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Abstract 

This research examines whether Child and Adolescent Mental Health Service 

(CAMHS) clinicians talk to their adolescent clients about emerging borderline 

personality disorder (BPD) and how this talk is framed. While academic literature 

presents the diagnosis of BPD as viable in adolescence and ‘good enough’ for 

clinical uptake, it is not clear how clinicians work with this diagnosis in adolescence.  

 

This thesis presents a discursive analysis of 23 clinician and 8 adolescent interviews 

across CAMHS community settings and an adolescent psychiatric unit. Analysis 

incorporated an examination of both text and context; identifying the language used 

to talk about BPD and diagnosis in psychiatric settings, according to both clinicians 

and adolescents. 

 

Findings indicate that practices of disclosure to adolescents are highly context 

dependent. While community clinicians were allowed to talk about BPD with 

adolescents in a ‘careful and cautious’ manner, inpatient clinicians were governed 

by a hierarchy which discouraged any conversations about BPD. This prohibition 

was accompanied by a reliance upon ‘borderline talk;’ a shorthand dialogue used by 

nurses informally to communicate borderline traits and associated expectations.  

 

Clinicians at both sites positioned the diagnosis as flawed, considering the 

connotations of permanency as discordant with adolescent personality trajectories 

and worrying about potential stigma and service rejection. In the absence of a robust 

diagnosis, clinicians were forced to construct alternative ways of working with or 

around this diagnosis. Thus the BPD diagnosis was tempered, with clinicians 

overwhelmingly advocating for the use of semantic strategies such as hedges (i.e. 

‘emerging’ and ‘traits’) in order to ‘soften’ the diagnosis and maintain hopefulness.  
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Adolescents were mainly unaware of their diagnosis of emerging BPD, relying 

instead upon other diagnoses to inform identity work. Diagnosis as a construct was 

universally depicted by adolescents as helpful, reflecting a strong alliance with 

medical discourses of understanding and treating. Being diagnosed on the other 

hand was complicated. At times it assisted identity work and delivered on 

expectations of providing understanding. For other adolescents it muddied and 

confused their identity work, serving to disconnect their experiences from those tools 

of description which were made available to them.  

 

This thesis serves to unsettle taken for granted assumptions regarding the 

privileging of diagnostic information for clinicians (or non-disclosure), finding that 

adolescents are likely and entitled to arrive at their own conclusions regarding 

diagnostic fit and usefulness.  

 

Clinical recommendations include the questioning of hedges and borderline talk. 

While the function of these tools is clear, reliance upon this language may serve to 

perpetuate the overuse of the term borderline and maintain ‘shorthand’ and 

stereotypical understandings of a complex diagnosis.  
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Chapter 1: Introduction 

The Researcher 

My interest in the area of borderline personality disorder (BPD) in adolescence 

arose during clinical practice as a psychiatric nurse in child and adolescent mental 

health. After working as a registered nurse in medical wards for a few years, I 

undertook a Graduate Diploma in Mental Health Nursing and began work at a child 

and adolescent inpatient unit in South Australia. The first two years proved to be 

quite a blur, with the transition from general nursing and ‘fixing’ to mental health 

nursing and ‘supporting’ requiring some adapting. I was so absorbed by the intensity 

of those predicaments faced by the young people in this unit that I didn’t have many 

resources left to pay attention to language use across diagnostic categories.  

 

Following this introduction to mental health nursing I moved to Melbourne and 

commenced work in another adolescent inpatient psychiatric unit. It was here that I 

became more attuned to diagnostic classifications and their uptake in this setting. I 

was particularly interested in the BPD diagnosis; drawn to the intensity and 

challenge of caring for these young people and also curious about those peculiar 

rules which governed its use in the inpatient setting. I noticed that clinicians would 

routinely communicate an adolescent’s ‘borderline traits’ to other clinicians, in an 

environment such as handover for example. Yet I couldn’t recall being present when 

a doctor or other clinician talked with a young person directly about BPD. In this unit 

clinicians seemed to avoid talking to adolescents about BPD and appeared more 

comfortable and more likely to discuss most other diagnostic categories. I also 

noticed a reluctance to document the diagnosis and if it was included in written 

diagnostic formulations, BPD was often modified to “Axis II traits,” “borderline traits,” 

or “emerging borderline personality disorder.” 
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I followed suit; beginning to mitigate my own language use by describing those 

adolescents with borderline traits, and finding creative ways to explain to a young 

person a pattern which we understood as BPD. However, while I became inculcated 

in this practice quite easily, I still felt perplexed by the diagnostic category and 

overwhelmed by the distress and discontent faced by these young people. The use 

of shorthand descriptors didn’t do justice to the complexity of their lives and the 

‘reining in’ of this diagnosis functioned to limit my learning. I understood that at times 

‘professional’ language needed to be adapted and made ‘user-friendly’ for 

adolescents and I could reconcile some filtering of information to adolescent clients. 

I was also dubious about the ability of the BPD label to add to an adolescent’s 

understanding of his or her situation; particularly given it was a term which I found 

ambiguous. Yet I began to wonder if maintaining this strict distinction between 

describing and explaining was useful, or whether it just perpetuated those 

misunderstandings inherent in the diagnosis. I became curious about the origins of 

this practice and decided to base my PhD on an examination of talking to 

adolescents about BPD. 

 

The Setting 

This research was conducted within the public sector at Child and Adolescent 

Mental Health Services (CAMHS) in metropolitan Melbourne, Australia. The majority 

of CAMHS in Australia care for young people under the age of 18. 

 

Access to CAMHS is based upon severity, complexity, functional impairment and 

risk of harm or distorted development, with service provision directed towards young 

people with severe mental health problems (Birleson & Vance, 2008). While a 

developmental approach is considered core to CAMHS philosophies (Munoz-

Solomando, Townley, & Williams, 2010), the mandate to focus upon severe mental 



 3 

illness as defined by diagnostic manuals such as the DSM-IV (APA, 1994) and ICD-

10 (WHO, 2007) establishes a strong biomedical context. 

 

The care of adolescents with mental illness in Melbourne has been subject to 

ongoing debate regarding the optimal approach to service provision. While the 

majority of CAMHS services continue to target the 0-17 age group, Orygen Youth 

Health (OYH) in Melbourne’s west provides a speciality service for 15-25 year olds. 

This service proposes that their youth model strengthens the “weakest link in the 

public mental health system” (McGorry, 2007, p. 53). Opponents of a dedicated 

youth model argue that state-wide implementation of this service would create 

discontinuity in care and neglect the developmental aspects of those younger 

adolescents (Birleson & Vance, 2008). Debate regarding the optimal way to provide 

mental health services during the transition from adolescence to adulthood is not 

unique to Australia, with academics from the UK also noting inadequacies (Munoz-

Solomando et al., 2010). Singh (2009) attributes this in part to a clash between 

those services and policies which are driven by rigid age boundaries and the 

developmental stage of adolescence which cannot be reduced to an age bracket. 

 

Within the quandaries of youth service provision sits BPD; a diagnosis which 

epitomises the developmental debate. Returning to Australia, the director of OYH, 

McGorry (2007) suggests that CAMHS “struggle operationally and clinically with 

adult-type disorders,” including BPD (p. 54). CAMHS defend their ability to provide 

care for all severe mental health problems and instead express concern regarding 

the transition between child and adult mental health services, where more restrictive 

entry criteria may exclude those adolescents with emerging unstable personality 

disorder (Birleson & Vance, 2008).  

  

What is agreed by both parties is that 75% of mental health disorders have onset by 

25 years of age, and that youth mental health is insufficiently funded and resourced 
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(Birleson, 2009; McGorry, 2009). In Australia, an estimated 14% of young people 

aged 12-17 years have a mental health problem (Australian Institute of Health and 

Welfare, 2003). While the prevalence of BPD in the Australian adolescent population 

has not been adequately established, estimates indicate that approximately 11% of 

adolescents receiving outpatient psychiatric care have a diagnosis of BPD (Chanen 

et al., 2004).   

 

A Study of Psychiatric Language 

Given the tangibly biomedical influences upon this research (an inpatient psychiatric 

nurse studying diagnosis in a diagnostically driven service), it was essential for this 

thesis to be guided by a methodology equipped to acknowledge and critique this 

context. A critical discourse analysis (CDA) was chosen for its capacity to analyse 

language use in a psychiatric context. CDA recognises that those terms used to 

describe ‘madness’ historically, or ‘abnormal psychology’ more recently are loaded 

with assumptions and carry an array of connotations: 

These connotations – of pathology, incapacity or lack – funnel into the 

scientific definitions that are circulated in textbooks and medical manuals on 

the identification and description of types of ‘psychopathology.’ Each slot in 

the latest edition of the Diagnostic and Statistical Manual of Mental Disorders 

(DSM) produced by the American Psychiatric Association or the International 

Classification of Diseases (ICD) overseen by the World Health Organisation 

becomes occupied either by those rare human exemplars who fit perfectly, 

or more often, by the ‘difficult cases’ who spill over their assigned place and 

require a complex combination of names to pin them down. . . Not only are 

‘patients’ pathologised by the diagnostic classification itself, but they are 

further pathologised when they do not fit because it does not work. The 

labels are not simply innocent counters available to the psychiatrist or clinical 

psychologist to be tagged on to a case and to point to an appropriate 
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remedy. (I. Parker, Georgaca, Harper, McLaughlin, & Stowell-Smith, 1995, p. 

2) 

 

While the overview by Parker et al. refers to all psychiatric diagnoses, it provides a 

striking resonance with the diagnosis of BPD and a succinct introduction to the perils 

of taking for granted psychiatric diagnosis. This thesis considers diagnosis and BPD 

as historically and politically constituted entities, not as universal, immutable or 

objective categories (M. Roberts, 2005).  

 

Research Questions  

In order to examine talk about BPD, this PhD was guided by four research questions 

which reflect the origin of interest in this project and situate the research design: 

• Do CAMHS clinicians share diagnostic information about emerging 

borderline personality disorder with their adolescent clients, and if so, how?  

• What are the factors that guide clinical practice in the decision to disclose or 

withhold a diagnosis of emerging BPD to adolescents?  

• Are adolescents aware of their diagnosis or symptoms of BPD? 

• What is the experience of the adolescent with emerging BPD regarding 

conversations about diagnosis?  

 

The Thesis Outline 

The first task of this thesis is to situate this research within the historical and current 

context and is undertaken over two chapters. Chapter 2 provides an overview of the 

BPD diagnosis; seeking to map its emergence as an object of psychopathology 

(Foucault, 1972). This chapter examines the largely empirical and adult focused 

literature, which constitutes the majority of text on the BPD diagnosis. This material 

provides a crucial framework for the thesis because the diagnostic criteria for the 
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BPD diagnosis is essentially adult orientated and research has not been undertaken 

on/with adolescents with BPD in several of the areas discussed. Chapter 3 narrows 

the focus to an examination of the literature on BPD in adolescence, summarising 

key debates and illustrating the complexity and uncertainty in adolescent 

applications. Chapter 3 also provides a synopsis of the literature on diagnostic 

disclosure, presenting the scant research upon disclosure of the BPD diagnosis and 

drawing upon comparative diagnostic literature. 

  

Chapter 4 introduces the theoretical framework which underpins this research, 

locating the critical discourse analysis within a postmodern paradigm. Key theorists 

who guide the analysis are identified and a detailed breakdown of the specific 

discourse analytic approach is provided. 

 

Chapter 5 details the research design; outlining the practicalities of undertaking the 

research and tying this back to the overarching theoretical frame. This chapter 

incorporates author reflections and field notes which were illustrative of both the 

research process and also the research topic under consideration. 

 

Chapters 6, 7 and 8 convey the results of the research and incorporate a discussion 

within each chapter. Chapter 6 presents the results of clinician interviews, which 

concentrated upon ‘talking to adolescents about emerging BPD.’ Chapter 7 focuses 

upon the adolescent interviews and the way in which adolescents ‘talked about their 

mental health difficulties.’ Finally Chapter 8 analyses those points where adolescent 

and clinician accounts intersected, examining parallels and points of tension. 

 

Chapter 9 concludes this thesis; situating the findings against current research and 

returning to the research questions to consider implications for practice. Overall, this 

thesis proposes a unique contribution to research, through its examination of 

communication around a contested diagnosis in an adolescent population. 
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Chapter 2: Borderline Personality Disorder  

Introduction 

The literature review in this thesis spans two chapters. This chapter provides a 

general overview of the BPD diagnosis which is predominantly adult focused, while 

Chapter 3 considers the specific applications of the diagnosis in adolescence. 

 

Chapters 2 and 3 examine the way in which BPD is positioned within historical and 

current literature, including the role of the ‘diagnosing’ clinician and ‘diagnosed’ 

adolescent. While these chapters will not summarise all elements of the diagnosis, 

they endeavour to provide an overview of the diagnostic attributes, and those 

complexities which continue to provoke debate. 

 

The literature review was developed using the databases: web of science; medline; 

cinahl plus; psycINFO; pubmed; University of Melbourne library catalogue; md 

consult and access medicine. The terms searched in both subject and title included: 

borderline, ‘personality disorder,’ ‘borderline personality disorder,’ ‘emerging 

borderline personality disorder,’ adolescence, adolescent, diagnosis, diagnoses, 

disclose, disclosure and ‘discourse analysis’ in varying combinations. There were no 

limitations placed on the year of publication and the search was undertaken in its 

entirety in 2007 and 2009. 

 

This chapter begins by introducing psychiatric diagnosis and considering those 

debates levelled at the predominant classificatory system, the Diagnostic and 

Statistical Manual (DSM). Psychiatric diagnosis and personality disorder diagnoses 

are established as contested entities. The literature review then moves on to focus 

upon BPD, seeking to map the course of BPD from its first surfaces of emergence 
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(Foucault, 1972). After summarising the origins of BPD, the implications of 

classification as a mental disorder rather than a mental illness are explored. 

Research on clinical attitudes towards BPD is then summarised, followed by the 

ways in which the BPD label is considered problematic. 

 

Discussion then shifts to provide an overview of the empirical status of BPD 

including definitions, classifications, occurrence, aetiology, stability, assessment and 

co-morbidity. At times, amid discussion of these concepts the consumer becomes 

obscured by scientific terminology. While the ‘reductionist’ potential of these 

descriptions is acknowledged (Pilgrim, 2000), a thorough understanding of this 

literature provides a vital framework for this research.   

 

Finally, this chapter reviews the impact of BPD; gauged by service and treatment 

utilisation, measures of burden and quality of life and personal accounts. 

Terminology used throughout this chapter will primarily reflect the research under 

consideration. For example, variation among the use of terms such as ‘patient,’ 

‘consumer’ and ‘client’ will be retained to provide an accurate reflection of the 

literature. At times, research on the general construct of personality disorder (rather 

than the specific BPD diagnosis) will be used to provide a suitable context.  

 

Psychiatric Diagnosis and Personality Disorder – 

Contested Entities 

While this literature review does not seek to summarise the history of psychiatry in 

detail, it is vital to consider the history of psychiatric nosology, charting some of 

those challenges ‘weathered’ by psychiatric diagnosis over nearly a century (Pilgrim, 

2007).  
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Psychiatry has never enjoyed the spectacular success of physical medicine, instead 

enduring a marginal status within the medical profession (Kirk & Kutchins, 1992; 

Manning, 2000). Physical medicine boasts the eradication of fatal diseases and the 

development of powerful techniques to prevent and treat disease, particularly with 

drugs and surgical skills (Manning, 2000). Psychiatry by comparison is still 

challenged by diagnoses that lack reliability, validity, clear aetiology and the ability to 

predict treatment responsiveness (Pilgrim, 2001). As a result of an inability to draw a 

clear link between symptoms and diseases, or anatomical changes and behaviour, 

psychiatric nomenclature has been troubled since the inception of classificatory 

systems (Grob, 1991). For example, following the release of the first standardised 

classification of psychiatric nosology; “The Statistical Manual for the use of 

Institutions for the Insane” in 1918, it was conceded that “many terms used to 

describe pathological conditions might in the future be regarded as symptoms if the 

aetiology of the disease were discovered” (Grob, 1991, p. 426). 

 

In spite of fundamental differences between physical and mental illness, present day 

psychiatry seeks to align with a biomedical model and continues to attempt to 

formulate diagnoses which achieve reliability and validity, and indicate aetiology and 

treatment. This empirical shift towards mainstream medicine and away from a 

psychodynamic approach was said to occur in 1980 with the release of the third 

Diagnostic and Statistical Manual (Kirk & Kutchins, 1992). The DSM, compiled by 

the American Psychiatric Association, has prescribed the formulation of psychiatric 

diagnoses since 1952 and is considered to be “the most authoritative text on mental 

disorder in contemporary western society” (Crowe, 2000, p. 69). 

  

Despite its dominance, or perhaps because of it, the DSM remains subject to 

widespread criticism. For example, the DSM has undergone constant revision since 

its inception, in an attempt to improve the reliability of diagnostic categories and 

therefore the legitimacy of psychiatry (Kirk & Kutchins, 1992). Yet, by sharing those 
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diagnostic goals of general medicine, psychiatry continues to “seek predictive power 

in a situation where certainty is low” (Cooksey & Brown, 1998, p. 533). Certainty is 

low, or less for important reasons. For instance psychiatric diagnoses rely more 

heavily upon patient communications of symptoms rather than the measurement of 

somatic changes, or signs (Pilgrim, 2007). This puts psychiatry in a weaker position, 

whereby the observation of human conduct and deciphering of symptoms 

necessitates an interpretive approach (Pilgrim, 2007). Diagnosis based upon 

interpretation invites an ambiguity not welcome or accommodated for in a rigid 

categorical system. Furthermore, the interpretation of human conduct may be 

considered analogous to judgement, thus subjecting psychiatric diagnosis to 

criticism on the basis that it comprises value judgements made against criteria of 

normality (Faust & Miner, 1986; Spitzer, 1981).  

 

Sceptics of psychiatric diagnosis claim that:  

‘Mental disorder’ is merely an evaluatory label that justifies the use of 

medical power (in the broad sense, in which all the professions concerned 

with pathology, including psychiatry, clinical psychology and clinical social 

work, are considered medical) to intervene in socially disapproved 

behaviour. (Wakefield, 1992, p. 374) 

 

Crowe (2000) extends this argument, suggesting that the DSM definitions and 

criteria for mental disorder are based on assumptions about normal behaviour that 

relate to productivity, unity, moderation and rationality. Crowe cites the personality 

disorder diagnosis as an example, suggesting that symptoms of a personality 

disorder deviate from the construct of unity. The diagnostic criteria; “A pattern of 

intense or unstable relations” and “persistently unstable self-image or sense of self” 

(APA, 1994, p. 650-651), challenge the concept of individuality and the ability to 

distinguish self from others (Crowe, 2000).  
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This argument is extended by feminist theorists who view BPD as a construction 

which pathologises deviation from a coherent, unified self and/or rationality (Shaw & 

Proctor, 2005; Wirth-Cauchon, 2001). Psychiatric discourse (i.e. BPD) is said to 

position women who cross the borders of ‘normal femininity’ as other (Wirth-

Cauchon, 2001), while neglecting the social causation of distress. For example, 

Shaw and Proctor (2005) argue that:  

The individualization inherent in the diagnosis of BPD maintains the general 

failure to understand that for many women the ‘symptoms’ of BPD are a 

complex attempt to maintain personal survival and integrity in the face of 

past and current trauma.” (p. 486) 

 

Personality disorder diagnoses and BPD in particular have a turbulent history in 

psychiatry, posing classificatory dilemmas which have far-reaching consequences. 

For example personality disorders struggle to fulfil those measures of diagnostic 

credibility detailed previously; lacking reliability, aetiological specificity and often 

unable to predict treatment responsiveness (Pilgrim, 2001). In addition, as 

diagnoses on the ‘border,’ personality disorders may be described as judgements of 

social deviance which have no place in psychiatry (Rose, 2006) (see ‘section titled 

‘Disordered or Ill’ for further discussion, p. 13). Being diagnosed with a personality 

disorder renders one a ‘contested patient,’ where medical jurisdiction has blurred 

(Pilgrim, 2001, p. 254). This blurring of medical boundaries then results in debate 

regarding attribution; with Rosenberg (2003) wondering, “How much we are 

responsible for our own pain and suffering? And, how do we allocate blame or 

blamelessness?” (p. 502)  

 

In summary, while current systems of classification are described as having “no 

advantage over ordinary language descriptions of madness, badness, sadness and 

fear” (Pilgrim, 2000, p. 303), they continue to survive and thrive according to the 

ubiquity of the DSM (Kirk & Kutchins, 1992). Rosenberg (2003) suggests that the 
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categorisation provided by the DSM remains too useful and therefore will continue to 

be employed even by those clinicians who remain sceptical. 

 

Origins of Borderline Personality Disorder 

In psychiatry, the term ‘borderline’ was initially coined by Adolph Stern in 1938 to 

describe those patients who did not fit into either psychotic or psycho-neurotic 

formulations as a result of their obscure range of symptoms (Stern, 1938). While 

neurosis is no longer used in classificatory systems, it is derived from 

psychoanalytic theory and included diagnoses such as hysteria, compulsive states, 

depression, anxiety states and behavioural disorders (Grob, 1991). In the first 

edition of the DSM in 1952, personality disorders were broadly classified as psycho-

neurotic; thus defined as disorders which resulted from a general inability of the 

individual to adjust, with brain disturbance considered secondary to psychiatric 

illness (Grob, 1991).  

 

The majority of early literature on the borderline construct tended to be 

psychoanalytically driven and often anecdotal, with diagnostic formulations based 

upon detailed analyses of a small number of heterogeneous case studies (Aronson, 

1985). However uptake of the ‘borderline type’ flourished in the sixties, traversing 

both the divergent fields of psychoanalytic therapy and academic psychiatry 

(Manning, 2000). In the psychoanalytic realm, Kernberg (1967) popularised the term 

borderline through his definition of ‘borderline personality organisation’ (Aronson, 

1985). The borderline label was simultaneously embraced by academic psychiatry, 

following Grinker’s introduction of the ‘borderline syndrome’  in 1968, which drew 

upon a tighter, more empirical definition (Manning, 2000).  

 

Despite the refining of definitions, borderline metaphors are powerful in guiding 

interpretation. For example Hartocollis (1977) looked to the Oxford English 
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Dictionary in 1972 to find the ‘borderline case’ defined as “one verging on insanity” 

(p. 16). Metaphorical applications may result from a historical reliance on ‘borderline’ 

as an adjective, to modify terms including condition, syndrome, personality, state, 

character, pattern, organisation and schizophrenia (Spitzer, Endicott, & Gibbon, 

1979). As a result of such widespread use and variance in meaning, the borderline 

term was critically described as ‘an adjective in search of a noun’ (Akiskal et al., 

1985). 

 

Borderline personality disorder was officially introduced by ‘scientific psychiatry’ 

(Kirk & Kutchins, 1992) in the third edition of the DSM in 1980. It is most recently 

defined in a revision of the fourth edition as “a pervasive pattern of instability of 

interpersonal relationships, self-image, and affects, and marked impulsivity 

beginning by early adulthood and present in a variety of contexts” (APA, 2000, p. 

706). 

 

Disordered or Ill? 

In 1980 the introduction of the BPD diagnosis in DSM-III coincided with the inception 

of the multi-axial system which introduced assessment across five axes. This axial 

division located clinical disorders, including major mental disorders on Axis I, as 

separate from personality disorders located on Axis II (APA, 2000). While this 

categorical split was viewed by clinicians as useful (Bernstein, Iscan, & Maser, 

2007), it also proved dichotomising with clinicians tending to perceive Axis I 

disorders as genetic in aetiology and more amenable to pharmacologic intervention. 

Alternatively, Axis II disorders are linked to environmental aetiologies and deemed 

more responsive to psychotherapy, though considered overall to present a greater 

treatment challenge (Krueger, 2005). The impact of this classificatory division has 

had significant ramifications for personality disorder diagnoses, particularly 

regarding issues of legitimacy, as detailed within this section. For example, 
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demarcation from major mental disorders also sees personality disorders located 

outside of the realm of mental illness, with relative concurrence within the literature 

that personality disorder is not a mental illness (Mann & Lewis, 1989). While this 

semantic distinction may appear pedantic, it has impacted upon the reception of 

personality disorder diagnoses in medicine, law and society. 

 

When distress is conceptualised as illness it is incorporated into the orbit of 

medicine and becomes established as an appropriate object of medical attention 

which has implications for research and care (Broom & Woodward, 1996). 

According to the Third National Mental Health Plan, (Australian Health Ministers, 

2003) the “use of the word ‘illness’ emphasises that people with mental illness have 

legitimate health care rights and needs, equivalent to those afforded to consumers 

of health care for physical illnesses” (p. 5). Mental illness also implies a lack of 

control over behaviour and diminished responsibility for actions, which (based upon 

attributional models - see Weiner, 1980), is more likely to provoke sympathy and 

willingness to help (Mann & Lewis, 1989). Thus exclusion from the umbrella of 

mental illness is precarious for people diagnosed with a personality disorder, 

positioning them as neither normal, nor legitimately ill and thus existing in the “worst 

of all possible worlds” (Mann & Lewis, 1989, p. 200). Pilgrim’s (2001) paper, titled, 

‘Disordered personalities and disordered concepts’ contends that rather than being 

pitied for their symptoms, those with a diagnosis of personality disorder are 

condemned for their moral failings. Consumers describe personality disorder 

diagnoses as having all of the drawbacks of a mental illness diagnosis, particularly 

in terms of stigma, however none of the benefits, especially regarding access to 

services (Stalker, Ferguson, & Barclay, 2005). 

 

In Australia, debate persists regarding the classification of personality disorders, and 

clearly impacts upon the provision of mental health services. For example, New 

South Wales undertook a major review of their 1990 Mental Health Act in 2004, 
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(NSW Department of Health, 2004) and sought to determine whether personality 

disorders should be covered within the definition of mental illness. This review was 

guided by a paper titled; “Caring for Health; Proposals for Reform – Mental Health 

Act 1996,” which recommended that: 

Including personality disorder in the Acts definitions would effectively allow 

the Mental Health Act to cover persons who merely because of their life long, 

habitual ways of thinking, acting and feeling, are brought to notice, usually in 

the context of antisocial activity or other activity which distresses the 

community. Such a radical expansion is simply not appropriate, as it would 

run counter to the very purpose and objects of the Act to deal exclusively 

with the care and treatment of the mentally and psychiatrically ill. (NSW 

Department of Health, 2004, p. 9) [emphasis added] 

 

The review supported this conclusion and further assertions that treatment is not 

effective or readily available for the condition of personality disorder. At a ground 

level this debate had significant ramifications for the provision of care. The NSW 

Council of Social Services (NCOSS, 2004) submitted a response to the Review of 

the Mental Health Act and highlighted their concern at the practice of using the 

diagnosis of personality disorder as a tool to exclude or exit people from care. 

