions are used against 

them, even though they are not believed to be responsible for their illness. A diagnosis of BPD 

places people into the sick role. Critics such as Szasz (1960) have questioned the justification 

of applying the sick role to cohorts of individuals who have no biological brain disease but 

whose difficulties arise from emotional distress and/or traumatic experiences.  

 

Psychiatry has cleverly learnt to identify sick individuals, prescribe a treatment to cure or ease 

illness and predict an outcome of their illness; those labelled as ‘mentally ill’ are expected to 

be recipients of ‘medical’ expertise and treatment interventions whether they welcome it or 

not (Williams and Heslop, 2005). Those that challenge the hierarchy or promote their 

autonomy are classed as difficult to ‘engage’ with, putting the negative onus on those already 

positioned as more vulnerable and lower status in society.  

 

The superior power of health professionals is exemplified through their use of clinical and 

labelling language which can be difficult to understand and derogatory, thereby limiting 

people’s autonomy and their control over options for care and treatment (Lammers and 

Happell, 2003). Some examples of this use of language by professionals in health and social 
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care discussed by participants included terms such as psychiatric jargon which is alien to 

people’s everyday vocabularies and ‘service user’ which implies that a person has a lower 

status/less power than ‘service-providing’ professionals.  

 

Dominance of the medical model appears in the application of status labels to distinguish 

between mental or physical illness. People with physical illness are generally referred to as 

‘patients’ which implies temporary ‘sickness’ and is cure orientated. People with mental ill 

health are generally referred to as ‘service users’ which does not have the same temporary 

and cure-oriented connotations. The ‘service user’ label serves to remove a person’s 

individuality and can have derogatory implications and detrimental effects for the person it is 

applied to (Link, 1987).  

 

Medical power shapes the boundaries of what is appropriate, normal and healthy. It is, 

according to Lupton (1997), a disciplining power that guides people’s views on how they 

understand, experience, and regulate their minds and bodies. The medical model gives 

control to those who have and exercise their knowledge in their area of ‘expertise’ and 

positions advocates with lived experience of BPD as challenging and threatening (Felton and 

Stickley, 2004). Medical professionals are taught, via the medical model, that they know what 

is best for a ‘patient’ and patient involvement consists solely of compliance meaning that 

those who access and participate with services often have a limited influence in their own 

care. This creates a limitation in people questioning their care or treatment or suggesting 

alternatives (Felton and Stickley, 2004).  

 

This power relationship is hard to challenge, not just because of the less powerful status of 

the ‘patient’, but because medical professionals are the gatekeepers to treatment and 

support. Whereas people with BPD often attribute distress to life experiences or personal, 

social or other factors, the medical model applies scientific medical explanations which is 

reflected in the care and treatment on offer (Faulkner and Layzell, 2000). Receiving mental or 

physical health support is diagnostically driven, and due to the high levels of stigmatisation of 

the BPD label, many with the diagnosis are left without the help they need, are excluded from 

services or refused mental and physical health treatment altogether (Faulkner and Layzell, 

2000; Koekkoek, Meijel and Hutschemaekers, 2006; Ross and Goldner, 2009; Sulzer et al., 
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2016). As a result, services fail to meet the needs of those with a diagnosis of BPD or have 

developed exclusion criteria which makes access to service provision extremely difficult 

(Warrender et al., 2020). The failure of services to meet needs prompted the NICE (2009a) 

guidelines for the care of people with personality disorder diagnoses however, these 

guidelines were critiqued by Recovery in the bin’s (2017) “Not so NiCE guidelines” (2017) 

which highlighted that despite official guidelines, most services do not cater for personality 

diagnoses leaving the needs of people with a personality disorder diagnosis regularly unmet 

(MIND, 2018).  

 

To improve mental health services for those who experience exclusion, lived experience 

inclusion has provided the start of essential collaboration to identify and change decades of 

medical model domination. Despite real change being made across some health sectors, 

some inclusion work remains tokenistic and maintains the power and dominance of the 

medical model. Rutter et al. (2004) suggest that change made in service provision is generally 

moulded to serve the objectives of professionals rather than the people who access the 

services and Rush (2004) argues that professionals fear the undermining of their professional 

status and role and so limit how much influence people with lived experience get in co-

production roles. 

 

Critiques of the medical model have taken various forms. One, popular amongst professionals 

calls for the reform of medical practice to make clinicians more aware and sensitive to the 

psychosocial aspects of health and illness (Hogan, 2019). Proponents such as Gray (2009) 

suggest that medical intervention in areas like mental health are oppressive and stigmatising 

and should be focused on a social model of mental illness, as opposed to individualising 

treatment plans. As an alternative to the medical model, the social model is underpinned by 

an understanding of issues of oppression, exclusion and power and is based on the complex 

intricacies of health, well-being, and the value of lived experience (Duggan, 2002; Beresford, 

2005). Rather than the medical model’s focus on diagnosis, the social model of mental health 

focuses on a person’s needs and considers, as well as biomedical interventions, the social and 

practical support required. This framework allows for immersion into another person’s lived 

experience and their environmental, economic, and social world. It works on bringing 
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together all the various support networks available for people to feel and be empowered 

(Duggan, 2002; Williams and Heslop, 2005).  

 

The social model proposes that mental distress, such as hearing voices or self-harming 

behaviour, should be viewed as a survival strategy to oppressive situations (Duggan, 2002). 

Tew (2002, p. 147) aligns with the social model’s interpretation of distress by stating that 

“mental distress may typically be understood as a response to problematic life experiences. 

In one sense it may represent a deployment of the best available coping strategies that a 

person may be able to access”. In contrast the medical model places mental distress into 

categories of mental disorder and has a one size fits all approach to support and treatment 

instead of an individualised approach to understand potential life experiences accounting for 

a person’s difficulties.   

 

However, Hughes and Patterson (1997) believe that the social approach to mental illness has 

limited challenge to medical dominance as it has interwoven mental health within the medical 

discourse of understanding impairment. Albee (1975), influenced by the medical model 

exclusionists such as Szasz, believed that mental health problems or any form of disability, 

should be valued as a form of human diversity rather than an individual problem to be 

(medically) solved. He argued that the medical model inappropriately pathologizes people’s 

problems of living and called for alternative approaches that focused on social reforms that 

would be more supportive of individual differences rather than medical interventions.  

 

The dominance of the medical model in relation to mental health, and BPD in particular, 

places the emphasis on a narrow, one size fits all, framework of diagnostic treatment. 

Psychiatry’s pursuit of inclusion as a serious branch of medicine has left it restricted by the 

strict parameters it places on itself and its’ professionals in treating mental health as a disease 

in line with physical illness. The medical model’s interpretation of life difficulties, traumatic 

events or experiences as an illness result in a diagnosis being given that indicates or labels the 

‘illness’ of a person. Its only weapon to combat mental ‘illness’ is the control of patients 

through drugs, fear of exclusion, forced containment or withdrawal of services which are all 

harmful interventions against distressed people. The medical model and psychiatry’s 

dominance over the understanding and treatment of mental health has influenced how 
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professionals and society interpret, behave towards and treat those with a diagnosed mental 

health condition. The medical model’s ability to maintain power and dominance over 

vulnerable members of society has meant future physical and mental health doctors and 

nurses are taught knowledge that is discriminatory, derogatory, and stigmatising towards 

people with a BPD diagnosis. The next chapter will present the main findings of the research. 
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Chapter 6. Findings 
This chapter presents the main findings beginning with BPD stigmatisation in experiences of 

frontline services and professionals, followed by the power of language, service provision for 

people with a diagnosis of BPD, professional power and dominance and reclaiming power and 

identity. 

 

“BPD, those letters, they carry a lot of stigma […] But actually, it’s 
just a diagnosis” (Sarah): BPD stigmatisation and experiences  
Participants indicated that from their experiences they felt that BPD is one of the most 

stigmatised of all psychiatric diagnoses (Ferguson, 2016; National Alliance on Mental Illness, 

2017; Day et al., 2018): 

Helen: I’d say it’s probably the most stigmatised mental illness to have, whether that’s 
lack of awareness of what it actually is…the name itself is disastrous, really, really, bad. 
I can’t think that that would particularly help anybody. 
 

The measurement of stigma from the experiences of people with a diagnosis of BPD has 

received limited attention (Rogers and Dunne, 2011; Holm and Severinsson, 2011). In one of 

the few studies available, Horn, Johnstone and Brooke (2007) asked people with lived 

experience for their perspectives of a BPD diagnosis and personal accounts highlighted how 

professional stigmatisation left them feeling stereotyped, patronised, shamed, incompetent 

to make decisions, dehumanized and blamed for the way they are treated. Some psychiatric 

practitioners have questioned the continued use of applying the BPD diagnosis to individuals 

due to the associated stigmatisation towards this diagnostic group, as Ash shared “There is 

definitely stigma about the diagnosis, my psychiatrist said, or psychologist, I can never 

remember, said that, ‘borderline is an archaic term that should not be used anymore’. He said 

that it just shouldn’t be used, it’s out of date, its left over from the seventies, he said it’s not 

a term he’s comfortable with anymore”.  

 

“It’s even stigma in the people who are supposed to be the people helping 
you” (Louise): Negative attitudes towards the BPD diagnosis 
Despite an increased focus on the underlying causes of mental health conditions and mental 

health stigma, people continue to experience negative attitudes from some professionals that 

can have adverse effects on them and their support networks. Herman (1992a) argues that 
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that the BPD label is nothing more than a sophisticated insult which contributes to the 

continued stigmatisation and negative attitudes towards people with this diagnosis. One 

participant, Angela, experienced ‘stigma by association’ through caring and advocating for 

someone with a BPD diagnosis.  

Angela: I had endless meetings with them [Mental Health Trust], and they lied, and 
they patronized me, and they treated me like it was my fault for being involved. I’m 
saying, well if I’m not involved who is going to look after her?... the overwhelming 
burden on me, as I was the only person who actually seemed to do anything. 

 

Negative attitudes can perpetuate marginalisation of people with a BPD diagnosis, but also 

influence the development of organisational policy and practice delivery for this diagnostic 

group (Kealy and Ogrodniczuk, 2010). Global studies examining mental and health 

professional’s attitudes towards those with a BPD diagnosis, identified that they are the least 

popular diagnostic group and the most avoided in terms of interaction or treatment (Fraser 

and Gallop, 1993; Cleary, Siegfried and Walter, 2002; Markham and Trower, 2003; Black et al. 

2011). Rosa raised this point in the comparisons of more favoured mental health diagnoses.  

Rosa: I used to always hear like, bipolar is manageable and BPD isn’t manageable. I 
always hear that bipolar is like the, the best one to have, you know. Like, it’s easier 
because it’s, your mental health is scheduled, you know when you are going to be 
depressed so you can sort it out.  
 

The belief systems of professionals in mental and health care services towards people with a 

BPD diagnosis hold that they are not ‘really in distress’ and as one participant, Sara said, ‘kick 

off’ towards those that are trying to help them (Deans and Meocevic, 2006; Feldman and 

Crandall, 2007; Munro and Baker, 2007; Commons Treloar, 2009; Westwood and Baker, 2010; 

Bates and Stickley, 2012; King, 2013; Gras et al., 2015; Sukhera et al., 2017; Chartonas et al., 

2017), will continuously present with self-destructive behaviour and attempts on their lives. 

Corrine raised this perceived stigmatising connection between BPD and self-harming 

behaviour:  

Corrine: Stigma is extremely bad for BPD sufferers as the professional services see you 
as attention seeking person with behavioural problems. Self-harming as well creates 
even more stigma from these people. I have been made to feel ‘dirty’ for self-harming.  

 

The behaviour is interpreted as looking for attention, manipulate situations to get their needs 

met and purposefully antagonise others (Black et al., 2011; Burke and Greyner, 2013; Sansone 
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and Sansone, 2013; Wnuk et al. 2013). Helen spoke of her opinions on misconceptions of 

behaviour. 

Helen: You almost brace yourself and be particularly scared and that’s not being 
manipulative, that’s not, it’s a very different way of looking at it, if somebody’s got 
needs, they need those needs met. It’s not attention seeking, it’s help-seeking, a really 
subtle difference in language but a massive difference in interpretation in terms of 
what people do. People are in pain, people are distressed, people are traumatized, 
they perhaps will behave in ways that aren’t desirable, aren’t very nice.  
 
 

James and Cowman (2008) identified that 80% of mental health nurses in Ireland viewed this 

diagnostic group as difficult to communicate with and treat. Louise described her experience 

of negative attitudes from mental health nurses: 

Louise: I’ve been hospitalized in [mental health hospital] several times as a result of 
crises and stuff. The last time I was admitted…I was supposed to be there for a week 
and then I ended up getting sectioned and was there for seven months. So, it was a 
really, really, tough admission…I was stigmatised for my diagnosis even on a mental 
health ward. Basically, I was having a crisis at some stage and the one, one of the 
nurses said to me really exasperated, basically shouted at me, and said, ‘Look, Louise, 
there’s people here that are a lot iller than you are’,…I felt like I was just taking up 
space and wasn’t important […] So, it’s even stigma in the people who are supposed 
to be the people helping you, it’s like you can’t win. If the people who are supposed 
to be supporting you are kind of prejudiced against what your diagnosis is, then how 
are you are you ever going to get help? 

 

Markham (2003) found that healthcare nurses were more negative and displayed less 

sympathy to and optimism about people with a BPD diagnosis compared to other mental 

health diagnoses. Louise also discussed her experiences of healthcare professionals and 

provided a comparison of how negative attitudes of the BPD diagnosis between mental and 

physical healthcare professionals had impacted her. 

Louise: I feel like overall, the number of people who I felt stigmatised from in mental 
health is lower than general healthcare. So, generally, general healthcare 
professionals, I think, have less understanding than mental healthcare professionals. 
But, when I do experience stigma from the mental health care professionals it almost 
feels worse, because, and more extreme, because they are the people who are 
supposed to understand.  

 

The negative beliefs about/towards this diagnostic group fuel the active stigmatisation 

towards individuals from mental and health organisations and professionals in the care and 
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support that individual’s with the diagnosis receive. For some people not disclosing the 

diagnosis reduces the level of stigmatisation and increases help and support.  

 

“I’m very, very wary of telling anyone, friends, even like most of my closest 
friends wouldn’t even know that I’ve got it” (Sara): Not disclosing the diagnosis 
Stigmatisation towards the BPD diagnosis can result in some individuals maintaining secrecy 

about their diagnosis when seeking help or treatment for issues unrelated to their diagnosis 

or avoid seeking help at all for fear of having to disclose (Angermeyer and Dietrich, 2006; 

Mannarini and Boffo, 2015; Mannarini and Rossi, 2019). Three of the participants described 

how they have or would consider withholding their diagnosis due to previous stigmatising 

experiences.  

Louise: I try and withhold giving my diagnosis unless people ask for it specifically 
because literally, as soon as I give it, the treatment changes completely […] the last 
time I presented at A&E, when they asked me my diagnosis I didn’t tell them, I didn’t 
say I had BPD, I said I had CPTSD [Complex post-traumatic stress disorder] instead, 
because I thought I’ll see if it makes a difference and it did, it made a massive 
difference to how I was treated. They didn’t just shove me in a corner and leave me 
forever, they made sure they came back and spoke to me and let me know what was 
going on, and they weren’t, you know they didn’t have that look of disdain about them 
all the time. And they made their, their care was more trauma informed than it would 
if I had said that I had BPD, which was interesting because that, in terms of traumatic 
history, both of them have you know, features of traumatic history generally or they 
do in me anyway, to them, so actually they should be treating me the same way for 
BPD as they do for CPTSD but they didn’t. It really surprised me how much it changed. 
So, now if I present again I’m not going to say that I have BPD, I’m going to say that I 
have CPTSD. 
 

Helen: I wouldn’t say to any of my family and quite a few of my friends that I have this 
or, on the other occasions when I have told people (about BPD) they always think I’m 
talking about bipolar. Sometimes, it sounds awful, sometimes it’s easier just to leave 
them with that assumption. Because people either, don’t know what a personality 
disorder is or are actually quite scared and its horrible to know somebody really, really, 
well, be really, really, close to them and then to divulge something which is just, you 
know, some words that are meant to describe your difficulties, but they don’t describe 
your difficulties, they are actually really, really, disparaging against you as a person. 
Well, that’s what all the connotations are, I know it’s just a label and I know it can 
cover all sorts of things and I know that it could be interpreted very, very differently, 
but they don’t.  
 

Sara described her awareness of her parents’ possible reaction if they knew of her diagnosis; 
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Sara: I come from a family that were very, very emotionally repressed and the thought 
of having someone in their family who was labelled as this thing. I was very aware that 
they would see it as like, an embarrassment or something to be hidden away […] I 
think the kind of image of personality disorder that everyone has in their head, 
whether it’s subconscious or unconscious is like, the crazy ex-girlfriend kind of thing, 
and I’m very, very wary of telling anyone, friends, even like most of my closest friends 
wouldn’t even know that I’ve got it, have I told, I don’t know if I’ve told [her boyfriend] 
or not. I think I have, yeah, having said that, I don’t think he really knows what it means 
or will ever research it, he just knows that I am how I am… I don’t see it as something 
that I would kind of wear as a badge and tell people. I have met people that are like 
that, I’ve worked with people that are like that and it’s like, almost encouraging the 
sort of stigma, more than anything.  

 

“I’ve got countless examples, I don’t really know where to start” (Louise): 
Stigmatisation awareness and experiences 
Fallon’s (2003) research identified that people with a BPD diagnosis were aware of negative 

attitudes from professionals. Participants gave examples of their awareness and experiences 

of stigmatisation covering a broad range of professionals in physical, mental health and public 

protection services. Most participants described situations in which they felt discriminated 

against based on their diagnosis.  

Eloise: You do find like, you do find it all over the place, like this stigma attached to it, 
and it tends to be more, I find that it’s more with mental health staff that stigma, 
rather than the general public. The general public, if you say borderline personality 
disorder, they’ve got no idea what you’re talking about, they don’t tend to have a lot 
of stigma, but you find that there’s a bit more stigma maybe in like, police and 
ambulance staff and there’s a bit more stigma in A&E staff and then a bit more in like 
acute hospital staff. 

 

Sara: I definitely, definitely noticed a change, even from the first, from the psychiatrist 
I saw in London who actually diagnosed me. I felt he was so cold and clinical and 
doctor-like that that really actually made me feel frustrated, and like I say I’m a very 
calm and rational person, I don’t ever get angry but in that appointment with him I did 
get really quite frustrated, because I felt that, I would kind of tell him something and 
he would say it back to me but, he would twist it in certain ways or something like 
that. And I’d had enough by that point of people not listening and not getting any help, 
and I was so kind of, felt so abandoned by the NHS. 
 

Helen experienced a change in some professionals’ attitudes towards her before she knew 

that she had been given the diagnosis.  

Helen: Unbeknownst to me this had been on my records it’s just, suddenly a few things 
clicked into place, if that makes any sense? All the things I’d read that people might 
experience once they’ve been given this diagnosis, it just suddenly, I just suddenly 
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realized, when professionals had been very rude or very dismissive and tended to just 
ignore what I was saying, [there was a] massive fear of me ever becoming over-
dependant on services, the neediness, things like that. I just started to piece together, 
oh this is how they’ve framed me; this is how, the lens they’ve been seeing me 
through, certain people, not everyone […] now that I know, well if I’ve been labelled 
this then that’s why they expect x, y and z. Its confirmation bias isn’t it? Once you’ve 
got something in your head, you will look for certain things. That’s the only way I can 
describe it really.  

 

For those with a BPD diagnosis, stigmatisation by professionals in physical health care can 

adversely affect seeking care at time of suicidality, self-harm, periods of crisis, depression and 

anxiety (Lawn and McMahon, 2015; Sulzer, 2015; Hong, 2016; Mack and Nesbitt, 2016; Shaikh 

et al., 2017). Rogers and Dunne’s (2011) study on the experiences of people with a personality 

disorder diagnosis in an inpatient ward in England found that they received sub-standard care 

because of their diagnosis.  

David: You’re [made to feel] part of a cohort of dysfunctional people that clog up their 
system, that make their jobs very difficult when there are people that are accessing 
emergency treatment through no fault of their own, that need real attention and 
that’s what you’re essentially being told as well is that there are people here that really 
need care […] you’re in here taking up our time and we could be doing much better 
things with our time and I’ve heard that a few times as well, ‘well you seem together, 
you seem normal, and you look fine’.  
 

It has been established that for some people in a period of mental health crisis attending A&E 

departments are treated with a lack of dignity and care by staff (Anderson and Standen, 2007; 

Thornicroft, 2007; Ross and Goldner, 2009). Some participants shared experiences of 

healthcare support and treatment mapping people’s journey through A&E, triage, nurses’, 

doctors, treatment and discharge.  

Louise: There’s generally a kind of cut-off point, where people initially are really 
friendly and helpful and reassuring and comforting when you go to A&E, and then as 
soon as you find out their diagnosis then it all changes…as soon as you go to be triaged 
it, that initially starts with, ‘so, what’s brought you here? How are you feeling’, and 
blah, blah, blah, and I feel that there’s sympathy and understanding until the point 
where they ask, ‘what’s your diagnosis? 
 

Sarah: It was a few years ago now but I presented at A&E and they, I think I’d 
overdosed and I think they were, basically, they were kind and understanding and 
were like we are going to do this and that and the other, but as soon as they found 
out, they passed me from triage into, kind of, the actual hospital and the nurses found 
out what my diagnosis was. Basically, they shoved me in like, one of the little cubicles, 
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but, said, to each other, they said, ‘well no she can’t close the curtain, we need to keep 
an eye on her’, and you know, I could kind of hear them talking about the fact, about 
my diagnosis… 
 
Rosa: They told me the doctor will see you now, go sit in this room and the doctor will 
be there in a minute. The doctor didn’t turn up, and I understand what they were 
doing was moving me because the waiting room was too distressing for me […] But 
they moved me in a way, by lying to me, which was weird. And then what they did 
was, I fell asleep, because if you sit me still for long enough with nothing to do, I will 
fall asleep automatically. And the doctor came in, saw that I was asleep and just left 
me and then about 2 hours later came and woke me up and went, ‘do you feel better 
now love?’ and then made me leave. So, they’d sort of diagnosed me as just needing 
a nap and that was all they did.  
 

People self-harm for a variety of reasons, to manage anxiety, depression or frustration, limit 

feelings of alienation, dissociation or loneliness or to reach out when distress cannot be 

verbally communicated (Nixon, Cloutier and Aggarwal, 2002; Klonsky, 2007b; Koning, 

McNaught and Tuffin, 2017). One topic that was raised was the refusal by medical staff to 

dress and close self-harm wounds or pain relief. 

Eloise: I’ve had a consultant in A&E refusing to suture a wound that went down to the 
muscle because I was just going to go and do it again. 
  
David: I remember overhearing two nurses talking behind the screen and they 
obviously looked at my history, which was kind of self-harming, and said ‘All his 
admissions seem to be self-harming’, it was the first time I’d heard the expression, 
‘He’s a PD, he’s definitely a PD’ […] I was having my thumb reattached, I’d gone 
through a car window and they were looking at my medical notes where I had issues 
with addiction to opiates, so then they were essentially asking, ‘We’re not going to 
give you pain medication because we know you like that’. 

 

Refusal to close self-harming wounds is a violation of the National Institute for Health and 

Clinical Excellence guidance on self-harm (NICE, 2004) which states that analgesia should be 

offered to people who have self-injured, throughout the process of suturing and other painful 

treatments. Veysey’s (2014) research on discriminatory experiences described one 

participant having a laceration closed without anaesthetic by a doctor who justified it due to 

the participant being dissociated and therefore not feeling pain at the time.  
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“You just can’t win, even if you present as a normal physical [ill-health] 
patient, if people find out, you know, it changes” (Louise): It's not mental 
health, it’s physical health  
Stigmatisation of BPD silences people with the diagnosis and can lead to avoidance of 

healthcare services (Schulze and Angermeyer, 2003; Abbey et al., 2011; Stuart, Arboleda-

Flórez and Santorius, 2012; Ungar, Knaak and Szeto, 2016). Sarah said she knew people who 

were not believed or taken seriously because of their BPD diagnosis;  

Sarah: They had been [to see a medical professional] for physical things and have 
basically been told, not in so many words, that they’re making it up and its part of the 
BPD.  

 

Previous research suggests that ‘diagnostic overshadowing’ happens when a mental health 

diagnosis is accounted for as the main source of all other physical complaints or accounts for 

inadequate care and treatment of non-mental health concerns. This is said to contribute to 

greater risk of chronic, physical illness and increased mortality of people with mental health 

diagnoses (Druss et al., 2001; Thornicroft, Rose and Mehta, 2010; Atzema, Schull and Tu, 

2011). General practitioners are the main instigators, who do not consider presented physical 

symptoms as necessarily an underlying physical problem (Anderson and Standen, 2007; 

Thornicroft, 2007; Ross and Goldner, 2009; Van Den Tillaart, Kurtz and Cash, 2009).  

Louise: Even when I present with a physical problem, if they then found out that I have 
a mental health problem, and then what the mental health problem is, everything 
suddenly is all down to my mental health problem, you know, there’s not, I do, I have 
a chronic physical condition as well and I had to go to the hospital to deal with that 
when I was at the [hospital for severe and complex personality disorders] actually, and 
as soon as they found out where I was from, like, you know, if I said I was an inpatient 
there, they’re suddenly, ‘oh right, so you’re, you know, there’s nothing really wrong 
with you you’re just here because you’ve got some kind of personality disorder’. 

 

Some people with a BPD diagnosis experience direct stigmatisation from their GP. Reynolds’ 

(2017) Guardian newspaper article described this sort of stigma; one interviewee was told “I 

wasn’t ill, I was just a bad person; another two (GPs) didn’t know what BPD was…[and] asked 

me to explain it to them’. One GP was quoted as saying “GPs are the frontline of care in the 

UK but have a lack of knowledge of BPD despite seeing it regularly’.  
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“I felt dead. And that moment I knew I had no hope.” (Carol): Mental health 
services 
Lewis and Appleby’s (1988) study determined that psychiatrists held negative views towards 

people diagnosed with personality disorders who were seen as less deserving of treatment 

and care and this was more influential on psychiatrist’ attitudes than class or gender. 

Chartonas et al. (2017) found more stigmatisation amongst psychiatry trainees towards those 

with BPD compared with other mental health diagnoses. Louise described how she finds the 

impact is harder when stigmatisation comes from mental health services. 

Louise: I feel like, overall, the number of people who felt stigmatised from in mental 
health is lower than general healthcare. So, generally, general healthcare 
professionals, I think, have less understanding than mental healthcare professionals. 
But, when I do experience stigma from the mental healthcare professionals it almost 
feels worse, because, and more extreme, because they are the people who are 
supposed to understand. So, it’s difficult to kind of judge, I don’t know objectively, 
which is worse.  
 

Three participants discussed psychiatry interactions as being negative and/or stigmatising: 

Sarah: I had a psychiatrist who I saw, this was my last inpatient stay, which was 2016, 
I think. And he basically said that BPD wasn’t a mental health condition and he said 
that the reason I was having these symptoms was because I wasn’t eating properly 
and my weight was low and put me on mirtazapine and olanzapine, purely to make 
me gain weight. I refused olanzapine because it’s an antipsychotic, I’m not psychotic, 
don’t give me that […] And then he said, ‘And anyway if you’re going to kill yourself 
you’re going to do it anyway so just go off and do it’…he was a knob…he was very, very 
like that with all BPD patients.  

 

Helen: It was an appointment I wish I honestly hadn’t gone to because I felt much 
worse when I came out…he didn’t care, he wasn’t interested…very dismissive, not 
remotely bothered that I was crying, not remotely bothered that I went out of the 
room distressed. 

 
Whilst in a mental health hospital, Carol 

Started to uncover things that had been successfully buried, covered over […] When I 
found myself eventually being able to start talking about things, I was called a liar [by 
psychiatrist] […] because as far as he was concerned it couldn’t possibly be true. He 
was the registrar, he was a clever psychiatrist, I was a, just the slightly hysterical nurse. 
Because I was unravelling and unpacking all of this stuff at the time, it started to come 
on its own. It was recurring dreams, frightful nightmares while I was in hospital…I was 
frightened…I knew I was uncovering something I didn’t want to re-experience […] The 
consultant psychiatrists said to me ‘there’s a show on in the West End at the moment 
called Billy Liar’ he said ‘I think you ought to go and see it, so that you can learn what 
a big mistake it is to go through life making these lies about people who care for you’. 
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Everyone in the room laughed, everyone […] I know on one dreadful occasion, I went 
into a case conference and they’ve got my father, who was my abuser. They’d found 
him, tracked him down and got him there and I was invited by this room full of people, 
I was invited to question my father about the things I’d been talking about […] I felt as 
though I’d been killed… It was as if I’d just been quietly put to sleep.  
 

Psychiatrists negative and stigmatising attitudes of the BPD diagnosis can and does influence 

other mental health professionals as explored in the next sections. 

 

“I don’t actually like working with people with your diagnosis” (Sarah’s CPN): 
Psychiatric nurses 
Markham (2003) found that mental health nurses are more negative and display less 

sympathy and optimism towards the BPD diagnosis compared to other diagnoses like 

schizophrenia or depression. Nurses viewed people with BPD as more dangerous prompting 

increased social rejection towards them (Markham, 2003).  

 

Two participants described negative and stigmatising attitudes from community psychiatric 

nurses assigned to their care. Corrine described a community psychiatric nurse trained in 

personality disorders “very short with me and totally uncaring” whilst Sarah’s CPN made her 

dislike of people with a BPD diagnosis known. 

Sarah: She was saying ‘oh you’re doing really well’ and stuff like that, and I’d said to 
her that I’d been struggling with the eating disorder symptoms, because I’d got the 
BPD stuff under control a little bit. But because of that I was struggling with really 
strong urges to restrict what I was eating, and all this kind of stuff and I was worried 
that it was going to spiral out of control and stuff. And she just looked me up and down 
and went ‘oh well you’ve got room to lose a bit of weight haven’t you’ and then 
basically told me that she was going to discharge me.  
 

Unequal care and treatment or change in support can perpetuate periods of crisis and distress 

with people seeking the help of crisis resolution teams. However, crisis teams can also hold 

stigmatising beliefs of the BPD diagnosis influencing their care of people.  

 

“The crisis team members have shown no concern for your welfare” (Corrine): 
Crisis resolution teams 
Crisis resolution teams were introduced in England 2000 to prevent or minimise harm when 

in crisis. However, often people do not experience the best working practices or support 
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(Lloyd-Evans et al., 2018). Some individuals in distress, they have been advised to ‘take a bath’ 

or ‘go for a walk’ as self-soothing or distraction techniques or are simply made to feel that 

they are attention seeking (Mental Health Today, 2018; National Elf Service, 2018). 

Corrine: Except those times when I had been sectioned the crisis team members have 
shown no concern for your welfare. It was like them slapping your wrist, telling you to 
go home and get on with your life.  
 

Angela described a similar experience from someone she had been supporting through talking 

on social media: 

Angela: She contacted me via social media, she said, ‘I just want to talk about my 
experiences’, I said, you know, great, whatever, sometimes an extra ear is brilliant for 
people. And she had a habit of throwing herself off quite low-level bridges, but hurting 
herself, you know. The crisis team knew this, she was in an absolute desperate state, 
she phoned the crisis team and they told her to go for a walk. So she said I did and 
threw myself off a bridge and I broke my back. So, the other thing I would say another 
thing massively under-looked at is the fact that they treat people with mental illnesses 
as though they are stupid. They’re not stupid, they’re ill…I have heard a lot of people 
who have been in crisis say that their conversations with the crisis team are enough 
to tip them over the edge to actually go and commit suicide.  

 

Angela had several interactions with the crisis team whilst caring and advocating for her 

neighbour who had episodes of severe crisis, self-harm and multiple attempts to end her life 

when her care and support was changed or withdrawn by the mental health trust:  

Angela: They didn’t care. I asked the crisis team one day, or the care coordinator one 
day, what would you do if you lived next door to her? And she said that other people 
would shut the door on her, I said no, I’m asking you as a human being, what would 
you do if you lived next door to her? And she just said that other people would shut 
the door on her…three and a half years, solidly, I had endless meetings with them, and 
they lied, and they patronized me, and they treated me like it was my fault for being 
involved. I’m saying, well if I’m not involved who is going to look after her? 
 

In another incident the crisis team missed multiple opportunities for crisis intervention for 

her neighbour. Afraid of violence from the neighbour they involved the police as a calming 

measure which exacerbated the situation: 

Angela: The trouble with [crisis team] is they say there’s a crisis team, but there’s been 
thirty-two plus incidents they’ve failed to prevent a crisis from happening by ignoring 
it, and it would escalate and escalate and escalate and escalate and still they would 
ignore it. And then they couldn’t ignore it, but rather than sending somebody into 
section her, they would send the police in, which you know, you’re in a highly charged 
state, you’ve got eight police officers on your door and all their radios are going off 
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and they’re walking up and down…It’s not their fault, but that’s how they operate, and 
it escalates and exacerbates situations. There is not one incident that she was involved 
with that couldn’t have been prevented with early intervention, not one.  

 

“Fundamentally I had to talk the police officer down into a calm state” 
(Angela): The Police 
Individuals who experience states of extreme mental distress can have an elevated rate of 

engagement with the police (Hallett et al., 2019). Mental health crises have become more 

common in society, the police have been forced to adopt healthcare roles on top of law 

enforcement. Despite increased attendance at mental health call outs, policer officers’ 

awareness of mental health conditions is limited (Baker and Pillinger, 2020). For some 

individuals (including those with a diagnosis of BPD), interaction with the police is far from a 

sympathetic experience. Martin and Thomas (2015) found police officers expressed anger, 

frustration and powerlessness at the amount of resources and police time taken up by people 

diagnosed with a personality disorder. Negatives views related to the BPD diagnosis, included 

the ideas of people with the diagnosis behaving badly rather than being in distress. Some 

participants described their interactions with the police when they were in vulnerable states: 

Sara: The police showed up and I’d just taken this overdose, my friend was with me, 
and they just came and saw someone was with me and then left and were like, ‘oh 
well, if you need any help go to A&E’, and I was like, ‘Well no I won’t because I want 
to die, like, why would I go to A&E for help?’ And they just left. […] it’s not even that 
it’s happened the once, it’s happened again and again. 

 

Eloise: I’ve had all sorts, I remember having a situation where I was with the police in 
A&E and I was really quite upset and there was something quite traumatic happening 
around me at the time and the policeman just went, ‘Stop it you silly little girl, there’s 
really poorly people here’ and stuff like that.  
 
Corrine: [During a period of crisis, I had] taken overdoses as well as severely cutting 
myself that has required myself attending A&E. On all occasions the police became 
involved. When I am in such a state I am usually confused and scared and on each of 
these times the police have handcuffed me despite some protest from my then CPN. 
I have been sectioned a few times and have had different experiences with the police 
in attendance.  

 

The use of physical restraint can be terrifying, humiliating and trigger psychological trauma 

for those with past trauma. Physical restraint has increased in England and Wales; in 2018-19 

there were 56,000 incidents with 13% of them against people with a mental health condition 
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(Home Office, 2019). When police officers become involved, it can be frightening for those 

already in deep distress and can make a situation more charged.  

Angela: There were instances that required a police officer to draw a taser [on her 
neighbour], she had a knife, so, and she was off the wall, I mean completely off the 
wall. I would say absolutely one hundred percent had I not been there he would have 
discharged it and she would have been killed because her BMI was thirteen or 
something.  
 

The use of force is further increased by a person’s ethnicity and more likely to be used against 

people from marginalised ethnic groups (McLeod et al., 2017; Rossler and Terrill, 2017; Baker 

and Pillinger, 2020).  

 

To conclude, negative attitudes of the BPD diagnosis can perpetuate the marginalisation of 

people with the diagnosis and can influence professional’s interactions and limit access to 

support. Physical, mental health and public protection services hold stigmatising beliefs and 

working practices towards this diagnostic group, people with the diagnosis are aware of the 

stigma resulting in fear and concern of accessing and participating with them. As a result, 

withholding the diagnosis is an option for some to get fair and equal treatment and support. 

The participants’ experiences show that there is a lack of knowledge and understanding of 

the diagnosis despite people with BPD being considered high ‘users’ of services. Improvement 

of professional training on mental health would assist in reducing the level of stigmatisation 

would greatly benefit people with the diagnosis.  

 

The Power of Language - Can the language we use make a difference 
in health and social care practice?  
Heffernan (2006) explores this question arguing that in relation to health and social care 

practice, practitioners as well as social scientists need to understand the social construction 

of language, terminology, and how it develops and is used within professions to identify 

individuals that come into their services. Language and words can have a significant effect on 

the lives of people, can carry positive or negative meaning and can be used as way of subtly 

conveying power and dominance over others. Ash highlighted why it is important that 

professionals are aware of their choice of words, how it is conveyed and subtleties when 

working with a person with a BPD diagnosis.  
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Ash: With borderline you’re always having to pick because you overthink so much 
about everything. You’re always having to look into things that you think you’ve 
missed, all the time, so using language that is clear and concise…that doesn’t have 
emotional ties to it. 

 

Language evolves over time and influences the way we think, feel, see and ultimately act. 

Boroditsky (2011) and Whorf (1956) suggest that language influences our thinking and that 

attentional biases (paying attention to a negative aspect of a person’s character while 

ignoring positive attributes) arise from frequent and habit-forming use of words or 

terminologies (Boroditsky, Schmidt and Phillips, 2003). Language can make more prominent 

particular attributes or qualities in an individual (Wolfe and Holmes, 2011). In direct relation 

to mental ill health, negative words can be patronising, stigmatising, derogatory, categorising 

and excluding whereas positive ones can express equality, affirmation, worth, validation and 

respect (Richards, 2013). Ash explained how the use of words used by a paramedic responding 

to her call for help made her feel not worthy of being helped.  

Ash: ‘oh you’re nice and small doesn’t look like you can do too much damage’… he 
[paramedic]thinks I’m an animal, he thinks I’m a failure as a person, I don’t deserve to 
be given treatment, I don’t deserve to go to hospital, I’m not bad enough….maybe 
being in the job you get desensitized to things, you see such crazy behaviour and stuff 
but you see a 19-year-old girl shivering with no coat on trying to kill herself and you’re 
like, ‘oh it’s just another Tuesday’ type of thing, but actually you need to remember 
that, you know, if that guy hadn’t of turned up that could’ve been the day that my 
parents dealt with my suicide. So, they need to remember the gravity that their words 
can have. 
 

Language can be influential based on the weight given to specific words and the social position 

of the speaker and definitions that are socially constructed. To address the derogatory 

language used in mental health, The Royal College of Psychiatrists developed the ‘Core Values 

Report’ (2017) to improve working practice in the delivery of mental health care and the 

constructive use of language across the health sector. The report outlined eight core values, 

one of which to develop constructive language rather than destructive language, through use 

of person-first and inclusive language. Recognising the person first before their diagnosis, 

illness or disability, they believed leads to a more accomplished process in delivering person-

centred care (Richards, 2019).  
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“My preference would be a person with BPD” (Corrine): See the person not the 
diagnosis 
Person-first language separates an individual’s identity from any diagnosis, disability or 

chronic condition; it maintains that individuals are people first and not a diagnosis or a label 

and emphasises strengths and qualities rather than limitations and illness (Granello and 

Gibbs, 2014). Previous research with people with a diagnosis of BPD has highlighted how 

people should be seen as an individual (Kverme et al., 2019). Person-first language can convey 

respect and is a starting point for addressing the discrimination and social exclusion that 

people with a BPD diagnosis can experience.  

 

Labels for those that access and participate with services conjures up different identities, 

relationships and power dynamics. The use of labels to define individuals with a mental health 

diagnosis solely by their diagnosis results in increased stigmatisation within medical and social 

structures. Labels given to those with mental ill health hold a lot of power, as well as 

influencing professionals’ responses and working practices. Labels can result in exclusion, 

discrimination and marginalisation and stereotyping an individual stripping away their 

identity and individuality. 

 

Participants were asked about the use of language and terminology within services, how they 

wished to be identified and referred to by professionals and services and their thoughts on 

the use of identifying labels such as service user. 

 

“It really diminishes us as people and it’s really derogatory” (David): Service 
user 
The term ‘service user’ is the most commonly used in frontline health and social care services 

for individuals with mental ill health (McLaughlin, 2009). The term is used as the main 

identifier of individuals who seek out help and support. It is a one size fits all label which 

according to Heffernan (2006) is meant to imply collaboration between the individual and the 

organisation. However, the term ignores all the other things a person does which makes them 

who they are a as a person. Hutchinson and Lovell’s (2012) participatory action research with 

statutory mental health services found that statutory services had minimal regard to the 

identities of people beyond the ‘service user’ label and unwittingly maintained negative 
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impacts of mental illness. The term also does not identify which service(s) are being accessed. 

Thus, it can be argued it inaccurately homogenizes a vast group of people within society, what 

is also known as a marginalised identity and eradicates a humanistic approach to care and 

support (Meleis and Im, 2002; McLaughlin, 2009). The service user label has remained largely 

unquestioned by professionals, social scientists and academics in the UK, but one critic Pugh 

(1996), argues that the term could be described as more oppressive than liberating and 

categorises people through a common characteristic and obstructs their individuality whilst 

creating a power divide between them (service users) and us (non-service users). A further 

criticism of ‘service user’ raised by McLaughlin (2009) is it disregards those unable or refuse 

to access services over concern of being stigmatised.  

 

In his interview, David expressed strong feelings about being identified as a service user and 

described how it held negative connotations:  

David: Yeah, because I hate the word a ‘user’, it has such negative connotation, like, 
you think I’m using you? Another, it sounds very manipulative again doesn’t it? You’re 
someone that’s draining something from someone, taking something […] I don’t think 
it has any place in society. 

 
Corrine described how the term service user lacks recognition of a person: “I am not sure that 

I really like the title ‘service user’ as it does not necessarily acknowledge the individual, just 

the need”. Ash also spoke of her dislike of being identified as a service user: “I didn’t like 

service user, it’s just the word user, being you know, when you’re borderline you get accused 

a lot of being manipulative and being a user”. Sara described similar feelings to Ash, stating 

that a ‘service user’ has a lower status than other people. “I can understand why there is a 

need for a collective term of people that use the services…but I can also see that it doesn’t 

feel particularly positive, or nice to people at all”. 

 

Sara suggested that umbrella terms for those who access services isn’t necessary and in her 

work she is mindful of using person first language.  

Maybe there isn’t a need for a term for it, maybe it’s just people who present at A&E…I 
guess from a point of view of like writing research papers and stuff, sometimes you do 
need a collective term that describes people, especially if you’ve got a short word 
count. But then, I’ll always try and put, you know…the BPD population or stroke 
sufferers or something…put the person before the thing.  
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In contrast, Eloise described a preference for the term ‘service user’ saying “Yeah, I think 

service user’s good because it encapsulates a lot of things like patient, client, like patient, a 

lot of people are like ‘well I’m not if I’m in the community I’m not a patient’. So, that’s why 

service user is useful”. Rosa shared how “service user” means they are able to recognise and 

identify with others as well as share experiences and feel part of a community.  

Rosa: I was a service user. I definitely was and I was proud of it. And I was proud to be 
engaging with other service users, but I don’t think that’s because it’s the best word I 
think it’s because it’s the best one out of the ones we had at the time. Yeah, because 
you’ve basically got that or patients. So, we’re going to have service users. I don’t know 
if I’ve found one that is my preferred one yet.  
 

Despite professional critiques and participants opinions of the service user term and the 

negative connotations it implies, organisations continue to embrace ‘service user’ as an active 

and positive term. 

 

Participants also felt that the word ‘user’ held a strong negative association of a person who 

is addicted to drugs, one who exploits another (Dunne, 2010) and the myriad of all other 

derogatory terms.  Lucy, Sara and Ash said how they think of it as using drugs when they hear 

the term. 

Lucy: Well a user is like drugs…I wouldn’t want to labelled with service user.  
Sara: Sounds like a drug term doesn’t it?. 
Ash: When you hear the word user what do you think of? Drug using or its abuse.  
 

Rosa describes her thoughts about the use of ‘service user’ when delivering the Knowledge 

and Understanding Framework (KUF) training and the negative perspective she has of the 

label as well as professionals lack of awareness of the terminology, “User is very, drug-like to 

me. Like, you’re a user of heroin, like that kind of thing. And there is a lot of stigma attached 

to people who use drugs. Yeah there is something about it that’s not two-way, it’s not 

engaging, that kind of thing”. 

 

The negative associations of service user and drug abuse highlights that services and 

professionals can wrongly apply judgements to a person’s character and limit access and 

resources to people that are seeking help and support.  
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“We’re not consumers, we don’t get to pick and choose really. You get what 
you’re given and sometimes you’re not given what you need” (Helen): Service 
user autonomy and choice? 
There has been focus over the last twenty- five years to give people choices in the services 

they wish to receive. Approaches to care, such as the recovery model, advocate for greater 

involvement, increased personalisation and facilitating choice over treatments (DoH, 2001). 

Service user choice has been set out in best practice guidance, with service organisations 

guided to involve individuals at every level (Papworth and Walker, 2008) based on 

government policy that people have rights and preferences and rely on a system which 

supports their individual needs (Department of health and Social Care, 2021). However, in 

reality, this has not always happened. Whilst the term implies that individuals have some 

choice over the care and treatment they receive when the stark reality can be that there is 

little or no choice at all, but rather the service user must accept whatever is offered. Carol 

and Louise for example, highlighted that the term ‘service user’ does not describe their 

experiences of choice and autonomy in services and treatment.  

Carol: I discovered this term service user, and I didn’t know what it meant, it didn’t 
make any sense to me. It implied that you have some sort of choice over what you are 
going to use. I’ve never really like it or approved of it but I always thought of myself as 
a patient which isn’t, not the word I’m looking for, not subjective, its not pejorative 
its, it doesn’t mean that you’re just powerless and silent and you just take what’s given 
to you. 
 
Louise: It implies that we’ve chosen to use that service, when actually you don’t get 
to choose what service you use…so I think service user suggests that you have a choice 
in what you use, when most people don’t have a choice…I don’t like the fact that it 
sounds like we are using up resources. I don’t like it from that aspect.  
 

Additionally, Eloise believes that service user can misrepresent a section of people who in fact 

never to get to work with or access services because of excluding criteria set by service 

providers. 

Eloise: Service user also doesn’t cover the fact that some people aren’t, don’t ever get 
to use services and that’s through no fault of their own.  
 

The research participants shared their opinions on what they preferred to be called as an 

alternative to the ‘service user’ label, identifying that client and patient where the preferred 

terms. 
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“Calling them clients was just reminding us as staff, we are here for them, we 
are not here for anything else” (Ash): Client 
A small number of participants identified with the use of being called a client as an alternative 

to ‘service user’. For them it represented a more empowered perspective on the interactions 

between a person and physical/mental healthcare providers. Although David would ideally 

rather be identified from a more person-centred approach, client was preferable, “I mean I 

prefer the word client…for me, I’d prefer to be addressed just as me but people have to make 

it official to say that this is how we refer to people that we provide services to, and yeah, I’d 

prefer to be known as a client”.  

 

The use of client can also be an established reminder for professionals on their role within 

practice, as Ash described her experience of working within the health and social sector saying 

“When I was a support worker we called them clients and I thought that was better because 

we were working for them and that was the way it needed to be.” Although Ash had worked 

in mental health support services, when she was receiving support from mental health 

services being personally identified as a client felt “hoity toity, it made me feel like I was 

paying for Bupa or something when I wasn’t”.  

 

However, being called a client can for some still imply a ‘user’ element as well as indicating 

that an individual has a choice over when they are accessing a service Louise said, “I don’t 

particularly like client either, because again that seems to put an element of choice in, like, 

I’ve chosen to be there”. So, although client presented as a better alternative it still had 

associations with the negative connotations of ‘using’ a service. For some of the participants 

another alternative in being identified as a patient within medical settings and periods of 

being unwell which required support felt more applicable. 

 

“Because you are a patient, you’re there because you’ve got a problem, you’re 
there for some treatment” (Helen): Patient 
Historically people who required medical support or treatment were invariably identified as 

a patient. The Patient Rights Act (2011) recognised that this terminology did not differentiate 

between physical or mental health problems and entitled individuals to the same rights 

regardless of need according to Christmas and Sweeney (2016). Carol described, from her 
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past experience as a registered nurse, how there was an element of respect within 

professional practice towards those identified as patients. 

Carol: I must say I prefer the word patient, but I always have, and I suppose that’s 
because I’m a nurse as well. And I trained in the sixties, so I go back a long way, when 
patients were actually accorded a lot of respect. Because they were the people that 
the service was there for.  
 

Gradually, as society and health and social care practice moved forward, the use of patient, 

became synonymous with physical health medical settings. For some of the participants there 

is no difference between physical and mental ill health. Louise said for her being called 

‘patient’ had an element of reducing shame in identification by others. 

Louise: Personally my preference is just to be called a patient, because I am a patient 
in a sense that, in the same sense that I would be if I presented at, you know, with a 
physical health problem…I don’t think there’s any difference in being a mental health 
patient from being a physical health patient…patient I think sort of signifies the fact 
that there is something, that it’s an illness, that you have an illness and it’s not 
something that needs to be kind of hidden away or sort of covered up in any way. Your 
ill, so you’re a patient, so yeah, that’s why I prefer that.  

 

Ash raised the point on her preferred use of ‘patient’, that it signifies a temporary status of 

being unwell and has less negative connotation attached to it “Yeah, because you’re not 

always going to be a patient and it gives, yeah, service user, you could be a service user 

forever, whereas patient sounds much more temporary. I think it was much more of a 

temporary and emotionless word”.  

 

For some participants, being identified as a patient has less stigmatising and negative 

connotations than being called a service user. The term ‘patient’ provides no direct indication 

as to whether their participation with services is due to mental or physical ill health and 

implies a temporary sick status with a focus on personal recovery. Participants opinions on 

the use of identifiable labels has questioned the continuing use of ‘service user’ to describe a 

collective of people, and for professionals to enable and encourage people to be identified by 

their personal preference.  

 

This section sought to understand the social construction of language and how it is used by 

professionals to identify people that come into their services. Participants shared their views 
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on the most common identity markers (service user, client, and patient) and their personal 

preference when participating with services. ‘Service user’ can be argued to create an 

unequal, hierarchical ‘them and us’ power dynamic between people and professionals. Some 

of the participants believed it removed a person’s identity and individuality and instead 

placed direct focus on their diagnosis. Critically it disregarded those unable to or do not wish 

to access services through fear of stigmatisation. The term ‘service user’ implies people have 

an element of choice and autonomy in their care, treatment and access to resources. 

However, the majority of participants described how inaccurate this was and detailed how 

there was no element of choice involved. Further concerns about this label are it’s strong 

association with drug addiction, and it’s sense of the exploitation and manipulation of others 

for personal gain which amplifies the negative views of the BPD diagnosis. Despite negative 

views of the term, for a minority of the participants, it was the most preferred descriptor for 

a collective group of people that access services. Alternative terms, such as client, were 

thought to be more empowering, however this still implied choice through it’s sense of 

consumerism. While ‘Patient’, which provided for a temporary status of being unwell, was 

felt to be emotionless and reduced the level of stigmatisation as it does not signify between 

a physical or mental health illness. Person first language was preferred to separate the 

diagnosis from their main identity.  

 

“I have tried to stress the need for someone to work with who 
specialises purely with BPD but am hitting a brick wall” (Corrine): 
Service provision  
Despite ever-increasing awareness of mental health in England, service development for 

those with personality disorders was and is limited. As a result, the needs of people are 

neglected as they are excluded from mainstream services and marginalised in service 

decisions thus limiting access to the necessary resources and treatment (Kealy and 

Ogrodniczuk, 2010). The impact on the lives of people who lack continuity or provision for 

care and support includes isolation, loneliness, less opportunities and experiencing social 

vulnerability (Jones, Ahmed and Catty, 2009; Nolan, Bradley and Brimblecombe, 2011). 

Personality disorder services in England are organised in tiered systems defined by the level 

of intervention required for the individual. Service and treatment provision focuses on which 

diagnosis someone has rather than the complexities of their conditions or the trauma they 
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have experienced which leads to unnecessary distress and unmet needs (Keir Harding in The 

Mental Elf, 2017).  This system can be difficult to navigate and can result in people with co-

morbid diagnoses being denied access to effective treatment (The Royal College of 

Psychiatrists, 2020). This is significant because people with BPD diagnoses have high levels of 

co-morbidity with PTSD, eating disorders and addiction. In the light of these co-morbidities, 

the ICD-11 (World Health Organisation, 2018a) introduced new levels of diagnostic 

identification (difficulty, mild, moderate and severe).  

 

However, Morris, Smith and Alwin’s (2014) research determined that mental health services 

are unable to meet the needs of people with BPD due to staff lacking the necessary skills and 

knowledge. Similarly, Dale et al. (2017) National Personality Disorder Service Study identified 

that despite specialist Personality Disorder services having multi-disciplinary teams, generic 

mental health services employed twice as many different staff groups, specialist Personality 

Disorder services had more exclusion criteria than general services and the availability of 

treatments was generally the same. Staff from specialist Personality Disorder services were 

more likely to be involved in continued education, training and research compared to generic 

mental health services. As Dale et al. (2017, p. 254) concluded, ‘There is continued exclusion, 

variability of practice and inconsistencies in the availability of services’.  The authors noted 

that despite the Personality Disorder Capabilities Framework (NIMH, 2003b) describing the 

knowledge and skills required to work with this client group, specialist service staff are still 

limited in their practice. The Royal College of Psychiatrists highlights this continuing issue that 

despite policy and practice recommendations the distance between knowledge and practice 

has grown and that specialist services and mainstream interventions remain tokenistic and 

limited (Royal College of Psychiatrists, 2020).  

 

The Royal College of Psychiatrists initially recommend that all psychiatrists are suitably 

trained in the assessment and diagnosis of personality disorder with knowledge of treatment 

and therapeutic approaches, and appropriate use of medication. This recommendation 

indicates that those already in the profession are not suitably trained or have the level of 

knowledge required to work with and support people experiencing mental health conditions. 

They recommend that children and young adults with an emerging and diagnosable 

personality disorder be provided with interventions from services. The RCP also note that 
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people should not be denied mainstream services because of their diagnosis and services 

should practice equality and inclusivity including a coherent pathway for those transitioning 

from CAMHS to adult services which have historically left young adults without suitable 

support upon reaching the transitionary adult age. Based on policy and guidelines this should 

already be paramount in organisational working and ethical practice and is highly concerning 

for the people who are yet to experience mainstream services. Services which meet the needs 

of, and are informed by, the individual provide not only therapeutic value but also opportunity 

to learn from patients, improve practice and enhance the quality assurance of their service 

(Klein, Rosenberg and Rosenberg, 2007; Elstad and Eide, 2009).  

 

All participants were asked whether they received care or support from any service and 

whether they had been offered any form of treatment since their diagnosis, including in 

periods of crisis. Ninety percent of the participants shared that they had received no 

treatment or support from mental health services since diagnosis or when in periods of 

distress. Angela raised concerns about the lack of suitable treatment available from 

healthcare trusts for people with a BPD diagnosis: 

Angela: One of the keys things that you need to be asking is, why do they take people 
into their services, with borderline personality disorder or personality disorder, when 
they don’t do treatment for it?...we are talking about people’s lives so, they get paid 
for the person on their books, but they don’t give them any of the recommended 
treatment. And if you go through their [Healthcare Trust] board minutes […] they 
actually say in their board minutes, basically there’s no treatment and no drugs that 
treat personality disorders. Which is nonsense. I sent it to an expert in personality 
disorder, he just said that’s laughable. 

 

However, psychotherapeutic treatments are considered the best option for those a with a 

BPD diagnosis. Types of therapy that are found to be supportive are Dialectical Behaviour 

Therapy (DBT), predominantly offered by the NHS/mental health services for women and 

those who self-harm or exhibit suicidal behaviour, Mentalisation-Based Therapy (MBT), 

Cognitive Behavioural Therapy (CBT) and Systems Training for Emotional Predicatibility and 

Problem Solving (STEPPS). These treatments are recommended to last a year or longer to be 

fully effective, but funding for a course of treatment through NHS/mental health services is 

generally 6 months (McMain et al., 2018).  
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At the time of interview (2020) 14 months after diagnosis, Sara had not been offered any 

support or treatment from mental health services and had to pay privately for treatment due 

to long waiting lists in her area.  

Sara: I’m on the waiting list…it really annoys me…14 months ago I was living in London, 
I got the diagnosis from that psychiatrist….I moved back up to Nottingham to move 
closer to my friends and stuff….I had a private therapist for about a year. So, when I 
first started realizing; okay this might be a thing now, probably about 3 or 4 years ago 
that was, I went to my mum and dad and said, look I need some money to help this, 
so I did get a private therapist. She was, she specialized in transactional analysis…she 
was really good. If like, I ever needed to call her, and we could make two appointments 
a week if needed. So, I had her for probably about a year and a half and that really, it 
really helped to get me to understand what was going on, and like, I understood the 
process, but I couldn’t change it. She got me to that point and then she said to me, 
‘unfortunately, Sara, I think you need someone who can take you to that next level 
and have specific knowledge in BPD’. 

 

Psychological therapy can provide a lifeline, however the majority of people are waiting 

months and even years to get the treatment and support they need (Mental Health 

Foundation, 2021). According to a House of Commons (2020) briefing paper, waiting times in 

England for NHS psychological therapy (IAPT) vary from 4 days to 61 days depending on 

location. However, these figures are misleading due to ‘hidden waits’ that people are facing 

(BBC, 2019). The first appointment target of between 4 to 61 days to be seen is generally met, 

but people are having to wait more than two years for the second appointment which kick-

starts therapeutic treatment (Centre for Mental Health, 2017; Mental Health Foundation, 

2021). The RCP suggests that the increase in mental health problems caused by the Covid-19 

pandemic will result in even longer waiting lists (Campbell, 2020a). Lack of support by mental 

health services can amplify a person’s coping methods, result in life threatening distress and 

suicidality leaving people with no alternative but to go to A&E when in periods of distress.  

Corrine: When things get bad and I have not had the backup from the mental health 
team I have resorted to overdosing on paracetamol. [When the crisis team does 
engage] they show…no concern for your welfare…no help or follow up as to how they 
intend me to do this…currently [I am] awaiting one to one therapy and up until 
recently the backup I have is regular visits to my GP. As this is not the best option, I 
have had to fight to have a mental health worker reappointed to be there for me when 
required. I have for about 5 months been allocated a mental health social worker who 
I can only access on a monthly basis through a telephone call unless I have a crisis. 
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The Healthcare and Quality Improvement Partnership HQIP (2018) undertook an investigation 

of the National Confidential Inquiry into suicide and homicide of people with mental illness 

and found that people with personality disorder who had died by suicide were not receiving 

care consistent with the NICE guidelines and people were not offered appropriate or timely 

crisis or psychological intervention by services. Long waits for therapeutic support have 

shown that there is an added impact on crisis services who do not meet the needs of people 

in periods of distress. Additionally, Llyod-Evans et al. (2018) found that some crisis teams had 

reservations about their ability to effectively provide constructive crisis support to people 

with personality disorders generally, and particularly those with a BPD diagnosis.  

 

“Nobody sees you and nobody follows up” (Rosa): Engagement by services to 
those in need of help or in crisis  
Crisis Resolution and Home Treatment teams are designed to improve delivery and 

accessibility of mental health services by providing a ‘around the clock’ service to those in 

crisis, giving practical guidance and support and individual interventions based on input from 

the person, family and carers to increase a persons’ ability in avoiding a crisis situation in the 

future (Nelson and Ashman, 2016).  The RCP (2020) recommend that crisis teams are staffed 

and available 24/7 for adults and younger people and that staff need to be adequately 

trained, regularly monitored and supervised in order to work with people with a personality 

disorder. For some people their only hope is to get support indirectly from mental health 

services by going to their local accident and emergency department. 

Rosa: I’ll sit in A&E and wait for the mental health team to come see me, and they 
don’t. Nobody sees you and nobody follows up. So, I’ve had ones where they’ve made 
me stay overnight for me to see someone in the morning, I’ve had ones where they’ve 
made me go home and told me to come in for an appointment in the morning and if I 
don’t come in they don’t chase it up and it’s like, actually I could be dead right now. 
There is never follow up to these, there’s never like, right you’ve come in with a crisis 
therefore you probably need a mental health team, there’s never any of that going 
on. 

 

Some people’s first experience of interacting with mental health services is when they are in 

crisis and looking for support. However, being in crisis does not necessarily open the door to 

service provision (Newman et al., 2015) as first the person in crisis must be acknowledged as 

someone actually experiencing mental health crisis. This delays access to services and 

potential treatment options and deters some from seeking help in the future. Carol strongly 
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expressed her opinion on seeking help from mental health services based on her previous 

experience whilst a patient at the Maudsley and Broadmoor.  

Carol: Never and I wouldn’t [seek help from services] to this day and I’m in my 
seventies now…If I might put it like this; I would never trust the bastards again as long 
as I could see them. Never. And nothing has persuaded me…that they are any better 
at understanding women…no I wouldn’t…over the years I’ve learned and understood 
that the best person to help me is me. And now I have a great deal more understanding 
and I believe in myself. I’m not going to some professional who’s going to think of me 
as some seventy-year-old woman who doesn’t really want help I don’t think so, no, I 
know how my system and my thoughts and my feelings operate. I understand myself. 

 

Mental health services’ pathology orientated approach guides support, treatment or 

inpatient admissions which can result in those experiencing distress which sits outside of the 

clinical indications receiving less or no support (Lyons et al., 2009; Grant and Westhues, 2012; 

Rhodes and Giles, 2014). This highlights why services should re-orientate their approach to 

focus on how mental health crisis affects everyday life, rather than on specific symptomology.  

 

Studies of peoples’ needs during a mental health crisis highlight services should adopt a 

holistic approach as opposed to a narrow medical focus, services should focus on helping 

people feel safe and included, give practical support and access to talk to someone to voice 

how they are feeling (Winness, Borg and Kim, 2010; MIND, 2011; Voronka et al., 2014). To 

address the issues of mental health crisis service provision, the Mental Health Crisis Care 

Concordant, a national agreement, was set up in 2014 between twenty-two national bodies 

involved in health, social care, policing, local government and the third sector to ensure that 

people were fully supported during a period of crisis. It focused on four main areas (access to 

support before crisis point; urgent and emergency access to crisis care; quality of treatment 

and care in crisis and recovery and staying) (Department of Health, 2014). Despite the Crisis 

Care Concordant, to improve crisis care, services are failing to live up to national standards as 

Angela experienced.  

Angela: [the mental health team] literally just left her and this would go on for weeks 
and weeks and weeks, with the crisis spiralling, with ample opportunity for them to 
come in, to intervene, to work with her either avoid the crisis or to help to turn her 
around and they did absolutely nothing. I have got a letter where I literally begged 
them to help. I was so ill, Donna, I was so ill, and my mum was dying at the same time 
and I couldn’t breathe, I couldn’t sleep, I slept inside, I used to go to bed on my sofa 
fully dressed because I was just waiting for the next incident to happen. I asked myself 
so many times why am I doing this, and the only answer I could really give myself was 
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to say that I believe she had a right to live, I believe she has a right to die as well, if 
that’s her choice, but not because she could not get basic fundamental care from the 
people who are being paid to look after her.  
 

The failure by mental health services to provide crisis support and long waiting lists for 

therapy has resulted in people exaggerating their mental health out of desperation. 

Sarah: The only way I could get support now is if I, if I exaggerated. […] I don’t like 
doing that, and like, to be honest I perhaps have done it once or twice in the past when 
I’ve been really desperate, because I’ve been scared that if I don’t I’m not going to get 
the help. And it’s not that I want to die, I’m just scared that I could do something, that 
I could end up, I could do something to myself when I’m having those lapses in control. 
But I haven’t done that for years and years and years, and it means that I don’t have 
any support...It’s awful, it really is. I can have times where I really, really, struggle and 
at that point, not having somebody to do it for you, but to have somebody who could, 
sort of be a support like, those practical things, for me that would help massively. 

 
The Care Quality Commissions review of mental health services found that people are facing 

difficulty in accessing services due to severe gaps in provision. As a result, GPs are advising 

people to emphasise that their mental health is worse than it is as many are reaching crisis 

point before they can access mental health services (O’Donoghue, 2018). The review also 

noted that services were creating inappropriate high eligibility criteria to create exclusion 

from support.  

 

“You can have very, very valid argued points about why you need such and 
people can still turn you down” (Helen): Exclusion by services 
Research on mental health has identified that individuals with mental health conditions such 

as personality disorder are still among the most socially excluded from society and services 

(Huxley and Thornicroft, 2003; Pilgrim and Rogers, 2003). Williams and Keating (2005) argue 

that, along with diagnosis, gender, race, class and sexuality are all determinants of an 

individual’s inclusion or exclusion from services. Services therefore can replicate some forms 

of societal discrimination through controlling and restricting treatment based on narrow 

clinical definitions. Attempts to rebalance inequality in service access not only means an 

increase in overall service provision but also addressing stigmatising cultures, protection of 

resources and diagnostic group exclusion criteria. For example, before David could access any 

support for his recent diagnosis and addiction after moving to Bristol, he came up against 

exclusion criteria.  
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David: I had to navigate the mental health system here, plus I was told because you 
are, I was using benzodiazepine, it was tight, you’ve got to be free from 
benzodiazepine for three months and cannabis and alcohol before we give you 
another assessment. But I’d been assessed, this was a diagnosis, ‘yeah but we can’t 
do anything until you’ve had a period of abstaining from self-medicating’. So, I did that 
I’ve contacted the drug and alcohol team here, they were initially going to put me in 
a detox unit, but I just threw away all my medication and just went cold turkey, which 
was horrendous. Looking back on it I think why did I do that? But I knew I wanted to 
enter into some kind of therapy, I’d like me to change drastically and them saying this 
was my barrier to having any treatment or service as such. I’d abstained for three 
months and it took them another three months to see me…I see it for what it is now 
but, when you’re not getting any treatment and you’re not having information to help 
you understand what’s going on for you on a neurological, psychological and biological 
level it’s scary. 

 
People’s willingness to participate with services at times of real need may result in exclusion 

as Helen experienced: 

Helen: In 25 years of being under psychiatric help, I’m really, really struggling to think 
if I have ever been offered, you know I can turn things down, but I’ve not been given 
options and definitely, definitely at times there have been times that I have specifically 
asked for specialist help, with very specific needs and I’ve been turned down….based 
on all sorts of obscure criteria. I understand why it’s there, it’s there to ringfence funds 
for certain things and it’s not a, you know, an endless money pot.  
 

Access to services are based on suitability criteria, however the BPD diagnosis can be an 

exclusionary factor whereby professionals can be unwilling to participate with them.  

 

“There’s a lot of things you are counted out from” (Eloise): BPD diagnosis 
service exclusion 
For people with a BPD diagnosis, it can be a ‘postcode lottery’ in accessing relevant services. 

