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Thesis Abstract

This doctoral thesis begins with a literature rewvtbat explores how individuals who
meet criteria for borderline personality disord8PD) experience health services. Following
a comprehensive literature search, a metasyntbe&i papers was conducted utilising
Noblit and Hare’s (1988) meta-ethnographic approdéindings indicate that the attitudes of
professionals are exceptionally important to serusers but are often experienced by them
as judgmental and dismissing. Service users highilye communication, consistency and
input into their own treatment and sometimes semchontainment and meaning within
health services. Barriers to treatment are higitdig which include negative attitudes from
professionals, lack of input into treatment andiffisient security and support for service

users in the community. Implications for healthvgzes are explored.

The research paper that follows this is an ingtgtive phenomenological analysis
(IPA) study on the experience of mentalisation-daseatment (MBT) for BPD from the
perspective of adult service users. Seven paatitgpwere interviewed and findings illustrate
that the group component of MBT was experiencechafienging and unpredictable. Trust
was identified as key to benefitting from MBT andsamuch more difficult to obtain in
group sessions than in individual therapy. Howgparticipants attending MBT for longer
than three months appeared to make progress visth Tine structure of MBT generally
worked well for participants but individual therapyas identified as the most important
component and specific challenges were highlight&itiparticipants learned to look on the
world differently due to MBT which resulted in agptive shift in experience for them.
Implications for MBT are discussed in this pap&he subsequent section in this thesis is a
critical appraisal that highlights key learning qtsi and reflections from conducting the

research paper.
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EXPERIENCING HEALTH SERVICES WITH BPD

Abstract

BackgroundBorderline personality disorder (BPD) is associatithi a range of difficulties
including intense emotional experiences, interpaakdifficulties, self-harm and high rates
of suicide. This highlights the importance of adlgig health services for individuals who

have received this diagnosis.

Aims: The aim of this study was to create an overvielWwa¥ individuals who meet criteria
for BPD experience health services by buildingiodihgs from previous papers and to

highlight resulting implications for services.

Method:Noblit and Hare’s (1988) meta-ethnographic approaas utilised to synthesise 14

gualitative studies following a systematic literatgearch and critical appraisal.

ResultsThe following themes were identified: 'Attitudesiin professionals: an integral part
of the service experience’, 'Valuing communicatmmsistency and personal input into
treatment’, and 'Engaging with services: the désifeel contained and the search for

meaning'.

Conclusions¥Findings from this metasynthesis highlight a nundfebarriers to optimal care
for individuals with a diagnosis of BPD. Theselutte negative attitudes and stereotypes

about BPD held by health professionals, lack ofiseruser input into their own treatment

and lack of support and security for service ugetee community. Clinical implications

and suggestions for future research are discussed.
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Introduction

Borderline personality disorder (BPD) is a psytigadiagnosis associated with a
number of difficulties. According to the Diagnaséind Statistical Manual of Mental
Disorders, these include difficulties in personaliinctioning (e.g. unstable self-image) and
interpersonal functioning, intense and unstabletemal experiences, impulsivity and self-
harm (American Psychiatric Association, 2013). sTt¢lassification system of psychiatric
disorders is widely accepted and forms the basigdéatment in health services worldwide.
However, there is a history of debate around diagnand some have questioned its validity
and reliability (e.g. Bentall, 2003; Boyle, 2007#;tBh Psychological Association, 2013).
For example, Bentall (2003) challenges the validitdiagnosis asserting that the DSM
classification system is an invented one that coamises individual experience. He also
emphasises the considerable overlap between seliagaloses, such as BPD and bipolar

disorder, thus challenging the existence of sepaligbrders.

Although the topic of diagnosis is a controversia¢ that has been amplified since
the publication of DSM-V (Welch et al., 2013),stimportant and necessary to discuss the
experiences of individuals with difficulties as deked above in terms of the BPD diagnosis
for a number of reasons. First of all, people wieet these criteria are frequently given a
diagnosis of BPD which undoubtedly impacts thepexiences both in the community and in
the health system. Furthermore, access to seraigdsreatment received is also greatly
influenced by either the presence of this diagnositbe acceptance that an individual meets

criteria for the diagnosis.

Research on the aetiology of BPD has included rroliagical, cultural and
temperamental factors (Keinenan et al., 2012). éi@w, the literature indicates that

psychosocial factors have a key role in helpingrtderstand the origins of difficulties



EXPERIENCING HEALTH SERVICES WITH BPD

associated with BPD (Goodwin, 2005; Holm & Sevesors 2008; Zanarini et al., 1997).
Childhood trauma and neglect, dysfunctional pangnstyles, mental health difficulties of
family members and separation from parents are camewperiences of individuals who
have received this diagnosis (Bandelow et al., 28@menan et al., 2012; Kingdon et al.,
2010). Childhood sexual abuse is particularly eiséed with BPD (McLean & Gallop,

2003) and is the most frequent reported adverset dyeindividuals with the diagnosis (Lieb
et al., 2004). Zanarini and Frankenburg (1997yioie®a multifactorial model of the
aetiology of BPD. They argue that although perseitis difficulties associated with BPD
follow their own individual, unique pathway, theepence of three factors in particular are at
the root of these difficulties: a traumatic childigo(allowing for the fact that this can vary
considerably according to the individual), a vulitde temperament and a triggering event or

events.

Individuals who meet criteria for BPD can experieacmultitude of intense
emotional experiences. Research has found tleatdm include emotional lability with
regards to anger and anxiety, and high levels ofem@nt between depression and anxiety
(Koenigsberg, 2002). Other common difficult expades include shame due to past abuse
(Crowe, 2004) and struggling with distress tolemranotional regulation and experiential
avoidance (lverson et al., 2012). Furthermorerpersonal difficulties that may stem from
negative views of others, negative expectatior®toérs and reduced capacity for
understanding the mental states of others arepats@lent (Bateman & Fonagy, 2006;

Lazarus et al., 2014).

However, one of the most challenging traits assediavith BPD from the perspective
of services and professionals is the frequent @eoge of self-harm. Due to the complex
nature of intent, self-harm is defined in Natiohmdtitute of Health and Care Excellence

(NICE, 2012) guidelines as “any act of self-poiswnor self-injury carried out by an



EXPERIENCING HEALTH SERVICES WITH BPD

individual irrespective of motivation” (p. 14) ang to 10% of individuals with a diagnosis
of BPD die via suicide (Paris, 2002). Thus, duthwhigh risk attached to individuals who
meet criteria for this diagnosis, as well as thesoderable level of distress associated with

BPD, it is paramount that health services are albglto provide appropriate support.

NICE (2009) guidelines recommend that pharmaco&ddreatment should not be
utilised specifically in the treatment of BPD. @&nge of psychotherapeutic interventions are
recommended including therapeutic communities, irmudtdal psychological therapy
programmes consisting of weekly individual and grtherapy (i.e. dialectical behaviour
therapy and mentalisation-based treatment) andithdil therapy using appropriate models
such as cognitive analytic therapy. NICE guideieenphasise that a choice should be
provided for service users. Furthermore, theyineith range of services which individuals
with difficulties associated with BPD are likely etilise. Due to the prevalence of self-harm
emergency services are commonly accessed. Indilgdavith a diagnosis of BPD should be
referred from primary care services to communitytaehealth teams (CMHTSs) when levels
of distress and/or risk to self or others escajatese this has been managed re-referral to
primary care services should take place. Thusyidgaon a comprehensive evidence-base
and acknowledging the lack of certainty in theréitare, NICE guidelines suggest that
difficulties associated with BPD are best manageithé community and inpatient services
should only be utilised specifically for short-teamsis management and risk. Specialist
personality disorder services from which expertidaolge and input can be drawn are also

recommended.

Research indicates that professionals find it eingiihg and stressful to work with
individuals with a diagnosis of BPD which can l¢éadegative attitudes towards them (e.qg.
Perseius et al., 2007; Rizq, 2012). Thus, progdieatment and support for individuals with

this diagnosis can be a less than straightforwesdgss. In order to inform service
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development and to understand the impact thatrfastach as stigma has on clients it is
essential to develop a knowledge-base of clieneeapces of services. Rich, in-depth
accounts of services are most effectively capttmealigh qualitative research and an
increasing amount of qualitative research of theeeiences of individuals with a diagnosis
of BPD has been published in recent times, inclyi@ixperiences of services (e.g. Fallon,

2003).

The purpose of this study was to create an overeiemhat it is like for individuals
who meet criteria for BPD to engage with a rangbeg#lth services such as inpatient
services, community mental health teams (CMHTs)aouident and emergency services. It
was deemed important to examine experiences aalidgpes of services that people with
this diagnosis typically access, thus determinmgmon factors that are either helpful or
unhelpful for clients. Consequently, a metasyrithekqualitative research on such
experiences was deemed appropriate. A furtheiohiitms study was to create a fresh
perspective on client experiences of services ngmg a number of qualitative papers
together, scrutinising the findings from a differgiew and thus building on previous
findings. It was considered that this would hawplications for health services that are

accessed by individuals with a diagnosis of BPD.

Experiences of specific therapies were not consdler this metasynthesis. Whilst
therapy is often a central component of servicesatvery specific experience that involves
working on particular aims and goals during a desigd time. Furthermore, studies on
therapy necessarily tend to involve an evaluatoramonent as to whether the therapy has
been effective or not (e.g. McSherry et al., 20IP)e perceived usefulness of therapy may
well vastly differ from wider service experiencegl as transitioning between services and

what it is like to receive input from a CMHT.



EXPERIENCING HEALTH SERVICES WITH BPD

Method

The purpose of a metasynthesis is to merge queditatudies on a particular topic
together in order to enhance information and kndgdein that area. This should lead to
more certainty and clarity (Downe, 2008) and "pr@la new and integrative interpretation
of findings that is more substantive than thoseltesg) from individual investigations™
(Finfgeld, 2003, p. 894). Although there are digfet forms of metasynthesis, the meta-
ethnographical approach designed by Noblit and KE388) is most commonly used
(Downe, 2008) and has been described as “the mibsential method for synthesizing
gualitative research” (Shaw, 2012, p. 15). Nodotitd Hare propose a series of steps for

conducting a meta-ethnography which were adheresd follows:

Getting Started

The rationale for this metasynthesis is explainettie introduction.

Deciding what is Relevant to the Initial Interest

Noblit and Hare (1988) emphasise the importanaetérmining what types of
papers are of interest to the meta-ethnographys i$lalso explained in the introduction but
inclusion criteria in full were as follows: (1) tipgimary aim of the paper was to explore the
experiences of individuals who either have a diagnof or meet criteria for BPD (2) data
must have been analysed utilising a recognisedtgtia¢ methodology (3) data must have
been organised into themes (4) at least one themsé mave partial or full content on service
users' general/broad experiences of a health sénealth services (5) the paper must be in
English and (6) the paper must be published ines-peviewed journal. The following
exclusion criteria were applied: (1) papers regayaixperiences of forensic services (2)

papers/themes that focus solely on experiencdsohpy (3) papers that integrate
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experiences of service users with other individ¢alg. professionals) within the same

themes.

Once these criteria were determined a searchedbtlowing search engines was
conducted: a number of EBSCO databases (Academarcis€omplete, PsycINFO, AMED,
CINAHL, Medline, PsycAtrticles), Web of Science a@ddbMed. The following search terms
were entered: Borderline* OR BPD AND qualitative @Renomenol* OR IPA OR
narrative* OR “discourse analysis” OR discursive thBmatic* OR “grounded theor*” OR
"content analysis" OR "focus group*" OR intervie@R “constant comparative” OR ethno*
OR hermeneutic* OR heuristic* OR "lived experient&ND psychiatric OR service* OR
system* OR community* OR CMHT OR CPDS OR "primagye€’ OR inpatient* OR
hospital* OR CPA OR care OR specialist OR setti@dR therap* Or psychotherap* OR
treatment* OR intervention* OR pathway* OR "A & PR "A and E" OR accident OR
emergency OR residential AND perception* OR perspet OR experienc* OR view* OR
opinion* OR response* OR journey* OR insight* ORradive* OR voice* OR

understanding* OR attitude*. No article publistefter 3£' March 2014 was considered.

A total of 939 English language peer-reviewed Bsiavere found on the EBSCO
databases (following removal of duplicates), 667edeund on Web of Science and 660 on
PubMed. The author read the title of each artiélbstracts were read if it was deemed from
the title that the article may meet criteria foe thetasynthesis. Following this search 48
articles were considered to be possibly suitaBlach of these articles was read by the author
and 34 articles were excluded for not meeting gateFor example, the Katsakou et al.
(2012) paper was excluded as the only serviceagltemes focused on experiences of
therapy. The studies by Briand-Malenfont et ab12) and Dammann et al. (2011) did not
contain relevant themes. The Hummelen et al. (RBO@ Langley and Klopper (2005)

studies organised experiences of service userprafessionals within the same themes.
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Thus, it was deemed that themes had been determured) analysis according to both
groups’ experiences rather than service usersfggalyi, consequently unduly influencing
interpretation and the collation of themes. Ia Therien et al. (2012) paper it is difficult to
discern the degree into which participant expersneere influenced by having psychotic
symptoms or by having a diagnosis of BPD as theemiequal focus on both. The Perseius
et al. (2005) paper was excluded as it utilisedstirae data as Perseius et al. (2003) and no
new relevant themes emerged from this paper. Tdrerel4 papers were chosen for the

metasynthesis and these are outlined in table 1.

[insert table 1 here]

There is divided opinion regarding the importanteritical appraisal for quality
prior to synthesising studies. Campbell et al0@0/iew appraisal as an important process
in excluding studies due to poor quality before fisthesis takes place and Atkins et al.
(2008) contend that better quality papers enhamoetasynthesis. However, Noblit and
Hare (2008) challenge the need for critical appitaas all and Sandelowski et al. (1997)
argue that it should not form the basis of exclgdgiapers due to lack of consensus regarding

the definition of quality.

For this metasynthesis the Critical Appraisal SKirogramme (1999) checklist was
utilised for a quality check on each paper. Tloissists of 10 questions relating to quality,
although the first two questions are for screeni8gnilar to other metasyntheses (e.g.
Murray & Forshaw, 2013), the final eight questiovere not utilised to exclude studies but

rather to determine the quality of each paper atingrto a scoring system developed by



EXPERIENCING HEALTH SERVICES WITH BPD

Duggleby et al. (2010). Each of these sectionsratesl according to the following scores:
weak (1), moderate (2) and strong (3). Thus, @ager was rated out of 24 as a means of
providing a guide to the quality of the synthesipagers. The areas that were rated and the

scores for each paper are outlined in table 2.

[insert table 2 here]

Reading the Studies

Each study was read and re-read several timebyage in chronological order
according to publication date. The author madeta aof key concepts or themes in each
paper from the results/findings and discussioni@est This became the raw data for the

study.

Determining how the Studies are Related

Each study was read a few more times in chroncébgirder, and the author made a
list of all the relevant themes/concepts that weeatified for each study. Britten et al.
(2002) refer to these themes as second-order cots{i.e. the interpretations of the study's
author). The second order constructs for eachrpapdllustrated in table 3. Either identical
or similar language to the original study was si#itl at this point. Noblit and Hare (1988)
refer to three ways that studies can be relatedth other: reciprocal translation, refutational
synthesis and line of argument synthesis. Recgbitoanslation occurs when the studies
contain common themes and concepts. Followingisgrof the second order constructs in

each of the studies, that was deemed to be theaatbee applicable studies for this
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metasynthesis. Therefore, it was deemed thatnessaptranslation would be applied which

involves creating a new set of themes by mappiegtiginal themes into one another.

[insert table 3 here]

Translating the Studies into One Another.

Similarities between the studies were identifiedhry author and were mapped onto
each other, thus maintaining the original themeawth study but in relation to the themes
from other studies that were similar. Malpassl.ef2909) state that a minimal amount of
interpretation is required at this point in ordeeticit the intended meanings of the authors of
each study, but no further interpretation took elws ensuring that second order constructs
were maintained. Albeit, this was in a differemitrh as the themes were now translated into

one another. Table 4 provides a list of thesestadions.

[insert table 4 here]

Synthesising Translations.

According to Noblit and Hare (1988) "synthesisrsfto making a whole into
something more than the parts alone imply" (p. ZB)e interpretations of the author of this
metasynthesis were introduced at this stage antlahslated themes were pulled together
into new third-order constructs (details are iltastd in table 5). This resulted in three new

themes which are outlined in the findings section.
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[insert table 5 here]

Expressing the Synthesis.

Although Noblit and Hare (1988) describe severaysia which meta-ethnographic
syntheses can be expressed (e.g. videos, art)rittensform was considered the only

suitable method for this metasynthesis.

Credibility of Findings

The credibility of the findings was enbad by the methodological rigour
demonstrated in the majority of synthesised pafsers table 2) although there were also
limitations such as lack of reflexivity in somediies (e.g. Nehls, 1994). In order to further
enhance credibility the author attempted to brahkepersonal assumptions and beliefs

about how BPD is commonly perceived in health sewiduring analysis.

Findings

Following the synthesis of the papers three doeenes were identified and are

described in-depth as follows:

Attitudes from Professionals: An Integral Part bétService Experience

This theme, which features in 12 of the synthekpsgpers, focuses on the prominent
impact that attitudes from professionals have atigigants’ experiences of services. Some
participants felt that staff in services had rigldas about those with a BPD diagnosis as
being difficult to work with, feeling that they wtilibe treated differently had they received a

different diagnosis (Nehls, 1999). The traits agsed with BPD made sense to participants
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and learning about BPD was not necessarily proltierfa them as it enhanced their
understanding of their difficulties, but the prapeland judgements that they faced from staff
was difficult for them (Holm & Severinsson, 2011elNs, 1999; Rogers & Dunne, 2011;
Walker, 2009). One participant recalled attendingAccident and Emergency service due to
a suspected infection but was immediately judgedtaff as having self-harmed even though
this was not the case. Staff did not seem to ketalsee beyond her diagnosis of BPD and
her history of self-harm and she was not listeiwealsta result (Walker, 2009). Another
participant was told by staff that individuals wiather diagnoses such as schizophrenia had
no control over their actions but that people déesgd with BPD did have control, thus

placing blame on the latter as being intentiondifficult (Rogers & Dunne, 2011).

This lack of understanding regarding BPD led te participant being informed that
they were only given this label as there was nemtdbel to cover them (Rogers & Acton,
2012). Furthermore, some participants felt isalateservices due to their diganosis, "it was
a dustbin label...it was just a diagnosis where yonitdit into other categories” (Horn et al.,
2007, p. 262). They felt that BPD was not takenossly by professionals and that another
diagnosis would have resulted in them receiving@ppate care as the BPD label seemed to
trigger lack of compassion in staff members. Intjeeparticipant relayed being told that he
did not have a mental iliness following his diagsad BPD and felt that he was forced out

of a service as a result (Horn et al., 2007).

Being judged and/or dismissed also manifestedhrerovays. Participants utilising a
preventive admissions programme felt that staff/jpled limited time and attention
(Koekkoek et al, 2010) and some participants felisible to professionals (Holm &
Severinsson, 2011). A participant in another stalled how a staff member ridiculed
them when they shared that they jumped from aitreeder to self-harm (Rogers & Acton,

2012) whilst others experienced rejecting comménts staff members, "As far as I'm
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concerned | don't want nothing to do with you na@i¢Rogers & Dunne, 2013, p. 42).
Furthermore, service users regularly found stafat understanding of more specific
difficulties. Many participants in a range of gees found that professionals judged them as
manipulative and attention seekers due to self-lmaytmehaviours (Fallon, 2003; Nehls,
1999; Perseius et al., 2003). It was felt thaf sampletely misunderstood their reasons for
self-harming, “everybody thinks that we are harmmoigselves to get attention, but we are
not, we are harming ourselves because life hurtiasmed much” (Perseius et al., 2003, p.

223).

A number of participants emphasised the importarigast being listened to by
professionals. Some recognised that during tinhesigis there was a limited amount that
professionals could do but to “just listen and reeadt respond from inside” would be
considered very supportive (Nehls, 1999, p. 2%0participant felt that nursing staff in
accident and emergency services rigidly maintathed medical role which resulted in a
lack of emotional support when all they needed fwathem to listen (Fallon, 2003). A
number of participants who had been attending anvanity mental health service and had
specific case managers reported very positive expegs with them, identifying their ability
to listen and to be there for them as a key sugpiails, 2001). Merely having somebody to
share experiences with was highly supportive fenth Furthermore, the practical assistance
and collaborative style of support that their casmagers provided, together with their lack
of judgement, led to participants feeling valued agspected. Support was also provided for
participants in other ways. For example, arrivah@ specialist personality disorder service
where a professional was able to explain BPD tartigipant following frustrating
experiences in previous services was very helpftihém, "After all these diagnoses thrown
at me, she sat there within 2 minutes and told im&twwas wrong with me” (Rogers &

Dunne, 2013, p. 42). Another participant, follogia history of self-harm, attributed their
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desire for recovery to support from and positidatrenships built with staff members
(Straker & Waks, 1997).

Valuing Communication, Consistency and Personaliimpto Treatment

Participants’ experiences of treatment were camnsilin 12 of the synthesised papers
and they particularly valued open communicatiomststency and input into their own
treatment. These aspects of treatment were dtkinlg resulting in frustration among
participants. Some participants described beirspitalised during times of crisis and
feeling powerless when their desire to be disctihrgas denied when they felt that the crisis
had passed (Miller, 1994) whilst others felt upmsd angry when severe limits, such as
discharge or committal, were set in services asterent to self-harm (Straker & Waks,
1997). Participants also expressed frustrationrvgieen a choice between voluntary
admission and being sectioned. This was consicereercive process for participants as
the term ‘voluntary’ became a misleading and inaatsudescription in situations in which

they felt that they had no options (Rogers & Durtd,1).

In contrast to this other participants felt tHa treatment they were receiving was
insufficient. Certain participants felt that sees were only interested in removing
destructive behaviours such as self-harm and dnsaevas achieved had little interest in
supporting them to become aware of the cause of Iseicaviours (Nehls, 1999). Some staff
members completely focused on potential extermgdérs of self-hnarm when the participant
felt that such triggers were immaterial and intépracesses and feelings were much more
relevant (Straker & Waks, 1997). Moreover, mangtip@ants found psychiatric care to be
ineffective and an over-reliance on medication e@®mon, “they just poured medicines
into me, so they could have peace and quiet owé#nd” (Perseius et al., 2003, p. 223). This
sometimes caused adverse effects as one particlpaatibed a negative impact on both

physical and mental health due to this over-rekafiRogers & Dunne, 2013). On other
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occasions participants found that services dicknotv how to treat them and a strong
emphasis on safety lead to some participants fgelmstrained in inpatient services

(Perseius et al., 2003).

Furthermore, it seemed to some participants tiiatmation about their diagnosis
was being withheld from them which sometimes reslih confusion, "there seemed to be
no reason for the label...there's no meaning toahell (Horn et al., 2007, p. 260). This
may have been due to the negative associatioptbiassionals have about the label (Fallon,
2003). Participants also struggled to receivermftion about their prescribed medication,
sometimes only being told about side-effects dftey had been taking the medication for
some time (Rogers & Dunne, 2013). On other ocoadiloey were just given medication
without any explanation, "They don't say why thattigular [drug] or anything - they just
give them to you" (Rogers & Acton, 2012, p. 34¥hilst a lack of choice and information
regarding treatment occurred in both community iapdtient settings some participants

found inpatient settings to be particularly coeecfiRogers & Acton, 2012).

This lack of input into treatment has manifestsdlf in other ways. Some
participants felt that they were never asked whey tvanted (Perseius et al., 2003) and
others felt powerless due to nursing staff makiht¢ha decisions for them (Holm &
Severinsson, 2011). Care Programme Approach (@#&&tings, where the care and
treatment of participants was being discussedndtiek place without them being present;
when they were present they regularly found they twere told about decisions that had
already been made rather than being given an inputheir own treatment (Rogers &

Dunne, 2013).

However, some participants reported more pos#as@unts of their treatment and

being involved in their own care was central t@thCertain participants found an openness
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and honesty at their CPA meeting that resulteti@émt collaboratively creating realistic long-
term goals; others who had been hospitalised dseltdharming behaviours appreciated
being involved in their discharge (Fallon, 2008urthermore, participants who were
engaging in preventive psychiatric admissions vierelved in the negotiation process prior
to this resulting in them feeling that their neadse recognised (Koekkoek et al., 2010).
Moving to a specialist personality disorder serw@es a rewarding experience for some
participants as they were "desperate to find i recovery pathway" and were given a
choice regarding whether or not medication would Ipart of their care plan (Rogers &

Acton, 2012, p. 346).

A further part of treatment that was highly valugdparticipants was consistency.
When this was lacking it triggered discomfort amdertainty in service users (Perseius et al.,
2003; Straker & Waks, 1997) and some felt betrayleen they were passed from staff
member to staff member (Perseius et al., 2003)taldeparticipants, who described their
journey through the mental health system in the fokind it very disruptive when
consistency was absent during the CPA processexXample, they described having to
attend a series of rushed outpatient appointmertsegularly meeting different doctors,
thus interfering with their ability to build rapgorThey relayed the need to have one main
coordinator for CPA meetings in order to maintaamtmuity and emphasised the value of
staff training by specialised staff such as psyobisks or psychiatrists (Fallon, 2003). This
desire for continuity, in particular staff consistg, resulted in some participants finding it
extremely difficult to move to a specialist serveen though they felt that it was a positive
step forward for them, "I'm frightened to death'd{fers & Dunne, 2013, p. 41). Conversely,
it was a very rewarding and positive experiencepfaticipants when that consistency was in
place. Service users who had a case managenerasgears greatly appreciated the fact

that they were consistently available, "He's thier@eed to talk to him, and he's there if |
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don't need to talk to him. So it's just the be#tionship" (Nehls, 2001, p. 8). This was one
of the reasons why these patrticipants consideredbié preferable to have a case manager
rather than a therapist as therapy was only avaifalb one houper week.

Engaging with Services: The Desire to Feel Contdiaed the Search for Meaning

Some participants utilised services as a way tbaio emotional distress and search
for meaning; this theme is represented in eiglthefsynthesised papers. During crisis
episodes when service users were unable to mahagelistress and when the risk of self-
harm was high many participants felt that servigeee effective at providing adequate
support (Fallon, 2003; Straker & Waks, 1997). @adicipant compared hospital to “a safe
haven where you didn’t have the pressures thatigooutside” (Straker & Waks, 1997, p.
195). Some participants benefitted from brief hiadpreatment plans typically lasting
between 48 and 72 hours which were perceived kicgamts as a safe place where their
distress and period of crisis was contained, "l &teemendous relief when | get on the unit
and turn in my pocket knife and the extra pillavé...It's just, the place is pretty safe, you

know" (Nehls, 1994, p. 5).

