
  

  

DERBYSHIRE  
BORDERLINE PERSONALITY DISORDER 

SUPPORT GROUPS 

Chesterfield 
Meets on the 1st 
and 3rd Monday 

of the month          
between 7‐9pm      
above the Saints 

Parish coffee shop,   
Church Way 

Ilkeston 
Meets on the 1st 
Monday of the 

month between         
1‐3pm  at the                
�ire Sta�on               

Community Room, 
Derby Road  

Matlock 
Meets on the 2nd 

Monday of the 
month  between        
1‐3pm, Imperial 

Rooms, Town     
Council Building,    

Imperial Road 

If you would like to know more, please email Sue on:                       

derbyshireborderlinepd@gmail.com 

or, phone/text 07597 644558  

BPD is also known as Emotionally Unstable Personality Disorder, or EUPD 
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I have been naïve all my life. I 
thought everyone had           

empathy. (Deanna) 

  

  

12. Summary 
It is evident, from both our members’ feedback and from the NICE guidelines, that the attitude 
and understanding of others are vital components for individuals with BPD successfully       
managing their condition. A good attitude, with empathy and compassion costs nothing. We 
would like to see zero tolerance on the use of terms such as attention‐seeking, childish etc. 
Some of us are those things; this is the nature of BPD, but health professionals especially, 
should be able to find a way of dealing with this matter, with less derogatory terms.  More 
training for healthcare professionals is a must if we are going to address this issue. Funding is in 
short supply but to deny it is short‐sighted. To restate the facts, around 70% of people in prison 
have some form of PD, and BPD is one of the most common.      
 Decision‐makers within Derbyshire have hinted that, finally, they may make better services 
for those with a PD a priority in the future. Yet, they still refuse to call it a pathway. Individuals 
will be expected to tap into services for other trauma‐related conditions. This hasn’t always 
worked in the past, for various reasons that have been addressed in this report. Increasing     
access to psychological therapies will not help if the specific needs of people with a PD continue 
to be misunderstood or ignored.                                                                                                            
 The term pathway is widely used and gives legitimacy to a ‘condition’. A personality        
disorder pathway (along with adequate services) would give people a sense of being included, 
at last. This is a very important issue for the members. With a pathway, GPs and other health   
professionals would no longer be able to say there is nothing they can do because ‘there is no 
pathway for BPD’.               
 Finally, and of equal importance, we hope that the quality and honesty of our members’ 
contributions will convince decision‐makers that, if/when the PD Pathway is developed, it will 
be co‐produced with people with lived experience, whose insight is invaluable. 

Sue Wheatcroft 

  

 
 

 

 

 

.1.�.1 �n�ci�ate that �ithdra�a� and ending of treatments or ser‐
vices, and transi�on from one service to another, may evoke strong 
emo�ons and reac�ons in �eo��e �ith ���.  

I love having such deep empathy for others and  having the kind 
of understanding that enables me to help them. (Ginny) 
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11. One member’s journey through the                                                       
   Derbyshire Community Mental Health Services... 

 

How would YOU interpret this? 
  

  

1. Executive Summary 
This report highlights the ways in which people with Borderline Personality Disorder (BPD) struggle to manage 
their condition on a day‐to‐day basis, often exacerbated by inadequate treatment, stigma, and a general lack 
of understanding of their condition within statutory services.  We are asking for the establishment of a     
treatment pathway for all personality disorders (PDs) in Derbyshire in order to bring to an end, feelings of  
exclusion and inequality.  We are also asking for adequate training to be provided to all relevant personnel. 

The report includes a brief explanation of all PDs, examples of PD services in other counties and an excerpt 
from the NICE guidelines for the treatment of BPD. We ask that these guidelines are considered when         
establishing the pathway.  The rest of the document is dedicated to the members of our BPD support groups 
so that they can explain the realities of living with the condition, in their own words. This section is split into 
themes that reflect experiences of stigma and misconceptions, statutory personnel and systems and, finally, 
what it really feels like to live with BPD. 

Forty members have kindly allowed us to use their narratives and direct quotations; seventeen elected to  
remain anonymous, the remaining twenty‐three have chosen to be identified by their first name only. We are 
extremely grateful to all of them. 

