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Thesis Abstract

This thesis begins with a literature review exploring how individuals who have a
diagnosis of Borderline Personality Disorder (BPD) experience the therapeutic relationship
duringpsychologicatherapy A systematic literature search identified 15 papers which were
synthesised using a megghnographic approach. Three third order themes emerged,;
valuinga therapeutic relationshigbuilding a connectioifbased on trusflandcoming
together to navigatene therapeutic relationshif:hese findings highlight the importance of
the therapeutic relationship across psycholodleaiapiedor people with a BPD diagnosis
andthatpositive therapeutic relationshipse needed for successful therapy. Clinical

implications are discussed.

The research paper explosEgviceuser perceptionsf howreceivinga diagnosis of
BPD affects wellbeing. Nine participants were interviewed, andwiataanalysed using
constructivist grounded theory method. A model was developed which highlighted two key

processethatinfluenced participan@wvellbeing. Firstly, the way in which the diagnosis was

communi cated, as this | aid f ohedidgadasis.ons f or

Secondly, participantsd experiences of the

with the diagnosis, which included the responses of services, the influence on paréicipants
social relationships and impact of stigma. The findinmgsdéscussed in relation to the

existing literaturesurroundingmental health diagnosis and contributes by highlighting the

specific processes and mechanisms which occur for people who receive a diagnosis of BPD.

From the developed model clinical implicats and areas of future research are proposed.

The critical appraisal focuses on the findings of the empirical paper and processes of

carrying out a grounded theory investigation. Issues around conducting research during the

Covid-19 pandemic aralso considered.

p
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Section One Systematic Literature Review

What are thexperiences of the therapeutic relationship for people with a diagnosis of
Borderline Personality Disorder?
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Abstract

Purpose:People with a diagnosis of Borderline Personality Disorder (BPD) experience
difficulties which impact upon relationships and can require significant support from mental
health services. Due to the nature of the difficulties experienced and associatad stigm
clinicians often report difficulties when working with these individuals. However, the
therapeutic alliance has been identified as a key factor in successful therapy. The aim of this
study is to create an understandindnoiv people with a diagnosis &PD experience the

therapeutiaelationshipduring psychologicaiherapy

Methods:A systematic search of Rdwfo, CINAHL, AMED, Medline and Web of Science
databases was completed. This resulted in 15 qualitative studies being identified for

inclusion. Stidies were synthesised using a rettanographic approach.

ResultsThree new themes emerged from the analysisiing a therapeutic relationship
building a connection (based on trysihdcoming together to navigate the therapeutic

relationship

Conclusions:Positive therapeutic relationships were highly valued by participants and seen
as necessary for successful therapy, of the upmost importance for participants was the
development of trust. However, these features were not always present and folneirany
absence impacted negatively on the quality of the therapetatecnship. Clinical

implications and areas for future research are discussed.

Keywords:Borderline Personality Disorder, Therapeutic AlliandprkingRelationship,

Psychotherapy
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Borderline Personality Disorder (BPD) is a diagnostic category found in the
Diagnostic and Statistical Manual for Mental Disorders (DSM). The D8kd&ion defnes
BPD as fna pervasive pattern of -imagstm@bi |l ity o
affects, and marked impulsivity, beginning by early adulthood and present in a variety of
contextso; this is consi derodifficudigsanvithmst ni ne s
relationships, selidentity and difficulties in regulating emotiof&merican Psychiatric

Association, 2013, p. 663)
The medical model and BPD diagnosis

The classification and diagnosis of mental health difficulties is based on a
Westernised medical model of illness. Thisgawses that there are ways to scientifically
observe, describe and differentiate symptoms of iliness in order to identify causal factors and
administer specific tr g&ahméviountain, 2007 Tkisur e a per
medical model underpins the diagnostic manuals for mental health, and has been criticised for
promoting a reductionist narrative which overlooks the wider context and experience of
individuals(Gamobirill, 2014; Sedler, 2016) his approach also assumes there are distinctions
bet ween 6énormal 6 and 6abnor mal 6 wthiscarh can be

vary over time, between cultures, and the social normes@éty(Jacob et al., 2014)

BPD is one particularly contentious diagnostic categOrificism includes the
grouping and definition of &6ésymptomsdé of a B
ways of coping which are seen as less socially acceptable by that §Gtietyhary &
Gupta, 2020; Shaw & Proctor, 2009he diagnosis is also inherently gendered, as
approximately 75% of those diagnosed are wo(®ansone & Sansone, 201lt)has been
argued that the diagnostic construct of BPD

by | abel | i n(@orklund, 2006pSthawsgd’roctoe, 208Fjurthermore critics
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have argued that BPD is strongly linked to childhood trauma and that a diagnosis of complex
posttraumatic stress disorder would be a more accurate and less stigmatising way of
under standi ng pBalo&links,&809; &drdf &fCourtais| 20146 swis &
Grenyer, 2009)These dticisms do not take away from the distress which is experienced by
people who have been diagnosed with BB jnstead question the validity of diagnosing

this distress as a o6personality disorder 6.

Difficulties associated with a BPD diagnosis

The difficulties associated with having a diagnosis of BPD are significant and life
threatening. It is estimated that-B0% of people with a diagnosis of BPD have attempted to
take their own life, with approximately 10% of people with this diagnosis agimglsuicide
(Black et al., 2004; Oldham, 200@®)ifficulties also extend to other areas of lifg;luding
physical health and disability, with high-ocacurrence of mood and anxiety related

difficulties (Grant et al., 2008; Leichsenring et al., 2011)

From the serviceiser @rspective, living with a diagnosis of BPD has been associated
with struggling wit h tihceudingfeejingsof coromec émptnesst he d
and constantly struggling with emotional pain, which is difficult to control and understand
(Ntshingila et al., 2016; Perseius &t 2005) To manage these difficulties some people with
a diagnosis of BPD report engaging in defm as a way to relieve distress and regulate
emotional pair(Kleindienst et al., 2008; Nehls, 199%erviceusers also report that the
diagnosis of BPD in itself is not helpful, as it brings judgements rather than useful treatments

(Nehls, 1999)

Working therapeutically with people with a BPD diagnosis

People with a BPD diagnosis artenfrequent users of mental health services

(Comtois et al., 2016Wwith medication and psychiatric hospital admissions being more
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common in this group of people compared to people with other personality disorder
diagnosegBender et al., 2006; Horz et al., 2019¢t despite the significant contact people
with a BPD diagnosis have with the health system, working therapeutically with people with
this diagnosis can be experienced as challenging for(Biaiens et al., 2016)his may be

due to the nature of the difficulties associated with a BPD diagnosis being centred around

interpersonal relationships, emotional regulation andhrsetih and suicidal behaviours.

Themajon 'y of research from staff perspecti v
views on working with people with a BPD diagnosis. Findings suggest people with this
di agnosi s are vi e (Ckayetls20@2dlanies & Cowrhan, 20G6)d t r eat 6
that staff feel unable to he(@Voollaston & Hixenbaugh, 2008Yhis sense of difficulty and
subsequent helplessness may be one of the reasons why people with a BPD diagnosis are
more likely to be viewed negatively, as staff are left feeling frustrated and angry following
interactiongNehls, 1994) These views have also been shown to be held by allied health
professionals, including psychologistecial workers, occupational therapists and
psychiatrist{Treloar, 2009)However, a 1fear comparison has shown that mental health
staff héd more positive attitudes towards people with a BPD diagnosis in 2015 than they did
in 200Q demonstrating moreexplanatory understanding of sékirming behaviours and the
influence of early life trauméDay et al., 2018)Furthermore, research has also shown that
staff report a desire for more funding, education, training and specialist services for people
with a BPD diagnosi(Bodner et al., 2011; &ud & Parsons, 20137 his suggests that
negative attitudes may be improvjmgnddemonstratean understanding that improving
knowledge and skillgo work with individuals with @PD diagnosis is likely to be beneficial

to both staff and servieasers.

Research has also focused onpghesonakxperiences of people with a BPD

diagnosis and the care they receive from services. Negative experiences for people accessing
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accident and enmngency departments is common and individuals report being made to feel
undeserving of inpatient ca(Eallon, 2003; Rogers & Dunne, 201The care offered to

people with a BPD diagnosis is also affected by stigma associated with the label; services are
more likely to view peoplewita BPD di agnosis as o0difficultod
unwell (Morris et al., 2014and mental health services treat people with this diagnosis

differently to other serviceserg(Vandyk et al, 2019) On the other hand, research has
reportedthatpositive experiences of inpatient caverecentred around communication and

support fom nursing staff during hospital admissid¢kielleman et al., 20145imilar to
professionalspeople with a BPD diagnosis have also noted some improvements in their care
over time, however this was related to improved communication and being more inwolved

their own care planning rather than changing attitudes from profess{baf, 2003)

Interventions for people with a diagnosis of BPD

National Institute for Health and Care Excellence (NICE) guidelines suggest that
community mental health teams should be resp
and management 8PDaiigngsie ang émphasise psychobogical therapy over
pharmacological interventiorfslational Institute for Health Care Excellence, 2009)

Comprehensive reviews have looked at the range of psychological therapy available for the
difficulties associated with a BPD diagnosis, with Dialectical Behavioural Therapy (DBT) the
most extensively researched, demonstrating 0
sekfhar m and an 1 mpr ovemdrstt oif f eg esnhaMR@il g2} n ;mtgi @&
Other psychological therapies which have been researched include Schema Therapy
(Sempertegui et al., 201 3)ransferencé-ocused Therapy (TFT{iesenBloo et al., 2006)
MentalisationBased Therapy (MBT(Vogt & Norman, 20195tructured Clinical

Management (SCM)Bateman & Fonagy, 200@nd democratic therapeutic communities

(Pearce et al., 2017y hese kind of specialised psychologiterapies have shown medium



BPD AND THE THERAPEUTIC RELATIONSHIP 1-7

effects on overall severity of the difficulties associated with a BPD diagnosis when compared

to treatment as usu@Dud et al., 2018)

Therapeutic alliance

Common factors refer to the variables or aspects of therapy wt@adommon across
most therapies or modes of treatment. It has been estimated that common factors account for
more clinical improvement (30%) than specific therapy techniques ((l=@jbert & Barley,
2001) The therapeutic alliance Iis a technical
bond bet ween t h(Marte ptials 2000apn488amds the neost heavily
researched common factor in psychotpgraften cited as the most important factor for
outcomegBarber et al., 2010; Clarkson, 200Bactors associated with the therapist which
are deemed I mportant include the therapistos
experience in working with the particular difficultiéSissenLie et al., 2010)For the client,
important factors in establishing a positive therapeutic alliance include motivaiog, pre

treatment, and demonstrating capacity to address their diffic(Ht@dsworth et al., 2014)

As the difficulties experienced by people with a BPD diagnosis are often centred
around interpersonal relationships and intense emotional g&its, 2008), this may
influence the development andamtenance of the therapeutic alliance, which has been
documented as an important factor when working with people with personality related
difficulties (Lingiardi et al., 2005)It may be that due to the nature of the difficulties
experienced by people with a BPD diagnosis, compounded by unhelpful narratives from staff
and stigma associated with the diagnosis, the development of a positive and helpful treatment
relationship maye affecteqRichardsorVejlgaard et al., 2013Jurthermore aeview of
specialised psychological therapies for people with a BPD diagnosis highlighted the

importance of the treatment relationship across all psychological therapies reviewed
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(Weinberg et al., 2011Y o date, research has focused on gathering quantitative data about
the predictors of the #rapeutic alliance and its implications for people with a diagnosis of
BPD (Barnicot et al., 2012; Richards&fejlgaard et al.2013)and more generally how

people with a BPD diagnosis experience interactions with mental health séRaties,

2003; Rogers & Dunne, 2011Hlowever, what is less clear from this literature is how people

with a diagnosis of BPD experience the therapeutic alliance.

Aim of the Review

This review ainedto understand how people with a diagnosis of BPD expeidghee
therapeutiaelationshipduring psychologicatherapy by undertaking a systematic review

and meteasynthesis of published qualitative research.

It wasimportant to consider that the therapeutic alliance is a technical term often
found in research literatuendunlikely that this term or definition descritb@bove would be
routinely used by service users when describing their relationships with clinicians. Therefore,
the therapeutic allianogasconceptualised in a broader sense as the therapeutic relationship

that exists between servicser and mental hehlprofessional.

Thisreviewincluded the many types of psychologidhakerapyoffered by mental
health services, due to the nature of the therapeutic alliance being recognised as a common
factor across intervention modalities. This incld@eychologicatherapiesuch aDBT,

MBT and Schema Therapy, which combbethindividual and group therapy.

Data were extracted from papers whichmefdt o t he partici pant sod
relationship with the relevant individual professional, therefore, in the case of group therapy

only the relationship described between seruiser and professionalasconsidered.
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Method

Design

A metasynthesis was cwlucted as this enables researchers to deaglop
floverarching interpretation emerging from the joint interpretation of the primary studies
i ncl uded i n(Lathhletals 30h7t ph Z'lsiwasoconducted in line with seven
phases of metathnographic research as proposed\bplit and Hare (19883nabling the

results to be Aisomething more than the parts
Study Selection

The following inclusion criteria were applied to pepeeturned by the systematic

search:

1) primarily focused on the experiences of people with a BPD diagnosis when
receiving psychologicaherapy that beingan interventiorgrounded in psychological theory

aiming to produce change
2) use qualitative empirical methods;

3) results haveartial or full reference to the therapeutic relationstiipt being the
relaional, affective or workingonnection betweeserviceuser and professionatising

from beingtogether irtherapy.
4) participantsaged 16;

5) studieswerepublished in peereviewed journals, ahese areonsidered these are

of a higher quality;
6) English language.

The following exclusion criteria were applied:
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1) papers which integrate experiencesedgie with a diagnosis of BPD with other

individuals (e.g people with other mental health diagnoses or professionals);

2) research conducted with people with intellectual disabilities or forensic populations

astherapiesre likely to have adaptations specific for the population.

Search Strategy

The SPIDER too{Cooke et al., 2012)as used to develop a search strategy which
included both index terms and free text searches (Table 1). A systematic searchrdbPsycl
CINAHL, AMED, Medline and Web of Science databases was completed in November
2020. An exhaustive search strategy of titles and abstracts, combining free text search and

indexed terms, was conducted.

The search returned a total of 1550 papers; 6@8 dfiplicates were removed. Titles
and abstracts were screened against the inclusion and exclusion criteria. This resulted in 648
papers being removed. 50 papers were read in full, with 15 meeting the inclusion criteria
(reasons for exclusion and flow aodyper selection in Figure 1). These papers consisted of;
five DBT studes four studies in which participants had accessed a range of therapies, three
MBT studies, one group psychotherapy study, one individual psychotherapy study and one

Schema Therapy stud(Characteristics of included papers in Table 2

Quality Appraisal

The Critical Appraisal Skills Programme (2018)ecklist was used to determine the
strengths and limitations of each paper. Thistéh tool is used to evaluate the credibility of
gualitative studies, with the first two items acting as screening questidresfarther eight
guestions evaluating the overall quality of the research. These eight questions were scored
using the rating scale developedbyggleby et al. (2010)ith a maximum total score of 24.

Scores for the papers were generally higith only two pajers scoring below 16. However,
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the critical appraisal was not used to exclude papers, but as a way to-cluatikythe
synthesis to consider the contributions of each paper to this current syr{tbasiss for

each paper in Tablg.3

Data Synthesis

Data were synthesised using the seven stages of conducting-ethmetgraphy
(Appendix TA), as described bMoblit and Hare (1988)The first two phasesdfg et t i n g
starandédéci di ng whradoveied earlier beetions of thi8 paper. The third
phaseofh r e adi n g invdived the tresedrchergeading the 15 identified papers to
become familiar with the data and extract key concepts and themes which referenced the
therapeutic relationship. Tables were constructed with first order interpretations i.e.
participant quotes, and second order interpretations i.e. the interpretatbns ofs t udy 6 s
author (Table 4). For the fourth phasedofl et er mi ni ng how ,Ndbig st udi e:
andHare (1988)escribe three ways in which papers can be related to one another; reciprocal
translation, refutational synthesis and line of argument synthesis. The data gathered from the
papers were reviewed, with similar concepts and themes appearatation to the
therapeutic relationship. Therefore, a reciprocal translation was used to synthesise data in this
study. In the fifth phasét r ans | at i ng t he tbhetidendifiecckey conoepte o0 n e
and themes were mapped onto each other,ifgient similar themes between papers,
maintaining the second order interpretations at this stage. The sixth pldaseyoint hesi si ng
t r a n s lakowad dnsecond order interpretations to be refined and developed into third
order interpretations i.e. theterpretations of the metynthesis author, these new
interpretations and the original papers which contributed to them are displayed in Table 5.
This created the overarching set of key concepts and thpreeented below according to

phase sevea e xspsrieng t h.e synt hesi so
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Results

Through the process of reciprocal translation and synthesis, three themes were
developed; valuing a therapeutic relationship, building a connection (based on trust), and

coming together to navigate the therapeutic relatignshi

Valuing a therapeutic relationship

This theme focuses on the importance participants placed on having a positive
relationship with their therapist and is something which they actively sought in therapy.
However, this appeared to vary, with participargkiing the relationship with the individual
therapist over and above the relationship with the group therapist. Despite this, participants
perceived there to be negative consequences when there was not a positive therapeutic

relationship in place.

