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Abstract 

Background: Individuals with Complex Emotional Needs (CEN) services, a working description to refer to the needs 
experienced by people who may have been diagnosed with a “personality disorder”, face premature mortality, high 
rates of co-morbidity, service user and treatment costs. Service provision for this population is recurrently identified as 
needing to be transformed: there are serious concerns about quality, accessibility, fragmentation of the service system 
and the stigma and therapeutic pessimism service users encounter. Understanding clinician perspectives is vital for 
service transformation, as their views and experiences shed light on potential barriers to achieving good care, and 
how these might be overcome. In this study, we aimed to explore these views.

Methods: We used a qualitative interview design. A total of fifty participants from a range of professions across spe-
cialist and generic community mental health services across England who provide care to people with CEN took part 
in six focus groups and sixteen one-to-one interviews. We analysed the data using a thematic approach.

Findings: Main themes were: 1) Acknowledging the heterogeneity of needs: the need for a person-centred care 
approach and flexibility when working with CEN, 2) ‘Still a diagnosis of exclusion’: Exploring the healthcare provider-
level barriers to providing care, and 3) Understanding the exclusionary culture: exploring the system-based barriers to 
providing care for CEN. Across these themes, staff highlighted in particular the need for care that was person-centred, 
relational, empathic, and trauma informed. Major barriers to achieving this are stigmatising attitudes and behaviour 
towards people with CEN, especially in generic mental health services, lack of development of coherent service 
systems offering clear long-term pathways and ready access to high quality treatment, and lack of well-developed 
structures for staff training and support.

Discussion: Overall, the findings point towards clinician views as generally congruent with those of service users, 
reinforcing the need for priorities towards systemwide change to ensure that best practice care is provided for people 
with CEN. Particularly prominent is the need to put in place systemwide training and support for clinicians working 
with CEN, encompassing generic and specialist services, and to challenge the stigma still experienced throughout the 
system.
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Introduction
Approximately 4.4% percent of the population have 
needs that meet the diagnostic criteria for “personality 
disorder” [1], a diagnosis that is associated with high 
rates of co-morbidity [2], premature mortality [3], high 
levels of service use [4] and high treatment costs [5]. 
There are serious concerns about the quality and acces-
sibility of services [6] and there is limited evidence to 
inform service improvement and the implementation of 
more acceptable, effective, and cost-effective models of 
care [7, 8]. It has also been acknowledged that there is 
a need to make “personality disorders” central to strate-
gies for improving care and ensuring that young peo-
ple receive timely and appropriate care, similar to the 
efforts made for other severe mental disorders, such as 
mood and psychotic disorders [9, 10].

Despite evidence for structured multimodal treat-
ment models for patients with a “personality dis-
order” – such as Dialectic Behaviour treatment, 
Mentalization-based therapy or Transference focused 
therapy [11], challenges remain within the research 
towards understanding the best ways to develop ser-
vices for people who experience these problems [12] 
and to address the barriers and challenges to achieving 
the best care for them [10], especially with young peo-
ple [9]. In considering initiatives to improve the qual-
ity and reach of services, co-production with service 
users will be essential to improve the acceptability and 
accessibility of services. Understanding clinician per-
spectives is also vital because they are responsible for 
delivering care, and therefore their views and experi-
ence may directly assist in identifying potential barriers 
to achieving good care, and how these might be over-
come [13].

The use of the term “personality disorder” raises 
questions and debates within the field as it has been 
seen as a problematic label by some staff, patients and 
carers. Within the literature, service users often report 
negative consequences as a result of being diagnosed 
with a “personality disorder”, including stigmatisation 
and exclusion from services [14]. Stigmatising atti-
tudes among mental health professionals and a lack of 
therapeutic optimism are viewed by service users as 
significant barriers to the delivery of best practice care 
[12, 15, 16]. With these issues in mind and through 
consultation and collaboration with service users and 
lived experience researchers, in this paper we use the 

working term Complex Emotional Needs (CEN) to 
refer to the needs experienced by people who are likely 
to be diagnosed with a “personality disorder”. We use 
this term CEN in preference to “personality disorder”, 
recognising that view and experience the latter as pejo-
rative and stigmatising [16, 17].

Our recent qualitative meta-synthesis also conducted 
as part of the NIHR Mental Health Policy Research 
Unit’s programme to inform NHS policy in this area, 
summarised literature on clinician perspectives on 
good practice in community services for people with 
CEN (e.g., the need for high quality holistic and per-
sonalised care, and the importance of having continu-
ous therapeutic relationships and care that is proactive 
and collaborative) [18]. These priorities were mainly 
congruent with those found in other studies on service 
user and carer views [10, 14] and the needs of policy 
makers [6]. While there was overall agreement regard-
ing what best practice should be, more research is 
needed to understand the barriers and facilitators to 
achieving it [18].

This study seeks to fill this gap by exploring staff views 
on best practice provision of community mental health 
care for people with CEN and identifying the barriers and 
facilitators to providing such care. In this study, we focus 
on the views of staff about the delivery of community 
mental health care, including both specialist and generic 
services. This study is part of a programme of research 
delivered by the NIHR Mental Health Policy Research 
Unit to inform the design, development, and delivery of 
community mental health services for this population in 
England [14, 18, 19]. The study objectives were:

1. To explore the experiences of staff working with indi-
viduals with CEN in community mental health ser-
vices, including NHS and voluntary organisations 
across a range of English service settings.