For other participants, safety during crisis epesowas often found by having a key
person to contact. Participants highly valuediBigity and the availability of a range of
services and clinical psychiatric nurses were oftamacted as they were deemed more
flexible and accessible than other professionadidk, 2003). If these participants did have
a range of services available during periods @listhey tended to contact the person with
whom they had the most positive relationship. Aeot and Emergency services were often
contacted for safety, even though participantshetinegative experiences with staff there.
Service users highly valued a smooth admissiormo$pital but this was much more difficult

when interacting with a duty psychiatrist ratharthheir usual care team (Fallon, 2003).
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This emphasises the importance of familiarity apgraachability for participants in order to

feel contained.

Hospital had other purposes for participants dutimes of crisis and distress. Some
service users considered it to be a place of msgyiere they could relax (Koekkoek et al.,
2010; Miller, 1994; Nehls, 1994). This was a camtey experience for them when things
were very difficult for them in the community. Beiin the hospital setting removed
pressures and obligations that existed elsewhygoe, don't have to smile, don't have to
laugh, you don't have to talk, you don't have wip@ate in anything” (Koekkoek et al.,
2010, p. 131). Some patrticipants felt containedtier ways. The familiarity of the hospital
surroundings was comforting for one participant anaas a nurturing environment for

others that not only provided safety but also hue@artact and kindness (Nehls, 1994).

Furthermore, the hospital setting became a safroeeaning for participants as this
was absent elsewhere in their lives. Howeverj@pants were eager not to become addicted
to the hospital experience and to create meanintpémselves in the community also, "I
need to develop my life enough so that | won't néechospital for friendship and safety"
(Nehls, 1994, p. 7). This was often perceivedhadlenging due to lack of support for
difficulties associated with BPD in the communilehls, 1994) and some participants felt
they did not get enough support after dischargee@ally after long periods in inpatient
services (Rogers & Dunne, 2011). On other occasioowever, service users were able to
find meaningful activities in the community withpport from the hospital on discharge
(Nehls, 1994). Participants who had engaged imgmteve psychiatric admissions were
prepared for discharge and often found it easisettie back in the community due to the
knowledge that they would be able to return to itekm the near future, thus providing

continuity and predictability (Koekkoek et al., 21
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Travelling through the health system resultednmagoing movement between
different services for many participants, thus tirgavarying degrees of independence and
stability at different times (Fallon, 2003). Thimseling contained and settled could often
depend on how responsive services were to the rdgudsticipants and specific
circumstances relating to service environmentanéeelevant factors are addressed in the
themes described above (e.g. input into own treattnmeeractions with staff). Other factors
were also relevant. Being in the same environrasrdther service users prone to
challenging and disruptive behaviours could be tilrsg for some (Koekkoek et al., 2010)
and other participants reported perceiving a ldckafety in the hospital setting at times, "
woke up and there was four blokes standing at ¢ftoim of my bed, and not one of them
was a member of staff* (Rogers & Dunne, 2011, ©)2&onversely, other service users in
hospital settings were often perceived as suppmdnd containing and participants found it
easier to talk to them about their difficulties @oek et al., 2010). Moreover, moving
from more generic services to a specialist perstymdisorder service was a settling and
containing experience for some. Participantstfelt they entered an environment where
staff understood personality disorder and thereavage of interventions available rather
than just medication, "If | was to have a probleocolild speak to someone rather than -
without knowing that the first thing they're goitysuggest is giving me meds" (Rogers &
Acton, 2012, p. 344). However, despite these hisnief a specialist service there was also
the knowledge that the purpose of such a servicetavaventually support the client to move
on from the service which could be unsettling andantaining, "If it's all left under one
service and you're discharged from that servia ffou're left high and dry" (Rogers &

Dunne, 2013, p. 41).

Thus, as participants travelled through a rangeeofices finding meaning and

feeling contained was hugely important to themrvises were highly valued by participants
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when they supported them to achieve this but wihserat participants continued searching in

an attempt to create more positive, stable andliiodf lives.

Discussion

This study synthesised 14 papers in order to egple experiences that individuals
with a diagnosis of BPD hold about health servidearticipants from these papers felt
judged and labelled by professionals in healthisesvand sometimes experienced prejudice.
They often experienced a lack of empathy and uteleilsng from professionals and found
that people with other diagnoses, such as schirophyrwere treated more compassionately.
Participants described a number of qualities wittealth services that they highly valued, in
particular consistency, communication and input thieir own treatment. Although such
gualities were often absent some patrticipants &bleto draw on their positive impact when
they did occur. For certain participants healtlvises were utilised as a means of containing

distress and finding a sense of meaning in theasli

Exploring Negative Attitudes of BPD among Healtbf@ssionals: Implications for Services

The findings in this study that allude to tensibesveen health professionals and
individuals with a diagnosis of BPD are consistsith reports in previous research (Millar et
al., 2012; Weight & Kendall, 2013; Woollaston & mxbaugh, 2008). Personality disorder
in a broader sense is a stigmatising label thedmsidered more difficult to treat and more
challenging than other diagnoses (Mason et al.0281alker et al., 2005). However, Nehls
(2000) suggests that BPD may be associated witle stereotypes than any other diagnostic
label and she draws attention to associated judgesnaed labels such as "not sick,
manipulative and noncompliant” (p. 62). Self-hasnrequently utilised as a coping strategy
and a release for emotional distress (Cameron,;208ires et al., 1995) but this does not

seem to be fully understood or recognised by psidesis in the synthesised papers.
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Participants refer to a lack of understanding anfedessionals regarding emotional factors
that may underlie self-harming behaviours and #maphasise a focus on potential external
triggers or the belief that self-harm is a représgon of manipulative and/or attention

seeking behaviour.

Participants in this study appeared at times tbtfe the only obstacle to being
treated with compassion was the BPD label. Thiytat they were considered to be
intentionally difficult whilst people with other @gnoses, such as schizophrenia, were treated
with more empathy due to the perception that thee/Imited control over their actions.
This fits with findings from research that focusesstaff perceptions of BPD. Woollaston
and Hixenbaugh (2008) found that nurses deemedlithdils with a diagnosis of BPD to be
manipulative and dishonest. Other research sugtfest nurses react with less empathy to
people with BPD in comparison to other diagnoseaqér & Gallopp, 1993). Furthermore,
Markham (2003) found that staff felt more negatphabout clients with BPD when

compared to those with schizophrenia or depression.

As previously mentioned, there are those who goeskie validity of the diagnostic
classification system in its entirety (e.g. Benta003; Boyle, 2007). However, there are also
researchers who single out BPD as a problematgnd&is within the diagnostic system due
to its lack of clarity as a diagnosis, its assaecratvith trauma and its overlap with
posttraumatic stress disorder (McLean & Gallop@320ayrer, 1999). The findings in this
metasynthesis suggest that similar doubts abouwtaindity of BPD exist in many health
professionals and participants sometimes feltttiet were given the BPD diagnosis as they
were perceived to not fit within any other diagmosategory, thus leading to a participant
referring to BPD as a "dustbin label” (Horn et 2007, p. 262). When one takes into
account the dominance of the diagnostic frameworkihderstanding mental illness it is

possible that an inability to fit individuals neathto this system leads to negative
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assumptions and judgements. Because the diage®siss to be considered less real than
other diagnoses this may well fuel the assumptiab $omeone with this diagnosis is in some

way less genuine than those with other diagnosas asischizophrenia or bipolar disorder.

Another factor that should be considered is theateting environment that many
health professionals work in, sometimes resultingurnout and compassion fatigue (Clark
& Gioro, 1998; Neville & Cole, 2013; Phelps et &009; Ray et al., 2013). These attributes
are associated with emotional exhaustion, depelisatian and apathy (Collins & Long,
2003; Lim et al., 2010). Furthermore, researchfbasd that staff find it more difficult to
work with BPD than other mental health diagnosamgs & Cowman, 2007) and that
professionals find it stressful working with BPDiZR, 2012). Thus, it seems reasonable to
postulate that working under challenging circumségnand holding the belief that a
particular group (in this case, individuals witdiagnosis of BPD) are intentionally making
the work environment even more demanding will leadegative attitudes among health

professionals.

Social identity theory (SIT) (Tajfel & Turner, 19;78ajfel, 1981) could be a useful
framework to enhance understanding of this proc&s$§.postulates that individuals identify
with specific groups (i.e. the in-group) in orderreserve or augment self-esteem and
comparison to other groups (i.e. out-groups) iar @f this process. Negative comparison
opens up the possibility of prejudice and sterdatyand can result in in-group bias which
leads to an “us versus them” conceptualisatiorebilviour. Thus, working in a demanding
and often stressful environment may create a niggdéssan in-group in order to enhance
self-esteem and identity. Furthermore, this apggverception that individuals with a
diagnosis of BPD are intentionally creating diffioes for professionals places them in the
out-group or the ‘other’ group. Tajfel and Tur@®79) highlight that not all out-groups are

considered for comparison by in-groups and thatifipd¢actors such as similarity, proximity
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and situational relevance determine which groupsampared. The latter two factors apply
to most service users but some health professiomaysview people with a diagnosis of BPD
as similar to themselves due to their perceivedrobaver their actions. This differentiates
the BPD diagnosis from other labels that are aasediwith behaviours that challenge, such
as schizophrenia. Therefore, being part of the BEgroup may lead to assumptions,

judgements and stereotypes about its members frofagsionals.

Consequently, fostering an understanding of behasiassociated with BPD could
enhance empathy and considerably reduce sterecaygegssumptions among professionals.
The National Institute for Mental Health in Englaf2d03) recommend training for
professionals of all levels of experience on peatipndisorder to support them to work with
this diagnosis and progress is currently being nvattethis. The Knowledge and
Understanding Framework (KUF) training was desigioedhis purpose and results in a
recent study (Davies et al., 2014) suggest thattthining enhances understanding of
personality disorder among professonals and redusgative emotional reactions towards
service users at both the immediate and three numdttraining stage. Capability of
working with personality disorder also improved ieuffately post-training but had reverted
back to pre-training levels at three months pagting. Therefore, Davies et al. (2014)
recommend that ongoing support is required to dalete the impact of training. However,
the encouraging results from this study suggeststadf training should be an integral part of
reducing stigma and stereotypes and should als@eb&d as an important tool for breaking

down barriers between professionals and individwétis BPD.

Examining the Needs of Service Users: Implicatfon$Services

Research has found that service users resent Whgrate not involved in their own

treatment planning, recommending service user impateach stage of treatment and that
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they should be involved in the evaluation of thaldy of services (Howard et al., 2003).

This correlates with findings in this metasynthebat illustrate that service users with a
diagnosis of BPD value clear and open communicawell as input into their own
treatment. Furthermore, research has found tladtiherofessionals and service users
frequently set different goals in treatment and nvaeliscrepancy between priorities and lack
of communication exists treatment can be adveisédected (Hansen et al., 2004; Junghan et
al., 2007). Thus, it appears that the care oliddals with a diagnosis of BPD would be

maximised when service users are involved in thvim treatment.

Collaborative care programmes have been found &ifbetive in the care of
individuals who have received other diagnoses sisatrepression and bipolar disorder (e.qg.
Bauer et al., 2006; Gilbody et al., 2006) and $eiret al. (2011) suggest that this approach
may also be effective for severe BPD. Furthermiimdings from this metasynthesis
indicate that service users considered internaige®es to be much more related to self-harm
behaviour than potential external triggers, sonmgttihat was not understood by
professionals. This fits with Warner and Spanglét012) view that focusing on specific
behaviours as a successful outcome (i.e. a redtuictiself-harm) is of limited value unless
contextual factors and the goals and needs ofethvice user are taken into account.
Therefore, services should strive to include serusers with a diagnosis of BPD in their

own treatment and incorporate them as integraktment planning.

Another important finding from this metasynthesters to the desire of participants
to feel contained in services and attachment thisgpgrhaps a useful way to understand this.
Attachment theory postulates that an infant needsrgy from a primary caregiver from
where they can explore the outside world in thelkadge that they can return to a secure
base when necessary. The quality of this relatipngith a primary caregiver becomes

internalised and generalised and in adulthood iddals continue to strive for this secure
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base from where exploration can occur (Bowlby, 398this seems like a particularly useful
way to understand the search for containment atwrisg among service users with BPD as
this diagnosis is associated with insecure attachohge to typically traumatic childhood
experiences (Fonagy & Bateman, 2007). In factadeén (1984) also drew on attachment
theory to try to understand the inpatient expemsnaf individuals with BPD. He emphasises
the importance of being able to build an alliandth staff and the 'goodness of fit' between
service users and staff as highly relevant to crga secure base from which their

surroundings can be explored.

The search for containment and security in senaoesng participants in the
synthesised papers appeared to involve a searehsiecure base and this primarily occurred
in inpatient services. For many individuals witdiagnosis of BPD services are their only
support or point of contact and it is thus natfwathem to seek security there during times
of crisis or severe distress. Participants hugalyed consistency and continuity in services
which supported them to feel even more secure afed #\s previously stated, NICE (2009)
guidelines recommend that inpatient services shonlg be utilised short-term for service
users with a diagnosis of BPD and that they shaetigkn to the community once periods of
crisis or high distress have passed. Howeveffjnldengs from this study indicate that this
was often very difficult for participants due teuificient services and support in the
community. Therefore, from an attachment perspectheir secure base was often

completely removed without an adequate replacement.

Preventive admissions appears to have worked pkatig well for participants
because following discharge they were able toesgttthe community in the knowledge that
they would be returning to the secure base agamma few weeks. In contrast, it was
much more difficult for service users who lackedttbecure base on discharge. This

highlights the need for discharge planning proceslum inpatient services that ensure that
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adequate support is available for service usettseircommunity following discharge. An
ability to adhere to NICE guidelines and keeping tise of inpatient services to a minimum
would appear to be dependent on the presenceaafuaesbase in the community. Findings
in this study suggest that this is often lackifidnerefore, an emphasis on adequate
community supports for individuals with a diagnasi€8PD should be a central part of

service planning going forward.

Strengths and Limitations

A strength of the metasynthesis was that it praVvigie opportunity to examine
existing research from a fresh perspective thrdhgtcreation of third order constructs.
However, this also entailed a limitation as theassary additional layer of interpretation
further removed the themes from participant expees. A strength of including a wide
range of health services in the metasynthesis nadttenabled an overview of common
experiences in different contexts, thus providihgical implications that are relevant across
a range of services. However, a resulting linotais that it was not possible to explore in
detail specific dynamics contained within indivitisattings. A further limitation in this
study was that analysis was completed by one reseraonly thus impacting the credibility

of findings.

Future Research

Future qualitative research should explore profesds’ beliefs about stigma and
stereotypes associated with BPD focusing on themghts on the origins of such stigma and,
if they hold any stereotypical views, where theguared these beliefs. This could help to
inform future staff training on BPD. Quantitatisad qualitative research should continue to
explore the impact of training courses such as Kb fhe beliefs that professionals hold

about BPD and their confidence working with indivads with this diagnosis. Future
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research should further examine the impact of bolative approaches on individuals with a

diagnosis of BPD through quantitative and qualiatiesearch.

Conclusion

In conclusion, an examination of themes elicitethis metasynthesis suggest that
negative attitudes and stereotypes held by prafeals about BPD present a considerable
barrier to care for individuals with this diagnosisurther barriers to their care include lack
of service user input into their own treatment andck of support and security for service
users in thecommunity. Health services shouldegpéatemphasis on providing training on
BPD for professionals that enhances understandimgreness and thus empathy. Moreover,
health services should use collaborative approachigeatment and an emphasis should be

placed on providing appropriate supports for peaptk a BPD diagnosis in the community.
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Table 1: Features of Metasynthesis Papers

Paper No. Author(s) & Year of Country Sample Qualitative Primary Aim of Paper
Publication Approach
1 Nehls (1994) USA n =5 (previously diagnosed VB®PD Heideggerian To understand participants'
or met diagnostic criteria for BPD); hermeneutics lived experiences of brief
age range not specified hospital treatment plans
2 Miller (1994) USA n=10 (8 women) individuals wheet The life history To learn about participant
diagnostic criteria for BPD; age rangemethod experiences of BPD & its
21-50 years treatment
3 Straker & Waks (1997) South n=5 women with a diagnosis of BPD; Thematic analysis = To explore participants'
Africa age range 22-25 years phenomenological
experiences of limit setting
regarding self-damaging acts
4 Nehls (1999) USA n=30 women who met criteria for Interpretive To learn about the experience

BPD; age range not specified

phenomenology

of living with a diagnosis of

BPD
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5 Nehls (2001)

6 Fallon (2003)

7 Perseius et al. (2003)
8 Horn et al.(2007)

9 Walker (2009)

USA

UK

n=18 individuals (17 women) who Interpretive
met criteria for BPD; age range 33-51phenomenology
years.

n=7 (4 female) individuals wih Grounded theory
diagnosis of BPD; age range 25-45

years

Sweden n=10 women wiiagndsis of BPD Qualitative content

UK

UK

(age range 22-49 years) and 4 DBT analysis
therapists

n=5 (4 female) individualgiwa Interpretative
diagnosis of BPD; age range 23-44 phenomenological
years old analsysis

n=4 women with a diagnosis oflBP A ‘performance’
and a history of self-harm; age range approach
not specified (Langellier) and

‘narrative

To explore participant
experiences of case
management services

To learn about how
participants experience
mental health services
To explore the perceptions of
service users and therapists of
providing and receiving DBT
Individuals’ experiences of

the label BPD

To explore the experiences of
women with a diagnosis of

BPD who self-harm
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thematic’ approach

(Reissman)
10 Koekkoek et al. (2010) Holland N=8 women wittiagnosis of BPD; Thematic analysis  To determine the impact of
age range 24-61 years preventive psychiatric
admission on individuals with
severe BPD
11 Rogers & Dunne (2011) UK n=10 individuals (9 &de) with a Thematic analysis  To learn about the inpatient
diagnosis of BPD; age range 21-45 experiences of individuals
years with a personality disorder
12 Holm & Severinsson  Norway n=13 women with a diagnosis of BPOFhematic analysis  To explore how recovery can
(2011) age range 25-53 years old lead to change in suicidal
behavior
13 Rogers & Acton (2012) UK n=7 (6 female) withiaghosis of Thematic analysis  To explore the perspectives
BPD; age range 21-43 years and opinions of people with a

diagnosis of BPD of

medication as a treatment for
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BPD
14 Rogers & Dunne (2013) UK n=7 (5 female) witlli@gnosis of Thematic analysis

BPD; age range 21-61 years
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Table 2: Quality Scores of Metasynthesis Papershas CASP

Study Research Sampling Data Reflexivity Ethical Data  Findings Value of Total Score
Design Collection Issues Analysis Research
Nehls (1994) 2 2 1 1 2 2 2 14
Miller (1994) 3 3 3 2 3 2 20
Straker & Waks (1997) 2 2 1 1 1 2 2 12
Nehls (1999) 3 3 2 1 3 3 3 21
Nehls (2001) 3 3 2 1 3 3 3 21
Fallon (2003) 3 2 1 3 2 2 2 17
Perseius et al. (2003) 2 3 2 3 3 3 3 22
Horn et al.(2007) 3 3 3 2 3 3 3 23
Walker (2009) 3 3 2 3 2 2 2 20
Koekkoek et al. (2010) 2 2 1 2 2 2 16
Rogers & Dunne (2011) 2 3 3 2 2 2 19
Holm & Severinsson 3 2 3 3 3 3 2 22
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(2011)
Rogers & Acton (2012) 2 3

Rogers & Dunne (2013) 2 2

21

20
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Table 3: Second-Order Constructs Identified in Mytéhesis Papers

Study

Second-Order Constructs

Nehls (1994)

Miller (1994)

Straker & Waks (1997)

Nehls (1999)

Safety, Protection against self-h&hgrt-term safety, Hospital as respite, Justifyigpite in hospital, Hospital as
family and friends, Finding meaning in hospitaleBking addiction to the hospital, Longing for & ldutside of
hospital, Limited safety, Hospital and communitglifinding a balance, The community: "l don't fit"

The purpose of hospitalisation as respite, Laakooitrol/helplessness, Fearing the repercussiodsolosure.
Lack of control, Severe limit setting: negative sequences, Fear as a deterrent for self-harmimdinggressure
due to limit setting in services, Support from gsgionals, The hospital as a "safe haven", Lackdérstanding
from professionals, Lack of understanding, Lackarfsistency, Sharing feelings with staff.

Being judged by professionals, Professionals: jiiss attention seeking”, Feeling dismissed by ggsionals,
Professionals: "preconceived and unfavorable opsiiof BPD, The BPD label: adversely affecting tmeent,
Being marginalised by the BPD label, Living witlketherception of being manipulative by professionaédf-
harm: "lack of a shared understanding” with pratesss, Wanting to be understood by professionals,
Professionals' perceptions of self-harm: adverss@guences, Access to care as "intentionally lahité/anting to

be listened to by professionals, Assuming that waltdoe lacking, Wanting to be listened to by mss$ionals,
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Nehls (2001)

Fallon (2003)

Perseius et al. (2003)

Horn et al. (2007)

Walker (2009)

Experiencing prejudice from professionals, Feefimigunderstood by professionals regarding self-haime,
meaning of self-harm for clients, Dialogue with f@ssionals as therapeutic, Longing to be listened t

Feeling “treated like a person”, Feeling listenedReeling valued, The importance of being listettgdRespect
and companionship, Case managers: providing atyarieservices, Case managers as a lifeline, Prayisupport
with life-skills, Case managers as “indefinitelyadable”, Valuing commitment, Experiencing conflinta positive
manner, Enhancing sense of self-sufficiency, Cameagement as more valuable than therapy.

Diagnosis: lack of communication, Seeking help mlgicrisis, Mixed accessibility from services, Radgdistress
through flexibility, Feeling undeserving of careedio negative attitudes, Lack of “emotional suppdfinding a
balance between risk and independence, Relatianakithe key to feeling safe, Feeling includedcare cThe
importance of consistency, Containing distressughorelationships, Moving through the system, Lack
communication, The importance of feeling includ®&king passed from pillar to post”, Ongoing moveinen
through the system, Self-harm and stigma, CPAirfgehcluded, Feeling understood, Consistency.

Lack of respect from staff, Lack of input into the@nt, Discontinuity and betrayal, Psychiatric casaneffective.
Professionals withholding information, Professierad experts, Feeling rejected by services,

Not fitting in mental health services, Rejectingviees.

Feeling judged by professionals, Being treatecediffitly, Uncaring interactions with health professils, Being
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judged by professionals.

Koekkoek et al. (2010)  Psychiatric admission facilitating time-out, Mixe@ws of professionals, Other BPD patients as stiyao
Feeling in control of treatment, Confrontationshwather service users, Adapting to discharge, Rgalieady due
to preventive admissions.

Rogers & Dunne (2011) Negative staff reactions due to PD label, Servesrsidismissed by staff, Feeling dismissed, Thespaiv
sectioning, Prejudice from staff due to diagnoNisgative experience of ‘voluntary admission’, Jalatision
making, Lack of support at discharge, Lack of sabath other patients, Waiting too long for admesi Staff and
peer support, Lack of activities.

Holm & Severinsson Involuntary hospitalisation: Feeling violated, Feglpowerless, Gaining insight through psycholdggk of trust

(2011) from professionals, Experiencing stigma, Experiegdrust and belief from professionals.

Rogers & Acton (2012) Lack of understanding from staff, Negative attitsidf®m staff, Medication: feeling like guinea pigsnfusion
from professionals regarding correct treatment|ik@eejected by staff, Lack of information regargimedication,
Over-emphasis on medication, Changing to a speti&drvice: a positive experience, Lack of inpt tneatment,
Becoming involved in treatment plan, Coercive tneatt, Finding one’s own treatment pathway.

Rogers & Dunne (2013) Lack of input into treatment, Lack of progress, kauf consistency as challenging, Specialist servieeling

involved in own care, Fear of being abandoned, Lafcknderstanding, Feeling understood, Lack of nmiation
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regarding treatment, Lack of signposting from sta#ick of information regarding medication sideeetf, Follow
up: thinking about confidentiality, Lack of followp information, Excluded from care plan, Lackingace into
care, Service reliance on medication: “I feel l&kguinea pig”, A long wait for psychotherapy, Pyttlerapy as a

treatment: lack of options.
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Table 4: Translated Themes

Theme No. Translated Theme Metasynthesis Papers Containing Theme
(Identified from Second-Order Constructs) (According to Numbers Attributed in Table
1)
1 Accessing services to feel safe 1,3,6
2 Hospital as respite 1,2, 10
3 Hospital as family & friends 1
4 Finding a balance between risk and independence , 6, 1D
5 Breaking addiction to the hospital 1
6 Lack of control/Feeling powerless 2,3, 11
7 Fearing repercussions 2,3
8 Feeling judged & dismissed by professionals 4,8, 10,11, 12, 13
9 Lack of understanding and/or trust by profesdena 3,4,12,13,14
10 Lack of care 4

11 The importance of being listened to 3,4,5,6
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12

13

14

15

16

17

18

19

20

21

22

23

24

25

Feeling valued and respected
Professionals and/or peers as supportive
The importance of consistency
Lack of communication and/or information
Moving through the system
The importance of feeling included
Psychiatric care as ineffective/Lack of progr@sg/or options
Feeling rejected by services/Not fitting in
Professionals as experts
Difficulties with other service users
Lack of activities
Changing to a specialist service: A positiveezignce
Fear of being abandoned

Lack of input into treatment

5
3,91 12, 14
3,5,6,7,14
6,8, 14
6, 11
6, 10, 11,18
7,13, 14
8
8
10, 11
11
13
14
7,12, 13, 14
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Table 5: Final Themes/Third-Order Constructs

Third-Order Constructs

Second-Order Constructs Utilised

Attitudes from professionals:
An integral part of the service

experience

Valuing communication,
consistency and personal

input into treatment

Feeling judged & dismissed by professionals

Lack of understanding and/or trust by professionals
The importance of being listened to

Feeling valued and respected

Professionals and/or peers as supportive

Feeling rejected by services/Not fitting in

Lack of control/Feeling powerless

Lack of care

The importance of consistency

Lack of communication and/or information
The importance of feeling included

Psychiatric care as ineffective/Lack of progress/anoptions
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Professionals as experts

Lack of input into treatment

Engaging with Services: Accessing services to feel safe
The Desire to Feel Contained Hospital as respite
and the Search for Meaning Hospital as family & friends

Finding a balance between risk and independence
Breaking addiction to the hospital

Fearing repercussions

Professionals and/or peers as supportive

Moving through the system

Difficulties with other service users

Lack of activities

Changing to a specialist service: A positive exgace

Fear of being abandoned
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Abstract

BackgroundPrevious research indicates that mentalisationebieatment (MBT) is an
effective therapeutic programme for difficultiesasiated with borderline personality
disorder (BPD). However, there is no publisheditptave literature that highlights service

user experiences.

Aims: The primary aim of this qualitative study was tarleabout the experiences of

individuals who attend an MBT programme for BPD.

Method: Seven adults (five female and two male), who wecguited via three separate
NHS Trusts, were interviewed. Participants weteraling an intensive out-patient MBT
programme for BPD for between three and 14 monibeta was analysed using

interpretative phenomenological analysis (IPA).

