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Abstract

Prevalence statistics infer that childhood sexual abuse (CSA) is reported by 16.1% - 85.7% of
borderline personality disorder (BPD) patients (de Aquino Ferreira et al. 2018) and of those
diagnosed with BPD, 75% are women (NICE, 2009). Thus, BPD is considered in the context of the
history of the pathologisation of women through psychiatric diagnosis. Upholding a feminist social
constructionist epistemology, this thesis explores the lived experience of women who have
experienced CSA and received a subsequent diagnosis of BPD. Semi-structured interviews were
conducted with four women and interpretative phenomenological analysis (IPA) was used to analyse
the transcripts. The analysis produced five Group Experiential Themes: (1) BPD: The ticket towards or
away from condemnation? (2) CSA is not the whole story (3) Sense of Self and Identity (4) A
relational minefield and (5) The long road to recovery. This research highlights the ambiguous
relationship participants have with their diagnosis of BPD. The role that the diagnostic assessment,
the delivery of the diagnosis, and internalised stigma plays in the trajectory of this relationship is
discussed. Exploration of the impact of CSA highlighted identity disturbance, relational challenges,
and a desire for a sense of belonging as particularly prevalent. The significance of choice in relation
to treatment/recovery is identified, specifically as to whether CSA is explored as part of this.
Participants emphasised that CSA should be considered in the context of wider childhood
experiences. Implications for counselling psychology regarding assessment and diagnosis, treatment

and interventions, and addressing stigma are noted, alongside opportunities for further research.
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Chapter 1 — Introduction to the thesis

Introduction to the Research

This thesis explores the lived experience of 4 adult women who have experienced childhood
sexual abuse (CSA) and since received a diagnosis of borderline personality disorder (BPD), which is
also termed emotionally unstable personality disorder (EUPD). BPD will predominantly be referred to
throughout this thesis, though BPD and EUPD may be used interchangeably. | was inspired to explore
these phenomena mostly due to my experience of working on female inpatient psychiatric wards
early on during my career, and my subsequent desire to give a voice to women representative of
many that | met during this time. Interpretative Phenomenological Analysis (IPA) was chosen to
ensure that lived experience was the focal point and that each participant’s voice held weight in the

final write up.

Epistemological Underpinning

Feminist theory

Feminism is defined as a group of political, social, and intellectual movements that strive
towards challenging systems that oppress women (Sheffer, 2004). Feminist research endeavours to
raise awareness and promote change in the social, health and political policies that impact women

(Parker & McFarlane, 1991).

Feminist Social Constructivist

Epistemology can be defined as “ways of knowing, how we know what we know and who
can be a knower” (Berryman, 2019, p. 272). | hold a feminist social constructionist position. Feminist
epistemology explores the norms and beliefs of gender and gendered interests and experiences
(Anderson, 1995). Social constructionism argues that science creates reality where researchers are
inherently part of constructing this knowledge and an objective truth is impossible (Wigginton &
Lafrance, 2019). This position maintains that individuals’ experiences of themselves and the world

are grounded in context and consistently changing. Thus, feminist social constructionism rejects



12

theories that attempt to generalise human experience (Wigginton & Lafrance, 2019). Instead, this
stance conveys how the language and perceptions available within a particular social and political
context reflect and emphasise dominant patriarchal systems of power as rooted in gender (Radtke,

2017). The way in which this stance is combined with the positioning of IPA is detailed in Chapter 3.

Personality itself is considered socially constructed where the experience of a diagnosis of
EUPD/BPD is grounded within a particular point in time and place (21 Century western culture)
(Marecek, 2003). Thus, the experience of a diagnosis is rooted within the medical model and the

available discourses about these women who have experienced CSA (Wigginton & Lafrance, 2019).

Structure of the thesis

This thesis attempts to tell a story that is made up of 3 main parts: background and literature
review, a research report and a critical appraisal. Chapter 2 attempts to present a comprehensive
overview of the background and history of the pathologisation of women to provide context for the
subsequent literature review. An overview of the literature relating to women’s experience of a
diagnosis of BPD, following CSA, is then presented. Chapter 2 concludes by identifying the salient
gaps within the literature that | will strive to address within the research report. Chapters 3 -5
comprise of the research report encompassing research methodology, research findings and a
discussion of these findings in the context of relevant literature. Chapter 5 also highlights the
implications of these findings for counselling psychology as a whole, and psychologists as individuals.
The strengths and limitations of the research report are also discussed. Chapter 6 offers a critical
appraisal of the research process including a reflective, and reflexive, account of my journey

throughout the research process, as both a researcher and practitioner.

Researcher disclaimer

As noted, this thesis will discuss the construct of gender throughout, including exploration of
the gender disparities in relation to CSA and BPD within the literature review. | acknowledge the

constraints of the additive assumptions accompanying the division of identities and the reduction
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into binary constructs. | am also aware of possibly unwelcome separation in relation to gender; this
thesis does not specify that participants are to be cis-gendered female to avoid further exclusion. |
acknowledge that women's lives are composed of several interconnecting systems of oppression and
that consideration of intersectionality is crucial in feminist research. Intersectionality is defined as
“the predominant way of conceptualizing the relation between systems of oppression which
construct our multiple identities and our social locations in hierarchies of power and privilege”
(Carastathis, 2014, p. 304). However, within the scope of this thesis, these complex nuances within
the female experience could not be addressed to their full extent. This will be discussed further

within the discussion, when addressing limitations of the study.
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Chapter 2 - Literature Review

Overview

Through a feminist lens, this chapter attempts to explore to what extent are women, who
have been subject to CSA, over-pathologised with a subsequent diagnosis of BPD. This chapter begins
by underlining key definitions and prevalence rates of CSA and BPD. Subsequently, an overview of
the history and background underpinning this review is presented. The scope of the literature review
is then described, followed by the methodology of the literature search, and the structure of the
literature review. The literature review then provides an overview of literature relating to the female
experience of a diagnosis of BPD, following CSA. Salient gaps within the literature are then identified

leading to the development of the research questions pertaining to the latter research report.

Definitions and Prevalence Rates

Childhood sexual trauma/ Childhood sexual abuse

It is noted that definitions of CSA vary and can cover a broad range of behaviours, making it
difficult to give a specific definition (Mina & Gallop, 1998). For the purposes of this thesis, CSA is

defined using the government definition where CSA:

involves forcing or enticing a child or young person to take part in sexual activities, not
necessarily involving a high level of violence, whether or not the child is aware of what is
happening. The activities may involve physical contact, including assault by penetration (for
example, rape or oral sex) or non-penetrative acts such as masturbation, kissing, rubbing and
touching outside of clothing. They may also include non-contact activities, such as involving
children in looking at, or in the production of, sexual images, watching sexual activities,
encouraging children to behave in sexually inappropriate ways, or grooming a child in
preparation for abuse. Sexual abuse can take place online, and technology can be used to
facilitate offline abuse. Sexual abuse is not solely perpetrated by adult males. Women can

also commit acts of sexual abuse, as can other children. (HM Government, 2018)
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CSA may be used interchangeably with childhood sexual trauma throughout.

Prevalence of CSA. When commenting on the prevalence of CSA, it is important to note that
sexual abuse is often underreported. This means that all official statistics documented may not
reflect the true prevalence of the phenomena being discussed. Further to this, due to the difficulties
defining CSA noted in the previous section, studies attempting to determine the prevalence of CSA
may use varying definitions/classifications. The National Society for the Prevention of Cruelty to
Children (NSPCC) (2024) further state that it is difficult to “definitively say how widespread child

sexual abuse is” (p. 3).

In March 2021, NSPCC reported that, based on a sample of 2,275 young people (aged 11-17),
1in 20 children in the UK have been sexually abused (NSPCC, 2021) and that girls are more likely to
experience sexual abuse. Further to this, the report states that over a third of all police-recorded
sexual offences are against children. The most recent version of the NSPCC briefing also re-reported
these statistics (NSPCC, 2024). Due to varying methodologies, different surveys/reports provide
different estimations of prevalence rates. The Crime Survey for England and Wales in 2020 (Office for
National Statistics (ONS), 2020) reported based on a representative sample of adults (aged 18-74).
They found that 7.5% of adults have experienced sexual abuse before the age of 16; this data also
found that more women had experienced CSA (3.5% men and 11.5% women). Due to the higher
prevalence of women and girls experiencing CSA, this research paper will focus on female

experiences.

Borderline personality disorder

The term ‘borderline personality’ was proposed in the United States by Adolph Stern in
1938. Emotionally unstable personality disorder (EUPD) (WHQO, 2019) is the most recent rebranding
of BPD, in which doctors can diagnose people who are ‘bordered’ on psychotic. As stated, EUPD will
be used interchangeably with ‘BPD’ throughout this thesis. The Diagnostic and Statistical Manual of

Mental Disorders (DSM) 5 (American Psychiatric Association (APA), 2013) provides the symptoms or
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diagnostic criteria for BPD (see Appendix A for full diagnostic criterion). According to UK National

Health Service (NHS), BPD is:

A disorder of mood and how a person interacts with others. It’s the most commonly
recognised personality disorder. In general, someone with a personality disorder will differ
significantly from an average person in terms of how he or she thinks, perceives, feels or

relates to others. (NHS, 2021, para. 1)

It is suggested that BPD typically onsets after the age of 12 (Winsper, 2020). The symptoms described
are both symptoms of internalising disorders (depression and anxiety) and/or externalising disorders
(conduct problems, hyperactivity, and substance use) (Bohus et al. 2021). BPD is often characterised
by impulsivity and a pattern of instability that has an impact on self-image and interpersonal
relationships (APA, 2013). Extreme distress, confusion in social environments and behaviours that
suggest a difficulty in appraising others’ trustworthiness are also considered key elements to the
presentation of BPD (Preti et al, 2023). Both the DSM-5 (APA, 2013) and the International
Classification of Diseases (ICD -11) (World Health Organisation (WHQO), 2022) consider disruption to
identity and functioning aspects of the self as part of the diagnostic criteria for BPD. This is in line
with Kernberg’s theory of personality organisation where severe disruption to identity functioning is
a distinct difference between borderline personality organisation or severe personality disorders and

milder or neurotic organisation (Kernberg & Caligor, 2005).

Prevalence of BPD. BPD is considered a common presentation in both psychiatric and
general practise (Biskin & Paris, 2012). NICE (2009) states that prevalence rates of EUPD/BPD vary
between 0.7% and 2% in the general population. Of people receiving mental health support, 20% of
in-patients and 30% of out-patients have this diagnosis. It is suggested that of those diagnosed with

BPD/EUPD, 75% are women.
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Prevalence of CSA among those diagnosed with BPD

There are many studies that explore the link between BPD and CSA and thus attempt to
estimate the prevalence of CSA among those diagnosed with BPD. De Aquino Ferreira et al. (2018)
state that CSA is reported by 16.1% - 85.7% of BPD patients and that prevalence appears to be
reduced in samples with ‘milder’ symptoms. They discuss that this disparity may be due to CSA
prevalence being “lower in samples with less BPD traits or milder symptoms” (Herman et al. 1989;
Salzman et al. 1993, as cited in De Aquino Ferreira et al. 2021, p. 70). The disparity in statistics may
also be explained by the difficulty and inconsistency when defining and classifying CSA, general

underreporting of CSA as noted in previous sections, and/or the comorbidity between CSA and BPD.

It is notable that the gender ratio of CSA is nearly identical to the gender ratio of BPD.
Therefore, it is important to consider whether the disparity in diagnosis may be because women are
more likely to be sexually abused in childhood. There are multiple studies that indicate women with
BPD are more likely to report CSA, compared to men with BPD (Battle et al. 2004; Paris, 2007;
Sansone et al. 2012; Tull et al. 2007; Zanarini, 2000). Further to this, Battle et al. (2004) also indicates
that men are more likely to report physical abuse or neglect rather than sexual abuse. Given the
difficulties in establishing exact prevalence rates of CSA, the exact portion of individuals who
experience CSA and later receive a BPD diagnosis is difficult to quantify and therefore an accurate

comparison of gender disparity is also not easy.

Patriarchy

The patriarchy can be regarded as a social system made up of different parts. Patriarchy is
“an ‘umbrella’ term for describing men’s systemic dominance of women” (Pease, 2000, p. 20). The
“patriarchy’s defining elements are its male-dominated, male-identified, and male-centred
character” (Johnson, 2009, p. 29). Johnson further elaborates that a patriarchal culture will hold
masculinity allied closely to being human and femininity demoted to the marginal position of

“other”. Caplan (1995) argued the DSM as an example of patriarchal power within psychiatry. She
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commented on how a manual so powerful that it determines whether millions of people are

|II

declared psychologically “abnormal” is constructed by a small group dominated by conservative
white males. Cohen (2016) also “argues that psychiatry and allied professions have been a constant
source of patriarchal power” (p. 139) and provides case study examples of hysteria and borderline

personality disorder to demonstrate this. Hence this thesis will consider psychiatry as a patriarchal

industry that, historically and presently, legitimises oppressive norms for women (Showalter, 1985).

History and Background

With such a high prevalence of women being subject to CSA, and then receiving a
subsequent diagnosis of BPD, it is important to consider whether this is an example of women being
over-pathologised. The next element of this review will provide the history and background relevant
to the potential over-pathologisation and the gender disparities within mental health. This will
include discussion around the medicalisation of trauma responses, the history of mental health
diagnosis and women, the suggested sex differences in the medicalisation of trauma responses, the
patriarchy’s use of mental health diagnosis to oppress women, the history of BPD and CSA, and
recent change in this realm. Consideration of the history and background information presented will

then be used to further reinforce the scope of this literature review and thesis.

History of mental health diagnosis and women

It is considered that the pathologisation of women through psychiatric diagnosis has a long
history. Ussher (2013) describes the problematic labelling of ‘difficult” women that continues to lead
to a psychiatric diagnosis. They suggest this dates back to the 16™ century label of a ‘witch’, 19"
century ‘hysteria’ and continuing with the modern-day diagnosis of BPD/EUPD. Hysteria was the
most prevalent ‘female disorder’ of the 18th and 19th century (Ussher, 2013) and was considered
the ‘natural state’ of femininity (Smith-Rosenberg, 1986). In the 19'" and 20™ century, most clients
within mental health services were women (Showalter, 1987) giving an insight into the

overrepresentation of femininity. It is suggested that the patriarchal industry of psychiatry continues
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to inform a surplus of diagnoses that oppress women (Cermele et al. 2001) and reinforces the

historical lineage of pathologising women’s legitimate responses to patriarchal oppression.

History of BPD and sexual trauma. Historically, Freud offered the idea that hysteria had a
traumatic origin (Jones, 1953). Breuer and Freud (1893-1895/1955) further explored the aetiology of
hysteria where they emphasised ‘sexual neurosis’ or women suffering from ‘classic hysteria’ (Allison
& Roberts, 1994). Breuer and Freud (1893-1895/1955) considered sexual trauma as ‘imagined’ by
women and suggested that it could better explain a female’s neurotic symptoms. Freud’s work
perpetuated the psychiatric pathologisation of women but also began the reframing of ‘female
problems’ as sexually orientated and the idea that female responses to sexual trauma were
symptoms of a mental disorder (Allison & Roberts, 1994). A diagnosis of hysteria is also suggested to
have often been used to cover up a woman'’s experience of sexual abuse (Powell and Boer, 1995). It is
argued that “BPD and hysteria both have one defining experience in common: both are regularly
characterised by the experience and subsequent societal neglect of the ramifications of a woman'’s

sexual assault” (Dorfman & Reynolds, 2023, p. 165).

Medicalisation of trauma responses

The DSM — 5 (APA, 2013) and the ICD — 11 (WHO, 2022) are widely used and accepted as a
means of diagnosing and diagnostic references of ‘mental disorders’. The validity of the DSM has
been criticised consistently. Since the DSM — 5 (2013) was released, the manual has received
accusations of over-medicalising human suffering and continuous pathologising of distress (Bracken
et al. 2012). Andreasen (2006) states that reliability has been prioritised over validity. It is suggested
that this makes DSM diagnoses useless in research (Insel, 2013) and a product of opinion with no
scientific credibility (Angell, 2011). Within the context of this thesis, it is relevant to question the
validity of the DSM, and a medicalised approach to distress, as this is the very foundation in which

women'’s behaviours and experiences are continually extrapolated against.
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Through psychiatric history, trauma has been underestimated and systematically ignored in
its significance to psychiatric diagnosis (De Young et al. 2011). However, the incorporation of the
Trauma and Stressor Related Disorders section in the DSM-5 (APA, 2013) recognises the relevance of
traumatic or stressful situations on mental health. Trauma responses can be defined as behaviours,
thoughts or feelings experienced after distress or trauma, including (but not limited to) anxiety,
heightened emotions, nightmares, binge eating, perfectionism, self-harm, flashbacks, headaches,
hearing voices or social withdrawal (Taylor, 2022). The statement ‘Psychiatry must stop ignoring
trauma’ by van de Kolk (Big Think, 2015) emphasises the importance of criticising the medical model
approach to trauma. The ‘biomedical model’ refers to an approach to mental health that focuses on
what is ‘wrong’ with a person and how to ‘fix’ them (Thompson & Willetts, 2019). The medical model
in psychotherapy began with Freud’s attempt to find a ‘cure’ for hysteria (Elkins, 2007). The medical
model still underpins 21 century psychiatry and the DSM. Using the DSM and within the construct
of the biomedical model, trauma responses are considered as ‘symptoms’ and ‘iliness’ to be ‘cured’

instead of rational and normal responses to trauma (Taylor, 2022).

Critique of the medical model also posits psychiatry as an ideology which justifies covert
social control (Leifer, 2001). The power imbalance experienced due to sexual trauma is mirrored by
the medical model presented in response to distress and is considered paramount to iatrogenic harm
in psychiatry (Sweeney & Taggart, 2018). Therefore, where the medical model pathologises normal
reactions to stressful life circumstances (Kinderman et al. 2013), it has the potential to hinder those

seeking support for their trauma responses due to the parallel processes occurring.

Interventions to ‘treat’ trauma responses following sexual assault are suggested to focus on
reducing psychological distress measured by the reduction of ‘symptoms’ rather than validation and
support (Taylor & Harvey, 2009). For example, in the UK, National Institute for Health and Care
Excellence (NICE) (2018) guidelines recommend trauma-focussed cognitive behavioural therapy (CBT

-TF), Eye Movement Desensitisation and Reprocessing (EMDR) and medication for the treatment of
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PTSD and the trauma-related symptoms this diagnosis encapsulates. Reinforcing this, Kim and Kim
(2020) found that cognitive treatments, including CBT, are the most common form of treatment
following sexual trauma. CBT is suggested to align closely to the medical model (Elkins, 2007) where
a core principle of CBT is ‘evidence-based practice’ taken from ‘evidence-based medicine (EBM)’
(Haynes et al. 1997). EBM is the scientific paradigm where medical practise uses the best available
scientific evidence to treat patients. Thomas et al. (2012) indicate that the value of EBM is much less
clear in psychiatry. They found that non-specific aspects of treatment, such as the therapeutic
alliance, are more important in determining outcome and are essential in fostering hope, trust, and
meaning. Following sexual trauma, it is suggested that people often require further exploration of
their experiences (Becker-Blease, 2017), in which CBT does not offer when focussing on maladaptive
behaviours and symptom elimination (Westbrook et al. 2011; Smail, 2005). Though evidence
suggests that addressing symptoms in the ‘here and now’ directly results in more global
improvement (Westbrook et al. 2011), CBT has been criticised as a deficit-based approach (Taylor et
al. 2008) and is not considered a trauma-informed approach (Becker-Blease, 2017). Taylor (2020)
critiques CBT as an intervention for women who have experienced sexual trauma. They state that
CBT aims to change the way the women think and respond to those thoughts rather than providing a
safe environment to explore their sexual trauma. The medical model approach to sexual trauma,
including CBT, delivers the message that women, not their abuser(s), are ‘mad’, ‘bad’ and

‘disordered’ (Thompson & Willetts, 2019).

Alongside this critique, it is important to note the relevant advantages and benefits to the
structures upheld by the medical model, and thus the potential benefits of the medicalisation of
trauma responses. The taxonomy of these trauma responses/symptoms in the form of a diagnosis
facilitates the opportunity to research similar presentations and consider the most effective
treatment outcomes (Reichenberg & Seligman, 2016). In a phenomenological study, Dalla Vecchia
Pereira and Skovdal (2022) explored the lived experience of 12 people living with a mental disorder.

They noted the ambivalence around mental illness diagnosis and within this participants commented
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on how “the diagnosis helped them make sense of the past and future, including enabling access to

specific benefits” (p.1).

Chen et al. (2010) systematically reviewed literature to establish a link between sexual abuse
and a lifetime diagnosis of psychiatric disorders. Chen et al. (2010) utilised a sample of 3,162,318
participants. They found an association between sexual abuse and a diagnosis of anxiety, depression,
eating disorders, PTSD (post-traumatic stress disorder), sleep disorders, and suicide attempts. The
biggest limitation of this meta-analysis was the susceptibility to bias. Most of the studies used self-
report measures that may lead to recall bias. Research suggests that 62% - 81% of adults recall CSA
(Williams, 1994). Therefore, the potential for participants in the control group to have underreported
abuse leads to the potential of a decreased effect size in the association between abuse and
psychiatric outcomes, highlighting a potential lack of credibility. Regardless of limitations in the
suggested association, the review demonstrates how the medical model seeks to “understand the
pathogenesis of psychiatric disease in victims of sexual abuse and to more effectively treat survivors

coping with long-term mental health outcomes” (Chen et al. 2010, p. 627).

Sex differences in the medicalisation of trauma responses

Looking at mental health through a gendered lens, Judd et al. (2009) provides an overview of
the ways in which gender differences have an impact on mental health and the experience and
course of women’s mental illness. They highlight the importance of having a gender-sensitive,
women-centred mental healthcare model where the “importance of contextualising health service
delivery in relation to the social, cultural and economic situation of women as they receive care” (pg.
1) is accentuated. The position of power held by practitioners within the ‘patient-expert’ interaction
is suggested to impact the disparity in the way males and females are treated within health care —
including psychiatry (Fee, 1975). Though argued that males are also subject to this power imbalance,
Fee (1975) further suggests that this imbalance is ‘exaggerated’ for females due to less respect given

to females, with many stating their symptoms are treated less seriously than those of men. With 53%
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of psychiatrists and 85% of commissioners and cabinet members of NHS mental health services being
male (Morison et al. 2014) and more women than men accessing mental health services (WHO,

2002), this dynamic appears to dominate psychiatry and emphasises this central power imbalance.

Emotion stereotypes for men and women demonstrate how the expression of emotions is
viewed differently between genders. Women are considered the more emotional sex, and this comes
from how society explains their behaviour rather than an actual difference in their expression
(Barrett & Bliess-Moreau, 2009). Barratt and Bliess-Moreau (2009) found that a female’s emotional
expression was explained as ‘she’s emotional’ and a male’s emotional expression was explained as
‘he’s having a bad day’. These gender disparities highlight that people are more likely to judge that
women’s emotional behaviour was caused by their emotional nature, whereas men’s behaviour was
caused by a situation that justifies it. Krull (1993) explains this with the idea that people approach
males and females within different epistemic goals. A woman acting in an emotional way is
approached with the understanding that her behaviour can be explained by something specific about
her as a person (dispositional attribution) whereas a man acting in a similar way is perceived with the
goal of understanding his situation better (situational attribution). These findings mirror what
happens within psychiatry where female trauma responses are medicalised to explain what is wrong
with her as a person rather than considering the situation that predisposed the behaviour (Tseris,

2019).

The way in which females respond to sexual trauma has long been considered problematic
and evidence of mental health issues. Taylor and Shrive (2021) found that within a sample of 22,419
women, 93% would be at risk of receiving a psychiatric diagnosis for presenting ‘difficult’ trauma
responses. These might include “depression, rage, nervousness, the tendency to tears and chronic
tiredness, eating disorders, speech disturbances, paralysis, palsies and limps, or complain of disabling

pain” (Ussher, 2013, p. 64). In this light, it could be suggested that female trauma responses are
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considered irrational, abnormal, and unjustified and often lead to pathologisation by the medical

model of mental health.

Does the patriarchy use mental health diagnosis to oppress women?

The literature discussed suggests a gender disparity between how males and females are
considered within mental health services. Explanations for these different attitudes towards the
mental health of men and women have been proposed in relation to stereotypical sex roles (Russell,
1987; Lerner, 1981; Bayes, 1981). The stereotype of a ‘healthy/ideal woman’ is significantly different
to a man. Within western patriarchal society, the ideal woman is suggested to be beautiful, young,
white, heterosexual, feminine, childbearing, obedient, dependent, submissive, polite, committed,
faithful and virginal (Taylor, 2022). Being a woman “contains so many contradictions and so much
suffering that what appears as deviant behaviour is, in fact, an unwillingness or inability to fit the
oppressive stereotype of health” (Jordanova, 1981, p. 102). Within psychiatry, ‘distress’ and the
‘symptoms’ that come with it are subject to value judgments. These values judgments restrict the
role of women and can be seen to work against their best interests. Any diagnoses that rely on these
values and sex roles are suggested to be approached with caution (Russell, 1987). The continuous
pathologisation of women is suggested to serve the purpose of maintaining patriarchal control,
where the ‘ideal woman’ continues to be expected and women who deviate from this narrow

prospect are positioned as mentally unwell (Taylor, 2022).

Recent change

In response to ongoing critique of the DSM and the biomedical model, the integration of a
‘trauma informed approach’ can be seen as the beginning of a paradigm shift within mental health
(Duncan et al. 2017). Harris and Fallot (2001) note that that mental health practitioners are seeing a
substantial number of individuals, both men and women, who have been subject to sexual and
physical abuse. As an alternative to the biomedical model, trauma-informed care aims to meet the

unique needs of trauma survivors (Rosenberg, 2011) and aims to support individuals to leave specific
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trauma responses behind (Johnstone & Boyle, 2020). An individual’s behaviour and/or symptoms are
understood within the context of coping strategies developed to manage stress, adversity, and
‘trauma’. See Appendix B for full definition of trauma informed care. A key driver for trauma-
informed approaches is the awareness of the iatrogenic harm within the foundations of psychiatry
(Sweeney & Taggart, 2018). As discussed earlier, Harris and Fallot (2001) reinforce the suggestion
that psychiatric systems are grounded in coercion and control. Though both men and women will be
exposed to this dynamic, it is important to recognise that prevalence statistics indicate that more
women than men are subject to sexual abuse. Where abuse of power often lies at the heart of
traumatic experiences (Bloom, 2006), the integration of trauma informed care may serve as a
welcomed alternative to the suggested pathologisation of women, who have been subject to CSA

and/or sexual trauma.

More recently, the World Mental Health report (WHO, 2022) documented the need “to
transform our attitudes, actions and approaches to promote and protect mental health” (p. vi). The
report uses research and practice to argue the need for a transformation of mental health services,
where focus is placed on reforming environments that impact mental health and nurturing and
strengthening community mental health services. This transformation incorporates elements of
trauma-informed care where “a more holistic approach to identifying and managing an individual’s
overall health needs rather than focussing on a particular pathology or disease” is advocated for (pg.

190).

Literature surrounding trauma-informed care shows promising evidence where trauma-
informed care is viewed as user-centred, flexible, and enables meaningful relationships with others
alongside a feeling of safety (Kahan et al. (2020). Nonetheless, currently the biomedical model
remains at the core of mental health services and the commonly used diagnostic manuals

(DSM/ICD). Therefore, the medicalisation of trauma responses and the impact of this, particularly on
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women who have been subject to sexual trauma, must continue to be explored to better inform

future practice and policies that too will be underpinned by the biomedical model.

Scope of the Review

The history and background information presented illuminate the foundations in which this
literature review, and subsequent research report, are based. This infers historic and current gender
disparities in the way in which men and women are considered within mental health. This is
particularly evidenced by the medicalisation of trauma responses; though the ambivalence around
this is noted, where the relevant advantages and benefits to the structures upheld by the medical
model, and thus the potential benefits of the medicalisation of trauma responses are discussed.
Within the scope of this review, the full extent of this issue cannot be explored. Thus, | have
concentrated my review and encapsulated the literature surrounding BPD and CSA. In recognition of
recent change, this review aims to refine the focus of this research project to consequently enhance
the on-going transition of the mental health services and counselling psychology, where trauma-

formed care and female experience is central.

Literature Review Methodology
Type of Review

Initially, to scope out the relevant literature, a narrative review was carried out, where
particularly pertinent literature on BPD/EUPD was identified via the initial search strategy detailed
below (see ‘initial searches’). In order to deal with the large volume of literature that was identified
on the link between BPD and CSA, this was followed up with a systematically-informed review of this

subset of literature (see ‘Search Strategy: Literature specific to the link between BPD and CSA’.

Structure of the Review

This review begins with a summary of the literature identified within the initial narrative

review, focussing on BPD/EUPD in the following areas: aetiological knowledge, the medicalisation of
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trauma responses, sex differences, BPD as a form of oppression, and the lived experience of BPD.
Following this, the link between BPD and CSA is explored, drawing on the literature identified
through the initial narrative review as well as the studies identified through the more systematically
informed search strategy. A chapter summary is then be provided, followed by the identification of

gaps within the literature and the subsequent research questions of this thesis.

Inclusion and Exclusion of Literature

Key features were included or excluded in accordance with the SPIDER (Sample,
Phenomenon of Interest, Design, Evaluation, Research type) tool (see Appendix C) to enable an
organised search for relevant literature. Appropriate literature, accessed through Google Scholar
searching, that went beyond specified inclusion and exclusion criteria has been incorporated to

ensure a relevant and theoretically informed narrative review was conducted.

Exclusion criteria specified: animals (Medline), children under the age of 18 and where BPD
and/or CSA was not included as a focal point of the literature. Papers were also excluded if access to

the full paper was not available. No other restrictions were applied.

Searches

Initial searches of Google Scholar identified literature specific to this thesis that has been
embedded throughout. Additional literature from cited references have also been included in this
narrative review. This process was repeated until results were exhausted. Electronic and/or hard
copies of relevant books were identified using the University of Wolverhampton’s library catalogue as

well as use of Google Books that were then hand searched for relevant information.

Google Scholar searches identified a plethora of literature specific to the interconnection
between BPD and CSA. Therefore, to provide a more synthesised and robust overview of this data, a
computer assisted search of three electronic data bases (APA PsychINFO, Medline, Psychology and

Behavioural Sciences) was performed to identify literature specifically exploring this link. Although a
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non-systematic literature review has been conducted, this section of the review was systematically

informed.

The SPIDER tool was utilised to define key elements of the review question and aims (See
Appendix C). The SPIDER tool is recommended when searching for qualitative research papers (Cook

et al. 2012).

Search Strategy: Literature specific to the link between BPD and CSA. Search terms
described: Diagnosis, borderline personality disorder, childhood sexual trauma, and women. These
were identified using scoping searches and were further refined to create a full list of search terms
(see Appendix D). Search terms remained broad to ensure all relevant literature was acquired.
Boolean operators were applied where appropriate to define the relationships between key search
terms, as shown in Appendix E. This search produced 1327 papers.

As the review question does not target a specific study methodology, ‘Design’ and ‘Research
type’ were not included in the search terms to ensure the search was inclusive of all methodology.

See Appendix D for search terms used to connect each concept relating to the SPIDER tool.
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Data extraction. See Figure 1 for PRISMA diagram demonstrating the data screening process
for the literature specific to the link between BPD and CSA. Titles and abstracts were individually
assessed for inclusion. For papers of potential relevance, full text screening occurred. Reasons for
any papers being excluded at this stage were documented. The following information was extracted
from included studies: (1) Research type (2) Main aims (3) Sample (age and gender) (4) Phenomenon
of interest (BPD and CSA) (5) Main findings (6) Strengths (7) Notable limitations (8)
Recommendations for practise and/or implications for future research. See Appendix F for an
example of data extraction.

Figure 1.

PRISMA Diagram demonstrating data screening process

Records identified through database searching:
(n=1327)
Records identified after delimiters added through
database searching:

(n=1034)

Total records screened for duplicates: Duplicates excluded:
(n=1034) (n=160)

Records screened: Records excluded (title screen & abstract screen):

(n=874) (n=610)

Full-text articles assessed for eligibility: Full-text articles excluded with reasons:
(n=264) (n=256)

iv Excluded at full screen: 134
Studies included in narrative synthesis: Excluded due to no access: 29
(n=28) Exclusion of pre-2018 papers: 93

The ICD-11 was released in 2018 which introduced a new classification of personality
disorders, including changes to how EUPD (BPD) is approached. The full inclusion screen identified a
relevant systematic review that was conducted in 2018 exploring sexual assault (both childhood and
adulthood) as a predictor of a BPD diagnosis, clinical presentation, and prognosis (de Aquino Ferreira
et al. 2018). This is noted as the first systematic review to explore the impact of CSA (and adult sexual
abuse) on the BPD clinical presentation and prognosis. To provide a succinct subsection of literature,

representative of the shift following the release of the ICD-11, this article was used as a secondary
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source of information for pre-2018 literature pertinent to this topic and other pre-2018 literature
was excluded. This revealed 8 studies that were to be included in the section pertaining to the link
between BPD and CSA. This will be presented alongside any alternative literature identified through

cited sources.

Quality Assessment for the Literature Review

The abstracts and prefaces that appeared appropriate for this narrative review and closely
followed inclusion and exclusion criteria were read. Those deemed to be within the scope of the
literature review were read entirely and included at the researcher’s discretion, following quality

assessment.

Qualitative literature included in this review were assessed for quality using the Critical
Appraisal Skills Program (CASP, 2019). This checklist is comprised of 10 questions to consider the
following areas: (1) Are the results of this study valid? (2) What are the results? (3) Will the results
help locally?. See Appendix G for an example of how this checklist was used. | changed the final
guestion from “How valuable is the research?” to “Is the research beneficial to this thesis?”. This
enabled a clear indicator as to whether the paper would provide a constructive contribution to this

narrative review.

Quantitative literature included in this review was assessed using the ‘Quality Assessment
Tool’ as developed by Effective Public Healthcare Panacea Project (EPHPP) (2023). See Appendix G for

an example of how this was used.

Overall, the standard of all included literature was good quality. Assessing the quality of the
literature included in this review was deemed important to ensure that a high-quality narrative
review was produced. However, literature that did not stringently meet all components of the quality
reviews was not excluded, to allow flexibility and scope to include a broad range of literature specific

to this research project.
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Borderline Personality Disorder/Emotionally Unstable Personality Disorder

BPD: Aetiological knowledge

Psychodynamic Theory. According to psychodynamic theory, BPD manifests due to three
mechanisms that underlie psychopathology: ego strength, defence style and object relations
(Bornstein, 2005).

In relation to ego strength, the id, ego, and superego are suggested to be vital in the
development of personality. Thus, “early experiences help determine the developing child’s ego
strength, that is, the degree to which the ego carries out reality testing functions and deals
effectively with impulses” (pg. 166-167). Inadequate parenting and/or significant disturbance in the
child-caregiver relationship, as noted in the history of many individuals with a diagnosis of BPD
(Zanarini et al. 2000), can mean that some of the child’s psychological resources are used to cope
with these experiences instead of enhancing these ego functions (Bornstein, 2005). This can then

lead to difficulties in reality testing and impulse control, both commonly seen in BPD presentations.

Cramer (2004) states that as individuals move into adulthood, they begin to develop more
prominent defense styles. It is suggested that more negative experiences during childhood can lead
to less effective and less mature defense styles. Hence, symptoms associated with BPD such as
exaggerated changes in mood and impulsivity might reflect an overreliance on splitting and a
tendency to view others as either “all good” or “all bad” (Linehan, 1993), as well as regression and

acting out (Lingiardi et al. 1999).

During childhood, an individual will internalise mental representations of the self. This is
closely interlinked with Kernberg’s theory of personality organisation and identity disturbance
(Kernberg & Caligor, 2005). Individuals will in turn hold representations of significant others that are
then used as ‘blueprints’ and materialise within current relationships (Malan, 1980). This is what is
known as ‘object relations/object representations/introjects’. Bornstein (2005) highlights those

individuals with affectively negative object relations are at higher risk of developing psychopathology.
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Individuals with a diagnosis of BPD might view themselves as tenuous/unstable whilst relating to
others as overwhelming and unreliable (Bornstein, 2005). This can create the common ‘push/pull’
and/or ‘highly ambivalent’ dynamics referred to within the literature. It is suggested that people with
BPD appear preoccupied with maintaining ties to others (due to a difficulty evoking the images of
absent others) and a fear of being overwhelmed and threatened by intimacy (due to fragile sense of

self) (Bornstein, 2005).
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Attachment Theory. From a developmental perspective, researchers suggest that many of
the difficulties associated with BPD tend to occur within interpersonal contexts and are underpinned
by attachment organisation (Levy, 2005). Bowlby (1973) suggested that consequences of early
attachment difficulties can persist across an individual’s lifetime and that insecure attachment is
central to disordered personality. Levy (2005) presented an overview of the literature surrounding
the association of adult attachment and BPD. They summarised that secure attachment was low in
BPD groups with the prevalence of secure attachment ranging from 0-30%. They concluded that
“disorganised attachment may be one mechanism by which traumatic and loss experiences results in
adaptational vulnerabilities, which may lead to BPD” (pg. 976). However, overall BPD did not appear
to be linked to a specific attachment style, rather there appeared to be a range of functioning within
each attachment pattern. In line with psychodynamic theory, attachment theory provides a
conceptualisation of BPD where later experiences are not independent of the pre-existing structures

developed during early experiences.

Interaction of biological and psychosocial factors. The biopsychosocial model of BPD posits
that biological, psychological, and social risk factors interact and account for the development of BPD
(Paris, 1994). Biological vulnerabilities such as temperamental features (Rutter, 1989) and genetic
polymorphisms are suggested to interact with adverse environmental conditions (trauma) during

childhood (Bozzatello et al. 2021).

BPD and the medicalisation of trauma responses

BPD, and personality disorders in general, are critiqued for the use of the medical model and
the over-pathologisation of human distress (Warner & Wilkins, 2003). It is inferred that emphasis
should be placed on the ways an individual responds to trauma (i.e. trauma responses) being
considered normal reactions to what has happened to an induvial, as opposed to a defect in their
‘disordered personality’ (Warner & Wilkins, 2003). Taylor (2020) argues that any human that has
experienced trauma by abuse or exploitation would present with enough of the symptoms to

constitute a diagnosis of personality disorder. Individuals with a diagnosis of BPD are often
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characterised based on their emotional turbulence, a lack of insight regarding self and others, and
the recurrent collapse of interpersonal relationships (Holm & Severinsson, 2008). However, Taylor
(2020) infers that these feelings are justified in traumatised and abused women and therefore should
not equate to a disorder or diagnosis. Those labelled with BPD have often experienced CSA (Ussher &
Ussher, 2011), similarly to those historically labelled with hysteria. Ussher (2013) emphasises that
through gender role stereotypes and sexism, ‘difficult women’ are continuously diagnosed and
pathologised with BPD; by ignoring the male perpetrators and pathologising trauma responses, it can

be argued that the patriarchy continues to depoliticise sexual abuse (Cohen, 2016).

BPD and Sex differences

BPD has become known as a ‘women’s diagnosis’ (Becker, 2000). A 3:1 female to male ratio is
suggested within those diagnosed with BPD (Skodol & Bender, 2003). Grant et al. (2008) suggests
that the reason for this disparity is due to diagnostic bias. However, there is also evidence that
argues there is no difference in the prevalence of BPD among males and females (Grant et al. 2008).
Despite previous research suggesting that clinicians have a female gender bias regarding a diagnosis
of BPD (Henry & Cohen, 1983; Giacalone, 1997), there are indications of no evidence of this bias
(Strain, 2003; Woodward et al. 2009). Sansone and Sansone (2011) suggest the appearance of
gender disproportion can be explained by sampling bias (Skodel & Bender, 2003; Bjorklund, 2006).
Where women with BPD are more likely to engage in self-directed self-harm, they are more likely to
be in mental health settings. Studies conducted using these settings are expected to reflect that
more women than men have a diagnosis of BPD. This suggests that the prevalence of BPD may not
be gender disproportionate, but the ‘symptomology’ (i.e., trauma responses) and behaviours
presented may differ. Tate et al. (2022) infer that because of this bias, males would need greater
symptom severity to receive a diagnosis of BPD which leads to a difference in symptom severity
between the sexes. Further research, outside of psychiatric settings, is required to explore
differences in the symptomology of BPD between sexes and whether this can be explained by

diagnostic bias.
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Langer (2016) examined 20 years of germane Canadian case law focussing on legal,
psychological, criminological, narrative and ideological representations of BPD in women. In
consideration of themes of gender, mental disorder and culpability, they found that the diagnosis of
BPD pathologises women whose presentation demonstrates “adaptive responses to trauma, conflicts
of selfhood and safety” (pg. 69). Having identified that many individuals with borderline traits have
often experienced early and/or extensive abuse, as well as abuse by healthcare professionals, Langer
(2016) comments on the importance of recognising “the extent to which BPD is linked to gendered

social exploitation and structural inequality and disadvantage” (pg. 81).

A diagnosis of BPD as a form of oppression

Shaw and Proctor (2005) argue that a diagnosis of BPD pathologises women for their
responses to oppression because it fails to locate and understand distress within its social context.
They argue that the diagnosis diverts from the aetiological importance for psychological distress of
the experience of CSA specifically. Shaw and Proctor (2005) suggest that “according to a social
constructionist model, BPD (like witchcraft and hysteria) is constructed as a deviation, in this case

from the concepts of rationality and individuality” (p. 485).