Partidpants reported valuing elements of the therapeutic alliance which have been
noted in the literature, highlighting the importance of a relationship which was collaborative
(Hodgetts et al., 2007and where participant and their therapist were felt to be working
together toward the same gg@unningham et 312004) One study described participants
needing to actively 0 f(Cardieet dl. lP@L9suggastngthat her ap i
the therapeutic relationship is something which is not always present and has to be sought
out. For some participants, psychological therapy was their first experience of a positive
therapeutic relationship with a professional in health care seietsakou et al., 2019;

Perseius et al., 2003)

In some DBT and MBT studies, which incorporated individual and group therapy
elements, having a positive relationship with an individual therapisttentedto i pr i zed Vv ¢
hi ghl y o b yoveg and above thggeonptelements ofthezapy(Lakeman &

Emeleus, 2020)The positive effects of the individual therapy relationship was seen, by
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participants, as a key element in successful thgi@pgningham et al., 2004; Gardner et al.,
2020) In other studies of MBT approachgsar t i ci pant sé accounts r
therapists being idealised whereas group therapists were deni@gset & Brown, 2016)
participants seeadto notwant to criticise their individual MBT therapi&ardner et al.,

2020) Similarly in another MBT study, participants also reported to find it easier to establish
a therapeutic relationship with a theistpn individual therapy compared to in group therapy,
and for those participants who had their individual therapist present in group sessions, their

t herapist was p eltosaggairvetal., 2018)Holwever,ban et al.g2018) 6
found the majority of participants spoke highly ofitlrelationship with both their individual
and group therapists when accessing Schema
relationship between therapist and patient in my opinion is the most important thing for the
wholething [schema therapy] tev 0 r (p.d.2. It seems that where participants experienced
both individual and group therapy, they were able to compare the experiences of the
therapeutic relationship in both settings, with the therapeutic relationship being experienced

as particularlymportant and highly valued when engaging in individual therapy.

Participants spoke of the difficulties when a positive relationship with the therapist
was not in place and experienced this to have negative consequences as recovery was

impeded. One pariigant in an MBT study reported; "It was very me therapist, you patient.

ef

T

Like as | said there was no Yyo(Dysoné&Bnoan, e wasn

2016,p.592) wi th this perpetuati ngnta Patiepantsifeitg o f
the lack of a positive therapeutic relationship impacted negatively on their recovery, as it was
felt to be discouraging of the progress that could be made with that thékatsstkou et al.,

2019)

Building a connection (based on trust)

(
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Positive therapeutic relationships were established from a trusting base, which was
developed over time through certain acts demonstrated by the therapist, such as listening and
showing their human side. This enabled participants to feel genuinely calsdtheir
therapist and allowed a deep emotional connection to be forged, which in turn allowed hope

for the future to be developed.

A connection to a therapist needed to be built on a foundation of trust, and can be
thought of as an essential factor Bvdloping a connection, which then allowed successful
therapy to take plag®uarte et al., 2019; Gardner et al., 20F3elings of trust within the
therapeutic relationship were described as the foundation ofLaorgley & Klopper, 2005;
RomeuLabayen et al., 2020This implies that trust was something which needed to be felt
by participants before they could experience
honesty du(lLénargpin éethle 205 ppy20)his is explained by one participant
il 6ve got a sense of a relationship with son
little bitnervewr acki ng. . . you c(aakemban & Eeneadud, 3020t p..@hsst t hem
suggests that participants need to feel trust in the therapist but giegprocess of therapy.
Participants also acknowledged that trust in itself had psiyerapeutic value, despibtaving

difficulties in relatingto otherqfRomeuLabayen et al., 2020)

Participants recognised that a connection with a therapist is not something that was
automatically present, but emerged over a period of time. Partisipgported differences in
how | ong this took, with some taking fAa |l ong
years to even (Langley & Klbpper, 2005, h 29yhide pthesstwre able
tofeelfunbel i evably comfortabl e with (tohagaim t her &

et al., 2017, p. 20)
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Participants were able to build a sense of trust when they felt their therapist was
|l i stening actively to them. Participants per
judgemen{Duarte et al., 2019nd demonstrated an ability to attend to what they were
saying with clear concern and interdsangley & Klopper, 2005)This sense of trust allowed
participants to feel able to freefgpeak their mindsand experience being heard by a
therapist(Tan et al., 20183llowing them to feel safe and able to open up to their therapist.
Participants noted that this was not simply passive listening, instead trust was developed
where therpists demonstrated understanding and connecting with what was being said, as
one participant indicated il dondt mean | i st
|l i stening with your(Golusteind2020npd138Fhistlisteniggovasr h e ar t
felt to have an emotional component, as theyeriencedheir therapisasconnecting
emotionallywith what was being said. Participants in other studies found that this deeper
listening had therapeutic qualities in itself, enabling participants to clarify events, thoughts
and feelinggLangley & Klopper, 2005)which contributed to processes of reflection
allowing participants tde observers of their own experiend@omeulLabayen et al., 2020)
However, those participants whook part in group therapy found that having enough time to
feel heard and listened to was particularly difficult in these set{iagsdner et al., 2020t
may be that in these settingfrasting connection was harder to establish, as participants

were less able to feel the therapist could connect with what each individual was saying.

The development of trust was aided by participants being able to connect with their
therapiston a humarevel, this showed participants that therapists were real, genuine and
not simply doing a job. One participant noted that this human connection was manifested by
sharing; Afthe sharing that goes on inmga | i ke
sense of authenticity not just limited to a job role for participants engaging with their DBT

therapistHodgetts et al., 2007, p. 179 connection which goes beyond the typical roles of
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therapist and client, allowing a figenuine ma
described by one participant who experienced-@nm outpatient psychotherafiyuarte et

al., 2019, p. 455)This indicated to participants that their therapist was sincere, as another
participant highlighted @youbor(éoldsteinhad20gn bei n
144). This humanness allowed participants to place trust in their therapist as participants felt

they were being real, allowing them to open up and share more within the relationship.
Therapists were per ce illoweddhe telationshap tdtransceml thee h e n t
t her ap@{Goldsteiy 2080, p. 144This seemed to increase feelings of connection to a
therapist, as one participant having Schema
the sessions, sometimes even in the weekendé
therapists deserve to lmweekend. | thought it was huge, because the effort was a little

bi g dlamebal., 2018, p. 12Mhthough this contact was not specified within the Schema

Therapy intervention, it may reflect factors relating to the individual therapist rather than the

intervention protocol. In contrast, rigidity and overlyundaried approaches hindered this

sense of humanness and connection. Some ther
human connection; fAit was all very, um, 1|ike
you | i ke next we e(®ysanr& Bowene2036,qus92hicke sereed ®r 0

create an 0Us makidg it harderrfod pardicypants toiview their therapist as

human and forge a trusting connection with them.

Building a connection was aided by the therapist maintaining a sense of
professionalism. This included maintaining confidentiality, remaining &aim
demonstrating empathy during emotive discuss{basgley & Klopper, 2005and being
able to demonstrate appropriate confidence and strength, which was identi@ettbtiein
(2020)who interviewed participants who hadgaged ira variety of therapyapproachesor

problems relatingo BPD. This helped participants to feel a sense of security in the
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relationship and develop trust with the therapist. Unfortunately, some patrticipants recounted

times when therapists had acted with little professionalism, including confidentiality &seach
and bei ng asked (Carfottetetak, 2019which evouldl Bkelyuupderdhide

the sense of trust this participant could place in their therapist.

A connection with their therapist culminated in participants feeling they were
genuinely cared for, which was describedlayngley and Klopper (200%yho interviewed
participants who had outpatient individual and group therapy. This was sometimes
manifested in particular acts, suaf gestures of kindne@Soldstein, 202Q)not giving up on

them despite difficultiegKatsakou et al., 2019y remembering personal details and

i nformation; fAyou t o-bayfriemethree snontheagdandygu askb o ut

6Do ryeome mber that?6, and she sayRoméuyes O,
Labayen et al., 2020, p. 873)o participants this seemed to indicate that the connection with

their therapist had been established, they felt genuaaekd for and were able to feel safe

and trust in them. This was not universal however, some participants described not receiving

appropriate care or being made to feel undeserving of care. This included feeling rejected by

the therapist in a group MBES&ing(Gardner et al., 202@nd perceiving group
psychodynamiclterapists as passiygummelen et al., 2007yvhich did little to foster a

feeling d being connected with or cared for by the therapist.

When there was agstablished connection based on trust participants were able to
develop hope that the therapy could be helpful for them. Participants besjawliobelieve
that thér therapistmight help them(Langley & Klopper, 2005)and one young adult
accessing DBTeflectedionce you see results with al/l
i n t(hakkeman & Emeleu020, p. 6) This implies that participants started to believe
change, recovery and the achievement of goals may be possible through therapy as they

began to trust in their therapist.

t

a

and

h e
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Coming together to navigate the therapeutic relationship

Successfutherapeutic relationships were typified by the seruser and therapist
being able to come together and navigate the therapeutic relationship itself, through open
communication with each other. It was important for participants and their therapists to be
able to adequately balance and negotiate aspects of the relationship, including boundaries,
accessibility and difficulties within the relationship, with the therapist encouraging
participants to play an equal part in ownership of this navigation as yha@gresses.
Although participants felt this was difficult at times, doing so was acknowledged as helpful
for participants as it enabled them to stay in therapy and work through difficulties which

arose.

Participants noted the importance of knowing tihrets of accessibility to their
therapist, in one DBT study participants reported that simply knowing their therapist was
available helped, even if they did not use the phone coaching available tf #Hiesman &
Emeleus, 2020)This was also highlighted as important by participants who had accessed a
range of therapies, as having access to their therapist outside af thguhpy sessions was
described as containing and helped to ease digirasgley & Klopper, 2005)However,
participants notechit this needed to be an open conversation with their therapist, as there
was a need for a balance to be struck in ter
to their behaviouro and acknowl edgeodbet hat it
available at all timef_angley & Klopper, 2005, p. 27This felt like a clear boundary which

needed to be set by the therapist and respected by the participants.

Participants found that as their relationships developed it was helpful to have a
therapist who relinquished some control and was able to promote autonomy within the

therapeutic relatiship, which meant giving participants choice and independence. Positive
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experiences included participants having ficl
t hroughout t hei Catrottecetal., @9 p. 53B)avindpthea gpmions

listened to, engaging in transparent discussions about tregfRmneulLabayen et al., 2020)
andcollaborative reworking of the therapy struct{(@»ldstein, 202Q)In Cunningham et al.

(2004)the successful establishment of autonomy meant participants in an assertive outreach
service were more empowered to take responsibility of their own DBT therapy. This suggests
autonomy is something which is given by the dpest and promoted to the participant as

therapy progresses, needingteatea sense of oneness at the beginning but separateness by

the endDyson & Brown, 201k Participants who had accessed a range of specialised
therapies acknowledged how Asupport needed t

i n t h(Katsakowebal., 2019, p. 610)

Some participants noted times when their therapist had been unsuccessful in
establishing accessibility and promoting autonomy, leaving therlpfnlly dependant
within the therapeutic relationshiPne participant reflected on the intensive support from
being able to access direct therapy andatt our s cr i si s support; Al
who | was relying on.wasdd@rTe lhiaadmtdéto n dneyn tti hfe read
(Katsakou et al., 2019, p. 610%ome participantalsoreported times when they had less
autonomy and felt controlled and powerless in relatidhécapistgGoldstein, 2020)It was
acknowledged that therapists had a particularly difficult job navigating the therapeutic
relationship, managing to maparticipantdeel comfortable enough, but also challenging
their behaviour and pushing themwork harder(Cunningham et al., 2004%0me
participants felt like they were not being pushed enough orecsaly, too hard, as one
recaledi He pushes and he will get me to the poi.l
me to achieve more but | am not really ready

helpful in these situation€unningham et al., 2004, p. 251)
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Participants valued therapists who could navigate difficultigishvmay arise within
the therapeutic relationship, and it was felt that this was generally the role of the therapist to
address and manage. Some participants discussed experiences of conflict with their therapist,
but that conflict did not necessarily raiyely impact on the therapeutic relationship. This
appeared to be mediated by the therapistbos a

study highlighted:

In every case in which the participant perceived her therapist as making an active and
discernible effort to address the rupture, the outcome was favourable. And in each of
these cases, the relationship, from the p

maintained but meaningfully enhancé@oldstein, 2020, p. 147)

Participants experienced being encouraged to openly discuss difficulties in the therapeutic
relationship and navigatet s t oget her with their therapist
wor k t h (Katsakphet al.t@00, p. 610which was a new and helpful experience for

them. Furthermore, participants who had disengaged from group therapy reported thérap 6
passivity as a factor in their disengagement and a wish for therapists who were able to deal
differently with criticism by admitting shortcomings and working on problems in a more

active way(Hummelen et al., 2007puggesing that when therapists do not actively address

difficulties which may arise, participants may disengageasaequence.

Participants perceived therapists who had specialist knowledge as being better at
navigating the therapeutic relationship. Some participants perceived professionals as having a
lack of specialist knowledge about BRPerseius et al., 2003)hich was a barrier to
successfully negotiating the therapeutiatieinship, as these professionals lacked the insight
into how the difficulties associated with this diagnosis may impact a relatiof@niptte et

al., 2019) However, some participants reported professionals who had knowledge of
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di fferent therapeutic strategies and an abil
expertise in any particul ar (lamley&Klopperf t her ap
2005, p. 29)Participants emphasised the benefits of accessing psychological support from
specialist services, with practitioners who have more training and understanding of working

with people with a BPD diagnosis, compared to the lack of empathy and understanding

offered by some clinicians in more generalist serv{Gzsrotte ¢al., 2019)

The ability to navigate the therapeutic relationship also encompassed the importance
of managing the ending of the therapeutic relationship. Endings appeared to be a difficult
event for participants, which was associated with feelings of grief and loss, as summarised by
one participant who finished her course of MBT; "I really, reallyggted with the ending of
particularly the individual, but also the group and was really grieving and found erm that
really tough"(Dyson & Brown, 2016, p. 592Endings that had not been well managed felt
|l i ke a betr ay adrt(Perseiustehak, 2003)tes eralipg sede dfgherapy
could be viewed as a delicate negidia, needing to be handled well by the therapist. This
was a particularly important time for therapists to demonstrate their ability to navigate the
relationship and promote autonomy. Some part
successfully the tresition between encouraging a degree of dependence and attachment in
the beginning with foster i n(fatsakoueeal,hi20i® p.penden
610). In the reviewed studies only one study explicitly discussetetagonship extending
beyond theendingof therapy, where it was noted that although the therapy process might

end, the relationship that has developed with a therapist ren(&@oade et al., 2019)
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Discussion

This study aimed to create an understandingoef people witta BPD diagnosis
experience therapeutic relationshigpsing psychologicatherapy This was done through a
metaethnographic metaynthesis of qualitative studies, which generated three themes
relating to participants®d experiences. Posit
and sought after by participants and seen as raagees successful therapy to take place.
Positive therapeutic relationships were felt to be established from a trusting base, which was
established over time, through therapist acts such as listening and being human. Participants
highlighted the need t@intly come together with therapists to skilfully navigate the
relationship, by addressing difficulties and, as therapy progressed, by promoting autonomy.
However, these features were not always present and their absence impacted negatively on

the therapetic relationship.

Il n this review, participantsd experiences
to mirror aspects of the therapeutic allianchich isoften used to measure the strength of
the therapeutic relationship. Definitions and ideasiad the therapeutic alliance have
evolved over tim€Ardito & Rabellino, 2011) There are now a wide range of clinical
measures which primarily seek quantify and objectify the therapeutic alliance into a
tangible and measurable construct, measuring a few key concepts, based on the work of
Bordin (1979)Thes e aspects of the oOworking alliance
and client on; 1. the goals of therapy, 2. the tasks to achieve the goals, 3. the development of
a relational bond. In this review there was mention of relationships with therapists
were collaborativéHodgetts et al., 2008nd within which the participant and their therapist
were working together toward the same d@alnningham et al., 2004)Vithin the theme of

fiComing together toavigaet he t her apeuti c relationshipodo pa
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negotiation of accessibility andtaaomy,which may reflectthe need to agree on tasks and

goal s of therapy which ar e -uéegDyson&Brawa,dd t o t h
2016; Goldstein, 2020; Katsakou et al., 20 FJrthermore, there were times when

participants reported disagreements about the tasks apthesuch as being pushed too

much or not enougfCunningham et al., 2004\hich impacted negatively on theerapeutic

relationship.