ResultsThe following four themes were identified: expedemy group MBT as
unpredictable and challenging, building trust: adgral but necessary process during MBT,
putting the pieces together: making sense of tleeadMVIBT structure, and seeing the world

differently due to MBT: a positive shift in expenige.

ConclusionsParticipant experiences of change facilitated byTM&gely align with
Bateman and Fonagy's (2006) suppression of meatialismodel of BPD. Participants also
refer to specific factors that may be disruptivenentalisation capacity during the
programme. These factors, in addition to implmagi for MBT and suggestions for future

research, are discussed.
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Introduction

Mentalisation-based treatment (MBT) is a therajpgquibgramme that was designed
for individuals with a diagnosis of borderline pamality disorder (BPD) by Bateman and
Fonagy (2006), although it has since been presestedpotential treatment for people with
other diagnoses, such as antisocial personalitydks (McGauley et al., 2011) and eating
disorders (Skarderud & Fonagy, 2012). Severaiddilties are associated with BPD such as
persistent suicidal behaviour, volatile interpeedaelationships, an unstable sense of identity
and intense emotional experiences (American Pslyzhssociation, 2013). Childhood
traumas, such as sexual, physical and emotionaleadmd neglect, have been strongly
associated with a BPD diagnosis (e.g. Sansone &da) 2007; Huang et al., 2010). The
MBT model draws on the idea that childhood traurnsaugts an individual’s capacity to
mentalise (Bateman & Fonagy, 2006), which essépiialolves the ability to understand
one’s own mental states, such as thoughts anchéseland the mental states of others (Allen
et al., 2008). This disturbance to mentalisatiapacity, in turn, continues into later life and
according to Fonagy and Bateman (2006) should dermstood in the context of attachment

theory.

Attachment theory is premised on Bowlby’s assartlat infants seek to find security
from their primary caregiver and assumes that arsemttachment with the primary caregiver
has a positive impact on one’s mental health ahdduelationships, whereas an insecure
attachment is considered to have an adverse effeittese domains (Bowlby, 1973).

Internal working models created during infancy teemaset of expectations regarding the
relationship with the primary caregiver and futtetationships, become generalised and
seem to have an enduring impact on an individual adulthood (Bowlby, 1988; van
lizendoorn, 1995). Fonagy and Bateman (2007) plaeattachment figure at the centre of

the development of the ability to mentalise arguimat this stems from feelings of being
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understood by the primary caregiver. They hold ¢thsruption to the attachment
relationship, in turn, has an adverse impact onrtliwidual’s ability to mentalise.

Enhancing the capacity to mentalise is thus théraetomponent of MBT which is intended
to support the service user “to find out more allmw he thinks and feels about himself and
others, how that dictates his responses, and hassan understanding himself and others
lead to actions in an attempt to retain stabilitg 80 make sense of incomprehensible

feelings” (Fonagy & Bateman, 2007, p. 93).

MBT is a manualised approach and two separateg@muges were devised for BPD:
a day hospital programme and an intensive out4pigbieogramme. In the day hospital
programme a combination of individual and groupdbg is utilised, service users attend for
five days per week initially and the treatment amnés for 18-24 months. The out-patient
treatment consists of one individual and one grbepapy session per week for 18 months.
Both manualised MBT programmes recommend sepdratapists for individual and group
therapy (Bateman & Fonagy, 2006). A pretreatmeotg of eight to 12 sessions is
recommended consisting of psychoeducation on msatian, BPD, attachment and other

topics relevant to MBT (Karterud & Bateman, 2012).

As previously stated, the aim of MBT is to stintelanentalisation capacity in service
users. Inindividual sessions therapists are atiatestimulating feelings is likely to
destabilise the attachment system of the serviee uBhus, the therapist remains in close
emotional proximity to the client by probing, questng and stimulating feelings until the
client is about to lose mentalisation capacity.thA$ point distance is created by the therapist
in order to decrease emotional arousal by redutiagntensity of the session and thus
maintaining mentalisation capacity. When the ¢lr@sumes mentalising the therapist can

return to emotional proximity (Bateman & Fonagy12D
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The primary aim of group sessions is to providéafgrm for learning how to
mentalise in a group environment. Thus, whilst taksation capacity will inevitably be lost
by service users (and therapists) at times duniaggginteractions there is an emphasis on
detecting such instances, exploring and understgrtiem, and regaining the ability to
mentalise in the group environment (Karterud & Bae, 2012). Furthermore, learning to
maintain mentalisation capacity and manage anxieting stressful circumstances is
highlighted as key to group sessions. This wouwldhe possible to achieve during individual
sessions alone thus resulting in concurrent indiaiéind group psychotherapy being central

to MBT (Bateman & Fonagy, 2006).

The evidence-base, mainly consisting of randomisedrolled trials (RCTSs),
suggests that MBT is an effective treatment fofidifties associated with BPD such as self-
harm, interpersonal functioning, suicidal behavéoaind depression (Bales et al., 2012;
Bateman & Fonagy 1999; Bateman & Fonagy, 2009; R8s Fonagy, 2012). Research
also indicates that improvements can remain fégast five years post-treatment (Bateman
& Fonagy, 2008), thus highlighting the potentiaidgeterm benefits of MBT. Recent
guidelines and reviews (National Institute of Heahd Care Excellence, 2009; Stoffers et
al., 2012) refer to encouraging research regamliBg as a treatment for BPD.
Furthermore, their reference to the small eviddvase for MBT has been partially addressed

by the two subsequent RCTs cited above (i.e. Balat, 2012; Rossouw & Fonagy, 2012).

RCTs are generally considered to begbll standardn quantitative methodology
(Salmond, 2008). However, the restrictive naturihe scales and questionnaires used in
these studies left little room for participantgtovide detailed accounts of their experiences
of MBT as a therapy. Learning about such expegsmould be a relevant factor in
developing the therapy further and understanditigeife are elements of the therapy that

could be enhanced to optimally meet the needsreicgeusers. A qualitative approach
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would be best suited to facilitate learning abbese experiences. To the chief investigator's
knowledge, no qualitative research has been puduish date exploring service user
experiences of MBT; thus, a qualitative method employed in this study. The study
examined service user experiences of intensivgatient MBT while they were still

engaging in the programme. The primary researelstgqan was to discover how adults with

difficulties associated with BPD experience intgasput-patient MBT?

Method

Design

Interpretative phenomenological analysis (IPA) wilagsen as the qualitative method
for analysing data for this study. IPA is concermeth the lived experiences, meanings and
perspectives of participants whilst acknowledgimat they cannot be entirely accessed.
Therefore, it involves a double hermeneutic becausalds that the participant is attempting
to make sense of his or her experiences of thedwanld the researcher then endeavours to

make sense of these interpretations (Smith, 20@MthSet al., 2009).

IPA is utilised to scrutinise major life experiesa® individuals and generally
involves the use of homogenous samples. Howetgadiographic focus also results in in-
depth analysis of individual participant experiengeaddition to determining more
collective themes and interpretations. Therefli?8, is interested in both similarities and
differences of participants so that despite thealisry of shared themes the voice of the
individual is not lost. The semi-structured iniew is considered the most effective data
collection method in IPA studies due to the flekipithat it allows in eliciting participant

experiences (Smith et al., 2009; Smith & Osbor®80
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Sampling and Participants

Purposive rather than random sampling was employedder to facilitate
recruitment of a clearly defined, relatively homoges group. In order to facilitate in-depth,
rigorous analysis of each individual transcript IBW#dies typically utilise small samples.
Many IPA studies have a sample size of betweenaingeten (Smith, 2004), although
numbers can vary depending on specific factord) asahe richness of data (Smith &

Osborn, 2008).

Inclusion criteria were: attending an intensivé-patient MBT programme for BPD
for at least two months and no longer than 15 ne(dtdiagnosis of BPD was not required
as some UK MBT groups do not have this as a reauging), over 18 years of age, capacity to
consent. The sole exclusion criterion was an litghdo speak English fluently. Attending
MBT for between two and 15 months was chosen asdusion criterion in order to ensure
that participants had time to settle into the tresit, build therapeutic relationships and
describe their experiences as well as avoidingnpiaiy strong emotions stimulated by
therapeutic endings. Luyten et al. (2012) outhoe the ability to mentalise is disrupted
within relationships that are less secure. Thggssts that mentalisation capacity is likely to
be disrupted at the beginning and at the end o&ftyeas the therapeutic relationship is less
stable at these times. Therefore, excluding inldials who were merely settling into a MBT
programme and also those who were close to thenerehsed homogeneity among

participants.

Participants were recruited from four separateTMfBoups within three separate
Trusts in the UK. A MBT therapist from each Tridgntified individuals who met criteria
resulting in 28 potential participants for the studach potential participant was handed a

recruitment pack by a MBT therapist in their Trastl was invited to contact the author if
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interested in taking part. In addition, followiagequest from a therapist, the author was
available to discuss the research with intereséetigs following a group session for one of
the above MBT groups. Nine potential participaxXpressed an interest in participating.
Two of these individuals decided not to take pad seven participants in total were

recruited (see Table 1 for demographic details).

Procedure

Ethics.

Ethical approval for this study was obtained framegional National Research Ethics
Service (NRES) committee in the UK. The researthdevelopment departments in each of
the three relevant Trusts also provided approkaich participant provided informed
consent. All personal names cited in this repatpseudonyms in order to protect the
anonymity of participants and other parties. Femore, information that the chief
investigator deemed could potentially identify papants to others was not included.

Participants were fully debriefed following theentiew.

Data collection.

Participants were given the option of being intewwed either in an appropriate
service in the community (such as a GP servic&) arroom within the relevant Trust. The
latter option was chosen by all participants. pitguide was used to guide semi-structured

interviews. Each participant signed the consemhfprior to commencement of the
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interview. The average duration of interviews \B8sninutes. The author created a brief
reflective diary following each interview to higght his potential biases and assumptions
and to reflect on the progress of each interviél.interviews were recorded and transcribed

verbatim.

Analysis.

Drawing on guidelines provided by Smith et al.q2pthe author began analysis by
reading and re-reading the initial transcript salVémes. He then proceeded to make
exploratory comments on the left-hand column frbmlbeginning to the end of the
transcript. These comments consisted of desceplinguistic and conceptual or
interpretative statements. They represented thalithoughts of the researcher in relation to
how he felt the participant was making sense obhiser experiences of MBT. The
reflective diary was reviewed in order to bracketuanptions and biases as much as possible.
Once this was completed, emergent themes wereedrbgtthe chief investigator on a
column to the right of the transcript. Emergeminies consisted of phrases that were deemed
to capture an aspect of the transcript. They wetermined from the content of exploratory
comments and from the main transcript. AppendicoAtains an extract from the initial

transcript with exploratory comments and emergeeiries.

The next stage involved grouping emergent thenaems the initial transcript together
where similarities and connections were apparéng treating a small number of
superordinate themes. Furthermore, a written paexeproduced about each superordinate
theme in order to capture the main elements offteme (see appendix B for sample
superordinate theme from initial transcript). Thiscess was repeated for each of the
remaining six transcripts. The idiographic compura IPA was adhered to as analysis of

each transcript involved bracketing themes andriglfrom prior transcripts so that their
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influence on the process was minimised. The ahigfstigator achieved this by examining

each transcript on its own merit and analysing lguaecording to the data contained within.

Once each transcript was analysed individuallyctief investigator began to search
for commonalities and connections across transcriptl of the emergent themes from each
transcript were included and were grouped togetbeording to similarities and connections.
The chief investigator re-read the exploratory cants relating to each emergent theme
from each transcript during this process. Thisied an integral part in the production of
group or final superordinate themes which are prteskin the findings section.

Furthermore, the chief investigator re-read theesoiglinate themes of each individual
participant to ensure that the idiographic elenoédPA was present in the group
superordinate themes. Appendix C illustrates Hmnfinal superordinate themes were

produced from all participants’ emergent themes.

Credibility and validity.

Research validity refers to the extent to whighexe of research does what it intends
to do and the use of supervision was an importaritqd enhancing validity for this study.
As a trainee clinical psychologist, the chief invgator received supervision from both an
academic and field supervisor during each staglbeofesearch (apart from analysis, which
was supervised solely by the former). Drawing oteda outlined by Yardley (2008) further
steps were adhered to. A clear and defined paqéfdr each part of the analysis is
contained in Lancaster University. Criteria, sugjgms and guidelines in the literature for
conducting an IPA study were followed (or adaptéxbre appropriate) with rigour in order
to ensure that the findings from this study wer@dpiced with transparency. Furthermore, as

mentioned above, a reflective diary was prepardvitng each interview in order to
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maximise the effectiveness of future interviews tmbracket the author's assumptions as

much as possible.

Findings

Following analysis four themes were derived fréma data as outlined below:

Experiencing Group MBT as Unpredictable and Chajieg

All participants reported experiencing group MBTaagery intense and difficult
environment at some stage and this experiencemt@ution an ongoing basis for the majority
of participants. Most of the participants desalilbaly wanting individual sessions and some
did not see the purpose of group MBT. Six of thdipipants attended a rolling MBT group
where members joined and left the group on a coatie basis. All but one of the
participants (i.e. Laura) described joining sudra@up to be difficult thus taking them time to
settle as a result, "At first I...felt a bit distanbearing in mind that there were people already
in the group...So | felt a bit out of me depth. Anhtbok me about two month to engage..."
(Kevin). Ruth appeared to have found this expegerery challenging stating that she was
"invading” the group. Laura, however, seemed teldeveloped strategies that enabled her
to blend in quickly with the new group. She repdrhaving an ability to act in a way that
concealed her insecurities, and the metaphor ofimgea shoe appeared to emphasise an
ability to adopt this stance with relative easgs‘like a shoe, you know. It's easier to walk

around...thinking and acting that way...than to letingecurities out...all the time.”

The group appeared to be an unpredictable and Undatnle place for participants
that could present with various challenges at tbfietimes. These challenges seemed to
relate to a perceived lack of safety and potethia@at. Sarah spent much of her time

expecting to be judged by the other group membsasla was anxious about the possibility
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that group members could repeat outside what iedhaithin the group. Furthermore, John
continued to experience an intense anxiety pri@aich group session due to fears about how

the group would react to him, though he acknowlddbat these fears had not been realised.

Challenges also existed for participants in a nmole overt manner. During her
first group session, Ruth reported that she stedyglith “hard hitting” topics such as suicide
and Sarah recalled finding it "difficult and scamten she thought another group member
was criticising her. In the early stages of heretiin the group, Laura struggled with one of
the group members who she found “direct” and “indiating” while John’s current
experience of the group was adversely affectedneyad the group members, “...she's very
aggressive...she's one of those people who, if ypsaaething to her then she thinks it's
um...get in her hair...even if it's a compliment.” dddition John struggled to contribute in

group sessions due to the “battle of words” amaogg members to find space to talk.

Similar to John, Lisa found that some group membgafsnost of the talking and that
she did not get an opportunity to contribute whoften results in her feeling worse after a
group session. Ruth found group situations difficugeneral and sometimes felt frustrated
due to her lack of contribution, "Sometimes itlsiteof a struggle because...l can leave the
group thinking, 'l've just wasted an hour and & Wwakre | could have said somethingThis
was also a challenge for Sarah and she worriedhbaither group members were "going to
be sick of me" if she did speak. Although Kevimnielt confident engaging it took him
several months to do so as he initially felt "oty depth” and apprehensive. Jo also
reported struggling during the initial stages Inatttshe was determined to contribute as she

had not done so during a previous therapeutic gsbiepvas involved with.

Many other challenges existed within the groupp@rticipants. Sarah sometimes

worried about offending other group members whaldelt “adrift” from the rest of the group
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as she felt different to the other group membeérsa reported that when she began the group
she felt abandoned as she was supposed to begaoim@rrolling group with another new
member who did not attend. She described feelwsg}™and unsupported when she joined
the group, which was compounded by the absencerahdividual therapist during the

initial stages. When Kevin was experiencing diffies in his personal life he sometimes
found the group “invasive” as the facilitators teddo encourage him to get involved in the
group when he felt unable to do so.

Building Trust: A Gradual but Necessary ProcessmayMBT

Learning to trust and feel comfortable with bothrdpists and group members
appeared to be an essential process for all gzatits in order to make progress during MBT.
Sarah described how she initially worried abouhgudged by her individual therapist. She
did not like her direct style at first but she deped trust in her as she got to know her
better, “I've realised now how really caring she.@nd that she has to do that...and it's for
my benefit...I'm not being told off.” Jo viewed hiedividual therapist as a kind and patient
person who “seems to care” and she highly valuedtimsistency that she demonstrated
during sessions. Despite being uncertain initjdlgura became “unbelievably comfortable™

with her therapist which enabled her to open updiacuss personal difficulties.

Ruth struggled with trust in general and felt th&iad to be built gradually over time.
However, she described learning from her individbarapist the importance of mutual trust,
referring to her realisation of the benefits of mpess and honesty during therapy as a “light
bulb moment”. John, Lisa and Kevin also seemdthtbindividual sessions very supportive
and were able to freely express personal diffiealthere, thus suggesting that they had
enough trust to do so, “It's a lot better for me.céaese if | have got a problem | can just, you

know, voice it" (Lisa).
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Participants appeared to perceive building trugiroup sessions as a gradual and
more difficult process. Kevin identified trust @ssential to the group because he felt that
individuals would not open up without that truittook Sarah about six months before she
started to open up in the group and building twest a key factor in this. After gradually
seeing evidence of the group being supportive oshe had learned to trust the group,
although she was still finding it a difficult andeomfortable place to be. Being in a group
with people with similar difficulties was describad a "dream come true" by one participant
(John) and was also a key factor in supportingrgbaeticipants to build trust. Furthermore,
Laura described group members as respectful armbsiiye and "...quite aware of not
wanting to...hurt each other" following the departaf@ member of the group whom she
found intimidating. This may suggest that the grda her view, was potentially an unsafe
place where people could hurt each other whichpeasibly exacerbated due to the change

associated with rolling groups.

Six of the participants attended rolling groups #relmajority of them referred to this
as a negative aspect of the group component dine taxrival of new members. Kevin found
this disruptive and believed that it interferedhiite trust that had already been built up
between the group. Trust taking time to build appd central for most participants, "it's a
long process of opening up and being able to pesple enough to talk" (Sarah). Therefore,
this willingness to openly express oneself in thaug seemed to be impeded by the arrival of
new members as the process of building trust h&edgm again, "...you just end up closing

up again...because there's somebody new there" (Lisa)

All of the participants were able to build enouglst with their individual therapists
for them to feel that they were benefitting fromdindual sessions. Participants who also
had their individual therapist in group sessions\i§, Sarah and Jo) generally valued this.

Sarah described her individual therapist as ag™alnidst the unpredictability of the group
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and this helped her to feel more comfortable thédghough the group was still a potentially
difficult place for all participants the majorityatl reached a point where they could see a
valuable purpose to the group, and building trpgieared to be central to this. However,
John and Lisa reported minimal benefit from theugroThis may be because they had only
been attending MBT for three months whereas thersthad been attending for between five
and fourteen months. Sarah, Jo, Kevin and Rutbdsthat it took them several months
before they felt safe enough to start opening upeéngroup thus emphasising the importance

of time for building trust.

Putting the Pieces Together: Making Sense of trer&@WBT Structure

All participants attempted to make sense of theav®MBT programme by reflecting
on how the different aspects of the programme wbtkgether. As well as thinking about
their experiences of the combination of individaat group sessions most participants also
reflected on their preparation for MBT as eachipgrdnt engaged in an introduction to

MBT.

The structure of this introduction differed forfeifent participants. Six of the
participants reported attending introductory sessior three to four weeks and this worked
well for the majority of them. Jo described feglihat it prepared her for the full programme
as she got to know her individual therapist andkndat to expect from MBT. Ruth found
that learning some mentalisation techniques asisiste preparations for the group. The
main benefit for Laura was a practical one asappred her for attending therapy on a
weekly basis. Lisa also found what they learneldetdoo basic but she enjoyed the task-

oriented structure of sessions.

However, John described a much different type wbduction as it was more

intensive, it lasted for longer (i.e. 12 weeks) #mete was a five week gap between the
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introduction and full programme. He had to taka ilot of information, he stated that 12
weeks without one-to-one support was too long anddemed to have found the lack of
continuity between the introductory course andftiigorogramme disruptive, " It took me
about four or five weeks to get into it and then...umtook me four or five weeks to get out

of it...and now it's taken eight to twelve weeks &b lgack into it."

All participants found individual therapy to be ery helpful therapeutic experience
and considered it to be the core component of MBigt is where it all comes together”
(Kevin). As well as feeling comfortable to frealypress themselves in these sessions they
were also where participants learned how to apm@gtalisation in their daily lives.

Moreover, there were some topics that particippregerred not to bring to the group but
individual sessions were still available to disctesse. The individual sessions had an added
benefit as participants were sometimes given tleage there to bring these topics to the
group. Moreover, all participants strongly valukd designated space that they had during
individual sessions, "...you feel really satisfied.chese...there's no

interruptions...and...you can talk about anything" @oh

However, the majority of participants also seenwedi¢w group sessions as a very
important part of MBT despite the unpredictabibiyd challenges associated with these
sessions and in some cases because of this asngeslcould present opportunities for
learning. The main value in group sessions appieareentre on the ability to reflect on
these sessions during individual sessions. Thisaaed value for Jo as her individual
therapist was also present in group sessions, " gringo sessions often seem...kind of
extra...difficult... But, they're...kind of more like...ré#fe...that's potentially
useful...because...Jane, who's my individual theraplst, sort of sees me in real life type
situations...". Moreover, Laura perceived group sessions as apisigigtone” between

individual sessions and the outside world becatrageglies that had been learned in
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individual sessions could be tested out in grogsisas before doing so outside. The
majority of participants emphasised the importaofdeaving individual sessions very soon
after group sessions. When this did not happsedimed to impede the ability to reflect on
the group which was deemed extremely importantdtiggpants. For Sarah, a long gap in
between sessions could lead to rumination whilstifiKand Lisa reported forgetting
important events that occurred in the group bytitihe individual sessions came about. A
long gap for Ruth resulted in her lamenting thesals of her "safety net" following group

sessions.

However, John and Lisa's main difficulty with theigp was the lack of space for
everyone to speak and the tendency of certain gmmbers to dominate discussion in their
groups. John found interaction between group mesrtioebe very useful but felt that this
was lacking due to the tendency of some individt@kspeak for long periods. Lisa believed
that the group lacked structured tasks and thadldgoume should be designated to everyone.
Once again, the fact that John and Lisa had ordy la¢tending MBT for three months may
have been a factor here as it took many of ther @heticipants up to six months to fully
settle into the group. Nonetheless, it is alsasiibs that Lisa's inclination towards a more
structured approach may have continued to providdenges regarding her experience of

group MBT, "...it needs more structure, it needs sbimg more to it...".

Further useful aspects of MBT cited by some pandints included having two
therapists during group MBT in order to gain difiet perspectives and having clear

communication between therapists in individual gralp sessions.

Seeing the World Differently due to MBT: A PositBreft in Experience

All participants described experiencing positivaege through MBT and they

appeared to make sense of this as an ability ttheeworld in a different way. This included
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events, other people, therapy and parts of themsaluch as emotions. Becoming more
aware of internal processes during individual sessassisted Lisa to think about personal
situations where she had not been mentalisingiema more balanced way and this was an
insightful experience for her, "So it's been ingtirey, you know...to be made aware of
something that you didn't think was happening. Areh after the fact to go back and to
actually think on that." Furthermore, MBT seemedupport all participants to reduce their
previous tendency to make assumptions about thev@sadf others. Sarah cited this as the
"big gain" from MBT and described the other groupmiers as her “numbskulls” who
helped her to see things from different perspestared to become “more rational.” John
stated that he grew up in a family of "wrong miedders" who were quick to make
judgements about others and this was a patterméhalso acquired. Through attending
MBT he learned to give himself space before actvhgch enabled him to develop a range of
explanations outside of his immediate assumptiodstiaus see the world differently and in a

more balanced way.

This ability to look for different perspectives atmdsee events in a new way seemed
to support participants to react more positivelghallenging incidents, such as
confrontations with others. For example, Lauréestéhat she learned not to act during
disagreements until overwhelming emotions passekigsllowed her to take on board the
perspectives of others and thus perceive confriomiain a more balanced way. Not only did
mentalising in this way improve Laura's relatiopshivith others but it also facilitated a
reduction in suicidal thoughts and self-harm, "dt'solution | can put to a problem...when
I've had times of distress...And it does make thomed...a lot less stressful...l don't end
up...self-harming or...thinking about suicide as muchjust makes it a lot shorter and a lot
more bearable.” Participants also referred tasutd social interaction within group sessions

to see things differently. When Sarah perceiveattaer group member as being critical
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towards her regarding a situation in her persafegltier automatic reaction was to believe
the criticism to be accurate. However, with assisé from one of the therapists during the
session, she confronted and explored the critigvdimthe other group member and began to
see it differently. She no longer believed thesoiroup member’'s comments to be true and
she also learned that this group member had not inéentionally critical of her.

Mentalising in the group appeared to support herdw the criticism in a less extreme and

polarised way.

Some participants also seemed to view therapy amdahhealth services differently
due to their experiences of MBT. Both Jo and Rig¥eloped more realistic expectations of
therapy following the realisation during MBT thatid not provide a “magic button” (Jo) or
"magic cure" that immediately removed difficultieEngaging in MBT appeared to result in
Kevin viewing wider mental health services diffeitgn Kevin previously had some very
negative experiences of mental health servicesevergenerally found a lack of
understanding and compassion. However, his expagief MBT was much more positive
and seemed to give him a different view of menéallth services, “...the engagement with
the people and the engagement with the staff irbla the mentalisation helps you to
recognise that you're not being judged, that peap@eactually there trying to help you to get

over the issues that you've got.”

In addition, participants described learning te sther people in general differently
as well as parts of themselves. Kevin's interaiwith group members helped him to see
that not everyone was "void, callous and cold". ddeeloped a mistrust of others due to an
abusive past but attending MBT seemed to assisttsee that there are people who are
caring and supportive. Ruth also described warttiegrust she developed in group
members to change her perception of other peopsedauof the group in a positive way.

John seemed to learn to see intense emotions asutdpression, in a different and more
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accepting way. He previously considered the rerofvdepression to be essential in order
to manage his life but he learned in MBT that helddave a better life even with depression
“...now | know that, even it's just like, 30, 40 pamt of a better life...with depression...So |
think in the end it's started to change my pointiefv of it.” John also started to view his
future prospects differently and more positivelgda MBT as it helped him to see "light at

the end of the tunnel”.

Discussion

This IPA study examined the experiences of indigid who were engaging in an
MBT programme in the UK. The findings illustrateat participants found the group
component of MBT to be an intense, challenging sordetimes frightening experience. For
all participants building trust in both group andividual sessions was an essential part of
benefitting from MBT but was much more difficult &@hieve in the group component.
Overall, participants found that the individual agrdup components of MBT were an
effective combination but individual therapy waswed as the core and most important
element of MBT. All participants learned to see world differently which resulted in a

positive shift in experience.