 

2.  Introduction 

PD a�ects between � and 11% of the UK popula�on, �0% of o�enders managed by proba�on services, and  
60‐70% of prisoners. The most common PDs in criminal �us�ce se�ngs are an�social personality disorder 
among men, and borderline personality disorder among women. Around 70% of people with BPD regularly 
self‐harm, and 10% take their own lives. People with PD are often discriminated against, with access to       
services often denied, because they are stigmatised and regarded as a more difficult group with whom to 
work.  

It is evident then, that inadequate care in the community for these groups of people, has severe                   
consequences for them, their loved ones, the criminal �us�ce service, healthcare (many undergo one or more 
stays in psychiatric units) and the general taxpayer.  Largely in recogni�on of this, many coun�es within the 
UK have established some form of PD pathway. In Derbyshire, however, there is no such pathway and, as 
found in personality disorder: prison vs community (Clinks blog, 2 May 2019), treatment for women with a PD 
in Derbyshire can be easier to access in HMP Foston Hall than in the community. 

Our support groups, established in October 2017, and of which there are currently over 60 members in three 
areas within Derbyshire, provide a safe space in which those affected by BPD can come together, share their 
stories and, most importantly, support each other. However, we exist to supplement, not substitute statutory 
services, which is why we are committed to the establishment of a Personality Disorder Pathway in             
Derbyshire.                         Sue Wheatcroft 

Founder, Derbyshire BPD Support Groups 
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3. Personality Disorders 
The essen�al features of a personality disorder are impairments in personality (self and interpersonal) func�oning and the presence 

of pathological personality traits. Personality disorders are ‘clustered’ into three different types. 

Cluster A                                                                                                                              
People with cluster A personality disorders can find it hard to relate to other people. Their behaviour might seem odd or eccentric to 

other people. 

Paranoid personality disorder—You may feel very suspicious of others but without a reason if you have been diagnosed with        
paranoid personality disorder. This can make you feel other people are lying to you or using you. This can make it difficult to trust 
others, even friends. You may find it difficult to forgive insults and will bear grudges. Your doctor should rule out schizophrenia,     
psychosis, and mood disorders if you have been diagnosed with paranoid personality disorder.  

Schizoid personality disorder—With schizoid personality disorder, you may have few social rela�onships and will prefer to be alone. 
You might actually be very shy, but other people may think you are quite cold and distant. 

Schizotypal personality disorder—This is where you have problems rela�onships with other people. You may have strange thoughts, 
feel paranoid and see or hear things that aren’t there. You may also lack emo�on or be described as being ‘eccentric’.                                            

Cluster B                                                                                                                              
People with cluster B personality disorders can find it hard to control their emo�ons. Other people might see them as unpredictable. 

An�social personality disorder (ASPD) ‐ Being diagnosed with ASPD may mean you are impulsive, reckless and do not think about 
how your ac�ons affect other people. You may get easily frustrated, aggressive and be prone to violence. You may do things to get 
what you want. Others may see this as ac�ng selfishly and without guilt. 

Borderline personality disorder (BPD) ‐ You may have strong emo�ons, mood swings, and feelings you can’t cope with if you have 
BPD. You may feel anxious and distressed a lot of the �me. You may have problems with how you see yourself and your iden�ty. You 
may self‐harm or use drugs and alcohol to cope with these feelings. This can affect the rela�onships you have with other people.  BPD 
is also known as ‘emo�onally unstable personality disorder’ (EUPD). 
 
Histrionic personality disorder—If you are diagnosed with histrionic personality disorder, you may like being the centre of a�en�on. 
You may feel anxious about being ignored. This can cause you to be lively and over‐drama�c. You may become bored with normal 
rou�nes, worry a lot about your appearance and want to be no�ced. 

�arcissis�c personality disorder—�arcissis�c personality disorder can mean you have a high sense of self‐importance. You may    
fantasise about unlimited success and want a�en�on and admira�on. You may feel you are more en�tled to things than other people 
are. You might act selfishly to gain success. You may do this because inside, you don’t feel significant or important. 

Cluster C                                                                                                                              
People with cluster C personality disorders have strong feelings of fear or anxiety. They might appear withdrawn to other people. 

Dependent personality disorder—If you have dependent personality disorder, you may allow other people to take responsibility for 
parts of your life. You may not have much self‐confidence or be unable to do things alone. You may find that you put your own needs 
a�er the needs of others. You may feel hopeless or fear being alone. 