Sarah: When I was discharged from [bigger city], I was discharged back to [smaller 
city]. [Bigger city] has the personality disorder support, but [smaller city] doesn’t. Or 
at least at the time [bigger city] did, and [smaller city] didn’t I don’t know what the 
situation is there now. So, it meant that I was kind of hopeful that I was going to get 
some support but then found that there was nothing in place. So, that was frustrating, 
because I wanted the support as well. But then over time, I can’t remember the timing 
of it, I found out there was people accessing dialectical behaviour therapy in [smaller 
city]. But, at the time it was for people whose postcode was from outside the city, so 
it had to be like a county postcode, just because, I think it must have been funding or 
something. I’m not sure. So, although they met, they had the sessions in [smaller city], 
if you lived in [smaller city], you couldn’t get it.  
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Despite the influence of Personality Disorder: No longer a diagnosis of exclusion (NIMH, 

2003a) on policy and practice, people with BPD can still experience a ‘revolving door’ and 

exclusion by services based on their diagnostic label (Horn, Johnstone and Brooke, 2007; 

Warrender et al., 2020). HQIP’s (2018) national survey of people diagnosed with a personality 

disorder (92% describing their diagnosis as borderline) found that the majority (82%) were 

current ‘users’ of services but that people expressed exclusion from mainstream services 

based on their diagnosis as they were discharged as having too complex or too serious needs 

for services to manage and they felt stigmatisation attached to the diagnosis left them 

marginalised and labelled as beyond help. Service professionals’ responses to this were that 

services are disjointed and lack a clear pathway in interacting with and supporting those with 

the diagnosis, referrals were often refused based on criteria not being met, needs being too 

complex, or co-morbidities such as substance misuse or anxiety. Professionals also described 

resistance from other professionals who wanted to divert people away from their service 

citing complex needs and those with the diagnosis being better placed elsewhere. Two of the 

participants discussed their experiences of exclusion based on their diagnosis. 

Eloise: It’s just, there’s a lot of things you are counted out from, ‘oh this is not 
appropriate because of your BPD’, like actually I have other diagnoses as well. So, 
they’ve quite often not been treated, even though the treatment line for that is quite 
clear, because of the BPD…I am relatively lucky that I am in an area where you can be 
under other services at the same time, like, I’ve got some friends who live in places 
where you can’t be under eating disorder services if you’ve got BPD and things like 
that, which is not the case here, but they are very cautious of that. 
 
Helen: Some eating disorder clinics actually won’t take people if they’ve got BPD on 
their record, or BPD traits. 
 

Exclusion from and lack of accessibility to services can have a direct impact on people with 

co-morbid diagnoses and influence the use of individual coping mechanisms to manage 

distress.  

 

“When things get tough” (Corrine): Impact on crisis and coping mechanisms 
For people not being actively supported by specialist services, exclusive criteria for treatment 

or the removal of support that is working, results in exacerbating methods of managing 

emotional distress and periods of crisis including suicide (HQIP, 2018).  
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Corrine: When things get tough, which can be daily, I resort to self-harming. I have not 
been able to have therapy yet that can teach me the necessary skills to identify when 
something is getting out of hand and how to overcome it or at least maintain some 
sort of control over my emotions…I don’t want to self-harm but until I get the help I 
need this is my coping mechanism to get from one day to the next.  
 
Ash: I think I’d destroyed my bedroom, I’d hit my dad, I’d taken an overdose, I’d been 
in A&E literally once a month for about five years, I had had enough and they still 
wouldn’t section me.  
 

In Louise’s case on a visit to her GP for some advice and support she was left emotionally 

distressed. 

Louise: So, basically her saying, ‘I can’t see you unless you are having a massive crisis’, 
basically sent me into a massive crisis. But I didn’t want her to deal with it, so I left 
feeling so much worse than I did when I went in…[it is] really difficult to find somebody 
that understands a: mental health in the first instance, and then b: personality 
disorders on top of that. I think, you know, it’s the most un-understood, 
misunderstood, kind of diagnosis and, I don’t know, people just, GPs just don’t have 
the time or the inclination to spend any time with you. That’s my experience of it 
anyway.  
 

Angela described the impact on her neighbour when her care plan was removed: 

Angela: She went to a care planning meeting in December 2009 and she came to me 
afterwards, she was absolutely distraught and she basically said that ‘Even though I 
wrote down everything that I wanted to say to them they still didn’t listen’. She was 
beside herself. The one thing, and the only thing that worked well for her was that she 
was allowed to go into respite for a week, one week in six… they were going to wean 
her off it. And it was literally the key thing that worked for her. So, she was distraught, 
and she was very distraught because they just didn’t listen to her opinion. So, she 
started to deteriorate from that point onwards […] there were ambulance callouts, I 
think six in the three years when she had respite, very few of them resulted in 
hospitalization, no calls from the police, no nothing. It was all very low key, so low key 
to the extent that even when she had an ambulance, I wasn’t aware that that had 
happened. As soon as they changed her care plan it just escalated beyond anything I 
can even possibly begin to tell you. It was just absolutely shocking […] I saw her 
hanging herself twice […] I sat with her while she cut herself and she hit her head 
against the toilet and she knocked herself out.  

 

The participants highlighted from their experiences, treatment accessibility, whether at the 

time of diagnosis or post diagnosis, is minimal or non-existent with the only option to finance 

private therapy. The option for therapeutic treatment is further compounded by long delays 

between initial assessments and the first therapy appointment due to increased demand. 
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Furthermore, limited provision, specialist personality disorder services, lack of engagement 

by professionals and exclusionary criteria negatively impact people at times of crisis, 

influencing their use of coping methods to manage emotional distress. There is no concise 

framework of how mental health services should provide treatment or work with those with 

a personality disorder diagnosis which puts people at risk, despite previous policy and practice 

guidance and recommendations. Mental health services neglect the needs of people with a 

BPD diagnosis which continues to fuel the marginalisation and stigmatisation of this 

diagnostic group.  

 

Professional power  
Research into mental health care cultures has found it steeped in the medical model 

discourses of treatment, control, compliance and professional expertise (Van Hoorn, 1992; 

Rogers, Pilgrim and Lacey, 1993; Stark et al., 2000). Connor and Wilson (2006) highlighted that 

professional hierarchy remains a facet of organisational existence with new members of staff 

pressured to conform to work in established ways and not challenge the equilibrium. Angela 

described a time her neighbour was attended by a paramedic: 

Angela: The paramedic came and said she [the neighbour] was bradycardic [slowed 
heart rate] she is seriously ill, she needs to be hospitalized, which means she needs to 
be sectioned. The girl [from the crisis team] phoned [her office] and they said “No, 
we’ve got other priorities”. So, she actually sat there in front of me and said, “So you’re 
questioning my professional judgement, are you?”. So, it didn’t happen that one.  
 

The attending professional (the paramedic) was over-ruled by the Crisis Team, placing her 

neighbour at more risk. The Crisis Team Worker was told by her colleague on the phone to 

leave. Eventually, the attending paramedics organised for a local on-call psychiatrist to attend 

as Angela’s neighbour’s condition became critical: 

(Researcher) Do you think it was because that they don’t want to accept any 
responsibility for people with Personality Disorder’s?  
(Angela) I don’t think it’s even as basic as that. I don’t know what they think is 
important, apart from preening themselves about how fantastic they are with sort of 
low-level depression and things like that, which I understand, yeah let’s get people 
back to work if we can and things like that. But how are we going to save the people 
who are critically ill, that can live a life that is meaningful and well and not just say, ‘oh 
you might just as well die’. You know, what a God like decision that they’re making. 
Maybe it is too complex for them, but at the end of the day if they listened to their 
service users or they listened to someone like me, who went into it with them being 
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very amicable and saying, and as the months went on the lie upon lie upon lie that 
they told me, and I realized they are so incompetent.  
 

Differing perspectives on practice between staff can cause conflict, causing harm and risk to 

the people under their care and support. A wider understanding of diversity between 

professional groups is needed, with staff not being constrained by complex hierarchical 

structures that exist in services (Pollock et al., 2004).  

 

Psychiatrists are generally identified as the professional who wields the most power over both 

people under their care and other professionals (Warne and Stark, 2004). Whilst delivering 

experience led-training to A&E staff, Eloise saw how professional hierarchy can influence 

colleagues. 

Eloise: There was a sister who I’d met before like, when I’d been in the hospital and 
she was quite aloof and not interested, and she was the same in the training, she was 
sort of sitting there, like went out for the loo part way through…and all the people, 
the nurses and support staff who worked with her followed suit, because she was a 
senior who wasn’t interested…the [police] sergeant was really interested and really 
keen so everybody else followed suit…getting the people a little bit further up the 
ladder, if they are on board with it then everybody else will… 

 

Carol added that in her experience of mental health services: 

Carol: As soon as I strayed away from being amenable and cooperative and just having 
depression, that was the end of my career as a successful patient really. Because I 
wasn’t conforming with what they wanted me to be…So, anybody putting their head 
above the parapet, which in a way may be regarded by other people as being 
weakness, are really for it.  

 

Professional dominance can influence how other professionals respond to and treat people 

with a mental health diagnosis. However, it can also create a culture of compliance where 

vulnerable and marginalised people accept professional authority. Professionals and services 

should shift the focus away from controlling individuals with a personality disorder diagnosis 

towards autonomy and social inclusion by promoting full involvement of individuals in their 

own care and treatment (Bates and Stickley, 2013).   
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“It's never questioned because they’re the professionals” (David): Professional 
dominance 
The concept of power is multi-faceted with two main facets; ‘power over’ and ‘power to’ 

(Cavanaugh, 1984). ‘Power over’ is exercised by one person over another (less powerful) 

person and ‘power to’ describes the individual’s capacity to act effectively. Parsons’ (1951) 

‘sick role’ theory, although primarily directed to physical ailments, is applicable in psychiatric 

diagnoses in that professionals must consider a person to be (or appear) unwell and compliant 

enough to allow for professional help.  

 

Dahl (1957) suggests that psychiatric professional dominance over diagnosis is intentional use 

of ‘power over’ a person or group of people. Professionals become dominant, considered 

‘expert’ and gatekeep resources. Some people thus adopt the ‘sick’ identity as (sometimes 

the only) means of obtaining help and accept, rather than challenge, the power imbalance 

(Breeze and Repper, 1998; Borg and Karlsson, 2009).  Connor and Wilson (2006) found that 

people who required mental health service’ support and treatment were very aware of the 

‘them’ and ‘us’ power dynamic with professionals, particularly psychiatrists, which made it 

difficult for individuals to be involved in planning their own care. David, for example, felt that 

he repeatedly had to mute his opinion for fear of losing support:  

David: It’s a very regulated form of abuse as well. It’s never questioned because 
they’re the professionals, they know best, they know everything there is to know 
about mental health, making people do what they want, making people compliant, 
making people agree to things that might not be in their best interests.  

 

Connor and Wilson (2006) also found that, sometimes, professional control was (experienced 

as) abusively humiliating, bullying and bossy. Professionals in services create an unequal 

power dynamic with people to ensure they cooperate and not challenge their authority (Hem, 

Molewijk and Pedersen, 2014). Some elements of professional dominance’s ‘power over’ are 

explicitly controlling, such as people being detained in secure units. For example, after her 

breakdown had led her to being arrested for arson, Carol was told by the Police that they, and 

the court, would be happy for her to be on bail, but evidence from the psychiatrist at the 

Maudsley hospital meant she was sent to Broadmoor, a high security psychiatric hospital.  

Carol: He’d submitted a report that I didn’t recognise at all. That was read out in court, 
and the whole time I remember standing there feeling icy cold because I’d thought 
he’d actually got the wrong person. Perhaps he had confused me with someone else. 
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Sometimes this professional dominance is exercised for the personal benefit of some who 

work within the mental health sector. Sarah experienced this with a CPN who tried to take 

advantage of her vulnerability. 

Sarah: This one, she just had no sense of boundaries. Basically, she’d been doing all 
sorts of things. She’d been, she asked me to change my bank account to her bank 
account so she could get £100, so we could both get £100, because you know 
sometimes when you get somebody else to switch to your bank you get money, and I 
felt really pressured to do it, and I was going to do it because of that pressure, but 
then it turns out I’ve got a savings account with that bank so actually I couldn’t because 
I was already with them. And then she was trying to get me to sign up with Top 
Cashback again so she could get money. 
 

The situation was reported to the mental health team’s manager as a safeguarding concern, 

whereby the CPN laid blame on Sarah’s BPD diagnosis to save her professional reputation.  

 

“’Are we covered if she dies?’” (Angela): Organisational culture & protecting 
professional reputations 
Risk and culpability are central in health and social care organisational policy (Brown and 

Calnan, 2013) thus the care, interests and needs of people with mental ill-health diagnoses 

can be impacted by concerns over reputational risks. Rothstein (2006) demonstrated that the 

dynamics of managing perceived risk within organisations leads to protection of individual 

and organisational reputation, influenced by a modern focus of blame if things go wrong 

(Weber, 1978). Carol spoke of the cultural dynamics of institutional practice experienced 

during her time in Broadmoor in the 1970s. Inpatients would be held and treated until it was 

no longer apparent that there was a mental health issue, they were not a risk, and they could 

be productively re-integrated back into society. 

Carol: In those days you were admitted to the ward and you stayed there, for weeks 
and weeks or months and months, until you were completely well enough to go back, 
the phrase used was, be a useful member of society. Because as somebody suffering 
from an acute mental illness, you weren’t of any use to society, that was the 
implication [...] What they do, they take away your drugs. Everybody, doesn’t matter 
what your diagnosis is or what medication you’ve been given before you get to 
Broadmoor. It’s all dismissed. Because they say, well we want to see how you are 
without all these meds, we can’t make a diagnosis until we know what’s going on and 
we can’t do that if you’re taking lots of medications which might obscure the diagnosis 
you see. So, everyone gets stripped of [their diagnosis] and then they start again.  
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This reinforces the hierarchy position of Broadmoor staff and psychiatry over other medical 

professionals.  

 

Angela described that, whilst helping her neighbour, she found that services would actively 

protect each other by way of not taking responsibility for care and support. She found she 

was put in a position by them to carry the blame for the lack of support of her neighbour 

leaving the neighbour in a prolonged period of crisis and self-harming behaviour. In doing so, 

Angela felt that the main priority of the services was in protecting their own reputations and 

financial stability. Before interviewing Angela, she had sent me documents from the mental 

health trust and other organisations to evidence what she had experienced which are referred 

to in the following excerpts of conversation. 

(Researcher) From their report they tried to actively get you involved, didn’t they? 
They actively engaged you to become involved.  
(Angela) Yes, absolutely they did. 
(Researcher) So it kind of eased the responsibility that they had towards her. 
(Angela) Absolutely that. It’s a blame game, its everybody else’s fault but theirs…And 
all the while you’re talking about somebody who has a personality disorder, so the 
overwhelming burden on me, as I was the only person who actually seemed to do 
anything, was astounding…So, it’s like Dickensian days, let’s just pick up a bloody great 
big carpet and sweep it all under there. 
(Researcher) That’s because you were the one that was trying to contain the situation 
and the more that you were doing the less that they’d have to do. 
(Angela) It was worse than that, Donna, what it is, is that they would have to answer 
questions about a member of staff being attacked and that would be serious shit, but 
me, they’d just lie about all the things I said and I would’ve been collateral damage. 
Yes, they were definitely leaving me to look after her, and I couldn’t take a step back, 
I couldn’t face going back, what can you do? 

 

On one occasion the (Mental Health) Trust held a meeting concerning Angela’s neighbour the 

week before her respite was taken away. 

Angela: I knew somebody who was in one of the meetings at the trust and she told 
me that they said in this meeting, ‘Are we covered if she dies?’. 

 
On another event her neighbour was placed in hospital for a number of weeks: 

Angela: I phoned up one day because he [a psychiatrist] has a pattern of behaviour 
that I think is basically to trigger people. So, she had been in hospital, she was doing 
really well, the day before she was due to come out, he gave her some bad news. So, 
I was thinking, why don’t you, because you know you’ve got her for three weeks or 
whatever, why don’t you tell her at the beginning of that? Then you could contain any 
upset from it. So, he did it the day before, she left hospital, she went walkabout, she 
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phoned me in an absolute tizzy, she was so distraught and despairing. So, I rang up 
[the Mental Health] Trust and I just said, I can’t speak to [Psychiatrist], I wouldn’t speak 
to [psychiatrist] and I said would you pass a message on to [psychiatrist] for me, the 
woman said yes, I said, ask him, from me, if he could be any more stupid if he tried.  

 

Underfunding of mental health services by the government, as well as their commitment to 

private provider’s delivery of public services, has led to increased reliance on private 

companies to manage the shortfall. The provision of mental health inpatient care and 

treatment has become a commodity with private companies bidding for contracts. According 

to the NHS Support Federation (2019) contracts awarded to private, non-NHS companies 

were estimated to be valued at £611 million in 2017/18 and accounted for 65% of all contracts 

granted. Angela discovered that the Trust used private companies to deliver patient care. 

Angela: So, [Trust] use a portal for auctioning off their clients with profound 
difficulties, learning difficulties and mental health difficulties, and they are one of the 
only counties in Britain that actually do it. And out of a study of twenty-one different 
mental health organisations in Britain, they came third for auctioning off services of 
their clients, and every other council or health trust said ‘We don’t do it. We won’t use 
it because we want to give our clients person centred care’, you know and it’s like a 
bloody cattle market [...] I think there’s just a rotten culture […] if you take the country 
as a whole, and see how much, how much is affected by poor mental health services, 
obviously people not going into work in the economy, people in the prison services, 
particularly with the personality disorders, impact on the police, ambulance service, 
A&E, GP’s, families, neighbours, and the impact on the carers, the immediate carers, 
is phenomenal. So, where is the logic in not providing proper treatment? 

 

Three participants discussed the uncomfortable dynamic of working within mental health 

settings and not disclosing their own mental health diagnoses. Ash described a ‘them and us’ 

dynamic whilst employed as a support worker: 

Ash: Dealing with borderline patients, it’s very odd, when you’re borderline yourself 
and you can’t tell them, very odd, and the patients go, “You just don’t understand how 
I feel” and it’s like, I know exactly how you feel…Once that information is out there, 
you can’t take it back so no, they didn’t know, that made me weaker to them.  
 
Eloise: I used to work in an acute hospital […] yeah there is a culture within a service, 
and people may come into a service with absolutely no opinion’s about it [BPD] but if 
everyone else is saying, ‘oh you know, this is a particular difficult service user set to 
work with’, everybody is going to start believing that and presuming that, looking for 
evidence for that as well. I’ve definitely seen that…new members of staff start in units 
like that. They come in all bubbly, like with an idea, and they realize what the culture 
is like and they slowly like, turn into that, sort of…It’s about culture change, not 
individual’s I think. Whole culture change.  
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In Louise’s experience of the working culture of services in terms of the diagnosis, she found 

them very dismissive and intentionally trying to limit any interaction as soon as possible. 

Louise: Everybody else in the system seems to be, ‘well ignore her’, or, ‘just get rid of 
her as fast as you can’, or you know, ‘patch her up and get on with it’, and it’s so 
infuriating...I think there is a really strong culture of, we’re un-helpable with BPD and 
we’re just there to get in the way. 
 

Negative belief systems operating in mental health settings around the BPD diagnosis result 

in unequal treatment and support and contribute to the continued stigmatisation of people.  

 

“The lower classes have personality disorder and the middle classes have 
bipolar, and upper classes are just eccentric” (Rosa): Social acceptance of 
mental health  
Societal non-acceptance of mental health is based on the structural beliefs that operate 

within society as well as in professional services. This can result in unequal and unfair access 

to treatment or the creation of service criteria that affects this population group. Society and 

frontline services steer away from associations with those who are deemed as having 

challenging characteristics based on their diagnosis. This creates a hierarchy of mental health 

conditions considered more accepted than others (Link and Phelan, 2001; Ahmedani, 2011; 

Bracke, Delaruelle and Verhaeghe, 2019).  

 

Social acceptance of mental health helps normalise people’s diverse responses to adverse 

situations and the challenges they experience. Helen, Carol and Rosa talked about why social 

acceptance is important: 

Helen: In an ideal world it would be nicer to be able to describe to people and explain 
for them to have some level of understanding, I think that’s what would be really, 
really, helpful. 
 
Carol: This kind of growing awareness in society, could move towards persuading 
people to use their own strengths, that we all have, might be well hidden sometimes, 
but again, using society and the immediate community, having a space to work with 
other people, a friendship group, I don’t know, call it what, a gardening group, a 
thinking group, to tackle issues like this don’t go near psychiatry.  
 
Rosa: I think we are starting to acknowledge that a lot of mental health is caused by, 
a lot of mental health is worsened by things like awful jobs and that it’s our fault that 
people are in awful jobs. 
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Societal attitudes towards mental health conditions can be influenced by media 

representations, which are generally negative and present people with mental health 

conditions as violent and dangerous regardless of diagnostic label (Thornton and Wahl, 1996; 

Teplin et al., 2005; Antanasova et al., 2019). These depictions of mental (ill) health promote 

stigmatising belief systems about behaviour and influence the seeking of help and support 

(Jorm, 2000). Rosa discussed how people in the media can influence acceptance and 

normalise mental health conditions in society. 

Rosa: Monty Don, I do quite like him, I like his gardening programs, but he is very upper 
class and he was always touted as very brave for talking about his mental health, but 
I feel like in the position where he was able to, compared to other people, because 
he’s one of the poshest people on TV really. There’s just that, I think it just goes with 
that, you must be more clever if you are upper class so, you must be better at looking 
after our mental health.  

 
Rosa added on how the class system in the UK influences how someone’s behaviour is 

interpreted as well as influencing their diagnosis. 

(Researcher) Do you think that people that show that kind of emotion [in relation to 
mental health crisis] we automatically judge and become fearful of? 
(Rosa) I think that people who show that emotion are [seen as] lower class, mentally 
ill, like they’re those kind of things. Like they must be stereotyped as these things, they 
don’t fit and yeah…And then it links with class…that the lower classes have personality 
disorder and the middle classes have bipolar, and upper classes are just eccentric. And 
just that, yeah, you’re more likely to be treated like a person if you have a diagnosis 
of bipolar. And it just makes me feel like, BPD is related to working class oppression.  

 

The participants have highlighted an awareness of the power dynamics that exist between 

professionals and those with a BPD diagnosis. Professionals in mental health settings exert 

power and control to maintain the hierarchical position between the ‘expert’ and the ‘service 

user’. Dominant cultures that exist in frontline services can manipulate other professionals to 

adopt negative and stigmatising belief systems. To challenge this culture of control, people 

with a BPD diagnosis are resistant and fearful due to risk of losing treatment and support. To 

challenge dominant cultures that exist and people with mental ill-health to have increased 

autonomy, equal and fair treatment, experience led inclusion in services and social 

acceptance, can help to facilitate change and challenge the stigmatisation of the BPD 

diagnosis.   
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Reclaiming power and identity  
Early activism and the ‘user movement’ grew in response to the use of electro convulsive 

therapy (ECT) and tranquilisers, the law to detain individuals without trial and in response to 

the anti-psychiatry movement and the work of people like Laing (1965) and Szasz (1973) who 

believed mental illness was a myth (Connor and Wilson, 2006). Szasz (1973) proposed that 

psychiatry coerced power over people, deprived them of freedom and autonomy and 

classification as citizens. The medical model in Szasz’s opinion was not fit for purpose to help 

people who had ‘problems with living’ and what Laing (2010) suggested as a normal response 

to a mad world (Szasz, 1973; Szasz, 2010; Baklien and Bongaardt, 2014).  

Mental health activists describe madness not as an illness but as an alternative state of being 

and advocating for autonomy and inclusion in care, support and service development.  

 

“Making it so that other people didn’t have the same journey that I had had, 
in not being so lost and failed in services” (Rosa): Activism for inclusion 
Inclusion (regardless of race, gender, disability, sexuality, or mental health diagnosis and so 

forth) is concerned with ensuring the availability of equal access and opportunities and the 

eradication of intolerance and discrimination and is a human right. Some participants shared 

their frustrations and disappointments at the lack of equal access or resources and described 

how their interactions with mental health services had inspired them to make a change: 

Louise: I’ve launched a petition last year [2019] to basically get a specialist personality 
disorder service in [county], because obviously we don’t have one and we’re in the 
minority of the country that doesn’t have one, and basically the generic services don’t 
fit a lot of people with personality disorder, but anyway, in the process of doing that I 
now sit on a Personality Strategy, like, Working Group, with people from the Clinical 
[Commissioning] Group. And we’ve produced this strategy of what, what should 
happen to people with personality disorder traits or personality disorder diagnosis in 
the county and what help they can access and how it’s going to be set up, you know, 
there’s just this big document.  
 
Rosa: People with mental health problems get treated like they’re nothing but people 
with a personality disorder diagnosis get treated like, like they’re nothing but also like 
they’re super crazy so you shouldn’t listen to them…I started with all of my activism 
kind of stuff, basically. And not just looking at what I thought was affecting me, but 
also looking at making it so that other people didn’t have the same journey that I had 
had, in not being so lost and failed in services and that kind of thing. 
 

Activism challenges power inequalities, protects the rights of people and promotes social 
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justice through empowerment and participation of people that may be otherwise silenced 

(Newbigging and Ridley, 2018). Angela became an activist as she felt compelled to help her 

neighbour get care and support provision reinstated against institutional resistance and 

reputational self-protection.   

Angela: The correspondence I’ve got from them [the mental health trust], I quite 
literally could tell you could be written by a ten-year-old, it was pathetic, and it’s all 
an arse covering exercise, you know if something goes wrong. This is then helped by 
the Coroner’s Offices because the coroners just take their [the mental health trust’s] 
word for everything that they say, and they ignore the families. I’ve taken up with the 
Coroner’s Office too, and the other thing that they don’t do is they don’t actually 
specify the diagnosis of the person who has taken their own life on the death 
certificate. So, it doesn’t necessarily go through to the Office of National Statistics. 
 

In her quest to get support Angela contacted multiple organisations but received little help or 

interest. 

Angela: It didn’t matter where I looked, nobody cared, so all of these organisations 
like Healthwatch and whoever, that you are supposed to be able to go to, and there’s 
seventy, there are seventy NHS complaints organisations in Britain […] I just got to the 
stage, I was so tired, I talked to everybody I could possibly think, so I was talking to 
government, I was talking to people in universities who specialize in mental health 
services etcetera, etcetera, etcetera, Norman Lamb, everybody, the woman from Cure 
the NHS, Sarah Ryan whose son got killed in Oxford […] so, I was getting good feedback 
and good advice from them, but you go into the system and I got no help whatsoever.   
 

In 2017-18 the Parliamentary and Health Service ombudsman highlighted five common 

failings by mental health trusts, failure to diagnose and/or treat the patient; inappropriate 

hospital discharge and aftercare plan; poor safety practices and risk assessment; not treating 

people with dignity and infringing on human rights and poor communication with the patient 

(Parliamentary and Health Service Ombudsman, 2018). The overall number of complaints 

indicates that people are taking an activist approach in the care and treatment received from 

service providers.  

 

David had to advocate for himself to get support from mental health services after his 

diagnosis.  

David: It was all me, constant having to phone up, you know, what’s happening with 
my referral? Where are we at? Have you allocated me a [support] worker yet? I 
thought, you know, had I been maybe lower functioning at the time, I think because I 
could articulate what was going on, contextualize what was going on, it was very much 
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then feel like, ‘well you’ve got coping skills, so maybe we can hold you off a little bit 
longer’ and if you’re at the other end, you happen to be bat shit crazy, then we’ll 
medicate you heavily to make you compliant.  

 
Other participants’ activism was more collective. 

Carol: I was very active again in the trade union movement. This was long after I’d 
come out of Broadmoor. That was how I dealt with it. By looking at it as one of many 
injustices perpetrated by mental health services […] But what’s so sad is that I knew 
other women that were going through the same system, who were as dismissed, they 
were dismissed with such contempt. This is just women being women, you know […] 
When I was more kind of active, because I was active in terms of being involved with 
pressure groups as well as working in the field. I was quite happy to be out and proud, 
you know, that was kind of how I thought about it. But now that I’m no longer 
involved, I don’t mention it [diagnosis]. I don’t raise it. If I see anybody it’s not an issue 
anymore. It’s really not.  
 
Rosa: I started volunteering with New Hope at St Mungo’s and doing the service user 
feedback and that’s about, it was them that was delivering the first KUF [Knowledge 
and Understanding Framework for Personality Disorders] course that I went to. 

 

As Sarah described earlier, when she was discharged from services in [bigger City] and moved 

back to [smaller City] she was unable to access DBT despite the therapy taking place in 

[smaller City].  

Sarah: We kind of, fought a little for it, but I think it was sort of changing anyway. So, 
I’m not sure how much impact we had on that, but anyway I ended up being able to 
access DBT [dialectical behaviour therapy].  
 

“I was with a bunch of people who understood what was going on for me and 
it felt really supportive” (Rosa): Peer support 
Peer support is acknowledged as a formula for individuals to overcome limitations imposed 

by mental health labelling. The peer support movement traces its beginnings to the mental 

health consumer activist movement of the 1970s where individuals campaigned for human 

rights, mental health reform and autonomy. The growth of mental health peer support offers 

acceptance, friendship, build alliances and support through shared experiences (Mead, Hilton 

and Curtis, 2001; Solomon, 2004; Davidson et al., 2006; Tomes, 2006; Bracke, Christiaens and 

Verhaeghe, 2008; Nasland et al., 2014). Peer support operates outside of the confines of the 

psychiatric model offering a culture of ability and health rather than a culture of disability and 

illness, challenging the ingrained belief systems of mental ill health services. Peer support 

validates a person’s lived experience and helps them to regain their identity rather than being 
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identified purely through their diagnosis (Miller and Striver, 1997; Curtis, 1999; Mead, Hilton 

and Curtis, 2001).  

 

Some participants experienced peer support very positively:  

Lucy: I’ve got a friend that has BPD as well […] she’s been quite a good help as well 
and she’s the same age as me but she’s known me since she was like 19, 20, so she’s 
obviously had a bit more time to like, sink it in [...] she’s not like a super over-sharer 
and I’m not really, so, it’s kind of, its more just having that knowledge that there’s 
someone there like, and I said to her a couple of times, like just random questions, like 
I’m, ‘So what is this? Like that, what is that?’, like that and she’ll say, because she 
works in mental health as well so, she’s quite supportive and if we’re meant to meet 
up or whatever and I’m like, I’m just not having a day of it and she’s like, neither am I, 
that’s fine, let’s not bother, and I’m like, yeah cool, like I don’t feel like, she’s one 
person and I actually don’t mind, if I cancel on her because she’ll understand.  

 

In the interview with Rosa, she explained how peer support on one occasion provided a sense 

of safety and support during a trip that she found difficult. 

Rosa: There was something really triggering happening on one of those trips to the 
beach, but I was with a bunch of people who understood what was going on for me 
and it felt really supportive. 

 

Helen discussed the underlying complexities for her of the first time she had experienced peer 

support within a therapeutic environment. 

Helen: I think that was probably the first time I met somebody with the diagnosis, I 
actually found her difficult to be around actually […] But I’m not saying that she was a 
bad person or anything like that, she had an awful lot going for her, she was just a bit 
spiky […] having peer support workers or whatever they would be called, in a team 
and, a team of professionals, would increase, the kind of, perception of what having 
that disorder is like and could kind of, infiltrate knowledge from inside to people, 
rather than there being that culture of, you know, BPD is manipulative and time 
wasting and attention seeking. 

 

For another participant, Carol, employment to set up a ‘women with a BPD diagnosis peer 

support group’ proved a benefit and a burden. 

Carol: We were given this amount of money and it was pinpointed for this group of 
women […] I think there were about 15 of these women to start with, in the end 10 
stuck around and we started a self-help support group. Which in some senses was a 
dream because we could say, what do we think our needs are? Well let’s meet them, 
because we had the money and we had the degree of flexibility and trust within the 
group […] I loved them all, they were brilliant, as individuals, brave, courageous 
women.  
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The participants’ experiences highlight the benefit and importance that peer support can 

provide. Peer roles in services can benefit the workplace and colleagues to change the 

negative perspectives towards the diagnosis and clients. Peer support contributes unique 

benefits in the acceptance, understanding and support for people who participate with 

services.     

 

“It’s kind of helping to reverse the stigma a bit” (Eloise): Experience- led 
training of professionals 
The experience led movement allows for direct action to improve service provision, treatment 

opportunities and to challenge discrimination and stigmatisation. It provides a platform for 

marginalised groups to have their voices heard on issues that directly affect and concern 

them. The World Health Organisation promotes the inclusion of experience-led people in 

mental health services to ensure that services are tailored to meet the needs of people 

(European Commission, 2005). However, promotion of experience-led work has produced 

limited and variable results in participation, meaningful influence and development of 

services. This results in services seeking experience-led views, but relatively small numbers of 

experience- led people in leadership positions or co-production in service design and delivery 

(Perry, Barber and England, 2013). Organisations that promote experience-led inclusivity can 

impact the negative attitudes and practices of professionals and promote accessibility. Too 

often, professionals are only involved when an individual is experiencing a difficult period of 

mental ill health symptoms or when coping strategies are at their worst (Solomon, 2004; 

Postle and Beresford, 2007). Seeing a person when they are well to explain how the mental 

health condition affects them and what works best to avoid crisis, provides a more 

humanising version of the illness to professionals.  

 

The inclusion of experience-led people within mental health services can and does improve 

the effectiveness of mental health delivery and enhance the ability of that service to meet the 

needs of those who participate with that service (Royal College of Psychiatrists, 2009). 

However, services that provide employment positions for experience-led inclusion have been 

criticised for diverting attention away from the structure of power, gender inequality in 

diagnosis and the need for organisational change (Barnes, 2002; Lewis, 2014). Connor and 

Wilson (2006) found that individuals interacting with mental health services as experience- 
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led contributors felt professionals occasionally saw them as threatening the power dynamics 

of status and role within health care services and as agitators. Hannigan and Cutliffe (2002) 

argue that regardless of the growing trend of experience-led inclusion in mental health 

organisations, it remains tokenistic and has limited impact on policy and practice guidelines 

whilst being portrayed as inclusivity. 

 

Some participants had used their experiences to become experience-led contributors in 

services. 

Eloise: Now I’m working and people are like, ‘you’re giving really useful input into the 
service, you’re this that and the other’, that’s what I start to believe about myself…I 
think, one of the things that I do, do now is training for staff such as police and A&E 
staff and general medical staff. And I do that, we sort of talk about like, personality 
disorders, we talk about managing suicidality and self-harm and stuff like that […]  I’ve 
found it really like, that it’s kind of helping to reverse the stigma a bit, because in my 
job I’m seeing Eloise, sparkly hair, like that’s who I am, whereas like I spent a lot of my 
life being Eloise with BPD, that was like people to tend to find out I’ve got mental 
health problems because they know my role is lived experience, but not necessarily 
straight away that I’ve got a personality disorder, and even then people, when they 
see me in this capacity and see me functioning they’re like, ‘actually, maybe it’s not all 
as bad as its made out to be’.  
 
Rosa: So, I trained in delivering the personality disorder awareness [KUF] really quite 
soon after starting all of that stuff [activism]. So, that means I’ve now been delivering 
it, forever, so 2012 this must have been, so like, 8 years, so it’s like been around for 
the whole, it’s been really, really, consistent. Which is weird because not much stuff 
has been consistent in that time, like, not many people have been consistent or 
anything like that so, every time I come back to delivering that course it’s like, it’s like 
an old friend’s course material now.  
 

Challenging professional’s perceptions through the delivery of training de-mystifies the 

negative beliefs surrounding the diagnosis and enables professionals to increase their 

understanding and knowledge (Cleary, Siegfriend and Walter, 2002; Markham and Trower, 

2003; Servais and Saunders, 2007; Wright, Haigh and McKeown, 2007; Millar, Gillanders and 

Saleem, 2012).  

 

In Rosa’s experience of delivering the KUF training to frontline health professionals and now 

in the criminal justice sector she spoke of the ways in which she challenges the perceptions 
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that are held about people with a personality disorder diagnosis and the reactions to her once 

she shares her diagnosis with the trainees. 

Rosa: So, now I’m doing the criminal justice sector so, you sort of, the way that I do it, 
is I sort of come out as a person with a personality disorder on like, day two of 
delivering it. Because if you do it too early on it has a different effect then if you do it 
later, and so I’ve had some people from the criminal justice course say like, oh but 
you’re not like the other people with like, personality disorder that I know because 
they’ve all got criminal records and they’re all dangerous criminals and you’re not one 
of those. Just because my illness hasn’t manifested in ways that has offending 
behaviour, doesn’t mean I’m any different, I’m just not, in their realm of work, 
particularly […] I normally get warmness toward me, but there’s a bit of, a bit like, 
babying that comes across, like, ‘oh bless you for telling us that’, and like, wanting to 
look after me more, wanting to make sure I’m like, okay and you know, ‘that bit you 
just delivered was really emotional, are you going to be alright now?’ and that kind of 
stuff. There’s a bit of like, infantilizing about it.  
 

In Sarah’s interview I asked her whether as a person with the diagnosis, she had experienced 

any negativity when delivering her training to professionals. 

Sarah: We’ve had negative attitudes to start with. We’ve had people kind of like, 
almost like, with a kind of ‘what have you to teach us?’ kind of thing, ‘we’re the 
professionals’. But never had negative feedback at the end, it’s always the attitudes 
have always improved […] I think for them to see us when we’re not severely unwell 
as well, because they see people in acute psych wards who are at their worst. You’re 
not seeing somebody at their best are you, when you’re in that situation. Some of the 
staff are people that were staff when we’ve been in there, so I think for them then to 
see me in the situation where I’m standing at the front, I’m presenting, I’m doing this 
workshop, and they’re like, ‘oh’. Like they see the person, rather than just seeing the 
illness. 
 

Eloise highlighted the implications of professionals’ attitudes towards the diagnosis in relation 

to negative beliefs when seeking support and impact on self-worth. She described how she 

addresses this in the training she delivers by sharing her experiences. 

Eloise: One of the things I feel a lot, and I know a lot of other people do is guilt, like I 
feel a huge sense of guilt of being a burden, and not good enough sort of thing and it 
just, it just like, those kind of core beliefs that a lot of people have, like, reinforces 
them. And I think one of the things with personality disorder is people do have such 
an unstable sense of who they are that they take their cues from the environment a 
lot, so if they’re constantly being told, ‘you’re worthless, you’re not doing good 
enough, you’re not trying hard enough’, then that is what they feel […] I’ve found that 
a lot of people come into that training being like, you know, we’re going to be talking 
about the revolving door cases like it’s just really frustrating, we don’t have time for 
them, like actually when they sit down and they have a day when they’re learning 
about it, they’re looking at cases, realizing what’s happened in the past, they’re 
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listening to my experiences, and sometimes having known me as well when I was in 
that situation where I was that person coming round, and then seeing me now, it 
really, really changes people’s ideas. So, I think like, that bit of extra knowledge can 
really help.  
 

David recalled a conversation he facilitated in a group he runs around suicide and suicide 

ideation, showing that the extra knowledge gained by professionals can influence 

understanding and beliefs. 

David: You don’t necessarily have to understand why someone is doing the behaviour, 
just that it comes from somewhere. Why would someone choose to do something so 
awful? You know, what is life like, that they would sooner engage in something like 
that. It was a topical conversation in a group that I facilitate in, that was suicide and 
suicidal ideation and again, the misunderstanding around it, a lot of people in the 
group had never experienced it saying you know, ‘when people choose to want to end 
their lives like that’, its actually, not all self-harming behaviour is with the intention of 
ending life. For me it was the only thing that made me feel alive, where everything 
else had felt so dead, it almost was actually like a reset and it scared the absolute living 
daylights, coming that close, coming right up to the point of, I’m not going to be able 
to come back from this.  
 

Experience-led people educating professionals on personality disorders is important for those 

working in services and those accessing them. Helen believes more training should be BPD 

focused to challenge beliefs held about the BPD diagnosis. 

Helen: I think a lot of re-education needs to happen, I think there’s been so much 
stigma and it’s in so many textbooks and gone on for so long, seeing people with this 
diagnosis through that lens and therefore interpreting every action, every word in 
certain ways so, so badly. I think they need to start again and be taught from scratch 
and trauma informed and informed that people aren’t out to manipulate you or make 
your job hard or be troublemakers or attention seeking or all these negative 
connotations. That actually, people, it’s just another mental illness, it’s not something 
people choose, it’s the last thing people would choose because it can be highly, highly 
distressing. So, people just need to be a bit kinder and a bit more open minded and 
maybe realise that actually, all these past research papers and all these things that 
have said this person will be manipulative or this person will do that, actually, it could 
be wrong and that it is just somebody’s interpretation. It could be right sometimes, 
but it might not be right all the time, you see what I mean? I just think it’s really sad.  

 

Previous research has indicated that professionals who regularly encounter a personality 

disorder diagnosis have limited or no specific training. For example, James and Cowman 

(2007) found only 3% of psychiatric nurses had been given any specific training on BPD outside 

of their undergraduate training. This was reflected in the negative treatment, attitudes, and 
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stigmatisation that people experienced. Happell et al. (2014) proposed that people with 

mental health diagnoses sharing their experience should be part of the education of future 

health professionals and that experience-led academic positions can offer the most 

substantial collaboration in the education of professionals.  

 

However, David believed that professionals’ lack of education wasn’t the reason that suitable 

resources were withheld from people in need of support. Instead, lack of education was an 

excuse, in the light of available resources:  

David: It’s just humanity. I could never, you know, the thought of actually like, causing 
somebody emotional distress, compounding somebody else’s emotional distress, that 
would absolutely tear me up, to think that I may have impacted somebody in a 
negative way like that. I think it’s probably one of the gifts that does come through 
having the disorder is the somatic empathy, because we feel that pain in other people 
and we respond really well to that, that kind of trauma and pain. But you’d always 
think if that was the kind of profession that you were going into, those, when you’re 
going to be coming into contact with people, you know that there’s going to be the 
eventuality, meeting people that are really, really distressed and they do things that 
may seem completely irrational, completely alien to you but it happens and think this 
is the environment you’ve chosen to come and work in because surely you have, you 
know you wanted to come to help people, not to say some people are more deserving 
of help than others are, you know, there’s a sliding scale for you, you know, they 
should just get a grip and just be normal you know.  
 

Eloise described the importance of professionals educating themselves: 

Eloise: I find that when you go more towards like, psychology staff, people like that 
who’ve looked even further, learned further about what happens deeper and like the 
impacts of trauma and things like that, they tend to have come back round into having 
a positive and more compassionate view of people with personality disorders and 
actually what they are trying to face. I kind of felt that sometimes like, you haven’t 
necessarily been equipped with enough knowledge to see the whole picture, so 
people are only seeing part of the picture, they are seeing people you know, playing 
out quite big, they are seeing people reacting to circumstances that you know, isn’t in 
proportion with what’s happening, but then not seeing the further on picture of 
what’s happened to this person in the past that’s making them be like this. I think that 
it is kind of like the lack of education, that just having a little bit of education is kind of 
dangerous […] I say this to people when they’re getting frustrated treating people with 
BPD, when they feel like there is nothing they can do, and I always say that you can’t, 
you can’t make someone change, they have to be ready to change, and sometimes it’s 
just about like, you know, walking beside them, giving them a little nudge until they 
can do that themselves. And that, I think it’s exactly the same with staff not wanting 
to know as well. You can’t make them be compassionate, you can’t make them want 
to know, but something might happen someday that changes that in them. 
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The inclusion of people with lived experience in frontline services and educational training 

provides a unique and relevant opportunity to improve professionals’ knowledge and 

understanding of the BPD diagnosis. It can challenge and alter the negative beliefs, attitudes 

and stigmatisation of mental health and influence professional practice and experience for 

others who participate with services.  

 

Advice for professionals 
Participants were asked what advice they would like to impart to professionals based on the 

experiences they have had throughout their lives including with frontline services and 

professionals. The responses were varied: 

Don’t assume everyone with the diagnosis is the same 

Eloise: It’s very hard to give advice because some people, even with the same 
diagnosis as borderline, respond to different things.  
 
Rosa: Understand that everybody is an individual and even though they’ve got this 
diagnosis […] but everybody is an individual and everybody needs that individualistic 
care. In the same sense that a physical problem needs an individualistic care plan, you 
know people presenting with BPD need that just as much as the people presenting 
with anything do. And, I guess I would urge them not to be looking for examples of 
people being manipulative or being attention seeking or being any of those kind 
prejudiced sort of stereotypes that’s going on, because if you start looking for people 
being attention seeking, you are going to find it, and if you start looking for people 
being manipulative, you are going to find it […] So, I think basically my advice would 
be treat the person as a blank slate and don’t put, don’t put predetermined ideas 
about what BPD is in front of this person, just treat them as a person like you would 
any other patient. I think that would be my overriding advice to them.  
 
Sarah: Just get to know the person. Find out what’s going on and if you’ve got 
somebody who is quieter or smilier, don’t assume that they’re fine and ask how 
people are rather than ignoring it because they’re smiling, I suppose. I think it’s just 
not assuming that everyone is the same.  
 
Corrine: I think the professionals need to understand that even though someone is 
diagnosed with BPD we are different from each other and have differing behaviours, 
thoughts and emotions. They need to look at us as individual and not just a generic 
BPD sufferer. The main thing for me is making them understand that often we don’t 
always know the reason why we are having a bad time nor the emotions at that point 
in time.  
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Being mindful of language used towards a person with a BPD diagnosis 

Carol: Having some kind of mental illness doesn’t mean we’re losers or failures and 
that’s inherent in the language ‘Oh you’re a bi-polar’, no I’m not. ‘You’re a BPD’, no 
don’t define us with those words […] I don’t go a bundle on diagnosis anyway because 
I don’t find they help. It’s a tool in mental health, in the field of mental health and 
mental illness, none of it makes sense and all of them when you look at them, it 
doesn’t matter whether its bi-polar disorder, or BPD or schizophrenia. They don’t 
make sense and they don’t answer people’s fears and anxieties about themselves.  
 
Corrine: First and foremost, not to say stupid things. For example, I rang the crisis team 
one evening after cutting myself. The response I got was why don’t you get a takeaway 
as that will make you feel better. We don’t need pathetic comments like that.  

 

See the person first and do not make assumptions based on diagnosis  

David: See me, first and foremost, as Dave, as myself, David and not a personality 
disorder an individual. And I think, someone just asking me, you know, what do you 
want right now? What would you like to happen? Not doing things to me, let’s have 
some dialogue, some back and forth, work collaboratively, allow me to be involved in 
making decisions about what I want to happen. That’s very much I think, you are, 
you’re waiting for people to do things to you all the time… 
 
Helen: Person front and foremost, that goes for all things doesn’t it and we’re all 
different, and like I said even people with the same diagnosis can manifest very, very 
differently. So, I think people need to be far more careful about their prejudice and 
preconceptions and just meet the person where they are, just, you know, perhaps 
don’t rely so much on past notes, because again, if people can just dish out a diagnosis 
without the person even being there or aware of it, I wouldn’t say that’s very valid. 

 

Listen and try to understand 

Eloise: They just need to be aware that the person, if they are calling A&E, or calling 
emergency services, they are at their last, they are at their last wits, you know, and I, 
the glib attitude of, ‘oh we’re just popping into A&E’ and I know that hospitals have 
their regulars and things like that who, and there are people that do abuse services 
etcetera, etcetera, etcetera, but I think that’s so much rarer than its made out. I just 
think they really, maybe being in the job you get desensitized to things. 
  
Rosa: Hear what’s happening, hear what’s coming out of that person, instead of that 
response that comes from statutory services and A&E and stuff like that. 
 

Understand the association with and effects of trauma 

Eloise: I try and encourage people to, instead of asking the question, you know, what 
have you done, ask what’s happened to you instead, because there’s usually, even if 
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it’s not actually trauma, there’s something in peoples background that’s, that they 
deal with the problems the way they do. 
 
Louise: The people with BPD are often some of the most traumatized people that are 
ever going to be in the mental health system, and need the, kind, tailored care to stop 
that trauma being reignited constantly, and yet, we’re not given it.  
 

Do not be fearful of asking people questions about their lives or feelings 

Rosa: My St Mungo’s boss who, I don’t know, he was there a long time with me starting 
to work in mental health and eventually a paid role in mental health, would always 
say to me like, what’s going on for them? The way he lived his life was like, what’s 
going on for them? Whereas a lot of me at the time was like, threatened by men that 
had sent me an email shouting at me and he was sort of, more on the, ‘why are they 
shouting at you’, ‘what’s going on?’, that kind of thing. Which is a curious stance, and 
it’s like, I don’t know, I feel like, especially in Britain we’re more likely to shut someone 
down if they are shouting at us, rather than being like, you’re clearly trying to tell me 
something and I need to listen to that. That’s what I would, that’s what I want services 
to do and that’s what KUF is trying to do in a longer way, is these are a person’s past 
experiences, this is what’s happened right now, this is why they are shouting in your 
face. It doesn’t mean that you should never talk to them again, it means that you need 
to, maybe, try and help the situation calm down a bit, maybe do some containment, 
that kind of thing.  
 
Carol: Start talking to people about the lives they’ve had, what their feelings are, 
honestly and how they feel about themselves. Everything other than trying to work 
towards the BPD. 
 

The advice that the participants shared is for professionals to validate people with a/the BPD 

diagnosis, recognise their personal experiences and struggles and place value on their 

humanity, rather than focusing on their diagnosis.  

 

Validation by professionals 
Validation should be a central tenet of actions by professionals’ who encounter people with 

mental health diagnoses. Lack of validation can result in periods of distress which have a 

severe impact that puts people at risk of harm; being validated at times of severe crisis can 

reduce the risk of self-harm (Bateman and Krawitz, 2013). The participants discussed the 

effects of professionals validating or invalidating their concerns or life experiences. David 

described the impact of not having his feelings validated: 

David: I didn’t understand my emotions, they’d always been invalidated so I thought 
they were always inherently shameful to have. So, you hide them and then they 
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manifest to a point you can’t keep them down anymore, so you have massive outward 
projections, or you go into other coping mechanisms which are scary and dangerous.  
 
Sarah: Validate, validate, validate, validate, validate, validate, validate…and validate. 
Yes. Listen to the person and even if you do not think that what they are saying is 
rational, try and understand where they are coming from, and validate the feelings 
even if the logic isn’t spot on […] Do you want to talk about it, yeah, and kind of getting 
through that validating the feelings. And then maybe saying, “Ok right, so I know it’s 
really, really scary for you and I acknowledge that, blah, blah blah, but let’s look at it 
as it is” […] Or like if somebody is absolutely convinced that they are a terrible person 
and they need to punish themselves, again validate that they are feeling that way, 
don’t just be like, ‘well you’re not so stop it’. You know, validate the feeling but don’t 
obviously validate the fact that they are a terrible person. So, I think for me that is a 
huge thing and like not saying, ‘oh well everybody feels like that […] So, I think 
validation is massive. And validating that you have done the right thing by talking as 
well. 
 
Angela: [My neighbour] would come home upset and she’d be cross because 
somebody had said something, I’d just say to her, really nice to see you cross.’ She 
said, ‘what do you mean?’ I said, well don’t assume this is your illness, this is you as a 
human being responding in a human way, and actually what you just told me would 
really piss me off too. It’s just helping her to actually recognise that her behaviour is 
normal in those circumstances […] So, if you look at person centred care and you really 
listen to what the person needs and wants, which you do all the time with people 
generally, I don’t hear what they say to me, I read between the lines and approach 
them accordingly, I could tell you a million percent all this girl needed was the respite 
reinstated as a safety net. And it’s also a way of, people with that kind of diagnosis 
knowing that they are being listened to and therefore they are cared about. So, that’s 
the real simplistic thing except for the fact that, that is perhaps more often than not 
all they need.  
 

Validation is a powerful concept in accepting and recognising of a person’s internal 

experience. It communicates acceptance, helps to regulate emotion, builds identity and 

relationships and shows that a person’s feelings are important (Greenberg, 2014).  

 

To conclude, the inclusion of peer support and experience-led people in services aids the 

effectiveness of services to meet the needs of those that require support. Inclusion challenges 

service cultures that hold negative attitudes or perceptions of the BPD diagnosis by promoting 

knowledge and understanding.  People regain their identity instead of being seen as their 

diagnosis. It can provide a supportive network that offers a culture of ability rather than 

disability and connection with others to validate and share experiences and concerns with 

those who can understand the complexities of life. As a result, people become empowered 
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to take control of their lives and contribute their knowledge to educate professionals and help 

others.  Professionals have a unique opportunity to improve person centred care practice 

from the advice that participants shared.  

 

Discussion 
The main findings of this study present empirical data of the experiences of people with a BPD 

diagnosis and their interactions with frontline professionals in physical, mental health and 

public protection services. Placing the voices of those with a BPD diagnosis at the forefront, 

this research directly addresses the research question of stigmatisation, prejudice and 

inclusivity. The data demonstrates consistency with the literature reviewed in Chapter Two, 

supporting the findings of previous research highlighting the negative attitudes of and 

stigmatisation by professionals towards the diagnosis of BPD (Markham, 2003; Kealy and 

Ogrodniczuk, 2010; Sansone and Sansone, 2013). The main themes will be discussed in 

sequence beginning with stigmatisation.  

 

Stigmatisation 

This research demonstrates that people with a diagnosis of BPD can experience 

stigmatisation, negative attitudes, unequal treatment and lack of support. The diagnosis of 

BPD underpins recurrent stigmatisation and primes people to anticipate unfair and unjust 

treatment from professionals and services (Fallon, 2003).  In similarity with Horn, Johnstone 

and Brooke’s (2007) research of lived experience perspectives, the participants described how 

professional’s stigmatisation left them feeling stereotyped, blamed for the way they were 

treated, and dehumanised. The participants’ experiences demonstrated Mannarini and 

Rossi’s (2019) finding that people withhold their diagnosis due to being fearful of 

discriminatory beliefs and attitudes when seeking treatment for physical issues or support at 

times of mental health crisis. Negative attitudes from professionals were not only directed at 

the person with the diagnosis but also their support networks in ‘stigma by association’. 

 

Professionals’ in physical and mental healthcare services show high levels of stigma towards 

the BPD diagnosis. Physical health professionals receive no specific training on mental health 

or personality disorder diagnoses resulting in limited knowledge and understanding of this 

diagnostic group. However, this does not excuse healthcare service attitudes towards people 
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with a BPD diagnosis who access services due to physical illness or at times of severe 

emotional distress. Negative views of BPD are reflected in the discriminatory practices of 

refusing or limiting the care and treatment of individuals, particularly if co-morbid conditions 

of addiction or self-harming behaviours were present. For example, despite national policy 

guidance on the management of self-harm (NICE, 2004), individuals experienced painful 

wound closures due to a lack of analgesia or were left with open wounds.  

 

Diagnostic overshadowing of physical conditions by consultants and nurses often occurred 

when people presented with illness or injury in A&E or their general practitioners’.  Conditions 

or non-self-harm injuries requiring investigation or treatment from professionals were 

questioned as to their authenticity, ignored and considered a ‘symptom’ of their mental 

health condition. People’s experiences of stigmatisation by healthcare services compounded 

individual’s negative internal feelings and thoughts and triggered crisis and self-harm.  

Stigmatisation amplifies the negative narratives used to describe individuals with the BPD 

diagnosis resulting in individuals withdrawing and self-excluding (Levitas et al., 2007). This 

places individuals at an increased risk of emotional distress, physical and chronic illness or risk 

to life. 

 

Professionals working in mental health, despite expectations that they would have better 

knowledge and understanding of personality disorder diagnoses, are not exempt from 

discriminatory practice towards individuals as described by participants. There is a perception 

that mental health professionals are the ‘experts’, equipped to make the best decisions and 

should expect a level of cooperation from individuals, indeed some people who access mental 

health services also believe this. However, the findings here suggest that mental health 

professionals also have a lack of knowledge and understanding of the diagnosis. For those 

who question care, treatment and medication decisions can be seen as a challenge leading to 

the withdrawal of services. Psychiatrists and psychiatric nurses were shown to limit their 

interactions with individuals and showed less empathy and understanding towards them. 

Previous research (Chartonas et al.,2017; James and Cowman, 2008) suggest that mental 

health professionals appear to be more vocally discriminatory, limit interactions and display 

their dislike of the people with a BPD diagnosis in their care. For individuals who experience 

stigmatisation and negative attitudes from mental health services, this can be an emotional 
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blow and be very damaging primarily during periods of crisis. This was particularly evident 

among participant’s involved with Crisis Resolutions Teams where a lack of person-centred 

care and informed crisis intervention practice only added to distress.  

 

Failure by mental health services to attend individuals in crisis means that police officers 

become the first responders to people in mental health crisis. However, police officers are 

not equipped to deal with a person in crisis (Mclean and Marshall, 2010) resulting in increased 

use of section 135/136 to detain people in custody due to a lack of other alternatives 

(Corrigan, 2014; Durcan, 2014). Baker and Pillinger’s (2020) study identified that, police 

officers’ limited knowledge of mental health conditions can mistakenly lead to an individual’s 

presenting behaviour being understood as posing a threat to their own safety and others. For 

some individuals in crisis, this has resulted in the use of force such as physical restraint by 

police to control the situation, which can be humiliating, terrifying and cause trauma.  

 

Participants’ experiences identified that stigmatisation of the BPD diagnosis is present in all 

frontline services and highlighted the need to make specific mental health training 

compulsory to change the perceptions and attitudes towards and narratives used to describe 

people with a personality disorder diagnosis.  

 
The power of language 

Marginalising and discriminatory mental health narratives are influential in the interactions 

between professionals and people with a BPD diagnosis, identifiable by words like ‘dangerous’ 

and ‘challenging’ to describe the BPD diagnosis. Language is a very powerful tool both for 

those that use it and those it is directed towards. Mental health narratives are used as a way 

of maintaining hierarchical positions between the professional and the ‘disordered’ person to 

make known the authority and superiority they have over them. The participants’ experiences 

of professionals and frontline services identified that the language used towards them 

reaffirmed their lower status and powerlessness (Benbow, 2009). Despite the RCPs’ (2017) 

report addressing the use of derogatory narratives in mental health, which promoted the use 

of person-first language, participants described how they are identified as ‘service users’ 

rather than as an individual.  
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There were mixed opinions from participants about the ‘service user’ label; for some the label 

held strong connotations with drug addiction, as indicated by Rosa’s view that it had 

association with heroin use or was seen as implying taking what you can get, feeding into 

discriminatory narratives used to describe people with the diagnosis as ‘manipulative’. For 

others, the service user label provided membership to a community of people they could 

identify with.  However, the label also implies a level of choice in the services people receive 

but participants’ experiences identified this as misleading with limited or no choice possible.  

 

Alternatives to ‘service user’ which was seen as creating a more equitable relationship with 

service providers, was the use of ‘client’ and/or ‘patient’. ‘Client’ for some participants, still 

implied a certain ‘user’ element and choice within treatment provision and service 

accessibility. ‘Patient’ is associated with the medical model and can be viewed as maintaining 

professional dominance but was favoured by several of the participants as it implies a 

temporary status of being unwell and does not differentiate between a mental or physical 

illness and removes the focus on the diagnosis. The narratives used by physical and mental 

healthcare reflect how mental ill health and distress is conceptualised and influence how 

people with the BPD diagnosis are identified and treated which perpetuates the continued 

stigmatisation of the diagnosis.  

 

Service provision 

Mental health services are the gatekeepers to access resources and treatment but 

stigmatisation and negative belief systems towards the BPD diagnosis results in exclusionary 

criteria. Developments in policy and practice guidelines to improve service provision for 

borderline personality disorder, most recently NICE (2009b), have not increased accessibility 

to the therapeutic treatments identified as by Huxley and Thornicroft (2003) and Pilgrim and 

Rogers (2003). NIMH (2003a) Personality Disorder: No longer a diagnosis of exclusion, drew 

attention to services’ exclusionary practices towards people with personality disorder 

diagnoses and identified the failure of healthcare trusts to provide a dedicated personality 

disorder service. Their findings identified that accessing relevant services was a ‘postcode 

lottery’ with most of the participants not being offered or being excluded from mental health 

support or treatment since they had received the diagnosis including at times of crisis. Several 

participants here also had comorbid diagnoses but found access to specialist treatment for 
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these conditions also limited or not available because of their BPD diagnosis. The RCP (2020) 

statement highlighting that service provision was difficult to access for people with co-morbid 

diagnoses, highlighted that there are increasing exclusion criteria, which was also identified 

by several of the participants here.  Exclusionary criteria for people with a BPD diagnosis or 

BPD traits were particularly noted for eating disorder services. Services claim that people with 

co-morbid BPD diagnosis have needs that are too complex or too serious to manage, and/or 

staff lack the necessary skills and knowledge. Often services refer them to another service 

who are also not able to meet the specific needs and that second service will refer back to the 

specialist services causing a cycle of rejection. People with comorbid diagnoses that have a 

personality disorder diagnosis are left with no option but to rely on mainstream services to 

get what treatment and support they can. This indicates that the gap between knowledge and 

practice in specialist and mainstream practice is growing.  

 

Psychotherapeutic and trauma-informed therapies are the most suitable form of treatment 

but there are long waiting lists to get an initial assessment, one participant stated she had 

been waiting over a year and was still waiting for an initial assessment. For some, the only 

way to get therapeutic support is to pay privately which can cause a financial strain however 

delays in access to therapy or engagement by services amplifies distress and maladaptive 

coping methods such as self-harming or overdosing. Crisis support by mental health services 

was discussed by participants as poor and as disregarding the Mental Health Crisis care 

Concordant (2014) designed to support people before and during a period of crisis. Lack of 

access to timely and appropriate engagement by mental health services can mean people 

have no option but to seek help and support from other services such as A&E, sometimes by 

exaggerating their current situation in the hope of accessing the mental health team, but this 

further impacts an already strained service who are limited in their knowledge and 

understanding of BPD. Often the mental health team does not attend or will make 

appointments with no follow up if appointments are missed. When mental health crisis teams 

do attend, they were experienced as unsympathetic or unable to provide access to suitable 

support.  Exclusion criteria or lengthy waits to access appropriate services results in suicidality 

and increased distress of people with a personality disorder diagnosis. Those who have sadly 

died by suicide were not receiving the support or treatment as recommended by the NICE 

guidelines.   
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The research has shown that people with a BPD diagnosis are experiencing enormous 

challenges in accessing appropriate support and treatment from a mental health system that 

is failing to meet the needs of people or provide a clear pathway to treatment. Services lack 

the knowledge, understanding or skills to support this diagnostic group and there is failure to 

provide crisis support or timely interventions, with long waiting lists for assessments and 

treatment with other support in the interim, which impacts distress and can result in people 

turning to maladaptive coping methods to manage. Lack of specialist personality disorder 

services in areas of England means that people are reliant on general mental health services 

who are unable to effectively work with and support people.   

 

Professional power 
Power is defined by Dahl (1957) as the intentional use of control and dominance to maintain 

a level of hierarchy over vulnerable and marginalised groups. The amount of power wielded 

varied between service professionals, with those in mental health services exercising an 

element of coercive control and manipulation to assert their authority. Authority was 

asserted through the use of language, restricting access to crisis support, suitable treatment, 

influence over others and compliancy. Authority was not just directed towards people in their 

care but also towards other colleagues and people’s support networks to limit any challenge 

to the established framework of practice. Hierarchical service structures constrain those who 

work within them by removing their ability to challenge unhealthy practices which allows 

negative beliefs and stigmatising attitudes towards those with mental health diagnoses to 

remain.  

 

Mental health professionals were primarily identified using their status as ‘experts’ to 

maintain power and authority over people in their care. Several of the participants’ 

experienced an abuse of power from mental health professionals, particularly coercive and 

bullying tactics to remove individual care plans and support or to accept what was offered, 

even if it was unsuitable. One participant described the impact of a person’s removal of 

support despite valid arguments about the risk of repeated crises and escalation of self-

harming behaviour which was ignored and seen to challenge professional’s expertise and 

authority. Awareness of the power dynamics between professionals and individuals with 
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mental health diagnoses removes individual’s autonomy to be involved in care decisions or 

express their needs for fear of losing support altogether (Connor and Wilson, 2006). 

 

A number of ‘cultures’ were found to exist in the mental health sector including; 

• Protecting professional reputations in the event of a person’s fatality where errors of 

judgement or safeguarding have been made.  

• Shifting blame over failures to meet the care and needs of vulnerable people, as 

evidenced by one participant’s experiences of a professional attempting to 

manipulate vulnerability for financial gain and then attempting to divert blame onto 

their diagnosis. 

• Diagnostic discrimination that perpetuates the continued stigmatisation of the BPD 
diagnosis in organisational and institutional practices. 

• Manipulation of new colleagues to uphold the negative beliefs, attitudes and working 

practices that exist towards individuals with the BPD diagnosis.  

 
The research has identified that practices and beliefs of professionals continue to add to the 

discrimination and stigmatisation of this diagnostic group. Mental health services appeared 

to be more concerned as Angela experienced, with ‘arse covering if something goes wrong’ 

in the care and support of people with a BPD diagnosis. Power and dominance of professionals 

in mental health services is authoritarianism and controlling, failing vulnerable members of 

society.  

 
Reclaiming power and identity 

Marginalised and vulnerable groups with mental health diagnoses have been challenging 

social injustice and discriminatory care systems for several years. Mental health activists have 

fought for their human rights, individual autonomy and inclusion in their own and others’ care 

and support. Activism also extends to developing tailored care and treatment services to meet 

the needs of people. This study identified mental health services as not fit for purpose in the 

support and care of people with a personality disorder diagnosis.  

 

Challenging services about their inadequacies in relation to the inclusion of people with lived 

experience, addresses power inequalities and empowers those who are often silenced by 

negative attitudes and stigmatising practices. Inclusion in mental and physical health 
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organisations can sometimes be tokenistic and organisations can limit contributions to 

changes in policy and practice. Professionals can interpret inclusion as a challenge to the 

power of their status and role. Experience-led inclusion in frontline services has been proven 

to promote inclusivity and positively impact attitudes and practices of professionals as 

identified by participants here as it changes what professionals believe those with a BPD 

diagnosis are like and shows them that people are not their diagnosis but individuals with 

many attributes and skills and entitled to equal access to resources. 

 

Inclusion of people with lived experience not only benefits services and professionals but also 

those accessing services by offering a shared understanding of mental health difficulties and 

experiences, acceptance and friendship (Nasland et al., 2014). Peer support is a valuable 

opportunity for the empowerment of people and the validation of their experiences. Peer 

support enables a shared understanding of distress which can make a difference in how that 

and what the person needs during that period is presented to professionals. It can change the 

culture of the mental health system from one of focusing on disability by actively encouraging 

focus on a person’s abilities and promotes a model of wellness emphasising strengths, 

recovery and a person’s ability to effectively function. 

 

Changing the narratives about and perceptions of the BPD diagnosis was shown to be 

achieved in the re-education of professionals (Happell et al., 2014). The delivery of specific 

personality disorder training by lived experience trainers was found to dismantle 

preconceived judgements and expectations of someone with the diagnosis. For the 

participants who are in this role in physical and mental health services, it provided them with 

a sense of purpose, validation, recognition, empowerment and the ability to make a real 

change in how people with the diagnosis are treated and perceived. Although there may be 

initial resistance by professionals, lived experience trainers can address negative and 

stigmatising attitudes head on and expand professionals’ knowledge and understanding of 

the diagnosis and individuals’ behavioural representations of distress. People’s experiences 

and knowledge of their mental health can impart valuable opportunities for development of 

knowledge and understanding of professionals but also for the development of policy and 

practices to provide humanistic, person-centred care. The next chapter presents the new 

theoretical framework, the Dominant Identity Status (DISC). 
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Chapter 7. Theoretical Chapter  
Dominant Identity Status Cycle (DISC) 
This chapter introduces a new theoretical framework, the Dominant Identity Status Cycle 

(DISC) that emerged from the participants experiences of stigmatisation, discrimination and 

exclusion from frontline services. During the data analysis phase, it became apparent that 

there was a sequence of similar markers that occurred in the participants’ experiences: 

diagnosis of the personality disorder; labelling effects; awareness of the negative attitudes 

towards the BPD label; withholding diagnosis from family, friends and professionals; loss of 

social status; being excluded from society and service provision because of the diagnosis and 

being stigmatised and discriminated against by professionals. Most of the research 

participants had been involved with frontline services thus giving a wide range of experiences 

pre and post diagnosis.  

 
Participants’ experiences showed no significant stigmatising or negative attitudes by 

professionals until the professionals became aware that they had received a formal BPD 

diagnosis or were assessed for BPD. Despite each participants’ post-diagnosis experience 

being unique, the majority of them expressed noticing changes in professional’s responses 

and gave detailed accounts of discriminatory treatment and lack of care from professionals 

as well as reduced access or exclusion from provision post-diagnosis. The development of 

DISC as a theoretical framework (figure 1) aims to present the interplay and integration of 

several theories once a diagnosis has been given. DISC places them into one coherent 

approach to aid explanation of why those with the diagnosis of BPD experience stigmatisation 

within health and social care settings and frontline services.  

