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It is time to abandon the concept of ‘personality disorder.’

• Critiques of diagnosis
• Alternatives to the diagnostic model
• Ways forward
Alternative title for the under-30s:
‘PD’ – is it, like, actually a thing?

General context of diagnosis - Publication of DSM5 in May 2013
Dr Allen Frances, Chair of DSM IV committee: ‘DSM 5 will radically
and recklessly expand the boundaries of psychiatry……There is no
reason to believe that DSM-5 is safe or scientifically sound.’
Dr Steven Hyman, former NIMH director : DSM is 'totally wrong, an
absolute scientific nightmare.'
Dr Thomas Insel, former NIMH director: 'Patients….. deserve
better…..The weakness is its lack of validity.’
‘Just over a year ago, the world’s largest mental health
organisation signalled its intent to tear up 60 years of psychiatry
and start again.…But it will be many years, if not decades, before
this turns into something that might benefit patients…. Almost
everyone agrees that the old system is no longer fit for purpose…
Delivering something better, however, is doing to be a long, slow
process.’ ‘Psychiatry’s slow cure.’ Leader, 10.5.14. New Scientist

‘I expect to see the end of the concept of schizophrenia soon…The
term schizophrenia will be confined to history, like “dropsy”’.
Professor Sir Robin Murray, ‘Mistakes I have made in my research career’, 2016,
Schizophrenia Bulletin.

From now on, ‘NIMH will be re-orienting its research away from
DSM categories’ (Insel, 2013.)
The Research Domains Criteria project (RDoC) has embarked on
multi-million dollar decade-long hunt for the evidence on which to
build a new diagnostic system
‘There is no definition of a mental disorder. I mean, you just can’t
define it. It’s bullshit’ Dr Allen Frances, Chair of DSM IV committee
http://www.wired.com/magazine/2010/12/ff_dsmv/

‘Personality disorder: the patients psychiatrists dislike’ (Lewis and
Appleby, 1988.)

‘Patients given a previous diagnosis of personality disorder (PD)
were seen as more difficult and less deserving of care compared
with control subjects who were not. The PD cases were regarded as
manipulative, attention-seeking, annoying, and in control of their
suicidal urges and debts. PD therefore appears to be an enduring
pejorative judgement rather than a clinical diagnosis. It is proposed
that the concept be abandoned.’
A study in 2015 found that attitudes had not changed:
‘The attitudes of psychiatric hospital staff toward hospitalization
and treatment of patients with borderline personality disorder’
(Bodner et al 2015)

DCP Position Statement on Classification, May 2013
‘The DCP is of the view that it is timely and appropriate to affirm
publically that the current classification system as outlined in DSM
and ICD, in respect of the functional psychiatric diagnoses, has
significant conceptual and empirical limitations and there is thus a
need for a paradigm shift in classification in relation to these
diagnoses, towards one which is no longer based on a “disease”
model.’
Supporting statements from Division of Educational Psychology,
Critical Psychiatry Network, Hearing Voices Network England,
Psychological Society of Ireland, Psychosis and Complex Mental
Health Faculty, BACP, International Society for Ethical Psychology
and Psychiatry

Aims
Summarise the arguments about diagnosis in an accessible way
Describe some of the alternatives to diagnosis
Give some suggestions and resources for people who want to
explore non-diagnostic understandings

Two important messages:
Few people can afford to give up diagnosis entirely – it is needed
for access to benefits, services etc. BUT they may decide they do
not wish to define themselves and their problems in this way.
Acceptance of a diagnosis should be on the basis of informed
choice, and not an imposed expert view

‘No one doubts that people who receive psychiatric services are in
great distress….. But are they suffering from medical illnesses which
need diagnosing? Or do we need completely different ways of
understanding their distress, which are not based on diagnosis?
And if so, what might those ways be?
If the authors of the diagnostic manuals are admitting that
psychiatric diagnoses are not supported by evidence, then no one
should be forced to accept them. If many mental health workers are
openly questioning diagnosis and saying we need a different and
better system, then service users and carers should be allowed to
do so too. This book is about choice. It is about giving people the
information to make up their own minds, and exploring alternatives
for those who wish to do so.’