Of particular importanceof participants in this studyas theemphasi®of the
relational bond over the other concepts describeBidrglin (1979) as indicated by the theme
ABuil di ng a c¢ onneThisis el ahdsrifieattompared to existng ) . 0
literature where the theeconcepts of the therapeutiianceareequallyweightedin
commonoutcome measurgBuncan et al., 2003; Horvath & Greenberg, 1986g factors
perceived to beeeded or A Bui | di filgaaedolnkteRogensg19y7)0
necessary and sufficieconditions who highlightedthe importance of the genuinenessof
therapist who displays unconditial positive regardndfeels empathy for the clienThese
results also challenge existing literature which indicates therapists need to maintain strict
boundaries and limit setting when working with people with a BPD diag(idsiGrath &

Dowling, 2012; McMain et al., 2015)

This emphasisn trust as the foundationay be reflective of the difficulties people
with a diagnosis of BPD describe experiencing in the establishment and maintenance of
relationships in their wider livgdNtshingila et al., 2016nd the importance placed on a
relationship within which they are able to f
the need for trust could be understood by comsigehe influence of developmental traumas
often experienced by people with a diagnosis of BPD and the impact this has on attachment
and trusi(Ford & Courtois, 2014)it is widely acknowledged that developmental traumas

i mpact on a personds internal working model
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relationshipgWilliams, 2006) It may be that therapists working with individuals with a
diagnosis of BPD need to do more to create a connection based on trust, so the therapist can
be viewed as a secure base from which a client can explore difficulties with appropriate
suppot (Bowlby, 1988) For participants in thigeviewthis included showing a human side,
deeper listening and demonstrating genuine care. It maabsetiviceuserswith positive
therapeutic relationshibegn to perceive the therapist as a secure,lvesieh fits with

wider literature acknowledigg that a secure base in therapy can provide a corrective

emotional experience to internal working mod@srry & Danquah, 2016)

However, as indicated by participants in this study, trusting oelsttips were not
always established and may be reflective of negative views sometimes held by clinicians.
Research has shown therapists negatively evaluate the impact of individuals with a diagnosis
in the o6cluster Bo&6 of peBPB)omtheldévélopmentiofsther der s
therapeutic allianc@lingiardi et al., 2005)and therapists may distance themselves from
clients with a diagnosis of BPD and not allow this close bond to be estal{db&dath &
Dowling, 2012; Stroud & Parsons, 2013hese coulgartly explaindifficulties captured
within the theme fiBuilding a connectiofbased on trush)  &@oching together to navigate
the therapeutic relationshipo, whereby some
overly rigid, lackinghumannesandstruggling to adequately balaniceundaries and

autonomy

Clinical implications

Of the therajgsexperienced by participants in this review, the majority were
manualised treatment approaches, including DBT, MBT and Schema Therapy, which have
been specifically developed to address the difficulties associated with a diagnosis of BPD

(ChotKain et al., 2017)Although therapists deliverintese interventions are likely to be
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highly trained in their specific modality, there have been arguments made to move away from
overly rigid manualised treatments to use more integrative peesuned approaches

(Livesley, 2012) The overly rigid application of some of the approaches was highlighted by
participants in this review as being a barrier to the development of a positive therapeutic
relationship. Anindividualised approach is something which could be facilitated by clinical
psychologists through supervision and formulation with therapists, as clinical psychologists
are trained in a range of interventions to generate a peesared approactThe British
Psychological Society, 2014V his could also help therapists to develop skills in navigating

therapeutic relationships with individuals who have a diagnosis of BPD.

A further implication is the need for therapists, and thesao allow for active and
open discussion about the therapeutic relationship, including managing ruptures, autonomy,
boundaries and endings. Being able to have these discussions was highly valued by
participants in this review, who also noted the negative impact of not being able to discuss
when difficulties had arisen. Therefore, promoting these discussions within tmeagdye
particularly helpful for people with BPD diagnoss. Although the therapeutic relationship is
seen as important acraserapiedor people with 88PD diagnosigWeinberg et al., 2011)
approaches such as Cognitive Analytic Therapy (CAT) encourage the therapist to reflect on
and actively address theetfapeutic relationship with the cliefRyle, 2004) Effective use of
CAT may offer therapists a way of noticing and addressing potential threats to the therapeutic

relationship andmprove the effectiveness of treatm@énnett et al., 2006)

Despite the continued use of training and educational interventions aimed at
decreasing negative perceptions of people wBlPB diagnoss, increasing empathy and
understanding of their difficultig®avies et al., 2014; Shanks et al., 20bme
professionals still distance themselves from clients wBlPB diagnosis and do not allow a

close bond to bestablisheqMcGrath & Dowling, 2012; Stroud & Parsons, 2013)me
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participants in this review still describe encountering therapists who were distant, passive and
on occasion unprofessional. It is therefon@ortant for individual clinicians and services to
continue with training and educational interventions to mitigate the negative perceptions and
stigma, and be considerate of the difficulties associated with a BPD diagnosis that may

continue to impact on the trageutic relationship.

Strengths and limitations

A strength of this review is that it offers the first synthesis of the experiences of the
therapeutic relationship for people with a diagnosis of BPD. It offers something new to the
literature, as the widenge of countries, services, and therapies included in the reviewed
papers has revealed commonalities across different psycholtigicapies This is important
to consider, as reviews can sometimes focus on the experiences of a particular psychological
intervention in isolation. Looking at how the therapeutic relationship is experienced across
differenttherapiess novel and has shown how this is of considerable importance to

participants with 8PD diagnoss.

One issue which could be conceptualised as both strength and limitation, is the
definition of the therapeutic alliance. This is a technical term found in the research literature
and not often a phrase used by participants. Sticking to this rigidly mayriesarg that some
participantsd experiences would not have bee
i mportant that the concept of the 6therapeut
recognise that ©parti ci paynTo strike d balangelbetvgeen on t hi
these issues the term O6therapeutic relations
would all ow for the inclusion of participant
technical def i ni dtiveaml affedtive bdnebetivdermtieerapistdnd a b o r

p at i(Manib &t al., 2000, p. 438However, this also meant that a level of author
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interpretatiorwasn eeded i n order to decide what const.i
For exampleDitlefsen et al. (2020)as excludedrom the reviewas he t heme o611t ga
more trust in the therapyé was felt to relat

itself, rather than a relationship Wwia therapist.

Another aspect to consider is that thirteen studies were excluded from the review as
the results did not includgatawhich related to the therapeut&lationship despite meeting
all other inclusion criteria. This raises questions about whether participants did not mention
the therapeuticelationshipin these studies because they were not asked directly about it, or
whether they did not perceive it to be important. For examplcBherry et al. (2012}he
topic guide compri sed o ftsoifitlilelprogramemeé, ¥ ul / unhel p
experiences of participating in an adapted C

however there was no mention of the therapewtationshipn the findings.

A limitation of this review is, as described in table 2, the vasbrtgjof participants
in the reviewed studies were female. Tisieeflective of the gendered aspect of BPD
diagnoses whichasbeen critiqued in the wider literatufBjorklund, 2006; Sansone &
Sansone, 2011; Shaw & Proctor, 20b6) also means that a predominantly female view of
the therapeutic alliance was captured. It is likely gender plays a role in how therapeutic
relationships are experienced for both therapists and c{@dtspireHalberstam et al.,
2020) Furthermorein theincludedpapersthere was very limited reporting on the gender of

therapists which may also influence the therapeutic relationship.

A further limitation is the lower quality appraisal scores for some papers included in
this review, with two(Cunningham et al., 200&ndGoldstein (202Q)having scores of 11
and 13 respectively, which is particularly low in comparison to the rekegqfapers.

However, in order to account for this apparent lack of quality, contributions to the
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development of themes which came from these papers were always considered alongside
more highly appraised papers and, where possible, original quotes wefeoused

participants rather than author interpretations.

Future research

To get a more rounded view of the therapeutic alliance it would be important to
consider the views dherapistsvhen establishing a relationship with a person with a BPD
diagnosis. It would be particularly helpful for future research to focus on the experiences of
clinicians who have established positive therapeutic relationships when working with a
person with a BD diagnosis and the factors which have contributed to this, how clinicians
manage the navigation of the boundaries of relationships without having to resgid to

boundaries

In addition, future research could investigate how people with a BPD diagnos
experience other forms of therapeutic relationships, not limited to the single relationships
with a therapist. This could include the relationships between group members, the

relationships in therapeutic communities, peer and family support.

Conclusion

In conclusion, this review considered the experiences of the therapeutic relationship
for people with a diagnosis of BPD. The themes identified highlight the vast differences in
experience but also commonalities which participants value and see as tiogttiou
successful thergp The experience of the therapeutic relationship could be enhanced for
people with a diagnosis of BPD if therapists are supported to openly discuss relational
difficulties with service users during therapy and support from clipggchologists could

encourage more flexibility in therapy than manualised treatment approaches currently allow.
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Tables and Figures

Table 1: Example search terms in EBSC@latabases

1-42

SPIDER Heading

Sample Phenomenon of Design Evaluation Research Type
Interest
Description  People with a The therapeutic Any How this is Qualitative or
diagnosis of relationship during  qualitative  experienced mixed methods
Borderline psychological therapy or mixed
Personality methods
Disorder
Search Borderline Cognitive Therapy Perception* Qualitative
Terms Personality (DE), Perspective* Methods (DE),
Disorder (DE), Psychotherapy (DE), Experience* Qualitative,
Borderline States Schema Therapy View* Phenomenol*
(DE), (DE), Opinion* IPA,
Borderline Therapeutic Response* Narrative*
Personality Community (DE), Journey* Discourse
Disorder, Therap* Insight* Analysis,
Borderline Psychotherap* Narrative* Discursive,
Personality, Psycholog* Voice* Thematic*
BPD, Treatment* Understanding* Grounded
Emotionally Intervention* Attitude* Theor*
Unstable Pathway* Content
Personality Support, Analysis,
Disorder, DBT, Focus Group,
Emotionally Dialectic* Interview
Unstable Behaviour* Therapy,
Personality, MBT,
Emotionally Mentali*ation Based
Unstable, Therapy,
EUPD CBT,
Cognitive Behaviour*
Therapy,
Schema,
CAT,
Cognitive Analytic*
Therapy,
Psychodynamic,
Therapeutic
Communit*

N.B. Search terms within columns combined with OR, search terms in rows combined with AND.
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Table 2: Study Characteristics
Study Author(s) Sample Interventio  Country Primary Aim Method of Data Method of
Number and Year n modality Collection Analysis
1. Carrotte et 11 participants*(75% Australia To investigatda) treatment and  Semistructured Framework
al. (2019) female, M age = 39.9, support services that are acces: interviews Approach
SD = 11.7), nine with by people living with BPD and
lived experience of theircarers, (b) perceived
BPD, having accessed ¢ benefits and challenges
least one treatment or associated witthese services,
support service for and (c) changes these individue
reasons relating to the would like to see with regards tc
personality disorder service provision and access
Eight
participants*with BPD, Focus groups
and one participant
reportingBPD traits
2. Cunningham 14 participants (100% USA To understand, from the Semistructured Ethnographic
et al. (2004) female, M age38.7), perspective of the client, what i interviews Methods
diagnosed with BPD, effective about DBT and why
participants in a DBT
programme
3. Duarte et al. One female service use! Chile To identify aspects of Semistructured Grounded Theory
(2019) diagnosed with BPD, psychotherapy that contribute tc interviews Construction of
participating in long therapeutic change based on th the Self in
term psychotherapy* experience of a patient and her Biographical
therapist Narration Model
4. Dyson & Six participants (100% UK To explore the experience of  Openended Interpretative
Brown female) diagnosed with MBT for individuals diagnosed interviews Phenomenologica
(2016) BPD, completed a with BPD | Analysis

minimum of 6 months
MBT
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5. Gardner et Eight participants (100% UK To understand Semistructured Interpretative
al. (2020) female, aged 2B4) lived experiences of MBT, interviews Phenomenologica
experiencing difficulties including their experiences of | Analysis
associated with BPD, change
attending MBT for at
least six months
6. Goldstein Seven participants USA To explore the nature and qualil a) Interviews Phenomenologica
(2020) (100% female, aged 28 of patients® i b)Administration |Analysis
45) with a diagnosis of clinicians, while receiving of the Core
BPD, having at least services in various settings Conflictual
three treatment or Relationship
therapy encounters for Theme
BPD (Relationship
Anecdotes
Pamldigm)
c¢) Relational Space
Mapping
7. Hodgetts et  Five participants (three UK To explore the experience of  Semistructured Interpretative
al. (2007) female, two male, aged Dialectical Behavioural Therapy interviews Phenomenologica
24-48) with experience for people with a diagnosis of | Analysis
in a DBT programme Borderline Personality Disorder
8. Hummelen Eight participants (100% Norway To explore the reasons for Interviews Philosophical
et al. (2007) female) diagnosed with patientsd prem Hermeneutics
BPD, having dropped of outpatient group therapy
out from outpatient
group psychothepy
0. Katsakou et 48 participants* (39 UK To explore how recovery in BPL Semistructured Framework
al. (2019) female, 9 male, mean occurs through routine or interviews Approach

age:36.5, range: 1&8)
with a diagnosis oBPD,
contact with mental
health services

specialist treatment, as perceive
by service users and therapists
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10. Lakeman & Six participants (mean Australia To explore the experience of ~ Semistructured Grounded Theory
Emeleus age: 20, range: 175) recovery from BPD in the interviewsat three
(2020) diagnosed with BPD, context of participation in a timepoints
participating in a DBT comprehensive DBT programm:
programme for youth
11. Langley &  Six participants* (five South To explore whafactors patients Conversational Interpretive
Klopper female) diagnosed with Africa and clinicians living with or interview Descriptive
(2005) BPD, with experience of caring for people with BPD Approach
inpatient and outpatient consider helpful in facilitating
services, and attendanc their mental health
at individual and group
therapy
12. Lonargain et Seven adults (five UK To explore how adults with Semistructured Interpretative
al. (2017) female, age range: 26 difficulties associated with BPD interview Phenomenologica
52)accessing MBT for experience intensive oghatient | Analysis
BPD between 2 and 15 MBT
months
13. Perseius et  Tenparticipants (100% Sweden To investigate patients and Semistructured Qualitative
al. (2003) female, age range: 22 therapists perception of receivir interview Content Analysis
49), with a diagnosis of and giving dialectical
BPD, having at least 12 behavioural therapy
months of DBT
intervention
14. Romeu 12 participants (100% Spain To identify the actions of mental Semistructured Qualitative
Labayen et female, age range: 20 health nurses that, according to interview Descriptive
al. (2020) 46) with a diagnosis of people with BPD, have Design

BPD, under the care of
mental health nurses
(care consisted of
unstructured weekly or
fortnightly individual
visits andparticipation
in a nursded DBT
group)

contributed to their recovery
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15. Tan et al. 36 participats (28 Multicentre To expl or e BPD Semistructured Qualitative
(2018) females, eight males) T experiences of receiving schem interview Content Analysis
diagnosed with BPD, Australia therapy, in intensive group or
having at least 12 The combinedgroupindividual
months of Schema Netherlands format.
Therapy Germany

*Studies also recruited other participants, including therapists and parents/carers, where data was presented separately
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Table 3: CASP ratings

Study CASP Total
Research  Recruitment Data Reflexivity Ethical Data Findings Value of
Design Collection Issues Analysis Research

1. Carrotte et 2 3 3 2 3 2 2 2 19
al. (2019)

2. Cunningham 2 1 2 1 1 2 1 1 11
et al. (2004)

3. Duarte et al. 3 1 2 2 2 2 2 2 16
(2019)

4. Dyson & 3 2 2 2 2 2 2 2 17
Brown (2016)

5. Gardner et 2 2 2 2 2 3 3 3 19
al. (2020)

6. Goldstein 2 2 2 2 1 2 1 1 13
(2020)

7. Hodgetts et 2 2 1 1 2 3 2 3 16
al. (2007)

8. Hummelen et 1 3 2 2 1 2 3 2 16
al. (2007)

9. Katsakou et 3 3 3 3 2 3 3 2 22
al. (2019)

10. Lakeman & 2 1 2 2 2 2 3 2 16
Emeleus

(2020)
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11.

Langley &
Klopper
(2005)

18

12.

Lonargain et
al. (2017)

21

13.

Perseius et al.
(2003)

19

14.

Romeu
Labayen et
al. (2020)

19

15.

Tan et al.
(2018)

21
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Table 4: Second order constructs from synthesised papers

Study

24 Order Constructs

Description

Carrotte et al. (2019)

Finding what works (for me)

Finding the right clinician who was validating, rpprdgmental and skilful, and able to
challenge.

(Mis)communication

Importance of clear, honest and sensitive communication throughout their treatment path

Complexities of care

Needing more experienced/specialised services, to be able to understand the severity of
attachmentelated difficulties, boundargetting and other interpersonal challenges.

Cunningham et al.
(2004)

Individual therapy

Emphasising the smooth working relationship they had with their therapist, characterized
clients as friendships @artnerships in which the therapist and client are on the same level
working together toward the same goal.

Duarte et al. (2019)

Context

The therapeutic setting, the goals and tasks expected from the therapist and the patient.

Relation of trust betwegmatient and
therapist

Allowing patient and therapist to work together and establish alias&d relationship.

Therapeutic listening

The feeling that the therapist listens, an activity characterized as judfieeand soothing.

Emotionalexperience

The i mportanctepeorfsdre dmeagwsmtner beyond t

The therapy finishes, the relationsh
remains

Closing therapy and the reconfiguration of the therapeutic relationship.

Dyson & Brown
(2016)

We are ondbut not together)

Negotiating the relationship with their therapist between their desire for attachment and ir
sense that their desire for connection cannot last.

Gardner et al. (2020)

My therapist and me

The importance of thiherapeutic relationship and therapist qualities such empathy, stabilit
consistency, and trust.

Being in the group

Feeling there was not enough time for each to explore issues in depth, and this led to fee
frustration and rejection by the grotigerapist.

Goldstein (2020)

To be seen and heard

The experience of o6real |l i steningd whict
joined in an experience

To be cared for

A need to feel cared for by their clinicians, engenderedtbynee r api st 6 s way
or listening.

To balance structure and flexibility

Participants described the ideal clinician as compassionate and caring without being indu
permissive.
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To be real: transparency, action, an
humanity

Theexperience therapist neutrality and inactivity as a barrier that discouraged the develo)
of closeness and safety in the relationship.

To address tension and conflict hee
on

The experiences of specific conflicts with their therapists and whethereze ultimately
experienced as therapeutic.

Hodgetts et al.

Non-specific factors of DBT

The relationship with individual DBT t he

(2007) support, but also the collaborative working relationship indgdielfdisclosures.

Hummelen et al. Negative Aspects of the Patiént Experiencing therapists6é passivity and |
(2007) Therapist Relationship differently with criticism, notice distress anglsponded to it more actively.

Katsakou et al. Confronting interpersonal difficulties Appreciating the opportunity to openly discuss and repair conflicts in their relationship wit
(2019) and practicing new ways of relating their therapist(s).

Balancing support and independen

Valuing the feeling of being understood and accepted by therapists, however, support ne:
be balanced with promoting independence, especially towards endings.