Reinforcing literature discussed earlier (Russell, 1987), Cohen (2016) explores how the
mental health system has aimed to control women and their experiences (including emotions and
behaviour) through diagnoses of hysteria and BPD. Cohen (2016) considers psychiatry as a means of
reinforcing gender roles where deviation from these is pathologised. For example, hysteria reinforced
the dominant sex roles of the nineteenth century in which women rejecting the idea of ‘home life’
being the ‘natural’ place for women were pathologised. A shift in gender roles now sees the 21
century woman as expected to both reproduce, to ensure a future workforce, and participate in the
flexible labour market (Cohen, 2016). They suggest that through the social construction of mental

health disorders, psychiatry has responded to this shift with the label of BPD, to monitor and control
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the modern woman who cannot or will not conform, “reinforcing expected gender roles within the

more fluid, neoliberal environment” (p. 163).

Within clinical practice, Luhrmann (2000) indicates that psychiatrists’ dislike and hold a bias
against the women they label with a personality disorder. Reinforcing the further oppression of
women, this suggests that the diagnosis of BPD itself contains negative connotations of the women
receiving this diagnosis. Timoclea and Taylor (2020) conducted more recent research into
professional attitudes around BPD in forensic settings. Some participants (professionals) found the
use of the medical approach to label women’s responses to trauma to be inappropriate and
emphasised the importance of validating women’s responses. However, other participants stated
that increased medicalisation increases validation of women’s experience of trauma. These
participants further displayed a negative attitude towards those diagnosed with BPD, as well as the
idea that some women may resist the idea of being traumatised as their understanding of ‘traumatic’
may be too narrowly defined. Timoclea and Taylor (2020) openly address researcher bias throughout
the study due to their own experiences of receiving a diagnosis of BPD; however, it is also noted that
neutrality in qualitative research does not exist (Braun & Clarke, 2006). Despite limitations, this study
highlights valuable suggestions for future research including exploring women'’s descriptions of their
psychological distress and the importance of informed decision making around individuals’ diagnosis

in general.

The pathologisation of women is further emphasised through the medicalised ‘treatment’ of
BPD. Duggan et al. (2008) examined research evidence from randomised control trials (RCTs)
investigating pharmacological treatments in people with a diagnosis of personality disorder who
display aggressive tendencies. Overall, there was a limited evidence base to warrant intervening with
medication to treat personality disorder. RCTs are pivotal in evidence-based practise, indicate
scientific credibility (Hicks, 1998) and are considered vital when informing clinical decisions

(Cochrane, 1972). However, RCTs may amplify or undervalue the likely real impact of medication in
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‘treating’ BPD. Zabor et al. (2020) identify that “because RCTs are highly controlled, the inclusion and
exclusion criteria may lead to a homogeneous patient population, thus limiting the generalizability of
the results to the broader population of patients with the condition being studied” (p. S83). This
homogeneity is often achieved through psychiatric diagnoses which, as discussed previously, has
been criticised regarding reliability and validity (Johnstone, 2019). This is suggested as further
evidence that female aggression continues to be pathologised and socially controlled due to

inexplicable offensiveness towards patriarchal-constructed femininity (Timoclea, 2019).

This review also identified literature suggesting the advantages of a diagnosis of BPD. Paris
(2011) states that it provides a “conceptual framework for psychopathology, predicting outcome,
predicting response to pharmacotherapy, and supporting the prescription of psychotherapy” (p. 45).
Despite exploring these advantages, Paris (2011) also identifies that the diagnosis remains
problematic. They considered it the best option among alternatives, as re-diagnosing patients with
other mental disorders will be of little benefit and those diagnosed do not respond to the same
treatments. Receiving a diagnosis of BPD is also commended in relation to access to early
intervention (Kaess et al. 2014); however, the notion that a person would need to accept being

‘personality-disordered’ to access support is challenged (Timoclea, 2019).

Impact - Lived experience

Ramon et al. (2001) expressed that research surrounding personality disorder does not
encapsulate the experience of being diagnosed as personality disordered. They conducted a study
using researchers who also have a diagnosis of personality disorder to reduce self-censorship based
on social desirability. The findings emphasise the negative impacts of the label and the disparity
between the users’ perception of their distress and professional perspective. It is suggested that by
ignoring people’s traumatic experiences and depressive feelings, people are more likely to present as
more ‘self-destructive’ and ‘uncontrollable’ to seek proper attention (Ryle et al. 1997). This reinforces

the cycle of pathologisation, in a mostly female sample, that once a diagnosis of personality disorder
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is given, all trauma responses are considered part of the ‘symptomology’. There are ethical concerns
raised by the notion that each researcher went through a personal and mental distress crisis during
the study. It is unclear whether this was due to re-traumatisation from the study or other
experiences therefore the impact on the results obtained is ambiguous. However, as the first study of
its kind, the attempt to “bring focus back from surface manifestation to living human beings, their
contextualised personal histories, experiences and interpretations of these” (p. 13) specificto a

diagnosis of personality disorder is considered valuable within this review.

There is conflicting research on the impact of receiving a diagnosis of BPD (Horn et al., 2009).
Shepherd et al. (2017) conducted 41 qualitative interviews with female offenders aiming to explore
the lived experiences of recovery of individuals given the diagnosis of a personality disorder. For
women who felt that their distress was not taken seriously, BPD diagnosis allowed a sense of
validation and legitimacy for women in a prison environment. The study also stipulates that a BPD
diagnosis puts women at a significant disadvantage, and it creates damaging consequences regarding
women’s self-esteem. Many women suggested there was a stigma associated with being ‘personality
disordered’, especially for those already contending with the stigma of ‘offender’. Hence, the
combination of the stigma associated with BPD (difficult, untreatable and an inability to cope (Ring &
Lawn, 2019)) and the stigma associated with women who have been subject to sexual violence
(victim-blaming messages, self-blame, and shame (Kennedy & Prock, 2016)) can be assumed to have
a detrimental impact. Research exploring this specific phenomenon would develop the knowledge

base on the impact of a diagnosis of BPD specific to women who have been subject to sexual trauma.

Ng et al. (2019) further provide mixed evidence surrounding the lived experience associated
with recovery in BPD for women. They found that a BPD diagnosis was considered a ‘turning point’
and aided individuals to conceptualise their experiences by validating emotional intensity. Only in a
minority of the sample did they find the diagnosis was dismissed. However, similarly to Shepherd et

al. (2017), they found the discrimination and stigma surrounding a diagnosis of BPD encouraged



39

negative experiences. These negative experiences included not seeking help due to “traumatic
experiences as a result of having the diagnosis” (p. 4). By using a retrospective approach, the
conclusions made from this study are difficult to compare to other individuals. For example, as
recovery is not a static process, there is a possibility that participants that considered themselves
‘not recovered’ may have had a different opinion at different stages of their recovery (Ng et al. 2019).
Though helpful in developing an understanding of the lived experience of BPD, the results represent
the experiences of these women at the time of data collection; specifically, it cannot be assumed the
same findings would arise for women who have been subject to CSA and received a subsequent

diagnosis of BPD.

A recent systematic review (Lester et al. 2020) concluded two overarching themes regarding
the lived experience of a diagnosis of BPD: positive and negative experiences. Lester et al. (2020)
suggested that perhaps ‘how’ a diagnosis is delivered is more important than ‘what’ diagnosis. It is
suggested that trust would provide a different, and potentially more therapeutic, context for the
delivery of a diagnosis (Nehls, 2000). However, Starzynski et al. (2017) suggest that all aspects of
women’s lives (including assault experiences) need to be considered when trying to understand how
women experience mental health care. It is unclear whether Lester et al. (2020) findings can be
directly applied to women who have been subject to CSA and received a subsequent diagnosis of
BPD. Their experience of assault will impact their experience of mental health services. Furthermore,
the expectations when seeking support from mental health services may determine the way in which
a diagnosis is perceived (i.e., normal trauma responses being pathologised or seeking validation for

unexplainable emotional intensity (Taylor, 2022)).

The link between CSA and BPD

This section of the literature review will present 8 papers identified through the
systematically informed search strategy described above, alongside any additional papers identified

through references and google scholar searches. With many of those diagnosed with BPD having
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been subject to sexual abuse in their childhood (Ussher, 2011), the pattern of psychiatry to
depoliticise sexual abuse and pathologise the individual’s responses to sexual trauma has continued
long after the earlier work of Breuer and Freud (1893-1895/1955). Thus, it is vital to consider the

surplus of literature surrounding the interplay between these phenomena.

Several studies of clinical populations note the relationship between BPD and childhood
traumatic experiences, most notably CSA (For example, Bryer et al. 1987; Landecker, 1992; Linehan,
1993). This search identified the most recent systematic review conducted by de Aquino Ferreira et
al. (2018). They explored sexual abuse (including both childhood and adulthood) as a predictor of
BPD diagnosis. This study will be used to provide an overview of research into the link between BPD
and CSA conducted before 2018. They suggest that sexual assault plays a key role in BPD, particularly
in women. CSA was considered a crucial risk factor for BPD and adult sexual abuse rates were
significantly higher in BPD patients compared to other personality disorders. It is important to note
that de Aquino Ferreira et al. (2018) did not include some relevant papers conducted pre-1997 and
that heterogeneity in samples prevented a meta-analysis. However, Porter et al. (2019) conducted a
meta-analysis aiming to explore the association between childhood adversity and BPD. They found
that patients with BPD were over 13 times more likely to report childhood adversity than non-clinical
controls and more likely to report childhood adversity than other clinical populations. This reinforced
similar themes noted by de Aquino Ferreira et al. (2018). Further critique of de Aquino Ferreira et al.
(2018) highlights that many of the studies included only inpatient samples so little is discussed
around less severely ill and community populations, and this is suggested as the focal point of future

research.

Barbieri et al. (2022) presented a case example that explored the trauma pathways that
might precede the development of severe psychiatric disorders. They also explored the development
of profound impairment in a person’s developing personality. The individual presented had

experienced CSA and later received a diagnosis of BPD. They acknowledged the difficulty in
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calculating how many episodes of trauma the woman had experienced, however stated that
traumatic experiences of a sexual nature (as well as those of a religious nature) had a major impact
on the individual’s personality development. Barbieri et al. (2022) concluded that the “analysis of the
pathways of trauma, as described by the subject, is important for the assessment of BPD whose
multifactorial interactions have yet to be examined in depth” (pg. 13). Thus, this research
emphasised a link between BPD and CSA, whilst also noting the importance of hearing an individual’s
perspective of childhood trauma when considering a diagnosis. This case report only presented one
individual; thus, the generalisability of the findings is questioned, particularly when attempting to

evidence the link between BPD and CSA.

Godbout et al. (2019) examined an integrative model of parental (both maternal and
paternal) maltreatment, including CSA, and insecure attachment. They explored these in relation to
predicting ‘borderline personality related symptoms (BPRS)’. The findings provide further evidence
that a history of childhood maltreatment may be directly related to symptoms associated with BPD.
However, a cross-sectional design cannot be considered proof of causality and representativeness is
limited due to a convenience sample being used. Additionally, only parental maltreatment is
explored which limits the findings relevant to CSA to that perpetrated by a parent only. Despite
limitations, by exploring BPRS (as opposed to a BPD diagnosis) this study provides evidence of the
etiology of trauma responses (anger, tension reduction behaviours suicidality, dysfunctional sexual
behaviours, and impaired self-reference) enabling recommendations for gender-specific

interventions for men and women presenting with BPRS.

Nuanced relationship between CSA and BPD

Though overall associations between childhood trauma and the development of BPD are
strong and consistently identified, Maclntosh et al. (2015) emphasise the complexities in the
relationship between childhood trauma and BPD. Thus, a simple association between CSA and BPD is

considered an oversimplification (Paris & Zweig-Frank, 1992). Parker et al. (2018) aimed to reveal
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whether different developmental influences show specificity to different manifestations of BPD. 49%
of the sample disclosed CSA and this was found to show specificity in being linked with affective
instability, as defined by the Diagnostic Interview for Personality Disorders (DIPD). They infer that
different manifestations of BPD are likely to be shaped by both specific and non-specific
developmental events. Despite showing small evidence of specificity, this was weak. This might be
accounted for within limitations of the study where the set of developmental factors was relatively
small and retrospective self-reporting was used throughout. However, albeit weak evidence, if
certain BPD manifestations are related to certain traumatic events, it is vital that further research is
conducted as this might inform targeted interventions where emphasis is placed on both the
expression of BPD symptoms and the aetiological factors associated.

Izdebska (2021) noted that although many studies examine the relationship between CSA
and later personality disorders, there are many uncertainties within the nuances of this complex
relationship. Thus, they explored child sexual abuse survivors’ vulnerability to personality disorders,
in consideration of the variable of personality organisation (specifically borderline personality
organisation) and the role of CSA characteristics. The findings support previous research around the
association between CSA and later personality disturbances. lzdebska (2021) also commented on the
importance of recognising that CSA is not an isolated phenomenon but is actually “encompassed
within the family context in which it occurs” (pg. 17). They suggest that more effective diagnosis and
treatment could occur if this insight is used. However, family context (and other forms of abuse)
were not controlled for in this study. Noting that single forms of abuse are relatively uncommon
(Herrenhohl & Herrenkohl, 2009), this limitation has likely implications for the validity of these
results. Regardless, it is important to consider the complexities of the relationship between CSA and
later personality disturbance, particularly throughout this literature review where many of the
studies use a cross-sectional design where causality cannot be determined.

Dissociation is considered more severe in patients with BPD (Zanarini et al. 2000), and a

central component in the development of trauma-related disorders (Liotti, 2004). As such, Khosravi
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(2020) aimed to investigate the role of early maladaptive schemas in the relationship between child
maltreatment and dissociation among patients with BPD. CSA was explored within the construct of
‘child maltreatment’. Contrasting to other research, they found that levels of dissociation varied
across participants with BPD, and CSA was not associated with dissociation. Important limitations
are noted where the findings are difficult to generalise based on a small sample size and the
selection of participants from one geographical area, as well as a cross-sectional study design. These
limitations mean that a comprehensive understanding of the causal relationship between symptoms
of BPD and dissociation, as mediated by CSA, cannot be obtained. However, these findings offer
critical clinical implications where clinicians must carefully evaluate levels of dissociation instead of
the assumption of severe levels amongst BPD patients. This reinforces the need for trauma-informed
and person-centred interventions for individuals who have experienced childhood maltreatment
(including CSA).

Research indicates that body evaluation is negative in women that have been diagnosed
with disorders related to CSA, including BPD. However, Kleindienst et al. (2019) identified that it was
unclear whether this negative evaluation remains ongoing after symptomatic remission, whether it
is focussed on sexually connotated areas, and/or whether it depends on CSA. Thus, they aimed to
compare body evaluation across three groups: (1) current BPD (2) remitted BPD and (3) healthy
controls. They also explored whether CSA and/or sexual connotation played a moderating role. They
found that for women in the ‘current BPD' group evaluation of their body was generally negative.
Whereas it was found to be positive in the remitted group. However, positive evaluation was firmly
associated with neutral body areas and not sexually connotated areas. This negative evaluation was
significantly related to CSA highlighting its long-term impact, even after remission from BPD is
suggested to have been achieved. Kleindienst et al. (2019) state the limitations associated with the
small sample size and recruitment from primarily a university setting. They also acknowledge that by
utilising a cross-sectional design, all inferences about causal relationships remain largely speculative.

These limitations reinforce the need to replicate these findings in future research. This study
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highlights the opportunity for future research to investigate the consequences of highly negative
body evaluation of sexually connotated body areas, as well as emphasising the nuances within the
link between CSA and BPD.

As noted throughout this section, many of the studies conducted around the link between
CSA and BPD are cross-sectional in design, where a clear correlation between child abuse/trauma
and BPD cannot be established. Hence, Mainali et al. (2020) conducted a literature review to explore
“the possible epigenetic modifications and neurobiological changes due to early life stressors and
related to the development of BPD into adulthood” (pg. 1). They also hoped to use this insight to
further expand knowledge on the sex distribution of BPD. They found that any form of child abuse
(including sexual) can lead to long-term neurobiological and permanent morphological changes in an
individual’s brain. These changes can lead to the personality changes and behavioural symptoms
associated with BPD. They also found that although the literature suggests that BPD is diagnosed
more often in women, prevalence of BPD is similar between sexes, due to women being more likely
to seek help. There are notable limitations with this literature review. The study does not distinguish
between various types of childhood abuse and traumatic experiences and their individual effect. It
also does not account for demographic variables that might play a specific role in the development
of BPD. These limitations must also be considered regarding application to this thesis, where focus is
placed specifically on CSA and BPD. Although this study provides promising evidence of a tentative
causal relationship between childhood trauma and BPD, further research is required to understand

the complexities within this relationship on a genetic level, as well as clinically.

Critical Appraisal of the link between CSA and BPD

Sansone et al. (2002) conducted a study to explore the relationships among childhood abuse
(including sexual abuse, physical abuse, emotional abuse and witnessing violence) and BPD and self-
harm. They identified that childhood abuse demonstrates a complex relationship with BPD. Sansone
et al. (2002) state that “if BPD is genuinely a syndrome related to childhood trauma, it would appear

to be a preventable disorder” (pg. 54). However, not everyone who experiences ‘BPD
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symptomology’ has a stereotypical trauma narrative (Timoclea, 2019), and not every woman who
has been subject to sexual trauma will receive a diagnosis of BPD. 20-45% of clients with BPD do not
have a history of CSA and 80% of those with a history of CSA do not show ‘BPD symptomology’
(Goodman & Yehunda, 2002). There are many studies that found contrasting evidence where a
history of CSA is not necessarily linked with the development of BPD (Salzman et al. 1993; Widom et
al. 2009; Zweig-Frank et al. 2006). In conducting a meta-analysis, Fossati et al. (2000) found
contrasting findings concerning the association between CSA and BPD to those discussed. They
provide evidence of women in the community who have received a diagnosis of BPD but do not
relate their manifestations of distress to traumatic life experiences. Fossati et al. (2000) acknowledge
the limitations of meta-analytic studies including retrievability bias and exclusion of unpublished
studies which may have meant the study was not representative of all studies conducted. Therefore,
these results must be taken lightly in disputing the suggested causal link between BPD and sexual

trauma (Battle et al. 2004).

Despite mixed evidence, the historic tendency to pathologise female distress specific to
sexual trauma, alongside the overwhelming evidence highlighting a causal link between a diagnosis
of BPD and CSA, cannot be ignored. With the suggestion that the rate of sexual violence is not
dropping (Borumandnia et al. 2020), the discussed prevalence statistics indicate that diagnoses of
EUPD/BPD among women who have been subject to sexual violence will also continue to rise. It is
paramount that future research continues to explore this causal link, as well as addressing a paucity
of insight into how this link is perceived by those who have received a subsequent diagnosis of BPD

following CSA.

Chapter Summary

This review explored the medicalisation of trauma responses and the gender disparities in
emotional labelling. It suggested that women are pathologised for their normal reactions to

distressing situations, though also noted the reported benefits of a diagnosis relating to these
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trauma responses/symptoms. The biomedical model approach to sexual trauma considers trauma
responses as abnormal, behaviours to be ‘fixed,” and symptomatic evidence for a psychiatric
diagnosis. Critique of the medical model and dominant diagnostic manuals demonstrates the
oppressive nature of the foundations from which women are judged against. The pathologisation of
women who deviate from gender roles has been considered regarding a diagnosis of BPD; it is
suggested that BPD exists to reinforce gender inequalities where “the act of psychiatric diagnosis
ignores the context of a woman'’s distress by defining her as an individual ‘defective’” (Shaw &
Proctor, 2005, p. 488). This review has identified a mixed evidence base for the causal link between
sexual trauma (adulthood and childhood) and a diagnosis of BPD. It considered BPD as an example of
the medicalisation of normal responses to sexual trauma and evidence of using psychiatric diagnosis
to further oppress women. Thus, as shown by prevalence statistics, an endemic of sexual violence
against women is suggested to be protected and reinforced (Armstrong et al. 2018). Research
surrounding the lived experiences of a diagnosis of BPD encapsulated both positive and negative
consequences, though little was found on the lived experience of a subsequent diagnosis of BPD for

women who have been subject to CSA.

Gaps in the literature

This review highlighted the following gaps within the literature that could be used to inform

future research:

e Alack of qualitative research exploring the impact of the medicalisation of trauma
responses for women who have been subject to sexual trauma.

e Further research is needed to investigate the differences in symptomology of BPD
between males and females outside of psychiatric settings to further explore diagnostic
bias (Skodol & Bender, 2003; Bjorklund, 2006; Tate et al, 2022). Much of the research
focusses on inpatient samples. This highlights the need for research targeting community

samples where individuals might be considered less acutely unwell.
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e Due to mixed findings (de Aquino Ferreira et al, 2018; Ramon et al, 2001; Fossati et al,
2000; Battle et al. 2004), further research is needed to explore the causal link between
sexual trauma (childhood and adulthood) and BPD.

o Following a recent systematic review (de Aquino Ferreira et al, 2018), further
research is needed to explore the emerging suggestion of a link between
adulthood sexual trauma and BPD.

o Alack of qualitative research exploring how the link between childhood and/or
adulthood sexual trauma and BPD is perceived by women who have received a
subsequent diagnosis of BPD following sexual trauma was identified.

e Inrelation to trauma informed care, further research is suggested to explore women'’s
descriptions of their psychological distress and whether they consider it ‘traumatic’
(Timoclea & Taylor, 2020).

e A recent systematic review (Lester et al. 2020) suggests that how a diagnosis is given is
more important than what diagnosis. Research is needed to consider whether these
findings can be applied to women receiving a subsequent diagnosis of BPD following
childhood and/or adulthood sexual trauma.

e Alack of qualitative studies exploring the lived experience of women receiving a

subsequent diagnosis of BPD following CSA.

Conclusion

In conjunction with recent change, this review provides opportunity for future research that
may improve guidelines surrounding a BPD diagnosis and inform practice when working with women

who have been subject to childhood and/or adulthood sexual trauma.

By continuing to define trauma responses as symptoms of psychiatric illness rather than
realistic responses to an unacceptable reality, the cycle of pathologisation will continue where

women are invalidated and silenced. Underpinned by humanistic values, counselling psychology
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understands distress as responses and reactions to what has happened to a person, rather than what
is wrong with them (Watson, 2019). Thus, it is pertinent to address the gaps identified within this
literature review to further enable counselling psychologists and psychotherapists to provide an
appropriate environment within therapy to validate and support women experiencing distress
following sexual trauma without pathologising normal trauma responses. Thus, this thesis seeks to
give a voice to women who have experienced CSA and since received a diagnosis of BPD to address

the following research questions:

e How do women experience receiving a diagnosis of BPD/EUPD following CSA?

e How do women consider the impact of their diagnosis of BPD/EUPD?

e How do women experience the link between CSA and symptoms of BPD/EUPD?

e How do women experience the link between CSA and the diagnostic label of BPD/EUPD?

e How do women experience the subsequent treatment following a diagnosis of BPD/EUPD?
Given the prevalence of violence against women, this study hopes to allow opportunity for the way

in which we validate and support these women to change.
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Chapter 3 — Methodology

Overview

Chapter 3 will begin by outlining the aims of this research project, offering justification for
the methodology chosen. | will provide an insight into the theoretical and philosophical underpinning
of this research study, including the integration of a feminist social constructionist epistemology. By
providing a rationale for the chosen research methodology, | will explore the advantages alongside
competing approaches. The research procedure will be explained in detail including specifics on the
recruitment process, participant information, materials, and data collection. To conclude, ethical

considerations will be highlighted for the entire research process.

Aims

Overall Aims

The rationale for this study is to provide an insight into the lived experience of a subsequent
diagnosis of BPD specific to women who have been subject to CSA. With a plethora of research
indicating a link between CSA and a diagnosis of BPD, it is vital to address the gap identified within
the literature and explore how the women receiving this diagnosis experience this link. Thus, the
expected outcomes of this study are to provide professionals with a better understanding of the
impact of a diagnosis of BPD to create a greater knowledge base around this. By listening to the
experts of this actuality and focusing specifically on the lived experiences of these women, | aim to
ensure the voices of these women are at the centre of the findings. As well as this experiential aim,
by considering the findings through a feminist lens, | aim to explore how the participants individual

stories could be collectively assembled towards institutional change (Thomson, 2017).

Contribution to Counselling Psychology
The proposed study hopes to give these women a voice where their experience can be heard
and utilised to inform practice when Counselling Psychologists, and other professionals, are working

with women who have been subject to CSA. Underpinned by humanistic values, counselling
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psychology understands distress as responses and reactions to what has happened to a person,
rather than what is wrong with them (Watson, 2019). The research hopes to aid counselling
psychologists and psychotherapists to provide an appropriate environment within therapy to validate
and support women experiencing distress following CSA, including those having since received a
diagnosis of BPD. Thus, conducting this research offers the potential for positive outcomes in
comparison to the existing status quo; future research targeting treatment protocols might be
informed by the lived experience of women who have received a diagnosis of BPD following CSA.
This hopes to encourage an environment where focus is less on symptom reduction and more on the
implementation of a trauma-informed approach to alleviate the iatrogenic harm within the

foundations of psychiatry.

Methodological Rationale

Following the selection of a chosen subject area and successive research questions,
qualitative research methodology was deemed an appropriate fit. Qualitative research was identified
as best suited to the aims of this research because it provides an opportunity to explore the meaning
participants make of their own experiences (Morrow, 2007), whilst giving an opportunity for deeper
exploration and insight into potentially unexpected findings. Within quantitative research, data is
assessed by using statistical methods, however qualitative research identifies themes directly from
qualitative fieldwork (Elliot et al. 1999). Thus, qualitative research allows for the nuances of human

experience to be considered specific to a diagnosis of BPD, following CSA.

Design
Qualitative Approach Utilised

Interpretative Phenomenological Analysis (IPA), as outlined by Smith et al (2003), is the
chosen qualitative approach for this research study. During the write up phase of analysis, | became

aware of an updated version of this IPA guidance by Flowers et al. (2022) and thus began integrating

this from this point. As opposed to trying to correct experience or excessively abstract categories, IPA
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is dedicated to the examination of how people make sense of key life experiences — in this case, a
subsequent diagnosis of BPD following CSA (Smith et al. 2009). IPA will allow participants to explore
different parts of their experience and their connections to discover a common meaning between
them. This allowed each participant opportunity to reflect on the significance of what has happened

and work out what it means to this individual.

The Theoretical Underpinning of IPA

Ontology can be considered “the philosophical study of being...ontology describes what can
be known” (Berryman, 2019, p. 272). IPA encapsulates three ontological principles (Smith et al.
2009): Phenomenology, hermeneutics, and ideography. Phenomenology gathers understanding by
examining experience specific to an individual(s) (Smith, 2017). Initiated by Husserl,
phenomenological philosophy enables IPA to examine and comprehend lived experiences.
Simultaneously, IPA recognises that through exploring meaning, both the participant and | are
subject to a level of interpretation. Thus, a persons’ experience of a diagnosis of BPD is not an
objective phenomenon and requires reflection and interpretation to adequately comprehend it.
Hermeneutics is the theory of interpretation and forms the second principle of IPA. IPA functions
within a double hermeneutic in which | attempt to understand the participant making sense of their
world (Smith & Osborn, 2015). Ideography constitutes the third principle of IPA. This refers to the
commitment to an in-depth focus on a particular and specific experience as opposed to an
overarching or universal understanding (Shinebourne, 2011). Thus, IPA allows for the experience of
each participant to hold presence within the final report (Smith, 2017). Specific to this study, this
facilitated the exploration of how women, who have been subject to sexual trauma, understand and

experience their diagnosis of BPD, as an individually lived phenomenon.

Epistemological positioning
IPA and social constructionism. IPA is considered a highly adaptable methodology (Pringle et

al. 2013). The combination of different epistemological positions offers the opportunity to elicit rich
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analytic insights due to differing sensitivity to different parts of the data, suggested to enhance rigor
(Madill & Gough, 2018). Phenomenology gathers understanding by examining experience specific to
an individual(s) (Smith, 2017). Social constructionism maintains that individuals’ experiences of

themselves and the world are grounded in context and consistently changing.

The interpretative phenomenology attributed to IPA seeks to establish the meaning
participants make from their experience of a diagnosis of BPD, following CSA. It does not seek to
establish how these meanings have come to be. Thus, by combining phenomenology and social
constructionism, | attempt to attend to the social forces that are, in part, responsible for the
meanings that emerge. Methodologically, | will hold the phenomenological focus of IPA, whilst my

commentary in the discussion may be guided by social constructionism.

IPA and Feminism. The principles of counselling psychology challenge traditional empirical
approaches to research, where greater consideration of the nuances of human experience is
suggested (Rennie, 1994). In recognition of the patriarchal and colonial structures within Western
science, many researchers now consider feminist approaches to research to interweave the voices of
women, and other underrepresented groups, into the research process (Leavy, 2011). This avoids
reductionism specific to the meaning within data and promotes pluralistic approaches to research
(Frost et al. 2011). IPA is suggested to be an appropriate and compatible methodological approach
with feminist epistemologies (Cohen et al. 2021). IPA acknowledges that people can only be
understood within their own world and thus, biases cannot be eradicated (Converse, 2012).

Henceforth, IPA is considered a flexible method, where pluralist approaches are welcomed.

It is suggested that “a feminist approach with IPA helps recognise difference and power
imbalances and acknowledges the impact of wider structural factors on the research process and on
the women’s lived experiences” (Clifford et al. 2018, p. 238). Where a traditional IPA study would
stop at representing an experience at a micro-level, using a feminist approach to IPA will consider

what these experiences “tell us about patterns within larger societal and institutional systems of
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power” (Cohen et al. 2021, p. 927). Thus, the complimentary combination of IPA and feminism
means that a subjective and personal account of a diagnosis of BPD/EUPD following CSA can be
explored, whilst considering the dynamics of systemic power and how these may have influenced
the experiences being shared. Cohen et al. (2021) further states that whether these dynamics were
explicitly evident in a participants account or not, it is imperative to explore the data by examining
how these subtleties relate to a person’s experience.

There are few papers that use feminist IPA and provide a clear pathway to combining the
approaches (Clifford et al. 2018; Kastrani et al. 2015; Koyuncu Lorasdagi, 2009; Leve et al. 2011).
When exploring the standpoints of minoritised students on their ‘multi-cultural and social justice
counselling competency training’ in Canada, Cohen et al. (2021) address how IPA was combined with
Feminist Standpoint Theory (FST). They state that IPA analysis (Smith et al. 2009) alone was not
enough to address the research goal of examining systemic dynamics, in line with FST epistemology.
Hence, they imbedded active exploration and interpretation of systemic dynamics within each step
of the IPA data analysis. However, for the purposes of my research, to avoid methodological
compromises, | will utilise traditional IPA analysis. The present study will remain focussed on a
particular micro-level experience (a diagnosis of BPD/EUPD following CSA) for the participants and
then later, in the discussion, consider findings through a feminist social constructionist lens. “The
power of the IPA study is judged by the light it sheds within this broader context” (Smith & Osborn,
2007, p. 56). Accordingly, linking women’s experiences, that will be identified within this IPA
analysis, to the wider feminist literature (Clifford et al. 2019) aims to develop a more nuanced
picture of women’s experiences of a subsequent diagnosis of BPD following CSA that is sensitive to
the wider issues of gender, women’s sexuality, and power. Counselling psychology emphasises
subjectivity and the intricacies in human experience where an objective ‘truth’ is impossible (Rennie,
1994). In line with the principles of counselling psychology, integration of a feminist approach will
“strengthen the IPA method by incorporating an understanding of how larger systemic dynamics

influence the personal process of meaning-making” (Cohen et al. 2021, p. 930).
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Rationale for the use of IPA

Advantages

Smith and Osborn (2003) provide a detailed and step-by-step guide to conducting an IPA
study whilst also highlighting the threat of this creating rigidity. These recommendations will allow
use of this framework as a guide rather than a prescriptive procedure. This flexibility allows

exploration of the complexities and nuances of human experience specific to this phenomenon.

As per the guidelines (Smith et al. 2009), the recommended sample size for an IPA study is
smaller than alternative qualitative methods, with 4-10 interviews indicated as a suggested sample
size. IPA allows for the full appreciation of each individual participant and ensures that the ‘whole
person’ remains at the forefront of the data. The idiographic nature of IPA means that attention is
placed on a specific phenomenon in a specific context, thus the small number of participants
‘represent’ a particular perspective rather than a population. The perceptions and understandings of
these participants will be explored as opposed to nomothetic approaches where only generalised
group claims are made. This means that using IPA enables encapsulation of a shared commonality

rather than generalisable findings (Shinebourne, 2011).

As suggested, IPA exists within a double hermeneutic where | am trying to make sense of a
participant making sense of their experience. This indicates that objectivity is impossible. Use of IPA
allows consideration of personal bias and the inevitable influence | have over the findings (Smith,
2007). By critically exploring and reflecting upon this, Smith (2007) suggests that this enhances the

understanding of the IPA process.

Further appeal to IPA comes from its integrative nature. It has the capacity to make links
between insights into research participants and key theoretical frameworks: cognition, language,
culture and narrative, embodiment, and emotion (Smith et al. 2009). For example, the relationships
participants make with world through sense-making activities (such as conversation), creates a link

directly to cognitive psychology (Much, 1995).
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The methodological standpoint of IPA is aligned with the philosophical underpinnings of
counselling psychology. Therefore, it is considered as a relevant qualitative approach used to inform
the future practice of Counselling Psychologists and other mental health professionals. During a
therapeutic interaction, a therapist has access to a client making meaning of their world and then
tries to make sense of this experience through their own lens; this mirrors the process that occurs

within IPA making this a suitable approach for the aims of this study.

Competing qualitative approaches

Acknowledging that there is rarely one ideal method for a research project, it is important
that | justify that the use of IPA “fits’ the projects purpose and that alignment between theoretical
assumptions, research questions and methods is observed (Braun & Clarke, 2020). Several
appropriate qualitative methods have been considered in relation to how they best fit the main
qguestions. These include critical narrative analysis, grounded theory, discourse analysis and thematic

analysis.

Critical narrative analysis. Critical narrative analysis (Langdridge, 2008) was considered as it
would allow acknowledgment of agency to the participants and the inference of causal links between
experiences (Murray, 2008). The aim of critical narrative analysis is to identity key narratives,
followed by an interpretation of suspicion to the analysis, predominantly through the lens of social
theory. However, narrative analysis focuses on just one way of meaning-making. As focus is placed on
the limitations/prospects these structures place on the human experience (Smith et al. 2009), it was

thought that this approach would limit exploration of the full experience of the individual.

Grounded theory. Grounded theory (Birks & Mills, 2015) aims to “generate a theoretical-
level account of a particular phenomenon” (Smith et al. 2009, pg. 275). In contrast to IPA, grounded
theory requires a larger participant sample which pushes towards a resultant theoretical claim.
Whereas IPA focuses more on “micro analysis of individual experience, with the texture and nuance

arising from the detailed exploration and presentation of actual slices of human life” (Smith et al.
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2009, p. 276). Using IPA initially to explore the nuanced experience of a diagnosis of BPD following

CSA may create and compliment a subsequent grounded theory study.

Discourse analysis. Particularly due to the emphasis placed on the use of a feminist lens,
discourse analysis was considered as a viable methodological approach to address the proposed
research questions. “Discourse analysis examines how language is used to accomplish personal,
social, and political projects” (Starks & Brown Trinidad, 2007, p. 1372). However, one of the main
research aims of this thesis, as identified in the literature review, was to explore the lived experience
of a diagnosis of BPD following experiences of CSA. This was in the hope of addressing the relevant

gaps within the literature. Thus, IPA, and its phenomenological focus, was decided as better suited.

Thematic analysis. Braun and Clarke (2020) infer two main differences between IPA and
thematic analysis. The first is that IPA encompasses a dual analytic focus where both a thematic
orientation and idiographic approach is taken. Secondly, IPA places emphasis on each individual
participant before exploring themes across cases. This means that IPA goes “analytically much deeper
or further with each data item, before taking an overall thematic orientation to develop themes
across each data set” (Braun & Clarke, 2020, p. 5). Therefore, IPA was the chosen methodological
approach to acknowledge that, though homogenous in the sense of a diagnosis of BPD/EUPD
following CSA, each participant will bring individual differences that will be interwoven throughout

analysis.

Reflexivity

To maintain the core values of an IPA study and implement a feminist social constructionist
epistemology, meticulous reflexivity, active and on-going self-appraisal, and critical examination of
the research process is paramount (Berger, 2013; Clarke & Braun, 2019). Here | provide a reflexive
account of my own bias and ontological and epistemological assumptions that are necessary with a
double hermeneutic approach and to ensure transparency. | recognise the importance of being

aware of my own assumptions around what there is to know (ontology), as well as how | might
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develop an understanding of the participants, and the meaning(s) made of their experiences
(epistemology) (Willig, 2019). Further reflexivity can be found in Chapter 6, where | provide a

detailed critical appraisal of the research process.

From an ontological perspective, in line with Willig (2019) and the pluralistic principles of
counselling psychology, | acknowledge the existence of multiple truths. It was important to note this
to avoid accidentally imposing my own perspective on the participants. As noted in Chapter 6,
through vigorous discussions in supervision and use of my personal journal, | recognised that | had
unconsciously set out to ‘prove’ my own biases around BPD and the negative impact this diagnosis
was inevitably having on women. This bias is underpinned by my early experiences of working in
mental health and inpatient psychiatric wards. By developing self-awareness of my own biases, | am
able to understand the impact this may have had on early stages of the research process and
therefore reduce any ongoing conscious and/or unconscious impact. By acknowledging the existence
of multiple truths, | also mitigated against any challenges that could have arisen when a participant’s
perspective differs from my own. This self-awareness, and openness to multiple truths, has cultivated
a period of transformation where | am better able to consider the nuances of lived experience, and

the varying contexts in which these experiences have been influenced and understood.

Being a cis-gendered woman and having professional experience of working with women
with a diagnosis of BPD/EUPD are all factors that drive my passion for change, whilst also creating a
susceptibility to bias. This passion is what directed me to work toward my thesis focus: giving a voice
to women who have experienced CSA and received a subsequent diagnosis of BPD. Drawing on this
contextualised knowledge, and the research questions identified, | formulated interview questions to
seek a deeper understanding of the participants’ lived experience. Critical dialogue with my
supervisory team allowed for continuous reflexivity and ensured that the questions were relevant,

yet flexible and open. This aided identification of any biases to further foster rigor and integrity.
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Ongoing reflexivity included personal therapy, clinical supervision, peer supervision, and
journal writing. This included exploring my own emotional reactions and/or thoughts throughout the
research process, particularly during data collection and data analysis. | reflect further in Chapter 6
around my early desires to be a ‘good’ qualitative researcher. Noticing my own biases and openly
discussing them felt, at times, in conflict with this. However, ongoing vulnerability and openness with
my supervisors and peers meant that | was able to challenge this narrative and learn to find value,
both academically and personally, in being vulnerable in the context of my research. By remaining
vigilant, | was able to notice any urges to ‘edge’ a participant in a particular direction during
interviews. This was valuable in facilitating curiosity of each individual’s lived experience, rather than

making assumptions about what the participants might mean.

Justification of using a Semi-Structured Interview

Semi-structured interviews were chosen as the method of data collection. This is considered
the most common approach used for IPA (Cohen et al. 2018). Using an interview schedule as a guide
enables a snapshot of the participants attempt to make sense of their experience specific to the
research questions highlighted below. However, this approach also allowed for flexibility where |
could respond to content provided by the participant and gain better coverage of the nuances

surrounding human experience.

Research Questions

Focusing on the phenomenological and interpretative components of IPA, | aimed to explore the
individual accounts of these participants experience of a diagnosis of BPD/EUPD following CSA. The
research questions for this thesis are as follows:

1. How do women experience receiving a diagnosis of BPD or EUPD following CSA?

2. How do women consider the impact of their diagnosis of BPD/EUPD?

3. How do women consider the impact of their experience of CSA?

4. How do women experience the link between CSA and symptoms of BPD/EUPD?
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5. How do women experience the link between CSA and the diagnostic label of BPD/EUPD?
6. How do women experience the subsequent treatment following a diagnosis of BPD/EUPD?

See Appendix H for the list of interview questions created as a guide to help address these questions.

Recruitment Process

Recruitment advertisements were provided in the form of research posters (adapted
according to size) to various social media platforms (Twitter, LinkedIn, Instagram, and Facebook).
Specialist groups on Facebook were further used to advertise the study. Recruitment posters were
also advertised within two GP surgeries. | utilised social media to contact specific BPD charities and
key experts within the field to request support in advertising the research study (see Appendix I). By
advertising in the community and digitally, | hoped to gain access to a wider audience to enable a
more homogenous sample of potential participants. Though not requested, the letter granting
Ethical Approval from the University of Wolverhampton (see Appendix J) could have been provided

to evidence formal approval from the relevant bodies.

The recruitment poster (see Appendix K) included a brief summary of the research project
including the minimum inclusion criteria. Using study recruitment material (see Appendix K),
potential participants were able to scan the QR code or follow the link available to access a brief
introduction to the study (see Appendix L). This enabled participants to gain more of an insight into

the study. The brief introduction contained a link to email me to express an interest in participation.