NCOSS reported the occurrence of ‘black listing’ people with this diagnosis from 

services which prevented a treatment response, even if their presentation warranted 

treatment under the Mental Health Act.  

 

Another state, Victoria took an alternative approach to this dilemma, amending their 

Mental Health Act in 1996 to replace the term mental illness with mental disorder 

throughout most of the Act. Amendments also included the addition of provisions for 

the continued detention and treatment of persons who do not meet the criteria for 

involuntary treatment but “who do appear to have a mental disorder and would be 

likely to cause serious harm to themselves if their detention and treatment was not 
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continued” (Mental Health Review Board of Victoria, 2007, p. 7). Replacing the term 

illness with disorder to include the provision of care for those with personality 

disorders may be perceived as less contentious than attempting to broaden the 

definition of mental illness. It is interesting to note amongst this semantic confusion, 

that the Victorian Mental Health Act simply defines mental disorder as including 

mental illness (Parliament of Victoria, 2007, p. 6). 

 

In summary, while recent literature claims that personality disorders have achieved 

a level of understanding and respectability which positions them as equal to other 

clinical disorders (Tyrer et al., 2010), this is not supported by the evidence which 

stems from attitudinal research. 

 

Responding to the Diagnosis – Clinician Attitudes 

The majority of literature in this area canvasses clinician attitudes towards clients 

with BPD. One of the most frequently quoted articles is by Fraser and Gallop (1993), 

which reported that nurses experienced more overall positive feelings toward 

patients with schizophrenia or affective disorder than toward patients diagnosed with 

BPD. They found that nurses disregarded patients with a diagnosis of BPD by 

responding indifferently or imperviously. Markham and Trower (2003) reported 

similarly disparaging clinician attitudes. They found that staff felt less sympathetic 

towards clients diagnosed with BPD in comparison with clients diagnosed with 

depression or schizophrenia; perceiving those with a BPD diagnosis to be more in 

control of their challenging behaviour. Staff also reported feeling less optimistic and 

having more negative personal experiences in working with clients with BPD, 

compared to those other client groups. Registered mental health nurses expressed 

higher levels of social rejection towards BPD clients and rated them higher on a 

dangerous scale in comparison with clients with a diagnosis of depression or 

schizophrenia (Markham, 2003).  
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In a Victorian study, Deans and Meocevic (2006) surveyed 65 registered nurses in 

psychiatric inpatient and community settings regarding their attitudes towards 

patients diagnosed with BPD. Eighty-nine percent of respondents agreed with the 

statement that people with BPD are manipulative, 38% perceived them as 

nuisances, 51% as engaging in emotional blackmail and 32% reported that people 

with BPD made them feel angry. While there were limitations to this research 

including the use of a new and untested instrument and some tenuous links in the 

data analysis, these responses are disturbing at best. 

 

A survey of triage clinicians in this state also sought to determine the attitudes of 

clinicians towards people with personality disorders. Purves and Sands (2009) 

reported that all disciplinary professionals indicated feeling a prominent sense of 

futility towards this client group. The authors concluded that negative attitudes 

resulted in the withholding of therapeutic optimism. Of some reassurance was 

evidence of a link between education and attitudes, with less negativity expressed 

by those with more than four years of postgraduate education (Purves & Sands, 

2009). 

 

The tendency for attitudes to improve following education is supported by other 

studies (see Hazelton, Rossiter, & Milner, 2006; Krawitz, 2004; S. A. Miller & 

Davenport, 1996). For example, Hazelton et al. (2006) conducted a two day 

workshop with 94 mental health professionals in the use of dialectical behaviour 

therapy for BPD. These authors undertook focus groups prior to and following the 

training days and using a discourse analysis found a significant attitudinal shift, with 

pervasive therapeutic pessimism replaced by more optimistic understandings and 

outlooks.   
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In summary, while it has been established that clinician attitudes are amenable to 

change following education, attitudinal research consistently reports negativity 

towards clients diagnosed with personality disorders and BPD. It is not surprising 

then that themes of rejection are audible in the accounts of consumers (Horn, 

Johnstone, & Brooke, 2007), as established in ‘Personal Accounts’ (see p. 37). 

 

The Label – A Semantic Mess 

In this research and with reasonable unanimity across the literature, ‘borderline 

personality disorder’ is recognised as a label with potentially disparaging 

connotations. In alliance with labelling theory, the BPD diagnosis moves beyond the 

simple identification of a problem to allocating a master status which authorises the 

extensive interpretation of a person’s life (Cooksey & Brown, 1998). While any label 

is capable of triggering stigma (Hinshaw, 2005), the BPD label is acknowledged as 

highly stigmatised by clinicians (Chanen, McCutcheon, Jovev, Jackson, & McGorry, 

2007) and consumers (see section titled ‘Personal Accounts,’ p. 37). 

 

Based upon interviews with 50 participants diagnosed with a personality disorder, 

Castillo (2000) concluded that this diagnosis is so stigmatising that it can compound 

the effects of trauma, “both by reinforcing a damaged sense of self and precipitating 

a negative service response” (p. 58). Consumer descriptions of personality disorder 

labels as confusing and pejorative (Castillo, 2000) are reiterated in the BPD 

literature. Researchers and clinicians consider the BPD label ambiguous, 

inconsistent, denigrating (Aronson, 1985), motley (Tyrer, 1999), derogatory 

(McClellan & Hamilton, 2006), offensive and unhelpful (Krawitz & Watson, 1999), 

fatalistic (Ad-Dab'bagh & Greenfield, 2001) and overall a “semantic mess” (Aronson, 

1985, p. 209).  
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Despite the researching and refining of the borderline construct over time, historical 

criticisms of this label continue to manifest in current literature. For example, in 1953 

in a paper critiquing the ‘borderline state,’ Knight suggested that this diagnosis 

conveyed “more information about the uncertainty and indecision of the psychiatrist 

than it does about the condition of the patient” (p. 1). More recently in a feminist 

deconstruction of BPD, Wirth-Cauchon (2001) conceived of BPD as a metaphorical 

category which is, “holographic, providing a condensed image of the larger culture of 

psychiatry” (Wirth-Cauchon, 2001, p. 3).  

 

Furthermore, authors Lequesne and Hersh (2004) proposed that the 

countertransference evoked by patients with this diagnosis has contributed to a 

‘looseness’ in the application of this term by clinicians, who may assign the 

diagnosis to any person who provokes anger or frustration. This was supported by a 

majority of ‘personality disorder experts’ in an attitudinal survey; with 79% of 

respondents agreeing that the term BPD “is often used pejoratively to label patients 

who clinicians find unpleasant or don’t want to work with” (Bernstein et al., 2007, p. 

546). Respondents from this survey of 108 psychiatrists and psychologists indicated 

that it is not the term ‘borderline’ that is inherently stigmatising; rather it is the 

inappropriate use of this term that creates stigma. The aim of this survey was to 

establish expert opinion regarding the classification of personality disorders in the 

upcoming edition of the DSM. While only 31% of respondents wanted the term BPD 

to be retained, there was little agreement about which diagnostic term should 

replace it.  

 

There is a body of consumers and professionals who have suggested alternatives to 

the BPD label. For example, there is support for a revision which provides a clear 

indication of the aetiological link between BPD and trauma (see section titled 

‘Aetiology,’ p. 23 for further discussion). According to consumers, the renaming and 

reframing of BPD to ‘post traumatic personality organisation’ (Quadrio, 7/4/2007), or 
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‘complex post traumatic syndrome’ (Herman, Perry, & van der Kolk, 1989) would 

emphasise the aetiological role of trauma and promote a better understanding of this 

‘human condition’ (Castillo, 2000).  

  

‘Unstable personality’ disorder was also put forward as an alternative prior to the 

release of the DSM-III by a prominent member of the DSM taskforce. However this 

suggestion was rejected with clinicians noting that the personality is in fact stably 

unstable (Spitzer et al., 1979). Ironically after criticising the confusion surrounding 

the BPD label, Ad-dab’bagh and Greenfield (2001) proposed a “facile and obvious” 

replacement in; “emoto-cognitive dys-social disorder” (p. 963). 

 

Founder of dialectical behaviour therapy, Marsha Linehan prefers to understand 

BPD as ‘emotional dysregulation disorder,’ yet does not believe that a name change 

will reduce prejudice (Linehan, 1993). Along these lines, Paris suggests that there is 

no point in formulating a new diagnostic term until the nature of the disease process 

including aetiology and pathogenesis are sufficiently understood (Paris, 2005a). It is 

likely then that debate will persist, with the pending edition of the DSM always 

subject to significant political issues in terms of the authoring of diagnostic 

categories (Aronson, 1985). 

  

Current Overview of Borderline Personality 

Disorder – The Empirical Data 

Definition, Classification and Occurrence 

According to the DSM-IV (text revision) (APA, 2000, p. 710), borderline personality 

disorder is diagnosed when five or more of the following criteria are present: 

1. frantic efforts to avoid real or imagined abandonment 
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2. a pattern of unstable and intense interpersonal relationships characterized 

by alternating between extremes of idealisation and devaluation 

3. identity disturbance: markedly and persistently unstable self-image or sense 

of self 

4. impulsivity in at least two areas that are potentially self-damaging  

5. recurrent suicidal behaviour, gestures, or threats, or self-mutilating behaviour 

6. affective instability due to a marked reactivity of mood  

7. chronic feelings of emptiness 

8. inappropriate, intense anger or difficulty controlling anger 

9. transient, stress related paranoid ideation or severe dissociative symptoms 

                                                                      

The second most used diagnostic manual is the International Statistical 

Classification of Diseases and Related Health Problems (ICD), authored by the 

World Health Organisation (WHO, 1992). In volume ten of the ICD, the diagnosis of 

emotionally unstable personality disorder is divided into the ‘impulsive’ type and the 

‘borderline’ type, with the latter characterised by “disturbances in self-image, aims, 

and internal preferences, by chronic feelings of emptiness, by intense and unstable 

interpersonal relationships, and by a tendency to self-destructive behaviour, 

including suicide gestures and attempts” (WHO, 2007). The DSM and ICD 

categorisations will be examined further in Chapter 3, with a discussion of the 

complexities and contradictions in adolescent applications.  

 

A more personal and perhaps tangible definition of BPD is provided by a consumer, 

who describes BPD as “having been born without an emotional skin, with no barrier 

to ward off real or perceived emotional assaults” (Williams, 1998, p. 173). This 

account points to the potential mismatch between the aims of classificatory systems 

to develop ‘pure’ diagnostic categories (I. Parker et al., 1995) and the experience of 

emotional vulnerability which may not be readily visible or quantifiable. 
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BPD is the most common personality disorder in the clinical setting (APA, 2001). 

According to American prevalence statistics, BPD occurs in approximately 2% of the 

general population, 10% of mental health outpatients and 20% of psychiatric 

inpatients (APA, 2000). Australian statistics on the occurrence of BPD are harder to 

establish, and results from the predominant Australian study in this area are 

precarious. Jackson and Burgess (2000) undertook the first nation-wide study of the 

prevalence of personality disorders in the Australian community. Data was obtained 

through 10,641 face-to-face interviews in the National Survey of Mental Health and 

Well-being, conducted by the Australian Bureau of Statistics in 1997. This study 

reported that a substantial 6.5% of the adult population (aged 18 and over) of 

Australia had one or more personality disorders, 0.95% had BPD, and 2.28% of the 

community had either BPD or impulsive personality disorder, according to ICD-10 

diagnostic criteria (Jackson & Burgess, 2000). However the authors urged caution in 

the use of this data, highlighting several limitations; including the use of laypersons 

to administer the screening tool, and the use of a screening tool which was not 

recommended for diagnostic formulation as it asked only one question to assess 

each of the nine diagnostic criteria. The researchers decided to proceed with 

formulating diagnoses based on the opportunity to analyse data from a nation-wide 

survey and given such data was otherwise lacking.  

 

BPD is predominantly diagnosed in women, at an estimated ratio of 3:1 (APA, 

2001). While this ratio is not unequivocally accepted and some researchers suggest 

that the true gender prevalence remains unknown (Skodol & Bender, 2003), there 

has been sufficient up-take of these statistics to fuel debate across diverse 

paradigms. For example, Skodol and Bender reviewed the empirical data on gender 

bias and explored the possibility of bias in sampling, diagnostic constructs, 

diagnostic thresholds, or biased application of criteria. They concluded that the 

differing prevalence rates were most likely to result from sampling bias, whereby 

clinicians perceive more women to have BPD due to the elevated base rate of 
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women in clinical settings (Skodol & Bender, 2003). These authors suggest that 

biological and sociocultural factors may prove illuminating if the true prevalence of 

BPD is found to differ according to gender. 

 

Alternatively, social constructivists attribute gender imbalance to a cultural link 

between instability and femininity, as evidenced historically in the now defunct 

diagnosis of hysteria (Wirth-Cauchon, 2001). The BPD diagnosis is purported to 

represent an exaggerated example of stereotypical expectations of women in 

society, as evident in symptoms such as poor self concept and low self-esteem 

(Horsfall, 2001). Gender imbalance may also be explained by childhood sexual 

abuse (Shaw & Proctor, 2005), a trauma which is two to three times more prevalent 

in girls (Herman et al., 1989) and is considered aetiologically significant in BPD (Yen 

et al., 2002). In a synthesis of this disparate literature on gender bias in BPD, 

Bjorkland (2006) concluded that gender differences will not be understood until there 

is a “thoroughly multi-disciplinary, methodologically diverse and empirically-

theoretically integrated approach” (p. 20). 

 

Aetiology  

There is no universally accepted theory for the aetiology of personality disorders 

(Endler & Kocovski, 2002). In reviewing the “Practice Guideline for the Treatment of 

Patients with Borderline Personality Disorder,” McGlashan (2002) identified the 

dilemmas in attempting to guide a disorder with “complex aetiologies, unknown 

pathophysiologies, multiple phenomenologies, and shifting developmental 

presentations” (p. 120). McGlashan concluded that there is a desperate need for 

research into all aspects of BPD.  

 

The aetiology of BPD is attributed to broad genetic predisposition (vulnerability to 

mood disorders, attention deficit hyperactivity disorder and/or learning difficulties, 



 24 

depression or separation anxiety), developmental problems (i.e. early parental loss, 

sexual and physical abuse, parental incompetence and neglect, general 

discouragement of separation and autonomy) and individual traits, strengths and 

weaknesses (Bleiberg, 1994). Zanarini et al. (1997) consider aetiology according to 

a multi-factorial model which also recognises the influence of “relatively subtle forms 

of neurological and biochemical dysfunction,” resulting either from difficult childhood 

experiences, or existing as innate vulnerabilities (p. 1105). 

 

In 2000, twin studies indicated that BPD was strongly genetically influenced 

(Torgersen et al., 2000), prompting Gunderson (2009) to assert that BPD can now 

claim the credentials of a ‘brain disease.’ This will have interesting implications for 

the debate previously outlined (‘Disordered or Ill’) and supports the development of 

bio-psychiatry in its search for physiological, genetic and chemical bases for mental 

disorders (Kirk & Kutchins, 1992). 

 

Biological determinants of BPD include; a relationship between impulsive 

aggression and a reduced level of serotenergic activity in the brain; and affective 

instability and increased responsiveness of cholinergic systems (Skodol et al., 

2002b). In addition, there are neurological hypotheses such as the impact of frontal 

lobe dysfunction on behavioural disturbance characteristic of children with BPD 

(Coolidge, Segal, Stewart, & Ellett, 2000), and the presence of neurological 

dysfunction in the form of either electroencephalographic (EEG) abnormalities 

(Cowdry, Pickar, & Davies, 1985) or soft signs (Gardner, Lucas, & Cowdry, 1987).  

 

There is a strong correlation between a history of trauma and the development of 

BPD (Yen et al., 2002), where trauma tends to be cumulative in nature, rather than a 

single traumatic experience at any particular phase of development (Ludolph et al., 

1990). Amongst a group of research participants with either depression, schizotypal, 

avoidant or obsessive-compulsive personality disorders, “BPD participants reported 
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the highest rate of traumatic exposure (particularly to sexual traumas, including 

childhood sexual abuse), the highest rate of post traumatic stress disorder, and the 

youngest age of first traumatic event” (Yen et al., 2002, p. 510). Yet it is important to 

specify that sexual abuse is not necessary or sufficient for the development of BPD 

(Zanarini et al., 1997). In other words, while association between BPD and sexual 

abuse has been established, clear causality has not (Yen et al., 2002). The strength 

of association however, with estimates that up to 70% of people with BPD report a 

history of childhood physical and sexual abuse (Gunderson, 2009; Lieb, Zanarini, 

Schmahl, Linehan, & Bohus, 2004), has prompted calls for a clearer 

acknowledgement of trauma within the diagnostic criteria. The present criteria are 

criticised for locating BPD as an internal deficit, thus denying the role of social 

determinants such as abuse, trauma and oppression in causing psychological 

distress (B. Brown & Crawford, 2007; Shaw & Proctor, 2005; Wirth-Cauchon, 2001). 

There is no indication that revisions to the BPD category in the DSM-V, will shift 

from the current focus on individual pathology, or make clearer links with  traumatic 

aetiology (APA, 2010a). This reflects the persistence of a conservative inclination 

across medical nosology, whereby individualistic, biomedical pathways are pursued 

even when mapping complex aetiology. 

 

Stability 

Stability refers to the persistence of a disorder over time (Becker & Grilo, 2006). 

Efforts to establish and quantify the duration of BPD have engrossed many experts 

in the area, largely because the most widely used definition of personality disorder 

calls for an enduring pattern of inner experience and behaviour that is stable over 

time (APA, 2000). Within this section stability will be introduced and examined in an 

adult population. In Chapter 3, the notion of stability becomes more pertinent when 

considered in relation to the developmental period of adolescence. 
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Several American studies sought to ascertain the stability of the BPD diagnosis over 

time (see McGlashan, 1986; Paris & Zweig-Frank, 2001; Plakun, Burkhardt, & 

Muller, 1985; Stone, 1990) following participants on average over a fifteen year 

period. Paris and Zweig-Frank (2001) conducted the longest follow up study to date, 

beginning with 322 participants diagnosed with BPD and after a 27 year period able 

to follow up with 64 of this group. At the 15 year mark, 25% of participants continued 

to meet criteria for BPD and after 27 years this had declined to 7.8% of participants. 

Stone, Hurt and Stone (1987) also followed the course of ‘borderline’ patients over 

time and reported concurrence between the four predominant outcome studies; 

concluding that patients hospitalised with BPD in their late teens or early twenties 

tended to show significant and in many cases stable improvements during their 

thirties and beyond. However, finding consensus in ‘improvement over time’ does 

tend to simplify the course of BPD (see section titled, ‘The Burden of BPD, p. 33) 

and also covers for limitations in Stone’s research. For example, in a synopsis of 

their research, Stone, Hurt and Stone omitted to include details such as the time-

frame over which they followed these clients. Stone (1990) also acknowledged bias 

in his research as a result of knowing and personally reformulating the diagnosis of 

every patient. 

 

The tendency for BPD to improve and remit over time has been substantiated by 

recent research, such as the McLean study (Zanarini et al., 2007). This longitudinal 

study followed 290 clients diagnosed with BPD at two year intervals over a period of 

ten years and reported an overall remission rate of 88% during this time (Zanarini et 

al., 2007). These outcomes have generated calls for therapeutic optimism (Fonagy 

& Bateman, 2006), representing a shift from the despondency commonly associated 

with BPD. 

 

In summarising the literature on stability, Skodol et al. (2002b) suggest that over the 

longer term at least, longitudinal studies have indicated that BPD is less stable than 
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general definitions of personality disorders appear to require. Skodol et al. also 

suggested that the heterogeneous clinical course of BPD may account for the 

challenge in attempting to generalise the findings of these research papers. Thus 

researchers continue to challenge the concept of pervasive or enduring patterns of 

behaviour and tend to find greater stability in personality disorders when they are 

categorised according to a dimensional model. An increasingly supported view is 

that personality disorders “may be characterised by maladaptive trait constellations 

that are stable in their structure (individual differences), but can change in severity 

or expression over time” (Skodol et al., 2005a, p. 495).  

 

Assessing and Measuring BPD 

The refining of assessment tools and classificatory systems for personality disorders 

continues to serve as a focus for DSM taskforces. Laborious reviews and revised 

recommendations reflect the diagnostic instability of personality disorders and also 

the challenges in producing accurate tools which are easy to use at a clinical level. 

 

In 2010, prominent personality disorder researchers concluded that while the DSM-

IV was successful in promoting a large amount of research on the aetiology, 

psychopathology, course and treatment of personality disorders, its classificatory 

approach was now entirely out of date (Tyrer et al., 2010).  

 

The classificatory system deemed unsatisfactory is the categorical (or typological) 

model used in the current DSM (IV) (APA, 1994). This model is described as 

arbitrary, as it determines either the presence or absence of personality disorders 

using a tick box approach (Grilo et al., 2004). Furthermore, within this classificatory 

system, the BPD diagnosis may manifest in 151 different combinations of the 

diagnostic criteria (Skodol et al., 2002a), thus prompting criticisms regarding 

heterogeneity (Ad-Dab'bagh & Greenfield, 2001; Tyrer, 1999). The alternative model 
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proposed is a dimensional approach which would focus on the severity or degree of 

personality pathology (Endler & Kocovski, 2002), in turn reducing heterogeneity and 

diagnostic co-occurrence (Trull & Durrett, 2005).  

 

In response to dissatisfaction with the current categorical system and in preparation 

for a possible revision in the DSM-V, several researchers have sought to compare 

categorical and dimensional methods (see Bernstein et al., 2007; Trull & Durrett, 

2005; Widiger & Samuel, 2005). Recognised advantages of the categorical system 

include its ability to clearly differentiate between those who do and do not have a 

personality disorder, and therefore those who do, or do not require treatment (Trull & 

Durrett, 2005). Of additional benefit is the ease with which clinicians can 

communicate the diagnosis to other clinicians (Bernstein et al., 2007). Though the 

categorical system is appreciated for its relative simplicity in diagnosing and 

communicating amongst clinicians, this simplicity is also an area of weakness. 

Limitations are highlighted in a classificatory system which fails to take into account 

the extent to which personality features of individuals differ in degree, rather than in 

kind (Trull & Durrett, 2005).  

 

There are also flaws in those screening tools used to assess individuals for BPD. 

While the DSM-IV (APA, 1994) requires that symptoms of BPD have been present 

for at least one year prior to making a diagnosis, the majority of semi-structured 

interviews designed to assess personality disorders require that traits and 

behaviours have been present for at least the previous two to five years (First, 

Spitzer, Gibbon, & Williams, 1995; Loranger et al., 1994; Skodol et al., 2002a). The 

presence of a trait for up to five times longer than deemed necessary by the APA 

results in a clinical conundrum with clinicians opting at times to modify these tools. 

For example in adolescent applications, clinicians employ a tool which recommends 

a symptom be present for five years (SCID-II), yet amend this to two years to suit 

clinical practice (Chanen et al., 2004).  
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In response to classificatory limitations, the APA has advised proposed revisions to 

the BPD diagnosis in the next edition of the DSM. Planned changes include the 

assessment of ten traits against a dimensional model, with the APA acknowledging 

the arbitrary nature of current diagnostic thresholds (American Psychiatric 

Association, 2010b).  

 

Co-morbidity 

Personality disorder diagnoses have been criticised for failing to distinguish a set of 

characteristics which are distinct from other mental health conditions, or clearly 

discern health from illness, or normality from abnormality (Pilgrim, 2001). Co-

morbidity within and across axes are common, with personality pathology rarely 

confined to a single diagnostic entity (Clark, 2007). 

 

The BPD diagnosis has been described as a condition so overwhelming in its co-

morbidity that it “almost embraces the whole of psychiatry” (Tyrer, 2002, p. 113). In 

a study of 409 participants, the likelihood of co-morbidity occurring with a diagnosis 

of BPD was compared with all classes of Axis I disorders. Participants diagnosed 

with BPD were more likely to be diagnosed with major depression, bipolar I and II, 

panic disorder with agoraphobia, social and specific phobia, post-traumatic stress 

disorder, obsessive-compulsive disorder, eating disorder not otherwise specified, 

and somatoform disorder (Zimmerman & Mattia, 1999). Overall, in Zimmerman and 

Mattia’s (1999) research, those participants diagnosed with BPD were twice as likely 

to receive a diagnosis of three or more current Axis I disorders. For those people 

diagnosed with BPD and co-morbid disorders, research indicates greater 

dysfunction (Trull, Stepp, & Durrett, 2003), more symptoms (Links, Heslegrave, & 

van Reekum, 1998), a poorer treatment response (Skodol et al., 2002a) and worse 

prognosis (Skodol et al., 2002a; Trull et al., 2003). 
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However this information should be placed in context, with the inception of the multi-

axial system likely to have contributed to the way in which co-morbidity is 

determined. This system is said to have created an “artificial distinction between two 

axes, when in fact, many of them belong to spectra of Axis I psychopathology with 

overlapping pathogeneses and pathophysiologies” (Krueger, 2005, Siever & Davis, 

1991, 2004, as cited in Bernstein et al., 2007, p. 538). Axial division combined with 

the categorical approach to diagnosing personality disorders implies separateness 

amongst and within axes, and has contributed to the increased likelihood of co-

morbidity (Clark, 2007).  

 

The Impact of Borderline Personality Disorder 

While psychiatric illness lacks those calculable symptoms commonly relied upon to 

diagnose physical illness, psychiatric signs are amenable to quantification in terms 

of cost. Thus, while BPD has been challenged in terms of theoretical legitimacy, it 

gains ground when measuring impact. The BPD diagnosis is described as taking a 

devastating toll on individuals, families and communities and generating enormous 

public health costs (Gunderson, 2009). Research which measures the impact of 

BPD will be summarised in terms of ‘Service Utilisation and Treatment,’ ‘The Burden 

of BPD’ and finally incorporating qualitative data in ‘Personal Accounts.’  