2. To explore the views of staff working with individuals 
with CEN about how community services can best 
meet their needs.

Method
Design
Qualitative interview study, using individual and focus 
group interviews.

Conclusions: Staff working with this service user group report that delivering best practice care requires services 
to be flexible, integrated, and sustainably funded, and for staff to be supported through ongoing training and 
supervision.
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Research team and perspectives
This study was co-produced from inception, through 
design and in delivery by six members of the Mental 
Health Policy Research Unit (UF, RS, KT, SO, AS,  SJb), 
a group of four experts by experience (EB, DA,  SJa, TJ) 
and nine experts by occupation (MC, PM, SMN, JB, OD). 
The Mental Health Policy Research Unit (MHRPU) helps 
those involved in making nationwide plans for men-
tal health services make decisions based on good evi-
dence. The MHPRU makes expert views and evidence 
available to policymakers in a timely way and conducts 
research that is directly useful for mental health policy. 
A co-production group was established at the outset of 
the study and group meetings occurred approximately 
every quarter between July 2019 and December 2020; 
work on co-producing the manuscript for publication 
was conducted via video-calls and emails through early 
2021 with all manuscript authors. Co-production work 
ran throughout the course of the study (e.g., via co-
production of the study protocol, interview topic guide 
and analyses). Two researchers (UF & KT) led the focus 
groups and interviews alongside an expert by experience 
present during focus group sessions (EB, TJ, DA). Along-
side two members of the MHPRU research team (UF, 
RS), experts by experience conducted coding of inter-
view transcripts, with input from experts by occupation 
for reviewing of the themes (AS,  SJb, JB). This range of 
inputs was designed to increase the validity of our analy-
ses; capturing content regarding clinical expertise as well 
as those aspects of care understood by experts by experi-
ence that may be lost when using a traditional researcher 
lead approach. Data analyses were jointly undertaken by 
all manuscript authors, with key themes established in an 
iterative process through review, reflection and discus-
sion. By working collaboratively with researchers, experts 
by experience and experts by occupation we were able to 
engage in a reflexive process in which we explored the 
data through these differing lenses and thus were able 
to reflect more effectively on the effect that these per-
sonal perspectives may have on our interpretation. This 
approach allowed us to move beyond a content analysis 
of seeking out the ‘consensus view’ towards a reflective 
thematic analysis in which we see alternative views to 
address potential blind spots that each researcher brings 
with them thereby increasing the validity of the analysis.

Researchers in the MHPRU (KT) and an expert quali-
tative researcher (Dr Nicola Morant) provided training 
on conducting qualitative interviews (including role-
play exercises and an observation of a live interview) 
and training on analysing qualitative research with the 
lived experience members of the team. An MHPRU 
researcher (Sarah Carr) supported KT in preparing a 
protocol around promoting the emotional well-being of 

lived experience researchers who conducted the research 
interviews. One of the experts by occupation (JB, a clini-
cal psychologist) offered the lived experience researchers 
individual support sessions about the emotional content 
and impact of the work throughout the interview period.

Inclusion and exclusion criteria
Participants were eligible to take part in the study if they 
worked in community and outpatient settings, inclusive 
of those working in specialist “personality disorder” or 
CEN services, or those providing non-specialist services 
such as generic mental healthcare to people with CEN. 
Furthermore, criteria were extended to include those 
working in social services and the third sector who may 
be working with service users with a “personality disor-
der” diagnosis or CEN who do not have or do not want 
access to statutory services. As the focus was on commu-
nity services, we excluded participants working in foren-
sic, crisis or inpatient settings.

Recruitment and sampling
Information about the study was circulated via email 
and social media (e.g., Twitter) to a range of networks, 
including relevant professional organisations and net-
works, and workshops/conferences. Interested partici-
pants contacted our research team who provided further 
information about the study, ascertained whether they 
met the study inclusion criteria, and organised a date 
for the interview or focus group to take place. Purposive 
sampling was used to ensure representation of a range of 
professions and staff who work directly with people with 
CEN, and of several types of setting, including specialist 
CEN services, and relevant generic and voluntary sector 
services. We recruited participants from across England 
to capture a range of service models and settings.

Participant characteristics
A total of 50 participants took part in six focus groups 
and 16 one-to-one interviews. The sample included 27 
women and 23 men. Forty-two participants identified as 
White, four as Asian, two as Black Caribbean, and two as 
having other or mixed ethnic background. Participants 
were recruited from across England, including the Mid-
lands (n = 19), North West (n = 10), North East (n = 6), 
South West (n = 6), London (n = 5), and South East 
(n = 4).

Twenty-one participants reported working in specialist 
‘personality disorder’ or CEN services, with 29 working 
in generic community mental health services where indi-
viduals with CEN were frequently supported. Most par-
ticipants were working in NHS services (n = 32), with the 
remaining working in local authority social care settings 
(n = 5) or voluntary/third sector services (n = 13).
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Participants came from a range of professional back-
grounds: psychologists (n = 9) and assistant/trainee psy-
chologists (n = 5), support workers (n = 6), social workers 
(n = 6), peer workers and experts by experience (n = 5), 
psychotherapists and counsellors (n = 5), nurses (n = 4), 
occupational therapists (n = 3), psychiatrists (n = 3), and 
commissioner and/ or managers (n = 2).