Diagnosis: some advantages
‘It gave me the comfort of explanation…. When I was told that I
was depressed it gave me a framework of understanding and a first
grip on what was happening.’
‘My label initially brought comfort and validation for my struggles.’
‘It’s taking a bit of the guilt away for that I feel for all the things
that have happened, that I’ve done…’

…..but do these outweigh the disadvantages?
‘It is no wonder that those of us with a personality disorder
diagnosis feel like a second, or more like third class citizens (life’s
rejects.) You only have to look at the definitions given in ICD 10 and
DSM IV.’
‘I was a bit stumped – shocked. I’d heard about people that had
been diagnosed with personality disorder being the black sheep of
the community. It made me feel I didn’t belong anywhere.’
‘The killing of hope….it almost feels like, well, your hands are tied,
your cards laid and your fate set.’
‘ I don’t like it. It makes me feel a bit of a freak. It makes me feel
different. It is a horrible term for someone.’
‘As a group we already feel sub-human, misunderstood and
vulnerable, and now we are tarred with the brush of being bad as
well as mad.’

‘Personality disorder: no longer a diagnosis of exclusion’ NIMHE 2003
‘No mental disorder carries a greater stigma than the diagnosis

“Personality Disorder”, and those diagnosed can feel labelled by
professionals as well as by society…..Many reported being called
time-wasters, difficult, manipulative, bed-wasters or attentionseeking…..They felt blamed for their condition and often sought
basic acceptance and someone to listen to them.
“Antisocial personality disorder” was felt to be even more
stigmatising, and there was concern that the “dangerous and
severe personality disorder” label would be wrongly applied, and
lead to an inappropriate use of compulsory detention.’

What is psychiatric diagnosis?

Diagnostic and Statistical Manual 5 (DSM 5)
(May 2013)
International Classification of Diseases 10 (ICD 10)
(version 11 is due in 2019)
About 300 different forms of ‘mental disorder’ in adults and
children, plus criteria to make the diagnosis

Why do we need psychiatric diagnosis?
To indicate treatment, outcome, causation, aid communication, and
give a basis for research

Even more importantly - a reliable and valid classification system is
the foundation of any science. If we haven’t got this – we have to
ask whether psychiatry is a legitimate branch of medicine.
Without diagnosis, psychiatry would become ‘…..something very
hard to justify or defend – a medical specialty that does not treat
medical illnesses’ (Breggin, 1993)
Dr David Kupfer, chair of the DSM 5 committee: ‘We've been telling
patients for several decades that we are waiting for biomarkers.
We're still waiting.’

‘Sure we had very little in the way of data…so we were forced to
rely on clinical consensus which, admittedly, is a very poor way to
do things…We thrashed it out, basically. We had 3 hour
arguments…If people were still divided, the matter would be
eventually decided by a vote.’
‘What I saw happening on these committees wasn’t scientific – it
more resembled a group of friends trying to decide where they
want to go for dinner. One person says “I feel like Chinese food”
and another person says “No no, I’m really more in the mood for
Indian food” and finally after some discussion, they all decide to go
have Italian’.
(Klein and Garfinkel, both quoted in ‘Cracked: why psychiatry is doing more harm
than good’, James Davies, 2013)

Emergence website: ‘What is personality disorder?’
A diagnosis of ‘personality disorder’ suggests that one’s personality is
at fault. Since our personality is considered such an essential part of
who we are, many people feel that being given a diagnosis of
personality disorder is insulting and invalidating. A label of PD can be
seen as critical of the individual rather than being a useful description
of their experience and behaviour. Concerns have been raised that a
diagnosis of ‘PD’ does not even begin to address what might have lead
someone to feel and behave as they do….
http://www.emergenceplus.org.uk/what-is-personality-disorder/92-why-arepersonality-disorders-controversial-diagnoses.html