 

Service Utilisation and Treatment 

The Collaborative Longitudinal Personality Disorders Study (CLPDS) (Gunderson et 

al., 2000) is a frequently referenced prospective longitudinal study of people 

diagnosed with personality disorders. This American research is ongoing and aims 

to provide a comprehensive and detailed overview of the course and outcomes of 

schizotypal, borderline, avoidant and obsessive compulsive personality disorders. 
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The sample consists of 668 participants, including 175 people diagnosed with BPD 

and 97 people diagnosed with major depressive disorder, but without a personality 

disorder diagnosis to serve as a control group. Participants were assessed after a 

period of six months and then on an annual basis. When compared to those 

diagnosed with major depressive disorders, participants diagnosed with BPD were 

significantly more likely to have received every type of psychosocial treatment, with 

the exception of self-help groups (Bender et al., 2001). A diagnosis of BPD also 

indicated a greater likelihood of the use of anti-anxiety, mood-stabiliser, anti-

psychotic and anti-depressant medications compared with the major depressive 

group.  

 

Results in the McLean study (study details previously outlined in section titled 

‘Stability’) support the CLPDS in terms of service utilisation. In comparison with 

those participants diagnosed with other personality disorders, participants 

diagnosed with BPD were significantly more likely to take all major classes of 

medication other than neuroleptics (Zanarini, Frankenburg, Hennen, & Silk, 2004). 

The McLean study also found that polypharmacy was common in BPD, with 40% of 

participants taking three or more concurrent medications during each two year 

period. Zanarini et al. (2004) attribute this to high levels of dysphoria and the high 

incidence of co-morbid mood and anxiety disorders in BPD. Over a six-year period, 

there was a decline in the most costly and intensive treatment modalities for 

participants diagnosed with BPD (i.e. psychiatric hospitalisation, residential care 

and/or day treatment). However, results also indicated that at least three quarters of 

those people diagnosed with BPD were in psychotherapy during all three follow-up 

periods, which contradicts the belief that brief, crisis-related therapies are 

synonymous with this client group (Zanarini et al., 2004).  

 

Patients diagnosed with BPD and schizotypal personality disorder often have the 

most extensive treatment histories (Bender et al., 2001), a relatively high incidence 
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of psychiatric hospitalisations (Bender et al., 2001; Mehlum et al., 1991) and 

continue to function at lower levels than patients diagnosed with other personality or 

Axis I disorders (Mehlum et al., 1991). This challenges the adequacy or 

appropriateness of treatment provided (Bender et al., 2001). For instance, despite 

the significant use of pharmacology and high incidence of psychiatric 

hospitalisations, these approaches are not necessarily indicated for the treatment of 

BPD (National Institute for Health and Clinical Excellence (NICE), 2009). In terms of 

pharmacology, the use of medication to target symptom reduction in the dimensions 

of cognitive-perceptual disturbance, affective dysregulation and impulsive-

aggression is supported by practice guidelines released by the APA (National 

Guideline Clearinghouse, 2001). However more recent guidelines for the treatment 

and management of BPD, as formulated by the National Institute for Health and 

Clinical Excellence (NICE) (2009), specify that medication should not be used 

specifically for BPD or for the treatment of transient psychotic symptoms, emotional 

instability or risk taking behaviour. It is likely that this shift in recommendations 

occurred following conclusions that there is insufficient evidence for the use of 

pharmacological treatments in BPD (Binks et al., 2006).  

 

Regarding hospitalisation, there is now widespread consensus that hospital 

admissions should only be used in the management of crises which cannot be 

resolved in collaboration with other (community) services (NICE, 2009). BPD is 

identified as the only major psychiatric disorder for which psychosocial intervention 

remains the primary treatment (Gunderson, 2009). Dialectical Behaviour Therapy 

(Linehan, 1993) and Mentalisation Based Therapy (Fonagy & Bateman, 2008) are 

the two therapies primarily indicated for BPD, though studies supporting their 

efficacy remain small and randomised controlled trials are recommended (NICE, 

2009). 
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In summary, there is evidence of a mismatch between those services indicated and 

those services utilised. While there appears to have been a shift in the literature 

towards prognostic improvement and treatability, this may take some time to 

translate to practice.  

 

The Burden of BPD 

In order to gauge the impact of the BPD diagnosis upon an individual, research has 

sought to measure quality of life (QOL) (Cramer, Torgersen, & Kringlen, 2006; 

Hulbert & Thomas, 2007), level of functioning (Chanen, Jovev, & Jackson, 2007; 

Jovev & Jackson, 2006; Skodol, Johnson, Cohen, Sneed, & Crawford, 2007), 

psychiatric morbidity (Skodol et al., 2002c) and disability (Sanderson & Andrews, 

2002). The quantifying of such qualitative constructs is problematic. For example, 

despite being ubiquitous in research, the notion of ‘quality of life’ lacks a clear and 

consensual definition (Hunt, 1997) and may prioritise research and clinical agendas.  

However QOL measures are frequently employed to represent the views of patients 

and inform ongoing research. BPD as a diagnostic category is no different, with 

QOL or level of functioning often representing the only consideration of subjective 

experience. A summary of this data is included in this literature review both because 

it is prolific and also because it does provide an indication of the distress which 

accompanies this diagnosis, albeit ‘en masse.’ Furthermore while richer subjective 

accounts are considered in the following section (‘Personal Accounts,’ p. 37), in 

Chapter 3 quantification of the impact of BPD upon adolescents provides the only 

link to subjective experience.   

 

BPD is characterised by “notable distress and functional impairment” (APA, 2001, p. 

26). Clinicians liken the borderline experience to “a core experiential state of 

intensely painful aloneness” (Adler & Buie, 1979, p. 83) and describe the emotional 

distress which is characteristic of BPD, as seemingly intractable (Zanarini et al., 
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1998). Zanarini et al. (1998) sought to better understand the pain of ‘being 

borderline,’ from the patient’s perspective and found that patients commonly report 

an inner experience of despair and desperation that is not likely to be appreciated by 

clinicians.  

 

Studies repeatedly report compromised functioning in BPD groups in comparison to 

other Axis II and Axis I disorders (Chanen, Jovev et al., 2007; Jovev & Jackson, 

2006; Skodol et al., 2002c). Australian research found that people diagnosed with 

BPD had the poorest levels of functioning; experiencing more negative life events in 

the areas of interpersonal relationships, personal health, crime and finance, and 

finding employment circumstances difficult to manage in comparison with those 

diagnosed with an Axis I disorder, or other personality disorder (Jovev & Jackson, 

2006). Similarly, Skodol et al. (2002c) found that adults with schizotypal or BPD had 

significantly more impairment in functioning compared with participants with a major 

depressive disorder alone. The authors pointed out the magnitude of these results 

given that major depressive disorder is the leading cause worldwide of years lived 

with disability (Skodol et al., 2002c). 

 

A pattern of suicide attempts and intentional self-harm is the symptomatology most 

frequently associated with the BPD diagnosis (Linehan, 1993), referred to by 

authors as the “behavioural specialty” of the borderline patient (Gunderson & Ridolfi, 

2001a, p. 61). While suicidality and self-harm are often grouped together, such as in 

the DSM diagnostic criteria, it is important to delineate between the two. Self-harm 

may be defined as intentionally self-destructive behaviour with no intent to die 

(Oldham, 2006). Deliberate self-harm, injury or mutilation is both characteristic of 

and specific to BPD, with this clinical feature clearly discriminating BPD from other 

Axis II disorders (Soloff, Lis, Kelly, Cornelius, & Urlich, 1994; Zanarini, Gunderson, 

Frankenburg, & Chauncey, 1990). Self-mutilation is described as one of the most 

compelling and distressing features of BPD which often results in psychiatric 
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hospitalisation and triggers countertransference reactions (Zanarini et al., 2006). 

Self mutilation, or more specifically cutting which is the most common form of self-

mutilation (Gunderson & Ridolfi, 2001a), traverses both academic and popular 

discourse (see for example Gershon, 2007; Souter, 2009). 

 

Although self-mutilation does not usually carry suicidal intent (Paris, 2005b) and 

does not serve to predict suicide, deliberate self-harm is associated with a higher 

incidence of suicide (Paris, 2005b). Estimates suggest that the presence of self-

injurious behaviour doubles the risk of completed suicide (Stone, 1990). 

 

Eight to ten percent of patients diagnosed with BPD complete suicide (APA, 2000); 

statistics which provide a powerful indication of burden. There is some disparity 

across longitudinal studies regarding the decade of life which presents the greatest 

risk for suicide. In Stone’s (1990) research the average age of those who completed 

suicide was 26. This prompted conclusions that the thirties denoted improvement, 

providing borderline patients could survive the turbulence and disruption during the 

risk period (Corwin, 1996). Yet in Paris and Zweig-Frank’s (2001) research, the 

average age of suicide was 37, leading Paris (2002) to conclude that suicide often 

occurs late in the course of the illness, “when the patient does not recover and when 

treatments have been unsuccessful” (p. 738). The “Work Group on Borderline 

Personality Disorder” (American Psychiatric Association, 2001), which provided an 

overview of research prior to 1998, identified that the risk of suicide is highest in the 

twenties.  

 

Suicide attempts are also common, with longitudinal research finding that 

participants with BPD attempted suicide more than twice as often as those with 

other Axis II diagnoses (Yen et al., 2003). This study called the Collaborative 

Longitudinal Personality Disorders Study (as previously outlined in section titled 
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‘Service Utilisation and Treatment’), reported that 20.5% of BPD participants had 

made a suicide attempt during a two year interval.  

 

Despite the high occurrence of suicide and suicide attempts, Paris (2003) suspects 

that BPD may be the most likely of all personality disorders to remit, particularly over 

the long term. However, Paris also observed that “clinically significant fragility” and 

difficulties continue to persist over time (p. 487). This is a significant point, 

particularly given the limitations in the current classificatory system as previously 

discussed. ‘Remission’ according to standardised diagnostic criteria in the DSM-IV-

TR (APA, 2000) may include participants who meet up to four of the nine diagnostic 

criteria. The persistent fragility highlighted by Paris (2003), described research 

participants who continued to have significant interpersonal problems, with nearly a 

quarter of subjects meeting diagnostic criteria for dysthymia. Furthermore, Paris 

noted an overall reduction in life expectancy, with nearly a fifth of the original sample 

deceased after 27 years (this included those who committed suicide and died from 

natural causes). Skodol et al. (2005b) also reported that impairment persisted when 

research participants no longer met full diagnostic criteria. As a result, Skodol et al. 

concluded that the functional impairment associated with personality disorders is 

more stable than personality disorder psychopathology itself. For example, over a 

two year period impairment in social relationships appeared to be the most stable 

criteria in patients with personality disorders.  

 

In the McLean Study, BPD was characterised according to either acute or 

temperamental symptomatology (Zanarini et al., 2007). When following patients over 

a ten year period, acute symptoms including quasi-psychotic thought, self-mutilation, 

help-seeking suicide efforts, treatment regressions and counter-transference 

problems were found to resolve quite rapidly. Such symptoms are often associated 

with treatment crises and/or the need for hospitalisation, and are considered to be 

particularly strong markers for the borderline diagnosis (Zanarini et al., 1990). 
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Alternatively, symptoms including feelings of depression, anger and loneliness or 

emptiness took longer to resolve. Furthermore, these symptoms were closely 

associated with ongoing psychosocial impairment; though tend not to be considered 

specific to the BPD diagnosis (Zanarini et al., 2007).  

 

In Victoria (Australia), researchers Hulbert and Thomas (2007) reported an 

improvement in psychiatric symptoms following a six month residential treatment 

program for people with BPD. After the treatment participants reported significantly 

less depression, anxiety, hopelessness and dissociation according to several 

validated inventory tools. In addition, only 57% of participants diagnosed with BPD 

continued to meet diagnostic criteria after the program. However at one year follow-

up, scores obtained across all four quality of life domains remained considerably 

below those reported for an Australian psychiatric sample (Hulbert & Thomas, 

2007).  

 

In summary, while many studies find that the burden associated with BPD lessens 

over time, it is noteworthy that even following diagnostic remittance, quality of life 

may remain below that of other psychiatric groups. This indicates the potential 

severity of those individual symptoms which constitute the BPD diagnosis. The 

tendency for remission of those symptoms which are most visible and likely to evoke 

counter-transference, such as self-harm and suicide attempts (Reiser & Levenson, 

1984), is also thought-provoking; perhaps there is the potential for the more 

enduring symptoms to be minimised?  

 

Personal Accounts 

In comparison to the research just summarised, literature which privileges individual 

subjectivity is less common. This section will identify several studies which present 

the consumer voice in more detail, emphasising the impact of the BPD diagnosis 
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upon their experiences and noting the way in which the diagnosis was disclosed or 

conveyed. 

 

Miller’s (S. G. Miller, 1994) research, while dated, is still unique in its attempts to 

obtain the life history narratives of ten adult clients with a diagnosis of BPD. Miller 

found that:  

The diagnosis of borderline personality disorder was not part of these 

patients’ self-definitions, nor were their Axis I diagnoses. They identified less 

with an illness than with a process of struggling through life and trying to 

ameliorate feelings of despair. (p. 1216) 

 

In a larger study, Nehls (1999) used interpretative phenomenology to analyse 

interviews conducted with 30 participants diagnosed with BPD across community 

and inpatient settings. This study aimed to generate knowledge about the 

experience of living with a diagnosis of BPD. Nehls observed a paradoxical situation 

whereby participants felt that the BPD criteria fit, however they deplored the 

stereotypes and stigma attached to the label. One of the themes generated in this 

research was ‘living with limited access to care,’ with participants attributing the 

intentional limiting of services to their diagnosis of BPD. Nehls concluded that, 

“those living with the illness contend that the diagnosis and its current criteria are not 

as problematic as the prejudice of providers” (p. 290). The withdrawal of services in 

response to the BPD diagnosis has been reiterated in other consumer focused 

research (Horn et al., 2007). 

 

Horn et al. (2007) also used interpretative phenomenology in research which asked 

five consumers what it was like to have their difficulties described as BPD. Results 

varied, with the diagnosis considered by some to bring relief and a link to services, 

support and therapy, yet described by another participant as the “killing of hope” 

(Horn et al., 2007, p. 262). Common across accounts was the report that all 
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participants were provided with little explanation or information about the diagnosis 

and that the information they were given tended to be negative.  

 

In research which interviewed seven people with a diagnosis of BPD, Fallon (2003) 

found that mental health professionals were reluctant to tell participants their 

diagnosis, with only two of seven people being told at the point of recruitment. A 

similar theme emerged in a research project designed and undertaken by service 

users with a personality disorder diagnosis (Castillo, 2000; Castillo, Allen, & 

Coxhead, 2001). Open-ended interviews were conducted with 50 participants who 

had been diagnosed with a personality disorder, focusing upon service user 

experiences of life events and ‘the system’ in the UK. In this research many 

participants spoke of discovering their diagnosis indirectly, from records, reports or 

at social service meetings (Castillo et al., 2001). Happening upon a personality 

disorder diagnosis by accident was also reported in other research which sought the 

service user perspective (Stalker et al., 2005). 

 

In Castillo et al.’s (2001) research, participants communicated a sense of exclusion 

and hopelessness upon realising their diagnosis of personality disorder. This lack of 

hope was attributed in part to the terminology used in diagnostic manuals such as 

the ICD-10 and DSM-IV, which describe traits as deeply ingrained, enduring and 

inflexible; thus inferring ‘untreatability’ (Castillo et al., 2001). When asked what a 

diagnosis of personality disorder meant to them, 22% of Castillo’s (2000) 

participants said that it was a label you get when they don’t know what else to do. 

Similarly, a participant in Horn et al.’s (2007) research felt that they were given the 

BPD diagnosis because, “‘you have to be put in a box in some ways and we can’t do 

much for you but we need to label you” (p. 262). This research generated themes 

including; knowledge as power; uncertainty about what the diagnosis means; 

diagnosis as rejection; diagnosis is about not fitting; and hope and the possibility of 
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change, with concluding recommendations to abandon the BPD diagnosis all 

together (Horn et al., 2007). 

 

Finally, in a personal reflection, an individual consumer who was diagnosed with 

BPD applauded the consistency with which professionals treated her symptoms, 

without employing the label BPD or documenting it in her medical records. Janner 

(2007) was grateful for the “heroic non-labelling” by clinicians given the degree of 

stigma attached to the BPD diagnosis (p. 10). This poses a dilemma, with stigma 

potentially perpetuated by diagnostic avoidance.  

 

Summary 

From its inception the borderline concept and more recently the BPD diagnosis have 

proved contentious in classificatory and clinical applications. BPD continues to face 

identity challenges, both as an individual diagnostic entity and as a personality 

disorder within psychiatry. Scrutiny regarding the diagnosis focuses on the way in 

which it is defined and measured, and its longevity or stability. As with other 

personality disorder diagnoses, BPD has been summarised as, “clinically factual, 

empirically fictional and theoretically chaotic” (Derksen, 1995, p. 35). 

 

BPD is also contested on a broader platform, classified as a disorder rather than a 

disease and subsequently not seen to fit within the category of mental illness. In 

part, this results from uncertainty regarding aetiology and treatment specificity 

(Pilgrim, 2001), which blurs the notion of blame or blamelessness (Rosenberg, 

2003) and lessens the likelihood of evoking sympathy and help (Mann & Lewis, 

1989). 

 

BPD causes significant burden, with research demonstrating a substantial impact on 

quality of life in the short and long-term. Consumers are troubled not only by the 
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symptoms of the disorder, but also the stigma which results from the prejudiced 

provision of care or withdrawal of services. This prejudice is affirmed in literature 

which has examined clinician perspectives, though education offers hope for 

attitudinal improvement. 
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 Chapter 3: Borderline Personality Disorder in 

Adolescence and Diagnostic Disclosure 

Introduction 

Wisdom suggests that the amount of space required to present a topic area 

is inversely proportional to the degree of scientific certainty associated with 

it. The borderline disorders of childhood support this rule. (Petti & Vela, 

1990, p. 334)  

 

In concurrence with Petti and Vela’s theory, this thesis has dedicated two chapters 

to provide a thorough overview of a complex topic. BPD in adolescence is a 

particularly tangled construct because it represents an intersection between an 

uncertain diagnosis and an uncertain developmental period. While Chapter 2 

introduced the BPD diagnosis, in this chapter the diagnosis meets adolescence.  

 

Chapter 3 provides an overview of the way in which BPD is talked about and applied 

in adolescence. It begins by considering those societal discourses of risk which 

pervade ‘normal’ adolescence, thus situating the ‘borderline adolescent’ as highly 

risky and in need of surveillance. Following this is a case study which highlights the 

diagnostic and treatment trajectory that commonly precedes a diagnosis of BPD in 

adolescence. It also resonates with my own clinical experience and positions the 

diagnosis as complex and in need of further examination. 

 

This chapter then examines the way in which adolescent BPD is positioned in and 

by the literature, according to history, classifications, developmental considerations, 

stability and burden. Following a summary of key academic perspectives and 
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implications for practice, discussion then shifts to an examination of diagnostic 

disclosure. This final section considers diagnostic disclosure across generations and 

also in comparison with other diagnoses given the scarcity of research on disclosure 

of the BPD diagnosis.  

 

Discourses of Youth at Risk 

Sociological papers note the popular construction of the category ‘youth-at-risk’ 

(Kelly, 2000) or ‘high- risk adolescent’ which serve to position adolescence as a 

marker for disease, or a symptom (Hill & Fortenberry, 1992). The development of 

such categorisations take advantage of the transitory and uncertain nature of the 

adolescent period, whereby adolescents traverse the territory between innocent, 

dependent childhood and relatively static, mature adulthood (Griffin, 1997).  

 

Discourses of youth-at-risk can encapsulate all youthful behaviours, basing the 

potential for risk upon those physiological and developmental changes inherent in 

adolescence. In historical terms, this was coined the ‘storm and stress’ model of 

adolescence (Hall, 1904, as cited in Griffin, 1997). Kelly (2000) argues that the 

uptake of such risk discourses leads to justification for the greater surveillance of 

populations of youth and an attempt to regulate youthful identities. Similarly, Rose 

(1989) observes the way in which “the soul of the young citizen has become the 

object of government through expertise” (p. 131). 

 

While all adolescents may be construed as ‘at risk’ (Kelly, 2000), this chapter will 

show that the ‘borderline’ adolescent is subject to particular surveillance; as a result 

of their location in two high risk groups. This co-location has busied researchers, as 

they continue to delineate those boundaries between normal and abnormal 

personality development.     
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A Case in Point  

An article by McClellan and Hamilton (2006) centres on a case study of 15 year old 

Abigail, an adolescent with emotional and behavioural dysregulation. Abigail’s 

chaotic history is detailed, gathering up previous diagnoses of bipolar disorder, 

schizoaffective disorder, major depression with psychotic features, post-traumatic 

stress disorder, conduct disorder and substance abuse. At the time of assessment 

Abigail is medicated on two antidepressants, a mood stabiliser, an antipsychotic and 

a benzodiazepine, with previous stimulant treatment. Abigail’s doctors (the authors) 

determine that she meets the criteria for BPD and recommend a considerable 

reduction in medication and dialectical behaviour therapy. However, they prescribe 

caution in assigning her the diagnosis, expressing concern around the validity of 

BPD and derogatory labelling (McClellan & Hamilton, 2006). While advocating 

caution in the use of BPD or any diagnosis is a very reasonable approach, it is ironic 

that prudence enters the equation at this point in Abigail’s treatment history, 

following labelling with six previous diagnoses and significant use of pharmacology, 

including medication which requires care in prescribing to children and adolescents. 

This case-study highlights some of the challenges which underpin this diagnosis in 

adolescence. As a child and adolescent psychiatric nurse, Abigail’s presentation is 

familiar. Equally familiar to me is the clinician’s hesitancy in formally assigning the 

diagnosis of BPD. While it was not broached in this case-study or any other 

literature to date, I also wondered if these doctors (or anyone) talked to Abigail 

about her diagnosis of BPD. 

 

History of BPD in Childhood and Adolescence 

Early conceptualisations of the borderline construct in children resembled those 

definitions applied to adults, with Mahler, Ross and DeFries (1949) describing 

pathology of less severity than psychosis but greater severity than neurosis. These 
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clinicians believed that ‘borderline’ children suffered from a benign psychosis, 

proposing that this represented the earliest overt symptoms of a schizophrenic 

prodrome (Meekings & O'Brien, 2004). In contrast, in 1954, Ekstein and Wallerstein 

identified that the borderline concept in children was a stable clinical entity, rather 

than a prodrome to schizophrenia (Bleiberg, 1994).  

 

Borderline children were described as presenting with a characteristic pattern of 

unpredictability which was paradoxically one of their most predictable aspects 

(Ekstein & Wallerstein, 1954), paralleling later depictions of the ‘stably unstable.’ 

Rosenfeld and Sprince (1963) noted that “the symptomatology of all these children 

could not be made to fit into any of our preconceived ideas of an infantile neurosis, 

nor are they psychotic in the accepted sense of the word” (p. 606). The concept of 

‘not fitting’ resonates with several facets of the BPD diagnosis, as previously 

described in Chapter 2. 

 

Historically, case-studies often focused on young children rather than adolescents, 

and it was common practice for children under ten years of age to be described as 

borderline (Ekstein & Wallerstein, 1954; Marcus, 1963; Pine, 1974; Rosenfeld & 

Sprince, 1963). In 1963, Rosenfeld and Sprince questioned this practice, asking 

whether a ‘borderline’ diagnosis can be substantiated until after puberty, and this 

question has gained momentum over time. Following the release of the DSM-III 

(APA, 1980), when the term ‘borderline’ was officially merged with ‘personality 

disorder,’ it became less common for children to be described as borderline and 

there was evidence of a shift in the literature to contend instead with adolescent 

applications of BPD. 

 



 47 

Classificatory Contradictions and Treatment 

Uncertainty 

The DSM-IV-TR (APA, 2000) states that adolescents (under 18 years) may be 

diagnosed with a personality disorder, “in those relatively unusual instances in which 

maladaptive personality traits appear to be pervasive, persistent and unlikely to be 

limited to a particular developmental stage or an episode of an Axis I disorder” (p. 

687). Features must have been present for at least one year. The exception to this 

is antisocial personality disorder which cannot be diagnosed in individuals under the 

age of 18. Making a diagnosis of BPD in adolescence requires the application of 

adult based/generic criteria (as outlined in Chapter 2, section titled, ‘Definition, 

Classification and Occurrence’). Thus while the diagnosis is permitted in 

adolescence, it is described as vague and leaving much to clinical judgement (A. L. 

Miller, Neft, & Golombeck, 2008). 

  

The other predominant diagnostic resource; the ICD-10 (WHO, 2007) provides 

contradictory guidance for mental health clinicians. This manual refers to BPD under 

the category of emotionally unstable personality disorder, within disorders of adult 

personality and behaviour. Under the category of behavioural and emotional 

disorders with onset usually occurring in childhood and adolescence there is no 

mention of personality disorders. However the ICD-10 specifies that the severe 

personality disturbances in adulthood (including emotionally unstable personality 

disorder) usually manifest in childhood or adolescence. Therefore the disorder is 

described as beginning in childhood or adolescence but only referred to as a 

diagnosis of adult personality and behaviour.  

 

Corresponding practice guidelines for the treatment of patients with borderline 

personality disorder, suggest that care should be exercised in using this diagnosis in 

adolescents due to the continuing development of the adolescent personality (APA, 
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2001). They highlighted that the treatment guidelines are directed towards adults, 

identifying that virtually no treatment studies have been done on adolescents with 

BPD (APA, 2001). In a more recent systematic review, the National Institute for 

Health and Clinical Excellence in the UK noted that the evidence base for treatment 

in adolescence continued to be inadequate and proposed that the treatment 

recommendations for adults also be applied to young people (NICE, 2009). A lack of 

treatment options undermines the credibility of the BPD diagnosis in adolescence, 

with diagnoses only considered worthwhile when they are able to guide or specify 

effective corrective interventions (i.e. possess treatment specificity) (Pilgrim, 2001). 

 

To summarise, while the occurrence of BPD is acknowledged in adolescence, 

caveats in the diagnostic systems result in a highly variable approach to the naming 

of the diagnosis (NICE, 2009). This diagnostic ambiguity stalls treatment research, 

thus compromising diagnostic credibility and reiterating uncertainty. 

 

The Core Debate 

Developmental Considerations 

Attempting to apply this ‘adult’ diagnosis to an adolescent population intensifies and 

adds to those controversies highlighted in Chapter 2. While there is agreement 

regarding the likely onset of personality dysfunction in adolescence and early 

adulthood, there has been significant debate regarding the ability for this dysfunction 

to be deemed pervasive and persistent during this developmental period. This 

section of the literature review will outline this debate and highlight the additional 

pressures on this diagnostic category in adolescence. 

