
example patients and mental health officers, view the
tribunal process in comparison with their experience of
the sheriff court.

Our results indicate that the Act has increased the
workload for many psychiatrists. Out-of-hours workload
was felt to have increased by 59% of the respondents.
This is perhaps not surprising given that the preferred
route to detention is by a short-term order (which
necessitates assessment by a section 22-approved
doctor) and that at weekends 70% of respondents are
reviewing patients subject to emergency detention.We
did not specifically ask whether daytime workload had
increased, however respondents frequently described
this in the comments section of the survey. In 2002 the
Scottish Division of the Royal College of Psychiatrists
assessed the additional work arising from the new act as
requiring approximately 30 whole-time equivalent extra
consultants. At the time of writing we are unaware of
any actual increase in staffing. The long-term implications
of this increased workload remain to be seen. Potentially
this could influence recruitment and retention of Scottish
psychiatrists.

Of the 79 free-text comments, 76 were negative.
We suggest, however, that those people who were
dissatisfied with the Act were more likely to use the
opportunity to comment than those who were satisfied.
In general, the comments may well prove useful as they
highlight areas, for example paperwork, which perhaps
could be addressed in the future.

Conclusion
This survey has limitations: it is not based on a random
sample of all Scottish psychiatrists and it includes only the
views of psychiatrists and is not counterbalanced by the
views of the other parties affected by the Act. None the
less it gives an early indication of psychiatrists’ views
regarding the Act and its implementation.We hope that
these results will be useful in the ongoing review of the
Act.

Acknowledgements
We thank Margaret Orr and Lesley Holdsworth for their
help with this survey.

Declaration of interest
None.

References
GRANT, S. (2003) National Mental
Health Services Assessment. Interim
Report. Scottish Executive. http://
www.scotland.gov.uk/Publications/
2003/12/18643/30087

Christine Carswell Specialist Registrar, Falkirk and District Royal
Infirmary, *Andrew Donaldson Senior House Officer, Falkirk
and District Royal Infirmary,Westburn Avenue, Falkirk FK15QE, Scotland,
email: andrew.donaldson@nhs.net, Keith Brown Consultant Psychiatrist,
Falkirk and District Royal Infirmary

Psychiatr ic Bul let in (2007), 31, 85^88. doi: 10.1192/pb.bp.105.007203

K IM BER L E Y BA R LOW, S T E P HEN M I L L E R AND K I NG S L E Y NOR TON

Working with people with personality disorder:
utilising service users’ views

AIMS AND METHOD

To ascertain the views of people with
personality disorder on their clinical
interactions with professionals, to
identify potential solutions to pro-
blematic interactions and to compile
guidelines on how professionals
could improve their interactions
with these service users. Qualitative
methodology was employed,
comprising amodified nominal group
technique with two iterative groups
and ranking by importance the issues
and themes raised.

RESULTS

There were 13 service users from
three separate personality disorder
services who actively participated
in a group discussion and iterative
process. Collectively they indicated
considerable areas of deficiency in
the quality of their interaction and
communication with professionals.
These deficits were defined clearly
enough to allow the construction of
guidelines aimed at preventing or
remedying such deficiencies.

CONCLUSIONS

The contribution of those people
with personality disorder who took
part in this study was sufficiently
thoughtful to allow the development
of guidelines that might help staff
improve their interactions with such
service users. From these guidelines,
further training tools are being
developed, which will be evaluated in
the future. However, because not all
those approached chose to partici-
pate, the views expressed might not
be representative of this group as a
whole.

Recent government guidelines (National Institute for

Mental Health in England, 2003a; National Institute for

Clinical Excellence, 2004) have highlighted communication

problems between healthcare staff and people with

personality disorder. The guidelines suggest that targeted

staff training is needed to remedy this undesirable
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situation. The Personality Disorder Capabilities Framework
has made explicit the capabilities required when working
with people with this disorder (National Institute for
Mental Health in England, 2003b). It states that profes-
sional training is necessary to develop the capability of
‘establishing and maintaining long-term therapeutic rela-
tionships with service users and supporting other staff in
maintaining therapeutic relationships (National Institute
for Mental Health in England, 2003b). Although the
content of relevant training was not specified, guidance
states that ‘service users who contributed to the devel-
opment of this strategy were keen to stress the value of
user involvement in training (National Institute for Mental
Health in England, 2003a). As a logical extension, the
study reported here sought to: obtain the views of
people with personality disorder on communication with
healthcare staff; determine whether use could be made
of any of the views obtained in developing a training
tool(s).

Method
Four different specialist personality disorder services
were approached. These services treat people with
differing degrees of personality disorder within the
mental health trust in south-west London and range in
size from 8 patients in treatment to approximately 100.
The treatment modalities used were psychodynamic
psychotherapy, dialectical behaviour therapy, in-patient
therapeutic community treatment and community-based
keyworker case management with psychological therapy
and psychiatric input.

The professional leads were requested to seek
volunteers with personality disorder to meet as a group
with the investigators (K.B./S.M.) for approximately an
hour ‘to talk about issues concerning professional
training’.