Avoidant personality disorder—If you have avoidant personality disorder, you may have a fear of being judged nega�vely. This can 
cause you to feel uncomfortable in social situa�ons. You might not like cri�cism, worry a lot and have low self‐esteem. You may want 
affec�on but worry that you will be rejected. 

Obsessive‐compulsive personality disorder—If you have this condi�on, you may feel anxious about things that seem unorganised or 
‘messy’. Everything you do must be just right, and nothing can be le� to chance. You may be very cau�ous about things and think a 
lot about small details. Others may see you as being controlling. This condi�on (OCPD) is different to obsessive‐compulsive disorder 
(OCD). If you have OCPD you may believe your ac�ons are jus�fied. People with OCD tend to realise that their behaviour is not      
ra�onal. 

 
  

  

Lancashire... 
The Personality Disorders Managed Clinical Network (PDMCN) facilitates the provision of specialist             
consulta�on and training to enhance the care and treatment of service users with complex needs. This          
approach aims to promote skills in the development of formulated care plans for people with severe            
personality disorders and/or par�cularly complex problems that take into account the views of different       
services involved and provides a unified approach to the management and/or therapy of the service user.   

 

 ��� �ther Coun�es 
� few of the Coun�es that already have a                                      

Personality Disorder Pathway 
Northamptonshire... 
The Northants Personality Disorder Hub is a specialist countywide service. Our team aims to promote            
understanding and hope regarding the treatability of personality disorder, enhance the capabili�es of staff in 
general services, and increase access to evidence based and psychologically‐informed interven�ons. We provide 
a Dialec�cal Behavioural Therapy (DBT) programme that involves weekly a�endance at ��� and group sessions 
for approximately one‐year.  Working in partnership with other services to provide Structured Clinical          
Management programmes and Understanding and Managing Emo�ons groups, we also offer consulta�on and 
training to members of staff across the Trust. 

Sussex... 
STEPPS for Borderline Personality Disorder (Systems Training for Emo�onal Predictability and Problem     
Solving) is a prac�cal, evidence‐based treatment for people with BPD, based on CBT principles. STEPPS           
interven�ons have been shown to be very effec�ve in helping people manage intense emo�ons, unhelpful ways 
of thinking and behaving, as well as providing hope and posi�ve engagement in making posi�ve changes in their 
lives. Feedback from clinicians and service users indicates that the programme is accessible, popular and easy to 
implement. 

 

Cambridgeshire and Peterborough… 
The Personality Disorders Community Team offers assessment and treatment advice; help, advice, support and 
signpos�ng; risk assessment, formula�on and management; care plan developed with service user; daily crisis 
support; medica�on review and management; psychoeduca�on; relapse planning.  �lso, �me‐limited specialist 
interven�ons including� mentalisa�on‐based group therapy; MO�O based goal se�ng group; DBT‐based        
interven�ons for emo�on regula�on and distress tolerance. 

4. 17.



  

  

Be�er educa�on 

Before my girlfriend’s diagnosis, I    
wasn't even aware of what BPD was. 

All we were taught about at school was 
depression, so it was a shock and I   

panicked.  I didn’t know how to help, 
so I had to do a fair bit of research and 

teach myself  

Insight 
�he criteria for ge�ng help is too    
rigid. We do not all have the same 

needs. 

 9. What is needed 

An end to the s�gma   
Behavioural traits tend to be  

highlighted and taken nega�vely.           
 (Dan) 

�egi�macy 
Our pain is real 

We want/need/deserve                
help and support Understanding 

Health and social care professionals, as well 
as police, prison and proba�on                   

officers, should understand how and why we 
feel and act the way we do 

Acknowledgment 
We are a large group with a specific 
‘condi�on’. We deserve to be heard. 

Input 
We are ‘experts by experience’ and, 

therefore, have a lot to contribute to the 
forming of the pathway 

  

  

�� D������� ��� S������� �� ��D  
 

� pervasive pa�ern of instability of interpersonal rela�onships, self‐image, and affects, and 

marked impulsivity beginning by early adulthood and present in a variety of contexts, as          

indicated by five (or more) of the following:  
 

1. �ran�c e�orts to a�oid real or imagined abandonment.  