 

Developmentally, the adolescent personality is described as dynamic, evolving and 

fluid (Bleiberg, 1994; Meekings & O'Brien, 2004). These depictions counter 
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definitions of personality disorders as rigid, enduring and pervasive (Bleiberg, 1994; 

Meekings & O'Brien, 2004) and result in discordance between the notions of 

adolescent personality and personality disorder. Furthermore, normal adolescence 

is viewed as tumultuous, as articulated by Anna Freud in 1952:  

The adolescent manifestations come close to symptom formation of the 

neurotic, psychotic or dissocial order and merge almost imperceptibly into 

borderline states, initial frustrated or fully fledged forms of almost all the 

mental illnesses. Consequently the differential diagnosis between the 

adolescent upsets and true pathology becomes a difficult task. (p. 267)   

 

‘Normal’ adolescent development and BPD share features such as, “incomplete ego 

development, fluidity, and ease of regression in functioning, incompletely 

consolidated defensive functioning, mood lability, and a high reactivity to 

interpersonal or social change” (Kutcher & Korenblum, 1992, p. 536). Furthermore, 

crises in identity formation and separation-individuation which occur during 

adolescent development are analogous to those conflicts experienced in BPD 

(Block, Westen, Ludolph, Wixom, & Jackson, 1991). While there is consensus 

regarding the borderline qualities of adolescent character development (Giovacchini, 

1978), some theorists suggest that the conflict-ridden adolescent is the exception 

rather than the rule (Westen & Chang, 2000). Masterson (1968), for example sought 

to test the merit of ‘adolescent turmoil,’ by following 101 adolescent outpatients and 

101 matched controls over a five year period. Results indicated that adolescent 

turmoil simply coloured or worsened pre-existing psychiatric illness, and the majority 

of adolescents did not ‘grow out’ of their illness. Masterson concluded by cautioning 

that, “the tendency to attribute symptomatology among adolescents to temporary 

developmental turmoil rather than to psychiatric illness may dangerously delay the 

therapeutic intervention required to prevent the development of greater 

psychopathology” (p. 1549). 
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Block et al. (1991) also designed a project to distinguish adolescents with BPD from 

‘normal’ and ‘other disturbed’ adolescents. They chose to focus on females as this 

represented the majority of adolescents with BPD, and posed the question, ‘Are 

borderlines adolescent or are adolescents borderline?’ The authors found that while 

all teenagers may struggle with some of the same underlying developmental crises, 

the borderline adolescent can be clearly differentiated by the degree to which they 

struggle. Borderline adolescents did not cope well with the normative adolescent 

ups and downs, and responded to such challenges with extreme difficulties, 

reflected in emotional upheaval, impulsivity and disrupted functioning (Block et al., 

1991). These studies support the contention that the onset of borderline 

psychopathology is typically triggered by the developmental and psychosocial 

pressures of adolescence (Bleiberg, 1994).  

 

To distinguish between adolescent upsets and BPD, Kernberg suggested that if 

personality traits become inflexible, maladaptive, and chronic, cause significant 

functional impairment and produce subjective distress, then they warrant the 

diagnosis of personality disorder, regardless of age (P. F. Kernberg, 1990). While 

Kernberg’s emphasis on degree of impairment and inflexibility of traits is supported 

(Bleiberg, 1994), the notion of making the diagnosis at any age is not widely agreed 

upon.  

 

In summary, this section has introduced the developmental debate regarding BPD in 

adolescence. This chapter will now examine those other research priorities including 

‘Stability’ and ‘Adolescent burden,’ prior to presenting the ‘General consensus’ 

regarding this construct in adolescence. 
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Stability of Adolescent Personality Disorder   

Given the previous discussion upon the normal developmental flux associated with 

adolescence, there are obvious challenges in establishing BPD as a stable 

diagnostic entity during this period. Furthermore, the identification of persistently 

abnormal personality traits requires an assumption that normal personality traits are 

also enduring. Clark (2007) summarises personality structure as being quite stable 

as early as adolescence, however affect (mood) is less stable and more likely to be 

influenced by positive and negative life experiences (Vaidya, Gray, Haig, & Watson, 

2002). Adolescent personality is described as malleable but not unstable, with 

continuity in personality traits evident through out childhood and adolescence 

(Westen & Chang, 2000). 

 

Studies which have measured the stability of BPD in adolescence report a low to 

moderate stability over a two to three year period (Garnet, Levy, Mattanah, Edell, & 

McGlashan, 1994; Meijer, Goedhart, & Treffers, 1998); with two of fourteen 

adolescents continuing to meet criteria in one study (Meijer et al., 1998); and seven 

of twenty one in the other (Garnet et al., 1994). These studies are frequently cited to 

report upon stability, however it is important to note the small sample sizes in both 

studies.  

 

A larger study by Mattanah, Becker, Levy, Edell and McGlashan’s (1995) followed 

up 165 adolescents two years after hospitalisation in order to the examine the 

diagnostic stability of Axis I and Axis II disorders. Personality disorders generally 

were described as unstable, with a stability rate of 23% in BPD. 

 

Stability was also examined in a sizeable longitudinal study in New York, called the 

Children in the Community Study. This research conducted four follow-ups with 733 

youths and 821 mothers over a ten year period (Kasen, Cohen, Skodol, Johnson, & 

Brook, 1999). A component of this study looked specifically at the relationship 
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between childhood psychopathology and young adult personality disorder. Results 

indicated that personality disorder traits were moderately stable during middle 

adolescence and of low to moderate stability during middle adolescence to early 

adulthood (Kasen et al., 1999).  

 

Overall, personality disorder diagnoses tend to be less stable than personality 

disorder traits over time (Johnson et al., 2000). These results were replicated in 

Australian research where 15-18 year olds were followed over a two year period. 

Chanen et al. (2004) found that while there tended to be change across specific 

categorical diagnoses, the broad structure of personality disorder was enduring. 

Korenblum, Marton, Golombek and Stein (1990) also reported significant movement 

across clusters between the ages of 13 and 18, however they reported movement 

between clear and disturbed functioning, suggesting a transience which conflicts 

Chanen’s results.  

 

Researchers from the Children in the Community Study conclude that: 

Declines in symptom levels from adolescence through early adulthood are 

consistent with the hypothesis that many people ‘outgrow’ personality 

disorders during the transition from adolescence to adulthood as a result of 

maturation and socialisation which promote the development of a stable 

sense of self and improved interpersonal, coping and impulse-control skills. 

(Skodol et al., 2007, p. 419) 

 

This sums up the stability debate in adolescence, with the evidence that young 

people can ‘outgrow’ the disorder clashing with diagnostic definitions of pervasive 

instability. In summary, the stability and predictive validity of BPD in adolescence is 

described as  “modest at best” (Becker & Grilo, 2006, p. 223). However notions of 

‘outgrowing’ BPD can have minimising connotations and while adolescent BPD may 

not be associated with adult BPD, it is an antecedent of adult personality disorders 
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and severe dysfunction (Lofgren, Bemporad, King, Lindem, & O'Driscoll, 1991; 

Meekings & O'Brien, 2004). Adolescent BPD impacts upon quality of life both during 

adolescence and beyond as considered in the following section. 

 

Adolescent Burden 

Adolescents with this diagnosis are significantly burdened. Chanen et al. (2007) 

compared functioning amongst 15-18 year old psychiatric outpatients, dividing 

groups into those with BPD, those with a personality disorder other than BPD and 

adolescents without any personality disorder. The BPD group had the most severe 

psychiatric symptoms and functional impairment across a broad range of domains 

including; psychopathology; general functioning; peer relationships; self-care; and 

family and relationship functioning. Chanen et al. (2007) noted that this pattern of 

psychosocial dysfunction was similar in adults diagnosed with BPD.  

 

In mirroring the adult literature, while BPD in adolescence may attenuate over time, 

this does not denote recovery (Chanen, McCutcheon et al., 2007). Persistent 

symptoms include, “conflicting emotions about the experience of giving and 

receiving care, dependency, masochism and depression” (Meekings & O'Brien, 

2004, p. 153). In addition, deficits in the development of affect regulation, 

conscience, impulse control or identity consolidation may persist beyond 

symptomatic improvement and hinder adaptation to young adulthood (Skodol et al., 

2007). The ‘borderline’ adolescent also faces increased risk of substance use 

disorders, disruptive and mood disorders in early adulthood (Johnson et al., 1999).  

 

BPD which has an early and severe onset tends to be linked with a poorer prognosis 

(P. F. Kernberg, 1990; Skodol et al., 2007). If for example the onset of self-harm 

begins at age 12 or younger, it is predictive of future episodes and a longer duration 
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of self-harm and the use of more self-harming methods compared with a later onset 

(Zanarini et al., 2006).  

 

Case-studies and therapeutic advice amongst professionals constitutes a significant 

amount of literature on adolescents with this diagnosis, particularly in the absence of 

the adolescent perspective. Child and adolescent psychiatrist Bleiberg provides the 

following synopsis of the borderline experience: 

Borderline youngsters require a constant stream of emotional ‘supplies’- 

someone’s love and attention, sex, drugs, or food – to protect them against 

overwhelming feelings of dyscontrol, hyperarousal, and aloneness. These 

supplies can transiently stave off such dreaded emotional whirlwinds. But 

when they are not forthcoming, these children panic, become enraged or 

temporarily psychotic, or experience an unbearable sense of basic 

disconnection from human nurturance and protection. (1994, p. 178)  

 

While this passage provides a clear indication of the distress which constitutes BPD, 

it nonetheless reflects a psychiatrist speaking on behalf of young people. 

Unfortunately this was the case throughout the entire body of literature reviewed in 

the area of adolescent BPD. The paucity of phenomenological data regarding BPD 

in adolescence is described as striking (Chanen, Jovev et al., 2007). It is likely that 

the representation of adolescents by clinicians and researchers in the literature 

occurs for many reasons, including a preoccupation with determining stability and 

contemplating the appropriateness of diagnostic tools and criteria. In addition, the 

following quote provides an indication of the tendency to underrate the adolescent 

perspective. In their examination of assessment tools used to diagnose adolescent 

personality disorder, researchers highlighted the following contingency: “Instruments 

for assessing and classifying personality pathology should not assume that patients 

(particularly adolescents) have enough insight into their own personality processes 

to provide accurate self-descriptions” (Westen, Shedler, Durrett, Glass, & Martens, 
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2003, p. 953). This statement is problematic in many respects, not only reinforcing 

the prioritising of assessment and classification, but also in undermining the potency 

of adolescent insight and self-description.  

 

The General Consensus and Clinical Uptake of the BPD 

Diagnosis 

In summary, the most prominent researchers in the field of child and adolescent 

personality disorders advocate for the careful use of BPD and broader personality 

disorder diagnoses, while acknowledging current diagnostic limitations. Paris (2006) 

for example asserts that despite the potential for instability over time, personality 

disorders can be diagnosed in adolescence. Paris advocates for making the 

diagnosis and intervening during adolescence, in order to prevent the polypharmacy 

regimes and tendency to frequently hospitalise adolescents who threaten or attempt 

suicide. Westen et al. (2003) also affirm that personality pathology exists, is 

diagnosable in adolescence (14 – 18 years), and that Axis II diagnoses operate 

similarly in adolescents and adults.  

 

Researchers in the Children in the Community Study (Cohen, Crawford, Johnson, & 

Kasen, 2005) suggest however that adolescent and adult personality disorder 

should be differentiated. They argue that this is necessary in order to avoid 

premature labelling and the unwarranted carrying of stigmatising expectations into 

adulthood (Cohen et al., 2005). 

 

Concern regarding the impact of stigma is also highlighted with regard to the BPD 

diagnosis. In their review of the borderline construct in adolescence, Meekings and 

O’Brien (2004) acknowledged ‘some’ categorical and diagnostic validity, but called 

for developmentally appropriate interventions which have the potential to reduce the 
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negative impact of borderline pathology on future development (Meekings & 

O'Brien, 2004).  

 

On the other hand, Australian researcher/clinicians have cautioned that avoiding 

personality disorder diagnoses because of stigma, or a lack of theoretical purity may 

delay or prevent the development of effective clinical services (Chanen et al., 2004). 

While acknowledging uncertainty in some facets of the diagnosis, Chanen and 

colleagues prefer to focus upon the provision of services for youth (15-24 years) 

with personality disorders at Orygen Youth Health (OYH) in Melbourne, Australia. In 

the same state, Spectrum provides a dedicated treatment program for people from 

the age of 16 with severe personality disorder, including a history of unsuccessful 

treatment attempts and severe self-harm (Hulbert & Thomas, 2007). Thus, 

Spectrum and OYH not only acknowledge the potential for BPD to occur during 

adolescence, but also provide specific treatment options during this period. OYH 

advance the issue further through their promotion of early intervention, on the 

grounds that this may avert the “damaging psychosocial sequelae of borderline 

personality disorder during this critical developmental period” (Chanen, Jovev et al., 

2007, p. 305). However, while these speciality services appear to have progressed 

beyond those ‘validity’ and ‘developmental’ debates which mar the BPD construct in 

adolescent literature, clinical practice continues to either reflect uncertainty, or go 

unexplored. 

 

Westen and Chang (2000) for example, reiterate that the DSM-IV provides minimal 

guidance in working with adolescents with personality pathology. In response to this 

ambiguity, Westen et al. (2003) undertook research which sought to examine the 

tendency of clinicians to make a personality disorder diagnosis. Results showed that 

clinicians made a diagnosis of personality disorders in adolescents (aged 14-18yrs) 

with far less frequency than was indicated by corresponding screening tools. The 

authors hypothesised that clinicians discounted data on the basis of developmental 
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considerations, preferring not to over-pathologise personality features considered 

normal in adolescence.  

 

Most recently there has been an assertive shift in the literature, with researchers 

calling for the uptake of the diagnosis in adolescence. Gunderson (2009) for 

example, cites extensive clinical usage in this group and notes established credibility 

markers such as internal coherence, stability and ability to predict adult dysfunction. 

Similarly, Paris goes well beyond the debate outlined in this chapter to unequivocally 

categorise BPD as a disorder of youth (Paris, 2009). 

 

However in the same year as these expert assertions, clinical guidelines for the 

treatment and management of BPD were released and reported that clinicians were 

often reluctant to make a formal diagnosis of BPD before the age of 18 (National 

Institute for Health and Clinical Excellence (NICE), 2009). Based upon the input of 

an expert panel, the guidelines suggested that this reluctance occurred as a result of 

the following: 

• Uncertainties about whether personality disorder can be diagnosed in 

this age group 

• The appropriateness of the diagnosis at a time of major developmental 

change  

• Possible negative consequences of the diagnostic label 

• The belief that making the diagnosis will not add to the clinician’s 

understanding of the young person, their difficulties or their treatment 

plan 

                                                                                            (NICE, 2009, p. 346) 

 

In summary then, despite a recent academic shift away from those hesitancies 

detailed in this chapter, clinicians remain sceptical. This chapter will now turn to a 

review of the literature on diagnostic disclosure in order to provide the final context 
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for the research title; ‘Talking to Adolescents about Emerging BPD; a Discourse 

Analysis of Clinician and Client Perspectives.’ 

 

Diagnostic Disclosure   

Diagnosis may be considered a tool in facilitating communication between clinician 

and patient and amongst clinicians and researchers (Becker & Grilo, 2006). Yet, 

diagnosis of mental illness is often treated in a “curiously secretive fashion,” which 

reinforces the professional’s control of the interaction (Cooksey & Brown, 1998, p. 

544). Secrecy around psychiatric diagnosis is antithetical to consumer desire for 

diagnostic information. For example, a survey of 255 psychiatric inpatients found 

that the vast majority (88.6%) wished to be informed of their diagnosis, even when 

they were fearful of the prognosis (Wetterling & Tessmann, 2000). 

 

Lequesne and Hersh (2004) sought to review the literature regarding diagnostic 

disclosure of BPD. This emanated from clinical observations that clinicians were 

less likely to disclose a diagnosis of BPD to their patients than diagnoses of other 

psychiatric disorders. Due to a paucity of literature, these authors based their 

recommendations upon a review of medical literature regarding the disclosure of 

other diagnoses and also considered issues which were likely to affect the decision 

to disclose a diagnosis of BPD. They suggested that clinicians may hesitate to 

inform a patient of BPD due to: 

. . . uncertainty regarding the validity of the BPD diagnosis; the feeling that 

the diagnosis is too negative to divulge (stigma), and related worries that 

such a diagnosis would have deleterious effects on the patient’s health and 

morale. Concerns about a patient’s transferential rage and the clinician’s 

own counter-transference issues may also affect the decision regarding 

whether or not to disclose. (Lequesne & Hersh, 2004, p. 171-2)   

 



 59 

Recommendations by Lequesne and Hersh (2004) included further research in this 

area, and open examination and discussion of the diagnosis between clinician and 
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Disclosing the BPD diagnosis to adolescents has been almost entirely ignored within 

the literature. An exception occurred in a commentary response to a paper titled 

“Personality disorder in adolescence: the diagnosis that dare not speak its name” 

(Chanen & McCutcheon, 2008). In this response Mulder (2008) concluded that:  

Whether the label is stigmatizing or not depends partially on what services 

are available. Regardless, from a scientific and ethical viewpoint, we need to 

honestly tell our patients what is wrong with them and how this knowledge 

leads to treatment options. (p. 45) 

  

While privileging treatability, this statement at least acknowledges the issue of 

disclosing BPD to adolescents, rather than the exclusive pre-occupation with making 

the diagnosis which preceded this paper.  

 

Shergill, Barker and Greenberg (1998) sought to determine whether psychiatric 

patients were aware of their diagnosis and also to consider the practice of 

psychiatrists in disclosing diagnoses, thus aligning closely with the aims of this 

research project. Differences included a focus upon an adult population with varying 

diagnoses, the use of a structured questionnaire and quantitative methodology. 

Significantly, 53% of inpatients had not been told their diagnosis, with 55% of these 

participants desiring to be informed of their diagnosis. Psychiatrists were less 

inclined to inform a patient of a diagnosis of schizophrenia or personality disorder 

compared with an affective, neurotic or substance abuse disorder. Influencing 

factors included the psychiatrist’s “confidence in their diagnosis, how well they knew 

the patient and whether the patient had insisted on knowing the diagnosis” (Shergill 

et al., 1998, p. 36). These authors recommended that all patients should be asked 
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whether they want to know their diagnosis, and be informed accordingly. However, 

despite parallels in the research aims, there were several limitations in this research, 

not accounted for within the paper. Transparency between the results and the 

discussion was insufficient, and at times contradictory. For example, despite stating 

in the discussion that patients diagnosed with a personality disorder were less likely 

to be told their diagnosis, results indicated that seven out of nine patients with a 

diagnosis of personality disorder were aware of it. This discrepancy was not 

accounted for. Further concern arose when reading the questionnaire item “reality of 

psychiatric diagnosis when compared with a physical diagnosis” (Shergill et al., 

1998, p. 34). The authors seemed particularly interested in the perception of 

psychiatric diagnosis as ‘real’ without any indication as to the relevance or 

background of this line of questioning. 

 

Despite limitations in Shergill et al.’s research, the attitudes of participating 

psychiatrists were supported by additional research in this area. Clafferty, McCabe 

and Brown (2001) undertook a postal survey of 246 consultant psychiatrists in 

Scotland and found that only 44% would disclose a diagnosis of personality disorder 

to their clients. McDonald-Scott, Machizawa and Satoh (1992) also sought to 

compare the practice of disclosing psychiatric diagnoses in North America and 

Japan. The method consisted of the use of six case vignettes based on actual 

patient histories, with psychiatrists asked if they would actively inform the client, or 

responsively inform (prompted by their asking). Results indicated a great reluctance 

in both countries to give diagnostic information to patients with non-affective 

psychosis and BPD. Psychiatrists tended to withhold diagnostic information when 

there was prognostic uncertainty or a fear of the diagnosis, and tended to disclose 

information for disorders for which there were effective treatments. There was 

however a particularly puzzling element to the research which reinforces the 

ambiguity surrounding the borderline diagnosis. The ‘lay diagnostic term’ used to 

represent BPD within a vignette was ‘psychosis.’ Though this decision was not 
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justified the authors did acknowledge difficulty in deciding on a lay term for BPD, 

seeking to employ terminology that was often used by patients. 

 

American research has assessed family member’s knowledge about BPD and their 

subsequent levels of depression, burden, distress and expressed emotion (Hoffman, 

Buteau, Hooley, Fruzzetti, & Bruce, 2003). Thirty nine family members (from 33 

families) participated in interviews and completed self-report instruments. Contrary 

to expectations, results indicated that “greater knowledge about BPD was 

associated with higher levels of family members’ burden, distress, depression and 

greater hostility toward patients” (Hoffman et al., 2003, p. 469). In accounting for 

these results, the researchers considered the impact of ‘chaotic’ literature 

surrounding BPD and the lack of established information available to families. The 

inability to determine the type or quality of information obtained by family members 

represented a limitation within the research, as did the small sample size and the 

use of an instrument to measure knowledge which had not been validated. 

 

Given the scarcity of research on the disclosure of BPD, it is worth considering 

comparative literature. There are also broader issues at play which are visible in 

other diagnostic categories, such as the way in which clinicians broach stigmatising 

diagnoses and the privileging of clinician concerns above transparency.  

 

From a psychiatric perspective, several studies have established a reluctance to 

divulge a diagnosis of schizophrenia (Bayle et al., 1999; Cooksey & Brown, 1998; 

Green & Gant, 1987). Reasons provided by clinicians (primarily psychiatrists) for 

withholding a diagnosis of schizophrenia included; uncertainty regarding the 

aetiology; the potentially stigmatising and demoralising impact upon patients and 

their family; and the patient’s lack of competency to understand the meaning of the 

term schizophrenia (Green & Gant, 1987). Advocates for sharing the diagnosis 

highlighted the advantage of shifting the blame away from the family (when referring 
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to schizophrenia as a stress-induced biogenetic disease) and providing psycho-

education to promote mastery and lessen anger, helplessness, isolation and 

stigmatisation. Furthermore, clinicians who supported disclosure identified that it 

may promote greater cooperation with treatment, enable the recognition of early 

warning signs and allow families to join support groups and become advocates for 

improved services (Green & Gant, 1987). 

 

Research which compared the disclosure of a diagnosis of schizophrenia with a 

diagnosis of cancer, noted that over time there had been an increased tendency for 

doctors to disclose a diagnosis of cancer due to a treatment revolution and an 

increase in the level of information and education of the general public (Bayle et al., 

1999). The authors wondered if similar advances may facilitate the disclosure of 

schizophrenia and a similar conjecture may be applied to BPD. 

 

There are also parallels between the disclosure of physical diagnoses, such as 

cancer and psychiatric diagnoses. For example, both fields tend to use metaphors 

and pseudonyms in conveying diagnostic information. Cancer may be described as 

a lump, mass, cells or growth (Mitchell, 2007) and schizophrenia may be couched in 

terms perceived as less stigmatising, such as psychosis, major mental illness and 

mental breakdown (Clafferty et al., 2001). In addition, in comparing the disclosing 

practices of psychiatrists and oncologists, Mitchell (2007) noticed that both 

specialities experienced a dilemma when the diagnosis was probable, but not 

certain, when the prognosis was unfavourable and when treatment options were 

limited. 

 

From a child and adolescent perspective, there were no references found in the 

literature which considered the disclosure of a diagnosis of BPD. Comparisons may 

be drawn with the diagnosis of Attention-Deficit Hyperactivity Disorder (ADHD), with 

both diagnoses sharing the complexity of attribution and the potential for care-givers 



 63 

and parents to assign less sympathy to those acts deemed deliberate (Forsyth, 

2007; Klasen, 2000). Research on the disclosure of an ADHD diagnosis to parents 

found that sharing this diagnosis helped to alleviate feelings of guilt and inadequacy 

and brought relief, confirmation, legitimation and a sense of control. Parents felt 

more sympathetic and less angry as they were able to see their child’s acts as non-

deliberate. Klasen (2000) advocated for the inclusion of children in research to 

determine how labelling affected the child’s sense of agency. 

 

The diagnostic disclosure of chronic fatigue syndrome (CFS) may also be 

considered analogous. Along with BPD, Pilgrim (2001) locates CFS within the group 

of ‘contested patients,’ where medical jurisdiction and patienthood is doubted. 

Research on the disclosure of CFS found that withholding a controversial diagnosis, 

regardless of the doctors’ intentions, was paternalistic with the doctor presuming to 

know what was in the patient’s best interests (Broom & Woodward, 1996). While 

doctors withheld information as a result of concern regarding the potential hazards 

of labelling and medicalisation, this was effectively considered to prevent the patient 

from accessing information that they may find useful. “In this instance a doctor’s 

desire to avoid medicalising the person’s experience inadvertently creates the 

condition where medical dominance occurs” (Broom & Woodward, 1996, p. 366). 

 

A PhD project by Goicoechea, (2006) titled, “The invocation and inscription of 

mental illness: A phenomenological and hermeneutic study of diagnostic discourse 

in patient-staff interactions” resembled the aims of this thesis. Goicoechea’s 

research emanated from an observation that while clinicians appear to rely upon 

psychiatric diagnoses as shorthand communication amongst professionals it is 

unclear how diagnostic language enters into conversations between clinicians and 

patients. Goicoechea’s research questions sought to address how diagnostic 

discourse is “used to inscribe some identities as therapeutic experts and others as 

mentally ill patients?” And “how does this discourse promote (or impede) a shared 
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understanding of the patient’s difficulties?” (Goicoechea, 2006, p. 113) Data analysis 

was guided by a conversation analysis which was ‘modified and informed’ by 

discourse analysis, phenomenology and hermeneutics. Goicoechea’s decision to 

incorporate four different qualitative methodologies was puzzling and there was 

some evidence of methodological confusion. For example, Goicoechea spent some 

time undertaking a critical analysis of the notion of insight and identifying the 

tendency to use this term paternalistically in psychiatry. Yet she went on to 

recommend that insight was likely to be “most successfully negotiated in dialogue 

with patients” (2006, p. 136), whereby the promotion of a successful negotiation of 

insight undermined the earlier analysis. 

 

More coherent and relevant findings from Goicoechea’s study included the 

observation that diagnostic meaning was “locally forged within a context of identity 

construction and within a struggle for mutual understanding” (Goicoechea, 2006, p. 