Data collection
Data were collected between July 2019 and October 2020. 
We conducted focus groups and one-to-one semi-struc-
tured interviews according to participant preference. 
Focus groups and interviews were conducted in per-
son or via telephone prior to the COVID-19 pandemic 
and online via Microsoft TEAMs and Zoom follow-
ing the introduction of social distancing in March 2020. 
For remote sessions, participants read and completed 
online consent forms in advance of the interview, and the 
researcher reconfirmed consent at the start of the session 
with recorded verbal consent taken from all participants.

Topic guides were co-produced and agreed upon 
within study meetings with members of the MHPRU 
research team, the Lived Experience Advisory Group and 
service user representatives, and experts by occupation. 
These guides consisted of key questions including a) how 
services currently operate; how services can address the 
needs of service users with CEN; b) how services can sup-
port staff to deliver best care; c) what best practice looks 
like; d) what the challenges and facilitators are to provid-
ing this care; e) what the important outcomes for services 
and for service users are; f ) what training and support is 
needed. Interviews were audio-recorded using either an 
encrypted digital recorder or the online platform record-
ing option and saved to an encrypted server. Each session 
lasted between 45 to 90 min. Audio recordings of focus 
groups and interviews were transcribed by an external 
company. A member of the research team checked the 
transcripts for accuracy and pseudonymised all partici-
pants. All transcripts were allocated a unique ID number 
and imported to NVivo ProV12 [19] for analysis.

Analysis
We adopted a phenomenological approach, a form of 
qualitative enquiry that emphasizes experiential, lived 
aspects to ensure we were fully capturing participants 
experiences and perspectives. Specifically, we undertook 
a reflexive thematic analysis following the phases outlined 
by Braun and Clarke [20, 21]. Guided by the overarching 
study aim to explore the experiences of staff in providing 
care for people with CEN, the first author (UF) read over 
the transcripts and then re-read them, noting aspects of 
interest. Following this, members of the research team 
(EB, DA, AS, RS) who comprised a range of experts by 

experience and experts by profession, reviewed the tran-
scripts to identify potential codes. Codes were defined as 
a single idea associated with a segment of data, identify-
ing what is of interest in the data [20]. We used Nvivo12 
[22] to organise the extracted chunks of data and associ-
ated codes. Following initial coding, related codes were 
sorted, grouped and labelled as preliminary themes, 
defined as the central concepts that capture and sum-
marize the core point of a coherent and meaningful pat-
tern in the data [20]. Themes were checked and discussed 
with other members of the team  (SJb, JB, KT) to ensure 
they were capturing something significant or noteworthy 
in the data and captured an important aspect relative to 
the research aims [20]. To improve validity, transparency, 
and quality in our analysis, we constantly reviewed the 
themes within the wider study group. Anonymised data 
extracts illustrate each theme and key analytic points.

Ethics
Ethical approval was granted by the Psychiatry, Nursing 
and Midwifery Research Ethics Subcommittee of King’s 
College London (reference HR-18/19–10,795) prior to 
data collection with a later amendment to move data col-
lection online in response to COVID-19 restrictions and 
guidance.

Findings
Themes
Three overarching themes were developed, each with 
explanatory subthemes outlined in Table 1.

Acknowledging the heterogeneity of needs: the need 
for a person‑centred care approach and flexibility 
when working with CEN
There was consensus amongst participants that there is 
a need to acknowledge the heterogeneity of needs of ser-
vice users and that care therefore needs to have flexibility 
and be person centred at its core to address the needs of 
the service user.

Working with the person not the diagnosis
Several elements of best practice community care 
for people with CEN were detailed within the study 
(Table 2). Underpinning these principles was the impor-
tance of person-centred, individualised care:

“It’s about the ethos of person-centred care… Peo-
ple just need compassion. They need to be loved. 
As a nurse, that is what people need to do. That is 
what people need to understand, is that a lot of peo-
ple, they just need people to listen.” (ID 27, female, 
Expert by Experience working in specialist services).
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Participants also described the importance of respond-
ing flexibly to the fluctuating and often complex and 
intersectional psychosocial needs of service users.

“Creation of inclusive pathways and overarching 
views of the person in multiple systems is needed and 
needs flexibility to ensure that the pathways bend 
and flex to the chaos that someone is experiencing.” 
(ID04, female, Occupational Therapist working in 
specialist services).

It was felt that adapting to the heterogeneous needs 
and preferences of individual service users necessitated a 
move away from ‘one-size-fits-all’ models of service deliv-
ery towards more flexible care pathways. Participants 
also described that responding to the range of service 
users’ needs (e.g., psychosocial, relational, and medical 
needs) required collaboration not only between special-
ist and generic mental health services but also between 
mental health services and primary care, social services 
and the third sector.

“This just fits with what the Royal College of Psy-
chiatrists is saying: you have a service that spans 
multiple services and there is something that keeps 

particular people in mind so that they’re not just 
disposed of by putting them into a different service 
or disposed of by not being allowed into one ser-
vice.” (PT32, male, Occupational Therapist).

Coproduction and the involvement of experts by 
experience was felt by staff to be a key element that 
could improve services.

“There just needs to be more partnership. It goes 
back to the fundamental parts of how services 
should be designed around relationships. There 
needs to be a relationship between services and 
this cohort of people so that they are influencing 
policy and services at commissioner level at the 
very least. That will ultimately improve people’s 
lives and save money and make clinicians’ lives 
easier as well. It just makes everyone’s life easier; I 
think.” (PT17, male, social worker).

Overall, staff views across the range of profession-
als agreed that to achieve the best care for those with 
CEN required a person-centred approach that allowed 
flexibility to address the service users’ needs which may 
differ vastly from one person to the next.

