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ADULT BORDERLINE PERSONALITY DISORDER (BPD) IN 

MENTAL HEALTH 

Task  

It is very crucial to understand the role of physical and mental 

wellbeing in the development of one’s personality. The personality of a 

person is the way he or she perceives the external world around them 

and react accordingly (Grosios et al., 2010). The manner in which they 

exhibit their feelings, emotions, attitude and act after getting 

influenced by any external stimulus, defines the personality that they 

belong to. There can be individuals with different mind-sets and 

personality and that enables them to address daily challenges of life. 

Thus, a healthy personality is essential to remain calm and controlled 

during tough situations. Personality disorders are an obstacle in 

healthy living since it manipulates the biomedical balances within the 

body. When personality traits start misfunctioning, it leads to 

unhealthy thoughts and unstable mental health condition which 

ultimately harms the person in many ways. This is what personality 

disorder is all about (Grosios et al., 2012).  

The current essay is organised in two parts. The first part (Part A) will 

focus on Borderline Personality Disorder (BPD) and will demonstrate 

how it can be managed. Furthermore, the report will try to analyse its 
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causal factors and the gaps existing in the current model to deal with 

it. Accordingly, the essay will identify the methods of improvement so 

that individuals affected by it can be supported in a better way. In 

addition, the paper will analyse the role of legal, ethical and other 

protocols to ensure proper mental health condition for citizens 

(Docherty and Thornicroft, 2015). In the second part of the essay (Part 

B), a critical evaluation of the current provisions and service delivery 

will be discussed with respect to the political and economic agendas.  

Personality disorders are usually associated with a certain kind of social 

and personal stimulus. It is the changes of an individual’s mental health 

state or and behaviour due to any external or internal disruptions (De 

Silva et al.  2016).  

As per The American Psychiatric Association's (APA), the Diagnostic 

and Statistical Manual of Mental Disorders (DSM-5) states that 

personality disorders fall into three groups, (Groups A, B and C) 

(Orthwein, 2017).  First of all, disorders within group A include 

paranoid personality disorder, schizoid disorder and schizotypal 

personality disorder. Individuals belonging to this group are described 

by odd or capricious conduct, unusual discernments or thoughts, 

bizarre discourse or activities, and difficulties in identifying with others 

(Stirman et al. 2016). Secondly, the disorders within group B include 
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antisocial personality disorder, borderline personality disorder, 

histrionic personality disorder and narcissistic personality disorder. 

Individuals that fall under this group are usually characterized by the 

expression of dramatic and excessive emotional behaviour and 

thoughts (Burton, 2012). Lastly, obsessive-compulsive disorder, 

dependent and avoidant come under category C. These are mainly 

characterized by high level of anxiety and fear in an individual’s 

thoughts and behaviour (Beck, Davis and Freeman, eds., 2015). 

Borderline personality disorder (BPD) can simply be defined as the 

state of mental disorder recognised by mood swings, chronic 

emptiness, emotional turbulence and impulsiveness etc. (Larsen and 

Buss, 2009). According to The Diagnostic and Statistical Manual of 

Mental Disorders (DSM-5), BPD can be defined as a “lasting pattern of 

behaviour and inner experience that markedly deviates from norms of 

the person’s culture”. (American Psychological Association (APA), 

2013). Sweeney, et al (2016) state that this disorder makes it difficult 

for people to understand the social norms and erratic behaviour is 

commonly seen. 

Borderline personality disorder (BPD) can be riskier to deal with since 

individuals affected by it can be self-harming due to poor anger 

management within them. Also, very quick changes in a person’s 
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attitude can be observed. Mainly, it is found that detachment from 

loved ones, inner emptiness and dissociation are the chief causes 

behind such unpredicted behaviours (McGirr et al., 2009). For instance 

Kayla, a musician attempted suicide in her teenage due to separation 

anxiety, fear of abandonment and emotional instability. The emotional 

turbulence caused in earlier years of her life led her develop BPD 

(Mental health, 2019).Notably, according to most medical 

practitioners, people with BPD are often attention seekers and 

manipulative and would go to any limit to convince people towards 

their beliefs (González et al. 2016). However, the major issue with 

them is that they cannot be diagnosed easily or can be misdiagnosed 

on occasions. Therefore, BPD represents the most complex of all the 

kinds of personality disorders known (Chmielewski et al. 2011). 

Moreover, it has been found that in the UK every 1 individual out of 20 

is affected by BPD, which reveals that the ratio is very high (Rcpsych, 

2017).  