114). Goicoechea also concluded that imposing a diagnostic perspective on the 

patient could obstruct the therapeutic relationship.   

 

Diagnosis as the Currency of Value 

In Chapters 2 and 3, ‘diagnosis’ has saturated discussion. Literature with an 

academic, clinical and consumer focus (in order of prevalence) has centred almost 

entirely around the diagnosis of BPD. As highlighted in Chapter 1, given the 

research design and my own disciplinary bias as a psychiatric nurse, within this 

thesis the biomedical context predominates, with diagnoses resembling the currency 

of value (Lester, 2009). This does not prevent a critique of the diagnostic system, 

however it does warrant a distinction between diagnostic technique and diagnostic 

work. According to sociologist Phil Brown (1990), diagnostic technique involves the 

formalisation of classificatory systems and measurable phenomena, while diagnostic 

work refers to the way in which clinicians fit science into everyday practice, often 
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utilising short-cuts and incorporating individual biases. While diagnostic technique 

constitutes the focus of the majority of diagnostic literature, it is the diagnostic work 

around BPD which is under-researched and provides fertile ground for analysis. 

 

Lester (2009), for example, undertook unique research in her examination of the ‘act 

of diagnosing’ by professionals as brokers of mental health care. This 

anthropological study focused upon the way in which a diagnosis of BPD unfolded 

as an ongoing process of negotiation, within an American eating disorder clinic. 

Lester identified the predominance of ‘borderline talk;’ a shorthand approach to 

describing behavioural or interpersonal concerns which was taken up by clinicians in 

everyday discourse. Borderline talk was revealing not only regarding the diagnostic 

evaluation of clients, but also the therapeutic process within the clinic, with its 

inherent tensions and contradictions (Lester, 2009). Lester’s research provides 

fascinating parallels regarding diagnostic work, as examined further within the 

discussion in Chapter 6 (see section titled “Borderline Talk,’ p. 133). 

 

Summary 

Chapter 3 positions the adolescent with BPD as obscured amid academic debate. 

Researchers have struggled to determine whether adult BPD can be made to fit in 

adolescence, when symptoms are said to originate. While recent consensus 

indicates that the BPD diagnosis is ‘good enough’ to use in adolescence, there is 

scant research on translation to practice. Early indications suggest that clinicians 

remain reluctant to formally diagnose BPD in adolescence and continue to worry 

about developmental appropriateness, the potential impact of stigma and the overall 

usefulness of the diagnosis. Based upon these reluctances and comparative 

literature on diagnostic disclosure, it is anticipated that this research will traverse 

contested territory. 
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Overall, gaps in the literature persist, with the review undertaken in this thesis 

finding no research which addressed:  

• whether CAMHS clinicians share diagnostic information about 

borderline personality disorder with their adolescent clients, and if so, 

how?  

• what are the factors that guide clinical practice in the decision to 

disclose or withhold a diagnosis of emerging borderline personality 

disorder to adolescents? 

• whether adolescents are aware of their diagnosis or symptoms of 

borderline personality disorder and what is their experience regarding 

conversations about diagnosis? 

 

This thesis aims to address these questions, thus examining the diagnostic work 

undertaken around the BPD diagnosis in adolescence. 
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Chapter 4: Theoretical Framework 

Introduction 

The following two chapters (4 and 5) will detail the methodological approach used in 

this thesis. This chapter will define and explain the terms discourse and discourse 

analysis and locate this method within a postmodern paradigm. It will provide a brief 

outline of those theorists who shape the discourse analytic approach, though their 

theoretical contribution is most evident in discussion Chapters 6, 7 and 8. 

 

This chapter also details the discourse analytic priorities, explaining how analysis 

was undertaken at three different levels; a textual level which incorporated an 

examination of metaphor, lexical choice and modality; an analysis of discourse 

practice, which considered the way in which the text (interviews) was produced, 

taking into account the discursive environment surrounding interviews and what was 

said and unsaid in the text; and analysis at the level of social practice or context, 

introducing the ‘Psy Complex’ and the formation of ‘Subjects and Roles.’  

  

This chapter provides a theoretical overview for the thesis, while the following 

chapter progresses to a more detailed outline of the research design and the 

practical implementation of a discourse analysis.   

 

Postmodernism 

This thesis is presented as a post-structural study situated within a postmodern 

paradigm. In accordance with Fox (1993) I use the term post-structural to take a  

“social theoretical position which locates power as constituted through language” (p. 

40). Post-structuralist research investigates those local and temporal structures of 
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language, while examining the way in which language produces subjects (Traynor, 

2004). A post-structural approach for example, is considered well suited to the 

analysis of how and when the category of madness appeared and what function this 

category served (Traynor, 2004). Specifically, this thesis will examine the journey of 

the psychiatric category of BPD, from inception (as established in Chapters 2 and 

3), to its current role in adolescent psychiatry. 

 

Post-structuralism is derived from postmodernism; a broader theoretical 

commitment which challenges those modernist notions of truth, rationality, the 

individual and social structure (Fox, 1993). In this thesis, the following interpretation 

of postmodernism is drawn upon to guide a critical discourse analysis: 

 Postmodern approaches can thus be described, at least in part, as a 

response to what has come to be viewed as a crisis in representation – a 

challenge to the view that it is possible to represent reality, speak for others, 

make truth claims and attain universally essential understandings. 

Postmodern approaches recognise the presence of multiple voices, multiple 

views and multiple methods when analysing any aspect of reality – including 

the reality of health care. Who and what is absent from representations of 

health care is thus of as much interest as who or what is present. All of this 

challenges the notion of a rational and unified subject that is so central to 

modernist thought. (Cheek, 2000, p. 5-6) 

 

It is acknowledged that the terms postmodern and post-structural carry with them an 

ambiguity and pluralism which may detract from their usefulness (Alvesson, 1995). 

However ‘ambiguity’ is a paradoxical notion within postmodernism; both fuelling 

criticism (Alvesson, 1995) and also regarded as central. Parker (1997) for example, 

draws upon Habermas in describing postmodernity as responsible for the “breaking 

down, or blurring of and rendering ambiguous the boundaries between the 

previously autonomous spheres of specialised knowledge in modernity” (p. 102). 
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Postmodernism is considered to represent “an in-between space,” marked by 

disorientation and a disturbance of direction (J. Parker, 1997, p. 96). A postmodern 

framework provides a good theoretical fit with the topic under examination in this 

thesis, with the BPD diagnosis also delineating an ambiguous and unstable space 

which positions individuals somewhere between sanity and madness (Wirth-

Cauchon, 2001).  

 

Given the recognition of multiple influences upon the construction of reality, this 

thesis does not aim to formulate absolute recommendations for action. It also resists 

the privileging or championing of any particular group (Traynor, 1997), instead 

aiming to surface accounts which are currently absent from representations of 

health care. In summary, a postmodern framework brings to this thesis an aim to 

unsettle taken for granted understandings, thus permitting different spaces for 

manoeuvre and resistance (I. Parker, 1990).  

  

Discourse 

Discourse within this thesis is defined as the socially determined use of language 

(Fairclough, 1989). Discourse is understood to represent a particular part of the 

world, and represent it from a particular perspective (Fairclough, 2003). In 

accordance with Foucault, discourses are viewed as scaffolding for knowledge 

construction (Cheek, 2004; Hamilton & Manias, 2009), “both enabling and 

constraining the production of knowledge, in that they allow for certain ways of 

thinking about reality while excluding others” (Cheek, 2004, p. 1142). 

 

Fairclough (2001) considers the degree to which discourse may be taken up, with 

some discourses enacted, and others fully inculcated. Inculcation refers to the point 

at which discourse is accepted or taken for granted as a new way of being or 

identity, with people becoming unconsciously positioned within a discourse 
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(Fairclough, 2001). Equally, there is room for resistance along this continuum, with 

Fairclough encouraging an examination of the conditions of possibility for versus the 

constraints against discourse. Essentially this examination constitutes a discourse 

analysis, which forms the analytical framework of this thesis. 

 

Discourse Analytic Approach and Key Theorists 

Discourse analysis is a method with considerable variance in theoretical influence 

and approach. In this section I will outline the discourse analytic approach utilised in 

this thesis and indicate the key theoretical influences.  

 

Michel Foucault is identified as the single most influential author on the use of the 

word discourse within social science (Alvesson & Karreman, 2000). This thesis also 

positions Foucault’s archaeological and genealogical investigations of discourse as 

paramount, with a particular appreciation of his analysis of discourse in medicine 

and psychiatry (Fairclough, 1992). However Foucault’s approach to discourse 

analysis may be considered abstract (Fairclough, 1992), with analysts dissuaded 

against the use of a formula. This emanates from the conviction that discourse 

analysis is an approach rather than a fixed method, thus guarding against the 

potential for oversimplification and orthodoxy (Cheek, 2004). Foucault also resists 

the promotion of his work as totalising, instead referring to his theoretical 

contributions as fragmentary and incomplete: 

Still, I could claim that after all these were only trails to be followed, it 

mattered little where they led; indeed, it was important that they did not have 

a predetermined starting point and destination. They were merely lines laid 

down for you to pursue or to divert elsewhere, for me to extend upon or 

redesign as the case might be. They are, in the final analysis, just fragments 

and it is up to you or me to see what we can make of them. (Foucault, 1980, 

p. 78-79) 
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Foucault also resisted the classification of his work as postmodern, and remained 

sceptical about this term (Alvesson, 1995; Cheek & Porter, 1997). However there 

are strong parallels between Foucault and postmodernism and his theoretical 

contributions are considered to complement the postmodern framework used in this 

thesis. For example, both Foucault and postmodernism epitomise a distrust of grand 

narratives (Cheek & Porter, 1997). Furthermore, Foucault encourages the rethinking 

of that which is considered unproblematic, taken for granted or apolitical (Gastaldo & 

Holmes, 1999, p. 238), resonating strongly with the definition of postmodernism 

previously referred to (Cheek, 2000).  

 

Overall, given the complex and multifarious nature of Foucault’s work (Cheek & 

Porter, 1997), his ideas will be drawn upon using the analogy of a “toolbox” 

(Humphreys, 1990, p. 317), to take up particularly useful concepts and ideas. In fact, 

this discourse analysis will incorporate theoretical tools from several key sources, 

including Norman Fairclough, Ian Parker, Nikolas Rose, Jaber Gubrium and James 

Holstein and Erving Goffman.   

 

In particular, as evidenced within previous nursing research  (see Crowe, 2005; 

Heartfield, 2002; Quested & Rudge, 2003; Rudge, 1998; Rudge & Morse, 2001; 

Wilson, 2001), Fairclough’s critical discourse analysis provides a valuable and 

tangible adjunct to a Foucauldian discourse analysis, adding technique (Heartfield, 

2002) and attention to socio-linguistics (Rudge, 1998).  

 

Fairclough describes his discourse analytic approach as a textually orientated 

discourse analysis, (TODA) while others refer more broadly to this style as 

representative of critical discourse analysis (Smith, 2007; Traynor, 2006). In this 

thesis it will be referred to as a critical discourse analysis (CDA) because I believe 

that this better encapsulates the use of additional theorists, such as Foucault. 
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Furthermore, the term critical reflects the theoretical underpinnings of this thesis, 

aiming to reveal those connections between language, power and ideology which 

may be concealed (Fairclough, 1989). A critical study of language: 

Analyses social interactions in a way which focuses upon their linguistic 

elements, and which sets out to show up their generally hidden determinants 

in the system of social relationships, as well as hidden effects they may have 

upon that system. (Fairclough, 1989, p. 5) 

 

In addition, while Fairclough’s framework has been selected because the inclusion 

of a textual analysis is considered advantageous, a textually orientated discourse 

analysis implies prioritisation of this stage of analysis. Within this thesis the textual 

analysis will complement the discourse and sociocultural analysis, rather than 

supersede them. 

 

Fairclough’s CDA proposes an analysis on three levels or dimensions, including the 

text, discursive practice and social practice. The perceived advantage of this 

approach is its ability to thoroughly incorporate an analysis of the micro at the level 

of the text, and the macro at the level of social practice or context (Smith, 2007). A 

neglect of either the text or context may subject an analysis to criticism. For example 

a discourse analysis which attends only to the textual dimension, such as 

conversation, or content analysis may be criticised for its failure to address the 

question, “why is this utterance here?” (Wetherell, 1998, p. 388) Conversely, a 

discourse analysis which is careless in its attention to language and seeks to focus 

only upon the macro system rather than the local situational context may be 

criticised for its grandiosity (Alvesson & Karreman, 2000).  

 

Fairclough’s CDA has been praised for its ability to mediate between pure linguistic 

analysis and post-structuralist studies of discourse (Smith, 2007), gaining an 

understanding of the social effects of discourse by looking closely at what happens 
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when people talk or write (Fairclough, 2003). However an aim to comprehensively 

analyse the micro, the macro and the discourse practice in between may also be 

described as ambitious. In order to avoid this I will now consider the three 

dimensions which constitute Fairclough’s CDA in more detail, with specific attention 

to their applicability within my research, thereby highlighting my analytic priorities.  

 

Textual Analysis 

Discourse analysis generates texts for analysis through conventional data collection 

techniques (Cheek, 2004). In this project, transcripts which were generated from 

individual interviews will form the basis for textual analysis. In addition, field notes 

and reflections which were undertaken throughout the course of the PhD will be 

drawn upon and interspersed throughout each chapter. Finally, those texts brought 

together in Chapter 2 and 3 will continue to influence the shaping of the thesis. The 

DSM for example, is a text which provides significant governance over diagnostic 

practice and as such will be subject to ongoing consideration and critique. 

 

Analysis of the text is described as a micro analysis with origins in linguistic and 

conversation analysis (CA). However, this analysis of texts differs from CA in 

several important ways. For example, CA insists upon the use of materials collected 

from naturally occurring occasions of everyday interaction (Heritage & Atkinson, 

1984). While the notion of ‘naturally occurring’ is open to conjecture (J. Miller & 

Glassner, 2004) these analysts are distinguishing between those interactions 

occurring in ‘ordinary conduct’ and those situations which are subject to selective 

processes of “recollection, attention or imagination” (Heritage & Atkinson, 1984, p. 

3). From a CA perspective, research interviews are considered unacceptable 

surrogates for the observation of actual behaviour (Heritage & Atkinson, 1984). 

Fairclough (2003) affirms that a textual analysis is best framed within ethnography, 

seeking to address how texts practically figure in certain areas of social life. Given 
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that the majority of data was generated through research interviews in this PhD, the 

applicability and usefulness of a CA is limited. For example, it would be 

circumscriptive to examine interactional features such as turn-taking within 

transcripts, because this would largely adhere to conventions in research 

interviewing. While the influence of the researcher upon the interaction is 

acknowledged and reflected upon throughout the thesis, a focus upon the minutiae 

of interactions would foreground the researcher and be likely to provide predictable 

results:  

While it is appealing to ask the author to be present in the text and not 

concealed by a writerly convention pretending that it is science that produces 

the text, too much concern with the researcher and/or author and too much 

elaboration with format may draw attention away from the subjects the 

research is supposed to say something about. (Alvesson, 2002, p. 142) 

 

This does not preclude analysis at the level of the text, however it does necessitate 

a selective approach. This is advocated by Fairclough (1992) who suggested 

choosing those categories for analysis which are most relevant to the research at 

hand. The textual analysis in this thesis will include an examination of metaphor, 

lexical choice and modality. In brief, these textual features represent a focus upon 

vocabulary and grammar rather than textual cohesion and structure. 

 

Metaphor. 

Metaphor is considered to be the most fundamental form of figurative language 

(Hawkes, 1972). Metaphor provides “a means through which a widely accepted 

understanding is used outside its conventional context to explain a more abstract 

and intangible concept, experience or situation that would otherwise be difficult to 

express” (Riley & Manias, 2005, p. 3). 
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Traditionally metaphor has been viewed as a way of expressing poetic imagination, 

considered to resemble extraordinary rather than ordinary language (Lakoff & 

Johnson, 1980, p. 3). However, Lakoff & Johnson (1980) identity that while we are 

not always cognisant of it, metaphor is both pervasive in structuring our conceptual 

systems and central in defining our everyday realities. Metaphor also demonstrates 

the interactional nature of objects, negating the view of an object as comprising 

solely inherent properties (Lakoff & Johnson, 1980), and in postmodern research; 

providing a resource for disrupting meanings. 

 

Therefore, while evident at the textual level, metaphor also provides an indication of 

the broader cultural and ideological factors at play (Fairclough, 1992). Crowe and 

Alavi (1999) suggest for example that metaphors provide a way of “expressing what 

may be too painful or unacceptable in a literal form by establishing ambiguity” (p. 

29). This holds particular relevance for the way in which a problematised psychiatric 

diagnosis such as BPD is talked about amongst clinicians and adolescents.  

 

Particular types of metaphor such as personification will also be identified and 

considered within the analysis. Personification is a type of ontological metaphor, 

where an object (i.e. BPD) is specified as being a person, with associated allocation 

of human entities and characteristics. Personification serves to provide explanatory 

power, allowing us to “make sense of phenomena in the world in human terms – 

terms that we can understand on the basis of our own motivations, goals, actions 

and characteristics” (Lakoff & Johnson, 1980, p. 34). 

   

In addition to the examination of those direct metaphors used in clinician and 

adolescent transcripts, analysis of clinician data in Chapter 6 will draw upon 

Goffman’s (1959) metaphorical writing in his book; “The Presentation of Self in 

Everyday Life.” Goffman employed the dramaturgical metaphor of a theatrical 

performance to understand those ways in which individuals and teams use 
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techniques to control the impression provided to their audience (Riley & Manias, 

2005). 

 

Lexical choice. 

Lexical choice refers to the way in which speakers select descriptive terms which fit 

with the institutional setting, or their role within it (Drew & Heritage, 1992). Of 

particular interest within this category is the use of institutional euphemisms, 

whereby issues that may be problematic are minimised or understated. For example 

in medicine asking, ‘is it sore?’ rather than ‘is it painful?’ employs a milder substitute 

(Silverman, 2004).  

 

A form of institutional euphemism which occurs widely in psychiatry is the “linguistic 

repackaging of distress” (B. Brown & Crawford, 2007, p. 110). Brown and Crawford 

(2007) note the way in which human situations are reformulated in terms of “needs, 

risks and issues which need to be addressed,” thus concurring with managerial 

discourses and priorities (p. 110). 

  

Modality. 

This refers to the extent to which a person commits themself or conversely 

distances themself from a statement (Fairclough, 1992). In other words, what is their 

degree of affinity with the statement? (Hodge & Kress, 1988) Fairclough (1992) uses 

the example of the proposition, “the earth is flat” (p. 158). While this may be 

categorically asserted (‘the earth is flat’), or denied (‘the earth is not flat’) there are 

also a range of possible commitments to this proposition; ‘the earth may be/ is 

probably flat’ (low affinity) (Fairclough, 1992) or ‘the earth is definitely flat’ (high 

affinity). In these examples, the words ‘may be’ or ‘definitely’ are termed hedges, 

used to either weaken or strengthen a phrase. Therefore a hedge is a word or 

phrase used to modify the degree of membership within a statement (P. Brown & 
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Levinson, 1987), or change the affinity. Lakoff and Johnson (1980) understand 

metaphors and hedges as systematic devices capable of “further defining a concept 

and for changing its range of applicability” (p. 124). 

 

An analysis of hedging is particularly relevant within this thesis, evidenced 

immediately in the research title; ‘Talking to Adolescents about Emerging Borderline 

Personality Disorder; a Discourse Analysis of Clinician and Client Perspectives.’ 

‘Emerging’ was added following expert advice that some clinicians would not use the 

term borderline personality disorder in relation to adolescents. It was immediately 

apparent that a substantial number of clinicians demonstrated a low affinity with this 

diagnosis through the use of hedges and I aligned with this practice in the research 

design.  

 

Identification of modality including degree of affinity provides a basis for the 

examination of power relations, linking clearly to questions such as;  ‘who has the 

ability to speak?’ (Foucault, 1972) Furthermore, when can they speak, and “with 

what authority?” (Ball, 1990, p. 2) 

 

Discourse Practice 

This level of analysis focuses upon the way in which text is produced, distributed 

and consumed (Fairclough, 1992). The genre of texts most commonly analysed by 

Fairclough includes texts such as policy documents, political interviews, media 

releases and newspaper articles (Fairclough, 2001) which were produced externally 

(i.e. not by the person undertaking an analysis of them). Those texts under 

consideration differ in this thesis, with a focus upon interview texts which were 

generated by author and participant. This does not render analysis at this level 

irrelevant, however it does necessitate a shift in focus.  
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At this level of analysis, Fairclough (1992) also seeks to explore the conditions 

surrounding discourse practice. In other words, what were the social practices which 

influenced text production and consumption and were the texts produced individually 

or collectively? These details are pertinent in this thesis and necessitate an 

examination of the environment in which interviews were undertaken. Given my 

significant role in text production, researcher subjectivity is acknowledged and 

integrated throughout the findings of this study, and considered in detail within the 

section titled ‘Reflexivity’ (see p. 87). 

 

Additionally, at this level of analysis what is said in a text must be considered 

against what remains unsaid, or; “what is made explicit is always grounded in what 

is left implicit” (Fairclough, 2003, p. 17). This may be construed as incorporating the 

identification of dominant, contradictory and/or silent discourses, and the function 

served by either the presence or absence of such discourses in text (Wilson, 2001).  

          

Social Practice  

This level of analysis examines the social context in which the text and discourse 

are produced (Smith, 2007). Fairclough (1989) conceives of discourse as the 

socially determined use of language, articulating his stance as the following: “The 

gist of my position is that language connects with the social through being the 

primary domain of ideology, and through being both a site of, and a stake in, 

struggles for power” (p. 15). 

 

Given this research focuses upon a psychiatric diagnosis and its use in psychiatric 

settings, the overarching context which underpins text production and data analysis 

may be articulated as the ‘psy-complex.’ In this thesis, the psy-complex is 

considered to represent the level of social practice, incorporating the historical, 
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political, institutional, economic and social environment considered integral in 

Fairclough’s CDA (Smith, 2007). 

 

The ‘Psy-Complex.’ 

The psy-complex may be defined as the governance or shaping of individual 

conduct which occurs through categorisation or care under one of the disciplines 

prefixed with psy (i.e. psychology, psychiatry) (Rose, 1996). This ‘complex’ 

incorporates those professionals operating within the psy-disciplines and those 

discourses which inform the activities of these disciplines. Such discourses are 

described as “both wider and deeper than the professional practices which embody 

them” (Ingleby, 1985, p. 105). Similarly, Rose (1996) explains that the psy-

disciplines represent an “intellectual technology, a way of making visible and 

intelligible certain features of persons, their conducts, and their relations with one 

another” (Rose, 1996, p. 11). Thus the psy-complex incorporates a language of 

analysis and explanation, devised by the human sciences, which sees human 

subjectivity enter the calculations of the authorities (Rose, 1989).   

 

The shaping of human conduct is not limited to the domain of psychology or a 

psychiatric unit for example. Rose points out the multitude of programs, proposals 

and policies that attempt not just to “control, subdue, discipline, normalise or reform” 

but also to make individuals more “intelligent, wise, happy, virtuous, healthy, 

productive, docile, enterprising, fulfilled, self-esteeming, empowered or whatever” 

(Rose, 1996, p. 12). Similarly, while potential ‘troubles’ lurk around every corner, the 

postmodern self is also privy to an increasing number of institutions devoted to the 

identifying and fixing of such personal troubles (Gubrium & Holstein, 2001). Within 

this thesis, the psy-complex will primarily refer to the intervention of psy-disciplines 

in the lives of adolescents and in shaping the roles of CAMHS professionals. This 

forms the most manifest component of the discursive environment which supported 
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the research. However it is acknowledged that the disciplining of individuals occurs 

beyond these realms. In describing the scrutiny of the ‘young citizen’ for example, 

Rose (1989) describes childhood as: 

The most intensively governed sector of personal existence. In different 

ways, at different times, and by many different routes varying from one 

section of society to another, the health, welfare, and rearing of children 

have been linked in thought and practice to the destiny of the nation and the 

responsibilities of the state. (p. 121) 

 

The psy-complex renders many facets of adolescent subjectivity visible and 

calculable, and generates subject positions for adolescent clients. Furthermore, this 

governing body positions clinicians in roles, which are shaped by norms and 

expectations (Alvesson, 2002). This shaping of roles and subjectivities also forms 

part of the analysis of social practice, and is explored in more detail in the following 

section. 

 

Subjects and Roles. 

Fairclough (1992) considers the subject as both positioned in and constituted by 

discourse, while also capable of contesting and restructuring discourse. This 

becomes evident in Chapter 7 where adolescent subjectivities are examined in 

detail. The analysis of adolescent subjectivity was predominantly guided by Gubrium 

and Holstein (2001) and their text; “Institutional Selves; Troubled Identities in a 

Postmodern World.” As described by these authors, the postmodern self is viewed 

as constructed and projected using “culturally recognisable images and culturally 

endorsed formats” (Gubrium & Holstein, 2001, p. 9). Thus the human subject is 

considered to be “an effect of, or at least strongly constrained by and constituted 

within, discourse” (Alvesson, 2002, p. 50).   
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In Chapter 6, Goffman’s (1959) analysis of teams is drawn upon to examine team 

roles and performances. As described further in Chapter 6, Goffman’s theories are 

bolstered by the use of Foucauldian tools, such as ‘rules of formation’ and 

‘enunciative modalities’ (Foucault, 1972). While Foucault and Goffman emanate 

from divergent theoretical backgrounds, Goffman’s work is considered to 

successfully cross over paradigms and disciplines (Menand, 2009), as evidenced by 

research which utilises both Goffman’s sociological analysis and Foucault’s 

genealogical approach (Barrett, 1996; Quirk, 2008). In terms of analysing 

subjectivity; Goffman and Foucault both view the self as constructed, (Gubrium & 

Holstein, 2000) appreciating that “it is impossible to conceive of a self arising outside 

of social experience” (Mead, 1934, p. 140).  

 

Analysis at the level of social practice forms a focal point within this discourse 

analysis, paying particular attention to the psy-complex and formation of subjects 

and roles. This aligns with the Foucauldian priority to examine those rules which 

govern bodies of texts and utterances (Fairclough, 2003). 

 

Summary 

The discourse analysis in this thesis is described as critical and is located within a 

postmodern paradigm. Hence, this thesis views “language as constitut[ing] the world 

that it purports merely to describe” (Traynor, 2006, p. 65). 