Table 1 Themes and subthemes

Theme Subtheme

    1. Acknowledging the heterogeneity of needs: the need for a person-cen-
tred care approach and flexibility when working with CEN

1.1. Working with the person not the diagnosis
1.2. Keeping relationships at the core of care
1.3. Staff characteristics needed to deliver this care
1.4. Addressing underlying trauma

    2. ‘Still a diagnosis of exclusion’: Exploring the healthcare provider level barri-
ers to providing care

2.1. Provider fear of the risks associated with complex emotional needs
2.2. Staff feelings of hopelessness to help and create change
2.3. The challenge of working in a culture of stigma and labelling
2.4. The need to mitigate these barriers through supporting staff.

    3. Understanding the exclusionary culture: exploring the system-based barri-
ers to providing care for CEN

3.1. The inaccessible and limited availability of services
3.2. The lack of specialist training to help staff support service users with CEN
3.3. Poor resourcing and lack of funding

Table 2 Best practice service elements

Best practice service elements

• Consistent

• Inclusive

• Timely and available long term and in times of crisis

• Flexible to meet service users’ needs

• Collaborative across services and sectors

• Evidence based

• Coproduced with service users

• Responding to complexity
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Keeping positive relationships at the core of care

Participants cited staff-service user relationships 
as the most important ingredient of treatment for 
people with CEN. They explained that service users 
had been hurt or rejected by services and that trust 
in staff and services needed to be established or 
re-established. Positive staff-service user relation-
ships were important in building trust and served to 
model helpful interpersonal relationships more gen-
erally.

“We find that people, perhaps, begin to develop a 
more trusting relationship with us after a period 
of time when some difficult things have happened. 
There may have been some incidents, whatever. 
There may have been some challenges between peo-
ple in the service and staff team, whatever it might 
be. Then, we’re six, nine, twelve months down the 
line, and there’s that sense of trust and actually 
beginning to open up. We find that’s when it really 
starts to change because we’ve got a real relationship 
now.” (ID10, male, social worker in support housing 
service).

Empathy, compassion, and authenticity – characteris-
tics reported to be key to the provision of best practice 
– were described as fundamental to the provision of rela-
tional care and to the modelling of supportive but bound-
aried relationships.

“Boundaries are important… it is core to the work 
that you need to be boundaried as an individual 
and as an organisation. They [the service user] will 
violate them and it is the consistency and the way 
you continue to support them but you do need to 
have some kind of boundaries and rules but you 
have to be consistent and explain why so they can 
learn that abuse isn’t okay but you will keep with 
them to change and support them.” (PT13, female, 
clinical psychologist).

For this theme it could be seen that best practice was 
described as holding boundaries and caring enough to 
have challenging and difficult times together. This was 
felt to create trust and therapeutic bond necessary for 
this work. As a result, relationships were regarded as a 
crucial aspect of care and as an active agent of change for 
those with CEN.

The staff characteristics needed to deliver this care
Participants suggested that characteristics such as empa-
thy and compassion enabled staff to see and relate to 
service users as individuals rather than simply their 

diagnosis or behaviours, providing care tailored to 
individuals:

“People with characteristics of ‘personality disor-
der’ are first and foremost people. So, if you have got 
the fundamental skills of working with people, then 
that- The biggest basis for the training is the rela-
tional skills. A good friendly manner, a real interest 
in people, curiosity, thoughtfulness, respect, all that 
sort of stuff. Honesty, doing what you say to people, 
which is treating them with respect. All those things.” 
(ID09, male, psychotherapist working in a CEN ser-
vice).

A capacity for reflection and for authenticity in rela-
tionships were also seen as essential to the provision of 
best practice care.

“I think just being yourself as well because I think 
you can’t build an authentic relationship if you are 
a robot, so maybe I can show a bit more of myself. 
I think if the problem is building relationships, you 
can’t build a relationship with someone that’s doing 
completely textbook and not being human. Just being 
human in whatever is happening I think is impor-
tant.” (ID28, female, trainee clinical psychologist).

Participants identified core qualities of empathy, com-
passion, authenticity, flexibility, supportiveness, and good 
interpersonal skills as essential in ensuring staff can build 
and sustain therapeutic relationships with people with 
CEN. Staff need to have the strength to hold a person 
who has intense emotional responses to life and provide a 
‘window of tolerance’ so the person can bear the anguish 
they feel and learn to tolerate it. They also recognised 
that training and supervision are needed to develop and 
sustain these skills.

Acknowledging underlying trauma
Participants highlighted the importance of addressing 
trauma for those with CEN and not focusing solely on 
presenting symptoms but also engaging with the wider 
range of difficulties that service users experience and 
their causes. This included considering how adverse 
experiences have affected people.

“Essentially, we look at things through a trauma lens; 
“Actually, something happened in your life to lead 
you to be here today, that’s what we need to figure 
out.” Nobody wakes up and wants to be in a mental 
health service for 10 years of their life, nobody does.” 
(ID42, female, Clinical psychologist in specialist 
CYP services for CEN).

Trauma-informed approaches were suggested to pro-
vide a way of working with people that was collaborative 
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and empowering. However, participants also conceded 
that there was a lack of clarity or consensus as to what 
constitutes a ‘trauma-informed approach’.

“I hear a lot of the same things from people across 
the country. I don’t think it’s an issue in one area, 
but it is interesting that you say that everyone says, 
“Oh, I’m trauma-informed,” but it’s not necessarily 
used right.” (ID26, female, Senior Practitioner in a 
CEN service).