 

 

BPD is usually treatable but can prove to be chronic if not handled 

properly. Hence, it is crucial, to diagnose the symptoms early to avoid 

making it more rigid and complex to treat (Amminger et al. 2013). 
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However, Clark (2015) illustrated that it may appear in early 

adulthood, but the serious implications are that it can last till the 

lifespan of a person.  Another feature associated with this is that a 

person affected will show negative behaviour in all the areas of life 

either in professional conduct or personal relationships. Most 

individuals diagnosed with BPD are seen very rigid and depict ego-

syntonic behaviour. These individuals often become inflexible to adopt 

to change and are difficult to manipulate (DClinPsy and DClinPsy, 

2015). According to APA these symptoms are maladaptive and are 

extremely difficult to manage. However, Sharp et al (2015) affirm that, 

once diagnosed, the individual affected must be provided treatment 

immediately without any further delays. Emotional changes are 

common, and an individual may show extreme happiness and sadness 

at the same time due to the extreme level of emotional turbidity within 

their minds (Heath, 2016). 

The causes of BPD are still not clear and mostly it is believed that it 

can be inherited as well as acquired (Goutaudier et al.  2014). 

According to Beatson et al.  (2017), the causes of BPD can be related 

to social, environmental and personal factors such as victim of sexual, 

emotional or physical exploitation, or being exposed to some sort of 

chronic fear during childhood, or might have been neglected by one or 

both parents etc. Social factors include abandonment, social 
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discrimination, conflicts within family and other relations, or unstable 

and invalidating relationships. Among personal factors include family 

detachment, death of one or both parents or no personal attention and 

care given during childhood. However, Hunt et al., (2017) critically 

revealed that the cause of BPD can be attributed to genetic factors. 

They observed that women having 5-HT 1A of lower levels of 

neurotransmitter were identified to be affected by BPD. On the 

contrary, Hayes et al.  (2016) supported the notion that lack of proper 

parenting and attention and care during childhood leads to such cases. 

Also, sudden environmental changes such as any catastrophic incident 

or accident causing emotional turmoil may also lead to such kind of 

mental disorders.  

Though it is mostly identified in adults it can be persistent from the 

early years of an individual. Thus, the person suffering certain 

emotional instability from childhood is more prone to BPD (NICE, 

2011).  In such cases they become impulsive and it becomes difficult 

to stay calm with friends, relatives or spouses. They might find it 

difficult to keep and maintain close relationships due to their sudden 

unpredictable behaviour which can be aggressive also at times.  

Katsakou (2016) identified that mostly those who have faced physical, 

emotional or sexual abuse during their early ages are more often found 

suffering from BPD. In the majority of the cases, practitioners found 
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that lack of proper parental care and emotional support lead to such 

condition in later years of life. Besides this, any trauma also can make 

the conditions even more severe. Most people visiting psychiatrists 

seeking cure are judged as diseased, inadequate, mentally ill etc. by 

society, which makes the situation even more critical. Not every 

individual can deal with emotional disturbances and keep their mental 

state stable in every situation. And thus, they get stigmatised. Inusa, 

et al. (2018) state that the behaviour of surrounding people is the 

major factor that makes the conditions of people even worse. 

Individuals with BPD are likely to get offended and hurt when others 

pass negative comments about them. This further increases the risk of 

them feeling unwanted, judged and becoming more aggressive, 

leading to self-harming and suicidal attempts being a common 

scenario. There are a lot more cases observed of self-harm caused by 

people suffering from BPD (Chen and Huang, 2017). Not only this, 

research in the UK revealed that there are increased cases of people 

being harmed by individuals who were suffering from mental disorders 

(Donaldson and Rutter, 2017). This is due to the fact they are unable 

to control the internal stimulus within them. Clinicians thus try to find 

at what level they are affected or not by the syndrome. The medical 

care units must ensure that patients do not harm themselves and 

others by critically examining their mental health. This can be done by 
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physical examination such as identifying critical symptoms or through 

a psychological evaluation such as counselling the patient, asking them 

to fill a questionnaire or conducting some mental activities. Also, during 

admission in the care unit, they analyse the medical history to find 

traces of evidence if any acts have been conducted in an earlier period 

or not. Every so often persons going through acute personal issues are 

kept in isolation from others to protect them and others during 

situations of extreme hyperactivity (Hunt, et al. 2018). However, it is 

necessary for the practitioners or service providers to document the 

reason why they are being treated like that during their hospitalisation. 

As per the data obtained from several studies, majority of people with 

mental illnesses referred to primary care services are found having 

alike symptoms (NHS, 2018).  As per the National Institute of Health 

and Care Excellence, (NICE) varying degree of severity of personality 

disorders must be addressed with varying expertise and support. In 

cases of extreme hypersensitiveness, utter care must be taken by 

professionals while examining the patient and providing them with the 

required treatment. Likewise, the patient must also be willing to 

engage in the therapy and have the capacity to undergo within the 

restrictions of a therapeutic relationship. There can be medications and 

therapies provided to the individuals depending upon the severity and 

the kind of disorder they are suffering from. Counselling is a type of 
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treatment that can be provided. One example of counselling is 