The Purpose of MBT: Learning to Mentalise

Obtaining an understanding of the suppression aitatisation model of BPD
(Bateman & Fonagy, 2006) is a valuable frameworkufaderstanding the purpose of MBT
for BPD and participants’ experiences of mentagjsirk lack of mentalisation capacity is
seen to arise as a result of childhood abuse aitdeatanent, therefore reducing capacity to
be aware of and understand one's own mental statethe mental states of others. The
failure to mentalise is specifically associatedwalose attachment relationships and may

arise for a variety of reasons including psychatabdefences (e.g. an inability to think
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about the mental states of an abusive attachnganfias it is too frightening) or due to the
trauma-related hyper-arousal of the attachmenesy$vllowing the experience of lack of
safety with the attachment figure. Such lapsesentalisation are seen to lead directly to
difficulties with attachment relationships but aso result in further complications such as
psychic equivalence (i.e. the experience of integes as absolute representations of outer
reality, sometimes resulting in paranoid hostilayd pretend mode (i.e. inner reality and
outer reality are completely separate sometimasirigao dissociation). Thus, by
specifically focusing on enhancing the ability ®dware of, understand and question one’s
own mental states and the mental states of oth&E islseen to directly address the root
cause of the primary difficulties associated wifABsuch as impulsivity, interpersonal

difficulties and self-harm.

The understanding of mentalisation that partidipdseld and the impact of this
process on them largely aligned with this modeéll. pArticipants placed a significant
emphasis on learning to view the world from différperspectives thus becoming more
aware of the mental states of others. For exandplay’s description of growing up in a
family of “wrong mind readers”, and acquiring théndency himself, indicate a tendency
towards psychic equivalence. Findings from thiglgtsuggest that participants were able to
reduce or remove psychic equivalence by seeingshima more balanced way which in turn
appeared to enhance interpersonal relationshipgicipants also described becoming more
aware of their own mental states. Lisa’s abilityeflect on internal processes during
personal situations when she had not been mentabsipported her to view these situations
in a different and more balanced way . Thus, tleegss of mentalising represented a
positive shift for all participants and appeardi&we provided support for specific difficulties
associated with BPD that may arise from psychidwadence (e.g. impulsivity, self-harm

and interpersonal difficulties).
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Potential Contributors to the Failure to MentaliBairing MBT

Findings from this study also point towards cer@spects of MBT that may
contribute to a failure to mentalise. These refateoncurrent individual and group therapy

and to pre-treatment.

Concurrent individual and group therapy

Both individual and group therapy are viewed amglementary and essential parts
of the MBT programme (Karterud & Bateman, 2012)pldm (2005) maintains that
significant interpersonal learning occurs through surfacing of maladaptive behaviours,
conflict and hostile expression during group sessjarovided that cohesiveness (i.e. "the
attractiveness of a group for its members", p.i%) place. This fits well with the MBT
model as group sessions are viewed as a valuaptatapity to mentalise and to tolerate
intense emotional experiences (Bateman & Fonady6R0All participants in this study
appeared to struggle with the group componenttftaast the first few months. Both
participants who had been attending MBT for thremths found the group component
challenging and it appears that they were struggbnmentalise and to tolerate intense
feelings triggered in the group. All of the otlparticipants had started to see benefits to the
group and the three participants who had beendittgrior more than ten months were each
able to see how conflict and/or unpredictabilityhwn the group could be used as valuable
opportunities to enhance mentalisation. Howeveppears that these participants had found
a sense of belonging in the group and highly vatheccontributions of the other group
members, whereas those who had only been attefatitifyee months had yet to find that
cohesiveness. Therefore, it may be that parti¢goanthe early stages of the group were

unable to benefit through interpersonal learninthout that cohesiveness.
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This sits well with the views of Haigh (1999) whiglhlights the need for
containment, belonging and safety to be firmly limcpe before a culture of openness,
curiosity, questioning and challenging of others ttaive. Research has also indicated that
the lack of a containing environment in group p®thkerapy may be a contributing factor to
drop-out (Hummelen et al., 2007) and an unpublisheditative thesis found therapists' lack
of authority as an obstacle to encouraging meutabis during group MBT sessions
(Inderhaug, 2013). This would appear to sugdedtdafety and containment should be
prioritised during the early stages of the groupponent of MBT but that following this,
once a cohesive group has been created, boundartiksbe gradually loosened in order to
encourage a more challenging environment. KartangdBateman (2012) liken this to in
vivo practice as the individual gradually increafesr exposure to intense affect states in an

interpersonal environment so that mentalisatioraciy is maximised throughout.

Even though all participants appeared to experiémegroup as unsafe and
uncontained during the initial stages each of th@wed individual sessions as a secure
place where trust with the individual therapist eagt relatively swiftly and easily.

Individual sessions were described as a "safet\wistre challenges could be discussed in a
contained environment and ideally would be avadahithin a day or two of a group session.
If this safety net was not available soon aftergraup it appears that the group became a
less safe place. Thus, drawing on attachmentyh@mwlby,1973, 1988) individual

sessions could perhaps be viewed as a securerbas&hich the outside world (including
group psychotherapy) is explored and there is d f@ehe secure base to be readily
available to return to. Other structural elemeftsIBT also appear to impact the experience
of safety during group sessions. For example, quamnigcipants who had the same therapist

in individual and group sessions felt more reassared supported in the group whilst
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participants in rolling groups felt anxious, uneasy untrusting when a new member joined

the group.

Preparing for MBT and the Process of Mentalising

Whilst factors such as openness (Haigh, 1999) atedgersonal learning (Yalom,
2005) appear to facilitate change in themselvesatswsupport enhanced mentalisation
(Allen, 2013; Karterud & Bateman, 2012), simplyeaiding to and understanding mental
states incorporates the core process of mental{githgn et al., 2008). It appears that some
of the participants were unaware of one of the arinpurposes of the group component, i.e.
mentalising in an intense and challenging enviramniBateman & Fonagy, 2006). For
example, John's discomfort in the midst of conflichis group, Lisa's frustration with the
lack of structure in her group and Ruth's feelimaf she wasted a group session when she
was unable to contribute could have all been p@teopportunities to mentalise but the

participants did not seem aware of this.

Therefore, although the unpredictability and latkafety within the group
environment seem to contribute to a failure to rakse it also appears from the findings that
participants may not have been sufficiently pregdoe how challenging the group
component would be and how intense situationsergtioup can be important opportunities
to enhance mentalisation capacity. Mayerson (1,384wing on Bandura's social learning
theory, discusses a number of factors that maxiolieats' ability to benefit from group
therapy. These include knowing what to expect fgyoup therapy and being confident of
one's ability to accomplish this without excessdisfort. The main recommended focus for
pre-treatment seems to centre around psychoedngateomore structured format (Karterud
& Bateman, 2012) and it appears that participaatebtted from it on a more intellectual,

cognitive level rather than an experiential levEhus, when participants did begin group
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MBT, which is much less structured than pre-treaiiyine contrast appeared to be difficult
for them to manage. Contrary to Mayerson's (198dp)mmendations, not knowing what to
expect seems to have contributed to the discorafgréarticipants in the initial stages of
group therapy and more experiential preparatiomduyre-treatment may have alleviated

some of this discomfort.

Finally, it is important to note that the only peippant who attended pre-treatment for
more than four weeks (i.e. 12 weeks) found the amofiinformation presented
overwhelming. Again, it appears that the emphasimore cognitive than experiential
learning was of limited value. Furthermore, thastipant experienced a gap in between
pre-treatment and MBT which he found disruptivesdems that he managed to build some
cohesion and a sense of belonging (Haigh, 1993%i¥aR005) in the pre-treatment group
but the gap disrupted this sense of belonging whechad to try to attain again when he
began the group component of MBT.

Implications for MBT

Therefore, a number of implications are suggeste®BT arising from the points
discussed above. Programme facilitators shouldidena pre-treatment to MBT that is less
structured and less focused on learning througbhmsducation over a lengthy period of
time, although maintaining an element of this pggrtucation over a shorter period (e.g.
four weeks) would still seem important. Introdugin experiential aspect to pre-treatment
where the process of mentalising is exerciseddonaplex group environment could bridge
the contrast between pre-treatment and group MBIrthermore, placing an emphasis on
adequately preparing service users for the unpagallity of group MBT, and for the
opportunities to engage in mentalisation that sugdredictability brings, may enhance

service user experiences of this component. T$tewald ideally be no gap between pre-
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treatment and full programme MBT to enhance colmegiontinuity and a sense of

belonging.

A considerable emphasis on enhancing cohesionglthinitial stages of the group
component, possibly during the first three to sontihis, may maximise potential benefits of
the programme. Facilitators should place a sigaifi emphasis on maintaining safety and
containment in group sessions and facilitatingttrdsis may involve interjection by
facilitators in order to achieve this. Having game therapist in individual and group
sessions appears to create a more containing envénat for service users. Furthermore,
scheduling individual sessions to take place withfew days of group sessions would
ensure that participants can return to their "yafet" to explore possible challenges that

arise in the group.

The potentially therapeutic role of conflict andabmfort during group sessions
should be emphasised once a cohesive group hastesgad. Rolling MBT groups provide
a simultaneous obstacle and opportunity. The @raf/new members can create difficulties
in cohesion and trust among existing group membidmyever, the lack of predictability
that these groups bring provide a valuable oppdstia mentalise in trying circumstances.
Thus, for services that utilise rolling groups cleeammunication about their potential

challenges and benefits should be emphasisedvizsersers.

Limitations and Future Research

This study contains a number of limitations. Agualitative study with a small
sample the findings cannot be generalised. Furtbes, although the sample was
sufficiently homogenous for an IPA study homogegneiais reduced due to a number of
factors such as length of time attending theramlyaawarying structure among different MBT

groups (e.g. rolling groups and non-rolling groupshe validity of the findings was lessened
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as it was not possible to engage in robust stregegjich as triangulation or respondent
validation due to time constraints associated itk study (however, as previously stated,
an experienced qualitative researcher supervisalgsis which somewhat reduced the

impact of this on validity).

The research has presented some tentative implsator MBT but much of these
findings need to be further explored through fut@search. Each of the participants in this
study was still attending MBT but a qualitativedstwon the experiences of individuals who
have dropped out of MBT would be valuable. Funmthane, qualitative research on the
process of change during MBT would be beneficiafrfithe perspective of therapists and
also service users who have completed the fullnaraghe. Finally, there is a suggestion
from this study that cohesiveness may be mostliteetlevelop between the three month and
six month stage and is possibly maintained by thenttinth stage. However, this needs to be
verified through future research. Quantitativeeersh measuring and comparing
cohesiveness in group MBT at three month interwalsld provide valuable information

regarding this.

Conclusion

Findings from this study suggest that MBT enharbesbility to mentalise which
appears to result in an improvement in specifidlenges associated with BPD such as
impulsivity and interpersonal difficulties. Howeyeertain aspects of MBT appear to disrupt
the ability to mentalise at certain stages of tteggamme. The lack of safety and
unpredictability associated with the early stagethe group component present a particular
challenge for service users. Furthermore, prdstreat does not appear to sufficiently
prepare service users for this unpredictabilitjooithe opportunities that it presents to

enhance mentalisation capacity in an intense emwiemt. Although these findings need to
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be further explored through future research it Wiappear that taking measures to develop
these aspects of MBT would facilitate further erdeanent of mentalisation capacity for

service users during the programme.



SERVICE USER EXPERIENCES OF MBT 2-29
References

Allen, J. G. (2013)Mentalizing in the development and treatment Gdment trauma.
London: Karnac Books Ltd.

Allen, J. G., Fonagy, P., & Bateman, A. (200dEntalizing in clinical practicé1® ed.).
Arlington, VA ; London : American Psychiatric Pughing, Inc.

American Psychiatric Association. (201Bjagnostic and stastical manual of mental
disorders(5th ed.) Arlington, VA: American Psychiatric Publishing.

Bales, D., van Beek, N., Smits, M., Willemsen,B&isschbach, J. J. V., Verheul, R., &
Andrea, H. (2012). Treatment outcome of 18-mondy, lmbspital mentalization-based
treatment (MBT) in patients with severe borderjigesonality disorder in the
NetherlandsJournal of Personality Disorders, 26, 568-582.

Bandura, A. J. (1977%ocial learning theoryEnglewood Cliffs, NJ: Prentice Hall.

Bateman, A., & Fonagy, P. (1999). Effectivenespantial hospitalization in the treatment of
borderline personality disorder: A randomized colfed trial. The American Journal
of Psychiatry, 15@.0), 1563-1569.

Bateman, A., and Fonagy, P. (200@entalization-based treatment for borderline
personality disorder: A practical guid@xford, UK: Oxford University Press.

Bateman, A., & Fonagy, P. (2008). 8-year followafppatients treated for borderline
personality disorder: mentalization-based treatmergus treatment as usual.
American Journal of Psychiatry, 1€, 631-638.

Bateman, A., & Fonagy, P. (2009). Randomized cdiettdrial of outpatient mentalization-
based treatment versus structured clinical managefoeborderline personality
disorder American Journal of Psychiatry, 1@&), 1355-1364.

Bateman, A. W., & Fonagy, P. (2012). Individualieifjues of the basic model. In A. W.

Bateman & P. Fonagy (EdsHandbook of mentalizing in mental health praciipp.



SERVICE USER EXPERIENCES OF MBT 2-30

67-80). Washington, DC; London, England: Americagdhiatric Publishing, Inc.

Bowlby, J. (1973)Attachment and Loss: Vol. 2, Separation Anxiety Aanger New York:
Basic Books.

Bowlby, J. (1988)A Secure Base: Clinical Applications of AttachmEmtory London:
Routledge.

Fonagy, P., & Bateman, A. W. (2006). Mechanismshainge in mentalization-based
treatment of BPDJournal of Clinical Psychology, 62), 411-430.

Fonagy, P., & Bateman, A. W. (2007). Mentalizingl drorderline personality disorder.
Journal of Mental Health, 1@), 83-101.

Haigh, R. (1999). The quintessence of a therapeutrronment: Five universal qualities. In
P. Campling & R. Haigh (Eds.), Therapeutic commanitPast, present and future
(pp. 246-257)London ; Philadelphia, Pa. : Jessica Kingsley Rublis

Huang, J. J., Yang, Y P., & Wu, J. (2010). Relatup of borderline personality disorder and
childhood traumaChinese Journal of Clinical Psychology,(&8 769-771.

Hummelen, B., Wilberg, T., & Karterud, S. (200 Htdrviews of Female Patients with
Borderline Personality Disorder Who Dropped ouGodup Psychotherapy.
International Journal of Group Psychotherapy(5)f 67-91.

Inderhaug, T. S. (2013Ehallenges in mentalization-based group therapy TMB: A
video-based explorative case studypublished graduate thesis, Norwegian
University of Science and Technology, Trondheirorway.

Karterud, F., & Bateman, A. W. (2012). Group thgrégchniques. In A. W. Bateman & P.
Fonagy (Eds.)Handbook of mentalizing in mental health pracijpp. 81-105).
Washington, DC; London, England: American Psycld&ublishing, Inc.

Luyten, P., Fonagy, P., Lowyck, B., & Vermote, R0{2). Assessment of mentalization. In

A. Bateman & P. Fonagy (Edsbandbook of mentalizing in mental health practice



SERVICE USER EXPERIENCES OF MBT 2-31

(pp. 43-65). Washington, DC; London, England: Aroani Psychiatric Publishing,
Inc.

Mayerson, N. H. (1984). Preparing clients for grolgrapy: A critical review and theoretical
formulation.Clinical Psychology Review(2), 191-213.

McGauley, G., Yakeley, J., Williams, A., & Batema,(2011). Attachment, mentalization
and antisocial personality disorder: The possiblatrcbution of mentalization-based
treatmentEuropean Journal of Psychotherapy and Counselllrg4), 371-393.

National Institute for Health and Clinical Excelten (2009)Borderline personality
disorder: The NICE guideline on treatment and mamagnt.Leicester and London:
The British Psychological Society and the Royall€y# of Psychiatrists. Retrieved
April 30, 2014, from http://www.nice.org.uk/nicematlive/12125/43045/43045.pdf

Rossouw, T. I., & Fonagy, P. (2012). Mentalizatlmsed treatment for self-harm in
adolescents: A randomized controlled tridurnal of the American Academy of
Child & Adolescent Psychiatry, §112), 1304-1313.

Salmond, SS. (2008). Radomized controlled trialsthodological concepts and critiques.
Orthopaedic Nursing, 42), 116-122.

Sansone, R. A, & Sansone, L. A. (2007). Childhtvradma, borderline personality, and
eating disorders: A developmental casc&dding Disorders: The Journal of
Treatment & Prevention, 18), 333-346.

Skarderud, F., & Fonagy, P. (2012). Eating disader A. W. Bateman & P. Fonagy (Eds.),
Handbook of mentalizing in mental health practiéashington, DC; London,
England: American Psychiatric Association.

Smith, J. A. (2004). Reflecting on the developmannterpretative phenomenological
analysis and its contribution to qualitative resban psychologyQualitative

Research in Psychology(1), 39-54.



SERVICE USER EXPERIENCES OF MBT 2-32

Smith, J. A., Flowers, P., & Larkin, M. (2009terpretative phenomenological analysis:
Theory, method and researdlondon: Sage.

Smith, J. A., & Osborn, M. (2008). Interpretativegmomenological analysis. In J. A. Smith
(Ed.), Qualitative psychology: A practical guide to resgtamethod$2™ ed.) (pp. 53-
80). London: Sage.

Stoffers, J. M., Volim, B. A., Rucker, G., Timmé,, Huband, N., & Lieb, K. (2012).
Psychological therapies for people with borderfeesonality disordeCochrane
Database of Systematic ReviewsRR8trieved May 3, 2014, from
http://onlinelibrary.wiley.com/doi/10.1002/14651868005652.pub2/pdf

Van ljzendoorn, M. H. (1995). Adult attachment esg@ntations, parental responsiveness and
infant attachment: A meta-analysis on the predictialidity of the Adult Attachment
Interview.Psychological Bulletin, 11(3), 387 - 403.

Yalom, I. D. (with Leszcz, M.) (2005).he theory and practice of group psychotheradysw
York: Basic Books.

Yardley, L. (2008). Demonstrating validity in qualive psychology. In J. A. Smith (Ed.),
Qualitative psychology: A practical guide to resetamethodgpp. 235 - 251).

London: Sage.



SERVICE USER EXPERIENCES OF MBT

2-33

Table 1
Demographic Features of Participants
Pseudonym Age (in years) Length of time Gender
attending MBT (in
months)

Sarah 52 10 Female
Jo 40 13 Female

Kevin 45 14 Male

John 42 3 Male
Ruth 34 5 Female
Laura 26 6 Female
Lisa 40 3 Female
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Appendix 2-A

Extract from Initial Transcript

Key for Initial Comments According to Colour

Black: Descriptive Comments

Red: Linguistic Comments (e.g. metaphors)

Blue: Conceptual Comments (e.g. interpretationscarebtions)

Initial Comments Transcript Emergent

Themes

in his past...how he responded to what | was saying.
Yeah. Yeah. So that's, | suppose it's good ttiatriot

just one-to-one. Cos the person’s there that's.etlipg The Group:

Positive that not just one-to-one as

have to deal with real life situations in Me...and I'm having trouble dealing with. And thaasv "Difficult and

group

highlighted. And it was really difficult...and scaryl Scary"

"Really difficult and scary” - being ~ was really...and when | was saying, ‘Yeah, | do feel

criticised in the group

criticised’” | couldn't look at him. My heart was

When being criticised, "'my heartwas noynding, you know. But, yeah...I'm really glad it's
pounding” - physical experience due

been done. There’s still a little bit of me thhinks, ‘Is

to being criticised

he really okay with that?” You know [laughs]...has h

Sarah had automatically assumed she

was in the wrong when criticised, but gON€ home and thought, ‘Silly woman. | wasn’t

through mentalising was able to see . , . .
criticising her.” Or, ‘I was criticising her andhs

more clearly.

Tries to make sense of what happens deserved it.”  You know, there’s still a little bdf
to her when criticised. Mentalising

me...yeah...but | can talk to Jane about that on

seems to alleviate her extreme

reactions. Seems to need the support\\Jednesday maybe. Or on Friday...we can think akiout i
of her therapist to do this.
But it might not...it might just go away...and I'm

not...you know...it could just go away...I'll never know
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Wanting a break from the intensity

Sometimes wants to escape from

feeling pressure to talk at MBT

with my...with the mind...my mind...what'll happen. It
just takes me by surprise.

I: Um...it's interesting that you said you can talk atibu
during your next session. Um...how do you find
having...um...solo sessions and group sessions innée o

week? A combination of them in the one week?

R: Yeah. Yeah. Um...I think it's good...yeah. It'sWanting a

uh...l sometimes...| do sometimes think...'God, | coulBreak from

do with a break from all that.” Cos sometimes jlonk, MBT

‘If 1 didn't need to talk about all this...maybe I'fkel

sessions. Perhaps a sense of attending

out of duty or routine? But not really DEttEr’. 1t’s like raking it up all the time...andving to

wanting to participate? Is MBT

discuss. Sometimes | do think, ‘Oh god. I've gajb to

experienced as a duty here - she has to

go but doesn't want to contribute?

This results in her withdrawing.

group. And I really don't wanna. | just want tedp it
personal and private.” But then you can say thatd..a
that’s fine. But sometimes it doesn’t actually dgou
know — and then it could be brought up at a latted
Cos sometimes when it's very raw...something thaiss |
— and you don't want to talk about it. You don'amt to
go back there. You're trying to move on. But iouy
head you don’'t move on. So...sometimes it is difficu
You think, ‘Oh...1 really don't want to sit there amdve
to talk about it’ And that's when...you find
yourself...you withdraw. You withdraw from the group
in a way. And it is noticed that you're quiet. nsgtimes
you feel able to just say, ‘Well yeah, I'm just
having...that's how | feel today. | don’'t want toahly

talk.” And other times that can open up the whoyeu.
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‘it's drawn out of you" - notwanting - know, you’re quiet today and then...it's sort of...draw"It's Drawn
to talk but pressure put on to talk? -
can be most “rewarding” sessions,  OUt Of you @ bit...and then you do — and they'reroffee  Out of You™:
A h hat Sarah d I . . .

senseere fhatsarahneeds 2 pima st rewarding...sessions.  They can be. Yeah. Rifficult but

from others to express her feelings

and that this can be very rewarding  SOmMetimes it is a bit of a drag...having to...you knovRewarding
but you can...yeah.
I: Um...how do you find having the MBT every week —
on a weekly basis?
R: | think...yeah, | think it has to be really. Butdan
be...yeah...it can be...hard work. Yeah.
I: So you think...it has to be every week...but...
R: But sometimes | wish | could have a break.
I: Okay. Okay. Yeah.
R: And you do that in your head. You can't in tlidos Wanting a
sessions though. In the group, if you're wantingreak Break

from it, you just tend to want to listen to evergdgcelse
Wants a break sometimes

this week. And I've done that sometimes. But gan't

Is there a sense from Sarah that she

in the one-to-one. You can't just sit there and say

must leave her comfort zone in order

to engage in mentalisation?. anything. Well | suppose you could but it would be

Mentalisation does not come naturally .
awkward [laughs]. Yeah. Yeah. Leaving

to her. Therefore, she benefits when

in situations when itis difficuitto |2 And when you say you feel like a break sometimesGemfort Zone

disengage, such as individual

why is that, do you think?

sessions.

R: Cos it can be so intense. Yeah. | know wherethe
Needs a break due to intensity

been a session where there has been conflict &&n b

Bxperiences discomfort when confict i e *Oh’ — you dread the next session. You thitth Experiencing

in the group

no. Is it going to be like last week?’ Yeah. ¥he not Conflict in the

very...they're few and far between, those...those kind..Group
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Appendix 2-B

Superordinate Theme from Initial Transcript

Superordinate Theme

Group MBT: A “difficult and scary” experience

Emergent Themes

Fear of being judged/Feeling unsafe in the  Experiencing criticism

group The group: “difficult and scary”
Experiencing feelings of loss Experiencing criticism in the group
Leaving comfort zone “Is it something | said to upset them?”
The group as unpredictable Fear of being judged

“They’re going to be sick of me” Group MBT: An uncomfortable
Feeling afraid in the group experience

Fear of being judged Fear of being judged

Joining the group as anxiety-provoking Worry about offending group member

Initial desire for individual sessions only

Experiencing conflict in the group

Summary of Superordinate Theme

Sarah appears to experience the groupaoemt of MBT as an unpredictable,
difficult and unsafe place. When she initiallyrjed the group she found it anxiety provoking
as the other members had already settled in andash@ new addition to the group. At the
beginning of MBT she wished to attend individuardpy sessions only due to her feelings
of fear and anxiety during group sessions. Thesknfgs largely arise due to her fear of
being judged within the group. It took Sarah margnths to open up and begin to express

herself in the group because of this. She explaiatsshe expected the group members to be
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"appalled” when she spoke about her relationship agr son, which reveals the depth of her
anxiety. Sarah states that she is more comforsattlieg back in group situations and
therefore she has to leave her comfort zone togengethe group. Indeed she wonders at
times during group sessions when she is talkitigeifother group members are "going to be
sick of me". Furthermore, she sometimes considersopics of conversation to be "trivial"
in comparison to topics discussed by others.

Sarah reflects on several experiencesggroup MBT that she found particularly
difficult. She describes feeling criticised by #mer member of the group during a particular
session when she spoke about her relationshiphaitison. She found this deeply upsetting
and the experience had a strong physical impabeomlso, "l couldn't look at him. My
heart was pounding.” Experiences such as thigiboted to it being a "difficult and scary"
place for her. Further uncomfortable experiennekide Sarah wondering if she did
something to upset group members when they arprasént at a session. Sarah also
describes a group member leaving the room suddemiyn she was in conversation with her
and she worried that she had said something todffer. This difficult relational
experiences make the group an uncomfortable ptacgdrah. Indeed it is not just Sarah's
relationships with the other group members thatehavimpact her as she explains that
conflict between other group members also affeetsand leads to uncomfortable feelings.
Furthermore, even though Sarah has built posiglaionships with other group members
she describes feelings of pain and loss when s@chlrars have left the group.

Overall, Sarah appears to experience the groap aserwhelming environment.