This acknowledges that best practice often meant that 
staff feel they have to do things that service users don’t 
want at times. It’s about connecting with service users 
and providing care with integrity, transparency and 
compassion.

“For trauma-informed, we would want our man-
agers to have the same, to be able to provide the 
supervision around what’s needed. We’d need ongo-
ing training because we’ve got new staff coming and 
going all the time.” (PT18, male, counsellor in gen-
eral mental health services).

By acknowledging the role that trauma may have, staff 
felt this could inform their work as well as provide insight 
and understanding into how the service user experiences 
relationships. By acknowledging this complexity staff felt 
that it helps keep the individual and their experiences at 
the centre of care.

‘Still a diagnosis of exclusion’: exploring the healthcare 
provider level barriers to providing care
While there was a consensus on what best practice looks 
like, significant barriers were identified to achieving it. 
These focused on the providers: fear of the risks asso-
ciated with complex emotional needs, staff feelings of 
hopelessness to help and create change, the challenge of 
working in a culture of stigma and labelling, and the need 
to mitigate these barriers through supporting staff.

Provider fear of the risks associated with complex 
emotional needs
Participants described that some staff in generic mental 
health services were fearful about working with people 
with CEN because of the severe distress, crisis, recur-
rent self-harm, and suicidal ideation or intent frequently 
experienced by this group. Managing such crises and 
high levels of risk were reported by staff members as 
leaving them distressed and feeling an intense sense of 
powerlessness which was felt to link to therapeutic nihil-
ism, stigma and exclusion.

“[Staffs] level of fear gets so high that they think, “I 
don’t have the resources to do this. They need to be 

somewhere else.” [this leads to a] buck-passing phe-
nomenon and it’s like when people go from one ser-
vice to another to another to another.” (ID32, male, 
occupational therapist).

Participants suggested that such avoidant and risk-
averse behaviours were exacerbated by staff feeling over-
worked and by a lack of resources and demands to hit 
targets rather than provide the most effective care for the 
individual.

“When you’ve got a caseload of 50, you’d only need 
to have 5 people with emotional difficulties on your 
caseload and your focus is then drawn to them 
because of the way that they present at services. It 
would then have a knock-on effect on the outcomes 
for the other people that were on that person’s case-
load, you know, and you’ve got a manager saying, 
“Well, they’ve done a 12-week DBT programme. Dis-
charge them off now.” Well, that’s not going to work 
for this person, but you’re stuck by the constraints of 
the service that you work for and their delivery tar-
gets, their KPIs.” (ID19, female, Social Worker work-
ing in generic services).

Overall, staff felt it important to reflect on the nature 
and impact that working with crises and high-risk behav-
iours have on the staff as well as understanding the per-
sonal and organisational needs when it comes to these 
aspects of care for CEN.

Staff feelings of hopelessness to help and create change
For participants working in generic services and in the 
third sector described finding it challenging to work with 
service users with CEN, because they felt they could not 
provide effective help. As a result, some of these staff felt 
that their role was not about therapeutic support and 
more about striving to keep people alive.

“You make a connection with somebody, you come 
to care for them. You don’t want them to die.” (ID18, 
male, counsellor in general mental health services).

The lack of therapeutic optimism described by some 
staff was compounded by the lack of resources and ser-
vices described above. Participants noted that they had 
left roles in statutory services as a direct result of these 
issues. Understanding this aspect of care was felt as 
imperative to understanding the compassion fatigue 
that was experienced by staff, as well as understanding 
where stigmatising attitudes may develop. These reflec-
tions show the interplay between the personal hopeless-
ness but also the frustrations related to the organisational 
limits and complexity facing caring for individuals with 
CEN.
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The challenge of working in a culture of stigma 
and labelling
Participants highlighted the stigmatisation of individu-
als with CEN as a systemic problem within healthcare 
services, with service users excluded from or receiving 
poorer care from services as a result of their diagnosis. 
This was particularly felt to be an issue in generic men-
tal health services in which some staff reported having 
changed the way they employed diagnostic terminology 
to help service users avoid such exclusionary outcomes.

“Every time I assessed someone; I always say ‘Diag-
nostic uncertainty’ because that meant you were 
allowed to give them a service. So, you gave them 
a service, but you didn’t give them a label, then 
they could come and get a couple of years of help.” 
(ID16, male, third sector service lead).

Participants reported having witnessed stigmatisa-
tion and its consequences. Stigmatising attitudes were 
described as engrained in the culture of services and 
attributed to a lack of knowledge about and misunder-
standing of CEN as well as negative experiences with 
service users with “personality disorder” diagnoses.

“I think a lot of people just think it is too difficult. It 
is not as easy to treat as psychosis, depression, all 
these comparatively easy-to-define presentations. 
Just I think that they find it easier when it fits into 
their training and mindset and belief structure. So, 
coming up against that because it is the dominant- 
I suppose it is the dominant world view in a lot of 
services.” (ID17, male, social worker).

However, participants also suggested that stigmatis-
ing and negative attitudes reflected an attempt by staff 
to avoid the emotional impact of their work, serving as 
an unhealthy coping mechanism where support, super-
vision and training was lacking.

“They often are seeing people in crisis, having self-
harmed, on in-patient wards... I think if I was a 
nurse, I probably would also say things that aren’t 
very nice if I didn’t have the containment.” (ID28, 
male, service lead).