Cognitive Behavioural Therapy (CBT), where individuals are made to 

change their thought patterns to cope with stress, emotional 

turbulence, complexities in relationships and unwanted behaviours 

(Dobson and Dozois eds., 2019). Though initially the patient is always 

provided with primary care, in case the practitioners observe severity 

they may be referred to community mental health units where further 

assessment can be done to check whether the person is suffering from 

BPD or not. As per NICE, (2011), with the ‘stepped care' model of 

administration, arrangement ought to be used by General Practitioners 

(GPs) in essential consideration for patients with BPD (Saville and 

Swales, 2018). The Community Mental Health Team (CMHT) is 

assigned with a role to deeply assess the mental conditions of a person 

suffering from BPD. Also, the National Health Service (NHS) in the UK 

elaborates the tasks included in the Community Care Act 1990 and 

Care Program Approach in 1991 for providing better mental health care 

services (Mentalhealthlaw, 2017). Moreover, NICE has established that 

there must be clear and better communication with patents to improve 

their participation in the treatment process and prevent unethical 

conduct. Moreover, legal protocols have been established to keep the 

integrity and health conditions of individuals confidential.  
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Task B 

 

In comparison to other mental disorders, BPD is considered to be the 

most complex disorder due to how complicated it is to diagnose it 

(Kernberg, and Yeomans, 2013). According to Inusa et al., (2018) BPD 

is considered untreatable because quite often either it remains 

unrecognised or it is considered ‘not being critical’. In such 

circumstances, individuals are not provided with proper care and 

medications that they need. Also, initially the individual affected by 

BPD is referred to the primary care unit and upon assessment, he/she 

is further provided with assistance from a secondary health care unit 

(Lawn and McMahon, 2015). However, in more than 70 per cent of 

cases individuals are not recommended secondary care. Moreover, 

Reiterer, et al.  (2019) noted that nursing staff do not treat BPD 

patients with sympathy as compared to the treatment they would 

normally give to patients with other mental health conditions. Such 

behaviour can have negative effect on patients, especially to patients 

who require special care needs not only medical care but also prompt 

social care and services. Patient-centred medical home (PCMH) has 

established a promising model for providing complete, coordinated 

care to all those who require special attention and care (Thurston and 

Rahman, 2018). Despite so many political and economic changes going 
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on around, NHS is predetermined to provide the best health care and 

services to the people on the basis of need rather than on the 

availability of funds.  

When dealing with personality disorders, it becomes very paramount 

to provide patients with in-depth analysis and diagnosis. However, 

there is evidence that shows that, mostly, BPD remains undiagnosed 

or underdiagnosed (Brand, Webermann and Frankel, 2016). As 

patients are provided primary care initially, the capability of staff in 

primary care units is the main cause of lack of complete attention and 

proper diagnosis of the disorder. Quite often, primary care staff 

neglects the symptoms and do not recognise the illness (King and 

Martin, 2019). This adversely impacts the conditions of those who need 

special attention. The lack of skills and competencies lead to further 

damage to the service users. Inability to assess the mental illness and 

prevalence of BPD is the main cause of the increasing number of 

complicated cases. Service users are not provided with adequate 

facilities and guidance of PD practitioners, which ultimately aid in 

making the conditions more chronic. Even though large efforts have 

been made by the government and NHS to acknowledge ‘no health 

without mental health’ mission, there are still huge gaps in the 

functioning of care divisions.  According to Inusa and Colombatti 

(2017) some groups of individuals need additional medical supervision 
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and also social support to come out of BPD. Observing the intensity of 

the person, added supervision and social care is provided to them 

which is no doubt more expensive and require more resources. The 

absence of which leads to inadequate service delivery to the users. 

Moreover, since there are differential needs of patients, care must be 

taken while observing the intensity of the issue and the remedies that 

are offered to them by care providers.  

The initiatives such as IAPT and SCM has supported immensely in 

improving the provisions of treatment for common health conditions 

such as anxiety, depression and OCD. The IAPT (Improving Access to 

Psychological Therapies) is the program initiated in 2008 to provide 

greater access to treatment of mental health related issues. According 

to past annual report of IAPT around 900,000 have been able to access 

IAPT services and also it is claimed that 49.7% have recovered from 

illness upon completing their treatment (OCDUK, 2019). Further 

improvement in IAPT manual will defiantly improve delivery of 

evidence based psychological therapies. NHS –UK has committed to 

extend IAPT services to around 1.5 million people per year by 2020-

21. Now the important question is “how does IAPT work”? hence it has 

been observed that IAPT has taken a stepped approach in dealing with 

issues related to mental health. In the initial steps: step 1 and step 2, 

psychological therapy practitioners are employed to provide initial help 
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regarding diagnosis of BPD and other mental health related issues. 

They provide self-help material and education regarding mental illness 

and how to address them. In initial steps therapy workers are trained 

in cognitive behaviours diagnosis and they are then employed to help 

people with low to moderate level of anxiety and depression. While in 

the third step high intensity cases are undertaken by trained and expert 

Cognitive Behavioural therapy practitioners. And in severe cases 

patients are recommended prolonged treatment and also sometimes 

sent to rehabs for intensive care. 