After expressing an interest in the study, | provided the potential participant with the
information sheet (see Appendix M) electronically via email, using my university email address. The
participant was then invited to have a phone call with myself to build rapport and discuss the study
in more detail. The (semi-structured) interview schedule (see Appendix H) was also provided,
without prompts, electronically via email ahead of the phone call. This allowed opportunity for
participants to ask any questions and be fully informed of what the study entails before they gave

consent. Following this, if the person still wanted to participate in the study, | then provided a



60

consent form (see Appendix N) electronically via email. Then, the participant and | collaboratively
decided a time and date for the online interview using Microsoft Teams. | interviewed those on a first

come, first serve basis and | interviewed 4 participants.

Participant Information
Sampling
Using mainly social media, participant recruitment occurred via opportunistic and snowball-

sampling. Participants were informed that they could pass on the study poster and/or researcher’s

email address to individuals that they thought would like to participate and were eligible.

As noted, there is no set criterion for how many participants should be utilised for IPA; the
‘ideal’ number of participants varies amongst the literature (Smith & Osborn, 2003). This number
depends on logistical considerations such as time constraints and the level of depth of analysis for
each participant (Turpin et al. 2017). As suggested, an advantage of IPA is the presence of each
participant in the final write up. This is achieved by a conducting a detailed, case-by-case analysis
which is inevitably time-consuming (Smith et al. 2009). Smith et al. (2009) suggest that 4 — 10
participants is an appropriate sample size for a professional doctoral-level IPA study to ensure a
homogenous and purposive sample. Acknowledging the time constraints of a professional doctorate,
whilst simultaneously striving to facilitate the opportunity for rich analysis, | aimed for 6 — 8
participants as the optimal sample size (Smith & Osborn, 2003). However, data collection ceased at
four participants; as per my action plan, | reviewed the data collection process at a specified time
point and | deemed that the data collected within these four initial interviews was rich enough to

begin the analytical process and remain on schedule.

Inclusion Criteria
The inclusion criteria consisted of individuals over the age of 18, at the time of participation.
There was no maximum age criterion for participants, as a diagnosis can occur at any time

throughout the lifespan. In line with the research aims of IPA, and in striving for a homogenous
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sample, participants were required to identify as female gender, reside in the United Kingdom (UK)
and be English speaking. By combining IPA and a feminist approach, | was able to account for a
degree of intersectionality. The inclusion criteria stated ‘identifying as female’ with no additional
constraints being added to this (i.e. ethnicity, cis-gendered, socio-economic background). This
allowed for the potential of multiple perspectives and identities to inform the research. Only English-
speaking participants were permitted, as | am not fluent in any other language apart from English.
The use of a translator service was considered, however due to concerns this would raise around
confidentiality and the possibility of misinterpreting an individual’s lived experience, this option was
not pursued further.

Participants were required to have experienced CSA. A child refers to any person under the
age of 18 years (HM Government, 2018), so sexual abuse must have occurred during this period.
Participants were able to self-define their experience of child sexual abuse in relation to the
government definition®. Finally, eligible participants were also required to have received an official
diagnosis of BPD/EUPD? from a psychiatrist or other mental health professional since the abuse
occurred. Tomko (2014) infer that most individuals with a diagnosis of BPD also have comorbid
diagnoses. To enable recruitment, comorbid diagnoses was not considered paramount to exclusion

criteria.

1 Child sexual abuse “involves forcing or enticing a child or young person to take part in sexual
activities, not necessarily involving a high level of violence, whether or not the child is aware of what
is happening. The activities may involve physical contact, including assault by penetration (for
example, rape or oral sex) or non-penetrative acts such as masturbation, kissing, rubbing and
touching outside of clothing. They may also include non-contact activities, such as involving children
in looking at, or in the production of, sexual images, watching sexual activities, encouraging children
to behave in sexually inappropriate ways, or grooming a child in preparation for abuse. Sexual abuse
can take place online, and technology can be used to facilitate offline abuse. Sexual abuse is not
solely perpetrated by adult males. Women can also commit acts of sexual abuse, as can other
children.” (HM Government, 2018).

2The DSM-5 (APA, 2013) uses the terminology of BPD and EUPD appears in the ICD-11 (WHO, 2019)
as the most recent renaming of BPD where classification remains the same.
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Exclusion Criteria

Due to the sensitive nature of the topics being discussed (both CSA and a mental health
diagnosis), | acknowledged the likelihood of emotional distress for participants. This was discussed
during the pre-interview phone call and at the start of the interview. Thus, participants who were
currently at risk of sexual and/or physical abuse and/or in an abusive relationship were not
permitted to take part in the research. Moreover, participants currently at risk of suicide were also
excluded from taking part. As well as the ethical reasoning for these people to be deemed illegible
for participation, due to the ideographic nature of IPA, | also acknowledged the need for a
homogenous sample where such factors must be considered. The exclusion criteria were provided to
participants in the information sheet, ahead of the pre-interview phone call. During the phone call, |
verbally communicated these risks again and | asked each participant to verbally confirm they did
not meet the exclusion criteria, which was then reinforced using the consent form. During the pre-
interview phone call, participants would have also been excluded if | had any serious concerns
regarding the risk of participation on their mental health. This would have been informed by their
presentation during the phone call. Throughout the research process, no individual met the

exclusion criteria stated.

Materials

Recording interviews

Interviews were conducted online, using Microsoft Teams. Microsoft Teams has an inbuilt
recording facility that automatically saves a video and audio recording onto the University of
Wolverhampton OneDrive. Saarrijarvi and Bratt (2021) advocate for Microsoft Teams as a safe and
reliable option for conducting research interviews and it is also compliant with Data Protection
legislation. As only the audio recording, and subsequent transcript, were required for data analysis,
participants were reminded that they could choose to turn their video camera off at any time, so

visuals are not recorded, if this was preferred.
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Participants were advised on the method of recording prior to the interview using the
‘Participant Information Sheet’ and this was then reaffirmed in the pre interview phone call and at

the start of the Microsoft Teams interview.

Participant Information Sheets

Through use of the QR code available on the research poster (see Appendix K), participants
could access a ‘brief introduction to the study’ (see Appendix L). This included the project title,
eligibility criteria, brief insight into participation and confirmation that data would be anonymous
and confidential. This document also included a link to email me directly to express interest in

participation.

Upon showing an interest in the study, potential participants were given a ‘Participant
Information Sheet’ (see Appendix M). This provided a brief rationale for the study including stating
that the project is part of a doctoral research thesis. The information sheet reinstated the eligibility
criteria and affirmed the voluntary nature of the study and that participants do not need to take part.
A detailed insight into what participation would involve was provided, including potential benefits
and risks, to ensure participants were fully informed before giving consent. Confidentiality, data
protection, and data storage is explained including nuances around breaches of confidentiality.
Details on who has reviewed the study (The Faculty of Education, Health, and Wellbeing Research
Ethics Committee of the University of Wolverhampton) and contact details for me and the
supervisory team were provided. To further mitigate the risk of emotional distress, | provided the

contact details of organisations who may be able to offer additional support.

Consent Form

Following the pre-interview, once eligibility was confirmed, a consent form was emailed to
the participant (see Appendix N). If still wanting to take part, the participant had to sign and return
the consent form to myself before participation could occur. The participant signed to confirm

eligibility criteria, that they had read and understood the information sheet, they understood their
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right to withdraw, they had an understanding of how their data would be used and confidentiality,
and an understanding of the data being potentially used in future publications. The contents of the
consent form were verbally discussed prior to the recording starting during the interview.
Acknowledging consent as an ongoing process, | reiterated that signing the consent form did not
impact their ability to withdraw from the study any time up to the two week deadline following the

interview.

Demographic Questionnaire

Participants were given a demographic questionnaire ahead of the interview (see Appendix

0).

Interview Schedule

The interview schedule was given to all participants ahead of the pre-interview phone call.
Due to the sensitive nature of topics being discussed, this ensured that participants were fully
informed, and that no topic covered would be unexpected. This allowed an opportunity for them to

ask any questions about the interview schedule.

As stated, | developed an interview schedule (see Appendix H) that aimed to explore the
research questions identified and the aims of the study. Utilising my experience as a trainee
counselling psychologist and the core conditions underpinning this profession (Rogers, 1951), |
developed the questions with the goal of employing empathy, sensitivity and curiosity towards the
participants lived experience. Each question was open-ended to allow the participant to answer
without being directed towards a particular stance whilst also relating sufficiently to the research.
The interview schedule was treated as a guide, as opposed to a strict schedule. Questions were not
asked chronologically, though during most interviews’, topics tended to naturally flow into the next.
By allowing greater flexibility in the use of the interview schedule, this meant that the fundamental
principles of IPA were exemplified where the individual nuances of each participant’s experience

were explored. In some interviews, participants naturally explored certain topics that addressed
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certain research questions which meant that some questions from the interview schedule did not
need to be asked. However, some participants appeared to appreciate the structure provided by the
interview schedule and answered questions more succinctly and specific to the question being asked.
Thus, there were also occasions where every question on the schedule was asked. Exploratory
prompts and probes were utilised to explore a topic further and gain a more in-depth insight into a
specific experience. For example: “Could you tell me more about that?”. All probes and prompts
took the form of an open question to continue to allow participants to share their experience

uninfluenced by my own aims.

Data collection

Interview Process

The interviews lasted from approximately 1 hour — 1 hour 30 minutes. Before recording
began, at the start of each interview, details of the information sheet (see Appendix M) were
reiterated. As the participants had been given the schedule in advance, the use of the interview
schedule as a guide only was reaffirmed. Each participant was given the opportunity to ask any
guestions and were reminded that the opportunity to engage in some grounding activities at the end
of interview was available. Before recording was started, | restated the voluntary nature of

participation, the option to turn off their cameras, and their right to withdraw.

Semi-Structured Interviews

Semi-structured, one-to-one, interviews were used throughout the data collection process;
they are identified as the preferred method for collecting the type of data needed within IPA (Smith
et al. 2009). The aim of data collection within IPA is to elicit in-depth and personal stories from each
participant. Hence, one-to-one interviewing was used to enable the appropriate environment to
develop rapport between the participant and me. This set up also ensured that participants were
more likely to feel safe and able to take the interview at their own pace. Due to the sensitive nature

of the topics being discussed (CSA and mental health diagnosis), this was imperative.
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The interview began by asking a broad question around what drew the participant into
taking part in the research study (see Appendix H). This allowed the participant to share their
individual stance on the topics being discussed and facilitated autonomy where the participant was
able to choose the direction and starting point of the interview. Consistently throughout the
interview | remained vigilant to the direction and depth of the interview. This meant that | was able
to monitor relevance (Burgess, 2016) and refer to the interview schedule if this was required and
appropriate. Probes were used to seek further detail from the participants responses. Where
possible, | aimed to utilise emerging material and allow for flexibility in the use of the interview
schedule. However, there were also occasions where | did not deem further detail necessary and
moved on to the next question, if there was no natural flow into other areas of interest. | also
attempted to ensure that all language used throughout the interview remained trauma-informed and
easy to understand by the participant. This included offering empathy and understanding and
avoiding any language that might be interpreted as blaming. For example, during the interview with
Anna | stated “the ongoing impact of all of it just sounds so tough. Really tough to try and balance,

navigate, understand” (line 914 — 915).

Following each interview, | utilised my reflective diary to note down any initial thoughts and
feelings that arose before, during and after the interview. These notes were done to provide myself
with an opportunity to independently reflect on each individual case as well as an opportunity to
inform subsequent interviews. This reflection period and note taking was also used to consider if |
felt a further debrief was needed with my supervisors, as per ethical considerations detailed below.
This process enabled me to notice any biases or preconceptions that occurred specific to each
interview, creating explicit awareness for future interviews. Further reflection is provided in Chapter

6.
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Online Interviewing

As noted, online interviewing using Microsoft Teams was the chosen method for data
collection. This was deemed the most pragmatic, safe, and effective method of interviewing specific
to the research questions and aims. | considered the advantages of using online interviews over
alternatives. Use of online interviewing is suggested to provide participants with additional levels of
privacy whilst not comprising the quality of the data (Oates, 2015). Additional privacy and physical
distance are suggested to aid participants to feel more comfortable discussing sensitive topics (Sipes
et al. 2019). When considering risk to myself, online interviewing was deemed the safest option as
participants were recruited using mainly social media (Bernard, 2002). The use of social media
enabled further geographical reach for participant recruitment. Thus, using online interviews also
meant that this did not restrict those who could participate due to location, as travel was not
required. Online interviewing, using video, is suggested to be only slightly inferior to face-to-face
interviewing (Krouwel et al. 2019). Video was not a necessity for the purposes of this study and
participants were reminded that they could turn their camera off, if this was preferred. One
participant decided to turn their camera off for the recorded portion of the video call, however had
video on for the pre and post interview discussions. Though not intended, 3 out of 4 online
interviews were video interviews meaning that body language, facial expressions and other non-

verbal social signals were able to be observed throughout (Mirick et al. 2019).

However, online interviewing is also suggested to come with challenges. Research suggests
that technology issues and participants’ lack of expertise with technology can pose as a barrier
(Mirick et al. 2019). | note my experience of this where a scheduled interview initially did not go
ahead due to the participants difficulty in accessing the Microsoft Teams call; this highlights the
potential exclusion of groups of people who do not have access to this technology. There is also a risk
with online interviewing that somebody else may have been present within the room, outside of my

awareness, which may influence the participants responses. All participants were reminded, using
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both the information sheet and verbally at the start of the interview, that it is recommended they

conduct the interview in a private location, away from others.

Pilot Interview

The initial interview was intended as a pilot interview to assess suitability of the interview
schedule and aid the development of my interviewing skills (Majid et al. 2017). However, where |
deemed this to be an effective execution of the interview and the data collected during this interview
was rich, it was decided that it would also be used as the first interview. In line with the key
principles of IPA, | felt that key themes, specific to CSA and a subsequent diagnosis of BPD, were
emerging and the data demonstrated sufficient understanding of this participant’s lived experience. |
noted a felt rigidity in my use of the interview schedule during the pilot interview, due to a lack of
familiarity with the schedule. Though this did not impact the richness of the data collected, reflecting
upon this led to me trying to be more organised for the next interview with more time prior to the
interview to prepare. | also developed a ‘crib’ sheet with only key words from each interview

guestion to encourage the shift away from using the interview guide as a script.

Grounding

Informal grounding questions were used at the end of each interview. For example, “What is
your plan for the rest of the evening?”. This enabled the participants to experience a clear ending to
the interview as well as having time process the interview itself and safely move on to a less sensitive
topic. As well as this, all participants were offered the opportunity to engage in some formal
grounding techniques at the end of the interview (see Appendix P). Grounding is a set of simple
techniques that may enable the participant to detach from any emotional discomfort and ‘anchor’ to
the present (Najavits, 2002). There is a large evidence base suggesting the benefits of grounding to
reduce trauma symptomatology and anxiety (Burrows, 2013; Jacobson, 2015). Only one participant

accepted the offer to engage in formal grounding activities. This lasted for approximately 5 minutes
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before moving back to verbally discussing the debrief form (see Appendix Q) and then more informal

guestions prior to the interview coming to an end.

Transcription Process

Microsoft Teams recordings provide an automatically generated transcript. However, levels
of accuracy vary when using an automated system, so | manually transcribed each interview. This
also allowed me to gain greater familiarity with the data. All identifying information was removed
from the transcript meaning that they were transcribed purely verbatim. All other words, including

non-lexical conversational sounds, were included.

Data Management and Analysis

Smith et al. (2009) and Flowers et al. (2022) provide detail of IPA methodology where focus is
placed on its dynamic and iterative nature. | used this comprehensive guide to data analysis using IPA
but noted that the guidelines are recommendations and not permanent prescriptions. As noted,
Flowers et al. (2022) have published more recent guidance for IPA methodology; | identified this at
the start of the analytical process, thus this was used alongside Smith et al. (2009) from this point.
The biggest change in guidance is the language used for key analytical terms. Table 1 provides a
diagrammatic demonstration of how key phrases are now being used. Enabling an ideographic focus,
analysis occurred for each participant to offer an opportunity for detailed exploration of that specific
person’s experience of a diagnosis of BPD following CSA. The whole data set was then analysed by

me in its entirety.
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Table 1.

Updated key terms for IPA, as identified by Flowers et al. (2022)

Old terms (Smith et al. 2009) New terms (Flowers et al. 2022)
Emergent Theme Experiential Statement
Superordinate Theme Personal Experiential Theme (PET)
Master Theme Group Experiential Theme (GET)

The transcription process itself began the journey of engaging in the data and the first step
of Smith et al. (2009) guidance. Following transcription, | attempted to immerse myself into the
original data by reading and re-reading the data. | also relistened to each interview multiple times to
further aid immersion. Step two of analysis is the most detailed and is labelled ‘initial noting’. Initial
noting included both phenomenological and interpretative notes acknowledging descriptive,
linguistic, and conceptual comments. This is demonstrated by different coloured fonts. See Appendix

R for an example of initial notes on a transcript extract.

This was manually done on each transcript (using Microsoft Word) to acknowledge Smith et
al. (2009) guidance and resembled free textual analysis. This initial commentary was the most time-
consuming stage of analysis. Following this, | engaged in step three of analysis and looked for and
noted experiential statements. As exploratory commenting was closely linked to the transcript, this
aided my ability to begin mapping interrelationships, connections, and patterns into experiential
statements. | then began to explore how themes might fit together and produced a structure which
meant | could evidence the most important components of this specific participants account. These
groupings were then refined into PETs. See Appendix S for each participants PET table. This process
was repeated for each participant which enabled patterns to be identified across cases. Across all 4
cases, 41 PETs were identified (see Appendix S). These were written onto colour-coded post-it notes
so that initial analysis could occur manually. Initially, | started the analytical process at PET level only

“to consider possible convergences and divergences at the highest level of organization from the
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previous analytic stages” (Flowers et al. 2022, p. 132). However, throughout this process | moved
between cases as well as moving between levels of analysis (i.e. moving between experiential
statements, PETs, and PET sub-themes) to allow for deeper analysis and GETS that reflect the true
experience of the participants. Analysis was on-going throughout the write-up process. This
supported the production of a single master set of GETs and group-level subthemes that represented
the entire data set whilst capturing individual meaning of each participant (Smith et al. 2009; Flowers
et al. 2022) (see Appendix T). Themes were generated based on the data alone rather than applying

literature and research to the data. See Appendix U for an example of the development of a GET.

Alongside data collection and analytical processes, | have kept a reflexive journal. Within
qualitative research, it is acknowledged a researcher will impact the findings of their study (Dodgson,
2019). Thus, it was imperative that | demonstrate transparency to describe the contextual
intersecting relationships between the participant and | to increase credibility of the findings (Berger,

2013).

Ethical Considerations

Research Ethical Approval

This study was carried out in accordance with the British Psychological Society’s (BPS) Code
of Human Research Ethics (2021), the Health and Care Professional Council’s (HCPC) Guidance on
Conduct and Ethics for Students (2016), and the University of Wolverhampton Code of Good
Research Practice 2020/21 (2020). Ethical approval for the research study was obtained and

informed by the ethics committee at the University of Wolverhampton via letter (see Appendix J).

Pre-Interview phone call

Each participant engaged in a pre-interview telephone call with me. This was an informal
conversation that allowed for rapport building and an opportunity for me to ensure eligibility. This
phone call was also used to offer the potential participant a chance to ask any questions including

any questions relating to the interview schedule provided (see Appendix H). | verbally reinforced the
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participant information sheet (see Appendix M) and briefly discussed the following information: my
own name and university, aims of the research, the procedure surrounding the interview,
confidentiality, data management, right to withdraw and the time constraints around this. To ensure
informed consent, the consent form was verbally explained and then sent to the potential participant

following this phone call.

Post-interview discussion

As discussed, at the end of each interview, informal grounding questions were used, and the
offer of formal grounding was given. As well as this, this post-interview discussion gave participants
the opportunity to ask any questions about the research process and explore any issues that may
have arisen. Verbal debriefs also happened where | echoed how data would be managed,
confidentiality and the two-week deadline to withdraw from the study. The participant was also
reminded that this information would be emailed to them in the form of a ‘participant debrief form’

(see Appendix Q).

Informed consent and de-brief

All participants were emailed the ‘participant information sheet’ (see Appendix M) that
contains all relevant details of the study including objectives, procedure, and the interview schedule.
| then arranged a phone call to discuss the information sheet and the interview schedule verbally
with each participant. | confirmed that participants were happy to receive the consent form following
this conversation. After the interview, all participants were verbally de-briefed by me. Each
participant received a debrief sheet via email that included my contact details, full details of the

study and support services available.

Right to withdraw
The information sheet (see Appendix M) explained that participants can stop the interview at
any stage and that they do not have to answer anything they do not feel comfortable with. This was

reaffirmed during verbal conversation before the start of the interview. Participants were also
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informed that they can withdraw their data and/or gain access to a copy of their transcript up to two
weeks after the completion of their interview. This was detailed on the information sheet, explained
verbally, and the exact deadline provided on the debrief form. | also verbally gave the deadline to

withdraw their data at the end of the interview.

Anonymity, confidentiality, and data protection

Data was, and will continue to be, stored in accordance with appropriate guidelines (BPS,
2021; HCPC, 2016). The Data Protection Act (HM Government, 2018) outlines GDPR rules and
regulations that will be adhered to. Participants were provided with a pseudonym to ensure data
remained anonymous and to enable participants to easily identify their data in the case of

withdrawal. Any identifying information in the transcripts was also removed.

| acknowledge that requests for information revealed during an interview with a participant
could be made by the police or a solicitor in the event of a crime. In all cases, | will seek advice from
the director of studies, the research ethics committee, and the University of Wolverhampton’s legal
department before responding to any requests for information. At the time of writing, no requests
had been made.

The participants were made aware that, where possible, any breach of confidentiality would
be discussed with them at the time of the interview and consent would be sought. Breaches of
confidentiality would have been considered should the participant have been at risk to themselves or
if others were considered at risk. | also discussed that, in the UK, | have no legal obligation to report
criminal activity disclosed during a research session, except where the law requires disclosure by all
citizens (money laundering, terrorist activity, an act of treason, and obstructing a coroner in the
proper burial of a body). Policy and guidance for handling unforeseen circumstances (Clifford &
Nicholls, 2015) was adopted and revised for the purposes of this research study to inform decisions
made throughout the research process. There were no breaches of confidentiality throughout the

research process.
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Electronically collected data (including electronic versions of transcripts) were stored on a
password protected device, in a password-protected folder and were not uploaded onto any cloud
services outside of the University of Wolverhampton OneDrive. Signed consent forms and linking
documents were stored separately from the transcripts. A second electronic copy of transcripts and
audio recordings were kept on a USB drive and stored in a locked storage area to ensure data is not
lost. There were no hard copies of data used and there were no requests to view transcripts. Only
demographic information that was deemed necessary was collected in accordance with GDPR
(2018). All data will be destroyed after 2 years following award confirmation, in case of audit

purposes.

Participants were made aware of all procedures in place and were also informed that
anonymised extracts of their transcripts may be used in the final thesis report which will be
accessible by the public using Wolverhampton Intellectual Repository and E-Theses (WIRE) database

for research and in any potential future publications.

Protection from harm

| ensured strict adherence to the inclusion and exclusion criteria. The exclusion criteria noted
participants currently at risk of sexual and/or physical abuse, participants currently at risk of suicide
and participants currently being in an abusive relationship. Thus, this helped ensure that anyone
meeting this exclusion criteria did not then experience increased distress by engaging in discussion
around such sensitive topics. All potential participants were required to engage in a phone
conversation with me to assess eligibility prior to participation. There were no participants deemed

unsuitable through this screening process.

Due to the sensitive nature of the topics discussed, | acknowledged that there was a risk of
emotional distress for participants. Hence, participants were fully informed, including access to the
full interview schedule, before giving their consent to participation. Participants were advised they

can take a break from the interview or stop at any time. | also paid attention to any signs of distress
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and planned to discuss these with the participant, if they were observed. 3 out of 4 participants
chose to keep their video on, which meant that signs of distress could be observed visually as well as
through auditory. 1 participant chose not to have their video on during the recorded components of
the interview which meant | paid attention to any signs of distress in their voice and/or language
being used. There were no obvious signs of distress observed throughout any of the interviews. The
participants were informed that the research interviews were not a therapeutic intervention.
Grounding exercises described above were also offered and utilised by 1 person. To further mitigate
risk, participants were also given contact details of support services that are available. This included
emergency services, Rape Crisis England & Wales, Mind, The National Association for People Abused
in Childhood (NAPAC), counselling psychology BPS links and NHS support. Participants were also
informed of safeguarding procedures and the process that would occur if anything should arise that

may meet the criteria for disclosure to further parties.

| remained engaged in personal therapy throughout the entire research process. Academic

supervision was also used for guidance and support throughout.

Quality Criteria: Legitimacy and Trustworthiness

To facilitate trustworthiness and credibility of the research, | utilised Smith et al. (2009) and
Flowers et al (2022) guidance for conducting an IPA study. Smith et al. (2009) discuss the assessment
of the quality of qualitative research and suggest the use of Yardley (2008) guidelines. Yardley (2008)
states four broad principles to be considered in this context: sensitivity to context, commitment and
rigour, transparency and coherence and impact and importance. These are depicted below to give an
overview of how quality was maintained throughout this research process. More recent guidance
developed by Nizza et al. (2021) is utilised in the discussion section to provide a quality and validity

check of the IPA analysis presented in Chapter 4.

Sensitivity to Context. Due to the topics being discussed (CSA and a diagnosis of BPD/EUPD)

and the feminist milieu in which the study is situated, | recognised during the early stages of the
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research project that sensitivity to context was paramount. Hence, the decision to utilise IPA was
made after the research questions were identified due to its focus on idiographic principles.
Sensitivity to context has also been demonstrated throughout the interview process. | attempted to
demonstrate empathy towards each individual to try and ensure they felt at ease throughout the
process; this is reflected in the richness of data obtained where each individual felt comfortable to
share their experiences. Using multiple verbatim quotations, each participant is given a voice within
the project. This further demonstrates sensitivity where the reader of this report can observe

appropriate claims and interpretations.

Commitment and Rigour. Smith et al. (2009) summarise that commitment “will be shown in
the degree of attentiveness to the participant during data collection and the care with which the
analysis of each case is carried out” (p. 247). By remaining sensitive towards each participant, |
demonstrated commitment where | ensure they are comfortable and attend closely to the nuances
within their communication. Quotes from each of the 4 participants interviewed are captured within
each GET. Furthermore, the homogenous sample chosen for this study demonstrates rigour (Yardley,
2008), where the sample specifically matches the research questions. As a novice, | recognise the
difficulty in conducting good qualitative interviews; | utilised supervision and peer supervision to

further ensure rigorous interviewing.

Transparency and Coherence. To increase transparency, | have comprehensively written up
each stage of the research process within this chapter. During the data analysis stage, | have also
maintained a detailed audit trail (see Appendix R, S, T, U, V) to allow readers to follow the
development of key themes and ensure my own accountability. This also enables me to reflect on my

own process and further attempt to notice and/or bracket my own biases.

Yardley (2008) defines coherence within this context as how well the themes hang together,

contradictions being dealt with appropriately, and the degree to which the research being done ‘fits’
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with the theoretical underpinnings of the approach used (in this case IPA) within the final write up.

This is evidenced within the write up of the findings in Chapter 4 and 5.

Impact and Importance. Yardley (2008) states that informing the reader of something
“interesting, important or useful” (Smith et al. 2009, p. 250) is evidence of the validity of qualitative
research. The contribution of this study to Counselling Psychology can be seen earlier in this chapter,

as well as further exploration in the discussion, in Chapter 5.

Chapter Summary

Chapter 3 provides a comprehensive overview of the research methodology for this study.
This includes the research aims and research questions, justification and rationale for the chosen
design, epistemology and methodology, and a comprehensive explanation of the procedure specific
to this research study. Ethical considerations are provided alongside the ways in which | conducted
myself in line with BPS Code of Human Research Ethics (2021), the HCPC Guidance on Conduct and
Ethics for Students (2016), and the University of Wolverhampton Code of Good Research Practice
2020/21 (2020). The next chapter will present the research findings, utilising an IPA approach to data

analysis.
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Chapter 4 - Findings

Overview

This chapter provides the write up of an IPA analysis for the data collected for four
participants. It begins with an idiographic narrative for each participant before moving on to the
progression of the analytical narrative described in Chapter 3. This details the development of five
identified Group Experiential Themes (GETs), followed by a thorough write up of each theme. To
demonstrate how these themes emerged from the participants’ narratives, example quotes will be
interwoven throughout, whilst ensuring integrity and confidentiality (BPS, 2017). Where possible,
guotes will be presented verbatim to maintain authenticity. However, quotes may be altered to
facilitate succinctness, maintain grammatical integrity and readability, and for ethical reasons
(Lingard, 2019). Associations between group-level sub-themes and GETs will be highlighted
throughout this chapter; themes are not necessarily exclusive and simultaneously conflict and
complement each other. This hopes to demonstrate a comprehensive construction of how all themes
encapsulate the lived experience of these women, who have experienced CSA and subsequently

received a diagnosis of BPD/EUPD.

Participant Information
Demographics

The participant demographics are presented in Table 2 below. To ensure anonymity, allocated
pseudonyms have been used. Before moving on to the main body of analysis, ideographic narratives
are then provided to introduce each participant. This ensures the active presence of each individual
from the offset, whilst simultaneously portraying my interpretation and understanding of their lived
experience. Table 3 illustrates the present and absent themes across cases. Each GET is present for all

participants and the prevalence of group-level subthemes is demonstrated.



79

Table 2.

Participant demographic information

Age at the time of Age
Pseudonym
participation when a diagnosis of BPD/EUPD was received
Anna 32 22
Casey 24 20
Dolly 21 18
Eva 40 33

Participant ideographic narratives

Anna. Anna discussed her childhood experiences as intrinsically linked to her current
struggles as an adult. This included CSA, but emphasis was placed on the impact of wider family
dynamics. Anna shared her experience of accessing mental health services from more remote areas
of the country, and the contrast to her experience once she had moved. Anna explored how her
experiences have impacted her career choices, particularly going on to work in mental health and
social care. She discussed the impact of being perceived as ‘high achieving’ and/or ‘high functioning’
both as a child and as an adult. Anna was passionate throughout the interview in advocating for a
more trauma-informed approach towards BPD and how she felt this was lacking throughout her own

experiences of treatment.

Casey. Casey discussed her diagnosis of BPD as a misdiagnosis and a distinct lack of direction
or support in relation to this regardless. She also reflected on her career within mental health and
the ways this has illuminated pitfalls in her own treatment/recovery journey. Casey explored the
negative stigma around BPD and the on-going impact of this stigma in relation to both how she feels
others dismiss her and the way she views the diagnosis. Casey emphasised a desire to explore her
experience of CSA with professionals and the detrimental impact of not being given this opportunity

as of yet.
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Dolly. Dolly reflected on a long journey to receiving her diagnosis of BPD and her experience
of having received multiple diagnoses before this. She shared how BPD has provided ample
opportunity for volunteering and work, as well as access to a sense of community with others with
the same diagnosis. Dolly’s experience of CSA was in the context of a difficult home life and family
culture which meant it was impossible for Dolly to disentangle these. She promoted the benefits of
seeking support from third-sector organisations as opposed to the NHS, though also reflected on a

positive experience of DBT.

Eva. Eva emphasised the ways in which she has internalised the negative stigma around BPD.
She discussed how devastated she was to receive this diagnosis and had spent years trying to avoid
it. Though able to relate to many aspects of the diagnostic criteria, Eva suggests that the words
‘personality disorder’ are harmful and that different phrasing and/or a different diagnosis would be
preferred. Despite an overall positive experience of mental health support, Eva had recently
experienced a difficult breakdown of her relationship with her psychologist, as well as a recent
ending with long-standing care coordinator, which fed into her struggle around on-going support. As
well as positive platonic friendships, including her sports team, Eva also discussed the relevance of

on-going difficulties within her family dynamics.

Analytical Narrative

Researcher reflexivity

As discussed in Chapter 3, IPA exists within a double hermeneutic where | am trying to make
sense of a participant making sense of their experience. To acknowledge that objectivity is
impossible, despite attempts at bracketing, | note the influence | have had over these findings. See
Chapter 1 for my ‘researcher disclaimer’ and Chapter 6 for full reflective and reflexive inquiry of the

research process.
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The analytical process detailed in Chapter 3 resulted in eight GETs (see Appendix T), five of

which are relevant to the research questions of this study: (1) ‘BPD: The ticket towards or away from

condemnation?’ (2) ‘CSA is not the whole story’ (3) ‘Sense of Self and Identity’ (4) ‘A relational

minefield’ and (5) ‘The long road to recovery’. Appendix U provides an example of the audit trail for

GET 1. See Table 3 below for a visual representation of the five themes included in the write up; a

more detailed summary is provided in Appendix V including illustrative quotes and line numbers.

Table 3.

Visual representation of present and absent GETs and group-level sub-themes for individual

participants
GETs Group-level subthemes Anna Casey Eva Dolly
GET1 Diagnostic process v v v v
BPD: The ticket towards or The pursuit of more than a label v v v v
away from condemnation? Stigma and Assumptions v v v v
GET2 Personal perspective v v v v
CSA is not the whole story Professional perspective v v - -
GET3 Living with an unwanted self v v oo
Sense of Self and Identity An Incongruent Self v v v o v
Developing Identity v v v v
GET 4 Challenges, blocks and fears v v v v
A relational minefield Safety strategies - v vV
What am | seeking in a relationship v v oo
with others?
GET5 Accessing support v v v v
The long road to recovery v v v v

Support received
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Group Experiential Theme 1: ‘BPD: The ticket towards or away from condemnation?’

Participants revealed a complex and nuanced internal relationship with their diagnosis of
BPD, as well as acknowledging the impact of the concomitant assumptions that come with it. This
highlighted the extent to which the relationship with their diagnosis is influenced by the
microenvironment (self and immediate family) and the macroenvironment (wider society and
culture). The participants appear to be seeking a deeper understanding of themselves, as well as
wanting society to demonstrate the same. Anna, Casey, Eva, and Dolly recognise their exclusion from
society where a diagnosis of BPD can simultaneously bring relief for being like other people as well as
serving as a reminder that they are outcast. This theme contains the group-level sub-themes (1)
Diagnostic process (2) The pursuit of more than a label and (3) Stigma and Assumptions. Participants
provide equivocal accounts of their diagnosis. They offer both positive and negative portrayals of the
diagnosis, the impact of the stigma associated with BPD, as well as the ways the diagnosis can

provide protection from stigma, ample validation and opportunity for support.

Diagnostic process

This group-level subtheme attempts to capture Dolly, Casey, Anna, and Eva’s experiences of
the BPD diagnostic process as a central component to the way they went on to understand their
diagnosis. The logistics around the diagnostic assessment appear vital in providing the validation

Dolly had been seeking in the years prior:

Finally, a proper diagnosis actually done after months of assessment... whereas previously
the depression, psychosis, autism [diagnoses] were just after like a 30-minute interview with
a psychologist for the very first time. But this one was properly done...That was nice and

validating. (Dolly, Line 578 — 584)

Dolly accentuates that the longer assessment period meant that the process felt more
comprehensive and thorough, as opposed to rushed and meaningless. Dolly appears to value that

the assessment took place over multiple meetings, allowing the professional time to get to know and
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understand Dolly as an individual. She makes comparisons to previous diagnoses and states “l was
diagnosed with symptoms of psychosis, symptoms of autism, and major depressive disorder... | was
diagnosed with bulimia” (Dolly, Line 80 — 83) where she did not have the same positive experience.
The use of the term “finally” indicates that her BPD diagnosis had been long awaited, and that this
diagnosis is the end of the uncertainty attributed to Dolly’s struggles previously. Dolly’s BPD diagnosis
symbolised the start of other people demonstrating a deeper understanding of her, relative to a
diagnosis that Dolly found the most appropriate. This highlights how influential the
macroenvironment is and the importance of an individual feeling seen and valued within this system.
Contrary to Dolly’s experience, Casey details a short and “traumatising” experience of the diagnostic

assessment:

It felt like for them it was a checklist. It was just like “we have to give her a call, we'll do this
one-hour long interview”, which in itself was traumatising. She was horrendous. (Casey, Line

57 —59)

There is a sense that Casey felt the diagnostic process was burdensome for professionals where she
indicates that they “have to give her a call”. Casey experienced this interaction as obligatory and that
the process itself was a “checklist” for professionals, as opposed to bespoke, person-centred, and
driven by Casey. She portrays the process as though it was robotic in nature, without the
connectedness and understanding that Dolly valued significantly. Dolly’s historic experience of
diagnostic assessment provided a stark comparison to that of BPD, where the BPD assessment
surpassed expectations and is thus held in high regard. Casey states “since | was young, I've been
dismissed. Even bipolar has been thrown at me” (Casey, Line 156 — 158); for Casey, her experience of
the diagnostic process for BPD served to reinforce these narratives and further added to her negative

experiences.

Anna echoed a negative experience of the BPD diagnostic process where “It was almost like a

preconceived idea of what was really going on and | really picked up on that” (Anna, Line 119 — 120).
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This highlighted another example where person-centred care appears to be lacking and “the
patient’s not getting much say themselves” (Anna, Line 298). In this case, Anna states she felt that
her diagnosis was pre-determined by professionals and that the diagnostic process was focussed
more on matching Anna’s presentation to this label and proving this hypothesis to be true. Hyper-
sensitive to other people, and an imbalance of power, Anna reflects on how aware of this process
she became. There is a sense that Anna had been fighting a losing battle, and she questioned “well,
how do | respond then?” (Anna, Line 204) and that it did not matter how she presented during this
assessment; BPD had been decided. This builds on Casey’s suggestion of a “check box” where they

feel they are being moulded into the BPD framework as a means of simplifying them as individuals.

Eva also explored the idea that her diagnosis had been decided prior to the assessment and
the anger she felt towards this: “sometimes she annoyed me a bit with the questionnaire because I'd
be like, I don't have that problem... are you just trying to make me fit the fucking diagnosis?” (Eva,
Line 1158 — 1160). These encounters indicate that perhaps professionals place emphasis on the end
goal of a diagnostic assessment (i.e., providing a diagnosis), whereas these individuals appear to
place greater value on the process associated with the experience. There is a disconnect where the
expectations Anna and Eva held did not align with the apparent agenda of the professionals involved
in their care/conducting the diagnostic assessment. This generated a rupture in the therapeutic
relationship and cultivated negative process. Anna and Eva seem suspicious of professionals and
their supposed intentions during assessment. They do not appear to have voiced this at the time and
professionals do not appear to have detected this either. Thus, attunement to this interpersonal
conflict was lacking and subsequently impacted the therapeutic alliance during the diagnostic

assessment.

Casey and Eva also reflected on how their diagnosis was delivered, following their

assessments:
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No one had told me they’d diagnosed me with [BPD]. No one had followed up and said, “this
is what you've got, this is how we manage it, [and] this is what we can do”. No one ever did

anything. | found it out myself that that's what they've labelled me as. (Casey, Line 77 — 79)

| did that personality disorder questionnaire with my therapist and then unfortunately she
sent the results through by post... It was an admin error...she asked the admin to write it up
and she was going to go through it with me...But the admin posted it out. (Eva, Line 433 —

435; 1154 - 1155)

For Casey, the delivery was non-existent. She reflects on the fact she was never informed that she
had been diagnosed with BPD, thus has never had any communication with professionals around the
implications of this diagnosis. Casey felt unsupported during this process indicating a level of
isolation which appears to have exacerbated Casey’s lack of trust towards professionals and her
rejection of her diagnosis. Similarly, Eva did not experience the delivery of her diagnosis as
therapeutic or safe. BPD was “the diagnosis | spent my life avoiding” (Eva, Line 440 — 441),
emphasising the devastation she experienced upon receiving the letter and receiving this diagnosis
without support. The oscillation between professionals exhibiting care towards Eva where “she was
going to go through it with me” and the withdrawal of this due to an admin error created further
unsafety where Eva felt deceived by the therapist. This was more evidence for Eva that other people
cannot be trusted. At a time when Eva likely felt most vulnerable, human error meant that the same

isolation Casey experienced was also experienced by Eva.

This group-level subtheme provides an insight into the first interactions these participants
had in relation to their eventual diagnosis of BPD. This included consideration of the diagnostic
assessment as well as the delivery, or lack of, the diagnosis itself. This theme evidences mixed
experiences where a diagnosis of BPD can be valuable, as well as enforcing isolation and a lack of
faith in professionals. This could be attributed to how each participant’s diagnosis was delivered,

directly correlating with the way they then perceived their diagnosis of BPD.
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The pursuit of more than a label
The group-level sub-theme ‘The pursuit of more than a label’ attempts to encapsulate the
complicated, and often ambiguous, connection each participant has with their own diagnosis of BPD.

Anna directly comments on this conflict:

previously | just kind of accepted it as this sort of diagnosis...it wasn’t a very friendly

label...You know, there's a problem with you, there’s a problem in you. (Anna Line 60 — 62)

Because there’s a bit of me that [thinks] that's what it is, that's what it's labelled, and that's
what | guess society thinks of people like me. But then | also battle it on my better days and

go “well it's just almost a check box exercise”. (Anna, Line 657 — 659).