A very high proportion of people given a PD diagnosis have had
traumatic childhood experiences and life events. It is suggested that
the concept of personality disorder obscures the wider social issues
of childhood abuse, neglect, poverty and inequality by focusing on
the individual…. For many people this mirrors earlier traumatic
experiences where people have been told they are to blame or are
made to feel responsible for the abuse or neglect they suffered.
Diagnosis has a very powerful role in society at large and within the
psychiatric system. The diagnosis given determines how our feelings
and behaviours are understood, how we are treated, and what
options are available to us. And yet, the basis for diagnosis is an
individual judgement shaped by social, cultural and gendered
understandings of what is acceptable, normal and rational.
….The question is raised…..whether we might be better focusing on
the experience of distress and how the individual understands this.

‘Antisocial personality disorder’ DSM 5

Failure to obey laws and norms by engaging in behavior which
results in criminal arrest, or would warrant criminal arrest
Lying, deception, and manipulation, for profit tor self-amusement,
Impulsive behavior
Irritability and aggression, manifested as frequently assaults others,
or engages in fighting
Blatantly disregards safety of self and others,
A pattern of irresponsibility
Lack of remorse for actions

‘Borderline personality disorder’ or ‘Emotionally unstable
personality disorder’
Frantic attempts to avoid real or imagined abandonment
A pattern of unstable and intense interpersonal relationships
Markedly unstable self-image or sense of self
Impulsivity in at least 2 areas that are potentially damaging (eg
spending, sex, substance abuse)
Recurrent suicidal attempts or threats, or self-harm
Marked reactivity of mood
Chronic feelings of emptiness
Inappropriate, intense anger or difficulty controlling anger
Transient paranoia or dissociative symptoms

‘Borderline personality disorder’ – an alternative conceptualisation
Up to 75% have experienced childhood sexual abuse
Up to 90% have experienced childhood trauma of some kind
Up to 90% have experienced adult trauma

‘The behaviours associated with this diagnosis may be indicative of
subjugation and powerlessness. It is little wonder, then, that
childhood abuse has been found to be related to the later
emergence of….the borderline syndrome….. Diagnosis…transforms
these social effects into individual pathology’ (Warner 2004)
‘One of the suggested ‘symptoms’ of BPD is inappropriate anger. I
believe that fighting back is an appropriate response’ (cited in Proctor
2007.)

Negative impacts of a psychiatric diagnosis
Obscures personal meaning (this is an ‘illness’ which is nothing to
do with my life experiences and their impact on me)
Damages sense of identity (I am fundamentally different and
flawed)
Undermines agency (the belief that you can take action to change
things)
Takes away hope (the belief that you can recover)
Anti-stigma campaigns such as ‘Time to Change’ are all based on
the ‘illness like any other’ model – despite the well-established fact
that this increases stigma and the desire for social distance and
reduces hope for recovery (Read et al, 2006; Lasalvia et al 2015).

Circular arguments: without confirming biological markers or signs,
diagnoses are not an explanation
Why is this man so aggressive and manipulative?
Because he has a personality disorder
How do you know he has a personality disorder?
Because he is so aggressive and manipulative
Cf:
Why does this person have headaches?
Because they have a brain tumour
How do you know they have a brain tumour?
Because it shows up on the Xray/blood test etc

Mixed messages about responsibility
‘You have a disorder with primarily biological causes’
vs
‘Your problems are a meaningful and understandable response to
your life circumstances’

This is a mixed message about personal responsibility……
‘You have a disorder which is not your fault BUT you retain
responsibility for it and must make an effort to get better BUT you
must do it our way because we are the experts in your disorder.’