Moreover another affective approach towards diagnosis and treatment 

of BPD is Structured Clinical Management (SCM). SCM provided health 

care practitioners with tools and training needed to coherently work 

with people suffering with BPD. Such initiatives enable staff to 

understand the rationale and utilise their extraordinary skills while 

treatment. SCM will ensure problem solving, robust crisis management 

and assertive follow up to provide best services to the BPD sufferers.  

 Corner (2017) stated that despite continuous efforts being made to 

make stringent policies regarding service delivery and provisions, there 

are still some loopholes in the existing system to diagnose BPD 

appropriately and provide treatment and care as required. Johnston 

(2018) illustrated that many remain deprived of proper treatment due 
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to lack of family support, nonconformity with treatment procedure, lack 

of resources and zero communication by practitioners. As stated by 

Taylor Alner and Workman (2017), unawareness of BPD in most people 

also makes them suffer dramatically at a later stage. Due to poor 

communication of the illness, individuals do not consider it chronic and 

this causes them more damages lately. Moreover, Barker and Meehan 

(2018) argue that improper planning and coordination, lack of careful 

assessment between clients and care providers are the main reason for 

poor functioning of care units. Furthermore, an explicit and integrated 

plan must be utilised by all psychoanalysts, which must be discussed 

within care taker teams and the nursing team in place while providing 

psychosomatic cure to people suffering from BPD; primarily those with 

severe impairments and or multiple co-morbidities. At the same time, 

people with a higher level of risk must be assessed by expert PD 

practitioners. In addition to this, a collaborative approach can be 

undertaken by the care providers, medicos and psychoanalysts to 

develop empathy and positive attitude towards those who suffer BPD. 

In this way they can gain a little emotional attention from staff and 

service users which might help them to recover quickly (Robertson, 

2018). 

It has been identified by Fonagy Luyten and Bateman (2017) that lack 

of leadership skills among nursing staff is another major factor that 
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creates obstacles in providing robust treatment. Since the lack of 

complete knowledge among medical staff at the primary care units 

prevents them to make informed and evidence-based decisions, they 

end up giving wrong treatment or diagnosis. To provide more effective 

treatment nurses need to gain more skills and competencies to 

analyses the symptoms and not ignore the critical aspects. Thus, it is 

critical to have complete knowledge of how the care delivery system 

works and team collaboration, to cooperate effectively within and 

across the system. The basic perspective believes that staff must know 

how to be an effective patient advocate and provide the information 

with the greatest skills without harming their sentiments (Wang et al., 

2007).  

 

Forensic mental health can be defined as a branch of mental health 

provision that is concerned with public safety. According to Kanske et 

al. (2016), due to uncontrolled stimulus and emotional imbalances 

within patients, they often tend to create troubles for themselves and 

others. As a result, many times they get indulged in criminal acts such 

as rape, physical abuse, violence etc. Also, it is equally necessary to 

provide treatment to those who are undergoing mental illness but are 

simultaneously facing court proceedings. In such cases, they are 

required to be dealt with a forensic psychiatric specialist.  As per 
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Bennett (2015), there must be a special provision of secure mental 

health treatment to be provided in special circumstances. For instance, 

medical treatment provided for mental illness to those who are in 

prison. In such cases, they are taken to secured health care centres, 

where treatment can be provided in high-level security. Similarly, there 

are also others who are not criminal offenders, but need to be detained 

in mental health care units for the sake of their safety as well a that of 

the public (McCloskey and Ammerman, 2018). These individuals need 

special attention and vigilance from the service staff during their 

treatment periods if not they may cause harm to the surrounding 

people. However, it is to be remembered that people who are 

undergoing any court proceedings or are considered prisoners can be 

taken to health care centres for proper treatment whereas others who 

are found mentally ill can be sent to rehabilitation centres under the 

orders of a therapeutic practitioner. 

The police and criminal Act 1984 is applied in case any individual is 

identified to be involved in any criminal activities due to his/her mental 

illness. Moreover, the Forensic Mental Act can also be applied to 

complex scenarios. There are different levels of securities and services 

are segregated accordingly (Ozin, and Norton, 2019). Individuals with 

extremely uncontrollable behaviour are detained within high-security 

centres. However, if there is an improvement in their mental health 
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state, they can be referred to medium or low secure units.  Also, if the 

patient has completely recovered from the illness, he or she can be 

referred to the community. Nevertheless, Muñoz et al., (2016) stated 

that it is extremely difficult to identify which ones have completely 

recovered and do not require additional supervision because the 

chances of them getting violent if they are exposed to ruthless 

conditions again are high. Therefore, care must be taken while 

transferring individuals from one service category to another. Also, 

people often face difficulty in adjusting in different conditions once they 

find themselves comfortable in one particular centre.  

It has also been recognised that individuals with critical mental 

illnesses are often detained for a longer time period and as such, they 

become more adaptive to the environment. However, Grosios et al., 

(2010) stated that individuals with not very complex issues are not 

required to be retained within the service centres instead they can be 

called as to when required to provide regular counselling and therapy. 