Lakeman & Emeleus
(2020)

Elements of Success

Elements sch as the relationship with the individual therapist tended to be prized very hig

Langley & Klopper
(2005)

Trust, a foundation

Trust was described by every patient as a foundation, the essential requirement for the
establishment anahaintenance of any relationship.

Available & accessible

Acknowledging that being available all times was not humanly possible, but being able to
negotiate contacting the therapist at set times.

Caring

Believing that the person cared if he or she wasgdeed as trying to understand, by really
listening, by being available and by accepting them as they were.

Trying to understand

Listening did not imply that the person did understand, but to focus on the tone of the me:
and try to clarify the content for the patient.

Professional

The importance of therapists that were honest, maintained confidentiality, able to appiyntd
therapeutic strategies with flexibility, remained calm but empathetic.

Trust takes time

Patient participants emphasized that trust took time to develop.

Hope

As trust develops, so they begin to trust themselves and the world around them and hope
emeges.

Lonargain et al.
(2017)

Building trust: a gradual but
necessary process during MBT

Learning to trust and feel comfortable with therapists was an essential process in order tc
from MBT, achieved with much more ease in individsegsions than group sessions.

Building trust in individual sessions
with minimal difficulty

Despite initially feeling uncertain about their individual therapists participants seemed to
quickly build trust with them.

The impact of programme structure
ard duration of attendance on
building trust

The impact of having their individual therapist in group sessions generally valued this, the
are an fAallyo in the group and this hel;g
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Perseius et al. (2003 Respect an€onfirmation is the

Foundation

The patients narrated the great respect, understanding and confirmation they have encot
in the DBT-therapists.

Discontinuity and Betrayal

Some of the patients stress the experience of discontinuity and feelingsagtbky therapists
and attendants, which for different reasons have ended the contact with them.

RomeulLabayen et
al. (2020)

Building trust: Perceiving the intere:
of the nurse

Perceiving that the mental health nurse was interested in thémejripersonal histories and ir
their distress.

Perceiving the n

Empathy allows the participants to trust the nurse. It shows the ability of the nurse to be
to help the person with BPD contain her emotions, to take up what shaithaand to support
her.

Feeling listened to

Putting distress into words to reflect and narrative construction that allowed them to posit
themselves as observers of their own experiences and view them from a different perspe

Beingempowered through
validation: Feeling validated

Experiences of feeling emotionally recognized, respected and valued.

Participating in treatment decisions

Il s the recognition that the nurse | ister
treatment transparently.

Tan et al. (2018)

Email access to therapists outside
working hours

The value of having email contact with therapists outside office hours, reflect a sense of ¢
and support from this form of therapist accessibility.

Extent to which patients feel
supported by their therapists

Having a good fit in the therapeutic relationship where they felt emotionally connected an
appropriately supported. Group therapists wereimgrosing and nofjudgmental, attuned,
creating a sermsof safety.
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Third order constructs Translated themes (from second

order constructs)

Contributing papers

Valuing a relationship

Wanting a relationship

Carrotteet al. (2019), Cunningham et al. (2004), Hodgetts et al. (2007), Katsakou et ¢
(2019), Perseius et 42003)

Individual vs group relationships

Cunningham et al. (2004), Dyson & Brown (2016), Gardner et al. (2020), Lakeman &
Emeleus (2020), Lonargain et al. (2017), Tan e24l18)

When a relation:

Dyson & Brown (2016), Katsakou et al. (2019)

Building a connection
(based on trust)

Trust Duarte et al. (2019);ardner et al. (2020), Lakeman & Emeleus (20Rahgley &
Klopper (2005), Longarian et §2017),RomeuLabayen et al (2020)

Time Langley & Klopper (2005)l.ongarian et al(2017)

Listening Duarte et al. (2019), Gardner et al. (2020), Goldstein (2020), Langley & Klopper (20C

RomeulLabayen et al. (2020T,an et al(2018)

Connecting on a human level

Duarte et al. (2019), Dyson & Brown (2016), Goldstein (2020), Hodgetts(@08l7), Tan
et al. (2018)

Professionalism

Carrotte et al. (2019), Goldstein (2020), Langley & Klopper (2005)

Feeling cared for

Goldstein (2020), Gardner et al. (2020), Hummelen ¢2a07), Katsakou et al. (2019),
Langley & Klopper (2005)RomeuLabayen et al(2020)

Developing hope

Lakeman & Emeleus (2020), Langley & Klopper (2005)

Coming together to
navigate the
therapeutic
relationship

Accessibility

Lakeman & Emeleus (2020), Langley & Klopper (2005)

Promoting autonomy

Carrotte et al. (2019), Cunningham et(2D04), Dyson & Brown (2016), Goldstein
(2020), Katsakou et al2019) RometLabayen et al. (2020)

Rupture and repair

Goldstein (2020), Hummelen et al. (2007), Katsakou €pal9)

Specialisknowledge

Carrotte et al. (2019), Langley & Klopper (2005), Perseius et al (2003)

Managing endings

Duarte et al. (2019pyson & Brown (2016)Katsakou et ali2019), Perseius et al. (2003
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Figure 1: Flowchart of study selection
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Appendix 1-A: Seven Phases of Met&thnography

Seven phases of Metthnography bioblit and Hare (1988)

Phase 1: Getting startedidentifying an intellectual interest that [synthesis of] qualitative research might
inform' [pp.26]. The focus of the synthesis may be revised through reading the individual qualitative sfudies

substantive interest derived from comparison of any given set of studies' [pp.28]. Searches for studies need

Phase 2: Deciding what is relevant to the initial interegtidy selection should be 'driven by some
not be exhaustive because 'unless there is a substantive reason for an exhaustive search’ [pp.28]

Phase 3: Reading the studiethe repeated reafing of studies and noting of concepts or themes with clpse
attention to the detail in the studies and what they tell you about your area of interest [pp.28]

Phase 4: Determinging how the studies are relatby creating a 'list of key metaphorsm phrases, idea
and/or concepts (and their relations) used in each account and to juxtapose them' [pp28] or order to make
an intial assumption about how the studies relate to one and other.

) ) e N s N )

Phase 5: Translating the studies into one and othibe concepts and themes in each study account an
their interactions are systematically compared or 'translated’ while retaining the structure of relationships
between central concepts/themes within accounts.

Phase 6: Synthesising translatioriganslations can be compared to one and other to see if there ar
common types of translation or if some translations encompass those from other studies. In these cases, a
second level of synthesis is possible, to reach new interpretations/conceptual understandings.

Phase 7: Expressing the synthegaloring the communication of the synthesis to the intended audiences
culture and laguage so that it is intelligible and useful to them
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Appendix 1-B: Author Guidelines (Psychology and Psychotherapy: TheoryResearch
and Practice)

PAPTRAP AUTHOR GUIDELINES

Sections

Submission

Aims and Scope

Manuscript Categories and Requirements
Preparing the Submission

Editorial Policies and Ethical Considerations
Author Licensing

Publication Process After Acceptance

Post Publication

Editorial Office Contact Details

CoNoOR~WNE

1. SUBMISSION

Authors should kindly note that submission implies that the content has not been published or
submitted for publication elsewhere except as a brief abstract in the proceedings of a scientific
meeting or symposium.

Once the submission materials have been prepared in accordance with the Author
Guidelines, manuscripts should be submitted online
at http://www.editorialmanager.com/paptrap

Click here for more details on how to use Editorial Manager.

All papers published in the Psychology and Psychotherapy: Theory Research and Practice are
eligible for Panel A: Psychology, Psychiatry and Neuroscience in the Research Excellence
Framework (REF).

Data protection:

By submitting a manuscript to or reviewing for this publication, your name, email address, and
affiliation, and other contact details the publication might require, will be used for the regular
operations of the publication, including, when necessary, sharing with the publisher (Wiley) and
partners for production and publication. The publication and the publisher recognize the
importance of protecting the personal information collected from users in the operation of these
services, and have practices in place to ensure that steps are taken to maintain the security,
integrity, and privacy of the personal data collected and processed. You can learn more

at https://authorservices.wiley.com/statements/data-protection-policy.html.

Preprint policy:

This journal will consider for review articles previously available as preprints. Authors may also
post the submitted version of a manuscript to a preprint server at any time. Authors are
requested to update any pre-publication versions with a link to the final published article.

2. AIMS AND SCOPE

Psychology and Psychotherapy: Theory Research and Practice is an international scientific
journal with a focus on the psychological aspects of mental health difficulties and well-being; and
psychological problems and their psychological treatments. We welcome submissions from
mental health professionals and researchers from all relevant professional backgrounds. The
Journal welcomes submissions of original high quality empirical research and rigorous theoretical
papers of any theoretical provenance provided they have a bearing upon vulnerability to,
adjustment to, assessment of, and recovery (assisted or otherwise) from psychological disorders.
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Submission of systematic reviews and other research reports which support evidence-based
practice are also welcomed, as are relevant high quality analogue studies and Registered
Reports. The Journal thus aims to promote theoretical and research developments in the
understanding of cognitive and emotional factors in psychological disorders, interpersonal
attitudes, behaviour and relationships, and psychological therapies (including both process and
outcome research) where mental health is concerned. Clinical or case studies will not normally
be considered except where they illustrate particularly unusual forms of psychopathology or
innovative forms of therapy and meet scientific criteria through appropriate use of single case
experimental designs.

All papers published in Psychology and Psychotherapy: Theory, Research and Practice are
eligible for Panel A: Psychology, Psychiatry and Neuroscience in the Research Excellence
Framework (REF).

3. MANUSCRIPT CATEGORIES AND REQUIREMENTS

1 Articles should adhere to the stated word limit for the particular article type. The word
limit excludes the abstract, reference list, tables and figures, but includes appendices.

Word limits for specific article types are as follows:

Research articles: 5000 words
Qualitative papers: 6000 words
Review papers: 6000 words
Special Issue papers: 5000 words

= =4 - =4

In exceptional cases the Editor retains discretion to publish papers beyond this length where the
clear and concise expression of the scientific content requires greater length (e.g., explanation of
a new theory or a substantially new method). Authors must contact the Editor prior to submission
in such a case.

Please refer to the separate guidelines for Registered Reports.
All systematic reviews must be pre-registered.
Brief-Report COVID-19

For a limited time, the Psychology and Psychotherapy: Theory, Research and Practice are

accepting brief-reports on the topic of Novel Coronavirus (COVID-19) i n | ine with the
main aims and scope (outlined above). Brief reports should not exceed 2000 words and should

have no more than two tables or figures. Abstracts can be either structured (according to

standard journal guidance) or unstructured but should not exceed 200 words. Any papers that

are over the word limits will be returned to the authors. Appendices are included in the word limit;

however online supporting information is not included.

4. PREPARING THE SUBMISSION

Free Format Submission

Psychology and Psychotherapy: Theory, Research and Practice now offers free format
submission for a simplified and streamlined submission process.

Before you submit, you will need:

1 Your manuscript: this can be a single file including text, figures, and tables, or separate
files T whichever you prefer. All required sections should be contained in your
manuscript, including abstract, introduction, methods, results, and conclusions. Figures
and tables should have legends. References may be submitted in any style or format, as
long as it is consistent throughout the manuscript. If the manuscript, figures or tables are
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difficult for you to read, they will also be difficult for the editors and reviewers. If your
manuscript is difficult to read, the editorial office may send it back to you for revision.

1 The title page of the manuscript, including a data availability statement and your co-
author details with affiliations. (Why is this important? We need to keep all co-authors
informed of the outcome of the peer review process.) You may like to use this
template for your title page.

Important: the journal operates a double-blind peer review policy. Please anonymise your
manuscript and prepare a separate title page containing author details. (Why is this
important? We need to uphold rigorous ethical standards for the research we consider for
publication.)

1 An ORCID ID, freely available at https://orcid.org. (Why is this important? Your article, if
accepted and published, will be attached to your ORCID profile. Institutions and funders
are increasingly requiring authors to have ORCID IDs.)

To submit, login at https://www.editorialmanager.com/paptrap/default.aspx and create a
new submission. Follow the submission steps as required and submit the manuscript.

If you are invited to revise your manuscript after peer review, the journal will also request the
revised manuscript to be formatted according to journal requirements as described below.

Revised Manuscript Submission
Contributions must be typed in double spacing. All sheets must be numbered.

Cover |l etters are not mandatory; however, they may
should be pasted into the 6Commentsé box in Editor
Parts of the Manuscript
The manuscript should be submitted in separate files: title page; main text file; figures/tables;
supporting information.
Title Page
You may like to use this template for your title page. The title page should contain:
1 A short informative title containing the major key words. The title should not contain
abbreviations (see Wiley's best practice SEO tips);
1 A short running title of less than 40 characters;
1 The full names of the authors;
1 The author's institutional affiliations where the work was conducted, with a footnote for
the authorés present address if different from
1 Abstract;
1 Keywords;
1 Data availability statement (see Data Sharing and Data Accessibility Policy);
1 Acknowledgments.
Authorship
Pl ease refer to the jour nal Bdicieaand Hthical €dmsidpratipns| i cy i n

section for details on author listing eligibility. When entering the author names into Editorial
Manager, the corresponding author will be asked to provide a CRediT contributor role to classify
the role that each author played in creating the manuscript. Please see the Project

CRediT website for a list of roles.

Abstract

Please provide an abstract of up to 250 words. Articles containing original scientific research
should include the headings: Objectives, Design, Methods, Results, Conclusions. Review articles
should use the headings: Purpose, Methods, Results, Conclusions.

Keywords
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Please provide appropriate keywords.
Acknowledgments

Contributions from anyone who does not meet the criteria for authorship should be listed, with
permission from the contributor, in an Acknowledgments section. Financial and material support
should also be mentioned. Thanks to anonymous reviewers are not appropriate.

Practitioner Points

All articles must include Practitioner Points i these are 2-4 bullet point with the heading
6Practitioner Pointsd. They should briefly and cle
professional practice. (The Practitioner Points should be submitted in a separate file.)

Main Text File

As papers are double-blind peer reviewed, the main text file should not include any information
that might identify the authors.

The main text file should be presented in the following order:

Title

Main text

References

Tables and figures (each complete with title and footnotes)
Appendices (if relevant)

=A =4 -4 -4

Supporting information should be supplied as separate files. Tables and figures can be included
at the end of the main document or attached as separate files but they must be mentioned in the
text.

1 As papers are double-blind peer reviewed, the main text file should not include any
i nformation that might identify the authors. Pl
affiliations and always refer to any previous work in the third person.

1 The journal uses British/US spelling; however, authors may submit using either option, as
spelling of accepted papers is converted during the production process.

References

References in published papers are formatted according to the Publication Manual of the
American Psychological Association (6th edition). However, references may be submitted in any
style or format, as long as it is consistent throughout the manuscript.

Tables

Tables should be self-contained and complement, not duplicate, information contained in the

text. They should be supplied as editable files, not pasted as images. Legends should be concise

but comprehensive i the table, legend, and footnotes must be understandable without reference

to the text. Allabbrevi at i ons must be defined in footnotes. Fooc
used (in that order) and *, **, *** should be reserved for P-values. Statistical measures such as

SD or SEM should be identified in the headings.

Figures

Although authors are encouraged to send the highest-quality figures possible, for peer-review
purposes, a wide variety of formats, sizes, and resolutions are accepted.

Click here for the basic figure requirements for figures submitted with manuscripts for initial peer
review, as well as the more detailed post-acceptance figure requirements.

Legends should be concise but comprehensive i the figure and its legend must be
understandable without reference to the text. Include definitions of any symbols used and
define/explain all abbreviations and units of measurement.

Colour figures. Figures submitted in colour may be reproduced in colour online free of charge.
Please note, however, that it is preferable that line figures (e.g. graphs and charts) are supplied
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in black and white so that they are legible if printed by a reader in black and white. If an author
would prefer to have figures printed in colour in hard copies of the journal, a fee will be charged
by the Publisher.

Supporting Information

Supporting information is information that is not essential to the article, but provides greater
depth and background. It is hosted online and appears without editing or typesetting. It may
include tables, figures, videos, datasets, etc.

Click heref or Wil eyds FAQs on supporting information.

Note: if data, scripts, or other artefacts used to generate the analyses presented in the paper are
available via a publicly available data repository, authors should include a reference to the
location of the material within their paper.

General Style Points
For guidelines on editorial style, please consult the APA Publication Manual published by the

American Psychological Association. The following points provide general advice on formatting
and style.

Language: Authors must avoid the use of sexist or any other discriminatory language.
Abbreviations: In general, terms should not be abbreviated unless they are used
repeatedly and the abbreviation is helpful to the reader. Initially, use the word in full,
followed by the abbreviation in parentheses. Thereafter use the abbreviation only.

1 Units of measurement: Measurements should be given in SI or Sl-derived units. Visit
the Bureau International des Poids et Mesures (BIPM) website for more information
about Sl units.

Effect size: In normal circumstances, effect size should be incorporated.

Numbers: numbers under 10 are spelt out, except for: measurements with a unit
(8mmol/l); age (6 weeks old), or lists with other numbers (11 dogs, 9 cats, 4 gerbils).
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Wiley Author Resources

Manuscript Preparation Tips: Wiley has a range of resources for authors preparing
manuscripts for submission available here.| n parti cul ar, we encourage aut
best practice tips on Writing for Search Engine Optimization.

Article Preparation Support: Wiley Editing Services offers expert help with English Language
Editing, as well as translation, manuscript formatting, figure illustration, figure formatting, and
graphical abstract design i so you can submit your manuscript with confidence.

Also, check out our resources for Preparing Your Article for general guidance and the BPS
Publish with Impact infographic for advice on optimizing your article for search engines.