 
Figure 1: Dominant Identity Status Cycle 

Dominant Identity Status Cycle (DISC)

Diagnosis

Re-modified Labelling 
Theory

Social Identity 
Theory

Stigmatisation Theory

Fig 1. 

Medical
Model
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The theories proposed for integration are Link et al.’s (1989) Modified Labelling Theory, Social 

Identity Theory (Tajifel, 1970) and Goffman’s (1963) concept of stigma to develop a theory of 

Stigmatisation. It presents a new way of thinking about Modified Labelling Theory which 

reflects how labelling influences the behaviour, thoughts, and beliefs of others in relation to 

a mental health diagnosis and this impacts the person as a result, rather than how a label 

influences the labelled person. It also proposes an addition to Social Identity Theory to 

consider the role that society can have in the devaluation and discrimination of those with a 

mental health condition, and the negative effects on the person.  

 
The relevance of the integration of theories is that no single theoretical explanation, for 

example, Stigmatisation Theory, explains the phenomenon of why people with a diagnosis of 

BPD experience stigma, social exclusion, and discrimination. Each of the theories presented 

in the cycle co-exist and interplays with others in a loop from diagnosis. At the core of DISC is 

the medical model of mental health, which is the foundation upon which the other theories 

build. The medicalisation of mental health pathologizes natural human responses to difficult, 

abusive, or abnormal situations as ‘disordered’. This pathologization results in a medicalised 

diagnosis (label) being assigned which sets DISC in motion. Each point and theory in the cycle 

has its own specific markers identified from participants’ experiences and through the 

literature on BPD. Figure 2 presents each stage of the cycle and the anomalies that exist. Each 

section in the cycle will be discussed in more depth throughout the chapter. 
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Figure 3 Dominant Identity Status Cycle Theoretical Framework 
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Loss of autonomy and choice Diagnostic ‘overshadowing’ Negative stereotype Victimisation Impacts on coping strategies 
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BPD Diagnosis 
Psychiatry has firmly placed itself within diagnostic measures of mental health and is more 

concerned with cures and influencing pockets of society to believe that there is something 

wrong with them that requires fixing and that can be fixed (Conrad and Bergey, 2014; Ekman, 

2016). People are pigeonholed into boxes through reliance on diagnostic categories that 

explain their ‘peculiarities’ to them and the rest of society. The diagnostic categories in the 

DSM and ICD manuals have become an essential tool in maintaining the medical model’s 

dominance over mental health (Smith, 2011). Individuals are negatively affected by the 

medicalisation of their natural and normal responses to their experiences based largely on 

social norms formalised in the DSM (British Psychological Society, 2011). The medical model 

framework of mental illness diagnosis deals with symptoms, not difficulties, and is based on 

the judgement of a person’s behaviour or communication (The British Psychological Society, 

2011). Mental and emotional distress have always existed in human history however distress 

today, if prolonged or leading to maladaptive ways of coping which are deemed as ‘not 

normal’, is pathologized and labelled a severe mental disorder. The diagnostic system 

legitimises psychiatry’s claims of treating real diseases, which they define purely by 

symptomology without any regard to cause. This symptom-based tick box approach has 

allowed psychiatry to develop a visible and measurable framework that allows for the 

measure of mental illness and ways to silence scientific critics. Clinicians of all theoretical 

persuasion use this tick box approach to diagnose individuals, whilst also meeting the need 

of pharmaceutical corporations in having specific diseases listed and defined for their 

products to treat, providing enormous incentives to create new diagnoses and drugs (Grob, 

1991; Mayes and Horwitz, 2005).  

 

Blackburn (2006) has criticised the DSMs diagnosis of personality disorder for making people 

isolated and ignored with both Francis (2014), chair of the DSM-IV committee, and Hyman 

(2013), the former director of the National Institute of Mental Health, claiming that the new 

DSM-5 would recklessly and radically expand the boundaries of psychiatry with little basis in 

science.  The recognition of the personality disorder diagnosis in the 1980 DSM was based on 

the clinical knowledge and aetiology at the time, to avoid the personality disorder diagnosis 

being absorbed by other diagnoses like depression which were believed to be short term 

conditions. The creation of the Axis 11 category as pervasive, enduring and psychiatrically 
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untreatable in the DSM-IV-TR (1994) maintained the perception of personality disorder not 

as mental illness but as something inherently wrong with the internal construct of a person 

resulting in people being less deserving of support (Paris, 2003). This sets the basis for high 

rates of stigma from professionals and some of the poorest outcomes for treatment and 

health outcomes (Sheehan, Nieweglowski and Corrigan, 2016).  

 

Personality disorder diagnoses generally, and BPD particularly, have poor reliability and 

validity as they are not based on objective criteria but on the subjective judgements of the 

thoughts, feelings, behaviour, and life experiences of an individual by the assessor. Psychiatric 

diagnoses, whether reliable or valid or not, have positive or negative impacts for those on the 

receiving end and can also provide access to services and treatment to manage the 

experiences of distress or associated symptomology. (Pitt et al., 2009; Cromby, Harper and 

Reavey, 2013; Allsop et al., 2019).  

 

However, for some people who experience distress, diagnoses can be positive:   

Corrine: Having researched the condition and its triggers I immediately felt some relief 
as I realised it was not my fault for being like I am. Following my own research, I began 
to realise what all my symptoms meant, and I was finally able to start unpicking my 
past in order to understand my present. 
 
Louise: being diagnosed for me, was a fairly positive experience, it explained so much 
of what had been going on in my life. So, you’re having a diagnosis that kind of 
explained my behaviours and my thought patterns, and that kind of thing, was a relief 
to me, it made me think well actually there is a reason that I’m finding this so hard, 
and it’s not just me in the world that finds this hard there’s a whole group of people 
that find this kind of thing hard.  
 

For some people, having a diagnosis means that there is a shared sense of identity and 

community with others and access to support networks, literature and websites that offer 

understanding and support and that you are not alone. Additionally, mental health is 

commonly understood as something that cannot be helped, it just happens whether you want 

it to or not which can remove elements of guilt or blame.  

 

Previous research has identified that for many given the BPD diagnosis, their subjective 

experiences differ significantly from the clinical descriptions used by professionals (Lester et 
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al., 2020). An area of major concern, highlighted for those who are classed as having BPD, is 

that the assessment conducted by psychiatrists lacks insight into what they are diagnosing 

(Mulvany, 2000).  

Rosa: the symptoms that I was presenting with, although they matched up with a BPD 
diagnosis, they were the symptoms I was presenting with after an eighteen-month 
abusive relationship. So, it’s so confusing, it’s not how I would have presented without 
that abuse so, the links between complex PTSD and BPD get really blurry for me…BPD 
is so much harder and we don’t know how to work with it and we’re going to put it in 
this box over here because we don’t know what we are doing. 
  

Ramon, Castillo and Morant (2001) highlighted that 22% of their participants believed their 

diagnosis was given because professionals could not identify any other diagnostic label to give 

them, hence the idea of the diagnosis as a ‘wastebasket’ or ‘dustbin’ diagnosis and an ‘easy 

option for we can’t do anything for you’ (Horn, Johnstone and Brooke, 2007. p.262; Nehls, 

1999). This belief was also reflected in the participants of this study, like Carol who said, “BPD 

was just the dustbin in which the women were dumped”.  

 

Haigh (2002) identified that people with a personality disorder diagnosis felt labelled by 

mental health professionals and society, that professionals did not understand the diagnosis 

nor that it was treatable, and this results in professionals hiding the diagnosis from ‘service 

users’.  

Rosa: I believe that I was diagnosed when I was 16. But I wasn’t told about that 
diagnosis and also 16 is an unethical age to diagnose someone with BPD. So, I found 
out that that diagnosis was on my record when I was 20, but the last time I had seen 
a psychiatrist was when I was 16 so that’s when I think the diagnosis got added to my 
record. 

 
The diagnostic label of BPD sets the dominant identity status cycle in motion and exposes an 

individual to professionals’ negative diagnosis belief systems. As David noted “The criteria of 

borderline personality disorder… It’s very ugly reading because its, the criteria’s are very, very 

negative, they are almost harmful aspects of living really”. The diagnostic label of BPD is 

inherently linked to stigmatization and negative socio-cultural value judgements. Prejudices 

can be seen through diagnostic frameworks, for example homosexuality was classified as a 

mental disorder in the 1950s but removed from the DSM in 1973, not because it was never a 

mental health issue, but because it became politically and socially unacceptable to classify it 

as such due to campaigns for gay people’s civil rights (Baughey-Gill, 2011). 
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The negative effects of a BPD diagnosis can bring personal feelings of shame and inadequacy 

based on societal stigmatisation of mental health conditions like personality disorders which 

are represented in such a way as to imply that people with the diagnosis have an internal 

badness as well as madness.  

Ash: So there is something wrong with who you are as a person. That’s how I took it, 
at first, was that there is something wrong with your personality. You’re just a shitty 
person was how I took it.  

 

Compared to other mental health conditions, personality disorders have historically evoked 

considerable stigmatisation from within mental health services (Castillo, 2000; Sheehan, 

Nieweglowski and Corrigan, 2016). It can induce a sense of alienation from others and society 

whilst leaving them classed as ‘disordered’. In addition, being told the diagnosis of a 

disordered personality has a profound effect on the identity of the self and hope for the future 

(Castillo, 2000). For David, receiving the diagnosis affected his ideas of future relationships 

and self-worth, “It kind of confirmed to me what I felt were my worst suspicions, that life was 

hopeless, I am worthless, this definitely now excludes me from having interpersonal 

relationships”. 

 

People given a BPD diagnosis encounter barriers to basic human rights and end up in a 

revolving door of care and having their past experiences of abuse, neglect or trauma ignored 

by services and professionals as irrelevant except as part of their psychiatric history. This 

means only the ‘disordered’ symptoms and not the problems or ‘symptoms’ are helped. 

Treatment may mean being trialled on numerous types of medications, some of which can 

have serious physical and mental effects, and which may not address the difficulties that 

brought them into contact with services in the first place or they may be moved from service 

to service. This is a common pattern which is initiated and maintained by a BPD diagnosis 

being made.  

 

Psychiatric diagnoses have been extensively criticised for the impact on those who are 

labelled (Scheff, 1966; Rosenfield, 1997) and questioned about what the benefits of it are 

when individuals experience stigma, shame, worthlessness, and hopelessness (Rosenfield, 

1997; Johnstone, 2014). Some individuals have campaigned against the dominance of 
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psychiatry and to avoid the use of diagnosing altogether to reclaim ownership over their own 

life stories (Dillon and May, 2003; Johnstone, 2014).  

 

Validity of Diagnostic labels 
There has long been critical debate about how the diagnosis of BPD is constructed and it is 

argued to possess no core features and is a highly diverse diagnosis associated with multiple 

comorbidities (Coid et al., 2009; Troll, Distel and Carpenter, 2011; Oldham, 2015). The BPD 

diagnosis is complex with an unclear aetiology and epidemiology posing questions about its 

validity as a diagnosis. There have been calls for the BPD diagnosis to be abolished and these 

are gaining support from both those with the diagnosis and professionals (Personality 

Disorder in the Bin, 2016; A Disorder for Everyone, 2019; Watson, 2019; Warrender et al., 

2020). People who receive the diagnosis generally dislike the diagnosis of personality 

disorder, because of the negative reaction of others, as highlighted by Nehls (1999) research 

on people’s views of the diagnosis. Nehls’ participants felt their personal experiences were 

invalidated by professionals, and their coping methods viewed as manipulative which limited 

their access to mental health services. It is suggested that BPD is a flawed diagnosis and a 

highly contentious label and synonymous with placing people into this diagnostic category 

even if their symptomology does not quite fit the criteria (Johnstone, 2014; Johnstone et al., 

2018; Ring and Lawn, 2019; Lester et al., 2020).  

Louise: People see it as a label to give people who are just, you know, in the system, 
but people don’t know what to do with them. so, it almost feels like, ‘well we’ll give 
them that, we don’t know what else to do with them, and then once they’ve got that 
label then everybody will know that there is really nothing wrong with them’ and you 
know, it’s like, ‘once we’ve given them that label it’s a free ticket for everybody else 
to kind of  pass them by and go, oh yeah we don’t really need to know what’s going 
on with them’, when actually  the people with BPD are often some of the most 
traumatized people that are ever going to be in the mental health system, and need 
the most, kind of, tailored care to stop that trauma being reignited constantly, and 
yet, we’re not given it. 

 

Some have campaigned for the diagnostic name to be replaced with something more 

representative of people’s experiences to reduce the stigmatisation that people encounter 

and give a clearer understanding of the complex relational and emotional phases of 

someone’s difficulties and individual identities (Johnstone, 2014; Johnstone, 2018; MIND, 

2018). Some have suggested that due to the frequency of childhood abuse histories, the 
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symptomology is a response to trauma (Johnstone, 2014; Johnstone et al., 2018) and should 

therefore be reclassified under Complex Post-Traumatic Stress Disorder. However, severe 

trauma histories have only been found in around a third of people with the BPD diagnosis 

(Herman and Van Der Kolk, 1987; Mӧeller, Bachmann and Mӧeller, 1993; Paris, 1998; Raven, 

2009; Kuo et al., 2015; Porter et al., 2019).  

 

The use of the word ‘disordered’ is loaded with negative associations and when combined 

with ‘personality’, implies that a person is intrinsically damaged from the core with little hope 

of achieving a normal functional life (Kulkarni, 2015; Johnstone et al., 2018). It instils a pre-

determined judgment that people who are personality ‘disordered’ cannot be cured, just the 

symptomology managed, and they are problematic to treat (Magnavita, 1998; Tredget, 2001; 

MacManus and Fahy, 2008). Kinderman et al. (2012) states that ‘disorder’ should be dropped 

and instead acknowledge that psychological distress is a normal part of human life and each 

human responds differently to difficult circumstances or experiences.  In response to the 

debates surrounding the removal of the BPD diagnosis, the recent edition of the ICD-11 

changed the personality disorder categories to personality difficulty classifications instead 

(WHO, 2018). The new classification framework is not without criticism as regardless of the 

diagnostic framework used, clinical utility should be provided to reduce the risk of ongoing 

stigmatisation that people experience (Herpetz, Huprich and Bohus, 2017). Whether this 

change by WHO will alter the perceptions of the diagnosis is yet to be identified.  

 

Considering debates on renaming the diagnosis and upon reflection of the voices of this 

study’s participants, changing the diagnostic label of BPD to Emotion Response Syndrome 

with/without associated complex trauma would be more reflective of the symptomology 

experienced and be representative of those who have or have not experienced trauma. The 

proposed diagnostic name change validates the person and reorientates the negative 

perceptions of the BPD diagnosis to focus on emotional responses rather than negatively 

perceived behaviours. Changing the perceptions of behaviours associated with BPD may alter 

the experiences that people have with how professionals in frontline services treat them, 

making service provision more focused and directed to the needs of individuals.   
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Psychiatric diagnostic assessment alternatives 
Several alternatives to how a psychiatric diagnosis is given have been proposed, but one 

already practiced in the UK, and supported by the British Psychological Society is Psychological 

Formulation. It is the process of co-constructing a ‘best guess’ hypothesis on the origins of a 

person’s difficulties based on their relationships, social circumstances, life experiences and 

how the person has perceived them. Psychological formulation promotes co-production 

between the person and the professional with the person bringing their own expertise on and 

meaning from their own life. This is vastly different from standard psychiatric diagnostic 

assessment. Working together builds a narrative and provides the foundations of a plan 

tailored to meet the needs of the person.   

David: One of the nicest things I experienced with my psychologist that I’d done the 
Formulation with….I’ve got choices in this, you want to know what I think, not to just 
make an assumption on my case notes which only highlight the worst parts of what I 
have to live with….And I could write notes over the top and she put them in there 
verbatim as to how I would want that, she said, ‘this is your report, this is your life’. 
Yeah, allowed me to take such a huge amount of control and demonstrated so much 
respect for me as a person rather than being treated as a diagnosis and this is how we 
treat that diagnosis….they’re all the same person you know which can’t be further 
from the truth… that’s the approach that I think everybody should be working, 
anybody that works in any capacity supporting, providing care to people, that’s 
definitely a model they should be using, its together, not what you think is best, don’t 
underestimate who you are working with and their capacity to understand, to process, 
to learn. 
 

Psychological Formulation is used additionally or alternatively to traditional psychiatric 

diagnosis (The British Psychological Society, 2011). In contrast to standard psychiatric 

diagnosis, Psychological Formulation removes the ‘expert’ power dynamics and presumptions 

of deficits in the person being diagnosed. Instead, it applies a Strengths Based and Trauma 

Informed Approach focusing on the resources of a person who has survived challenging life 

situations. Given the potential role of trauma, Trauma-Informed practices integrate such 

knowledge into intervention planning and consider how services might potentially compound 

difficulties by re-traumatising people through coercive and disempowering practices (Fallot 

and Harris, 2009). It approaches the expression of distress by assuming that it makes sense, 

that however frightening the thoughts, feelings, risky or harmful actions are, they are there 

to manage life experiences and that there is a way to create meaning out of them (Butler, 

1998). However, Psychological Formulation may still involve some of the negative aspects of 
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psychiatric diagnoses such as pathologization, exclusion or the imposition of an assessor’s 

view.  

 

A diagnosis, whether from traditional psychiatric assessments or by Psychological 

Formulation results in a person being assigned a label to indicate their mental health status. 

The next part of the cycle focuses on Re-Modified Labelling Theory, and its comparison 

between Classic and Modified Labelling Theory and the use and effects of a stigmatising label 

being given to an individual.  

 

Classic and Modified Labelling Theory 
Classic Labelling Theory, such as the sociological ideas of Durkheim (1973), Mead (1934) and 

the Chicago School, was developed to highlight the social responses to crime and deviance. 

Becker’s (1963) research on use and control of deviance, questioned what the consequences 

of a label were on the person and what circumstances surrounded its application. Becker 

(1963) contended that social groups create the rules of deviance and if those rules are broken, 

a label of deviant is applied to the person resulting in social exclusion. Social exclusion, or as 

he termed ‘social leprosy’, was not due to the act committed but a consequence of social 

sanctions placed on a labelled person. Classic Labelling Theory posits that a person becomes 

a passive victim, compelled to accept stereotypes and display behaviours associated with the 

label.  

 

However, Modified Labelling Theory (Link et al., 1989) proposed that for mental illness, 

negative beliefs are founded in the early stages of a person’s development through exposure 

to negative social conceptions from family, friends, and social media. Link et al. (1989) states 

that negative beliefs of mental illness are inconsequential until the point a person is officially 

labelled, then the label becomes personally relevant, and due to the associated meanings the 

labelled individual comes to believe that they will be socially rejected and either withdraw 

from society or challenge negative stereotypes by educating others (Link and Cullen, 1983. 

1990). Link et al.’s Modified Labelling Theory (1989) has received evidential support from 

those with a mental health diagnosis and investigative research on the effects of labelling 

(Kroska and Harkness, 2006; Kondrat and Early, 2011). Link et al. (1989) conducted a series of 

sociological investigations using their modified approach to Scheff’s (1966) Labelling Theory 
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of mental illness. Participants included people under psychiatric treatment, people 

experiencing psychotic symptoms but not in receipt of treatment and people without 

psychotic symptoms. All the participants were united in expecting social rejection due to their 

diagnostic label and had experienced negative aspects of labelling including vocational, 

interpersonal and economic functioning impacts (Link, 1987; Link et al., 1987; Link, 1989). 

According to Goffman (1963) people labelled with a mental health diagnosis expect to be 

devalued and rejected by those in society without a mental health condition. To protect 

themselves from this devaluation, people withhold their diagnosis, socially withdraw, and 

distance themselves from others involved in receipt of mental health service provision 

(Corrigan and Watson, 2002; Shih, 2004; Thoits, 2011). Link et al. (1989) findings confirmed 

that a mental health label disadvantaged people by placing them in a lower social status with 

fewer life opportunities.  

  

This research proposes that negative beliefs are additionally fostered within educational 

settings and professionals’ working environments. Modified Labelling Theory differs from 

Classic Labelling Theory as it does not make the same assumptions of people with a psychiatric 

diagnosis, instead, suggesting that a labelled person experiences difficulties created by being 

discredited which results in less favourable treatment and less support from frontline 

organisations. Negative characteristics associated with mental health disorders and becoming 

a diagnostic out-cast persuades people to maintain a secrecy of their mental health status. 

For example, Louise said “The last time I presented at A&E…they asked me my diagnosis I 

didn’t tell them”. 

 

Labelling is at the heart of social victimisation in which those with power impose deviant 

identities on the powerless to maintain societal order in the interests of the powerful and the 

medical model (Becker, 1963). Sub-cultures of hereditary stigmatisation are filtered down 

through the hierarchical systems that operate in health and social care services. Eloise shared 

her experience of working on a psychiatric ward in an acute hospital as well as having a BPD 

diagnosis. 

Eloise: There is a culture within a service, and people may come into a service with 
absolutely no opinion’s about it [BPD] but if everyone else is saying, ‘oh you know, this 
is a particular difficult service user set to work with’, everybody is going to start 
believing that and presuming that…I’ve definitely seen that…new members of staff 
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start in units like that. They come in all bubbly with an idea and realize what the culture 
is like and they slowly turn into that. 
 

Rosenfield (1997) and Link and Cullen (1992) argue that there are two sides to labelling, 

positive and negative. However, in the experience of the research participants, negative 

labelling affects outweigh the positives. 

Eloise: There’s a lot of things you are counted out from, ‘oh this is not appropriate 
because of your BPD’, like I have other diagnoses as well…its actually shut a lot of 
doors and been something that sort of hangs around over your head as a flashing light. 
 

Feelings of rejection and disappointment because of the BPD label, which resulted in some of 

them socially withdrawing and distancing themselves from services regardless of need, were 

frequently discussed by the research participants. As reported earlier, Carol said “over the 

years I’ve learned and understood that the best person to help me is me”. Biased perceptions 

and behavioural discrimination towards people with a personality disorder label are 

determinants of professional and societal reactions. These can be elevated when a person’s 

levels of distress and coping methods such as non-suicidal self-injury are evident or visible, 

the negative perceptions of BPD are heightened and enforced (Thoits, 2005). 

Corrine: Professional services see you as attention seeking persona with behavioural 
problems.  Self-harming as well creates even more stigma from these people.  I have 
been made to feel ‘dirty’ for self-harming.  I don’t want to self-harm but until I get the 
help I need this is my coping mechanism to get from one day to the next. 

 

A mental health diagnostic label such as BPD is weighted with negative beliefs and ideas and 

is the pre-emptive mechanism of becoming a person’s dominant identity status. Labelling 

Theory and Dominant Identity Status Cycle are intertwined and connected, for example Link 

et al., (1987) considered how mental health conditions and associated behaviour of a labelled 

person influences societal reaction. However, critics of Labelling Theory (such as Gove and 

Fain, 1973) state that it incorrectly suggests that societal reactions are primarily unaffected 

by behaviour. Social constructions of a mental illness label become a dominant identity status 

and determine the reactions of others irrespective of a labelled person’s behaviour. Critics 

reject the effects of mental health labels based on research findings which do not show direct 

discrimination against labelled individuals, thus, they argue any rejection that occurs is based 

on a person’s behaviour rather than the label they have (Gove and Fain, 1973; Myers and 
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Astrachen, 1974; Crocetti, Spiro and Siassi, 1974; Schwatrz, Lehman et al., 1976; Huffine and 

Classen, 1979).  

 

This research strongly evidences disagreement with the critics of Labelling Theory. The 

research participants demonstrated through their experiences that people hold a priori 

judgements and beliefs about the BPD label irrespective of how they initially present 

themselves to others. This fuels negative reactions and impacts not only their personal well-

being and self-worth but also affects the care, treatment, and support for their social and 

psychological well-being. If a person does not divulge their mental health label, then such 

expectations and beliefs are not formed. 

 

Re-modified Labelling Theory 
The proposal of Re-modified Labelling Theory is not to discount the past theorists of Classic 

and Modified Labelling Theory but rather to develop theoretical thinking and its application 

to mental health. Psychiatric labels that have been applied to people can place them into 

cultural categories, influenced by negative images of mental ill-health and creating a 

stigmatised identity (Rosenfield, 1997; Markowitz, 1998). Individual status characteristics that 

differ from normative expectations can make people vulnerable to being labelled with a 

mental health disorder (Horwitz, 1982; Rosenfield, 1984; Timimi, 2014; Rӧssler, 2016). People 

can experience rejection from and stigmatisation by others based on information that a label 

carries, and they may be placed into the role of ‘service user’ hindering their ability to socially 

and economically function due to limits imposed by others (Link, 1982; Garand et al., 2009; 

Timimi, 2014). Labelling Theory-based research has produced conflicting opinions on the 

positives and negatives of mental health diagnoses. The negative implications of mental 

health labels are that they enforce compliance to normative behaviours, medicalise natural 

human responses, stigmatise and alienate individuals (Szasz, 1960; Corrigan, 2004; National 

Health Executive, 2016). Gallo’s (1994) paper on their personal experience of psychosis and 

psychiatric hospitalisation highlighted how the negative conceptions of labelled people made 

her believe that she had been relegated to the social garbage heap.  

 

Socially constructed images, language and media representations of personality ‘disorder’ 

labels repeatedly portray negative aspects which, as Goffman (1963) suggests, makes those 
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with a label evaluated as not quite human.  The combination of inaccurate dramatic 

portrayals, labelling and stigma of personality disorders heighten the negative stereotypes 

towards this group of people (Granello and Gibbs, 2016).  Angermeyer and Matchinger’s 

(2003) research into public attitudes found that serious mental health disorder labels 

influence public attitudes towards those with the diagnoses actively withdrew themselves 

from interactions with labelled individuals. In comparison, more common mental health 

diagnoses, for example depression, elicited no adverse attitudes. Regardless of a person’s 

behaviour, the BPD label has a lasting effect of increasing the experience of discrimination 

towards the person from frontline services and professionals. 

Helen: I know that people who are diagnosed with BPD notoriously, amongst the 
people I know, have had dreadful treatment and it’s almost been a diagnosis of 
exclusion. I know people have been discharged, told that it’s untreatable, 
unfortunately, I know two people who had BPD who died by suicide…I can see how 
easy it is to go down that route because it is awful, it is harrowing and people can have 
such complex difficulties, to then be met with health care professionals either telling 
them that your problems are untreatable, intractable or whatever, why on earth 
would people have hope if they hear that?. 
 

Positive opinions argue that labels set the standards of ‘normality’ by categorising what 

behavioural and emotional traits and experiences should be understood as ‘disordered’ 

(Timimi, 2014), they provide a succinct explanation to a person’s difficulty, give an 

understanding as to the nature of their problems, a sense of hope towards a resolution of 

wellness and relief (Angermeyer and Matchinger, 2003) and can give a sense of identification 

as a patient (Angermeyer and Matchinger, 2003). This should result in an accepting, caring 

and non-judgmental response from health and social care professionals, however negative 

consequences of the BPD label experienced by the research participants, show that regardless 

of circumstances, interactions with frontline professionals result in experiencing negative 

attitudes, discrimination, neglectful treatment, societal and service exclusion. The BPD label 

is a determinant in the interaction and reaction of professionals, and regardless of people’s 

behaviour is viewed through the lens of the negative aspects of the BPD label as ‘difficult’ to 

deal with.   

 

In the development of Labelling Theory and its application to mental health, debates between 

Scheff (1966) and Gove (1975) focused on two particularly current relevant topics. The first 
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considered who gets labelled and whether an individual’s status characteristics, such as 

gender, exposes them to different labelling experiences. This is pertinent as BPD is a gendered 

diagnosis with women more likely to be diagnosed than men and women accounting for 70% 

of those diagnosed. Feminists (such as Simmons, 1992; Becker, 1997; Wirth-Cauchon, 1997; 

Kerr, 2004) have critiqued how the BPD diagnosis pathologizes women’s expression of trauma 

and distress. Perceptions of feminine characteristics, including them being more emotional, 

hysterical, and needy, have favoured the application of the diagnosis even if past and present 

symptomology does not fit the criteria. Hence, the BPD diagnosis is argued to continue 

oppression and control of women (Shaw and Proctor, 2005; George, 2006).  

Carol: BPD has been used in a very derogative way, primarily for women, primarily for 
women with longstanding problems…that they are any better at understanding 
women…I knew other women that were going through the same system, who were as 
dismissed, they were dismissed with such contempt.  
 

Scheff (1966) and Gove’s (1975) second debate considered the consequences of labelling and 

whether institutionalisation is detrimental to a person’s mental health (Townsend, 1976; 

Chow and Priebe, 2013) Forced in-patient care can be an option for people in prolonged 

periods of crisis resulting in chronic suicidality or serious self-harm. Although limited access 

to in-patient care is not unusual for other mental health diagnoses, for those with the BPD 

label, there is a clinical consensus that inpatient care should not be an option or should be 

minimised to a period of 24-48hrs for the management and escalation of self-injurious 

behaviours (Paris, 2002; Oldham, 2006).  This is further impacted by professional’s lack of 

knowledge of the diagnosis and negative and stigmatising attitudes towards this diagnostic 

group (James, 2007; Dickens, Lamont and Gray, 2016; Stapleton and Wright, 2019). Sarah 

experienced the detrimental effects of having the BPD label whilst staying at an inpatient 

facility. 

Sarah: I was in an acute ward and there was another girl at the time presenting 
relatively similar to me, quite severe self-harm, low mood things like that. She was 
diagnosed with bipolar…she was like, ‘Sarah I don’t understand why, when you have 
an incident they treat you like, their response is, like here you go, sort yourself out, off 
you go and distract somewhere’….when she had an incident she got time to sit and 
debrief with staff, she got time with the psychologist and stuff…the difference was 
that we had a different diagnosis. 
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Despite there being a body of research, which has demonstrated the psychosocial and 

pharmacological benefits of mental health treatment (Smith, Glass and Miller, 1980; Prien et 

al., 1984; Christiansen et al., 1987; Elkin et al., 1989; Kane, 1989;), the BPD label prevents and 

reduces opportunities to obtain benefits of treatment and therapeutic support. Scheff (1966) 

proposed that effects of labelling are primarily negative due to stigma and the dehumanising 

effects of psychiatric treatment. The negative consequence of receiving psychiatric treatment 

is that it is rooted in cultural definitions of ‘mentally ill’, which can influence the expectations 

and interactions of others of those receiving treatment which devalues and discriminates.   

 

Individuals can experience rejection in physical and mental health care based on labelling 

information assigned to them (Link et al., 1987; Garand et al., 2009; Timimi, 2014; Munro, 

2021). For David, his experience of rejection took place in A&E after a car accident in which 

he sustained quite severe injuries and suggested it was because of the BPD diagnostic 

labelling information and past addiction struggles in his medical notes. 

David: It was just complete contempt around that time…Yeah I’m an inconvenience to 
you, you’ve made that very clear, that I’m wasting your time and you’ve essentially 
said as much…I remember, I was having my thumb reattached, I’d gone through a car 
window and they were looking at my medical notes where I, had issues with addiction 
to opiates… ‘we’re not going to give you pain medication because we know you like 
that’, like I was there for the medication.  
 

Labelling Theory claimed that diagnostic labels lead to persistent and recurrent mental health 

problems, based on an individual’s self-labelling concept (Link et al., 1987). However, 

participants here suggest that the self-labelling concept does not increase mental health 

problems, rather the label of BPD and negative perceptions attached to that label are an 

active block to therapeutic mental health services and heighten a person’s emotional distress 

or maladaptive coping strategies. 

The BPD label effect can make people with a diagnosis feel that they are not ‘normal’ anymore 

and are judged by professionals in physical and mental health services.  David described how 

he believes that professionals view people with the diagnosis as “a cohort of dysfunctional 

people that clog up their system…taking up our time when we could doing much better things 

with our time”. Additionally, it is the very services that people seek when in need of support 

which can be the most stigmatising and discriminatory towards those with the BPD label.  
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The next section will present Social Identity Theory and the role of negative mental health 

representation by the media in influencing societal stigma, exclusion, and discrimination. 

 

Social Identity Theory 
Human relationships are social and embedded in a network constructed on their identity 

associations (Stets and Burke, 2000). Associations are shaped in relation to skin colour, 

gender, country of birth, faith, socioeconomic class, disability, or other factors such as being 

a mental health service user. Social Identity Theory’s core premise is traditionally centred 

around social situations and how people often think of themselves, and others, as members 

of a group rather than as individuals. Developed from Tajifel’s (1970) early work, the theory 

attempts to apply cognitive grouping and Gestalt phenomena to social groups. Gestalt is the 

perceptual pattern which possesses qualities that cannot be described merely as a sum of 

their parts. The theory posits that social identity is underpinned by intergroup behaviour, as 

distinct from interpersonal behaviours, and that social identities become the main 

determinant of social perceptions (Hahn and Tapper, 2013). Stets and Burke (2000) proposed 

that social identity is developed through a process of self-categorisation; self-reflection and 

self-classification through identifying associations which seek associations with other social 

groups. Groups with which individual’s align themselves determine their sense of self-worth 

as a member of society and the level of respect they receive as a member of a social group 

(Willetts and Clarke, 2014). People determine others’ aptitudes for status and power in 

gaining insider group status of those that are deemed accepting and valued by society (McCall 

and Simmons, 1978; Turner et al., 1987). Critically, Social Identity Theory can help to develop 

insights into the social identity of discriminatory, prejudicial, and intergroup conflict resulting 

from group-based categorisation and motives for self-enhancement (Islam, 2014). 

 

 Hogg and Abram (1988) state that individuals are born into an already structured society in 

which they derive their identity, or sense of self, from the social category to which they 

belong. Individuals desire a social category based on which one will be powerful, provide 

status, prestige and rewards. Through such identification, people adopt the identity of the 

group that they categorise themselves as belonging to; they will begin to act in the ways that 

someone in the group should act and conform to the norms of that group (McLeod, 2019). As 

a result, a significant emotional attachment to being a group member is formed. Self-esteem 
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becomes connected to group membership and to maintain it, the group must compare 

favourably with other groups. If two groups identify as rivals, they then compete to maintain 

their identity as well as the acquisition of social resources (McLeod, 2019). This is done 

through two important processes in Social Identity Theory, social comparison and self-

categorisation, which yield different outcomes. Through social comparison, people who share 

similarities are categorised as ‘in-group’ members and those who differ are placed as ‘out-

group’ members. Consequently, self-enhancement and self-esteem are targeted by 

evaluations that judge which groups are favoured and which are not. Applied to different 

social groups such as family, mental health status or social class, social comparison can be 

used to explain people’s exaggerated and biased perceptions of difference (Tajifel, 1970; 

Tajifel et al., 1971).  

Rosa: The lower classes have personality disorder and middle classes have bipolar, and 
upper classes are just eccentric…you’re more likely to have a diagnosis of bipolar if 
you’re in a higher class and you’re more likely to be treated like a person if you have 
a diagnosis of bipolar…BPD is related to working class oppression. 

 

Self-categorisation emphasises similarities that people perceive between themselves and 

other members of an in-group and the perceived differences between in and out-groups 

(Tajifel, 1970). Assigning people to categories reveals characteristics about them and which 

appropriate behaviour is defined by the norms of the group they belong to. But assigning 

categories by behavioural norms can only be recognised via mutual identification of belonging 

to the same group. Emphasis occurs from the beliefs, values, behavioural norms, attitudes, 

and affective reactions believed to be correlated with intergroup categorisation. In testing 

the effects of emphasising difference, Tajifel (1970) conducted an experiment by dividing 

people into two groups and providing random information on group members. Group 

members with shared in-group identification on some dimensions exaggerated their positive 

qualities whilst exaggerating the negative qualities of out-group members. Past research has 

demonstrated social phenomena resulting from categorisation including negative evaluations 

of ‘out-groups’ (Dovidio, Gaertner and Validzic, 1998), stereotyping (Smith, 1999), and failure 

to allocate resources to ‘out-group’ members (Sidanius, Pratto and Mitchell, 1994). The social 

world then becomes divided into a ‘them’ and ‘us’ and the groups a person does not belong 

to are left with a negative self-image through the effects of active discrimination, negative 

views passed to existing group members.  
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The research findings here suggest that the Social Identity Status of people with a BPD 

diagnosis is determined by society and directly from psychiatric labels irrespective of how 

people present and live within the expected norms of society. Social prejudice towards and 

discrimination against people with mental health conditions are common and can be socially 

damaging. Such prejudice and discrimination can have substantial impacts on public health 

by adding to life and social inequalities (Clement, 2014; Heads Together, 2017). An individual 

who has a dominant identity based on a mental health diagnosis or as a ‘user’ of mental health 

services, is placed in a social role and social category in which their personal identity becomes 

the lowest level of self-categorisation. People’s role and social category set them apart from 

other individuals and place them into the mentally ill role. Social comparisons and stereotypes 

are made by society which places people outside of the normative fit and functioning of 

others, continuing to override their personal identity (Stets and Burke, 2000). Society 

determines acceptable behaviour and more acceptable mental health conditions (those 

which cause the least disruption or risk to the rest of the population). Those branded with any 

other condition are labelled as outsiders. However, the more powerful a person’s standing in 

society, the less likely an unfavourable diagnostic label and negative dominant identity status 

will be imposed upon them (Gove, 1970; Mummendey et al., 1999). 

 

Generalisations about mental health diagnoses are formed based on the negative 

characteristics of the diagnosis. As Sarah described, “BPD, being over-emotional, can’t simmer 

down sort of thing. So I get a lot of that, people expecting you to kick off at any moment”. 

These generalisations can influence other members of the population to make judgments 

about whether people with different mental health diagnoses can become valued members 

of society. As noted by participants, there is a hierarchy of mental ill health whereby some 

conditions are more socially acceptable than others; Rosa said “I think BPD is the scary one 

and schizophrenia is the really scary one and depression is thing that we’ve all had at some 

point”. Thus, depression or anxiety disorder are more socially accepted because most people 

have felt some aspect of depression or anxiety and they are considered short term problems 

that can be recovered from, unlike personality disorder symptoms. Social acceptance of 

mental ill-health could also be connected to the relatability of recent events of the Covid-19 

pandemic and restrictions placed upon society with more people experiencing poor mental 

well-being.  



210 

People with mental health diagnoses who refuse to comply with, or are judged to not fit into 

those norms, are socially excluded. They become outsiders, out-group members with limited 

rights and denied opportunities that others are entitled to (Adams et al., 2007). Those who 

are excluded become identified and placed within a marginalised group. People with a BPD 

diagnosis do not have this entitlement as they, as a group, are depersonalised by society 

based on their diagnosis. Beliefs are developed about marginalised groups, passed on to 

others via various platforms such as literature or institutional culture, reinforcing negative 

perceptions and stigmatising attributes about someone with a BPD diagnosis (Tredget, 2001; 

Woollaston and Hixenbaugh, 2008; Warrender, 2015).  

Louise: You can’t expect people to not be prejudiced when everything they are reading 
is all about how, you know, terrible the condition is and how you know, people are 
manipulative…just attention seeking and all of that kind of thing. That’s what they are 
being fed, then they’re never going to change their views are they?. 
 

Additionally, negative perceptions can be formed by association to a label, which Eloise 

witnessed “I remember standing there once at the nurse’s station and there was a new 

patient coming in, my colleague turned to me and said, ‘oh it’s one of those borderlines, brace 

yourself’”. Thus, labels, generalisations, evaluations, and stereotypes of people with a BPD 

diagnosis contribute to their social identity which creates their social experiences of 

devaluation and discrimination (Jones et al., 1984; Crocker and Major, 1989; Link and Phelan, 

2001; Major and O’Brien, 2005).  

 

Role identities are organised into hierarchies and devalued role identities, such as being 

mentally ill, are prioritised as more important than other role identities leading to 

discrimination (Stryker, 1980; Tajifel and Turner, 1986; Thoits, 1992; Taylor and Moghaddam, 

1994). For example, health and social care professionals will express dominance over 

unfavoured mental health diagnostic group members who should display subordination to 

maintain the status quo of social status. 

David: Yeah, you better suck it up and you better put a smile on your face and don’t 
show any outward signs if you’re struggling or not coping because that’ll be the threat 
to your, us going, ‘we’ll take away the thing that might actually help you’. And it feels 
incredibly like that power dynamic as well, that we’re holding all this power, we’ve got 
the keys. 
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Amir (1969) and Jackson (1993) suggest that if an encounter is superficial when applied 

through the dominance context, it lacks understanding and is not genuine, leaving those 

involved reminded of their subordinate status and place. Dominant in-groups, such as the 

medical or psychiatric professions, as discussed above and in Chapter 6, favour their own 

group at the expense of others; beliefs and attitudes that already exist within the group will 

be adopted by new members and those who challenge the power of the in-group will be 

excluded (Mental Health Foundation, 2021). As noted above, Eloise reflected on her 

experiences delivering mental health training saying:  

Eloise: There was a sister who I’d met before…when I’d been in the hospital and she 
was quite aloof and not interested, and she was in the same training, she was sort of 
sitting there, like went out to the loo part way through…and all the people, the nurses 
and support staff who worked with her followed suit, because she was a senior who 
wasn’t interested, they come in all bubbly…and then they realize what the culture is 
like and they slowly turn into that. There is a culture within a service…people come 
into a service with absolutely no opinions about it [BPD], but if everyone else is saying, 
‘oh you know, this is a particular difficult service user set to work with’, everybody is 
going to start believing that and presuming. 

 

Actions by dominant in-group leaders influence other group members to follow and uphold 

their superiority and maintain their dominance over the subordinate out-groups (such as 

people with a BPD diagnosis). This can occur even if the subordinate out-groups’ behaviour 

does not reflect a priori beliefs about them and this enables in-group members to remain 

within their social collective (Tajifel, 1978, 1982; Tajifel and Turner, 1979, 1986; Goar, 2007). 

Interactions between professionals and those with a BPD diagnosis are mediated by group 

identities; that is, an individual with BPD is viewed through the lens of their dominant social 

identity, as a member of the BPD group (and associated activated stereotypes), rather than 

an individual. Professionals reinforce this social identity by maintaining interaction through 

the medical model structures of treatment and the continued pathologisation of a person’s 

distress and emotional (in)stability.  

Sara: I think a lot of the judgement isn’t on what you’re saying, because a lot of people 
can say its lies, they usually judge people on what they look like and how they 
seem…the kind of image of personality disorder that everyone has in their head, 
whether its subconscious or unconscious is like, the crazy ex-girlfriend kind of 
thing…I’m very very wary of telling anyone, friends…like most of my closest friends 
wouldn’t even know. 
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Toynbee and Walker (2008) suggest that the UK has become a more divided and unequal 

place with greater disparities between those with mental health problems and those without. 

Social exclusion is traditionally understood to apply in terms of poverty and hardship with 

political and moral undertones relating to justice, equality, human rights and citizenship. In 

terms of mental health, the central concepts of social exclusion proposed by Boardman (2011) 

align to social capital, recovery, citizenship, choice and access, participation, stigma and 

discrimination. The effects of social exclusion from society conflicts with the values of social 

justice and solidarity and emphasises the importance fairness plays in our society as it 

removes choice and opportunity which the population majority take for granted.  

 

Johnstone (2001) suggests that societal abuse is a cruel injustice in the denial of people’s 

moral entitlements. Disadvantages that people with a mental health diagnosis experience 

reveal unjust social structures that prevent them from reaching their full potential and 

meeting basic human needs (Benbow, 2009). Overton and Medina’s (2008) review of 

literature on stigma and mental illness identified social discrimination which included 

negatives attitudes, physical abuse, homelessness, and continued difficulty in obtaining a 

good standard of life. Social oppression and the inequality of people with a BPD diagnosis 

primarily exists in terms of structures that are linked to their social identities and their relation 

to status and power in society. Social exclusion can deny them the basic level of citizenship, 

wealth and happiness that is potentially available for those without a severe mental illness 

diagnosis (Nicki, 2001; Pilgrim, Rogers and Pescolido, 2011). Socially devalued out-groups are 

aware that their social mobility is blocked, they withstand the discrimination directed towards 

them and challenge the social devaluation and stigmatisation been placed upon them (Thoits, 

2011; Cruwys and Gunaseelan, 2016). 

 
Influence of media on society 
Jorm (2000) and Gaebel and Baumann’s (2003) research into public attitudes towards people 

with mental health conditions suggests that the general population hold preconceived 

judgements on the nature of mental illness and how these people should be treated. They 

are influenced by factors such as media reports, personal contact with someone with mental 

ill-health and/or knowledge about the mental health system (Wahl and Lefkowits, 1989; 

Rossler and Salize, 1995; Kolodziej and Johnson, 1997; Corrigan, River and Lundin, 2001). The 
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general public’s knowledge of mental illness commonly derives from mass media as its main 

distributor of information highlighted by a survey conducted by the Daniel Yanklovich Group 

(1990) in which 87% of the survey’s respondents quoted news and non-fictional programs as 

a source of information about mental illness.  Nunally (1957), the first researcher to 

investigate mental health in the media, compared the views of the public, mental health 

experts and the mass media, and concluded that the mass media’s portrayal of mental health 

was far removed from the views of professionals or the general public. Diefenbach and West 

(2007) suggest that some positive knowledge is acquired through media, but that much of the 

content presented perpetuates negative stereotypes (see also Abelman, 1985; Brown and 

Cody, 1991; Rada, 2001; Dixon and Linz, 2002; Minnebo and Van Acker, 2004). The media’s 

depiction and reporting of mental health in the UK continues to reinforce negative beliefs and 

stigmatisation (Atanasova et al., 2019; Li et al., 2021). 

 

Bissell and Parrott (2013) propose that the media shapes prejudice via two routes: the 

dissemination of inaccurate information about social groups and the provision of information 

to viewers about society’s beliefs which inform actions towards members of social out-

groups. Media coverage linking mental illness to violent crimes has served to perpetuate 

negative social attitudes.  

Rosa: I currently do therapy with 7-year olds…sometimes she’s younger than 7 and 
sometimes she’s an adult…she has trauma from when she was about 2…I was saying 
about the two sides of her…he [dad] was saying to me, ‘we need to nip that in the bud 
before it becomes a multiple personality or something like borderline personality 
disorder’,…the majority of the public that doesn’t work in the mental health industry, 
doesn’t know these terms, sees the phrase BPD and equates it with dissociative 
identities and dissociative identities means bad. And means like, those horror 
movies…that’s the link he makes. 

 

The tabloids unfairly give false and negative views of mental illness and grant prominence to 

stories associated with mental illness and violence. Acts of violence committed by a person 

with mental illness has a greater possibility of being reported by the media than other reports 

of mental illness containing no violence (Nunally, 1957; Matas et al., 1986; Mehta et al., 2009).  

Helen: I think I prefer people being informed in some ways, as long as they are 
correctly informed…they might have heard horror stories or occasional things in the 
press about somebody with BPD who has stabbed somebody. 
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Negative depictions of mental illness in films and television influences the attitudes of viewers 

as found by Wahl and Lefkowitz’s (1989) experimental study where participants that were 

exposed to movies of murderers with mental illness developed negative attitudes toward 

mental illness and community care and Goldstein (1979) and Diefenback (1997) who both 

found that prime time fictional police dramas were found to associate more negative labels 

with criminals with mental health conditions and present them as more dangerous.  

Rosa: I’ve just finished watching some British mystery where there was a 
Munchausen’s by proxy plot twist…I just wished that hadn’t happened because it’s a 
mental health problem…you take…it’s easy to take it in…you are a lot more likely to 
be like, ‘okay this is what people with BPD are like’. 

 

The diagnosis of BPD has not been spared fictional representation but is consistently 

portrayed in a negative and stigmatising way; female characters who are dangerous, 

psychotic and chaotic in films such as Girl Interrupted (1999), Single White Female (1992), 

Monster (2003) and Fatal Attraction (1987). Inaccurate stereotypes of mental health 

conditions influence society’s reality of individuals that are distressed or suffering from 

trauma. People with mental health conditions are identified as being dangerous, aggressive, 

impulsive and not to be trusted.  

Helen: There’s quite high rates of abuse, people having been abused…they’ll [society] 
have these awful preconceptions…if it was actually, correctly informed…this person 
could probably be a bit more vulnerable than the average person, might have had 
something traumatic happen. 
 

Negative stereotypes of mental illness that are fed to society are integrated into society’s 

cultural narratives making people with a mental health condition scapegoats whilst diverting 

attention away from policy makers in addressing issues of equality, fairness, justice and health 

and social care. Pescolido, Manago and Monahan’s (2019) research of public views on 

violence committed by those with mental illness identified that public perceptions were 

found to have a greater concern about the danger they posed in violence to others. Becker 

(1991, pp.8-9), describing the social beliefs of mental health deviance, suggests that it is 

society which creates this belief system but not in the way that it is generally understood as 

cause and effect of social factors that influences a deviant act. Public attitudes towards people 

with mental illness have indicated an anticipation or perception of social deviance and violent 

behaviour. However, people with mental health problems are more likely to be targeted and 
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face discrimination, hostility and violence from different population groups identified as 

young adults, strangers, colleagues, family members and professionals within health and 

social care (Kumar, Guite and Thronicroft, 2001; Berrins, Petch and Atkinson, 2003; Sin et al., 

2009).  

 

Other determinants that have been identified as increasing the risk alongside mental health 

diagnoses are sexuality, and physical disabilities (MIND, 2007; Clement et al., 2011). Hate 

Crime and harassment are recognised as significant factors in the discrimination that those 

with mental health problems face (Thornicroft et al., 2007). A survey across twenty-seven 

countries to identify the levels of discrimination that people with varied mental health 

diagnoses experienced found that of 732 participants 26% had experienced verbal or physical 

abuse because of their mental health and 29% had experienced unfair treatment in their 

community (Thornicroft et al., 2009). Similarly, Deponte, Bird and Wright’s (2000) study into 

the level of stigma experienced by people with a mental illness identified that 47% of their 

participants had been abused or harassed in public.  

 

To address how society perceives those with mental illness and reduce discrimination, 

inequalities and exclusion, anti-stigma campaigns in England have become more pronounced 

in targeting the general population or specific groups to reduce negative attitudes and 

promote understanding. Time to Change, created by mental health charities MIND and 

Rethink, have been consistently challenging discrimination since 2007 in a series of phased 

advertising targeting of different population groups (Henderson, Potts and Robinson, 2019). 

The key emphasis of Phase 3, active since 2016, has been targeting individuals aged 25-44 

years with a focus on men’s mental health in an effort to create more openness in discussing 

mental health difficulties. However, there is currently no measure of societal perception of 

mental health that determines whether society has developed a more informed acceptance 

and understanding. Stigmatisation Theory, the next phase in the DISC framework, will be 

presented next. 

 

Stigmatisation Theory 
Social justice theory as discussed in Chapter 3, proposes that all people are equal and have 

the right to dignity and respect. Its application to stigmatisation expands an understanding of 
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the problem and explores the means to target efforts to eliminate it. Framing stigmatisation 

as an issue of social justice reminds others that people with mental ill health are, in fact, just 

people. The stigmatisation of mental ill-health and the impact it has on those at the receiving 

end, such as a barrier to receiving or seeking treatment and poor care, have been well 

documented over the last half century (Overton and Medina, 2008; Da Silva et al., 2020). 

Stigmatisation is a major cause of exclusion and discrimination and global barrier to seeking 

help and getting effective care from physical and mental health organisations (Corrigan et al., 

2003; Martin, Lang and Olafsdottir, 2008; The World Health Organisation, 2013). Mental 

health stigma sustains social inequalities and influences health outcomes (Hatzenbuehler, 

Phelan and Link, 2013; Stangi et al., 2019). Research into public health considers the role of 

stigma as a fundamental driver for population health disparity through mechanisms such as 

unequal distribution of resources for stigmatised groups (Lamont et al., 2016). Membership 

of a stigmatised cohort of people amplifies the negative effects of stigma when seeking 

clarification, treatment, or referral for specialised health advice (Lam, Salkovski and Hogg, 

2016; Lam et al., 2016; Chartonas et al., 2017).  

Louise: I have a chronic physical condition as well and I had to go to the hospital to 
deal with it…there was physically something wrong that needed fixing the doctor kept 
coming and saying to me, ‘well no I’m not, I’m not going to do that because I don’t 
think, I think you’re exaggerating the symptoms…I think, because he found out what 
my mental health condition was. So, you can’t win, even if you present as a normal 
physical patient, if people find out, you know, everything is just, you know, it changes. 
 

The effects of diagnostic overshadowing occur not only for people in the general population 

but also for those who work within health and social sectors. Gold et al. (2016) research, 

focused on women working in the medical profession, identified that stigmatisation of mental 

health impacted their willingness to disclose and seek treatment through fear of losing their 

status and ability to practice. Stigmatisation of personality disorders acts as a deterrent in 

maintaining a good standard of living, pursuing life opportunities and affects self-worth 

(Clement, 2014).  

 

Previous researchers of stigmatisation, such as Gove (1982), believed that the effects of 

stigmatisation were small and temporary and did not appear to pose a severe problem 

downplaying the importance of stigma due to individuals still being offered and in receipt of 

beneficial treatments. Scheff (1966) contended that because of stigma, individuals are 
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treated negatively and made to endure dehumanising experiences from psychiatric 

institutions, or as he called them ‘agents of control’. Stigma is a matter of degree in that what 

sets a person apart can vary; the person can have a strong or weak association to undesired 

characteristics which in turn determines the rejecting responses.  

Helen: All the things I’d read that people might experience once they’ve been given 
this diagnosis, it just suddenly, I just suddenly realized, when professionals had been 
very rude or very dismissive and tended to just ignore what I was saying, massive fear 
of me ever becoming over-dependent on services, the neediness, things like that. I 
just started to piece together, oh this is how they’ve framed me; this is how, the lens 
they’ve been seeing me through. 

 

Corrigan and Kleinlein (2007) suggest that stigmatisation in healthcare is not just limited to 

the treatment system but also a place where people’s experiences of professionals are less 

favourable particularly at times of crisis and distress.  

Angela: I saw her hanging herself twice so, I had to help the police cut her down on 
one occasion. She was sent home from hospital after two of those incidences…they 
let her walk home from [anonymised] hospital… [The mental health] Trust blamed the 
hospital, but they were aware of the fact that she was in crisis and they did 
nothing…she went into hospital for self-harming she was in such a disturbed state 
and…. got two nurses who really didn’t give a shit about her…she was allowed to walk 
home, but then the trust blamed the hospital for allowing her to go…We live 24 miles 
away from [anonymised] hospital and you’ve got 8 miles on unlit rural roads. 
 

People with a BPD diagnosis are more likely to be viewed by professionals as responsible for 

their own problems, in control of their behaviour and symptomology, but also less likely to 

recover from their diagnosed condition. Their ‘behaviour’ is misinterpreted as manipulative 

rather than as portraying their level of distress (Warner and Wilkins, 2004; Aviram, 2006; 

Commons Treloar and Lewis, 2008; Rogers and Dunne, 2011; NG et al., 2019; Baker, Edwards 

and Beazley, 2021). Professionals attach blame to people’s mental ill health and coping 

methods used in periods of distress.  

 

 The level of stigmatisation and negative attitudes towards the BPD diagnosis has remained 

relatively stable over time. Stroud and Parsons’ (2013) interpretative phenomenological 

analysis of attitudes towards the diagnosis indicated that professional’s attitudes were on a 

sliding scale between dread and a desire to help those with the diagnosis. It is unsurprising 

then professionals carry stigmatised beliefs towards those with a diagnosis of BPD and 
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actively discriminate despite awareness of treatment and support barriers that are created as 

a result (Barlow, Miller and Norton, 2007; Horn, Johnstone and Brooke, 2007; Campbell, 

2008).  

David: It wasn’t until I’d got the diagnosis of BPD, it was ah, this is a catch all you know. 
Anyone that presents at hospital with a history of self-harm, then they’re called PD’s, 
we’re not people anymore…I have lost my identity. 
 

People are described as high consumers of services, having repeated emotional crises with 

recurrent threats of self-harm and the ability to cause conflict between staff which do nothing 

to assist in reducing the negative way that the BPD label is interpreted amongst frontline 

professionals (Gallop, 1985; Linehan et al., 1991; WHO, 1992). Interactions with this 

diagnostic group are described as emotionally blackmailing, rule-breaking, threatening, 

dangerous, evoking heightened emotional responses and beliefs that people are bad not 

distressed (Markham, 2003; Wilstarnd et al., 2007; Woollaston and Hixenbaugh, 2008; 

Westwood and Baker, 2010; Chartonas et al., 2017). The belief that those with the diagnosis 

are bad is an important part of the development of stigmatisation frequently referred to in 

literature (Corrigan et al., 2001; Feldman and Crandall, 2007). Attitudes by professionals, such 

as psychiatrists, mental health nurses and psychologists do not differ greatly from the general 

population, pre-empting social distance and avoidance (Nordt et al., 2006). Additionally, 

discomfort and fear can arise due to social cues ascribed to an individual, highlighting 

symptoms such as physical appearance or unease at being around or interacting with others 

(Link et al., 1987; Corrigan, 2004, 2007).  

 

Link and Phelan (2001) propose that stigmatisation and the theory of labelling are connected 

in the way stigmatisation is defined. The personality disorder label has been and is a 

contemptuous label with people with the BPD diagnosis stereotyped as a ‘therapist’s 

nightmare’ and perceived as challenging due to ‘disturbed’ behaviours (Kaplan, 1986; SANE 

Australia, 2001; Felton and Stickley, 2004; McCann et al., 2006; Goodwin and Happell, 2007a). 

Similar research on professional perceptions in healthcare identified they believed people 

with the diagnosis were less ill than other inpatient groups, eliciting less compassionate 

responses and perceived as more responsible for their actions (Gallop, Lancee and Garfinkel, 

1989).  
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Challenging behaviour, a term originally introduced to offer social explanations of people’s 

behaviour, was soon adopted by health and social care professions to refer to the negative 

characteristics of an individual and their diagnosis (Hayman, Swain and Gillman, 1998).  

Corrine: It felt as if I had a “Mickey Mouse” condition that was not worth their effort 
to help me with …I have taken overdoses as well as severely cutting myself that has 
required myself attending A&E. On all occasions the police became involved. When I 
am in such a state I am usually confused and scared and on each of these times the 
police have handcuffed me despite some protest from my then CPN. I have been 
sectioned a few times and have had different experiences with the police in 
attendance…Very few are understanding they simply see me as someone having 
behavioural problems. 
 

Self-harm behaviours (or more correctly coping methods to manage distress or grounding 

techniques to balance emotion or to bring oneself back to the present if in a state of 

dissociation) are still believed to be manipulative actions (McAllister et al., 2002; Gunderson, 

2008; Gibb et al., 2010). Although negative beliefs have been steadily changing, altering 

perspectives and highlighting the experiences of people with the diagnosis is difficult. Fallon’s 

(2003) research analysing lived experience of BPD, identified reluctance to disclosing their 

diagnosis to mental health professionals. In agreement with Fallon’s findings, this occurrence 

was highlighted by a small number of those who participated in this study. 

Eloise: There were people who were just like, you know, ‘because of your diagnosis 
you are choosing to do this to yourself’ [self-harm], ‘silly little girl, you need to grow 
up’, all this sort of stuff, which just, was really like, when you’re in that place when 
you’re really lost and you don’t know what’s going on and people are telling you that, 
and most people with personality disorder are pretty under-confident in themselves 
and there’s all these people telling you that sort of stuff from the outside, it really 
doesn’t help. It doesn’t help. 

 

Professionals’ viewpoints gathered by Commons Treloar’s (2009) research of health services 

in Australia and New Zealand, identified similar attitudes from staff. One professional’s 

comment was that ‘BPD is just an excuse for bad behaviour and nastiness’ (p.131). Lawn and 

McMahon’s (2015) study identified that 57% of people with BPD were shunned by service 

providers in comparison to 29% of people with other mental health diagnoses.  

 

The challenging of stigma attempts to change people’s views or behaviour and to engage with 

biased attitudes, by contradicting the stereotyped expectations. A campaign launched in 2016 

by Heads Together, an umbrella organisation of eight UK mental health charities, sought to 
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challenge and end the stigmatisation of mental health in England. The aim was to raise 

awareness of the inequalities that still existed for those with mental health conditions and to 

provide help for people with mental health challenges. The organisations believed that stigma 

was still a key issue preventing people from getting the help and support they need (Heads 

Together, 2017). Challenges to the concept of stigma include cognitive resistance through 

rejecting the identity of a ‘mental health patient’ or a ‘personality disordered’ person (Link 

and Phelan, 2001). Although raising awareness of stigma is always a positive intervention, it 

can fail to address the broader context of mental health stigmatisation, diminishing the 

positive outcomes of successful campaigns over time (Link and Phelan, 2001; Gronholm et al., 

2017). Link and Phelan (2001, p. 356) suggest that investigating stigma processes can be 

challenging and those that study it ‘do so from the vantage point of theories that are 

uniformed by the lived experience of the people they study’ creating a misunderstanding of 

the experiences of the stigmatised and the perpetuation of unsubstantiated assumptions.  

 

To bring this chapter to a close, the Dominant Identity Status Cycle theoretical framework, 

demonstrates the various stages that explain the stigmatisation, discrimination, and social 

exclusion of those with a BPD diagnosis. The DISC framework is versatile and can be applied 

to other mental and physical health diagnoses that experience stigma and discrimination 

including, but not exclusively, other personality disorders, schizophrenia, dissociative identity 

disorder, eating disorders, HIV and Aids, Tourette’s, sexual health conditions and addiction 

(drug, alcohol, sex etc). The framework can be used as a concept outside of the medical model 

in considering hate crimes, discrimination and stigma of a person’s lifestyle or culture (sexual 

identity, orientation, race, religion) with the central point and start of the cycle replaced with 

the appropriate topic under investigation. The next chapter will present the final discussion 

of the research.   
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Chapter 8. Conclusion 
Chapter Overview 
This study has provided an examination of the experiences of people with a diagnosis of 

borderline personality disorder who access and participate with frontline services. It has 

explored how stigmatisation by and negative attitudes of frontline professionals towards this 

diagnostic group results in discriminatory practices, influences policy and the service and 

social exclusion of individuals. In doing so, it has illuminated that, despite mental health 

stigma campaigns and a greater social awareness of mental ill-health in England since the 

covid-19 pandemic, individuals with the BPD diagnosis are the least accepted or understood 

by professionals.   

 

This final chapter opens with the contribution to literature and research, a summary of the 

main findings, followed by recommendations for future policy, practice and research before 

concluding comments that draw the thesis to a close.  

 

Contribution to academic literature and research 
People’s experiences of accessing and participating with frontline services in England has 

been largely overlooked by research literature, thus one contribution of this work has been 

to focus on this topic. Research on the BPD diagnosis has predominantly been taken from the 

perspectives of professionals which show negative and stigmatising attitudes towards this 

diagnostic group (Deans and Meocevic, 2006; Munro and Baker, 2007). The stigmatisation of 

mental health is an antecedent for discriminatory practices and is a barrier to accessible care 

and treatment which impacts on an individual’s quality of life and life choices. The language 

used by professionals towards individuals captured in this research and in literature, label 

individuals in derogatory terms such as manipulative, dangerous, difficult to treat and 

communicate with and less deserving of care and treatment (Markham, 2003; James and 

Cowman, 2008). Professional’s belief systems towards this diagnostic group create adverse 

effects on individuals and directed ‘stigma by association’ towards their support networks. 

The level of stigmatisation from services towards this diagnostic group has made some of the 

psychiatric community question the continuing use of this stigmatising diagnostic label. For 

some members of the psychiatric community, resistance to or non-disclosure of the diagnosis 

during diagnostic assessments reaffirms the high level of associated stigmatisation and 
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awareness of stigmatisation of the BPD diagnosis. This research has theorised that people are 

unwillingly given a dominant identity status as a result of having the diagnosis which is 

underpinned by the medical model of mental health.  

 
Research on the lived experience of the BPD diagnosis is minimally represented in scientific 

and academic research. Placing lived experience at the forefront of academic research, 

addresses the prejudicial beliefs and attitudes inherent in physical health care and public 

protection services. Studies of BPD diagnosis stigmatisation in lived experience accounts 

identify dehumanization, patronisation, shame, stereotyping and blame in professionals’ 

attitudes towards the diagnosis. This study adds to the literature on the lived experience of 

mental health to show that inclusion in and by frontline services can have a positive impact 

in the re-education of professionals of the BPD diagnosis to improve organisational policy, 

understanding, working practices and challenge negative discourses.  

 

Furthermore, this study contributes to the critiques of the application of the medical model 

to mental health which allows for the construction of psychiatric disorder through the 

pathologization of emotional and behavioural states that are deemed to be ‘abnormal’. 

Dominant ideologies embedded in the medical model allow medical and psychiatric 

professionals to maintain their ‘expert’ power and control over people with mental health 

diagnoses. The medical model devalues the diversity of individual experience to support the 

continuation of injustice and inequality of people through exclusion, oppression, 

disempowerment and stigmatisation.  

 

Summary of key findings 
The aim of this study has been to highlight the experiences of people with a BPD diagnosis in 

relation to stigmatisation, prejudice and inclusivity whilst accessing and participating with 

professionals in frontline services in England. The key findings of the research are that: 

• The diagnosis of BPD results in people experiencing stigmatisation, negative attitudes and 

exclusion from frontline services and professionals. Physical and mental health services 

demonstrated a high level of stigmatising experiences leading to discriminatory practices 

and the refusal or limitation to care and treatment.  
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• The language used by physical and mental health care professionals reflected how the 

BPD diagnosis was negatively conceptualised and influences how individuals are identified 

and treated perpetuating the continued stigmatisation of this diagnostic group.  

• People with a BPD diagnosis experience barriers to accessing appropriate support and 

treatment which is often compounded by exclusionary criteria of services. Individuals with 

comorbid diagnoses face further exclusion due to lack of professional knowledge or skills 

resulting in a cycle of rejection.  

• There is a failure to provide specialist personality disorder services in some parts of 

England. Mainstream services fail to provide a clear pathway to treatment with waiting 

lists for treatment more than one year, with the start of treatment in excess of a two year 

wait.  

• Professional hierarchy and power results in an abuse of that power with coercive and 

bullying tactics to either accept the treatment and support offered or have individual care 

plans removed. Toxic cultures of power show that professionals blame and discriminate 

against this diagnostic group and challenges to ‘expert’ cultures result in inter professional 

manipulation to maintain the power balance, belief systems and practice towards 

individuals.  

• Lived experience inclusion in services challenges the cultures, beliefs, stigmatisation, 

knowledge, understanding and working practices of frontline professionals. It addresses 

the power dynamics that exist between professionals guided by the medical model 

framework of mental health and those that access their service. Inclusion provides 

validation and empowerment of people who have been marginalised and discriminated 

against because of the diagnosis.  

 

Dominant Identity Status Cycle (DISC) model 
The DISC model was developed as a direct result from analysing participants experiences and 

their thoughts in accessing and participating with frontline services and professionals. The 

foundation upon which services and professionals respond to and understand mental health 

is via the medical model of disease and disability rather than acceptance and ability. 
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The DISC model begins at the point of diagnosis, with which the medical model cannot exist 

or maintain its dominance. Reframing how services are structured towards diagnostic 

prominence and how professionals interact with people with ‘diagnoses’ is the first phase in 

restructuring beliefs and working practices in mental health. As a result of diagnoses, labels 

are made and applied to people which then take the forefront of their identity and influence 

how they are treated and responded to by frontline services. Of course, this is dependant on 

what label they have and if their diagnosis is interpreted as one which is not considered a 

challenge, dangerous or difficult to work with such as BPD.  