According to Clark (2015), individuals cannot be detained within 

hospitals or health care units on the grounds of mental illness. 

Prolonged detention only on the reason to be preventive also leads to 

a social detachment which is considered unethical and unlawful. 

McCloskey and Ammerman (2018), argue that detaining individuals for 
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longer durations just to protect them from conducting any wrongful 

actions in future can be more harmful to their physical and mental 

health. It may lead to social detachment. Moreover, it is also difficult 

for health care teams to provide resources for them. However, at the 

same time, there are individuals who require larger attention but are 

not considered to be admitted because of under-diagnosis of the real 

illness (Muñoz et al., 2016). Thus, care providers must be cautious and 

must take decisions only after complete and in-depth diagnosis with 

the relevant evidence of the actual disorder.  

There are many gaps observed in service delivery and provision. 

Reiterer et al., (2019) elaborated that lack of complete supervision and 

efficient training is the main cause of observed gaps. On the part of 

governmental agencies and legal institutions as well, large 

discrepancies can be seen. There have been numerous incidents of 

violent behaviours and acts within service centres due to non-

identification of most dangerous individuals. For instance, it was 

observed that one of the patients in low secure centre hurt another co-

patient because he was considered as being recovered from his earlier 

chronic stage and was considered non-harmful for the rest. 

Furthermore, there must be an enhancement in the approach taken to 

define the recovery philosophy. Though it has been observed gaining 

larger control over oneself, taking and understanding responsibilities, 
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finding internal peace and establishing self-identity can be considered 

as the features of recovery, but they cannot be considered last 

evidence of complete recovery. Thus, the service delivery units based 

on different levels of security must integrate and collaborate on a 

person’s observable changes so that actual recovery can be done.  

Moreover, a multi-disciplinary approach must be undertaken to 

improve the quality of services to be provided to the patients. More 

effective training programs must be initiated to train the mental care 

unit staff so that they can develop competencies to identify different 

patients with different disorders with greater efficiency (Sweeney, et 

al., 2016). Since BPD is most likely to remain unrecognised, a more 

robust plan must be developed to initiate collaboration with the 

patient’s family and friends to obtain complete information about them 

before coming to a decision (Giourou et al 2018).  

Conclusion 

In conclusion, it can be stated that Borderline Personality disorder 

though is a mental illness and can cause serious harms to the sufferers 

and the people nearby, still there is a huge lack of diagnosis of the 

issue. Often the affected individual is either misdiagnosed and not 

provided with due care and treatment which is required. Also, there 

are numerous other mental disorders which have similar symptoms 
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and as a result, can cause confusion. At the same time, lack of proper 

skills and competencies within service and the staff is a major 

drawback, reason why many individuals suffering from BPD remain 

unrecognised. Furthermore, lack of research and knowledge and 

training lead to long detention of individuals within centres which are 

again a flaw in the system. Besides this, poor communication and 

leadership skills of the nursing staff is also responsible for poor 

resource management at the health care settings. Thus, the 

governments, NHS and other affiliated bodies must take collaborative 

actions to make strict protocols to be followed by clinicians and service 

providers. Also, the service units must take initiatives to train their 

internal staff to make more informed decisions in order to reduce the 

increasing number of cases of people affected by BPD. 

  



21 

 

References 

Amminger, G.P., Chanen, A.M., Ohmann, S., Klier, C.M., Mossaheb, N., 

Bechdolf, A., Nelson, B., Thompson, A., McGorry, P.D., Yung, A.R. and 

Schäfer, M.R., 2013. Omega-3 Fatty Acid Supplementation in 

Adolescents with Borderline Personality Disorder and Ultra-High Risk 

Criteria for Psychosis: A Post Hoc Subgroup Analysis of a Double—

Blind, Randomized Controlled Trial. The Canadian Journal of 

Psychiatry, 58(7), pp.402-408. 

Barker, E.D. and Meehan, A.J., 2018. Developmental pathways to 

adolescent callous–unemotional traits: The role of environmental 

adversity, symptoms of borderline personality, and post-traumatic 

disorders. In Routledge International Handbook of Psychopathy and 

Crime (pp. 478-492). Routledge. 

Beatson, J., Broadbear, J.H., Lubman, D.I. and Rao, S., 2017. 

Hallucinations in BPD: More prevalent than community sample study 

suggests? The British Journal of Psychiatry, 211(4), pp.250-251. 

Beck, A.T., Davis, D.D. and Freeman, A. eds., 2015. Cognitive therapy 

of personality disorders. Guilford Publications. 

Bennett, A.L., 2015. Personality factors related to treatment 

discontinuation in a high secure personality disorder treatment 



22 

 

service. Journal of Criminological Research, Policy and Practice, 1(1), 

pp.29-36. 