Regardless of cause, stigmatisation was understood 
by participants to be a major personal and system-wide 
barrier to the provision of best practice care for peo-
ple with CEN. By understanding the underlying causes 
of such negative attitudes, it was felt that training and 
support for staff could be developed to help tackle such 
cultures that have such a negative impact on service 
users and their care.

The need to mitigate these barriers through supporting 
staff
Participants placed high value on training that was 
coproduced and co-delivered with people with lived 
experience of complex emotional needs, which, along-
side lived experience involvement in service delivery 
and design, helped provide an “empathy injection” to an 
area often at risk of stigma and preconceptions.

“It’s the collaborative training, that is absolutely 
crucial for practitioners to hear. Because people- 
We have a very narrow view of each other, we have 
huge judgments. If we don’t meet people, we know 
that any kind of attitude change means that you 
need to understand from the person’s point of view 
and put yourself in their shoes.” (ID47, male, Clini-
cal Psychologist in generic mental health services).

Participants also described the need for practitioners 
in both generic and specialist services to be provided 
with supervision as well as reflective practice to man-
age the challenges and emotional demands of providing 
this care.

“That value of supervision and making sure it hap-
pens. I could probably go on about that for a while, 
but I think the basic theme is get people thinking 
about people in a way that promotes empathy and 
give them enough skills to make them feel confident 
and competent in working with that client group.” 
(ID32, male, occupational therapist working in 
non-specialist services).

Participants valued the role modelling aspect of 
supervision and training: the relationships built with 
supervisors could reflect their aspirations for their 
therapeutic relationships, for example in providing 
safety, opportunities for reflection, and the sense of 
being compassionately held:

“I think the training wants to role-model reflection 
from the trainer, and that they’re emotionally con-
taining of the staff who are coming on the training.” 
(ID14, female, social worker in a homeless service).

While challenges and barriers exist for staff work-
ing with CEN it was viewed that staff skill, which was 
identified as important to the provision of best prac-
tice, could be enhanced through training and support. 
As a result of providing more training and supporting 
staff more actively, these barriers and challenges could 
be mitigated and thus reduce the impact of compassion 
fatigue, bad experiences, and exposure to poor practice.
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Understanding the exclusionary culture: exploring the 
system‑based barriers to providing care for CEN
To fully understanding the exclusionary nature of the 
“personality disorder” diagnosis for those with CEN it 
was felt by participants that there were systemic and 
cultural challenges that had a key role to play. These 
included the inaccessible and limited nature of services, 
the lack of specialist training to help staff support ser-
vice users with CEN and the poor resourcing and lack of 
funding for services.

The inaccessible and limited availability of services
Participants described the limited availability of services 
for people with CEN and the exclusionary nature of ser-
vices for those with a “personality disorder” label. Across 
a range of areas, a combination of restrictive eligibil-
ity criteria and long waiting lists made it hard to access 
appropriate specialist services. Access to generic mental 
health services was also reported as challenging for those 
with CEN, with services reportedly excluding service 
users because of their “personality disorder” diagnosis or 
restricting care for this reason.

“I think services still are set up to exclude people 
with emotional difficulties… I think any type of ‘per-
sonality disorder’ diagnosis or trait is still a diagno-
sis of exclusion from most places and most services. 
It firmly does place people in that, kind of, they’re 
choosing to behave this way and it’s not. It’s not that.” 
(ID19, female, social worker).

“It seemed to me that you had to be three quarters 
on your way to recovery before you could even be 
accepted by a ‘personality disorder’ service in the 
NHS. They were quite rigid. ... They are also rather 
risk averse.” (ID09, male, psychotherapist working in 
a CEN service).

Exclusions from generic services, e.g., short-term talk-
ing therapies such as CBT, was often attributed to ser-
vice users being “deemed to be too risky”. In contrast, in 
the face of high thresholds and limited services outside 
generic mental health pathways, participants noted that 
it often seems as though risk has escalated and the only 
way into services is via a crisis pathway.

“I suppose the other thing is the difficulty of accessing 
secondary care now... I had an emergency myself a 
while back, a crisis, [it was] two weeks before I could 
see the psychiatrist. That was the urgent care. That 
was the, “This is a lady who’s right on the edge.” That 
is not good service. That is not a good way to treat 
somebody.” (ID22, female, peer worker in a CEN ser-
vice).

Such high thresholds for care were reported to result 
in an escalation of distress and behavioural disturbance, 
which services still might not respond to. Seemingly 
‘extreme’ behaviours reinforced stigmatising attitudes 
and a tendency for staff to label service users with CEN 
as ‘attention-seekers’ or ‘manipulative’.

“[some staff say] "Oh, well, they are just attention-
seeking", or, "They have got to take responsibility", all 
this kind of stuff… It just sets them up for failure.” 
(ID08, male, Mental health nurse and psychothera-
pist in a non-specialist service).

Overall, staff were concerned and frustrated by the lack 
of available and accessible services, an aspect that fed 
their feelings of hopelessness. This was intensified by the 
negative impact related to the difficult pathways to care. 
Service users not only found themselves excluded from 
generic mental health services, but found specialist ser-
vices inaccessible as well.

The lack of specialist training to help staff support service 
users with CEN
Participants reported a lack of specialist training in sup-
porting people with CEN, which they described as a bar-
rier to the provision of quality care by generic mental 
health services and the third sector.