…….which leads to all the familiar contradictions of everyday
psychiatric practice
Not compliant vs Too dependent
Won’t accept they’re ill vs Sick role behaviour
Too demanding of services vs Not engaging with services
These contradictions are the inevitable result of combining models
with incompatible core assumptions

The criminal justice system:
‘You have a personality disorder, which makes you a very bad and
flawed person, and causes you to commit offences. You can’t help
being born like this, but you must take responsibility for yourself
and stop offending or else you will be punished.’
The ‘brain or blame’, Rescue or Persecute trap

@PDdxInTheBin
https://personalitydisorderinthebin.wordpress.com/tag/bpd/
For a medical professional to state that our personalities, the very
essence of who we are as people, are disordered, is both degrading and
inhuman. It is therefore a fundamental violation of the Human Rights
Act, Article 3.
It is both coercive and an abuse of psychiatric and psychological power
to require people to accept and receive a diagnosis of ‘personality
disorder’ in order to receive the help that we need to support us in our
distress.
It is morally wrong and scientifically questionable to use a label that has
been found to have very little inter-rater reliability amongst clinicians.
This is particularly problematic when the consequences of having this
label may be devastating.
The construct of ‘PD’ encourages services to disregard what may have
happened to us in our lives by focusing on what is wrong with us. This is
effectively blaming us for our own distress.

Summary

Psychiatric diagnoses are not what they claim to be….Clinicians are
not identifying bodily malfunctions or illnesses. Instead, they are
making social, not medical, judgements about disturbing or
unacceptable ways of thinking, feeling and behaving.
We need ways forward which offer the advantages of diagnosis – a
sense of validation and explanation, access to services and
benefits, using our current knowledge about effective therapeutic
work, etc – without the very serious and often profoundly retraumatising disadvantages.
Psychiatric diagnosis as ‘Salvation and damnation’ (Leeming et al.,
2009)

It is not scientifically, professionally or ethically acceptable to
impose, as if they were facts, labels that are admitted even by the
people who drew them up to lack validity.

The alternative to diagnosis: Listening to people’s stories

‘Until we are able to use our own words to tell our own stories, the
context we find ourselves in – in this case, the psychiatric system –
says our stories for us, and usually gets it wrong. In the context of
the medical model, the story we learn to say is that we are ill. We
begin to see ourselves as ill. We tell stories of illness, and the
psychiatric system, and, by extension, society accepts illness as the
story of our distress. Being able to tell your own story – not the
illness story – sets a new social context – one in which mad people
are seen in a new light….In part, healing happens in the re-storying
of our lives……
…..When he proclaimed…”You have a mental illness”, I’d responded,
“I thought I had stories to tell.”’ (Filson, pp 20-22)
(‘Searching for a Rose Garden’ eds Russo and Sweeney 2016)

There are lots of ways to do this - keeping journals, peer support,
therapies, narrative therapy, Hearing Voices Network ‘constructs’,
Open Dialogue, Art therapy, the Tidal model……
One way of constructing a story is through psychological
formulation – a core skill for clinical psychologists and counselling
psychologists. Many clinical psychologists do not use, or think in
terms of, diagnosis at all.
Formulation has credibility within services, some research to
support it, and several professions claiming it as a core skill

A shared hypothesis or ‘best guess’ based on personal meaning
‘Formulations can best be understood as hypotheses to be tested’
(Butler, 1998)
‘……a process of ongoing collaborative sense-making’ (Harper and
Moss, 2003)
‘….a way of summarising meanings, and of negotiating for shared
ways of understanding and communicating about them’ (Butler, 1998)

In HCPC criteria for counselling, educational, health, forensic,
occupational, sports and exercise psychologists
Mental health nurses
Psychiatrists
Mental Health Core Skills Education and Training Framework
2017 18 core competencies
Subject 12: Biopsychosocial formulation in mental health

Good Practice Guidelines on the use of psychological formulation
(Division of Clinical Psychology, 2011)

‘Karen’
Brought up by mother who was diagnosed with depression. Father
left when she was 3. 2 older brothers.
Mother re-married when Karen was 7. Stepfather sexually abused
Karen from the ages of 7-14.
Karen was isolated and unhappy at school and started self-injuring
at age 11. She left with few qualifications and had a series of
relationships with men.
She had a daughter with her husband, Steve. She left Steve
because of his violence towards her and is now single.
When her daughter reached the age of 7, Karen’s self-injury
became more frequent and she felt very angry, low and desperate.
Karen was referred to psychiatric services but has not ‘engaged
with’ the team or her CPN. Diagnosis: ‘Borderline PD’