There is a part of Anna that tries to accept “that’s what it is”, despite “it wasn’t a very friendly label”,
by endeavouring to externalise the diagnosis and distance herself from any meaning tied to the label.
By definition, “friendly” would suggest something is either adapted for or not harmful to a specified
thing. Anna is referring to BPD as the opposite of this. Accepting the label appears to offer Anna an
opportunity to have a place within society, albeit on the condition she fits into this box, and accepts
something that is not adapted for nor harmless to her. However, her reference to “people like me”
suggests this mental distance exacerbates the notion of being separate and/or removed from the
rest of society due to a lack of understanding. Anna’s diagnosis feels like a “check box” where she
experiences the label as blaming and as though the problem is located within herself. Anna appears
to battle between accepting the “check box” to fulfil societal needs to label versus reject the “check
box” and jeopardise her pursuit of a place within society. Casey also shares feeling conflicted with

the diagnosis:

| will accept parts of it so it's a bit of a complicated relationship with it. | think it helps
because | feel like there's something that explains it. But then again, | think it's complete

rubbish. (Casey, Line 259 — 261)
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Casey shares a similar internal conflict where she is willing to accept parts of the diagnosis of BPD,
whilst fundamentally rejecting it as “rubbish”. Casey appears to be seeking a level of explanation, and
thus validation, for her on-going struggles, in which the diagnosis seems to provide elements of. In
particular, she reflects that at the time of receiving the diagnosis, she was “closer to the age of
thinking, ‘oh well, that maybe suits me... that fits me’. So, there was an element of relief” (Casey, Line
100 — 104). However, she also reflects “I think it’s a misdiagnosis” (Casey, Line 29), reinforcing that
her diagnosis of BPD does not fulfil this desire entirely. It is comforting for Casey that someone has
recognised that ‘something’ is not quite right for her. Simultaneously, she feels like professionals do
not accurately understand what that ‘something’ is, hence BPD being a “misdiagnosis” that does not
capture an accurate representation of her struggles. Eva echoes this ambivalence and states “I do fit
the diagnosis in lots of ways” (Eva, Line 1162) whilst at the same time expressing “I hate the
diagnosis. | think it couldn’t be a worse diagnosis” (Eva, Line 1119). For Eva, the conflict does not
appear to be about whether a diagnosis of BPD is an accurate representation of her struggles, but

rather the discomfort around what a diagnosis of BPD represents about her as an individual:

it’s like saying there is something fundamentally wrong with you and who you are... | already
know that I’'m bad, I've always felt bad. And then to be labelled by the system as bad as

well... it’s a self-fulfilling prophecy... it’s proof that you’re bad. (Eva, Line 452 — 1117)

Running parallel to the interconnection between BPD and Eva’s sense of self, similarly to Anna, her
diagnosis of BPD represents extradition from society. Being “labelled by the system as bad”
evidences the power of the label, where the diagnosis appears to supersede any identity that falls
outside of its criterion. Eva’s diagnosis “was absolutely devastating... it absolutely destroyed me”
(Eva, Line 426 — 428) and symbolised tangible evidence that “my whole world was going to be
changed because | was gonna be treated differently by everybody else” (Eva, Line 1147 — 1149). It
appears that Eva already views herself as ‘bad’ within her microenvironment and thus Eva’s place,

and stability, within the macroenvironment appears to have been threatened by a diagnosis of BPD.
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Casey also considers BPD as evidence of this where “I always see myself as different. So, | think it's
amplified that...Because | have this weird label now” (Casey, Line 311 —314). BPD is personified
where it actively reinforces age-old scripts, traps these women in the vicious cycle of perceiving

themselves as “bad”, and serves as another form of rejection.

As noted, Eva comments on the “lots of ways” (Eva, Line 1162) she fits her diagnosis of BPD
and Anna states how a BPD diagnosis “makes sense” (Anna, Line 725) in relation to her childhood
experiences. Dolly echoes a similar sentiment where she expresses “this actually does fit me a lot
more. | felt like my other diagnosis were just overturned really by this new one” (Dolly, Line 555 —
557). This, again, notes the power of a diagnosis of BPD but depicts a more positive experience of
this power. Having received multiple diagnoses throughout her life, Dolly had been seeking an
“accurate portrayal of yourself” (Dolly, 534 — 537). It is evident that the comprehensive diagnostic
assessment was vital in enabling Dolly to feel that professionals had accurately understood her
experiences, which increased the trust in the diagnosis given where “if you actually look at me as a
whole, it was really just BPD that | was struggling with” (Dolly, Line 91 — 92). For Eva, Casey and Anna,
their BPD diagnosis serves as a compromise between being recognised but not understood; for Dolly,

her diagnosis was the gatekeeper to accessing a sense of community:

| quite like having the label because | think it makes it easier to find resources that actually
help, and people understand where it's coming from and how it differs to other conditions...
also [the diagnosis] helps finding a community as well. | wouldn't have found [anonymised
charity] if | hadn't looked up BPD on MIND's website... So, if | didn't have the label to begin

with, | wouldn't have looked up the resources to help. (Dolly, Line 52 —54; Line 60 — 62)

This divergence between cases provides an opportunity to explore alternative perspectives on BPD
and the ways in which it can both facilitate and hinder a sense of belonging and being understood.
For Eva and Dolly, BPD appears to provide a succinct way of explaining their difficulties, thus

providing context for other people:
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I think it's helpful because instead of saying, “I've had 6 or 7 suicide attempts; I've been self-
harming since | was 12 and I've had drug addictions” ...l can just say, “I've got BPD.” (Dolly,

Line 636 — 639)

I'm kind of pleased the diagnosis has stopped my inpatient experience, | guess. So, now

they're more like, “oh, it's [Eval], it's going to pass.” (Eva, Line 221 — 222)

In the situations described, the specifics of their struggles, and thus revealing such vulnerabilities,
threaten to create unsafety and displace the status quo, within both the micro and macro-
environments. Hence, a diagnosis of BPD for Dolly and Eva provides a level of protection from the

judgements of other people and buffers against the potential for rejection.

Overall, this group-level sub-theme ‘The pursuit of more than a label’ illustrates that for
Anna, Casey, Eva and Dolly, their relationship with their diagnosis is not clear cut as simply positive or
negative. Born from a desire to be understood and not just represented within their
macroenvironment, it is often a complicated and messy relationship that intertwines with other
facets of the participants’ lives. There appears to be an irony in that a diagnosis of BPD can both
sever one’s ties to community whilst simultaneously defend against the very same thing; the

commonality being the inevitable experience of rejection for these women.

Stigma and Assumptions

The way in which other people view a diagnosis of BPD, and the predominantly negative
stigma attached to BPD, ran throughout the narrative of Anna, Casey, and Eva. Anna, Eva and Dolly
also reflected on their experience of stigma around self-harm and/or suicide attempts. This group-
level subtheme attempts to capture the participant’s experience of the assumptions made by others,
as well as the impact of this on them personally, further indicating the influence of both the micro
and macro environments. Anna and Casey discuss the negative stigma associated with BPD and the

perceived character judgments made based on the label:
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| think obviously there's a lot of perception that comes about the label and the diagnosis as
well. People are like, “oh, it's the terrible people to work with to treat or to support” (Anna,

Line 543 — 545)

| didn't like the whole personality disorder. | think that to people [it’s] this red flag
personality disorder...l think it's really stigmatised. | think people just think you're this
impossible person that is going to manipulate you and be this awful person to work with.

(Casey, Line 117 —123)

Both participants refer to the ways in which they believe other people to connect a diagnosis of BPD
to being a “terrible person” or “impossible person”. There is a sense that this equates to being a
difficult person to “work with” and that both Casey and Anna have been on the receiving end of
presumed relational difficulties. As well as highlighting how they perceive others to relate to them,
this also gives an indication of the participant’s self-perception. Both appear to experience high
levels of shame leading to the anticipation of rejection, specifically around being “bad”, “terrible”
and “impossible”. This was reinforced for Casey where professionals have directly stated “l don’t
know what to do with personality disorders” (Casey, Line 127 — 129). This professional uncertainty,
and the language used within this interaction, appears to have fortified the stigma around BPD for
Casey, as well as being interpreted as a lack of compassion and/or tolerance of individuals with this
diagnosis. Hence, Casey and Anna feel that support and treatment is beyond the realms of
possibility and the label of BPD alone serves to pre-warn others of this difficulty. Eva takes it upon

herself to pre-warn mental health professionals of this impossibility:

| won't say I've got borderline personality. | say I've got that awful bad person personality

disorder, the one you all hate...the one you find a nightmare. (Eva, Line 1017 — 1019)

Having “worked in mental health years ago” (Eva, Line 430), Eva has learnt that professionals believe
anyone with BPD is “a nightmare” and attempts to compensate for this by alerting professionals of

her “awful bad person personality disorder”. There is a sense of meta-assumptions occurring where
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the participants feel that other people (professionals in this case) make many assumptions about
them, and simultaneously Eva, Casey and Anna assume the presence of these assumptions,
indicating the interaction between micro and macro environments. This is not limited to mental
health professionals; Casey avoids telling her parents about her diagnosis of BPD out of fear that they

will accept the stigma as fact:

it's [BPD] never something I've mentioned to people. | wouldn't tell my parents that that's
what someone thought | had like | just wouldn't. | think because of the stigma and because

of the lack of understanding, | think I'll deal with it myself. (Casey, Line 262 — 264)

This highlights the impact of the stigma around BPD where Casey feels unable to seek support from
her parents due to a presumed “lack of understanding”. As noted, Eva’s perception of the stigma

around BPD is unique to her experience of working in mental health previously:

| know how mental health professionals perceive people with BPD, and | know how awful we
are. | know what a nightmare we are ... | worked in mental health years ago and | know how
people with BPD are treated and | know how people perceive people with BPD and | know
that we're a drain and on resources and people are like “for fucks sake it's her again.” (Eva,

Line 430 — 442)

This experience has provided tangible evidence for Eva that the stigma around the diagnosis does
exist and directly impacts “how people with BPD are treated”. Eva believes that professionals
categorise her, and others with BPD, as a “drain on resources” and notes “as soon as | say it, they’re

o

going to be like ‘timewaster’” (Eva, Line 970 — 972). These historical experiences appear to have
developed into a key threat for Eva. She anticipates rejection from professionals and relates to them
as dangerous. Though many years have passed since working in mental health, repeated use of the
words “l know” indicates that this threat is still very real for Eva and impacting her interactions with

services. Eva further believes that professionals think that she is undeserving of the resources she

uses and that those resources are used in avoidable excess. This learned state of helplessness
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appears to be reinforced by professionals and the derogatory narrative Eva has observed within the
culture of her previous workplace. The breadth of destruction this prejudice against those with a
diagnosis of BPD causes is evidenced where Eva has internalised this stigma and states “I’'m scared of
people with BPD” (Eva, Line 68). This highlights an example of wider societal scripts directly
impacting the individual, and in turn impacting how the individual then navigates wider society. She

reflects that due to her past experiences, she has become wary of others with a diagnosis of BPD:

| know that people with BPD can fly off the handle a little bit or be unpredictable... Maybe
unpredictable in my head...even though they weren't, and they were lovely, in my head | was

scared of them. (Eva, 68 — 70)

Similarly to the negative stigma associated with the BPD label, Anna and Dolly reflect on the

discriminations relating to their attempts to take their own lives:

| used to, as a coping mechanism, as a lot of people do when everything gets too much, I've
got this safety net of “l don't need to be here, I'm out of here” ... And so that was seen as a
manipulative strategy. “If you say something to her that she doesn’t like, she’ll tell you she’s

gonna kill herself”. (Anna, Line 1084 — 1088)

| think if | just wrote down [on my university application], “I've got BPD” ...It would have just
been like “Oh, BPD!”, that could mean like 5 billion things and there's so many experiences
attached to it... But whereas with the history | listed, it's like, “you're such a high suicide risk

and stuff like that and we can't deal with you”. (Dolly, Line 664 — 673).

The intricacies surrounding suicide appear to be dismissed where participants believe it is seen as a
“manipulative strategy” and evidence that “we can’t deal with you”. As noted earlier, Casey also
reflected on the concept of being considered “manipulative”. The participants are indicating that, in
their experience, other people seem to presume the unscrupulous intentions of those with a BPD

diagnosis. This is instead of displaying the compassion and understanding desired by participants,
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where suicide is considered as a coping strategy and “safety net”. Dolly identifies that her previous
attempts to take her own life were perhaps used against her as evidence of instability. Hence, Dolly
considers her diagnosis of BPD to be helpful in this regard where it can be used to hide the details of
her struggles, and thus avoid the discriminations often associated with suicide risk. This protection
from stigma is also relevant for Eva who reflects on how her “diagnosis has stopped my inpatient

experience”.

This group-level subtheme depicts the participants experience of the negative stigma and
assumptions associated with a BPD diagnosis and suicide. These assumptions are intertwined with
the complex relationship each participant has with their own diagnosis, as explored in GET 1.
Collectively, this GET serves to illustrate the nuanced picture of what it means to have a BPD
diagnosis for these participants and how this is closely intertwined with their pursuit of a level of

understanding for their struggles that goes beyond just representation.

Group Experiential Theme 2: CSA is not the whole story

This GET explores the way in which each participant considers the link between BPD, and the
presenting difficulties associated with this, and CSA. Participants emphasised that CSA did not occur
in isolation, making it impossible to disentangle CSA from their wider childhood
experiences/childhood trauma. Their experiences as a child appear to provide context to their
current difficulties. Within this, the group-level subthemes (1) Personal perspective and (2)
Professional perspective emerged. This enables consideration of the similarities and differences in
the way the participants consider this link in comparison to how they perceive professionals to view

this link.

Personal perspective

All participants reflected on their individual views on how BPD does and/or does not link to

their experience of CSA. This also included consideration of the origins of their difficulties
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(symptoms) as well as preferable alternative diagnoses. Anna acknowledged the link between her

BPD diagnosis and her childhood experiences:

It just comes into everything, the whole upbringing. | think for me [childhood] feeds into so

much of how it makes sense that it’s that kind of diagnosis. (Anna, Line 723 — 725)

Anna comments on how her childhood directly impacts multiple areas of her life. She particularly
emphasises this in relation to “friendships and... your boundaries and what you feel able to take”
(Anna, Line 723) and how a BPD diagnosis “makes sense” in this regard. She reinforces this when
commenting “a large part of BPD, and for most people, are about early trauma and relationships with
caregivers when you're young” (Anna, Line 55 — 56). Anna is explicit when stating “the whole
upbringing” and draws attention to the fact that CSA did not occur as an isolated incident nor within
a vacuum. The environment, and relationships, in which the CSA happened appears just as pivotal as
the event(s) of CSA itself. Anna makes connections between her relationships with her caregivers
throughout childhood and later friendships. This highlights the relational difficulties often associated
with BPD are perhaps more indicative of attachment disruption and a lack of secure relationships to
map later friendships on to. For Anna, CSA was wrapped up in the familial dynamics at home and
thus BPD “stands for my life journey... it represents my upbringing and how that’s kind of impacted
on me like adversely through adulthood even until now” (Anna, Line 69 — 72). When exploring the

link between CSA and BPD, it would be impossible for Anna to untangle these interconnections.

Casey also affirms that CSA could not be considered in isolation when linking her experience
to her diagnosis of BPD and states “that would be really dismissive and blaming, | think. As well, |
think a lot of faults would be put on me for that” (Casey, Line 600 — 602). She considers that her
experience of CSA “does connect in a way to BPD” (Casey, Line 595); however, inversely to Anna,
Casey considers her impulsivity and attachment seeking behaviours to have predisposed her

experience of CSA:
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it may be when you put the whole impulsive attention/attachment seeking behaviours from
BPD and put it towards the situation that happened [CSA] and how | was seeking these
different people, | suppose it does connect in a way... that [CSA] is not the whole story.

(Casey, Line 593 — 594; Line 599)

Casey rejects the prospect that other people might link her diagnosis of BPD to her experience of
CSA and blame her for this. However, this appears to be a projection of internalised victim blaming
where Casey is suggesting that she put herself in a situation to be abused due to these specific traits.
This might also influence the way Casey views and uses the label of BPD, consistent with her
psychological make up. This also suggests that Casey believes that BPD symptomology predates her
experience of CSA, indicating the influence of wider childhood experiences. Casey further reflects on
other difficulties associated with the diagnostic criteria of BPD, and how “frank and open
conversations about what happened [CSA] and about suicide attempts and my feelings” (Casey, Line

545 — 547) have provided context to her current struggles.

Anna and Dolly also reflect on the correlation between their current struggles and their

childhood experiences:

I mentioned why | don't reach out to people if I'm struggling, things like that. For me, it’s
because [I] don't know how to respond. What you've known from a young age is that you
just get by on your own and then you’re not gonna get let down by anyone...there's massive

correlations | would say. (Anna, Line 741 — 746)

So, all | feel is helplessness in my relationships. And | can't take a stand against bad behaviour
and shit. When | feel disrespected, | can't really take a stand just in case they get mad at me,
or they just deny it. Cause | don't want to have to go through that again. (Dolly, Line 396 —

492)
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Both participants echo a similar sentiment where their childhood is inextricably linked to their
current difficulties, particularly in relation to help-seeking behaviours and relationships. Dolly infers
those feelings of “helplessness”, and a fear of conflict and invalidation has been directly mapped on
to her adult life. Anna has learnt “from a young age” that she cannot trust others and must rely only
on herself. Dolly also comments on being mistrustful of others when discussing the link between BPD
and CSA where she states “l guess they could be [linked]... | guess the paranoia is quite something”
(Dolly, Line 417 — 419). There is a sense that both Dolly and Anna are trapped in a cycle of avoiding
intimacy and vulnerability in their attempt to protect themselves from the same patterns of their
childhood repeating. This indicates that the complex environment in which CSA occurs, not CSA

alone, cultivates the development of the symptoms aligned with a diagnosis of BPD.

Eva attributes her presenting difficulties to her childhood and considers it “very unresolved...
| live my life quite often as if I'm still living it...I'm still scared” (Eva, Line 566 — 567). She suggests that
a diagnosis of Complex Post-Traumatic Stress Disorder (C-PTSD) would be a more suitable diagnosis

and that professionals have also commented on her meeting the criteria for C-PTSD as well as BPD:

“You meet all the criteria for complex C-PTSD” but why stay with the BPD then? ...BPD is the
one they focus on and it's the one that hurts the most. It's the most painful...l just wish there

was another name for it. (Eva, Line 492; Line 513; Line 841 — 842)

Her comment “I just wish there was another name for it” implies that the disconnect with a
diagnosis of BPD is not to suggest Eva does not link the two, but more so about the power of
semantics. The meaning Eva attributes to the words ‘borderline personality disorder’, accompanied
by the stigma Eva has experienced around BPD, appears to contribute to her rejection of the link
between the two phenomena. Thus, Eva is not refuting the link, rather she is seeking validation in a
diagnosis that does not pathologise her reactions to something that has happened to her. This

prevents Eva from connecting to the diagnosis in a way that might be helpful and/or therapeutic. It is
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likely that the words ‘personality disorder’ evoke feelings, specifically around being defective, that

mirror many elements of the complex childhood that led to the development of Eva’s difficulties:

Because the personality disorder, it's like saying there is something fundamentally wrong
with you and who you are. PTSD is saying something's happened to you. (Eva, Line 494 —

495)

This group-level subtheme sees participants vocalise a clear link between their childhood
experiences and their difficulties (symptoms) currently. This was not specific to their experiences of
CSA alone, where CSA is considered a product of the wider family environment, rather than an event

that occurred in isolation.

Professional perspective

Anna and Casey both reflected on the way they thought professionals did and/or did not
consider CSA in relation to their struggles, as well as when being diagnosed with BPD. This
manifested as distinct to their own perspectives of this link and thus warranted its own group-level
subtheme. Anna experienced professionals as inconsistent in attributing her childhood trauma to her

mental health difficulties:

| don't know how it weighed up. | think probably because there is this acknowledgment,
when it suits them anyway, it's [BPD] rooted in some kind of childhood traumas or difficulties
in life. | think it just checked the box for them probably quite a lot. And from that point on,
their hypothesis is it's this condition: “I'm going to ask my questions and try and prove myself

right or prove myself wrong”. (Anna, Line 996 — 1001)

Anna suggests that “when it suits them” her childhood experiences were considered by professionals
and were used to hypothesise a diagnosis of BPD. Similarly to above, this was in reference to
“childhood traumas or difficulties in life” rather than CSA alone. She highlights an apparent power

dynamic where she feels the mere presence of childhood trauma warrants a mental health diagnosis
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and becomes part of the “check box”. The top-down approach of Anna’s diagnostic experience
indicates that Anna believes professionals started with a diagnosis first and considered her individual
presentation second. This is perhaps indicative of CSA being approached as a “check box” isolated
incident, rather than professionals establishing a shared understanding of the context on which this
occurred. Anna discussed her experience of the ways in which professionals have considered her
childhood with fury. The contradiction between her expectation that professionals will hear and
validate her experiences versus the reality where she now feels these experiences were used against
her is apparent. It appears that Anna was hoping that professionals would make the link between her
childhood and her current difficulties in the same way she had. Instead, a link was made to a

diagnosis of BPD in which Anna found to be dismissive of her childhood experiences:

I'm like straight away “what you talking about? Were you even listening to anything I've
said?”. | didn’t even know [what] this thing [BPD] was. But | just felt like it was just part of,

not really feeling like anything had been taken on board. (Anna, Line 127 —129)

Casey also reflects that “I’ve definitely told a couple health professionals about it [CSA]” (Casey, Line
580 —581) during the BPD diagnostic process and shared a similar standpoint to Anna where she
hoped that this was not considered as “the whole story”. Casey also found her childhood experiences

to be dismissed, to the extent that she felt she could not share them during therapy:

| didn't tell my counsellor last year about it because he never let me explore it. And that's
what | wanted to do. | wanted to explore it, unpick that, and he never let me do that. (Casey,

Line 581 — 583)

Casey’s desire to talk about CSA with her therapist suggests an acknowledgment of how these
experiences might have been impacting her at the time of therapy. However, it appears that Casey
felt this exploration was not facilitated. Anna and Casey’s experience highlight a divide in
professional perspective on the link between CSA and BPD. They believe that consideration of their

childhood occurred “when it suits them” and appears paramount to being diagnosed but lacking
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regarding treatment options. Anna notes a similar experience where she questions “we all know that
everything is rooted in trauma... when are we going to look at the trauma then?” (Anna, Line 266 —
267). Anna and Casey both appear to be waiting for the permission from professionals to explore
their childhood experiences; they are constrained by the same secrecy that has engulfed their
childhoods. This highlights the way participants appear to categorise all professionals/services as the

same, perhaps as a safety strategy in an attempt to make their experience of professionals lighter.

Group Experiential Theme 3: Sense of Self and Identity

Participants reflected on their relationship with themselves, including how they see
themselves in relation to their diagnosis of BPD and their experiences of CSA. Encapsulated within
this GET are the group-level sub-themes (1) Living with an unwanted self, (2) An Incongruent Self,
and (3) Developing Identity. Echoed by all participants was the complex relationship they each have
with themselves, which often included self-hatred and a desire to hide the parts of themselves they
deemed undesirable. Parallel to this, all participants shared a similar narrative around not knowing
who they are and seeking to better understand themselves. This encompassed a limited sense of self

both independent of a BPD diagnosis and within.

Living with an unwanted self
An important feature of the participants’ descriptions of their relationship with themselves
was the sense in which they are ‘living with an unwanted self’. For Eva, this is a distinctly negative

relationship with herself where she feels self-disgust and self-hatred:

It's [I'm] all disgusting and it's never gonna be nice...Like if you ever think you're a decent
person, you're not. And the diagnosis is the stamp on the envelope...you're bad. (Eva, Line

1072 - 1075)

Eva emphasises her self-hatred with the belief that she deserves to be punished for being this
“disgusting” and will never allow herself to think “you’re a decent person”. She suggests that the

notion that she is ‘bad’ is further reinforced by the diagnosis of BPD. Eva explicitly states, “that’s
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confirmation that I’'m bad because it’s a BPD thing” (Eva, Line 1110 — 1111). This highlights the
conscious act of seeking evidence of BPD, and thus evidence of being ‘bad’ and reason to continue to
hate herself. Casey echoes the idea that her diagnosis of BPD serves to reinforce the parts of herself

that are unwanted:

I'm not a personality disorder... It makes me feel like I'm even more [of] this weird person
that no one understands. | think it makes me feel like I'm some sort of alien life form. (Casey,

Line 131 —138).

Casey reflects “I shouldn’t have to fight for who | am and have to fight for my identity outside of
BPD” (Casey, Line 141 — 142). This highlights the level of discomfort Casey associates with her
sustained battle towards a sense of self, as well as the identity imposed upon her by her diagnosis of

BPD and the struggle to escape this trap.

Anna resonates feeling “negative things about yourself” and references that this originates from her

childhood due to an “abusive background”:

| still get a lot of self-talk you know; you feel the negative things about yourself, and | think
ultimately when you come from an abusive background, | kind of think does anyone ever

really realistically get rid of that? (Anna, Line 88 —90).

She goes on to question “does anyone really realistically get rid of that?”, suggesting the
deep-rooted nature of these feelings where self-hatred is inextricably linked to her sense of self and
her childhood. Both Anna and Eva spoke in third person when reflecting on their feelings towards
themselves. This highlights the potential psychological distance needed to verbalise thoughts of this
nature, to defend against the distress caused (Lyons et al. 2018). However, when talking about how
CSA has “definitely” (Eva, Line 667) affected how she sees herself, Eva reverted to 1% person where
she reflected “I didn’t even really know that | existed...in a human form” (Eva, Line 669 — 671). This

suggested the complete rejection of her sense of self now, as an adult, whilst also insinuating that
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her experience of CSA had completely stripped her of the fundamental sense of being human as a
child. Eva’s ability to use 1 person when talking about her childhood highlights the possibility that
she can connect to this period of her life more easily signifying that her sense of self and/or identity

is “stuck at a certain age” (Eva, Line 808) and “almost like you haven’t grown up” (Eva, Line 803).

This group-level subtheme gives an insight into how these women consider the impact of
their experiences of CSA and/or a diagnosis of BPD in relation to ‘living with an unwanted self’. This
captures the ways in which Anna, Casey, and Eva struggle with negative feelings towards themselves

including self-hatred and the rejection of parts of the self.

An Incongruent Self

Though closely related to group-level sub-themes ‘living with an unwanted self’ and
‘developing identity’, the construct of ‘incongruence’ ran profusely through the experiences of all
participants. Incongruence appears to serve as a catalyst to a fragmented sense of self. Dolly
reflected on her inability to show her authentic self within her family system where “I have to keep
lots and lots and lots of stuff away from them” (Dolly, Line 210). For Dolly, this included hiding sexual
partners, her appearance and “I have to pretend that | am still a Muslim” (Dolly, Line 222 —223). This
also included mental health struggles involving “when | had the group therapy, | was telling my family
all it was just school lessons” (Dolly, Line 199) and “they can’t know about the fact | am on
antidepressants” (Dolly, Line 230 — 233). Eva shared a similar narrative where “I've recently been
diagnosed with fibromyalgia...| haven’t been able to tell my family” (Eva, Line 329- 331). These
examples provide an insight into a lack of unconditional positive regard experienced by both Dolly
and Eva, and the phantasy of being accepted by their families. The repeated use of the phrase “I have
to” infers a submissive element to this phantasy, where both participants conform to perceived

authority and/or the power held by their family to avoid rejection.

The act of concealing certain parts of themselves was also prevalent in relation to

participants hiding their diagnoses of BPD from other people:
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[There is] no one to talk about it and because you're so ashamed, you can't tell anybody... |
couldn't tell my friends at that point, | couldn't tell anyone, because they didn't know

anything about me really... | couldn't talk to anybody about it. (Eva, Line 1166 — 1171)

Who knows I've got this condition? Err, nobody... I've tried to just keep it to myself. (Anna,

Line 599 — 604).

It's never something I've mentioned to people like | wouldn't tell my parents that that's what

someone thought | had, | just wouldn’t. (Casey, Line 262 — 263)

Anna and Casey appear to consider BPD a weapon that could be used against them and therefore
hide it as a means of self-protection. Eva explicitly indicates that her diagnosis of BPD threatens to
reveal the parts of her identity that she has actively tried to hide from other people. To combat this,

participants presents their ideal self to other people and avoids sharing her diagnosis.

This group-level subtheme attempts to portray the depths in which incongruence is woven
within each participants lived experience. ‘An incongruent self’ highlights the ways in which
incongruence is used by the participants as a safety measure within family systems, as well as within

wider society and the impact this is having on Anna, Casey, Eva and Dolly.

Developing identity
The group-level sub-theme ‘developing identity’ represents a journey mirrored across all
participants. As a non-linear process, this journey encapsulates participants questioning ‘who am I?’

and the notion of working towards greater self-awareness. This was subtly articulated by Dolly:

| find making decisions so incredibly difficult... | just try to avoid doing that a lot, so | default
back to people pleasing and it's just like “what will other people want instead?”. | just follow

that rather than trying to make my own decisions. (Dolly, Line 614 — 618)

Dolly finds it “hard to figure out what’s best for me” (Dolly, Line 396) suggesting a level of discomfort

when there is an expectation to know and understand what she might want for herself. Dolly appears
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to find it safer, and easier, to mirror other people. When managing the same discomfort
accompanying “l don’t fitin... | don’t know who | am” (Casey, Line 315), Casey does not mirror other
people; she attempts to pre-empt what is socially expected of her and appears to “always just be this
front” (Casey, Line 201). Similarly, Eva reflects “l don't know who | am... | will just be what anybody
ever wants me to be. | feel false sometimes, like fake or fraud” (Eva, Line 411 — 415). This evidences a
cyclical pattern occurring where the discomfort with not knowing who they are leads to the presence
of a ‘false self’. This then leads to feeling misunderstood and thus continues the questioning of ‘who

am |7’

As highlighted, Eva’s diagnosis of BPD is interwoven within her identity. However, Eva also

reflected on her sense of self in the hypothetical context of removing the diagnosis:

Maybe that wouldn't be a bad thing. Maybe that would be a relief. But then | think I'd be
lost, like | wouldn’t belong anywhere. | wouldn't fit... Would | remove the diagnosis? I'd
change it. No, | wouldn’t. | like being bad. No, | don't like being bad. | don't know. That's what

I am. | don't know. (Eva, Line 1123 — 1130)

Consideration of this hypothetical scenario appears to have identified an inner conflict where Eva’s
entire identity has been brought into question. Being ‘bad’ is profoundly linked to her sense of self
and her diagnosis of BPD, however, she recognises that without this, she would not know who she is.
BPD appears to help Eva make sense of the parts of herself that she does not like. Eva’s ambivalence
as to whether she could tolerate such change suggests that the consideration of an alternative

narrative is not unfeasible, even if a “petrifying” prospect:

This has been my whole life; this is all I've known and to suddenly change and be all right and

manage my life in a different way is petrifying and it's scary. (Eva, Line 788 — 789)

Casey reflects an ongoing search to understanding herself:
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Since | was young, | tried to search for what's wrong with me... Always tried to find an

answer, | don't even know what that answer will provide me. (Casey, Line 283 — 285)

This emphasises the sense that Casey does not feel ‘complete’ and has a sustained desire to “search
for what’s wrong with me” to develop a whole picture of herself. Anna reflects on having had similar
views when she was younger where she believed “there’s something wrong with me” (Anna, Line
79). However, Anna also shares that she has been able to begin to develop her sense of self as

collateral to the career she has pursued:

I've been doing all the work with children and understanding more about trauma and
neuroscience. There's a lot of links in terms of early life experiences for those children, but

then also being able to reflect upon that for myself as well. (Anna, Line 52 — 56).

This GET tells the story of the complexities allied with a sense of self and identity for these
women, who have experienced CSA and received a subsequent diagnosis of BPD. This theme has
explored the mostly negative relationship these participants have with themselves alongside the
difficulty in being their authentic ‘true self’. Both these group-level sub-themes appear to funnel into
the bigger question of ‘who am I?’ and the ultimate, yet terrifying, desire to work towards a better

understanding of themselves.

Group Experiential Theme 4: A relational minefield

In consideration of the impact of CSA and/or a diagnosis of BPD, prevalent across all cases is
the theme ‘A relational minefield’. All four participants echo a similar narrative where relational
difficulties are ever-present and often underpinned by deep-rooted fears associated with other
people. These difficulties appear to be inherently linked to distrust in other people and themselves.
Eva, Dolly, Casey, and Anna proceed to explore the ways they manage this unsafety and what exactly
it is they are seeking in relationships with other people. This is captured by 3 group-level subthemes:
(1) Challenges, blocks and fears, (2) Safety Strategies, and (3) What am | seeking in a relationship

with others?
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Challenges, blocks, and fears
This group-level subtheme attempts to capture the nuances within the interpersonal
relationships of each participant with particular focus on difficulties experienced. Casey directly

comments on finding platonic relationships trickier:

I’'ve never really had any friends. | had friends that lasted not long, a year maybe max. And
they’d always find someone better or someone different or they'd move on, move to a

different country. People have always been in and out of my life. (Casey, Line 398 — 400)

Casey focuses on the prospect that people do not remain in her life and inevitably leave her. She
emphasises the short-term nature of the friendships she has had indicating that the longevity of a
relationship influences the value placed on them. She considers that people “find someone better”
suggesting that Casey believes that this abandonment is personal, and she holds a level of blame and
responsibility for this, which links back to the internalised victim blaming discussed earlier. She
further comments on her experience of abandonment where “I was so scared that people were
leaving and people did leave and that maybe was why | was scared of it” (Casey, Line 299 —301).
Casey’s fear of abandonment appears to be backed up by her previous experiences. There is a sense
that Casey uses this as ‘hard evidence’ that patterns will predictably repeat themselves indicating the
lack of control Casey experiences within relationships. Though Casey reflects on this fear in the past

tense, as though historic, she also identifies how this fear still impacts her current relationship:

| don't want to talk to you [partner] right now because you're just going to dismiss me or
you're just going to reject me or you're just going leave the same way everyone else has

done when I've spoken to them about things. (Casey, Line 643 — 645)

Interconnected to her fear of abandonment, Casey recognises a fear of rejection and
dismissal from other people. To be dismissed would render Casey insignificant and reinforce Casey’s
belief that she is not good enough. This sentiment also highlights that Casey does not trust other

people to engage with her vulnerability and accept the parts of her that she is ashamed of. Anna also
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distrusts other people and specifically fears that “there’s always this feeling of judgment” (Anna, Line
916). To ensure that other people do not get the opportunity to reject and/or abandon, both Casey
and Anna appear to remove themselves from the intimacy available within reciprocal relationships.
However, Anna reflects that this fear is not solely located in the other person as “l don’t reach out to
people if I'm struggling...| don’t know how to respond” (Anna, Line 743). She explores the fear that
she does not know how to respond when someone does meet her needs. This suggests the scale of
danger attributed to interpersonal relationships where Anna is navigating both external and internal

fear. Eva also comments on this:

I'm warning them in advance of how dangerous | am. I'd like to say I'd never hurt anybody in
my life, but at the same time, I'm warning them because | am dangerous and this new
therapist, I'm worried that I'm going to destroy him, that I'm going to absolutely ruin his life.

(Eva, Line 1022 — 1024)

Eva is explicit in describing herself as “dangerous” and emphasises the idea that she could “destroy”
and “ruin” her new therapist. This appears to be linked to the way Eva has internalised both her
childhood experiences (including CSA) as well as the stigma around a BPD diagnosis. Eva has become
the very thing she is terrified of: “the thought that I'm grown up is scary” (Eva, Line 418). The script
Eva holds around this appears to have mutual influence on Eva’s perception of other people, as well

as herself. Eva further details the way other people ignite her threat system:

They're the ones that scare me. They're the unpredictable ones. And to me they're unsafe...
and they're not doing anything wrong. They're just passionate. But | can't cope with that. |

see them as bad. (Eva, Line 837 — 839)

Eva is describing how she experiences “argumentative” players in her sports team where their
unpredictability is considered “unsafe” and threatening. Eva acknowledges that this fear is a

perception “to me” and that “they’re not doing anything wrong”. However, it appears that Eva
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cannot tolerate conflict, nor the possibility of conflict, suggesting a ‘better safe than sorry’ narrative

around her relational minefield.

Dolly also shares that her experience of CSA has directly impacted her relationships,

particularly her ability to trust:

my relationships are a bit fucked up... My brother was my best friend... Throughout
childhood and then for him to just do that it's a bit like, wow, what the fuck. And we lived

together under the same roof as well. (Dolly, Line 367 — 371)

Dolly is explaining why her relationships are “fucked up”, highlighting the relational difficulties she
experiences as a consequence. For Dolly, her experience of CSA was the ultimate treachery where
the perpetrator was her brother, “my best friend”. There is a sense that Dolly is suspecting that if her

brother can betray her in this way, other people can too.

Safety Strategies
To manage the relational challenges noted, Casey, Dolly, and Eva reflect on the ways in which
they manage this perceived unsafety. Casey explores her tendency to hide her vulnerability from

others:

| can really shut down and go really, really quiet and really, really just dismissive of him
[partner]. | put his needs way back and | shouldn't do. But that's my natural coping. Leave me

alone, | want to be quiet, | don't need you anywhere near me. (Casey, Line 240 — 242)

When Casey feels threatened, she is unable to tolerate the intimacy within her relationship which
leads to this notion of “shut down”. This appears to involve a difficulty communicating where self-

|ll

preservation is prioritised. She emphasises that this is her “natural” coping strategy suggesting this
response preceded her current relationship. Simultaneously, Casey reflects that she does not “need

you anywhere near me” and “I put his needs way back”. This evidences the reciprocal roles where

Casey will not rely on others for support and others will not be permitted to rely on her either. It
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appears that for Casey, self-preservation equates to “I push people away” (Casey, Line 555) to

establish self-isolation and self-reliance. This self-reliance also prevents Casey from help seeking:

| think it impacts me now because | still don't seek help from people that are close to me. My
other half screams at me because | just don't tell him when there something wrong or | can't
express that to him. And | think that's because I've just been let down. (Casey, Line 639 —

641)

Casey is reflecting on the impact of internalising her experience of CSA and the idea that “no one
ever knew what was going on” (Casey, Line 555). This gives an insight into the on-going impact of CSA
for Casey and demonstrates how she has learned that other people cannot be trusted with her
vulnerability. Dolly also reflects on the ways in which her childhood experiences have impacted the

way she manages potential unsafety in her relationships:

| can't take a stand like against bad behaviour and shit. When | feel disrespected, | can't really
take a stand just in case like they get mad at me, or they deny it. Cause | don't want to have

to go through that again. (Dolly, Line 400 — 402)

Similarly to Casey, Dolly has learnt that other people cannot be trusted and that retreating and hiding
from others is a successful way to manage this. However, Dolly appears to retreat in the face of
conflict, as opposed to intimacy. Dolly references an inability to “take a stand” suggesting that
becoming submissive and ‘small’ reduces the perceived risk in these scenarios. The possibility that
others might “get mad at me or they just deny it” is enough for Dolly to shut herself off from this
connection with others. As noted earlier, Dolly shared her difficulty making decisions and how this
leads to people pleasing. In this light, she reflects on how her diagnosis of BPD has helped her
navigate these relational difficulties where “it's just so hard to trust my judgement. But at the same
time, | can put a label on it. | can be like that's you thinking in extreme stuff, black and white
thinking” (Dolly, Line 620 — 621). Dolly obtains relational safety by avoiding making decisions; she

does not trust her own judgment, nor the reactions of others, thus fearing the consequences of
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making a mistake. However, she also recognises that BPD enables her to “put a label on it” and
identify her ‘symptoms’ of BPD to explain her struggles. This appears to remove the self-blame and
provides Dolly with some context to her difficulties when relating to others; thus, BPD itself becomes
a safety strategy. Dolly refers directly to her tendency to “default back to like people pleasing”.
People pleasing can highlight a person’s willingness to sacrifice their own wants/needs for the sake of
others. However, for Dolly this appears to be a strategy where submission creates a greater sense of
perceived control, where she is more able to predict the actions of others and avoid having “to go
through that again”. Dolly also comments on the reality of people pleasing where she is “so scared all
the time” evidencing the irony where people pleasing both alleviates and cultivates a sense of
unsafety within relationships. Eva echoes a similar sentiment regarding people pleasing as a safety

strategy:

This [research interview] feels like a job interview. What answer would you like now? What is
she looking for? ...And | think, | guess if you've done that your whole life, reading people's

important ...Because it means you're gonna survive. (Eva, Line 878 — 884)

Eva reflects that people pleasing is not just a strategy for safety, it is for survival. This highlights the
magnitude of threat Eva experiences within relationships. The idea that Eva has been doing this her
“whole life” shows the origin of this safety strategy where patterns of behaviour that Eva learnt as a
child remain in use to this day. Eva attempts to exceed the expectations of others, including myself in
this example. She reflects “I will just be what anybody ever wants me to be. | feel like false
sometimes, like fake or fraud” (Eva, 414 — 415). This further feeds into Eva’s sense of self explored in
GET 3. There is a sense that Eva is hyper-vigilant of what other people might be looking for in a
relationship and this allows her the opportunity to transform the way she is perceived to be a version
of herself that is more likely to be accepted and thus Eva is more likely to survive this encounter. This
pattern appears to have existed during the early stages of Eva’s friendships. However, she reflects

that time has allowed these relationships to organically evolve to create an actual sense of safety:
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| try to be that good friend that mostly talks about them, asks questions, and is nice and
listens. | want to be a good friend... | think they [my friends] get me as well. | think they
understand me a little bit more... I've known them for quite a few years now, but they make

me feel safe. (Eva, Line 314 —315; 311 — 312; 299)

This group-level subtheme highlights a variety of different ways that Eva, Casey, and Dolly attempt to
obtain a felt sense of safety within their relationships. Often these strategies derive in their
childhood and have developed due to unmet needs and as a means of survival. By taking a
cautionary approach towards relationships with others, they achieve the paradoxical effect of
exacerbating the sense of unsafety. Eva reflects here that the more she allows her friends to
“understand me a little bit more”, the safer she feels within these relationships. By leaning into this
discomfort, Eva is developing her ability to experience an actual sense of safety underpinned by

genuine connection.