  

�. A pa�ern of unstable and intense interpersonal rela�onships characteri�ed by alterna�ng   

between extremes of ideali�a�on and de�alua�on.  

  

�. Iden�ty disturbance� markedly and persistently unstable self image or sense of self.  

  

�. Impulsi�ity in at least two areas that are poten�ally self�damaging (e.g., spending, sex,      

substance abuse, reckless dri�ing, binge ea�ng).  

  

�. A�ec��e instability due to a marked reac��ity of mood (e.g., intense episodic dysphoria,   

irritability, or anxiety usually las�ng a few hours and only rarely more than a few days).  

  

�. �hronic feelings of emp�ness.    

 

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

temper, constant anger, recurrent physical fights).  

 

�. Transient, stress�related paranoid idea�on or se�ere dissocia��e symptoms. 

(DSM‐5) 

A friend sent me a link to the MIND page that explains BPD, as she thought the 
descrip�on sounded like me, and I agreed.  I came to the support group to see 
if I related to anyone and 100% did, so I went to the doctors. They referred me 

for a psychiatric assessment and I was diagnosed with BPD.   
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  5. Government (NICE)* Guidelines (2009 & 2013) 

 
 When treated consistently with primarily psychological approaches the outcome is 

good and relapse unlikely, so these longer‐term treatments are much more          
cost‐e�ec�ve. 

 
�or people with ���, overcoming the difficul�es associated with this diagnosis can 

be a huge struggle. However, this struggle is made much more difficult by the      
frequent lack of understanding and the s�gma people with this disorder receive 

from both inside and outside mental health services; they can be denied services, 
told they are untreatable, or seen as being blamed for their difficul�es.  It is          

frequently overlooked that people with this diagnosis o�en have had difficult early 
experiences and difficult lives.  This guideline is an important step forward in         

addressing these issues.  If people with this diagnosis are able to have be�er access 
to treatment that addresses their needs and are in an environment that encourages 
understanding, op�mism and hope, then more people will be able to move on from 

this disorder to live fulfilling lives. Recovery is possible. 
 

The implementa�on of these guidelines will ensure that individuals who are o�en 
extremely vulnerable and have complex health and social care needs are no longer 
excluded from mental health services but are able to access responsive, equitable, 

quality care. 
 

Source: www.nice.org.uk/CG78 
 
 

�N����N��on�l �ns�tute of �lini��l ���ellen�e 
Sets guidelines for the NHS to follow 

 
  

  

8. What does it really feel like to live with BPD/EUPD? 
Annie (the mother)… 

I don’t have BPD, but my daughter does. Watching her emo�ons, extreme mood swings, researching ideas for 
her suicide, together with hearing her catastrophise events is heart‐breaking, but I can deal with it because 

that is my emo�on.  �eeing her fight to see her GP, on a regular basis, hearing the crisis team label her a drama 
queen, witness her tears of frustra�on when the only support is an infrequent recurrence of 6 weeks            

counselling, 3 of which are taken up repea�ng the background and se�ng the scene… There is no consistent 
support,. How can we look to the future? It’s almost impossible. I don’t expect a miracle cure, I expect            

direc�onal support, pa�ence, knowledge, consistency, con�nued effort to improve the support available. I just 
want the health‐care my daughter deserves. 

Bryony (the daughter)... 

It’s like living two lives some�mes, one ra�onal, one irra�onal. It’s ba�ling at 3am with suicidal thoughts, all 
because earlier in the evening something happened out of the blue (such as a neighbour knocking on the door). 
It’s being on medica�on and not knowing if or when you will ever come off it, or when the dose will go up/come 

down, and how your body and mind will react to it. It’s living day to day, only being able to do ‘safe’ things, 
such as going on the same dog‐walking routes, ea�ng the same food which is ‘safe’, only being able to go out 

with ‘safe’ people. Not being able, at age 25, to have knives in my house, as they may be used to hurt myself in 
crisis �mes.  It’s not being able to do what people my age can, such as mee�ng friends out and about.  It’s be‐

ing in and out of services, not always knowing if/when it’s going to end. 

xxx 

Bridget (the mother)… 

My daughter has BPD, newly diagnosed. It’s been hard living with her as a child, thinking she was naughty. 
Then she diagnosed herself at age 18 and mental health diagnosed it 2 months ago, having never heard of it! 