 

Mental health labels then influence the social context within which frontline services and 

society react to and understand those with a diagnosis of BPD. Negative perceptions of the 

diagnosis held by dominant in-groups in services can not only be adopted by new 

professionals entering their services but also limit the rights, opportunities and exclude those 

with the diagnosis placing them within a marginalised group. Negative perceptions, 

stereotyping and beliefs are further reinforced by portrayals in the media and the tabloids.  

 

The outcome is the stigmatisation of the BPD diagnosis which is a major cause of exclusion 

and discrimination resulting in social inequalities. In aiding positive and non-discriminatory 

future practice and policy within services, this model with further development, could provide 

a foundation in which to reduce the stigmatisation and inequality of mental health.  

 
Recommendations for future research 
This study identified the following lines of enquiry for future research that would benefit the 

knowledge and understanding of the BPD diagnosis from gaps in existing literature:  

 
The male perspective 
Identified as a limitation of this study was a lack to recruit equal or proportionate male and 

female participants. This meant an under representation of lived experience from the male 

perspective. Pertaining to the literature, the diagnosis of BPD is considered gendered with 

women accounting for 70% of those diagnosed. Whilst there is a wealth of literature on BPD, 

this too highlights a limitation to show that the male perspective is vastly underrepresented 

(Johnson et al., 2003). Research that has been conducted is generally focused on the criminal 

justice system (Black et al., 2007; Wetterborg et al., 2015). Although research identifies that 
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the diagnosis of BPD in prison and forensic settings is not uncommon, it does not determine 

why there is a high correlation of men with the diagnosis involved with the criminal justice 

system. Gendered specific research could explore this correlation and provide space to 

address why men with the diagnosis show high comorbidity rates with other personality 

disorders (Grant et al., 2008), more contact with drug and alcohol services, and less likelihood 

to seek out help and support from mental health services at times of crisis (Sansone and 

Sansone, 2011b). It could also ascertain whether the male experience of frontline services is 

similar to that of women, and if not, how are they different. Adding this study to the field of 

research would assist towards providing a measurement of the number of males diagnosed 

with BPD in England.  

 

BAME and the BPD diagnosis 
BAME communities experience repeated social disadvantages and racism which means that 

they can be at a higher risk of developing mental health problems (Mental Health Foundation, 

2019). Mental health conditions vary in BAME communities and these groups experience 

inadequate service provision and care (Rethink, 2020; National Collaborating Centre for 

Mental Health, 2019). BAME groups can experience stigmatisation and racism from mental 

health services which has a negative impact on them seeking support when needed (Bhui, 

2018; National Collaborating Centre for Mental Health, 2019a). However, a gap exists in 

research on the lived experience of ethnic minority groups with a diagnosis of BPD which 

future research should consider.  

 

Practical implications 
The focus of this research has been the experiences of individuals, due to the favoured 

approach of placing the professional’s perspectives at the forefront of the BPD diagnosis in 

existing research. However, there are some practical recommendations proposed that may 

benefit individual’s future experiences of frontline services.  

 

Experience-led inclusion 
Experience- led inclusion in services gives people the opportunity to share their experiences 

with professionals in the development of good practice and the reduction of discriminatory 

attitudes towards personality diagnoses. Service inclusion can aid in the development of 
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organisational policy and frameworks shaped by individuals whose knowledge places them at 

the forefront of what is and is not best practice. Services that promote inclusion show 

improvements in supporting individuals and in professional attitudes and perceptions 

towards mental ill-health (The National Survivor User Network and Together for Mental 

Wellbeing, 2014). Inclusion can influence policies towards alternative approaches to access 

support and can aid service improvement in the delivery of care to others in the future. 

 

Education of professionals 
Education of frontline service professionals is identified as a necessary strategy in reshaping 

the belief systems around mental health conditions, particularly personality disorder 

diagnoses. Identified in previous research with organisations that have applied this shows 

that it breaks down negative and stigmatising attitudes (Happel, Moxham and Platania-

Phung, 2010; Byrne et al., 2013). The knowledge and understanding framework of personality 

disorders (KUF) was designed to support frontline professionals in a variety of sectors 

challenge the misconceptions about this diagnostic group and to gain practice-based 

knowledge of different working and support approaches to support people (Personality.org, 

no date). The training is delivered via co-production by non and lived experience trainers 

offering unique perspectives. The KUF training should be a compulsory requirement for 

frontline service professionals and should also be included in educational curriculums of 

professional courses such as mental and physical health nursing, paramedic sciences, trainee 

psychiatrists and psychologists as a small example.  

 
Concluding Statement 
The experiences of people with a diagnosis of BPD in accessing and participating with frontline 

services and professionals has been shown to be stigmatising, negative, prejudicial and 

exclusionary. This study suggests that these experiences with services and professionals can 

be challenging and can also prolong periods of distress and maladaptive coping methods. 

However, more work needs to be done in challenging stereotypes belief systems as well as 

assisting professionals and services to eradicate these from practice. This study has also 

provided insight into the potential benefits and opportunities for people with a diagnosis of 

BPD and for professionals to work together in providing best working practices that work to 

support the needs of individuals.  



227 

References 
Aaronson, C. J., Bender, D. S., Skodol, A. E. and Gunderson, J. G. (2006) ‘Comparison of 

Attachment Styles in Borderline Personality Disorder and Obsessive-Compulsive 
Personality Disorder’, Psychiatric Quarterly, 77(1), pp. 69-80.  

Abbey, S., Charbonneau, M., Tranulis, C. and Moss, P. (2011) ‘Stigma and Discrimination’, 
Canadian Journal of Psychiatry, 56(10), pp. 1-9.  

Ableman, R. (1985) ‘Styles of Parental Disciplinary Practices as a Mediator of Children’s 
Learning from Prosocial Television Portrayals’, Child Study Journal, 2, pp. 131-146. 

Adair, J. K. (2004) ‘Hawthorn Effect’, In Lewis-Beck, M., Bryman. A. and Liao, T.  (ed.) The 
Sage Encyclopedia of Social Science Research Methods. London: Sage Publications Ltd, 
p. 452.  

Adams, M., Bell, L. A. and Griffin, P. (2007) Teaching for Diversity and Social Justice Second 
Edition. New York: Routledge.  

A Disorder for Everyone (2019) A Disorder for Everyone! Exploring the culture of psychiatric 
diagnosis – Creating change. Available at: www.adisorder4everyone.com/about 
(Accessed: 3rd March 2022). 

Adler, J. M., Chin, E. D., Kolisetty, A. P. and Oltmanns, T. F. (2012) ‘The distinguishing 
characteristics of narrative identity in adults with features of borderline personality 
disorder: An empirical investigation’, Journal of Personality Disorders, 26, pp. 498-512. 

Ahmedani, B. K. (2011) ‘Mental Health Stigma: Society, Individuals, and the Profession’, 
Journal of Social Work, Values and Ethics, 8(2), pp. 410-416. 

Albee, G. W. (1975) ‘To Thine Own Self be True’, American Psychologist, 30(12), pp. 1156-
1158. 

Alcoff, L. and Gray, L. (1993) ‘Survivor Discourse: Transgression or Recuperation?’, The 
University of Chicago Press Journals, 18(2), pp. 260-290. 

Aldiabat, K. M. and Le Navenec, C. L. (2018) ‘Data Saturation: The Mysterious Step in 
Grounded Theory Method’, The Qualitative Report, 23(1), pp. 245-261. 

Alexander, L. A. and Link, B. G. (2003) ‘The impact of contact on stigmatizing attitudes 
toward people with mental illness’, Journal of Mental Health, 12(3), pp. 271-289. 

Alexander, S. J. (2010) ‘As long as it helps somebody’: why vulnerable people participate in 
research’, International Journal of Palliative Nursing, 16(4), pp. 173-178. 

Allen, B., Cramer, R. J., Harris, P. B. and Rufino, K. A. (2013) ‘Borderline Personality 
Symptomology as a Mediator of the Link Between Child Maltreatment and Adult 
Suicide Potential’, Archives of Suicide Research, 17(1), pp. 41-51. 

Allport, G. W. (1954) The Nature of Prejudice. Reading, MA: Addison-Wesley. 

http://www.adisorder4everyone.com/about


228 

Allsop, K., Read, J., Corcoran, R. and Kinderman, P. (2019) ‘Heterogenity in psychiatric 
diagnostic classification’, Psychiatry Research, 279, pp. 1-6. 

Alonso, J., Buron, A. and Rojas-Farreras, S., de Graaf, R., Haro, J. M., de Girolamo, G., 
Bruffaerts, R., Kovess, V., Matschinger, H. and Vilagut, G. and ESEMeD/MHEDEA 2000 
investigators (2009) ‘Investigators Perceived Stigma Among Individuals with Common 
Mental Disorders’, Journal of Affective Disorders, 118(1-3), pp. 180-186. 

Al-Salom, P. and Boylan, K. (2019) ‘Borderline Personality Disorder and Disordered eating 
Behaviour: The Mediating Role of Rejection Sensitivity’, Journal of the Canadian 
Academy of Child and Adolescent Psychiatry, 28(2), pp. 72-81. 

Al-Shamali, H. F., Winkler, O., Talarico, F., Greenshaw, A. J., Forner, C., Zhang, Y., Vermetten, 
E. and Burback, L. (2022) ‘A systematic scoping review of dissociation in borderline 
personality disorder and implications for research and clinical practice: Exploring the 
fog’, Australian & New Zealand Journal of Psychiatry, 00(0), pp.1-3.  

Alvesson, M. and Skoldberg, K. (2009) Reflexive Methodology New Vistas For Qualitative 
Research 2nd edn. London: Sage Publications Ltd. 

Amir, T. (1969) ‘Contact Hypothesis in Ethnic Relations’, Psychological Bulletin, 71, pp. 319-
342. 

American Psychiatric Association (2022) Diagnostic and statistical manual of mental 
disorders: dsm-5-tr. Fifth edition, text revision edn. Washington, DC: American 
Psychiatric Association Publishing.  

(2013) Diagnostic and Statistical Manual of Mental Disorders Fifth ed. Arlington, VA: 
American Psychiatric Publishing.  

(1994) Diagnostic and Statistical Manual of Mental Disorders. Washington, DC: 
American Psychiatric Association. 

Anderson, M. and Standen, P. J. (2007) ‘Attitudes towards suicide among doctors and nurses 
working with children and young people who self-harm’, Journal of Psychiatric and 
Mental Health Nursing, 14, pp. 470-477.  

Andrews, H. E., Hulbert, C., Cotton, S. M., Betts, J. and Chanen, A. M. (2019) ‘Relationships 
between the frequency and severity of non-suicidal self-injury and suicide attempts in 
youth with borderline personality disorder’, Early Intervention Psychiatry, 13(2), pp. 
194-201. 

Angermeyer, M. C. and Dietrich, S. (2006) ‘Public beliefs about and attitudes towards people 
with mental illness: a review of population studies’, Acta Psychiatrica Scandinavica, 
113(3), 163-179. 

Angermeyer, M. C. and Matschinger, H. (2003) ‘The stigma of mental illness: effects of 
labelling on public attitudes towards people with mental disorder’, Acta Psychiatrica 
Scandinavica, 108, pp. 304-309.  



229 

Anjoulat, I., Hoore, W. D. and Deccache, A. (2007) ‘Patient Empowerment in Theory and 
Practice: Polysemy Or Cacophony’, Patient And Education Counselling, 66, pp. 13-20. 

Appiah, K. A. (2010) The ethics of identity. New Jersey: Princeton University Press.  

Arksey, H. and Knight, P. (1999) Interviewing for Social Scientist. London: Sage. 

Armitage, S. (1980) ‘Non-compliant recipients of health care’, Nursing Times, 76, pp. 1-3. 

Atanasova, D., Koteyko, N., Brown, B. and Crawford, P. (2019) ‘Mental health and the media: 
From illness to wellbeing’, Sociology Compass, 13(5), pp. 1-12.  

Ataro, G. (2020) ‘Methods, methodological challenges and lesson learned from 
phenomenological study about OSCE experience: Overview of paradigm-driven 
qualitative approach in medical education’, Annals of Medicine and Surgery, 49, pp. 
19-23. 

Atzema, C. L., Schull, M. J. and Tu, J. V. (2011) ‘The effects of a charted history of depression 
on emergency department triage and outcomes in patients with acute myocardial 
infarction’, Canadian Medical Association Journal, 183(6), pp. 663-669. 

Aviram, R. B., Brodsky, B. S. and Stanley, B. (2006) ‘Borderline Personality Disorder, Stigma, 
and Treatment Implications’, Harvard Review of Psychiatry, 14(5), pp. 249-256. 

Ayodeji, E., Green, J., Roberts, C., Trainor, G., Rothwell, J., Woodham, A. and Wood, A. 
(2015) The Influence of Personality Disorder on Outcome in Adolescent Self-harm’, 
The British Journal of Psychiatry, 207(4), pp. 313-319. 

Azungah, T. (2018) ‘Qualitative Research: Deductive and Inductive Approaches to Data 
Analysis’, Qualitative Research Journal, 18(4), pp. 383-400. 

Bach, B. and Fjelsted, R. (2017) ‘The Role of DSM-5 Borderline Personality Symptomatology 
and Traits in the Link Between Childhood Trauma and Suicidal Risk in Psychiatric 
Patients’, Borderline Personality Disorder and Emotion Dysregulation, 4(12), pp.1-10. 

Bacha, K., Hanley, T. and Winter, L. A. (2020) ‘’Like a human being, I was an equal, I wasn’t 
just a patient’: Service users’ perspectives on their experiences of relationships with 
staff in mental health services’, Psychology and Psychotherapy: Theory, Research and 
Practice, 93, pp. 367-386.  

Bachrach, P. and Baratz, M. (1962) ‘Two Faces of Power’, American Political Science Review, 
56, pp. 947-952. 

Bagnasco, A., Ghirotto, L. and Sasso, L. (2014) ‘Theoretical Sampling’, Journal of Advanced 
Nursing, 70(11), pp. 6-7.  

Baker, J., Edwards, I. and Beazley, P. (2021) ‘Juror Decision-making Regarding a Defendant 
Diagnosed with Borderline Personality Disorder’, Psychiatry, Psychology and Law, pp. 
1-19.  



230 

Baker, D. and Pillinger, C. (2020) ‘’These people are vulnerable, they aren’t criminals’: 
Mental health, the use of force and deaths after police contact in England’, The Police 
Journal: Theory, Practice and Principles, 93(1), pp. 65-81.  

Baklien, B. and Bongaardt, R. (2014) ‘The quest for choice and the need for relational care in 
mental health work’, Medicine, Health Care and Philosophy: A European Journal, 
17(4), pp. 625-632. 

Ball Cooper, E., Venta, A. and Sharp, C. (2018) ‘The Role of Maternal Care in Borderline 
Personality Disorder and Dependent Life Stress’, Borderline Personality Disorder and 
Emotion Dysregulation, 5(5) pp. 1-5. 

Ball, J. S. and Links, P. S. ‘Borderline personality disorder and childhood trauma: Evidence for 
a casual relationship’, Current Psychiatry Reports, 11, pp. 63-68. 

Bandelow, B., Schmal, C., Falkai, P. and Wedekind, D. (2010) ‘Borderline Personality 
Disorder: A Dysregulation of the Endogenous Opioid System?’, Psychological Review, 
117(2), pp. 623-636.  

Barbour, R. S. and Schostak, J. (2005) ‘Interviewing and Focus Groups’, In B. Somekh and C. 
Lewin, Research Methods in The Social Sciences Chapter 4. Pp. 41-48. London: Sage 
Publications. 

Barker, P. J., Reynolds, W. and Stevenson, C. (1998) ‘The human science basis of psychiatric 
nursing: theory and practice’, Perspectives in Psychiatric Care, 34, pp. 5-14. 

Barlow, K., Miller, S. and Norton, K. (2007) ‘Working with People with Personality Disorder: 
Utilising Service Users’ Views’, Psychiatric Bulletin, 31, pp. 85-88. 

Barnes, G. M., Hoffman, J. H., Welte, J. W., Farrell, M. P. and Dintcheff, B. A. (2007) 
‘Adolesents’ Time Use: Effects on Substance Use, Delinquency and Sexual Activity’, 
Journal of Youth Adolescence, 36, pp. 697-710. 

Barnes, H. (2011) ‘Does mental illness have a place alongside social and recovery models of 
mental health in service users’ lived experiences? Issues and implications for mental 
health education’, The Journal of Mental Health Training, Education and Practice, 6(2), 
pp. 65-75.  

Barnes, M. (2002) ‘Bringing Difference into Deliberation? Disabled People, Survivors and 
Local Governance’, Policy and Politics, 30(3), pp. 319-331.  

Barr, K. R., Townsend, M. L. and Greyner, B. F. S. (2020) ‘Using peer workers with lived 
experience to support the treatment of borderline personality disorder: a qualitative 
study of consumer, carer and clinician perspectives’, Borderline Personality Disorder 
and Emotion Dysregulation, 7(20), pp. 1-14.  

Barreto, M. and Ellemers, N. (2003) ‘The Effects of Being Categorised: The Interplay 
Between Internal and External Social Identities’, European Review of Social 
Psychology, 14, pp. 139-170. 



231 

Barreto, M., Ellemers, N. and Banal, S. (2006) ‘Working Under Cover: Performance-Related 
Self-confidence Among Members of Contextually Devalued Groups Who Try to Pass’, 
European Journal of Social Psychology, 36, pp. 337-352. 

Bassman, R. (2001) ‘Whose reality is it anyway? Consumers/survivors/ex-patients can speak 
for themselves’, Journal of Humanistic Psychology, 41(4), pp. 11-35.  

Bateman, A. and Fonagy, P. (2010) ‘Mentalization based treatment for borderline 
personality disorder’, World Psychiatry, 9(1), pp. 11-15. 

(2004) Psychotherapy for Borderline Personality Disorder. London: Oxford University 
Press. 

Bateman, A. W. and Krawitz, R. (2013) Borderline Personality Disorder an Evidence-based 
Guide for Generalist Mental Health Professionals. Oxford: Oxford University Press. 

Bates, I. and Stickley, T. (2013) ‘Confronting Goffman: how can mental health nurses 
effectively challenge stigma? A critical review of the literature’, Journal of Psychiatric 
and Mental Health Nursing, 20, pp. 569-575. 

Bather, B., Fitzpatrick, R. and Rutherford, M. (2008) Briefing 36: The Police and Mental 
health. Available at: https://www.centreformentalhealth.org.uk/publications/briefing-
36-police-and-mental-health (Accessed: 15th May 2019). 

Batstra, L., Hadders-Algra, M. and Nieweg, E. H. (2012) ‘Child Emotional and Behavioural 
Problems: Reducing Overdiagnosis is Without Risking Undertreatment’, 
Developmental Medicine and Child Neurology, 54(6), pp. 492-494.  

Bauer, M. W. and Gaskell, G. (2005) Qualitative Researching with Text, Image and Sound A 
Practical Handbook. London: Sage Publications. 

Baughey-Gill, S. (2011) ‘When Gay Was Not Okay with the APA: A Historical Overview of 
Homosexuality and its Status as Mental Disorder’, Occams’ Razor, 1(2), pp. 5-16. 

Bayes, A. and Parker, G. (2017) ‘Borderline Personality Disorder in Men: A Literature Review 
and Illustrative Case Vignettes’, Psychiatry research, 257, pp. 197-202. 

Bazemore, G. and Schiff, M. (2001) Restorative Community Justice. Cincinnati, OH: Anderson 
Publishing Co. 

BBC (2019) Hidden waits ‘leave mental health patients in limbo’. Available at: 
https://www.bbc.co.uk/news/health-50658007 (Accessed: 5th February 2021).  

(2017) Personality Disorders are ‘Widespread’, Say Experts. Available at: 
https://www.bbc.co.uk/news/health-12395656 (Accessed: 7th June 2019). 

Beck, A. T. and Freeman, A. (1990) Cognitive Therapy of Personality Disorders. New York: 
Guilford Press.  

https://www.centreformentalhealth.org.uk/publications/briefing-36-police-and-mental-health
https://www.centreformentalhealth.org.uk/publications/briefing-36-police-and-mental-health
https://www.bbc.co.uk/news/health-50658007
https://www.bbc.co.uk/news/health-12395656


232 

Beck, E., Sharp, C., Poulsen, S., Bo, S., Pedersen, J. and Simonsen, E. (2017) ‘The Mediating 
Role of Mentalizing Capacity Between Parents and Peer Attachment and Adolescent’, 
Borderline Personality Disorder and Emotion Dysregulation, 4(23) pp. 1-4.  

Becker, D. (1997) Through the Looking Glass; Women and Borderline Personality Disorder. 
Boulder, CO: Westview Press. 

Becker, H. S. (1963) Outsiders: Studies in the Sociology of Deviance. New York: Free Press.  

Beeney, J. E., Hallquist, M. N., Ellison, W. D. and Levy, K. N. (2016) ‘Self-other Disturbance in 
Borderline Personality Disorder: Neural, Self-report, and Performance-based 
Evidence’, Personality Disorders: Theory, Research and Treatment, 7(1), pp, 28-39.  

Begeny, C. T. and Huo, Y. J. (2016) ‘When Identity Hurts: How Positive Intragroup 
Experiences Can Yield Negative Mental Health Implications for Ethnic and Sexual 
Minorities’, European Journal of Social Psychology, 47, pp. 803-817. 

Benbow, S. (2009) ‘Societal Abuse in the lives of Individuals with Mental Illness’, The 
Canadian Nurse, 105(6), pp. 30-32. 

Bender, D. and Skodol, A. (2007) ‘Borderline Personality as a Self-other Representational 
Disturbance’, Journal of Personality Disorders, 21(5), pp. 500-517.  

Bennetts, W., Cross, W. and Bloomer, M. (2011) ‘Understanding consumer participation in 
mental health: Issues of power and change’, International Journal of Mental Health 
Nursing, 20, pp. 155-164. 

Berenz, E., Amstadter, A., Aggen, S., Knudsen, G., Reichborn-Kjennerud, T., Gardner, C. and 
Kendler, K. (2013) ‘Childhood Trauma and Personality Disorder Criterion Counts: A Co-
Twin Control Analysis’, Journal of Abnormal Psychology, 122(4), pp. 1070-1076.  

Beresford, P. and Wallcraft, J. (1997) ‘Psychiatric System Survivors and Emancipatory 
Research: Issues, Overlaps and Differences’, In. Barnes, C. and Mercer, G. (eds.) Doing 
Disability Research, Leeds: The Disability Press. p. 71. 

Beresford, P. (2005) ‘Social work and a social model of madness and distress: Developing a 
viable role for the future’, Social Work and Social Sciences Review, 12(2), pp. 59-73. 

(2003) ‘User involvement in research: exploring the challenges’, Nursing Times 
Research, 8(1), pp. 36-46. 

Bergdahl, E. and Bertero, C. M. (2014) ‘The Myth of Induction in Qualitative Nursing 
Research’, Nursing Philosophy, 16, pp. 110-120. 

Bergdahl, E. (2015) ‘The Myth of Induction in Qualitative Nursing Research’, Nursing 
Philosophy, 16, pp. 110-120. 

Berger, P. L. and Luckman, T. (1967) The Social Construction of Reality: A Treatise in the 
Sociology of Knowledge. Garden City, NJ: Anchor. 

(1966) The Social Construction of Reality. Middlesex: Penguin Books Ltd. 



233 

Berrins, K. M., Petch, A. and Atkinson, J. M. (2003) ‘Prevalence and Experience of 
Harassment of People with Mental Health Problems Living in the Community’, British 
Journal of Psychiatry, 183, pp. 526-533.  

Berry, C., Gerry, L., Hayward, M. and Chandler, R. (2010) ‘Expectations and Illusions: A 
Position Paper on the Relationship Between Mental Health Practitioners and Social 
Exclusion’, Journal of Psychiatric and Mental Health Nursing, 17, pp. 411-421. 

Bhavnani, K. (1998) ‘Empowerment and social research: some comments’, Text, 8(1-2), pp. 
41-50. 

Bhui, K. (2018) ‘Complex Personality Disorders’, The British Journal of Psychiatry, 213, p. 
728. 

Biddle, L., Cooper, J., Owen-Smith, A., Klineberg, E., Bennewith, O., Hawton, K., Kapur, N., 
Donovan, J. and Gunnell, D. (2012) ‘Qualitative Interviewing With Vulnerable 
Populations: Individuals Experiences of Participating in Suicide and Self-Harm Based 
Research’, Journal of Affective Disorders, 145, pp. 356-362. 

Bigus, O. (1994) ‘Grounded Theory’, In B. Glaser. More Grounded Theory Methodology: A 
Reader (ed.) Mill Valley, CA: Sociology Press.  

Bilsen, J. (2018) ‘Suicide and Youth: Risk Factors’, Frontiers in Psychiatry, 9(540), pp 1-5. 

Birch, M. and Miller, T. (2000) ‘”Inviting Intimacy: The Interview As Therapeutic 
Opportunity”’, International Journal of Social Research Methodology, 3(3), pp. 189-
202. 

Birmingham, L. (2003) ‘The Mental Health of Prisoners’, Advances in Psychiatric Treatment, 
9, pp. 191-201.  

Biskin, R. S. (2015) ‘The Lifetime Course of Borderline Personality Disorder’, The Canadian 
Journal of Psychiatry, 60(7), pp. 303-308.  

Black, D. W., Gunter, T., Allen, J., Blum, N., Arndt, S. and Wenman, G. (2007) ‘Borderline 
Personality Disorder in Male and Female Offenders Newly Committed to Prison, 
Comprehensive Psychiatry, 48, pp. 400-405. 

Black, D. W., Pfohl, B., Blum, N., McCormick, B., Allen, J. and North, C. S. (2011) ‘Attitudes 
Toward Borderline Personality Disorder: A Survey of 706 Mental Health Clinicians’, 
CNS Spectrums, 16(3), pp. 67-74. 

Blaikie, N. (1993) Approaches to Social Inquiry. Cambridge: Polity Press. 

Blankertz, L. (2001) ‘Cognitive Components of Self-esteem for Individuals with Severe 
Mental Illness’, American Journal of Orthopsychiatry, 71, pp. 99-106. 

Bleecher, B. (2009) ‘The Medical Model, Mental Health Practitioners, and Individuals with 
Schizophrenia and Their Families’, Journal of Social Work Practice, 23(1), pp. 9-20. 



234 

Boardman, J. (2011) ‘Social Exclusion and Mental Health – How People with Mental Health 
Problems are Disadvantaged: An Overview’, Mental Health and Social Inclusion, 15(5), 
pp. 112-121. 

Bodner, E., Cohen-Friedel, S. and Iancu, I. (2011) ‘Staff Attitudes Towards Patients with 
Borderline Personality Disorder’, Comprehensive Psychiatry, 52(5), pp. 548-555. 

Bonnington, O. and Rose, D. (2014) ‘Exploring Stigmatisation Among People Diagnosed with 
Either Bipolar Disorder or Borderline Personality Disorder: A Critical Realist Analysis’, 
Social Science and Medicine, 123, pp. 7-17. 

Booth, T. and Booth, W. (1994) ‘The use of depth interviewing with vulnerable subjects: 
lessons from a research study of parents with learning difficulties’, Social Science and 
Medicine, 39(3), pp. 415-424. 

Borg, M. and Karlsson, B. (2009) ‘User involvement in community mental health services – 
principles and practices’, Journal of Psychiatric and Mental Health Nursing, 16, pp. 
285-292.  

Bornat, J. (2000) ‘Oral History’, in Seale, S., Gobo, G., Gubrium, J. F. and Silverman, D. (ed.) 
Qualitative Research Practice. Thousand Oaks, CA: Sage, pp.34-47. 

Boroditsky, L., Schmidt, L. A. and Phillips, W. (2003) Sex, syntax, and semantics. In D. 
Gentner and S. Goldin-Meadow (Eds.) Language in mind: Advances in the study of 
language and thought, pp. 61-79. Cambridge MA: MIT Press.  

Borrill, J. (2000) ‘Developments in treatment for people with psychotic experiences’, 
Updates, 2(9), pp. 1-4. Available at: 
www.mentalhealth.org.uk/html/content/updatev02i09.pdf (Accessed: 1st June 2021).  

Bourdieu, P. (1987) ‘What makes a social class? On the theoretical and practical existence of 
groups’, Berkeley Journal of Sociology, 32, pp. 1-18. 

Bourke, M. E. and Grenyer, B. F. (2013) ‘Therapists’ accounts of psychotherapy process 
associated with treating patients with borderline personality disorder’, Journal of 
Personality Disorders, 27, pp. 45-735. 

Bowlby, J. (1973) Attachment and Loss Vol 1 Separation: Anxiety and Anger. New York: Basic 
Books. 

Boyatzis, R. E. (1998) Transforming Qualitative Information: Thematic Analysis and Code 
Development. Thousand Oaks, CA: Sage. 

Boyle, D. and Harris, M. (2009) The challenge of co-production: how equal partnerships 
between professionals and the public are crucial to improving public services. London: 
Nesta Publication.  

Boyle, M. and Johnstone, L. (2014) ‘Alternatives to Psychiatric Diagnosis’, Lancet Psychiatry, 
1, pp. 409-411. 

http://www.mentalhealth.org.uk/html/content/updatev02i09.pdf


235 

Bozzatello, P., Bellino, S., Bosia, M. and Rocca, P. (2019) ‘Early Detection and Outcome in 
Borderline Personality Disorder’, Frontiers in Psychiatry, 10(710), pp. 1-16. 

BPD Community (2017) Introducing BPD. Available at: www.bpdcommunity.com.au/hidden-
content/bpd-information (Accessed: 24th January 2022).  

Bracke, P., Christiaens, W. and Verhaeghe, M. (2008) ‘Self-esteem, self-efficacy, and the 
balance of peer support among persons with chronic mental health problems’, Journal 
of Applied Social Psychology, 38, pp. 436-459. 

Bracke, P., Delaruelle, K. and Verhaeghe, M. (2019) ‘Dominant Cultural and Personal Stigma 
Beliefs and the Utilization of Mental Health Services: A Cross-National Comparison’, 
Frontiers in Sociology, 4(40), doi: 10.3389/fsoc.2019.00040. 

Bracha, H. S. (2004) ‘”Freeze, Flight, Fight, Fright, Faint: Adaptationist Perspectives on the 
Acute Stress Response Spectrum”’, CNS Spectrums, 9(9), pp. 679-685. 

Bracken-Roche, D., Bell, E. and Racine, E. (2016) ‘The “Vulnerability” of Psychiatric Research 
Participants’, The Canadian Journal of Psychiatry, 61(6), pp. 335-339. 

Brand, B. L. and Lanius, R. A. (2014) ‘Chronic Complex Dissociative Disorders and Borderline 
Personality Disorder: Disorders of Emotion Dysregulation’, Borderline Personality 
Disorder and Emotion Dysregulation, 1(13), pp. 1-12. 

Brand, B. L., Sar, V., Stavropoulos, P., Krüger, C., Korzekwa, M., Martínez-Taboas, A. and 
Middleton, W. (2016) ‘Separating Fact from Fiction: An Empirical Examination of Six 
Myths About Dissociative Identity Disorder’, Harvard Review of Psychiatry, 24(4), pp. 
257-270. 

Breeze, J. A. and Repper, J. (1998) ‘Struggling for control: the care experiences of ‘difficult’ 
patients in mental health services’, Journal of Advanced Nursing, 28(6), pp. 1301-1311.  

Breggin, P. (2003) ‘Psychopharmacology and human values’, Journal of Humanistic 
Psychology, 43(2), pp. 34-49.  

Bremner, J. D. (1999) ‘Does Stress Damage the Brain?’, Biological Psychiatry, 45(7), pp. 797-
805. 

Briere, J. and Rickards, S. (2007) ‘Self-awareness, Affect Regulation, and Relatedness: 
Differential Sequels of Childhood Versus Adult Victimisation Experiences’, The Journal 
of Nervous and Mental Disease, 195(6), pp. 497-503. 

British Psychological Society (2011) Response to the American Psychiatric Association: DSM-
5 Development. Available at: www.bps.org.uk/psychologist/news-august-2011 
(Accessed: 17th October 2021). 

Brockington, I., Hall, P., Levings, J. and Murphy, C. (1993) ‘The Community’s Tolerance of the 
Mentally Ill’, British Journal of Psychiatry, 162, pp. 93-99. 

Broer, T., Nieboer, A. P. and Bal, R. (2014) ‘Mutual powerlessness in client participation 
practices in mental health care’, Health Expectations, 17(2), pp. 208-219.  

http://www.bpdcommunity.com.au/hidden-content/bpd-information
http://www.bpdcommunity.com.au/hidden-content/bpd-information
http://www.bps.org.uk/psychologist/news-august-2011


236 

Brosnan, L. (2012) ‘Power and Participation: An Examination of the Dynamics of Mental 
Health Service-User Involvement in Ireland’, Studies in Social Justice, 6(1). Pp. 45-66. 

Brown, L. (2021) Short prison sentences for women are ineffective and a waste of money – 
investment is needed in rehabilitation. Available at: 
https://www.independent.co.uk/voices/prison-rehabilitation-women-investment-
b1800521.html (Accessed: 1st December 2021). 

Brown, R. (1995) Prejudice: Its Social Psychology. London: Basil Blackwell. 

Brown, P. and Calnan, M. (2013) Trust as a Means of Bridging the Management of Risk and 
the Meeting of Need: A Case Study in Mental Health Service Provision’, Social Policy & 
Administration, 47(3), pp. 242-261. 

Brown, W. J. and Cody, M. J. (1991) ‘Effects of a Prosocial Television Soap Opera in 
Promoting Women’s Status’, Human Communication Research, 18, pp. 114-142. 

Bruley, S. (2013) ‘Consciousness-Raising in Clapham; Women’s Liberation as ‘Lived 
Experience’ in South London in the 1970s’, Women’s History Review, 22(5), pp. 717-
738.  

Bryant, A. and Charmaz, K. (2007) The Sage Handbook of Grounded Theory. London: SAGE 
Publications Lyd. 

Brydon-Miller, M. (2010) Conventional ethics and action research: exploring a common 
foundation for social research. In D. M. Mertens & E. Ginsberg (Eds.), The handbook of 
social research ethics. Thousand oaks, CA: Sage. 

Bryman, A. (2016) Social Research Methods 5th edn. Oxford: Oxford University Press.  

Bryman, A. and Bell, E. (2007) Business Research Methods 2nd edn. Oxford: Oxford 
University Press.  

Bryman, A. and Burgess, R. G. (1994) Analysing Qualitative Data. London: Routledge. 

Bucharest Early Intervention Project (2020) About the Bucharest Early Intervention Project. 
Available at: www.bucharestearlyinterventionproject.org/about-beip (Accessed: 24th 
January 2022). 

Bukamal, H. (2022) ‘Deconstructing insider-outsider researcher positionality’, British Journal 
of Special Education, 49(3), pp. 327-349.  

Burns-Lynch, B., Murphy, A. A., Gill, K. J. and Brice, G. (2014) ‘Persons in recovery, family 
members, and staff perspectives of psychiatric crisis needs’, American Journal of 
Psychiatric Rehabilitation, 17(2), pp. 114-127.  

Busfield, J. (1988) ‘Mental Illness as a social product or social construct: A contradiction in 
feminists’ arguments?’, Sociology of Health & Illness, 10(4), pp. 521-542.  

Butler, G. (1998) ‘Clinical Formation’, In. Bellack, A. S. and Hersen, M. (eds.) Comprehensive 
Clinical Psychology. Oxford: Pergamon. Pp. 1-23. 

https://www.independent.co.uk/voices/prison-rehabilitation-women-investment-b1800521.html
https://www.independent.co.uk/voices/prison-rehabilitation-women-investment-b1800521.html
http://www.bucharestearlyinterventionproject.org/about-beip


237 

Butler, J. and Longhitano, C. (2008) ‘Self-harm’, Medicine, 36(9), pp. 455-458. 

Butler, J. A. (2016) ‘Self-harm’, Medicine, 44(12), pp. 715-718. 

Butler, J. (2012) ‘Self-harm’, Medicine, 40(12), pp. 650-653. 

Byrne, L., Happell, B., Welch, T. & Moxham, L. J. (2013) ‘’Things you can’t learn from books’: 
Teaching recovery from a lived experience perspective’, International Journal of 
Mental Health Nursing, 22, pp. 195-204. 

Cabinet Office (2006) Reaching Out: An Action Plan on Social Exclusion. Available at: 
https://webarchive.nationalarchives.gov.uk/20061211131243/http://www.cabinetoffi
ce.gov.uk/social_exclusion_task_force/publications/reaching_out/reaching_out.asp 
(Accessed: 9th May 2019). 

Cackowski, S., Neubauer, T. and Kleindienst, N. (2016) ‘The Impact of Posttraumatic Stress 
Disorder on the Symptomology of Borderline Personality Disorder’, Borderline 
Personality Disorder and Emotion Dysregulation, 3(7), pp. 1-7.  

Cahn, E. S. and Gray, C. (2005) ‘Using the co-production principle: no more throwaway kids’, 
New Directions for Youth Development, 106, pp. 27-37.  

Callard, F., Sartorius, N., Arboleda-Florez, J., Bartlett, P., Helmchen, H., Stuart, H., Tarborda, 
J. and Thornicroft, G. (2012) Mental Illness, Discrimination and the Law. Fighting for 
Social Justice. Chichester: John Wiley & Sons Ltd.  

Campbell, C. W. (2008) ‘But What can a Psychiatrist do about my Bowel?!’ Borderline 
Personality Disorder in Primary Care: A Qualitative Analysis of Patient Experience’, 
Doctoral Dissertation. Available at: 
https://ethos.bl.uk/orderdetails.do?uin=uk.bl.ethos.562280 (Accessed: 1st September 
2021).  

Campbell, D. (2020a) One in four waiting three months or more for mental health help. 
Available at: https://www.theguardian.com/society/2020/oct/07/one-in-four-waiting-
three-months-or-more-for-mental-health-help (Accessed: 9th January 2021). 

(2020b) Police 999 callouts to people suffering mental health crises soar. Available at: 
www.theguardian.com/society/2020/oct/18/police-999-callouts-to-people-suffering-
mental-health-crises-soars (Accessed: 15th December 2020). 

Campbell, P. (2009) The service user/survivor movement. In. J. Reynolds, R. Muston, T. 
Heller, J. Leach, M. McCormick, J. Wallcraft & M. Walsh (eds.), Mental health still 
matters. London: Palgrave.  

(2005) From Little Acorns: The mental health service user movement. Available at: 
https://www.centreformentalhealth.org.uk/sites/default/files/beyond_the_water_to
wers.pdf (Accessed: 10th June 2021).  

Caplan, P. J. and Cosgrove, L. (2004) Bias in Psychiatric Diagnosis. Lanham, Maryland: Jason 
Aronson. 

https://webarchive.nationalarchives.gov.uk/20061211131243/http:/www.cabinetoffice.gov.uk/social_exclusion_task_force/publications/reaching_out/reaching_out.asp
https://webarchive.nationalarchives.gov.uk/20061211131243/http:/www.cabinetoffice.gov.uk/social_exclusion_task_force/publications/reaching_out/reaching_out.asp
https://ethos.bl.uk/orderdetails.do?uin=uk.bl.ethos.562280
https://www.theguardian.com/society/2020/oct/07/one-in-four-waiting-three-months-or-more-for-mental-health-help
https://www.theguardian.com/society/2020/oct/07/one-in-four-waiting-three-months-or-more-for-mental-health-help
http://www.theguardian.com/society/2020/oct/18/police-999-callouts-to-people-suffering-mental-health-crises-soars
http://www.theguardian.com/society/2020/oct/18/police-999-callouts-to-people-suffering-mental-health-crises-soars
https://www.centreformentalhealth.org.uk/sites/default/files/beyond_the_water_towers.pdf
https://www.centreformentalhealth.org.uk/sites/default/files/beyond_the_water_towers.pdf


238 

Caplan, P. J. (2008) ‘Gender Issues in the Diagnosis of Mental Disorder’, Women & Therapy, 
12(4), pp. 71-82. 

Carballo, J. J., Llorente, C., Kehrmann, L., Flamarique, I., Zuddas, A., Purper-Ouakil, D., 
Hoekstra, P. J., Coghill, D., Schulze, U. M. E., Dittmann, R. W., Buitelaar, J. K., Castro-
Fornieles, J., Lievesley, K., Santosh, P. and Arango, C. (2020) ‘Psychosocial risk factors 
for suicidality in children and adolescents’, European Child & Adolescent Psychiatry, 
29, pp. 759-776. 

Cardano, M. (2010) ‘Mental Distress: Strategies of Sense-Making’, Health, 14(3), pp. 253-
271. 

Cartwright, D. (2008) ‘Borderline Personality Disorder: What do we know? Diagnosis, 
Course, Co-morbidity and Aetiology’, South African Journal of Psychology, 38(2), pp. 
429-446. 

Care Quality Commission (2013) A Criminal Use of Police Cells? The Use of Police Custody as 
a Place of Safety for People with Mental Health Needs. Available at: 
https://www.justiceinspectorates.gov.uk/hmicfrs/media/a-criminal-use-of-police-
cells-20130620.pdf (Accessed: 15th May 2019). 

Casey, P. and Kelly, B. (2007) Fish’s Clinical Psychopathology Signs & Symptoms in Psychiatry 
Third Edition. London: The Royal College of Psychiatrists.  

Castillo, H. (2003) Personality Disorder: Temperament or Trauma?. London: Jessica Kingsley.  

(2000) ‘Temperament or Trauma? Users’ Views on the Nature and Treatment of 
Personality Disorder’, Mental Health and Learning Disabilities Care, 4(2), pp. 53-58. 

Cattane, N., Rossi, R., Lanfredi, M. and Cattaneo, A. (2017) ‘Borderline Personality Disorder 
and Childhood Trauma: Exploring the Affected Biological Systems and Mechanisms’, 
BMC Psychiatry, 17(221), pp. 1-14. 

Cavanaugh, M. (1984) A typology of social power. In Kakabadse, A. & Parker, C. eds. Power, 
Politics and Organisations. Chichester: John Wiley & Sons. 

Centre for Mental Health (2020) Commission for Equality in Mental Health – Mental health 
for all? The final report of the commission for Equality in Mental Health. Available at: 
www.centreformentalhealth.org.uk/sites/default/files/publication/download/Centref
orMH_Commission_FinalReport.pdf (Accessed: 27th September 2022).  

(2019a) Reforming the Mental Health Act: The Implications of the NIHR Mental Health 
Policy Research Unit’s Work for the Independent Review. Available at: 
https://www.centreformentalhealth.org.uk/reforming-mental-health-act (Accessed: 
20th June 2019).  

(2019b) In Ten Years Time: Improving Outcomes for People with Mental- Ill-health, 
Learning Disability, Developmental Disorders or Neuro-Diverse Conditions in the 
Criminal Justice System. Available at: 
https://www.centreformentalhealth.org.uk/sites/default/files/2019-

https://www.justiceinspectorates.gov.uk/hmicfrs/media/a-criminal-use-of-police-cells-20130620.pdf
https://www.justiceinspectorates.gov.uk/hmicfrs/media/a-criminal-use-of-police-cells-20130620.pdf
http://www.centreformentalhealth.org.uk/sites/default/files/publication/download/CentreforMH_Commission_FinalReport.pdf
http://www.centreformentalhealth.org.uk/sites/default/files/publication/download/CentreforMH_Commission_FinalReport.pdf
https://www.centreformentalhealth.org.uk/reforming-mental-health-act
https://www.centreformentalhealth.org.uk/sites/default/files/2019-06/Revolving%20Doors_CMH_Bradley%2010yrs%20on_forweb.pdf


239 

06/Revolving%20Doors_CMH_Bradley%2010yrs%20on_forweb.pdf (Accessed: 25th 
June 2019). 

(2017) We need to talk: We need more psychological therapy. Available at: 
https://www.centreformentalhealth.org.uk/publications/we-need-talk (Accessed: 5th 
February 2021).  

(2015) The Bradley Commission Briefing 3 Personality Disorder and Complex Needs. 
Available at: https://www.centreformentalhealth.org.uk/publications/personality-
disorder-and-complex-needs (Accessed: 13th June 2019). 

(2012) Briefing 45: Probation services and mental health. Available at: 
www.centreformentalhealth.org.uk/sites/default/files/2018-
09/briefings45_probation.pdf (Accessed: 5th October 2022). 

(2011) Briefing 39: Mental Health Care and the Criminal Justice System. Available at: 
https://www.centreformentalhealth.org.uk/publications/briefing-39-mental-health-
care-and-criminal-justice-system (Accessed: 18th June 2019).  

Chadwick, A., Street, C., McAndrew, S. and Deacon, M. (2012) ‘Minding our own bodies: 
Reviewing the literature regarding the perceptions of service users diagnosed with 
serious mental illness on barriers to accessing physical health care’, International 
Journal of Mental Health Nursing, 21(3), pp. 211-219. 

Chakraborty, A. T., McKenzie, K. J., Hajat, S. and Stansfeld, S. A. (2010) ‘Racism, mental 
illness and social support in the UK’, Social Psychiatry and Psychiatric Epidemiology, 
45(12), pp. 1115-1124.  

Chaftez, L., White, M. C., Collins-Bride, G. and Nickens, J. (2005) ‘The poor general health of 
the severely mentally ill: Impact of a schizophrenic diagnosis’, Community Mental 
Health Journal, 41(2), pp. 169-184. 

Chamberlin, J. (1997) ‘A working definition of empowerment’, Psychiatric Rehabilitation 
Journal, 20, pp. 43-46.  

(1990) ‘The ex-patients movement: Where have we been and where are we going?’, 
The Journal of Mind and Behaviour, 111, pp, 323-336. 

(1988) On Our Own. Patient Controlled Alternatives to the Mental Health System. 
London: MIND. 

(1987) ‘The case for Separatism: Ex-patient Organising in the United states’ In. I. 
Braker and E. Peck (eds), Power in Strange Places, Good Practices in Mental Health, 
London. 

Chamberlain, J. M. (2013) Understanding Criminological Research A Guide To Data Analysis. 
London: Sage Publications Ltd. 

Chanen, A, M. and Kaess, M. (2012) ‘Developmental pathways to borderline personality 
disorder’, Current Psychiatry Reports, 14, pp. 45-53.  

https://www.centreformentalhealth.org.uk/sites/default/files/2019-06/Revolving%20Doors_CMH_Bradley%2010yrs%20on_forweb.pdf
https://www.centreformentalhealth.org.uk/publications/we-need-talk
https://www.centreformentalhealth.org.uk/publications/personality-disorder-and-complex-needs
https://www.centreformentalhealth.org.uk/publications/personality-disorder-and-complex-needs
http://www.centreformentalhealth.org.uk/sites/default/files/2018-09/briefings45_probation.pdf
http://www.centreformentalhealth.org.uk/sites/default/files/2018-09/briefings45_probation.pdf
https://www.centreformentalhealth.org.uk/publications/briefing-39-mental-health-care-and-criminal-justice-system
https://www.centreformentalhealth.org.uk/publications/briefing-39-mental-health-care-and-criminal-justice-system


240 

Chanen, A. M. and McCutcheon, L. (2013) ‘Prevention and Early Intervention for Borderline 
Personality Disorder: Current Status and Recent Evidence’, The British Journal of 
Psychiatry, 202, pp. 24-29. 

Chanen, A. M. (2015) ‘Borderline Personality Disorder in Young People; Are We There Yet?’, 
Journal of Clinical Psychology, 71(8), pp. 778-791. 

Chapman, A. L., Dixon-Gordon, K. L., Layden, B. K. and Walters, K. N. (2010) ‘Borderline 
Personality Features Moderate the Effect of a Fear Induction on Impulsivity’, 
Personality Disorders, 1(3), pp. 3139-3152. 

Chapman, A. L., Gratz, K. L. and Brown, M. Z. (2006) ‘Solving the Puzzle of Deliberate Self-
harm: The Experiential Avoidance Model’, Behaviour Research and Therapy, 44(3), pp. 
371-394. 

Chapman, S. and Schwartz, J. P. (2012) ‘Rejecting the Null: Research and Social Justice 
Means Asking Different Questions’, Counselling and Values, 57, pp. 24-30. 

Charmaz, K. (2014) Constructing Grounded Theory. 2nd edn. London: SAGE 

(2011) ‘Grounded Theory Methods in Social Justice Research’. In N. Denzin and Y. 
Lincoln (2011) The Sage Handbook of Qualitative Research. pp. 359-380. 

(2008) ‘Grounded Theory as An Emergent Method’, In S. N. Heisse-Biber and P. Leavy 
(eds.) Handbook of Emergent Methods. Pp. 155-172. New York: The Guilford Press.  

(2006) Constructing Grounded Theory A Practical Guide Through Qualitative Analysis. 
London: Sage Publications. 

(2005) ‘Grounded Theory in The 21st Century: Applications for Advancing Social 
Justice Studies’, In N. Denzin and Y. Lincoln (eds.) Handbook of Qualitative Research 
3rd edn. pp. 507-535. Thousand Oaks, CA: Sage. 

(1991) Good Days, Bad Days: the self in chronic illness and time. New Brunswick, NJ: 
Rutgers University Press.  

(1983) ‘The Grounded Theory Method: An Explication and Interpretation’. In R. M. 
Emerson (ed.) Contemporary Field Research. Boston: Little, Brown and Company, pp. 
109-126. 

Chartonas, D., Kyratsous, M., Dracass, S., Lee, T. and Bhui, K. (2017) ‘Personality Disorder: 
Still the Patients Psychiatrists Dislike?’, British Journal of Psychiatry Bulletin, 41(1), pp. 
12-17. 

Chavez, C. (2008) ‘Conceptualizing from the Inside: Advantages, Complication, and Demands 
on Insider Positionality’, The Qualitative Report, 13(3), 474-494. 

Cheavens, J. S. and Heiy, J. E. (2011) ‘The Differential Roles of Affect and Avoidance in Major 
Depressive and Borderline Personality Disorder Symptoms’, Journal of Social and 
Clinical Psychology, 30(5), pp. 5441-5457. 



241 

Cheavens, J. S., Rosenthal, M. Z., Daughters, S. B., Nowak, J., Kosson, D. and Lynch, T. R. 
(2005) ‘An Analogue Investigation of the Relationships Among Perceived Parental 
Criticism, Negative Affect, and Borderline Personality Disorder Features: The Role of 
thought Suppression’, Behaviour Research and Therapy, 43(2), pp. 257-68. 

Chesler, P. (2005) Women and Madness. New York, NY: Palgrave MacMillan.  

Chow, W. S. and Priebe, S. (2013) ‘Understanding psychiatric institutionalization: a 
conceptual review’, BMC Psychiatry, 13(169), pp. 1-14. 

Choy, L. T. (2014) ‘The Strengths and Weaknesses of Research Methodology: Comparison 
and Complimentary between Qualitative and Quantitative Approaches’, IOSR Journal 
of Humanities and Social Sciences, 19(4), pp. 99-104. 

Christiansen, H., Hadzi-Pavlovic, D., Andrews, G. and Mattick, R. (1987) ‘Behaviour Therapy 
and Tricyclic Medication in Treatment of Obsessive- Compulsive Disorder: A 
Quantitative Review’, Journal of Consulting and Clinical Psychology, 55, pp. 701-711.  

Christmas, D. M. B. and Sweeney, A. (2016) ‘Service user, patient, survivor or client…has the 
time come to return to ‘patient’?’, The British Journal of Psychiatry, 209, pp. 9-13. 

Cinamon, R. G. and Rich, Y. (2002) ‘Gender Differences in the Importance of Work and 
Family Roles: Implications for Work-Family Conflict’, Sex Roles, 47(11), pp. 531-541. 

Clandinin, D. J. (2007) Handbook of Narrative Inquiry Mapping a Methodology. London: Sage 
Publications Ltd.  

Clarke, A. (2006) ‘Qualitative Interviewing: Encountering Ethical Issues and Challenges’, 
Nurse Researcher, 13(4), pp. 19-29.  

Clarke, A. E. and Friese, C. (2007) ‘Situational Analysis: Going Beyond Traditional Grounded 
Theory’, In K. Charmaz and A. Bryant (eds.) The Sage Handbook of Grounded Theory, 
pp. 694-743. London: Sage. 

Clarke, A. E. (2005) Situational Analysis: Grounded Theory After the Postmodern Turn. 
Thousand Oaks, CA: Sage. 

(2009) ‘From grounded theory to situational analysis. What’s new? Why? How?’. In J. 
Morse, P. Stern, J. Corbin, B. Bowers. K. Charmaz and A. Clarke Developing grounded,  
pp. 194-233. New York: Routledge. 

Cleary, M., Horsfall, J., Hunt, G. E., Escot, P. and Happell, B. (2011) ‘Continuing challenges for 
the mental health consumer workforce: A role for mental health nurses?’, 
International Journal of Mental Health Nursing, 20(6), pp. 438-444. 

Cleary, M., Siegfried, N. and Walter, G. (2002) ‘Experience, knowledge and attitudes of 
mental health staff regarding clients with a borderline personality disorder’, 
International Journal of Mental Health Nursing, 11(3), pp. 186-191. 



242 

Clement, S., Brohan, E., Sayce, L., Pool, J. and Thornicroft, G. (2011) ‘Disability Hate Crime 
and Targeted Violence and Hostility: A Mental Health and Discrimination Perspective’, 
Journal of Mental Health, 20(3), pp. 219-225. 

Clement, S., Schauman, O., Graham, T., Maggioni, F., Evans-Lacko, S., Bezborodovs, N., 
Morgan, C., Rüsch, N., Brown, J. S. L. and Thornicroft, G. (2014) ‘What is the Impact of 
Mental Health-Related Stigma on Help-Seeking? A Systematic Review of Quantitative 
and Qualitative Studies’, Psychological Medicine, 45(1), pp. 1-17. 

Cockburn, P. (2017) Mental Health Patients are Being Treated as Criminals and Sent to 
Prisons rather Than Hospitals. Available at: 
https://www.independent.co.uk/voices/prince-harry-mental-health-prisons-cant-be-
solved-by-talking-a7695876.html (Accessed: 12th June 2019).  

Cohen, L., Manion, L. and Morrison, K. (2018) Research Methods in Education 8th edn. 
Abingdon, Oxon: Routledge.  

Coid, J., Moran, P., Bebbington, P., Brugha, T., Jenkins, R., Farrell, M. and Ullrich, S. (2009) 
‘The Co-morbidity of Personality Disorder and Clinical Syndromes in Prisoners’, 
Criminal Behaviour and Mental Health, 19, pp. 321-333. 

Cole, N. L. (2020) Introduction to Discourse in Sociology. www.thoughtco.com/discourse-
definition-3026070 (Accessed: 15th December 2021). 

Coleman, G. (2008) The politics of rationality: Psychiatric survivor’s challenge to psychiatry. 
In K. Phillip & B. de Costa (eds.), Tactical biopolitics. pp. 341-363. Cambridge: MIT 
Press. 

Colle, L., Hilviu, D., Rossi, R., Garbarini, F. and Fossataro, C. (2020) ‘Self-Harming and Sense 
of Agency in Patients With Borderline Personality Disorder’, Frontiers in Psychology, 
11(449), pp. 1-11. 

College of Policing (2015) College of Policing Analysis: Estimating Demand on the Police 
Service. Available at: www.college.police.uk/documents/demand_report_21_1_15.pdf 
(Accessed: 15th December 2021). 

Colson, D. B. (1990) ‘Difficult patients in extended psychiatric hospitalization: a research 
perspective on the patient, staff and team’, Psychiatry, 53, pp. 369-382. 

Commons Treloar, A. J. and Lewis, A. J. (2008) ‘Professional Attitudes Towards Deliberate 
Self-harm in Patients with Borderline Personality Disorder’, Australian and New 
Zealand Journal of Psychiatry, 42, pp. 578-584. 

Commons Treloar, A. J. (2009) ‘A Qualitative Investigation of the Clinician Experience of 
Working with Borderline Personality Disorder’, New Zealand Journal of Psychology, 38, 
pp. 30-34. 

Conlon, M. and O’Tuathail, C. (2012) ‘Measuring Emergency Department Nurses’ Attitudes 
Towards Deliberate Self-Harm Using the Self-Harm Antipathy Scale’, International 
Emergency Nursing, 20, pp. 3-13. 

https://www.independent.co.uk/voices/prince-harry-mental-health-prisons-cant-be-solved-by-talking-a7695876.html
https://www.independent.co.uk/voices/prince-harry-mental-health-prisons-cant-be-solved-by-talking-a7695876.html
http://www.thoughtco.com/discourse-definition-3026070
http://www.thoughtco.com/discourse-definition-3026070
http://www.college.police.uk/documents/demand_report_21_1_15.pdf


243 

Connor, S. L. and Wilson, R. (2006) ‘It’s Important That They Learn From Us For Mental 
Health To Progress’, Journal of Mental Health, 15(4), pp. 461-474. 

Conrad, P. and Bergey, M. R. (2014) ‘The impending globalization of ADHD: Notes on the 
expansion and growth of a medicalized disorder’, Social Science and Medicine, 122, 
pp. 31-43. 

Conrad, P. and Schneider, J. W. (1992) Deviance and Medicalisation: From Badness to 
Sickness. Philadelphia: Temple University Press.  

Conrad, P. (1975) ‘The Discovery of Hyperkinesis: Notes on the Medicalisation of Deviant 
Behaviour’, Social Problems, 23, pp. 12-21. 

Constantino, V. and Nelson, G. (1995) ‘Changing Relationships Between Self-Help Groups 
and Mental Health Professionals: Shifting Ideology and Power’, Canadian Journal of 
Community Mental Health, 14(2), pp. 55-70. 

Coodin, S. and Chisholm, F. (2001) ‘Teaching in a new key: effects of a co-taught seminar on 
medical students attitudes toward schizophrenia’, Psychiatric Rehabilitation Journal, 
24(3), pp. 299-302.  

Cooper, C., Spiers, N., Livingston, G., Jenkins, R., Meltzer, H., Brugha, T., McManus, S., 
Weich, S. and Bebbington, P. (2013) ‘Ethnic Inequalities in the Use of Health Services 
for Common Mental Disorders in England’, Social Psychiatry and Psychiatric 
Epidemiology, 48(5), pp. 685-692. 

Cooper, D. (1978) The Language of Madness. London: Allen Lane. 

(1967) Psychiatry and Anti-Psychiatry. London: Tavistock Publications.  

Cooke, S., Daiches, A. and Hickey, E. (2015) ‘Narratives of experts by experience: the impact 
of delivering training in partnership on the subject of personality disorder’, The 
Journal of Mental Health Training, Education and Practice, 10(4), pp. 234-244. 

Corbiere, M., Samson, E., Villotti, P. and Pelletier, J. F. (2012) ‘Strategies to Fight Stigma 
toward People with Mental Disorders: Perspectives from Different Stakeholders’, The 
Scientific World Journal, 2012, pp. 1-10. 

Corbin, J. and Strauss, A. (2007) Basics of Qualitative Research: Techniques and Procedures 
for Developing Grounded Theory 3rd Edn. Thousand Oaks, CA: Sage. 

Corker, E., Hamilton, S., Robinson, E., Cotney, J., Pinfold, V., Rose, D. and Henderson, C. 
(2016) ‘Viewpoint Survey of Mental Health Service Users’ Experiences of 
Discrimination in England 2008-2014’, Acta Psychiatrica Scandinavica, 134, pp. 6-13. 

Corradi, R. B. (2015) ‘The Psychodynamics of Borderline Psychopathology’, Bulletin of the 
Menninger Clinic, 79(3), pp. 203-231. 

Corrigan, P. W. and Kleinlein, P. (2007) ‘The Impact of Mental Illness Stigma’, In. Corrigan, P. 
W. (ed.) On the Stigma of Mental Illness, Washington: American Psychological 
Association, pp. 11-44. 



244 

Corrigan, P. W., Markowitz, F. E., Watson, A. C., Rowan, D. and Kublak, M. A. (2003) ‘An 
Attribution Model of Public Discrimination Towards Persons with Mental Illness’, 
Journal of Health and Social Behaviour, 44(2), pp. 162-179. 

Corrigan, P. W., Markowitz, F. E. and Watson, A. C. (2004) ‘Structural Levels of Mental Illness 
Stigma and Discrimination’, Schizophrenia Bulletin, 30, pp. 481-491. 

Corrigan, P. W. and Matthews, A. K. (2003) ‘Stigma and Disclosure: Implications for Coming 
Out of the Closet’, Journal of Mental Health, 12, pp. 235-248. 

Corrigan, P. W., River, P. L., Lundin, R. K., Penn, D. L., Uphoff-Wasowski, K. and Campion, J. 
(2001) ‘Three Strategies for Changing Attributions about Severe Mental Illness’, 
Schizophrenia Bulletin, 27, pp. 187-195. 

Corrigan, P. W., Rowan, D., Green, A., Lundin, R., River, P., Uphoff-Wasowski, K., White, K. 
and Kubiak, M. A. (2002) ‘Challenging Two Mental Illness Stigmas: Personal 
Responsibility and Dangerousness’, Schizophrenia Bulletin, 28, pp. 293-310. 

Corrigan, P. W., Watson, A. C., Byrne, P. and Davis, K. E. (2005) ‘Mental Illness Stigma: 
Problem of Public Health or Social Justice?’, Social Work, 50(4), pp. 363-368. 

Corrigan, P. W. and Watson, A. C. (2002) ‘The Paradox of self-stigma and mental illness’, 
Clinical Psychology: Science and Practice, 9(1), pp. 35-53.  

Corrigan, P. W. (2007) How Clinical Diagnosis Might Exacerbate the Stigma of Mental 
Illness’, Social Work, 52(1), pp. 31-39. 

(1998) ‘The Impact of Stigma on Severe Mental Illness’, Cognitive and Behavioural 
Practice, 5, pp. 201- 222. 

Corrigan, P., Larson, J. and Rüsch, N. (2009) ‘Self-stigma and the “Why Try” Effect: Impact on 
Life Goals and Evidence-based Practices’, World Psychiatry, 8, pp. 75-81. 

Corrigan, P., Watson, A. and Barr, L. (2006) ‘The Self-stigma of Mental Illness: Implications 
for Self-esteem and Self-efficacy’, Journal of Social and Clinical Psychology, 25, pp. 
875-884. 

Corrigan, P. (2008) First PSNI Use of Taser: Amnesty International Response. Available at: 
https://www.amnesty.org.uk/press-releases/first-psni-use-taser-amnesty-
international-response (Accessed: 15th May 2019). 

(2004) ‘How Stigma Interferes with Mental Health Care’, American Psychologist, 59(7), 
pp. 614-625. 

The Corston Report (2007) A Report by Baroness Jean Corston of a Review of Women with 
Particular vulnerabilities in the Criminal Justice System. Available at: 
www.justice.gov.uk/publications/docs/corston-report-march-2007.pdf (Accessed: 
18th June 2019). 

Costa, D. S. J., Mercieca-Bebber, R., Tesson, S., Seidler, Z. and Lopez, A. L. (2019) ‘Patient, 
client, consumer, survivor or other alternatives? A scoping review of preferred terms 

https://www.amnesty.org.uk/press-releases/first-psni-use-taser-amnesty-international-response
https://www.amnesty.org.uk/press-releases/first-psni-use-taser-amnesty-international-response
http://www.justice.gov.uk/publications/docs/corston-report-march-2007.pdf


245 

for labelling individuals who access healthcare across settings’, pp. 1-16. BMJ Open, 
doi: 10. 1136/bmjopen-2018-025166  

Coyne, I. T. (1997) ‘Sampling in qualitative research. Purposeful and theoretical sampling; 
merging or clear boundaries?’, Journal of Advanced Nursing, 26, pp. 623-630. 

Crabtree, J. W., Haslam, S. A., Postmes, T. and Haslam, C. (2010) ‘Mental Health Support 
Groups, Stigma, and Self-Esteem: Positive and Negative Implications of Group 
Identification’, Journal of Social Issues, 66(3), pp. 553-569. 

Cresswell, J. W. and Cresswell, J. D. (2018) Research Design Qualitative, Quantitative & 
Mixed Methods Approaches 5th edn. London: Sage. 

Cresswell, J. W. (2013) Qualitative Inquiry and Research Design. Choosing Among Five 
Approaches 3rd edn. London: Sage Publications Ltd. 

Criminal Justice Inspectorate (2021) Criminal justice system failing people with mental 
health issues – with not enough progress over the past 12 years. Available at: 
www.justiceinspectorates.gov.uk/cjji/media/press-
releases/2021/11/mentalhealth2021 (Accessed: 5th October 2022).  

Crocetti, G., Spiro, H. and Siassi, I. (1971) ‘Are the Ranks Closed?: Attitudinal Social Distance 
and Mental Illness’, American Journal of Psychiatry, 127, pp. 1121-1127.  

Crocker, J. and Major, B. (1989) ‘Social Stigma and Self-Esteem: The Self-Protective 
Properties of Stigma’, Psychological Review, 96(4), pp. 608-630. 

Cromby, J., Harper, D. and Reavey, P. (2013) Psychology, Mental Health and Distress. 
Hampshire: Palgrave Macmillan.  

Crocq, M. A. (2013) ‘Milestones in the history of personality disorders’, Dialogues in Clinical 
Neuroscience, 15(2), pp. 147-153. 

Crossley, M. and Crossley, N. (2001) ‘Patient voices, social movements and the habitus: How 
psychiatric survivors speak out’, Social Science & Medicine, 52(10), pp. 1477-1489. 

Crossley, N. (2006) Contesting Psychiatry: Social Movements in Mental Health. London: 
Routledge.  

(2004) ‘Not Being Mentally Ill: Social Movement, System Survivors, and the 
Oppositional Habitus’, Anthropology & Medicine, 11(2), pp. 161-180. 

Crotty, M. (1998) The Foundations of Social Research: Meaning and Perspective in the 
Research Process. London: SAGE Publications.  

Crow, G., Wiles, R., Heath, S. and Charles, V. (2006) ‘Research Ethics and Data Quality: The 
Implications of Informed Consent’, International Journal of Social Research 
Methodology, 9(2), pp. 83-95.  

http://www.justiceinspectorates.gov.uk/cjji/media/press-releases/2021/11/mentalhealth2021
http://www.justiceinspectorates.gov.uk/cjji/media/press-releases/2021/11/mentalhealth2021


246 

Crowell, S., Beauchaine, T. and Linehan, M. (2009) ‘A Biosocial Developmental Model of 
Borderline Personality: Elaborating and Extending Linehan’s Theory’, Psychological 
Bulletin, 135(3), pp. 495-510.  

Cruwys, T. and Gunaseelan, S. (2016) ‘Depression is Who I am: Mental Illness Identity, 
Stigma and Wellbeing’, Journal of Affective Disorders, 189, pp. 36-42. 

Cukrowicz, K., Ekblad, A., Cheavens, J., Rosenthal, M., and Lynch, T. (2008) ‘Coping and 
Thought Suppression As Predictors of Suicidal Ideation In Depressed Older Adults With 
Personality Disorders’, Aging & Mental Health, 12(1), pp. 149-157. 

Cummins, I. D. (2013) ‘Policing and Mental Illness in the Era of Deinstitutionalisation and 
Mass Incarceration: A UK Perspective’, International Journal of Criminology and 
Sociological Theory, 6(4), pp. 92-104. 

Cummins, I. (2017) Mental Health Training Programmes for Non-mental Health 
Professionals. Available at: https://www.nationalelfservice.net/populations-and-
settings/training/mental-health-training-programmes-for-non-mental-health-
professionals/ (Accessed: 7th June 2019). 

Cunningham, P. J. (2009) ‘Beyond Parity: Primary Care Physicians’ Perspectives on Access to 
Mental Health Care’, Health Affairs (Project Hope), 28(3), pp. 490-501. 

Curtis, L. C. (1999) Modelling recovery: Consumers as Service Providers in Behavioural 
Healthcare. National Council News, pp. 7-9. Rockville, MD: National Council for 
Community Behavioural Healthcare. 

Curtis, T., Dellar, R., Leslie, E. and Watson, B. (2000) Mad Pride: A Celebration of Mad 
Culture. Truro: Chipmunka Publishing.  