 

The CDA approach is based loosely upon the framework offered by Fairclough 

(1992), thus valuing an analysis of both text and context. Of note, this analysis does 

not progress in a linear fashion, with overlap occurring between the dimensions of 

analysis (Fairclough, 1992). Furthermore, this thesis does not employ a purist 

theoretical approach or blueprint (Fairclough, 1992), instead preferring to draw upon 
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a methodological toolbox which celebrates the diversity of both conceptual ideas 

and data obtained. 
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Chapter 5: Research Design 

Introduction 

This chapter considers the process which was undertaken to develop this research 

project from an idea to a thesis. This chapter works through the minutiae of design 

issues including rigour, reflexivity, sampling, recruitment, key ethical considerations, 

the method of data collection (interviews and field notes) and the way in which data 

was organised and analysed (transcription, member checks, use of NVivo software). 

The chapter concludes with a return to discourse analysis, building upon the 

theoretical outline in Chapter 4 by delineating the practicalities of eliciting themes 

and establishing their significance.  

 

Recruitment is examined in particular detail, with connections made between 

insider/outsider status and subsequent institutional access. Detail in this component 

of the research process is warranted because the challenges faced during 

recruitment were telling, providing insight into who was allowed to speak and what 

they were authorised to speak about. For this reason, data is drawn upon for the first 

time in this chapter, in the form of field notes. While the inclusion of data within a 

‘methods’ chapter may be deemed unconventional, this research began at the stage 

of design and recruitment, not at the point of interviews. 

 

Prior to outlining these processes, it is necessary to provide a brief synopsis of the 

shift in approach which occurred following recruiting difficulties. While the 

modifications in design and occasional compromises reflect both the complexity of 

undertaking a PhD and the challenges of research with vulnerable young people, 

they also indicate limitations in the project. 
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Initially this project sought to interview adolescents and their case managers at one 

site, in order to examine and compare both positions with regard to diagnostic 

conversations about BPD. While case manager recruitment was successful at site 

one, with 15 participants interviewed, no adolescents were recruited during 

seventeen months of contact with this site. After twelve months of unsuccessful 

adolescent recruitment, a second site was approached and subsequent ethics 

application undertaken. At the second site, clinician and adolescent interviews were 

able to be conducted, however the recruitment of case managers was considered 

untenable, as this would have necessitated a separate ethics application to a 

different agency. As a result, the research project was unable to compare case 

manager and client accounts of talking about BPD. This represented a fracture 

within the project between clinician and adolescent interviews. While, ‘Talking to 

adolescents about emerging borderline personality disorder’ was the focus of all 

clinician interviews (community and inpatient), the interview focus shifted in the 

adolescent interviews, with the research title; ‘Talking to Adolescents about their 

Mental Health Difficulties.’ There was no mention of BPD in the adolescent 

interviews unless initiated by the adolescent. 

 

Despite this shift in research design and subsequent challenges in data analysis, the 

eventual recruitment of 8 adolescents was viewed as an achievement. While adding 

complexity, the adolescent position also adds depth, originality, and most 

importantly avoids putting adolescents in the “too hard basket” (Kelly; 17yrs). 

 

Rigour 

Discussions about validity or rigour in research require an inevitable comparison 

between quantitative and qualitative methodologies. Despite fundamental 

differences in epistemologies, qualitative research often makes the mistake of 

asserting validity through the modification of quantitative terms of assessment. 
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Chamberlain (2000) terms this ‘methodolatry;’ whereby a preoccupation with the 

correct describing of methods, overrides interpretation, or theoretical connections. 

Privileging of method may lead to the development of “inflexible and inappropriate 

guidelines for conducting research in a domain where no codified practice is readily 

available, and where in fact all practice tends to be contested and debated” 

(Chamberlain, 2000, p. 294). While all researchers must defend and legitimate their 

research, trying to articulate parallel notions of reliability and generalisation can 

reduce qualitative research to a prescriptive nature. 

 

Method, in this thesis is viewed as a tool which provides “action related principles 

and ideas on how to produce and make sense of empirical data” (Alvesson, 2002, p. 

4). The use of these tools requires explanation, but should not overrule a strong 

theoretical stance, or interrupt the provision of a compelling and provocative 

interpretation (Chamberlain, 2000). 

 

Interpretation is understood as going beyond what is expressed rather than 

traditional hermeneutic notions of accessing meaning (Alvesson, 2002). A 

postmodern framework should emphasise the uncertainties and language 

dependent nature of interpretative work (Alvesson, 2002). Interpretative neglect, for 

example occurs when interview statements are presented, “as if they were pathways 

to the interiors of those being interviewed or mirrors of social practice” (Alvesson, 

2002, p. 4).   

 

While discourse analysis tends to avoid textbook or formulaic approaches, it is 

necessary to attend to guidelines regarding rigour. According to nursing researcher 

Marie Crowe (2005), both interpretative and methodological rigour must underpin 

discourse analysis. Key points within these domains will be detailed, and are 

considered foundational in this research project.  
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Rigorous interpretation requires clear, plausible and well described linkages 

between the discourse and findings (Crowe, 2005), or theoretical transparency 

(Silverman, 2006). Findings should relate to existing knowledge on the subject, and 

be supported by adequate verbatim text (Crowe, 2005). While the inclusion of 

quotes is vital, anecdotalism is avoided by providing an indication of the context 

surrounding quotes, rather than simply including snippets from interviews to support 

a particular contention (Bryman, 1988). Similarly, credibility is enhanced by the use 

of ‘low inference’ descriptors which communicate observations and verbatim 

accounts in terms that are as concrete as possible, thus lessening the tendency for 

researchers to reconstruct texts (Seale, 1999). 

 

Methodological rigour requires that the research questions and the texts utilised fit a 

discourse analytic approach (Crowe, 2005). Crowe also specifies that a variety of 

resources should be sampled (i.e. historical, political and clinical). Furthermore, a 

clear description of data collection and analytic processes provides an important 

context for readers.  

 

In addition to these credibility markers, during data analysis deviant cases (Roberts, 

Priest & Traynor, 2006) and diverse vocabularies (Alvesson, 2002) were identified. 

This aligns with discourse analytic aims to appreciate variation and inconsistency 

(Wilson, 2001), stemming from the rejection of orthodox or modernist notions of the 

individual as rational and unified (Cheek, 2000). Furthermore, the recognition of 

diversity in data is supported by a theoretical framework which draws upon several 

theorists and rejects a linear or totalising approach to data analysis. As described by 

Alvesson (2002), a theoretical frame of reference which proposes to be airtight 

should be received with caution and may in fact impede understanding through its 

“tendency to present reality as unambiguous and accessible to representation in the 

chosen theoretical idiom” (p. 132). Attention now turns to the role of reflexivity in 

producing a credible discourse analysis. 
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Reflexivity 

Reflexivity enters this research through the rejection of claims to objectivity or 

neutrality. I could not propose to undertake this research from a position “somehow 

‘outside’ of the history of a particular culture and society and therefore divorced from 

the political concerns, norms and values of that culture and society” (M. Roberts, 

2005, p. 39).   

 

Equally, while aware of at least some of my biases, I did not always recognise or 

exercise control over them, as claimed by phenomenologists in their use of 

bracketing approaches: 

Throughout this study, the researcher deliberately pushed reflective and 

intruding thoughts and self-opinions out of her mind. Further, the researcher 

utilised reflective writing as a means of emptying her mind prior to 

interviewing each participant as well as between analysis of each 

participant’s text. (King & De Sales, 2000, p. 141) 

  

While the use of reflective writing is considered important within this thesis, the 

notion of emptying one’s mind seems comical, and my own attempts to sort through 

thoughts and opinions were messy and challenging.  

 

Researcher presence was assumed during all phases of the research; however the 

extent to which this should be made explicit proved complex. For instance, too much 

time spent reflecting may “draw attention away from the subjects the research is 

supposed to say something about” (Alvesson, 2002, p. 142). Overall, Alvesson’s 

(2002) discussion on dilemmas of emphasis in representation was helpful. In 

deliberating upon attending equally or reasonably to author versus interviewee and 

text versus field work for example, Alvesson (2002) concluded that “there is little 
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point in mechanically going through the themes raised here if one is not doing 

something interesting with them” (p. 143).  

 

I decided to weave reflections in the form of ‘field notes,’ ‘preambles’ and also direct 

text throughout the thesis, often at times when I felt that my subjectivity was 

imposing upon the research. A neat reflexive piece at the start and finish of this 

thesis would not adequately capture the way in which my subjectivities crept in or 

sometimes swamped the research process. My role as a new parent for example, 

snuck in when I was accounting for my absence as a nurse, and in personal 

reflections when I struggled with the predicament of these participants as children. 

My belonging to a professional tribe (psychiatric nursing) swamped, or strongly 

governed the discursive environment of interviews, the research design and the data 

analysis (Nunkoosing, 2005) (see Field notes, ‘Implicated by diagnosis’). I was less 

conscious of other identities, i.e. class, culture and gender, although I acknowledge 

that these were also likely influences.  

 

Field notes; Implicated by diagnosis - March 09 
Throughout this PhD I have felt torn between being critical of and aligning with the 
personality disorder diagnosis and the DSM empire which maintains it. I was describing 
my confusion to a colleague and she pointed out that diagnosis implicates us all in some 
way. Ways in which we are implicated by diagnosis is something that has stayed with me 
since this conversation. It plays the role of friend and foe, providing a comforting system 
of order, yet stifling us through its need to judge and label. It manages to explain and 
simultaneously confuse, to provide comfort and distress. This might explain why I have 
felt torn within its polarising clutches. 
 

This confusion, while important, lessened as I progressed through interviews with 

several senior clinicians who articulated their journeys through the dilemmas of 

diagnosis.  

 

A reflexive approach also helped me to manoeuvre my way through varying degrees 

of social proximity, or insider/outsider status. Frequent contemplation regarding the 
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impact of my proximity to the research site and participants, ensured that this 

position was not taken for granted (Hodkinson, 2005). I also relied upon such 

reflections to promote transparency within the research process.  

 

Sampling 

Purposive sampling was utilised in order to access those groups, settings and 

individuals who were best positioned to talk about communicative practice regarding 

BPD in an adolescent population (Silverman, 2004).  Emphasis was placed upon 

gathering information of sufficient depth to describe the phenomena under study, 

rather than on obtaining a fixed minimum number of participants or sample size 

(Fossey, Harvey, McDermott, & Davidson, 2002). Sampling within a qualitative 

paradigm has pragmatic aims to be appropriate and adequate. Sampling is 

considered appropriate if those participants sampled are in the best position to 

inform the study, while adequate sampling is achieved if the research question is 

sufficiently addressed (Morse & Field, 1995). While qualitative sampling methods 

often aim to conclude sampling upon reaching data saturation, this approach 

counters discourse analytic aims to “reveal marginal and multiple understandings of 

a phenomena” (Hamilton, 2008, p. 124), and resist closure (Crowe, 2005).  

 

There is overlap between the broader qualitative aims of appropriate and adequate 

sampling and the discourse analytic aim to source a diversity of resources, such as 

historical, political and clinical (Crowe, 2005). In attending to both, texts (interviews) 

were sought from adolescent clients and mental health clinicians. Clinicians were 

recruited across several teams and with varying professional backgrounds and 

levels of experience. Heartfield (2002) terms this a “purposeful mixed sample of 

participants” (p. 104). 
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Overall, 15 clinicians were interviewed at site one and 8 clinicians and 8 adolescents 

were interviewed at site two, as detailed within the following section. 

 

Recruitment  

Site One – an Outsider 

Song and Parker (1995) consider that descriptions of researchers as either insiders 

or outsiders fails to capture the “complex and multi-faceted experiences of some 

researchers . . . who find themselves neither total ‘insiders’ nor ‘outsiders’ in relation 

to the individuals they interview” (p. 243). In support of this observation, Hodkinson 

(2005) suggests that levels of proximity provide a more useful way of understanding 

positioning. Within this recruitment section I have generally termed my status as 

‘outsider’ at site one and ‘insider’ at site two, however these classifications were 

never absolute. Proximity will also be considered in order to illustrate my position as 

researcher. 

 

When planning the research, I opted not to use my place of work as a research site 

as I was concerned that a dual presence as a nurse and a researcher may 

compromise the adolescent clients. I chose another metropolitan CAMHS area, 

primarily because I had support from a previous colleague who was working at this 

site and agreed to take up the position of associate researcher. I considered that my 

researcher identity was well-balanced; possessing both insider and outsider 

attributes. I envisaged using my status as a fellow CAMHS clinician to communicate 

translocal connectedness (Hodkinson, 2005), demonstrating familiarity with 

institutional terminology and an ability to understand the unique challenges of 

working with adolescents in these environments. On the other hand, I could retain 

some distance through a naivety of their site specific practice. However I quickly 
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came to the realisation that clinicians would be powerful in constructing my 

insider/outsider identity, as evidenced during recruitment and interviews.  

 

The recruitment process was carefully designed over a period of several months in 

conjunction with the research director and the associate researcher. We were 

particularly cognisant of the potential impact of the research upon the client-clinician 

relationship and the possibility that clinicians may feel defensive about the project 

aims to examine diagnostic communication. As a result, and also bearing in mind 

issues of risk, we aimed to position CAMHS clinicians as experts in the recruiting 

process.  

 

Ethics approval at site one was obtained, with the site comprising of an adolescent 

inpatient unit and five community teams. An ethics amendment was completed 

during the project to add a sixth community team which had commenced practice. 

Following approval, the team leader at each site was telephoned in order to 

introduce the research project. Team visits were arranged with all teams, however 

with varying degrees of difficulty, often necessitating multiple phone calls. In one 

instance my initial phone call triggered a barrage of emails prior to organising the 

team visit (see ‘Field notes – May 08’). 

 

Field notes – May 08 
Contact with one team leader (Team 3) generated a particularly frenzied response. He 
had many questions about the research and seemed dissatisfied with my responses. We 
concluded with a plan to email further information which could be presented to the team. 
Based upon the team feedback the team leader would let me know whether it was 
feasible to conduct the research at their site, suggesting the strong possibility that the 
team would not embrace the research. The next contact was by email, letting me know 
that due to concerns regarding the impact of the research on the clinician/client 
relationship, the project had been referred to the director of CAMHS. Multiple emails 
followed, between the team leader and my research support people, and I was not privy to 
being ‘cc’d’ on all of the emails. I did see the email sent from my associate researcher to 
this team leader which attested to my personal character and ethical standards. I was 
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pleased to have my character defended, but a little taken aback that this had been 
necessary and curious regarding the emails which had preceded it. When a date was 
eventually set for a team visit, I was to be accompanied by the research director, 
associate researcher and my supervisor to provide support. In the lead up to this visit I 
was torn between feeling anxious and inquisitive. By now, I was very interested in what 
this team had to say about the project and particularly why it had evoked such a strong 
response. 
 

 Upon visiting teams I outlined the research and explained that I was reliant upon 

clinicians to initiate adolescent recruitment (according to inclusion/exclusion criteria). 

I also asked them to provide an information sheet to participants, obtain consent for 

the researcher to speak to them, determine competency to give consent and if 

necessary contact the guardian to obtain consent. Finally I asked them to participate 

in the clinician component of the research. In hindsight, this may have been overly 

ambitious, with clinicians expected to comprehend the dual aims of the project (i.e. 

the non-disclosure of BPD to adolescents), in conjunction with recruiting, 

participating and negotiating complex issues of consent.  

 

At team visits, the project was met with varying levels of enthusiasm and uncertainty 

(see ‘Field notes- team visit’). I left an information folder with each team and 

requested that they phone me in order to either volunteer to take part in the 

research or refer potential adolescent participants. 

 

Field notes – team visit (Team  1) June 08 
While organising this visit, the team leader had expressed a belief (by phone) that they 
“were not allowed” to make the BPD diagnosis in adolescence and therefore while they 
did discuss the diagnosis amongst clinicians, I would not find the diagnosis formally 
documented anywhere. Upon visiting the team the psychiatrist also expressed this belief 
which generated a very interesting debate. 
 
Addit; Unfortunately I was unable to recruit any participants from this team.  
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Field notes – team visit (Team  3) June 08 
This was a daunting visit, given my research had already been met with resistance (as 
described in previous field notes). During the visit the primary criticism of my project came 
from the psychiatrist who was unhappy that adolescents would be given the option of 
consenting to the interview of their case manager (regarding their care). He and another 
clinician were concerned that this would promote splitting. The psychiatrist also 
expressed concern that relevant information which arose in research interviews may not 
be passed back to the case-manager. Despite assurances of communicating issues of risk 
and mandated notifications, and also talking about the ethical need for adolescents to 
consent to someone talking about them with their case manager, there was no resolution 
obtained on these points.  The psychiatrist held firm on his assertions that he knew 
borderline patients (and their potential for splitting). The visit ended with the team leader 
concluding that recruitment in my project would come down to whether clinicians felt 
comfortable involving their clients or not.  
 

Following these visits I eagerly awaited a flood of phone calls with offers to 

participate. However, for several weeks my dedicated PhD phone lay silent and the 

decision was made to re-contact team leaders to ask them directly if they would 

participate in an interview. It was envisaged that this may provide an ‘in’ to 

adolescent and clinician recruitment. Despite additional phone-calls and emails from 

the research director and associate researcher which encouraged participation, 

recruitment was slow and the lack of progress was anxiety provoking (see ‘Field 

notes – July 08’). 

 

Field notes – July 08 
I am feeling panicked with the pace of data collection (i.e. still no interviews conducted!). I 
also feel a bit vulnerable – while I know that I have designed a relevant and interesting 
project – what was it that made me think that clinicians would feel comfortable talking 
formally about a diagnosis that they only seem to talk about informally! My motivation 
behind this PhD may serve to see me without any data! Not only am I expecting clinicians 
to be ready and confident to talk about this most uncertain diagnosis, but I am expecting 
them to recruit clients with a diagnosis that they probably haven’t been given!! If my 
uncertainty as a clinician was anything to go by, I would be happily avoiding this project! 
And unfortunately this project relies so heavily on clinicians to identify potential 
participants and carry out recruitment.  
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When data collection commenced, I found I had little influence regarding those 

clinicians who I interviewed. At times I fought against my inclination to solely follow-

up those teams (team leaders) who were friendly and appeared more receptive to 

the research. I persisted with the team which had proven most resistive to my 

research (Team 3) because I presumed that this tension may provide fertile ground 

for analysis.  

 

During my interactions with clinicians, I noticed their ability to position me as insider 

or outsider as highlighted previously. For example, while speaking with a community 

clinician I identified myself as a child and adolescent nurse with the intention of 

communicating a sense of knowing. However, the clinician responded with a clear 

distinction between inpatient and community practice, thus countering the proximity I 

was attempting to establish. On another occasion when talking with a clinician from 

the inpatient unit, I felt more confident in a shared knowledge and therefore a 

stronger degree of proximity. However I realised during a discussion of the care of 

‘out of area’ (or out of catchment clients) that the turf war which often took place 

between inpatient units had lessened my proximity to this unit and this clinician. My 

ability to occupy and move through a range of subject positions was largely 

dependent upon power dynamics at play (Sundin-Huard, 2001). After these two 

unsuccessful attempts to be acknowledged as an insider, I moved back to my 

position as a researcher and returned to a curious and not-knowing stance.  

 

At this time, the project aims began to shift, with the focus primarily on clinician 

recruitment and adolescent recruitment relegated to ‘plan b’ approaches within 

supervisory meetings. Following clinician interviews I would always enquire about 

any potential adolescent participants, but this was never to eventuate. The most 

telling example of needing to ‘give up’ the adolescent recruitment at site one came 

while re-visiting Team 3, following a change in team leader, and one year after the 

project had been largely rejected (see ‘Field notes-March 09’). 
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Field notes – March 09 
Phone call to the new acting Team Leader (Margot) from Team 3 to ask if she would 
participate in an interview. She agreed and also suggested another team visit to recruit 
clinicians. I expressed reluctance given the previous visit where my project wasn’t well 
received. Margot suggested that next time I visited for recruitment purposes that I “don’t 
even mention the adolescents, you’ll get a better response and clinicians will be less likely 
to be scared off.” I asked her why she believed clinicians would be scared off by my 
wanting to interview adolescents and she said she felt that they don’t really have clients 
who they would say have a diagnosis of BPD; more often just features and traits. The 
team also try to take a developmental perspective and avoid labels and the psychiatrist 
doesn’t support the diagnosis of personality disorders prior to 18 due to ongoing 
personality development.  Margot also said that given dialectical behaviour therapy was 
the treatment of choice and the team weren’t able to offer DBT then there wasn’t much 
point making a diagnosis that they couldn’t provide treatment for.  
 
Addit – Four clinicians were recruited following this visit and change of tack, including 
the team leader and the psychiatrist who had initially provided opposition. 
 

While clinician numbers were climbing credibly, I realised that senior staff were over-

represented in my sample. There were several ways of accounting for this, including 

a ‘gently, gently’ approach which introduced the research at team visits without 

directly seeking participants at the time. Following these visits I specifically targeted 

psychiatrists and team leaders as I identified them to be in a position of power and 

influence regarding diagnostic practice. I had hoped that following interviews with 

team leaders, they would facilitate further recruitment within their team. 

Unfortunately this rarely occurred, with team leaders citing busyness and potentially 

feeling that their representation of the team practice was sufficient. At two team 

visits which occurred towards the end of the recruitment phase (repeated visit to 

Team 3 and first visit to Team 7) I learnt from previous hesitancies and directly 

invited all team members to be involved. This was much more successful, with a 

total of ten clinicians agreeing to participate. However, these clinicians continued to 

be highly experienced, leading me to speculate that this was a topic which senior 

staff felt more comfortable, or able to talk about. Nearing the end of the recruitment 
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phase I sought the support of a team leader (Team 7) who facilitated the recruitment 

of a junior staff member within her team.  Unfortunately this interview proved 

awkward as the clinician reported having no clients with BPD and did not feel in a 

position to comment upon team practice regarding diagnostic disclosure.  

 

While supported by the team (7) leader, I made a final attempt at adolescent 

recruitment at this site. This team had recently begun to operate under a youth 

model, caring for 15-25 year olds, as opposed to the standard child and adolescent 

model. I sought an ethical amendment, envisaging that the inclusion of older 

participants would add depth through their ability to reflect upon a longer period of 

exposure to mental health care and diagnosis. I also wondered if this age group may 

be perceived as less vulnerable, and therefore clinicians may have felt more 

comfortable involving them in the research. Despite obtaining ethical approval and 

institutional support, there were no young people recruited from this additional team.   

 

In summing up recruitment at site one, despite several hurdles and with the 

advocacy of the associate researcher and research director, a team leader who was 

willing to endorse the research (Team 7) and perseverance, the number of clinicians 

participating grew sufficiently. However, despite these allies, including an insider 

proxy who would attest to my researcher and personal trustworthiness I was unable 

to penetrate the gate-keeping at this site in order to recruit adolescent participants. 

 

Site Two – an Insider 

An ethics application was submitted and approved at an adolescent inpatient 

psychiatric unit in another Melbourne metropolitan region, also my place of work. 

While initially avoiding this option, I realised that this research was perceived as 

contentious and in order to recruit any adolescents I would need to be in an 

environment where I was trusted.  
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As mentioned in the introduction, this necessitated another shift in the research 

design and broadening of the research aims. Significant changes were made to 

participation information sheets, and guardian consent was now deemed mandatory.  

 

At this site, my insider identity was strong, and I immediately noticed ‘perks.’ For 

example it took around three months and several reminders to acquire the final 

signature from the head of department at site one in order to obtain ethics approval. 

At site two, I was able to immediately obtain the clinical directors approval, who met 

my request with a smile and the rhetorical question “what am I getting myself into?!” 

At the team visit to site two I felt much more relaxed and found myself comfortably 

describing the complexities of the project, rather than defending against them as 

occurred during visits to site one.  

 

Following this visit, clinician and adolescent recruitment got underway. At this site, I 

found that I had more influence over clinician recruitment, with clinicians readily 

agreeing to participate when asked. I decided to put an information sheet in the 

office and asked those clinicians who would be agreeable to an interview to list their 

names, thus avoiding putting pressure upon individual staff members. I did however, 

directly seek interviews with those people who I considered to be in positions of 

power around diagnostic practice, such as the consultant psychiatrist and the 

medical registrars. I also invited the unit manager to participate as I was interested 

in their perspective regarding unit practice. In addition, I encouraged clinicians of all 

experience levels to be involved, learning from my mistakes at site one, and aiming 

to be more inclusive of clinicians with less seniority. Therefore I was active in 

making “analytic choices about what types of people, what voices or identities [were] 

central to the research and which ones [would] remain silenced” (Rapley, 2004, p. 

27).  
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In addition to asking staff to notify me of any suitable adolescent participants, I rang 

and spoke with the shift leader up to twice a week. Adolescent participation was 

facilitated by a couple of staff members who were particularly supportive and 

proactive in the recruiting and consenting process. 

 

The degree of proximity at this site brought relief, particularly as I realised that I 

would be able to fulfil the adolescent component of my research. However, while 

access was thankfully now granted, my field notes and reflections instead captured 

different complexities. For example, staff were now so trusting of my character, that 

at times I worried about ethical compromise. On one occasion, upon arriving at the 

unit to interview an adolescent, I was told that this person’s mother had consented 

to the research. I rang the young person’s mother to check that they understood the 

research project and was met with “I don’t really know what the research is about, I 

was just told that you were very nice.” This occurred a couple of times with staff 

describing me to adolescent participants as, “a really nice senior staff member who 

used to work here but has had time off to have a baby.” Often this was known more 

reliably than the research project. While I appreciated and certainly relied upon this 

support, I was well aware that this may be coercive in nature and carefully 

conducted the research pre-amble including re-seeking verbal consent at times and 

reiterating the adolescent’s ability to withdraw at any time.  

 

An additional recruiting challenge at this site included the unpredictability of the ward 

environment which would occasionally preclude or cut short interviews. However, 

perhaps the most significant (and predictable) hurdle was trying to distinguish with 

staff between those clients verbally identified as ‘borderline’ and those who had 

borderline symptomatology documented in some form within their medical file, thus 

meeting inclusion criteria (see ‘Field notes – April 09’). 
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Field notes – April 09 
I spoke with the unit manager today to ask if there were any suitable adolescents on the 
unit and he suggested three. When I visited the unit to determine suitability and initiate 
the recruitment process I found that only one young person was eligible with documented 
borderline traits. When a staff member sought to clarify the diagnoses of the other two 
clients with the doctor the doctor was reluctant to identify them as having borderline 
traits. The unit manager appeared quite frustrated by this. The next day I sought to 
clarify which adolescents may be eligible and a different shift leader immediately identified 
the same two clients. I checked their file and there was no mention of the diagnosis so I 
informed the shift leader that they were not eligible to take part and she expressed 
disbelief. As this played out repeatedly I came to realise that being ‘verbally’ borderline 
did not equate to being formally or officially borderline. 
 