Because of her own difficulties, your mother was not able to give you a
sense of security and self-worth. Your father’s departure felt like a major
rejection, and you saw yourself as unlovable and worthless. When your
stepfather began to abuse you, his threats stopped you from telling
anyone. Instead, you carried hidden feelings of guilt, anger and shame
inside. Cutting yourself relieved these feelings when you couldn’t
express them in any other way. Desperate to find love and security, you
often ended up with men who treated you badly. This simply confirmed
your feelings of rejection and failure. You showed great courage in
leaving your husband, and you very much want to give your daughter a
better start in life. However, when she reached the age that your own
abuse started, you could no longer push your feelings away, and you are
often overwhelmed by anger and distress. Because of your past
experiences, you are understandably very wary of professionals, and of
anyone in a position which gives them the power to hurt you again.
Despite everything you have been through, you want to overcome your
difficulties and use your intelligence, strength and determination to
build a different life for yourself and your daughter.

Integrates two equally important forms of evidence – theory,
research and clinical experience with client’s knowledge of their life
history and events and the sense they have made of it. A shared,
evolving ‘best guess’ which suggests some ways forward.
The formulation provides a basis for a conversation about:
• Does this make sense to you? –checking understandings
• What help are you asking for and what can we offer?
• What difficulties might we anticipate and how might we manage
them?
• What strengths and resources do you have?
• How can we start working together to achieve these goals?

Formulation offers a way out of the ‘brain or blame’, Rescue or
Persecute trap:
‘You have survived very difficult circumstances in the best way you
could at the time. These strategies may no longer be needed or
useful, and with the right kind of support, you can learn to leave
them behind.’
‘…….at some level it all makes sense’ (Butler, 1998)
There is no point at which we need to add ‘And by the way, it’s also
because you have a “personality disorder”’.

Purposes of formulation (DCP Guidelines, 2011)

Providing an overall picture or map
Selecting and planning interventions
Minimising bias by making choices and decisions explicit
Framing medical interventions
Predicting responses to interventions; predicting difficulties
Thinking about lack of progress; troubleshooting
Ensuring that a cultural perspective in incorporated
Helping the service user to feel understood and contained
Strengthening the therapeutic alliance
Encouraging collaborative work with the service user/carer
Emphasising strengths as well as needs
Normalising problems and reducing self-blame

Psychological formulation vs psychiatric formulation
‘Is not premised on a functional psychiatric diagnosis (eg
schizophrenia, personality disorder)’ (DCP Guidelines, 2011)
The Royal College of Psychiatrists requires trainee psychiatrists to
‘demonstrate the ability to construct formulations of patients’
problems that include appropriate differential diagnoses’ (The
Specialist Core Training in Psychiatry p.25)
‘Personality disorder due to a combination of biopsychosocial
factors including trauma’ vs ‘Struggling with the emotional
consequences of neglect, rejection and abuse.’

‘Working with offenders with personality disorder: a practitioner’s
guide’ NOMS/NHS England 2015, p. 10.
‘Billy was taken into care aged 10 due to his mother’s inability to
care for him. There he was sexually abused by a male worker and
bullied by the other children. He frequently tried to run away and
had aggressive outbursts during which he would damage property.
He also self-harmed and aged 12 made his first suicide attempt.
When he left care, he was homeless and supported himself by
working as a rent boy and selling drugs. He was also a heavy user of
alcohol, heroin and crack cocaine. He has a number of convictions
for drug related offences and other more serious offences….’
‘It will be apparent that Billy suffers from personality disorder.’