Berkowitz, N.F., 2004. Wendy Wall: In the wake of childhood 

trauma. Brief Treatment and Crisis Intervention, 4(4), p.377. 

Brand, B.L., Webermann, A.R. and Frankel, A.S., 2016. Assessment of 

complex dissociative disorder patients and simulated dissociation in 

forensic contexts. International journal of law and psychiatry, 49, 

pp.197-204. 

Chen, G. and Huang, S.S., 2017. Toward a theory of backpacker 

personal development: Cross-cultural validation of the BPD 

scale. Tourism Management, 59, pp.630-639. 

Chmielewski, M., Bagby, R.M., Quilty, L.C., Paxton, R. and Ng, S.A.M., 

2011. A (re)-evaluation of the symptom structure of borderline 

personality disorder. The Canadian Journal of Psychiatry, 56(9), 

pp.530-539. 

Clark, M., 2015. Co-production in mental health care. Mental Health 

Review Journal, 20(4), pp.213-219. 

Corner, P.N.P., 2017. BPD: Complication of prematurity: Page 4 of 

4. Modern Medicine. 



23 

 

DClinPsy, B.S. and DClinPsy, N.K., 2015. Nightmares in Patients With 

Psychosis: The Relation With Sleep, Psychotic, Affective, and Cognitive 

Symptoms/Les cauchemars chez des patients souffrant de psychose: 

la relation avec le sommeil, les symptômes psychotiques, affectifs, et 

cognitifs. Canadian Journal of Psychiatry, 60(8), p.354. 

De Silva, M.J., Rathod, S.D., Hanlon, C., Breuer, E., Chisholm, D., 

Fekadu, A., Jordans, M., Kigozi, F., Petersen, I., Shidhaye, R. and 

Medhin, G., 2016. Evaluation of district mental healthcare plans: the 

PRIME consortium methodology. The British journal of 

psychiatry, 208(s56), pp.s63-s70. 

Dobson, K.S. and Dozois, D.J. eds., 2019. Handbook of cognitive-

behavioral therapies. Guilford Publications. 

Docherty, M. and Thornicroft, G., 2015. Specialist mental health 

services in England in 2014: overview of funding, access and levels of 

care. International journal of mental health systems, 9(1), p.34. 

Donaldson, L.J. and Rutter, P., 2017. Donaldsons' essential public 

health. CRC Press. 

Fonagy, P., Luyten, P. and Bateman, A., 2017. Treating borderline 

personality disorder with psychotherapy: where do we go from 

here?. JAMA psychiatry, 74(4), pp.316-317. 



24 

 

Forte, A., Trobia, F., Gualtieri, F., Lamis, D., Cardamone, G., 

Giallonardo, V., Fiorillo, A., Girardi, P. and Pompili, M., 2018. Suicide 

risk among immigrants and ethnic minorities: a literature 

overview. International journal of environmental research and public 

health, 15(7), p.1438. 

González, R.A., Igoumenou, A., Kallis, C. and Coid, J.W., 2016. 

Borderline personality disorder and violence in the UK population: 

categorical and dimensional trait assessment. BMC psychiatry, 16(1), 

p.180. 

Goutaudier, N., Melioli, T., Valls, M., Bouvet, R. and Chabrol, H., 2014. 

Relations between cyclothymic temperament and borderline 

personality disorder traits in non-clinical adolescents. Revue 

Européenne de Psychologie Appliquée/European Review of Applied 

Psychology, 64(6), pp.345-351. 

Grosios, K., Gahan, P.B. and Burbidge, J., 2010. Overview of 

healthcare in the UK. EPMA Journal, 1(4), pp.529-534. 

Grosios, K., Gahan, P.B. and Burbidge, J., 2012. Healthcare in the UK–

Predictive, Preventive and Personalised Medicine Perspective at the 

Beginning of the Twenty-First Century. In Healthcare Overview (pp. 

31-44). Springer, Dordrecht. 



25 

 

Hayes, J.F., Pitman, A., Marston, L., Walters, K., Geddes, J.R., King, 

M. and Osborn, D.P., 2016. Self-harm, unintentional injury, and suicide 

in bipolar disorder during maintenance mood stabilizer treatment: a UK 

population-based electronic health records study. JAMA 

psychiatry, 73(6), pp.630-637. 

Heath, L., 2016. Predictors of Treatment Completion and Outcomes for 

Individuals with Borderline Personality Disorder(Doctoral dissertation, 

McGill University Libraries). 

Hill, N., Geoghegan, M. and Shawe‐Taylor, M., 2016. Evaluating the 

outcomes of the STEPPS programme in a UK community‐based 

population; implications for the multidisciplinary treatment of 

borderline personality disorder. Journal of psychiatric and mental 

health nursing, 23(6-7), pp.347-356. 

Hunt, K., Ali, K. and Greenough, A., 2017. G474 (P) Optimum level of 

volume targeting in infants with developing or established 

bronchopulmonary dysplasia (BPD). 