Overall adolescent recruitment was sluggish, with six months required to undertake 

eight interviews. Eight clinician interviews were also conducted during this time, 

including clinicians in medical and nursing positions with a range of responsibilities 

and varying levels of seniority.  

 

In summary, close proximity to this institution was of considerable benefit regarding 

recruitment. However, being close brought other challenges which need to be 

acknowledged and accounted for.  

 

Key Ethical Considerations  

Limited Disclosure 

In accordance with Chapter 2.3 in the National Statement on Ethical Conduct in 

Human Research (National Health and Medical Research Council Australian Vice-

Chancellors' Committee, 2007), disclosure of the full research aims was withheld 

from participating adolescents and their guardians, with the term BPD excluded from 

all information provided. This was considered necessary given the research aims to 

examine whether adolescents were aware of this diagnosis or corresponding 

symptomatology. In addition, the majority of participants had been diagnosed with 
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emerging BPD or BPD traits, rather than meeting the full criteria and therefore it was 

considered pre-emptive to introduce this diagnosis in a research forum. Instead, the 

research aims were stated more broadly and could pertain to any diagnostic 

category. The research title provided to adolescents and their guardians was: 

‘Talking to adolescent clients about their mental health difficulties.’  

 

While this approach was methodologically and ethically defensible, it still posed an 

ethical dilemma, with notions of inclusion and transparency overruled by the need to 

conduct research which was not too intrusive. I grappled with this throughout the 

project (see Chapter 7, ‘Introduction,’ p. 156), though came to realise that 

adolescent recruitment may not have eventuated if the research had aimed to talk to 

adolescents directly about BPD.  

 

There was no information withheld from participating clinicians, as they needed to 

be informed of the focus upon BPD in order to meet the aims of the research. 

Overall, there was a two-tiered element throughout the project, with each group 

requiring separate consideration in all practical aspects of the research. For 

example, documentation such as plain language statements were written in two 

distinct formats for clinician and adolescent/guardian recipients. Of interest, the 

maintenance of ‘separate’ communication was replicated within several clinician 

accounts of talking about BPD (as evident in Chapter 6). 

 

Consent 

At site one, ethical approval was granted to approach each adolescent on a ‘case by 

case’ basis regarding consent. Based upon section 4.2.8 of the National Statement:  

An ethical review body may approve research to which only the young 

person consents if it is satisfied that he or she is mature enough to 

understand and consent, and not be vulnerable through immaturity in ways 
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that would warrant additional consent from a parent or guardian. (National 

Health and Medical Research Council Australian Vice-Chancellors' 

Committee, 2007, p. 56) 

 

Thus clinicians were responsible for determining the adolescent’s level of maturity 

and vulnerability and subsequent ability to provide consent to participate in the 

research. This approach was advocated by the research director and supported by 

local literature. Paediatric researchers suggest it is unethical to assume that 

guardian consent is necessary, as it denies adolescent autonomy and provides a 

barrier to participation and improved health outcomes through research findings 

(Sanci, Sawyer, Weller, Bond, & Patton, 2004). Unfortunately this wasn’t able to be 

put into practice (given the zero recruitment), and this approach was not supported 

at site two, where the institution deemed it necessary to obtain guardian consent for 

all adolescent participants. This may be said to resemble a shift back to 

emphasising the vulnerability of children, without equal recognition of their need to 

be involved in research (Arnold et al., 1995). However, obtaining guardian consent 

did not preclude any of the adolescents from taking part in the research.  

 

Confidentiality 

There were two exceptions to maintaining confidentiality within adolescent 

interviews, thus confidentiality was viewed as conditional. Those exceptions 

included the need to disclose information raised in the interview if I believed that the 

young person or someone else was at risk of harm (National Health and Medical 

Research Council, 2000) or if child abuse was suspected (Parliament of Victoria, 

2005) These exceptions to confidentiality were clearly stated in the participant 

information sheets and were reiterated to adolescents prior to commencing the 

interview. I was required to break confidentiality on one occasion due to a concern 

regarding risk (see following section titled ‘Risk’). 
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Confidentiality was also essential in providing a summary of results to adolescent 

participants. Given there were only eight participants and they were hospitalised at 

the same unit within a reasonably narrow time frame it was necessary to omit 

quotes or any information which may have been identifying.  

 

As highlighted previously, pseudonyms were allocated and any potentially 

identifying information was removed from excerpts prior to being used in published 

data. 

 

Risk 

Issues of risk related to the adolescent component of the research, with the 

research considered unlikely to pose a risk to participating clinicians. Concerns 

included; age; the sensitive nature of interview questions; vulnerability as a result of 

mental health difficulties and hospitalisation; the potential impact upon the 

relationship between adolescent and case manager; and the higher risk of suicidality 

and self-harm in this group of young people. The way in which the research 

accounted for these potential risks will be briefly outlined. 

  

In view of the age group and potentially sensitive nature of interview questions, 

adolescents were asked if they would like to have a clinician or family member 

present during the interview. This option wasn’t taken up by any of the adolescents. 

 

Vulnerabilities as a result of mental health difficulties and hospitalisation were 

addressed from several angles. Prior to meeting with adolescents, either to talk 

about the project or conduct the interview I always spoke to the nurse allocated to 

caring for the young person to ask about any imminent issues of risk or vulnerability 

and whether this was a reasonable time to speak with them. While being 
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hospitalised provided the benefit of support during or after the interview if required, it 

also indicated that things were askew in the lives of these young people. Therefore I 

viewed the research as a potential imposition at a time when they may have been 

stressed, upset or unwell. There was only one occasion when an adolescent 

withdrew consent early in the interview and it seemed that the research was viewed 

as a culminating pressure for this young person.  

 

In acknowledging that the interview may have been burdensome, I was particularly 

cognisant about checking during the interview whether participants were okay and 

how they were finding the questions. I was attuned to any signs of distress during 

the interview, but rarely came across any. One participant, Roxy demonstrated quite 

clearly through her body language (minimal eye contact, speaking quietly and 

fiddling with her IPOD throughout) that the interview was difficult. As a result I 

‘checked in’ more often and offered empathy regarding those questions which may 

have been confronting. Roxy was always willing to continue and relaxed a little as 

the interview progressed, responding well to humour and positioning her as the 

expert where possible. 

 

At the conclusion of interviews I reminded participants to speak with staff if they 

were worrying about anything following the interview. I let staff know when the 

interview was finished and communicated briefly and without breaking confidentiality 

that the young person had appeared to cope with the interview.  

 

In addition, I notified each community case manager that their client had been 

involved in the research, in order to provide support if necessary following 

discharge. I also saw this as a courtesy, given the interview had focused upon 

diagnostic discussions and there was the potential for the research to provoke 

further discussion between client and clinician. 
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Risk of self-harm or suicide did feature in my concerns regarding the research. This 

influenced the interview schedule, the setting chosen, the clause to break 

confidentiality and also had some bearing upon data analysis (see Chapter 7, 

‘Preamble,’ p. 155). While I was confident that the research was well designed, I 

was aware that the questions may be confronting, and coupled with those 

vulnerabilities inherent in this diagnostic group, I did worry about being ‘the straw 

that broke the camel’s back.’ Thankfully I overestimated such potential and only one 

issue necessitated disclosure to clinical staff (see ‘Field notes – July 09’).  

 

Field notes - July 09 
The interview went well; Beth was very articulate and seemed well versed in the language 
of mental health. However Beth did go into a fair bit of detail regarding the suicide 
attempt that had brought her to hospital and in the process mentioned that while in 
emergency (two days ago – post attempt) she still felt suicidal and had formulated a plan 
to drown herself on Thursday (today). I didn’t discuss this any further with her but 
realised that I needed to communicate this with her treating team, particularly given she 
was being discharged. I spoke to the shift leader who was also on Beth’s team and she 
was aware of the exact plan and said that Beth had subsequently been able to guarantee 
her safety. I was really relieved that they were aware of what she had been thinking and 
saying – I really didn’t want to be the only person with that information.  
 

Following notification to Beth’s team I was aware of an inclination to return to Beth to 

talk about this in more detail. While I knew that it would be inappropriate to act upon 

this inclination, it did alert me to the ease with which clinician and researcher roles 

could blur, and helped me to re-examine my positioning. 

  

Exclusion 

One particular limitation of the research was the exclusion of young people under 

Department of Human Services Guardianship (see Appendix 4 for all inclusion and 

exclusion criteria). This exclusion was necessary in order to undertake a project 

which was achievable within system and time constraints. However, it was 
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unfortunate given the likelihood that these young people are often prohibited from 

taking part in research due to perceived vulnerability and red-tape.  

 

Other Ethical Considerations 

As an employee at site two, it was not appropriate to be working in a clinical 

capacity while undertaking the adolescent component of the research. If I had 

previously nursed any clients who were inpatients during the recruiting process, they 

were excluded from the research. I also clearly delineated to adolescents that while I 

usually worked on the ward, I was currently on leave in order to conduct the 

research and reassured them that their confidentiality would be maintained.  

 

The Text 

Interviews 

Interviews offered the most tenable method of data collection and also aligned with 

the research aims to consider how it is that the diagnostic category of BPD was 

constructed in clinician and adolescent accounts. However in making the decision to 

use interviews as the principle tool of data collection, there were deliberations 

regarding alternative methods. While the research interview remains the method 

most often chosen in qualitative research, its status as the ‘gold-standard’ 

(Silverman, 2000) is increasingly challenged (Sandelowski, 2002; Silverman, 2006). 

For example, the assembling of meaning within a contrived interaction places the 

research interview under the banner of “researcher-provoked” data, often 

considered inferior to the study of what people are actually doing in “naturally 

occurring” situations (Silverman, 2006, p. 237). Ethnography for example, provides 

an advantage in its focus on conducting research within an indigenous setting. An 

ethnographic approach was contemplated, though deemed unrealistic, with the 



 106 

likelihood of capturing discussions about BPD slim, particularly given anecdotal 

observations that such diagnostic conversations occurred rarely and were often 

avoided. The challenge in obtaining consent to observe such sensitive (and 

potentially rare conversations) also seemed insurmountable. 

 

Furthermore, categorisations as either ‘researcher provoked’ or ‘naturally occurring’ 

data oversimplify research methods, with the ability to neatly delineate between the 

natural and the cultural in any sociological data remaining questionable (Miller & 

Glassner, 2004). Researcher influence presides regardless of the chosen method, 

as evidenced by Hamilton (2008) whose research incorporated observation and 

interview techniques: “If I observe and interview participants, what will I be able to 

say and write about these discursively informed exchanges that would be anything 

other than a fabrication of mine, born out of the discursive effect which is me?” (p. 

120) Within a postmodern framework, all research is considered to produce and 

operate within constructed realities. Interviews in this thesis were understood as 

actively constructed, in accordance with the following description: 

Meaning is not merely elicited by apt questioning, nor simply transported 

through respondent replies; it is actively and communicatively assembled in 

the interview encounter. Respondents are not so much repositories of 

knowledge – treasuries of information awaiting excavation, so to speak – as 

they are constructors of knowledge in collaboration with interviewers. 

(Holstein & Gubrium, 1997, p. 114) 

  

This position negates the ‘neo-positivist’ approach which aims to minimise 

researcher bias in determining the “context-free truth about reality ‘out there’” 

(Alvesson, 2003, p. 15). The ‘romanticised’ approach to research interviewing is also 

viewed as flawed, in its endeavours to establish genuine human interaction through 

which to explore an interviewee’s experience in depth (Alvesson, 2003). Both neo-

positivist and romantic research positions rely on the “notion of a stable and 
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individual self available to be authentically known” (Sandelowski, 2002, p. 107). In 

opposition to these approaches, interviews in this study are viewed more critically 

and as situated within a social context. Alvesson (2003) describes this as a localist 

position, which aligns with postmodernism through a refusal to see meaning as 

fixed. A critical approach also values complexity, contradiction and inconsistency 

within human identity (Sandelowski, 2002).  

 

Interviews within this framework do not purport to access reality, instead perceiving 

interview data as an “enacted text or discursive construction” (Hamilton, 2008, p. 

120). The active interviewer does not passively collect data, as if picking daisies 

(Nunkoosing, 2005), rather they collude in producing an account with the 

interviewee (Alvesson, 2003). Nunkoosing suggests that stories produced in these 

interactions should be viewed as authentic rather than true. This is an important 

distinction, which in some way addresses criticism of the localist approach as one 

which denies the possibility of exploring meaning and the “natives point of view” 

(Alvesson, 2003, p. 17). While this thesis sees interviews as constructed and 

situated within a particular context, this does not negate the authenticity of 

participant accounts. This distinction has been considered by previous researchers 

such as Ussher (1991) in her feminist deconstruction of madness:  

Her despair is undoubtedly real, but her experience of it, the meaning 

attached to it and the solutions offered to (or withheld from) her are framed 

by the current discourse of madness. In any deconstruction of madness it is 

easy to forget the individual woman in distress – but we must not. (p. 246) 

  

Similarly, in Wirth-Cauchon’s (2001) analysis of the ways in which women deemed 

borderline were represented as disordered personalities, she argued against the 

dismissal of women’s suffering as a product of psychiatric discourse. In this 

research, adolescents with BPD were already doubted in their ability to provide 

accurate accounts as a result of their diagnostic and adolescent categorisation (as 
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established in Chapter 3). Coupled with a possible history of trauma, it is essential 

that their accounts were held as authentic. However while acknowledging the reality 

of distress, an analysis cannot purport to access ‘madness’ outside of those 

“frameworks of language through which we come to perceive them” (Wirth-Cauchon, 

2001, p. 26).  

  

Interview Structure 

One semi-structured individual interview between 30 minutes and one hour was 

undertaken with each participant. A semi-structured format provided the ability to 

ask questions which were sensitively and thoughtfully constructed and also allow for 

expansion, particularly in adolescent interviews. However, the neat identification of 

interviews as semi-structured, as opposed to structured or un-structured is a little 

misleading, given all interviews should be recognised as highly structured events 

(Nunkoosing, 2005). Semi-structured simply indicates that some questions were 

planned and (nearly) always asked, and others were added depending upon the 

interview flow and direction. 

 

Those questions (nearly) always asked were developed by the primary researcher 

specifically for this research project. Literature which guided the development of 

these questions took into account conducting interviews with children and 

adolescents, or people considered to be vulnerable (Faller, 2003; Faux, Walsh, & 

Deatrick, 1988; Instone, 2002; Moyle, 2002; Usher & Holmes, 1997). Existing 

questionnaire schedules pertaining to BPD in adolescence were not appropriate as 

these tools sought to assess or diagnose young people.   

 

The first draft of questions was reviewed by supervisors prior to being given to 

people considered to be experts in the field of Child and Adolescent Mental Health. 

All experts approached agreed to provide advice on the project design and included: 
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a Child and Adolescent Consultant Psychiatrist, the Director of Research at site one 

and the Platform Team (a group of young people who have experienced mental 

illness and act in an advocacy role for young people with mental illness). In addition, 

the questions were revised by the Consumer Consultant in the Department of 

Nursing at the University of Melbourne. Experts were asked to review the questions 

and comment on their clarity, relevance and sensitivity. They were requested to 

make suggestions or changes as they considered appropriate. These suggestions 

were considered in conjunction with supervisors. Decisions made to include or 

exclude suggestions, and subsequent revisions are detailed in Appendix 8 and 10. 

In addition, minor modifications were made by the principal researcher in order to 

adapt questions to suit an inpatient unit, following the extension to site two.  

 

The degree of scrutiny applied to the interview schedule proved valuable for several 

reasons. For example, the research director highlighted that the questions for both 

adolescents and clinicians were too diagnostically focused. If clinicians were 

uncomfortable using the BPD diagnosis in this age group then it was likely that they 

may talk instead about related symptomatology or ‘traits,’ therefore the questions 

were amended slightly to account for this. The consumer perspective was also 

indispensable with the Platform Team recommending the removal of a question 

which they considered may be anxiety provoking.  

  

Interviews were tape recorded with the permission of participants, as this provided 

the benefit of preserving sequences of talk (Silverman, 2006). All participants 

consented to the tape-recording of their interview. The process of transcription is 

explored in detail later in this chapter (see p. 112).  

 

Clinician interviews on average were longer than the adolescent interviews as the 

questions asked were often broad, prompting more expansive responses. In 

addition, I was more comfortable seeking elaboration within the clinician interviews. 
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As my confidence increased in adolescent interviews, so too did my ability to 

comfortably explore variation and stray (safely) from the interview schedule. ‘Safe’ 

straying included the avoidance of probing in areas such as self-harm and conflicted 

relationships. This avoidance was underpinned by several factors, including ethics 

approval which sought reassurance that the interview would deviate minimally from 

the schedule submitted. For example, correspondence with ethics prior to approval 

including the following question: “Would the researchers please provide the 

Committee with a list of the proposed questions, or an indication of the nature of 

questions if the interview is unstructured.” This request implied a tension between 

providing support for a critical qualitative approach and ensuring that the 

vulnerability of these of young people was respected, or risks were kept to a 

minimum. 

 

In addition to the spoken ethical governance, I also felt an ethical commitment to 

avoid probing into those areas which were not particularly relevant to the research 

aims, such as a detailed exploration of suicidality. I was also anxious regarding the 

potential for such conversations to spiral and took care not to seek much elaboration 

around these topics. Suicidal ideation required notification in one instance (see 

section titled ‘Risk,’ p. 102) but overall, this occurred less often than I had 

envisaged.  

 

Finally, qualms which arose during the research planning and team visits had 

influence upon the interview schedule. Clinicians expressed concern that 

conversations about diagnosis may damage the relationship between case manager 

and client. As a result, when participants occasionally began to express a dislike for 

their therapists, I found myself quickly steering the conversation away.  
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Field Notes 

In addition to the interview transcripts, field notes were taken routinely following 

each team visit and interview, and more randomly following phone calls which were 

thought provoking, or during times when I felt challenged. Notes made after 

introducing the research to each team included a summary of the team response 

and reception, and any issues of contention or questions raised which I had not 

previously grappled with.  

 

During the interviews I wrote down key points and things I found striking which I tried 

to return to, to seek elaboration if the opportunity arose. Taking notes gave me the 

confidence to listen more closely, rather the distraction of holding on to a point of 

interest in my mind. Following each interview I noted nuances such as body 

language, the level of rapport felt during the interview and my personal response to 

each interview. For example, reactions included: frustration (commonly the result of 

wishing I had sought further elaboration, or been braver in contentious discussions); 

sadness (during several adolescent interviews); enthusiasm (when I felt that 

interviews were rich and my research interests were shared); and equally, 

despondency (when I wasn’t sure about the direction of interviews or the research 

on the whole). I also noted details regarding interview technique with the aim to 

learn from mistakes and also to provide an account of strategies which had proved 

successful.  

 

In addition to those notes which followed an interview, I often made reflective notes 

during the process of recruitment. More often than not, these captured frustrations 

and insecurities during those times when recruitment had stalled, and I felt that my 

research (phone messages and emails) was simply another source of annoyance 

for clinicians to filter. On these occasions, reflections were largely self-indulgent, 

however at other times they provided a vital resource for flagging my own position in 

the research process and facilitating the odd ‘aha!’ moment when a link to data 
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analysis would flow. For example, reflections titled ‘Underestimating the chaotic 

borderline client’ surfaced and challenged my own stereotypes of ‘borderline’ 

teenagers. Or, reflections under the heading ‘Verbally Borderline’ (see ‘Field notes-

April 09,’ p. 99) provided a moment of clarity regarding language use in the inpatient 

unit.  

 

Organising and Analysing Data 

Transcription  

The interview audio-tapes were transcribed externally in order to optimise time 

available for other research commitments. However, it is acknowledged that 

undertaking the transcription personally is advantageous in gaining familiarity with 

the interviews and engaging with the data. To compensate for this, transcripts were 

listened to several times in order to undertake editing and simultaneously ‘get to 

know’ the data. Editing included adding all interviewer interruptions or 

acknowledgement, (mmm’s, yep’s etc) and highlighting in italics those words or 

phrases which had been emphasised by either the interviewer or the interviewee. In 

addition, responses such as laughter, or sighs were noted, as were pauses, though 

these were not timed. Repetition of words and incomplete words were included 

when decipherable. Any words or phrases which were not clearly audible were 

identified with a question mark in brackets, though on occasion these were able to 

be clarified with the participant during a member check (see Appendix 11 for 

‘Transcription Conventions’). 

 

In order to maintain confidentiality, potentially identifiable words or phrases including 

names, places, services and occasionally elements of medical history were removed 

from the written transcripts and replaced with a brief description (i.e. Case 

manager). Pseudonyms were also allocated for each participant.  
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The rationale behind the transcription approach corresponds with the aims of the 

textual level of analysis, as discussed in Chapter 4. Features such as timed pauses, 

overlapping speech and turn taking were not included in transcription. While such 

precision is considered essential in a conversation analysis for example, it was not 

envisaged that this detail would add to the discourse analytic approach (Silverman, 

2006). 

 

Member Checks and Transcript Editing  

All participants had the option of reviewing and/or making changes to their interview 

transcripts. This may be described as a ‘member check;’ advocated as a tool to 

improve credibility in qualitative research (Fossey et al., 2002; Nunkoosing, 2005), 

yet also subject to debate regarding its usefulness. For example, Sandelowski 

(2002) points out that the variability inherent in interview data may simply re-present 

itself during member validation, with members feeling compelled to agree with the 

researchers for example, or simply needing to present themselves in different ways 

at different times. 

 

While cognisant of the limitations of member checks, I perceived them as a useful 

tool, at least providing an opportunity for participants to comment upon the accuracy 

of transcription and make any changes based upon their degree of comfort with the 

account they provided on the day. However I had not entirely contemplated all 

possibilities associated with returning transcripts, tending to side instead with 

common assumptions that this was essentially the right way to conduct research 

and valuing ideals such as participant ownership of transcripts (Forbat & Henderson, 

2005). A challenge arose, for example when considering the potential impact on 

adolescent participants upon receiving their transcripts. I could no longer exercise 

control over their environment (i.e. be present to witness distress or know that there 
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was support on standby), and I had no ability to gauge how adolescents would 

respond to re-reading their transcripts. As pointed out by Forbat and Henderson 

(2005), was this a form of representation or re-presentation? The transcript takes on 

a different form to the spoken interview, with conversations now written and 

concrete (Forbat & Henderson, 2005). In consultation with supervisors the decision 

was made to re-contact case managers to inform them that their client would be 

receiving a transcript of the interview, in case they required support. Furthermore, a 

cover letter attached to the transcripts re-iterated possible avenues of support. One 

adolescent requested not to receive the transcript and only one of the remaining 

seven responded to the returned transcript, letting me know that there were no 

changes required.  

 

Four out of 23 clinicians did not want their transcripts returned, and of those 19 who 

received their transcripts only 3 requested changes. These were primarily requests 

to remove utterances such as ‘ums’ and ‘ahs,’ repetitions and stumbles. One 

participant edited the first few pages of his transcript to “make more sense of it” but 

then decided to leave the overall editing to my discretion. I carried out those 

smoothing changes as suggested and left the remainder of the interview unedited. 

  

The decision to include all utterances (um/ah/mmm etc) in the transcripts was made 

with aim of maximising accuracy, and with a value for detail. However I had not fully 

considered the impact of this inclusion upon participants, with one clinician in 

particular appearing concerned that this degree of detail would make him appear 

less articulate. This potential impact (compromising perceived articulacy) has been 

noted in research on transcription accuracy in qualitative research  (MacLean, 

Meyer, & Estable, 2004), raising the question of whether the inclusion of such 

utterances resemble the sole concern of researchers rather than of participants 

(Forbat & Henderson, 2005). Therefore after careful deliberation with supervisors, it 

was decided that overall, the inclusion of multiple ums, ahs, etc would not add to the 
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credibility of transcripts and may detract from the reading and coherence of a 

passage. Therefore repeated utterances of this nature were removed from excerpts 

used in the data analysis across clinician and adolescent transcripts.  

 

NVivo Software 

NVivo 8 was used to store, sort and organise data from interview transcripts. NVivo 

is classed as a computer assisted qualitative data software analysis, emanating 

from the parent program NUDIST (Non-numerical Unstructured Data, Indexing, 

Searching and Theorizing) (Bringer, Johnston, & Brackenridge, 2004). The decision 

to utilise NVivo as a data organising tool was made based upon the volume of data 

obtained from 31 in-depth interviews.   

 

Following editing of the interview transcripts, transcripts were imported into NVivo as 

internal files and re-read. While re-reading I identified and highlighted excerpts 

which struck me as being significant and relevant and either recurring or deviant 

(see next section titled ‘First Steps of Analysis - Identifying Themes’). I then copied 

these chunks into the relevant node, or began a new node. I use the term ‘nodes’ as 

a general and broad term, analogous to themes and inclusive of objects, subjects 

and discourses for example. However, the term nodes is only considered relevant in 

this section on ‘Organising Data,’ in order to literally explain the storing and sorting 

of data in a way which is consistent with the use of the NVivo program.  

 

When copying interview segments into nodes, large chunks were copied, often with 

more detail than would be considered necessary for inclusion in the final version of 

the thesis or publications. For example, the interview question and previous and/or 

subsequent paragraphs were often copied to optimise the accuracy of 

representation.  
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Other features of NVivo utilised included the cases function, which allowed the 

identification of clinicians according to their site, discipline and/or role, gender and 

diagnostic responsibility. Those adolescent attributes identified were also superficial, 

including age, gender, number of hospital admissions and diagnosis (see Appendix 

5 & 6). In addition, links and memos were utilised to attach notes to particular 

excerpts. For example memos were made on those occasions where I felt an 

excerpt shouldn’t be used without reference to a broader context, or if there were 

also deviant examples within the participant’s transcript.  

 

Discourse Analysis  

As described in detail in Chapter 4, the critical discourse analysis in this thesis is 

based upon Fairclough’s three dimensional analysis; of text, discourse practice and 

social practice. Prior to discussing the results, this sub-section builds upon the 

preceding theoretical overview with a practical description of the analytical process 

applied to interview transcripts.  