We have no support or guidance. 

Elisa (the daughter)… 

Before being diagnosed, I a�empted suicide. I was brought into A&E in an ambulance. In the ambulance, I was 
asked if I meant to end my life or if it was ‘just a cry for help’, which, despite it being a serious a�empt, made 
me feel like I was just a�en�on‐seeking. In hospital, I spoke with a mental health nurse for half an hour, then 

discharged with no diagnosis, treatment or medica�on� nothing at all…  Two years later, I finally have a         
diagnosis and medica�on, a�er a lot of figh�ng to get GPs to listen to me. I have now been on the wai�ng list 

for therapy, six months. ��ll wai�ng! 

Xxx 

A friend… 

I don’t live with my friend with BPD. It’s very concerning, always in the back of my mind that something might 
have happened. Having to balance suppor�ng her with the rest of my life and responsibili�es (I don’t always 

get this right!). I feel very responsible, as she has a very small support network. 

6. 15.



  

  

 8. What does it really feel like to live with BPD/EUPD? 
Shane…  

It’s like I have everything I need around me but it’s very hard to see the posi�ve in this. I feel more of a burden at 
�mes, not able to STOP‐THIN�‐�ISTEN before I snap over things. I can feel empty and lost, and feel I am be�er 

dead, or self‐harm to the point that I have used various methods to cause pain, cu�ng, pu�ng vinegar into my 
eyes, burn myself using candles and things that come out of the oven. I have trust issues and abandonment     

issues, can be confronta�onal and aggressive to people I don’t know, suicide idea�on with a few serious 
a�empts, hurt people who mean the most to me and feel they don’t really get my issues, always wanted to 

choose another way of life but to achieve this I need to leave the life I am living now. 

Liberty… 

I feel I am annoying to everyone I meet. I am a burden. I feel like I don’t deserve a place on this earth. I am      
always �red and �ERY stressed. I bite and snap but to others I am just over‐reac�ng. I try and keep quiet and to 

myself, but my head is noisy, busy and won’t leave me alone. My mood changes so quickly. I am TRAPPED.       
No‐one cares, no‐one ever will. I am a weird freak that doesn’t ma�er. I genuinely hate myself. I can’t stand the 

sight of myself. 

Verity… 

It feels like I am on a piece of string, constantly swinging from mood to mood, idea to idea, personality to       
personality, person to person, and it can be very scary as well as making me feel physically dizzy. One minute, I 

want to sell everything I own and go explore the world because I’m so bored with life and feel I need to do  
something dras�c, then in a heartbeat, that changes to being scared to even leave my own house, and wan�ng 
to surround myself with possessions. I don’t feel I have my own iden�ty so I’m always looking at other people 
and copying them (style, mannerisms, hobbies). I’ve changed so much I don’t know which is the original me. 

Miranda… 

BPD feels like no‐one understands you and what you think or say is never validated. You’re always over‐reac�ng 
or taking it the wrong way. It’s near impossible for people with no experience of this mental illness to               

understand just how hard it is to have a simple life. You always feel like someone is going to leave you or        
everything is going to go wrong. This can be triggered by the smallest influence that wouldn’t really bother    

anyone else.  But to us, it means so much more. On the other hand, we can be on top of the world and            
everything goes perfectly. This can only last so long before someone close to you cancels plans and you feel like 

you’re alone in the world.  However, with pa�ence, kindness and understanding, anyone can be there for    
someone with BPD, and understand it.  When most mental health services can’t help, it’s hard for anyone else 
to. It’s rare for a workplace to understand it, for GPs to understand it, or for anyone close to you to understand 

it. Some�mes, I can be filled with rage and irra�onal anger and then a couple of hours later, I’m fine. My       
partner finds it so hard to know which Miranda will walk in from work. I’ve packed my bags to leave more �mes 

than I can remember but I don’t really want to leave him because I’m a�ached to him. 
Ginny… 

Having BPD isn’t always as awful as people make out. I try to look for the posi�ves, feeling higher �highs’ and 
forming deeper friendships. I’ve learnt to laugh at myself and try my hardest to see the light in situa�ons        

because you never know when you are going to plummet.     

  

�� ����� ��� ������������� 

 

 

�hy call it a�en�on? �hy not              
assistance? 