This may be related to the importance that sheeglaa trust and feeling that she can trust
several people within a group has been a challgneperience for her. Due to her
difficulty predicting the responses and behaviduos the other group members, she is often

left feeling unsettled and unsafe during groupisess Although it seems to have become a
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less threatening environment for her over time tdueer ability to build relationships and
trust over time, it is still experienced as an w@ulictable place that can lead to uncomfortable

and distressing feelings.
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Appendix 2-C

Final
Superordinate
Theme

Participant 1

Participant 2

Participant 3

Partinipa

Participant 5

Participant 6

Participant 7

Sarah: Jo: Emergent | Kevin: John: Emergent| Ruth: Emergent Laura: Lisa: Emergent
Emergent Themes Emergent Themes Themes Emergent Themes
Themes Themes Themes
Experiencing | Theme 1 Theme 1 Theme 1 Theme 1 Theme 1 Theme 2 Theme 1
group MBT as | Fear of being MBT group: MBT sessions | The role of Group MBT: a | Group MBT: Feeling lost in
unpredictable | judged/Feeling | feeling “adrift” | as invasive gender: challenging coping with a | the group
and challenging unsafe in the struggling in the| beginning challenging
group Group MBT: Beginning the | group group member | Group MBT: a
an group: an Comparing challenging
Experiencing uncomfortable | uncomfortable | Group MBT: “a | own problems | Group MBT: a | beginning
feelings of loss | experience experience battle of words” | to others in the | challenging
group beginning Starting the
Leaving comfort| Beginning the | Challenges Group MBT: the group: feeling
zone group: with group importance of | Group MBT: Joining the abandoned
determined and MBT interaction struggling to group:
The group as | anxious contribute “thinking and
unpredictable Group MBT: acting
Worrying about struggling to The group as a| confidently”
“They’re going | group members contribute struggle
to be sick of me’
Commitment Group MBT: Group MBT:
Feeling afraid in| and courage struggling to needing
the group concentrate support from
facilitators

Fear of being

Disrupting the




them?”

Fear of being
judged

Group MBT: an
uncomfortable
experience

Fear of being
judged

Worry about
offending group
member
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judged group Comparing
oneself to other
Joining the Group as group members
group as challenging and
anxiety- “overpowering” | Group MBT as
provoking “hard hitting”
Group MBT:
Initial desire for contrasting Beginning the
individual atmosphere group with
sessions only support
Pre-group
The group: anxiety Group MBT:
“difficult and receiving
scary” support from
facilitators
“Is it something
| said to upset Feeling

uncomfortable
around others

“Invading” the
group: a
challenging
experience
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Experiencing
conflict in the
group
Experiencing
criticism
Experiencing
criticism in the
group
Building trust: | Theme 2 Theme 1 Theme 1 Theme 1 Theme 1 Theme 2 Theme 1
a gradual and | Individual Group MBT as | Growing into | Group MBT: New people Group MBT: Struggling with
important therapist as ally | uncomfortable | the group over | learning joining the taking time to | the social
process during | in the group but necessary | time through group: a build trust aspect of the
MBT listening difficult group
Individual Rolling MBT Taking time to experience Group MBT:
therapist’'s group: mixed | engage Group MBT: the importance | Learning to
presence in feelings hopes for the | Theme 2 of trust tolerate the
group as helpful Feeling a “duty | future The group as a group
Unusual of care” to learning Group MBT:
Support from relationship group members Group MBT: process the importance | Group MBT:
therapist with group positive future of having a becoming more
members Trust as prospects Relating to common goal | comfortable
Feeling essential in experiences of
challenged by | Group MBT as | group MBT MBT: learning | other group Identifying with| Group MBT as
individual “extra to understand | members MBT group triggering a
therapist difficult” but Trust group members members social difficulty
useful facilitating Group MBT:
Feeling openness Group MBT: feeling Identifying with| Group MBT:
understood by | Group MBT: feeling understood group members anxiety about
individual taking risks Learning to understood new members
therapist confront Gradually Group MBT: joining
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Gradually
building trust
with individual
therapist

Trust takes
time/Learning to
trust

Therapist as
source of
support

Therapist as
source of
support in group,

Learning to
understand
individual
therapist

Feeling cared
about

Feeling
supported in the

group

Feeling

supported

Previous
experiences of
group therapy
as influence on
approach to
MBT

Rolling group:
learning from
other group
members

Identifying with
other group
members

Theme 2
Valuing the
individual
therapist

Effective
therapists

Individual
sessions as saf
and predictable

Individual
therapy as
predictable

difficulties

Trust as
essential in the

group

Group MBT:
negative impac]
of new
members

New members
as disruptive to
the group

Opening up in
the group:
intimidating
but essential

Theme 2
Individual
sessions as a
support during
difficult
epersonal times

Versus group

Group MBT:
feeling
understood

Identifying with
group members

Theme 2

MBT: Providing
an opportunity
to talk to others

The importance
of talking,
listening &
understanding

feeling part of
the group

Building trust:
the group as a
representation
of outside
world

Building a
“close knit”
group through
sharing difficult
experiences

Talking in the
group as
beneficial

Building trust
with the group

Group MBT:
challenging but
important

Theme 3
Individual
MBT: learning
to talk to and
trust others

respectful and
supportive




Group as
supportive

Support from
group

Group as
support for life
situations

Building trust in
the group

Group as a
support in
difficult times

Identifying with
other group
members

Disrupting the
group: new
person joining

New person
joining: unsafe
and
unpredictable

MBT therapists
as effective
facilitators

Individual
therapy:
providing
support
through a
difficult time

Same therapist
in group and
individual:
“mostly it's
good”

Feeling cared
for by the MBT
programme
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Trust takes time| therapy as Individual as
unpredictable easier than

group sessions




SERVICE USER EXPERIENCES OF MBT

2-45

Theme 3
The group: a
difficult but
powerful
learning
experience

The group:
confronting real
life situations

Feeling
empowered in
relationships

“It's drawn out
of you”: difficult
but rewarding

Experiencing a
breakthrough
with help from
therapist

Putting the
Pieces
Together:
Making Sense
of the Overall
MBT
Structure

Theme 3
Appreciating
MBT

Regular MBT:
Experiencing
consistency

MBT: an intense

Theme 1

A frustrating
and “cold”
experience

Theme 2
Using
individual
sessions to

Theme 3
MBT:
providing
routine

Theme 2

Gap between
individual and
group sessions

Theme 2
Individual
therapy: No
interruptions

Individual
MBT: Space to
talk & learn
new

Theme 3
Individual
MBT: the
“most
rewarding”
sessions

Theme 4
MBT: finding a

Theme 3
Individual
therapy: the
importance of
having a
designated slot

MBT light: an
appropriate

Theme 2
Questioning
group therapy

Questioning
the purpose of
the group

Group MBT: A
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experience

Experiencing
MBT as a secret

Individual
Versus group
sessions:
differences
regarding
pressure to talk

Wanting a break
from MBT

Wanting a break

Individual
sessions as
catalyst for
opening up in
group sessions

Individual
sessions as link
to group
sessions

understand
behaviour in
group sessions

Having two
therapists in
group as
beneficial

Individual
therapy as
essential
component of
MBT

MBT: knowing
“what to
expect”

Theme 3
A “tough type
of therapy”

A tough
therapy

A big
commitment

Struggling to
manage MBT

as too long

Individual
sessions: “that
is where it all
comes
together”

Individual
sessions as
productive

Individual
sessions as a
support for
group sessions

Individual and
group MBT:
gap too wide

Individual
sessions:
confronting
difficulties

Gap between
individual and
group sessions
as too long

Theme 4

perspectives

Individual
therapy: no
interruptions

Theme 4
MBT as a “let-
down”

Difficult
transition from
introductory
group to full
programme

Introductory
group: feeling
uncertainty

Disrupted
transition from
introductory
group to full
programme

“middle
ground”

Individual
therapy:
reflecting on
the group

Expectations
about MBT:
finding a
middle ground

MBT:
struggling to
find “steady
feelings”

Integrating
MBT into
weekly routine

Group and
individual
sessions
providing
separate and
complementary
functions

Individual and
group MBT: a

introduction

Reflecting on
the group in
individual MBT

Group MBT: a
valuable
“stepping
stone”

Individual and
group MBT: an
effective
combination

Experiencing
MBT therapists
as an
integrated team

Valuing
support in
group MBT

Group MBT: a
safe place to
interact with
others

Individual

MBT: a

frustrating
experience

Group MBT:
lack of space

Group MBT:
feeling
frustrated

MBT: failing to
meet
expectations

Group MBT: a
frustrating
experience

Group MBT:
looking for
equal time and
structure

Group MBT:
lack of
structure

Tuning out
during group
MBT

Group MBT:
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Struggling to
manage MBT

Lack of support]
outside of MBT

Feeling judged
outside of MBT

Feeling
dismissed &
judged by other
mental health
services

MBT: feeling
understood

MBT vs other
services: lack
of cohesion

MBT: different
to previous
care

MBT as
something
different to &
better than
other services

Expectations of
MBT
influenced by

past

good balance

A smooth
transition into
full programme
MBT

positive
experience

MBT: a
worthwhile
commitment

Mentalisation:
exploring the
past and
present

Having space
to talk to a
professional as
supportive

MBT: being
“ready to talk”

lack of
structure

Group MBT:
finding a
therapeutic
value

Group MBT: A
disruptive
experience

Failing to meet
expectations in
the group

Group MBT: a
shift in
perspective

Theme 3

An excessive
gap between
group and
individual
sessions

Individual and
group sessions
an excessive

gap
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experiences

Frustration
prior to MBT

Time wasted
prior to MBT

Disconnection
between MBT
& other
professionals

Lack of
cohesion
between MBT
& other
services

Feeling judged
in other
services

Feeling judged
before MBT

Lack of
understanding
outside of MBT

Negative
experiences

MBT light: a
lack of
transition

Group MBT:
lack of
openness

Individual
sessions as a
platform for
containing
frustration

Individual
therapy: a
positive
experience

Individual
MBT: learning
to mentalise

MBT light
Versus group
MBT

Lack of
integration
between
individual and
group sessions
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outside of MBT
Individual
MBT as
“proper
therapy”
Seeing the Theme 3 Theme 3 Theme 1 Theme 3 Theme 3 Theme 1 Theme 4
World Experiencing Progress in New insight MBT: “light at | Individual Learning to Becoming
Differently curiosity MBT: “up and | into difficulties | the end of the | therapy: take stronger and
due to MBT: down” through tunnel” becoming more| responsibility | more aware
A Positive Experiencing different self-aware
Shift in different Learning perspectives | MBT: thinking MBT as an Improving due
Experience perspectives mentalisation & reflecting Mentalisation: | effective to individual
techniques The group: Seeing things | therapy therapy
Mentalising: gaining other | Making sense of differently and
examining the | Struggling due | perspectives | mentalisation | “broadening Finding Making sense
facts to personal my mind” solutions of
situation Theme 3 Mentalising through mentalisation
“Name and Mentalisation: | reducing Sharing & mentalisation
shaming” A battle becoming challenging confronting Individual
behaviours between logic | calmer behaviours difficulties as | MBT sessions:
and what seems important facilitating becoming more
Making sense of manageable Recognising positive change self-aware
mentalising negative Individual
No magic patterns therapy as a Struggling to | Individual
“Getting other | button: a scary catalyst for contain therapy as a
perspectives” | reality Gradual seeing different, emotions platform for
Change perspectives enhancing
Mentalising: Comparing MBT: relationships
waiting to calm | MBT to other | Mentalisation: Increasing Struggling to
down therapies increasing awareness contain Becoming moreg
awareness through MBT | emotions self-aware

Theme 4

Struggling to

A




Feelings:
“overwhelming”
and “normal”

Counteracting
“collateral
damage”

Gaining clarity

Learning to
“take more care
of meself”

Learning to be
aware

Feeling
empowered in
relationships

The group:
confronting
real-life
situations

Increasing self-
awareness

Making sense
of MBT
techniques

MBT
increasing
awareness

Accessing
mentalisation
tools

Learning to
“Open upﬂ

Before and
after MBT

Seeing things
differently
through
mentalising

Mentalisation:
recognition and
changing
perceptions

Relating to
people outside
the group
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Learning to mentalise Looking from Learning MBT:
accept feelings | during difficult | the outside “on mentalisation | Increasing self-
time a fence” techniques awareness

Seeing things
differently: a
powerful shift

Enhancing
relationships
with
mentalisation

Becoming self-
aware through
group MBT

Feeling better
due to MBT

Replacing
destructive
coping
strategies with
mentalisation

Gaining
control through
mentalisation

Containing
emotions
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Gradual positive
change

Adverse life
circumstances
as opportunity
for growth

MBT facilitating
change of
“mindset”

Confronting
difficulties

Becoming more
rational

Experiencing a
breakthrough
with help from
therapist

The group: a
difficult but
powerful
learning
experience

MBT versus
previous

therapies:

Relationships:
opening up but
feeling
vulnerable

Mentalisation:
increasing
understanding
of others

MBT more
productive than
CBT

through
mentalisation

Making sense
of
overwhelming
emotions
through
psycho-
education
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tougher but
more helpful
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Introduction

This critical appraisal begins with an overviewtloé main findings from my research
paper, followed by an account of how | chose thpictol explore the suitability of IPA as the
methodological approach utilised in this study &ag learning points that | acquired during
the study are discussed. These relate to specifieriences that | had during recruitment,

data collection and analysis.

Research Paper: Overview of Results

| conducted a research paper on how service egpeyience attending mentalisation-
based treatment (MBT) as a therapy for difficuléssociated with borderline personality
disorder (BPD). MBT is an 18-month programme tuatsists of concurrent weekly
individual and group therapy. The aim is to stiateland enhance mentalisation capacity,
which involves increasing understanding and awa®pnéone’s own mental states and the
mental states of others. All participants expargehthe group component of MBT as
challenging and sometimes frightening, particulamlyhe early stages of the programme.
The unpredictability of the group was difficult ftire service users who sometimes perceived
other group members as threatening or criticaktHésmore, building trust during individual
and group therapy, with both therapists and otheugmembers, was highlighted as a
priority. This was achieved without much diffiquluring individual therapy but was more
of a challenge during group therapy which was a $&ure and safe place for participants.
However, all but two participants could also seesiderable benefits to this component.
Interestingly, the two participants who placed texivalue on the group had been attending

MBT for a shorter time-period than each of the ofpeaticipants.

Most participants found that individual therapylagroup therapy complemented each

other well during the programme, but the former wiastified as the core and most
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important component. This was where everythingectogether and the benefits of the
group were often dependent on reflections on gmtgractions during individual sessions.
The majority of participants experienced pre-treaitras a useful lead-in to full programme
MBT, although with limited benefit. One particigdrowever, who had a much longer pre-
treatment than all the other participants, strugjgié¢h a gap between pre-treatment and full
programme and felt that he was overloaded withrmédion. The primary benefit that
participants achieved while attending MBT was l@agrio see the world differently through
mentalising. This not only applied to externalmgeand interactions with others, but also to
therapy, mental health services and internal psEsesuch as emotions. Implications for
MBT were discussed which included sufficiently pagpg service users for the
unpredictability of the group component during pesatment and prioritising security and

safety for service users during the initial stagfetherapy.

Choosing a Topic and Methodological Approach

| became aware of MBT through my interest in BHFDom my experience on
placements | had developed a keen interest indtenpal link between childhood
experiences and enduring mental health difficuliesng adulthood. Furthermore, the link
between difficult early experiences and attachntiegry (Bowlby, 1973) is a topic that | am
very interested in and in some of my placementdl ¢dome to understand difficulties
associated with BPD through an attachment framewbft&reover, stigma and prejudice
associated with BPD is well documented in theditiere (e.g. Nehls, 2000) and this is
something that | had witnessed on placements auaddalring a previous role as an assistant
psychologist before | began the doctorate in dihpsychology. | felt that stigma and
assumptions relating to BPD arose due to a lackdérstanding amongst many staff
working with individuals with this diagnosis. Th&st common example that | had seen was

the assertion that service users were being iteaity challenging in order to receive
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attention. This was an assumption that | was etagehnallenge when the opportunity arose
but | was also keen to understand more about igasrof such assumptions relating to

BPD.

Therefore, | decided that | would like to condumire research in an area related to
BPD and | began to search for potential gaps iditd@ture. | also liaised with the
personality disorder lead in an NHS Trust who patimtouch with my field supervisor who
was interested in supervising research on BPD.fidlg supervisor is a clinical psychologist
and a MBT therapist and we discussed the posgibilitonducting some research on MBT.
As a trainee clinical psychologist | have a paiticinterest in intervention and believe that
having a range of options for service users is gub as individual preferences and needs
should be taken into account. In fact, Nationatitnte for Health and Care Excellence
(2009) guidelines recommend taking into accountiseruser preferences regarding
psychological therapy for BPD emphasising that@ahshould be provided where possible.
From my experience dialectical behaviour therapBTPis a commonly utilised intervention
for BPD and | felt that exploring another intenientrelevant to BPD would be worthwhile

and timely.

Following a review of the literature on MBT | dise@ed that there was a robust
guantitative evidence base for the therapy asaanvent for BPD but | was unable to discover
any published qualitative research on this. Tinigself was a significant gap as service user
views of the treatment were not represented initdy@ture and | was eager to address this.
Thus, whilst quantitative research found that MB$uited in an improvement in difficulties
associated with BPD, such as self-harm behaviodirgerpersonal functioning, it was not
possible to determine how well these quantitatieasares matched with the experiences,
desires and goals of service users. | considexediety of research questions, such as how

the process of change occurs in MBT. Howeverpalgh quantitative studies indicate that
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change does occur during MBT | felt that it woukrhore appropriate to allow for all
experiences due to the absence of service usqrqutinges to date. Therefore, following
discussion with my field and academic supervisdnsally decided to simply explore how
individuals experience an MBT programme for difftes associated with BPD. My hope
was that this would provide information about wheatvice users find beneficial but also
potential challenges in MBT that could result iggestions for enhancing the therapy. |
considered recruiting individuals who had compleaddBT course as they would be in a
position to give a full account of MBT over an 1®&mth period. However, | felt that
capturing the ‘*here and now’ experience of attegdBT would be important in order to
identify potential challenges in MBT that could $mmewhat lost during recollection after the
programme. Therefore, | decided to recruit indirld who were still attending the
programme and | developed the following researastion: How do adults with difficulties

associated with BPD experience intensive out-patsiT ?

Selecting an Appropriate Qualitative Method

When | decided that | would be interested in leagrabout the experiences of
individuals who were still in the process of attielgda MBT programme for BPD | began to
consider the design of the research and the mosbppate qualitative method for analysing
data. | examined a few potential options for tHt®r example, | felt that thematic analysis
would potentially be suitable as it examines angtdbes patterns and similarities across a
set of transcripts and collates these patternstietimes (Braun & Clark, 2006). | also
considered grounded theory which is used to colatthesise and analyse qualitative data
in order to create a model or theory that provialeexplanation of specific social processes
(Charmaz, 2008; Starks & Trinidad, 2007). Whilsiunded theory would have been
feasible, a more defined and specific researchtguesould perhaps have been more

suitable for this approach (e.g. developing a theomodel relating to the process of change
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during MBT). However, | felt that IPA was the qualive method best suited to this research
question. | will now provide some background imf@ation on IPA so that | can place my

reasons for prioritising the method at this pomtontext.

Background information on IPA.

IPA is a qualitative approach that examines "hoapbe make sense of their major
life experiences” (Smith et al., 2009, p. 1). riws on and combines teachings from three
separate traditions: phenomenology, hermeneutidsdaography (Smith, 2004).
Phenomenological philosophy focuses on the livggeggnces of individuals and the
meanings that they discern from them. Furthermaodidyiduals are considered to exist in
relation to a world of relationships, languagetund and other external objects; their
experiences, meanings and perspectives are thagleogd in this context. Hermeneutics,
however, examines interpretation and ponders theneto which an original source can be
understood by a third party. Finally, idiograpigphasises the relevance of the particular or
the individual in itself rather than merely considg the whole. This is in contrast to many
psychological research approaches where particgetatis examined at group level (Smith

et al., 2009).

Thus, IPA holds a defined epistemological positidimere is an understanding that
although it focuses on the lived experiences ananmnegs of participants these phenomena
can never be fully seen. This is where the coneea double hermeneutic arises from as
the researcher attempts to understand and inteéh@eneaning that the participant makes of
their world. Therefore, the phenomenological aadrteneutic traditions are combined
(Smith, 2004). As Smith et al. (2009) reveal, “Wditit the phenomenology, there would be
nothing to interpret; without the hermeneutics, phenomenon would not be seen” (p. 37).

Although IPA focuses on major life experiencesedatively small, homogenous samples it is
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also concerned with the particular or the individugihin the sample due to the influence of

the idiography tradition (Smith et al., 2009; Snétl©sborn, 2008).

Deciding on IPA.

There are a number of reasons why | deemed IPA& #guitable approach for this
study. This approach prioritises major life expedes and | felt that committing to an 18
month intensive programme in an attempt to findoswpfor significant and often enduring
interpersonal and/or emotional difficulties wasomd example of this. The significant focus
that IPA places on trying to understand rich, lieagberiences relating to major life events
seemed very relevant when thinking about whatlikesfor individuals to attend a MBT
programme. Moreover, | felt that the strong emphas a double hermeneutic and
interpretation could enhance and enrich these epmss and perhaps assist in the discovery
of more meaningful findings than less interpre@@pproaches. A further element to IPA
that | felt would be particularly useful is theadraphic component of the method to ensure
that individual experiences would not be lost ansbrige commonalities discerned from the
data. This fits with my beliefs about the impodearof being mindful of the individual’s
needs during therapy rather than assuming thatueagmg results regarding therapy from
generalised data will necessarily be benefici@vweryone. Furthermore, | felt that being able
to explore and understand individual experiencesealkas similarities would be particularly

useful in helping to discover more about what Itke for service users to engage in MBT.

However, during the design stage of the projettenaled a MBT interest group with
professionals from a variety of NHS Trusts who weak®lved in running and facilitating
MBT programmes. This presented me with an oppdstdo provide information about the
research and also to learn more about MBT. Sontieeatherapists who were present

wondered if the potential sample for the study wdug sufficiently homogenous for an IPA
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study as they had found that service user exparseditfered greatly at different stages of the
programme. This prompted me to reflect more orrdkeof homogeneity in IPA. Smith et
al. (2009) outline the importance of having a ey homogenous sample in an IPA study
for whom the research question is meaningful. Hmwethey emphasise that the parameters
of homogeneity will vary from study to study andiaace can sometimes be decided by the
practicality of the available recruitment poolfelt that this was relevant to this study as |
considered the recruitment pool available to mieet@omewhat restricted and that
successfully recruiting a sample that had beemdittg for the same length of time would be
challenging. Therefore, while a certain degrebahogeneity is necessary there is a distinct
flexibility surrounding this element of IPA. This highlighted by Smith et al. who
emphasise that homogeneity can be adapted anthéhphrameters can change during the
design stage for pragmatic reasons, "...if it isidlfit to recruit participants from a particular
group one may need to expand one's inclusion ieriberto change path and approach a
different group” (p. 50). Following this review BA literature, in addition to discussion
during supervision, | was content that interviewangroup of individuals who have each
experienced difficulties associated with BPD andwhch committed to an 18 month MBT
programme involving two sessions per week woulduféciently homogenous for an IPA

study.

The Process of Conducting an IPA Study

The process of conducting an IPA study involvedesd different stages. | found
that the process of recruitment, collecting dath asing interpretation during analysis

facilitated some interesting points of learning aeitection.

Recruiting Participants
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In order to begin recruitment it was important fiee to be in a position to inform
individuals attending a MBT programme for BPD abihg research. My field supervisor
was in a position to provide a link with two MBTagips in the trust in which she worked.
Furthermore, one of the benefits of attending tH&TNhterest day referred to above was that
it provided me with an opportunity to inform MBTdtapists from other Trusts about the
research. As a result of this MBT therapists ftara other Trusts agreed to pass on the
information to individuals attending their respeetMBT programmes. Therapists from a
third Trust did not pass the information on to iadees at their MBT programme as there
appeared to be some sensitivity within the Trustudlsomebody from outside collecting
what could be viewed as performance or outcome ditarefore, | initially had four MBT
groups to recruit from within the region | was kdsé decided that | would begin to recruit
from these groups and depending on sample sizellldiben make a decision as to whether

| would recruit from outside this region.

Gaining permission to pass information about #s2arch on to certain MBT groups
but not to others prompted me to consider the m®oégaining access to potential
participants for research and to reflect on gatpkee Gatekeeping in health research
involves “the process of permitting or denying &sc® a selected research site” (Lee, 2005,
p. 36). Itis an important part of health resedarta number of reasons, not least due to the
potential vulnerability of service users (Lee, 200&ander, 1992). This is, of course,
necessary as the interests of service users doealth research should be paramount at all
times and it is essential that participants ar@ jposition to provide informed consent before
participating in research (Wiles et al., 2007).liGat al. (2012) acknowledge the necessary
role that gatekeepers should have in protectingerable potential participants when there is
a legitimate reason but they question their authdoi do so otherwise and argue that their

role should be limited. This is a particularly iarfant point as restriction of participants in
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research due to gatekeeping can limit and narradefine its parameters (Broadhead & Rist,
1976). However, Gallo et al. continue their argatri®y arguing that gatekeepers should
have the authority to protect organisations’ indeseadding that individual interests and

organisation interests are often connected.

This appears to have been the reason that | wddeuttaapproach potential
participants within the Trust referred to aboveralses a complex question as to how to
balance the needs of the service user and the pééus organisation with the importance of
not restricting research. Ultimately in this sttaa the Trust had the power to make the final
decision whereas perhaps a more balanced distiibafipower, such as involving service
users in the decision, would be more equitablethéanore, | believe that the ethical
standards (e.g. confidentiality and anonymity) agapto research within the NHS would
have protected the Trust from information beconpuaglic regarding the performance of the
MBT programme, whether negative or positive. ThusiJst | believe that management and
therapists in the Trust had genuine concernsaitsis my view that it is important to reflect
that service users in the Trust missed an oppdyttmifind out about research that they may

have wished to participate in.

Collecting Data

Data was collected for this study through semiedtned interviews. This is the
recommended form of data collection for IPA adldwas a flexibility that encourages
participants to relate their experiences with degttl detail (Smith et al., 2009; Smith &
Osborn, 2008). I reflected on each interview afgeds using a reflective diary, considering
elements such as how | thought the interview pisggd, how well | thought the interview
flowed, how well the questions worked and how rafévhe data was to the research

guestion. The interview with the first participgmbgressed and flowed well and | felt that
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we developed a positive rapport throughout. Howetere were also elements that | felt
could be improved (see Appendix A for reflectivargifollowing this interview) and |
discussed the interview with my supervisor, who diltened to a recording of the interview.
My supervisor felt that the final question on tbpit guide (i.e. what does full programme
MBT mean to you?) confused the interviewee. | cored with this and decided to exclude
this question from the schedule in future intengevrurthermore, we agreed that although
the interview went well in many respects and getedraery relevant data, | sometimes asked
guestions from the topic guide that had been areh@ready through natural discussion.
We agreed that although this was not problematithis interviewee it could potentially be
experienced as disruptive for another participatistened back to the interview and
identified occasions when | did this. | reflectaudfeeling nervous during my initial
interview and that | was perhaps overly keen tasnghat | could elicit as much relevant
data as possible from the interview. However, imi$ight this information was already
being generated through natural discussion aneéfibrer sticking rigidly to the topic guide

was not necessary.