“There is a paucity of training but also a paucity 
of where they are available. There are quite a lot of 
courses but if you are in one world and not the other 
you might not get that information.” (ID24, female, 
third sector support worker).

A lack of information about what courses were avail-
able, or a lack of support from managers to attend train-
ing, exacerbated this problem.

The importance of supervision and reflective practice 
has been discussed above. Where this was not embed-
ded staff reported feeling less able to engage in the care of 
people with CEN and to manage risks. Having specialists 
within teams was identified as an important way to sup-
port staff to provide the best practice care, by providing 
role modelling opportunities for staff. Without training, 
supervision and role-modelling, stigmatising attitudes 
and perceptions were felt to be sustained or born-out of 
staff burnout and lack of knowledge.

“I’ve worked in mental health for the past 20 years. 
I probably spent the first ten years of my career with 
very negative views about ‘personality disorder’. 
I think, in retrospect, that’s because nobody ever 
taught me anything about it, and the only thing that 
I ever did learn was from people who had also never 
had any training. So, you know, very, kind of, jaded, 
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burnt-out staff who were very negative.” (ID04, 
female, Occupational Therapist working in specialist 
services).

Without specialist training to help staff understand the 
nature of CEN as well as the importance of such under-
pinning concepts as trauma and relational care, staff felt 
that it would continue to be a challenging environment 
for staff and service users. These elements were felt as 
essential to providing good care but were often restricted 
to specific staff groups or professionals, therefore leaving 
staff ill-equipped to care for service users.

Poor resourcing and lack of funding
The under-resourcing of services was reported to directly 
influence the quality of care for people with CEN, con-
tributing to long waiting lists, delayed discharge, and staff 
burnout. The importance of sustained investment and 
funding was repeatedly discussed by participants.

“We need money to fund services; without it we have 
lots of waitlists so there is no seamless care, and it 
makes issues then for other services.” (ID12, female, 
social worker working with CEN women in home-
lessness services).

At the core of discussions about resourcing were that 
best practice care was relational and took time to do well.

Some staff suggested that the under-resourcing of ser-
vices for people with CEN reflected a lack of esteem for 
this group of service users compared to service users 
with other mental health problems or with physical 
health problems.

“I also think that there’s a lot of stigma about this 
client group and that, when you are thinking about 
what your priorities for spending money on are, it’s 
generally the people who are less popular that get 
[less] money.” (ID32, male, occupational therapist).

Some participants argued for the commissioning of 
integrated specialist CEN and generic mental health 
services.

“I left just disheartened at the fact that actually 
we’re still working tiered services… we need to skill 
up a whole workforce and really get away from these 
tiered pyramid models because it’s everybody’s busi-
ness.” (ID04, female, Occupational Therapist work-
ing in specialist services).

Participants also highlighted a need for early interven-
tion services and pathways that allowed service users to 
progress smoothly through care and to utilise the ser-
vices that suited their needs.

Important to both joined-up, effective working and to 
adequate resourcing was having buy-in and commitment 
from service commissioners and managers. Participants 
noted that all services are stretched and under-resourced 
and this has created not only an overworked workforce 
but also competition across services.

“It’s very much to do with culture, and commission-
ing regimes, and budgets, because that’s the other 
thing: every budget is so fragmented. So, services are 
just concerned about their budget and not the over-
all well-being of that person. How much comes out 
their budget? “That’s not under my budget. That’s 
under your budget.” There are all these kinds of 
structural things that kick in, unfortunately.” (ID18, 
male, counsellor in general mental health services).

Participants reflected that in some cases, services are 
losing sight of service users’ needs because of budget and 
resource pressures.

Overall, it was reflected by staff members that even 
with the best training, evidence-based treatments and 
dedicated and compassionate staff, without appropriate 
funding and staff resourcing, the care they could deliver 
would be ultimately compromised and fall short of what 
service users need.

Discussion
Analysis of interviews with fifty mental health and social 
care professionals recruited from across England iden-
tified best practice principles for providing commu-
nity care to people with CEN as well as the barriers and 
facilitators to their implementation. Staff highlighted the 
need for care that was person-centred, relational and 
empathic. Importantly, staff felt that the current provi-
sion of care should be informed by an understanding 
that someone’s current presentation might be shaped by 
previous experiences of neglect and abuse, often from 
the very individuals who had been entrusted to care for 
them earlier in life. However, the ongoing stigmatisation 
of people with CEN and the lack of staff training and sup-
port created barriers to best practice care.

Previous research has emphasised the need for services 
to focus on the long-term needs of people with CEN, the 
importance of high quality and consistent therapeutic 
relationships and of a balanced approach to safety issues, 
and the need for staff support and joint working across 
services [18]. Findings from this study add to these rec-
ommendations, highlighting the need for services for 
people with CEN to be more flexible, more integrated, 
and better resourced.

Staff considered a “one-size-fits-all” approach inad-
equate for people with CEN, given the range and fluctu-
ating nature of these needs. However, a lack of flexibility 
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within services and siloed working across services often 
meant that many needs remained unmet. Addressing 
the needs of these individuals is likely to require better 
integration of services and greater flexibility of pathways 
across both specialist and generic mental health services. 
This aligns with The Community Mental Health Frame-
work for Adults and Older Adults [23], a mental health 
policy aimed at greater integration of primary and sec-
ondary care and of the voluntary sector in England, and 
at the development of accessible, straightforward and 
seamless mental health services. The focus in research on 
CEN has been almost entirely on testing of specialist psy-
chotherapies, so that very little evidence is available on 
how to design services and systems of care that deliver 
high quality and holistic care to meet the long-term 
needs of people with CEN. Similarly, there is a lack of evi-
dence on whether and how trauma-informed approaches 
– the use of which was recommended by participants in 
this study – contribute to improved outcomes for service 
users and how they can be best implemented [24].