5. EDITORIAL POLICIES AND ETHICAL CONSIDERATIONS
Peer Review and Acceptance

Except where otherwise stated, the journal operates a policy of anonymous (double blind) peer
review. Please ensure that any information which may reveal author identity is blinded in your
submission, such as institutional affiliations, geographical location or references to unpublished
research. We also operate a triage process in which submissions that are out of scope or
otherwise inappropriate will be rejected by the editors without external peer review. Before
submitting, please read the terms and conditions of submission and the declaration of
competing interests.

We aim to provide authors with a first decision within 90 days of submission.

Further information about the process of peer review and production can be found in ¢Vhat
happens to my paper?6Appeals are handled according to the procedure recommended by
COPE. Wiley's policy on the confidentiality of the review process is available here.
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Clinical Trial Registration

The journal requires that clinical trials are prospectively registered in a publicly accessible
database and clinical trial registration numbers should be included in all papers that report their
results. Authors are asked to include the name of the trial register and the clinical trial registration
number at the end of the abstract. If the trial is not registered, or was registered retrospectively,
the reasons for this should be explained.

Research Reporting Guidelines

Accurate and complete reporting enables readers to fully appraise research, replicate it, and use
it. Authors are encouraged to adhere to recognised research reporting standards.

We also encourage authors to refer to and follow guidelines from:

9 Future of Research Communications and e-Scholarship (FORCE11)
M The Gold Standard Publication Checklist from Hooijmans and colleagues
1 FAIRsharing website

Conflict of Interest

The journal requires that all authors disclose any potential sources of conflict of interest. Any
interest or relationship, financial or otherwise that might be perceived as influencing an author's
objectivity is considered a potential source of conflict of interest. These must be disclosed when
directly relevant or directly related to the work that the authors describe in their manuscript.
Potential sources of conflict of interest include, but are not limited to: patent or stock ownership,
membership of a company board of directors, membership of an advisory board or committee for
a company, and consultancy for or receipt of speaker's fees from a company. The existence of a
conflict of interest does not preclude publication. If the authors have no conflict of interest to
declare, they must also state this at submission. It is the responsibility of the corresponding
author to review this policy with all authors and collectively to disclose with the submission ALL
pertinent commercial and other relationships.
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Authors should list all funding sources in the Acknowledgments section. Authors are responsible

for the accuracy of their funder designation. If in doubt, please check the Open Funder Registry
for the correct nomenclature: https://www.crossref.org/services/funder-registry/

Authorship

All listed authors should have contributed to the manuscript substantially and have agreed to the
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Appendix 1-C: Practitioner Points for Journal Submission

Practitioner points:

1 The therapeutic relationship is known to be a key factor in contributing to successful
therapy outcomes$iowever no systematic reviews has considered how the therapeutic
relationship is experienced for people who meet criteria for a diagnosis of BPD.

1 Across the different psychological interventions reviewed, the therapeutic relationship
was found to be padillarly important to people with a diagnosis of BPD, with an
emphasis on building a trubised relationship with their therapist.

T Therapistsd rigid adherence to treat ment
impacted negatively on the therapeuti@atieinship, more persecentred and
individualised approaches in therapy could help to address this.

1 Open discussion about the nature of the therapeutic relationship were beneficial to
participants and should be encouraged by practitioners as part oblagycal

therapy.
1
Noblit, G. W., & Hare, D. R. (1988gta-ethnography synthesizing qualitative studi&age
Publications.
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Abstract

Objectives Receiving a mental health diagnosis is a significant moment for many service
users. However, the diagnosisBurderline Personality DisordéBPD) is particularly
contentious and laden with stigma, therefore it is particularly important to understand how
receiving this diagnosis affects individuals. This study aims to explore seisece

perceptions of how reseng a diagnosis of BPD affects wellbeing.

Design:A constructivist grounded theory method was used to analyse data from qualitative

interviews

Methods:Nine people who had received a diagnosis of BPD in the last five years participated

in semistructural interviews.

ResultsTwo key processes were highlighted as important in considering how receiving a
diagnosis of BPD is thought to have affected the wellbeing of participants. Firstly, the way in

which the diagnosis was communicated, as this laid faumnda ns f or parti ci pan
of the diagnosis. Secondly, participantso6 ex
disadvantages of living with the diagnosis, which included the responses of services, the

influence on participan@social relationships and impact of stigma.

Conclusiors. Although participants reported benefits of being able to access therapy, there
was significant negative impact on wellbeing associated with receiving a diagnosis of BPD.
Clinical implications to impove the experiences and wellbeing of people with a diagnosis of

BPD are discussed. Limitations and areas for future research are also considered.

Keywords: Borderline Personality Disorder, Diagnosis, WellbeBiigma.
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Receiving a mental health diagnosisccompanied by a range of individual
responses including relief and validatidviilton & Mullan, 2014) but also stigma, perceived
powerlessness atidhited access to servicéRose & Thornicroft, 2010; Van Den Tillaart et
al.,,2009) al | of which wil!|l l' i kely i mpact a pers
disclosing a mental health diagnosis has received much attesxtiomly and is seen as a

particularly important event to servicsergPerkins et al., 2018)

Borderline personality disorder (BPD) is one of the most commonly used diagnoses in
mental health setting8eckwith et al., 2014)it is associated with significant difficulties,
including risk of suicide, a struggle to regulate emotions and difficulties controlling impulses,
often meaning people with a BPD diagnosis have significant support from mental health
serviceqAviram et al., 2006; Lariviére et al., 201®revalence rates giudies varywith
estimates suggesy between 10% and 40% of servgsers in outpatient and primary care
settings have this diagnoglseb et al., 2004; Newtehlowes et al., 2010; Zimmerman et al.,
2005) However there are arguments and controversies surrounding the diagnosis. It has been
argued that people who are labelled with BPD by mental health services are made to feel as if
ithey are deserving of care and trmali ti onal
scorned aPithrind 2081, p. 268 Tth@impact of receiving a BPD diagnosis is
therefore important to understand,itais associated with significant stigma, difficulties when

accessing servicesd a lack of understanding from professioii@talker et al., 2005)

Psychologicalperspectives

The difficulties associated with a BPD diagnosis can be understood from a
psychological perspective, drawing on trauma and attachment theories. This may help to
understand the aetiology of contributing factors which lead to difficulties ithat a

conceptualised as 6BPDOG. For example, the in
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highlighted as significar{Linehan, 1993as t is widely acknowledged that abuse and

neglect are closely linked to the developmaidifficulties associated with a BPD diagnosis

(Ball & Links, 2009; Pietrek et al., 2013; Widom et al., 200®wever, these studies are

only correlationalsuggeshg additional factors such as resilience, opportunities for positive
interactions and the development of adaptive coping strategies may mediate the development
of difficulties (Alwin et al., 2006; Runtz & Schallow, 199 Nevertheless, some thrges

about the mechanisms of why developmental trauma may lead to difficulties associated with
a BPD diagnosis have been proposed. One such theory proposesutnaticandabusive
environments may mean that emotional responses in children are inva{ldatdthn,

1993) and parents and carers in these environments may find it difficult to teach children

how to regulate and tolerate emotighisighes et al., 2012; Kuo et al., 2015)

The development of the difficulties associated with a BPD diagnosis can also be
understood urg attachment theory. Attachment theory, as proposé&blyby (1969,
1973) suggests the bond which @&deps between child and caregiver is rooted in survival
andcomfots eeki ng and interactions between chil d
wor king model 6 oAnsworlthetas01l3 | asdi 6t leelr €hi |l dr en
attachment as either, secure, avoidant or anxious/ambivalent, with disorganised being added
later(Main & Solomon, 1986)Research has sha a consistent negative correlation between
measures of O6BPD sympt omsd (l,ewwd200i)dasur es of s
attachment framework could be useful for understanttieglifficulties associated with BRPD
The attachment behaviours seen in children with an anxious/ambivalent attachment style,
such as fearing abandonment and the seemingly extreme efforts taken to avoid this, are
captured in the diagnostic symptoms of B@Msquera et al., 2014urthermore,

disorganised attachment is typified by an appremabidance dilemma, whereby to seek

comfort a child may need to approach an abusive or threatening figure, and displays an
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apparent Ofr ee z esiuationg(ldopmes) 20@4; Mam, 1395)trhas eeh u |
hypothesised that the approaamypidance dilemma may mean a consistent internal working
model for the slf and others is not developed, and the sense of self and others is incoherent
(Liotti, 2000). This may account for some of the diffites associated with a BPD diagnosis,

such as the lack of a stable sense of self and stress related diss{diattior2014).

Taking a psychological perspective and using formulation is an important step in
considering the development of difficulties and can offer a more individualised understanding
than can be described by a diagnostic label alGaeey & Pilgrim, 2010; Macneil et al.,

2012) Psychological formulation is based on the asgsuinp n At hat however
confusing, risky, destructive, over whel min
behaviours are, there i(3ochmstone2018, p.BDhmbdsi ng s
been shown to be an important step for serusers, increasing feelings of being understood

and developing insight into difficultiggialpin et al., 2016; Pain et al., 2008; Redhead et al.,
2015) For someone with a BPD diagnosis, psychological formulation could offer a more
individualised understanding of their difficulties and persentred approacio

interventiongKramer & Zanarini, 2019)

Impact of a mental health diagnosis

Although psychological formulation can offer understanding and insight into how
difficulties may have arisen, labelling the difficultiegtwa diagnosis is commonplace
(Basco et al., 2000; Frances, 2QIR)ere is much resech into the impact of receiving a
ment al heal th diagnosi s, -emddgehd i®enasellybesy de s
2003, p. 203)People with a mental health diagnosis describe equaas of stigma
including,; internalising stigma by believi

others and also institutional stigma in the form of ignorance, culture and a lack of

un

g,

en

cr

ng
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understandingHuggett et al., 20180n the other hand some people find having a mental
health diagnosis validating of their distress, aiding feelings of containment atinissesean

important step in getting suppd@Milton & Mullan, 2014; Perkins et al., 2018)

When considering the impact of receiving a BPD diagnosis, similar themes have been
found. Research has shown discrepancies between sargioer s0 per cepti ons o0
helpfulness of the diagnosignging from it being derogatory and exclusionary, to feeling it
provided relief and explains struggles welbrn et al., 2007; Stalker et al., 200Bpwever,
thereis much literature surrounding experiences of discrimination and stigma for people with
a BPD diagnosis. Serviagsers report that having the label of BPD means that services
perceive them as 0di (Morrisceual., 20d4amddhatipeople withaa n i n
BPD diagnosis are treated differently by mental health ser(vzaslyk et al., 2019)it
appears that for people with a BPD diagnosis, the experiences of stigma are then internalised

and are reported to impact negatively on their ownisefe(Veysey, 2014)

Despite a move towards collaborative patient centred care, the diagnosis of BPD is
still being given in less than collaborative w#$ssti et al., 2016)It has been highlighted
that clinicians may not disclose to an individual thdismnosis of BPD has been made,
believing that serviceisers may feel hopeless at the sense of stigma and perceptions of BPD
as being untreatab{eequesne & Hersh, 2004; Sulzer et al., 2016Hulzer et al. (2016}
was highlighted that when servicsers later learnt of their diagnosis, they ended their
treatmentpotentiallyperpetuating the stigma by becoming more ostracised. It therefore
appears that the way which a diagnosis is disclosed, or otherwise discovered, may
influence a personso6 r esponnakhsalthtandwellbeng di agno

(Horn et al., 2007)

Aim of the study
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Previous research has focused on the i mpa
sense of self (Veysep014), views on how the diagnosis conceptualises difficulties (Horn et
al., 2007; Stalker et al., 2005), and serviser experience of services (Fallon, 2003; Horz et
al., 2010). However as far as the author is aware there has been no researclspeattfibe
process of receiving a diagnosis of BPD and
Therefore, the aim of this study is to explore seruser perceptions of how receiving a
diagnosis of BPD affects wellbeing. For the purposes of thisstudytt er m Awel | bei n
understood as a dynamic concept encompassing the psychological, social and physical

resources and challenges a person féi@dedge et al.2012)
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Method

Design

A qualitative design was used to explore the perceptions of participants in this study,
with a constructivist grounded theory approach employed to collect and analyse the data
(Charmaz, 2006)Unlike positivist grounded theoflaser & Strauss, 196&his approach
assumes there is no objective truth to be discovered, instead seeking to lexpipeeple
construct their experiences. This was felt to be the most e way to address the aims
of the study, as this provides a framework to understand a particular phenomenon (wellbeing)

and develop a theory about the phenomenon which is grounded in the data.

Participants

Participants were recruited from adult mett@alth services, including a specialist
Personality Disorder Management Service and a Community Mental Health Team in two
separate NHS trusts in the North West of England, and via advertising the research on social
media sites Facebook and Twitter. Thigsito ensure a range of participants were selected

and inclding those who may not be currently accessing services.

The inclusion and exclusion criteria were;

Inclusion criteria-

1 Aged 18+ at the time of diagnosis

1 Have aformal diagnosis of BPD or emotionally unstable personality disorder (EUPD)
1 Have been informed of their diagnosis

1 Received their diagnosis in the last 5 years

T Living in the UK

Exclusion criteria-



BPD DIAGNOSIS AND WELIBEING 2-9

1 Individuals still undergoing assessment for BPD or EWPWith an informal,

redactedr queried diagnosis

These criteria were chosen to ensure that participants could accurately recall the events
surrounding their diagnosis being communicated to them and ensure that a diagnosis would

have been made using tla¢est edition of both the Diagnostic and Statistical Manual of

Mental Disorderg2013)and International Statistical Classification of Dised2€9€4)

di agnostic manuals. Although the diagnosis o
liaison with services, the decision was made to recruit both people with a diagnosis of BPD

and EUPD as services vary between which diagnostic terminology is used but the diagnoses

are considered analogo(isai et al., 2012)

Procedure

Recruitment

Potential participants contacted the researcher via details on social media adverts or
study information sheets, which were handed out to eligible sewgies at recruitment sites.
13 individuals expressed an interest in participating,abfpteted demographic information
forms (see Ethics Section) and nine completed an intervid\participants identified as
female and were below the age of #8@ble 1 illustrates the demographic features of the
participants; pseudonyms have been usgutdtect anonymity. The first three individuals
who made contact were initially interviewed and following this, recruitment was conducted
on the basis of theoretical samplif@harmaz, 2006)This involvedreviewing the
demographic information forms completed by participantsliarsbn with recruitment sites
to focus recruitment efforts on those individuals with experiences which, it was hoped, would

provide data that would refine emerging themes and categories.

Data collection
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Participants attended an interview via telephone or online video platform Microsoft
Teams, which was arranged at a time of their preference. Participants were interviewed with
the aid of a flexible topiguidewhich was developed following liaison with srgisors and
people with lived experience of difficulties associated with a BPD diagnosis (see Ethics
Section). Semstructured interviews allowed for structure but also enabled flexibility for
participants to raise topics they felt were relevant to tAématopic guidewas adapted and
refined as the research progressed to ensure subsequent interviews covered emerging themes
and categories. The interviews included recording consent, the interview itself and debriefing.
Following the interview participantsere asked if they would like a copy of the findings.
Interviews lasted between 48 and 76 minutes and were recorded using a digital audio

recorder.

Ethical Considerations

This study was approved by Lancaster University and the project was given full
ethical approval by the Oxfor@8 Research Ethics Committee and corresponding Research

and Development Departments for the recruiting NHS trusts.

Prior to participating in the interview all participants provided informed consent.
Names given inthisreportaregudonyms t o protect participan
information that was deemed to be identifiable, such as services or locations was retracted
from interview transcripts. At the end of each interview the researcher checked how the
participant haddund taking part in order to offer a debrief and signposting as appropriate, no

participants reported being distressed by the interview process.

Data analysis

In line with constructivist grounded theory methods, data analysis was conducted

alongside dataatlection(Charmaz, 2006)nterviews were transcribed and initially analysed
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using lineby-line coding to produce initial codes. The most frequent or significant initial
codes were then grouped into focused codes which represented more comprehensive
segments of data (Table 2). During this process memos were recorded by theegesearch
which captured reflections and ideas about how codes may relate to the emerging model
(Appendix 2A). The use of memos allowed for consideration of areas which needed to be
explored in greater depth in subsequent interviews and gaps in the emergihglimsde
process was iterative and completed in groups of three interviews at a time with the

researcher using constant comparison methods between already coded and raw data.

The analysis of this data ai medDey,or the p
1999) whereby enough data has been generated to suggest categfficeent enough to
build a theory. This is also in keeping with a constructivist approach which would argue that
it would not be possible to achieve 06theoret

grounded theoryCorbin & Strauss, 2015)

Quality and reflexivity

The role and influence of the researcher are important considerations when taking a
constructivist grounded theory approdCGiarmaz, 2006)Throughout the research process
the researcher engaged in frequent supervision with two research supervisoeseareh
supervisor listenetb arecording of the first interview to ensure rigor and quality of the
interviews. Both research supervisors were consulted throughout the generation of line by
line and focused coding, reflections gathered in memos aneWetoging modelThefield
supervisowor ki ng in a special i swascorBuitedsocheeklthet y Di

final model.