Group meetings were held at the premises of each
personality disorder service and a full explanation of their
purpose was given, at the start of each meeting. The
rooms used for the meetings were familiar to the parti-
cipants. On one occasion refreshments were provided.
Such aspects were designed to put participants at their
ease to facilitate their authentic participation.

A modified nominal group technique was employed
(Jones & Hunter, 1995). This consisted of structured
iterative discussions that explored the negative and posi-
tive experiences of the interactions with professionals
and how things could be improved. Investigators made
contemporaneous field notes that were checked with
participants for accuracy at several points during the
meeting, at the end and again at the follow-up meeting.
These notes were read to the participants by the facili-
tator and corrections made if necessary until agreement
was reached. The meetings lasted between 60 and
90min.

Thematic analysis was carried out on the field notes
by the investigators. At a second meeting of the group
the themes identified were checked with the group and
altered to improve the extent to which service users’

perspectives were captured. Finally the group members
ranked these themes in terms of priority during the
second meeting. This process was repeated with each of
the groups of service users from the relevant local
specialist personality disorder services.

The ranked themes were then used by the trust’s
personality disorder working party. The latter comprised a
multidisciplinary team, with further service user
membership, that had been set up in the wake of locally
acknowledged difficulties with treating this group
successfully. The identified themes thus formed the basis
for generating trust guidelines on how to interact with
people with personality disorder. This process involved
incorporating unaltered, as much as possible, the service
users’ themes, adding guidelines to meet other trust
requirements and altering the language or wording
where unavoidable.

We were advised by the local health authority ethics
committee that ethical approval was not required, but
we took measures to conduct the study in an ethical
manner.

Results
There were 13 patients from three of the four personality
disorder services who were able to participate actively in
the group discussions. Reasons for exclusion offered by
the personality disorder service leads who were
approached, were that certain service users were ‘too ill’
to tolerate this work or that they did not meet the single
inclusion criteria of having been informed of their diag-
nosis. (The total number of patients excluded on this
basis by their service leads was not known.) One of the
personality disorder services was unable to recruit any
volunteers for the project for the reasons given above
and because of a lack of uptake by those approached.
Membership of the groups changed between the initial
meeting and the follow-up meeting. One participant left
their group within 5 min of the meeting. However, an
initial and follow-up meeting was held for each of the
three participating services.

The raw data that were collected highlighted rele-
vant issues, from which clear themes were identified. The
latter were developed into the service user guidelines.
These were further refined by the trust personality
disorder working party into 11 trust guidelines on how
staff should interact with those with personality disorder
(see data supplement to online version of this
paper). Examples of this process are given in Table 1.

Discussion
We report a successful attempt to involve service users in
a trust’s development of guidelines for interaction with
people with personality disorder. We found that it was
possible to conduct a number of structured group meet-
ings and maintain a focus on relevant issues. Initial fears
that discussions would prove too demanding for parti-
cipants who were currently unwell proved unfounded.
On the contrary, patients reported the experience of
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participating in this project as positive and freely gave
their time to help us improve interactions.

An acknowledgement that the clinician’s contribu-
tion to the interaction is not necessarily all positive may
be a step towards improving the encounters between
people with personality disorder and staff (Norton &
McGauley, 1999).We found that involving service users in
the process of feeding back their experiences of service
provision helped to shed a light on aspects that clinicians
might consider changing.

Furthermore, in our opinion, participants’ comments
correspond with complaints clinicians raise when treating
people with personality disorder, that members of teams
may disagree about diagnosis and treatment and that
resources are inadequate.

However, the process of involving service users
raised several issues. Gaining their participation was
problematic. Despite targeting services with approxi-
mately 150 identified people with personality disorder,
only 13 service users took up the invitation to participate.
Those taking part were not therefore necessarily repre-
sentative of all service users with personality disorder. It
is possible that those with grievances to air might have
been more willing to take part; hence their views might

be unusually negative. If so, this could support an argu-
ment that specific guidelines are only required by this
minority of patients.

It might be argued that a larger sample of service
users, including those who are not currently receiving
treatment or are receiving it from a non-specialist
personality disorder service, might improve the repre-
sentativeness of the views. The fact that professional
leads of the services were in a position to choose or
otherwise influence those service users invited to parti-
cipate could also have introduced bias. The changing
membership of the groups possibly impaired the group’s
ability to foster a trusting attitude towards the investi-
gator and a firm belief that service users’ views could
influence professionals’ training. A more consistent
membership would almost certainly have led to a more
thorough evaluation of the draft guidelines produced and
might have led to a more collaborative, superior but
different product.

The above limitations could be overcome by
widening the source of recruitment (e.g. to voluntary
agencies), service users being involved in facilitating the
groups and using advocacy for those who might struggle
to communicate in the groups (Simpson & House, 2003).
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Table 1. Examples of raw data and how they were incorporated into guidelines

Raw data Service user guidelines Trust guideline

‘. . . self harmers don’t harm to piss them
[staff] off’
‘if you can’t work [because you are ill]
they think you are lazy.’
‘. . . the way they talk to you, saying
‘‘Oh! Not you again’’.’
‘We should’nt be made to feel like a
child with the staff as the parents with
problems themselves . . .’
‘. . . tensions between professional groups
should’nt affect your treatment, they
should agree between them how to treat
you.’