Da Silva, A. G., Baldaçara, L., Cavalcante, D. A., Fasanella, N. A. and Palha, A. P. (2020) ‘The 
Impact of Mental Illness Stigma on Psychiatric Emergencies’, Social Psychiatry and 
Psychiatric Rehabilitation, 11(573), pp. 1-9. 

Dagnan, D., Trower, P. and Smith, R. (1998) ‘Care Staff to People with Learning Disabilities 
and Challenging Behaviour: A Cognitive-Emotional Analysis’, British Journal of Clinical 
Psychology, 37, pp. 59-68. 

Dahl, R. A. (1957) ‘The concept of power’, Behavioural Science, 2(3), pp. 201-205. 

Dale, O., Sethi, F., Stanton, C., Evans, S., Barnicot, K. and Sedgwick, R. (2017) ‘Personality 
disorder services in England: findings from a national survey’, BJPsych Bulletin, 41(5), 
pp. 247-253.  

Daly, J. and Lumley, J. (2002) ‘Bias in qualitative research designs’, Australian and New 
Zealand Journal of Public Health, 26(4), pp. 299-300.  

Daniel Yanklovich Group Inc. (1990) Public Attitudes Towards People with Chronic Mental 
Illness. Boston, MA: Author.  

https://www.nationalelfservice.net/populations-and-settings/training/mental-health-training-programmes-for-non-mental-health-professionals/
https://www.nationalelfservice.net/populations-and-settings/training/mental-health-training-programmes-for-non-mental-health-professionals/
https://www.nationalelfservice.net/populations-and-settings/training/mental-health-training-programmes-for-non-mental-health-professionals/


247 

Davidson, L., Chinman, M., Sells, D. and Rowe, M. (2006) ‘Peer support among adults with 
serious mental illness: a report from the field’, Schizophrenia Bulletin, 32, pp. 443-450.  

Davidson, R. J. (2000) ‘Affective Style, Psychopathology, and Resilience: Brain Mechanisms 
and Plasticity’, American Psychologist, 55, pp. 1196-1214. 

Davies, J., Sampson, M., Beesley, F., Smith, D. and Baldwing, V. (2014) ‘An evaluation of 
Knowledge and Understanding Framework personality disorder awareness training: 
Can a co-production model be effective in a local NHS mental health trust’, Personality 
and Mental Health, 8, pp. 161-168. 

Day, N., Hunt, A., Cortis-Jones, L. and Grenyet, B. (2018) ‘Clinician Attitudes Towards 
Borderline Personality Disorder: A 15-year Comparison’, Personality and Mental 
Health, 12, pp. 309-320. 

Dean, R., Siddiqui, S., Beesley, F., Fox, J. and Berry, K. (2018) ‘Staff Perceptions of Borderline 
Personality Disorder and Recovery: A Q-sort Method Approach’, British Journal of 
Clinical Psychology, 57, pp. 473-490. 

Deans, C. and Meocevic, E. (2006) ‘Attitudes of Registered Psychiatric Nurses Towards 
Patients Diagnosed with Borderline Personality Disorder’, Contemporary Nurse, 21(1), 
pp. 43-49. 

Debie, A. (2013) ‘And what is Mad Pride? Opening speech of the Mad Pride Hamilton event 
on July 27, 2013’, This Insane Life. 1(1), pp. 7-8. 

Denhov, A. and Topor, A. (2012) ‘The components of helping relationships with 
professionals in psychiatry: Users’ perspective’, International Journal of Social 
Psychiatry, 58(4), pp. 417-424. 

Denzin, N. K. and Lincoln, Y. S. (2011) Introduction: The Discipline and Practice of Qualitative 
Research. The Sage Handbook of Qualitative Research. 4th edn. Thousand Oaks, CA: 
Sage. 

(2005) ‘Introduction: The Discipline and Practice of Qualitative Research’, in Denzin, N. 
K. and Lincoln, Y. S. (ed.) The Sage Handbook of Qualitative Research. Thousand oaks: 
SAGE Publications, pp. 1-32. 

(1994) Handbook of Qualitative Research. Thousand Oaks, CA: Sage. 

Denzin, N. K. (2007) ‘Grounded Theory and the Politics of Interpretation’, In A. Bryant and K. 
Charmaz (eds.) The Sage Handbook of Grounded Theory. London: Sage Publications 
Ltd. pp. 454-471. 

(1988) ‘Qualitative Analysis for Social Sciences’, Contemporary Sociology, 17(3), pp. 
430-432. 

Department of Health and Home Office (2014) Review of the Operation of Sections 135 and 
136 of the Mental Health Act 1983. Available at: 
www.assets.publishing.service.gov.uk/government/uploads/system/uploads/attache

http://www.assets.publishing.service.gov.uk/government/uploads/system/uploads/attachemnt_data/file/389202/S135_and_S136_of_the_mental_health_act_-_full_outcome.pdf


248 

mnt_data/file/389202/S135_and_S136_of_the_mental_health_act_-
_full_outcome.pdf (Accessed: 24th June 2019). 

Department of Health and Social Care (2021) Consultation outcome: Reforming the Mental 
Health Act. Available at: www.gov.uk/government/consultations/reforming-the-
mental-health-act/reforming-the-mental-health-act (Accessed: 10th February 2022). 

(2010) Equity and Excellence: Liberating the NHS. Available at: 
https://www.gov.uk/government/publications/liberating-the-nhs-white-paper 
(Accessed: 28th May 2021).  

Department of Health (2014) Achieving Better Access to Mental Health Services by 2020. 
Available at: https://www.gov.uk/government/publications/mental-health-services-
achieving-better-access-by-2020 (Accessed: 5th February 2021).  

(2009) New Horizons: A Shared Vision for Mental Health. Available at: 
https://webarchive.nationalarchives.gov.uk/20130104235147/http://www.dh.gov.uk/
en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_109705 
(Accessed: 2nd June 2021).  

(2007) Best Practice in Managing risk: Principles in the Assessment and Management 
of Risk to Self and Others in Mental Health Services. Available at: 
https://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/prod_consum_dh/grou
ps/dh_digitalassets/@dh/@en/documents/digitalasset/dh_076512.pdf (Accessed: 
15th May 2019).  

(2000) The NHS Plan. A Plan for Investment, a Plan for Reform. London: Department of 
Health. Available at: 
https://webarchive.nationalarchives.gov.uk/+/http://www.dh.gov.uk/en/Publications
andstatistics/Publications/PublicationsPolicyAndGuidance/DH_4002960 (Accessed: 1st 
June 2021).  

(1991) The Patients Charter. London: HMSO 

Deponte, P., Bird, L. and Wright, S. (2000) Pull Yourself Together! A Survey of the Stigma and 
Discrimination Faced by People Who Experience Mental Distress. London: The Mental 
Health Foundation. 

Dey, I. (1995) Qualitative Data Analysis: A User-friendly Guide for Social Scientists. London: 
Routledge.  

Dickens, G. L., Lamont, E. and Gray, S. (2016) ‘Mental Health Nurses’ Attitudes, Behaviour, 
Experience and Knowledge Regarding Adults with a Diagnosis of Borderline Personality 
Disorder: Systematic, Integrative Literature Review’, Journal of Clinical Nursing, 25, pp. 
1848-1875. 

Dickens, G. L., Lamont, E., Mullen, J. and MacArthur, N. (2018) ‘Mixed-methods evaluation 
of an educational intervention to change mental health nurses’ attitudes to people 

http://www.assets.publishing.service.gov.uk/government/uploads/system/uploads/attachemnt_data/file/389202/S135_and_S136_of_the_mental_health_act_-_full_outcome.pdf
http://www.assets.publishing.service.gov.uk/government/uploads/system/uploads/attachemnt_data/file/389202/S135_and_S136_of_the_mental_health_act_-_full_outcome.pdf
http://www.gov.uk/government/consultations/reforming-the-mental-health-act/reforming-the-mental-health-act
http://www.gov.uk/government/consultations/reforming-the-mental-health-act/reforming-the-mental-health-act
https://www.gov.uk/government/publications/liberating-the-nhs-white-paper
https://www.gov.uk/government/publications/mental-health-services-achieving-better-access-by-2020
https://www.gov.uk/government/publications/mental-health-services-achieving-better-access-by-2020
https://webarchive.nationalarchives.gov.uk/20130104235147/http:/www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_109705
https://webarchive.nationalarchives.gov.uk/20130104235147/http:/www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_109705
https://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_076512.pdf
https://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_076512.pdf
https://webarchive.nationalarchives.gov.uk/+/http:/www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4002960
https://webarchive.nationalarchives.gov.uk/+/http:/www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4002960


249 

diagnosed with borderline personality disorder’, Journal of Clinical Nursing, 28(13-14), 
pp. 2613-2623. 

Dickinson, T., Wright, K. M. and Harrison, J. (2009) ‘The Attitudes of Nursing Staff in Secure 
Environments to Young People who Self-harm’, Journal of Psychiatric and Mental 
Health Nursing’, 16, pp. 947-951. 

Dickson-Swift, V., James, E. L. and Kippen, S. (2008) ‘Risk to researchers in qualitative 
research on sensitive topics: issues and strategies’, Qualitative Health Research, 18(1), 
pp. 133-144. 

Diefenbach, D. L. and West, M. D. (2007) ‘Television and Attitudes Toward Mental Health 
Issues: Cultivation Analysis and the Third-Person Effect’, Journal of Community 
Psychology, 35(2), pp. 181-195. 

Diefenbach, D. L. (1997) ‘The Portrayal of Mental Illness on Prime-Time Television’, Journal 
of Community Psychology, 25, pp. 289-302. 

Dillon, J. and May, R. (2013) ‘Reclaiming Experience’, Openmind, 120, pp. 16-17. 

Distel, M. A., Trull, T. J. and Boomsma, D. I. (2009) ‘Genetic Epidemiology of Borderline 
Personality Disorder’, In. Marian H, Jackson and Linda F, Westbrook. Borderline 
Personality Disorder: New Research. pp. 1-31. 

Division of Clinical Psychology (2011) Good Practice Guidelines on the Use of Psychological 
Formulation. Leicester: British Psychological Society.  

Dixon, R. (2007) ‘Ostracism: One of the Many Causes of Bullying in Groups?’, Journal of 
School Violence, 6(3), pp. 3-26. 

Dixon, T. L. and Linz, D. (2002) ‘Television News, Prejudicial Pretrial Publicity, and the 
Depiction of Race’, Journal of Broadcasting and Electronic Media, 46, pp. 112-136. 

Dixon-Gordon, K., Chapman, A., Weiss, N. and Rosenthal, M. (2014) ‘A Preliminary 
Examination of the Role of Emotion Differentiation in the Relationship Between 
Borderline Personality and Urges for Maladaptive Behaviours’, Journal of 
Psychopathology and Behavioural Assessment, 36(4), pp. 616-625.  

Dorahy, M. J., Middleton, W., Seager, L., McGurrin, P., Williams, M. and Chambers, R. (2015) 
‘Dissociation, Shame, Complex PTSD, Child Maltreatment and Intimate Relationship 
Self-Concept in Dissociative Disorder, Chronic PTSD and Mixed Psychiatric Groups’, 
Journal of Affective Disorders, 172, pp. 195-203. 

Dovidio, J. F., Gaertner, S. L. and Validzic, A. (1998) ‘Intergroup Bias Status, Differentiation, 
and a Common In-Group Identity’, Journal of Personality and Social Psychology, 75(1), 
pp. 109-120. 

Drapalski, A. L., Lucksted, A., Perrin, P. B., Aakre, J. M., Brown, C. H., DeForge, B. R. and 
Boyd, J. E. (2013) ‘A Model of Internalised Stigma and its Effects on People with 
Mental Illness’, Psychiatric Services, 64(3), pp. 264-269.  



250 

Draucker, C. B., Martsolf, D. S., Ross, R. and Rusk, T. B. (2007) ‘Theoretical Sampling and 
Category Development in Grounded Theory’, Qualitative Health Research, 17(8), pp. 
1137-1148. 

Dreyfus, H. L. and Rainbow, P. (1983) Michel Foucault: Beyond structuralism and 
hermeneutics 2nd ed. Chicago: University of Chicago Press.  

Drury, V., Francis, K. and Chapman, Y. (2007) ‘Taming the Rescuer: The Therapeutic Nature 
of Qualitative Research Interviews’, International Journal of Nursing Practice, 13, pp. 
383-384. 

Druss, B. G., Bradford, D., Rosenheck, R. A., Radford, M. J. and Krumholz, H. M. (2001) 
‘Quality of medical care and excess mortality in older patients with mental disorders’, 
Archives of General Psychiatry, 58, pp. 565-572. 

DSM-5. (2013) Diagnostic and Statistical Manual of Mental Disorders fifth edition. Arlington, 
VA: American Psychiatric Association.   

Duff, E., redhead, A. P., Paxton, R., Iceton, J. and Rochester, J. (2006) ‘Challenging Behaviour 
in Mental Health Services: Combining Psychological Perspectives’, Journal of Mental 
Health, 15(4), pp. 475-490. 

Duggan, M. (2002) Modernising the Social Model in Mental Health: A Discussion Paper. 
London: Social Perspectives Network. 

Dunn, F. J. (2010) ‘Psychiatry in Limbo: New Ways of Talking’, British Journal of Medical 
Practitioners, 3(2), p319. 

Durcan, G., Allan, J. and Hamilton, I. (2017) From Prison to Work: A New Frontier for 
Individual Placement and Support. Available at: 
https://www.centreformentalhealth.org.uk/sites/default/files/2018-
09/CentreforMentalHealth_From_prison_to_work_web_version.pdf (Accessed: 25th 
June 2019). 

Durcan, G., Saunders, A., Gadsby, B. and Hazard, A. (2014) The Bradley Report Five Years On: 
An Independent Review of Progress to Date and Priorities for Further Development. 
Available at:https://www.centreformentalhealth.org.uk/publications/the-bradley-
report-five-years-on (Accessed: 24th June 2019).  

Durcan, G. (2016) Mental Health and Criminal Justice Views from Consultations Across 
England & Wales. Available at:  
https://www.centreformentalhealth.org.uk/publications/mental-health-and-criminal-
justice (Accessed: 24th June 2019). 

(2014a) Review of Sections 135 & 136 of the Mental Health Act: The Views of 
Professionals, Service Users and Carers on the Codes of Practice and Legislation. 
Available at: www.centreformentalhealth.org.uk/publications/review-sections-135-
136-mental-health-act (Accessed: 18th June 2019).  

https://www.centreformentalhealth.org.uk/sites/default/files/2018-09/CentreforMentalHealth_From_prison_to_work_web_version.pdf
https://www.centreformentalhealth.org.uk/sites/default/files/2018-09/CentreforMentalHealth_From_prison_to_work_web_version.pdf
https://www.centreformentalhealth.org.uk/publications/the-bradley-report-five-years-on
https://www.centreformentalhealth.org.uk/publications/the-bradley-report-five-years-on
https://www.centreformentalhealth.org.uk/publications/mental-health-and-criminal-justice
https://www.centreformentalhealth.org.uk/publications/mental-health-and-criminal-justice
http://www.centreformentalhealth.org.uk/publications/review-sections-135-136-mental-health-act
http://www.centreformentalhealth.org.uk/publications/review-sections-135-136-mental-health-act


251 

(2014b) Keys to Diversion: Best Practice for Offenders with Multiple Needs. Available 
at: https://www.centreformentalhealth.org.uk/keys-diversion (Accessed: 20th June 
2019). 

Durkheim, E. (1973) Emile Durkheim on Morality and Society. Chicago: Chicago University 
Press. 

Dutton, D. G. (1994) ‘The origin and structure of the abusive personality’, Journal of 
Personality Disorders, 8, pp. 181-191. 

Dyson, H. and Brown, D. (2016) ‘The experience of mentalization-based treatment. An 
interpretative phenomenological study’, Issues Mental Health Nursing, 37, pp. 586-
595. 

Easton, M. (2018) Personality Disorder Patients ‘Let Down’ by System. Available at: 
http://www.bbc.co.uk/news/health-42647972.  

Ebrahim, S., Crooks, S., Harenwall, S. and Forsyth, A. (2016) ‘Evaluation of awareness level 
knowledge and understanding framework personality disorder training with mental 
health staff: impact on attitudes and clinical practice’, Journal of Mental Health 
Training, Education and Practice, 11(3), pp. 133-143. 

Edgar, K. and Rickford, D. (2003) ‘Troubled Inside: Responding to the Mental Health Needs 
of Women Prisoners’, Prison Reports, 64, pp. 24-26. 

Edmundson, A. J., Brennan, C. A. and House, A. O. (2016) ‘Non-suicidal Reasons for Self-
harm: A Systematic Review of Self-reported Accounts’, Journal of Affective Disorders, 
191, pp. 109-117. 

Eker, D. and Oner, B. (1999) Attitudes toward Mental Illness among the General Public and 
Professionals, Social Representations and Change. In, Guimon, J., Fischer, W. and 
Sartorius, N. (eds.) The Image of Madness. Karger: Geneva, pp. 1-12. 

Ekman, I. (2016) ‘Beyond Medicalization: Self-injuring acts revisited’, Health, 20(4), pp. 346-
362. 

Elkin, I. M., Shea, T., Watkins, J., Imber, S., Sotsky, S., Collins, J., Glass, D., Pilkonis, P., Lieber, 
W., Docherty, J., Fiester, S. and Parloff, M. (1989) ‘National Institute of Mental Health 
Treatment of Depressions Collaborative Research Program’, Archives of General 
Psychiatry, 46, pp. 971-982.  

Elliott, J. (2005) Using Narrative in Social Research Qualitative and Quantitative Approaches. 
London: Sage Publications.  

Elmir, R., Schmied, V., Jackson, D. and Wilkes, L. (2011) ‘Interviewing people about 
potentially sensitive topics’, Nurse Researcher, 19(1), pp. 12-16. 

Elsatd, T. A. and Eide, A. H. (2009) ‘User participation in community mental health services: 
exploring the experiences of users and professionals’, Scandinavian Journal of Caring 
Sciences, 23, pp. 674-681. 

https://www.centreformentalhealth.org.uk/keys-diversion
http://www.bbc.co.uk/news/health-42647972


252 

Else, L., Wonderlich, S. A., Beatty, W. W., Christie, D. W. and Staton, R. D. (1993) ‘Personality 
characteristics of men who physically abuse women’, Hospital Community Psychiatry, 
44, pp. 54-58.  

Ely, M., Anzul, M., Friedman, T., Garner, D. and Steinmetz, A. (1991) Doing Qualitative 
Research: Circles Within Circles. London: Falmer. 

Engel, G. L. (1977) ‘The Need for a New Medical Model: A Challenge for Biomedicine’, 
Psychodynamic Psychiatry, 40(3), pp. 377-396. 

Equality and Human Rights Commission (2019) Equality Act 2010 Protected Characteristics. 
Available at: www.equalityhumanrights.com/en/equality-act/prpotected-
characteristics (Accessed: 4th November 2020).  

Erikson, E. (1980) Identity and the life cycle. New York: Norton. 

Erikson, K. T. (1966) Wayward Puritans: A Study in the Sociology of Deviance. New York: 
John Wiley and Sons. 

(1963) ‘Notes on the Sociology of Deviance’, Social Problems, 9, pp. 307-314.  

Esposito, L. and Perez, F. M. (2014) ‘Neoliberalism and the Commodification of Mental 
Health’, Humanity and Society, 38(4), pp. 414-442. 

Essex, M. J., Klein, M. H., Cho, E. and Kalin, N. H. (2002) ‘Maternal Stress Beginning in Infancy 
May Sensitize Children to Later Stress Exposure: Effects on Cortisol and Behaviour’, 
Biological Psychiatry, 52(8), pp. 776-784. 

ETHNOS (2013) Mental Health Survey of Ethnic Minorities Research Report. Available at: 
www.time-to-
change.org.uk/sites/default/files/TTC_Final%20Report_ETHNOS_summary_1.pdf 
(Accessed: 3rd December 2019).  

European Commission (2005) Improving the Mental Health of the population: towards a 
Strategy on Mental Health for the European Union (Green Paper). Available at: 
https://ec.europa.eu/health/ph_determinants/life_style/mental/green_paper/mental
_gp_en.pdf (Accessed: 30th March 2021). 

Evans-Lacko, S., Henderson, C. and Thornicroft, G. (2013) ‘Public Knowledge, Attitudes and 
Behaviour Regarding People with Mental Illness in England 2009-2012’, The British 
Journal of Psychiatry, 202, pp. 51-57. 

Evans, J. and Repper, J. (2000) ‘Employment, Social Inclusion and Mental Health’, Journal of 
Psychiatric and Mental Health Nursing, 7(1), pp. 15-24.  

Everett, B. and Gallop, R. (2001) The Link Between Childhood Trauma and Mental Illness 
Effective Interventions for Mental Health Professionals. London: Sage Publications Inc.  

Faulkner, A. and Layzell, S. (2000) Strategies for Living: A Report of User-Led Research into 
Peoples’ Strategies for Living with Mental Distress. London: The Mental Health 
Foundation.  

http://www.equalityhumanrights.com/en/equality-act/prpotected-characteristics
http://www.equalityhumanrights.com/en/equality-act/prpotected-characteristics
http://www.time-to-change.org.uk/sites/default/files/TTC_Final%20Report_ETHNOS_summary_1.pdf
http://www.time-to-change.org.uk/sites/default/files/TTC_Final%20Report_ETHNOS_summary_1.pdf
https://ec.europa.eu/health/ph_determinants/life_style/mental/green_paper/mental_gp_en.pdf
https://ec.europa.eu/health/ph_determinants/life_style/mental/green_paper/mental_gp_en.pdf


253 

Fallon, P. (2003) ‘Travelling through the system: The lived experience of people with 
Borderline Personality Disorder in contact with psychiatric services’, Journal of 
Psychiatric and Mental Health Nursing, 10(4), pp. 393-401.  

Fallot, R. D. and Harris, M. (2009) Creating Cultures of Trauma-informed Care. Washington, 
DC: Community Connections. 

Farber, S. (1993) Madness, Heresy, and the Rumour of Angels. Chicago: Open Court.  

Farrimond, H. (2013) Doing Ethical Research. Hampshire: Palgrave Macmillan. 

Feagin, J. R. (1999) ‘Social Justice and Sociology: Agendas for the Twenty-First Century’, 
American Sociological Review, 66(1), pp. 1-20. 

Feldman, D. B. and Crandall, C. S. (2007) ‘Dimensions of Mental Illness Stigma: What About 
Mental Illness Causes Social Rejection’, Journal of Social and Clinical Psychology, 26(2), 
pp. 137-154. 

Felton, A. and Sticley, T. (2004) ‘Pedagogy, Power and Service User Involvement’, Journal of 
Psychiatric and Mental Health Nursing, 11, pp. 89-98. 

Femdal, I. and Knutsen, I. R. (2017) ‘Dependence and resistance in community mental health 
care – Negotiations of user participation between staff and users’, Journal of 
Psychiatric Mental Health Nursing, 24, pp. 600-609. 

Ferguson, A. (2016) ‘Borderline Personality Disorder and Access to Services: A Crucial Social 
Justice Issue’, Australian Social Work, 69(2), pp. 206-214. 

Fernando, S. (2003) Cultural diversity, mental health and psychiatry. The struggle against 
racism. Hove, England: Brunner-Routledge.  

Fertuck, E. A., Karan, E. and Stanley, B. (2016) ‘The Specifity of Mental Pain in Borderline 
Personality Disorder Compared to Depressive Disorders and Healthy Controls’, 
Borderline Personality Disorder and Emotion Dysregulation, 3(2), pp. 1-8.  

Fielding, N. G. and Lee, R. M. (1998) Computer Analysis and Qualitative Research. Thousand 
Oaks, CA: Sage. 

Fine, M. and Asch, A. (1988) ‘Disability Beyond Stigma: Social Interaction, Discrimination and 
Activism’, Journal of Social Issues, 44, pp. 3-21.  

Finlay, L. (2002) ‘Negotiating the swamp: the opportunity and challenge of reflexivity in 
research practice’, Qualitative Research, 2(2), pp. 209-230.  

Fletcher, G. J. O. (1996) ‘Realism Versus Relativism in Psychology’, American Journal of 
Psychology, 109(3), pp. 409-429. 

Fonagy,P., Leigh, T., Steele, M., Steele, H., Kennedy, R., Mattoon, G. and Gerber, A. (1996) 
‘The Relation of Attachment Status, Psychiatric Classification, and Response of 
Psychotherapy, Journal of Consulting and Clinical Psychology, 64(1), pp. 22-31. 



254 

Fonagy, P., Luyten, P. and Strathearn, L. (2011) ‘Borderline Personality Disorder, 
Mentalization. And the Neurobiology of Attachment’, Infant Mental Health Journal, 
32(1), pp. 47-69.  

Fonagy, P., Speranza, M., Luyten, P., Kaess, M., Hessels, C. and Bohus, M. (2015) ‘Escap 
Expert Article: Borderline Personality Disorder in Adolescence: An Expert Research 
Review with Implications for Clinical Practice’, European Child and Adolescent 
Psychiatry, pp. 1-14. 

Forrester, A., Hopkin, G., Bryant, L., Slade, K. and Samele, C. (2020) ‘Alternatives to custodial 
remand for women in the criminal justice system: A multi-sector approach, Criminal 
Behaviour and Mental Health, 30(2-3), pp. 68-78. 

Fossey, M. and Black, G. (2010) Under the Radar: Women with Borderline Personality 
Disorder in Prison. Available at: 
https://www.centreformentalhealth.org.uk/publications/under-radar (Accessed: 18th 
June 2019).  

Foster, J. L. H. (2006) ‘Media Presentation of the Mental Health Bill and Representations of 
Mental Health Problems’, Journal of Community & Applied Social Psychology, 16, pp. 
285-300. 

Foucault, M. (2005) Madness and Civilization: A History of Insanity in the Age of Reason. 
London: Routledge. 

(1985) The Use of Pleasure. New York: Pantheon Books. 

(1972) The Archeology of Knowledge and the Discourse on Language. New York: 
Harper. 

(1967) Madness and Civilisation. London: Tavistock.  

Francis, A. (2014) One Manual Shouldn’t Dictate Mental Health Research. Available at: 
https://institutions.newscientist.com/article/dn23490-one-manual-shouldnt-dictate-
us-mental-health-research/ (Accessed: 17th October 2021). 

(2013) ‘The Past, Present and Future of Psychiatric Diagnosis’, World Psychiatry, 12(2), 
pp. 111-112. 

Fraser, K. and Gallop, R. (1993) ‘Nurses’ confirming/disconfirming responses to patients 
diagnosed with borderline personality disorder’, Archives of Psychiatric Nursing, 7(6), 
pp. 336-341. 

Freeman, A., Stone, M. H. and Martin, D. (2005) Borderline Personality Disorder A 
Practitioners Guide To Comparative Treatments. New York: Springer Publishing 
Company.  

Freeman, M. (2010) Critical Social Theory and Evaluation Practice. Danvers, MA: Wiley 
Periodicals Inc. 

https://www.centreformentalhealth.org.uk/publications/under-radar
https://institutions.newscientist.com/article/dn23490-one-manual-shouldnt-dictate-us-mental-health-research/
https://institutions.newscientist.com/article/dn23490-one-manual-shouldnt-dictate-us-mental-health-research/


255 

Freire, P. (1970) Pedagogy of the Oppressed. The University of California: Herder and 
Herder. 

Furnham, A. and Dadabhoy, H. (2012) ‘Beliefs About Causes, Behavioural Manifestations 
and Treatment of Borderline Personality Disorder in a Community Sample’, Psychiatry 
Research, 197, pp. 307-313. 

Fusch, P. I. and Ness, L. R. (2015) ‘Are We There Yet? Data Saturation in Qualitative 
Research’, The Qualitative Report, 20(9), pp. 1408-1416.  

Gaebel, W. and Baumann, A. E. (2003) ‘Interventions to Reduce the Stigma Associated With 
Severe Mental Illness: Experiences From The Open The Doors Program in Germany’, 
Canadian Journal of Psychiatry, 48(10), pp. 657-662. 

Gair, S. (2012) ‘Feeling Their Stories: Contemplating Empathy, Insider/Outsider Positionings, 
and Enriching Qualitative Research’, Qualitative Health Research, 22(1), pp. 134-143. 

Gallagher, E. B. and Ferrante, J. (1987) ‘Medicalization and Social Justice’, Social Justice 
Research, 1(3), pp. 377-392. 

Gallo, K. M. (1994) ‘First Person Account: Self-stigmatisation’, Schizophrenia Bulletin, 20(2), 
pp. 2107-2410.  

Gallop, R., Lancee, W. J. and Garfinkel, P. (1989) ‘How Nursing Staff Respond to the Label 
“Borderline Personality Disorder”’, Hospital and Community Psychiatry, 40(8), pp. 815-
819. 

Gallop, R. and Wynn, F. (1987) ‘The difficult inpatient: identification and response by staff’, 
Canadian Journal of Psychiatry, 32, pp. 211-215. 

Gallop, R. (1988) ‘Escaping borderline stereotypes: working through the maze of staff-
patient interactions’, Journal of Psychosocial Nursing and Mental Health Services, 26, 
pp. 16-20.  

(1985) ‘The Patient is Splitting, Everyone Knows and Nothing Changes’, Journal of 
Psychosocial Nursing, 23, pp. 7-10.  

Garand, L., Lingler, J. H., Conner, K. O. and Dew, M. A. (2009) ‘Diagnostic Labels, Stigma, and 
Participation in Research Related to Dementia and Mild Cognitive Impairment’, 
Research in gerontological Nursing, 2(2), pp. 112-121.  

Gary, F. (2005) ‘Stigma: Barrier to Mental Health Care Among Ethnic Minorities’, Issues in 
Mental Health Nursing, 26, pp. 979-999.  

Garvey, D. (2018) Nurturing Personal, Social and Emotional Development in Early Childhood: 
A Practical Guide to Understanding Brain Development and Young Children’s 
Behaviour. London: Jessica Kingsley Publishers.  

Geller, J., Brown, J., Fisher, W., Grudzinskas, A. and Manning, T. (1998) ‘A national survey of 
“consumer empowerment” at the state level’, Psychiatric Services, 49, pp. 498-503.  



256 

Gelling, L (2015) ‘Qualitative Research’, Nursing Standard, 29(30), pp. 43-47. 

George, C., Kaplan, N. and Main, M. (1984) Adult Attachment Interview Protocol. 
Unpublished Manuscript, University of California at Berkley.  

George, C. (2006) ‘Dustbin diagnosis’, Mental Health Today, pp.10-11. 

Gergen, K. J. (1999) An Invitation to Social Construction. London: SAGE. 

(1985) ‘The Social Constructionist Movement in Modern Psychology’, American 
Psychologist, 40, pp. 266-275. 

Gibb, S. J., Beautrais, A. L. and Surgenor, L. J. (2010) ‘Health-care Staff Attitudes Towards 
Self-Harm Patients’, Australian and New Zealand Journal of Psychiatry, 44, pp. 713-
720. 

Gibbs, G. R. (2002) Qualitative Data Analysis Explorations with NVIVO. Buckingham: Open 
University Press.  

Gibson, C. (1991) ‘A Concept Analysis of Empowerment’, Journal of Advanced Nursing, 16, 
pp. 354-361. 

Gill, D., Warburton, W. and Beath, K. (2018) ‘The Specificity of the Biosocial Model to 
Borderline Traits’, Clinical Psychologist, 22, pp. 27-36. 

Gillard, S. G., Edwards, C., Gibson, S. L., Owen, K. and Wrights, C. (2013) ‘Introducing peer 
worker roles into UK mental health service teams: a qualitative analysis of the 
organisational benefits and challenges’, BMC Health Services Research, 13(1), p. 188.  

Gillard, S. G., Edwards, C. and Gibson, S. L. (2013) ‘Introducing peer worker roles into UK 
mental health service teams: A qualitative analysis of the organisational benefits and 
challenges’, BMC Health Services Research, 25, p. 188.  

Gillard, S. and Holley, J. (2014) ‘Peer workers in mental health services: literature overview’, 
Advances in Psychiatric Treatment, 20, pp. 286-292.  

Gillespie, D. (2000) Power: Its holders and effects on nursing. In. Ghaye, T., Gillespie, D. & 
lillyman, S. (eds.) Empowerment Through Reflection: The Narratives of Healthcare 
Professionals, pp. 93-106. Wiltshire: Quay Books.  

Gillham, B. (2005) Research Interviewing the range of techniques. Open University Press: 
Berkshire. 

Gillig, P. M. (2009) ‘Dissociative Identity Disorder: A Controversial Diagnosis’, Psychiatry, 
6(3), pp. 24-29. 

Glaser, B. and Strauss, A. (1968) Time for Dying. Chicago: Aldine. 

(1967) The Discovery of Grounded Theory. Chicago: Aldine. 

(1965) Awareness of Dying. Chicago: Aldine. 



257 

Glaser, B. (2003) The Grounded Theory Perspective II: Descriptive Remodelling of Grounded 
Theory Methodology. Mill Valley, CA: Sociology Press, pp. 99-113. 

(2001) The grounded theory perspective: Conceptualization contrasted with 
description. Mill Valley, CA: Sociology Press.  

Goar, C. D. (2007) ‘Social Identity Theory and the Reduction of Inequality: Can Cross Cutting 
Categorization Reduce Inequality in Mixed-Race Groups’, Social Behaviour and 
Personality, 35, pp. 537-550. 

Goffman, E. (1968) Stigma: Notes on the Management of Spoiled Identity. Harmondsworth: 
Penguin. 

Gold, K. J., Andrew, L. B., Goldman, E. B. and Schwenk, T. L. (2016) ‘”I Would Bever Want to 
Have a Mental Health Diagnosis on My Record”: A Survey of Female Physicians on 
Mental Health Diagnosis, Treatment, and Reporting’, General Hospital Psychiatry, 43, 
pp. 51-57.  

Goldstein, B. K. (1979) Television Portrayals of Mentally Disturbed Deviants in Prime-Time 
Police/Detective Drama. Albuquerque, NM: University of New Mexico, Unpublished 
Thesis.  

Golomb, A., Ludolph, P., Westen, D., Block, M. J., Maurer, P. and Wiss, F. C. (1994) ‘Maternal 
Empathy, Family Chaos, and the Etiology of Borderline Personality Disorder’, Journal 
of the American Psychoanalytic Association, 42(2), pp. 525-548. 

Goodman, M., Patel, U., Oakes, A., Matho, A. and Triebwasser, J. (2013) ‘Developmental 
Trajectories to Male Borderline Personality Disorder’, Journal of Personality Disorder, 
27, pp. 64-82. 

Goodwin, V. and Happell, B. (2007a) ‘Psychiatric nurses enhancing consumer and caregiver 
participation in the state of Victoria: The impact of history and policy’, Policy, Politics 
& Nursing Practice, 8, pp. 55-63.  

(2007b) ‘Psychiatric Nurses Attitudes Toward Consumer and Carer Participation In 
Care: Part 1 – Exploring The Issues’, Policy, Politics, and Nursing Practice, 8(4), pp. 276-
284. 

Gore, J. (2003) ‘Critical and Feminist Pedagogy’, In. Darder, A., Baltodano, M. and Torres, R. 
D. (eds.) The Critical Pedagogy Reader. London: Routledge Falmer, pp. 331-348. 

Gould, N. (2016) Mental Health Social Work in Context 2nd Edn. Abingdon, Oxon: Routledge. 

Goulding, C. (1998) ‘Grounded Theory: The Missing Methodology on the Interpretivist 
Agenda’, Qualitative Market Research: An International Journal, 1(1), pp. 50-57.  

Gove, W. R. (1975) The Labelling of Deviance: Evaluating a Perspective. Beverly Hills, CA: 
Sage. 

(1970) ‘Societal Reaction as an Explanation of Mental Illness: An Evaluation’, American 
Sociological Review, 35(5), pp. 873-884.  



258 

(1982) ‘The Current Status of the Labelling Theory of Mental Illness’, In. Gove, W. 
Deviance and Mental Illness. (eds.) Beverly Hills, CA: Sage. Pp. 273-300. 

Graham, H. (1984) Women, Health and the Family. Brighton: Wheatsheaf. 

Grambal, A., Prasko, J., Kamaradova, D., Latlova, K., Holubova, M., Marackova, M., Ociskova, 
M. and Slepecky, M.  (2016) ‘Self-stigma in borderline personality disorder – cross-
sectional comparison with schizophrenia spectrum disorder, major depressive 
disorder, and anxiety disorders’, Neuropsychiatric Disease and Treatment, 12, pp. 
2439-2448. 

Granello, D. H. and Gibbs, T. A. (2014) ‘The Power of Language and Labels: “The Mentally Ill” 
Versus “People with Mental Illnesses”’, Journal of Counselling and Development, 94, 
pp. 31-40.  

Grant, B. F., Chou, S. P., Golstein, R. B., Huang, B., Stinson, F. S. and Saha, T. D. (2008) 
‘Prevelence, Correlates, Disability, and Comorbidity of DSM-IV Borderline Personality 
Disorder: Results from the Wave 2 National Epidemiologic Survey on Alcohol and 
Related Conditions’, Journal of Clinical Psychiatry, 69, pp. 533-545. 

Grant, J. G. and Westhues, A. (2012) ‘Mental health crisis/respite service: A process 
evaluation’, Social Work in Mental Health, 10(1), pp. 34-52.  

Gras, L. M., Swart, M., Slooff, C. J., Weeghel, J. V., Knegtering, H. and Castelein, S. (2015) 
‘Differential Stigmatising Attitudes of Healthcare Professionals Towards Psychiatry and 
Patients with Mental Health Problems: Something to Worry about? A Pilot Study’, 
Social Psychiatry and Psychiatric Epidemiology, 50(2), pp. 299-306. 

Gratz, K. (2001) ‘Measurement of Deliberate Self-harm: Preliminary Data on the Deliberate 
Self-harm Inventory’, Journal of Psychopathology and Behavioural Assessment, 23, pp. 
243-263. 

Gray, B. (2009) ‘Psychiatry and oppression: a personal account of compulsory admission and 
medical treatment’, Schizophrenia Bulletin, 35(4), pp. 661-663. 

Gray, D. E. (2014) Doing Research in the Real World 3rd edn. London: Sage Publications Ltd. 

Greenberg, L. (2014) ‘The therapeutic relationship in emotion-focused therapy’, 
Psychotherapy, 51(3), pp. 350-357. 

Griffiths, M. (1998) Educational Research for Social Justice: Getting Off the Fence. 
Buckingham: Open University Press. 

Grilo, C. M., Sanislow, C. A., Skodol, A. E., Gunderson, J. G., Stout, R. L., Shea, M. T., Zanarini, 
M. C., bender, D. S., Morey, L. C., Dyck, I. R. and McGlashan, T. H. (2003) ‘Do Eating 
Disorders Co-Occur with Personality Disorders? Comparison Groups Matter’, 
International Journal of Eating Disorders, 33(2), pp. 155-164. 



259 

Grinyer, A. (2002) The anonymity of research participants: Assumptions, ethics and 
practicalities. Social Research Update, 36. Available from: 
http://sru.soc.surrey.ac.uk/SRU36.html (Accessed: 10th January 2020). 

Grob, G. (1991) From Asylum to Community: Mental Health Policy in Modern America. 
Princeton, NJ: Princeton University Press. 

Gronholm, P. C., Henderson, C., Deb, T. and Thornicroft, G. (2017) ‘Interventions to Reduce 
Discrimination and Stigma: The State of the Art’, Social Psychiatry and Psychiatric 
Epidemiology, 52(3), pp. 249-258. 

Guba, E. G. (1990) The Paradigm Dialog. Newbury Park, CA: Sage. 

Guba, L. (1989) Fourth Generation Evaluation. London: SAGE Publications. 

Guest, G., MacQueen, K. M. and Namey, E. E. (2012) Applied Thematic Analysis. London: 
Sage Publications Ltd.  

Gunderson, J. G. and Lyons-Ruth, K. (2008) ‘BPD’s Interpersonal Hypersensitivity Phenotype: 
A Gene-Environment-Developmental Model’, Journal of Personality Disorders, 22(1), 
pp. 22-41. 

Gunderson, J. G. and Sabo, A. N. (1993) ‘The phenomenological and conceptual interface 
between borderline personality disorder and PTSD’, American Journal of Psychiatry, 
150, pp. 19-27.  

Gunderson, J. G. (2008) Borderline Personality Disorder: A Clinical Guide. Arlington, VA: 
American Psychiatric Publishing.  

Gunnarsson, N. V. (2022) ‘The scarred body: A personal reflection of self-injury scars’, 
Qualitative Social Work, 21(1), pp. 37-52. 

(2021) ‘The Self-perpetuating Cycle of Shame and Self-injury’, Humanity & Society, 
45(3), pp.313-333. 

Hahn Tapper, A. J. (2013) ‘A Pedagogy of Social Justice Education: Social Identity Theory, 
Intersectionality, and Empowerment’, Conflict Resolution Quarterly, 30(4), pp. 411-
445. 

Haigh, R. (2002) Services for People with Personality Disorder: The Thoughts of Service 
Users. London: Department of Health.  

Hale, N. (1995) The Rise and Crisis of Psychoanalysis in the United States: Freud and the 
Americans, 1917-1985. New York: Oxford University Press.  

Hall, M. A. and Riedford, K. M. (2017) ‘Borderline Personality Disorder: Diagnosis and 
Common Comorbidities’, The Journal for Nurse Practitioners, 13(9), pp. 455-456. 

Hallett, N., Duxbury, J., McKee, T., Harrison, N., Haines, A., Craig, E. and O’Brien, A. J. (2020) 
‘Taser use on individuals experiencing mental distress: An integrative literature 
review’, Journal of Psychiatric and Mental Health Nursing, 00, pp. 1-16.  

http://sru.soc.surrey.ac.uk/SRU36.html


260 

Hamdan, A. (2009) ‘Reflexivity of Discomfort in Insider-Outsider Educational Research’, 
McGill Journal of Education, 44(3), pp. 377-403.  

Hamilton, B. and Manias, E. (2007) ‘Rethinking Nurses Observations: Psychiatric Nursing 
Skills and Invisibility in an Acute Inpatient Setting’, Social Science & Medicine, 65(2), 
pp. 331-343. 

Hamilton, S., Pinfold, V., Cotney, J., Couperthwaite, L., Matthews, J., Barret, K., Warren, S., 
Corker, E., Rose, D., Thornicroft, G. and Henderson, C. (2016) ‘Qualitative analysis of 
mental health service users’ reported experience of discrimination’, Acta Psychiatrica 
Scandinavica, 134(446), pp. 14-22.  

Hammersley, M. and Atkinson, P. (2007) Ethnography: Principles in practice. 3rd edn. 
Abingdon, Oxon: Routledge. 

Hammersley, M. (2013) The Myth of Research-Based Policy & Practice. Los Angeles: Sage. 

Hannigan, B. and Allen, D. (2003) ‘A Tale of the Two Cities: research Governance Issues 
Arising From Two Ethnographic Investigations Into The Organisation of Health and 
Social Care’, International Journal of Nursing Studies, 40, pp. 685-695. 

Hannigan, B. and Cutcliffe, J. (2002) ‘Challenging contemporary mental health policy: Time 
to assuage the coercion?’, Journal of Advanced Nursing, 37, pp. 477-484.  

Hansen, N. and Sassenberg, K. (2011) “Exploring the Self-Directed Anger of the Stigmatized: 
The Interplay between Perceived Legitimacy and Social Identification,” Group 
Processes & Intergroup Relations, 14(6), pp. 807–818. 

Happell, B., Byrne, L., McAllister, M., Lampshire, D., Roper, C., Gaskin, C. J., Martin, G., 
Wynaden, D., McKenna, B., Lakeman, R., Platania-Phung, C. and Hamer, H. (2014) 
‘Consumer involvement in the tertiary-level education of mental health professionals: 
A systematic review’, International Journal of Mental Health Nursing, 23, pp. 3-16.  

Happell, B., Byrne, L., Platania-Phung, C., Harris, S., Bradshaw, J. and Davies, J. (2014) ‘Lived-
experience participation in nurse education: Reducing stigma and enhancing 
popularity’, International Journal of Mental Health Nursing, 23, pp. 427-434. 

Happell, B., Moxham, L. and Platania-Phung, C. (2010) ‘A psychometric analysis of the 
Mental Health Consumer Participation Questionnaire’, International Journal of Mental 
Health Nursing, 19, pp. 377-384. 

Happell, B. and Roper, C. (2007) ‘Promoting genuine consumer participation in mental 
health education: A consumer academic role’, Nurse Education Today, 29, pp. 575-
579.  

Harding, E., Brown, D., Hayward, M. and Pettinari, C. J. (2010) ‘Service User Perceptions of 
Involvement in Developing NICE Mental Health Guidelines: A Grounded Theory Study’, 
Journal of Mental Health, 19(3), pp. 249-257. 



261 

Harris, S. R. (2003) ‘Studying equality/inequality: naturalist and constructionist approaches 
to equality in marriage’, Journal of Contemporary Ethnography, 32, pp. 200-232.  

Harris, T. (2015) ‘Grounded Theory’, Nursing Standard, 29(35), pp. 32-39. 

Hastings, J. and Hamberger, L. (1988) ‘Personality characteristics of spouse abusers: a 
controlled comparison’, Violence & Victims, 3(1), pp. 31-48. 

Hatfield, B., Mohammad, H., Ahim, Z. and Tanweer, H. (1996) ‘Mental health and the Asian 
communities: A local survey’, British Journal of Social Work, 26(3), pp. 315-336. 

Hatzenbuehler, M. L. and Link, B. G. (2014) ‘Introduction to the special issue on structural 
stigma and health’, Journal of Social Science & Medicine, 103, pp. 1-6. 

Hatzenbuehler, M. L., Phelan, J. C. and Link, B. G. (2013) ‘Stigma as a Fundamental Cause of 
Population Health Inequalities’, American Journal of Public Health, 103(5), pp. 813-
821. 

Hawton, K., Zahl, D. and Weatherall, R. (2003) ‘Suicide Following Deliberate Self-harm: Long-
term Follow-up of Patients who Presented to a General Hospital’, British Journal of 
Psychiatry, 182, pp. 537-542. 

Heads Together (2017) Heads Together. Available at: www.headstogether.org.uk (Accessed: 
20th October 2021). 

Health and Social Care Information Centre (2014) Health Survey for England Chapter 2: 
Mental health Problems. Available at: 
https://files.digital.nhs.uk/publicationimport/pub19xxx/pub19295/hse2014-ch2-mh-
prob.pdf (Accessed: 30th April 2019). 

Healthcare Quality Improvement Partnership (2018) Safer Care for Patients with Personality 
Disorder. Available at: https://www.hqip.org.uk/resource/national-confidential-
inquiry-suicide-homicide-report-2018/#.YCZdrTFxfIU (Accessed: 23rd November 
2020).  

Heckathorn, D. D. (2011) ‘Comment: Snowball Verses Respondent-Driven Sampling’, 
Sociological Methodology, 41(1), pp. 355-366. 

Heffernan, K. (2006) ‘Does language make a difference in health and social care practice’, 
International Social Work, 49(6), pp. 825-830. 

Hem, M. H., Molewijk, B. and Pedersen, R. (2014) ‘Ethical challenges in connection with the 
use of coercion: a focus group study of health care personnel in mental health care’, 
BMC Medical Ethics, 15(1). doi: 10.1186?1472-6939-15-82. 

Henderson, C., Potts, L. and Robinson, E. J. (2019) ‘Mental Illness Stigma After a Decade of 
Time to Change England: Inequalities as Targets for Further Improvement’, The 
European Journal of Public Health, 30(3), pp. 497-503.1472-6939-15-82. 

http://www.headstogether.org.uk/
https://files.digital.nhs.uk/publicationimport/pub19xxx/pub19295/hse2014-ch2-mh-prob.pdf
https://files.digital.nhs.uk/publicationimport/pub19xxx/pub19295/hse2014-ch2-mh-prob.pdf
https://www.hqip.org.uk/resource/national-confidential-inquiry-suicide-homicide-report-2018/#.YCZdrTFxfIU
https://www.hqip.org.uk/resource/national-confidential-inquiry-suicide-homicide-report-2018/#.YCZdrTFxfIU


262 

Hepworth, M., Grunewald, P. and Walton, G. (2014) ‘A Critical Reflection on Approaches 
That Underpin Research into People’s Information Behaviour’, Research and Practice, 
Journal of Documentation, 70(6), pp. 1039-1053. 

Her Majesty’s Inspectorate of Constabulary (2013) A Criminal Use of Cells? The Use of Police 
Custody as a Place of Safety for People with Mental Health Needs. Available at:  
www.justiceinspectorates.gov.uk/hmic/media/a-criminal-use-of-police-cells-
20130620.pdf (Accessed: 24th June 2019).  

Herek, G. M. (2009) ‘Hate Crimes and Stigma-Related Experiences Among Sexual Minority 
Adults in the United States: Prevalence Estimates from a National Probability Sample’, 
Journal of Interpersonal Violence, 24(1), pp. 54-57. 

Herman, J. L., Perry, J. C. & van der Kolk, B. A. (1989) ‘Childhood trauma in borderline 
personality disorder’, American Journal of Psychiatry, 146, pp. 490-495.  

Herman, J. L. (1992a) ‘Complex PTSD: A Syndrome in Survivors of Prolonged and Repeated 
Trauma’, Journal of Traumatic Stress, 5, pp. 377-391. 

Herman, J. L. (1992b) Trauma and Recovery. New York: Basic Books. 

Herman, J. P., Ostrander, M. M., Mueller, N. K. and Figueiredo, H. (2005) ‘Limbic System 
Mechanisms of Stress Regulation: Hypothalamo-pituitary-adrenocortical Axis’, 
Progress in Neuro-Psychopharmacology and Biological Psychiatry, 29(8), pp. 1201-
1213. 

Herman, J. and Van Der Kolk, B. (1987) ‘Traumatic Antecedents of Borderline Personality 
Disorder’, In. Van Der Kolk, B. (ed.) Psychological Trauma. Washington, DC: American 
Psychiatric Press. pp. 111-126. 

Herpetz, S. C., Huprich, S. K. and Bohus, M. (2017) ‘The Challenges of Transforming the 
Diagnostic System of Personality Disorders’, Journal of Personality Disorders, 31, pp. 
577-589. 

Hervey, N. (1986) ‘Advocacy or Folly: The Alleged lunatics’ Friends Society, 1845-63’, 
Medical History, 30, pp. 245-275. 

Hessels, C. J., Laceulle, O. M., Van Aken, M. A. G., Resch, F. and Kaess, M. (2018) 
‘Differentiating BPD in Adolescents with NSSI Disorder: The Role of Adverse Childhood 
Experiences and Current Social Relationships’, Borderline Personality Disorder and 
Emotion Dysregulation, 5(20), pp. 1-11. 

Heyman, B., Swain, J. and Gillman, M. (1998) ‘A Risk Management Dilemma: How Day 
Centre Staff Understand Challenging Behaviour’, Disability and Society, 13(2), pp. 163-
182.  

Hines, D. A. (2008) ‘Borderline Personality Traits and Intimate Partner Aggression: An 
International Multisite, Cross-Gender Analysis’, Psychology of Women Quarterly, 
32(3), pp. 290-302.  

http://www.justiceinspectorates.gov.uk/hmic/media/a-criminal-use-of-police-cells-20130620.pdf
http://www.justiceinspectorates.gov.uk/hmic/media/a-criminal-use-of-police-cells-20130620.pdf


263 

Hogan, A., Reynolds, K. J. and O’Brien, L. (2011) ‘Towards a Social Psychology of Living with 
Acquired Hearing Loss’, Perspectives on Aural Rehabilitation and its Instrumentation, 
18(1), pp. 13-22. 

Hogan, A. J. (2019) ‘Social and medical models of disability and mental health: evolution and 
renewal’, Canadian Medical Association Journal, 191(1), pp. 16-18. 

Hogg, M. A. and Abrams, D. (1988) Social Identifications: A Social Psychology of Intergroup 
Relations and Group processes. London: Routledge.  

Holm, A. L. and Severinsson, E. (2011) ‘Struggling to recover by changing suicidal behaviour: 
narrative from women with borderline personality disorder’, International Journal of 
Mental Health Nursing, 20(3), pp. 165-173. 

Holmes, E. P. and River, L. P. (1998) ‘Individual Strategies for Coping with the Stigma of 
Severe Mental Illness’, Cognitive and Behavioural Practice, 5, pp. 231-239. 

Holzworth-Monroe, A. (2000) ‘A typology of men who are violence toward their female 
partners: making sense of the heterogeneity in husband violence’, Current Directions 
in Psychological Science, 9(4), pp. 140-143. 

Home Office (2019) Police use of force statistics, England and Wales. Available at: Police use 
of force statistics, England and Wales: April 2018 to March 2019 
(publishing.service.gov.uk) (Accessed: 6th January 2021).  

Hong, V. (2016) ‘Borderline personality disorder in the emergency department: Good 
psychiatric management’, Harvard Review of Psychiatry, 24, pp. 357-366.  

Hopkins, C. (2002) ‘But What About the Really Ill, Poorly People? An Ethnographic Study into 
What it Means to Nurses on Medical Admissions Units to Have People Who Have 
Harmed Themselves as Their Patients’, Journal of Psychiatric and Mental Health 
Nursing, 9(2), p. 147. 

Horevitz, R. and Braun, B. G. (1984) ‘Are Multiple Personalities Borderline?: An Analysis of 
33 Cases’, Psychiatric Clinics of North America, 7(1), pp. 69-87. 

Horn, N., Johnstone, L. and Brooke, S. (2007) ‘Some service user perspectives on the 
diagnosis of Borderline Personality Disorder’, Journal of Mental Health, 16(2), pp. 255-
269.  

Horsfall, J., Cleary. M. and Hunt, G. E. (2010) ‘Stigma in Mental Health: Clients and 
Professionals’, Issues in Mental Health Nursing, 31(7), pp. 450-455. 

Horton, M., Wright, N., Dyer, W., Wright-Hughes, A., Farrin, A. and Mohammed, Z. (2014) 
‘Assessing the risk of self-harm in an adult offender population: an incidence cohort 
study’, Health Technology Assessment, 18(64), pp.1-182. 

Horwitz, A. V. (2002) Creating Mental Illness. Chicago: Chicago University Press. 

Horwitz, A. (1982) The Social Control of Mental Illness. New York: Academic. 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/853204/police-use-of-force-apr2018-mar2019-hosb3319.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/853204/police-use-of-force-apr2018-mar2019-hosb3319.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/853204/police-use-of-force-apr2018-mar2019-hosb3319.pdf


264 

Hossain, A., Malkov, M., Lee, T. and Bhui, K. (2018) ‘Ethnic variation in personality disorder: 
evaluation of 6 years of hospital admissions’, BJPsych Bulletin, 42(4), pp. 157-161.  

Houben, M., Trull, T. J., Bohus, M., Ebner-Priemer, U. and Kuppens, P. (2016) ‘The Specificity 
of Emotional Switching in Borderline Personality Disorder in Comparison to Other 
Clinical Groups’, Personality Disorders: Theory, Research, and Treatment, 7(2), pp. 
198-204. 

Houben, M., Vansteelandt, K., Claes, L., Sienaert, P., Berens, A., Sleuwaegen, E. and 
Kuppens, P. (2016) ‘Emotional Switching in Borderline Personality Disorder: A Daily 
Life Study’, Personality Disorders: Theory, Research, and Treatment, 7(1), pp. 50-60. 

House of Commons (2020) Mental health statistics for England: prevalence, services and 
funding briefing paper. Available at: https://commonslibrary.parliament.uk/research-
briefings/sn06988/ (Accessed: 5th February 2021).  

Howard, J. (2008) ‘Negotiating an Exit: Existential, Interactional, and Cultural Obstacles to 
Disorder Disidentification’, Social Psychology Quarterly, 71(2), pp. 177-192.  

Howard, R. (2015) ‘Personality Disorders and Violence: What is the Link?’, Borderline 
Personality Disorder and Emotion Dysregulation, 2(12), pp. 1-11.  

Howell, K. E. (2013) An Introduction to the Philosophy of Methodology. London: Sage. 

Huffine, C. and Clausen, J. (1979) ‘Madness and Work: Short and Long-Term Effects of 
Mental Illness on Occupational Careers’, Social Forces, 57, pp. 1049-1062.  

Huggett, C., Birtel, M. D., Awenat, Y. F., Fleming, P., Wilkes, S., Williams, S. and Haddock, G. 
(2018) ‘A Qualitative Study: Experiences of Stigma by People with Mental Health 
Problems’, Psychology and Psychotherapy: Theory, Research and Practice, 91, pp. 380-
397. 

Hughes, B. and Paterson, K. (1997) ‘The Social Model of Disability and the Disappearing 
Body: Towards a Sociology of Impairment’, Disability & Society, 12(3), pp. 325-340. 

Hughes, J. and Sharrock, W. (1997) The Philosophy of Social Research. 3rd edn. Harlow, 
Essex: Longman Group UK Ltd.  

Hui, A. and Stickley, T. (2007) ‘Mental Health Policy and Mental Health Service User 
Perspectives on Involvement: A Discourse Analysis’, Journal of Advanced Nursing, 
59(4), pp. 416-426. 

Hutchinson, A. and Lovell, S. (2012) ‘Participatory action research: moving beyond the 
mental health ‘service user’ identity’, Journal of Psychiatric and Mental Health 
Nursing, 20, pp. 641-649.  

Huxley, P. and Thornicroft, G. (2003) ‘Social inclusion, social quality and mental illness’, 
British Journal of Psychiatry, 182, pp. 289-290. 

Hyde, K. F. (2000) ‘Recognising Deductive Processes in Qualitative Research’, Qualitative 
Market Research: An International Journal, 3(2), pp. 82-90. 

https://commonslibrary.parliament.uk/research-briefings/sn06988/
https://commonslibrary.parliament.uk/research-briefings/sn06988/


265 

Hyman, S. (2013) Psychiatry’s New Guide Falls Short Experts Say. Available at: Experts Say 
'Psychiatry's Guide Is Out of Touch With Science.' What Science? - Reason.com 
(Accessed: 17th October 2021).  

In-Albon, T., Ruf, C. and Schmid, M. (2013) ‘Proposed Diagnostic Criteria for the DSM-5 of 
Nonsuicidal Self-Injury in Female Adolescents: Diagnostic and Clinical Correlates’, 
Psychiatry Journal, pp. 1-13. 

Infurna, M. R., Brunner, R., Holz, B., Parzer, P., Giannone, F., Reichl, C., Fischer, G., Resch, F. 
and Kaess, M. (2016) ‘The Specific Role of Childhood Abuse, Parental Bonding, and 
Family Functioning in Female Adolescents With Borderline Personality Disorder’, 
Journal of Personality Disorders, 30(2), pp. 177-192. 

Islam, G. (2014) ‘Social Identity Theory’, in Teo, T. (ed.) Encyclopaedia of Critical Psychology. 
New York: Springer, pp. 1781-1783. 

Ismail, K. (2002) ‘Personality Disorder’, British Journal of Psychiatry, 181, pp. 76-80. 

Jackson, J. W. (1993) ‘Contact Theory of Intergroup Hostility: A Review and Evaluation of the 
Theoretical and Empirical Literature’, International Journal of Group Tensions, 2391), 
pp. 43-65. 

Jackson, L., Tudway, J. A., Giles, D. and Smith, J. (2009) ‘An Exploration of the Social Identity 
of Mental Health Inpatient Service Users’, Journal of Psychiatric and Mental Health 
Nursing, 16, pp. 167-176. 

James, P. D. and Cowman, S. (2007) ‘Psychiatric nurses’ knowledge, experience and 
attitudes towards clients with borderline personality disorder’, Journal of Psychiatric 
Mental Health Nursing, 14, pp. 670-678. 

Jasso-Aguilar, R. and Waitzkin, H. (2012) ‘Multinational Corporations, the, State, and 
Contemporary Medicine’, Health Psychology Review, 20, pp. 245-257. 

Jebb, A. T., Parrigon, S. and Woo, S. E. (2016) ‘Exploratory Data Analysis as a Foundation of 
Inductive Research’, Human Resources Management Review, 27(2017), pp. 265-276. 

Johanek, C. (2000) Composing Research: A Contextualist Paradigm for Rhetoric and 
Composition. Utah: Utah State University Press. 

Johnson, D. M., Shea, M. T., Yen, S., Battle, C. L., Zlotnick, C. and Sainslow, C. A. (2003) 
‘Gender Differences in Borderline Personality Disorder: Findings from the 
Collaborative Longitudinal Personality Disorders Study’, Comprehensive Psychiatry, 44, 
pp. 284-292. 

Johnson, J., Cohen, P., Kasen, S. and Brook, J. (2006) ‘Personality Disorder Traits Evident By 
Early Adulthood and Risk For Eating and Weight Problems During Middle Adulthood’, 
International Journal of Eating Disorders, 39(3) pp. 184-192. 

https://reason.com/2013/05/07/experts-say-psychiatrys-guide-is-out-of/
https://reason.com/2013/05/07/experts-say-psychiatrys-guide-is-out-of/


266 

Johnson, J. L., Oliffe, J. L., Kelly, M. T., Galdas, P. and Ogrodniczuk, J. S. (2012) ‘Men’s 
Discourse on Help-seeking in the Context of Depression’, Sociology of Health and 
Illness, 35, pp. 346-361. 

Johnstone, L., Boyle, M., Cromby, J., Dillon, J., Harper, D., Kinderman, P., Longden, E., 
Pilgrim, D. and Read, J. (2018) The Power Threat Meaning Framework: Towards the 
identification of patterns in emotional distress, unusual experiences and troubled or 
troubling behaviour, as an alternative to functional psychiatric diagnosis. Leicester: 
The British Psychological Society.  

Johnstone, L. (2018) ‘Psychological Formulation as an Alternative to Psychiatric Diagnosis’, 
Journal of Humanistic Psychology, 58(1), pp. 30-46.  

(2014) A Straight Talking Introduction to Psychiatric Diagnosis. Monmouth: PCCS 
Books. 

(2000) Users and Abusers of Psychiatry. London: Routledge. 

Johnstone, M. J. (2001) ‘Stigma, Social Justice and the Rights of the Mentally Ill: Challenging 
the Status Quo’, Australian and New Zealand Journal of Mental Health Nursing, 100, 
pp. 200-209. 

Jones, I. R., Ahmed, N. and Catty, J. (2009) ‘Illness careers and continuity of care in mental 
health services: a qualitative study of service users and carers’, Social Science and 
Medicine, 69, pp. 632-639.  

Jones, E., Farina, A., Hastorf, A., Markus, H., Miller, D. and Scott, R. (1984) Social Stigma: The 
Psychology of Marked Relationships. New York: Freeman.  

Jolivette, A. J. (2015) Research Justice Methodologies for Social Change. Bristol: Policy Press. 

Jootun, D., McGhee, G. and Marland, G. R. (2009) ‘Reflexity Promoting Rigour in Qualitative 
Research’, Nursing Standard, 23(23), pp. 42-44. 

Jorm, A. F., Korten, A. E. and Jacomb, P. A. (1999) Attitudes Towards People with a Mental 
Disorder: A Survey of the Australian Public and Health Professionals’, Australian and 
New Zealand Journal of Psychiatry, 33, pp. 77-83. 

(1997) ‘Helpfulness of Interventions for Mental Disorders: Beliefs of Health 
Professionals Compared with the General Public’, The British Journal of Psychiatry, 
171, pp. 233-237. 

Jorm, A. F. (2000) ‘Mental Health Literacy. Public Knowledge and Beliefs About Mental 
Disorders’, The British Journal of Psychiatry: The Journal of Mental Science, 177, pp. 
396-401.  

Jost, A. (2009) ‘Mad Pride and the Medical Model’, Hastings Center Report, 39(4), p. 3. 

Jowett, S., Karatzias, T. and Albert, I. (2019) ‘Multiple and interpersonal trauma are risk 
factors for both post-traumatic stress disorder and borderline personality disorder: A 
systematic review on the traumatic backgrounds and clinical characteristics of 



267 

comorbid post-traumatic stress disorder/borderline personality disorder groups versus 
single-disorder groups’, Psychology and Psychotherapy, Theory, Research and 
Practice, 93, pp. 621-638. 

Judd, F., Komiti, A. and Jackson, H. (2008) ‘How Does Being Female Assist Help-seeking for 
Mental Health Problems?’, Australian and New Zealand Journal of Psychiatry, 42, pp. 
24-29. 

Juhila, K., Hall, C., Günther, K., Raitakari, S. and Saario, S. (2014) ‘Accepting and Negotiating 
Service Users’ Choices in Mental Health Transition Meetings’, Social Policy and 
Administration, 49(5), pp. 612-630.  

Jung, C. G. (1963) Memories, dreams, reflections: An autobiography. London: Fontana. 

Kaehler, L. A. and Freyd, J. J. (2009) ‘Borderline Personality Characteristics: A Betrayal 
Trauma Approach’, Psychological Trauma: Theory, Research, Practice, and Policy, 1(4), 
pp. 261-268.  

Kaelber, L. (2012) Eugenics: Compulsory Sterilization in 50 American States. Available at: 
https://www.uvm.edu/~lkaelber/eugenics/ (Accessed: 20th October 2021).  

Kane, J. (1989) Schizophrenia: Somatic Treatment. In. H.I. Kaplan and B. J. Saddock. 
Comprehensive Textbook of Psychiatry. Baltimore, MD: Williams and Wilkins. pp. 777-
792. 

Kang, K. K. (2021) How Black and ethnic minority mental health patients’ cultural needs 
frequently go unmet. Available at: 
https://www.communitycare.co.uk/2021/01/08/black-ethnic-minority-mental-health-
patients-cultural-needs-frequently-go-unmet/ (Accessed: 19th May 2021).  

Kapadia, D., Zhang, J., Salway, S., Nazroo, J., Booth, A., Villarroel-Williams, N., Bécares, L. 
and Esmail, A. (2022) Ethnic Inequalities in Healthcare: A rapid Evidence Review. 
Available at: www.nhsrho.org/wp-content/uploads/2022/02/RHO-Rapid-Review-Final-
Report_v.7.pdf (Accessed: 27th September 2022). 

Kaplan, C. A. (1986) ‘The Challenge of Working with Patients Diagnosed as having Borderline 
Personality Disorder’, Nursing Clinics of North America, 21, pp. 429-438. 

Karman, P., Kool, N., Poslawsky, I. E. and Meijel, B. V. (2015) ‘Nurses’ Attitudes Towards Self-
harm: A Literature Review’, Journal of Psychiatric and Mental Health Nursing, 22, pp. 
65-75. 

Karsten, J., De Vogel, V. and Lancel, M. (2015) ‘Characteristics and Offences of Women with 
Borderline Personality Disorder in Forensic Psychiatry: A Multicentre Study’, 
Psychology, Crime & Law, 22(3), pp. 224-237. 

Katz, J., Joiner, T. E. and Kwon, P. (2002) ‘Membership in a Developed Social Group and 
Emotional Well-being: Developing a Model of Personal Self-esteem, Collective Self-
esteem and Group Socialization’, Sex Roles, 47, pp. 419-431. 

https://www.uvm.edu/%7Elkaelber/eugenics/
https://www.communitycare.co.uk/2021/01/08/black-ethnic-minority-mental-health-patients-cultural-needs-frequently-go-unmet/
https://www.communitycare.co.uk/2021/01/08/black-ethnic-minority-mental-health-patients-cultural-needs-frequently-go-unmet/
http://www.nhsrho.org/wp-content/uploads/2022/02/RHO-Rapid-Review-Final-Report_v.7.pdf
http://www.nhsrho.org/wp-content/uploads/2022/02/RHO-Rapid-Review-Final-Report_v.7.pdf


268 

Kaye, W. (2008) ‘Neurobiology of Anorexia and Bulimia Nervosa’, Physiology & Behaviour, 
94, Purdue University Ingestive behaviour research Centre Symposium. Influences on 
Eating and Body Weight Over The Lifespan: Childhood and Adolescence, pp. 121-135.  