If a�en�on is needed, then there should be 
a right to the correct service, as with any 

other condi�on. 

I am alone with it, and I have no treatment          
because they don’t know what to do with me, 

and so I feel like I am being made to feel isolated 
and a�en�on‐seeking, which re�ects the reac�on 
of my family. This, from the medical  profession, 

does not help.   (Ruth) 

The A&E staff said I was an      
a�en�on‐seeker because of 

my self‐harming. 

7.14.



  

  

�� ����� ��� ������������� 
 

Because I found it difficult to talk to    
people, I was labelled manipula�ve. I was 

just scared that I was going crazy. 

The approach seems to be that 
if you don’t get on with one 

treatment, you are deemed to 
be not engaging. They will not 

offer alterna�ve treatment and 
you may even be black‐listed 

for refusing to engage. 

If someone is having a bad episode/in crisis, 
they are less likely to be able to engage in 
some services at those �mes, but may be 
be�er able to do so when they are feeling 

more stable. 
A service may be unavailable when 

you need it, then be not needed a�er 
the lengthy wai�ng �me. 

I always accept help/support because I’m 
afraid of being told I’m not engaging, and 
then not offered anything else. So, I feel  I 

have to give everything a go, even if it’s 
not suitable for me.  

People should be be�er educated about BPD.  �any people 
think mental health, and focus on depression. It should be 
mandatory that BPD, and other personality disorders, are   

included in the school curriculum. Then, it will not be such a 
grey area and people won’t be so afraid of the condi�on.     

People fear the unknown.                      (Oliver) 

  

  

7. Members’ experiences of…………... the NHS 

The staff genuinely do the best they 
can with the budgets and resources 

given.  The State needs to support the 
staff financially and with training, to 
enable them to do their jobs in the 

best way they can.  (Ellie) 
They saved my life a�er 

my suicide a�empt.  A&E, 
paramedics and ICU     

doctors were amazing.   
(Jesse) 

They’re not compassionate.  They need to 
understand each individual‘s needs.  They 
should take the �me to listen, and talk to 

people with BPD.  (Mar�n) 

The NHS has saved my life so 
many �mes. Thank you!  (Amy) 

If people could get help quicker, the 
problems would not be so deep‐set. 
People need to understand what is 

going on their head.  (Ryan) 

I was under the crisis team for 3 weeks, 
then discharged. A friend took me to the GP 

who advised me to go to A&E, but if      
Chesterfield couldn’t help, then to go to 

Sheffield. In Sheffield I sat in a room alone 
un�l 1�pm, before being told they wouldn’t 
help because it’s not their area! I then had 
to arrange for a taxi home, which I had to 

pay for, and I was le� at home in crisis. 

My daughter has BPD, newly 
diagnosed. It’s been hard 
living with her as a child, 

thinking she was naughty. 
The she diagnosed herself at 

18 years old, and mental 
health diagnosed it 2 months 
ago. We have no support or 

guidance. (Bridget) 

The provision of services in Derbyshire for those with a personality        
disorder, is shockingly poor. There is no clear path for assistance and    

support, and those with a BPD o�en get told they’re either not ill enough 
to need services, or too ill to be treated.  Addi�onally, the care in different 
locales differs massively (even at the level of GPs in the same surgery) and 

it is a lo�ery as to how much help you may receive. 
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7. Members’ experiences of………………..GPs 

There seems to be a dis�nct lack of knowledge 
of what is being done to support our NHS     

professionals to understand BPD, which in turn, 
would help us. Having a pathway would help 
those professionals to know what support is 

available and where they should refer people 
with BPD to. 

I never see the same GP. It’s very difficult 
to build trust and they never listen. The 
only doctor that did, ended up leaving. 

They just increase medica�on and pass the 
buck, rather than finding out the reason why.       