Damaging messages (which apply to dominant versions of the
‘biopsychosocial model’ and ‘vulnerability-stress’ models too):
• These life events are not enough to explain or justify your
distress.
• Others without this ‘predisposition’ or ‘vulnerability’ would have
coped.
• The primary problem lies within you as a biologically-flawed
individual.
In fact – the ‘predisposition’ or ‘vulnerability’ is BEING HUMAN

The trauma-informed model
The emerging ‘trauma-informed’ model recognises the causal role
of adversity all kinds across all human welfare systems. Lots of
information about research, practice and projects
Australia: www.blueknot.org.au
www.trauma-pages.com
Canada: Trauma-informed practice guide 2013 British Columbia

http://bccewh.bc.ca/wp-content/uploads/2012/05/2013_TIP-Guide.pdf
USA information, projects, research www.traumacenter.org
https://www.samhsa.gov/nctic/trauma-interventions www.acestoohigh.com

‘Trauma and recovery’ Judith Herman (2001); ‘The body keeps the score’ Bessel
van der Kolk (2015).

What do we mean by trauma? (or adversity)

Neglect - Failure to provide for: physical (adequate food),
emotional (affection), educational and medical needs
Physical Abuse – physical aggression and violence; bullying;
‘discipline’
Psychological Abuse – E.g. hostility; excessive criticism;
inappropriate or excessive demands; routine humiliation; ignoring
or withholding communication
Domestic violence – experiencing as an adult, or witnessing as a
child
Sexual Abuse As a child (eg making a child participate in or watch
adult sexual activities; indecent exposure; displaying pornography /
using a child to produce pornography; general lack of sexual
boundaries). As an adult (e.g. using sexual force / engaging in
sexual behaviour without consent)
Specific Events – E.g. natural disasters, RTA, war

Strong associations between trauma and:
• low mood, anxiety
• self harm
• suicidality and suicide attempts
• ‘borderline personality disorder’
• ‘bipolar disorder’
• ‘psychosis’
• severe eating distress
• phobias, obsessional and compulsive difficulties
• drug and alcohol abuse
• peri natal mental health difficulties



Scott et al 2013, Briere 2006;Bebbington 2004, Springer,2003; Noll et al
2003, Read 2003, Santa Mina and Gallop 1998;Polusny & Follette 1995

The more severe and frequent your experiences of trauma, the
more likely you are to become ‘psychotic’. People abused as
children are 9.3 times more likely to develop psychosis; risk rises to
48 times for the severest abuse (Janssen et al, 2004); people who have
experienced 3 kinds of abuse were 18 times more likely to be
psychotic; 5 types of abuse = 193 times more likely (Shevlin et al,
2007.)

The content of people’s unusual experiences or ‘delusions’ is often
closely related to actual experiences of abuse (Read et al, 2005)

The ACE (Adverse Childhood Experiences) studies
Higher ACE scores predict greater incidence of depression, suicide,
‘psychosis’, PTSD, drug use, criminal behaviour, heart disease,
cancer, STDs, lung disease, liver disease, smoking, obesity,
diabetes, poor educational and work performance, homelessness,
prostitution, unemployment, and early death.
ACEs act in a cumulative and synergistic way to cause ‘complex
adult psychopathology.’
www.acestoohigh.com
Cited in several recent UK documents (New Horizons 2010; National
Household Survey of Adverse Childhood Experiences and their relationship with
resilience to health-harming behaviours in England, 2014; Scottish Public Health
Network 2016; The Welsh Adverse Childhood Experiences study, 2016; Better
MH for All’ 2016; Royal College of Psychiatrists (2013) Whole-person care)

More generally, we all feel the pressure of surviving within an
increasingly insecure, competitive and unequal society – however
loving and supportive our backgrounds.
‘If Britain became as equal as the four most equal societies (Japan,
Norway, Sweden and Finland), mental illness might be more than
halved’ (Wilkinson and Pickett, 2009.)
The ‘austerity ailments’: Humiliation and shame; Fear and distrust;
Instability and insecurity; Isolation and loneliness; Trapped and
powerless
Psychologists Against Austerity
https://psychagainstausterity.wordpress.com/

How does this work? The neuropsychology of trauma
Deprived communities; carers with their own traumas
Insecure attachments in their own children
Increased risk of other adversities, social and interpersonal
Evolved threat responses – fight/flight/freeze, dissociation, memory
encoding
Meanings – betrayal, distrust, lack of safety, shame, guilt,
worthlessness, despair
Ongoing attempts to create safety, regulate emotions, escape from
emotional pain, escape from bad memories, seek attachments, avoid
rejection, self-soothe, stay in control
Threat responses such as flashbacks, hypervigilance, self harm, rage,
control of eating, use of drugs/alcohol, hearing voices, unusual
beliefs, suspicious thoughts, low mood, panic and anxiety, distrust,
anger, rituals and compulsions.
The cycle continues……..