Kealy, D. and Ogrodniczuk, J. S. (2010) ‘Marginalization of Borderline Personality Disorder’, 
Journal of Psychiatric Practice, 16(3), pp. 145-154. 

Kelly, M. P. and May, D. (1982) ‘Good and bad patients: a review of the literature and a 
theoretical critique’, Journal of Advanced Nursing, 7, pp. 147-156.  

Kelly, L., Burton, S. and Regan, L. (1994) ‘Researching women’s lives or studying women’s 
oppression? Reflections on what constitutes feminist research’. In M. Maynard and J. 
Purvis (eds) Researching Women’s Lives From a Feminist Perspective. London: Taylor 
and Francis. 

Kendall, S. (1998) Health and Empowerment Research and Practice. London: Arnold. 

Kendell, R. E. (2002) ‘The Distinction Between Personality Disorder and Mental Illness’, 
British Journal of Psychiatry, 180, pp. 110-115.  

Kendler, K., Aggen, S., Czajkowski, N., Roysamb, E., Tambs, K., Torgensen, S., Neale, M. and 
Reichborn-Kjennerud, T. (2008) ‘The Structure of Genetic and Environmental Risk 
Factors For DSM-IV Personality Disorders: A Multivariate Twin Study’, Archives of 
General Psychiatry, 65(12), pp. 1438-1446.  

Keng, S. L. and Soh, C. Y. (2018) ‘Association Between Childhood Invalidation and Borderline 
Personality Symptoms: Self-Construal and Conformity as Moderating Factors’, 
Borderline Personality Disorder and Emotion Dysregulation, 5(19), pp. 1-9.  

Keng, S. L. and Wong, Y. Y. (2017) ‘Association Among Self-Compassion, Childhood 
Invalidation, and Borderline Personality Disorder Symptomatology in a Singaporean 
Sample’, Borderline Personality Disorder and Emotion Dysregulation, 4(24), pp. 1-8. 

Kernberg, O. F. (1986) Severe Personality Disorders Psychotherapeutic Strategies. New York: 
Yale University Press. 

Kerr, L. K. (2004) ‘The Borderline as the Sociocultural Origin of Borderline personality 
Disorder and Psychiatry’, Ethical Human Psychology and Psychiatry, 6, pp. 201-205. 

Khosravi, M. (2020) ‘Eating disorders among patients with borderline personality disorder: 
understanding the prevalence and psychopathology’, Journal of Eating Disorders, 8(1), 
pp. 1-9. 

Kieffer, C. H. (1984) ‘Citizen Empowerment: A Developmental Perspective’, Journal of 
Prevention & Intervention in The Community, 3(2-3), pp. 9-36. 

Kinderman, P., Read, J., Moncrieff, J. and Bentall, R. P. (2013) ‘Drop the language of 
disorder’, Evidence-Based Mental Health, 16, pp. 2-3. 

King, G. (2013) ‘Staff Attitudes Towards People with Borderline Personality Disorder’, 
Mental Health Practice, 17(5), pp. 30-34. 



269 

King, N. and Horrocks, C. (2010) Interviews in Qualitative Research. London: Sage 
Publications Ltd.  

Kingdon, D., Sharma, T. and Hart, D. (2004) ‘What Attitudes Do Psychiatrists Hold Towards 
People with mental Illness?’, Psychiatric Bulletin, 28, pp. 401-406. 

Kirkegaard, S. and Andersen, D. (2018) ‘Co-production in community mental health services: 
blurred boundaries or a game of pretend?’, Sociology of Health & Illness, 40(5), pp. 
828-842. 

Kirks, S. A. and Kutchins, H. (1992) The Selling of the DSM: The Rhetoric of Science in 
Psychiatry. New York: Hawthorne.  

Kitchener, K. S. and Kitchener, R. F. (2009) Social science research ethics: Historical and 
philosophical issues. In D. M. Mertens and P. E. Ginsberg (Eds.), The handbook of 
social research ethics. pp. 5-22. Thousand Oaks, CA: Sage. 

Klein, E., Rosenberg, J. and Rosenberg, S. (2007) ‘Whose Treatment is it Anyway? The Role of 
Consumer Preferences in Mental Health Care’, American Journal of Psychiatric 
Rehabilitation, 10, pp. 65-80. 

Klein, N. (2007) The shock doctrine: The rise of disaster capitalism. London: Penguin.  

Klein, P., Fairweather, A. K., Lawn, S., Stallman, H. M. and Cammell, P. (2021) ‘Structural 
stigma and its impact on healthcare for consumers with borderline personality 
disorder: protocol for a scoping review’, Systematic Reviews, 10(23), pp. 1-7. 

Kleindienst, N., Bohus, M., Ludӓscher, P., Limberger, M. F., Kuenkele, K., Ebner-Priemer, U. 
W., Chapman, A. L., Reicherzer, M., Stieglitz, R. D. and Schmahl, C. (2008) ‘Motives for 
Nonsuicidal Self-Injury Among Women With Borderline Personality Disorder’, The 
Journal of Nervous and Mental Disease, 196(3), pp. 230-236. 

Klerman, G. L. (1977) ‘Mental Illness, The Medical Model, and Psychiatry’, The Journal of 
Medicine and Philosophy, 2(3), pp. 220-243. 

Klevan, T., Karlsson, B. and Ruud, T. (2017) ‘”At the extremities of life” – Service user 
experiences of helpful help in mental health crisis’, American Journal of Psychiatric 
Rehabilitation, 20(2), pp. 87-105.  

Klik, K. A., Williams, S. L. and Reynolds, K. J. (2019) ‘Toward Understanding Mental Illness 
Stigma and Help-seeking: A Social Identity perspective’, Social Science and Medicine, 
222, pp. 35-43. 

Klineberg, E., Kelly, M. J., Stansfeld, S. A. and Bhui, K. S. (2013) ‘How do adolescents talk 
about self-harm: a qualitative study of disclosure in an ethnically diverse urban 
population in England’, BMC Public Health, 13(572), pp. 1-10. 

Klomek, A. B., Snir, A., Apter, A., Carli, V., Wasserman, C. and Hadlaczky, G.  (2016) 
‘Association Between Victimization by Bullying and Direct Self Injurious Behaviour 



270 

Among Adolescence in Europe: A Ten-Country Study’, European Child & Adolescent 
Psychiatry, 25(11), pp. 1183-1193. 

Klonsky, E. D. (2007a) ‘Non-Suicidal Self-Injury: An Introduction’, Journal of Clinical 
Psychology: In Session, 63(11), pp. 1039-1043.  

(2007b) ‘The functions of deliberate self-injury: A review of the evidence’, Clinical 
Psychology Review, 27, pp. 226-239. 

Knaak, S., Modgill, G. and Patten, S. (2014) ‘Opening Minds: The Mental Health Commission 
of Canada’s Anti-Stigma Initiative: Key Ingredients of anti-stigma programs for health 
care providers: A data synthesis of evaluative studies’, Canadian Journal of Psychiatry, 
59(10 suppl. 1), pp. 19-26. 

Knaak, S., Szeto, A. C. H., Fitch, K., Modgill, G. and Patten, S. (2015) ‘Stigma Towards 
Borderline Personality Disorder: Effectiveness and Generalizability of an Anti-stigma 
Program for Healthcare Providers Using a Pre-post Randomized Design’, Borderline 
Personality Disorder and Emotion Dysregulation, 2(9), pp. 1-8.  

Knafo, A. (2015) ‘Coping Strategies Associated with Suicidal Behaviour in Adolescent 
Inpatients With Borderline Personality Disorder’, Canadian Journal of Psychiatry, 60, 
pp. 46-54. 

Knifton, L. (2012) ‘Understanding and addressing the stigma of mental illness with ethnic 
minority communities’, Health Sociology Review, 21(3), pp. 287-298.  

Koekoek, B., Hutschemaekers, G., Meijel, B. V. and Schene, A. (2011) ‘How do patients come 
to be seen as ‘difficult’?: A mixed-methods study in community mental health care’, 
Social Science & Medicine, 72(4), pp. 504-512. 

Koekoek, B., Meijel, B. V. and Hutschemaekers, G. (2006) ‘Difficult Patients in Mental Health 
Care: A Review’, Psychiatric Services, 57, pp. 795-802. 

Kolodziej, M. E. and Johnson, B. T. (1997) ‘Interpersonal Contact and Acceptance of Persons 
with Psychiatric Disorders: A Research Synthesis’, Journal of Consulting and Clinical 
Psychology, 64(6), pp. 1387-1396. 

Kondrat, D. C. and Early, T. J. (2011) ‘Battling in the Trenches: Case Managers Ability to 
Combat the Effects of Mental Illness Stigma on Consumers Perceived Quality of Life’, 
Community Mental Health Journal, 47, pp. 390-398. 

Koning, K. L., McNaught, A. and Tuffin, K. (2017) ‘Emergency Department Staff Beliefs About 
Self-Harm: A Thematic Framework Analysis’, Community Menta Health Journal, 54, pp. 
814-822. 

Korzekwa, M. I., Dell, P. F. and Pain, C. (2009) ‘Dissociation and Borderline Personality 
Disorder: An Update for Clinicians’, Current Psychiatry Reports, 11, pp. 82-88.  

Kovel, J. (1980) ‘The American Mental Health Industry’, In. Ingleby, D. (ed.) Critical 
Psychiatry: The Politics of Mental Health, Harmondsworth: Penguin. Pp. 72-101.  



271 

Krajewski, C., Burazeri, G. and Brand, H. (2013) ‘Self-stigma, Perceived Discrimination and 
Empowerment Among People with a Mental Illness in Six Countries: Pan European 
Stigma Study’, Psychiatry Research, 210, pp. 1136-1146. 

Kravetz, D. (1978) ‘Consciousness-Raising Groups in the 1970’s’, Psychology of Women 
Quarterly, 3(2), pp. 168-186. 

Kravetz, S., Faust, M. and David, M. (2000) ‘Accepting the Mental Illness Label, Perceived 
Control Over the Illness, and Quality of Life’, Psychiatric Rehabilitation Journal, 23(4), 
pp. 323-332. 

Krawitz, R. and Jackson, W. (2007) ‘Consumer-clinician co-taught borderline personality 
disorder training: a pilot evaluation’, International Journal of Mental Health Nursing, 
16, pp. 360-364. 

Krieger, N. (2001) ‘Theories for Social Epidemiology in the 21st Century: An Ecosocial 
Perspective’, International Journal of Epidemiology, 30, pp. 668-677. 

Kruger, A., Kleindienst, N., Priebe, K., Dyer, A. S., Steil, R., Schmahl, C. and Bohus, M. (2014) 
‘Non-suicidal Self-injury During and Exposure-based Treatment in Patients with 
Posttraumatic Stress Disorder and Borderline Features’, Behaviour Research and 
Therapy, 61, pp. 136-141. 

Kuek, J. H. L., Raeburn, T. and Wand, T. (2020) ‘Using constructivist grounded theory to 
understand mental-health recovery in multi-ethnic environments’, Nurse Researcher, 
28(2), pp. 26-31. 

Kuijpers, K. F., Van der Knaap, L. M., Winkel, F. W., Pemberton, A. and Bladry, A. C. (2011) 
‘Borderline Traits and Symptoms of Post-Traumatic Stress in a Sample of Female 
Victims of Intimate Partner Violence’, Stress and Health, 27(3), pp. 206-215. 

Kulacaoglu, F. and Kose, S. (2018) ‘Borderline Personality Disorder (BPD): In the Midst of 
Vulnerability, Chaos, and Awe’, Brain Sciences, 8(201), pp. 1-11. 

Kulkarni, J. (2017) ‘Complex PTSD – A Better Description for Borderline Personality 
Disorder?’,  Australasian Psychiatry, 24(4), pp. 333-335. 

(2015) Borderline personality disorder is a hurtful label for real suffering – time we 
changed it. Available at: www.theconversation,com/borderline-personality-disorder-
is-a-hurtful-label-for-real-suffering-time-we-changed-it-41760 (Accessed: 3rd March 
2022). 

Kumar, S., Guite, H. and Thornicroft, G. (2001) ‘Service users Experiences of Violence Within 
Mental Health System: A Study Using Grounded Theory Approach’, Journal of Mental 
Health, 10, pp. 597-611. 

Kutchins, H. and Kirk, S.A. (1999) Making Us Crazy, DSM the Psychiatric Bible and the 
Creation of Mental Disorders. New York: Constable. 

http://www.theconversation,com/borderline-personality-disorder-is-a-hurtful-label-for-real-suffering-time-we-changed-it-41760
http://www.theconversation,com/borderline-personality-disorder-is-a-hurtful-label-for-real-suffering-time-we-changed-it-41760


272 

Kvale, S. and Brinkmann, S. (2009) Interviews Learning the Craft of Qualitative Research 
Interviewing 2nd edn. London: Sage Publications Ltd. 

Kvale, S. (2007) Doing Interviews The Sage Qualitative Research Kit. London: Sage 
Publications Ltd. 

Kverme, B., Natvik, E., Veseth, M. and Moltu, C. (2019) ‘Moving Toward Connectednedd – A 
Qualitative Study of Recovery Processes for People With Borderline Personality 
Disorder’, Frontiers in psychology, 10, pp. 1-11. 

Labov, W. and Waletzky, J. (1967) ‘Narrative analysis: oral versions of personal experience’, 
in J. Helm (ed.), Essays on the Verbal and Visual Arts. Seattle: University of Washington 
Press. pp. 12-44.  

Laing, R. D. (2010) The divided self: An existential study in sanity and madness. London: 
Penguin. 

(1967) The politics of experience. New York, NY: Pantheon Books. 

(1965) The Divided Self: An Existential Study in Sanity and Madness. London: Penguin 
Books.  

Lakeman, R. and Cutcliffe, J. (2016) ‘Diagnostic Sedition: Re-considering the Ascension and 
Hegemony of Contemporary Psychiatric Diagnosis’, Issues in Mental Health Nursing, 
37, pp. 125-130. 

Lakeman, R. and Fitzgerald, M. (2008) ‘How people live with or get over being suicidal: A 
review of qualitative studies’, Journal of Advanced Nursing, 64(2), pp. 114-126.  

Lam, D. C. K., Poplavskaya, E. V., Salkovskis, P. M., Hogg, L. I. and Panting, H. (2016) ‘An 
Experimental Investigation of the Impact of Personality Disorder Diagnosis on 
Clinicians: Can We See Past the Borderline?’, Behavioural and Cognitive 
Psychotherapy, 44(3), pp. 361-373.  

Lam, D. C. K., Salkovskis, P. M. and Hogg, L. I. (2016) ‘Judging a Book by its Cover: An 
Experimental Study of the Negative Impact of a Diagnosis of Borderline Personality 
Disorder on Clinicians’ Judgments of Uncomplicated Panic Disorder’, British Journal of 
Clinical Psychology, 55(3), pp. 253-268.  

Lammers, J. and Happell, B. (2003) ‘Consumer Participation in Mental Health Services: 
Looking From a Consumer Perspective’, Journal of Psychiatric and Mental Health 
Nursing, 10, pp. 385-392. 

Lamph, G. (2011) ‘Raising Awareness of Borderline Personality Disorder and Self-Injury’, 
Nursing Standard, 26(5), pp. 35-40.  

Lamont, M., Moraes Silva, G., Welburn, J. S., Guetzkow, J., Mizrachi, N., Herzog, H. and Reis, 
E. (2016) Getting Respect: Responding to Stigma and Discrimination in the United 
States, Brazil, and Israel. Princeton, NJ: Princeton University Press.  



273 

Lancaster, A. (2016) ‘Evidence for Joint Police and Mental Health Responses for People in 
Mental Health Crisis’, Mental Health Practice, 19(10), pp. 20-26.  

Laporte, I. and Guttman, H. (2007) ‘Recollections of Parental Bonding Among Women With 
Borderline Personality Disorder as Compared With Women With Anorexia Nervosa 
and a Control Group’, Australian Journal of Psychology, 59(3), pp. 132-139. 

Large, M., Smith, G., Swinson, N., Shw, J. and Nielssen, O. (2008) ‘Homicide Due to Mental 
Disorder in England and Wales Over 50 Years’, British Journal of Psychiatry, 193, pp. 
130-133.  

Latlova, K., Ociskova, M., Prasko, J., Kamaradova, D., Jelenova, D. and Sedlackova, Z. (2013) 
‘Self-stigmatization in Patients with Bipolar Disorder’, Neuro Endocrinology Letters, 
34(4), pp. 265-272. 

Latlova, K., Ociskova, M., Prasko, J., Sedlackova, Z. and Kamaradova, D. (2015) ‘If You Label 
Me, Go with Your Therapy Somewhere! Borderline Personality Disorder and Stigma’, 
European Psychiatry, 30(1), pp. 28-31. 

Latlova, K., Prasko, J., Kamaradova, D., Ociskova, M., Cinculova, A., Grambal, A., Kubinek, R., 
Mainerova, B., Smoldasova, J., Tichackova, A. and Sigmundova, Z. (2014) ‘Self-stigma 
and Suicidality in Patients with Neurotic Spectrum Disorder – A Cross Sectional Study’, 
Neuro Endocrinology Letters, 35(6), pp. 474-480.  

Lauer, J., Black, D. W. and Keen, P. (1993) ‘Multiple Personality Disorder and Borderline 
Personality Disorder: Distinct Entities or Variations on a Common Theme?’, Annals of 
Clinical Psychiatry, 5(2), pp. 129-134. 

Laverack, G. (2013) Health activism: foundations and struggles. New York: Sage.  

Lawn, S. and McMahon, J. (2015) ‘Experiences of care by Australians with a diagnosis of 
borderline personality disorder’, Journal of Psychiatric and Mental Health Nursing, 22, 
pp. 510-521.  

Layder, D. (1993) New Strategies in Social Research. Cambridge: Polity. 

Lee, R. M. and Renzetti, C. M. (1990) ‘The problems of researching sensitive topics’, 
American Behavioural Scientist, 33(5), pp. 510-528.  

Legislation.gov.uk (2011) Patient Rights (Scotland) Act 2011. Available at: 
legislation.gov.uk/asp/2011/5/contents (Accessed: 27th April 2022).  

(2007) The Mental Health Act 2007. Available at: 
legislation.gov.uk/ukpga/2007/12/contents (Accessed: 26th April 2022).  

LeGris, J., Links, P. S., Reekum, R. V., Tannock, R. and Toplak, M. (2012) ‘Executive Function 
and Suicidal Risk in Women with Borderline Personality Disorder’, Psychiatry Research, 
196, pp. 101-108. 



274 

Lehman, S., Joy, V., Kreisman, D. and Simmens, S. (1976) ‘Responses to Viewing 
Symptomatic Behaviours and Labelling of Prior Mental Illness’, Journal of Community 
Psychology, 4, pp. 327-334. 

Leichsenring, F., Leibing, E., Kruse, J., New, A. S. and Leweke, F. (2011) ‘Borderline 
Personality Disorder’, The Lancet, 377, pp. 74-84. 

Lempert, L. B. (2007) ‘Asking Questions of the Data: Memo Writing in the Grounded Theory 
Tradition’, In A. Bryant and K. Charmaz (eds.) The Sage Handbook of Grounded Theory. 
pp. 245-264. 

Lenhardt, R. A. (2004) ‘Understanding the Mark: Race, Stigma, and Equality in Context’, New 
York University Law Review, 79, pp. 803-931. 

Lester, R., Prescott, L., McCormack, M., Sampson, M. and North West Boroughs Healthcare. 
(2020) ‘Service users’ experiences of receiving a diagnosis of borderline personality 
disorder: A systematic review’, Personality and Mental Health, 14, pp. 263-283. 

Levine, R. A. and Campbell, D. T. (1972) Ethnocentrism: Theories of conflict, ethnic attitudes 
and group behaviour. New York: Wiley. 

Levitas, R., Pantazis, C., Fahmy, E., Gordon, D., Lloyd, E. and Patsios, D. (2007) The Multi-
Dimensional Analysis of Social Exclusion. Bristol Institute for Public Affairs. Available 
at:  https://dera.ioe.ac.uk/6853/1/multidimensional.pdf (Accessed: 9th May 2019). 

Levy, K. N. (2005) ‘The Implications of Attachment Theory and Research for Understanding 
Borderline Personality Disorder’, Development and Psychopathology, 17(4), pp. 959-
986. 

Lewis, G. and Appleby, L. (1988) ‘Personality Disorder: The Patients Psychiatrists Dislike’, 
British Journal of Psychiatry, 153, pp. 44-49. 

Lewis, K. L. and Grenyer, B.F.S. (2009) ‘Borderline Personality or Complex Posttraumatic 
Stress Disorder? An update on the controversy’, Harvard Review of Psychiatry, 17, pp. 
322-328.  

Lewis, L (2015) ‘Essays and Debates in Mental Health: Putting ‘Quality’ in Qualitative 
Research A Guide to Grounded Theory for Mental Health nurses’, Journal of 
Psychiatric and Mental Health Nursing, 22, pp. 821-828. 

(2014) ‘User Involvement in Mental Health Services: A Case of Power over Discourse’, 
Sociological Research Online, 19(1), pp. 1-15.  

Lewis, S. E., Hopper, K. and Healion, E. (2012) ‘Partners in recovery: Social support and 
accountability in a consumer run mental health centre’, Psychiatric Services, 63, pp. 
61-65. 

Li, Y., Hildersley, R., Ho, G. W. K., Potts, L. and Henderson, C. (2021) ‘Relationships between 
types of UK national newspapers, illness classification, and stigmatising coverage of 
mental disorders’, Social Psychiatry and Psychiatric Epidemiology, 56, pp. 1527-1535.  

https://dera.ioe.ac.uk/6853/1/multidimensional.pdf


275 

Liberty (2014) Liberty’s Briefing on the Policing and Crime Bill Committee Stage in the House 
of Lords – Part 4 Chapter 4, Relating to Sections 135 and 136 of the Mental Health Act 
1983. Available at: 
www.libertyhumanrights.org.uk/sites/default/files/campaigns/resources/Liberty%20B
riefing%20on%20the%20Policing%20and%20Crime%20Bill%20Part%204%20Chapter%
20for%20Committe%20in%20the%20House%20of%20Lords.pdf (Accessed: 24th June 
2019). 

Lieb, K., Zanarini, M. C., Schmahl, C., Lineham, M. M. and Bohus, M. (2004) ‘Borderline 
Personality Disorder’, The Lancet, 364, pp. 453-461. 

Liegghio, M. (2013) A Denial of Being: Psychiatrization as Epistemic Violence. In. B. 
LeFrancois, R. Mezies, and G. Reaume (eds.). Mad Matters: A Critical Reader in 
Canadian Mad Studies. Toronto: Canadian Scholars’ Press, pp. 122-129. 

Linehan, M. M., Armstrong, H. E., Suarez, A., Allmon, D. and Heard, H. L. (1991) ‘Cognitive 
Behavioural Treatment of Chronically Parasuicidal Borderline Patients’, Archives of 
General Psychiatry, 48, pp. 1060-1064. 

Linehan, M. M. (1993) Cognitive Behaviour Therapy of Borderline Personality Disorder. New 
York: Guilford Press. 

Link, B. G., Cullen, F. T., Frank, J. & Wozniak, J. F. (1987) ‘The Social Rejection of Former 
Mental Patients: Understanding Why Labels Matter’, American Journal of Sociology, 
92(6), pp. 1461-1500.  

Link, B. G., Cullen, F. T., Struening, F., Shrout, P. T. and Dohrenwend, B. P. (1989) ‘A Modified 
Labelling Theory Approach to Mental Disorders: An Empirical Assessment’, American 
Sociological Review, 54, pp. 400-423.  

Link, B. G. and Cullen, F. T. (1992) ‘The Labelling Theory of Mental Disorders: A Review of 
the Evidence’, In Greenley, J. R. (ed.) Research in Community and Mental Health. Vol 
6. Greenwich CT: Jai Press, 1990, pp. 203-233. 

 (1990) The Labelling Theory of Mental Disorder: A Review of the Evidence. In. J. 
Greenly. Mental Illness in Social Context. Greenwich, CT: JAI Press. pp. 75-106.  

(1983) ‘Reconsidering the Social Rejection of Ex-Mental Patients: Levels of Attitudinal 
Response’, American Journal of Community Psychology, 11, pp. 261-273.  

Link, B. G., Phelan, J. C., Bresnahan, M., Stueve, A. and Pescolido, B. A. (1999) ‘Public 
Conceptions of Mental Illness Labels, Causes, Dangerousness, and Social Distance’, 
American Journal of Public Health, 89, pp. 1328-1333. 

Link, B. G. and Phelan, J. C. (2001) ‘Conceptualising Stigma’, Annual Review of Sociology, 27, 
pp. 363-385. 

Link, B. G., Struening, E. L., Neese-Todd, S., Stueve, A. and Pescosolido, B. A. (2001) ‘Stigma 
as a Barrier to Recovery: The Consequences of Stigma for the Self-Esteem of People 
with Mental Illness’, Psychiatric Services, 52, pp. 1621-1626. 

http://www.libertyhumanrights.org.uk/sites/default/files/campaigns/resources/Liberty%20Briefing%20on%20the%20Policing%20and%20Crime%20Bill%20Part%204%20Chapter%20for%20Committe%20in%20the%20House%20of%20Lords.pdf
http://www.libertyhumanrights.org.uk/sites/default/files/campaigns/resources/Liberty%20Briefing%20on%20the%20Policing%20and%20Crime%20Bill%20Part%204%20Chapter%20for%20Committe%20in%20the%20House%20of%20Lords.pdf
http://www.libertyhumanrights.org.uk/sites/default/files/campaigns/resources/Liberty%20Briefing%20on%20the%20Policing%20and%20Crime%20Bill%20Part%204%20Chapter%20for%20Committe%20in%20the%20House%20of%20Lords.pdf


276 

Link, B. G., Struening, E. L., Rahav, M., Phelan, J. C. and Nuttbrock, L. (1997) ‘On Stigma and 
its Consequences: Evidence from a Longitudinal Study of Men with Dual Diagnoses of 
Mental Illness and Substance Abuse’, Journal of Health and Social Behaviour, 38(2), 
pp. 177-190. 

Link, B. G. (1987) ‘Understanding labelling Effects in the Area of Mental Disorders: An 
Assessment of the Effects of Expectations of Rejection’, American Sociological Review, 
52, pp. 96-112.  

(1982) ‘Mental Patient Status, Work and Income: An Examination of the Effects of a 
Psychiatric Label’, American Sociological Review, 47, pp. 202-215. 

Lloyd-Evans, B., Lamb, D., Barnby, J., Eskinazi, M., Turner, A. and Johnson, S. (2018) ‘Mental 
health crisis resolution teams and crisis care systems in England: A national survey’, 
BJPsych Bulletin, 42(4), pp. 146-151. 

Lloyd-Evans, B., Paterson, B., Onyett, S., Brown, E., Instead, H., Gray, R., Henderson, C. and 
Johnson, S. (2018) ‘National implementation of a mental health service model: A 
survey of Crisis Resolution Teams in England’, International Journal of Mental Health 
Nursing, 27, pp. 214-226. 

Limandri, B. J. (2012) ‘The Plight of Personality Disorders in the DSM-5’, Issues in Mental 
Health Nursing, 33, pp. 598-604. 

Lincoln, Y. S. and Guba, E. G. (1985) Naturalistic Inquiry. Beverly Hills, CA: Sage. 

Livingston, J. D. and Boyd, J. E. (2010) ‘Correlates and consequences of internalized stigma 
for people living with mental illness: a systematic review and meta-analysis’, Social 
Science and Medicine, 71(12), pp. 2150-2161. 

Loch, A. A., Guarniero, F. B., Lawson, F. L., Hengartner, M. P., Rӧssler, W. and Gattaz, W. F. 
(2013) ‘Stigma Toward Schizophrenia: Do All Psychiatrists Behave the Same? Latent 
Profile Analysis of a National Sample of Psychiatrists in Brazil’, BMC Psychiatry, 13, 
p.92.  

Lomborg, K. and Kirkevold, M. (2003) ‘Truth and Validity in Grounded Theory – A 
Reconsidered Realist Interpretation of the Criteria: fit, work, relevance and 
modifiability’, Nursing Philosophy, 4(3), pp. 189-200. 

Long, M., Manktelow, R. and Tracey, A. (2013) ‘We Are All in This Together: Working 
Towards a Holistic Understanding of Self-harm’, Journal of Psychiatric and Mental 
Health Nursing, 20, pp. 105-113. 

López, M., Saavedra, F., Laviana, M. and López, A. (2012) ‘Images of Madness, Mental Illness 
and Depression in the City of Sevilla’, Psychology, Society & Education, 4(2), pp. 151-
168. 

Lord, J. and Dufort, F. (1996) ‘Power and Oppression in Mental Health’, Canadian Journal of 
Community Mental Health, 15(2), pp. 1-185. 



277 

Low, G., Jones, D., MacLeod, A., Power, M. and Duggan, C. (2000) ‘Childhood Trauma, 
Dissociation and Self-Harming Behaviour: A Pilot Study’, British Journal of Medical 
Psychology, 73, pp. 269-278. 

Lubke, G. I. (2014) ‘Genome- wide Analysis of Borderline Personality Features’, Molecular 
Psychiatry, 19(8), pp. 923-929.  

Ludascher, P., Kalckreuth, C., Parzer, P., Kaess, M., Resch, F., Bohus, M., Schmahl, C. and 
Brunner, R. (2015) ‘Pain Perception in Female Adolescents with Borderline Personality 
Disorder’, European Child & Adolescent Psychiatry, 24(3), pp. 351-357.  

Lukes, S. (1974) Power: A Radical View. Basingstoke: MacMillan Press. 

Lui, J., Chen, X. and Lewis, G. (2011) ‘Childhood internalizing behaviour: analysis and 
implications’, Journal of Psychiatric and Mental Health Nursing, 18(10), pp. 884-894. 

Lui, R. T. (2017) ‘Characterizing the Course of Non-Suicidal Self-Injury: A Cognitive 
Neuroscience Perspective’, Neuroscience and Behavioural Reviews, 80, pp. 159-165. 

Luigi, M., Rapisarda, F., Corbiere, M., De Benedictis, L., Bouchard, A. M., Felix, A., Miglioretti, 
M., Abel-Baki, A. and Lesage, A. ‘Determinants of mental health professionals’ 
attitudes towards recovery; A review’, A Canadian Medical Education Journal, 11(5), 
pp. 62-73.  

Lundberg, U. and Cooper, C. L. (2011) The Science of Occupational Health Stress, 
Psychobiology and the New World of Work. Oxford: Wiley-Blackwell.  

Lupton, D. (1997) ‘Foucault and the Medicalisation Critique’, In. Bunton, R. and Petersen, A. 
(eds.). Foucault, Health, and Medicine, New York: Routledge. Pp. 94-122. 

Luty, J. (2014) ‘Psychiatry and the dark side: Eugenics, Nazi and Soviet psychiatry’, Advances 
in Psychiatric Treatment, 20(1), pp. 52-60. 

Luyten, P., Campbell, C. and Fonagy, P. (2020) ‘Borderline personality disorder, complex 
trauma, and problems with self and identity: A social communicative approach’, 
Journal of Personality, 88(1), pp. 88-105.  

Lyons, C., Hopley, P., Burton, C. R. and Horrocks, J. (2009) ‘Mental health crisis and respite 
services: Service user and carer aspirations’, Journal of Psychiatric and Mental Health 
Nursing, 16, pp. 424-433. 

Lyons, C., Hopley, P. and Horrocks, J. (2009) ‘A Decade of Stigma and Discrimination in 
Mental Health: Plus ça change, plus c’est la même chose (the more things change, the 
more they stay the same)’, Journal of Psychiatric and Mental Health Nursing, 16, pp. 
501-507. 

Lyons, H. Z., Bike, D. H., Ojeda, L., Johnson, A., Rosales, R. and Flores, L. Y. (2013) ‘Qualitative 
Research as Social Justice Practice with Culturally Diverse Populations’, Journal for 
Social Action in Counselling and Psychology, 5(2) pp. 10-25. 



278 

Ma, W. F., Shih, F. J. and Hsiao, S. M. (2008) ‘Caring Across Thorns – Different Care 
Outcomes for Borderline Personality Disorder Patients in Taiwan’, Journal of Clinical 
Nursing, 18, pp. 440-450. 

Mack, M. and Nesbitt, H. (2016) ‘Staff attitudes towards people with borderline personality 
disorder’, Mental Health Practice, 19, pp. 28-32.  

Mackenzie, N. and Knipe, S. (2006) ‘Research dilemmas: Paradigms, methods and 
methodology’, Issues In Educational Research, 16, pp. 1-11. 

Macmanus, D. and Fahy, T. (2008) ‘Personality Disorders’, Medicine, 36(8), pp. 436-441. 

Magliano, L., Rosa, C. and Fiorilla, A. (2008) ‘Views of Persons with Schizophrenia on their 
Own Disorder: An Italian Participatory Study’, Psychiatric Services, 59, pp. 795-799. 

Magnavita, J. J. (1998) ‘Challenges in the Treatment of Personality Disorders: When the 
disorder Demands Comprehensive Integration’, In Session: Psychotherapy in Practice, 
4(4), pp. 5-17. 

Maher, C., Hadfield, M., Hutchings, M and De Eyto, A. (2018) ‘Ensuring Rigour in Qualitative 
Data Analysis: A Design Research Approach to Coding Combining NVivo with 
Traditional Material Methods’, International Journal of Qualitative Methods, 17, pp. 1-
13. 

Maines, D. R. (2001) The Faultline of Consciousness: A View of Interactionism in Sociology. 
New York: Aldine. 

Maj, M., Akiskal, H. S. Mezzich, J. E. and Okasha, A. (2005) Personality Disorders. Chichester: 
John Wiley & Sons Ltd.  

Major, B. and O’Brien, L. T. (2005) ‘The Social Psychology of Stigma’, Annual Review of 
Psychology, 56, pp. 393-421. 

Mancini, M. A. (2011) ‘Understanding change in community mental health practices through 
critical discourse analysis’, British Journal of Social Work, 41(4), pp. 645-667.  

Mancke, F., Bertsch, K, and Herpertz, S. C. (2015) ‘Gender Differences in Aggression of 
Borderline Personality Disorder’, Borderline Personality Disorder and Emotion 
Dysregulation, 2(7), pp. 1-12. 

Mangassarian, S., Sumner, L. and O’Callaghan, E. (2015) ‘Sexual Impulsivity in Women 
Diagnosed with Borderline Personality Disorder: A Review of the Literature’, Sexual 
Addiction & Compulsivity, 22, pp. 195-206. 

Mann, M., Hosman, C. M. H., Schaalma, H. P. and de Vries, N. K. (2004) ‘Self-esteem in a 
broad-spectrum approach for mental health promotion’, Health Education Research 
Theory & Practice, 19(4), pp. 357-372. 

Mannarini, S. and Boffo, M. (2015) ‘Anxiety, bulimia, drug and alcohol addiction, depression, 
and schizophrenia: what do you think about their aetiology, dangerousness, social 
distance, and treatment? A latent class approach’, Social psychiatry and Psychiatry and 



279 

Psychiatric Epidemiology: The International Journal for Research in Social and Genetic 
Epidemiology and Mental Health Services, 50(1), pp. 27-37. 

Mannarini, S. and Rossi, A. (2019) ‘Assessing Mental Illness Stigma: A Complex Issue’, 
Frontiers in Psychology, 9, pp. 1-5. 

Manning, S. Y. (2011) Loving Someone with Borderline Personality Disorder. London: The 
Guilford Press.  

Marazan, K. A. (2016) ‘Interprofessional education in mental health: An opportunity to 
reduce mental illness stigma’, Journal of Interprofessional Care, 30(3), pp. 370-377. 

Mark, T. L., Levit, K. R. and Buck, J. A. (2009) ‘Psychotropic Drug Prescriptions by Medical 
Speciality’, Psychiatric Services, 60, p. 1187. 

Markham, D. and Trower, P. (2003) ‘The effects of the psychiatric label ‘borderline 
personality disorder’ on nursing staffs’ perceptions and casual attributions for 
challenging behaviours’, British Journal of Clinical Psychology, 42, pp. 243-256. 

Markham, D. (2003) ‘Attitudes Towards Patients with a Diagnosis of ‘Borderline Personality 
Disorder’: Social Rejection and Dangerousness’, Journal of Mental Health, 12(6), pp. 
595-612. 

Markman, J. R. and Markman, M. (2007) ‘Running An Ethical Trial 60 Years After The 
Nuremberg Code’, The Lancet. Oncology, 8(12), pp. 1139-1146. 

Markowitz, F. E. (1998) ‘The Effects of Stigma on the Psychological Well-Being and Life 
Satisfaction of Persons with Mental Illness’, Journal of Health and Social Behaviour, 39, 
pp. 335-347. 

Marriott, S. (2011) ‘Safe From Home’, Mental health Today, pp. 18-20. 

Martin, J. K., Lang, A. and Olafsdottir, S. (2008) ‘Rethinking Theoretical Approaches to 
Stigma: A Framework Integrating Normative Influences on Stigma (FINIS)’, Social 
Science Medicine, 67(£), pp. 431-440. 

Martin, T. and Thomas, S. (2013) ‘Police Officers’ Views of Their Encounters with People 
with Personality Disorder’, Journal of Psychiatric and Mental Health Nursing, 22(2), pp. 
125-132. 

Martinez, A., Piff, P., Mendoza-Denton, R. and Hinshaw, S. (2011) ‘The Power of a Label: 
Mental Illness Diagnoses, Ascribed Humanity, and Social Rejection’, Journal of Social 
and Clinical Psychology, 30(1), pp. 1-23. 

Mason, R. and Boutilier, M. (1996) ‘The challenge of genuine power sharing in participatory 
research: The gap between theory and practice’, Canadian Journal of Mental Health, 
15(2), pp. 145-152.  

Mason, T., Hall, R., Caulfied, M. and 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, pp. 131-140. 



280 

Mason, P. T. and Kreger, R. (1998) Stop walking on eggshells. Oakland, CA: New Harbinger 
Publications 

Matas, M., El-Guebaly, N., Harper, D., Green, M. and Peterkin, A. (1986) ‘Mental Illness and 
the Media. Part II. Content Analysis of Press Coverage of Mental Health Topics’, 
Canadian Journal of Psychiatry, 31, pp. 431-433. 

Mauss, I. B., Levenson, R. W., McCarter, L., Wilhelm, F. J. and Gross, J. J. (2005) ‘The Tie That 
Binds? Coherence Among Emotion Experience, Behaviour and Physiology’, Emotion, 
5(2), pp. 2175-2190. 

May, T. (2017) Prime Minister unveils plans to transform mental health support. Available 
at: www.gov.uk/governemnt/news/prime-minister-unveils-plans-to-transform-
mental-health-support (Accessed: 12th April 2019).  

May, T. (2002) Social Research Issues, Methods and Process. 3rd edn. Buckingham: Open 
University Press.  

Mayer, C. and McKenzie, K. (2017) ‘’It shows that there’s no limits’: the psychological impact 
of co-production for experts by experience working in youth mental health’, Health 
and Social Care in the Community, 25(3), pp. 1181-1189. 

Mayes, R. and Horwitz, A. V. (2005) ‘DSM-111 and the Revolution in the Classification of 
Mental Illness’, Journal of the History of the Behavioural Sciences, 41(3), pp. 249-267. 

McAllister, M., Creedy, D., Moyle, W. and Farrugia, C. (2002) ‘Nurses’ Attitudes Towards 
Clients Who Self-harm’, Journal of Advanced Nursing, 40(5), pp. 578-586. 

McCall, G. J. and Simmons, J. L. (1978) Identities and Interactions. New York: Free Press. 

McCambridge, J., Kypri, K. and Elbourne, D. (2014) ‘Research Participation Effects: A 
Skeleton in the methodological Cupboard’, Journal of Clinical Epidemiology, 67(8), pp, 
845-849. 

McCann, J. (2016) ‘Is mental illness socially constructed?’, Journal of Applied Psychology and 
Social Science, 2(1), pp. 1-11. 

McCann, T. V., Clark, E., Baird, J. and Lu, S. (2006) ‘Beliefs About Using Consumer 
Consultants in Inpatient Psychiatric Units’, International Journal of Mental Health 
Nursing, 15, pp. 258-265. 

McDougall, P. (2000) ‘In Depth Interviewing: The Key Issues of Reliability and Validity’, 
Community Practitioner, 73(8), pp. 722-724. 

McEwen, B. S. and Sapolsky, R. M. (1995) ‘Stress and Cognitive Function’, Current Opinion in 
Neurobiology’, 5, pp. 205-216.  

McGrath, B. and Dowling, M. (2012) ‘Exploring registered nurses’ responses towards service 
users with a diagnosis of borderline personality disorder’, Nursing Research and 
Practice, 2012, pp. 1-10. 

http://www.gov.uk/governemnt/news/prime-minister-unveils-plans-to-transform-mental-health-support
http://www.gov.uk/governemnt/news/prime-minister-unveils-plans-to-transform-mental-health-support


281 

Mchale, J. and Felton, A. (2010) ‘Self-harm What’s the Problem? A Literature Review of the 
Factors Affecting Attitudes Towards Self-harm’, Journal of Psychiatric and Mental 
Health Nursing, 17, pp. 732-740. 

McLaughlin, H. (2009) ‘What’s in a Name: ‘Client’, ‘Patient’, ‘Customer’, ‘Consumer’, ‘Expert 
by Experience’, ‘Service User’-What’s Next?’, British Journal of Social Work, 39, pp. 
1101-1117. 

McLean, A. (1995) ‘Empowerment and The Psychiatric/Expatient Movement in The United 
States: Contradictions Crisis, and Change’, Social Science in Medicine, 40, pp. 1053-
1071. 

McLean, N. and Marshall, L. A. (2010) ‘A Front Line Perspective of Mental Health Issues and 
Services’, Criminal Behaviour and Mental Health, 20, pp. 62-71. 

McLeod, M., King, P., Stanley, J., Lacey, C. and Cunningham, R. (2017) ‘Ethnic disparities in 
the use of seclusion for adult psychiatric inpatients in New Zealand’, The New Zealand 
Medical Journal, 130(1454), pp, 30-39. 

McLeod, S. A. (2019) Social Identity Theory. Available at: www.simplypsychology/social-
identity-theory.html. (Accessed: 29th August 2021).  

McMain, S. F., Chapman, A. L., Kuo, J. R., Guimond, T., Streiner, D. L., Dixon-Gordon, K. L., 
Isaranuwatchai, W. and Hoch, J. S. (2018) ‘The effectiveness of 6 versus 12-months of 
dialectical behaviour therapy for borderline personality disorder: the feasibility of a 
shorter treatment and evaluating responses (FASTER) trial protocol’, BMC Psychiatry, 
18(230), pp. 1-18.  

Mead, G. H. (1934) Mind, Self and Society. Chicago: Chicago University Press. 

Mead, S., Hilton, D. and Curtis, L. (2001) ‘Peer support: a theoretical perspective’, Psychiatric 
rehabilitation Journal, 25 (2), pp. 134-141. 

Meade, C. S. and Sikkema, K. J. (2005) ‘HIV Risk Behaviour Among Adults with Severe Mental 
Illness: A Systematic Review’, Clinical Psychology Review, 25, pp.433-457. 

Mehlum, L., Bateman, A., Jan Dalewijk, H., Doering, S., Kaera, A., Moran, P. A., Renneberg, 
B., Ribaudi, S., Simonsen, S., Wilberg, T. and Bohus, M. (2018) ‘Building a Strong 
European Alliance for Personality Disorder Research and Intervention’, Borderline 
Personality Disorder and Emotion Dysregulation, 5(7), pp. 1-5. 

Mehta, S. and Farina, A. (1997) ‘Is Being “Sick” Really Better? Effect of the Disease View of 
Mental Disorder on Stigma’, Journal of Social & Clinical Psychology, 16, pp. 405-419. 

Mehta, N., Kassam, A., Leese, M., Butler, G. and Thornicroft. G. (2009) ‘Public Attitudes 
Towards People with Mental Illness in England and Scotland, 1994-2003’, The British 
Journal of Psychiatry, 194, pp. 278-284. 

Meleis, A. I. and Im, E. (2002) ‘Grandmothers and women’s health: From fragmentation to 
coherence’, Health Care for Women International, 23, pp. 207-224. 

http://www.simplypsychology/social-identity-theory.html
http://www.simplypsychology/social-identity-theory.html


282 

Memon, A., Taylor, K., Mohebati, L. M., Sundin, J., Cooper, M., Scanlon, T and De Visser, R. 
(2016) ‘Perceived barriers to accessing mental health services among black and 
minority ethnic (BME) communities: a qualitative study in Southeast England’, BMJ 
Open, 6(11), p. 012337. doi: 10.1136/bmjopen-2016-012337. 

Menninger, K. (1963) The Vital Balance. New York: Viking Press.  

Mental Health Foundation (2022) Black, Asian and minority ethnic (BAME) communities. 
Available at: www.mentalhealth.org.uk/explore-mental-health/a-z-topics/black-asian-
and-minority-ethnic-bame-communities (Accessed: 27th September 2022).  

(2021) We need to talk. Available at: We need to talk: Getting the right therapy at the 
right time (mentalhealth.org.uk) (Accessed: 5th February 2021). 

(2020) Tackling social inequalities to reduce mental health problems: How everyone 
can flourish equally. Available at: www.mentalhealth.org.uk/sites/default/files/MHF-
tackling-inequalities-report_WEB.pdf (Accessed: 10th February 2022). 

(2019) Black, Asian and Minority Ethnic (BAME) communities. Available at: 
https://www.mentalhealth.org.uk/a-to-z/b/black-asian-and-minority-ethnic-bame-
communities (Accessed: 19th May 2021). 

Mental Health Today (2018) BPD Stigma is ‘Most Common’ Crisis Trigger. Available at: 
www.mentalhealthtoday.co.uk/news/mental-health-diagnosis/bpd-stigma-ismost-
common-crisis-trigger (Accessed: 9th October 2018). 

Mental Welfare Commission for Scotland (2018) Visit and Monitoring Report: Living with 
Borderline Personality Disorder The experience of people with the diagnosis, families 
and services in Scotland. Available at: Living with Borderline Personality Disorder - 
New Report | Mental Welfare Commission for Scotland (mwcscot.org.uk) (Accessed: 
3rd December 2020). 

Menzies, R., LeFrancois, B. and Reaume, G. (2013) Introducing Mad Studies. In. B. 
LeFrancois, R. Menzies, and G. Reaume (eds.). Mad Matters: A Critical Reader in 
Canadian Mad Studies. Toronto: Canadian Scholars’ Press, pp. 1-22.  

Mercer, D. (2012) Police Taser Use on Mentally Ill Slammed. Available at: 
https://www.independent.co.uk/news/uk/crime/police-taser-use-on-mentally-ill-
slammed-8431150.html (Accessed: 15th May 2019).  

Mereish, E. (2012) ‘The Intersectional Invisibility of Race and Disability Status: An 
Exploratory Study of Health and Discrimination Facing Asian Americans with 
Disabilities’, Ethnicity and Inequalities in Health and Social Care, 5(2), pp. 52-60. 

Mertens, D. M., Holmes, H. M. and Harris, R. L. (2009) Transformative Research and Ethics. 
In D. M. Mertens and P. E. Ginsberg (Eds.), The handbook of social research ethics. pp. 
85-102. Thousand Oaks, CA: Sage. 

Mertens, D. M. (2009) Transformative Research and Evaluation. New York: The Guildford 
Press.  

http://www.mentalhealth.org.uk/explore-mental-health/a-z-topics/black-asian-and-minority-ethnic-bame-communities
http://www.mentalhealth.org.uk/explore-mental-health/a-z-topics/black-asian-and-minority-ethnic-bame-communities
https://www.mentalhealth.org.uk/sites/default/files/we-need-to-talk.pdf
https://www.mentalhealth.org.uk/sites/default/files/we-need-to-talk.pdf
http://www.mentalhealth.org.uk/sites/default/files/MHF-tackling-inequalities-report_WEB.pdf
http://www.mentalhealth.org.uk/sites/default/files/MHF-tackling-inequalities-report_WEB.pdf
https://www.mentalhealth.org.uk/a-to-z/b/black-asian-and-minority-ethnic-bame-communities
https://www.mentalhealth.org.uk/a-to-z/b/black-asian-and-minority-ethnic-bame-communities
http://www.mentalhealthtoday.co.uk/news/mental-health-diagnosis/bpd-stigma-ismost-common-crisis-trigger
http://www.mentalhealthtoday.co.uk/news/mental-health-diagnosis/bpd-stigma-ismost-common-crisis-trigger
https://www.mwcscot.org.uk/news/living-borderline-personality-disorder-new-report
https://www.mwcscot.org.uk/news/living-borderline-personality-disorder-new-report
https://www.independent.co.uk/news/uk/crime/police-taser-use-on-mentally-ill-slammed-8431150.html
https://www.independent.co.uk/news/uk/crime/police-taser-use-on-mentally-ill-slammed-8431150.html


283 

(2005) Research methods in education and psychology: Integrating diversity with 
quantitative and qualitative approaches. 2nd edn. Thousand Oaks: Sage. 

Merton, R. (1972) ‘Insiders and Outsiders: A Chapters in the Sociology of Knowledge’, 
American Journal of Sociology, 78(1), pp. 9-47. 

Metzl, J. (2009) The Protest Psychosis: How Schizophrenia became a Black Disease. Boston: 
Beacon Press. 

Miller, A., Muehlenkamp, J. and Jacobson, C. (2008) ‘Fact or Fiction: Diagnosing Borderline 
Personality Disorder in Adolescents’, Clinical Psychology Review, 28, pp. 969-981. 

Miller, G. and Dingwall, R. (1997) Context and Method in Qualitative Research. London: Sage 
Publications.  

Millar, H., Gillanders, D. and Saleem, J. (2012) ‘Trying to Make Sense of the Chaos: Clinical 
Psychologists’ Experiences and Perceptions of Clients with ‘borderline personality 
disorder’’, Personality and Mental Health, 6(2), pp. 111-125. 

Miller, J. B. and Stiver, I. (1997) The healing connection. Boston, MA: Beacon Press. 

MIND (2021) Cognitive behavioural therapy (CBT). Available at: 
https://www.mind.org.uk/media/9206/cbt-2021-pdf-version.pdf (Accessed: 10th 
February 2021). 

(2018) ‘Shining Lights in Dark Corners of Peoples Lives’ The Consensus Statement for 
People with Complex Mental Health Difficulties who are Diagnosed with a Personality 
Disorder. Available at: www.mind.org.uk/shininglights (Accessed: 12th October 2021). 

(2011) Listening to Experience: An Independent Inquiry into Acute and Crisis Mental 
Healthcare. Available at: https://www.mind.org.uk/media-
a/4377/listening_to_experience_web.pdf (Accessed: 8th February 2021).  

(2007) Another Assault: MIND’S Campaign for Equal Access to Justice for People with 
Mental Health Problems. London: MIND. 

Ministry of Justice (2018) Safety in Custody: Deaths of Offenders in the Community, England 
and Wales 2017/18. Available at: 
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attach
ment_data/file/750984/deaths-of-offenders-in-the-community-2017-2018.pdf 
(Accessed: 25th June 2019). 

Milewa, T., Dowswell, G. and Harrison, S. (2002) ‘Partnerships, Power and the “New” Politics 
of Community Participation in British Health Care’, Social Policy and Administration, 
36(7), pp. 796-809. 

Minnebo, J. and Van Acker, A. (2004) ‘Does Television Influence Adolescents’ Perceptions of 
and Attitudes Toward People with Mental Illness?’, Journal of Community Psychology, 
32(3), pp. 257-275. 

https://www.mind.org.uk/media/9206/cbt-2021-pdf-version.pdf
http://www.mind.org.uk/shininglights
https://www.mind.org.uk/media-a/4377/listening_to_experience_web.pdf
https://www.mind.org.uk/media-a/4377/listening_to_experience_web.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/750984/deaths-of-offenders-in-the-community-2017-2018.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/750984/deaths-of-offenders-in-the-community-2017-2018.pdf


284 

Mӧeller, T. P., Bachmann, G. A. and Mӧeller, J. R. (1993) ‘The Combined Effects of Physical, 
Sexual, and Emotional Abuse During Childhood: Long Term Health Consequences for 
Women’, Child Abuse and Neglect, 17, pp. 623-646. 

Moore, K. E. and Tangney, J. P. (2017) ‘Managing the Concealable Stigma of Criminal Justice 
System Involvement: A Longitudinal Examination of Anticipated Stigma, Social 
Withdrawal, and Post-Release Adjustment’, Journal of Social Issues, 73(2), pp. 322-
340. 

Moorey, J., Davidson, K., Evans, M. and Feigenbaum, J. (2006) ‘Psychological Theories 
Regarding the Development of Personality Disorder’ In. M. J. Sampson., R. A. 
McCubbin and P. Tryer. Personality Disorder and Community Mental Health Teams: A 
Practitioners Guide. Chichester: John Wiley & Sons, Ltd. 

Moran, P., Coffey, C., Romaniuk, H., Olsson, C., Borschmann, R., Carlin, J. B. and Patton, G. C. 
(2012) ‘The Natural History of Self-Harm From Adolescence to Young Adulthood: A 
Population-Based Cohort Study’, The Lancet, 379, pp. 236-243. 

Moran, P. and Crawford, M. J. (2013) ‘Assessing the Severity of Borderline Personality 
Disorder’, The British Journal of Psychiatry, 203, pp. 163-164.  

Morris, C., Smith, I. and Alwin, N. (2014) ‘Is contact with adult mental health services helpful 
for individuals with a diagnosable BPD? A study of service users views in the UK’, 
Journal of Mental Health, 23(5), pp. 251-255. 

Morris, G. (2017) The Lived Experience in Mental Health. Boca Raton, FL: CRC Press Taylor 
and Francis Group. 

Morrissey, J., Doyle, L. and Higgins, A. (2018) ‘Self-harm: From Risk Management to 
Relational and Recovery-Orientated Care’, The Journal of Mental Health Training, 
Education and Practice, 13(1), pp. 34-43. 

Morrison, L. (2005) Talking Back to Psychiatry: The psychiatric Consumer/Survivor/Ex-
Patient Movement. London: Routledge.  

Moses, T. (2009) ‘Self-Labelling and its Effects Among Adolescents Diagnosed with Mental 
Disorders’, Social Science & Medicine, 68(3), pp. 570-578. 

Moss-Racusin, C. A. and Miller, H. G. (2016) ‘Taking Charge of Stigma: Treatment Seeking 
Alleviates Mental Illness Stigma Targeting Men’, Journal of Applied Social Psychology, 
46, pp. 319-335. 

Mosquera, D., Gonzalez, A. and Leeds, A. M. (2014) ‘Early Experience, Structural 
Dissociation, and Emotional Dysregulation in Borderline Personality Disorder: The Role 
of Insecure and Disorganized Attachment’, Borderline Personality Disorder and 
Emotion Dysregulation, 1(15), pp. 1-8.  

Moxham, L., McCann, T., Usher, K., Farrell, G. and Crookes, P. (2011) ‘Mental health nursing 
education in preregistration curricula: A national report’, International Journal of 
Mental Health Nursing, 20, pp. 232-236. 



285 

Muir-Cochrane, E. (2006) ‘Medical Co-morbidity Risk Factors and Barriers to Care for People 
with Schizophrenia’, Journal of Psychiatric and Mental Health Nursing, 13(4), pp. 447-
452. 

Mullaly, R. (2007) The New Structural Social Work: Third Edition. Don Mills, ON: Oxford 
University Press. 

Mulvany, J. (2000) ‘Disability, Impairment or Illness? The Relevance of the Social Model of 
Disability to the Study of Mental Disorder’, Sociology of Health and Illness, 22(5), pp. 
582-601.  

Mummendey, A., Kessler, T., Klink, A. and Mielke, R. (1999) ‘Strategies to Cope with 
Negative Social Identity: Predictions by Social Identity Theory and Relative Deprivation 
Theory’, Journal of Personality and Social Psychology, 76(2), pp. 229-245. 

Munro, S. and Baker, J. A. (2007) ‘Surveying the Attitudes of Acute Mental Health Nurses’, 
Journal of Psychiatric and Mental Health Nursing, 14, pp. 196-202. 

Musselman, D. L. and Nemeroff, C. B. (1996) ‘Depression and Endocrine Disorders: Focus on 
the Thyroid and Adrenal System’, The British Journal of Psychiatry, 168(30), pp. 123-
128. 

Musser, N., Zalewski, M., Stepp, S. and Lewis, J. (2018) ‘A Systematic Review of Negative 
Parenting Practices Predicting Borderline Personality Disorder: Are We Measuring 
Biosocial Theory’s ‘Invalidating Environment’?’, Clinical Psychology Review, 65, pp. 1-
16. 

Naoum, J., Reitz, S., Krause-Utz, A., Kleindienst, N., Willis, F., Kuniss, S., Baumgartner, U., 
Mancke, F., Treede, R. D. and Schmahl, C. (2016) ‘The Role of Seeing Blood in Non-
suicidal Self-injury in Female Patients with Borderline Personality Disorder’, Psychiatry 
Research, 246, pp. 676-682. 

Narayanasamy, K. (2015) ‘The Effect of Western Psychiatric Models of Mental Illness on a 
Non-Western Culture’, International Journal of Social Science Research, 3(2), pp. 125-
131. 

Nash, M. (2206) Public Protection and the Criminal Justice Process. Oxford: Oxford 
University Press. 

National Alliance on Mental Illness (2022) Self-harm. Available at: www.nami.org/About-
Mental-Illness/Common-with-Mental-Illness/Self-harm (Accessed: 20th January 2022). 

(2017) The Stigma Associated with Borderline Personality. Available at: 
www.nami.org/Blogs/NAMI-Blog/June-2017/The-Stigma-Associated-with-Borderline-
Personality#:~:text=even%20though%20mental%20health%20advocates,misundersto
od%2C%20misdaignosed%20and%20stigmatized%20conditions (Accessed: 7th April 
2022).  

National Collaborating Centre for Mental Health (2019) Advancing Mental Health Equality: 
Steps and guidance on commissioning and delivering equality in mental health care. 

http://www.nami.org/About-Mental-Illness/Common-with-Mental-Illness/Self-harm
http://www.nami.org/About-Mental-Illness/Common-with-Mental-Illness/Self-harm
http://www.nami.org/Blogs/NAMI-Blog/June-2017/The-Stigma-Associated-with-Borderline-Personality#:%7E:text=even%20though%20mental%20health%20advocates,misunderstood%2C%20misdaignosed%20and%20stigmatized%20conditions
http://www.nami.org/Blogs/NAMI-Blog/June-2017/The-Stigma-Associated-with-Borderline-Personality#:%7E:text=even%20though%20mental%20health%20advocates,misunderstood%2C%20misdaignosed%20and%20stigmatized%20conditions
http://www.nami.org/Blogs/NAMI-Blog/June-2017/The-Stigma-Associated-with-Borderline-Personality#:%7E:text=even%20though%20mental%20health%20advocates,misunderstood%2C%20misdaignosed%20and%20stigmatized%20conditions


286 

Available at: https://www.rcpsych.ac.uk/improving-care/nccmh/care-
pathways/advancing-mental-health-
equality?searchTerms=advancing%20mental%20health%20equality (Accessed: 19th 
May 2021).  

(2018) Borderline Personality Disorder The NICE Guideline on Treatment and 
Management. Available at: https://www.nice.org.uk/guidance/cg78/evidence/bpd-
full-guideline-242147197 (Accessed: 7th December 2020). 

(2009) Borderline Personality Disorder: The NICE Guideline on Treatment and 
Management. London: Stanley L. Hunt Ltd.  

National Elf Service (2018) Mental health crisis teams in England: lost in translation? 
#MHNR2018. Available at: Mental health crisis teams in England: lost in translation? 
(nationalelfservice.net) (Accessed: 6th January 2021). 

National Health Executive (2016) Be wary of mental health labels. Available at: 
www.nationalhealthexecutive.com/Comment/be-wary-of-mental-health-
labels#:~:text=labels%20for%20health%20illnesses,normal’%20and%20’abnormal’. 
(Accessed: 15th March 2022).  

National Health Service (1992) Local Voices: The Views of Local People in Purchasing for 
Health. London: NHS Management.  

National Health Service and Community Care Act 1990. Available at: 
www.legislation.gov.uk/ukpga/1990/19/contents (Accessed: 8th December 2021).  

National Institute for Mental Health England (2005) Guiding Statement on Recovery. 
Available at: https://www.nimh.nih.gov/about/advisory-boards-and-
groups/namhc/reports/road-ahead_33869.pdf (Accessed: 2nd June 2021). 

(2003a) Personality Disorder: No Longer a Diagnosis of Exclusion Policy 
Implementation Guidance for the Development of Services for People with Personality 
Disorder. Available at: http://personalitydisorder.org.uk/wp-
content/uploads/2015/04/PD-No-longer-a-diagnosis-of-exclusion.pdf (Accessed: 25th 
April 2018).  

(2003b) Breaking the Cycle of Rejection: The Personality Disorder Capabilities 
Framework. Available at: www.personalitydisorder.org.uk/wp-
content/uploads/2015/06/personalitydisorders-capabilities-framework.pdf (Accessed: 
4th February 2021). 

National Institute for Health and Care Excellence (2009) Borderline Personality Disorder: 
Information for the public. Available at: borderline-personality-disorder-pdf-
313819408069 (nice.org.uk) (Accessed: 4th January 2021).  

(2004) Self-Harm: The Short Term Physical and Psychological Management and 
Secondary Prevention of Self-Harm in Primary and Secondary Care. Available at: 
https://www.ncbi.nlm.nih.gov/pubmed/21834185 (Accessed: 3rd June 2019). 

https://www.rcpsych.ac.uk/improving-care/nccmh/care-pathways/advancing-mental-health-equality?searchTerms=advancing%20mental%20health%20equality
https://www.rcpsych.ac.uk/improving-care/nccmh/care-pathways/advancing-mental-health-equality?searchTerms=advancing%20mental%20health%20equality
https://www.rcpsych.ac.uk/improving-care/nccmh/care-pathways/advancing-mental-health-equality?searchTerms=advancing%20mental%20health%20equality
https://www.nice.org.uk/guidance/cg78/evidence/bpd-full-guideline-242147197
https://www.nice.org.uk/guidance/cg78/evidence/bpd-full-guideline-242147197
https://www.nationalelfservice.net/populations-and-settings/community-settings/mental-health-crisis-teams-in-england-lost-in-translation/
https://www.nationalelfservice.net/populations-and-settings/community-settings/mental-health-crisis-teams-in-england-lost-in-translation/
http://www.nationalhealthexecutive.com/Comment/be-wary-of-mental-health-labels#:%7E:text=labels%20for%20health%20illnesses,normal%E2%80%99%20and%20%E2%80%99abnormal
http://www.nationalhealthexecutive.com/Comment/be-wary-of-mental-health-labels#:%7E:text=labels%20for%20health%20illnesses,normal%E2%80%99%20and%20%E2%80%99abnormal
http://www.legislation.gov.uk/ukpga/1990/19/contents
https://www.nimh.nih.gov/about/advisory-boards-and-groups/namhc/reports/road-ahead_33869.pdf
https://www.nimh.nih.gov/about/advisory-boards-and-groups/namhc/reports/road-ahead_33869.pdf
http://personalitydisorder.org.uk/wp-content/uploads/2015/04/PD-No-longer-a-diagnosis-of-exclusion.pdf
http://personalitydisorder.org.uk/wp-content/uploads/2015/04/PD-No-longer-a-diagnosis-of-exclusion.pdf
http://www.personalitydisorder.org.uk/wp-content/uploads/2015/06/personalitydisorders-capabilities-framework.pdf
http://www.personalitydisorder.org.uk/wp-content/uploads/2015/06/personalitydisorders-capabilities-framework.pdf
https://www.nice.org.uk/guidance/cg78/resources/borderline-personality-disorder-pdf-313819408069
https://www.nice.org.uk/guidance/cg78/resources/borderline-personality-disorder-pdf-313819408069
https://www.ncbi.nlm.nih.gov/pubmed/21834185


287 

National Offender Management Service (2015) Working with Offenders with Personality 
Disorder: A Practitioners Guide. 2nd edn. Available at: www.gov.uk/government 
/uploads/system/uploads/attachmentpersonalitydisorder.pdf (Accessed: 18th June 
2019).  

National Self Harm Network (2008) What is self harm? Available at: 
www.nshn.co.uk/downloads/whatisselfharm.pdf (Accessed: 1st March 2019).  

Nehls, N. (1999) ‘Borderline Personality Disorder: The Voice of Patients’, Research in Nursing 
and Health, 22, pp. 280-293. 

Nelson, L. J. and Ashman, D. (2016) ‘Dale’: an interpretative phenomenological analysis of a 
service user’s experience with a crisis resolution/home treatment team in the United 
Kingdom’, Journal of Psychiatric and Mental Health Nursing, 23, pp. 438-448.  

Nelson, G., Lord, J. and Ochocka, J. (2001a) ‘Empowerment and Mental Health in 
Community: Narratives of Psychiatric Consumer/Survivors’, Journal of Community and 
Applied Social Psychology, 11, pp. 125-142. 

(2001b) Shifting the Paradigm in Community Mental Health Towards Empowerment 
and Community. Toronto: University of Toronto Press. 

Nelson, C. A., Zeannah, C. H., Fox, N. A., Marshall, P. J., Smyke, A. T. and Guthrie, D. (2007) 
‘Cognitive Recovery in Socially Deprived Young Children: The Bucharest Early 
Intervention Project’, Science, 318, pp. 1937-1940. 

Nemeroff, C. B. (2004) ‘Neurobiological Consequences of Childhood Trauma’, Journal of 
Clinical Psychiatry, 1, pp. 18-28. 

Newbigging, K. and Ridley, J. (2018) ‘Epistemic struggles: The role of advocacy in promoting 
epistemic justice and rights in mental health’, Social Science & Medicine, 219, pp. 36-
44. 

Newheiser, A. K. and Barreto, M. (2014) ‘Hidden Costs of Hiding Stigma: Ironic Interpersonal 
Consequences of Concealing a Stigmatized Identity in Social Interactions’, Journal of 
Experimental Social Psychology, 52, pp. 58-70. 

Newman, L. K., Harris, M. and Allen, J. (2011) ‘Neurobiological basis of Parenting 
Disturbance’, Australian & New Zealand Journal of Psychiatry, 45(2), pp. 109-122. 

Newton, J. R. (2019) ‘Borderline personality disorder and eating disorders: a trans-diagnostic 
approach to unravelling diagnostic complexity’, Australasian Psychiatry, 27(6), pp. 556-
558. 

Ng, F. Y., Townsend, M. L., Miller, C. E., Jewell, M. and Grenyer, B. F. (2019) ‘The Lived 
Experience of Recovery in Borderline Personality Disorder: A Qualitative Study’, 
Borderline Personality Disorder and Emotion Dysregulation, 6(1), p.10. 

NHS Choices (2019) Borderline Personality Disorder. Available at: 
www.nhs.uk/conditions/borderline-personality-disorder/ (Accessed: 1st March 2019).  

http://www.gov.uk/government%20/uploads/system/uploads/attachmentpersonalitydisorder.pdf
http://www.gov.uk/government%20/uploads/system/uploads/attachmentpersonalitydisorder.pdf
http://www.nshn.co.uk/downloads/whatisselfharm.pdf
http://www.nhs.uk/conditions/borderline-personality-disorder/


288 

NHS Digital (2018) Mental Health of Children and Young People in England, 2017. Summary 
of Key Finding. Available at: 
www.files.digital.nhs.uk/a6/ea7d58/mhcyp%202017%20summary.pdf. (Accessed: 6th 
September 2021).  

NHS Support Federation (2019) NHS For Sale? NHS Privatisation The Evidence. Available at: 
https://www.nhsforsale.info/sector/mental-health-2/ (Accessed: 15th March 2021).  