What am | seeking in a relationship with others?

The previous group-level subthemes have highlighted the challenges and fears associated
with other people and the ways in which the participants attempt to alleviate the anxiety curated by
these fears. This group-level subtheme attempts to build on this narrative by showcasing what it is
that Anna, Casey, and Eva are/have been looking for in their relationships with others. Anna explored
that as a child her teachers had commented on her obsession with a guidance teacher, and she
reflects that “I don’t think | was obsessed. | think | trusted this person and | sought them out” (Anna,
Line 1063 — 1066). This highlights the early manifestations of attachment seeking behaviour
displayed by Anna. Eva ponders a similar narrative where she now seeks the care and protection that

she did not receive as a child:

| wanted her to just cuddle me and protect me and just go “It’s gonna be alright,
[anonymised], you're gonna be alright”. The saddest thing is that nobody's ever going to do

that for me. And nobody ever has done that for me. (Eva, 1093 — 1095)



111

Eva is reflecting on her relationship with her previous therapist where Eva experienced “suddenly
feeling that parental role that I'd never had...And not invalidating me the whole time” (Eva, Line 343
—344). This evidences Eva’s desire to be protected within a relationship and “I just wanted her to
rescue me...for her to look after me forever” (Eva, Line 207 — 208). This also highlights an unspoken
desire where Eva can show her vulnerability and express a fundamental need to be cared for without
fearing this will be abused and taken advantage of. Eva reinforces this idea with her suggestion that
“the best way to help people with BPD is for somebody to live with somebody that has a complete
secure attachment for a long time” (Eva, Line 982 — 984). Casey also reflected on what she is seeking

within relationships with professionals:

| resent this job to that extent because, not that they're any less deserving of it, but | needed
that. | needed someone to look after me, I've got physical health problems that | need
people to care for. I've got mental health problems that | need someone to monitor and have
meetings about. | resent it so much. If | only | had half as much treatment that these people

are getting. (Casey, Line 701 — 701).

Through her profession, Casey delivers the high levels of care and support to individuals with mental
health needs. Casey recognises that she has not received this thus far and highlights her expectations
for professionals to provide this level of nurturing for her. She talks about feeling “resentment”
towards her job emphasising a sense of injustice towards this disparity. Casey also considers the
possibility of “if only | had half as much treatment than these people”. This differs from Eva’s
narrative where she felt “sadness” towards the idea that “nobody’s ever gonna do that for me”;

Casey expresses anger towards wider systems that appear to be failing to provide what Casey needs.

Both Casey and Eva explore their desire to be understood by other people:

| want to go, “do you know what I've been through? Do you know how I've got here? ... Do

you know how I've survived to this point?” (Eva, Line 977 — 979)
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It's that comfort in someone that gets you on a bit of a deeper level and | think having
someone there frequently as well, | think that really helps. Someone to, | don't know

whether it was someone to rely on or what, always helped. (Casey, Line 404 — 406)

Eva accentuates the idea that she does not feel seen by other people and is fundamentally
misunderstood. She recognises her difficulty communicating and asking for this within her
relationships. There appears to be a conflict where these rhetorical questions contain an accusatory
tone, whilst Eva simultaneously notes that she “never would [ask these questions] because I’'m too
ashamed” (Eva, Line 979). The internal battle between feeling entitled to the understanding of others
and concurrently not feeling deserving of this creates distress for Eva. Casey reflects that her parents
“never understood why | was still sad” (Casey, Line 190 — 191). Thus, having more recently
experienced feeling understood through her partner, Casey expresses the importance of this in
aiding her journey towards recovery. This group-level subtheme demonstrates that, for Anna, Casey,
and Eva, they are seeking trust, attachment, nurture and understanding from other people; often,

this is rooted in unmet needs from their childhood.

Group Experiential Theme 5: The long road to recovery

GET 5 attempts to tell the story of ‘The long road to recovery’ for the participants of this
study. This story consists of both obstacles and positive experiences of support. There is constant
juxtaposition throughout where some participants have a hopeless narrative, and others feel their
diagnosis of BPD has provided the springboard to recovery. This GET is closely interlinked with other
themes identified as part of this analysis, particularly the way the participants relate to other people.
The group-level subthemes capture pivotal time-points within ‘recovery’, as experienced
chronologically. This theme begins with ‘accessing support’, followed by consideration of ‘support

received’.
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Accessing Support

This group-level subtheme captures the first phase of their journey towards recovery, post-
diagnosis, and highlights participant’s experiences of accessing support. This includes barriers to
help, as well as consideration of how the label of BPD specifically impacted their access to support.
Both Anna and Casey shared a similar narrative around the concept of being ‘too well’ and/or ‘not
unwell enough’ to access support for their struggles. Anna refers to being “high functioning” which
meant “people not realising the real extent and risk of things” (Anna, Line 474 —477). This gives an
insight into Anna’s ability to mask her struggles and how easily she felt professionals took this at face
value and did not consider her a priority in accessing support. Reinforcing this is the fact that, for
Anna, support has been consistently “prompted by crisis of some sort” (Anna, Line 242). Eva
considers a similar experience where “the right way [to get help] in the society that we live in,
doesn’t actually get you any help” whereas “the wrong ways... small overdoses, slitting your wrists
and then asking for help” (Eva, 936 - 939) appears to elicit support. Casey also reflects on this and
states, “they didn't come to me just because he [another student] was being a bit more in their faces
and maybe a little bit more disruptive that he was the one that got help and support and | wasn't”
(Casey, Line, 383 — 385). Anna and Casey have learned to manage their struggles in a way that is less
extroverted than others. This has meant they feel that they are considered as less deserving and less
in need of support. There is an element of disappointment towards professionals’ and the way this
type of trauma response/coping strategy is overlooked. Anna comments on the fact that these

parallels can coexist:

there's definitely a sense of “you’re not as important because you've got a job, you're living
in a flat, and you're not in massive financial strain”. And you think, “OK, yeah, compared to
some other people with a diagnosis I'm doing well, but | can't be doing that well. I'm in

hospital every a few weeks”. (Anna, Line 490 — 493)
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Anna notes the conflict of being acutely aware that other people might be in a less privileged
position, whilst knowing that this should not be a factor in endangering her own access to support.
She is reflecting on the need for professionals to prioritise, and thus ration, resources. This appears
to identify Anna and Casey as part of an unattended group of individuals that are perceived ‘too well’

to access certain support, but ‘too unwell’ to manage without it.

Having attempted to avoid a BPD diagnosis, Eva considers that “l wasn't getting the help that
| needed at all, and | was constantly chemically restrained” (Eva, Line 475 — 476). Without her BPD
diagnosis, Eva reflects that the aim of treatment was to get her presentation (i.e. her symptoms)
under control without consideration of why these might be occurring. The sentiment of being
“restrained” indicates the use of power to eradicate a difficult presentation in the powerless. Eva
goes on to reflect that “they pushed with the BPD diagnosis... because then | could access DBT. If |
had complex PTSD, | couldn't have done DBT where | lived at the time” (Eva, Line 537 — 541). This
highlights a significant benefit to Eva’s diagnosis of BPD where she was then able to access support
that had been missing previously. Dolly echoes this experience and states “when | finally got the BPD
diagnosis, | was straight away put on a 12-week DBT group therapy” (Dolly, Line 122 — 123). However,
Eva also reflects on the downsides to this. If a diagnosis is the gatekeeper to specific resources, “if
you had a different diagnosis, you can’t access the set of skills which is actually quite useful to you”

(Eva, Line 547 — 548).

Contrary to Eva and Dolly, Anna reflects on an inability to access support despite her

diagnosis of BPD:

there wasn't any service provision...It [BPD diagnosis] didn't go anywhere. There was no
support worker or somewhere to go every week to get support or anything. It was almost

just so “well this explains it and off you go and just experience it”. (Anna, Line 152 — 155)
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you could be diagnosed with depression and then get medication and it helped a bit. But
when you get this [BPD], what does it actually get you in terms of access to support it? It

doesn't really get you much. (Anna, Line 1139 —1142).

Anna explicitly comments on the fact that, in her experience, a diagnosis does not gain you access to
beneficial support. The notion that Anna was expected to “just experience it” infers a state of
hopelessness due to there being no support available. The comparison to depression highlights
Anna’s expectation of readily available treatment post diagnosis and that this was not the case after

being diagnosed. Casey supports a similar hopeless narrative:

| don't feel like | fit in because | can't even get the proper support from people | should be
getting support from. So, where can | go next? What is the answer? But | don't think I'll ever

know. (Casey, Line 453 — 454)

The use of repetitive rhetorical questions places emphasis on the lack of direction Casey is
experiencing when attempting to access support. This creates the image of Casey turning in every
direction to gain access to help, without any success. This then becomes despondence where she
hypothesises “I don’t think I'll ever know”. Similarly to the way she relates to other people, Casey
states, “it's not really gonna go anywhere. | can't really fight for help because it's never really there”
(Casey, Line 462 —463). The “fight” and battle when trying to access support has rendered Casey

hopeless, where she is reluctant to continue trying and embodies a position of defeat.

As well as the lack of availability of support for BPD, Anna considers a lack of variation in the
treatment options that are available. She states, “I've given my detailed reasons for as to why | don't
want to do this group thing...l think it doesn't actually address difficulties or the root issues and

III

actually how it can be quite detrimental” (Anna, Line 303 — 307). Having taken part in group DBT,
Anna reflects that this did not address her childhood experiences. Evident in Anna’s tone whilst

discussing this, she is angry about the lack of treatment options outside of symptom reduction. The
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lack of input she has in the type of support she accesses magnifies the fact that Anna is silenced by

the systems she is seeking support within. Anna provides an insight into the consequences of this:

it's worth trying to take your life...this is so bad. No one’s getting support, we are just going
round in circles. Maybe it is for the best...the longer-term suffering that I'll experience
continuing to have these difficulties. And | think, why would | put myself through that? What
I've experienced in the last two years, whilst being linked in with mental health services, |

don't really want this as a future for me. (Anna, Line 1202 — 1209)

This quote provides a poignant portrayal of just how inaccessible, and damaging, Anna perceives
mental health services to be. Her experiences have led to a vicious cycle where Anna is no longer
able to see a future that includes access to appropriate support. Overall, this continues to evidence
the hopeless narrative around accessing support interwoven throughout this group-level subtheme,
specifically for Anna, Casey, and Eva. This subtheme further identifies being “too well” as a barrier to

accessing support as well as exploration of the role of the participants BPD diagnoses in this regard.

Support received

This group-level subtheme moves in a linear direction to explore participants experiences of
support/interventions they have actually received. As with the earlier subtheme, this captures both
positive and negative experiences. This subtheme will include consideration of Dialectical
Behavioural Therapy (DBT) and support for BPD, support for CSA, medication, inpatient experiences,

and more general experiences of professionals.

In relation to interventions targeted towards BPD, Dolly, Anna, and Eva each reflected on

their experiences specific to NHS DBT, Dolly shared having had a positive experience of this:

| really, really loved it...we wouldn't really share our own experiences...| loved the people
who were running it, they made it really, really enjoyable. | liked the group as well. The group

was really nice. We were all female and | think a similar age...it was just nice to know that
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there are other people who at the very least have the diagnosis of BPD. So, I'm not alone.

(Dolly, Line 149 — 151; 157 — 160; 169 — 170)

It appears that the benefit of this intervention was the staff running the group and the sense of
community it provided for Dolly, where she no longer felt alone with her diagnosis. Within this
community, Dolly was able to develop a sense of camaraderie based on similar demographics and
diagnosis. The drastic contrast to Dolly’s home life also alludes to an element of escapism where
Dolly was exposed to a rare experience of safety in a setting with other people. Eva’s experience of
DBT differed to Dolly’s and she shared, “It's hard work and some of the skills are really useful. Some
of them | find not so useful. | found, to be honest, | found being in the group situation absolutely
petrifying and terrifying” (Eva, Line 65 — 66). Eva’s fears around other people meant that she was
unable to embrace the benefits of group therapy. Despite this, Eva was still able to take away some
useful skills. Eva’s ambivalence towards DBT may be attributed to the fact “I only really did DBT really
because | thought she [psychologist] wanted me to do it and | would do anything for her” (Eva, Line
95). Eva’s participation in group DBT was thus influenced by her submissive relationship with her
therapist (and referrer to the program). The complexity of Eva’s relational difficulties is so engrained
that a ‘one size fits all’ group-therapy program was likely to have always presented with difficulties.
The difference in experiences between Dolly and Eva is additional evidence of this, where
therapeutic outcomes are distinctly subjective to each individual. Further to this, Anna reflected on
the ways in which her unique background in working in mental health has contributed to her anger

towards the diluted version of DBT she received:

the practice of it was quite poor and | struggled. | struggled to tolerate that because | deliver
care to patients, children, young people, families... they have generic workers training up in a
2-day DBT program. But then that's not actually what the patient receives. They receive that

workers version of it. (Anna, Line 271 — 273; 282 — 284)
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Where Anna delivers a high standard of care to individuals, she holds the professionals she receives
care from to the same standards. This narrative is shared by Casey who states, “l don't know whether
that's coming from a perspective of I'm in that area [career] now, so that's what I'd do, but maybe
people are different, and they don't really have as much care for other people” (Casey, Line 690 -
691). For both Casey and Anna, they are continuously disappointed in professionals and consider this
evidence that professionals cannot be trusted to help towards recovery. Casey further comments on
this mistrust of professionals and shares, “I'm still just reluctant to use their support because | just
don't know what their intentions are” (Casey, Line 413 — 416). The unknown of other people,
particularly professionals, causes Casey anxiety where she feels out of control and fearful of potential
negative encounters. This is grounded in her previous experiences of professionals where she has
been told “other people have got it worse” (Casey, Line 66). This further feeds the narrative around
being ‘too well’ discussed in the previous group-level subtheme. Casey is being served the message
that her presentation is not severe enough, resulting in professionals indirectly reinforcing that Casey
is undeserving of their support. Exacerbating this core belief, Casey’s expectations of services are
persistently not met, and she upholds that “if you cared, you'd probably look more into it. Probably
do some more tests or do some more research, do some more something” (Casey, Line 689 — 690).
Anna affirms this sentiment and considers that her experience of services “is not good enough
really” (Anna, Line 557). She shares an anecdote that summarises the harsh reality of the support
Anna has experienced when interacting with professionals, “l gave percentages actually and I'm
pretty sure there's 10% of people with my condition die by suicide...He [psychiatrist] says “Well, we
can't save everyone” (Anna, Line 564 — 565). In contrast to this, Eva reflects on her positive

experience of support from her community mental health team in relation to her BPD diagnosis:

She said, “We don't treat you any differently since the diagnosis has changed” and it's true...|
think it's the fact that she knows what I'm like. She's known me for so long, | think she knows

everything about me. (Eva, Line 646 — 653)



119

Eva’s positive experience of support appears to centre around the longevity of her therapeutic
relationship with this team and the fact she feels seen as more than just a label. Eva’s experience is
an anomaly within this group of 4 participants and is the only one with a comparison of the same
team before and after her diagnosis changed to BPD. Where she experiences unconditional positive
regard and her care co-ordinator “knows everything about me”, Eva can be completely authentic

with and/or without her diagnosis of BPD.

Including their experience of DBT and any additional treatment and interventions they have

received, Eva, Anna, and Casey all echo a similar narrative where CSA has not been addressed:

all that services will say is “Why didn't go to the gym? Why don’t you listen to music? Why
don’t you go for a walk? Why don’t you have a bath? Why don’t you do some colouring in?”
and you're like “this is an underlying fundamental thing that distraction techniques aren’t

ever going to address”. (Anna, Line 932 —935)

He never let me explore it and it was always something | wanted to do, and | think | made it
clear that | wanted to look into my childhood and he just never picked up on that cue. (Casey,

Line 613 - 615)

that's not been dealt with at all... It's very unresolved...l live my life quite often as if I'm still

living it, the past, day-to-day I'm still there. I'm still scared. (Eva, Line 565 — 567)

Anna indicates, through providing examples of suggestions that professionals have given her, that
focus is placed on symptom reduction and the notion of ‘buying time’. She expresses that this is not
enough for her and where she has identified a clear link between her struggles and her childhood,
she can no longer tolerate the lack of acknowledgement of this link during treatment. Anna
comments on the way professionals “think they're [CSA experiences] just out there in a different
bubble when they're actually they're not. They're still part of you and affecting you daily” (Anna, Line

336 — 338). Casey also expresses frustration at the fact she was not given space to explore her
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childhood within therapy, despite this being her preference. There is an element of hesitation on
Casey’s behalf where she is anxious to ask this of this therapist. Thus, the idea that the therapist “did
not pick up on that cue” suggests that Casey required the therapist to instigate this conversation and
provide explicit permission. Eva reflects on the consequences of her childhood experiences being left
“unresolved” where she is unable to escape her past. The secrecy surrounding CSA as a child is then
mirrored within services as an adult. Anna also reflects on this where “And even they’re disregarding
it. And you just think “my God | won't talk about this then”...And you just kind of feel like you’re on
your own with it” (Anna, Line 378 — 380). Intertwined across all 3 of these cases is the sentiment that
each of them is caught in the trap curated by CSA and the desperate plea for professionals to support

their choice to resolve this as part of their recovery process.

Dolly and Anna both reflect on their experiences of being on medication since their
childhood, before a diagnosis of BPD. Anna has “been on anti-depressants since | was about 15/16”
(Anna, Line 141 — 142) and Dolly “was 14 and they put me on antidepressants...And then after that
got nothing, but | was just on pills. Constantly.” (Dolly, Line 107 — 108). Dolly indicates being “just on
pills. Constantly” was not adequate treatment on its own. Casey expresses concern about the way
medication is used for individuals struggling with their mental health more generally as well as those
with BPD. She shares, “I was always just thrown some sort of antidepressant” (Casey, Line 661 —
662). Casey uses the word “thrown” to indicate a careless act that did not involve much thought. This
is mirrored by the omission of a name for the medication signifying a dismissive element. She

extends this view to advocate for other individuals with a diagnosis of BPD:

| think that's something with people with BPD, and people that suffer with more than just
depression, a bit of sertraline is not going to do much. You need to look into it more. And |
think that's something I'd advocate for an awful lot. These people need to just not be left to
the system and left to their own devices and just tick boxed and throwing some medication

at them that most of the time was never even followed up. (Casey, Line 670 — 674)
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There are two strands to Casey’s experience where she is contemptuous towards the way
professionals utilise medication as treatment, as well as viewing the medication itself as worthless
where “it’s not gonna do much” and “as if that was the fixer” (Casey, Line 684). The way medication
has been used appears to reinforce the narrative Casey holds where she believes professionals
consider her unworthy of their genuine support and further evidence of dehumanisation through
being “tick boxed”. The idiom “left on to their own devices” indicates that Casey believes she is
expected to do what she wants without being controlled or helped by anyone else and that she is
considered as beyond help as previously discussed. This leaves her stuck and isolated. Casey’s desire
to advocate for others in a similar position gives an indication that this is not what Casey would
consider appropriate treatment for anyone else. Eva further reflects on the use of medication in
relation to BPD and states, “I think it's sad that professionals medicate people with BPD so much. |
think it's sad. There's nothing worse” (Eva, 921 — 922). This creates a contradiction where medication
is used to both avoid control and responsibility, as noted by Casey, and gain control and power
through overmedication, as noted by Eva. Power also appears to operate in an intricate way in
relation to Anna and Eva’s experience of inpatient support. Both sought inpatient admissions
because “I wanted to be taken care of” (Eva, Line 219) and “I just needed to be in a safe space”
(Anna, Line 531). There is an element of both participants having to relinquish power to enable
professionals to care for them in a way that gets their needs met. Anna reflects on how being a social

worker influenced this power dynamic:

the only reason | think | was successful in being allowed to stay for a bit longer was because |
called the social worker card...if I'd been the other people on the ward who were having
similar difficulties because you kept coming in again and out, | think | would have been sent

off straight away. (Anna, Line 534 — 539)

Anna utilised her job title to stop the cycle of repeat admissions where she knew that she needed a

longer stay. It appears that, in Anna’s experience, the push from professionals to reduce ‘bed days’
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was at the detriment of Anna’s care where a ‘power card’ (i.e. being a social worker) was needed to

have an impact on the trajectory of her own care.

This group-level subtheme provides an insight into the array of different types of support the
participants have experienced. This is considered in relation to their diagnosis of BPD and their
experience of CSA. Despite elements of positivity, there is overwhelming conversation by all

participants around the pitfalls of support and their negative experiences.

Chapter Summary

This chapter provides a comprehensive qualitative analysis utilising IPA, as outlined by Smith
et al (2009) and Flowers et al (2022). The findings attempt to convey a ‘story’ and the development
of a narrative within each theme, and across themes. Convergence and divergence have been noted
to illustrate the similarities and differences between Anna, Casey, Eva, and Dolly. This meant | could
identify patterns of connection between them whilst also acknowledge where a participant’s
experience is unique. The chapter began by illustrating the complexity of each participant’s
relationship with their diagnosis of BPD and how the wider stigma and narrative around BPD is
influential in this regard. This revealed a thread around the search for a place within society and for a
felt sense of understanding. This then fed into the idea that CSA could not be considered in isolation
of their wider childhood experiences. Participants reflected on the link between these experiences
and their current struggles, as well as how they have interpreted professional perspectives on this.
GET 3 and 4 focussed more on the existential significance of the participants narrative where sense
of self in relation to BPD and CSA is considered, as well as the ways in which the participants navigate
their existence in relation to other people. Exploration of these as a pointed ‘consequence’/'impact’
of BPD and/or their experience of CSA then leads into the final theme where recovery is considered.
‘The long road to recovery’ tells a story within the wider narrative. This theme attempts to follow a
timeline from attempts to access support through to experiences of support. All themes will be

discussed in greater depth in relation to existing literature in the following chapter.
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Chapter 5 — Discussion

Overview

This chapter begins by acknowledging the emerging Group Experiential Themes (GETs)
presented in Chapter 4, in the context of relevant literature. | will focus on developing salient points;
however, | will also note areas for further discussion, that cannot be addressed within the scope of
this chapter. As remarked in Chapter 3, a traditional IPA study would stop at representing an
experience at a micro-level, whereas a feminist approach to IPA considers what these experiences
“tell us about patterns within larger societal and institutional systems of power” (Cohen et al. 2021,
p. 927). Hence, whether these dynamics were explicitly evident in a participants account or not, | will
explore the data by examining how these subtleties relate to a person’s experience, as appropriate
(Cohen et al. 2021). Following this, | will suggest how the new-found insights from this thesis can be
used to further inform both clinical practise and compliment the current knowledge base, with
particular emphasis placed on implications for counselling psychology and counselling psychologists.
Subsequently, the strengths and limitations of this research will be explored and implications for

future research will be addressed.

Group Experiential Theme 1: ‘BPD: The ticket towards or away from condemnation?’

The findings indicate that the diagnostic process was important as a precipitating factor in
the way the meaning of a diagnosis of BPD was understood. This is in line with other qualitative
research, such as Morris et al. (2014). Similarly to Lester et al. (2020), ‘how’ a diagnosis was delivered
was critical. The level of trust and/or safety surrounding the delivery of diagnosis impacted whether
the participants considered the experience therapeutic, especially alongside high levels of suspicion
towards professionals, as noted by Mohr (1995). Nehls (2000) also highlighted the importance of
trust in this context. My research findings further reinforced Fromene and Guerin (2014) where a
lack of information about BPD once diagnosed and/or a lack of communication of the diagnosis given

exacerbated an already negative experience with the diagnostic process, and thus the eventual
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interpretation of the label (Lester et al. 2020). My findings also emphasised that a thorough
diagnostic assessment where value is placed on process, alongside a comprehensive explanation of
the diagnosis post-assessment, was associated with a validating diagnostic label. This is in line with
Richardson and Tracy (2015). Whereas, when the diagnostic assessment felt obligatory and mirrored
a ‘check list’, BPD was considered a preconceived label that conflicted with the lived experience of
the individual. This conflict appeared to negatively influence the therapeutic alliance, the strongest
predictor of therapy outcome (Hovarth & Greenberg, 1994) and indicated the development of
negative therapeutic process. Binder and Strupp (2006) state that therapeutic process constitutes of
the therapeutic alliance, and “a broader set of attitudes, values, expectations, sentiments, and
interpersonal interaction patterns” (p. 123). The findings were similar to that of Hill et al. (1992)
where negative reactions are likely to have been hidden by the participants at assessment, and thus
not detected by professionals. Furthermore, the concept of professionals upholding a preconceived
diagnosis perhaps indicates the position of power held by practitioners within the ‘patient-expert’
interaction. Fee (1975) indicates this dynamic might impact the disparity in the way males and
females are treated within health care — including psychiatry. This is reflected in my findings where
participants felt their presentation was used to prove a predetermined diagnostic hypothesis. They
did not feel able to behave authentically during the diagnostic assessment, perhaps for fear of
providing further evidence of a woman deviating from the concept of rationality (Shaw & Proctor,
2005), and thus further evidence of a diagnosis of BPD. Accordingly, if a patient’s symptoms resemble
gender stereotypes, clinicians are more inclined to make gender-linked diagnoses (i.e. BPD) (Flanagan

& Blashfield, 2005).

The findings in Chapter 4 reflect the conflicting evidence on the impact of receiving a
diagnosis of BPD, echoing literature by Horn et al. (2007). Evidenced for all participants was a
complex relationship with their diagnosis. Ambiguity ran throughout this theme where most
participants were willing to accept parts of the diagnosis, whilst simultaneously rejecting it. One

participant considered BPD a ‘turning point’; the same ‘turning point’ is noted by Ng et al. (2019).
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The findings show that BPD held negative connotations and symbolised being different, bad, and
rejected, in line with recent literature (Wyatt, 2024). It also served as relief and validation of
something being ‘wrong’ that offered a level of explanation for their struggles. Lovell and Hardy
(2014) identified similar findings. My findings identified a poignant paradox where BPD can both
facilitate and hinder a sense of belonging within society. This highlighted the extent to which the
relationship participants have with their diagnosis is influenced by the microenvironment (self and
immediate family) and the macroenvironment (wider society and culture). This is in line with
Bronfenbrenner’s (2005) bio-ecological understanding of human development. Bronfenbrenner
(2005) infers that individuals are at the centre of a complex system of relationships that are impacted
by several levels of the surrounding environment. These findings enhance those of Liebke (2018)
who discuss the interrelatedness of social rejection and the fundamental need to belong. Liebke
infers how social rejection and a need to belong are especially altered in those with a diagnosis of
BPD; social rejection often threatens belonging. Jgrgensen and Bgye (2022) also found that women
with BPD “reported feelings of being misplaced, left out, or marginalised and unable to be an
integrated part of social groups and communities, often related to alienating feelings of being
different from “all the others” in negative ways” (p. 55). Using the findings of my research, | suggest
that the BPD label itself is entwined within these constructs. It can influence the way they interact,
both facilitating and hindering a sense of belonging within society. My research findings highlight
that participants felt they were moulded into the BPD framework as a means of simplifying them as
individuals. This allowed for level of acceptance where the participants felt “finally” seen and part of
a community of others with similar difficulties, similarly to Bromley et al. (2013) findings. However,
this also resulted in the participants feeling misunderstood and, as also noted by Knight and Bradfield
(2003), “unfolds as a disconnection and dislocation from co-existence with others” (p. 1). Hence, my
research findings captured the idea that BPD is a compromise between being recognised but not
understood. Leifer (2001) might consider this compromise as an example of the medical model being

used as an ideology to justify covert social control. This is further reflected by the consideration of
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power within my findings. The participants recognise the power of the diagnostic label where it can
supersede any identity that falls outside of its criterion, as well as displace any alternative diagnoses

that came before it.

The women in this study reflected on being considered a terrible and/or impossible person
for professionals to work with. This sentiment is prevalent throughout the literature, specifically the
negative stigma associated with BPD and self-harm/suicide attempts (Veysey, 2014). Individuals with
a diagnosis of BPD are often “characterised as manipulative, difficult, attention-seeking or
untreatable” (Veysey, 2014, p. 20). Luhrmann (2000) indicates that psychiatrists’ dislike and hold a
bias against women they label with a personality disorder. Reinforcing further oppression of women,
this suggests that the diagnosis of BPD itself contains negative connotations of the women receiving
this diagnosis. In line with Ng et al. (2017), participants reflected on the impact of negative stigma,
including not seeking help. This comprised of both crises at A&E and support from family members,
out of fear of the consequences of the stigma attached. This was also translated regarding self-harm
and historic attempts to take their own lives. Participants expressed they considered these
behaviours to be a coping mechanism and/or a safety net, whereas they felt others saw this as a
manipulative strategy. Turp (2002) also identified the tendency towards stereotyping in relation to
self-harm. In contrast to the discussed literature, my research findings also identified BPD as a
protective factor that enabled avoidance of this discrimination; the label provided a level of

understanding towards behaviours, rather than inducing further stigma and a felt sense of rejection.

Moreover, my findings reinforced recent suggestions by Ociskova et al. (2023) and evidenced
the dominance of internalised stigma. Participants actively warned others of their diagnosis, felt
underserving of resources, and presented a learned state of helplessness. This mirrored Corrigan et
al. (2011) four step model of self-stigma: awareness of stereotypes, agreement with them, their
application to oneself, and reduction of self-esteem and hope. Unique to this sample, 3 out of 4

participants discussed previous experience of working in the NHS where they had witnessed the
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stigma around BPD first hand. This suggests increased awareness of stereotypes. Evidence suggests
that self-stigma leads to a decreased belief in improvement, hence the learned helplessness noted in

the findings, as reinforced by Ritscher and Phelan (2004).

Group Experiential Theme 2: CSA is not the whole story

As remarked in Chapter 2, when discussing literature around the link between BPD and CSA,
critique of de Aquino Ferreira et al. (2018) highlights that many of the studies within their review
included only inpatient samples; little is discussed around less severely ill and community
populations. The findings of this study are not suggested as representative of a community sample;
however, | propose consideration of them as foundations to bridging this gap and informing future
research in this realm. In line with previous research, my findings reinforce that a basic association
between CSA and BPD is an oversimplification (Paris & Zweig-Frank, 1992). The findings of my
research identified that the participants found it impossible to disentangle their experiences of CSA
from their wider childhood. Izdebska (2021) also observed the importance of recognising that CSA is
not an isolated phenomenon but is actually “encompassed within the family context in which it
occurs” (pg. 17). My research findings highlight the relevance of childhood trauma and relationships
with caregivers in relation to their diagnosis of BPD. However, more explicitly, my findings indicate
that childhood experiences provided context for their current struggles (i.e. symptoms), as opposed
to the BPD label itself. Participants identified that this included difficulty with help-seeking behaviour,
relationships, helplessness, fear of conflict, paranoia, and the avoidance of intimacy. Godbout et al.
(2019) strengthen this consideration where they indicate the etiology of the symptoms associated
with BPD to childhood maltreatment. Reinforced by the participants in my study, consideration of
these ‘symptoms’ as trauma responses allows for a more accurate portrayal of how they view the link
between their childhood experiences and their current struggles, as opposed to focussing on the link
between BPD and CSA. The findings further illuminate the power of semantics. The interconnection
of childhood experiences to a diagnostic label was not an issue; the internalised stigma associated

specifically to the words ‘borderline personality disorder’ was consequential. The findings indicate
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that the words ‘borderline personality disorder’ may mirror feelings of shame experienced in
childhood. Where shame can be considered “an unpleasant and counterproductive emotion that
involves the subjective experience of the self as defective” (Currie et al. 2017, p. 15), it is important
to consider the implications of such language. C-PTSD was explored as a preferred alternative
diagnosis which highlighted the desire for a diagnostic label that reflects that something happened to
them, rather than something being inherently wrong with them as an individual. Where abuse of
power often lies at the heart of traumatic experiences (Bloom, 2006), the integration of trauma
informed care may serve as a welcomed alternative to the continuous pathologisation of women

who have been subject to sexual trauma.

My findings identified inconsistency and a divide in how professionals are perceived to view
the interrelatedness of childhood trauma and BPD. Timoclea and Taylor (2020) confirm mixed
opinions of professionals where some found the use of the medical approach to label women'’s
responses to trauma to be inappropriate and emphasised the importance of validating women'’s
responses. However, other participants stated that increased medicalisation increases validation of
women'’s experience of trauma. The participants in my research suggest that childhood trauma is
experienced as a professional ‘check box’ for diagnosing BPD and support the idea that female
responses to sexual trauma are coined as symptoms of a mental disorder, as noted previously by
Allison and Roberts (1994). However, childhood trauma was experienced as ignored in relation to
recovery and treatment pathways. This finding is in line with current literature where mental health
services play a role in the continuous silencing of women who have experienced CSA, particularly
due to a lack of enquiry (Sampson & Read, 2016). The participants in my research appear to be
waiting for permission from professionals to explore their childhood, where they describe repeatedly
asking to address their experiences with different professionals. Thus, the power imbalance
experienced due to sexual trauma is mirrored by the medical model presented in response to

distress and is considered paramount to iatrogenic harm in psychiatry (Sweeney & Taggart, 2018).
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Group Experiential Theme 3: Sense of Self and Identity

Exploration of the subjective experience of sense of self and identity were not specifically
sought through the research aims of this study; however, these findings arose in consideration of the
research questions targeting the impact of a diagnosis of BPD and/or CSA. In line with diagnostic
criteria (APA, 2013; WHO, 2019) and Kernberg'’s theory of borderline personality organisation
(Kernberg & Caligor, 2005), my findings infer identity disturbance where participants had a noticeably
negative relationship with themselves. Identity diffusion is defined as disordered and inadequately
integrated representations of the self and others and a difficulty establishing a coherent self-concept
(Kernberg, 1993; Fuchs, 2007). For the participants of the present study, self-disgust, self-hatred, and
the belief that they are ‘bad’ was explicit and prevailed. Jgrgensen and Bgye (2022) identified a lack
of qualitative research focussing on the subjective experience of ‘identity’ that explores how severe
identity disturbance is expressed for people with severe PD, including BPD. Therefore, they used IPA
to explore “how severe identity disturbance is manifested in the subjective experience of the self and
of the self in relation to others in women diagnosed with BPD” (p. 44). The findings outlined in
Chapter 4 reinforce Jgrgensen and Bgye’s (2022) findings. Specifically, in both my findings and those
of Jgrgensen and Bgye’s (2022), participants struggled with the concept “who am I?”, reflected on
the idea of putting on a mask and hiding vulnerability, described feeling deeply defective and “bad”,
and explored lacking agency when making choices and knowing what one wants. Unique to the
current study, participants also revealed that their diagnosis of BPD appeared to reinforce the self-
belief that they are ‘bad’, evidenced that other people also hold this belief, and therefore BPD
represented the parts of themselves that are unwanted/disliked. This supports Krull’s (1993)
suggestion that a woman acting in an emotional way is approached with the understanding that her
behaviour can be explained by something specific about her as a person (dispositional attribution).
Hence, it was difficult for one participant to consider an alternative narrative to a diagnosis of BPD
due to the context it provides, despite exacerbating identity disturbance. In alighment with

Jgrgensen and Bgye (2022), participants in my study reflected on the use of masks and fagades as
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protection and a self that is “haunted by anxiety and a constant fear of being exposed...and
ultimately of being rejected” (pg. 53). In line with Akhtar’s (1984) proposed core features of
pathological identity diffusion, this manifested as inauthenticity including mirroring other people,
pre-empting what is socially accepted to show a ‘front’, and trying to be what others want them to
be. For these participants, incongruence is a catalyst to a fragmented sense of self where parts of the
self, including their diagnosis of BPD, is hidden from others. Similarly to Jgrgensen and Bgye (2022),
this led to participants feeling like a fraud and/or an imposter, alongside a sustained desire to
understand themselves and work towards greater self-awareness. This conflicted with the narrative
that those with severe identity disturbance, or identity diffusion, are not aware of a lack of a
cohesive identity (Marcia, 2005). Hence, findings of the present study strengthen Jgrgensen and
Bgye (2022) disconfirming of “the predominant notion that BPD patients generally lack the self-
insight and psychological-mindedness necessary for being able to provide valid information about

complex aspect of their inner psychic life and identity diffusion” (p. 63).

When discussing the impact of CSA, participants reflected on their relationship with
themselves and traced identity disturbance back to their childhood experiences. The findings
indicated the complete rejection of participants sense of self now, as an adult, as well as CSA
completely stripping them of the fundamental sense of being human as a child. Referred to by
Erikson (1968) as identity crises in adolescence, the ability to connect to their childhood more easily
suggested a sense of self and/or identity that is stuck at an earlier age. This was evidenced in the
context of the interconnectedness between incongruence as an adult and an ongoing lack of
unconditional positive regard within family dynamics stemming from childhood. Wilkinson-Ryan and
Westen (2000) indicate the multifaceted nature of identity disturbance and how only some
components are related to a history of sexual abuse. They concluded that regardless of a history of
abuse or not, identity disturbance was characteristic of those with BPD. However, as noted in
Chapter 4, participants did not reflect only on CSA; it was evident that CSA could not be disentangled

from wider childhood experiences. This emphasises the difficulty reducing a history of sexual abuse
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to a singular event that does or does not impact identity disturbance. The subjective experience of
CSA, in the context of a diagnosis of BPD, requires further research to explore the nuanced

interactions with identity disturbance.

Group Experiential Theme 4: A relational minefield

Relational difficulties are considered characteristic of both a BPD presentation (APA, 2013)
and those who have experienced CSA (Davis & Petretic-Jackson, 2000). These difficulties were
identified as prevalent for all participants within this study. In line with Borstein (2005), findings
indicate the presence of negative object relations where participants viewed themselves as
untrustworthy and dangerous whilst also relating to others as scary, unreliable, dismissive and
rejecting. Echoing Preti et al. (2023), if the self is identified as vulnerable to criticism and rejection,
the other is likely to be viewed as dangerous and harmful. Being threatened by both intimacy and
abandonment led to participants retreating from connection, hiding vulnerability, and pushing others
away, to avoid rejection and prioritise self-preservation. Findings are in line with attachment theory
where participants noted that current relational difficulties are not independent of early attachment
difficulties during their childhoods (Bowlby, 1973; Levy, 2005). Levy (2005) concluded that
“disorganised attachment may be one mechanism by which traumatic and loss experiences results in
adaptational vulnerabilities, which may lead to BPD” (pg. 976). Taylor (2020) critiques this notion and
considers relational difficulties a normal response to abuse and therefore should not equate to a
disorder or diagnosis. Contrary to Taylor’s critique, one participant in the present study described
how their BPD diagnosis helps to navigate her relational difficulties as it provides an explanation for
her struggles and context to her difficulty relating to others. This could be considered in light of the
framework provided by Social Self-Preservation Theory (SSPT) (Dickerson et al. 2004; Gruenewald et
al. 2007). The participants relational difficulties serve as an opportunity for negative evaluations from
others and threatens their social-esteem and acceptance. Therefore, this participants diagnosis of

BPD serves to protect the social-self and prevent further loss of social standing. Further research is
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needed in this realm to explore the application of this framework to a diagnosis of BPD, and

additionally to a diagnosis of BPD following experience of CSA.

Alongside the challenges associated with relationships, the group level sub-theme ‘What am
| seeking in a relationship with others?” demonstrates the ambivalence commonly associated with a
presentation of BPD. The participants described their fear and avoidance of other people, whilst
simultaneously seeking a connection where others will rescue them and provide a felt sense of
understanding. Jgrgensen and Bgye (2022) noted similar findings and called this a ‘relational
paradox’ associated with disorganised attachment. This is depicted by the lack of a coherent strategy
for relating with other people and quick oscillations between push and pull behaviours (Beeney et al.
2016). Jergensen and Bgye (2022) made associations between the need for contact and attention
from others to stabilise identity in women with a diagnosis of BPD. Although this was not explicitly
explored in the present study, participants recognised a lack of trust in their own judgment and a
tendency to ‘people please’ to portray a version of themselves that is more likely to be accepted by
others. This highlights the inextricable link between sense of self and interpersonal relationships and
thus the interconnectedness between both GETs. ‘People pleasing’ is a common trait associated with
female survivors of CSA (Valentine & Feinauer, 1993). As a strategy mapped from childhood, my
research findings reflect how submission to the needs of others creates a greater sense of control

and aids the participant’s ability to predict the actions of others.

Group Experiential Theme 5: The long road to recovery

In line with the literature, my research findings highlighted constant juxtaposition
throughout where some participants have a hopeless narrative towards recovery and others feel
their diagnosis of BPD has provided the springboard to recovery (Lester et al. 2020). This is likely
influenced and interconnected with previous themes discussed, specifically the nuanced
relationships participants have with their diagnosis of BPD, as well as the way participants relate to

other people. In accordance with Tedesco et al. (2023), participants discussed their difficulty in
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accessing treatment. Similarly, participants identified not having access to specialist treatment, in
this case not having access to support around childhood experiences and treatment outside of
symptom reduction. These findings support the suggestion that interventions to ‘treat’ trauma
responses following sexual assault are suggested to focus on reducing psychological distress
measured by the reduction of ‘symptoms’ rather than validation and support (Taylor & Harvey,
2009). This may also be indicative of the participants individual goals for recovery being poorly
addressed (Katsakou et al. 2012). Echoing Kaess et al. (2014), participants described their diagnosis
of BPD as a gatekeeper that enabled access to specific resources. However, the notion that a person
would need to accept being ‘personality-disordered’ to access support is challenged (Timoclea,
2019). One participant gave an explicit example of this where they were told by professionals that
they were given a diagnosis of BPD, over C-PTSD, to aid access into a DBT program. In contrast with
claims that medicalised treatment of BPD is further evidence that female aggression continues to be
pathologised and socially controlled (Timoclea, 2019), this participant further commended their
diagnosis of BPD as it facilitated a shift away from constant chemical restraint. Contradictory to these
benefits of a diagnosis of BPD, other participants reflected that despite their diagnosis, they still did
not feel they had access to appropriate support. Similarly to findings presented by Carrotte et al.
(2019), this left participants with feelings of hopelessness, despondence and a sense of fighting for
support that doesn’t exist. However, Tedesco (2024) found that individuals that were diagnosed
some time ago (4-17 years) rated their experience as more negative in comparison to those
diagnosed more recently (0-3 years). In the present study, participants were diagnosed 3 — 10 (M = 6)
years ago. The subjective insights gathered may not be reflective of current systems in place to
access support; however, participants reflected on this as an on-going issue, as opposed to only

when they were initially diagnosed.