Arthur et al. (2014) emphasise that when a topidegyis used too rigidly it can
impose the researcher on the interview in a watydh@ interfere with a naturally flowing
interview, which is most likely to produce in-degthd rich data.  As its purpose is merely
to guide topics, questions can be asked very éifity depending on the participant. Thus,
during the interviews that followed | endeavoureahly use the topic guide if | felt a
relevant area had not been covered or if the flbth@ conversation became somewhat
stilted. Consequently, | ticked questions off tiygic guide list as they were naturally
covered during the interview to ensure that | waudtl unknowingly repeat questions at a
later stage in the interview. During the initiaterview | had probed for more information

where relevant and returned to phrases or comntieaitshe interviewee made if | felt they
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required further exploration - | continued thisidgrsubsequent interviews. | also continued
to reflect on interviews after they took placdelt that the next three interviews flowed very
well and that relevant information was frequentiyngrated without rigidly adhering to the
topic guide. | also noted that a few topics sthttenaturally arise that were not on the
original topic guide, e.g. the meaning attributedrtentalisation by participants and the
impact of MBT on relationships outside of the MBibgramme. Therefore, | added the
following questions to the topic guide: 'What isuy@xperience of mentalisation?' and 'Has
attending the MBT programme had any impact on yelationships outside of the group?’ |
continued the interview style that | had been usorghe remaining interviews with these
extra questions added to the topic guide andHalt\very relevant, in-depth data was

generated from all seven interviews.

IPA Analysis and the Role of Interpretation

| am not an experienced IPA researcher and otieeathallenges that | faced during
analysis concerned the role of interpretation.hédltgh | had included interpretation in initial
comments in each of my transcripts, that interpiretaelement had not come across strongly
in the first draft of my findings. Smith et al.0@9) describe different levels of interpretation
that involve varying degrees of depth, adding thexperienced IPA researchers can be too
cautious. | believe that this initially appliedrtee as it felt like a risk to move beyond
description. However, Smith et al also state thete is a limit to interpretation in IPA and
that it should only be used in close alignment&dontent of the transcript. Therefore, |
endeavoured to increase my use of interpretatibejtat different levels of depth, while also

attempting to ensure that when adopted it did nmterbeyond the text or was not forced.

For example, John’s description of growing up faraily of “wrong mind readers”

struck me as a rich and powerful metaphor to emphaise absence of understanding (and
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mentalisation) in his childhood family environmedhn did not actually state this so
interpretation was required, although it did naredike a significantly big leap to make. A
deeper level of interpretation perhaps involvedra&upresent description of group therapy
as respectful and supportive whilst stating thatdther group members are “not wanting
to...hurt each other” as a way to emphasise thistetpreted her use of the word “hurt” to
imply an anxiety about the group becoming less aattless predictable in the future even
though she felt supported at that time. This wasrplicitly stated by Laura but was my
way of using the double hermeneutic to try to medwese of Laura’s attempts to understand

her experiences of group MBT.

Conclusion

In conclusion, this paper focused on my reflewiof conducting an IPA study on
MBT. Irecalled how my interest in BPD and psydgstal intervention prompted me to
choose a topic in this area. | described that afiasidering other methodological
approaches | felt that IPA was particularly suitedhe study’s research question which
simply asked how individuals with difficulties assated with BPD experience MBT.
Conducting this study resulted in several learmannts including personal reflections on
gatekeeping in research and the use of topic gundsesmi-structured interviews.

Considering the role of interpretation in IPA arsidywas a further key learning point.
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Appendix 3-A: Excerpt from Reflective Diary

Reflective Diary: Interview One

Overall, | felt that the interview with Sarah wemell. Sarah and | were able to build
rapport quite well and | felt that Sarah freely egsed herself. Although we mostly engaged
in a free-flowing conversation | possibly stuckigatbo rigidly to the topic guide towards the
end of the interview which | think restricted timéarview a little as it seemed a bit more stop-
start. It may also have been that | was probimgnfimrmation when Sarah had no more
information to give so in future interviews it wollbe better to keep the interview as natural

as possible.

Although I was expecting the group component of MBHe more challenging than
the individual component, | was not expecting tbpttd of emotion expressed by Sarah in
relation to the group component. On reflectioweht into the interview with some
assumptions about group therapy (e.g. as a saftgined version of the outside world where
interpersonal skills can be built; as a place wisergice users can identify with and meet
others with similar difficulties). Whilst some tifese assumptions applied to Sarah to an
extent the group did not seem safe or secure fi@hSa occasion and seemed quite
frightening for her at times. Therefore, durin@lysis and during future interviews it will be

important for me to bracket these assumptions atpawtp MBT as much as possible.
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NHS REC Form Reference: IRAS Version 3.5
13/NW/0636

ecome ot g Resern gplcsongpen |

The integrated dataset required for your project will be created from the answers you give to the following questions. The
system will generate only those questions and sections which (a) apply to your study type and (b) are required by the bodies
reviewing your study. Please ensure you answer all the questions before proceeding with your applications.

Please enter a short title for this project (maximum 70 characters)
Service user expenences of MBT for borderline personality disorder

1. Is your project research?

@ Yes (O No

2. Select one category from the list below:

O Clinical trial of an investigational medicinal product

( Clinical investigation or other study of a medical device

() Combined trial of an investigational medicinal product and an investigational medical device

() Other clinical trial to study a novel intervention or randomised clinical trial to compare interventions in clinical practice
() Basic science study involving procedures with human participants

(O study administering questionnaires/interviews for quantitative analysis, or using mixed quantitative/qualitative
methodology

@ Study involving qualitative methods only

(O Study limited to working with human tissue samples (or other human biological samples) and data (specific project

only)
O Study limited to working with data (specific project only)

() Research tissue bank
() Research database

If your work does not fit any of these categories, select the option below:

O Other study

2a. Please answer the following question(s):

a) Does the study involve the use of any ionising radiation? OYes @No

b) Will you be taking new human tissue samples (or other human biological samples)? () Yes @& No
©) Will you be using existing human tissue samples (or other human biological samples)? () Yes @ No

3. In which countries of the UK will the research sites be located?(Tick all that apply)

[+ England

[] Scotiand

[ wales
[[]Northem Ireland

3a. In which country of the UK will the lead NHS R&D office be located:

Date: 21/08/2013 1 135328/490101/1/652
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NHS REC Form Reference: IRAS Version 3.5
13/NW/0636
@ England
O Scotland
O wales

(O Northern Ireland
() This study does not involve the NHS

4. Which review bodies are you applying to?

[M NHS/HSC Research and Development offices

[[]Social Care Research Ethics Commitiee

[+ Research Ethics Committee

["] National Information Governance Board for Health and Social Care (NIGB)
[[] National Offender Management Service (NOMS) (Prisons & Probation)

For NHS/HSC R&D offices, the CI must create Site-Specific Information Forms for each site, in addition to the
study-wide forms, and transfer them to the PIs or local collaborators.

5. Will any research sites in this study be NHS organisations?

@Yes (ONo

5a. Are all the research costs and infrastructure costs for this study provided by an NIHR Biomedical Research Centre,
NIHR Biomedical Research Unit, NIHR Collaboration for Leadership in Health Research and Care (CLAHRC) or NIHR
Research Centre for Patient Safety & Service Quality in all study sites?

OYes @No

If yes, NHS permission for your study will be processed through the NIHR Coordinated System for gaining NHS Permission
(NIHR CSP).

5b. Do you wish to make an application for the study to be considered for NIHR Clinical Research Network (CRN) support
and inclusion in the NIHR Clinical Research Network (CRN) Portfolio? Please see information button for further details.

(OYes @ No

If yes, NHS permission for your study will be processed through the NIHR Coordinated System for gaining NHS Permission
(NIHR CSP) and you must complete a NIHR Clinical Research Network (CRN) Portfolio Application Form immediately after
completing this project filter and before completing and submitting other applications.

6. Do you plan to include any participants who are children?

OYes @ No

7. Do you plan at any stage of the project to undertake intrusive research involving adults lacking capacity to consent
for themselves?

OYes @No

Answer Yes If you plan to recruit living participants aged 16 or over who lack capacity, or to retain them in the study following
loss of capacity. Intrusive research means any research with the living requiring consent in law. This includes use of
identifiable tissue samples or personal information, except where application is being made to the NIGB Ethics and
Confidentiality Committee to set aside the common law duty of confidentiality in England and Wales. Please consult the
guidance notes for further information on the legal frameworks for research involving adults lacking capacity in the UK.

8. Do you plan to include any participants who are prisoners or young offenders in the custody of HM Prison Service or
who are offenders supervised by the probation service in England or Wales?

Date: 21/08/2013 2 135328/490101/1/652
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NHS REC Form Reference: IRAS Version 3.5
13/NW/0636

OYes @No

9. Is the study or any part of it being undertaken as an educational project?
@®yYes (ONo

Please describe briefly the involvement of the student(s):
The student is named as the Chief Investigator. The student has designed the study, will interview participants and
analyse transcripts of interviews. The student will write the final report.

9a. Is the project being undertaken in part fulfilment of a PhD or other doctorate?
@Yes (ONo

10. Will this research be financially supported by the United States Department of Health and Human Services or any of
its divisions, agencies or programs?

OYes @No

11. Will identifiable patient data be accessed outside the care team without prior consent at any stage of the project
(including identification of potential participants)?

(O Yes @ No

Date: 21/08/2013 3 135328/490101/1/652
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NHS REC Form Reference: IRAS Version 3.5
13MWIDE36E

Integrated Research Application System
Application Form for Research involving qualitative methods only

INHS

Health Research Authority

Application to NHHS/HSC Research Ethics Committee |

The Chief Investigator should complete this form. Guidance on the questions is available wherever you see this

symbol displayed. We recommend reading the guidance first. The complete guidance and a glossary are available by
selecting Help.

Please define amy terms or acronyms that might not be familar o lay reviewers of the application.

Short title and wersion number: (maximum 70 characters - this will be inserted as header on all forms)
Service user experiences of MBT for borderline personality disorder

Please complefe these defailz after you have booked the REC application for review.

REC Name:
REC Reference Mumber: Submission date:
13NW/DE38 21/08/2013

Ad. Full title of the research:

Experiencing intensive cut-patient mentalisation-based treatment for difficulties associated with borderline personality
disorder: Service user perspectives

A2-1. Educational projects

Name and contact details of student(s):

Student 1
Title Foremame/Initials ':-I.-urname
Mr Diarmaid O Lonargain
Address Doctorate in Clinical Psycholagy Programme, Division of Health Research,
Room C27 Furness College, Lancaster University,
Lancaster, Lancashire
Post Code LAT 4G
E-muail d.olonargain@lancaster.ac.uk
Telephone 07531037474
Fax

Date: 21/08/2013 4 135328/490101/1/652
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NHS REC Form Reference: IRAS Version 3.5
13MWIDE36E

Give details of the educational course or degree for which this research is being undertaken:

Name and level of coursel degras:
Doctorate in Clinical Psychology

Name of educational establishment:
Lancaster University

MName and contact details of academic supervisor(sk

Academic supervisor 1

Title Forename/lnitials Surname
Dr Suzanne Hodge

Address Doctorate in Clinical Psychology Programme. Division of Health Research,
Room C21 Furness College, Lancaster University,

Lancaster, Lancashire

Post Code LA 4% G

E-mail s.hodge@lancaster.ac.uk
Telephone 015245082712

Fax

Flease state which academic supervisons) has responsibility for which student(s):
Fleage click "Save now" before complefing thiz fable. Thiz will enzure fthat all of the studeni and academic supenizsor

details are shown commecily.
Student(s) Academic supervisor|s)
Student 1 Mr Diarmaid & Lonargain

E Dr Suzanne Hodge

A copy of a cument CV for the sfudent and the academic supervizor ([maximum 2 pages of Ad) musgt be submitted with the
application.

AZ-2.Who will act as Chief Investigator for this study®

@) srudent
{2 Academic SUpenisor
O Other

A3-1. Chief Investigator:

Tie Forenamellnitials Srumame
M Diarmaid O Lonangain
Paost Trainee Clinical Psychologist
Bachelor of Arts: M.A. in Early & Medieval krish Literature: Higher Diploma in Education;

Quatfications Conversion Diploma in Paychalogy

Employer Lancashire Care NHS Foundation Trust

Work Address Room C27 Furness College, Lancaster University,
Lancaster
Lancashire

Post Code LA 4YG

Date: 21/08/2013 5 135328/490101/1/652
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NHS REC Form Reference: IRAS Version 3.5
13MWIDE3E
Work E-mail d.olonargainglancaster.ac.uk
" Personal E-mail
Work Telephone 07531037474
* Personal Telephone/Mobile 07531037474
Fax

* Thiz information iz optional. If will not be placed in the public domain or disclosed fo any other third party without prior
consent
A copy of a gurrent CV (maximum 2 pages of Ad) for the Chief Investigator must be submitted with the application.

A4 Who is the contact on behalf of the sponsor for all corres pondence relating to applications for this project?
Thiz contact will receive copies of all correspondence from REC and RE&D reviewers fhaf iz gent fo the CL.

Title Forename/initials Sumams
Debbie Knight
Address Research Ethics Officer, Research Support Office,
B5E, B Floor, Bowland Main,
Lancaster University, Lancaster.

Post Code LAT4YT

E-mail ethics@lancaster ac.uk
Telephone 01524592605

Fax 01524843087

AS5-1. Research reference numbers. Flease give any relevant references for your study:

Applicant's/organisation's own reference number, e.g. R & D (if

available):

Sponsor's/protocol numbaer: MIA
Protocod Version: 1

Protocol Date: 14/08/2013
Funder's reference number: &

Project website: M&

Additional reference number(s):
Ref. Number Description Reference Mumber

Regiziration of rezearch studies iz encouraged wherever pozsible. You may be able fo regizter your sfudy through
your NHS organisation or & register run by a medical research charity, or publish your protocol through an open
access publizher. If you have regisfered your sfudy please give detfails in the "Addifional reference numbers)” secfion.

AS5-2. Is this application linked to a previous study or another current application?
{Oves @ No

Flzaze give brief defailz and reference numberz.

T

To provide all the information required by review bodies and research information systems, we ask a number of

specific questions. This secfion invites you to give an overview using language comprehensible to lay reviewers and
members of the public. Please read the guidance notes for advice on this section.

Date: 21082013 i 135328/4901011 /652
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NHS REC Form Referance: IRAS Version 3.5
13IMWIDE3E

AE-1. Summary of the study. Flease provide a brief summary of the research (maximum 300 words) using language
eazily understood by lay reviewers and memberz of the public. Where the research iz rewiewed by a REC within the UK
Health Depariments Research Ethics Senvice, thiz summary will be publizhed on the webgite of the National Research
Ethice Service following the ethical review.

Mentalksation-based trestment (MBT) is a therapeutic programme that was designed for individuals with a diagnosis of
borderiine personality disorder (BFD). The design of MBT draws on the idea that childhood trauma leads to a
disrupted capacity 1o mentalise, which invalves the abikty to understand one’s own mental siates, such as thoughts
and feelings, and the mental states of others. Enhancing the capacity to mentalise is thus the main focus of MBT.
MEBT is a manualised approach and bwo Separate programmes were devised for BFD: a day hospital programme and
an intensive out-patient programme . This study aims to explore how individuals who have been attending an
intensive out-patient programme for BPD for between 2 and 15 months expenence MBT. If enough participants are not
recruited. this will be expanded to include individuals who have been attending a programme for more than 15 months
and individuals who stopped attending a programme no longer than 12 months prior to the ressarch interview provided
they attended for at least 2 months.

Participants will meet the chief investigator for an interview lasting approwimately 80 minutes either within a NHS site or
in a suitable room in the local community, such as in a GP service. Itis hoped that this will help services to have a
better understanding of the needs and experiences of those who participate in MBT programmes, and that this will
help them to mest those needs more effectively. Also. it is hoped that this research will help servios users to have a
better understanding of what it is like to take partin a MBT programme before deciding whether they feel it would be a
useful support for them, The research may also provide suggestions for improving MBT as a therapy. The study will
be completed by June 2014,

AE-2. Summary of main issues. Flease summarnize the main ethical, legal, or management issuwes ariging from your study
and zay how you have addressed them.

Not all studies raise significant izzues Some sfudies may have siraightforward ethical or other izaues that can be identified
and managed routinely. Ofhers may pregent zignificant izgues reguining further consideration by a REC, RED office or ather
rewview body (az appropnalte fo the issue), Studies thal present a minimal rizk fo participants may raise complex
organisational or legal isswes. You should fry to congider all the types of izgues thaf the different reviewers may need fo
consider.

Onily people who can speak English will be eligible to participate. This is because no funds for an interpreter are
available for the research. Only individuals with capacity to consent will be eligible to participate.

There will be no direct benefits for participants. The main risk to paricipants is that they may talk about upsetting and
difficult expenences during the interview. Should this ocour, the chief investigator will use skills leamed as a traines
clinical psychologist to contain this distress.  If further support is required, the chief investigator will encourage
participanis who are still under the care of the Trust to contact relevant supports within the service, such as their care
coordinator or therapist. He will also encourage participants who become distressed to discuss these feelings during
their weekly individual therapy sessions if they are still attending a MBT programme at the time of interview. These
participants will have access 1o weekly individual therapy, as well as group sessions, as these are an integral part of
MBT. K the chief investigator deems the participant to be at risk of serious harm he will encourage the service user to
call the appropriate Trust crisis team or a suitable Trust switchboard number in order 1o be directed to the appropriate
recovery team or crisis team. f the participant does not wish fo contact the recovery or crisis team, andior if the
participant discloses that somebody else is at risk of significant harm, the chief investigator will follow Trust
procedures and policies to ensure the safety of participants and others. The chief investigator will also contact his
research supervisor (Dr Suzanne Hodge) andior field supenisor _ for further advice and support if he
deams this necessary.

Steps have been put in place to ensure that the chief mvestigator will not see any personal details of potential
participants during the recruitment process. Potentlal participants at esch NHS service will be identified by local
collaborator(s) in each Trust (see Site-Specific Information forms for identities of local collaborators).  The chief
investigator will prepare mformation packs for each recruitment stage. The information packs will be given to a local
collaborator. Local collaborators will either post an information pack to potential participants or hand an information
pack to potential participants before or after one of the MBT individual or group sessions. The same professional in
the Trust may either post or give a reminder pack to each potential participant approximately two weeks after recsiving
the initial information pack. In some Trusts, where permission has been received from the local collaborator within
the Trust, the chief nvestigator will be available to speak to potential participants who may wish to obtain further
information about participation in the study. The chief investigator will be present in & room within the service to
coincide with the end of a MBT group session. Professionals facilitating the group session will inform potential
participants that the chief investigator will be available to speak to those who wish to do s0. Group facilitators will have
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discussed this with each group prior to this.

Only service users who meel inclusion criteria will be contacted by the service. In order to ensure confidentiality,
pseudonyms will be used during interviews, on written transcripts and in the final report. Full transcripts will only be
seen by the chief investigator and by Or Suzanne Hodge, his academic supervisor at Lancaster University. The final
report will be submitted to the Doctorate in Clinical Psychology programme in Lancaster University. A summary of
findings will be prepared fior paricipants and sent to participants who want a copy. A version of the final repon will be
submitted for publication. A version of the final report may also be prepared for presentations for training purposes
andlor for conferences. Any information that could potentially identify participants to others will not be induded in these

reports.

AE-1. Proportionate review of REC application The iniial project filter has identified that your study may be suitable for
proportionate review by a REC sub-committee. Flease consulf the current guidance nofes from NRES and indicafe whether
you wish fo apply through the proporonate review service or, taking info account your answer fo AE-2, you consider there
are ethical issues thaf reguire consideration af a full REC meeting.

) Yes - proportionate review (&) No - review by full REC meeting

Further commeniz jopfional):

Naoie: Thiz guestion only applies fo the REC application.

1. PURPOSE AND DESIGN OF THE RESEARCH

AT. Select the appropriate methodology description for this research. Please fick all that appiy:

El Case senes/ case note review

[] case control

[] cohort cbservation

[[] controlied trial without randomisation
[ cross-sectional study

[[] Database analysis

[] Epidemiclogy

] Feasibility! pilot study

[] Laboratory study

[[] Metanalysis

[ Qualitative research

[+ Questionnaire, interview or observation study
[[] Randomised controlled trial

[] other (please specify)

A1D. What is the principal research question/objective? Flease put thiz in language comprehengible fo a lay person

The primary research question will be: how do adults with difficulties associated with borderline personality disorder
experience intensive out-patient mentalisation-based reatment (MBT)?

A11.What are the secondary research questions/objectives if applicable? Flease put thiz in language comprehenzible fo
a lay person,

LAY

A1Z.What is the scientific justification for the research? Please puf thiz in language comprehensgible fo a lay person.

A number of quantitative studies indicate that mentalisation-based trestment (MBT) is an effective therapy for dificulties
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associated with borderline personality disorder. For example, randomised controlled trials indicate that both day
hospital MET and intensive out-patient MBT reduce difficulties with anwiety, depression, interpersonal functioning and
self-harm and suicidal behaviours. Quantitative research tends o use large samples, and collects information
through very specific measures such as guestionnaires. This method of research has produced valuable information
on this opie. Howewver, as far as the chief nvestigalor is aware, no qualitative research has been completed on MBT.
A gualitative study on the experience of MBT would provide an opportunity for individuals who have engaged in MBT io
express their expernences in an in-depth manner without being guided by guestionnaires. This qualitative research
ams to find out more about these experiences. It is hoped that this will complement the guantitative research that
already exists. It is also hoped that the information produced from the research will enhance professionals’
understanding of service user needs and experences during an intensive out-patient MET programme. ltis also
hoped that the research will supporn sernice users with difficulties associated with bordedine personality disorder to
understand better what engaging in MBT involves. The research may also lead to suggestions for improving MBT as a
therapy.

A13. Please summarise your design and methodology. If should be clear exactly what will happen fo the research
participant, how many times and in what order, Flease complele this seclion in language comprehensible fo the lay person
Do nof zimply reproduce or refer to the profocol. Further guidance iz available in the guidance nofes.

This will be a qualitative study and interpretative phenomenological analysis (IPA) will be used o analyse data. |f the
data is not homogenous (i.e. similar) encugh it will be analysed using phenomenologically-informed thematic analysis
instead of IPA

As is commaonly the case with both IPA and thematic analysis, participants will be required 1o meet with the chief
investigator on one occasion for a semi-structured

interview. Once an individual has agreed to panicipate, a convensent time, date and location for the interview will be
agreed. This will be done either via telephone or via email. The interview will begin afier the participant has indicated
that they fully understand the information provided in the paricipant information sheet and consent form and afier they
hawe signed the consent form. The interview schedule will be used to guide the interview but the direction that the
imterview takes will ultimately be determined by the experiences of the particpants. Following the interview, the
participant will be fully debriefed. This will involes thanking the participant for their ime and informing them that they will
be sent & summary of the findings from the research if they wish. | will remind them that | can give them some
telephone numbers for support if they would like. | will also encourage them to obtain support from their therapist if
they are still attending a MBT programme. The interviews will be audio recorded.

IPA involves a number of steps that will be followed after the interviews take place. The content of sach interview will
be written down or transcribed by the chief investigator using the audio recondings. The chief investigator will then
read through the transcripts and make some initial comments and notes. He will then read through the first transoript
again and make a list of some preliminary themeas. This list of themes will be condensed down into broader themes.
A table will then be prepared with a list of both preliminary and broader themes, The same steps will be followed with
each of the remaining transcripts. All of the transcripts will be compared, and a final table will be created with a list of
similar and different themes. The chief investigator will then identify what he considers to be the most important
themes, and these will be reported and discussad in the final report.

If thematic analysis is used to analyse data interviews will be transcribed verbatim and the chisf investigator will
familiarise himself with the data. Inital codes of information of interest will be created within the data and these codes
will then be brought together to produce themes. The themes will be reviewed by the chief investigator, examined in
the context of the entire analysis and a name for each theme will then be determined. Following this a report will be
created based on the content of the themes with a specific focus on the research guestion.

The chief investigator will be supervised by Dr Suzranne Hodge, Lecturer in Research Methods at Lancaster University
and by

A14-1. In which aspects of the research process have you actively invalved, or will you involve, patients, service users,
andior their carers, or members of the public?

B Design of the research

D Management of the research
[] Undertaking the research

D Analysis of results

[] Dissemination of findings
[ None of the above
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Give defailz of involvement, or if none pleage justify the absence of involvement.

Members of Lancaster University Public Involvement Netwark (LUPIMN) were involved in the design stage of the
research. LUPIN includes service users and members of the community who are interested in having input in the
Doctorate in Clinical Psychology programme at Lancaster University. The chief investigator initially met with a group of
peers, kecturers and a service user (who is a member of LUPIN) who assisted him with the design of the study. The
same service user provided feedback on elements of the research protocal ncluding the letiers 1o paricipants,
participant information sheets. consent form, debrief sheet and topic guide.

A1T-1. Please list the principal inclusion criteria (list the most important, max 5000 characters).

(1) Ower 18 years of age
(2) Currently attending an intensive out-patent MBET programeme facilitated by a NHS Trust in

for adults with difficulties associated with BPD for between two and 15 months. The MBT programme must
consist of weekly individual and group therapy with an emphasis on mentalising. A separate therapist will not be
necessary for individual and group therapy (if enough participanits are not recruited this eriterion will be expanded to
include individuals who are currently attending a MET programme facilitated by a NHS Trust anywhere in the UK for
adults with difficulties associated with borderline personality disorder for between 2 and 15 manths; if enough
participants are still not recruited, the criterion for length of time in therapy will be expanded fo include the following:
individuals who are currently attending a MBT programme for borderline personality disarder for more than 15 months
and individuals who are no longer attending a MBT programme for borderline personality disorder provided they
atended a programme for at least two months and they stopped attending within 12 months of the research interview.
The MBT programme can be facilitated by any NHS Trust in the UK).

(3) Capacity to consent

A1T-2. Please list the principal exclusion criteria (list the most important, max 5000 characters).

Inability 1o speak English fluently.

oo oo

A1E. Give details of all non-clinical intervention(s) or procedure(s) that will be received by participants as part of the
research protocol. Thess include sesking consent, inferviews, non-clinical obsenvafions and use of guesfionnaires.

Plzase complete the columns for each intervention/procedure as fiollows:
1. Total number of interventions/procedures to be received by each participant as part of the research protocol.

2. I this mtervention/procedure would be routinely given to participants as part of their care outside the research,
o many of the total would be routine?

3. Average time taken per intervention/procedure (minutes, hours or days)
4. Details of who will conduct the intervention/procedure, and where it will take place.

Intervention or
12 3 4
procedure
Seeking 2 0 15 Diarmaid O Lonargdin, Trainee Chinical Psychologist - either in a room provided
Consent minutes by the relevant NHS Trust or in a suitable location in the local community, such
as a room in a GP surgery.
Reasearch 2 D 80 Diarmaid O Lonargain, Trainee Chnical Psychologist - either in a room provided
Imterview minutes by the relevant NHS Trust or in & sultable location in the local community, such
as @ room in a GP surgery.