Ni, X., Chan, K., Bulgin, N., Sicard, T., Bismil, R., McMain, S. and Kennedy, J. L. (2006) 
‘Association Between Serotonin Transporter Gene and Borderline Personality 
Disorder’, Journal of Psychiatric Research, 40(5), pp. 448-453. 

NICE (2012) Self-harm: The NICE Guideline on Longer-term Management. Available at: 
www.nice.org.uk/guidance/cg133/evidence/full-guideline-pdf-184901581 (Accessed: 
12th January 2022).  

(2009a) Borderline Personality Disorder: Treatment and Management. London: The 
British Psychological Society and The Royal College of Psychiatrists.  

(2009b) Borderline personality disorder: recognition and management. Available at: 
www.nice.org.uk/guidance/CG78 (Accessed: 4th February 2021).  

(2004) Self-harm: The short-term physical and psychological management and 
secondary prevention of self-harm in primary and secondary care. Available at: CG16 
Self-harm: Information for the public (nice.org.uk) (Accessed: 8th January 2021).  

Nicki, A. (2001) ‘The Abused Mind: Feminist Theory, Psychiatric Disability’, Hypatia Indiana 
University Press, 16(4), pp. 80-104. 

Niedtfeld, I., Schulze, L., Kirsch, P., Herpertz, S. C., Bohus, M. and Schmahl, C. (2010) ‘Affect 
Regulation and Pain in Borderline Personality Disorder: A Possible Link to the 
Understanding of Self-Injury’, Biological Psychiatry, 68, pp. 383-391. 

Nixon, M. K., Cloutier, P. F. and Aggarwal, S. (2002) ‘Affect regulation and addictive aspects 
of repetitive self-injury in hospitalized adolescents’, Journal of the American Academy 
of Child and Adolescent Psychiatry, 41, pp. 1333-1341. 

Nolan, P., Bradley, E. and Brimblecombe, N. (2011) ‘Disengaging from acute inpatient 
psychiatric care: a description of service users’ experiences and view’, Journal of 
Psychiatric and Mental Health Nursing, 18, pp. 359-367.  

Nordt, C., Rossler, W. and Lauber, C. (2006) ‘Attitudes of Mental Health professionals 
Toward People with Schizophrenia and Major Depression’, Schizophrenia Bulletin, 32, 
pp. 709-714. 

Noy, C. (2007) ‘Sampling Knowledge: The Hermeneutics of Snowball Sampling in Qualitative 
Research’, International Journal of Social Research methodology, 11(4), pp. 327-344. 

http://www.files.digital.nhs.uk/a6/ea7d58/mhcyp%202017%20summary.pdf
https://www.nhsforsale.info/sector/mental-health-2/
http://www.nice.org.uk/guidance/cg133/evidence/full-guideline-pdf-184901581
http://www.nice.org.uk/guidance/CG78
https://www.nice.org.uk/guidance/cg16/resources/selfharm-shortterm-treatment-and-management-189900253
https://www.nice.org.uk/guidance/cg16/resources/selfharm-shortterm-treatment-and-management-189900253


289 

Ntshingila, N., Poggenpoel, M., Myburgh, C. P. H. and Temane, A. (2016) ‘Experiences of 
Women Living with Borderline Personality Disorder’, Health SA Gesondheid, 21, pp. 
110-119. 

Nunally, J. (1957) ‘The Communication of Mental Health Information: A Comparison of the 
Opinions of Experts and the Public with Mass Media Presentations’, Behavioural 
Science, pp. 222-230. 

Oates, J., Drey, N. and Jones, J. (2017) ‘’Your experiences were your tools’. How personal 
experience of mental health problems informs mental health nursing practice’, Journal 
of Psychiatric and Mental Health Nursing, 24, pp. 471-479.  

Ochocka, J., Janzen, R. and Nelson, G. (2002) ‘Sharing Power and Knowledge: Professional 
and Mental Health Consumer/Survivor Researchers Working Together in a 
Participatory Action Research Project’, Psychiatric Rehabilitation Journal, 25(4), pp. 
379-387. 

Ociskova, M., Prasko, J., Latalova, K., Sedlackova, Z., Kamaradova, D., Sandoval, A. and 
Grambal, A. (2017) ‘F*ck your care if you label me! Borderline personality disorder, 
stigma, and self-stigma’, Activitas Nervosa Superior Rediviva, 59(1), pp. 16-22. 

O’Conner, D. L. and O’Neill, B. J. (2004) ‘Toward Social Justice: Teaching Qualitative 
Research’, Journal of Teaching in Social Work, 24(3/4), pp. 19-33. 

O’Connor, S. and Glover, L. (2017) ‘Hospital Staff Experiences of their Relationships with 
Adults who Self-harm: A Meta-synthesis’, Psychology and Psychotherapy: Theory, 
Research and Practice, 90, pp. 480-501. 

O’Donoghue, D. (2018) Children told to exaggerate mental health symptoms to ensure they 
receive treatment. Available at: www.careappointments.com/care-
news/England/102041/children-told-to-exaggerate-mental-health-symptoms-to-
ensure-they-receive-treatment (Accessed: 5th May 2022).  

O’Donnell, H. and Gormley, K. (2013) ‘Service user involvement in nurse education: 
Perceptions of mental health nursing students’, Journal of Psychiatric and Mental 
Health Nursing, 20(3), pp. 193-202. 

Ogloff, J. R. P. and Otto, R. K. (1991) ‘Are Research Participants Truly Informed? Readability 
of Informed Consent Forms Used in Research’, Ethics and Behaviour, 1(4), pp. 239-
252.  

O’Hara, M. (2017) Mental health and suicide. In V. Cooper and D. Whyte (Eds.), The violence 
of austerity, pp. 35-43. London: Pluto. 

O’Leary, Z. (2004) The Essential Guide to Doing Research. London: Sage. 

Oldham, J. M., Skodol, A. E., Kellman, D. H., Hyler, S. E., Doidge, N., Rosnick, L. and Gallaher, 
P. E. (1995) ‘Comorbidity of Axis 1 and Axis 11 Disorders’, American Journal of 
Psychiatry, 152, pp. 571-578. 

http://www.careappointments.com/care-news/England/102041/children-told-to-exaggerate-mental-health-symptoms-to-ensure-they-receive-treatment
http://www.careappointments.com/care-news/England/102041/children-told-to-exaggerate-mental-health-symptoms-to-ensure-they-receive-treatment
http://www.careappointments.com/care-news/England/102041/children-told-to-exaggerate-mental-health-symptoms-to-ensure-they-receive-treatment


290 

Oldham, J. M. (2015) ‘The Alternative DSM-5 Model for Personality Disorders’, World 
Psychiatry, 14(2), pp. 234-236. 

(2006) ‘Borderline Personality Disorder and Suicidality’, The American Journal of 
Psychiatry, 163(1), pp. 20-26. 

Oliveira, A. M., Machado, D., Fonesca, J. B., Palha, F., Silva Moreira, P., Sousa, N. and 
Cerqueira, J. (2020) ‘Stigmatising Attitudes Towards Patients with Psychiatric Disorders 
Among Medical Students and Professionals’, Frontiers in Psychiatry, 11(326), pp. 1-7. 

Oltmanns, T. F., Martin, M. T., Neale, J. M. and Davison, G. C. (2012) Case Studies in 
Abnormal Psychology. 9th edn. Danvers, MA: John Wiley and Sons.  

O’Neill, A., D’Souza, A., Samson, A. C., Carballedo, A., Kerskens, C. and Frodl, T. (2015) 
‘Dysregulation Between Emotion and Theory of Mind Networks in Borderline 
Personality Disorder’, Psychiatry Research: Neuroimaging, 231, pp. 25-32. 

Oquendo, M. A., Giovanni, P. S., Placidi, M. D., Malone, K. M., Campbell, C., Keilp, J., 
Brodsky, B., Kegeles, L., Cooper, T. B., Parsey, R. V., Van Heertum, R. L. and Mann, J. J. 
(2003) ‘Positron Emission Tomography of Regional Brain Metabolic Responses to a 
Serotonergic Challenge and Lethality of Suicide Attempts in Major Depression’, 
Archives of General Psychiatry, 60, pp. 14-22.  

Ormston, R., Spencer, L., Barnard, M. and Snape, D. (2014) ‘The Foundations of Qualitative 
Research’, in Ritchie, J. Lewis, J. Nicholls, C. and Ormston, R. (eds.), Qualitative 
Research Practice: A Guide for Social Science Students and Researchers, pp. 1-23. 

Osborn, D. P. (2001) ‘The Poor Physical Health of People with Mental Illness’, Western 
Journal of Medicine, 175(5), pp. 329-332. 

Owens, J (2007) ‘Liberating Voices through Narrative Methods: The Case for an Interpretive 
Research Approach’, Disability & Society, 22(3), pp. 299-313. 

Overton, S. L. and Medina, S. L. (2008) ‘The Stigma of Mental Illness’, Journal of Counselling 
& Development, 86, pp. 143-151. 

Parry-Crook, G., Oliver, C. and Newton, J. (2000) GOOD GIRLS: Surviving the Secure System. 
Available at: www.womenatwish.org.uk/wp-
content/uploads/2010/03/GoodGirls_SurvivingtheSecureSystem.pdf (Accessed: 24th 
June 2019). 

Packan, D. R. and Sapolsky, R. (1990) ‘Glucocorticoid Endangerment of the Hippocampus: 
Tissue, Steroid and Receptor Specificity’, Neuroendocrinology, 51(6), pp. 613-618. 

Papworth, M. and Walker, L. (2008) ‘The needs of primary care mental health service users: 
a Q-sort study’, Mental Health in Family Medicine, 5(4), pp. 203-212.  

Parker, G. (2014) ‘Is Borderline Personality Disorder a Mood Disorder?’, The British Journal 
of Psychiatry, 204, pp. 252-253. 

http://www.womenatwish.org.uk/wp-content/uploads/2010/03/GoodGirls_SurvivingtheSecureSystem.pdf
http://www.womenatwish.org.uk/wp-content/uploads/2010/03/GoodGirls_SurvivingtheSecureSystem.pdf


291 

Paris, J., Chenard-Poirier, M. P. and Biskin, R. (2013) ‘Antisocial and Borderline Personality 
Disorders Revisited’, Comprehensive Psychiatry, 54(4), pp. 321-325.  

Paris, J., Zweig-Frank, H. and Guzder, J. (1995) ‘Psychological Factors Associated with 
Homosexuality in Males with Borderline Personality Disorder’, Journal of Personality 
Disorders’, 9, pp. 56-61. 

Paris, J. (2017) ‘Suicidality in Borderline Personality Disorder’, Medicina (Kaunas), 55(6), p. 
223. Published online 2019 May 28. doi: 10.3390/medicina55060223  

(2004) ‘Half in Love With Easeful Death: The Meaning of Chronic Suicidality in 
Borderline Personality Disorder’, Harvard Review of Psychiatry, 12(1), pp. 42-48.  

(2003) Personality Disorder Over Time: Precursors, Course, and Outcome. 
Washington, DC: American Psychiatric Press.  

(2002) ‘Chronic Suicidality Among Patients with Borderline Personality Disorder’, 
Psychiatric Services, 53(6), pp. 738-742. 

(1998) ‘Does Childhood Trauma Cause Personality Disorders?’, Canadian Journal of 
Psychiatry, 43, pp. 148-153. 

Parsons, T. (1951) The Social System. Free Press: Glencoe. 

Parker, G. (2014) ‘Is borderline personality disorder a mood disorder?’, British Journal of 
Psychiatry, 204(4), pp. 252-253. 

Parliamentary and Health Service Ombudsman (2018) NHS failing patients with mental 
health problems. Available at: www.ombudsman.org.uk/news-and-blog/news/nhs-
failing-patients-mental-health-problems (Accessed: 13th May 2022). 

Patterson, P., Whittington, R. and Bogg, J. (2007) ‘Measuring Nurse Attitudes Towards 
Deliberate Self-harm: The Self-harm Antipathy Scale (SHAS)’, Journal of Psychiatric and 
Mental Health Nursing, 14, pp. 438-445. 

Patton, M. (1990) Qualitative Evaluation and Research Methods. Newbury Park, CA: Sage. 

Pattyn, E., Verhaeghe, M. and Bracke, P. (2015) ‘The Gender Gap in Mental Health Service 
Use’, Social Psychiatry and Psychiatric Epidemiology, 50(7), pp. 1-7. 

Petchel, P. and Pizzagalli, D. A. (2011) ‘Effects of Early Life Stress on Cognitive and Affective 
Function: An Integrated Review of Human Literature’, Psychopharmacology, 214(1), 
pp. 55-70. 

Perese, E. F. and Perese, K. (2003) ‘Health problems of women with severe mental illness’, 
Journal of the American Academy of Nurses Practitioners, 15(5), pp. 212-219. 

Perez, F. M. and Esposito, L. (2009) ‘The Global Addiction and Human Rights: Insatiable 
Consumerism, Neoliberalism, and Har, Reduction’, Perspectives on Global 
Development and Technology, 9, pp. 84-100. 

http://www.ombudsman.org.uk/news-and-blog/news/nhs-failing-patients-mental-health-problems
http://www.ombudsman.org.uk/news-and-blog/news/nhs-failing-patients-mental-health-problems


292 

Perkins, A., Ridler, J., Browes, D., Peryer, G., Notley, C. and Hackmann, C. (2018) 
‘Experiencing mental health diagnosis: a systematic review of service user, clinician, 
and carer perspectives across clinical settings’, Lancet Psychiatry, 11(42), pp. 1-18. 

Perkins, D. D. and Zimmerman, M. A. (1995) ‘Empowerment Theory, Research, and 
Application’, American Journal of Community Psychology, 23(5), pp. 569-579. 

Perlick, D. A., Rosenbeck, R. A., Clarkin, J. F., Sirey, J. A., Salahi, J., Struening, E. L. and Link, B. 
G. (2001) ‘Stigma as a Barrier to Recovery: Adverse Effects of Perceived Stigma on 
Social Adaption of Persons Diagnosed with Bipolar Affective Disorder’, Psychiatric 
Services, 52(12), pp. 1627-1632. 

Perry, J. C. and Cooper, S. H. (1986) ‘A Preliminary Report on Defences and Conflicts 
Associated with Borderline Personality Disorder’, Journal of the American 
Psychoanalytic Association, 34(4), pp. 863. 

Pescolido, B. A., Manago, B. and Monahan, J. (2019) ‘Evolving Public Views on the Likelihood 
of Violence From People with Mental Illness: Stigma and its Consequences’, Health 
Affairs, 38(10), pp. 1735-1743.  

Perkins, R., Rinaldi, M. and Hardisty, J. (2010) ‘Harnessing the expertise of experience: 
Increasing access to employment within mental health services for people who have 
themselves experienced mental health problems’, Diversity in Health and Social Care, 
7, pp. 13-21.  

Perry, E., Barber, J. and England, E. (2013) A Review of Values-based Commissioning in 
Mental Health. London: National Survivor User Network, in partnership with NHS 
Midlands and East. Available at: https://mentalhealthpartnerships.com/resource/a-
review-of-values-based-commissioning-in-mental-health/ (Accessed: 30th March 
2021).  

Personalitydisorder.org (no date) KUF Knowledge and Understanding Framework. Available 
at: www.personalitydisorder.org.uk/kuf-awareness-level-training (Accessed: 8th June 
2021).  

Peters, S. (1996) ‘The Politics of Disability Identity’, In. Barton, L. (ed.) Disability and Society: 
Emerging Issues and Insights. Essex: Addison Wesley Longman.  

Pfennig, A., Kunzel, H. E., Kern, N., Ising, M., Majer, M., Fuchs, B., Ernst, G., Holsboer, F. and 
Binder, E. B. (2005) ‘Hypothalamus-pituitary-adrenal System Regulation and Suicidal 
Behaviour in Depression’, Biological Psychiatry, 57(4), pp. 336-342. 

Phelan, J. C., Link, B. G. and Dovidio, J. F. (2008) ‘Stigma and Prejudice: One Animal or Two?’, 
Social Science and Medicine, 67(3), pp. 358-367. 

Pilgrim, D., Rogers, A. and Pescolido, B. (2011) The Sage Handbook of Mental Health and 
Illness. London: Sage Publications Ltd.  

Pilgrim, D. and Rogers, A. (2003) Mental Health and Inequality. Basingstoke, Hampshire: 
Palgrave MacMillan. 

https://mentalhealthpartnerships.com/resource/a-review-of-values-based-commissioning-in-mental-health/
https://mentalhealthpartnerships.com/resource/a-review-of-values-based-commissioning-in-mental-health/
http://www.personalitydisorder.org.uk/kuf-awareness-level-training


293 

(1999) A sociology of mental health and illness. Buckingham: Open University Press.  

(1994) ‘Something Old, Something New…: Sociology and the Organisation of 
Psychiatry’, Sociology, 28(2), pp. 521-538. 

Pilgrim, D. and Waldron, L. (1998) ‘User involvement in mental health service development: 
How far can it go?’ Journal of Mental Health, 7, pp. 95-104.  

Pitt, L., Kilbride, M., Welford, M., Nothard, S. and Morrison, A. P. (2009) ‘Impact of a 
Diagnosis of Psychosis: User-Led Qualitative Study’, The Psychiatrist, 33, pp. 419-423. 

Plummer, K. (2001) Documents of life 2: An invitation to critical humanism. London: Sage. 

(2001) The Moral and Human Face of Life Stories: Reflexivity, Power and Ethics, in 
Documents of Life 2. London: Sage. 

Pollock, K., Grime, J., Baker, E. and Mantala, K. (2004) ‘Meeting the information needs of 
psychiatric inpatients: Staff and patient perspectives’, Journal of Mental Health, 13(4), 
pp. 389-401. 

Pompili, M., Girardi, P., Ruberto, A. and Tatarell, R. (2009) ‘Suicide in Borderline Personality 
Disorder: A Meta-analysis’, Nordic Journal of Psychiatry, 59(5), pp. 319-324. 

Ponic, P., Reid, C. and Frisby, W. (2010) ‘Cultivating the Power of Partnerships in Feminist 
Participatory Action Research in Women’s Health’, Nursing Inquiry, 17(4), pp. 324-335.  

Popper, K. (1959) The Logic of Scientific Discovery. London: Hutchinson. 

Porter, C., Palmier-Claus, J., Branitsky, A., Mansell, W., Warwick, H. and Varese, F. (2019) 
‘Childhood Adversity and Borderline Personality Disorder: A Meta-Analysis’, Acta 
Psychiatrica Scandanavia, 141(1), pp. 6-20. 

Postle, K. and Beresford, P. (2007) ‘Capacity Building and the Reconception of Political 
Participation: A Role for Social Care Workers?’, British Journal of Social Work, 37, pp. 
143-158.  

Pratt, J. (2012) ‘The Problem of Grounded Theory’, University of East London. Centre for 
Institutional Studies, pp. 1-8. 

Price, V. and Mullarkey, K. (1996) ‘Use and misuse of power in the psychotherapeutic 
relationship’, Mental Health Nursing, 16, pp. 16-17.  

Prien, R., Kupfer, D., Mansky, P., Small, J., Tuason, V., Voss, C. and Johnson, W. (1984) ‘Drug 
Therapy in Prevention of Recurrences in Unipolar and Bipolar Affective Disorder’, 
Archives of General Psychiatry, 41, pp. 1096-1104.  

Prilleltensky, I. and Gonick, L. (1996) ‘Politics change, oppression remains: On the 
psychology and politics of oppression’, Journal of Political Psychology, 17, pp. 127-148. 

Primeau, L. A. (2003) ‘Reflections on Self in Qualitative Research: Stories of Family’, 
American Journal of Occupational Therapy, 57(1), pp. 9-16. 



294 

Pring, R. (2015) Philosophy of Educational Research. London: Bloomsbury Academic. 

Prison and Probation Ombudsman (2017) ‘Self-Inflicted Deaths Among Female Prisoners’, 
Learning Lessons Bulletin Fatal Incidents Investigations, 13, pp. 1-16. Available at: 
www.ppo.gov.uk/?=8392.  

Prison Reform Trust (2017) Self-Harm and Suicide Rising as Prisons Struggle to Meet Mental 
Health Need. Available at: 
www.prisonreformtrust.org.uk/presspolicy/news/vw/I/itemid/435 (Accessed: 24th 
June 2019).  

Public Health England (2018) Health Matters: Reducing health inequalities in mental illness. 
Available at: www.gov.uk/government/publications/health-matters-reducing-health-
inequalities-in-mental-illness/health-matters-reducing-health-inequalities-in-mental-
illness (Accessed: 10th February 2022).  

Pugh, R. (1996) Effective Language in Health and Social Work. London: Chapman and Hall. 

Rada, J. A. (2001) ‘A New Piece to the Puzzle: Examining Effects of Television Portrayals of 
African-Americans’, Journal of Broadcasting and Electronic Media, 45, pp. 704-715. 

Ragins, B. R., Singh, R. and Cornwell, J. M. (2007) ‘Making the Invisible Visible: Fear and 
Disclosure of Sexual Orientation at Work’, Journal of Applied Psychology, 92, pp. 1103-
1118. 

Ramon, S., Castillo, H. and Morant, N. (2001) ‘Experiencing Personality Disorder: A 
participative research’, International Journal of Social Psychiatry, 47(4), pp. 1-15. 

Rankin, J. (2005) Mental Health in the Mainstream: Mental Health and Social Inclusion. 
London: Institute for Public Policy Research. Available at: 
www.ippr.org/files/uploadedFiles/research/projects/Health_and_Social_Care/Mental
%20Paper%202.pdf (Accessed: 20th November 2018). 

Rappaport, J. (1987) ‘Terms of Empowerment/Exemplars of Prevention: Toward a Theory for 
Community Psychology’, American Journal of Community Psychology, 15, pp. 121-142. 

(1984) ‘Studies in Empowerment: Introduction to the Issue’, Prevention In Human 
Services, 3, pp. 1-7. 

Rashed, M. A. (2020) ‘The Identity of Psychiatry and the Challenge of Mad Activism: 
Rethinking the Clinical Encounter’, The Journal of Medicine and Philosophy, 45(6), pp. 
598-622. 

(2019) Madness and the demand for recognition: a philosophical inquiry into identity 
and mental health activism. Oxford: Oxford University Press.  

Raven, C. (2009) ‘Borderline Personality Disorder: Still a Diagnosis of Exclusion?’, Mental 
Health Today, pp. 26-31. 

Rawls, J. (2001) Justice as Fairness: A Restatement. Cambridge, MA: Harvard University 
Press. 

http://www.ppo.gov.uk/?=8392
http://www.prisonreformtrust.org.uk/presspolicy/news/vw/I/itemid/435
http://www.gov.uk/government/publications/health-matters-reducing-health-inequalities-in-mental-illness/health-matters-reducing-health-inequalities-in-mental-illness
http://www.gov.uk/government/publications/health-matters-reducing-health-inequalities-in-mental-illness/health-matters-reducing-health-inequalities-in-mental-illness
http://www.gov.uk/government/publications/health-matters-reducing-health-inequalities-in-mental-illness/health-matters-reducing-health-inequalities-in-mental-illness
http://www.ippr.org/files/uploadedFiles/research/projects/Health_and_Social_Care/Mental%20Paper%202.pdf
http://www.ippr.org/files/uploadedFiles/research/projects/Health_and_Social_Care/Mental%20Paper%202.pdf


295 

Ray, B. and Dollar, C. B. (2014) ‘Exploring Stigmatisation and Stigma Management in 
Management in Mental Health Court: Assessing Modified Labelling Theory in a New 
Context’, Sociological Forum, 29(3), pp. 720-735. 

Read, J. and Harre, N. (2001) ‘The Role of Biological and Genetic Casual Beliefs in the 
Stigmatisation of Mental Patients’, Journal of Mental Health, 10, pp. 223-235. 

Recovery in the Bin (2017) Not So Nice Guidelines to BPD. Available at: 
www.recoveryinthebin.org/2017/07/06/not-so-nice-guide;ine-to-bpd/ (Accessed: 
17th September 2021). 

Reeves, M., James, L. m., Pizzarello, S. M. and Taylor, J. E. (2010) ‘Support for Linehan’s 
Biosocial Theory From a Nonclinical Sample’, Journal of Personality Disorders, 24(3), 
pp. 312-326. 

Rehman, H. and Owen, O. (2013) Mental Health Survey of Ethnic Minorities. Available at: 
https://www.time-to 
change.org.uk/sites/default/files/TTC_Final%20Report_ETHNOS_summary_1.pdf 
(Accessed: 21st October 2019). 

Reich, D. B. and Zanarini, M. C. (2008) ‘Sexual Orientation and Relationship Choice in 
Borderline Personality Disorder Over Ten Years of Prospective Follow-up’, Journal of 
Personality Disorders’, 22(6), pp. 564-572. 

Reichardt, C. S. and Rallis, S. F. (1994) The Qualitative-Quantitative Debate: New 
Perspectives. San Francisco: Jossey-Bass. 

Reichertz, J. (2010) ‘Abduction: The Logic of Grounded Theory’, in Bryant, A. and Charmaz, 
K. (ed.) The Sage Handbook of Grounded Theory, London: Sage, pp. 214-244. 

Reinharz, S. (1992) Feminist Methods In Social Research. New York: Oxford University Press. 

Reissman, C. (1993) Narrative Inquiry. Newbury Park: Sage. 

Rethink (2020) Borderline Personality Disorder Factsheet. Available at: 
https://www.rethink.org/advice-and-information/about-mental-illness/learn-more-
about-conditions/personality-disorders/ (Accessed: 3rd December 2020). 

(2020a) Black, Asian and Minority Ethnic (BAME) mental health. Available at: 
https://www.rethink.org/advice-and-information/living-with-mental-
illness/wellbeing-physical-health/black-asian-and-minority-ethnic-mental-health/ 
(Accessed: 19th May 2021). 

(2020b) Getting help in a crisis. Available at: https://www.rethink.org/getting-help-in-
a-crisis-factsheet%20(1).pdf (Accessed: 4th May 2022).  

Reynolds, E. (2017) Borderline Personality Disorder: ‘One GP Told me I wasn’t ill, just a bad 
person’. Available at: https://www.theguardian.com/healthcare-
network/2017/oct/27/borderline-personality-disorder-stigmatised-misunderstood-
misdiagnosed (Accessed: 31st May 2019).  

http://www.recoveryinthebin.org/2017/07/06/not-so-nice-guide;ine-to-bpd/
https://www.rethink.org/advice-and-information/about-mental-illness/learn-more-about-conditions/personality-disorders/
https://www.rethink.org/advice-and-information/about-mental-illness/learn-more-about-conditions/personality-disorders/
https://www.rethink.org/advice-and-information/living-with-mental-illness/wellbeing-physical-health/black-asian-and-minority-ethnic-mental-health/
https://www.rethink.org/advice-and-information/living-with-mental-illness/wellbeing-physical-health/black-asian-and-minority-ethnic-mental-health/
https://www.rethink.org/getting-help-in-a-crisis-factsheet%20(1).pdf
https://www.rethink.org/getting-help-in-a-crisis-factsheet%20(1).pdf
https://www.theguardian.com/healthcare-network/2017/oct/27/borderline-personality-disorder-stigmatised-misunderstood-misdiagnosed
https://www.theguardian.com/healthcare-network/2017/oct/27/borderline-personality-disorder-stigmatised-misunderstood-misdiagnosed
https://www.theguardian.com/healthcare-network/2017/oct/27/borderline-personality-disorder-stigmatised-misunderstood-misdiagnosed


296 

Rhodes, P. and Giles, S. J. (2014) ‘”Risky business”: A critical analysis of the role of crisis 
resolution and home treatment teams’, Journal of Mental Health, 23(3), pp. 130-134. 

Ribeiro, S. C., Tandon, R., Grunhaus, L. and Greden, J. F. (1993) ‘The DST as a Predictor of 
Outcome in Depression: A Meta-analysis’, The American Journal of Psychiatry, 
150(11), pp. 1618-1629. 

Richards, K. (2003) Qualitative inquiry in TESOL. Basingstoke: Palgrave Macmillan. 

Richards, V. (2019) ‘The power of language: The importance of shaping language as a 
constructive tool in health care’, Journal of Evaluation in Clinical Practice, 25, pp. 
1055-1056. 

(2013) Mind your language. Available at: www.mentalhealthtoday.co.uk/mind-your-
language (Accessed: 9th November 2020).  

Richardson, L. (1990) ‘Narrative and Sociology’, Journal of Contemporary Ethnography, 19, 
pp. 116-135.  

Richetin, J., Preti, E., Costantini, G. and De Panfilis, C. (2017) ‘The centrality of affective 
instability and identity in Borderline Personality Disorder: Evidence from network 
analysis’, PLoS ONE, 12(10). Doi: 10.1371/journal.pone.0186695. 

Ring, D. and Lawn, S. (2019) ‘Stigma Perpetuation at the Interface of Mental Health Care: A 
Review to Compare Patient and Clinician Perspectives of Stigma and Borderline 
Personality Disorder’, Journal of Mental Health, pp. 1-21. 

Ringer, A. and Holen, M. (2016) “Hell No, They’ll Think You’re Mad as a Hatter”: Illness 
Discourses and their Implications for Patients in Mental Health Practice’, Health, 20(2), 
pp. 161-175. 

Ritsher, J., Otilingam, P. and Grajales, M. (2003) ‘Internalized Stigma of mental Illness: 
Psychometric Properties of a New Measure’, Psychiatry Research, 121, pp. 31-49. 

Rivera, L. A. (2008) ‘Managing “Spoiled” National Identity: War, Tourism and Memory in 
Croatia’, American Sociological Review, 73(4), pp. 613-634. 

Rivera-Segarra, E., Rivera, G., López-Soto, R., Crespo-Ramos, G. and Marqués-Reyes, D. 
(2014) ‘Stigmatization Experiences among People Living with Borderline Personality 
Disorder in Puerto Rico’, The Qualitative Report, 19(30), pp. 1-18. 

Robitaille, M. P., Checknita, D., Vitaro, F., Tremblay, R. E., Paris, J. and Hodgins, S. (2017) ‘A 
Prospective, Longitudinal, Study of Men with Borderline Personality Disorder with and 
without Comorbid Antisocial Personality Disorder’, Borderline Personality Disorder 
and Emotion Dysregulation, 4(25), pp. 1-13. 

Roberts, A., Yang, M., Zhang, Y. and Coid, J. (2008) ‘Personality Disorders, Temperament, 
and Childhood Adversity: Findings From a Cohort of Prisoners in England and Wales’, 
The Journal of Forensic Psychiatry and Psychology, 19(4), pp. 460-483. 

Robson, C. (2002) Real World Research. 2nd Edn. Oxford: Blackwell Publishing. 

http://www.mentalhealthtoday.co.uk/mind-your-language
http://www.mentalhealthtoday.co.uk/mind-your-language


297 

Rogers, A., Pilgrim, D. and Lacey, R. (1993) Experiencing psychiatry: User’s views of services. 
Basingstoke: MacMillan/MIND.  

Rogers, A. and Pilgrim, D. (2014) A Sociology of Mental Health and Illness 5th edn. Berkshire: 
Open University Press. 

Rogers, B. and Dunne, E. (2011) ‘They told me I had this personality disorder…All of a 
sudden I was wasting their time’: Personality disorder and the inpatient experience’, 
Journal of Mental Health, 20(3), pp. 226-233. 

Rogers, C. R. (1961) On becoming a person. Boston: Houghton Mifflin. 

Rogers, S. E., Chamberlin, J., Ellison, M. L. and Crean, T. (1997) ‘A Consumer-Constructed 
Scale to measure Empowerment Among Users of Mental Health Services’, Psychiatric 
Service, 48(8), pp. 1042-1047. 

Rogosch, F. A. and Cicchetti, D. (2005) ‘Child Maltreatment, Attention Networks, and 
Potential Precursors to Borderline Personality Disorder’, Developmental 
Psychopathology, 17(4), pp. 1071-1089. 

Rope, O. (2018) A community sentence for women with mental health needs. Available at: 
www.penalreform.org/blog/a-community-sentence-for-woemn-with-mental-health 
(Accessed: 5th October 2022).  

Rosenfield, J. (1984) ‘Race Differences in Involuntary Hospitalisation: Psychiatric vs labelling 
Perspectives’, Journal of Health and Social Behaviour, 25, pp. 14-23. 

Rosenfield, S. (1997) ‘Labelling Mental Illness: The Effects of Received Services and 
Perceived Stigma on Life Satisfaction’, American Sociological Review, 62(4), pp. 660-
672.  

(1982) ‘Sex Roles and Societal Reactions to Mental Illness: The Labelling of ‘Deviant’ 
Deviance’, Journal of Health and Social Behaviour, 23, pp. 18-24. 

Rosenstein, L. K., Walsh, E., Ellison, W. D., Chelminski, I., Dalrymple, K. and Zimmerman, M. 
(2018) ‘The Role of Emotion Regulation Difficulties in the Connection Between 
Childhood Emotional Abuse and Borderline Personality Features’, Personality 
Disorders: Theory, Research and Treatment, 9(6), pp. 590-594.  

Rosenthal, G. (2004) ‘Biographical Research’, in Seale, S., Gobo, G., Gubrium, J. F. and 
Silverman, D. (ed.) Qualitative Research Practice. Thousand Oaks, CA: Sage, pp. 34-47. 

Rosenthal, N. B. (1984) ‘Consciousness Raising: From Revolution to Re-Evaluation’, 
Psychology of Women Quarterly, 8(4), pp. 309-326.  

Ross, C. A. and Goldner, E. M. (2009) ‘Stigma, negative attitudes and discrimination towards 
mental illness within the nursing profession: a review of the literature’, Journal of 
Psychiatric and Mental Health Nursing, 16, pp. 558-567. 

Rossi, R., Lanfredi, M., Pievani, M., Boccardi, M., Rasser, P. E., Thompson, P. M., Cavedo, E., 
Cotelli, M., Rosini, S., Beneduce, R., Bignotti, S., Magni, L. R., Rillosi, L., Magnaldi, S., 

http://www.penalreform.org/blog/a-community-sentence-for-woemn-with-mental-health


298 

Cobelli, M., Rossi, G. and Frisoni, G. B. (2014) ‘Abnormalities in Cortical Grey Matter 
Density in Borderline Personality Disorder’, European Psychiatry, 30(2), pp. 221-227.  

Rossi, A. (1962) ‘Some Pre-World War 11 Antecedents of Community Mental Health Theory 
and Practice’, Mental Hygiene, 46, pp. 78-98. 

Rossler, M. T. and Terrill, W. (2017) ‘Mental illness, police use of force, and citizen injury’, 
Police Quarterly, 20(2), pp. 189-212. 

Rӧssler, W. and Salize, H. J. (1995) ‘Factors Affecting Public Attitudes Towards Mental Health 
Care’, European Archives of Psychiatry and Clinical Neuroscience, 245, pp. 20-26. 

Rӧssler, W. (2016) ‘The stigma of mental disorders’, EMBO Reports, 17(9), pp. 1250-1253. 

(2013) ‘What is Normal? The Impact of Psychiatric Classification on Mental Health 
Practice and Research’, Frontiers in Public Health, 1(68), pp. 1-4. 

Roth, A. and Fonagy, P. (1996) What Works for Whom? A Critical Review of Psychotherapy 
Research. London: Guilford.  

Rothstein, H. (2006) ‘The institutional origins of risk: a new agenda for risk research’, Health, 
Risk and Society, 8(3), pp. 215-221.  

Rountree, M. A. and Pomeroy, E. C. (2010) ‘Bridging the Gaps Among Social Justice, 
Research and Practice’, Social Work, 55(4), pp. 293-295. 

Royal College of Nursing (2004) Research Ethics, RCN Guidance for Nurses. RCN, London. 
Available at: https://www.rcn.org.uk/professional-development/publications/PUB-
003138 (Accessed: 13th November 2018). 

Rubin, H. J. and Rubin, I. S. (2012) Qualitative Interviewing The Art of Hearing Data 3rd edn. 
London: Sage Publications Ltd.  

Rudwick, A., Montgomery, P., Coatsworth-Puspoky, R., Cohen, B., Forchuk, C., Lahey, P., 
Perry, S. and Schofield, R. (2014) ‘Perspectives of Social Justice Among People Living 
With Mental Illness and Poverty: A Qualitative Study’, Journal of Poverty and Social 
Justice, 22(2), pp. 147-157.  

Ruger, J. P. (2004) ‘Health and Social Justice’, The Lancet, 364, pp. 1075-1080. 

Rusch, N., Corrigan, P. W., Bohus, M., Kuhler, T., Jacob, G. A. and Lieb, K. (2007) ‘The Impact 
of Posttraumatic Stress Disorder on Dysfunctional Implicit and Explicit Emotions 
Among Women With Borderline Personality Disorder, The Journal of Nervous and 
Mental Disease, 195(6), pp. 537-539. 

Rusch, N. and Thornicroft, G. (2014) ‘Does Stigma Impair Prevention of Mental Disorders?’, 
The British Journal of Psychiatry, 204, pp. 249-251. 

Rush, B. (2004) ‘Mental Health Service User Involvement in England: Lessons From History’, 
Journal of Psychiatric and Mental Health Nursing, 11, pp. 313-318. 

https://www.rcn.org.uk/professional-development/publications/PUB-003138
https://www.rcn.org.uk/professional-development/publications/PUB-003138


299 

Rutter, D., Manley, C., Weaver, T., Crawford, M. J. and Fulop, N. (2004) ‘Patients or 
Partners? Case Studies of User Involvement in the Planning and Delivery of Adult 
Mental Health Services in London’, Social Science and Medicine, 58, pp.1973-1984.  

Rutter, M. (1981) Maternal Deprivation Reassessed. Harmondsworth: Penguin Books. 

Sadow, D., Ryder, M. and Webster, D. (2002) ‘Is education of health professionals 
encouraging stigma towards the mentally ill?’, Journal of Mental Health, 11, pp. 657-
665.  

Sainsbury Centre for Mental Health (2008) 36: The Police and Mental Health. Available at: 
https://www.centreformentalhealth.org.uk/sites/default/files/2018-
09/SainsburyCentre_briefing36_police_final_small.pdf (Accessed: 13th June 2019).   

Sampson, M., McCubbin, R. and Tyrer, P. (2006) Personality Disorder and Community 
Mental Health Teams: A Practitioners Guide. Chichester: John Wiley & Sons Ltd. 

Samuels, J., Eaton, W. W., Bienvenu III, J., Brown, C. H., Costa, P. T. and Nestadt, G. (2002) 
‘Prevalence and correlates of personality disorders in a community sample’, British 
Journal of Psychiatry, 188, pp. 536-542. 

SANE Australia (2001) Stigma Watch. Available at: www.sane.org/stigmawatch (Accessed: 
15th October 2021). 

Sansone, R., Levitt, J. and Sansone, L. (2005) ‘The Prevalence of Personality Disorders Among 
Those with Eating Disorders’, Eating Disorders, 13(1), pp. 7-21. 

Sansone, R. A. and Levitt, J. L. (2005) ‘Borderline Personality and Eating Disorders’, Eating 
Disorders, 13, pp. 71-83. 

Sansone, R. A. and Sansone, L. A. (2013) ‘Responses of mental health clinicians to patients 
with borderline personality disorder’, Innovative Clinical Neuroscience, 10, pp. 39-43. 

(2011a) ‘Gender Patterns in Borderline Personality Disorder’, Innovations in Clinical 
Neuroscience, 8(5), pp. 16-20. 

(2011b) ‘Personality Disorders: A Nation-Based Perspective on Prevalence’, Innovative 
Clinical Neuroscience, 8, pp. 14-18. 

(2007) ‘Childhood Trauma, Borderline Personality, and Eating Disorders: A 
Developmental Cascade’, Eating Disorders, 15, pp. 333-346. 

Santangelo, P., Reinhard, I., Mussgay, L., Steil, R., Sawitzki, G., Klein, C. and Ebner-Priemer, 
U. W. (2014) ‘Specificity of Affective Instability in Patients with Borderline Personality 
Disorder Compared to Posttraumatic Stress Disorder, Bulimia Nervosa, and Healthy 
Controls’, Journal of Abnormal Psychology, 123, pp. 258-272. 

Sar, V., Kundakci, T., Kiziltan, E., Yargic, I. L., Tutkun, H. and Bakim, B. (2003) ‘The Axis-1 
Dissociative Disorder Comorbidity of Borderline Personality Disorder Among 
Psychiatric Outpatients’, Journal of Trauma & Dissociation, 4, pp. 119-136. 

https://www.centreformentalhealth.org.uk/sites/default/files/2018-09/SainsburyCentre_briefing36_police_final_small.pdf
https://www.centreformentalhealth.org.uk/sites/default/files/2018-09/SainsburyCentre_briefing36_police_final_small.pdf
http://www.sane.org/stigmawatch


300 

Sarantakos, S. (2013) Social Research 4th edn. Basingstoke: Palgrave Macmillan. 

(2008) The Palgrave Macmillan Social Research. 4th edn. Hampshire: Palgrave 
Macmillan. 

Sartorius, N. (2002) ‘Iatrogenic Stigma of Mental Illness’, BMJ (Clinical Research ed.), 
324(7352), pp. 1470-1. 

Sassoon, M. and Lindlow, V. (1995) ‘Consulting and empowering Black mental health system 
users’, in S. Fernando (ed.) Mental Health in a Multi-Ethnic Society, London: 
Routledge. 

Saunders, B., Sim, J., Kingstone, T., Baker, S., Waterfield, J., Bartlam, B., Burroughs, H. and 
Jinks, C. (2018) ‘Saturation in Qualitative Research: Exploring its Conceptualisation and 
Operationalisation Quality and Quantity’, International Journal of Methodology, 52(4), 
pp. 1893-1907. 

Savin-Williams, R. C. (2005) The New Gay Teenager. Cambridge, MA: Harvard University 
Press. 

Savolainen, R. (2012) ‘Conceptualizing Information Need in Context’, Information Research, 
17(4), pp. 1-13. 

Sayce, L. and Curran, C. (2007) ‘Tackling Social Exclusion Across Europe’, in M. Knapp et al. 
(eds.) Mental Health Policy and Practice Across Europe. Maidenhead: Open University 
Press, pp. 34-59. 

Sayce, L. (2001) ‘Social Inclusion and Mental Health’, Psychiatric Bulletin, 25, pp. 121-123. 

Schaffer, H. R. and Emerson, P. E. (1964) ‘The development of social attachments in infancy’, 
Monographs of the Society for Research in Child Development, 29(3), pp. 1-77.  

Scheff, T. (1966) Being Mentally Ill: A Sociological Theory. Chicago, IL: Aldine. 

Scherpiet, S. U. (2014) ‘Altered Emotion Processing Circuits During the Anticipation of 
Emotional Stimuli in Women with Borderline Personality Disorder’, European Archives 
of Psychiatry and Clinical Neuroscience, 264(1), pp. 45-60.  

Schmahl, C. G., McGlashan, T. H. and Bremner, J. D. (2002) ‘Neurobiological Correlates of 
Borderline Personality Disorder’, Psychopharmacology Bulletin, 36, pp. 69-87. 

Scholz, B., Bocking, J. and Happell, B. (2018) ‘Improving exchange with consumers within 
mental health organisations: Recognising mental ill health experience as a ‘sneaky, 
special degree’’, International Journal of Mental Health Nursing, 27, pp. 227-235. 

Schoppmann, S., Schrӧck, R. and Schnepp, W. (2007) ‘Then I Just Showed her my Arms…’ 
Bodily Sensations in Moments of Alienation Related to Self-injurious Behaviour. A 
Hermeneutic Phenomenological Study’, Journal of Psychiatric and Mental Health 
Nursing, 14, pp. 587-597. 



301 

Schore, A. N. (2001) ‘The Effects of Early Relational Trauma on Right Brain Development, 
Affect Regulation, and Infant Mental Health’, Infant Mental Health Journal, 22(1-2), 
pp. 201-269. 

Schrader, S., Jonmes, N. and Shattell, M. (2013) ‘Mad pride: Reflections on socio-political 
identity and mental diversity in the context of culturally competent psychiatric care’, 
Issues in mental health nursing, 34(1), pp. 62-64.  

Schulze, B. and Angermeyer, M. C. (2003) ‘Subjective experiences of stigma. A focus group 
study of schizophrenic patients, their relatives, and mental health professionals’, 
Social Sciences and Medicine, 56, pp. 299-312. 

Schutz, F. (1977) ‘Die Technik des narrative interviews in Interaktionsfeldst 

Schwartz, C., Myers, J. K. and Astrachan, B. M. (1974) ‘Psychiatric Labelling and the 
Rehabilitation of Mental Patients’, Archives of General Psychiatry, 31, pp. 329-334.  

Scott, L. N., Stepp, S. and Pilkonis, P. A. (2014) ‘Prospective associations between features of 
borderline personality disorder, emotion dysregulation, and aggressions’, Personality 
Disorders: Theory, Research, and Treatment, 5(3), pp. 278-288. 

Scrambler, G. (2011) ‘Stigma and Mental Disorder. In. Pilgrim, D., Rogers, A. and 
Pescosolido, B. (Eds.) The Sage Handbook of Mental Health and Illness. London: Sage 
Ltd. Pp. 218-238. 

Seale, C. (1999) The Quality of Qualitative Research. London: Sage Publications Ltd. 

Sedgwick, P. (1982) Psycho Politics. London: Pluto. 

Segal, S., Silverman, C. and Temkin, T. (1995) ‘Measuring Empowerment in Client-Run Self 
Help Agencies’, Community Mental Health Journal, 31, pp. 215-227. 

Seidman, I. (2000) Interviewing As Qualitative Research: A Guide for Researchers in 
Education and the Social Sciences. 3rd Edn. New York: Teachers College Press.  

Sen, A. (2009) The Idea of Justice. Cambridge, MA: The Belknap Press of Harvard University 
Press.  

Sen, D. (2011) ‘What Mad Culture’, Asylum: The Magazine for Democratic Psychiatry, 18(1), 
p. 5.  

Seravalle, G. and Grassi, G. (2022) ‘Sympathetic nervous and hypertension: New evidences’, 
Autonomic Neuroscience: Basic and Clinical, 238, pp. 1-7. 

Serra, M., Alessandra, L., Chiara, B., Rosaria, P., Antonio, P., Carmelo, M. and Rita, P. (2013) 
‘Beliefs and Attitudes Among Italian High School Students Toward People with Severe 
Mental Illness Disorders’, Journal of Nervous & Mental Disease, 201(4), pp. 311-318. 

Servais, L. M. and Saunders, S. M. (2007) ‘Clinical psychologists’ perceptions of persons with 
mental illness’, Professional Psychology: Research and Practice, 32(2), pp. 214-219.  



302 

Shai, P. N. (2020) ‘A Local Researcher’s Experiences of the Insider-Outsider Position: An 
Exercise of Self-Reflexivity During Ethnographic GBV and HIV Prevention Research in 
South Africa’, International Journal of Qualitative Methods, 19, pp. 1-14.  

Shaikh, U., Qamar, I., Jafry, F., Hassan, M., Shagufta, S., Odhejo, Y. I. and Ahmed, S. (2017) 
‘Patients with Borderline Personality Disorder in Emergency Departments’, Frontiers in 
Psychiatry, 8. doi: 10.3389/fpsyt.2017.00136. 

Shamoo, A. and Resnick, D. (2009) Responsible Conduct of Research 2nd edn. New York: 
Oxford University Press.  

Sharp, C., Venta, A., Vanwoerden, S., Schramm, A., Ha, C., Newlin, E., Reddy, R. and Fonagy, 
P. (2016) ‘First Empirical Evaluation of The Link Between Attachment Social Cognition 
and Borderline Features in Adolescents’, Comprehensive Psychiatry, 64, pp. 4-11.  

Shaw, C. and Proctor, G. (2005) ‘Women at the Margins: A Critique of the Diagnosis of 
Borderline Personality Disorder’, Feminism & Psychology, 15(4), pp. 483-490. 

Shaw, S., Rosen, R. and Rumbold, B. (2011) What is Integrated Care? Available at: 
https://www.nuffieldtrust.org.uk/files/2017-01/what-is-integrated-care-report-web-
final.pdf (Accessed: 8th December 2021). 

Sheehan, L., Nieweglowski, K. and Corrigan, P. (2014) ‘The Stigma of Personality Disorders’, 
Current Psychiatry Reports, 18, pp. 1-7.  

Sheehan, R., McIvor, G. and Trotter, C. (2007) What Works with Women Offenders. 
Cullompton: Willan Publishing. 

Shenoy, S. K. and Praharaj, S. K. (2019) ‘Borderline personality disorder and its association 
with bipolar spectrum and binge eating disorder in college students from South India’, 
Asian Journal of Psychiatry, 44, pp. 20-24. 

Shepherd, G., Boardman, J, & Slade, M. (2008) Making Recovery a Reality. Available at: 
https://www.centreformentalhealth.org.uk/publications/making-recovery-reality 
(Accessed: 2nd June 2021).  

Sher, L., Rutter, S. B., New, A. S., Siever, L. J. & Hazlett, E. A. (2019) ‘Gender differences and 
similarities in aggression, suicidal behaviour, and psychiatric comorbidity in borderline 
personality disorder’, Acta Psychiatrica Scandinavia, 139, pp. 145-153. 

Shi, L. (2008) Health Services Research Methods. Clifton Park: Cengage Learning. 

Shih, M. (2004) ‘Positive Stigma: Examining resilience and Empowerment in Overcoming 
Stigma’, Annals of the American Academy of Political and Social Science, 591(1), pp. 
175-185.  

Showalter, E. (1987) The Female Malady: Women, Madness and English Culture 1830-1940. 
London: Virago. 

https://www.nuffieldtrust.org.uk/files/2017-01/what-is-integrated-care-report-web-final.pdf
https://www.nuffieldtrust.org.uk/files/2017-01/what-is-integrated-care-report-web-final.pdf
https://www.centreformentalhealth.org.uk/publications/making-recovery-reality


303 

Shrivastava, A. K., Karia, S. B., Sonavane, S. S. and De Sousa, A. A. (2017) ‘Child sexual abuse 
and the development of psychiatric disorders: a neurobiological trajectory of 
pathogenesis’, Industrial Psychiatry Journal, 26(1), pp. 4-12.  

Sidanius, J., Pratto, F. and Mitchell, M. (1994) ‘Ingroup Identification, Social Dominance 
Orientation, and Differential Intergroup Social Allocation’, Journal of Social 
Psychology, 134, pp. 151-167. 

Sidanius, J. and Pratto, F. (2001) Social Dominance. Cambridge: Cambridge University Press. 

Siever, L., Torgersen, S., Gunderson, J., Livesley, W. and Kendler, K. (2002) ‘Review: The 
Borderline Diagnosis 111: Identifying Endophenotypes for Genetic Studies’, Biological 
Psychiatry, 51, pp. 964-968.  

Simons, L., Tee, S., Lathlean, J., Burgess, A., Herbert, L. and Gibson, C. (2007) ‘A socially 
inclusive approach to user participation in higher education’, Journal of Advanced 
Nursing, 58, pp. 246-255.  

Simmons, B. L., Gooty, J., Nelson, D. L. and Little, L. M. (2009) ‘Secure attachment: 
implications for hope, trust, burnout, and performance’, Journal of Organizational 
Behaviour, 30, pp. 233-247.  

Simmons, D. (1992) ‘Gender Issues and Borderline Personality Disorder. Why do Females 
Dominate the Diagnosis?’, Archives of Psychiatric Nursing, 6, pp. 219-223. 

Šimundić, A. M. (2013) ‘Bias in research’, Biochemia Medica, 23(1), pp. 12-15. 

Sin, C. H., Hedges, A., Cook, C., Mguni, N. and Comber, N. (2009) Disabled Peoples 
Experiences of Targeted Violence and Hostility Research Report 21. Manchester: 
Equality and Human Rights Commission.  

Skeem, J. L., Manchak, S. and Peterson, J. K. (2011) ‘Correctional Policy for Offenders with 
Mental Illness: Creating a New Paradigm for Recidivism Reduction’, Law and Human 
Behaviour, 35, pp. 110-126. 

Skegg, K. (2005) ‘Self-harm’, The Lancet, 366, pp. 1471-1483. 

Skodol, A. E., Oldham, J. M., Hyler, S. E., Kellman, H. D., Doidge, N. and Davies, M. (1993) 
‘Comorbidity of DSM-111-R Eating Disorders and Personality Disorders’, International 
Journal of Eating Disorders, 14, pp. 403-416. 

Skodol, A., Clark, L., Bender, D., Krueger, R., Morey, L., Verheul, R., Alarcon, R., Bell, C., 
Siever, L. and Oldham, J. (2011) ‘Proposed Changes in Personality and Personality 
Disorder Assessment and Diagnosis For DSM-5 Part 1: Description and Rationale’, 
Personality Disorders: Theory, Research, and Treatment, 2, pp. 4-22.  

Skodol, A. E. and Bender, D. S. (2003) ‘Why are Women Diagnosed Borderline More Than 
Men’, Psychiatric Quarterly, 74(4), pp. 349-350. 



304 

Smith, A. L. and Cashwell, C. S. (2011) ‘Social Distance and Mental Illness: Attitudes Among 
Mental Health and Non-Mental Health Professionals and Trainees’, The Professional 
Counselor, 1(1), pp. 13-20.  

Smith, D. T. (2014) ‘The Diminished Resistance to Medicalisation in Psychiatry: 
Psychoanalysis Meets the Medical Model of Mental Illness’, Society and Mental 
Health, 4(2), pp. 75-91. 

(2011) ‘A Sociological Alternative to the Psychiatric Conceptualisation of Mental 
Suffering’, Sociology Compass, 5, pp. 351-363.  

Smith, E. R. (1999) ‘Affective and Cognitive Implications of a Group Becoming Part of the 
Self: New Models of Prejudice and of the Self-Concept’, in Abrams, D. and Hogg, M. A. 
(ed.) Social Identity and Social Cognition. Oxford: Basil Blackwell, pp. 183-196. 

Smith, J. A., Flowers, P. and Larkin, M. (2012) Interpretative Phenomenological Analysis 
Theory, Method and Research. London: Sage Publications Ltd. 

Smith, L. J. (2008) ‘How Ethical is Ethical Research?’, Journal of Advanced Nursing, 62(2), pp. 
248-257. 

Smith, M. L., Glass, G. & Miller, T. (1989) The Benefits of Psychotherapy. Baltimore, MD: 
John Hopkins University Press.  

Soderberg, A. M. (2006) ‘Narrative Interviewing and Narrative Analysis in a Study of a Cross-
Border Merger’, Management International Review, 46(4), pp. 397-416. 

Soloff, P. H., Chiappetta, L., Mason, N. S., Becker, C. and Price, J. C. (2014) ‘Effects of 
Serotonin-2A Receptor Binding and Gender on Personality Traits and Suicidal 
Behaviour in Borderline Personality Disorder’, Psychiatry Research: Neuroimaging, 
222(3), pp. 140-148.  

Soloff, P. H., Lynch, K. G., Kelly, T. M. (2002) ‘Childhood Abuse as a Risk Factor for Suicidal 
Behaviour in Borderline Personality Disorder’, Journal of Personality Disorder, 16(3), 
pp. 201-214. 

Soloff, P. H., Pruitt, P., Sharma, M., Radwan, J., White, R. and Diwadkar, V. A. (2012) 
‘Structural Brain Abnormalities and Suicidal Behaviour in Borderline Personality 
Disorder’, Journal of Psychiatric Research, 46(4), pp. 516-525. 

Solomon, P. (2004) ‘Peer support/peer provided services underlying processes, benefits, and 
critical ingredients’, Psychiatric Rehabilitation Journal, 27, pp. 392-401. 

Somekh, B. and Lewin, C. (2005) Research Methods in the Social Sciences. London: SAGE 
Publications. 

Somekh, B. (2005) ‘Key features of research in the social sciences’, in Somekh, B. and Lewin, 
C. (ed.) Research Methods in the Social Sciences. London: SAGE, pp. 1-4.  

Spandler, H. (2007) ‘From Social Exclusion to Inclusion? A Critique of the Inclusion 
Imperative in Mental Health’, Medical Sociology Online, 2(2), pp. 3-16. 



305 

Speed, E. (2006) ‘patients, consumers and survivors: A case study of mental health service 
user discourses’, Social Science & Medicine, 62, pp. 28-38. 

Speed, S. and Luker, K. A. (2006) ‘Getting a Visit: How District Nurses and General 
Practitioners “Organise” Each Other in Primary Care’, Sociology of Health and Illness, 
28(7), pp. 883-902.  

Spencer, S. J., Logel, C. and Davies, P. G. (2015) ‘Stereotype Threat’, Annual Review of 
Psychology, 67, pp. 415-437. 

Stanfield, J. W. (2011) ‘The Possible Restorative Justice Functions of Qualitative Research’, 
International Journal of Qualitative Studies in Education, 19(6), pp. 723-727. 

Stӓnicke, L. I. (2021) ‘The Punished Self, the Unknown Self, and the Harmed Self – Toward a 
More Nuanced Understanding of Self-Harm Among Adolescent Girls’, Frontiers in 
Psychology, 12, pp.1-15. 

Stangi, A. L., Earnshaw, V. A., Logie, C. H., Brakel, W. V., Simbayi, L. C., Barre, I. and Dovidio, 
J. F. (2019) ‘The Heath Stigma and Discrimination Framework: A Global Crosscutting 
Framework to Inform Research, Intervention Development, and Policy on Health-
related Stigmas’, BMC Medicine, 17(31), pp. 1-13. 

Stanley, L. and Wise, S. (1993) Breaking Out Again: Feminist Ontology and Epistemology. 
London: Routledge and Kegan Paul. 

Staples, L. (1993) ‘Consumer Empowerment in the Massachusetts Mental Health System: A 
Comparison of Attitudes, Perceptions, and Opinions Within and Between Provider 
Groups’, Doctoral Dissertation Boston University, School of Social Work. 

Stapleton, A. and Wright, N. (2019) ‘The Experiences of People with Borderline Personality 
Disorder Admitted to Acute Psychiatric Wards: A Meta-Synthesis’, Journal of mental 
Health, 28(4), pp. 443-457. 

Starcevic, A. and Filipovic, B. (2018) Prefrontal Cortex. IntechOpen. Available at: 
www.intechopen.com/books/prefrontal-cortex (Accessed: 24th January 2022).  

Stark, S., Stronach, I., Warne, T., Skidmore, D., Cotton, A. and Montgomery, M. (2000) 
Teamworking in mental health: zones of comfort and challenge. Researching 
Professional Education English National Board for Nursing, Midwifery and Health 
Visiting. English National Board, London. Available at: 
https://eric.ed.gov/?id=ED463399 (Accessed: 12th March 2021).  

Steinmetz, G. (1998) ‘Critical Realism and Historical Sociology: A Review Article’, 
Comparative Studies in Society and History, 40, pp. 170-186.  

Stepp, S. D., Scott, L. N., Morse, J. Q., Nolf, K. A., Hallquist, M. N. and Pilkonis, P. A. (2013) 
‘Emotion Dysregulation as a Maintenance Factor of Borderline Personality Disorder 
Features’, Comprehensive Psychiatry, 55(3), pp. 657-666. 

http://www.intechopen.com/books/prefrontal-cortex
https://eric.ed.gov/?id=ED463399


306 

Stepp, S. D. (2012) ‘Development of Borderline Personality Disorder in Adolescence and 
Young Adulthood: Introduction to the Special Section’, Journal of Abnormal Child 
Psychology, 40(1), pp. 1-5. 

Stern, A. M. (2005) ‘Sterilized in the Name of Public Health: race, Immigration and 
Reproductive Control in Modern California’, American Journal of Public Health, 95(7), 
pp. 1128-1138. 

Stets, J. E. and Burke, P. J. (2000) ‘Identity Theory and Social Identity’, Social Psychology 
Quarterly, 63(3), pp. 224-237. 

Stiglmayr, C. E., Ebner-Priemer, U. W., Bretz, J., Behm, R., Mohse, M., Lammers, C. H., 
Anghelescu, I. G., Schmahl, C., Scholtz, W., Kleindienst, N. and Bohus, M. (2008) 
‘Dissociative Symptoms are Positively Related to Stress in Borderline Personality 
Disorder’, Acta Psychiatrica Scandinavica, 117, pp. 139-147. 

Straus, M. A., Hamby, S. L., Boney-McCoy, S. and Sugarman, D. (1999) Manual for the 
personal and relationships profile (PRP). Durham, NH: University of New Hampshire. 
Available at: www.pubpages.unh.edu/~mas2. (Accessed: 2nd February 2022). 

(1996) ‘The Revised Conflict Tactics Scales (CTS2): Development and Preliminary 
Psychometric Data’, Journal of Family Issues, 17(3), pp. 283-316. 

Strauss, A. and Corbin, J. (1998) Basics of Qualitative Research: Techniques and Procedures 
for Developing Grounded Theory 2nd Edn. Thousand Oaks, CA. Sage. 

(1990a) Basics of Qualitative Research Techniques and Procedures for Developing 
Grounded Theory. Thousand Oaks, CA: Sage Publications. 

(1990b) Basics of Qualitative Research: Grounded Theory Procedures and Techniques. 
Newbury Park, CA: Sage. 

Streubert, H. J. and Carpenter, D. R. (2011) Qualitative Research in Nursing: Advancing the 
Humanistic Imperative 5th edn. London: Williams & Wilkins. 

Strier, R. (2007) ‘Anti-Oppressive Research in Social Work: A Preliminary Definition’, British 
Journal of Social Work, 37, pp. 857-871. 

Stroud, J. and Parsons, R. (2013) ‘Working with Borderline Personality Disorder: A Small-
scale Qualitative Investigation into Community Psychiatric Nurses’ Constructs of 
Borderline Personality Disorder’, Personality and Mental Health, 7, pp. 242-253. 

Stuart, H., Arboleda-Flórez, J. and Santorius, N. (2012) Paradigms lost: Fighting stigma and 
the lessons learned. New York: Oxford University Press. 

Sturrock, B. and Mellor, D. (2014) ‘Perceived Emotional Invalidation and Borderline 
Personality Disorder Features: A test of Theory’, Personality and Mental Health, 8(2), 
pp. 128-142. 

Stryker, S. (1980) Symbolic Interactionism: A Social Structural Version. Menlo Park, CA: 
Benjamin Cummings Publishing.  

http://www.pubpages.unh.edu/%7Emas2


307 

Sudman, S. (1998) ‘Survey Research and Ethics’, Advances in Consumer Research, 25, pp. 69-
71.  

Sugiura, K., Mahomed, F., Saxena, S. and Patel, V. (2020) ‘An end to coercion: rights and 
decision-making in mental health care’, Bulletin of the World Health Organization, 
98(1), pp. 52-58. 

Sukhera, J., Miller, K., Milne, A., Scerbo, A., Lim, R., Cooper, A. and Watling, C. (2017) 
‘Labelling of Mental Illness in a Paediatric Emergency department and its Implications 
for Stigma Reduction Education’, Perspectives on Medical Education, 6(3), pp. 165-
172. 

Sulzer, S. H., Muenchow, E., Potvin, A., Harris, J. and Gigot, G. (2016) ‘Improving Patient-
Centered Communication of the Borderline Personality Disorder Diagnosis’, Journal of 
Mental Health, 25(1), pp. 5-9.  

Sulzer, S. H. (2015) ‘Does “difficult patient” status contribute to de facto demedicalization? 
The case of borderline personality disorder’, Social Science and Medicine, 142, pp. 82-
89.  

Suyemoto, K. (1998) ‘The Functions of Self-mutilation’, Clinical Psychology Review, 18(5), pp. 
531-554. 

Syrett, M. (2011) ‘Service user involvement in mental health research: A user’s perspective’, 
Advances in Psychiatric Treatment, 17(3), pp. 201-205. 

Szasz, T. (2010) The myth of mental illness: Foundations of a theory of personal conduct. 
New York: Harper Perennial.  

(1973) Ideology and insanity: Essays on the psychiatric dehumanization of man. 
London: Calder & Boyars.  

Szasz, T. (1960) ‘The Myth of Mental Illness’, American Psychologist, 15, pp. 113-118.  

Tabassum, R., Macaskill, A. and Ahmad, I. (2000) ‘Attitudes towards mental health in an 
urban Pakistani community in the Untied Kingdom’, Journal of Social Psychiatry, 46(3), 
pp. 170-181.  

Tait, L. and Lester, H. (2005) ‘Encouraging user involvement in mental health services’, BJ 
Psych Advances in Psychiatric Treatment, 11(3), pp. 168-175.  

Tajifel, H., Flament, C., BilligM. and Bundy, R. (1971) ‘Social Categorisation and Intergroup 
Behaviour’, European Journal of Social Psychology, 1, pp. 149-178. 

Tajifel, H. and Turner, J. C. (1986) The Social Identity Theory of Intergroup Behaviour. In. S. 
Worchel and W. G. Austin eds. Psychology of Intergroup Relation. Chicago: Hall 
Publishers. Pp. 7-24.  

(1979) ‘An Integrative Theory of Intergroup Conflict’, in Austin, W. Worchel, G. S. (ed.) 
Psychology of Intergroup Relations. Monterey, CA: Brooks/Cole, pp. 95-101. 



308 

Tajifel, H. (1982) ‘Social Psychology of Intergroup Relations’, Annual Review of Psychology, 
33, pp. 1-39. 

(1978) Differentiation Between Social Groups: Studies in the Social Psychology of 
Intergroup Relation. Oxford: Academic Press.  

(1970) ‘Experiments in Intergroup Discrimination’, Scientific American, 223, pp. 96-
102. 

Tan, J. (2010) ‘Grounded Theory in Practice: Issues and Discussion for New Qualitative 
Researchers’, Journal of Documentation, 66(1), pp. 93-112. 

Tasca, C., Rapetti, M., Carta, M. G. and Fadda, B. (2012) ‘Women and Hysteria in the History 
of Mental Health’, Clinical Practice and Epidemiology in Mental Health, 8, pp. 110-119. 

Taylor, D. M. and Moghaddam, F. M. (1994) Social Identity Theory. In. D. M. Taylor. Theories 
of Intergroup Relations: International Social Psychological Perspectives. Westport, CT: 
Praeger. pp. 61-94. 

Ten, S., New, M. and Maclaren, N. (2001) ‘Addison’s Disease 2001’, The Journal of Clinical 
Endocrinology & Metabolism, 86(7), pp. 2909-2922.  

Teplin, L. A., McClelland, G. M., Abram, K. M. and Weiner, D. A. (2005) ‘Crime victimization 
in adults with severe mental illness’, Archives of General Psychiatry, 62, pp. 911-921. 

Tew, J. (2002) ‘Going Social: Championing a Holistic Model of Mental Distress Within 
Professional Education’, Social Work Education, 21(2), pp. 143-155. 

(1999) ‘Voices From the Margins: Inserting the Social in Mental Health Discourse’, 
Social Work Education, 18(4), pp. 433-448. 

Thanh, N. C. and Thanh, T. T. L. (2015) ‘The Interconnection Between Interpretivist Paradigm 
and Qualitative Methods in Education’, American Journal of Educational Science, 1(2), 
pp. 24-27.  

The Bradley Report (2009) Lord Bradley’s Review of People with Mental Health Problems or 
Learning Disabilities in the Criminal Justice System. Available at: 
https://webarchive.nationalarchives.gov.uk/20130124045939/http://www.dh.gov.uk/
prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_098698.pdf 
(Accessed: 13th June 2019).  

The British Psychological Society (2016) Petition Against DSM-5. Available at: 
http://www.bps.org.uk/news/petition-against-dsm-5-launched (Accessed: 1st March 
2019).  

(2011) Good Practice Guidelines on the use of psychological formulation. Available at: 
www.sisdca.it/public/pdf/DCP-Guidelines-for-Formulation-2011.pdf (Accessed: 23rd 
March 2020).  