Patients should be treated with respect
. with introductions, shaking hands
. they should not be judged or blamed
. boundaries should be respected
. what patients report should be
acknowledged as meaningful

A respectful and polite courteous
professional manner is best at all times,
avoiding personal disclosure. It is unhelpful
to expose patients to disagreements
within and between the team

‘Time is important. They should give long
enough appointments . . . they should take
a period of time over a number of
appointments before deciding a treatment
plan . . .They should not make you feel
rushed . . . Shouldn’t look at watches.’
‘Using the word ‘‘disorder’’ isn’t very
helpful . . .’
‘The way the diagnosis is given is
important - it should be tailored to the
individual, as a way of explaining the
difficulties you have.’

The value of time should be appreciated
. appointments should not be rushed
. assessment should take place over an
appropriate length of time

Being told the diagnosis is important
. to relieve guilt
. explain previous difficulties
. the diagnosis should be explained in an
encouraging rather then negative way

If a diagnosis of personality disorder is
made an interactive discussion with the
patient is desirable. This will need a
reasonable amount of time and an
appropriate setting (private, free from
interruption, etc). An acknowledgement
that a diagnosis can feel stigmatising is
important

‘it’s hard to trust new people . . .’
‘I don’t want to keep telling people what
my problems are . . . it’s important that
they know me.’

Patients should receive consistency and
continuity from the team
. by seeing the same person within the
team

. by being able to have contact with a
professional who knows about the
patient outside appointment times

Where possible continuity of contact
between patient and individual
professionals is desirable.Where this is not
practical, notice of staff time off or
changes of staff is helpful
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However, the recruitment and maintenance of the small
groups of service users with personality disorder took a
considerable amount of effort by the investigators and
professional leads. The nature of personality disorder
means that people may struggle to commit to and
develop working relationships themselves. Larger
numbers in each group might have made the task for the
group and the investigator unwieldy.

Given the foregoing, and considering that our data
are congruent with those reported elsewhere (National
Institute for Mental Health in England, 2003a,b; National
Institute for Clinical Excellence, 2004), this argues in
favour of their validity, and guidelines for personality
disorder have been produced for use in south-west
London. It will therefore be possible to determine further
the validity of our data by evaluating their clinical useful-
ness. This is our next step. If, after appropriate training,
the guidelines prove to be ineffective in improving the
user satisfaction with specialist services, we shall need to
return to address the methodological limitations. If the
guidelines prove effective, however, we shall consider
how to introduce such training to a larger group of staff.

We conclude that our study shows that, with a
degree of effort and persistence on the part of profes-
sionals, people with personality disorder can be involved
to provide a distinctive perspective in pursuing the goal
of improving the quality of their services.
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OLGA RUNC I E , MA R I E BO I L S ON AND RO S S HAM I LTON

Monitoring weight and blood glucose in in-patients:
how helpful is a protocol?

AIMS AND METHOD

Following a survey in 2001, a protocol
for monitoring weight and blood
glucose of psychiatric in-patients
receiving antipsychotic drugs was
developed.The effect of this protocol
was investigated by comparing 61
admissions in 2004 with the 2001
in-patients.

RESULTS

No significant improvement in
recording of admission weight or
blood glucose was observed.
Ongoing monitoring of weight after
admission was significantly more
common. For only 29% of patients
studied in 2004 was there complete
adherence to the protocol.

CLINICAL IMPLICATIONS

In spite of the availability of a
protocol and education, the results
suggest that monitoring of weight
and blood glucose is still haphazard
for psychiatric in-patients. The
implications for out-patient
monitoring are discussed.

A survey in 1996 reported that 44% of adult men and
32% of women in Scotland were overweight and a
further 14% of men and 17% of women were obese
(Scottish Intercollegiate Guidelines Network, 1996).
Treatment with specific drugs is a potential reason for
obesity and any practice that may exacerbate obesity
warrants serious scrutiny (Allison & Casey, 2001).

There has been an increasing number of reports of
an association between treatment with atypical anti-
psychotics, weight gain and hyperglycaemia. Moreover,
de novo cases of diabetes mellitus have been reported

in patients receiving these medications (Bushe & Leonard,
2004). Recommendations for regular weight and plasma
glucose monitoring in patients receiving atypical and
typical antipsychotics have been made (Haupt &
Newcomer, 2001; Lebovitz, 2003; Casey et al, 2004).

Lebovitz (2003) suggested monitoring of body
weight, plasma fasting glucose and lipids with the initia-
tion of atypical antipsychotics and continuing monitoring
throughout treatment. Others have supported baseline
and continuation monitoring of body weight, body mass
index (BMI), waist circumference, fasting blood glucose
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