In accordance with Olasoji et al. (2017), the findings also highlighted the concept of being
‘too well’ and/or ‘not unwell enough’ to access support. This manifested as support only being

prompted by crisis and presenting as “high functioning” being a barrier. Reference to “high
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functioning” in the present study refers to similar concepts outlined by Zanarini et al. (2010) in
relation to ‘good social functioning’. They ‘defined good social functioning as having at least one
emotionally sustaining relationship and a successful work/school record” (p. 2). By this definition, all
4 participants could be considered as “high functioning” and/or having ‘good social functioning’;
limitations of this are discussed below. There is a scarcity of research exploring the experience of
accessing support for individuals with a diagnosis of BPD that might be considered as having good

social functioning, thus the present study provides a unique insight into these phenomena.

Participant reflections on their experiences of DBT mirror those detailed in a systematic
review conducted by Lamont and Dickens (2019) where group DBT provided a sense of community
and acceptance (Hodgetts et al. 2007). This was dependent on the therapist’s skill (Cunningham et al.
2004) and one participant noted that her own experience of working in mental health emphasised
the “diluted” version of DBT she felt she had received. As noted by McSherry et al. (2012), group DBT
was also reported by participants as terrifying where it was difficult to express themselves.
Difficulties related back to the fear around other people and relational difficulties discussed. The
ambiguity in the participant’s experiences of DBT are considered reflective of therapeutic outcomes
being both subjective to the individual as well as relative to childhood experiences and a diagnosis of

BPD (Taubner & Volkert, 2019).

Suggested as prominent for those with a diagnosis of BPD (Allen, 2023), the relational
challenges discussed also manifested in participants experience of professionals and the idea that
professionals cannot be trusted to help towards recovery. As suggested by Starzynski et al. (2017),
this must also be contemplated in light of the participants CSA experiences when trying to
understand how they have experienced mental health care. One participant gave the example of
being told by a professional that “others have it worse” exacerbating feelings of rejection and
dismissal from services, also noted by Crawford et al. (2007). Participants held professionals to the

high standards of care they deliver themselves; when they believed this had not been delivered, this
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led to a lack of trust in the recovery process (Katsakou et al. 2017). As noted, this provides a unique
insight into the experience of 3 mental health professionals seeking support within the same system
they deliver care. Commonly noted within the literature (Evans et al. 2017), the consensus that
support received was not good enough and/or not available ran throughout each participants
narrative. However, this was alongside more positive experiences of professionals too. One
participant reflected on the importance of longevity in therapeutic relationships and the
unconditional positive regard from their long-standing care co-ordinator. Bradbury (2016) expressed
similar findings. Having the same care co-ordinator before and after diagnosis appears to contradict
the internalised stigma discussed. This appeared to foster trust (Bradbury, 2016) and thus a more
trauma-informed relationship. The participant felt their behaviour was understood within the
context of coping strategies developed to manage stress, adversity, and ‘trauma’ (Johnstone & Boyle,
2020), as opposed to being defective and disordered in line with the stigma attached to BPD. The
findings of the current study have reinforced the need for a trusting therapeutic relationship in the
long road to recovery for those with a diagnosis of BPD. This can be used alongside Clarkin’s (2024)
commentary on “productive avenues of research in the future, most notably in isolating the impact

on trust from childhood trauma and BPD” (p. 8).

The findings also explored the lack of acknowledgment of CSA and the emphasis placed on
symptom reduction within the treatment experiences of these participants. The disdain towards this
reinforces Becker-Blease (2017) who states that people require further exploration of their
experiences after sexual trauma. Qualitative studies exploring lived experience of recovery through
BPD also document the desire to make change in areas outside of symptom reduction, such as self-
acceptance and learning new ways to relate to others (Katsakou & Pistrang, 2017). Shaw and Proctor
(2005) argue that a diagnosis of BPD, and consequently the focus on the reduction of associated
symptoms, pathologises women for their responses to oppression because it fails to locate and
understand distress within its social context. They argue that the diagnosis diverts from the

aetiological importance of CSA regarding psychological distress. For these participants, the lack of
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acknowledgment of childhood experiences when seeking treatment perpetuates and mirrors the
secrecy and shame experienced around these events as a child. In line with one of the common
processes associated with change during therapy (Wampold, 2010), this follows the participants plea
for professionals to support individual choice about treatment options and their own desire to
explore childhood experiences, particular CSA. The ongoing dissatisfaction noted in the findings,
reinforces the need for a change in the way treatment/recovery is addressed for those with a

diagnosis of BPD and/or an experience of CSA.

Despite suggestions of the limited evidence base to warrant intervening with
pharmacological treatments for personality disorder (Duggan et al. 2008), all participants reflected
on their experience of having medication “thrown” at them, particularly from childhood. In line with
Rogers and Acton (2011), the findings indicate the consensus that medication, and overreliance by
professionals, reinforced that participants felt they were considered beyond help. Thus, similarly to
Bozzatello et al (2019), medication alone was deemed by participants as not adequate treatment for
individuals with a diagnosis of BPD. These findings were also in line with Carrotte et al. (2019) who
found “a holistic approach was valued which met multiple needs, including psychological treatment,
medication, social and peer support, engagement in hobbies and work, and self-care” (p. 531). The
findings concluded that participants felt medication was used to simultaneously avoid the
responsibility of additional support beyond the tick box of pharmacology, as well as gain control and
power over these individuals through overmedication. This echoed Shapiro-Thompson and Fineberg
(2022) findings where they commented on prescribing practice in BPD, “wherein medications are
prescribed far more than either evidence or practice guidelines would recommend” (p. 1). This
power imbalance also emerged in relation to those who had experienced an inpatient stay. Similarly
to Carrotte et al. (2019), these participants recognised the need for these inpatient stays during
times of crisis. However, this manifested as participants having to relinquish power to access and

enable the care they needed. Conversations around this imbalance of power appears to highlight the
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way the medical model approach to sexual trauma, and thus BPD, delivers the message that these

women, not their abuser(s), are ‘mad’, ‘bad’ and ‘disordered’ (Thompson & Willetts, 2019).

Summary

The discussions around the salient themes noted in the findings highlight how
interconnected they are. Simultaneously, the themes complement and contradict each other, which
provides a critical understanding of the overall experience of a diagnosis of BPD, following CSA. The
diagnostic assessment for BPD appeared to hold great importance for these participants, where how
a diagnosis was delivered impacted how their BPD label was interpreted. In line with the literature,
participants explored a complex and ambiguous relationship with their diagnosis of BPD
encapsulating both positive and negative connotations towards the label. Navigating a society where
they already felt misplaced and marginalised, their diagnosis of BPD served to exacerbate this and
manifested as a compromise between being recognised but not understood. The impact of the
negative stigma surrounding BPD was prevalent throughout; however, a BPD diagnosis also provided
relief from the stigma attached to self-harm and suicide. Understudied within the literature for BPD,
internalised stigma and self-stigma was dominant throughout participant narratives and linked
directly to a learned hopelessness both more generally, and specific to ‘recovery’. Stigma was also
considered in the context of semantics where negative meaning was attributed to the words
‘borderline personality disorder’ as opposed to the presentation itself. An oversimplification of the
link between BPD and CSA is avoided where participants vocalised difficulty considering CSA as an
isolated incident, unrelated to their wider childhood experience. Thus, these broader experiences
were thought of as ‘context’ to their current struggles, however participants felt these were only
considered by professionals in relation to diagnosis and ignored during treatment/recovery. |dentity
disturbance was also suggested to be linked to participants wider childhood experiences;
participants struggled with the concept ‘who am 1?” and often use a mask to hide their
vulnerabilities. This incongruence was discussed as a catalyst to a fragmented sense of self and their

BPD diagnosis then served to represent the parts of themselves that they disliked. Contrary to the
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predominant narrative, the findings reinforced the idea that individuals with a diagnosis of BPD have
more intuition and psychological mindedness to provide insights into identity diffusion. The way
participants relate to themselves was also relevant when relating to other people; participants
viewed themselves as untrustworthy and dangerous whilst also relating to others as scary, unreliable,
dismissive and rejecting. This led to further discussion around the ‘relational paradox’ often observed
in those with a diagnosis of BPD where individuals both sought and avoided connection with others.
The way participants related to others was translated to professional relationships and inextricably
linked to experiences of treatment/interventions. Participants emphasised the importance of trust
and commented on both a lack of trust in professionals and consequently the recovery process, as
well as trust being the foundation for more positive therapeutic relationships. Additionally,
participants reflected on the over-medication of individuals with BPD and the consensus that
treatment must include more than pharmacology. Participants held mixed views on recovery where
for some, BPD hindered this further and for others BPD was the gateway to accessing the support
needed. A key take home was the desire for participants to have more choice over what ‘recovery’

looks like, and more specifically choice whether this includes consideration of childhood experiences.

Original contribution to knowledge and clinical practice

Qualitative studies exploring the lived experience of BPD exist and are noted in Chapter 2
(Ramon et al. 2001; Shepherd et al. 2017; Ng et al. 2019). However, a scarcity of qualitative literature
focussing specifically on the experience of a diagnosis of BPD following experiences of CSA is
poignant. Use of IPA in this study has given a platform to the voices of these women and provides a
comprehensive and nuanced insight into the meaning these women attributed to these specific
phenomena. Thus, the present study has made valuable contribution to the evidence base from

existing literature around experiencing a diagnosis of BPD, following CSA.

There is a plethora of quantitative research exploring childhood traumatic experiences, most

notably CSA, as a predictor of BPD. Although associations between CSA and BPD cannot be
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irrefutably established from this qualitative study, the emerging relevant themes illuminate the
subjective lived experience of these phenomena, whilst simultaneously addressing critiques of the
literature noted in Chapter 2. For example, much of the research focuses on inpatient samples.
Community samples, of those considered as having good social functioning, are scarce; hence, this
research provides a unique understanding into this. Furthermore, critique of the literature highlights
the common oversimplification of the link between CSA and BPD, where wider, more nuanced,
childhood experiences are not considered. Though the research aimed to focus on experiences of
CSA, participants emphasised the inability to isolate CSA as a singular event without consideration of

the wider environment.

Unique to the present study, all participants have experience working in mental health and 3
out 4 have experience working in NHS services. This shed light on the impact of this on participants
subjective experience of professional relationships and experience of mental health services.
Participants reflected on the dyad of delivering the care they also expected to receive and the
differing emotional states that followed; this was resentment for one participant and sadness for
another. To my knowledge, there are no studies exploring the subjective experience of mental health

professionals with a diagnosis of BPD and the way these phenomena might interact.

There is also limited literature presenting empirically based narratives around the
phenomenology of identity and severe identity disturbance. Jgrgensen and Bgye (2022) suggest “this
scarcity can be explained by the significant difficulties in operationalizing, quantifying, and capturing
the essence of identity and identity diffusion” (p. 6). Hence, they further suggest the importance of
using qualitative methodology to explore the subjective experience of identity disturbance,
specifically in those with a personality disorder. Though brief, the findings of the present study offer
insight into the manifestation of identity disturbance in the lives of these women. This included the
subtleties in the way participants relate to themselves, as well as the self in relation to other people,

which hopes to build on recent findings presented by Jgrgensen and Bgye (2022).
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Given the history of the over pathologisation of women noted in Chapter 2, this study also
offers the unique, and valuable, combination of epistemological positions: feminist social
constructionism and IPA. The combination of interpretative phenomenology and social
constructionism provides a unique opportunity to explore the lived experience of a diagnosis of BPD
following CSA, as well as considering how these meanings might have come to be. As noted in
Chapter 4, the complimentary combination of IPA and feminism means that a subjective and
personal account of a diagnosis of BPD/EUPD following CSA has been explored, whilst considering
the dynamics of systemic power and how these may have influenced the experiences being shared.
Recent research suggests that “feminist phenomenology could broaden the current scope of IPA
regarding the embodied dimension of language” (Oliveira et al. 2024, p. 1). To my knowledge, this is

the first study to combine these positions in relation to CSA and BPD.

Implications for Counselling Psychology/Psychologists

Overview

The tensions that may arise for counselling psychologists working with individuals with a
diagnosis of BPD have been documented (Steffen, 2013). This includes the controversy around the
term ‘borderline’, the validity of the concept of ‘personality disorder’ itself (Ramon et al. 2001), and
“the legitimacy of a single diagnostic category for the diversity of presentations falling under it”
(Steffen, 2013, p. 65). As a now prominent feature in many multi-disciplinary teams (MDT) across
primary, secondary and tertiary care, counselling psychologists are likely to come across women who
have experienced CSA and received a subsequent diagnosis of BPD. As noted by Steffen (2013),
working in a team that provides psychological support for a specific diagnosis requires counselling
psychologists to balance differing values. Offering a non-medical and anti-psychiatric approach whilst
simultaneously working alongside, and within, the medical model is likely to raise conflicts. Despite
tensions, Steffen (2013) vouches for the ability of counselling psychologists to skilfully interweave

humanistic values with other approaches as an effective approach to working with individuals with a
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diagnosis of BPD, who have previously experienced CSA. Thus, it is paramount to address how the
nuanced and subjective findings of this research can be used to inform the field and practise of
counselling psychology, specific to this population. This will include application to assessment and

diagnosis, treatment and interventions, and addressing stigma.

As noted in Chapter 2, not everyone who experiences ‘BPD symptomology’ has a
stereotypical trauma narrative (Timoclea, 2019), and not every woman who has been subject to
sexual trauma will receive a diagnosis of BPD. The focal point of this thesis, and subsequently the
below implications, is women who have experienced CSA and later received a diagnosed of BPD.
Other approaches and/or theories may be more appropriate for individuals who do not fit this

criterion.

Diagnostic assessment

As noted, a diagnostic label, and thus a diagnostic assessment, might conflict with the values
of a counselling psychologist. However, given the requirement of services to assign diagnostic
categories to aid service delivery, it is vital that counselling psychologists strive to work within this
paradigm. Integration of the humanistic philosophy within the diagnostic process may serve to
facilitate a change that embraces a more holistic view of individuals, despite the constraints of the
medical model. | suggest that the diagnostic assessment for BPD should be considered a highly
influential component to how an individual might go on to understand their diagnostic label. Anin
depth and comprehensive assessment is recommended (Richardson & Tracy, 2015), where focus is
placed on the therapeutic process, developing a trusting therapeutic relationship, and gathering
insight into patient lived experience. This includes paying attention to signs of negative process and
acknowledging the likelihood that negative reactions, especially during early sessions and
assessment, will likely be kept secret to avoid interpersonal conflict. Schon (1987) proposes that
“reflection-in-action” is vital in observing process, which was later suggested as the pre-requisite for

“metacommunication” by Binder and Strupp (2006). Metacommunication is the idea of observing
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and commenting on transactions in the patient-therapist relationship and is recommended to
effectively manage negative process (Binder & Strupp, 2006). Counselling psychologists are also well
placed to integrate the use of Bronfenbrenner’s (2005) bio-ecological understanding of human
development during diagnostic assessment; this would facilitate exploration of how interactions
within interconnected environmental systems may influence an individual’s understanding of their
presentation and/or diagnosis. This might include multiple clinical interviews with these women to
encourage authenticity and avoid the sense that a diagnosis has been predetermined. Specifically,
given the gender disparities in the prevalence of BPD, | recommend that counselling psychologists
hold in mind the tendency for a BPD to invalidate “the strategies which some women use to survive
and resist oppression and abuse” (Appignanesi, 2009, p.503), especially if a diagnosis feels like a
‘check list’, as noted in the findings. | further reinforce Lester at al. (2020) suggestion that how a
diagnosis is delivered should be at the forefront. | propose that a detailed explanation of the
diagnosis is required and simultaneously emphasis should be placed on process to facilitate a safe
and therapeutic environment for delivery. This includes exploration specifically around the words

‘borderline personality disorder’ and what this might evoke in the individual.

Crucial to the narrative of the participants in this study is the notion that CSA does not occur
in isolation and is particularly difficult to disentangle from participants wider childhood experiences.
Thus, | recommend that counselling psychologists must be critical of an oversimplification of the link

between BPD and CSA, particularly during the diagnostic assessment.

Treatment and Intervention

Therapeutic relationship. In line with the values of counselling psychology, the findings
accentuate the importance of the therapeutic relationship, where trust is a key ingredient. This is
also in line with NICE (2009) guidelines denoting the therapeutic relationship as a ‘key priority’ when
working with individuals with a diagnosis of BPD. | recommend that emphasis is placed on providing

long-term therapeutic interventions, to allow time for these women to develop trust in their
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psychologist, as well as time for the psychologist to reinforce their own trustworthiness. Though NICE
(2009) recommends that psychotherapeutic interventions should be no less than 3 months’ duration,
the findings of this study noted that positive experiences of professional relationships were
attributed to relationships that had been developing for years. Development of the therapeutic
relationship must be considered relative to CSA experiences (Startzynski et al. 2017), attachment
style, and the likelihood these women will relate to others as dangerous and harmful (Preti et al.
2023). Given that the findings highlighted feelings of hopelessness towards recovery, | recommend
that counselling psychologists hold onto the core therapeutic assumptions, specifically confidence in
the individual’s potential for development and trust in the healing potential of the therapeutic

relationship (McLeod, 2013).
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Therapeutic approach. Recent research suggests an upcoming shift away from symptom
reduction and towards a transdiagnostic approach to domains of dysfunction (Clarkin, 2024).
However, the findings of the present study posit that, for these participants, focus has been placed
on symptom reduction to the extent that when symptoms aren’t severe enough or the individual
presents as ‘too well’, support is not available. There are currently no NICE (2009) guidelines around
the most appropriate therapeutic approach when working with individuals with BPD, who are also
considered ‘high functioning’. They detail that “for women with borderline personality disorder for
whom reducing recurrent self-harm is a priority, consider a comprehensive dialectical behaviour
therapy programme” (p. 20). However, where the goal of therapy might not be “reducing recurrent
self-harm” or, as with 3 out of 4 participants in this study, individuals have previously completed DBT
and now seek additional therapeutic input, guidance is limited. Therefore, | propose that counselling
psychologists utilise a pluralistic approach (Cooper & McLeod, 2011). This would allow individual
goals to be at the forefront of therapy, thus enabling choice and control over the trajectory of
treatment. This is also in line with NICE (2009) guidelines where the choice and preference of the
service user is recommended when offering psychological treatment. As per the findings, counselling
psychologists might consider integration that addresses identity disturbance, relational difficulties,
and childhood experiences. This would address critique that current treatment pathways fail to
locate and understand distress within its social context (Shaw & Proctor, 2005). A ‘both/and’ position
enables the use of different therapeutic models depending on the stage of change, according to the
Trans-theoretical model (TTM) (Prochaska & DiClemente, 1983). However, relevant to the co-
construction of an integrative approach towards treatment, the findings also identified that these
women found it difficult knowing what they wanted and explored lacking agency when making
choices. Nonetheless, the very act of taking a ‘both/and’ stance allows for the use of manualised,
more structured, and behaviourist approaches, despite potential tensions with humanistic values,
should this be required to “reach sufficient stability as an essential step on the road to a life worth

living” (Steffen, 2013, p. 70). | suggest that this is used in conjunction with my recommendation for
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long term intervention to facilitate the development of a trusting therapeutic relationship. These
recommendations reinforce the importance of utilising a trauma informed approach that aims to

meet the unique needs of individuals that have experienced trauma (Rosenberg, 2011).

Challenging psychiatric inertia and overmedication. The findings have highlighted concern
from all participants in the way medication has been utilised for their own treatment, as well as how
they have observed it being used for others with a diagnosis of BPD. NICE (2009) states that “drug
treatment should not be used specifically for borderline personality disorder or for the individual
symptoms or behaviour associated with the disorder”. Thus, it is recommended that counselling
psychologists challenge the apparent psychiatric inertia around the use of medication to treat BPD.
This might include active discussion with professionals within clinical settings and/or transparent
conversations with individuals already utilising medication. It is important to note that often an
overreliance on medication stems from professional anxiety around a lack of treatment options
and/or a lack of confidence in knowing how to ‘treat’ personality disorder (Shapiro, 2018). This
provides opportunity for counselling psychologists to offer their expertise in an alternative to the
medicalised treatment of BPD, as well as active engagement in the development of psychological
support available. This is not to suggest that medication should be disregarded in its entirety. It is
recommended that autonomy is afforded to the individuals seeking support, where use of
medication might be preferred and chosen. Carrotte et al. (2019) found “a holistic approach was
valued which met multiple needs, including psychological treatment, medication, social and peer

support, engagement in hobbies and work, and self-care” (p. 531) was most beneficial.

Addressing stigma

The findings, along with the relevant literature (Sansone & Sansone, 2013), indicate the on-
going need for counselling psychologists to challenge the negative stigma attributed to BPD and
suicide risk. However, | also propose that this does not obscure the opportunity for the nuances
around stigma to be explored, subjective to each individual. As noted in the findings, BPD also served

as a protective factor against the stigma around self-harm and suicide. Whilst | emphasise the



146

importance of remaining critical of the pathologising impact of a BPD label, and subsequently the
stigma that comes with it, it must nevertheless be recognised that the same label may provide relief

in many ways too.

The findings provide a unique insight into the lived experience of individuals with a diagnosis
of BPD, who have previously worked in the NHS and witnessed this negative stigma first hand. This
highlights an opportunity for counselling psychologists to aid a culture shift by providing education
and training for professionals that might be involved in the care of patients with BPD (Krawitz, 2004).
This training might initially focus on encouraging professionals to recognise their own biases and the
impact these biases might have on individuals, particularly women who have experienced CSA
and/or childhood trauma. This recommendation is also in line with NICE (2009) recommendations for
specialist personality disorder services, in which counselling psychologists would be well placed to

work.

Though research into self-stigma and internalised stigma for individuals with a diagnosis of
BPD is in its infancy, it is still important to address how these early findings might implicate the
practice of counselling psychology. Focus should be placed on the subjective experience of
stigmatised individuals. | concur with the suggestions made by Ociskova et al. (2023); this includes
“changing the life story and the story associated with the mental disorder” (p. 213) as non-specific
effective factor of psychotherapy. They further suggest this should be in combination with
psychoeducation around the disorder and treatment, as well as training in social skills and stress
management. The findings indicate that having a longstanding relationship with a key professional
mitigated against internalised stigma. In line with suggestions by van Schie et al. (2024), professionals
should also consider the impact of negative emotional language used, including reflecting on how
these might perpetuate stigma and/or self-stigma by blaming individuals for their mental health
challenges. Hence, these suggestions should be taken in conjunction with recommendations around

the therapeutic relationship, as detailed above.
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Strengths and Limitations

Strengths

In accordance with my aims for this research, by using a qualitative approach, | have
provided a platform for the voices of these 4 women who have experienced CSA and a subsequent
diagnosis of BPD to be heard. IPA goes “analytically much deeper or further with each data item,
before taking an overall thematic orientation to develop themes across each data set” (Braun &
Clarke, 2020, p. 5). Use of IPA enabled the development of salient themes specific to participants
lived experiences and ensured each participant held weight in the final write up. Further to this, IPA
does not strive to generalise its findings, and focus is placed on my interpretation of the meaning
participants have made of their experiences. This research has provided valuable insight into the
experience of CSA and a subsequent diagnosis of BPD that can be applied to the practise of
counselling psychology. This research provides opportunity for professionals to consider the nuanced
perspective of these women and these phenomena. A major strength of this research is that it can
be valuable for anyone interacting with people who have experienced CSA, including early
interactions during initial assessments with mental health professionals through to longer term
support. Further to this, this research also considers the wider societal influences on the lived
experience of this women. This allows considerations beyond the individual and encourages a
systemic approach towards those who have experienced CSA and how a diagnosis of BPD may

interact within these wider structures and power dynamics.

Guidance by Nizza et al. (2021) has been used to evaluate the quality and validity of IPA
analysis. Table 4 provides an overview of the “four quality indicators which can be exhibited in good
IPA studies” taken and adapted from Nizza et al. (2021, p. 370). Using this guidance, | can identify
areas of good quality and strength within this IPA analysis. A strength of this research is the unfolding
narrative within and across themes. Each quote builds on the previous by illustrating a specific point

and offering deeper analysis. In-text quotes have been used where possible to thoroughly interweave
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each participant into my analysis and interpretation. This is captured where the analysis begins with
the diagnostic process in GET 1 to represent the start of the phenomena being explored, and ends
with support received in GET 5. | purposely used these themes, and the specific quotes shown, as
‘bookends’ to the analysis to illustrate the unfolding narrative within. This began with the assessment
for a diagnosis of BPD, followed by the complex interconnections to CSA and wider childhood
experiences. This then led into the most salient difficulties encapsulated by these phenomena (sense
of self, identity, and relationships) and ended with consideration of recovery. A further strength of
this study is my attempt to focus on experiential and existential meaning of the participants’
accounts. An example of this is demonstrated within GET 3 where | consider different levels of
experiential significance in the data and how this then shifts towards the more existential concern:
‘who am 1?’. Nizza et al. (2021) further emphasise the importance of close analytic reading of
participant quotes. | have attempted to ensure that no quote is used in isolation without my
interpretation. Through consideration of the participant’s choice of specific words, tone, repetition,
and ambiguity, | exposed the deeper meaning of the data regarding the immediate quote and the
wider transcript. For example, in group-level subtheme ‘Living with an unwanted self’. | have
explored the oscillating use of third person and first-person and how this gives insight into the
deeper meaning behind the participants experiences. Convergence and divergence have been
commented on throughout the analysis to try and balance between commonality and individuality.
This demonstrated how different participants “might interpret the same experience in similar or

different ways, depending on their individual context” (p. 377 — 378).
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Four quality indicators which can be exhibited in good IPA studies (Nizza et al. 2021)

Quality Indicator

Brief description

Constructing a
compelling, unfolding

narrative

Developing a vigorous
experiential and/or

existential account

Close analytic reading

of participants’ words

Attending to
convergence and

divergence

The analysis tells a persuasive and coherent story. The narrative is built

cumulatively through an unfolding analytic dialogue between carefully
selected and interpreted extracts from participants.
Focus on the important experiential and/or existential meaning of

participants’ accounts gives depth to the analysis.

Thorough analysis and interpretation of quoted material within the

narrative helps give meaning to the data and the experience it

describes.
Idiographic depth and systematic comparison between participants
creates a dynamic interweaving of patterns of similarity and individual

idiosyncrasy.

Limitations

There is considerable critique of IPA as a methodology, commonly regarding the difficulty

replicating studies due to a lack of fixed methods and the subjectivity of findings (Giorgi, 2011).

Critique in this regard also includes the small sample size often used in IPA studies; this study utilised

a sample of 4 participants in line with a recommended sample of 4-10 for a doctoral study by Smith

et al. (2009). However, as suggested, IPA does not strive to generalise its findings, and this was not an

aim of this research. Thus, | do not recognise this as a limitation of this study, as focus was placed on

providing a comprehensive and idiographic case-by-case analysis (Flowers et al. 2022).

Additional general criticism of IPA infers (1) a lack of recognition to the role of language, (2)

the phenomenological focus of IPA seeks to understand lived experience but does not explain why
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they occur and (3) aspects of phenomenology are not compatible with cognition (Tuffour, 2017).
Smith et al. (2009) address these critiques. They consider that (1) meaning making is intrinsically
linked to language, (2) the use of hermeneutic, idiographic, and contextual analysis provides
understanding to the cultural position of experiences and (3) sense-making and meaning-making are
an essential component to IPA which includes formal reflection and undoubtedly resonates with
cognitive psychology. Further critique of IPA considers the difficulty capturing experience and
meaning rather than opinions of it (Tuffour, 2017). Whilst | consider that | have engaged in the
appropriate introspection to engage appropriately with phenomenology, this also relies on both
mine and the participants ability to adequately communicate the nuances of experiences. Tuffour
(2017) highlight the elitest nature of this critique; however, | note the impact of my lack of
acknowledgement of this prior, and during, data collection. There were many times during data
analysis that | felt | could have sought richer data from participants during their interviews. This could
have enabled participants to successfully communicate their experiences in a more exhaustive

manner to deepen the analysis further.

The use of a volunteer sample is also considered as a limitation of this study and challenges
the validity of the research. Acknowledging this limitation before data collection, the wording in my
recruitment material was kept neutral and | advertised across various social media platforms and in
the community. However, in response to the icebreaker question (“what interested you in taking part
in this research study?”), participants reflected on their desire to take part in the research and their
willingness to share the details of their experiences. It is important to consider the likelihood that
this may not translate to individuals that did not wish to participate. Nonetheless, | vouch for the
decision to utilise a volunteer sample due to the sensitivity of the topics being explored. To ensure
that the recruitment process, and subsequent participation, was as trauma informed as possible, it
was paramount that participants were fully informed before consenting to participation. Thus, use of

a volunteer sample was an essential part of maintaining ethical integrity (BPS, 2021).
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The sample can further be critiqued for being female only, all ‘high functioning’, and all with
prior/current experience working in mental health. However, the use of a community sample was
specifically chosen to address critique of the literature where much of the focus is given to inpatient
experiences. Moreover, given the gender disparities in the prevalence of BPD noted in Chapter 2, this
provides a clear rationale for an all-female sample to continue to expand on the knowledge base for
this population. Despite recognition of the limitations of a volunteer sample and the homogeneity of
the sample, this IPA study does not, and would not, attempt to generalise its findings outside of the 4
participants involved, regardless of the sampling methods used. Thus, | consider this limitation an

inevitable part of the chosen analytical methodology.

As is often the case in retrospective research, there is potential for the findings to have been
impacted by recall bias. Although there were elements of the participants’ experiences that are
occurring in present day, there were also elements that relied on the self-report of historical
information. For example, all participants reflected on the diagnostic process having had been
diagnosed 3 — 10 years prior to participation. Whilst acknowledging this limitation, | also note the
impossibility of verifying the subjective lived experiences of the participants and consider recall bias

unavoidable in this context.

Qualitative approaches are critiqued due to issues around reflexivity (Brocki & Wearden,
2007). As noted, there are occasions during the interviews that, in hindsight, | would like to have
guestioned the participants further. | recognise that | did not do this due to preconceived
assumptions of the experience of a diagnosis of BPD, based on my professional experience. However,
in line with IPA methodology, | have actively acknowledged the interpretative facet of this approach
and have presented my reflections in Chapter 6 on my “role in the dynamic process of analysis where
this might be argued to have had a significant impact on the final narrative account presented”

(Brocki & Wearden, p. 16, 2007).
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This study takes a feminist social constructionist position. This combination is not without its
challenges. Social constructionism posits “the view that all knowledge, and therefore all meaningful
reality as such, is contingent upon human practices, being constructed in and out of interaction
between human beings and their world and developed and transmitted within an essentially social
context” (Crotty, 1998, p. 42). It is argued that social constructionism disregards the beliefs and
values derived from everyday experiences and thus is in conflict with phenomenology and the study
of subjective lived experience (Nightingale & Cromby, 1999). | acknowledge this conflict, however,
consider that the subjective lived experience of an individual is consistent with the way these
experiences are then classified within the constructs developed by society. A double perspective is
common within experts in epistemology; it is noted that “the existence of a certain entirely objective
position is rejected” (Antipina, 2019, p. 1338). This pluralistic approach to qualitative research is
suggested to provoke “multi-layered, multi-perspectival, and multi-dimensional” contributions

(Dennison, 2019, p. 2).

By opting for participants that identify as women, | aimed to explore how language and
perceptions available within a particular social and political context reflect and emphasise dominant
patriarchal systems of power as rooted in gender (Radtke, 2017). However, women’s oppression
cannot be captured through an analysis of gender alone (Carastathis, 2014). Carastathis (2014)
expand on this and state “oppression is not a singular process or a binary political relation, but is
better understood as constituted by multiple, converging, or interwoven systems” (p. 304). Within
the scope of this research, intersectionality has not been addressed, thus this research is reduced to
a unitary and monistic approach. It is important to note that themes relating to gender did not arise
during analysis. Reference to extant literature and the positioning of the findings within the wider

context of gender has been done by me within the discussion.
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Future research

Future research is suggested to address both critique of the present study, as well as areas
identified for further exploration throughout. The use of IPA to initially explore the nuanced
experience of a diagnosis of BPD following CSA may create and compliment a subsequent grounded
theory study. Grounded theory requires a larger sample size; thus, this would address limitations of

this study regarding a small sample size and would push towards a resultant theoretical claim.

As suggested by Jgrgensen and Bgye (2022), on-going qualitative exploration is
recommended to gain an in-depth insight into the subtleties of identity disturbance in those with a
diagnosis of personality disorder and experience of CSA. Though the findings support Jgrgensen and
Baye (2022) disconfirming of the idea that individuals with a diagnosis of BPD lack the psychological
mindedness required to provide insight into identity disturbance, it is important to note the high
social functioning of the participants of this study. Therefore, though intertwined, it is also
recommended that psychological mindedness is also explored in a broader, larger sample to examine

this disconfirmation further.

The self-stigma, and/or internalised stigma, in BPD presents an under-studied theme that
warrants further research consideration. Application of Corrigan et al. (2011) four step model of self-
stigma (awareness of stereotypes, agreement with them, their application to oneself, and reduction
of self-esteem and hope) is suggested as a foundation to exploring how this manifests in individuals
with a diagnosis of BPD, having experienced CSA. Given the impact of self-stigma on decreased belief
in improvement, hence the learned helplessness noted in the findings (Ritscher & Phelan, 2004), it is
suggested that self-stigma is also explored in the context of recovery, intervention and therapeutic

outcomes.

As noted in the previous section, to my knowledge there are no studies exploring the lived
experience of mental health professionals who have a diagnosis of BPD, nor those who have a

diagnosis of BPD and experienced CSA. However, Bryce et al. (2023) indicates that often individuals in
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a ‘helping profession’ have experienced early trauma and perhaps may attempt to transform their
helplessness in childhood into helping others as an adult. Moreover, given the impact that working as
a mental health professional has on the participants engagement with services, particularly their
relationships with professionals and increased insight into the stigma around BPD, this highlights the

importance of exploring this niche further.

The concept of ‘trust’ ran throughout the findings of this study. This included trust being
paramount in how a diagnosis is delivered and thus received, participants viewing themselves and
professionals as untrustworthy, they lacked trust in the recovery process and identified trust as key in
developing more helpful therapeutic relationships. As noted by Clarkin et al. (2024), “trust and
mistrust are always embedded in a complex web of the individual’s developmental history and
experiences, affect states, and internal biases in the perception of self as related to the perception of
others in daily, real-live experiences” (p. 1). Further investigation into the subtleties of trust and
mistrust is paramount for the practise of counselling psychologists, who must learn to navigate these

complexities within the therapeutic relationship.

A further element of research is suggested to explore professional understandings of the use
of medication in the treatment of BPD. The concern vocalised by all participants in the current study
around the way medication is over-utilised for BPD, despite NICE (2009) guidelines recommending
the opposite, cannot be ignored. As noted within the literature (Shapiro, 2018), this overreliance may
stem from professional anxiety around lack of treatment options and/or a lack of confidence in
knowing how to ‘treat’ personality disorder. Hence, it would be beneficial to gain an insight into the
perspective of these professionals and possibly identify potential training opportunities and

inevitably improve treatment outcomes for women in their care.

As noted, the framework provided by SSPT (Dickerson et al. 2004; Gruenewald et al. 2007) in
relation to a diagnosis of BPD, and more specifically a diagnosis of BPD following CSA, is

understudied. To my knowledge there are no studies that address these phenomena collectively. This
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provides an opportunity for further research to examine the potential applicability of SSPT in
examining relational threats endured by women who have experienced CSA and received a

subsequent diagnosis of BPD.

Acknowledging critique that the present study upholds a unitary approach that does not
adequately address intersectionality, further research to “render visible phenomenological
experience of people who face multiple forms of oppression without fragmenting those experiences
through categorical exclusion” (Carastathis, 2014, p. 307) is also recommended. As attempted by
Cohen et al. (2021), this could be better achieved by imbedded active exploration and interpretation
of systemic dynamics within each step of the IPA analysis, instead of limiting this to the application of
findings in the discussion. However, this is perhaps somewhat of an idealistic suggestion for future
research. Despite recognition of the benefits of addressing intersectionality, it is less clear how to
explore simultaneous oppressions without reducing them to unitary categories or reverting to an
additive model (Bowleg, 2008; Carastathis, 2014). Intersectionality, as a relatively new area of
inquiry, is still in its early stages. Without engaging with “its intellectual history with rigor, integrity,
and attentiveness to the theoretical and political aims which originally animated it” (p. 312),
attempts to explore and utilise intersectionality may serve to blur and thereby replicate the very
phenomena it was created to illuminate and conquer (Carastathis, 2014). Thus, although

recommended, further research in this realm should be approached with the appropriate delicacy.

Conclusion

This research provides a unique insight into the subjective lived experience of women who
have experienced CSA and received a subsequent diagnosis of BPD/EUPD. Encapsulated by
ambivalence, this research reinforces the complexity of the relationship participants have with their
diagnosis of BPD. Specifically, the findings illuminate the role that the diagnostic assessment, the
delivery of the diagnosis, and internalised stigma play in the trajectory of this relationship. The ways

in which participants perceived the link between CSA and both the symptoms and the label of BPD is
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addressed, where emphasis is placed on the importance of CSA being considered within the context
of wider childhood experiences. Participants further explored the impact of CSA, which highlighted
identity disturbance, relational challenges, and a desire for a sense of belonging as particularly
prevalent. The research highlights the importance of choice in relation to treatment/recovery,
specifically choice as to whether CSA is explored as part of this. The emerging themes noted both
convergence and divergence between participant narratives. Though findings cannot be generalised,

they provide valuable insight into these phenomena for this group of participants.

The literature review in Chapter 2 utilised a feminist perspective to explore to what extent
women, who have been subject to CSA, are over-pathologised with a subsequent diagnosis of BPD.
This identified multiple gaps within the literature and specifically noted the scarcity of qualitative
research in this realm. The main aim of this research has been achieved: to give a voice to women
who have experienced CSA and since received a diagnosis of BPD. Surpassing this aim, the research
has provided an invaluable and unique contribution to the existing knowledge base. Addressing the
gaps noted within the literature, this research provides one of the few qualitative studies exploring
these phenomena collectively and utilises a community sample where participants can be considered
to have good social functioning. To the best of my knowledge, this research is the first of its kind to
hold a feminist social constructionist position, in relation to the lived experience of women who have
experienced CSA and received a subsequent diagnosis of BPD. This enabled consideration of how the
meanings participants made of their experiences came to be. This is in relation to how language and
perceptions available within a particular social and political context reflect and emphasise dominant
patriarchal systems of power, as rooted in gender (Radtke, 2017). The study illuminated findings that
can be used to inform the clinical practise of counselling psychologists and underpin future research,
in the hope of a resultant theoretical claim. The findings compliment the guidelines provided by NICE
(2009) and have direct application to assessment and diagnosis, treatment and interventions, and

addressing stigma. Above all, the humanistic values held by Counselling Psychologists, in
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combination with the recommendations suggested, provides an invaluable opportunity to utilise the

voices of these women to make a tangible difference.
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Chapter 6 — Critical appraisal of the research process

Introduction

As noted in Chapter 3, to maintain the core values of an IPA study and implement a feminist
social constructionist epistemology, meticulous reflexivity, active and on-going self-appraisal, and
critical examination of the research process is paramount (Clarke & Braun, 2019; Berger, 2013). This
critical appraisal offers a reflective, and reflexive, account of my journey throughout this research
process, as both a researcher and practitioner. This will begin with my on-going reflections as they
arose during the research process, alongside reflections in retrospect. Recognition of my
development as a practitioner is also provided, including how this is interlinked with the research
process. Following this, | will provide exploration of my own positioning as a researcher and how this
has influenced the development of the thesis. Example excerpts from my research journal are

presented throughout.

On-going notetaking and regular engagement with my research journal throughout this
process has enabled me to reflect on myself in specific moments, both affecting and being affected
by them (Cuncliffe, 2003). | value Donelley et al. (2013) recognition of the messiness of doing
research and | offer this critical appraisal as an account of my own ‘mess’, where | am willing to
challenge my own positioning within this research. Despite attempts to present an authentic truth
here, | recognise the vulnerability revealed by writing this way. Thus, | also attempt to reflexively

guestion the representation of the self | provide throughout this chapter.