     (Clare)  

My GP sees me every 4‐8 weeks 
and will fit me in whenever things 

get tough. She also encourages 
me to make changes in my life 

that will help, e.g. finding a new 
job, yoga, and mindfulness apps.    
   (Miranda) 

and of…….. Psychiatrists 

Have been told by senior psychiatrist, 
‘as we can’t medicate your symptoms 
and treat you, we will discharge you 

from the service’.    (Pinder) 

My psychiatrist is fantas�c. He’s always     
suppor�ve and helpful. He always has       

solu�ons and op�ons, and ensures that I see 
him every four months.    (Amy) 

It’s not helpful to have loads 
of different psychiatrists—no 
con�nuity of care, plus some 
are really helpful and others 

aren’t.  (Laura) 

My GP was a key person for me to talk to 
but a�er we spoke about a�achment, my             
appointments were moved from weekly 

to bi‐monthly.   

  

  

7. Members’ experiences of………. A&E 

 

 

 

 

 

 

 

 

  and of……...Therapy                    

 

In my experience of living with a mental     
illness, A&E is not the place for someone who 
is in crisis to be. The wai�ng �me alone, can 
add to the crisis. 

The A&E staff were amazing 
at talking to me when my       

partner had tried to commit 
suicide.   (Ellie) 

The long wai�ng �mes in A&E 
for the crisis team is crazy and 

stressful. 

Following my suicide a�empt, I  saw the 
OT in A&E before being discharged,    
without any follow‐up.   (Jesse) 

We need more than 8 weeks of       
therapy, as it is simply not enough �me 
to engage with the therapist and make 

‘break‐throughs’ 

I was told by my IAPT provider that 
BPD is too complex so there is no help 

available. 

I found it very difficult to access talking  
therapies for my anxiety because of my BPD 

diagnosis. I was told by two separate      
therapy agencies that they can’t help me 
because  of my diagnosis. I felt like I had a 

black mark against my name. 

I saw two therapists. Both  
discharged me because I was 

too much in a bad place. 

Family therapy made me feel even 
more rejected by my family. 
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7. Members’ experiences of ……………...CPNs/ Mental Health 
Nurses/ OTs etc 

My CPN is brilliant. She has stepped in when 
my first CPN went on long‐term sick and she’s 
fantas�c.  I’m always involved in care planning 

and I can call her any�me.  If she’s not       
available, I can call the duty nurse but my own 

CPN will always call back.   (Amy) 

My CPN is the best thing, apart from my 
children, that has happened to me. I     

struggle so much with the wai�ng lists but 
she listens and helps me to try and          

ra�onalise. But I would like more regular                  
appointments.       (Sarah) 

My mental health nurse has helped me 
a lot.  He is easy to talk to and does not 

make me feel stupid.  He goes that extra 
mile for me.  He is very down‐to‐earth 

and honest.   (Jodie) 

We need faster CPN       
alloca�on, it took me � 

months!! 
The support we need is long‐term gentle           
sugges�ons�not pressure�to increase              

confidence to try new things and get involved in 
local community so we want to live, not die. 

When I asked my mental health worker 
what to do, he said I am already doing 

what he would have suggested, coming 
to this group.  Nothing else has been put 

in place for people with BPD.  (Jodie) 

My counsellor wants to put me into       
secondary care, but the doctors say it is a 

waste of �me. 

CPN and OT, proac�ve for me; lots of   
 signpos�ng       (Clare) 

My OT has been very helpful; a constant face, regular health 
check, form filling and en�tlements, another link to the         

psychiatrist. 

Before being diagnosed, I took an  overdose. 
In hospital, I spoke with a mental health 

nurse for half an hour, then discharged with 
no diagnosis, treatment or medica�on. It took 

another two years to get a diagnosis. (Elisa) 

  

  

7. Members’ experiences of…………..…the Police, Crisis House, 
Crisis Team and Street Triage 

During my crisis, in which I a�empted suicide, the   
police arrived with the paramedics. Due to my unstable 
state, they refused to help me and threatened to bring 
in tasers to assist in restraining me. This only made me 
more unstable and I took a significant overdose whilst 

they waited.    (Jesse) 

I got arrested and the police didn’t give 
me my medica�on. They knew I was a 

risk to myself so gave me special 
clothes. I made a whole in the shorts 

because I was anxious, and was charged 
with criminal damage.                                                                   

The crisis house in Derby is very good, a 
safe place to be. Staff are friendly and     

posi�ve, always available day or night. Did 
referrals for various services. 

I was told to ring the crisis centre but 
the duty worker put the phone down 

on me. He rang me back later and said 
my regular CPN would be ringing me, 

but he didn’t. I complained, then got a 
discharge le�er. 
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