The researcher keptraflective diary where theyexaminedheir own positionn relation to

the research. This includedentifyingtheir role as a trainee clinical psychologist and
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experiences of working with people witlB®D diagnoss. Assumptions identified included
that people with 8PD diagnosis would have negative experiences when encountering
mental healtiservices and personal views on the usefulness of diagnoses in general. To
mitigatethe effects othese assumptions interview questions were framed neutrally and
discussions held with supervisors to ensure transparency during data collection and
interpretdion. Excerpts from the interviews and analysis process are included in the results
and appendes to ensure transparent data interpretation (see Table 3 for example
development of conceptual categoithwever,takinga constructivist approacheans
acknavledgng and being aware dheinfluence of the researclisexperiencesn process
and outcomes of the reseawid that this will affect the generated ddtherington, 2004;
Finlay, 2002) For exampleby thereseacheridentifying themselves asteinee clinical
psychologistthis may communicate to participants some knowledge of mental health
systems andtructure, assuming shared language anderstandingghenexperiences of

divergence and differeneeay have been underexplored.
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Results

A theoretical model was developed from the interviews and data analysis (Figure 1).
This provides a diagrammatic representation of events and processes, beginning with
participantdreflections on their lives before the BPD diagnosis, their experiences of
receiving a diagnosis of BPD and how these impact on wellbeing. Two key mechanisms were
identified as influencing how receiving a diagnosis of BPD is thought to have affected the
wellbeing d participants. Firstly, the way in which the diagnosis was communicated, as this
|l aid foundations for participantsd perceptio
seeking. Secondly, participantsd o®tgoing exp
disadvantages of living with the diagnosis. These mechanisms culminated in participants

being able to evaluate the impact of receiving a diagnosis of BPD on their wellbeing.

Life pre-diagnosisinevery day was a battl eo

Participants contextualised theixperiences by reflecting on their life in the weeks,
months and sometimes years before receiving a diagnosis. All participants described
struggling with their mental health to some extent prior to diagnosis, with some hadng

significant contact with ®ntal health services and needing to frequently utilise support in

times of <crisis. Lucy spoke about being fin
been Astruggling on and off for yearso. For
experiencingneant t hey were actively suicidal,, San

here anymoreo and Katgehddmyiplaheed everythi

Participants had a sense that their difficulties were more significant than their
diagnoses at that time weregpbaring. Some participants reported being given other mental
health diagnoses in the past, however these diagnoses did not feel like they adequately

described the difficulties participants were experiencing. As Rachel explained; "I've not
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actuallygotadignosi s ot her than depression, which \
depression what I'm going through, like | want to know what is wrong with me". Steph felt

her previous diagnosésdn ot Af ul |y captured whattkind had be
of i nvalidating because | al ways wanted to s
feeling significantly concerned about their mental health, feeling that there was something
seriously wrong with them and making them concerned theg dgeing ma@é(Sandra and

Lala).

Receiving the diagnosi$ a myriad of experiences

The experiences of receiving a diagnosis of BPD varied greatly between participants.
Two main methods of communicating the diagnosis were used; direct, where the diagnosis
was given in a faceo-face setting such as an appointment with a mental healtbsgrohal,

or indirect, where the diagnosis was given via a secondary source such as a letter.

Five participants (Steph, Lala, Megan, Rachel and Katy) received their diagnosis
directly from a mental health professional, such as a psychiatric nurse, p&yapat, or a
psychiatrist. Lala and Rachel discussed how direct communication of the diagnosis enabled
them to describe difficulties to a professional using their own words and allowed for an
Aopportunity to expl ai n tabhathheen hdppesingintmgt her ap
|l ifedo (Lala). Megandbs experience was distinc
di agnostic criteria for APTSD, BPD, Bi pol ar
woul d you say t hbahagreedona didgyaosidhoeEPD asditting best.y
Participants valued these collaborative conversations as it meant they could get information
about potential treatments such as therapy and medication. Having the diagnosis
communicated facto-face enaldd participants to have conversations within which they felt

reassured and Haheir worries about the diagnosis contained. Lala remembers her therapist
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saying Awhatodés happened is not my fault and
withthingsad it s just something that happens bas
me. 0 Megan was told by her diagnosing psychi
However, Katyfelt thatdespite being given her diagnosis in a faeéace meeting

profesi onal s were finot really explaining anyth

Four participants (Jess, Tia, Sandra and Lucy) described receiving their diagnosis
indirectly. Participants seemed to come across their diagnoses inadvertently, Tia saw the term
OEU®Dappear on her GP computer sclgaen and Lu
paperwork. For Jess and Sandra their diagnoses came, unexpectedly, via discharge letters in
the post. These participadexperiences were characterised by being distinctly
uncolaborative, withtheseparticipantgeceivingno explanatiorof what a diagnosis of BPD
meant noopportunity to offer their own perspectives on the difficulties or contribute to an
assessment process. Lucy recalled when she read her diagnosis she draeVarelieard of
it [BPD] before, | was like, what is that?" The uncollaborative nature of how these diagnoses
were made and given | eft participants feelin
(Jess), this was expltaelnleidnd ys dmeanmea, ach byo wn
canceréhow do you know you havendt even asse

know youdbve got it.o
Responding to the diagnosisf r om At hank youo to fAwhatds wro

Regardless of the way in which the diagnosis was given, every participant spoke of an
initial sense of relief when they received the diagnosis. Being gidegaosis allowed
participants to feel relieved as they believed this meant mental health professionals finally
understood what was happening and that this would lead to more appropriate and helpful

support.
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| almost was relieved as well when he gave meedihignosis at that point because, it's
not a | abel | particularly wanted, |  wasn
disorder how amazing, but it felt like, OK, so this is what it is and now we know what

it is, | 6m goi nggdingtohept(Megant r eat ment t hat

After this initial sense of relief participadiesponses seemed to be influenced by the
way in which the diagnosis was given. For those participants who were given the diagnosis
directly, many had a chance to talk through whatlihgnosis meanhavethe difficulties
associated with the diagnosis explained clearly and discuss potential treatment options with
professionals and were more likely to recall positive responses to the diagnosis. This helped
participants feel as thoughaeiving the diagnosis was a helpful and necessary step in getting
the right support for the difficulties they were experiencing. Participants also recalled the
containing nature of having a diagnosis which helped them to make sense of their
experiences,tSeph recall ed her responses to the dia
that makes sensedo and for Lala figetting the
explain to me what exactly it is that | am going through, you know | think thadl saye

l'ife. o

However, for participants who had received the diagnosis indirectly, relief was often
accompanied by feelings of anger, frustratiod anrry. For some this was at the way in
which the diagnosis was communicated, Lucy reflected on her anfggér ite f act t hat
just |l etting me find that out on a piece of
to worry about being seen as Acrazyo and won
(Tia). ParticipantSnegative responses seemetkéd to the diagnosis being evaluated as
being less helpful for these participants as they did not perceive there to be benefits

associated with receiving the diagnosis, and feeling as though the diagnosis of BPD was not
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accurate as they were unable taeofbrofessionals their own perspectives on their

difficulties.

Finding out more about the diagnosis igoogl e i s probably the wor

Every participant discussed how they purposefully found out more about the
diagnosis of BPD, apart from Steph who alreadg knowledge of BPD through her work.
Most participants used the internet, using sites operated by the NHS and mental health
charities, which were felt to be more trustworthy. However, participants felt that the
information here was overly clinical and neflective of the realife difficulties they were
facing. Some participants reported this meant turning to online forums, where they came
across highly judgemental and negative content and found significant stigma surrounding the
diagnosis online. Parijgants reported reading descriptions of someone with a BPD diagnosis
as being fiso manipul ative, they candét handl e
and despite knowinguch descriptions weret helpful to read, felt compelled to do so,
desc i bing it as fAgoing down the rabbit hol eo
psychological wellbeing was affected, as the initial relief and hope in the helpfulness of the
diagnosis disappeared, leading them to believe there was little chance of retieverhat
they had read online. For those who hatlhad much information given to them about the
di agnosis, researching online felt Iike thei
explained to me before | googled it | might not have even googied Itthink because |

didndot really know that much about it | just

However, those participants who already had a sense of the diagnosis being helpful
for them and a positive effect on their future wellbeing actively clostay away from
forums or less trusted sites and focused on finding information which would be helpful, such

as coping strategies and how to access support (Rachel and Katy). These participants were
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seemingly bolstered against the negative informatioy ¢hene across online. As Lala

described;
|l 6ve read a | ot of things online you know
heard things | i ke psychotherapists donot

know 1 t06s | mpossi blwghthatdyperobdiagnosig becdusesheyme b o d

are very manipulative and they are this and they are that, so it does have a lot of

stigma around it, itds not nice to hear t
[l aughs] so | don 0psychotherapistaonanythingathee s wi t h
moment and | dono6t think they have any 1is

tell, we will see. (Lala)

It appears that the way in which the diagnosis was initially communicated to
participants influenced their #ans and responses when finding out more about the
diagnosis. Participants who were given the diagnosis directly, with a chance to discuss
treatment options, reported positive initial responses and were adertteracthe negative
information theylater found online. These participants were more likely to maintain the view
that receiving the diagnosis was helpful for them and their wellbeing. However, those who
had been given the diagnosis indirectly, with no chance for discussion or exploration,
repoted more negative responses and were more affected by the negative information they
found online. In turn this seemed to confirm to them that the diagnosis was not a helpful thing

for them and negatively impacted on their wellbeing.
Experiencing the advanages and disadvantages of the diagnosis

Participants described living with their BPD diagnosis, and how having this diagnosis
seemed to influence the responses of serandgheir social relationships and contributed to

experiences of societal stigma.
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Gaining access to support / Changing responses from services

Every participant who took part in this study was either currently accessing therapy,
or was on a waiting list for therapy. Participants evaluated receiving a diagnosis of BPD as
beinghelpful for their psychological wellbeing when it led to timely and appropriate access
to specialist support. Participants spoke of feeling as though they needed the diagnosis in
order to access therapy, which was not present or available prior to #ugiosiis. Jess, Lucy
and Katy all referred to being unable to acc
therapy was helpful for participadtsellbeing and some viewed finally being to access

therapy, after years of struggling with mental heditficulties, as lifesaving.

However, for many participants there was often a long wait associated with being able
to access therapy and this wait was particularly difficult to manage. Participants reported
having to manage significant mental health diffties during the wait for therapy, often
being told that going to A&E would be their
on the impact of being given a significant mental health diagnosis and then feeling abandoned
by the serviceswhodiagp sed t hem, after receiving her di
health [got] worse i f anything just by not r
feeling; Al 6ve just got this | abel, but [T o6ve

not hingéthatoés a hell of a bombshell to drop

For some patrticipantseceiving the diagnosis led to them experiencing more
ounhel pfuld responses from services. Some pa
accessing were less supportive of their difficulties once they had the diagnosis of BPD,
feeling dismissed as fAeveryone was just Kkind
BPD meant that professionals weydejupseyowri vi ng

as being too sensitive and you know overreac
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some recalled feeling as though their follapr care and follovwup support was badly €o

ordinated, for example not being given copies of thein care plans and experiences of

being Abatted from hospital to case worker,

t herapisto (Sandr a). It was also felt that o
overshadowed other difficulties which theymed help withThis made participants feel as

though the diagnosis was not helping their wellbeing, as they were left feeling as though

services no longer suppedthem in the ways they needéd| do struggle with
that have happened in thespand like there was like no one really wants to talk about that

now that thdlss) abel i s thereo

Feeling connected / Feeling disconnected

Participants discussed the impact the diagnosis had on their social relationships and
times when it made thefeel more connected to others or disconnected from others. For
some, having the diagnosis meant that they could now connect with others who had also been
diagnosed, knowing they shared similar experiences and difficulties. Participants reported
usingsoch medi a to connect with others and take
This connection hel ped participants to fAdactu
in the worl do (Sandra) and real iigthet hat fit o
difficulties associated with a BPD diagnosis. However, for Megamnecting with others
with a BPD diagnosis | eft her wondering fiam

well being as she reported f eelherdigiress.par anoi do

There were different experiences when participants considered talking to their family
and friends about the diagmddidos. wlhihihs pmad i eX
knowing it may be helpful for other people to understand tHiedties associated with a

diagnosis of BPD and would aid connection. However, participants anticipated risks due to
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the stigma and misinformation about the diagnosis if family and friends were to search for
information online, which fuelled asenseafdi onnect i on. Steph refl ec
tellanyone becausei f you googl e it gr eapgreempgtedhisgpg do no
actively giving her friends and family speci
wel | so they could understand you more. o UIl't
only disclose their diagnosis to a few people, and when pamitsid make the decision to

tell others, this was usually just close family members and friends. For Steph, she chose to
tell only two people who were perceived to 0

the stigma associated with it.o

Some pdaicipants experienced a sense of disconnection from others in relation to
romantic relationships, wondering how future partners would react to or be accepting of their

BPD diagnosis. Some patrticipants described a decision to avoid relationships forfworry o

having to explain their diagnosi s. Megan que
emotionally unstable?0 This was accompanied
tell them about my ment al h e ald).fThus,this e t hey | u

concealment fuelled a sense of being disconnected from others by being unable to openly

discuss their mental health difficulties.

Managing impact of stigma / Struggling with impact of stigma

Participants reflected on the experience ofetatstigma in relation to the diagnosis
on areas of their life including work and general life ambitions. Most participants experienced

struggling with the impact of the stigma that came with a diagnosis of BPD.

Despite parti cipefarentesisingeithe® Ber dec és nenPer so
Di sorderd or O6Emotionally Unstable Personal.

participants reflected on the language of the diagnosis perpetuating atigrhaving to
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manage this. Some participants considered OE
not fit within societal norms, is wunbalanced
hysterical womano ( Megan ¢insotiety waraperceiveditotbe t h a t

unaware ofvhat a diagnosis @dPD meant,and participants felt the languagsed
perpetuated misunderstandingstead obffering explanatiors. This was felt by Lala who
descri bed fiwhen you s atyon gemcsanality disordenitjustssoudds t h e n

|l i ke a freak showél dd&m not just this crazy pe

For those patrticipants in work they discussed the difficulties with their employer
knowing about their diagnosis of BPD due to pefeg stigma. To mitigate this, participants
someti mes used terms such as 6éanxiety and de
to employers. However, participants felt as though they had no choice in telling their
employer about the diagnosis whéey needed time off to access therapy as appointments

could often be in the middle of the d&ame participants anticipated stigma from employers

about the term 6personality disorderdé as thi
goingtogetbt t er . Lal a reported; #fAl havenot tol d
because | feel | ike the minute | do theyore
capable of coming back to worko. Even after

participantsdawareness of the stigma surrounding the diagnosis meant they felt under

pressure to present themselves in particular ways at work;

| worry now about showing any form of emotion, erm and but | also equally worry
that if | am not showing emotiontheyitmk t hat | am hi ding thin

that balance of how do | present myself with this diagnosis (Steph).

Some participants reported the impact of stigma surrounding the diagnosis on other

areas of their life, for example Sandrawas now unablefis ecur eél i f e i nsur art
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help my kids if [anything] does happen to me
di agnosis on her plans to adopt; Al know t ha

going to be extremely hard. o

However, som@articipants reported that although they were aware of the societal
stigma associated with a diagnosis of BPD they felt able to embrace life and were still able to
pursue their | ife ambitions. Jess remdrted h
feel, but [i1t06s] not stopped me from doing W
upon other life events to put their diagnosis into perspective, looking at their role as an
employee, parent, partner, daughter or student. This appeared tbdmlmanage the
impact of stigma by focusing on their life outside of mehgllth difficulties For example,
Katy felt the diagnosis meant #dArealising you
can do anything | want career wisehatever, as long as you manage in the right way, you

know you canébe fine and |Iive a healthy |Iife

Evaluating the impact of the diagnosis iwor t h it i n the |l ong run?c¢

The two mechanisms, the way in which the diagnosis was communicated and ongoing
experences of the perceived advantages and disadvantages of living with the diagnosis,
culminated in participants evaluating the impact of a diagnosis of BPD on their wellbeing,

which appeared to be a spectrum from more helpful to more unhelpful.

For some paitipants having a diagnosis was seen as fundamentally helpful for their
wellbeing, as it fostered a sense of understanding and control over their difficulties which
they did not have prior to diagnosis. This meant having a sense of containment to previousl
uncontainable and confusing emotions by being able to recognise and label them, as Rachel
described fAit helped me to realize that, ah

and then | can deal with thahéngsRér than be
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Conversely, some participants believed that receiving their diagnosis negatively
impacted their wellbeing, these participants spoke about not wanting to have the diagnosis or
having it removed in the future due to the negative impact it waadpaw them. This was in

part due to responses of services and sense

di sorder 6 conveys. Lucy reflected Al dondét w
honestéitds | eft me ff eteil meng, qiuti tet ihlolped ecess
of treatment ébecause [having BPD] it means 'y

Other participants sat somewhere in the middle and felt that receiving the diagnosis
had not made a difference as it had not brougbtiadiscernible changes to their lives. They
reported still struggling with the same difficulties, and the label of BPD had not altered that.
Some wondered whether it was the support which came alongside the diagnosis, rather than
the diagnosis itself, whc h made t he difference to their we
diagnosis make a difference or is it just that I'm now in a better place, because I'm taking

better care of myself?0
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Discussion

Participants in this study saw receivin@RD diagnosisas impacting on their
wellbeing in both helpful and unhelpful ways. Direct communication from health
professionals at the point of diagnosis, with the opportunity for the diagnosis to be explored
and explained, resulted in participants feeling containeduaderstood, and bolstered
against negative information participants later came across online. However, indirect
communication often left participants feeling angry and confused and subsequently found it
harder to dismiss negative information they foabdut the diagnosis. All participants
experienced living with the advantages and disadvantages of the diagnosis in relation to
service responses, social relationships and experiences of stigma. These experiences

contributed to the overall perceived helpiess of receiving BPD diagnosis.