A reflective account of the research process

The presented literature review in Chapter 2 is the product of countless drafts and re-writes.
My first draft was met with feedback suggesting that | should strive to cover a comprehensive, and
balanced, overview of the literature, as opposed to a ‘cherry picked’ selection of literature that
supported my world view. Though in agreement with the suggestions to develop my academic

prowess, this created internal conflict where | felt | was betraying the very women | wanted to give a
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voice to. In my journal | questioned, “How do I do this? How do | provide a balanced view of
something that feels so unbalanced?”. | knew | needed to challenge this anxiety to ensure | felt
comfortable to present the ‘other side of the coin’. | found comfort and simplicity within my initial,
highly biased, review; it was initially more difficult attempting to strike the delicate balance needed
to articulate such nuanced topics. My ability to write in a more balanced, less angry tone, has
improved since my initial drafts during the 1°t year of the doctorate. The change in style mirrors that
same change in myself as a professional. | feel more attuned into the complexities of what it means
to be human and by default feel more comfortable stepping outside of the echo chamber | could

quite comfortably sit.

Having identified multiple gaps within the literature, | needed to decide where to focus the
aims of this study. Though impossible to address all of the noted avenues, by opting for qualitative
research, | felt able to consider multiple salient points relevant to subjective lived experience.
Specifically, employing IPA methodology enabled the voice of the participants to be at the forefront

of my research, which also aligned with the values of counselling psychology.

The first two interviews took place relatively soon after advertising my study. | reflected on
the unexpected difficulty balancing my natural desire to ‘be a therapist’ within my role as the
researcher. | noted this conflict in my journal where | wrote, “It feels like there is a fine line between
what is therapy and what is therapeutic”. This created a level of anxiety ahead of the second
interview that occurred only a few days later. | documented a specific situation in my journal “She
[participant] was so helpless. She was desperate for someone to help her, someone to listen, and | felt
exactly the same...So helpless that | couldn’t do anything”. After the initial two interviews, there were
6 months before the next. | reflected in my journal, “it has been a few months without any interest.
Quite relieved if | am honest”. This allowed time for reflection in supervision, relative to my difficulty
embodying the role of the researcher, and not the therapist. This was valuable in exploring the

benefits of this dual role, as well as noting where the need for clear boundaries would lie. Thus, in
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the third interview, | felt more comfortable utilising my ability to probe in a sensitive and therapeutic
manner, whilst not worrying that | was dipping into being ‘too therapy’. | later reflected in my journal
that, though difficult, it was this delicate balance that cultivated an environment where the

participants felt able to be vulnerable and share such rich accounts of their experiences.

Data analysis felt simultaneously laborious and exciting. On one hand, this was the most
time-consuming component of the research process. On the other hand, this felt like a turning point
where the research was finally coming to life, and | could see the salient themes starting to take
shape. To ensure my analysis remained embedded in the data, | took time off work during the
completion of this section. This meant | was able to attend to the analytic process in a more focussed
way without having to take days at a time away from the data. Though beneficial, this was also
exhausting. | noted in my journal, “I am dreaming about these themes! Dreaming about post-it
notes!!”. Thus, during this time, it was also paramount that | prioritised my own self-care by working
to strict timings that included regular breaks. During a research methods module, earlier on in the
course, | reflected on the difficulty of not having some concrete ‘right’ or ‘wrong’ product at the end
of qualitative analysis. This tension arose again, though this time in relation to getting the analysis
right. | spent hours sat surrounded by ‘post-it’ notes, reading and re-reading Flowers et al. (2022)
guidelines for IPA analysis, searching for a clear sign that | was ready to start the write up. In the end,
it was a blog post by a former Clinical Psychologist trainee sharing similar feelings that prompted me
to consider that perhaps the analysis is never over, and that the write up itself would continue to

influence the arrangement of quotes, experiential statements, PETs and GETs.

The write up of the findings and the discussion did serve to provide clarity, albeit not in the
way | was seeking. It was during this write up period that | found my love for this project again, not
realising | had ever lost it. However, this re-discovered passion also came through in the initial drafts
of the findings. Noted by my supervisor, | had unintentionally slipped into writing in a way that did

not do justice to the nuanced experience of participants. Instead, it reflected my desire to categorise
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their experiences as either “for’ or ‘against’ BPD, where the ‘against’ narrative prevailed. Ironically,
succumbing to the same societal tendencies | had been commenting on throughout the analysis.
However, once noted, this provided opportunity to reflect on the reoccurring ‘them and us’
paradigm: for and against BPD, patient and clinician, researcher and participant, psychology and
psychiatry. | needed to acknowledge that | was (and still am) just as susceptible to the simplicity
offered by the social construction of these categories. By acknowledging this, as evidenced by the
write up of the findings, only then was | able to more effectively articulate the ambiguous, and

nuanced, narratives that better reflected the lived experience of the participants.

Development as a researcher

Alongside the research process, | have been engaged in personal therapy, utilising a
psychodynamic approach. This has included conversations around my identity as a researcher and
the distinction between my perception of the ‘ideal researcher’ verses the reality. | have also
reflected on what it means to be a ‘good’ qualitative researcher and whether the ‘good enough
researcher’ exists. Pagen (2019) conceptualises the time as a PhD student as a transitional liminal
identity state where “it has a clear point of separation (acceptance and registration of student status)
and aggregation (‘good’ thesis and ‘good’ viva)” (p. 2); | resonate with this conceptualisation in my
role as a professional doctoral student. Here | attempt to offer a reflective (looking back) and

reflexive (being in the present) account of my development as a researcher.

In the early stages of this project, my idea of doing ‘good qualitative research’ leaned into
the fagade of perfection. My view was simplistic, and the outcome was dependent on how well |
utilised the ‘recipes’ provided by other ‘good qualitative researchers’. This is noted in my research
journal where months before | started data analysis | stated, “based on the IPA guide, thinking | can
allocate 1 day per transcript and potentially be done earlier than anticipated!”. Though rooted in my
desire to produce a ‘good’ analysis, | was naive in thinking | could utilise the guide provided as a rigid

instruction manual. The reality was that the guides and expectations of a ‘good’ IPA study helped to
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provide a framework for analysis, but the final product was dependent on my ability to engage with
the data and independently offer interpretations. My development as a researcher can be noted in a
later journal entry, where | appear to be more compassionate towards my skills as a novice

researcher:

I know that this analysis is subjective and that maybe if | did it again in a years’ time, even |
would offer different interpretations? | am happy with the analysis | have written but can’t
shake the feeling it’s not done? | am probably just striving for something that doesn’t exist.

Maybe this is what all IPA first timers feel like?

As | write this critical appraisal, | notice the stir of similar feelings, as the familiar voice of my inner
critic gets louder, the closer | get to viva. However, | feel more aware of this voice now, evidencing a
clear sign of development. Rather than being blindly led towards the facade of perfect research, | am
able to utilise this voice to critiqgue my work and more comfortably accept the subjectivity of

qualitative research, alongside the feelings that come with being a novice researcher.

Further to this, my interviewing skills have developed greatly across the 4 interviews.

Ill

Following the first interview | noted in my journal “Well that felt jarring. I'm lucky she was willing to
offer her experiences so readily”. | know that | wanted to prove to the participant that | would, and
could, do her story justice. However, | appear to have attributed achieving this with the rigid use of
the interview guide and a discomfort with any natural deviations from this. Upon reflection, | think
the drive for justice | felt was blurred with my own sense of injustice. Hence, | was hyper focused on
the interview guide | had curated. | reflected in my journal that “need to remember this is not
scripted and that going away from the guide is fine” and thus developed a crib sheet with only key
words to use throughout the interview. This facilitated the desired shift and also allowed my
confidence in probing/prompting at the appropriate times to grow. By the fourth interview, my

increased familiarity with my research questions meant that the crib sheet was used sparingly, and

the experience felt entirely different to the first. My journal entry afterwards reflects this sentiment:
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That felt way more natural. Quite happy with the data collected and felt we covered lots of
angles. Didn’t use the key words as much but did check to make sure everything was covered.
The more | focussed on her, the more she gave, rather than a quick fire of short question

leading to short answer.

My ability to talk about my research is one of my proudest developments. | took part in a

‘Pecha Kucha'’ style event during the first year of my studies and would consider this one of the most
nerve-wracking experiences of the research journey, mostly fearing the possibility of someone asking
a question | didn’t feel equipped to answer. However, 2 years on, | came away from my Annual
Progress Review (APR) having discussed, and defended, decisions | had made throughout the
research process feeling proud of my confidence and willingness to engage in open dialogue,
including times when | did not know the answer. This led to further discussions in supervision,
reinforcing my newfound willingness to be vulnerable with my work, and thus be open to the pivotal

conversations that have helped shape the end product into something | am really proud of.

Development as a practitioner

| recognise how much my practice has changed in the 3 years executing this thesis; however,
this reflection will focus on the shift | find most notable. This process has reaffirmed the importance
of being curious of the nuances of human experience and relishing in the uncertainty this brings in
the therapy room, rather than avoiding it. This is particularly helpful now | am working in a service
that requires me to assess whether individuals meet specific diagnostic criterion, and consequently
whether they access the service. At the start of this thesis, | think | would have struggled to work in
an environment so bound up in the medical model. However, this process has highlighted that | am
able to be critical of these diagnostic labels, whilst simultaneously navigating the benefits it might
bring for some individuals too. | feel more able to hold my own values, whilst utilising the client’s
frame of reference to navigate the diagnostic process, regardless of whether a diagnosis is given or

not. The research findings around the importance of how a diagnosis is delivered have been
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particularly influential and are held in the forefront of my mind when providing diagnostic

assessment feedback in this realm.

Reflexivity statement

The role of feminist reflexivity

Consistent reflexivity within feminist research enables the researcher to oscillate between
the interpretation of an individual’s meaning-making and the influence of the wider issues associated
with gender, women'’s sexuality, and power. Clarke and Braun (2019) critique feminist research where
reflexivity is lacking. Thus, to ensure the central point of these findings is the voice of the
participants, | “must begin by exploring, progressively understanding, and taking accountability for
their own locations, especially in relation to participants” (Clarke & Braun, 2019 cited in Cohen et al.

2021, p. 942).

Personal reflexivity

Personal reflexivity encourages the recognition of the unavoidable relationship between the
participant and the researcher (Walsh, 2003) and hence allows me the opportunity to reflect on the
ways in which this has impacted the research process, including data analysis. Noted early in the
research process, | am aware that identifying as female (cisgender) and my professional experience
of working with women with a diagnosis of BPD/EUPD are all factors that drive my passion for
change, whilst also creating a susceptibility to bias. The chosen methodological approach (IPA)
acknowledges the double hermeneutic within qualitative research where | am interpreting a
participant’s interpretation of their experience (Smith et al. 2009). Thus, during data analysis,
especially when offering a level of interpretation, | attempt to accept responsibility for the ways in
which my own background and preconceptions will have impacted the level of subjectivity that
occurred. Using a reflective journal throughout the process has aided my ability to bracket my own
‘stuff’ and present the results of this study, alongside a balanced and rounded view of the literature,

whilst remaining sensitive to the wider issues of gender, women'’s sexuality, and power.
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| worked on a female Psychiatric Intensive Care Unit (PICU) for my first job in mental health.
This was a harsh insight into the reality of working in this field. | witnessed firsthand the derogatory
comments towards women diagnosed with EUPD/BPD, as well as the differences in the way they
were treated. | have reflected previously on how | was told | was “too new” and “naive” to
understand why this was the status quo, though many years down the line | am still yet to
understand. During my time on the PICU, all of the girls echoed similar stories of sexual trauma
(childhood and adulthood), though this was often rebutted during ward rounds, to the extent | recall
the phrase “this isn’t relevant to your choices that got you here today”. Even as | write this
statement, | am appalled at what | witnessed, and | am sad for the younger version of myself that
observed this as ‘normal practice’. However, it is paramount that | acknowledge the inevitable
influence this will have had on the trajectory of this research, particularly data analysis. Noted at
many points throughout the research process, | have fallen susceptible to this bias, occasionally
recognising times where | have slipped into the anger that drives my passion for this topic. For
example, the tone of my writing, recognising the urge to ‘edge’ participants in a certain direction
(Berger, 2013) during interviews, and noticing myself framing the findings in a way that serves to
satisfy my fury. Though there are elements of the participant’s narratives that did align with my view,
this was not their only narrative. Thus, | have had to work hard in attempting to bracket, to ensure
that this susceptibility is addressed and rectified where possible. Though | was superficially able to
acknowledge that objectivity is impossible (Finaly, 1998), | think this fell short in acknowledging that
my own narrative was not an objective truth either. This research has facilitated a willingness to
challenge and revise my initial positioning. This includes accepting that BPD is not objectively ‘bad’
and that the subjective experience of women is more complex than assigning the binary judgments |

was so set on revealing.

To conclude, | present a quote that summarises my modified perspective in a better way than
| ever could: “Some people will have concerns about the role they perceive they have been assigned

and seek to challenge it. Some will seem content with the rules as received, while others will discern
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the injustices inherent in them and call for new ones. Some will deeply wonder about the
construction of the game board itself. In each case, the clinician has the privilege of making personal

inquiries” (Gupta et al. 2023, p. 9).
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Appendices

Appendix A

DSM-5 (APA, 2013) Diagnostic Criteria for Borderline Personality Disorder

Chronic feelings of emptiness

Emotional instability in reaction to day-to-day events (e.g., intense episodic sadness,

irritability, or anxiety usually lasting a few hours and only rarely more than a few days)

Frantic efforts to avoid real or imagined abandonment

Identity disturbance with markedly or persistently unstable self-image or sense of self

Impulsive behavior in at least two areas that are potentially self-damaging (e.g., spending,

sex, substance abuse, reckless driving, binge eating)

Inappropriate, intense anger or difficulty controlling anger (e.g., frequent displays of temper,

constant anger, recurrent physical fights)

Pattern of unstable and intense interpersonal relationships characterized by extremes

between idealization and devaluation (also known as "splitting")

Recurrent suicidal behavior, gestures, or threats, or self-harming behavior

Transient, stress-related paranoid ideation or severe dissociative symptomes.
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Appendix B

Full definition of Trauma Informed Care

A trauma-informed approach is suggested to adhere to six key principles: (1) safety, (2)
trustworthiness and transparency, (3) peer support, (4) collaboration and mutuality, (4)
empowerment, voice and choice, (6) cultural, historical and gender issues (Substance Abuse and

Mental Health Services Administration (SAMHSA), 2014).

SAMHSA (2014) states the following:

In a trauma-informed approach, all people at all levels of the organization or system have a
basic realization about trauma and understand how trauma can affect families, groups,
organizations, and communities as well as individuals. People’s experience and behaviour are
understood in the context of coping strategies designed to survive adversity and
overwhelming circumstances, whether these occurred in the past (i.e., a client dealing with
prior child abuse), whether they are currently manifesting (i.e., a staff member living with
domestic violence in the home), or whether they are related to the emotional distress that
results in hearing about the first-hand experiences of another (i.e., secondary traumatic
stress experienced by a direct care professional).There is an understanding that trauma plays
a role in mental and substance use disorders and should be systematically addressed in
prevention, treatment, and recovery settings. Similarly, there is a realization that trauma is
not confined to the behavioural health specialty service sector, but is integral to other
systems (e.g., child welfare, criminal justice, primary health care, peer—-run and community

organizations) and is often a barrier to effective outcomes in those systems as well. (pg. 9)



Appendix C

Literature Inclusion Criteria (SPIDER tool)

Table C1.

Inclusion Criteria according to SPIDER tool

SPIDER: Search Component
Sample

Phenomenon of Interest

Design

Evaluation

Research Type

Description
Women aged 18 and above* who have experienced

childhood sexual abuse and a subsequent diagnosis of

BPD/EUPD

Literature relating to CSA and/or a subsequent diagnosis
of BPD. This will include literature relating to each
phenomenon independently as well as in relation to each
other. Also included will be theoretical studies relating to
the pathologisation of women in the UK.

Literature surrounding patriarchal systems within

psychiatry and the oppression of women

Published literature of any research design including
theses and dissertation.

Experiences
Perceptions

Lived experiences
Views

Theoretical Studies

Quantitative studies

Qualitative studies

Systematic Review/Meta analyses
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Appendix D

Literature Search Terms

Root words

Diagnosis, borderline personality disorder, childhood sexual trauma, women

Clusters of search terms

1.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

Diagnos#s

Psychiatry

Psychology

Psychotherapy

Therapy

Counselling

Borderline personality disorder
Emotionally unstable personality disorder
BPD

EUPD

Hysteria

Personality disorder

Child* sexual* s

Trauma responses

Wom#n

Female

Girl

Feminism

Feminist
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Appendix E

Utilising the SPIDER tool for search terms

Table E1.

SPIDER tool and Search Terms

SPIDER: Search Component Description
Sample Wom#n OR Female OR Girl OR Feminism OR Feminist
Phenomenon of Interest Diagnost#ts OR Psychiatry OR Psychology OR Psychotherapy
OR Therapy OR Counselling
AND

Borderline personality disorder OR Emotionally unstable
personality disorder OR BPD OR EUPD OR Hysteria OR
Personality disorder

AND

Child* sexual* s OR Trauma responses

Design Not included in search terms.
Evaluation Not included in search terms to avoid restricting available
studies.

Research Type Not included in search terms.
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Appendix F

Data extraction example

Example of data extraction for papers exploring the link between BPD and CSA

Research component

Author

Title

Year

DOl

Research Type
Main Aims
Method
Sample — Gender
Sample — Age
Sample — CSA?
Sample — BPD?
Main Findings
Strengths

Notable Limitations

Recommendations for
practise/ future
research

Data extracted
Parker, Gordon; McCraw, Stacey; Bayes, Adam
Borderline personality disorder: does its clinical features show
specificity to differing developmental risk factors?
2018
https://doi.org/10.1177/1039856218760732
Quantitative
To determine if differing developmental factors show specificity to
differing manifestations of borderline personality disorder (BPD).

Correlation analysis

Female

Mean 33.6 years

Yes — 49%

Yes

Childhood sexual abuse, affirmed by 49% of the sample, showed
specificity in being linked with DIPD defined affective instability. DIPD-
defined identity disturbance also showed specificity in being associated
only with reporting significant non-sexual developmental trauma. DIPD-
defined anger and paranoia/dissociation showed

minimal specificity and were associated with most antecedent
developmental factors in adulthood.

Differing manifestations of BPD are likely to be shaped by specific and
non-specific developmental

events. Clarification of such links has the potential to shape more
specific therapeutic interventions.

Small evidence of specificity

Cross-sectional

Our set of developmental factors was relatively small
Retrospective self-reports

If certain BPD constructs are specifically related to certain traumatic
events (and our analyses provide some evidence of specificity, albeit
weak), then targeted interventions may be designed as much to respect
the aetiological factor as the expression of the BPD symptom.

Future studies might examine the general hypothesis by examining a
reduced set of BPD constructs and defining antecedent stressful and
traumatic events more precisely.
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Appendix G

Literature Quality Assessment

Table G1.

Quality Assessment Tool for Qualitative Literature (CASP, 2019)

Paper for appraisal and reference:

Title: Some service user perspectives on the diagnosis

of Borderline Personality Disroder

Reference:

Horn, N., Johnstone, L., & Brooke, S. (2007). Some
service user perspectives on the diagnosis of
Borderline Personality Disorder. Journal Of
Mental Health, 16(2), 255-269.
https://doi.org/10.1080/09638230601056371

Quality Assessment
Question

Was there a clear
statement of the
aims of the research?
Is a qualitative
methodology
appropriate?

Was the research
design appropriate to
address the aims of
the research?

Was the recruitment
strategy appropriate
to the aims of the
research?

Was the data
collected in a way
that addressed the
research issue?

Has the relationship
between researcher
and participants been
adequately
considered?

Have ethical issues
been taken into
consideration?

Was the data analysis
sufficiently rigorous?
Is there a clear
statement of
findings?

Is the research
beneficial to this
thesis?
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Answer
(Yes, Can’t Tell,
No)

Yes

Yes

Yes

Yes

Yes

Yes

Can’t tell

Yes

Yes

Yes
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See Table G2 below for quality assessment for the paper titled ‘Evaluation of the own body in

women with current and remitted borderline personality disorder: evidence for long-lasting effects

of childhood sexual abuse’ (Kleindienst et al. 2020).

Table G2.

Quality Assessment Tool for Quantitative Literature (EPHPP, 2023)

Component Ratings
A) Selection Bias

B) Study Design

Questions

Q1. Are the individuals selected to
participate in the study likely to be

representative of the target
population?

Q2. What percentage of selected

individuals agreed to participate?

Rating for this section:

Indicate the study design:

Was the study described as
randomised?
If NO, go to component C.

If yes, was the method of
randomisation described?

If yes, was the method
appropriate?

Answers
1. Very Likely v/
2. Somewhat likely
3. Not likely
4. Can’ttell

1. 80-100% agreement v’
2. 60-79% agreement

3. Lessthan 60% agreement
4

5

Not applicable
Can't tell

Strong—1v
Moderate — 2

Weak - 3

1. Randomized controlled trial

Controlled clinical trial

3. Cohort analytic (two group pre
+ post)

4. Case-control v/

5. Cohort (one group pre + post
(before and after))

6. Interrupted time series

7. Other:
Specify

8. Can'ttell

N

No v
Yes

Yes

Z |2
%
AN

Yes

F
o
<



Component Ratings

C) Confounders

D) Blinding

E) Data Collection
Methods

F) Withdrawals and
drop outs

Questions
Rating for this section:

Q1. Were there important
differences between groups prior to
the intervention?

Q2. If yes, indicate the percentage
of relevant confounders that were
controlled (either in the design (e.g.
stratification, matching) or
analysis)?

Rating for this section:

Q1. Was (were) the outcome
assessor(s) aware of the
intervention or exposure status of
participants?

Q2. Were the study participants

aware of the research question?

Rating for this section:

Q1. Were data collection tools
shown to be valid?

Q2. Were data collection tools
shown to be reliable?

Rating for this section:

Q1. Were withdrawals and drop
outs reported in terms of numbers
and/or reasons per group?

Q2. Indicate the percentage of
participants completing the study
(If the percentage differs by groups,
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Answers
Strong —1v
Moderate — 2
Weak -3
1. Yesv
2. No
3. Can't tell
1. 80-100% (most)
2. 60-79% (some)v
3. Lessthan 60% (few or none)
4, Can'ttell

Strong—1

Moderate -2 v/

Weak -3

1. Yesv

2. No

3. Can'ttell

1. Yes

2. No

3. Can’ttellY

Strong—1

Moderate — 2v

Weak -3

1. Yesv

2. No

3. Can'ttell

1. Yesv

2. No

3. Can'ttell

Strong—1v

Moderate — 2

Weak -3

1. Yesv

2. No

3. Can'ttell

4. Not Applicable (i.e. one time
surveys or interviews)

1. 80-100% v

2. 60-79%

3. Less than 60%



Component Ratings

G) Intervention
Integrity

H) Analyses

Global Rating:
Component Ratings

Questions
record the lowest)

Rating for this section:

Q1. What percentage of
participants received the allocated
intervention or exposure of
interest?

Q2. Was the consistency of the
intervention measured?

Q3. Is it likely that subjects
received an unintended
intervention (contamination or co-
intervention) that may influence
the results?

Q1. Indicate the unit of allocation

Q2. Indicate the unit of analysis

Q3. Are the statistical methods
appropriate for the study design?

Q4. Is the analysis performed by
intervention allocation status (i.e.
intention to treat) rather than the
actual intervention received?

A) Selection Bias

B) Study Design

C) Confounders
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Answers
4. Can’ttell
5. Not applicable (i.e.
retrospective case-control)
Strong—1v
Moderate — 2
Weak — 3

80-100% v
60-79%

Less than 60%
Can’t tell

i S

Yes

No

Can’t tell v
Yes

Nov

Can’t tell

WNE WM R

1. Community organisation
2. Institution practice
3. Office individual v/

1. Community organisation
2. Institution practice
3. Office individual v/

1. Yesv
2. No
3. Can't tell

1. YesvY
No
3. Can'ttell

N

Strong—1v
Moderate — 2
Weak - 3

Strong—1v
Moderate — 2
Weak - 3

Strong—1
Moderate-2 v
Weak - 3




Component Ratings

Global overall rating:

D)

E)

F)

N

Questions Answers
Blinding Strong -1
Moderate —2 v/
Weak — 3

Data Collection Strong—1v
Moderate — 2
Weak — 3

Withdrawals and Dropouts ~ Strong—1v
Moderate — 2
Weak — 3

STRONG — No WEAK ratings v/

MODERATE — one WEAK rating
WEAK — two or more WEAK ratings
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Appendix H

Interview Schedule

\/u WOLVERHAMPTON

Interview Schedule

Childhood sexual trauma: How do women experience a subsequent diagnosis of emotionally

unstable personality disorder/borderline personality disorder? An IPA.

e Interview questions
o Prompts — for purposes of ethics, prompts have been included. However, prompts
will not be included in schedule given to participants.

Before we begin, | wanted to remind you that there are no right, or wrong answers and | am
interested in your personal experience. Also, | wanted to reiterate that | will not be asking you to
share details of your experiences of childhood sexual abuse. How much of your experiences you
choose to share with me is completely up to you and there is no pressure to do so. | will only be
asking you about how you feel your CSA experiences have impacted who you are today, and how you
feel they might be relevant to your diagnosis. We will use the schedule you have been given as a
guide, but there may be some follow up questions depending on your answers to get more of an

insight into what you are sharing.

Introduction/Background — for the purpose of ethics, subheadings have been included. These will

be removed in final version.

To start us off, could you tell me a little bit about yourself and what interested you in taking part in

this research study?

Experience of living with a diagnosis of BPD/EUPD
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What does your diagnosis mean to you?

Could you tell me about your experience of receiving a diagnosis of BPD/EUPD?
o When, how, who by?
o How did you feel getting this diagnosis?
o How do you feel about the way your diagnosis was delivered?

o How has this diagnosis helped/hindered you?

What is it like living with the symptoms associated with EUPD/BPD?
o Management

o Difficulties or challenges

What is it like living with the diagnostic label of EUPD/BPD?
o Management

o Difficulties or challenges

Has the diagnosis affected how you see yourself?

o How?

Could you tell me about your experience of support you received before receiving the diagnosis?
o Mental health/medical support

o Family/friends support

Could you tell me about your experience of support you have received after receiving the
diagnosis?

o Mental health/medical support
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o Family/friends support

Perception of the link between CSA and BPD/EUPD

e How have your childhood experiences affected you?
o Have your childhood experiences affected how you see yourself?
o How do you understand your difficulties/struggles/symptoms etc (allow participant to

self-define) in the context of your childhood experiences?

e Do you feel that your childhood experiences are relevant to your diagnosis?
o How?
o Do you think your childhood experiences were considered by professionals when you
were given the diagnosis?
o Does a diagnosis of BPD/EUPD align with your own understanding of your difficulties (as
above — allow participant to self-define)?

o Has a diagnosis of BPD/EUPD changed how you view your childhood experiences?

e Has the treatment you have had since receiving your diagnosis supported you with your
experiences of CSA?

o How?

We are coming towards the end of the interview, is there anything else you feel | haven’t asked

you that be might relevant?
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Appendix |

Email template requesting to advertise the study

Subject: Borderline/ Emotionally unstable personality disorder and child sexual abuse: Recruiting

participants

Dear [insert person name/organisation name],

| hope this email finds you well. | am emailing you to introduce myself and my doctoral research

study.

My name is Georgia Bodfish, and | am currently undertaking the Professional Doctorate in
Counselling Psychology at the University of Wolverhampton. Having received ethical approval for my
thesis, | am now in the participant recruitment stage of my research project. Given your expertise in
a similar area to my research project, | am reaching out to request your support in advertising the

study.

This research will explore female experience of a diagnosis of borderline personality disorder (BPD)
or emotionally unstable personality disorder (EUPD) following child sexual abuse. This project aims
to explore the impact of the diagnosis, the perception of the link between CSA and BPD and to give a
voice to these specific women who have been subject to CSA and then received a subsequent

diagnosis of BPD. | have attached the study information sheet that contains much more information.

As stated, given your expertise in the area, | am writing to request your support in advertising this
study within your organisation and/or across your social media platforms. | have attached social
media resources for you to use. | am happy to discuss alternative options including the option of re-

sharing my posts on social media.

| am passionate about ensuring that the voices of these women are heard and would be extremely

grateful for your help.
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Please do not hesitate to get in contact to discuss the study further or ask questions.

Best wishes,
Georgia Bodfish
Trainee Counselling Psychologist

University of Wolverhampton
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Appendix J

Ethical Approval Letter

Figure J1.

Part 1 Ethical Approval Letter — University of Wolverhampton

UMIYERSITY O
WOLVERHAMPTON
Professar Damien Page BA& [Hons) PGCE MA PhD
Dean of the Faculty of Education Health and Wellbeing
University of Weolverhampton
Millennium City Building
City Campus Wulfruna [South)
Wolserhampton
WYL ALY
Telephone Codes
UK:- 01902 Abroad: +44 1502
Switchboard: 321000
I 122GBUOWPSY
13* December 2022
G. Bodfish
University of VWolverhampton
FEHWY
Dear Georgia,

Re: Childheeod sexual trauma: How de women experience a subsequent diagnosis of
emotionally unstable personality disorder/borderline personality disorder? An Interpretative
Phenemenelegical Analysis. The Psychology Department Ethics Panel has considered and reviewed
your submission. On review your Research Proposal was passed and given approval 2A-Supervisor to
menitor. Please address the amendments and darification detailed below.

REQUIRED changes

Reviewer One

+ Please provide contact details for support organisations on the information sheet as well as the debrief
form in case participants withdraw.

SUGGESTED changes

Reviewer One

* You may consider a most robust measure of suicide risk given the high propensity for these behaviours
in this group.

*  Any requests to review their transcripts should be password protected when sent via email.

* s video necessary as this can further compromise identity — perhaps only andic record given the
sensitive nature.

+ Store signed consent forms and linking document separate from the transcripts on password protected
files.

+ Remove IPA from information sheet titles.



217

Figure J2.

Part 2 Ethical Approval Letter — University of Wolverhampton

¢ In the information affirm the need to conduct the interview m a private location.

Reviewer Two

# Things vou might want to consider: Why is the demographic questionnaire asking about sexuality,
race and ethnicity? There is no clear rationale why you might need this information. The proposed
sample size 15 too small for any comparison based on demographic criteria so keep these to mimnmm.
Eemember to store all information on a password-protected devise and as password protected file.
Consider a procedure of debrief for yourself

We wish you every success with your study

Yours sincerely

Deputy Chair — Psychology Department Ethics Panel
Senior Lecturer in Applied Psychology

Department of Psychology
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Appendix K

Recruitment Material

Figure K1.

Recruitment Poster

RESEARCH
PARTICIPANTS
WANTED

HELLO, MY NAME IS GEORGIA, AND | AM TRAINEE COUNSELLING
PSYCHOLOGIST.

| AM EXPLORING THE LIVED EXPERIENCE OF WOMEN WHO HAVE
BEEN SUBJECT TO CHILDHOOD SEXUAL ABUSE (CSA) AND LATER
RECEIVED A DIAGNOSIS OF BORDERLINE PERSONALITY DISORDER
(BPD)/ EMOTIONALLY UNSTABLE PERSONALITY DISORDER (EUPD).

ARE YOU A FEMALE (18+) WHO HAS BEEN
SUBJECT TO CHILD SEXUAL ABUSE AND HAS
SINCE RECEIVED A DIAGNOSIS OF BPD/EUPD?

[ WOULD LOVE TO HEAR FROM YOU!

SCAN THE QR CODE BELOW OR FOLLOW THE LINK FOR MORE INFORMATION

]
;
L I
| |.,| i

Wl bl

nowcacs Mol"s ol
T L gyt el
AT o
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Appendix L

Brief introduction to the study
\/u WOLVERHAMPTON

Brief introduction to the study

Thank you so much for taking the time to consider participating in this research!

My name is Georgia, and | am a Trainee Counselling Psychologist at University of Wolverhampton. |
know that this can be a difficult topic to talk about so here is some more information into what

might be involved before deciding whether to contact me to express your interest in participating...

Before reading further, please consider the sensitive nature of the topics being discussed (childhood

sexual abuse and mental health diagnosis) and only continue if you feel comfortable to do so.

Project title:
Childhood sexual trauma: How do women experience a subsequent diagnosis of emotionally

unstable personality disorder (EUPD)/borderline personality disorder (BPD)?

Am | eligible to take part?

To be eligible to take part in this study, you must meet the following criteria:

English speaking

Reside in the UK

Aged 18+

Identify as female gender
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e Experienced childhood sexual abuse

e Received an official diagnosis of BPD/EUPD from a psychiatrist or other mental health

professional since the abuse occurred

e You are not currently at risk of sexual abuse, in an abusive relationship and/or at risk of suicide

What will participation include?

e A brief demographic questionnaire

e A 60-90-minute interview with myself

Will I be anonymous and my data confidential?
Yes! You will be provided with a pseudonym (fake name) to make sure your data remains anonymous
throughout the study. Your data will be confidential, and any breaches of confidentiality will be

discussed with you first.

Your participation will be greatly appreciated and valued. If you would like to take part, please click

the link below to email me and receive more information.

Click here to email the researcher.
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Appendix M

Participant Information Sheet
\/u WOLVERHAMPTON

Participant Information Sheet

Childhood sexual trauma: How do women experience a subsequent diagnosis of emotionally

unstable personality disorder/borderline personality disorder?

Thank you for your interest in this study. Before giving consent, it is essential that you understand the
purpose of this research and what you might expect when taking part. The information that follows
will provide a rationale for the research, the procedure, any risks and/or benefits, your right to

withdraw and details surrounding confidentiality.

Before reading further, please consider the sensitive nature of the topics being discussed (childhood

sexual abuse and mental health diagnosis) and only continue if you feel comfortable to do so.

What is the purpose of the study?

This study forms part of a doctoral research thesis. | am undertaking a Professional Doctorate in
Counselling Psychology. The purpose of this study is to gain an insight into the experience of women
who have been subject to childhood sexual abuse (CSA) and received a subsequent diagnosis of

borderline personality disorder (BPD)/ emotionally unstable personality disorder (EUPD).

Why have | been chosen?
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To be eligible to take part in this study, you must meet the following criteria:

Reside in the UK

Aged 18+

Identify as female gender

Experienced childhood sexual abuse (aged 0-18).

Received an official diagnosis of BPD/EUPD from a psychiatrist or other mental health

professional since the abuse occurred

To continue to improve service provisions and knowledge on this topic, it is important that we gain the

perspective from the people we are aiming to support. | hope to provide a safe environment to discuss

your experience of a diagnosis of BPD following CSA. If you decide to take part, you will be 1 of 4-8

women | am aiming to interview.

Do | have to take part?

No. Participation is voluntary meaning you can decline to take part and withdraw at any time up to

two weeks after the interview date. You can stop the interview at any time for either a break or to end

the interview. During the interview, you do not have to answer any questions you do not want to.

What will happen if | decide to take part?

You will be invited to have a phone call with myself (the researcher) to discuss the study in
more detail including what to expect during the interview.
The interview questions will be given to you ahead of the phone call to allow opportunity to

ask any questions before giving consent.
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o You will not be asked directly to recount your experiences of CSA unless you feel this is relevant
to your story.

e Following the phone call, if you still wish to participate in the study, | will provide a consent
form to confirm you understand what is involved in participation and to confirm your eligibility
to take part.

e Once consent is given, you will decide a time and date of your interview that will take place
online using Microsoft Teams with myself. You will be asked to complete a short demographic
guestionnaire. The interview is expected to take 60 — 90 minutes.

e Itis recommended that you conduct the interview in a private location. Your interview will be
recorded on Microsoft Teams which will save a video and audio file. You may choose to have

your video camera turned off, so visuals are not recorded, if this is preferred.

What are the potential benefits and risks of taking part?

There are no direct individual benefits to taking part in this study. However, your participation will
allow your voice and experience to be heard in the hope of informing future mental health care for

women who have received a subsequent diagnosis of BPD/EUPD following CSA.

Due to the sensitive nature of the topics being discussed, | recognise that there may be some a risk of

emotional distress.

Please note that therapy will not be provided as part of this research study and the interview is not a

therapeutic intervention.
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At the end of the study, you will be given the opportunity to engage in a brief grounding exercises. You
will also be provided with a debrief form that will include contact numbers and signposting to relevant

support.

Will my taking part in the study be kept confidential?

Yes.

The Data Protection Act (2018) outlines GDPR rules and regulations that will be adhered to and all data
will, where possible, remain within the research team (see below for details). You will be provided with
a pseudonym (fake name) to ensure data remains anonymous and to enable you to easily identify your
data in the case of withdrawal. Any identifying information in the transcripts will be removed.
Electronically collected data will be stored in a password-protected folder and will not be uploaded
onto any cloud services outside of the University of Wolverhampton OneDrive. Hard copies of
documents will be locked in a storage area. All data will be destroyed after 2 years following award
confirmation in case of audit purposes. Anonymised extracts from your data will be used in my thesis

and potential future publications.

Are there any occasions where confidentiality may be breached?

Yes.

However, any breach of confidentiality will be discussed with you at the time of the interview and
where possible consent will be sought. A breach of confidentiality may be considered if you are at risk,

if other people are at risk, or if criminal activity is disclosed.

What will happen at the end of the research study?
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e You will be provided with a debrief form giving more information on the study you have taken
part in. You will also be provided with the contact details of relevant support services.

e You will also be given the opportunity to engage in some grounding exercises if you want to.

e Contact details of the researcher and the research team will also be provided should you have
any further questions or decide to withdraw your data within two weeks after the interview.

e You will have the opportunity to request the final report.

Who has reviewed the study?

This study has been reviewed by The Faculty of Education, Health and Wellbeing Research Ethics
Committee of the University of Wolverhampton and the researcher is under supervision of an

experienced research team (see details below).

What if | require any further information or support?

If you require further support, please contact your GP for further advice. Alternatively, please see
below the details of organisations who may be able to offer additional support including NHS

support:

e Emergency services: Call 999

e Rape Crisis England & Wales: https://rapecrisis.org.uk/ (Call: 0808 802 9999)

e The National Association for People Abused in Childhood (NAPAC):

https://napac.org.uk/other-support/ (Call: 08088010331)

e  Mind: https://www.mind.org.uk/

e NHS support: https://www.nhs.uk/mental-health/



https://rapecrisis.org.uk/
tel:08088029999
https://napac.org.uk/other-support/
https://www.mind.org.uk/
https://www.nhs.uk/mental-health/
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What if | have a problem or concern?

If you have any questions or concerns regarding any aspect of this study, please do not hesitate to

contact me and/or any member of the supervisory team.

Researcher

Georgia Bodfish

[e-mail address redacted]

Director of Studies
Dr. Lamprini Mangiorou

[e-mail address redacted]

Secondary Supervisor
Dr. Lisa Orchard

[e-mail address redacted]

Thank you very much for your consideration of this study.
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Appendix N

Participant Consent Form

\/u WOLVERHAMPTON

Participant Consent Form

Childhood sexual trauma: How do women experience a subsequent diagnosis of emotionally

unstable personality disorder/borderline personality disorder? An IPA.

Name of Researcher: Georgia Bodfish
Please read and initial boxes

1. | confirm that | have taken the time to read and understand the information sheet provided

and that | have had the opportunity to ask questions.

2. | confirm that | am aged 18 years old or above.
3. | confirm that | identify as female gender.
4. | confirm that | am English speaking and currently reside in the UK.

5. 1 confirm that | feel comfortable and able to discuss my experiences of childhood sexual

abuse (CSA) and that | am not currently at risk of sexual abuse, in an abusive relationship
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and/or at risk of suicide.

6. |confirm that | have received an official diagnosis of borderline personality disorder/
emotionally unstable personality disorder from a psychiatrist or other mental health

professional and | feel comfortable to discuss my experience of this with the researcher.

7. lunderstand that my participation in this research is voluntary and that | have the right to

withdraw before, during the interview, and up to two weeks after my interview.

8. lunderstand that, in accordance with GDPR regulations my data will be stored securely and
confidentially, and that no identifiable information will be included within this project or in

any publication.

9. lunderstand that the researcher may wish to publish the study’s findings and | give my

permission for this.

10. | agree to take part in the study detailed in the information sheet provided.

Name Date Signature

Georgia Bodfish

Researcher Date Signature
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Appendix O

Participant Demographic questionnaire
b LINIVERSITY OF
WOLVERHAMPTON
Demographics questionnaire

The purpose of this questionnaire is to gather information about each participant that takes part in

this research study.

Your allocated pseudonym (fake name) is:

1. Please state your age in years

b. 1do not wish to disclose this information

2. Please state how old you were when you received a diagnosis of BPD/EUPD?

b. 1do not wish to disclose this information

Please provide contact details for your GP

GP Name:

GP Contact number:
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GP address:

Optional — Please provide contact details of a preferred person in case of emergency

Name:

Relation:

Contact details:
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Appendix P

Grounding Exercises (Najavits, 2002)

5-4-3-2-1 Technigue

Using the 5-4-3-2-1 technique, you will purposefully take in the details of your surroundings using
each of your senses. Strive to notice small details that your mind would usually tune out, such as

distant sounds, or the texture of an ordinary object.

What are 5 things you can see?

What are 4 things you can feel/touch?

What are 3 things you can hear?

What are 2 things you can smell?

What is 1 thing you can taste?

Other mental grounding

e Describe your environment in great detail — use all of your senses

e Play ‘categories’

o Choose a category and list as many items as possible

o For example: cars, tv-shows, types of dog

e Describe an everyday activity in great detail
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Appendix Q

Participant Debrief Form

\/u WOLVERHAMPTON
Participant Debrief Form

Childhood sexual trauma: How do women experience a subsequent diagnosis of emotionally

unstable personality disorder/borderline personality disorder?