Hunt, K.A., Dassios, T., Ali, K. and Greenough, A., 2018. Prediction of 

bronchopulmonary dysplasia development. Archives of Disease in 

Childhood-Fetal and Neonatal Edition, 103(6), pp.F598-F599. 



26 

 

Inusa, B.P. and Colombatti, R., 2017. European migration crises: The 

role of national hemoglobinopathy registries in improving patient 

access to care. 

Inusa, B.P., Anie, K.A., Lamont, A., Dogara, L.G., Ojo, B., Ijei, I., 

Atoyebi, W., Gwani, L., Gani, E. and Hsu, L., 2018. Utilising the ‘Getting 

to Outcomes®’Framework in Community Engagement for 

Development and Implementation of Sickle Cell Disease Newborn 

Screening in Kaduna State, Nigeria. International Journal of Neonatal 

Screening, 4(4), p.33. 

Inusa, B.P.D., Atoyebi Wale, A.A.H., Idhate, T., Dogara, L., Ijei, I., Qin, 

Y., Anie, K., Lawson, J.O. and Hsu, L., 2018. sickle cell disease in low-

middle-income settings. 

Johnston, G., 2018. Experiences of daily life for people with borderline 

personality disorder: an occupational perspective(Doctoral 

dissertation). 

Kanske, P., Schulze, L., Dziobek, I., Scheibner, H., Roepke, S. and 

Singer, T., 2016. The wandering mind in borderline personality 

disorder: Instability in self-and other-related thoughts. Psychiatry 

research, 242, pp.302-310. 



27 

 

Katsakou, C., 2016. Processes of recovery from Borderline Personality 

Disorder (BPD): A qualitative study (Doctoral dissertation, UCL 

(University College London). 

Kernberg, O.F. and Yeomans, F.E., 2013. Borderline personality 

disorder, bipolar disorder, depression, attention deficit/hyperactivity 

disorder, and narcissistic personality disorder: practical differential 

diagnosis. Bulletin of the Menninger clinic, 77(1), pp.1-22. 

King, P. and Martin, J.M., 2019. Access to Evidence-Based Services for 

Individuals With Borderline Personality Disorder. In Mental Health 

Policy, Practice, and Service Accessibility in Contemporary Society (pp. 

155-176). IGI Global. 

Larsen, R. and Buss, D.M., 2009. Personality psychology. McGraw-Hill 

Publishing. 

Lawn, S. and McMahon, J., 2015. Experiences of care by Australians 

with a diagnosis of borderline personality disorder. Journal of 

Psychiatric and Mental Health Nursing, 22(7), pp.510-521. 

McCloskey, M.S. and Ammerman, B.A., 2018. Suicidal behavior and 

aggression-related disorders. Current opinion in psychology, 22, 

pp.54-58. 



28 

 

McGirr, A., Paris, J., Lesage, A., Renaud, J. and Turecki, G., 2009. An 

examination of DSM-IV borderline personality disorder symptoms and 

risk for death by suicide: a psychological autopsy study. The Canadian 

Journal of Psychiatry, 54(2), pp.87-92. 

Muñoz Centifanti, L.C., Thomson, N.D. and Kwok, A.H., 2016. 

Identifying the manipulative mating methods associated with 

psychopathic traits and BPD features. Journal of personality 

disorders, 30(6), pp.721-741. 

Noble, J., 2016. How do individuals who self-identify as having 

Borderline Personality Disorder (BPD) symptomatology perceive 

interventions to prevent self-harm? (Doctoral dissertation, University 

of Manchester). 

Orthwein, W.C., 2017. Psychiatric and mental health nursing: The craft 

of caring. CRC Press. 

Ozin, P. and Norton, H., 2019. PACE: A practical guide to the police 

and criminal evidence act 1984. Oxford University Press. 

Paton, C., Crawford, M.J., Bhatti, S.F., Patel, M.X. and Barnes, T.R., 

2015. The use of psychotropic medication in patients with emotionally 

unstable personality disorder under the care of UK mental health 

services. The Journal of clinical psychiatry, 76(4), pp.512-518. 



29 

 

Reiterer, F., Scheuchenegger, A., Resch, B., Maurer‐Fellbaum, A., 

Avian, A. and Urlesberger, B., 2019. Outcomes of very preterm infants 

with and without BPD followed to preschool age. Pediatrics 

International. 

Robertson, A.H., 2018. Exploring and understanding borderline 

personality disorder. Mental Health Matters, 5(1), pp.22-24. 

Saville, C.W. and Swales, M.A., 2018. The survivability of dialectical 

behaviour therapy programmes: a mixed methods analysis of barriers 

and facilitators to implementation within UK healthcare settings. BMC 

psychiatry, 18(1), p.302. 

Sharp, M.L., Fear, N.T., Rona, R.J., Wessely, S., Greenberg, N., Jones, 

N. and Goodwin, L., 2015. Stigma as a barrier to seeking health care 

among military personnel with mental health problems. Epidemiologic 

reviews, 37(1), pp.144-162. 