The findings from this study fit with previous research into the impact of how mental
health diagnoses are communicated. Participants in reseaktittdrty and Mullan (2017)
discussed the importance of faceface communication about a serious mental health
diagnosis, reporting lowest satisfaction when stigma was not actively tackled, fears and
concerns about the diagnosis were not addressed, and when additiohalsedhbformation
was not given. Furthermore, in a systematic review into a range of mental health diagnoses
including anxiety, depression, schizophrenia, personality disorders and bifekins et al.
(2018)di scussed thefiumgparntoammade vafi uteldbe od recei vi
should be a tool for recovery. This was also viewed as important for the participants in the
present study who reported that havingRD diagnosis enabled them to access therapy. This
study adds to gwvious research by exploring the mechanisms by which these factors go on to
influence wellbeing for people with a BPD diagnosis. This study has emphtssed
importance obpen conversations around mental health diagnasidiagnosis was

experienced mer positively when it emerged out of ansersation, particularly when the
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conversation was collaborative and participants heayan whether they want a particular

diagnosis.

These findings fit with the model of wellbeing proposedaylge et al. (2012)This
considers wellbeing to be a dynamic concept
i ndi vidual 6s resour ceed 0po(op. az2n3d0 )t.h eT hcihsa | sl teundgye
understanding by highlighting the specific challenges faced by people when receiving a BPD
diagnosis, and the resources they need to draw on to manage these challenges. The challenges
which were highlighted in this iy included coming across negative information online,
experiencing changing responses from services, feeling disconnected and experiencing
stigma. It may be that participantsodo resourc
containment and understandiof the difficulties and given timely suppamgeaning
participantsverebetterable tomanage the challenges faceldenreceivinga diagnosis of

BPD.

Limitations

Participants in this study were all female and of a younger age. This clearly limits the
transferability of the findings reported here. It may be that males who receive a diagnosis of
BPD are affected in different ways to females. However, this samplighitshthe wider
gendered aspect of the BPD diagnosis and in fact may accurately represent theisersice

who are often given this label by mental health seriassone & Sansone, 2011)

A further limitation is the small sample size for a grounded theory methodology. Due
to the influence of Covid9 pandemic advertising of the study and recruitment was
particularly impacted. Services from which participants were recruited were offenng fe
faceto-face contacts and researchers were not able to visit sites to promote the study. Despite

the limitations of a small sample, a fairly robust model was developed from partidipants
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interviews, and in line with constructivist grounded theory mettoogo this study seeks to
of fer understanding rather than explanati on

following a diagnosis of BPD.

Clinical implications

A primary factor which contributed to positive wellbeing following diagnosis was the
percepion thata BPDdiagnosis was needed in order to access psychological therapy.
However, in some cases participants reported long waiting times in order to access therapy
and having little or no follow up support after they received their diagnosis, whjetted
negatively on their mental health and wellbeing. The mental health and wellbeing of any
serviceuser is of importance to clinical psychologists, but is of significant importance given
the difficulties associated with a BPD diagnosis. Clinical pshadists are in a unique
position to bring together their psychological understanding of the difficulties associated with
this diagnosis to influence and improve services for these sarsars, through policy
development, organisational development argtise redesign. This research gives empirical
support to clinical psychologists influencing services by highlighting that if a diagnosis is
going to be given, services need to ensure that adequate support be given alongside diagnosis,
such as timely follev up, open discussion around the stigma associated with the diagnosis

and an emphasis on treatment options.

Furthermore, some participants in this study felt tHalPB diagnosisffered a sense
of understanding of and containment for the difficulties experienced, but also led to
experiences of stigma and prejudice. As NHS services often require a diagnosis to be made
(Court et al., 201 7here are alternativestdBDd i agnosi s, with ar gument
PTSDO6 wo ul durateelessrstigmatisirdiagnosighatincorporates an

understanding of aetiology of the difficultilsewis & Grenyer, 2009)For clinical
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psychologists it is important to highlight these alternatives in services which m&8Pixe
diagnogsand appropriately challenge or seek compromises within services in which the

medical model is deeply embeddgtboke et al., 2019)

It was also notable that none of the participants discussed psychological formulation
as occurring alongside diagnosis, this is despite guidance froRofa College of
Psychiatrists (2020) acknowl edgi ng that Adiagnosis al on
should be guided by a @mnstructed biopsychosocial formulation which gives patients an
experience of bl®) Theguseohpdyeholsgical mrcndlatign plongside
diagnosis could help to provide servggers with the benefits described by the participants
here (feeling contained and understood) while allowing for stigma and prejudice associated
with the diagnosi$o be challenged. Psychological formulation could also be used to tackle
some of the disadvantages experienced by participants in this study, by supporting staff teams
to understand the relational aspects of the difficulties associated BRD diagnoss,
providing a more psychological understanding of the difficulties experienced and contribute

to more persoftentred treatment.

Future research

There are aspects of the model developed here which could be expanded on through
further research. Althoughuiohed upon in this study, future research could explore the more
detailed aspects of a communication of a diagnosis of BPD, for example the language used by
the clinician,how the diagnosis wdsoached anéxploration of the diagnosis. This could
highlight what the specifiprocessewhich mean direct communication is helpful to
participants wellbeing. This could also help to improve knowledge about helpful ways to

communicate a diagnosis of BPD and culminate in practice driven theory about the most
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helpfu ways to make and communicate these diagnasémform the development of more

collaborative approaches to use of diaggosi

To further build on the findings and model developed in this study it would be
important for future research to focus on understanding the interaction between the different
aspects of the advantages and disadvantages of living with the diagnosis. THiselpub
develop a more dynamic and interactive understanding than was possible here by using a
gualitative approach to consider how serviisers manage the challenges faced when
receiving a BPD diagnosis. This could explore how participants resourgemsitigate
challenges faced and if thassa certain threshold which needs to be reached for someone to

ultimately view the diagnosis as helpful or unhelpful for their wellbeing.

Based on the findings and clinical implications of this study, it woulidhpertant to
capture how experiences of psychological formulation fit with the model developed here, as
this is something which should be occurring for serusers according to gogatactice
guidelines but was not discussed by participants in this stuahay be that formulation
influences the mechanisms described in this study, for example by helping-ssefis¢o
make sense of their difficulties, or mitigating some of the disadvantages of living with the
diagnosis of BPD by tacklinigternalisedstigma or giving participants a different framework

for discussion within social relationships.

Conclusion

In conclusion, in this study nine participants witBRD diagnosis were interviewed
about their experiences of receiving this diagnosis and hownthected on their wellbeing.
Although varied, their experiences highlighted common mechanisms and challenges which

impacted on their overall wellbeing. Clinical psychologists are in a unique position to
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influence and improve services for people witBRD diagnosis and to continue to promote

alternative narratives to psychiatric diagnosis.
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Figure 1: Model representing how receiving a diagnosis of BPD affects wellbeing
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Table 1: Participant Demographic Information

Pseudonym Age Gender Ethnicity Time since Method of Disclosing individual  View of
diagnosis communication wellbeing now

1. Steph Female 1829 White British <1 year Face to face Psychiatric Nurse Okay
Psychiatrist

2. Lala Female 30-39 Mixed racei 1-2 years Face to face Psychotherapist Very poor/poor

African/British

3. Jess Female 1829 White British <1 year Indirect A&E discharge letter Poor

4. Tia Female 18-29 White British <1 year Indirect GP records Poor

5. Sandra Female 1829 White British 3-4 years Indirect Psychiatric hospital ~ Okay
discharge letter

6. Lucy Female 1829 White British 2-3 years Indirect Court report letter Poor

7.Megan Female 30-39 White British 1-2 years Face to face Psychiatrist Good

8. Rachel Female 30-39 White British 1-2 years Face to face Psychiatrist Good

9. Katy Female 30-39 White British 2-3 years Face to face Psychiatrist Good
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Table 2: Sample transcript with initial line-by-line codes

2-40

Line Person Transcript Initial Codes Focused Codes
41. I | just wonder for you, what was that like, what was the impz
of sort of that experience for you?
42. P It meant that | had to wait longer to get help, it took longer t Waiting to get help
actually understand what was going wrong with me, erm, st Taking time to understand what was wrong
took longer to actuby, for us as a family unit, to try and help Figuring out how to help self Taking time to understand what was
me, the best way we could, like in a helpful way erm so it's Working out what is helpful wrong
good letting me just stay upstairs for two weeks, notthatth Bei ng | eft i sndét hel
ever happened, this is just example, but you know, it's no g
saying, you knowve don't know what's going on with her, st Not knowing what is wrong
needs to be in her room for two weeks, that's what she feel
like but that's not, that's not something helpful, you know yc¢ Not knowing what is helpful Not knowing what is helpful
need to, so being able to like label it, like why is that persor Needing to label difficulties
t he r oo moideg,twélldind but Wheg, it's like yeah Finding out why difficulties are happening
we're trying to find out but you know so there still in room, i Trying to figure it out Trying to figure difficulties out
like yeah erm yeah
43. I So do you see it is having any impact on like your mental
health and welbeing kind of that wait and having to sort of ¢
so long?
44, P Sorry now my mom's calling

[laughs] erm yeah, I think, I think it did erm by not knowing
what was wrong, it's bit like | don't know what difficulties I'n
going to be facing erm, like | don't know what to be looking
out for, I don't know warning signs or anything even to the
point of like | don't know why | keep experiencing this, erm
obviously itdéds I|ike, even
literally being unstable erm since 2017 is a bit like, it has ar
impact o my family too, erm, | like | like with my kids and
stuff so | am just like why am | pushing them away? | don't
it. And then obviously then you start having all your negativ
thoughts 'cause you like, I'm a bad mom, and this that and
other and beause | can't label nothing, | don't know why I'm
this darkness, because nobody is shining a light onto the tr
if you will, so yeah, just yeah, being left high and dry for so
|l ong, had a really bad i mp

Not knowing what was wrong

Not knowing what difficulties you are facing
Not knowing what to look out for

Not knowing warning signs

Not knowing why experiences are happenin

Perceiving mental health agstable
Seeing impact on family
Questioning pushing family away
Having negative thoughts

Being unable to label experiences

Unable to make sense of difficulties
Being left o6high anc
Experiencing lower self esteem

Lacking knowledge and understanding
into difficulties

Seeing mental health impact on family

Unable to make sense of difficulties
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esteem even logr than what it was before, I've lowered my Impacting orself-esteem
self-confidence even lower than what it was before, erm, | Experiencing lower self confidence
effectively stopped parenting and let my husband do it, | lo¢ Being unable to parent

all confidence in parenting, to the fact that | wouldn't take n Losing confidence to parent Losing confidence to parent
kids to bed, | just yealtouldn't do it, so yeah, it was very Being unable to take children to bed
impactful.
45, I Very yeah, it sounds like it, and is that something that you
notice change then when you had that diagnosis confirmed
46. P Yeah, because then | could understand then like | could lak Being able to understand difficulties Being able to understand difficulties
so | 6d know then it's not Being able to label behaviours

pushing people away but it's not, intentionally directed at m Seeing behaviours as not specific to others

children, so it's not like a mothehild kind of pushing away

like | experienced with my mum is more of a general, OK | Seeing behaviours as more general reflectic Seeing behaviours as more general
need some space, thereds s ofmentalstate reflections of mental state

need some space, so for me that's an indication that somet

is brewing, if I'm starting to push people away and itsfrom Not i ci ng things O&6br ¢

that point,likey ou can t hen i nt er ve Beingabletointervene

talk what's on your mind, and then it doesn't actually havet Tal ki ng a mgourtmingvh at 6 ¢ Beingable to stop difficulties developing
develop into an even further problem, it can actually be dee Stopping difficulties developing

with, erm but thatoés only Dealing with difficulty

there's obviously aouple of times I've pushed people away, Needing insight

I've no idea I've done it, no idea why, and again, hindsight, Pushing people away Needing insight into difficulties
beautiful, erm we should bottle it and drink it [laughs] Not knowing why

hindsight yes I'll drink it every morning, yeah so yeah, it's o Needing hindsight

it's only with that buyeah.
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Table 3: Development of Conceptual Category

The table below shows a sample of focused codes whi chgdisoamme cu £ad ,t d hdee v

corresponding initial codes, quotes and interviews these codes were developed from.

Focused Codes Initial Codes Participant Quotes

Explaining lack of disclosure Perceiving lack of understanding Steph AParticul ar Isyppoitsysteamyarolnd meenp onenhas

Difficulty explaining Explaining lack of disclosure even heard of it so | di dnodt

diagnosis Perception of information about the google it great things do not
diagnosis ATheydébre the only people that

Selecting people to tell
Basing decision on others understandi
of stigma

is and they understandh e st i gma associ at ¢
told anyone el se because you
really strange concept when you have never hear of a personalit

Explaining lack of disclosure di sorder it doesnd6t really ma
Difficulty in explaining the diagnoses explaino
Explaining lack of disclosure Deciding not to tell people Lala AEven up until today there ar
Anticipating impactonwork Ant i ci pating ot he havenét told just because | d
Anticipating rejection? bit of information or how they would accept it, fey would accept i
Taking time off work you know, so thereb6s especi al

Not disclosing diagnosis at work
Anticipating others perception of ability
to work

currently off sick long term with my work place which | am very
grateful for, even though they know | am off with mental health |
haveno6ét told t hem sebfeeulike theaginutkil

Disclosing the diagnosis do theybébre gonna feel I i ke we
Predicting others coming back to workbo
Feeling forced to tell Struggle to fit therapy around work Megan AfYea the difficult thing is t
employer Telling employerabout therapy and who work, so | 6ve h adogbtothdrapy |
Not wanting employer to diagnosis because | have a personality disorder, and that scared me, | put
know about diagnosis Feeling scared for a Il ong time and | al most
Putting it off the therapy because | did not want to have to go to my employer
Almost not engaging in therapy though I work for XXXX, tot e | | t hem | have
Not wanting to tell employer
Connecting with others with Following people on twitter Rachel ASo |I'ike on my Twitter now | i
BPD Being interested in others experiences Il 6m now interested in other p

Not feeling alone

now

more connected because before | felt really alone and now it's lik
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Feeling connected to others

Feeling alone before

Believing she is not alone
Understand ng t he O6ups

actually I'm not alne, | don't have to feel it and | now understand
that | am gonna feel up and down, up and down, sometimes it's
and down every minute, sometimes it's up and down every coup!
hours every couple of days, every couple of weeks, and knowing
I'm onjust this up and down, up and down, up and down, what fe

|l i ke constantly that iités not
Not wanting to tell employer Needing to make therapy appointment Katy fiBecause | needed to make the
Perceiving judgements Wishing to notdisclose to employer |l eave for it, but for me I f t

Being unwilling to have a
romantic relationship

Anticipating negative impact
Perceiving judgements from lack of
understanding

Not wanting to be treated differently
Not getting into a romantic relationshig
Anticipating explaining diagnosis to
partner

Seeing self as a nice person

Not willing to be in a relationship

employer, because of negative, how it could negatively impact, a
the judgmentérom it and do they really understand it and you dor
want to be treated different
something wrong | need to be told, you know, you need to fix it b
don't know if that's your own insecurities and fear"

"Because | woth have a relationship because | don't want to get ir
relationship because | don't want to have to explain that I've got :
personality disorder, even though I'm probably one of the nicest
peopl e you could be in refoat
willing to do, because it's just scary to me that"
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Appendix2-A: Sample memo from Jessd interview

Finding out about the diagnosis

Jess found out about her diagnosis after receiving a letter following discharge from A&EeltThis

like a shock for Jess, there was little anticipation of a diagnosis coming at this point. Jess later
reflected that a 6diagnosi sd had been mentioned
expanded on or discussed further with Jess. &hsesthat the diagnosis of BPD was kept from her?

Changing responses to the diagnosis

Jess talked about not necessarily wanting a diagnosis, but despite this feeling relieved as it meant

there was a reason for why she was feeling like sheHdidiever, this relief only lasted until she

searched for more information about the diagnosis online, then her relief disappeared. Something
about seeing negative information changes peopl e
aware of the stiganassociated?

Getting access to therapy

Jess described the diagnosis enabling her to access to specialist services, but that her CMHT quickly
discharged her following the diagnosis. She was anticipating that therapy was going to be helpful
despite the fadhat she was still waiting to access this.

Stigma

Jess wondered out loud whether having the diagnosis was worth it. For Jess it wagpdaiageen

getting support and perceiving stigma surrounding the diagnosis, that the perception is that things
canrot get any better for people with this diagnosis, and that it will always be on her medical records,
but perceived the diagnosis to have little impact on her life in the long term once she envisaged being
out of mental health services.
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Appendix 2-C: Practitioner Points for Journal Submission

Practitioner points:

1 Thediagnosis of BPD is controversial, yet it stélgularly diagnosed in people who
struggling withemotional regulation, setiarmandsuicidalideation.

1 Participants valued receiving this diagnosis when it was given collaboratively, with
adequate explanation and an emphasis on treatment

1 However, participantsexperiences also highlightédw the diagnosis of BPD is still
being given via covert an unhelpful means, which were shown to negatively impact
ontheirwellbeing.

1 Alternatives to the diagnosis of BPD, such as compl€sD, psychological
formulationandopen, collaborative conversations about diagnsisisild be
promotedn settings where the medical model and psychiatric diagnosis are dominant.
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A critical refl ection on conducting research
Di sorder 0

In thiscritical appraisal | will summarise the findings of the research paper and reflect
upon the process of conducting the research,
di agnosis affect wellbeing? A grounded theor
motivations and personal interest which led me to conducting research in this area, and the
discomfort | experienced by seemingly collaborating with the medical model of mental health
difficulties. | will then discuss the process of conducting a cortstisicgrounded theory
study and managing the influence of my own views and assumptions. Finally, | will consider

issues relating to conducting research during the Ct&iglobal pandemic.