AM. How long do you expect each participant to be in the study in total?
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Each participant will be asked 0 take part in one research interview, which will last appromimately 60 minutes. Total
involvement should take no longer than 2 hours including contacting the chisf investigator, providing consent and
engaging in the interview.

AZZ. What are the potential risks and burdens for research participants and how will you minimise them?

For all studies, describe any potenfial adverse effecls, pain, discomford, distress, infrugion, inconvenience or changes
to lifestyle. Only describe risks or burdens that cowld occwr a3z a resulf of parficipafion in the rezearch. Say what sfeps
would be taken to minimige risks and burdens as far ag possible.

Participants may become distressed while talking about personal expenences duning the research interview. The
chief investigator is a trainee clinical psychologist and will endeavour to use the skills learmed during his training to
contain this distress.  If further support is required, the chief investigator will encourage participants whao are stil
under the care of the Trust to contact relevant supports within the service, such as their care coordinator or therapist.
He will also encourage participants who become distressed to discuss these feelings during their weekly individual
therapy sessions if they are siill attending a MBT programme at the time of interview. These participants will have
socess o weekly individual therapy, as well as group sessions, as these are an integral part of MBET.

If the chief investigator deems the paricipant to be at risk of serious ham he will encourage the senvice user 1o call
the appropriate Trust recovery or crisis team. [f the participant does not wish o contact the recovery or crisis feam,
andlor if the participant discloses that somebody else is at risk of significant harm, the chief investigator will follow
Trust procedures and policies fo ensure the safety of participants and others. The chief investigator will also contact

his research supemnisor (Or Suzanne Hodge) andlor field supervisar _ for further advice and support if
he deems this necessary.

AZI. Will interviews/ questionnaires or group discussions include topics that might be sensitive, embarrassing or
upsetting, or is it possible that criminal or other disclosures requiring action could occur during the study?
@ves (ONo
K Yes, please give detailzs of procedures in place fo deal with theze issues:

Interviews may include topics that are upsetting for participants. Should this oocur the chief investigator will follow
the steps cutlined in section A22.

AZ4 What is the potential for benefit to research participants?

There are no direct benefits for research participants. An indirect benefit is that professionals will become more
aware of the needs and sxperiences of service users who engage in MBT and that the research may lead 1o
suggestions for enhancing MBT as a therapy.

AZ6_What are the potential risks for the researchers themselves? (if any)

No potential risks for the researchers have been identified.

I RECRIUNTMENT AND INFORMED CONSENT |

In this section we ask you lo describe the recruitment procedures for the study. Please give separate details for
different study groups where appropriate.

AZT-1. How will potential participants, records or samples be identified? Who will carry this out and what resources will
be used?For example, identificadon may involve a disease register, compulenized search of GF records, or review of
medical records. Indicate whether thiz will be done by the direct healthcare feam or by researchers acting under
arrangements with the responsible care organization|s).

Potential participants will be identified by the local collaborators in each Trust as listed in the site-specific information
forms. The local collaborators will identify participants in the service who meet inclusion criteria.  Each local
collaborator has acoess to identifiable personal information of individuals who are currently engaging in MBT in the
service and also individuals who left a MBT programme in the service.
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A2T-2. Wil the identification of potential participants involve reviewing or screening the identifiable personal
information of patients, service users or any other person®

®ves Ono

Fleaze give delailz below:

Yes, this will be done by the local collaborators in each Trust as listed in the site-specific forms. Local collaborators
will #xamine the personal information of patients to ensure that they meet criteria. Each local collaborator is a
member of the clinical team in the service/Trust and therefore have access to identifiable personal information of
patients.

AZT-4. Will researchers or individuals other than the direct care team have access to identifiable personal information
of any potential participants?

Oves ®No

AZ8.Will any participants be recruited by publicity through posters, leaflets, adverts or websites?

{(¥es (@No

A29. How and by whom will potential participants first be approached?

Paotential participants will first be approached about this study by the local collaborators in each Trust as listed in the
site-specific forms. The local collaborators may post information packs to potential participants. Otherwise, the local
collaborators will give participant information packs to participants either before or after an individual MBT session or a
group MBT session. Each information pack will contain a letter inviting potential participants to contact the chief
investigator if they would like more information. as well as a participant information sheet explaining what would be
involved. Packs will also contain a consent form and reply slip (see study protocol). The local collaborators may send
a reminder informaton pack to potential participants about 2 weeks after this with the same consent form. panicipant
information sheet and reply slip. A different letter will be included reminding potential participants of the research and
explaining that that will be the final contact they will receive if they do not wish to participate. In some Trusts, if
permission has been received by the local collaborator and if it has been discussed and agreed among members of
the MBT group, the chief investigator may be available in a separate room in the service for potential participants who
wish to discuss the research with him,

AJD-1. Will you obtain informed consent from or on behalf of research participants?

@ ves (No

If you will be obtasining conzent from aduif parficipanis, please give defailz of who will fake conzent and how it will be
done, with details of any steps fo provide informalion (a written information sheel, videcs, or inferactive material).
Amangemenizs for adulfz unable fo conzent for themseives should be described zeparstely in Part B Section &, and for
children in Fart B Section 7.

If you plan fo zeek informed conzeni from vulnerable groups, zay how you will ensure thal consent iz voluniary and
fully informed.

Consent will be obtained from research participants. Full details of the research will b2 included in the participant
information sheet, including an email address and phone number for the chief investigator should potential
participants wish 1o

discuss the research before consenting.

If you are nof obiaining consent, please explain why not.

Fleage encloge a copy of the informafion sheef(s) and consent formyz).

AZD-2. Will you record informed consent (or advice from consultees) in writing?

@®vas (JINo
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A3, How long will you allow potential participants to decide whether or not to take part?

Potential pariicipants will have four weeks in total to decide whether or not to take part

AJ3-1. What arrangements have been made for persons who might not adequately understand verbal explanations or
written information given in English, or who have special communication needs?(e.g. fransiation, use of inferprefers)

There is no funding available for translators or interpreters. Therefore, only individuals who are fluent in English will be
eligible to participate.

A3S5 What steps would you take If a participant, who has given informed consent, loses capacity to consent during the
study? Tick one opfion oniy.

{®) The participant and all identifiable data or tissue collected would be withdrawn from the study. Data or tissue which
is not identifiable o the research team may be retained.

) The participant would be withdrawn from the study. Identifiable data or tissue already collected with consent would
be retained and used in the study. No further data or issue would be collected or any other research procedures camied

out on or in relation to the parScipant.

) The participant would continue to be included in the study.

) Mot apphcable — informed consent will not be sought from any paricipants in this research.

) Not applcable = it is not practicable for the research team to manitor capacity and continued capacity will be
assumead.

Further defailz:

Should a participant lose consent during the interview, all data already collected will be excluded and no further data will
be collected from them. i the chief nvestigator becomes aware that the participant has lost capacity to consent up o two
weeks after the interview their data will be excluded. However, if capacity is lost more than two weeks following the

interview the data will then be kept in the study.

In this section, personal data means any data relating to a participant who could potentially be identified. it includes

pseudonymised data capable of being linked to a participant through a unique code number.

St e st s gty

AZE Will you be undertaking any of the following activities at any stage (including in the identification of potential
participants)? Tick az appropriate)

[[] Aceess to medical records by thase ocutside the direct healthcare team
[[] Electronic transfer by magnetic or optical media, emad or computer networks
[[] sharing of persanal data with other organisations

[[] Export of personal data outside the EEA

[[] use of personal addresses, postcodes, faxes, emails or telephone numbers
[J] Publication of direct quotations from respondents

[[] Publication of data that might allow identification of individuals

[ Use of audioivisual recording devices

E Storage of personal data on any of the following:

[ Manual files including X-rays
[IMHE computers
D Home or other personal computers
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E University computers
D Privaie company computers
[ Laptep computers
Further details:

An audio recording device will be used to record interviews. These recordings will be transferred as soon as possible
from the device to & password-protected space on the Lancastier University server. The recordings will then be
deleted immediately from the device. Audio recordings will be deleted within three months of the interview. Written
transeripts of the interviews and files containing coded data created during analysis will also be stored on & password-
protected space on the Lancaster University server for the duration of the study.

When participant consent forms are received by the chief investigator they will be scanned and saved electronically on
a password-protected memaory stick at Lancaster University. This memary stick will be encrypted using TrueCrypt. an
open-source disk encryption software, Hard copies will then be destroyed. The memory stick will be placed in an
envelope with the name of the chief investigator on the front of the envelope. The chief investigator will place a printed
sheet in the envelope with password instructions and a list of the memory stick contents. The envelope will then be
given to the Research Administrator for the Doctorate in Chnical Psychology course at Lancaster University, whao will
store the envelope in a locked cabinet &t Lancaster University.

When the study is completed files contaiming the transcripts and coded data will be copied on to this encrypied
mamory sck by the chief investigator at Lancaster University, Tha list of memory stick contents on the printed sheet
within the envelope will b2 amended accordingly. Once this is done files stored on the Lancaster University server
containing the transcripts and coded data will be deleted. The following information will be added to the front of the
envelope that contains the memaory stick: the date the study is completed and the date in which the data is to be
destroyed (i.e. 10 years afer completion of the siudy). When the storage period comes o an end the Research
Administrator for the Doctorate in Clinical Psychology course at Lancaster University will delete all contents on this
memaory stick.

A8, How will you ensure the confidentiality of personal data?Flease provide a general sfafement of the policy and
procedures for ensuning confidentiality, e.g. anonymisation or peeudonymization of dafa.

Pseudonyms will be used duning interviews and on transcripts of all inteniews. The chief investigator and his
academic supervisor, Dr Suzanne Hodge. are the only people who will have access 1o audio-recordings and full
transcripts. Potential identifiers will be remowved from reports and presentations produced from the research in order
to ensure confidentiality.

AdD. Who will have access to participants’ personal data during the study? Where access iz by individuals outeide the
direct care feam, please justify and say whether congent will be zought.

The direct care team in each Trust are the only paries who will have access o participants' personal data during the
study

e

A43. How long will personal data be stored or accessed after the study has ended?

{_¥Less than 2 months
(3-8 months

Cre =12 months
Oz months — 3 years
@D‘U&rayeus

If ionger than 12 months, please jushify:
Personal data will be stored for 10 years after the study has ended. This is standard practice for studies that are
produced in Lancaster University and submitied for publication.

e |
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A46 Will research participants receive any payments, reimbursement of expenses or any other benefits or incentives
for taking part in this research?

'@“-‘95 {_} Mo

If Yeg, please give defailz. For monetary payments, indicate how much and on what bagis thiz has been determined.
A reimbursement of up to £10 fravel expenses will be offered to paricipants upon production of receipts. This

monetary reimbursement has been made available by the Doctorate in Clinical Psychaolegy programme at Lancaster
Uniwersity.

AAT_Will individual researchers receive any personal payment over and above normal salary, or any other benefits or
incentives, for taking part in this research?

":_:}‘-‘es- 'i*_} Mo

A48 Does the Chief Investigator or any other investigator/collaborator have any direct personal involvement (e.g.

financial, share holding, personal relationship ete.) in the organisations sponsoring or funding the research that may
give rise to a possible conflict of interest?

{JYes @ No

B43-1.Will you inform the participants ' General Practitioners (andier any other health or care professional responsible
for their care) that they are taking part in the study?

’:_}‘-‘es '@' Mo

If ¥es, pleaze encloge a copy of the information sheetfefter for the GP/health professional with a version number and dafe.

ASD.Will the research be registered on a public database?

@ves (JNo

Fleaze give defailz, or justify if nof registering the rezearch.

A wversicn of the completed study will be submitted for publication, and if accepted the abstract will be publicly available
from the publisher's website. A powerpoint presentation of the study will be produced following completion of the
research and may be made publicly available on the course website. Findings from the study may be presented at
conferences and if so the abstract will be publicly available on conference websites and/or publications.

Regizfration of rezearch studies is encouraged wherever possible.
Yaw may be able fo register your study through your NHE organizafion or a regisfer run by a medical research charity,
ar publizh your profocol through an apen access publizher. If you are aware of a suitable regisfer or other mefhad of

publication, please give defailz. If not, you may indicate that no suitable regisfer exisfs. Pleasze ensure that you have
entered regigtry reference number{s) in question A5-1.

AS1. How do you intend to report and disseminate the results of the study? Tick as appropriafe:

IE Peer reviewed scientific journals

[ Intermal report

[+ conferance presentation
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|:| Publication on website
|:| Other publication

|:| Submission to regulatory authorities
Dﬁccess to raw data and right to publish freely by all investigators in study or by Independent Steering Commities

on behalf of all investigators
I:l Mo plans to report or disseminate the results

IE Other (please specify)
The research will be written up and submitted by the chief investigator in part fulfilment of a Doctorate in Clinical

Psychology gqualification.

A53 Will you inform participants of the results?
'5_‘3' Yes {_:} Mo

Fleasze give defailz of haw you will inform participants or justify if not daing so.
A summary of the research findings will be written by the chief investigator. This summary will be sent to participants

who wish to be informed of the results.

AS4. How has the scientific quality of the research been assessed?Tick az approprigte:

|:| Independent external review

|:| Review within a company

|:| Review within a multi-centre research group

IE Review within the Chief Inwestigator's insfitution or hast organisation
[ Review within the research team

[ Review by educational supervisor

[Jother

Justify and deszcribe the review process and outcome. If the review has been underfaken but nof seen by the
researcher, give defails of the body which haz underfaken the review:
The scientific quality of this research has been assessed by the chief investigator's academic supervisor at Lancaster

University, Dr Suzanne Hodge. It has also been assessed by the chief investigator's field supervisor

Faor all studies except non-doctoral sfudent research, please encloze a copy of any available scientific critique reports,
together with any relafed correspondence.

For non-doctoral sfudent rezearch, please enclose a copy of the assessment from your educational supervizor’ institulion.

A5 What is the sample size for the research? How many parficipanta/sampleaddata records do you plan to study in fofal?
If there is more than one group, please give further details below.
Tatal UK sample size: 0

Total intermnational sample size (including UK):

Total in Eurcpean Economic Area:

Further details:
Batween 8 and 12 participants will be recruited for this research if IPA is used to analyse data.  Alternatively, if

phenomenclogically-informed thematic analysis is used between 12 and 15 paricipants will be recruited.

AEBD. How was the sample size decided upon?® If 3 formal sample size calewlation was used, indicate how fhis was done,

giving sufficient informafion fo justify and reproduce the calcwlafion.
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The above sample sizes are consistent with numbers typically used for interpretative phenomenclagical analysis
studies and thematic analysis studies.

AG2. Please describe the methods of analysis (statistical or other appropriate methods, e.g. for qualitative research) by
which the data will be evaluated to meet the study objectives.

The probable qualitative method of analysis that will be used to evaluate data is 'interpretative phenomenoclogical
analysis" (IPA). Using this method, the data will be written down or transcribed by the chief investigator. The chisf
imeestigator will then become familiar with written transcripts and some initial comments will be made based on this.
Following this, the first transcript will be examined and initial themes will be identified. These initial themes will then
be brought together to create broader themes. A table will be formed with all of the broad themes, and initial themes
within each broad theme. Each transcript will then be analysed in the same way. Following this, a tabkle will be created
identifying themes that participants have in commeon, as well as themes that are different. 'Interpretative
phenomenalegical analysis' acknowledges that the researcher cannot fully understand the experiences of participants,
but can only interpret their experiences. Therefore, the most important themes according to the researcher will be
included i the final report.

If participant transcripts are not homeogenous or similar encugh (homageneity is an important characteristic for IPA
studies), phenomenologically-informed thematic analysis will be usad to analyse data.  If thematic analysis is used to
analyse data a number of steps will be followed.  Interviews will be transcribed verbatim and the chief investigator will
familiarisa himself with the data. Initial codes of information of interest will be created within the data and these codes
will then be brought together to produce themes. The themes will be reviewesd by the chief investigator, examined in
the context of the entire analysis and a name for each theme will then determined. Following this a report will be
created based on the content of the themes with a specific focus on the research guestion.

The chief investigator's academic supervisar, Dr Suzanne Hodge, will listen to some of the audio recordings and will
review a subset of the transcripts prepared by the chief investigator. She will provide input on the overall analysis
conducted by

the chief investigator. The chief investigatar's field su pervisor.— will provide feedback on the themes
created from the analysis.

AG3. Other key investigators/collaborators. Please include all grant co—applicants, protocol co—authors and other key
memberz of the Chief Invastigator's team, including non-doctoral sfudent researchers.

Title Forenamelinitials Surname

FPost Clinical Psychologist
Qualifications Dioctorate in Clinical Psychology
Employer
Weork Address

Fost Code
Telephone
Famx

Mobile
Waork Email

AGB4-1. Sponsor

b
=l

Date: 21/08/2013 135328/490101M1/652
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MHS REC Ferm Reference: IRAS Version 3.5
13MWIDE36
Lead Sponsor
Status: O MHS or HSC care organisation Commercial status:
(@ Academic

{_»Pharmaceutical industry

{_¥Medical device industry

(¥ Local Authority

{_» Other social care provider (including woluntary sector or private organisation)
{2 Other

If Other, pleass specify:

Contact person

Mame of crganisation Lancaster University

Given name Debbie

Family name Konight

Address Research Support Office, B58, B Floor, Bowland Main,
Townlcity Lancaster University, Lancaster.

Post code LAT 4YT

Country UNITED KINGDOM

Telephone 01524 592805

Fax 01524843087

E-mail ethics@lancaster.ac.uk

Is the sponsor based ocutside the UK?

OYEE @ Mo

Under the Research Govemance Framewaork for Health and Social Care, a sponzsor oufside the UK musf appoint 3
legal reprezentative established in the UK. Please consulf the guidance nofes.

ABS. Has external funding for the research been secured?

|:| Funding secured from one or more funders
|:| External funding application to one or more funders in progress

E Mo application for external funding will be made

What type of research project is this?
(®) Standalone project
() Project that is part of a programme grant
() Project that is part of a Centre grant
() Project that is part of a fellowship/ personal award/ research training award

() Other

Other — please state:

AET. Has this or a similar application been previously rejected by a Research Ethics Committee in the UK or another
country?

Date: 21/08/2013 18 135328/490101M1/652
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NHS REC Form Reference: IRAS Version 3.5
13MWIDE3E6
Oves @ No

Fieage provide a copy of the unfavourable apinion lefler]s). You should explam in your anawer fo guestion AS-2 bow the
reazons for the unfavouwrable opinion have been addrezzed in thiz applcafion.

AEB-1. Give details of the lead NHS RED contact for this research:

Title Forename/nitials Sumame

Organsation (D

Address ]
]
L]

Post Code L]

Work Email L]

Telephone L]

Fax L]

Mobile

Details can be oblaned from the NHS RED Forum websaite: hilp Mwww. rdforum, nha uk

AES-1. How long do you expect the study to last in the UK?

Planned start date: 01/10/2013
Flanned end date: 30/08/2014
Total duration:

Years: 0 Months: 8 Days: 30

AT1-2. Where will the research take place? (Tick as appropriate)

[+ England

[] scottand

[] wales

[] Merthern ireland

[] other countries in European Economic Area

Total UK sites in study 3

Does this trial involve countries outside the EU?
Oves ®No

ATZ. What host organisations (NHS or other) in the UK will be responsible for the research sites? Flease indicate fhe
fype of organization by ticking the box and give approximate numbers of planned research sifes:

[+] NH5 erganisations in England 3
[ NHS organisations in Wales

[[JMHS organisations in Scotland

[JHSE erganisations in Northern ireland

[[] 3P practices in England

Date: 21/08/2013 19 135328/4901011 /652
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LI MHS indemnity scheme will apply (NHS sponsors only)
[ Other insurance or indemnity arrangements will apply (give detalls below)

Lancaster University legal liability cover will apply.

Please encloze a copy of relevant documents,

ATE-2. What arrangements will be made for insurance and/ or indemnity to meet the potential legal liability of the
sponsor(s) or employer(s) for harm to participants arising from the design of the research? Flease tick box(es) as
applicable.
Nofe: Where rezearchers with subsfantive NHS employment confracfs have designed the research, indemnify iz provided
through NH3 schemes. Indicafe if thiz apples (there iz no need fo provide documeniary evidence). For other profocol
authors (e.g. company employess, univerzify memberz), please describe the arangements and provide ewvidence.

El MNHS indemnity scheme will apply (protocol authors with NHS contracts only)

[+ Other insurance or indemnity arrangements will apply (give details below)

Lancaster University legal liability cover will apply.

Flease encloze a copy of relevant documents,

ATE-3. What arrangements will be made for insurance and/ or indemnity to meet the potential legal liability of
investigators/collaborators arising from harm to participants in the conduct of the research?

Nofe: Where the parficipanis are NH5 patients, indemnily is provided through the NHE schemes or through profesgional

indemnity. indicate if thiz applies to the whole study (there iz no need to provide documentary ewvidence). Where non-NHS
giteg are fo be included in the research, including privafe practices, please describe the amangements which will be made af
these zifes and provide evidence.

Date: 21082013 20 135328/4901011 /652
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Research Protocol

Research Project: Experiencing intensive out-patient mentalisatiosdzhtreatment for
difficulties associated with borderline personatitgorder: Service

user perspectives
Chief Investigator: Diarmaid O Lonargain
Version: 2
Date: 28 September 2013
Introduction

Mentalisation-based treatment (MBT) is a therappgubgramme that was designed
for individuals with a diagnosis of borderline pamality disorder (BPD) by Anthony
Bateman and Peter Fonagy (Bateman & Fonagy, 2B is associated with persistent
suicidal behaviour or threats, volatile interpemelationships, an unstable sense of identity
and intense emotional experiences. A history dflhbod trauma, such as sexual, physical
and emotional abuse and neglect, is commonly faumntdividuals with a BPD diagnosis
(e.g. Sansone & Sansone, 2007; Huang, Yang & W10Q)X0The design of MBT draws on
the idea that childhood trauma disrupts an indiaiducapacity to mentalise (Bateman &
Fonagy, 1999), which essentially involves the &t understand one’s own mental states,
such as thoughts and feelings, and the mentakstatethers (Allen, Fonagy & Bateman,
2008). This disruption continues into adult lifenhancing the capacity to mentalise is thus
the central component of MBT, which sets it apeobT other therapies that also utilise

mentalisation albeit not as their primary focusn&gy & Bateman, 2007).

MBT is a manualised approach and two separate gnoges were devised for BPD:

a day hospital programme and an intensive out4pigpieogramme (Bateman & Fonagy,
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2006). In the day hospital programme a combinationdividual and group therapy is
utilised, service users attend for five days peekvaitially and the treatment continues for
18-24 months. The out-patient treatment consistée individual and one group therapy
session per week for 18 months. Both MBT programmeolve separate therapists for

individual and group therapy.

Bateman and Fonagy (1999; 2009) conducted two raissga controlled trials
(RCTs) that suggest that MBT is an effective treattrior difficulties associated with BPD,
such as incidents of self-harm, suicidal behaviamd low mood. Subsequent RCTs have
continued to demonstrate the effectiveness of M@Tirfdividuals with a diagnosis of BPD
(Bales et al., 2012; Rossouw & Fonagy, 2012). milost recent National Institute of Health
and Care Excellence (NICE) guideline for the tresattrand management of BPD (NICE,
2009) was published prior to the publication ofteatthe above RCTs, apart from the
Bateman and Fonagy (1999) study. It recommends ea possible cost-effective
treatment for BPD, while simultaneously highliglgtithe small evidence-base. However, the

considerable additions to the evidence since 200@9dwappear to address this limitation.

All of the studies described above utilised RCW8ich are generally considered to
be thegold standardn quantitative methodology (Salmond, 2008). Aligh this research
has provided valuable information regarding theaotmf MBT on a number of behaviours
and difficulties associated with BPD, there aretitmons that should be considered. The
restrictive nature of the scales and questionnaises in these studies left little room for
participants to provide detailed accounts of tegperiences of MBT as a therapy. Learning
about such experiences could be a relevant factdeveloping the therapy further and
understanding if there are elements of the thetlagtycould be enhanced to optimally meet
the needs of service users. It may also opensighhinto elements of the therapy that

would benefit from further exploration. Furtherrapit would provide a useful information
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base for service users considering engaging in MBTualitative approach would be best
suited to facilitate learning about these expersncAs far as the chief investigator is aware,
no qualitative research has been published toadqildring service user experiences of
MBT,; thus, a qualitative method will be employedfis study. The study will examine
service user experiences of intensive out-patieBTMnly. Due to the differences between
the structure of the day hospital programme andniemsive out-patient programme it was
deemed necessary not to combine both programntbesiresearch. The primary research
guestion will be: how do adults with difficultiessoociated with BPD experience intensive

out-patient MBT?

Method

Design

Interpretative phenomenological analysis (IPA) Wil used to analyse data. This
will be changed to phenomenologically-informed tla¢imanalysis if IPA proves to be

unsuitable because of lack of homogeneity amonticpznts.

IPA is considered to be an appropriate form of igatale analysis for this research
for a number of reasons. It focuses on the petdimed experiences of participants (Smith
& Osborn, 2008) and is used to scrutinise “how peomake sense of their major life
experiences” (Smith, Flowers, & Larkin, 2009, p. Bttempting to complete an 18 month
MBT programme is considered to be an importantd¥perience for the purpose of this
research as it involves recognition of significdifticulties associated with borderline
personality disorder such as self-harm and suididbhviour. It also suggests a desire to

resolve such difficulties.
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IPA studies usually involve small sample sizeslimwafor the data to be analysed in
detail. They also seek to analyse data from a lgemaus sample to enable the researcher to
analyse similarities and differences across paditis in depth (Smith, Flowers, & Larkin,
2009). IPA places an emphasis on collecting intepch data from participants and
endeavours to obtain considerable detail in refaioparticipant experiences (Smith &
Osborn, 2008). It is hoped that this will enhanae understanding of how MBT is

experienced by service users.

Thematic analysis is a qualitative method thabives “identifying, analysing and
reporting patterns (themes) within data” (Braun &ar&e, 2006, p. 79). It can also be used to
interpret elements of research. Thematic anabgisbe flexible in its theoretical approach
unlike other qualitative methods such as IPA, rismeaanalysis and grounded theory which
hold definite epistemological positions. For ex#&mfi can be used to focus directly on
experiences and meanings or it can take a morerogtisnist approach which emphasises
how individuals’ realities are created by discosra&hin society. Alternatively, it can adopt
a combination of both epistemologies (Braun & Céark006). If thematic analysis is used in
this study, a phenomenologically-informed approaghbe adopted with a focus on the

experiences and meanings of participants.