Severity of trauma reactions is associated with:
• context of insecure early attachments
• earlier developmental stage
• the longer the abuse is perpetrated
• the greater the number of abuse incidents and/or perpetrators
• degree of ‘entrapment’ and control over the threat(s)
• lack of person to support/confide in/protect in relation to threat
• severity of the danger
• lack of predictability of the threat
• closeness in time/co-occurrence to other dangers
• interpersonal and intentional threat (intent to harm)
• threat that occurs within an emotional or attachment relationship

Taking this forward? Trauma-informed services recognise that:
The effects of complex (cumulative, underlying) trauma are
pervasive, and if unresolved, negatively impact mental and physical
health across the lifespan.
The majority of people treated by public mental health and
substance abuse services have trauma histories.
Services themselves can be re-traumatising.
When unresolved, complex trauma causes ongoing problems, not
only for those who experience it, but for their children
(intergenerational effects) and society as a whole. (www.asca.org.au)
Instead of asking ‘What’s wrong with you?’ we need to ask ‘What’s
happened to you?’

Trauma-informed formulating
• Considers the possible role of trauma and abuse
• Considers possible role of services in compounding the
difficulties
‘…..the potentially traumatising effects of medical and psychiatric
interventions’ (p.14)
Trauma-informed formulations can help us to make sense of
people’s distress, to bear witness to survivors’ stories, and to
develop a shared framework for recovery
All-purpose formulation: Trauma in the context of attachment
difficulties (and deprivation)

‘Ironically, the neuroscience surrounding the effects of trauma in
the brain is more convincing that any research into genetic factors,
yet we continue to pour millions into the elusive search for
something that absolves us of responsibility for the way we treat
each other. It is a huge smokescreen and we are all complicit to a
degree.’
Jo McFarlane, ‘Transcending the Ghetto’, p.141.

Trauma-informed team formulations
A shared formulation about a particular client is developed
collaboratively with the multi-disciplinary team.
Team formulation can be understood as a type of staff supervision
or consultation which supports the team to be able to hear service
user stories, and thus changes team cultures.
A non-diagnostic, trauma-informed training and intervention
package for all staff is integrated into secondary Adult Mental
Health in Southampton and being piloted elsewhere.
Introducing trauma-informed team formulation in S Wales
(Johnstone et al, 2015.) Clinical Psychology Forum November 2015
http://shop.bps.org.uk/publications/publication-by-series/clinical-psychologyforum/clinical-psychology-forum-no-275-november-2015-extended-edition.html

Message of a trauma-informed formulation approach:
We are dealing with people with problems, not patients with
illnesses/disorders
‘Symptoms’ are better understood as survival mechanisms –
essential in the face of overwhelming events and circumstances,
but they may have outlived their usefulness.
The meta-message of a best practice psychological formulation is:
‘You are experiencing a normal reaction to abnormal
circumstances. Anyone else who had been through the same events
might well have ended up reacting in the same way.’

New diagnostic variations on the way…..
ICD 11 ‘The new classification means that all the old labels for
personality disorder ‐ borderline, narcissistic, histrionic, dependent,
passive aggressive, obsessive‐compulsive, avoidant, anxious,
antisocial, depressive, impulsive, schizoid and schizotypal ‐ will
disappear…All personality function is covered by five groups; no
personality dysfunction, personality difficulty, mild personality
disorder, moderate personality disorder, and severe personality
disorder……
One of the major reasons why personality disorder has not
achieved the same respectability of other mental disorders is that
its classification system has been wrong for generations; the new
one is intended to put it right’ (Tyrer, 2013.)