Participant pseudonym:

Brief study explanation

This study was investigating female experience of receiving a diagnosis of borderline personality
disorder (BPD)/emotionally unstable personality disorder (EUPD) after experiencing childhood sexual
assault (CSA). The aim of this research is to understand how you perceive the link between your

diagnosis of BPD/EUPD and CSA.

What did the study involve?

The study involved the completion of an in-depth interview with a trainee counselling psychologist.
This hoped to gain a detailed insight into your experiences to enable your voice to be heard and

better inform future practice.

How will the data be used?

e Your interview has been recorded and will later be written up by the researcher.
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e The data collected within this study will be kept confidential and any identifiable information will
be removed from the dataset. All data will be kept securely in a password protected folder. All

data will be destroyed 2 years following award confirmation in case of audit purposes.

e The anonymised transcripts will be shared with the research team (see details below) and the

marking team, however, will be secured securely in a password protected folder.

e In the final write up of the thesis, small parts of the transcript will be used. The final thesis will
be made public via the University of Wolverhampton’s WIRE repository and in other publications.
All information will be utilised in line with the British Psychological Society and the University of

Wolverhampton's ethical guidelines.

For more information about the university's policy for research please follow this link:

https://www.wlv.ac.uk/research/research-policies-procedures--guidelines/ethics-guidance/

What if | require any further information or support?

If you require further support, please contact your GP for further advice. Alternatively, please see
below the details of organisations who may be able to offer additional support including NHS

support:

Emergency services: Call 999

e Rape Crisis England & Wales: https://rapecrisis.org.uk/ (Call: 0808 802 9999)

e The National Association for People Abused in Childhood (NAPAC):

https://napac.org.uk/other-support/ (Call: 08088010331)

e  Mind: https://www.mind.org.uk/

e NHS support: https://www.nhs.uk/mental-health/



https://www.wlv.ac.uk/research/research-policies-procedures--guidelines/ethics-guidance/
https://rapecrisis.org.uk/
tel:08088029999
https://napac.org.uk/other-support/
https://www.mind.org.uk/
https://www.nhs.uk/mental-health/
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Do | have the right to withdraw?

You can withdraw your data up to two weeks after this interview. Should you request withdrawal
outside of this timeframe, the researcher may not be able to fulfil this request as data analysis may
have been started. All data is recorded under the pseudonym (fake name) you were allocated (see
above). Thus, please provide this name if you wish to seek withdrawal to ensure that all information

is destroyed.

Two-week deadline for your data withdrawal request:

If you require any further information regarding the study or you wish to withdraw, please contact

any member of the research team:

Researcher

Georgia Bodfish

[e-mail address redacted]

Director of Studies
Dr. Lamprini Mangiorou

[e-mail address redacted]

Secondary Supervisor
Dr. Lisa Orchard

[e-mail address redacted]

Many thanks for your participation!
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If you wish to raise concerns regarding research being undertaken by the University of

Wolverhampton, you may contact the research integrity leads.

The senior lead for research integrity is the Dean of Faculty of Education, Health and Wellbeing-

Professor Damien Page ([e-mail address redacted])

The administrative lead is the Research Integrity Manager - Miss Jill Morgan ([e-mail address

redacted])

For more information regarding research integrity at the University please

visit https://www.wlv.ac.uk/research/research-policies-procedures--guidelines/research-integrity/

Alternatively, the University of Wolverhampton has incorporated its policies and procedures for Anti-
Bribery, Staff Interests, Public Interests, Fraud, and Whistleblowing into one Transparency Policy

(https://www.wlv.ac.uk/about-us/governance/legal-information/corporate-

compliance/transparency/).

Please report any concerns to transparency@wlv.ac.uk

If you have any queries, concerns or believe that your Personal Data is being handled in a manner
which is contrary to statutory requirements, you may wish to contact the University of

Wolverhampton’s Data Protection Officer via dataprotection@wlv.ac.uk or complain to the ICO

via www.ico.org.uk


https://www.wlv.ac.uk/research/research-policies-procedures--guidelines/research-integrity/
https://www.wlv.ac.uk/about-us/governance/legal-information/corporate-compliance/transparency/
https://www.wlv.ac.uk/about-us/governance/legal-information/corporate-compliance/transparency/
mailto:transparency@wlv.ac.uk
mailto:dataprotection@wlv.ac.uk
http://www.ico.org.uk/
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Appendix R

IPA initial noting

Example transcript extract with initial notes (Eva)

Desire to be rescued

Seeking maternal figure

Scary experience of inpatient hospitals

Ambivalence towards inpatient experience
Inpatients fulfilled my need to be taken care of

BPD diagnosis has stopped repeated inpatient
admissions

wanted you to do it. It makes sense that it fed
into that too.

EVA - ¥eah. | just wanted her to rescus me. | just
wanted, | just wanted to go home with her and
for her to look after me forever.

R -Yeah.

EVA - I've got a dog now though it's fine.

R - Solving all, solving all.

EVA — Yep, solving all.

R -_¥eah, absolutely, absolutely. And then you
mentioned you've been kind of in and out of
hosgital, in and out of hospital for a long time.
Howe was your experience of the support you
received in hospital?

EVA — 5taff were nice, and | think | was to be
honest, in hospital, I've never been so scared. |
was absolutely, it's the maost scary experience in
the world. Erm, alarms going off the whole time.
| weould I, but then I'm in that roller coaster.
Somehow | needed to be in hospital as well. Do
you know what | mean? Like | | wanted to be in
hospital because | wanted to be taken care of.
But at the same time, it's terrifying and
petrifying. &nd then when | got there, of course, |
didn't want to be there. | wanted to leave. And
and I'm kind of pleased the diagnosis has
stopped my inpatient experience, | guess. 5o,

now they're more like, “oh, it's [anonymised] v,

Desire to be rescued — | just wanted to go home
with her and for her to look after me forever.
Sounds like a little girl desperate for a mum and
to be taken care of#

Pet/dog providing an attachment

Inpatient staff were ‘nice’

Scary experience of inpatient hospital

Inpatient hospital mirrored similar core/deep
rooted desire/phantasy — to be cared for and
looked after

Diagnosis has stopped my inpatient experience

236
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Appendix S

IPA Analysis Audit Trail: Personal Experiential Themes (PETs)

Table S1.

Identified PETs, sub-themes, and experiential statements for Anna

Personal Experiential Sub-themes Experiential Statements
Theme (PET) P
Striving for systemic Advocating for others  Advocating for those with a similar history
change
Advocating for change
Drawn to supporting those with similar
experience
Contributing to the development of the field
This diagnosis felt What is the purpose of  Conflicted with diagnostic label
personal this diagnosis?
Diagnosis was avoidable
BPD represents my experience
BPD and its’ The problem is located within the individual
concomitant
assumptions Want to move away from feeling ‘disordered’

Unhelpful label
Barriers of BPD

Negative stigma associated with diagnosis of
BPD
Negative perceptions of suicide

Relationship with self Rejection of true self Difficult relationship with self
Being alone unleashes turmoil
| am the problem
Low self-esteem and self-worth
Lack of fulfilment in life

Hiding BPD diagnosis



Personal Experiential Sub-themes
Theme (PET)
Developing self-

awareness

Experiential Statements

Desire to understand the self in the context
of childhood experiences
Independently developing greater self-

awareness and challenges beliefs around

diagnosis
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Battle of accessing
support

Rigid and conditional
access to treatment

Inequality of funding
and resources

No support for
experiences of
CSA/trauma

BPD is a barrier to
accessing support
needed

Too well Vs. Too unwell

Difficulties with continuity of care through
moving a lot

Trapped with no alternative options of
support

Lack of treatment options

No service provisions post-diagnosis

Quality Vs. Quantity of treatment pathways
available
Support prompted by crisis

Post-code lottery of services available

Economic disparities of help available

Unclear treatment pathways, especially for
trauma
Negative stigma as a barrier to seeking

support from family/friends
Lack of support with diagnosis of BPD

Fear of other people Blocks to connection

Cautious and mistrustful of others
Fear of judgment

Fear of rejection

Disconnect with others

All or nothing relationships
Misunderstood by others

Difficulty knowing how to respond to others
showing support
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Personal Experiential Sub-themes

Theme (PET) Experiential Statements

Ambivalence around support from others
‘Them and Us’ paradigm  Distrustful of professionals

Professionals are dismissive and oppressive

Discarded by society

Distant relationship with family members

Link between BPD Perception of Diagnosis first, individual experience second
and Childhood professional attitude
trauma Dangers of professionals associating child in

care with trauma

Inconsistency of professionals attributing
childhood trauma to difficulties
Childhood trauma is a tick box for BPD

Personal attitude Correlation with current struggles
Providing context to the presentation of BPD

Interconnection between BPD, childhood
trauma and relationships

Wider systemic Endless challenges across systems

impact
Cautious in working environments

Workplace is not trauma-informed

Negative experience Dissatisfaction with Treatment is not person-centred
of mental health treatment received

services Wider systemic issues surrounding delivery of

treatment
Focus is symptom reduction

Medicated from childhood
Dissatisfaction with crisis numbers
Disconnect with care coordinator
Negative experience of DBT provided

Negative experience of receiving the
diagnosis
Angry at professionals

Support received is not good enough



Personal Experiential Sub-themes

Theme (PET)

Services perpetuating
vicious cycles

Power dynamics of an
inpatient ward

Experiential Statements

Lack of potential and opportunity

Repeated use of psychiatric hospitals
Services contributing to crisis

Fragmented sense of self is reinforced by
services

Experience of the mental health system is
retraumatising

Secrecy around CSA is mirrored by services

Lack of power and control

Cautionary approach to power on the ward
A desire for hospital to be safe space

Repeated cycles of hospital admissions
increasing risk to life
Expectancy of the basics
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Hope for change

A shift in professional attitude towards
personality disorders
Desire to create a sense of safety in other

people

The double-edged
sword of High
Achieving

Functionality

High functioning
equates to not a priority

Learn to mask and hide symptoms
Independence became a safety strategy

Learned to be quiet and blend in

Being ‘high functioning” means people
minimise my risk

Deemed less important due to economic
status

Living with difficulties  Everlasting difficulties

Irrepressible

Struggles might never improve

Life goals feel far away

Difficulty knowing how to achieve change
Rumination is all-consuming

Specific scenarios trigger thoughts of CSA



Personal Experiential Sub-themes

Theme (PET)
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Experiential Statements

Instant and uncontrollable reactions to
triggers
Sense of loneliness

Experience of intrusive thoughts
Sensitive to change

Seeking secure
attachments

Unmet needs

throughout

childhood
Unprotected by others

Powerless

No secure family system

Criticised for seeking out attachments

Pathologised as a child

Early intervention was needed

Let down and angry at the education system
CSA could have been avoided

Fearing the consequences of disclosing what
was happening

Negative consequences of being a child in
care

Childhood innocence

Naivety

Rigid and strict upbringing

Isolated childhood

High levels of shame

Childhood sexual abuse and physical abuse
Lack of control throughout life

CSA caused family rupture

Abuse was a symptom of family dysfunction

Open communication and feelings did not
happen at home
Generational trauma

Relationship with mum and dad
Few displays of affection in the family home

Impact of family dynamics on all types of
relationships

Development of my
own safety net

Suicide was a safety net

Managing alone



Personal Experiential Sub-themes
Theme (PET)

Table S2.

Experiential Statements

Consistent masking whilst childhood
experiences are not addressed
Distraction techniques aid surface level
management of difficulties

Being a child in care has influenced the
coping strategies used

Hypervigilant of surroundings and other

people
Routine and predictability is safe

Taking responsibility for other peoples
changes in behaviour
Avoidant behaviour (renamed)

Identified PETs, sub-themes, and experiential statements for Casey
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Personal Experiential Sub-themes Experiential Statements
Theme (PET) P

The dangers of other Internal Fears Dismissed and rejected by society

people

Managing unsafety

Fear of abandonment

Fear of dismissal

Fear of rejection

Fear of being misunderstood
| am not good enough

Fear of alienation

Hiding vulnerability from others
Hide diagnosis from others
Aware of other people
Avoidance of help seeking
Pushing others away

Avoid unsolicited judgement

Consistently in long term relationships
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Personal Experiential Sub-themes

Theme (PET)

Experiential Statements

Challenges of navigating
interpersonal
relationships

In the quest of...

Family system struggles to understand
difficulties

Difficulty communicating with others
Negative impact on romantic relationship

Long-term platonic relationships are difficult

Inability to seek emotional support from
family
Interpersonal difficulties associated with BPD

Ongoing interactions reinforce victim blaming
narratives
Taboo talking about mental health in family

Learning to communicate emotions

Sense of belonging in romantic relationships
Seeking intimacy and connection

Hopes of being understood by others

Seeking a sense of security and ability to rely
on others
Seeking affiliative soothing

Desire to be cared for and looked after

Perceptions of BPD
diagnosis

My evolving relationship
with BPD

Stigma held by others

BPD is a misdiagnosis

Not fitting neatly into the box the diagnosis
provides

Ignore the label of BPD

Embarrassed by BPD diagnosis

BPD diagnosis has amplified belief ‘l am
different’

Do not want the label of BPD

Diagnosis brought relief
Accepting of parts of BPD diagnosis
Diagnosis of BPD as a form of dismissal

Conflict between lived experience and
diagnosis of BPD
BPD is a red-flag to others

Professionals lack confidence with
‘personality disorders’
Stigmatised professional response
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Personal Experiential Sub-themes

Theme (PET)

Experiential Statements

Fear of others accepting the stigma as fact

Intrapersonal journeying
to true self

Sense of Self and
Identity

I’'m not a personality
disorder

Questioning sense of self

Mask becomes identity

Sense of self is fragmented
Seeking a way to understand self
Limited sense of self

Intrapersonal self-criticism and lack of
compassion
Reliant on self

Idealised self — not blaming the self
Consistent lack of belonging

Identity assumed by the label

Fighting for identity outside of BPD
Belief that something is wrong with me

Hide diagnosis from others

Experience of
professionals

Negative experience
of mental health
services

Delivery of diagnoses

Treated like a burden by professionals

Lack of interpersonal connection with
professionals
Short-term experiences of professionals

Seeking professional expertise

Seeking safety and permission from
professionals
Mistrustful of professionals

Let down by professionals

Medication treated like a ‘fixer’ by
professionals

Sense that professionals do not know how to
help

Diagnostic interview was traumatising

No further exploration of what having BPD
means
Not formally informed of BPD diagnosis

Psychiatric labels have been thrown at me
since childhood
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Personal Experiential Sub-themes

Theme (PET) Experiential Statements

BPD label reinforces previous experiences of

rejection
The long road to Barriers to accessing Lack of service input despite reaching out for
recovery help help

No continuum of support
Unclear treatment pathways

Barriers to services/treatment mirror barrier
to fitting in within society
Let down by the education system

Quiet and less disruptive as a barrier to
accessing support
Despondent towards accessing support

Financial barriers to private therapy
Long wait lists in the NHS
Additional support to family is needed
Angry at the failed system
Resentment towards support not received
Desire for longevity of support from services
Support/Treatment | deserve better
received
Independent learning about BPD diagnosis

Reluctant to try treatment pathways offered

Timing of counselling had an impact on
therapeutic outcomes
Short term counselling was not beneficial

Lack of consistent support for both physical
and mental health
Over-medicated

Treatment has not provided support around
CSA
Timing of support for CSA is important

The daily battle Coping strategies Pressure to mask
Shutting down and dissociating
Distraction techniques help to cope

Unhealthy coping strategies
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Personal Experiential
Theme (PET)

Sub-themes

Experiential Statements

Presenting struggles

Challenges in the
workplace

Need for own space
Importance of relaxation to regulate oneself
Learnt to cope independently

Capability to cope does not counter desire
for support

Seek isolation and withdrawal from others to
cope

Desire for a ‘clear head’

Coped with CSA by blocking it out/denying it
happened

Long term difficulties with mental health
Difficulties are not ‘bad enough’

Difficulty managing emotions

Learning to communicate negative emotions

Cyclical pattern of extreme emotions: rage
Vs. shut down
Fear of change

Difficulty masking negative emotions
Social activity is exhausting

Ability to mask wears off

Low tolerance for discomfort

Impact of struggles on ability to function has
improved over time
More going on than depression

Difficulty exploring inner child
Professional work/career is challenging
Lack of motivation for work

Catastrophises the impact of experiences
these personality traits

Anxiety around difficulties impacting long-
term career aspirations

Overwhelmed by social expectations of the
workplace

Ongoing impact of
CSA

CSA has had massive impact on life trajectory
CSA has led to difficulty trusting others

CSA had a bigger impact during younger
years
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Personal Experiential
Theme (PET)

Sub-themes

Experiential Statements

Internalised victim blaming
Impact of CSA is more subtle now
Detrimental impact of internalising CSA

Confusion around CSA and what had
happened

Vocalising lack of responsibility for CSA
happening

Conflicting statements around responsibility
and blame

BPD: CSA is not the
whole story

Childhood innocence

Interactions with
Professionals

Links between BPD and
CSA

Discussed experience of CSA with
professionals at the time of diagnosis
Hope that difficulties were not only seen in
the context of CSA

Desire to talk about CSA conflicted with
treatment pathways given

Linking BPD and CSA feels blaming

Impulsivity and attachment seeking can be
understood through lens of BPD

Experience of CSA gave context to current
difficulties

Lack of awareness of what was happening as
a child

Lack of understanding of consent

Not able to talk about CSA when it was
happening



Table S3.
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Identified PETs, sub-themes, and experiential statements for Dolly

Personal Experiential Sub-themes Experiential Statements
Theme (PET)
Public-spirited Importance of sharing experiences of BPD
approach to BPD
Advocating for others with BPD
Campaigning to raise awareness of BPD
Value in volunteering
Experience of mental Myriad of Multiple diagnoses given as a child
health services as a interactions
child Mental health crises throughout childhood
Suboptimal Medication was first form of mental health
experience treatment as a child

Expectation of a longer assessment for mental
health diagnoses

No initial psychological support for different
diagnoses received

Experience of
support

The turning point: A
diagnosis of BPD

BPD diagnostic
process

Diagnosis of best

fit

Bountiful label
and diagnosis

Independently seeking resources
Positive experience of third-sector support
Benefits of NHS group DBT

Positive experience of receiving diagnosis

CSA was not considered in isolation outside of
lifetime of abuse

Overlap of symptoms meeting different diagnostic
criteria

Resonates most strongly with BPD diagnosis

BPD diagnosis captures whole picture

BPD diagnosis became more relatable with time
Reflection has provided ‘proof’ of BPD symptoms
Seeking to be represented fully by a diagnosis

BPD provided solace from previous diagnoses that
did not fit
BPD overturned previous diagnosis

Diagnosis provided relief and validation

BPD creates a succinct way of explaining
difficulties
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Personal Experiential Sub-themes
Theme (PET)

Experiential Statements

BPD label provides permission for authenticity
without explanation

BPD diagnosis reduces prejudice against mental
health difficulties

BPD label provides context to mental health
history

BPD label minimises shame associated with
difficulties

Gatekeeper to community and connection

Interactions within the Inauthenticity
microsystem

School response
to disclosure of
CSA

Hiding mental health interventions from family
Hiding identity from family

University has cultivated freedom living away
from family
Hiding friends and sexual partners from family

Unable to show authentic self

Being 18+ has enabled more control over family
involvement
Conditional living

Familial pressure to deny CSA happened
Confiding in school friends about CSA
Sought support from school pastoral care

Initial liaison between school and family re
disclosure of CSA

Lack of communication involving the individual
and systems surrounding them

Ongoing injustice

Sense of injustice towards perpetrator
No punishment for perpetrator

Angry at perpetrator

Experience of gaslighting by perpetrator

Expectation of an apology and/or confession from
perpetrator
Difficulty forgiving perpetrator

Hypervigilant of perpetrator
Fault lies with the perpetrator only

Position of powerlessness
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Personal Experiential Sub-themes

Theme (PET)

Experiential Statements

Symptomatic ‘hell’
mirrors childhood ‘hell’

The origin of my
difficulties

Relational
difficulties

Who | am?

CSA has impacted experience of further education
State of helplessness continues
Paranoia links experience of CSA and BPD

Family dynamics have had a role in trajectory of
current difficulties
Trapped within family dynamics CSA occurred

Ongoing difficulties related to relationships
Avoidance of conflict in relationships

CSA destroyed trust in others

Fear of the reactions of others during conflict
People pleasing to gain a sense of control

Repeated patterns of powerlessness, helplessness
and no control
History is too much for others to handle

Sensitivity to rejection

Avoid making decisions

Fear of authentic self being revealed
Difficulty putting self first

BPD diagnosis has helped and hindered
understanding of self
BPD diagnosis has created confusion

Disentangling BPD and me

Difficulty trusting own judgement and ability to
make decisions
Scared to live

Survival, not living

Moving forwards

Seeking a meaningful life

Desire to want to live

Positive relationships provide a sense of meaning
Longing for community support

Lack of faith in others to take action in future
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Personal Experiential Sub-themes Experiential Statements
Theme (PET)
Growing up in my CSA: a product of Physical abuse due to disparity in religious beliefs
family system my family
environment Physical consequences of deviating from family

expectations/script/ideals
Difficult family dynamics continue outside of CSA

Negative family narrative around mental health
and mental health support
Incestual CSA Mutual sibling understanding of childhood

(experiential experiences
statement too) Incestuous paradox: best friend, brother and
perpetrator

Incestual nature of CSA made it easier to place
fault with the perpetrator
Grief and loss

Role in family Inferior role of females in family system
Hopeless position within family system

Powerless to change history and current dynamic

No sense of Trigger associated with family house where abuse
safety withinmy  occurred
family Victim’s responsibility to create sense of safety

away from family home
No sense of safety within family dynamics

Constantly scared
Family response  No family support
to CSA
Lack of emotional support from family for CSA
No comfort from family/dad

Practical response to CSA from family

Seeking acknowledgement of what happened
from family
Let down by family response to CSA disclosure

Hurt by family response to disclosure of CSA
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Table S4.

Identified PETs, sub-themes, and experiential statements for Eva

Personal Experiential

-th E iential
Theme (PET) Sub-themes xperiential Statement
Positive Experiences Unconditional support from community team
of Community Mental
Health Team Trust in community team to look beyond BPD
label

Longevity of relationship with CPN helped process
BPD diagnosis
Joined up approach between community team
and crisis team
Congruence and imperfection cultivates healthy
therapeutic relationship

The war zone of an Repeated use of inpatient services

inpatient ward

History of chemical restraint, sedation, and
physical restraint
Inpatient admission is retraumatising

Inpatients fulfilled my need to be taken care of

BPD diagnosis has stopped repeated inpatient
admissions
A hospital admission has wider consequences

From powerless to Seeking change in the system
empowerment

| want to be heard

| want a voice

Silenced by abuse

Protect others from my experiences

Desire to share an accurate description of
experiences, both good and bad

‘Bad Personality BPD label is damaging
Disorder’: the one you

all hate, the one you BPD label is unhelpful
find in your

nightmares Labelled as bad by myself, and the system

My relationship

with BPD BPD suggests that something is wrong with me

Pushed into the box of BPD
BPD could not be a worse diagnosis

BPD symbolised a change in how others might
treat me
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Personal Experiential

Theme (PET) Sub-themes

Experiential Statement

Negative Stigma

BPD paradox: |
hate everything
about BPD but
what would | be if |
wasn’t BPD?

Helpful
components of
BPD diagnosis

Diagnosis was devastating

BPD diagnosis destroyed me

The diagnosis | never wanted

Extradited from society

Ashamed of BPD diagnosis

I’'m scared of people with BPD

Internalised stigma around BPD

People with BPD are unpredictable and unsafe
I know how awful we [BPD] are

Working in mental health was evidence that BPD
stigma exists
We [people with BPD] are a drain on resources

Actively avoided BPD diagnosis
BPD are known as nightmare patients

BPD equates to being undeserving of
professionals time
Defend myself against the judgment of BPD

Petrified to live with someone else with BPD
PD is used as an insult

The sense of identity BPD provides is better than
having no identity
Without BPD, | wouldn’t belong anywhere

Access to DBT was helpful part of having BPD

BPD provides context to difficulties and increased
understanding from staff
Elements of diagnosis are relatable

The challenge of
pursing recovery
[Mis]diagnosis is
the only way to
access support

Label and judgment Vs. not getting the support
you need

Avoiding a BPD diagnosis meant | missed out on
support

Different diagnoses act as gatekeepers to different
support

Learned that the ‘right” way of asking for help
doesn’t get access to support
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Personal Experiential

Theme (PET) Sub-themes

Experiential Statement

Interventions and
treatment received

Professionals can
do things
differently

Was:
Hope[lessness]
towards future

support

What do | need
from
relationships?

Was: Attempting
to heal emotional
pain

BPD diagnosis pushed to enable access to
treatment

Awareness that BPD diagnosis impacts treatment
received

Mixed experience of DBT

The danger of individual therapy

No sense of trust in professionals to protect and
provide safety
Therapy has helped to open up to friends

CSA unaddressed in treatment received

Not entitled to access resources

Hope for therapy to be different

Fearful of future therapeutic relationships
Professionals need to navigate endings better

Professional do not know how to treat/support
BPD
Opportunity to treat people with BPD differently

| can never be helped

Importance of continuity of care and not having
to repeat story
Recognition of deep-rooted desire to live

Desire to be rescued

Seeking care and protection that was not received
as a child
| need to be in control

Being validated is a new experience for me

Too ashamed to ask for others to consider my
past
Seeking understanding from others

Modelling of a secure attachment

Living with an
unwanted self

| hate who | am

Trapped in this version of me

Other people with BPD are a mirror to a version
of myself | am ashamed of
Fearful of myself

Disgusted with self
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Personal Experiential

Theme (PET) Sub-themes

Experiential Statement

| don’t know who |
am

I am like I am
because of my past

Concealing parts of
myself

High levels of shame and self-hatred

| don’t deserve to feel like a good person
Searching for evidence that | am a bad person
| am too difficult to be around

| am lonely

Who am | outside of these struggles?

| didn’t even really know | existed
Fragmented sense of self

Desire to only be ideal self

Internally feel younger than | am
Incongruence of behaviour and ideal self
| am ashamed of my history and childhood

CSA has impacted how | view myself

I’'m still living in the past

Hiding BPD diagnosis from others

Hiding physical health complications from family

Hiding the ‘bad’ parts of myself from
professionals
Hiding attachment from therapist

Avoid disclosing BPD diagnosis to professionals

Diagnosis threatened the view that others held of
me
Treated as though we [BPD] should be invisible

The complexities of
social interaction

Danger and Fear

Safety and
Assurance

Taking responsibility for others

People pleasing keeps me safe

Other people are dangerous

Cannot tolerate feeling burdensome
Reciprocal danger in relationships

Sense of belonging brings sense of safety
Reciprocity of friendships is new

Desire to be a good friend
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Personal Experiential

Theme (PET) Sub-themes Experiential Statement

My relationships with my friends do not fit ‘BPD’
| am proud to be a good friend
| am valued for my kindness

Longevity of friendships has enabled time for
trust and safety to build

Every day feels like The internal battle of self-harm

survival

Coping in a different way is scary

Grounding is a fallacy

The kinship of sport

Coping strategies Keeping busy keeps me distracted and safe
Safety in blending in
Being perfect provides safety
Drinking alcohol
Pursuing numb
History of supressing emotions
Repressed memories of childhood

Defences Detached from reality
Dissociation to manage distress
Suicide attempts are cries for help
Difficulty managing sense of abandonment
My feelings scare me
Internal Overthinking within relationships
experience of
emotional pain Experience of nightmares

Experience of paranoia and hypervigilance

Flashbacks provide familiarity of pain and hurt

Death could save me from life

Interplay of familial Seeking maternal figure
dynamics Maternal .

. . Not prioritised by mum
relationship

Difficult maternal relationship
Idealised mother throughout childhood
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Personal Experiential

Theme (PET) Sub-themes

Experiential Statement

I’'m completely
destroyed by my
family

My role within my
family

Anger towards mother’s neglect
Let down by mum

Difficulty managing recently uncovered negative
feelings towards mum
Seeking maternal protection and sense of safety

Development of maternal phantasy

| expect caregivers [professionals] to be abusive
Repeat familiar patterns of violence and trauma
Family relationships are not supportive

Family have always been unsupportive

Volatile family dynamics

Unpredictability at home

I've always been the parent

My responsibility to fix my dad

Personal responsibility to control dynamics at
home
Role reversal with mum

Alternative diagnoses

Personal preference for CPTSD over BPD
Diagnosis is dependent on the psychiatrist
Diagnosis impacts therapeutic process

The power of semantics

Dispiriting lack of
action around CSA

CSA is unresolved

Services, and my mum, let me down with
disclosure of CSA

Severity of risk as a child was not acknowledged
as a child

Private school culture was a barrier to CSA being
acknowledged




Appendix T

IPA Analysis Audit Trail: Group Experiential Themes (GETs)

Table T1.

Group Experiential Themes included in write up
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Group Experiential Theme

Group-level Sub-themes

BPD: The ticket towards or
away from condemnation?

Diagnostic Process
The pursuit of more than a label
Stigma and Assumptions

CSA is not the whole story

Personal perspective
Professional perspective

Sense of Self and Identity

Living with an unwanted self
An Incongruent Self
Developing Identity

A relational minefield

Challenges, blocks and fears
Safety strategies
What am | seeking in a relationship with others?

The long road to recovery

Accessing support
Support received

Table T2.

Group Experiential Themes not included in write up

Group Experiential Theme

Group-level Sub-themes

Change going forwards

Public spirited approach
Striving for change

Family Dynamics

External family environments
Internal Experience of Family environments

Learning to survive my daily
struggle

Presenting difficulties
Coping strategies
Work-place difficulties




Key:

Anna — Green

Casey — Yellow

Dolly — Pink

Eva — Orange

Table T1.

Audit Trail for GET 1 — BPD: A ticket away or towards condemnation?

Appendix U

Example Analytic Audit Trial for GET 1
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Group Experiential Group-level Transcript
P EXp P PET: Subthemes Experiential statements line
Themes (GETs) sub-theme
numbers
GET 1: BPD: A ticket away Diagnostic I — Positive experlenc'e of reFe!V|ng fjlagn05|§ o 578 — 584
or towards process ¢l CSA was not considered in isolation outside of lifetime of abuse 468 — 469
process . . . . . . _
condemnation? Overlap of symptoms meeting different diagnostic criteria 79 -89
Diagnostic interview was traumatising 57-59
Delivery of diagnosis ~ No further exploration of what having BPD means 77-179
Not formally informed of BPD diagnosis 77-79



Personal Experiential
Themes (PETs):

Perceptions of BPD
diagnosis

260

This diagnosis felt
personal

“Bad Personality
Disorder: the one you
all hate, the one you

find in your
nightmares”

The turning point: A
diagnosis of BPD

Psychiatric labels have been thrown at me since childhood 156 — 158
BPD label reinforces previous experiences of rejection 146 — 149
The pursuit Conflicted with diagnostic label 657 — 659
of more than ~ What is the purpose of = pj;0n0sis was avoidable 1076 — 1078
a label this diagnosis?
BPD is a misdiagnosis 29
Not fitting neatly into the box the diagnosis provides 44 - 46
Ignore the label of BPD 256 — 260
Embarrassed by BPD diagnosis 271
My evolving BPD diagnosis has amplified belief ‘1 am different’ 311-314
relationship with BPD Do not want the label of BPD 273
Diagnosis brought relief 100 - 104
Accepting of parts of BPD diagnosis 259 - 261
BPD label is damaging 17-18
BPD label is unhelpful 20
Labelled as bad by myself, and the system 452 — 455
463 — 464
504 - 507
1073 -1075
1117
My relationship with 480
BPD BPD suggests that something is wrong with me 497 — 498
Pushed into the box of BPD 1158 - 1160
BPD could not be a worse diagnosis 1119
BPD symbolised a change in how others might treat me 1147 - 1149
Diagnosis was devastating 426
BPD diagnosis destroyed me 428
The diagnosis | never wanted 440 - 441
Extradited from society 453
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Ashamed of BPD diagnosis 1166
Resonates most strongly with BPD diagnosis 91-92
BPD diagnosis captures whole picture 91-92
BPD diagnosis became more relatable with time 539 - 542
Reflection has provided ‘proof’ of BPD symptoms 542
Seeking to be represented fully by a diagnosis 534 - 537
BPD provided solace from previous diagnoses that did not fit 550 —552
BPD overturned previous diagnosis 555 - 557
Diagnosis provided relief and validation 578 - 584
BPD creates a succinct way of explaining difficulties 636 — 639
BPD label provides permission for authenticity without explanation 641 —642
BPD diagnosis reduces prejudice against mental health difficulties 664 — 665
BPD label provides context to mental health history 667 — 669
BPD label minimises shame associated with difficulties 672 -673
Gatekeeper to community and connection 52-54
60— 62
Access to DBT was helpful part of having BPD 1079 - 1080
BPD provides context to difficulties and increased understanding from 221 —222
Helpful components of
BPD diagnosis staff 1162
Elements of diagnosis are relatable
Stigma and The problem is located within the individual 60—-62
Assumptions Want to move away from feeling ‘disordered’ 78 -81
., Unhelpful label 996 — 1005
f : nDC ::q‘ijtg;t Barriers of BPD | - 1138 - 1144
B Negative stigma associated with diagnosis of BPD 543 —545
Negative perceptions of suicide 1087 — 1090
, Diagnosis of BPD as a form of dismissal 31-33
Sl A Conflict between lived experience and diagnosis of BPD 33



Negative stigma

BPD is a red-flag to others

Professionals lack confidence with ‘personality disorders’
Stigmatised professional response

Fear of others accepting the stigma as fact

I’'m scared of people with BPD

Internalised stigma around BPD

People with BPD are unpredictable and unsafe

I know how awful we [BPD] are

Working in mental health was evidence that BPD stigma exists
We [people with BPD] are a drain on resources

Actively avoided BPD diagnosis

BPD are known as nightmare patients

BPD equates to being undeserving of professionals time
Defend myself against the judgment of BPD

Petrified to live with someone else with BPD

PD is used as an insult
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117 -123
127 -129
127 -129
262 - 264

68-70
68-70
68-70

441 -442
430-432
430-432
430-432
463 - 464
970-972
1017 -1019
992 - 996
1035-1036



Table U1.

Appendix V
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Overview of Group Experiential Themes and Group-level subthemes

Visual representation of GETs and group-level sub-themes including quotes and line numbers

Group-level Sub-
themes

Group Experiential
Theme

Participant

Line Number(s)

lllustrative Quotes

BPD: The ticket
towards or away
from
condemnation?

Diagnostic process

Dolly
Casey
Anna

Eva

80-83

156 — 158

119-120

1158 - 1160

| was diagnosed with symptoms of psychosis, symptoms of autism,
and major depressive disorder... | was diagnosed with bulimia
since | was young, I've been dismissed. I've been even, like the
bipolar has been thrown at me

It was almost like a kind of preconceived idea of like, what was
really going on. Erm and | really kind of picked up on that
sometimes she annoyed me a bit with the questionnaire because
I'd be like, | don't have that problem ... are you just trying to make
me fit the fucking diagnosis?

The pursuit of more
than a label

Anna

Casey

Eva

657 — 659

259-261

1119

Because there’s a bit of me that well, that's what it is. That's what
it's labelled. And that's what | guess society thinks of of people like
me. But then | also battle it on my better days and go well it's just
almost a a check box to exercise

| will accept parts of it so it's a bit of a complicated relationship
with it, | suppose. | think it's a little bit of it helps because | feel
like there's something that explains it. But then again, | think it's
complete rubbish

| hate the diagnosis. | think it couldn’t be a worse diagnosis



Dolly

555 -557

264

this is actually there's actually does fit me a lot more. | felt like my
other diagnosis were just like overturned really by this new one

Stigma and
Assumptions

Anna

Eva

Casey

Dolly

543 - 545

1017 -1019

262 - 264

664 — 673

| think obviously there's a lot of them perception that comes
about the the label and the diagnosis as well. People are like, oh,
it's, you know, it's the the terrible people to work with to treat or
or to support the stuff like that

| won't say I've got borderline personality. | say I've got, I'll say I've
got that awful bad person personality disorder, the one you all
hate, the one you all one you all hate the one you find a nightmare
it's never something I've mentioned to people like | wouldn't tell
my parents that that's what someone thought | had like | just
wouldn't. | think because of the stigma and because of the lack of
understanding, | think I'll deal with it myself like

I think if | just wrote down, yeah, I've got BPD... Cause it would
have just been like ohh BPD, that could mean like 5 billions of
things and like there's so many experiences attached to it... But
whereas with the history | listed, it's like, yeah, you're such a high
suicide risk and stuff like that and we can't deal with you

CSAis not the Personal perspective
whole story

Anna

Casey

Dolly
Eva

723 -725

600 - 602

417 -419
494 - 495

It just it just comes into everything like it. The whole the whole
sort of upbringing, experience. | think for me just feeds into like
it's so much of how that that makes sense that it’s like that kind of
diagnosis

that would be really like just dismissive and just... Err blaming |
think as well | think a lot of fault would be put on me for that

| guess they could be... | guess like the paranoia is quite something
Because the personality disorder, it's like saying there is something
fundamentally wrong with you and who you are. The PTSD is
saying there's something something's happened to you

Professional
perspective

Anna

127 -129

I'm like straight away like what you talking about, well, you even
listen to anything I've said? | didn’t even know this thing was. But |
just felt like it was just part of, like, not really feeling like anything
been taken on board



Casey

581 -583

265

| didn't tell my counsellor last year about it because he never let
me explore it. And that's what | wanted to do. | wanted to explore
it unpick that and he never let me do that because it was like, well,
you're in this schema and this, that and the other

Sense of Self and Living with an

unwanted self

Eva

Casey

Anna

1072 - 1075

131-138

88—-90

It's all disgusting and it's never gonna be nice...Like if you ever
think you're a decent person, you're not. And the diagnosis just is
the stamp on the, you know, on the envelope...you're bad

I'm not a personality disorder... It makes me feel like I'm even
more this weird person that no one understands, | think it makes
me feel like I'm just some sort of alien life form

| still get like a lot of self-talk you know; you feel the negative
things about yourself and and | think ultimately when you come
from like an abusive background | kind of think does anyone ever
really realistically you know get rid of that

An Incongruent Self

Dolly
Eva

Anna

Casey

210
329-331

599 - 604

262 —-263

| have to keep lots and lots and lots of stuff away from them

I've recently been diagnosed with fibromyalgia...| haven’t been
able to tell my family

Who knows I've got this condition? Err, nobody... I've tried to kind
of like, just keep it to myself

It's never something I've mentioned to people like | wouldn't tell
my parents that that's what someone thought | had like | just
wouldn’t

Developing Identity

Dolly
Casey
Eva

Anna

396
315
411 -415

52-56

hard to figure out like what’s best for me

| don't fit in... | don’t know who | am

| don't know who | am... | will just be what anybody ever wants me
to be. | feel like false sometimes, like fake or fraud

I've been sort of doing all the work with children and
understanding more about trauma and neuroscience, that's kind
of erm there's been a lot of links do you know in terms of early life
experiences and for those children, but then also been able to
reflect upon that for myself as well

A relational Challenges, blocks and

Casey

299-301

| was so scared that people were leaving and and people did leave
and that maybe was why | was scared of it
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Anna 916 there’s always as well this sort of like feeling of like judgment
Eva 418 | don't like, the thought that I'm grown up is scary
Dolly 367 - 371 my relationships are a bit fucked up... My brother was my best
friend... Throughout childhood and everything | thought. And then
for him to just do that it's a bit like, wow, what the fuck. And we
lived together under the same roof as well
Safety strategies Casey 555 | push people away
Dolly 400 - 402 | can't take a stand like against bad behaviour and shit. When | feel
disrespected, | can't really take a stand just in case like they get
mad at me or they just deny it and stuff like that. Cause | don't
wanna have to go through that again
Eva 414 - 415 I will just be what anybody ever wants me to be. | feel like false
sometimes, like fake or fraud
What am | seekingina Anna 1063 - 1066 | don’t think | was obsessed. | think | | | trusted this person and |
relationship with sought them out
others? Eva 343 -344 suddenly feeling that parental role that I'd never had...And not
invalidating me the whole time
Casey 404 - 406 It's that that comfort in someone that gets you on a bit of a
deeper level and | think, yeah, and having someone there like
frequently as well, | think that really helps and yeah, someone to |
don't know whether it was someone to rely on or what, but yeah,
always helped
The long road to
recovery
Accessing support Anna 474 -477 people not realising the real extent and risk of things
Eva 936 —-939 the wrong ways... small overdoses, you know slitting your wrists
and then asking for help
Casey 383 -385 they didn't come to me just because he was being a bit more in

their faces and maybe a little bit more disruptive that he was the
one that got help and support and | wasn't



267

Dolly 122 -123 when | finally got the BPD diagnosis, | was kind of like straight
away put on a 12-week DBT group therapy
Support received Eva 65— 66 It's hard work and it's some of the skills are really useful. Some of

them | find not so useful. | found, to be honest, | found being in
the group situation absolutely petrifying and terrifying

Casey 690 — 691 | don't know whether that's coming from a perspective of I'm in
that area now, so that's what I'd do, but dunno | maybe people are
different, and they don't really have as much care for other people

Anna 564 — 565 | gave percentages actually and I'm pretty sure there's like 10% of
people with my condition like die by suicide...He [psychiatrist] says
“Well, we can't save everyone

Dolly 107 - 108 was like 14 and they put me on antidepressants...And then after
that got nothing, but | was just on pills. Constantly
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