Participants

IPA studies usually involve small sample sizealtow for the data to be analysed in
detail. Therefore, between eight and 12 partidipanll be recruited for this research if IPA
is used to analyse data. Alternatively, if phenoategically-informed thematic analysis is
used between 12 and 15 patrticipants will be reeduitAdults who have attended a MBT
programme with a focus on difficulties associateth\BPD for at least two months, and no

longer than 15 months, at the time of the reseateinview will be eligible to participate. It
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takes time to adjust to any new therapy and thearek team for this study considered two
months to be a suitable time-frame to be abledoudis experiences of MBT. Furthermore,
the potential adverse impact of therapeutic endamgmdividuals who engage in MBT was
identified by experienced MBT therapists at a MB¥th-west interest group study day that
the chief investigator attended in April 2013. Aduhally, Luyten, Fonagy, Lowyck and
Vermote (2012) outline how the ability to mentaliselisrupted within relationships that are
less secure. This suggests that mentalisatiorcitgps likely to be disrupted at the

beginning and at the end of therapy as the thetap@lationship is less stable at these times.
Therefore, individuals who are merely settling iatMBT programme and also those who
are close to the end of a MBT programme will noebgible to participate, thus enhancing

homogeneity among participants.

The MBT programme must be in an out-patient settingdj involve weekly individual
and group therapy with a focus on mentalising. E\sv, a separate therapist for individual
and group therapy will not be necessary as thiegyamong MBT programmes in the UK.

A diagnosis of BPD will not be necessary in oraeparticipate as some UK MBT groups do

not have this as a requirement. Participantsimitiblly be recruited from three NHS Trusts

been recruited this will be expanded to any NHSsTmuthe UK that facilitates an intensive
out-patient MBT programme for individuals with dfilties associated with BPD. If enough
participants are still not recruited, adults whe aurrently attending a MBT programme for
more than 15 months will be eligible to participatadividuals who are no longer attending
the programme will also be eligible to participgisgvided they attended the programme for

at least 2 months and they stopped attending witBimonths of the research interview.
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Therefore, the recruitment strategy will involvegd potential stages (see inclusion

criteria 1a, 1b and 1c for details of these stage®)lusion criteria are as follows:

1.a) Currently attending an intensive out-patie@Tvprogramme facilitated by a NHS

difficulties associated with BPD for between twaldb months. The MBT programme must
consist of weekly individual and group therapy wathemphasis on mentalising. A separate

therapist will not be necessary for individual ardup therapy.

1.b) If enough participants are not recruited frbm, this criterion will be expanded to
include individuals who are currently attending 8 Mprogramme facilitated by a NHS
Trust anywhere in the UK for adults with difficids associated with BPD for between two
and 15 months. Similar to criterion 1.a, the MBbdgramme must consist of weekly
individual and group therapy with an emphasis ontalesing and a separate therapist will

not be necessary for individual and group therapy.

1.c.) If enough participants are still not receditthe criterion for length of time in
therapy will be expanded to include the followingdividuals who are currently attending a
MBT programme for BPD for more than 15 months ardividuals who are no longer
attending a MBT programme for BPD provided thegradied a programme for at least two
months and they stopped attending within twelve tm®of the research interview. The
MBT programme can be facilitated by any NHS Trasthie UK. Similar to criteria 1.a and
1.b, the MBT programme must consist of weekly imdlial and group therapy with an
emphasis on mentalising and a separate therapistovbe necessary for individual and

group therapy.

2) Over 18 years of age
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3) Capacity to consent
The exclusion criterion is as follows:
1) Inability to speak English fluently

Procedure

As stated above, participants will be recruitedarfra number of NHS Trusts within
the UK. Local collaborators employed by each Tmisd has access to service user details
will identify service users who meet criteria foetstudy (see Site-Specific Information

forms for names of local collaborators within edehst).

Criteria 1.a, 2 and 3 from the inclusion criterda (vell as the exclusion criterion) will
apply to the first recruitment stage. For thigstahe chief investigator will prepare
information packs. These information packs willude a covering letter from the chief
investigator (appendix A), the participant informatsheet for the first recruitment stage
(appendix B), the consent form (appendix C), ayspp (appendix D) and a stamped
envelope addressed to the chief investigator. iffleemation packs will be given to the local
collaborator within each relevant Trust. Each lacdlaborator will either post an
information pack to potential participants or hamdinformation pack to potential

participants before or after one of the MBT indiwadi or group sessions.

For the second recruitment stage, criteria 1.m®3from the inclusion criteria (as
well as the exclusion criterion) will apply. Fdid recruitment stage the exact same
procedure as the first recruitment stage will dlweed and information packs will contain
the same documents (see appendices A, B, C anddX stamped envelope addressed to the
chief investigator. For the third recruitment €tagriteria 1.c, 2 and 3 from the inclusion
criteria (as well as the exclusion criterion) véfiply. The same procedure as the first and

second recruitment stages will be followed. THermation packs will include the same
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covering letter and consent form as the first aawbad recruitment stages, but a different
participant information sheet will be used (seeemulix E). They will also contain a stamped

envelope addressed to the chief investigator

The same local collaborator in the Trust may eifiust or give a reminder pack to
each potential participant approximately two weaksr receiving the initial information
pack. Reminder packs will contain the same padiai information sheet and consent form
that were originally sent, and a different covelligier (see appendix F). A contact mobile
number (this will be a phone and number provided dnycaster University for the purpose of
the research) and email address for the chief iigager will be provided on the participant
information sheet. Participants will be invitedcmntact the chief investigator by telephone
or by email via the participant information shdehey require further information. If they
are interested in participating they will be indt® do so via the participant information
sheet either by telephone, by email or by returtiiregreply slip to the chief investigator

using the stamped addressed envelope enclosed inftiimation pack.

In some Trusts, where permission has been recé&iosdthe local collaborator
within the Trust, the chief investigator will beaahable to speak to potential participants who
may wish to obtain further information about papgation in the study. The chief
investigator will be present in a room within tlesce to coincide with the end of a MBT
group session. Professionals facilitating the greession will inform potential participants
that the chief investigator will be available taeak to those who wish to do so. Group

facilitators will have discussed this with eachug@rior to this.

Interested parties will contact the chief investay who will book a room for the
research interview (sd&ractical Issuesection below). The interview will proceed aftiee

chief investigator has been provided with a sigo@asent form. Each interview will be
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conducted by the chief investigator, will be audtoorded and will last approximately one
hour. Participants will be fully debriefed follomg the interview (see appendix G). The
interviews will be transcribed verbatim by the ¢hrevestigator, findings will be analysed
and a full report will be completed. This procesk be supervised by the chief

investigator’'s academic supervisor, Dr Suzanne lddtlgcturer in Research Methods,

Lancaster University) and field supervi_

Proposed Analysis

The recommended form of collecting data in IPAhis semi-structured interview as
this provides greater flexibility and autonomy tbe participant to express their experiences,
and it often produces richer data (Smith & Osb@0Q8). The researcher then transcribes
the content of the interviews verbatim and spedaifeps are followed when analysing
transcripts. After the researcher becomes famalilr the transcripts and makes some initial
comments, he or she then identifies preliminarynée from the first transcript.
Superordinate, or broader, themes are then créat@dhese themes. A systematic table of
themes is created consisting of superordinate abdrdinate themes from the transcript.
This process is repeated with each transcript iddally following this, and a final table is
created identifying similar and different them@$e most pertinent themes, according to the
researcher’s interpretations, will be displayed disgussed in the final report (Howitt,

2010). Analysis will take place under the supeovioof Dr Suzanne Hodge, Lecturer in

Research Methods, Lancaster University.

If thematic analysis is used to analyse data BemthClarke (2006) outline a number
of steps that are required in this process. ligars are transcribed verbatim and the

researcher familiarises himself or herself withdlaéa. Initial codes of information of
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interest are created within the data and thesescadethen brought together to produce
themes. The themes are reviewed by the reseamtamined in the context of the entire
analysis and a name for each theme is then detedmifollowing this a report is created

based on the content of the themes with a spdoifies on the research question.

Materials

In addition to the materials listed in tReoceduresection above, a copy of the
proposed topic guide for the interviews is includedppendix H. Due to the use of semi-
structured interviews these questions will be weduidelines only and may vary depending
on the nature of each individual interview. Theé€mvestigator will also have a list of
phone numbers with him at each interview. The phambers for the following will be on
this list: the Samaritans and either a direct nunfideethe appropriate Trust crisis team or a
switchboard number for the Trust from which thetiggrant is receiving care (see appendix
). The switchboard number will be used to diredts to the relevant recovery team or crisis

team for each participant if this is deemed necgssa

Practical Issues

Administrative costs will be covered by the Doctera Clinical Psychology course
at Lancaster University. A reimbursement of ufi0 travel expenses will be offered to
participants upon production of receipts. Depegdin room availability and the preference
of the participant, the research interview willégiace either in a room provided by the

Trust or in an appropriate service in the commuyrsitich as a GP service.

Ethical Concerns

To protect participant confidentiality, pseudonywill be used during research

interviews and on all transcripts. Audio recordiramd transcripts will only be accessed by
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the chief investigator and his academic supervidoSuzanne Hodge. Audio recordings
will be transferred as soon as possible from tkhending device to a password-protected
space on the Lancaster University server; oncdastdsne they will be deleted immediately
from the recording device. Audio recordings wil eleted from the Lancaster University
server within three months of the interview. Witttranscripts of the interviews and files
containing coded data created during analysisalgth be stored on a password-protected

space on the Lancaster University server for thratchn of the study.

When participant consent forms are received byckief investigator they will be
scanned and saved electronically on a passworeqieat memory stick at Lancaster
University. This memory stick will be encryptedng TrueCrypt, an open-source disk
encryption software. Hard copies will then be dystd. The memory stick will be placed in
an envelope with the name of the chief investigatothe front of the envelope. The chief
investigator will place a printed sheet in the dage with password instructions and a list of
the memory stick contents. The envelope will thergiven to the Research Administrator
for the Doctorate in Clinical Psychology courséatcaster University, who will store the

envelope in a locked cabinet at Lancaster Universit

When the study is completed files containing tladcripts and coded data will be
copied on to this encrypted memory stick by thetimvestigator at Lancaster University.
The list of memory stick contents on the printedettwithin the envelope will be amended
accordingly. Once this is done files stored onltaecaster University server containing the
transcripts and coded data will be deleted. THeviang information will be added to the
front of the envelope that contains the memorykstite date the study is completed and the
date in which the data is to be destroyed (i.eyeldis after completion of the study). When
the storage period comes to an end the Researciméstirator for the Doctorate in Clinical

Psychology course at Lancaster University will teeldl contents on this memory stick.
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Participants may become distressed while talkiruaipersonal experiences during
the research interview. The chief investigata tsainee clinical psychologist and will
endeavour to use the skills learned during hisitngito contain this distress. |If further
support is required, the chief investigator wilcearage participants who are still under the
care of the Trust to contact relevant supportsiwitiie service, such as their care coordinator
or therapist. He will also encourage participamt® become distressed to discuss these
feelings during their weekly individual therapy siesis if they are still attending a MBT
programme at the time of interview. These paréinig will have access to weekly individual

therapy, as well as group sessions, as these améegnal part of MBT (see introduction).

If the chief investigator deems the participanibéoat risk of serious harm he will
encourage the service user to call the appropriatst recovery or crisis team or a suitable
Trust switchboard number in order to be directeth&appropriate recovery team or crisis
team (see appendix I). If the participant doeswish to contact the recovery or crisis team,
and/or if the participant discloses that somebdsy s at risk of significant harm, the chief
investigator will follow Trust procedures and pas to ensure the safety of participants and
others. The chief investigator will also contaist tesearch supervisor (Dr Suzanne Hodge)

and/or field supervis-e) for fuatladvice and support if he deems this

necessary.
Timescale

Information packs will be posted or handed to merusers who meet criteria
following ethical approval for the study. It ispected that this will take place between
August and November 2013 and that interviews valcbmpleted and transcribed by the end
of December 2013. Transcripts will be analysedanuary and February 2014 and the final

report will be completed by June 2014.
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Appendix 4-A: Initial Covering Letter to Potential Participants

To whom it may concern,

| am a student at Lancaster University and am currently in the process of completing a
doctorate in clinical psychology. | am writing to invite you to take part in a study | am doing
as part of this course about the experience of engaging in intensive out-patient (full
programme) mentalisation-based treatment (MBT) as a therapy for difficulties associated
with borderline personality disorder. | have enclosed a participant information sheet that
explains more about the research and what participating in it would involve. | have also
enclosed a consent form that outlines the main areas that you should be aware of before
agreeing to take part.

Please be assured that this covering letter and enclosed information sheet and consent form
have been sent to you by staff employed by the service in which you are currently attending.
I have not seen any of your personal details and will only become aware of your name if you
do participate in the research. If you think that you may be interested in taking part | would
be delighted to hear from you. You can contact me by telephone or by email (see the
participant information sheet for my details) or, if you would prefer, you can fill in and return
the reply slip to me using the enclosed stamped addressed envelope.

A reminder pack may be sent to you in about two weeks, which would be the last contact
you would receive regarding the research unless you decide that you would like to
participate. Even if you have been in touch with me regarding the research you may still
receive the reminder pack. This is to protect your anonymity and to ensure that staff working
in the service will not know whether or not you are getting involved. If you do not receive a
reminder pack this letter will be the last contact you will receive from me unless you decide
that you would like to participate.

Yours faithfully,

Diarmaid O Lonargain
Trainee Clinical Psychologist

Lancaster University
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Appendix 4-B: Participant Information Sheet (1)

Participant Information Sheet

WOULD YOU LIKE TO TAKE PART IN THIS RESEARCH?

My name is Diarmaid O Lonargain and | am a traiclégcal psychologist at Lancaster

University. | would like to invite you to take pian a study that | am doing as part of my training

What is the study about?

The aim of this study is to learn about how pe@xerience intensive out-patient (full
programme) mentalisation-based treatment (MBT) fihaises on difficulties associated with
borderline personality disorder. Experiences cqassibly include what you may have found helpful
in the programme or what may have been challenigingou. They could also include how you have

felt being a part of this programme.

Why am | being asked to take part?

You are being asked to take part in this reseagchise you have attended an intensive out-
patient MBT programme for between two and 15 moatiyou are still attending this programme.
Hearing your experiences about what this is likeyfiu would be a really helpful contribution toghi

research.

How can | get involved in the research?

If you would like to take part, or if you woulcké more information, you can contact me by

email or by telephone. My contact details areudel at the end of this information sheet. Oypi
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prefer, you can fill in the enclosed reply slip aeturn it to me using the enclosed stamped adelless
envelope. Depending on how many people wouldtbkget involved, it may not be possible for
everybody who expresses an interest in the res¢audrticipate. If you decide that you would like

to participate, | will do my very best to let yondw as soon as possible.

What would | have to do?

If you do participate in the research | will arrargmeeting with you at a convenient date and
time either in a room provided by the NHS Trust §f@u are involved with or in a room provided by
a service in the community, such as a GP serw¢e.will need to arrange the meeting on a date
during which you are still attending the MBT progmae and have been attending for at least two
months but no longer than 15 months. The meetilig@nsist of an interview lasting approximately
60 minutes during which | will ask you a numbegokstions about your experiences of being
involved in a MBT programme. The interview will badio recorded so that it can later be written

down on paper, or transcribed.

Do | have to take part or can | change my mind?

No, you do not have to take part. Your partiggurain this research is entirely voluntary. If
you decide not to take part your care with the NIH&st that you are involved with will not be
affected in any way. You are also free to stopitterview without giving any reason. Also, if you
do participate in the research you can withdrawr yaformation from the study at any time without
giving a reason. Please be aware that when theroof your interview has been anonymised and
created into themes it might not be possible ftw be withdrawn, although | will do my very best t

remove your information up until the research begepublished if this is the case.

What about confidentiality?

All of the information collected during the intéew will be kept confidential. The audio
recording of the interview will be stored in a paesd-protected computer in Lancaster University

following the interview and will be destroyed with8 months of the interview. An anonymised



ETHICS DOCUMENTS 4-46

written transcript of your interview will be stor@da password-protected computer in Lancaster
University during the research. When the resemrcbhmpleted it will be stored in a locked cabimet
Lancaster University for 10 years. It will then destroyed. My research supervisor (Dr Suzanne
Hodge) and | are the only people who will have asde the audio recording and to the transcript.
Some of the information that you give during theemiew may be included in the final report; but

any information that may identify you to others¢isas your name or date of birth, will be excluded.

There are a few exceptions to confidentiality bwill explain these exceptions to you before
the interview begins. For example, if you repaformation that suggests that you or somebody else
is at risk of serious harm | may need to discussitiiormation with my research supervisor. | will
also need to follow Trust procedures to maintaiarygafety and the safety of others which may
involve discussing the information with other pisdgmnals. If | do need to contact others aboutesom

of the information that you give me | will talk y@u about this first.

What are the benefits of taking part?

There are no immediate, direct benefits of takiag. However, it is my hope that this
research will help services to have a better unaiedeng of the needs and experiences of those who
participate in MBT programmes, and that this wélghthem to meet those needs more effectively.
Also, it is my hope that this research will help@tservice users to have a better understanding of
what it is like to take part in a MBT programme dref deciding whether they feel it would be a useful

support for them. The research may also providgestions for improving MBT as a therapy.

What are the risks of taking part?

A possible risk of taking part may include talkialgout difficult or upsetting experiences.
Should this happen during the interview, you wéldble to stop the interview if you wish to do $o.
am aware that you attend individual therapy on aklyebasis as part of your MBT programme and
you may wish to use these sessions for supporddition to this, | will be able to put you in tu
with appropriate supports within the Trust if yaefthat you need this. | will also have the numbe

for the Samaritans if you feel that you would ltkecontact them.
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Ethical Approval

This study has been reviewed and approvedMSERT NAME) Ethics Committee. It has

also been approved BWNSERT NAME) Research and Development committee.
What will happen to the results of the research?

The results of the research will be summarisedsahanitted to Lancaster University as a
report. They may also be submitted for publicatioan academic or professional journal, presented

at conferences and/or presented at training events.
Where can | obtain further information if | need it ?

This research is conducted by Diarmaid O LonargEiainee Clinical Psychologist,
Doctorate in Clinical Psychology, C27 Furness Qmld_ancaster University, Lancaster, Lancashire,

LAl 4YG; email: d.olonargain@lancaster.ac.uk; TISERT NUMBER).
How do | make a complaint or representation?

If you wish to make a complaint or representatibout any aspect of this study and do not
want to speak to the researcher, you can contaCréllg Murray, Senior Lecturer in Research
Methods, Doctorate in Clinical Psychology, Lancakteiversity; email: c.murray@lancaster.ac.uk;

Tel. 01524 592730.

If you wish to speak to somebody outside of thetBade in Clinical Psychology programme
you can contact Professor Susan Cartwright, Faofiljealth and Medicine, Head of Division of

Health Research, Lancaster University; email: saceght@lancaster.ac.uk; Tel. 01524 592430.

Thank you for taking the time to read this information sheet
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Appendix 4-C: Consent Form
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Appendix 4-D: Reply Slip
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Appendix 4-E: Participant Information Sheet (2)

Participant Information Sheet

WOULD YOU LIKE TO TAKE PART IN THIS RESEARCH?

My name is Diarmaid O Lonargain and | am a traiclégcal psychologist at Lancaster

University. | would like to invite you to take pian a study that | am doing as part of my training

What is the study about?

The aim of this study is to learn about how pe@xperience intensive out-patient (full
programme) mentalisation-based treatment (MBT) fihaises on difficulties associated with
borderline personality disorder. Experiences caalsisibly include what you may have found helpful
in the programme or what may have been challenfgingou. They could also include how you have

felt being a part of this programme.

Why am | being asked to take part?

You are being asked to take part in this reseagchudse you have attended an intensive out-
patient MBT programme for at least two monthsadidition, you are either still attending this
programme or you stopped attending no longer twafve months ago. Hearing your experiences

about what this is like for you would be a realgtgful contribution to this research.

How can | get involved in the research?

If you would like to take part, or if you wouldk& more information, you can contact me by
email or by telephone. My contact details areudel at the end of this information sheet. Oypi
prefer, you can fill in the enclosed reply slip arturn it to me using the enclosed stamped adeliess

envelope. Depending on how many people wouldtbkget involved, it may not be possible for
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everybody who expresses an interest in the res¢auudrticipate. If you decide that you would like

to participate, | will do my very best to let yondw as soon as possible.

What would | have to do?

If you do participate in the research | will arrargmeeting with you at a convenient date and
time either in a room provided by the NHS Trust §f@u are involved with or in a room provided by
a service in the community, such as a GP serwie.will need to arrange the meeting on a date
during which you are either still attending the MBibgramme or no longer than 12 months after you
finished the programme. The meeting will consfsarinterview lasting approximately 60 minutes
during which | will ask you a number of questiot®at your experiences of being involved in a
MBT programme. The interview will be audio recatdm that it can later be written down on paper,

or transcribed.

Do | have to take part or can | change my mind?

No, you do not have to take part. Your partidguain this research is entirely voluntary. If
you decide not to take part your care with the NIH&st that you are involved with will not be
affected in any way. You are also free to stoprtterview without giving any reason. Also, if you
do participate in the research you can withdrawr yaformation from the study at any time without
giving a reason. Please be aware that when theroof your interview has been anonymised and
created into themes it might not be possible ftw lbe withdrawn, although | will do my very best t

remove your information up until the research begepublished if this is the case.

What about confidentiality?

All of the information collected during the intéew will be kept confidential. The audio
recording of the interview will be stored in a paesd-protected computer in Lancaster University
following the interview and will be destroyed with8 months of the interview. An anonymised
written transcript of your interview will be stor@da password-protected computer in Lancaster

University during the research. When the resemrcbmpleted it will be stored in a locked cabiimet
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Lancaster University for 10 years. It will then destroyed. My research supervisor (Dr Suzanne
Hodge) and | are the only people who will have asde the audio recording and to the transcript.
Some of the information that you give during theeimiew may be included in the final report; but

any information that may identify you to others¢isas your name or date of birth, will be excluded.

There are a few exceptions to confidentiality bwill explain these exceptions to you before
the interview begins. For example, if you repaformation that suggests that you or somebody else
is at risk of serious harm | may need to discussitiiormation with my research supervisor. | will
also need to follow Trust procedures to maintaiarygafety and the safety of others which may
involve discussing the information with other pisdmnals. If | do need to contact others aboutesom

of the information that you give me | will talk y@u about this first.

What are the benefits of taking part?

There are no immediate, direct benefits of takiag. However, it is my hope that this
research will help services to have a better utaiedéng of the needs and experiences of those who
participate in MBT programmes, and that this wdlghthem to meet those needs more effectively.
Also, it is my hope that this research will help@tservice users to have a better understanding of
what it is like to take part in a MBT programme dref deciding whether they feel it would be a useful

support for them. The research may also providgestions for improving MBT as a therapy.

What are the risks of taking part?

A possible risk of taking part may include talkialgout difficult or upsetting experiences.
Should this happen during the interview, you wdldble to stop the interview if you wish to do $o.
will be able to put you in touch with appropriatgports within the Trust if you feel that you need

this. | will also have the number for the Samanstd you feel that you would like to contact them.

Ethical Approval

This study has been reviewed and approvedMSERT NAME) Ethics Committee. It has

also been approved BWNSERT NAME) Research and Development committee.
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What will happen to the results of the research?

The results of the research will be summarisedsahenitted to Lancaster University as a
report. They may also be submitted for publicatiroan academic or professional journal, presented

at conferences and/or presented at training events.

Where can | obtain further information if | need it ?

This research is conducted by Diarmaid O LonargEiainee Clinical Psychologist,
Doctorate in Clinical Psychology, C27 Furness Qmld_ancaster University, Lancaster, Lancashire,

LAl 4YG; email: d.olonargain@lancaster.ac.uk; TISERT NUMBER).

How do | make a complaint or representation?

If you wish to make a complaint or representadbout any aspect of this study and do not
want to speak to the researcher, you can contaCrélg Murray, Senior Lecturer in Research
Methods, Doctorate in Clinical Psychology, Lancaktriversity; email: c.murray@lancaster.ac.uk;

Tel. 01524 592730.

If you wish to speak to somebody outside of thetB@te in Clinical Psychology programme
you can contact Professor Susan Cartwright, Faofiljealth and Medicine, Head of Division of

Health Research, Lancaster University; email: sacgght@lancaster.ac.uk; Tel. 01524 592430.

Thank you for taking the time to read this information sheet



ETHICS SECTION 4-54

Appendix 4-F: Reminder Covering Letter to PotentialParticipants

To whom it may concern,

You recently received an information pack from me inviting you to participate in a study that |
am doing as part of my doctorate in clinical psychology. Please find enclosed the same
participant information sheet and consent form that were previously sent to you as a
reminder about this research. If you have already been in touch with me about the research
you have received this reminder pack because staff working in the service do not know
whether or not you plan to participate in the research. This is to make sure that your
anonymity is protected.

If you think that you may be interested in taking part | would be delighted to hear from you.
You can contact me by telephone or by email (see the participant information sheet for my
details) or, if you would prefer, you can fill in and return the reply slip to me using the
enclosed stamped addressed envelope. However, this will be the last contact you will
receive from me regarding the research if you would prefer not to participate.

Yours faithfully,

Diarmaid O Lonargain
Trainee Clinical Psychologist

Lancaster University
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Appendix 4-G: Debrief Sheet

Thank you for participating in this research. Befwe finish, I'd like to let you know about
a few options that you have at this point. If yeal in any way upset or distressed after
talking about your personal experiences duringritexview | have a list of telephone
numbers with me that you may wish to call for supp@dlso, you may wish to discuss some
of these experiences with your MBT therapist if yawa currently attending a MBT

programme.

| will be preparing a summary of the findings froinms research for those of you who have
participated. Would you like me to send you a copthis summary after the research has
been completed? If you are not certain now, youamatact me at any time if you decide
that you would like a copy of the summary. My enaaidress is

d.olonargain@lancaster.ac.uk.
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Appendix 4-H: Semi-Structured Topic Guide

General perceptions of attending MBT

1.

2.

3.

Could you tell me a bit about your experience térading a full MBT programme?

How did you find the transition from the MBT intraction group to full programme MBT?
How have things been for you since you startedhditg the full MBT programme?

How do you find attending a mixture of group theramd individual therapy every week?
How does your experience of full programme MBTwWith the expectations you had before

you started?

Impact on the life of the participant

6.

7.

8.

9.

What impact has attending full programme MBT had/our life generally?
What emotional impact has it had on you?
How do you manage this emotional impact?

Are there any other ways that attending full progree MBT has affected you?

10. How does MBT fit in with the rest of your life?

Interacting with Others

11. How have you found interacting with others durinty programme MBT?

12. What has your experience been of individual thedyyng MBT?

13. What has your experience been of group therapypgwiBT?

Coping

14. How do you find attending full programme MBT on aekly basis?

15. What does full programme MBT mean to you?
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Appendix 4-I: Telephone Numbers

The Samaritans: 08457 90 90 90
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Appendix 4-J: Letters of Approval for Research
The following pages contain letters of approvahira regional National Research Ethics
Service (NRES) committee in the UK and from relévasearch and development

departments in UK Trusts.
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