If you must have a diagnosis…..here are some better ideas….
ICD 11 Complex Post-Traumatic Stress Disorder planned for
inclusion (Complex Trauma for short.)
‘A disorder that may develop following exposure to an event or
series of events of an extreme and prolonged or repetitive nature
that are experienced as extremely threatening or horrific and from
which escape is difficult or impossible’
DSM 5 has a new chapter on ‘Trauma and stressor-related
disorders’ including PTSD, ‘Acute stress disorder’ and ‘Adjustment
disorder.’
The other DSM-5 chapter of ‘disorders’ that are explicitly
acknowledged as arising out of psychosocial events is ‘Dissociative
Disorders.’
Will these chapters gradually swell to incorporate every other
category….????

Commissioning, service planning, access to welfare support
The trauma-informed model of intervention applies across diagnostic
categories: A 3 stage approach (education and stabilisation; trauma
processing; reconnecting to one’s life) underpins all therapeutic work
Trauma-informed services plus trauma specific interventions
Alternatives such as ‘Complex needs’ or ‘Complex trauma’?
Angela Kennedy – Tees Esk and Wear NHS Foundation Trust has a nondiagnostic ‘Clinical Link Pathway for Trauma’ (Sweeney et al 2016, Mental
Health Review)

Team formulation as a way of introducing these ideas (Johnstone et al,
2015; Clarke, 2015, Clinical Psychology Forum)

Stephanie Covington’s NOMS - supported 2 year plan to introduce
trauma perspectives for women in all UK prisons

Amend all those books, training manuals and policy documents!!!
NICE 2009 Guidelines on ‘Borderline PD’ and ‘Antisocial PD.’
Knowledge and Understanding Framework
The Offender Personality Disorder Pathway Strategy (NOMS 2015)
Working with Offenders with Personality Disorder (NOMS/NHS
England 2015)
‘Personality disorder’ RCP 2015
‘Personality disorder’ MIND 2016
‘Personality disorders’ Rethink 2016
…and valuable aspects of CAT, Mentalisation, DBT can all be
retained without the term ‘personality disorder.’

DCP funded project: ‘Identifying patterns in mental health problems
as an alternative to functional psychiatric diagnosis’
Lucy Johnstone, Mary Boyle, John Cromby, Jacqui Dillon, Dave
Harper, Peter Kinderman, Eleanor Longden, David Pilgrim, John
Read (with support from Kate Allsopp)
The Power Threat Meaning Framework
‘What has happened to you?’ (How is Power operating in your
life?)
‘How did it affect you?’ (What kind of Threats does this pose?)
‘What sense did you make of it?’ (What is the Meaning of these
experiences to you?)
‘What did you have to do to survive?’ (What kinds of Threat
Response are you using?)

PDintheBin We are advocating for:

The right to access a range of treatments and therapies that are
specific to our individual distress without having to be treated
under a ‘PD’ service or label.
The right to have our individual narratives heard and acknowledged
and not reframed into a construct that is oppressive and blaming.
The right to have therapy/or treatment without the constant fear
that what we say, think, feel or do will be pathologised,
misinterpreted and labelled as a feature of our ‘disordered
personality’.
The right to have our understandable reactions to trauma and
abuse officially recognised and validated and not interpreted as a
flaw in who we are or a part of a ‘disordered personality’.
The right to not only disagree with the diagnosis but to have it
removed permanently from our records, present and historical.

‘The knowledge of horrible events periodically intrudes into public
awareness but is rarely retained for long….Clinicians know the
privileged moment of insight when repressed ideas, feelings, and
memories surface into consciousness….Victims who have been
silenced begin to reveal their secrets…. Survivors challenge us to
reconnect fragments, to reconstruct history, to make meaning of
their present symptoms in the light of past events.’
Judith Herman, ‘Trauma and recovery’, 2001

2003 ‘Personality disorder: no longer a diagnosis of exclusion’

2017 ‘Personality disorder: no longer a diagnosis’ ??????