Outline of the research paper

The aim of the research paper i@a&xplore the experiences of people who had
received a diagnosis of Borderline Personality Disorder (BPD) and their perceptions of how
receiving this diagnosis had impacted on their wellbeing. Previous research has shown that
receiving a diagnosis of BP&bntributes to a negative séthage(Veysey, 2014)and had
highlighted the discrepancies between seruiser accounts of the perceived helpéss of
the diagnosis and how it conceptualises difficul{lésrn et al., 2007; Stalker et al., 2005)
These findings emphasise that receiving a di
subsequent wellbeing. However, what | fountéamissing from these papers was the
understanding of the processbywhi r ecei ving a diagnosis of B
wellbeing. The research paper therefore employed a constructivist grounded theory approach
to address this question. Nine participants were interviewed who had received a diagnosis of
BPD in the lasfive years. Interviews were transcribed and analysed to produce a theoretical
understanding of how receiving a diagnosi s o

wellbeing. Two key mechanisms were seen to influence this, firstly the way in which the



CRI TI CAL REFLECTI ONS ON RESEARCHI NG 33BPDS©G

diagnosis was communicated. Direct communication, with the opportunity for the diagnosis

to be explored and explained, resulted in participants feeling containemh@eictood

andappeared to bolster these participants against the negative informatiortehegpiae

across onlineHowever, indirect communication of the diagnosis often left participants

feeling angry and confused, and when seeking information online, found it harder to dismiss

the negative informatiotheyfound. The second mechanism whichlugnced wellbeing was
participantsd experiences of living with the
This included the responses from services to the diagnosis of BPD, how the diagnosis

i mpacted on soci al r e | aof socetalstigng Bhesa mathamisas t i C i
culminated in participants considering whether receiving a diagnosis of BPD was helpful for

their ongoing wellbeing.

Motivations for the study

My interest in this area stemmed from my experiences working in &t
inpatient services as a health care assistant between 2016 and 2017, shortly after completing
my undergraduate psychology degree. | worked predominantly into two female acute wards
where servicaisers appeared to be mostly young women strugglingemithtional
regulation, sekharming behaviours and lorgganding suicidal ideation. Many of these young
women had already been given a diagnosis of BPD prior to coming to hospital but some were
diagnosed during admission. | recall one particular incidéetreva serviceiser became
extremely distressed following her Care Programme Approach (CPA) meeting with the ward
psychiatrist, during which this young woman had been told she had a diagnosis of BPD. Until
this point, she had believed that her difficultresre best described using a label of Bipolar
and believed the ward psychiatrist had in fact diagnosed her with this previously. The
following weeks were very difficult for this young woman and her mental health immigdiate

declinad. | wondered what had ppened in this CPA meeting to affect this young woman in
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such a way. When | asked a nurse why thi

S

mi

personality disorder, itdéds much more accepta

ward her behavioursave now looked at in different ways, with some staff believing she was

trying to prove she did in fact meet criteria for a diagnosis of Bipolar and not BPD. Still

being somewhat naive and new to acute mental health services | was not entirely aware of the

stigma surrounding O6personality disorderso,

serviceusers that this was not a diagnosis people wantext&ve

Following this | have continued to work into NHS services as part of my clinical

psychologytraining and have gradually been exposed to the ongoing stigma associated with

this diagnosis, despite continued policies to changgNasonal Institute for Mental Health
in Englard, 2003; Royal College of Psychiatrists, 2028pwever, while on placement

within an adult CMHT, | was somewhat surprised to work with a sensee who had been

diagnosed with BPD and found the diagnosis extremely helpful for her mental health. This
made me reflect on the vastly different responses people have in relation to the diagnosis of
BPD and wonder how these different responses were formed. When reviewing the literature

there seemed to be a growing field of qualitative research which incepeerviceu s e r s 0

perceptions of the use of the BPD diagn¢Stsilker et al., 2005}he experience diving

with the difficulties associated with the diagng®isshingila et al., 2016nd the experience
of accessing servicéBallon, 2003; Vandyk et al., 2019 owever, there appeared to be no
research into how receiving a diagnosi s
me to forming the aim of the resehpaperiit 0 e x p | -oser perceptians/of howe

receiving a diagnosis of BPD affects wel

Collaborating with the medical model

of B

bei
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One issue | have spent time considering while conducting my research project is the
collaboration with thenedical model for mental health and use of psychiatric diagnosis. |
was aware that asteaineeclinical psychologist conducting research into psychiatric
diagnosis, this may be viewed as endorsing perpetuatinthis way of thinking about
people and thdifficulties they experience. However, | am aware of the role of clinical
psychologists in "remain[ing] engaged in critical debate and to channel uncomfortable
feelings into constr uc(Cdokeetalg 2019 po2Ql)dpent | mpr ov e
time reflecting on the benefits of using a categorical diagnostic framework for research, as it
allows for resealttto occur within populations that experience similar difficulfi@sthbert
& Insel, 2013) This generates the development of knowledge, theory and understanding of

the experiences of these indluials, and without a diagnostic label this may not be possible.

However, the diagnosis of BPD is acknowledged to be particularly controversial, with
problems with the reliability and validity of the diagno@grim, 2001)and is assoaied
with significant stigmgMorris et al., 2014)My personal stance is that the diagna$iBPD
is a social construction of the distress experienced by people who have often experienced
significant interpersonal traunBall & Links, 2009; Widom et al., 200@)nd that this
should not be | abelled as a problem | ocated
the difficulties are often fational (Giffin, 2008). If a diagnosis is needed there are
alternatives to the use of BPD, such as complex P(L8@is & Grenyer, 20099r the term
6trauma induced emotional r egul aDaronghkamasnd i nt
et al., 2020)1t is my belief that these labeisay be more accurate and less stigmatising than
a diagnosis of BPD. There have also been sug
di sorderso6 by introducing a dimensional appr
categories which currég exist. This was proposed for the most recent edition of the-DSM

Vv, but was rejected as oO6unworkabl ed despite
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about its use and validif@Dldham, 2015)Despite these suggestions the BPD diagnosis is
still widely used irmental health servicesndthis presenstudy highlighted how some
individuals currently accessing services in the UK are still being given a diagnosis of BPD
via covert and uncollaborative means, despite ongoing guidelines to char(attisal

Institute for Mental Health in England, 2003; Royal College of Psychiatrists,.2020)

| had originally wondered whether my research would help to highlight some of these
criticisms with theuse of the BPD diagnosis, from the perspective of the sengiee but as
the research progressed | was surprised by the number of participants who openly discussed
the helpfulness of the diagnosis. This perceived helpfulness has also been docuntlkeated in
wider literature(Horn et al., 2007; Stalker et al., 200%his reminded me of the African
proverb Awhen the elephants fight, i1t is t
clinical psychologists and psychiatrists may differ in their views on the usefulness and
validity of psychiatric diagnosis and particular BPD, but the voice of the service user may
be lost in this professional discourse. Listening to the participants themselves and giving
power to their voices through doing this research helped me manage my own unease in
seeming to collaboratgith the medical model and perpetuating the use of the diagnosis of

BPD.

Managing the influence of my own stance while conducting research

When conducting qualitative research, i
own assumptions, experiersgénterests or hunches about the topic in quegkmcher,
2009) This is a process by which researchers identify and temporarily set aside or shelve
these potential influencing factors. As discussed aboveughtany own motivations,

assumptions and experiences to the research, however using a constructivist grounded theory

he
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approach enabled me to be reflexive about my position in relation to the study design, data

collection and analysis.

During the study degh phase, | held open discussions with my research supervisors
considering my own position on the use of the BPD diagnosis. Reflecting on my own surprise
at meeting a servieaser who felt positively about her diagnosis | was able to identify the
biases held, as | had previously implicitly believed people would respond negatively to a
diagnosis of BPD. To help me bracket my own assumptions | developed a topic guide in
collaboration with my research supervisors, and field supervisor who worked within a
spei ali st OPersonality Disorderd service. | nt
promote neutrality, before going on to ask for both positive and negative or helpful and
unhelpful reflections and experiences from participants. This topic guidalseairther
expanded on by two service users who had experiences of the difficulties relating to a
diagnosis of BPD. Through reviewing the topic guide with them | was able to consider how

guestions may be interpreted by potential participants.

While conairrently collecting and analysing data it was importaribtane to
continually manage the influence of my own assumptions and take steps to mitigate any
undue influenceTo do thisl kept a reflective diary during the process of collecting and
analysingdata, to document my thoughts and the processes which occurred in each interview.
My research tutors listened to my first interview in fulith the corresponding written
transcript line-by-line initial codes and focused codes also checked by one c#sagnch
supervisors. Through discussions with my research supervisors and my own refleatam
identified that | had a tendency to shift in
earlier interviews instead of taking the time to exploreptteer t i ci pant sd6 exper i ¢

depth. For example;
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Participant 1: ¢€éitds a really odd thing t

difficult is when you are given that diagnosis obviously everyone knows what bipolar

i s, i t 6 s conrectly kr@wsi B Wag Ibueeveryone, if you say it people
understand in a way, but you candét wal k a
(laughs) that you have this diagnosis, so
yea

Interviewer: Somethg about the sense of what do you do with that kind of

information after you have received it?

Participant 1: Yea its not like, you know if you get a medical, erm physical diagnosis
you can say O6oh 1 6ve got thiso6u ewom ladnndd ty o
mind you would kind of maybe encourage them to educate themselves if you wanted to

you could say 6oh just google itdéd or Ooher

Reflecting on this statement | was able to see that this had come from reading done
previously about receiving 6bad newsdé in physic
considered to be importa(Baile et al., 2000; Villagran et al., 2010)glso considered how

this may have i nf lespensesiestentngte mguathetconeersgtianron 6 s r
rather than sit with and explore the experience of isolation and perceived misunderstandings.

| spent time considering how to explore part
later interviews | wa able to see the more insightful data that was being generated by

keeping questions exploratory in nature rather than interpretive;

Interviewer: And as you were going through that sort of assessment sort time with
him, how did you experience tregsessment? What was that like for you to kind of go

through?
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Participant 7: Erm it was really positive. One of the things that he did was he brought

out the actual criteria for BPD and printed that out with some information so we sort

of sat and went thiggh the checklist together it was very, erm It was a process | felt
involved in rather than rather than label that was just being handed to me, because he
was like do you agree with this, would you say this is you, do you have any experience
ofthis?Rathe t han | 6ve already read your notes

some tablets go away.

Interviewer:And when he first off talked about the BPD diagnosis, can you remember

what were your sort of thoughts and feelings at that time?

Participant 7: Erm ve | | |l was aware of BPD, it wasno
so it was something that |1 6d heard and re
mentioned briefly by a counsellor, but it's not a formal mental health professional,

just a counsellorthatlhadeen f or ot her reasons, and 1| |
you know when you Google things like BPD, it's not very nice to see what people

wrote about it. Yeah, so again when it was brought up again | was a little bit worried,

but it was nothing that he shit was just because of this, these things I've read on the

internet before.

Interviewer: So | just wonder what your understanding was of BPD, from kind of the

information you'd come acrosseée

The implications of shifting to this more exploratory mindsetided me to approach the data
analysis in a more inductive way also. This was key in the initial coding phasebwliter

was important temphasise the experiences of the participarthe developing model was
grounded imparticipantéexperiences rathéihnan my own interpretationkdid this by

selectingnitial codes which were close to the generated data, often utilizing participants own
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words at this stage and ensured to preserve action and active elements rather than

interpretation.

Impact of Covid-19

This research took place during the SARS8V-2 global pandemic, which impacted
on the study in various ways. This included changes tadlyein which the study was
promoted to potential participants, recruitment from within services and the use of
technology during recruitment. The experiences of which are helpful to reflect on as research

in the future may have to adapt to accommodatesrfiexible ways of working.

During the study design phaseld@cembef019, and prior to this, | had established
working relationships with my field supervisor and agreed to utilise NHS outpatient services
where they were based to recruit participantss iricluded extensive group therapy
delivered weekly to groups of between six and eight sengees often experiencing
difficulties captured by a BPD diagnosis. Furthermore, | had maintained good links with an
adult CMHT where | had been on placemenvpreous |l vy, who ran a speci :
di sorder 6 pathway, with dedicated practition
weekly basis. | had planned to use these relationships to visit these services, promote my
research in person to stafficawhere appropriate be accessible to potential participants before
or after group sessions took place. However, due to the restrictions in place at the time of
recruitment | was unable to visit services in person and services were particularly limited in
the faceto-face contact they were having with servigers. Furthermore, services were
stretched due to staff sickness, shielding andiselation during this time. This meant that
ultimately it was difficult to promote the research to serusers ad havea large pool of

potential participants from which to recruit.
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To mitigate the difficulties identified with conducting this research during the €ovid
19 pandemic, | regularly joined virtual meetings with the services | was recruiting from and
kept n touch via email. Through these meetings | was aware that services had switched to
using videoconferencing software for the majority of individual and group sessions offered to
serviceusers. | considered how staff could share study information withceansers during
remote appointments and tried to ensure that any extra work created by recruitment was
minimised. | did this by highlighting to staff their support was only needed in handing out
study information sheets and the burden was on potentiaipartts to get in touch with
myself. To further ease the burden of recruitment on NHS services, and to reach a larger
potential participant pool | also promoted the study on social media sites, Facebook and
Twitter. This was recommended by one of the espey experience who had reviewed the
study topic guide and information sheets. | was aware from my own presence on Twitter that
there are significant discourses relating to the diagnosis of BPD and individuals struggling
with the difficulties associatedith the diagnosig¢Dyson & Gorvin, 2017)and this could be
a valuable source of potential participants. | considered that @dteatticipants reached via
Facebook and Twitter may also have different experiences to those recruited via NHS
services and using social media sites was also a way to ensure that | could reach potential

participants who may no longer be in contact withG\s¢rvices.

| began planning the research projeddecembeR019, at this time | had anticipated
that the majority of interviews would be conducted faeéace with telephone interviews
being offered as an alternative if needed. However, as the leggagressed data collection
took place during the national o6l ockdowno
Due to the Covidl9 pandemic all interviews needed to be conducted remotely and were
conducted via Microsoft Teams or telephomeptegration for this Wwas able to review the

literature surrounding telephone interviews in qualitative research, noting concerns that
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telephone interviewshayresult in a loss of nemerbalcues andhe ability tointerpret

responses more deegMovick, 2008) | was also aware that telephone interviews may be

preferable in some circumstances, when interviewing-teardach groups or to provide

more convenient and flexibleagicipation(Fenig et al., 1993However, telephone

interviews have been shown to be an equally viabl&odedf data collectiofCachia &

Millward, 2011)and when compared to fateface interviews in the same study, telephone
interviews yielded similar informatiofSturges & Hanrahan, 2004)herewashowever,

much more limited research into the use of videoconferencing technologydiative

research. | was only able to find two papers which discussed the use of videoconferencing in
gualitative research, prior to the Convi8 pandemic, one of which made helpful explicit
recommendations for u¢eray etal.,2020) The ot her focused on par
of using 6Zoomd dur(Archilpaldeuah, RG19)raArchibalel etelnt er vi e w
(2019)participants expressed a preference for videoconferencing ovetoféaee interviews

or was the Onext best thi ngelfectivenesadfusimgg t hat t
6Zoombé was particularly advant a-¢9pandesmic |t <cou
has accelerated the use of this technology in health and research §ettiegs2021)

However, some have stressed the importance of maintainingofé@ee interviews for

researchast hi s i s consi der e dlitativhresearcthpdllaivingsfdrthen d ar d 6
researcher and participant to establish rapport, build trust and address potentially sensitive

topics(Sy et al., 2020)

When making initial contact with potential participants, the majority expressed their
understanding of interviews taking place ceaty. However, | was surprised when some
participants commented that they would have been unlikely to agree to an interview if it were
conducted fac¢o-face. This is at odds with some of the researcher preferences noted above

(Novick, 2008; Sy et al., 202@ut similar to participants preferences natedther studies
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(Archibald et al., 2019) wondered what potential underlying issues the comments made by
participants in this study might be capturing. Firstly, whether remote interviews meant
participants felt more private, as they were not taking place physva#tiy the services

they were accessing. Secondly, whether this afforded participants a sense of openness, as they
may have felt less pressure to reflect a positive experience to me as | was not as closely
associated with the service they were accessimgsé& potential issues wetiscussed by

Cachia and Millward (2012who interviewed participants abadssues elating totheir

employmentIn this study most employees arranged telephone interviews at home or during
their lunch break, and the authors consddrow this might increase feelings @fivacyand

potentially enhancingarticipantdwillingness to share their views and life events.

| was also surprised that the majority of participants, when given the choice, chose
telephone interviews over Microsoft Teams. | noted participants seemed to be reluctant to use
Microsoft Teams due to¢tnical knowledge which was perceived to be needed to use such
technology. Difficultly connecting and technical issues were cited as being the main
disadvantage for participantsAmchibald et al. (2019)This made me further consider the
benefits of parcipants being interviewed over the phone compared to videoconferencing
software, which may have included having a greater sense of anonymity and potentially
enabling participants to speak more freely on sensitive topics relating to services. This has
been debated in the literature, the nature of the sensitive topic is thought to be important with
emotionally painful topics possibly benefitting from fetoeface interviews, whereas
embarrassing topics may benefit from anonyr(furges & Hanrahan, 2004)ltimately, |
found participants to be extremely open when discussing sensitive issues and was able to
gather rich data from the interviews and wondered whetiewtbuld have been different if

interviews were conducted fate-face.

Conclusion
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The diagnosis of BPD, despite its controversies, it still frequently used by mental
health services in the UK. My research sought to explore how the experience of reibésving
di agnosis Iimpacts on a personébés well being.
my own views on the use of this diagnosis in order to best reflect the experiences and stories
of participants. This included neutrality in interviews, ongaieflective practices and

resulted in me having my own assumptions challenged while completing this research.
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