Stirman, S.W., Gutner, C.A., Langdon, K. and Graham, J.R., 2016. 

Bridging the gap between research and practice in mental health 

service settings: An overview of developments in implementation 

theory and research. Behavior Therapy, 47(6), pp.920-936. 

Sweeney, A., Clement, S., Filson, B. and Kennedy, A., 2016. Trauma-

informed mental healthcare in the UK: what is it and how can we 



30 

 

further its development?. Mental Health Review Journal, 21(3), 

pp.174-192. 

Tallon, D., 2015. The under-recognition of trauma in the diagnosis of 

Borderline Personality Disorder (BPD) (Doctoral dissertation, Oxford 

Brookes University). 

Taylor, S., Alner, E. and Workman, L., 2017. Mock Juror Age Influences 

Judgement of Guilt and Harshness of Sentence on Defendants with a 

Record of ‘Borderline Personality Disorder’. Forensic Res Criminol Int 

J, 5(4), p.00166. 

Thurston, D.E. and Rahman, K.M., Femtogenix Ltd, 2018. Pdd and bpd 

compounds. U.S. Patent Application 15/579,148. 

Tulung, J.E. and Ramdani, D., 2016. The Influence of Top Management 

Team Characteristics on BPD Performance. International Research 

Journal of Business Studies, 8(3), pp.155-166. 

Wang, P.S., Aguilar-Gaxiola, S., Alonso, J., Angermeyer, M.C., Borges, 

G., Bromet, E.J., Bruffaerts, R., De Girolamo, G., De Graaf, R., Gureje, 

O. and Haro, J.M., 2007. Use of mental health services for anxiety, 

mood, and substance disorders in 17 countries in the WHO world 

mental health surveys. The Lancet, 370(9590), pp.841-850. 

Online 



31 

 

Burton, N., 2012. The 10 Personality Disorders. [Online]. Available at: 

https://www.psychologytoday.com/us/blog/hide-and-

seek/201205/the-10-personality-disorders [Accessed 5th May 2019] 

Mental health, 2019. Kayla's story: Living with borderline personality 

disorder. [Online] Available at: 

https://www.mentalhealth.org.uk/stories/kaylas-story-living-

borderline-personality-disorder [Accessed 5th May 2019]. 

Mentalhealthlaw, 2017. Mental Health Act 1983 Overview - Mental 

Health Law. [Online] Available at: 

http://www.mentalhealthlaw.co.uk/Mental_Health_Act_1983_Overvie

w#Section_37.2F41 [Accessed 5th May 2019]. 

NHS, 2018. Causes.  [Online]. Available at: 

https://www.nhs.uk/conditions/borderline-personality-

disorder/causes/ [Accessed 5th May 2019] 

NICE, 2011. Common mental health problems: identification and 

pathways to care (Online). Available from: 

https://www.nice.org.uk/guidance/cg123/chapter/Patient-centred-

care[Accessed on 5yh May 2019]   

Rcpsych, 2017. Quality Network for Forensic Mental Health Services. 

[Online] Available at: 

https://www.psychologytoday.com/us/blog/hide-and-seek/201205/the-10-personality-disorders
https://www.psychologytoday.com/us/blog/hide-and-seek/201205/the-10-personality-disorders
https://www.mentalhealth.org.uk/stories/kaylas-story-living-borderline-personality-disorder
https://www.mentalhealth.org.uk/stories/kaylas-story-living-borderline-personality-disorder
https://www.nhs.uk/conditions/borderline-personality-disorder/causes/
https://www.nhs.uk/conditions/borderline-personality-disorder/causes/


32 

 

http://www.rcpsych.ac.uk/quality/qualityandaccreditation/forensic/for

ensicmentalhealth.aspx [Accessed 5th May 2019] 

Researchunbound, 2017. Motivations and benefits | Forensic mental 

health services in Scotland. [Online] Available at: 

http://www.researchunbound.org.uk/forensic-mental-health/2-

forensic-mental-health-services-perspectives/method-of-contact-

between-patients-and-carers/motivations-and-benefits-for-

supporting-carers/ [Accessed 22 May 2019] Burton, N., 2012 

OCDUK, 2019. Improving Access to Psychological Therapies – IAPT. 

[Online] Available at: https://www.ocduk.org/overcoming-

ocd/accessing-ocd-treatment/accessing-ocd-treatment-through-the-

nhs/iapt/ [Accessed 5th May 2019] 

 

 

 

 

 

 

https://www.ocduk.org/overcoming-ocd/accessing-ocd-treatment/accessing-ocd-treatment-through-the-nhs/iapt/
https://www.ocduk.org/overcoming-ocd/accessing-ocd-treatment/accessing-ocd-treatment-through-the-nhs/iapt/
https://www.ocduk.org/overcoming-ocd/accessing-ocd-treatment/accessing-ocd-treatment-through-the-nhs/iapt/