Although some training programmes have been shown 
to improve attitudes towards people with a “personal-
ity disorder”, training alone is unlikely to address the 
systemic stigmatisation of people with CEN [15]. We 
urgently need evidence about the individual and organi-
sational level factors that contribute to the development 
and embedding of stigma, including the potential role of 
fear, risk, and emotional burnout. Also needed are behav-
ioural change perspectives on how to reduce stigma and 
increase positive attitudes towards “personality disor-
ders” as conditions for which there is ample evidence that 
people respond to appropriate treatment. While there 
are barriers and challenges to providing care for those 
with CEN or a “personality disorder diagnosis”, staff need 
to have understood that this is a malleable condition 
that with a lot of improvements seen in people who are 
offered and engage with treatment [11]. It is important 
for staff to see these outcomes to tackle the hopelessness 
that participants reported within this study.

There is substantial evidence that in England at least, 
people with CEN continue to experience considerable 
inequity within services [25]. This study further supports 
our understanding of this inequality facing individuals 
with CEN, with staff noting the impact of under-resourc-
ing of services on accessibility of best practice care, as 
well as the pressures facing staff where training, support 
and supervision are not resourced to ensure staff can 
deliver effective care. This requires service development 
to not only consider the needs of service users, but also 
those of staff, in order to tackle the barriers facing effec-
tive care and to integrate elements of best practice such 
as supervision and reflective practice across services and 
professional approaches. The findings in this paper also 

add to our knowledge of what best practice should look 
like and the often-undervalued elements, such as thera-
peutic relationships, that are not seen as ‘evidence-based 
models of care’ but that are imperative to facilitate effec-
tive person-centred care.

Strengths and limitations
Participants were drawn from across England and from 
a range of settings and occupations. Topic guides were 
developed in collaboration with experts by profession 
and by experience, and these experts also contributed to 
the analysis and interpretation of data. Some limitations 
should be noted. Participants were self-selected, and the 
sample was likely to have included those with an inter-
est and investment in this research. While the sample 
captured a range of experiences from those with nega-
tive experiences and who were unhappy with services to 
those wishing to reflect on good practice, this self-selec-
tion method may not capture the views of individuals 
less motivated and actively engaged in perusing service 
improvement. As a result, we are less likely to have cap-
tured staff voices reflecting stronger negative views 
regarding service users, so our ability to dig further into 
the factors impacting on the emergence of stigmatising 
attitudes may be limited.

Conclusion
Eighteen years on from the publication of “Personal-
ity Disorder: No Longer a Diagnosis of Exclusion” [26], 
a report which called for the transformation of services 
for people with a “personality disorder” diagnosis in 
the NHS, many people with CEN continue to be under-
served, with barriers to best practice care at the staff, 
service, and system level. Staff working with this ser-
vice user group report that delivering best practice care 
– described as relational, person-centred, and trauma-
informed – requires services to be flexible, integrated, 
and sustainably funded, and for staff across both special-
ist and generic services to be supported through ongoing 
training and supervision.

Lived experience commentary by Dawn Allen, founder 
of making mental health positive and Carer
Some of the frustrations and barriers to effective pro-
fessional care with those with CEN may be resolved 
to some extent with a broader approach to including 
relatives in care planning and therapeutic approaches. 
As the paper outlines, core skills and elements of best 
practice don’t need significant financial enhancement 
but come from elements such as flexibility, being per-
son-centred and seeing the person not the diagnosis. 
Sadly, these are the ‘simple’ parts that are often missed 
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or are missing when it comes to service users’ experi-
ences of “personality disorder” care.

As the paper highlights, positive relationships are 
fundamental in terms of not only patient to profes-
sional but also how to maintain and build towards com-
fortable and accepting relationships with close relatives 
for the best interests of all involved. There are naturally 
some barriers around patient self-stigma, patient con-
fidentiality and consent to share information to rela-
tives which I feel can be overcome with a positive and 
trusting relationship with all professionals involved 
the community care of those with complex emotional 
needs.

One area overlooked within the study, and in a lot of 
the “personality disorders” literature is around involv-
ing families and relatives in the care and conversations 
around treatment and therapy for the complex needs 
of patients. It is often an area that is under-valued or 
not addressed as part of the way in which people man-
age complex emotional needs. From a carer’s perspec-
tive, this is a critical part of beginning an open dialogue 
between mental health care professionals, social care 
and patients where there is an agreement that the 
patient would find it helpful for the relative to be 
involved. More where the parent is the patient, and the 
son or daughter is the relative wanting inclusion and 
validation as part of the process and understanding of 
the condition.

As an example, the way I was informed of my moth-
ers’ diagnosis of EUPD was via a consultation letter 
that I was shown from my mother. There was no open 
dialogue in terms of community care and outpatient 
psychiatric consultants, leading to wards my percep-
tion of a very stigmatised exclusion of relatives within 
the mental health system and a negative perception of 
mental health professionals prohibiting relationships 
with families. This is contradictory in terms of the aims 
towards best practice and positive relationships.

Investment, be that in training, support or systemic, 
needs to consider these aspects of care because without 
good communication and trusting relationships we as 
service users will still be facing an uphill battle.
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