The Howard League for Penal Reform (2016) Preventing Prison Suicide: Perspectives from 
the Inside. Available at: 

https://webarchive.nationalarchives.gov.uk/20130124045939/http:/www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_098698.pdf
https://webarchive.nationalarchives.gov.uk/20130124045939/http:/www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_098698.pdf
http://www.bps.org.uk/news/petition-against-dsm-5-launched
http://www.sisdca.it/public/pdf/DCP-Guidelines-for-Formulation-2011.pdf


309 

https://www.centreformentalhealth.org.uk/publications/preventing-prison-suicide-
perspectives-inside (Accessed: 19th June 2018). 

The Mental Elf (2018) A Hierarchy of Stigma Based on Mental Health Diagnosis? Available at: 
https://www.nationalelfservice.net/social-care/voluntary-and-community-sector/a-
hierarchy-of-stigma-based-on-mental-health-diagnosis/ (Accessed: 30th April 2019). 

(2017) Mental Health Stigma and Pathways to Care in Psychosis. Available at: 
https://www.nationalelfservice.net/mental-health/psychosis/mental-health-stigma-
and-pathways-to-care-in-psychosis/ (Accessed: 15th January 2019). 

(2017) The state of personality disorder services in England #bigspd17. Available at: 
www.nationalelfservice.net/mental-health/personality-disorder/the-state-of-
personality-disorder-services-in-england/ (Accessed: 4th February 2021).  

(2015) Service user involvement in health care: an evolutionary concept analysis. 
Available at: www.nationalelfservice.net/populations-and-settings/service-user-
involvement-in-mental-health-care-an-evolutionary-concept-analysis/ (Accessed: 6th 
October 2022).  

The Royal College of Psychiatrists (2020) PS01/20 Services for people diagnosable with 
personality disorder: Position Statement. Available at: 
https://www.rcpsych.ac.uk/docs/default-source/improving-care/better-mh-
policy/position-statements/ps01_20.pdf?sfvrsn=85af7fbc_2 (Accessed: 12th 
November 2021).  

(2017) Core values for psychiatrists. Available at: 
https://www.rcpsych.ac.uk/docs/default-source/improving-care/better-mh-
policy/college-reports/college-report-cr204.pdf?sfvrsn=5e4ff507_2 (Accessed: 13th 
November 2020). 

(2009) Mental Health and Social Inclusion. Available at: 
www.rcpsych.ac.uk/docs/default-source/mental-health/work-and-mental-health-
library/position-statement-2009.pdf?sfvrsn=97bcae_2 (Accessed: 12th May 2022).  

The Times (2021) Women get tougher sentences than men. Available at: 
https://www.thetimes.co.uk/article/women-get-tougher-sentences-than-men-
cjpdx65q7 (Accessed: 1st December 2021).  

Thoits, P. (2011) ‘Resisting the Stigma of mental Illness’, Social Psychology Quarterly, 74(1), 
pp. 6-28.  

(2005) ‘Differential Labelling of Mental Illness by Social Status: A New Look At An Old 
Problem’, Journal of Health and Social Behaviour, 46(1), pp. 102-119. 

Thoits, P. A. (2020) ‘Disentangling Mental Illness Labelling Effects from Treatment Effects on 
Well-Being’, Society and Mental Health, 00(0), pp. 1-18.  

(1992) ‘Identity Structures and Psychological Well-Being: Gender and Marital Status 
Comparisons’, Social Psychology Quarterly, 55, pp. 236-256. 

https://www.centreformentalhealth.org.uk/publications/preventing-prison-suicide-perspectives-inside
https://www.centreformentalhealth.org.uk/publications/preventing-prison-suicide-perspectives-inside
https://www.nationalelfservice.net/social-care/voluntary-and-community-sector/a-hierarchy-of-stigma-based-on-mental-health-diagnosis/
https://www.nationalelfservice.net/social-care/voluntary-and-community-sector/a-hierarchy-of-stigma-based-on-mental-health-diagnosis/
https://www.nationalelfservice.net/mental-health/psychosis/mental-health-stigma-and-pathways-to-care-in-psychosis/
https://www.nationalelfservice.net/mental-health/psychosis/mental-health-stigma-and-pathways-to-care-in-psychosis/
http://www.nationalelfservice.net/mental-health/personality-disorder/the-state-of-personality-disorder-services-in-england/
http://www.nationalelfservice.net/mental-health/personality-disorder/the-state-of-personality-disorder-services-in-england/
http://www.nationalelfservice.net/populations-and-settings/service-user-involvement-in-mental-health-care-an-evolutionary-concept-analysis/
http://www.nationalelfservice.net/populations-and-settings/service-user-involvement-in-mental-health-care-an-evolutionary-concept-analysis/
https://www.rcpsych.ac.uk/docs/default-source/improving-care/better-mh-policy/position-statements/ps01_20.pdf?sfvrsn=85af7fbc_2
https://www.rcpsych.ac.uk/docs/default-source/improving-care/better-mh-policy/position-statements/ps01_20.pdf?sfvrsn=85af7fbc_2
https://www.rcpsych.ac.uk/docs/default-source/improving-care/better-mh-policy/college-reports/college-report-cr204.pdf?sfvrsn=5e4ff507_2
https://www.rcpsych.ac.uk/docs/default-source/improving-care/better-mh-policy/college-reports/college-report-cr204.pdf?sfvrsn=5e4ff507_2
http://www.rcpsych.ac.uk/docs/default-source/mental-health/work-and-mental-health-library/position-statement-2009.pdf?sfvrsn=97bcae_2
http://www.rcpsych.ac.uk/docs/default-source/mental-health/work-and-mental-health-library/position-statement-2009.pdf?sfvrsn=97bcae_2
https://www.thetimes.co.uk/article/women-get-tougher-sentences-than-men-cjpdx65q7
https://www.thetimes.co.uk/article/women-get-tougher-sentences-than-men-cjpdx65q7


310 

Thompson, N. (2016) Anti-discriminatory Practice. 6th edn. London: Palgrave. 

Thompson, R. G. (1997) Extraordinary bodies: Figuring physical disability in American culture 
and literature. New York: Columbia University Press.  

Thornicroft, G., Rose, D. and Mehta, N. (2010) ‘Discrimination against people with mental 
illness: What can psychiatrists do?’, Advances in Advances in Psychiatric Treatment, 
16, pp. 53-59. 

Thornicroft, G. and Tansella, M. (2005) ‘Growing recognition of the importance of service 
user involvement in mental health service planning and evaluation’, Epidemiologia E 
Psichiatria Sociale, 14(1), pp. 1-3. 

Thornicroft, G. (2006) Shunned: Discrimination Against People With Mental Illness. Oxford: 
Oxford University Press. 

Thornton, J. A. A. and Wahl, O. F. (1996) ‘Impact of a newspaper article on attitudes toward 
mental illness’, Journal of Community Psychology, 24, pp. 17-25.  

Tie, Y. C., Birks, M. and Francis, K. (2019) ‘Grounded theory research: A design framework 
for novice researchers’, SAGE Open Medicine, 7, pp. 1-8. 

Tierney, A. L. and Nelson, C. A. (2009) ‘Brain Development and the Role of Experience in the 
Early Years’, Zero Three, 30(2), pp. 9-13. 

Time to change (2010) Family Matters. Available at: https://www.time-to-
change.org.uk/sites/default/files/imce_uploads/Family%20Matters.pdf (Accessed: 
21st October 2019).  

Timimi, S. (2014) ‘No more psychiatric labels: Why formal psychiatric diagnostic systems 
should be abolished’, International Journal of Clinical and Health Psychology, 14(3), 
pp. 208-215. 

Tobitt, S. and Kamboj, S. (2011) ‘Crisis resolution/home treatment team workers’ 
understandings of the concept pf crisis’, Social Psychiatry Psychiatric Epidemiology, 
46(8), pp. 671-683.  

Together for Mental Wellbeing/The National Survivor User Network (2014) Service User 
Involvement in the Delivery of Mental Health Services. Available at: 
https://www.together-uk.org/wp-content/uploads/downloads/2014/06/Service-User-
Involvement-briefing.pdf (Accessed: 28th May 2021). 

Tomes, N. (2006) ‘The patient as a policy factor: a historical case study of the 
consumer/survivor movement in mental health’, Health Affairs, 25, pp. 720-729. 

Torgersen, S., Lygren, S., Oien, P. A., Skre, I., Onstad, S., Edvardsen, J., Tambs, K. and 
Kringlen, E. (2000) ‘A Twin Study of Personality Disorders’, Comprehensive Psychiatry, 
41(6), pp. 416-425. 

Townsend, J. M. (1976) ‘Self Concept and the Institutionalisation of Mental Patients: An 
Overview and Critique’, Journal of Health and Social Behaviour’, 17, pp. 263-271.  

https://www.time-to-change.org.uk/sites/default/files/imce_uploads/Family%20Matters.pdf
https://www.time-to-change.org.uk/sites/default/files/imce_uploads/Family%20Matters.pdf
https://www.together-uk.org/wp-content/uploads/downloads/2014/06/Service-User-Involvement-briefing.pdf
https://www.together-uk.org/wp-content/uploads/downloads/2014/06/Service-User-Involvement-briefing.pdf


311 

Toynbee, P. and Walker, D. (2008) Unjust Rewards. London: Granta.  

Tredget, J. E. (2001) ‘The aetiology, presentation and treatment of personality disorders’, 
Journal of Psychiatric and Mental Health Nursing, 8, pp. 347-356. 

Trevillion, K., Stuart, R., Ocloo, J., Broeckelmann, E., Jeffreys, S., Jeynes, T., Allen, D., Russell, 
J., Billings, J., Crawford, M. J., Dale, O., Haigh, R., Moran, P., McNicholas, S., Nicholls, 
V., Foye, U., Simpson, A., Lloyd-Evans, B., Johnson, S. and Oram, S. (2022) ‘Service user 
perspectives of community mental health services for people with complex emotional 
needs: a co-produced qualitative interview study’, BMC Psychiatry, 22(55), pp. 1-18.  

Trull, T. J., Distel, M. A. and Carpenter, R. W. (2011) ‘DSM-5 Borderline Personality Disorder: 
At the Border Between a Dimensional and a Categorical View’, Current Psychiatry 
Reports, 1391), pp. 43-49.  

Trull, T. J., Solhan, M. B., Tragesser, S. L., Jahng, S., Wood, P. K., Piasecki, T. M. and Watosn, 
D. (2008) ‘Affective Instability: Measuring a Core Feature of Borderline Personality 
Disorder With Ecological Momentary Assessment’, Journal of Abnormal Psychology, 
117, pp. 647-661. 

Truman, C., Mertens, D. M. and Humphries, B. (2000) Research and Inequality. London: 
University College London.  

Trupe, R. D., Macfie, J., Skadberg, R. M. and Kurdziel, G. (2016) ‘Patterns of Emotional 
Availability Between Mothers and Young Children: Associations with Risk Factors for 
Borderline Personality Disorder’, Child Development Perspectives, 3(1), pp. 1-17. 

Trute, B. and Loewen, A. (1978) ‘Public Attitudes Toward the Mentally Ill as a Function of 
Prior Personal Experience’, Social Psychiatry, 13, pp. 79-84. 

Tucker, I. (2009) “This is for Life”: A Discursive Analysis of the Dilemma of Constructing 
Diagnostic Identities’, Forum: Qualitative Social Research, 10(3), Article 24. Available 
at: 
https://repository.uel.ac.uk/download/6683c563ca138bea0882f9125e770d0d14f98d
9ef125647da63c32e56b515b80/135998/Tucker%2C%20IM%20%282009%29%20FQR
%2010%20%283%29.pdf (Accessed: 12th December 2021). 

Tugwell, P., Knottnerus, A. and Idzerda, L. (2012) ‘Informed consent forms fail to reflect best 
practice’, Journal of Clinical Epidemiology, 65, pp. 703-704. 

Turner, B., Dixon-Gordon, K., Austin, S., Rodriguez, M., Rosenthal, M. and Chapman, A. 
(2015) ‘Non-Suicidal Self-Injury With and Without Borderline Personality Disorder: 
Differences in Self-Injury and Diagnostic Comorbidity’, Psychiatry Research, 230(1), pp. 
28-35. 

Turner, J. C., Hogg, M. A., Oakes, P. J., Reicher, S. D. and Wetherell, M. S. (1987) 
Rediscovering the Social Group: A Self-Categorization Theory. New York: Basil 
Blackwell. 

https://repository.uel.ac.uk/download/6683c563ca138bea0882f9125e770d0d14f98d9ef125647da63c32e56b515b80/135998/Tucker%2C%20IM%20%282009%29%20FQR%2010%20%283%29.pdf
https://repository.uel.ac.uk/download/6683c563ca138bea0882f9125e770d0d14f98d9ef125647da63c32e56b515b80/135998/Tucker%2C%20IM%20%282009%29%20FQR%2010%20%283%29.pdf
https://repository.uel.ac.uk/download/6683c563ca138bea0882f9125e770d0d14f98d9ef125647da63c32e56b515b80/135998/Tucker%2C%20IM%20%282009%29%20FQR%2010%20%283%29.pdf


312 

Turner, J. C. (2005) ‘Explaining the Nature of Power: A Three-process Theory’, European 
Journal of Social Psychology, 35, pp. 1-22. 

Twemlow, S. W. and Harvey, E. (2010) ‘Power Issues and Power Struggles in Mental Illness 
and Everyday Life’, International Journal of Applied Psychoanalytic Studies, 7(4), pp. 
307-328. 

Tyer, P., Reed, G. M. and Crawford, M. J. (2015) ‘Classification, Assessment, Prevalence, and 
Effect of Personality Disorder’, The Lancet, 385, pp. 717-726.  

Tyler, I. and Slater, T. (2018) ‘Rethinking the Sociology of Stigma’, The Sociological Review 
Monographs, 66(4), pp. 721-743.  

Tyler, I. (2013) Revolting subjects: Social abjection and resistance in neoliberal Britain. 
London: Zed Books.  

Ullrich, S. and Coid, J. (2009) ‘The age distribution of self-reported personality disorder traits 
in a household population’, Journal of Personality Disorders, 23(2), pp. 187-200. 

Ungar, T., Knaak, S. and Szeto, A. (2016) ‘Theoretical and Practical Considerations for 
Combating Mental Illness Stigma in Health Care’, Community Mental Health Journal, 
52, pp. 262-271. 

United Nations. (2017) Special Rapporteur on the right of everyone to the enjoyment of the 
highest attainable standard of physical and mental health. Available at: 
www.ohchr.org/en/issues/health/pages/srrighthealthindex.aspx (Accessed: 4th 
November 2020).  

Vaughn, M. G., Salas-Wright, C. P., Underwood, S. and Gochez-Kerr, T. (2015) ‘Subtypes of 
Non-Suicidal Self-Injury Based on Childhood Adversity’, Psychiatric Quarterly, 86, pp. 
137-151. 

Valentiner, D. J. (2014) ‘Borderline Personality Disorder Features, Self-Verification, and 
Committed Relationships’, Journal of Social and Clinical Psychology, 33(5), pp. 463-
480.  

Vallotton, C. D. (2008) ‘Signs of emotion: What can preverbal children “say” about internal 
states?’, Journal of Infant Mental Health, 29(3), pp. 234-258. 

Van Dan Tillaart, S., Kurtz, D. and Cash, P. (2009) ‘Powerlessness, marginalized identity, and 
silencing of health concerns: Voiced realities of women living with a mental health 
diagnosis’, International Journal of Mental Health Nursing, 18, pp. 153-163.  

Van Der Kolk, B. A. (2005) ‘Developmental Trauma Disorder A New Rational Diagnosis for 
Children with Complex Trauma Histories’, Psychiatric Annals, 35(5), pp. 401-408. 

Van Dijke, A. and Ford, J. D. (2015) ‘Adult Attachment and Emotion Dysregulation in 
Borderline Personality and somatoform Disorders’, Borderline Personality Disorder 
and Emotion Dysregulation, 2(6), pp. 1-9. 

http://www.ohchr.org/en/issues/health/pages/srrighthealthindex.aspx


313 

Van Durme, K., Braet, C. and Goossesns, L. (2015) ‘Insecure Attachment and Eating 
Pathology in Early Adolescence: Role of Emotion Regulation’, The Journal of Early 
Adolescence, 35(1), pp. 54-78. 

Van Hoorn, E. (1992) ‘Changes? What changes? The view of the European patients’ 
movement’, International Journal of Social Psychiatry, 38, pp. 30-55.  

Veysey, S. (2014) ‘People with a borderline personality disorder diagnosis describe 
discriminatory experiences’, New Zealand Journal of Social Sciences, 9(1), pp. 20-35. 

Videler, A. C., Hutsebaut, J., Schulkens, J. E. M., Sobczak, S. and van Alphen, S. P. J. (2019) ‘A 
Life Span Perspective on Borderline Personality Disorder’, Current Psychiatry Reports, 
21(51), pp. 1-8. 

Vizard, E. (2008) ‘Emerging Severe Personality Disorder in Childhood’, Psychiatry, 7(9), pp. 
389-394.  

Vollm, B., Richardson, P., Stirling, J., Elliot, R., Dolan, M., Chaudry, I., Del Ben, C., Mckie, S., 
Anderson, I. and Deakin, B. (2004) ‘Neurobiological Substrates of Antisocial and 
Borderline Personality Disorder: Preliminary Results of a Functional fMRI Study’, 
Criminal Behaviour and Mental Health, 14(1), pp. 39-54. 

Vollstedt, M. and Rezat, S. (2019) An introduction to grounded theory with a special focus 
on axial coding and the coding paradigm. In G. Kaiser and N. Presmeg ‘Compendium 
for early career researchers in mathematics education’. Pp. 81-100. Hamburg: Springer 
Open. 

Voronka, J., Wise Harris, D., Grant, J., Komaroff, J., Boyle, D. and Kennedy A. (2014) 
‘Un/helpful hel[ and its discontents: Peer researchers paying attention to street life 
narratives to inform social policy and practice’, Social Work in Mental Health, 12(3), 
pp. 249-279.  

Wahl, O. F. and Lefkowits, J. Y. (1989) ‘Impact of a Television Film on Attitudes Toward 
Mental Illness’, American Journal of Community Psychology, 17(4), pp. 521-528. 

Wahl, O. (1999) ‘Mental Health Consumers Experience of Stigma’, Schizophrenia Bulletin, 25, 
pp. 467-478. 

Wakefield, J. C. (2013) ‘DSM-5 and the General Definition of Personality Disorder’, Clinical 
Social Work Journal, 41, pp. 168-183. 

Walker, T. (2009) ‘Seeing Beyond the Battled Body – An Insight into Selfhood and Identity 
from Women’s Accounts Who Self-Harm with a Diagnosis of Borderline Personality 
Disorder’, Counselling and Psychotherapy Research, 9(2), pp. 122-128. 

Wallcraft, J., Rose, D., Reid, J. J. A. and Sweeney, A. (2003) On our own terms: Users and 
survivors of mental health services working together for support and change. London: 
Sainsbury Centre for Mental Health.  



314 

Wallerstein, N. (2009) What is the Evidence of Empowerment to Improve Health. Available 
at: www.euro.who.int/document/e8806.pdf. (Accessed: 20th November 2018). 

Walsh, E., Moran, P., Scott, C., McKenzie, K., Burns, T., Creed, F., Tyrer, P., Murray, R. and 
Fahy, T. (2003) ‘Prevalence of Violent Victimisation in Severe Mental Illness’, British 
Journal of Psychiatry, 183, pp. 233-238. 

Wang, K., Link, B. G., Corrigan, P. W., Davidson, L. and Flanagan, E. (2018) ‘Perceived 
Provider Stigma as a Predictor of Mental Health Service Users’ Internalized Stigma and 
Disempowerment’, Psychiatry Research, 259, pp. 526-531. 

Ward, N. (2009) ‘Social Exclusion, Social Identity and Social Work: Analysing Social Exclusion 
from a Material Discursive Perspective’, Social Work Education, 28(3), pp. 237-252. 

Ware, N. C., Tugenberg, T. and Dickey, B. (2004) ‘Practitioner relationships and quality of 
care for low-income persons with serious mental illness’, Psychiatric Services, 55(5), 
pp. 555-559.  

Warne, T. and McAndrew, S. (2007) ‘Bordering on Insanity: Misnomer, Reviewing the Case 
of Condemned Women’, Journal of Psychiatric and Mental Health Nursing, 14, pp. 
155-162. 

Warner, S. and Wilkins, T. (2004) ‘Between Subjugation and Survival: Women, Borderline 
Personality Disorder and High Security Mental Hospitals’, Journal of Contemporary 
Psychotherapy, (34)3, pp. 265-277. 

Warrender, D., Bain, H., Murray, I. and Kennedy, C. (2020) ‘Perspectives of crisis 
intervention for people diagnosed with “borderline personality disorder”: An 
integrative review’, Journal of Psychiatric Mental Health Nursing, 00, pp. 1-29. 

Warrender, D. (2015) ‘Staff nurse perceptions of the impact of mentalization based therapy 
skills training when working with borderline personality disorder in acute mental 
health: A qualitative study’, Journal of Psychiatric Mental Health Nursing, 22(8), pp. 
623-633. 

Watson, J. (2019) Drop The Disorder!: Challenging the Culture of Psychiatric Diagnosis. 
Manchester: PCCS Books. 

Watters, C. (2010) Crazy Like Us: The Globalization of the American Psyche. New York: Free 
Press. 

Watts, J. (2018) Testimonial Injustice and Borderline Personality Disorder. Available at: 
https://www.huffingtonpost.co.uk/dr-jay-watts/testimonial-injustice-
and_b_14738494.html?guccounter=1&guce_referrer_us=aHR0cHM6Ly93d3cuYmluZy
5jb20vc2VhcmNoP3E9d2F0dHMrMjAxOCt0ZXN0aW1vbmlhbCtpbmp1c3RpY2UrYW5k
K2JvcmRlcmxpbmUrcGVyc29uYWxpdHkrZGlzb3JkZXImZm9ybT1FREdTUEgmbWt0PWV
uLWdiJmh0dHBzbXNuPTEmcmVmaWc9NDMyOGI0ZTQxYWM2NGM2NWFiYWVkMzU
3YjhiY2UxYzAmUEM9SENUUyZzcD0tMSZnaGM9MSZwcT13YXR0cysyMDE4K3RlcyZzYz
0wLTE0JnFzPW4mc2s9JmN2aWQ9NDMyOGI0ZTQxYWM2NGM2NWFiYWVkMzU3YjhiY

http://www.euro.who.int/document/e8806.pdf
https://www.huffingtonpost.co.uk/dr-jay-watts/testimonial-injustice-and_b_14738494.html?guccounter=1&guce_referrer_us=aHR0cHM6Ly93d3cuYmluZy5jb20vc2VhcmNoP3E9d2F0dHMrMjAxOCt0ZXN0aW1vbmlhbCtpbmp1c3RpY2UrYW5kK2JvcmRlcmxpbmUrcGVyc29uYWxpdHkrZGlzb3JkZXImZm9ybT1FREdTUEgmbWt0PWVuLWdiJmh0dHBzbXNuPTEmcmVmaWc9NDMyOGI0ZTQxYWM2NGM2NWFiYWVkMzU3YjhiY2UxYzAmUEM9SENUUyZzcD0tMSZnaGM9MSZwcT13YXR0cysyMDE4K3RlcyZzYz0wLTE0JnFzPW4mc2s9JmN2aWQ9NDMyOGI0ZTQxYWM2NGM2NWFiYWVkMzU3YjhiY2UxYzA&guce_referrer_cs=7G2RBhSTkTm1lSS6gHzZLg
https://www.huffingtonpost.co.uk/dr-jay-watts/testimonial-injustice-and_b_14738494.html?guccounter=1&guce_referrer_us=aHR0cHM6Ly93d3cuYmluZy5jb20vc2VhcmNoP3E9d2F0dHMrMjAxOCt0ZXN0aW1vbmlhbCtpbmp1c3RpY2UrYW5kK2JvcmRlcmxpbmUrcGVyc29uYWxpdHkrZGlzb3JkZXImZm9ybT1FREdTUEgmbWt0PWVuLWdiJmh0dHBzbXNuPTEmcmVmaWc9NDMyOGI0ZTQxYWM2NGM2NWFiYWVkMzU3YjhiY2UxYzAmUEM9SENUUyZzcD0tMSZnaGM9MSZwcT13YXR0cysyMDE4K3RlcyZzYz0wLTE0JnFzPW4mc2s9JmN2aWQ9NDMyOGI0ZTQxYWM2NGM2NWFiYWVkMzU3YjhiY2UxYzA&guce_referrer_cs=7G2RBhSTkTm1lSS6gHzZLg
https://www.huffingtonpost.co.uk/dr-jay-watts/testimonial-injustice-and_b_14738494.html?guccounter=1&guce_referrer_us=aHR0cHM6Ly93d3cuYmluZy5jb20vc2VhcmNoP3E9d2F0dHMrMjAxOCt0ZXN0aW1vbmlhbCtpbmp1c3RpY2UrYW5kK2JvcmRlcmxpbmUrcGVyc29uYWxpdHkrZGlzb3JkZXImZm9ybT1FREdTUEgmbWt0PWVuLWdiJmh0dHBzbXNuPTEmcmVmaWc9NDMyOGI0ZTQxYWM2NGM2NWFiYWVkMzU3YjhiY2UxYzAmUEM9SENUUyZzcD0tMSZnaGM9MSZwcT13YXR0cysyMDE4K3RlcyZzYz0wLTE0JnFzPW4mc2s9JmN2aWQ9NDMyOGI0ZTQxYWM2NGM2NWFiYWVkMzU3YjhiY2UxYzA&guce_referrer_cs=7G2RBhSTkTm1lSS6gHzZLg
https://www.huffingtonpost.co.uk/dr-jay-watts/testimonial-injustice-and_b_14738494.html?guccounter=1&guce_referrer_us=aHR0cHM6Ly93d3cuYmluZy5jb20vc2VhcmNoP3E9d2F0dHMrMjAxOCt0ZXN0aW1vbmlhbCtpbmp1c3RpY2UrYW5kK2JvcmRlcmxpbmUrcGVyc29uYWxpdHkrZGlzb3JkZXImZm9ybT1FREdTUEgmbWt0PWVuLWdiJmh0dHBzbXNuPTEmcmVmaWc9NDMyOGI0ZTQxYWM2NGM2NWFiYWVkMzU3YjhiY2UxYzAmUEM9SENUUyZzcD0tMSZnaGM9MSZwcT13YXR0cysyMDE4K3RlcyZzYz0wLTE0JnFzPW4mc2s9JmN2aWQ9NDMyOGI0ZTQxYWM2NGM2NWFiYWVkMzU3YjhiY2UxYzA&guce_referrer_cs=7G2RBhSTkTm1lSS6gHzZLg
https://www.huffingtonpost.co.uk/dr-jay-watts/testimonial-injustice-and_b_14738494.html?guccounter=1&guce_referrer_us=aHR0cHM6Ly93d3cuYmluZy5jb20vc2VhcmNoP3E9d2F0dHMrMjAxOCt0ZXN0aW1vbmlhbCtpbmp1c3RpY2UrYW5kK2JvcmRlcmxpbmUrcGVyc29uYWxpdHkrZGlzb3JkZXImZm9ybT1FREdTUEgmbWt0PWVuLWdiJmh0dHBzbXNuPTEmcmVmaWc9NDMyOGI0ZTQxYWM2NGM2NWFiYWVkMzU3YjhiY2UxYzAmUEM9SENUUyZzcD0tMSZnaGM9MSZwcT13YXR0cysyMDE4K3RlcyZzYz0wLTE0JnFzPW4mc2s9JmN2aWQ9NDMyOGI0ZTQxYWM2NGM2NWFiYWVkMzU3YjhiY2UxYzA&guce_referrer_cs=7G2RBhSTkTm1lSS6gHzZLg
https://www.huffingtonpost.co.uk/dr-jay-watts/testimonial-injustice-and_b_14738494.html?guccounter=1&guce_referrer_us=aHR0cHM6Ly93d3cuYmluZy5jb20vc2VhcmNoP3E9d2F0dHMrMjAxOCt0ZXN0aW1vbmlhbCtpbmp1c3RpY2UrYW5kK2JvcmRlcmxpbmUrcGVyc29uYWxpdHkrZGlzb3JkZXImZm9ybT1FREdTUEgmbWt0PWVuLWdiJmh0dHBzbXNuPTEmcmVmaWc9NDMyOGI0ZTQxYWM2NGM2NWFiYWVkMzU3YjhiY2UxYzAmUEM9SENUUyZzcD0tMSZnaGM9MSZwcT13YXR0cysyMDE4K3RlcyZzYz0wLTE0JnFzPW4mc2s9JmN2aWQ9NDMyOGI0ZTQxYWM2NGM2NWFiYWVkMzU3YjhiY2UxYzA&guce_referrer_cs=7G2RBhSTkTm1lSS6gHzZLg
https://www.huffingtonpost.co.uk/dr-jay-watts/testimonial-injustice-and_b_14738494.html?guccounter=1&guce_referrer_us=aHR0cHM6Ly93d3cuYmluZy5jb20vc2VhcmNoP3E9d2F0dHMrMjAxOCt0ZXN0aW1vbmlhbCtpbmp1c3RpY2UrYW5kK2JvcmRlcmxpbmUrcGVyc29uYWxpdHkrZGlzb3JkZXImZm9ybT1FREdTUEgmbWt0PWVuLWdiJmh0dHBzbXNuPTEmcmVmaWc9NDMyOGI0ZTQxYWM2NGM2NWFiYWVkMzU3YjhiY2UxYzAmUEM9SENUUyZzcD0tMSZnaGM9MSZwcT13YXR0cysyMDE4K3RlcyZzYz0wLTE0JnFzPW4mc2s9JmN2aWQ9NDMyOGI0ZTQxYWM2NGM2NWFiYWVkMzU3YjhiY2UxYzA&guce_referrer_cs=7G2RBhSTkTm1lSS6gHzZLg


315 

2UxYzA&guce_referrer_cs=7G2RBhSTkTm1lSS6gHzZLg (Accessed: 13th November 
2018). 

Watts, L. and Hodgson, D. (2019) Social Justice Theory and Practice for Social Work – Critical 
and Philosophical Perspectives. Singapore: Springer. 

Weber, M. (1978) The Development of Bureaucracy and Its Relation to Law. In W. Runciman 
(ed.) Weber: Selections in Translation. Cambridge: Cambridge University Press, pp. 
341-356.  

Weerasinghe, S. (2012) ‘Inequalities in Visible Minority Immigrant Woman’s healthcare 
Accessibility’, Ethnicity and Inequalities in Health and Social Care, 5(1), pp. 18-28. 

Wehbe-Alamah, H. and Wolgamott, S. (2014) ‘Uncovering the Mask of Borderline 
Personality Disorder: Knowledge to Empower Primary Care Providers’, Journal of the 
American Association of Nurse Practitioners, 26(6), pp. 292-300. 

Weindling, P. (2001) ‘The Origins of Informed Consent. The International Scientific 
commission on Medical War Crimes, and The Nuremberg Code’, Bulletin of The 
History of Medicine, 75(1), pp. 37-71. 

Weiss, N. H., Tull, M. T., Lavender, J. and Gratz, K. L. (2013) ‘Role of Emotion Dysregulation 
in the Relationship Between Childhood Abuse and Probable PTSD in a Sample of 
Substance Abusers’, Child Abuse & Neglect, 37(11), pp. 944-954. 

Wertz, J., Caspi, A., Ambler, A., Arseneault, L., Belsky, D. W., Danese, A., Fisher, H. L., 
Mathhews, T., Richmond-Rakerd, L. S. and Moffitt, T. E. (2020) ‘Borderline Symptoms 
at Age 12 Signal Risk for Poor Outcomes During the Transition to Adulthood: Findings 
From a Genetically Sensitive Longitudinal Cohort Study’, Journal of the American 
Academy of Child & Adolescent Psychiatry, 59(10), pp. 1165-1177. 

Westwood, L. and 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, pp. 
657-662. 

Wetterborg, D., Langstrom, N., Andersson, G. and Enebrink, P. (2015) ‘Borderline Personality 
Disorder: Prevalence and Psychiatric Comorbidity Among Male Offenders on 
Probation in Sweden’, Comprehensive Psychiatry, 62, pp. 63-70. 

Wheatcroft, S. (2021) ‘Why’ I have so many questions…about prison and borderline 
personality disorder (BPD), published in the View magazine spring 2021. Available at: 
‘Why’ I have so many questions… about prison and Borderline Personality Disorder 
(BPD), published in The View magazine, Spring 2021 – Sue Wheatcroft (Accessed: 1st 
December 2021).  

Whitely, M. and Raven, M. (2012) ‘The Risk That DSM-5 Will Result in a Misallocation of 
Scarce Resources’, Current Psychiatry Reviews, 8, pp. 281-286. 

https://www.huffingtonpost.co.uk/dr-jay-watts/testimonial-injustice-and_b_14738494.html?guccounter=1&guce_referrer_us=aHR0cHM6Ly93d3cuYmluZy5jb20vc2VhcmNoP3E9d2F0dHMrMjAxOCt0ZXN0aW1vbmlhbCtpbmp1c3RpY2UrYW5kK2JvcmRlcmxpbmUrcGVyc29uYWxpdHkrZGlzb3JkZXImZm9ybT1FREdTUEgmbWt0PWVuLWdiJmh0dHBzbXNuPTEmcmVmaWc9NDMyOGI0ZTQxYWM2NGM2NWFiYWVkMzU3YjhiY2UxYzAmUEM9SENUUyZzcD0tMSZnaGM9MSZwcT13YXR0cysyMDE4K3RlcyZzYz0wLTE0JnFzPW4mc2s9JmN2aWQ9NDMyOGI0ZTQxYWM2NGM2NWFiYWVkMzU3YjhiY2UxYzA&guce_referrer_cs=7G2RBhSTkTm1lSS6gHzZLg
https://suewheatcroft.org/why-i-have-so-many-questions-about-prison-and-borderline-personality-disorder-bpd/
https://suewheatcroft.org/why-i-have-so-many-questions-about-prison-and-borderline-personality-disorder-bpd/


316 

WHO (2018a) User Empowerment in Mental Health – A Statement by the WHO Regional 
Office for Europe. Available at: www.euro.who.int/en/health-
topics/noncommunicable-diseases/mental-health/publications/2010/user-
empowerment-in-mental-health-a-statement-by-the-who-regional-office-for-europe 
(Accessed: 20th November 2018).  

(2018b) ICD-11 for Mortality and Morbidity Statistics. Available at: 
https://icd.who.int/browse11/l-
men/en#/http%3a%2f%2fid.who.int%2ficd%2fentity%2f334423054 (Accessed: 4th 
February 2021).  

(2008) Policies and Practices for Mental Health in Europe, Meeting the Challenges. 
Available at: 
www.euro.who.int/informationsources/publications/catalogue/20081009_1 
(Accessed: 20th November 2018). 

(2014) Stigma and Discrimination. Available at: www.euro.who.int/en/health-
topics/noncommunicable.diseases/mental-health/priority-areas/stigma-and-
discrimination (Accessed: 2nd October 2021).  

(2002) Gender and Mental Health. Available at: 
https://www.who.int/gender/other_health/genderMH.pdf (Accessed: 9th December 
2021). 

(1992) The ICD-10 classification of mental and behavioural disorders: clinical 
descriptions and diagnostic guidelines. Geneva: World Health Organisation.  

(1990) ‘Meeting on consumer involvement in mental health services’, Psychosocial 
Rehabilitation Journal, 14(1), pp. 13-20.  

Wilkins, T. M. and Warner, S. (2001) ‘Women in Special Hospitals: Understanding the 
Presenting Behaviour of Women Diagnosed with Borderline Personality Disorder’, 
Journal of Psychiatric and Mental Health, 8, pp. 289-297. 

Wilkinson, P. (2013) ‘Non-suicidal Self-injury’, European Child & Adolescent Psychiatry, 
22(1), pp. 75-79. 

Wilson, H. F. (2020) ‘Discomfort: Transformative encounters and social change’, Emotion, 
Space and Society, 37, pp. 1-8. 

Willetts, G. and Clarke, D. (2014) ‘‘Constructing Nurses’ Professionals Identity Through Social 
Identity Theory’, International Journal of Nursing Practice, 20, pp. 164-169. 

Williams, V. and Heslop, P. (2005) ‘mental Health Support Needs of People with a Learning 
Difficulty: A medical or a Social Model?’, Disability and Society, 20(3), pp. 231-245. 

Williams, J. and Keating, F. (2005) Social Inequalities and Mental Health – An integrative 
approach. In A. Bell and P. Lindley ‘Beyond the Water Towers, The unfinished 
revolution in mental health services 1985-2005. Pp. 113-125. Available at: 

http://www.euro.who.int/en/health-topics/noncommunicable-diseases/mental-health/publications/2010/user-empowerment-in-mental-health-a-statement-by-the-who-regional-office-for-europe
http://www.euro.who.int/en/health-topics/noncommunicable-diseases/mental-health/publications/2010/user-empowerment-in-mental-health-a-statement-by-the-who-regional-office-for-europe
http://www.euro.who.int/en/health-topics/noncommunicable-diseases/mental-health/publications/2010/user-empowerment-in-mental-health-a-statement-by-the-who-regional-office-for-europe
https://icd.who.int/browse11/l-men/en#/http%3a%2f%2fid.who.int%2ficd%2fentity%2f334423054
https://icd.who.int/browse11/l-men/en#/http%3a%2f%2fid.who.int%2ficd%2fentity%2f334423054
http://www.euro.who.int/informationsources/publications/catalogue/20081009_1
http://www.euro.who.int/en/health-topics/noncommunicable.diseases/mental-health/priority-areas/stigma-and-discrimination
http://www.euro.who.int/en/health-topics/noncommunicable.diseases/mental-health/priority-areas/stigma-and-discrimination
http://www.euro.who.int/en/health-topics/noncommunicable.diseases/mental-health/priority-areas/stigma-and-discrimination
https://www.who.int/gender/other_health/genderMH.pdf


317 

https://www.centreformentalhealth.org.uk/sites/default/files/beyond_the_water_to
wers.pdf (Accessed: 23rd November 2020).   

Williams, J. and Lindley, P. (1996) ‘Working With Mental Health Service Users to Change 
Mental Health Services’, Journal of Community & Applied Social Psychology, 6, pp. 1-
14. 

Williams, M. and May, T. (2006) Introduction to The Philosophy of Social Research. 
Abingdon, Oxon: Routledge.  

Williams, M. and Vogt, W. P. (2014) The Sage Handbook of Innovation in Social Research 
Methods. London: SAGE Publications Ltd. 

Wilstrand, C., Lungren, B. M., Gilje, F. and Olofsson, B. (2007) ‘Being Burdened and 
Balancing Boundaries: A Qualitative Study of Nurse’s Experiences Caring for patients 
who Self-harm’, Journal of Psychiatric and Mental Health Nursing, 14(1), pp. 72-78. 

Winchester, A. N. (2015) ‘Emotion Dysregulation as a Mediator of the Relationship Between 
Symptoms of Borderline Personality Disorder and Implicit Suicidality’, Networked 
Digital Library of Theses and Dissertations.  

Winness, M. G., Borg, M. and Kim, H. S. (2010) ‘Service users’ experiences with help and 
support from crisis resolution teams. A literature review’, Journal of Mental Health, 
19(1), pp. 75-87. 

Winship, G. (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, pp. 657-662. 

Winsper, C., Hall, J., Strauss, V. Y. and Wolke, D. (2017) ‘Aetiological Pathways to Borderline 
Personality Disorder Symptoms in Early Adolescence: Childhood Dysregulated 
Behaviour, Maladaptive Parenting and Bully Victimisation’, Borderline Personality 
Disorder and Emotion Dysregulation, 4(10), pp. 1-10. 

Winsper, C., Lereya, S., Marwaha, S. Thompson, A., Eyden, J. and Singh, S. (2016) ‘The 
Aetiological and Psychopathological Validity of Borderline Personality Disorder in 
Youth: A Systematic Review and Meta-Analysis’, Clinical Psychology Review, 44, pp. 
13-24. 

Winsper, C. (2018) ‘The Aetiology of Borderline Personality Disorder (BPD): Contemporary 
Theories and Putative Mechanisms’, Current Opinion in Psychology, 21, pp. 105-110. 

Winter, D., Koplin, K. and Lis, S. (2015) ‘Can’t Stand the Look in the Mirror? Self-awareness 
Avoidance in Borderline Personality Disorder’, Borderline Personality Disorder and 
Emotion Dysregulation, 2(13), pp. 1-6. 

Winter, D., Krause-Utz, A., Lis, S., Chiu, C. D., Lanius, R. A., Schriner, F., Bohus, M. and 
Schmahl, C. (2015) ‘Dissociation in Borderline Personality Disorder: Disturbed 
Cognitive and Emotional Inhibition and its Neural Correlates’, Psychiatry Research: 
Neuroimaging, 233, pp. 339-351. 

https://www.centreformentalhealth.org.uk/sites/default/files/beyond_the_water_towers.pdf
https://www.centreformentalhealth.org.uk/sites/default/files/beyond_the_water_towers.pdf


318 

Wirth-Cauchon, J. (2000) ‘A dangerous Symbolic Mobility: Narratives of Borderline 
Personality Disorder’, In. Dwight Fee (2000) Pathology and The Postmodern Mental 
Illness as Discourse and Experience. London: Sage Publications. Pp. 141-162. 

(1997) Women and Borderline Personality Disorder: Symptoms and Stories. New 
Brunswick, NJ: Rutgers University Press. 

Wisdom, J. P., Bruce, K., Saedi, G. A., Weis, T and green, C. A. (2008) ‘’Stealing me form 
myself’: identity and recovery in personal accounts of mental illness’, Australian and 
New Zealand Journal of Psychiatry, 42(6), pp. 489-495. 

Wnuk, S., McMain, S., Links, P. S., Habinski, L., Murray, J. and Guimond, T. (2013) ‘Factors 
related to dropout from treatment in two outpatient treatments for borderline 
personality disorder’, Journal of Personality Disorders, 27, pp. 26-716. 

Wolff, P. and Holmes, K. J. (2011) ‘Linguistic relativity’, Wiley Interdisciplinary Reviews: 
Cognitive Science, 2, pp. 253-265. 

Wood, A. L. and Wahl, O. F. (2006) ‘Evaluating the effectiveness of a consumer-provided 
mental health recovery education presentation’, Psychiatric Rehabilitation Journal, 30, 
pp. 46-52.  

Wood, A. M., Linley, P. A., Maltby, J., Baliousis, M. and Joseph, S. (2008) ‘The Authentic 
Personality: A Theoretical and Empirical Conceptualization and the Development of 
the Authenticity Scale’, Journal of Counselling Psychology, 55, pp. 385-399. 

Woollaston, K. and Hixenbaugh, P. (2008) ‘Destructive Whirlwind: nurses perceptions of 
patients diagnosed with borderline personality disorder’, Journal of Psychiatric and 
Mental Health Nursing, 15, pp. 703-709. 

Women in Prison (2017) Key Facts: A Round-Up and Latest Key Statistics Regarding Women 
Affected by the Criminal Justice System. Available at: 
http://www.womeninprison.org.uk/research/key-facts.php (Accessed: 24th June 
2019).   

(2015) Key Facts: A Round-Up and Latest Key Statistics Regarding Women Affected by 
the Criminal Justice System. Available at: www.womeninprison.org.uk/research/key-
facts.php (Accessed: 24th June 2019). 

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

Wright, N. and Owen, S. (2001) ‘Feminist conceptualizations of women’s madness: a review 
of the literature’, Journal of Advanced Nursing, 36(1), pp. 143-150. 

Yanos, P. T., West, M. L., Gonzales, L., Smith, S. M., Roe, D. and Lysaker, P. H. (2012) ‘Change 
in internalized stigma and social functioning among persons diagnosed with severe 
mental illness’, Psychiatry Research, 200(2-3), pp. 1032-1034. 

http://www.womeninprison.org.uk/research/key-facts.php
http://www.womeninprison.org.uk/research/key-facts.php
http://www.womeninprison.org.uk/research/key-facts.php


319 

Yen, S., Shea, M. T. and Battle, C. L. (2002) ‘Traumatic exposure and posttraumatic stress 
disorder in schizotypal, avoidant, and obsessive compulsive personality disorders: 
findings of the collaborative longitudinal personality disorders study’, Journal of 
Nervous Mental Disorders, 190, pp. 510-518.  

Youd, J. (2013) ‘Self-harm’, Nursing Standard, 28(3), p. 16. 

Young, I. M. (1992) Five Faces of Oppression. In. Wartenberg, T. (Eds.) Rethinking Power. 
Albany, NY: State University of New York Press. pp. 174-195. 

Zanarini, M. C., Frankenbury, F. R., Hennen, J., Reich, D. B. and Silk, K. R. (2004) ‘Axis 1 
Comorbidity in Patients with Borderline Personality Disorder: 6-Year Follow-Up and 
Prediction of Time to Remission’, American Journal of Psychiatry, 16(1-2), pp. 108-114. 

Zeligman, M., Greene, J. H., Hundley, G., Graham, J. M., Spann, S., Bickley, E. and Bloom, Z. 
(2016) ‘Lived Experiences of Men with Dissociative Identity Disorder’, Adultspan 
Journal, 16(2), pp. 65-79. 

Zetterqvist, M. (2015) ‘The DSM-5 diagnosis of nonsuicidal self-injury disorder: a review of 
the empirical literature’, Child and Adolescent Psychiatry and Mental Health, 9(31), 
pp. 1-13. 

Zimmerman, D. J. and Choi-Kain, L. W. (2009) ‘The Hypothalamic-Pituitary-Adrenal Axis in 
Borderline Personality Disorder: A Review’, Harvard Review of Psychiatry, 17(3), pp. 
167-183. 

Zimmerman, D. W. (2009) ‘The Hypothalamic-Pituitary-Adrenal Axis in Borderline 
Personality Disorder: A Review’, Harvard Review of Psychiatry, 17(3), pp. 167-183. 

Zimmerman, M. A. (2000) ‘Empowerment Theory. Psychological, Organizational and 
Community Levels of Analysis’, in Rappaport, J. and Seidman, E. (ed.) Handbook of 
Community Psychology. New York: Kluwer Academic/Plenum Publishers, pp. 43-63. 

  



320 

Appendices 
 

Appendix 1. DSM-5 Diagnostic criteria for Borderline Personality 
Disorder 
A pervasive pattern of instability of interpersonal relationships, self-image, and affects, and 
marked impulsivity, beginning by early adulthood and present in a variety of contexts, as 
indicated by five (or more) of the following: 

1. Frantic efforts to avoid real or imagined abandonment. (Do not include suicidal or self-
mutilating behaviour covered in criterion 5.) 

2. A pattern of unstable and intense interpersonal relationships characterised by 
alternating between extremes of idealisation and devaluation. 

3. Identity disturbance: markedly and persistently unstable self-image or sense of self. 
4. Impulsivity in at least two areas that are potentially self-damaging (e.g., spending, sex, 

substance abuse, reckless driving, binge eating). (Do not include suicidal or self-
mutilating behaviour covered in Criterion 5.) 

5. Recurrent suicidal behaviour, gestures, or threats, or self-mutilating behaviour. 
6. Affective instability due to a marked reactivity of mood (e.g., intense episodic 

dysphoria, irritability, or anxiety usually lasting a few hours and only rarely more than 
a few days). 

7. Chronic feelings of emptiness. 
8. Inappropriate, intense anger or difficulty controlling anger (e.g., frequent displays of 

temper, constant anger, recurrent physical fights). 
9. Transient, stress- related paranoid ideation or severe dissociative symptoms. 

 
Diagnostic Features 
The essential feature of borderline personality disorder is a pervasive pattern of instability of 
interpersonal relationships, self-image, and affects, and marked impulsivity that begins by 
early adulthood and is present in a variety of contexts. 
 
Individuals with borderline personality disorder make frantic efforts to avoid real or imagined 
abandonment (Criterion 1). The perception of impending separation or rejection, or the loss 
of external structure, can lead to profound changes in self-image, affect, cognition, and 
behaviour. These individuals are very sensitive to environmental circumstances. They 
experience intense abandonment fears and inappropriate anger even when faced with a 
realistic time-limited separation or when there are unavoidable changes in plans (e.g., sudden 
despair in reaction to a clinician’s announcing the end of the hour; panic or fury when 
someone important to them is just a few minutes late or must cancel an appointment). They 
may believe that this “abandonment” implies they are “bad”. These abandonment fears are 
related to an intolerance of being alone and a need to have other people with them. Their 
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frantic efforts to avoid may include impulsive actions such as self-mutilating or suicidal 
behaviours, which are described separately in Criterion 5. 
 
Individuals with borderline personality disorder have a pattern of unstable and intense 
relationships (Criterion 2). They may idealise potential caregivers or lovers at the first or 
second meeting, demand to spend a lot of time together, and share the most intimate details 
early in a relationship. However, they may switch quickly from idealising other people to 
devaluing them, feeling that the other person does not care enough, does not give enough, 
or is not “there” enough. These individuals can empathise with and nurture other people, but 
only with the expectation that the other person will “be there” in return to meet their own 
needs on demand.  These individuals are prone to sudden and dramatic shifts in their view of 
others, who may alternatively be seen as beneficent supports or as cruelly punitive. Such 
shifts often reflect disillusionment with a caregiver whose nurturing qualities had been 
idealised or whose rejection or abandonment is expected.  
 
There may be an identity disturbance characterised by markedly and persistently unstable 
self-image or sense of self (Criterion 3). There are sudden and dramatic shifts in self-image, 
characterised by shifting goals, values, and vocational aspirations. There may be sudden 
changes in opinions and plans about career, sexual identity, values, and types of friends. 
These individuals may suddenly change from the role of a needy supplicant for help to that of 
a righteous avenger of past mistreatment. Although they usually have a self-image that is 
based on being bad or evil, individuals with this disorder may at times have feelings that they 
do not exist at all. Such experiences usually occur in situations in which the individual feels a 
lack of a meaningful relationship, nurturing, and support. These individuals may show worse 
performance in unstructured work or school situations.  
 
Individuals with borderline personality disorder display impulsivity in at least two areas that 
are potentially self-damaging (Criterion 4). They may gamble, spend money irresponsibly, 
binge eat, abuse substances engage in unsafe sex, or drive recklessly. Individuals with this 
disorder display recurrent suicidal behaviour, gestures, or threats, or self-mutilating 
behaviour (Criterion 5). Completed suicide occurs in 8%-10% of such individuals, and self-
mutilative acts (e.g., cutting or burning) and suicide threats and attempts are very common. 
Recurrent suicidality is often the reason that these individuals present for help. These self-
destructive acts are usually precipitated by threats of separation or rejection or by 
expectations that the individual assumes increased responsibility. Self-mutilation may occur 
during dissociative experiences and often brings relief by reaffirming the ability to feel or by 
expiating the individual’s sense of being evil.  
 
Individuals with borderline personality disorder may display affective instability that is due to 
marked reactivity of mood (e.g., intense episodic dysphoria, irritability, or anxiety usually 
lasting a few hours and only rarely more than a few days) (Criterion 6). The basic dysphoric 
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mood of those with borderline personality disorder is often disrupted by periods of anger, 
panic, or despair and is rarely relieved by periods of well-being or satisfaction. These episodes 
may reflect the individual’s extreme reactivity to interpersonal stresses. Individuals with 
borderline personality disorder may be troubled by chronic feelings of emptiness (Criterion 
7). Easily bored, they may constantly seek something to do. Individuals with this disorder 
frequently express inappropriate, intense anger or have difficulty controlling their anger 
(Criterion 8). They may display extreme sarcasm, enduring bitterness, or verbal outbursts. The 
anger is often elicited when a caregiver or lover is seen as neglectful, withholding, uncaring, 
or abandoning. Such expressions of anger are often followed by shame and guilt and 
contribute to the feeling they have of being evil. During periods of extreme stress, transient 
paranoid ideation or dissociative symptoms (e.g., depersonalisation) may occur (Criterion 9), 
but these are generally of insufficient severity or duration to warrant an additional diagnosis. 
These episodes occur most frequently in response to a real or imagined abandonment. 
Symptoms tend to be transient, lasting minutes or hours. The real perceived return of the 
caregiver’s nurturance may result in a remission of symptoms.  
 
Associated Features Supporting Diagnosis 
Individuals with borderline personality disorder may have a pattern of undermining 
themselves at the moment a goal is about to be realised (e.g., dropping out of school just 
before graduation; regressing severely after a discussion of how well therapy is going; 
destroying a good relationship just when it is clear that the relationship could last). Some 
individuals develop psychotic-like symptoms (e.g., hallucinations, body-image distortions, 
ideas of reference, hypnagogic phenomena) during times of stress. Individuals with this 
disorder may feel more secure with transitional objects (i.e., a pet or inanimate possession) 
than in interpersonal relationships. Premature death from suicide may occur in individuals 
with this disorder, especially in those with co-occurring depressive disorders or substance use 
disorders. Physical handicaps may result from self-inflicted abuse behaviours or failed suicide 
attempts. Recurrent job losses, interrupted education, and separation or divorce are 
common. Physical and sexual abuse, neglect, hostile conflict, and early parental loss are more 
common in the childhood histories of those with borderline personality disorder. Common 
co-occurring disorders include depressive and bipolar disorders, substance use disorders, 
eating disorders (notably bulimia nervosa), posttraumatic stress disorder, and attention-
deficit/hyperactivity disorder. Borderline personality disorder also frequently co-occurs with 
other personality disorders.  
 

Prevalence 
The median population prevalence of borderline personality disorder is estimated to be 1.6% 
but may be as high as 5.9%. The prevalence of borderline personality disorder is about 6% in 
primary care settings, about 10% among individuals seen in outpatient mental health clinics, 
and about 20% among psychiatric inpatients. The prevalence of borderline personality 
disorder may decrease in older age groups.  
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Development and Course 
There is considerable variability in the course of borderline personality disorder. The most 
common pattern is one of chronic instability in early adulthood, with episodes of serious 
affective and impulsive dyscontrol and high levels of use of health and mental health 
resources. The impairment from the disorder and the risk of suicide are greatest in the young-
adult years and gradually wane with advancing age. Although the tendency toward intense 
emotions, impulsivity, and intensity in relationships is often lifelong, individuals who engage 
in therapeutic intervention often show improvement beginning sometime during the first 
year. During their 30s and 40s, the majority of individuals with this disorder attain greater 
stability in their relationships and vocational functioning. Follow-up studies of individuals 
identified through outpatient mental health clinics indicate that after about 10 years, as many 
as half of the individuals no longer have a pattern of behaviour that meets full criteria for 
borderline personality disorder.  
 

Risk and Prognostic Factors 
Genetic and physiological. Borderline personality disorder is about five times more 
common among first-degree biological relatives of those with the disorder than in the general 
population. There is also an increased familial risk for substance use disorder, anti-social 
personality disorder, and depressive or bipolar disorders.  
 
Culture-Related Diagnostic Issues 
The pattern of behaviour seen in borderline personality disorder has been identified in many 
settings around the world. Adolescents and young adults with identity problems (especially 
when accompanied by substance use) may transiently display behaviours that misleadingly 
give the impression of borderline personality disorder. Such situations are characterised by 
emotional instability, “existential” dilemma, uncertainty, anxiety-provoking choices, conflicts 
about sexual orientation, and competing social pressures to decide on careers. 
 

Gender-Related Diagnostic Features 
Borderline personality Disorder is diagnosed predominantly (about 75%) in females. 
 
Differential Diagnosis 
Depressive and bipolar disorders. Borderline personality disorder often co-occurs with 
depressive or bipolar disorders, and when criteria for both are met, both may be diagnosed. 
Because the cross-sectional presentation of borderline personality disorder can be mimicked 
by an episode of depressive or bipolar disorder, the clinician should avoid giving an additional 
diagnosis of borderline personality disorder based only on cross-sectional presentation 
without having documented that the pattern of behaviour had an early onset and a long-
standing course. 
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Other personality disorders. Other personality disorders may be confused with 
borderline personality disorder because they have certain features in common. It is therefore 
important to distinguish among these disorders based on differences in their characteristic 
features. However, if an individual has personality features that meet criteria for one or more 
personality disorders in addition to borderline personality disorder, all can be diagnosed. 
Although histrionic personality disorder can also be characterised by attention seeking, 
manipulative behaviour, and rapidly shifting emotions, borderline personality disorder is 
distinguished by self-destructiveness, angry disruptions in close relationships, and chronic 
feelings of deep emptiness and loneliness. Paranoid ideas or illusions may be present in both 
borderline personality disorder and schizotypal personality disorder, but these symptoms are 
more transient, interpersonally reactive, and responsive to external structuring in borderline 
personality disorder. Although paranoid personality disorder and narcissistic personality 
disorder may also be characterised by an angry reaction to minor stimuli, the relative stability 
of self-image, as well as the relative lack of self-destructiveness, impulsivity, and 
abandonment concerns, distinguishes these disorders from borderline personality disorder. 
Although anti-social personality disorder and borderline personality disorder are both 
characterised by manipulative behaviour, individuals with antisocial personality disorder are 
manipulative to gain profit, power, or some other material gratification, whereas the goal in 
borderline personality disorder is directed more toward gaining the concerns of caretakers. 
Both dependent personality disorder and borderline personality disorder are characterised 
by fear of abandonment; however, the individual with borderline personality disorder reacts 
to abandonment with feelings of emotional emptiness, rage, and demands, whereas the 
individual with dependent personality disorder reacts with increasing appeasement and 
submissiveness and urgently seeks a replacement relationship to provide caregiving and 
support. Borderline personality disorder can further be distinguished from dependent 
personality disorder by the typical pattern of unstable and intense relationships.  
 

Personality change due to another medical condition. Borderline personality 
disorder must be distinguished from personality change due to another medical condition, in 
which the traits that emerge are attributable to the effects of another medical condition on 
the central nervous system. 
 
Substance use disorders. Borderline personality disorder must also be distinguished from 
symptoms that may develop in association with persistent substance use. 
 

Identity problems. Borderline personality disorder should be distinguished from an 
identity problem, which is reserved for identity concerns related to a developmental phase 
(e.g., adolescence) and does not qualify as a mental disorder.  
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Appendix 2. BPD support groups  
Durham BPD Group – Waddington Street Centre, 3 Waddington Street, Durham DH1 4BG.  
Age Group 18-85+ Meet every 2nd Thurs of month. Tel: 07930158724  
E: Durhambpdsupportgroup@rethink.org  
 
Time to change – 15-19 Broadway, London, E15 4BQ Tel: 02082152356   E: info@time-to-
change.org.uk (Led by Mind and Rethink). 
 
Changes Bristol – Barton Hill Settlement, 41-43 Ducie Road, Lawrence Hill, Bristol, B55 OAX 
Tel: 0117 9411123   E: info@changesbristol.org.uk  
 
Derbyshire BPD support group – Saints parish centre, church way, chesterfield S40 1XJ  
meet 1st & 3rd Mon each month Tel: 07597 644558   E: derbyshireborderlinepd@gmail.com  
 
Mental health forum –Suite 223-266 Banbury road, Oxford, OX2 7DL E: 
forum@mentalhealthforum.net  
 
Mind – Norwich and Central Norfolk – 50 sale road, Norwich NR7 9TP Tel: 01603 432457   E: 
headoffice@norwichmind.org.uk 
 
Suffolk User Forum Tel: 01473 907087  E: hello@suffulkuserforum.co.uk  
 
Wirral Pathfinders – Peer support group Tel: 0151 334211   E: 
support@wirralpathfinders.org.uk 
 
Take off – East Kent (Canterbury) peer support groups Online contact form 
 
Self Injury support – Bristol Tel: 0117 9279600   E: info@selfinjurysupport.org.uk  
 
BPD Relief – support group in Portsmouth Contact form online – organiser called lou 
 
Richmond Fellowship Pele Tower – therapeutic housing service for BPD – North Shields Tyne 
& Weir E: northtyneside.peletower@richmondfellowship.org.uk  
 
Waves – pd support group – Bury St Edmunds & Ipswich E: waves@suffolkmind.org.uk 
 
BPD World – Silicon House, Farfield park, Manvers Rotherham S63 5DB Online contact form 
 
Personality disorders Plymouth – support group E: meercats19@hotmail.com 
 

mailto:Durhambpdsupportgroup@rethink.org
mailto:info@time-to-change.org.uk
mailto:info@time-to-change.org.uk
mailto:info@changesbristol.org.uk
mailto:derbyshireborderlinepd@gmail.com
mailto:forum@mentalhealthforum.net
mailto:headoffice@norwichmind.org.uk
mailto:hello@suffulkuserforum.co.uk
mailto:support@wirralpathfinders.org.uk
mailto:info@selfinjurysupport.org.uk
mailto:northtyneside.peletower@richmondfellowship.org.uk
mailto:waves@suffolkmind.org.uk
mailto:meercats19@hotmail.com
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The Haven Project – 10 St peters court Colchester Essex CO1 1WD Tel: 01206 572215   E: 
the.haven@thehavenproject.org.uk 
 
Leeds survivor -led crisis service E: survivor.led@lslcs.org.uk  
 
Enigma – emotional regulation peer support group Suffolk/Norfolk 
 
Emergence – online contact form  
 
Mind CPSL – Cambridgeshire, Peterborough & South Lincs peer support groups 
 
Bridging the gap St Neots, Huntingdon and Cambridge E: enquiries@cpslmind.org.uk  
 
Borderline Arts – 119 Osmaston Road, Derby DE1 2GD Tel: 07754 806814 E: 
contact@borderlinearts.org 
 
Suicide Crisis Cheltenham – Tel: 07889 420200 E: joy.hibbins@suicidecrisis.co.uk 
  

mailto:.haven@thehavenproject.org.uk
mailto:survivor.led@lslcs.org.uk
mailto:enquiries@cpslmind.org.uk
mailto:contact@borderlinearts.org
mailto:joy.hibbins@suicidecrisis.co.uk
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Appendix 3. Introductory email 
Donna Bradbury E: [email redacted] T: [mobile number redacted] 

Dear Sir or Madam, 

My name is Donna Bradbury. I am currently undertaking my Doctorate at the University of 
Gloucestershire in which my research is to gather the experiences of people diagnosed with 
Borderline Personality Disorder that have used or worked with frontline services in England. 
This research has been approved by the University’s Ethics Committee, and I am now seeking 
interview participants who would like to share their experiences with me.  

I am passionate about this topic as research consistently highlights that frontline professionals 
repeatedly display or hold negative attitude towards people with a diagnosis of BPD. This can 
result in stigmatising or pre-judgemental behaviour often reflected in the care or support they 
provide which causes individuals to exclude themselves from seeking care or support. Despite 
an increase in mental health awareness and media campaigns to reduce the stigma of mental 
health conditions within England, there is still a resistance to change in attitude towards this 
diagnostic group.  

BPD is a condition that has been the focus of much research, however the perspective has 
been from a professional viewpoint rather than from the viewpoint and experience of 
individuals with the diagnosis. Only a small percentage of studies have been undertaken with 
individuals with BPD and none that specifically relate to all frontline services in England. 

Participation is completely voluntary, if you or your colleagues, friends or clients would be 
interested in taking part, I have enclosed information on my research, interview questions 
you/they will be asked and my contact information. I will happily travel to your/their location 
and can meet wherever you/they will feel most comfortable to conduct the interview which 
will last no more than one hour.  
 
 
Thank you for your time and I look forward to hearing from you. 
Kindest regards 
Donna  
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Appendix 4. Participant information letter 
 

 
Researcher: Donna Maria Bradbury MSc. BSc. Donna Bradbury E: [email redacted] T: 
[mobile number redacted] 

 
Title of Study: What are the experiences of people with Borderline Personality Disorder 
on accessing and participating with frontline services in England in relation to stigma, 
prejudice and inclusion. 
 
Dear participant, 
 
I am a PhD researcher at the University of Gloucestershire. I would like to invite you 
to take part in a research study which is exploring the experiences of people with a 
diagnosis of borderline personality disorder who have accessed frontline services 
(A&E departments, police, mental health crisis teams, mental health services, GP’s, 
street triage, suicide crisis support etc.). In particular I am looking at stigma and 
prejudice from frontline professionals and whether this impacts on inclusion to 
services, support and seeking treatment. I have many years of experience in mental 
health and drug and alcohol addiction as a support worker as well as 13 years of 
personal relationship experience of borderline personality disorder, pmdd, self-harm, 
eating disorder, dissociation and suicide ideation.  
 
The intention is to publish the results of the research in the hope of highlighting the 
difficulties that this diagnostic group can face arising from negative attitudes of 
professionals and to inform policy and practice on engagement.   
 
Interview participants: 

• must be at least 18 years of age. 
• have a professional/personal support network accessible. 
• have been without a period of crisis for a minimum of one month  

 
If you would like to take part, I would like to do a research interview with a duration of 
90 minutes – this isn’t like a job interview, it’s a friendly and informal conversation 
about your experiences. You are free to stop the interview at any time and can 
withdraw from the study up to 14 days from the date of the interview. The interview will 
be audio recorded so that I can transcribe it (write it out) and then analyse it by looking 
at the other interview transcripts for example).  

----UNIVERSITY OF 
GLOUCESTERSHIRE 
at Cheltenham and G loucester 
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All data will be securely held on a password protected computer and secured 
premises. Audio recordings and interview transcripts will be held by the researcher to 
further analyse or use for future research projects and or publication. Participants will 
be anonymous in the transcripts and identified only by the name you choose to be 
known by. You can also receive a copy of your interview if you want.  
 
The University of Gloucestershire Research Ethics Committee has approved this 
study. For any ethical concerns the Chair of Research Ethics Committee Dr Emily 
Ryall can be contacted on [contact details redacted].  
 
If you would like further information on the study then you can contact the studies 
supervisory team Dr Louise Livesey E: [email redacted] or Dr Pauline Dooley E: [email 
redacted].   
 
If you would like to participate in this study, please contact me on the above email or 
telephone number at the top of this letter. I will email or ring you (if you state your 
preference) a week later where we can have an initial chat and answer any questions 
you may have plus arrange an interview date and location that is convenient for you.  
 
On the morning of the interview only, if you could take 30 minutes to think about an 
experience you may have had when engaging with services that might be a positive 
or negative one it would be very helpful.  
 
On the day of the interview an informed consent form will be given to you to read and 
sign before the interview takes place.  
 
Please retain a copy of this information sheet for contact information along with the 
Research Participants Privacy Notice which will be given to you. 
 
Many thanks and I look forward to hearing from you. 
 
 
Donna Maria Bradbury MSc. BSc.  
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Appendix 5. Informed Consent Form 

 
Informed Consent Form 

(Two copies of this form will be signed, one retained by the participant and one by the 
Researcher) 

 
Title: What are the experiences of people with Borderline Personality Disorder on 
accessing and engaging with frontline services in England in relation to stigma, prejudice 
and inclusivity. 
 
Researcher: Donna Maria Bradbury MSc. BSc.  
 
I have read and understood the information sheet and have had the opportunity to ask 
questions and understand I can ask further questions at any point.  Please Circle:  Yes    No 
 
I understand I am free to withdraw from the study within the time limits outlined in the 
information sheet and can refuse to answer any question.  Please Circle:   Yes    No 
 
I agree for the research interview to be tape recorded, for it to be used for this study and then 
destroyed after 5 years.  Please Circle:    Yes    No 
 
I agree that extracts from the interview, in which I will only be identified by the name I have 
chosen, can be used in 
The research findings Please Circle:    Yes    No 
Presentations about the research Please Circle:    Yes    No 
Academic publications Please Circle:    Yes    No 
Future research projects Please Circle:    Yes    No 

 
Do you understand the possible psychological risks in taking part in this research particularly 
that it might involve remembering upsetting experiences you may have had?  Please Circle: 
Yes    No 
 
Would you like to receive a copy of the interview transcription via post or email? 
Please Circle:      Yes    Post 

       Yes    Email 
   No 

 
I agree to take part in this interview. 
 
Name of participant                                                                 Date 
 
X

                                    
Signature 

----UNIVERSITY OF 
GLOUCESTERSHIRE 
at Che ltenham and Gloucester 
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