 

During the initial editing and screening for significant passages, those themes which 

emerged were most often those which directly addressed the research question, in 

ways that were striking or articulate. Transcripts were then re-visited multiple times, 

with essentially three different approaches to looking and listening. First, during the 

editing of transcripts, themes began to emerge and were noted. Secondly, following 

editing, transcripts were returned to and examined in more detail for recurring, 

dominant and deviant themes (Potter, 2004; Silverman, 2006). At the third level of 

scrutiny, transcripts were re-visited to look for deviant themes and/or those themes 

which were not immediately striking, but perhaps provided a quieter response to the 

research questions. This return to the transcripts was done with the deliberate 

intention of challenging my own expectations of the research outcomes. 
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Consistent with Fairclough’s CDA framework, passages were identified as nodes 

when they included either micro or macro examples of discourse. For instance at the 

micro or textual level, metaphors and particular turns of phrase such as “too hard 

basket” presented important indicators or symbols for adolescent identity work. 

Furthermore, those hedges and institutional euphemisms attached to the BPD 

diagnosis formed a vital component of the textual analysis within clinician interviews.  

 

Passages were also identified as nodes when they held contextual relevance. For 

example, at Fairclough’s level of discourse practice; dominant or contradictory 

discourses were highlighted. “Borderline stereotypes” for instance, constituted both 

dominant and contradictory discourses regarding the borderline adolescent.  

 

Finally, and in accordance with Fairclough’s third dimension of analysis, I identified 

those passages which reflected social practice, focusing specifically on the psy-

complex and subjects and roles. The psy-complex for example was made manifest 

when looking for those supporting structures which influenced discourse. “The rules 

of formation” (Foucault, 1972, p. 38), as described by Foucault, or Fairclough’s 

(2001) conditions of possibility, provided an indication of those conditions of 

existence which surrounded discourse. Team norms for example, governed clinical 

practice at both sites, just as the discursive environment of the hospital influenced 

those adolescents admitted there.   

 

Subjects and objects were also highlighted and examined at the level of social 

practice, with subject primarily referring to clinicians and adolescents, and object 

tending most often to represent diagnostic categories. How clinicians and 

adolescents positioned and were positioned by diagnoses proved particularly 

relevant in this research. 
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In addition to the process of screening interview transcripts for textual and 

contextual significance, the role of those key theorists outlined in Chapter 4 was 

imperative. Just as Alvesson (2002, p. 143) described; a compelling analysis 

requires “doing something interesting” with themes, rather than just presenting them 

mechanically. Themes derived from my research were then ‘held up’ against key 

thinkers in the areas of psychiatry, language and subjectivity.  

 

Summary 

While Chapter 4 provided a theoretical outline for the CDA approach, this chapter 

has detailed the inner workings and practicalities. This chapter functioned to 

enhance methodological transparency and to situate the research. For example the 

uncertainty and tension around this diagnostic category which formed the incentive 

for undertaking the research was also manifest during the design and 

implementation of the research project. Such tension was evident for instance at 

Team 3 in the community, where clinicians were recruited only after the research 

project was re-framed to the team, omitting mention of the adolescent component as 

advised by the team leader (as described in Field Notes March 09, p. 95). While 

data analysis begins formally in the next chapter, the inclusion of field notes within 

this chapter provided an early indication of those rules which govern the way in 

which clinicians talk about BPD in adolescence.  
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Chapter 6: Talking about BPD – Clinician 

Analysis 

Introduction 

As described in Chapter 5, the necessary shift in research design produced two 

divergent data sets, with a focus on BPD within clinician interviews and a broader 

approach to diagnostic conversations in adolescent interviews. In order to clearly 

and thoroughly examine all data, three chapters will be dedicated to providing 

combined data analysis and discussion. This chapter will focus upon clinician 

interviews, Chapter 7 will examine adolescent interviews and Chapter 8 will bring 

these accounts together by examining key intersections and divergences. 

 

The research questions which drove the clinician component of this research were: 

• Do mental health clinicians share diagnostic information about BPD with 

their adolescent clients, and if so how?  

• What are the factors which guide clinical practice in the decision to 

disclose or withhold a diagnosis of emerging BPD to adolescents?  

 

Predictably, analysis of this data cannot take a linear path, nor can it be summarised 

in dichotomous outcomes of disclosing or not disclosing. Furthermore, while these 

research questions drove the research and the design of the semi-structured 

interview, the question at the core of this chapter is simply: 

• How do CAMHS clinicians talk about BPD?  

 

Questions of ‘how’ direct the focus of analysis towards the structure of language, 

seeking to examine “how certain things came to be said or done, and what has 
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enabled and/or constrained what can be spoken or written in a particular context” 

(Cheek, 2004, p. 1147).  

 

This chapter begins with a structural examination of those sites where the research 

was undertaken, including a discussion of some of the team norms and nuances 

within each site. After providing an overview of the institutional influences upon 

talking about BPD in adolescence, the chapter then provides a more concrete 

discussion of how this talk is structured. Clinicians, for example frequently utilised 

hedges, or words preceding or following BPD to soften or modify the impact of this 

diagnostic classification. Clinicians also employed borderline talk, a short-hand 

method of communicating borderline attributes amongst professionals. In addition, 

clinicians sought flexibility in their tools of description, with clinicians at both sites 

wary of talking in diagnostic terms and often preferring to describe ‘adolescent 

difficulties’ in terms of ‘symptoms,’ ‘problems’ or ‘behaviours.’ In part, the 

employment of such an array of semantic strategies functioned to offset concerns 

about the stigmatising potential of the BPD label. Reservations regarding stigma 

were widespread and are examined in detail in the final stages of this chapter.  

 

Clinicians were interviewed across two sites, with site one comprised of four 

community teams, an inpatient unit and a community day program and site two; an 

adolescent inpatient unit in another metropolitan region. Specifically, 15 clinicians 

were interviewed from site one and 8 clinicians were interviewed from site two, from 

disciplines including nursing, social work, psychiatry, occupational therapy, 

psychology and medicine.  
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The Discursive Environment – Contrasting 

Institutional Cultures 

A brief sociological analysis of disciplinary roles and practice settings will introduce 

this chapter, largely based upon Barrett’s (1996) anthropological study of “The 

Psychiatric Team and the Social Definition of Schizophrenia.” Parker et al. (1995) 

encourages the examination of disciplinary idiosyncrasies in order to turn the 

objectifying gaze of the ‘psy-complex’ back on itself. 

 

There are parallels between Barrett’s examination of the construction of patients as 

cases of psychiatric illness and the emphasis of this thesis upon talking about the 

diagnostic category of BPD. In particular, this thesis notices the tension between the 

“rhetoric of professional autonomy versus the rhetoric of team work” (Barrett, 1996, 

p. 71) in deliberations about diagnostic formulation and disclosure. 

 

Across both sites, the only consistent generalisations able to be drawn regarding 

disciplinary roles were in psychiatry. Psychiatrists were overwhelmingly positioned 

by clinicians and also positioned themselves as the head of the team, or hierarchy. 

This rank and autonomy derives from the status of psychiatry as a specialty within 

the medical profession and those statutory powers held by psychiatrists to prescribe 

medication or invoke elements of mental health legislation (Barrett, 1996). Within 

this research, power was primarily evidenced through the psychiatrist’s role in 

diagnosis. This accords with Barrett’s (1996) observation that power is closely linked 

to the capacity to define psychiatric cases.  

 

Clinicians from site one, regardless of disciplinary background (with the exception of 

the inpatient team leader and the day program team leader), spoke of being 

authorised and expected to make diagnoses. Psychiatrists were not considered 

integral in diagnostic formulation, however their hierarchical position was confirmed 
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as the person with whom to consult when needing diagnostic clarification or when 

facing a “diagnostic dilemma” (Ryan). Psychiatrists also provided the “sign off” 

(Ruth) on diagnoses made within their teams. 

  

The lone psychiatrist at site two was considered by all, including medical staff to 

hold responsibility for making all diagnoses within the unit. At this site, disciplinary 

identities were more conspicuous, with nursing and medical roles adhering closely 

to stereotypical expectations in terms of diagnostic roles. Of potential significance 

was the absence of social work, occupational therapy and psychology professionals 

on the unit at the time of conducting interviews; representing a rare period in the 

unit’s staffing history. Practice was consistent with Barrett’s description of a 

psychiatric hospital, where, “although other professions had an informal warrant to 

advance diagnostic opinions when talking with their colleagues, only psychiatry was 

licensed to make formal diagnostic statements of illness that could be entered into 

the official case record” (Barrett, 1996, p. 48). In part, this distinction proved to be a 

significant point of difference between the sites, with power differentials much more 

visible at site two. Furthermore, the informal warrant to make diagnostic statements 

manifested at site two in the form of borderline talk, a practice which will be 

examined at a later point within this chapter (see p. 133). 

 

With the exception of psychiatry, role idiosyncrasies across psychology, nursing, 

social work and occupational therapy at site one were not clearly delineated. While 

there were individual examples of clinicians whose philosophies clearly accorded 

with their professional background (i.e. social workers with a family therapy 

approach and occupational therapists with a holistic and functional approach) (I. 

Parker et al., 1995), a detailed break down of these roles is not considered to add to 

this analysis. Furthermore, the community setting and CAMHS membership at site 

one proved more indicative of roles and responsibilities than individual disciplines. 
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Any “jostling for space” (I. Parker et al., 1995, p. 50) was evident with external 

agencies or the adolescent inpatient unit, rather than amongst internal disciplines. 

 

The spatial structuring of community psychiatric services compared with inpatient 

psychiatry also proved relevant. The provision of community care was intermittent, 

contrasting with the constancy of the 24 hour care provided by nurses “on the floor” 

(Holly) at the inpatient unit (Barrett, 1996). Thus, “the status of psychiatric nursing, 

the distinctiveness of its practice, and the uniqueness of its perspective on the case, 

were defined in terms of proximity to the patient” (Barrett, 1996, p. 53). This was 

evident in Mark’s articulation of his nursing role at the inpatient unit with regard to 

diagnosis:  

What do you see your role as in the diagnostic process? 
Observing and reporting I’d say. Would be mainly, because we get to see a lot of 
the behaviours, I guess we look after the kids, so the milieu. (Mark: 42-45) 

 

Proximity had direct consequences for diagnostic talk, with Amy finding that this 

closeness rendered some diagnostic conversations inappropriate and outside of her 

nursing role:  

Is it harder being in an inpatient setting than say if you were in the community? 
I think so because the staff have so many roles on the unit, they’re not just 
nurses, they’re counsellors, they’re parents, they’re friends, they’re siblings, they 
cover so many, obviously not friends with them but you know, cover so many 
different roles in order to keep the kids safe, contained and try and provide some 
kind of therapy, that sometimes maybe it’s not appropriate for nursing staff on 
the unit to be doing that kind of stuff I think. It would be better as a community 
case manager or something like that where your role is more clearly defined. 
(Amy: 325-333) 

 

Overall, one could quickly surmise the disciplinary background of those clinicians 

interviewed at site two through their comments on proximity and diagnostic 

responsibility. While psychiatric nurses significantly dominated the unit in terms of 

numbers, they still needed to jostle for diagnostic space and role credibility.  
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Teams and Performances 

Goffman’s (1959) anthropological work in “The Presentation of Self in Everyday Life” 

will be drawn upon early in this chapter to analyse the team functioning which 

underpinned diagnostic deliberations about BPD. Goffman’s text is considered to 

provide a useful adjunct to the examination of team roles and team lines, through his 

focus on the minutiae of daily interactions (Handler, 2009) and localised power 

within institutions (Foucault, 1984). However, this interactional perspective does not 

fully account for the organisational and structural influence, or the macro; 

considered essential within the discourse analytic frame of this thesis. Therefore 

Foucault (1972, 1977, 1989), Ian Parker (1992, 1995) and additional authors will 

provide ongoing theoretical resources to attend to the macro analysis of discourses, 

while Goffman will be drawn upon in more circumscribed ways to examine the 

microsociology of interactional roles (Pilgrim & Rogers, 1993). 

 

Goffman (1959) considered the playing of a role, both in personal and professional 

circumstances as a performance. While the term ‘performance’ is somewhat jarring, 

implicit with connotations of superficiality, it does provide a useful way of 

conceptualising the interaction between clinicians and between clinicians and 

clients. The theatrical or dramaturgical overtones in Goffman’s work are considered 

to provide a vivid illustration of the constructed nature of such interactions, rather 

than being suggestive of falsity or insincerity. Key elements of a performance 

include the playing of a part, or role and the expectation that those who observe the 

performance take seriously the impression that is fostered before them: 

They are asked to believe that the character they see actually possess the 

attributes he appears to possess, the task he performs will have the 

consequences that are implicitly claimed for it, and that, in general, matters 

are what they appear to be. (Goffman, 1959, p. 17) 
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A team is defined as “a set of individuals whose intimate co-operation is required if a 

given projected definition of the situation is to be maintained” (Goffman, 1959, p. 

104). For the purpose of this chapter the way in which clinicians talked about BPD to 

the researcher, amongst themselves and with clients, will constitute the team 

performance under scrutiny.  

 

Holding the Team Line 

Within a team, participants establish an agreed ‘definition of the situation,’ or for 

example, an agreed set of rules regarding the disclosure of BPD. However such an 

agreed definition, or working consensus tends to privilege the claims of particular 

participants, rather than representing unanimity on an issue (Goffman, 1959). 

 

At site two, the consultant psychiatrist was considered to have the greatest stake in 

decisions around making and disclosing the BPD diagnosis. This was clearly 

articulated by Holly, a senior nurse at the inpatient unit: 

So if your Consultant Psychiatrist is primarily responsible for making diagnoses 
and it sounds like his practice is tending not to talk to the young person about it, 
does that filter down to other staff or would there be some staff here who you 
think do have those kind of conversations? 
Um you don’t tend to because you know that it is, it is not what the Consultant 
has diagnosed, so if he’s not formally diagnosing it um you don’t like to follow up 
and you don’t want to, you don’t want to step on his toes and, and do something 
that is not in his practice or he’s not diagnosed, and ultimately he’s being 
responsible in making these decisions and um yeah you don’t like to. I know 
certain people on the team have broached, you know, saying you know it looks 
like you’ve got kind of emerging borderline personality traits, do you understand 
what, you know what that means and things like that. Um and that’s not giving 
them a diagnosis but that’s giving them some idea of kind of the behaviours that 
they’re exhibiting, ah kind of relate to something and there is a way to kind of 
treat it and it’s not gonna be easy but it’s, there’s something you can do about it. 
Um and I think that’s good but I think you just have to very careful when you 
work in a team  to keep it very cohesive and that’s not treading on other people’s 
toes, especially the ones that um are dealing with the risk factors and are 
making the diagnosis and being respectful towards them. (Holly: 314-332) 

 

The psychiatrist’s preference not to make and disclose a diagnosis of BPD was 

consistently noted by nurses and medical staff at this inpatient unit, with dangers 

regarding mis-diagnosing and over-diagnosing audible in the accounts of most team 
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members. While Holly also identified occasions when she felt the young person 

should have been notified of this diagnosis, she continued to align with the team 

line, bound by the need to maintain cohesion and respect those discourses of risk 

and responsibility. Adolescent interviews conducted concurrently at this site also 

indicated a pattern of non-disclosure (as explored in detail in Chapter 7), therefore 

when interviewing the consultant psychiatrist I asked him to account for this 

occurrence. Michael responded by confirming his authority to designate the team 

stance:  

Um I should just ask you quickly, just um, I’ve interviewed four adolescents 
[mmm] on the unit um varying from a verbal identification of borderline traits to 
documented emerging BPD, and none of the four adolescents talked about that 
as a diagnosis that they [mhmm] had been given or identified with, so that 
sounds consistent to what you’ve talked about with your practice. Is there any 
other way that you would account for that? 
Um, I mean probably, um, I mean people might take the lead from me. 
Yep, in not talking about it? 
In not talking about it yep. (Michael: 307-319) 

 

The team etiquette at site two around talking about BPD will be examined in further 

detail in the section titled ‘Borderline Talk’ (p. 133). 

 

There was one person interviewed from the adolescent inpatient unit at site one, 

and his stance closely resembled practice at site two. As the Nursing Unit Manager, 

Steve believed his staff were consistent in not talking to adolescent clients about 

BPD, identifying that the decision to disclose the diagnosis should come from the 

consultant and the team. Steve suggested that he “would be concerned” if clinicians 

were talking on an individual basis about this diagnosis with young people, 

resembling similar hierarchical governance within this unit. 

 

There was however a significant difference in those team lines expressed by the 

other community clinicians interviewed at site one, with the change in setting 

subsequently influential upon team dynamics. Here, team members seemed to 

function on several levels: as one-man-teams (Goffman, 1959); within their local 

teams; and also as members of CAMHS. Clinicians were permitted to speak about 
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diagnoses including BPD, both with clinicians and clients. Team lines at site one 

were less directive, and tended more toward organisational ideologies. For example, 

team leaders hoped, expected and believed that their team members were “cautious 

and considered” (Robyn) and “as thorough and thoughtful as possible” (Angela) in 

making and talking about a BPD diagnosis. Team members aligned with these 

expectations, frequently positioning themselves as careful, or “very, very, very 

careful” when using borderline terminology (Laura).  

 

However, while team expectations regarding BPD were less prescriptive at site one,  

there were still examples whereby clinicians were challenged by institutional 

expectations. For example, despite objecting to the BPD label, Robyn (team leader 

and social worker) recognised the authority held by DSM terminology within the 

CAMHS organisation. In the following excerpt she adjusts her lexicon accordingly: 

I’ve got to say I’m not a fan of the label BPD. I actually tend to think in my head, 
um, either a complex post-traumatic stress disorder symptom[at]ology, [sic] but 
the language I know that I need to, we kind of need to use is BPD. [emphasis 
added] (Robyn: 91-94) 

 

A further example of tension between team expectations and professional autonomy 

occurred when discussing the overall role of psychiatric diagnoses. It was widely 

acknowledged that CAMHS necessitated and demanded a diagnosis be reached for 

every client, which posed a dilemma for some clinicians: 

Um, I know diagnosis is very important, it’s a short-hand way of describing a set 
of presenting symptoms, it’s often a way of offering funding and linking up 
funding for, um, for treatment. Um, I can see the relevance in a physical setting 
and I can see the relevance in a, in a mental health setting. But I just, um my 
whole philosophy on human beings is that they’re always moving forward and 
changing which kind of doesn’t fit with the categories and the diagnostic things. 
(Eve: 113-118)  

 

In order to manage this tension, Eve (team leader and psychologist) adhered to 

diagnostic formulation, yet voiced scepticism to her clients:  

Um, and if you, you’re sat in front of a young person, who says ‘do I have OCD, 
am I going to be like this for the rest of my life?’ And you’re talking to a thirteen 
year old, I feel it’s ethical to say these are diagnoses that are not necessarily 
based on research solely, they’re based on the opinions of American 
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psychiatrists, they came about because they needed a way to apportion 
insurance funding often. (Eve: 580-589) 

 

Eve’s ‘performance’ falls into a grey area not adequately accounted for by Goffman 

in his analysis of team roles. However, in Foucauldian terms, Eve challenges the 

truth status of the DSM and views the body as contested territory: 

Questioning the techniques that have assumed ‘truth’ status in health care 

does not imply such techniques are ‘bad’ or inappropriate. Rather, it is to 

problematise the body as a contested realm instead of a docile construction 

of technical scientific/medical discourse that is able to be subjected, used, 

transformed and improved by such discourse and its associated disciplinary 

techniques without question. (Foucault, 1977, as cited in Cheek & Porter, 

1997, p. 110) 

 

Therefore while there were team lines governing the use of BPD terminology at both 

sites, at site one Robyn and Eve found room to move; able to exercise professional 

autonomy as one-man-teams while still maintaining allegiance to their organisation. 

At site two however, Holly’s professional autonomy and preference for transparency 

was stifled by a team line which called for discretion. 

 

Object Status of BPD  

BPD constitutes an object of psychopathology, which was formally called into being 

or made manifest, nameable and describable (Foucault, 1972) in DSM-III in 1980 

(APA, 1980). As an object, BPD exists within a complex group of relations, as 

explained by Foucault: 

These relations are established between institutions, economic and social 

processes, behavioural patterns, systems of norms, techniques, types of 

classification, modes of characterization; and these relations are not present 

in the object . . . . [T]hey do not define its internal constitution, but what 
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enables it to appear, to juxtapose itself with other objects, to situate itself in 

relation to them, to define its difference, its irreducibility, and even perhaps 

its heterogeneity, in short, to be placed in a field of exteriority. (Foucault, 

1972, p. 45) 

 

When examining BPD as an object within clinician accounts, it was clear that the 

same object could be constituted in different ways (I. Parker, 1992). For example at 

site one, Laura (psychologist) couldn’t recall any occasions during team meetings 

where BPD had been discussed; “it’s never really even the word itself hasn’t really 

been mentioned, ever.” However, when visiting Laura’s team (Team 3) to introduce 

the research the project was met with resistance and a passionate defence of the 

client/clinician relationship against a potential ‘split’ which may occur when 

communication patterns were examined (see ‘Field notes – team visit June 08,’ p. 

93). Thus while the borderline descriptor was constructed as negligible by Laura, in 

a different context it took on a more powerful identity, capable of unsettling the 

status quo unless contained within the therapeutic relationship of the clinician and 

client. 

 

At times, BPD was juxtaposed with other objects to broaden its constitution:    

So the decision behind, is that a conscious decision of not disclosing the 
diagnosis? 
I think it’s that whole thing of um, I don’t know, the thing that you can’t diagnose 
it unless they’re over 18, so no one will actually tell them and that it’s always 
kind of in their notes as traits or emerging, um but no one really tells them about 
that diagnosis. So I think it’s that whole policy or requirement [emphasis added] 
that people have, um from the adolescent unit experience. (Erin: 252-257) 

 

Erin was an occupational therapist who had recently joined a community team 

following an inpatient stint. In Erin’s excerpt, both BPD and the “whole policy or 

requirement” which regulated its use, were given truth status, shaping “dominant 

taken-for-granted understandings of what is appropriate and authoritative practice” 

(Cheek, 2004, p. 1143). In fact, there was no such written policy or requirement, 
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only opinions and preferences, which achieved object status over time and became 

recognised as formal prohibitions after being spoken about by those with authority. 

Upon attaining such status, this “policy or requirement” went on to dictate those 

parameters of use for the BPD diagnosis. In Erin’s example, talking and writing 

about BPD was either vetoed or censored (i.e. with BPD documented as “traits or 

emerging”). Prohibitions were also taken for granted at site two, and used to justify 

diagnostic silence:  

Um and how do you determine that a client has borderline personality disorder? 
Um we don’t actually diagnose the full disorder, so it’s more traits, um [pause] 
Um just when you say “we” who do you mean by “we”? 
Um the team on the floor, um because I s’pose all um adolescent psychiatry I 
don’t, they don’t diagnose under 18 with full um borderline personality disorder 
and I think that’s because they’re still maturing, and a lot of kids in adolescence 
kind of exhibit those traits anyway and that they kind of diminish when they’re 
older, so that’s why I don’t think they give formal diagnosis to kids under 18. 
(Holly: 33-43) 

 

Throughout Holly’s interview the borderline construct commanded power, as evident 

in the following example of personification: 

I think there’s that many people that are apprehensive about it that if at least one 
place we can get the ball rolling and say it’s alright to let this young person know 
that this is what’s going on for them and um to kind of follow it up and get 
treatment, I think it’s a good place to start ‘cos not all clinicians are gonna, um, 
are gonna talk about it and, and diagnose it, so I think if there’s, there’s a big 
team here that can um to, to diagnose and to support the diagnosis I think it’s a 
good place to kind of start the ball rolling. (Holly: 302-308) 

 

Personification is a type of metaphor “where a physical object is specified as being a 

person, with associated allocation of human entities and characteristics with non-

human entities” (Lakoff & Johnson, 1980, p. 34). The need for a “big team” to make 

and “support” the BPD diagnosis renders BPD solid and changes its capacity. In 

combination with its potential to cause apprehension, and the need to get the “ball 

rolling,” BPD resembles a trajectory which is both weighty and daunting. 

 

Also at site two, the Nursing Unit Manager, Scott spoke of BPD as though it had an 

embodied capacity to traumatise. Scott identified that clinician stigma was often 

precipitated by a negative experience, with almost all clinicians having a “traumatic 



 131 

experience of dealing with borderline personality disorders,” [emphasis added] 

which usually occurred when you were “green and new and fresh.” In this statement, 

BPD as an object entirely obscures the person, and is again constructed as 

potentially harrowing. BPD not only has its origins in trauma, but now also served to 

traumatise those who attempted to halt its course.  

 

In summary, as an object of psychopathology BPD had obtained ontological status, 

or was treated as if it was really there (I. Parker, 1992). At times, and in combination 

with a complex group of relations, BPD took on a powerful and threatening persona. 

Clinicians employed various tools to counter this threat, often curbing the intensity of 

BPD with semantic strategies. 

  

Semantic Strategies 

Hedges 

“Language is not what it describes, it is something else. But it can reveal, point at, or 

evoke, and make us sharply aware of reality – or it can soften, smooth over, and 

mislead” (Linnet, 2004, p. 11). As introduced in Chapter 4, hedges are words, or 

phrases used to modify the degree of membership within a statement (P. Brown & 

Levinson, 1987). Clinicians overwhelmingly advocated for the use of hedges such 

as ‘emerging’ and ‘traits’ to either preface or follow the term borderline personality 

disorder. In alliance with Lakoff (1973, p. 471), the use of hedges in adolescent 

applications of BPD functioned to make things fuzzier or as a way of softening 

(Ruth) or cushioning (Robyn) the diagnosis. Yet, hedges were also relied upon in an 

attempt to define a grey zone, or as a way of giving the benefit of the doubt (Simon). 

Felicity, a doctor at site two, described writing emerging BPD as “less of a serious 

thing to do,” compared with the ‘un-hedged’ documentation of BPD. Felicity also 

found the diagnosis “less confronting” with the addition of hedges. Of particular 
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interest was her documentation of Christina’s (adolescent participant) diagnosis as; 

? emerging borderline traits, thus fuzzying the term ‘borderline’ with two hedges and 

a question mark. 

  

Using the term ‘traits’ conveyed malleability and subsequent hopefulness, because 

you could still “do something with them,” (Laura) or intervene early in order to “fix 

that behaviour” (Erin). Scott explained his preference for the use of hedges:  

Do you see a difference in the terminology between saying say this person has 
BPD and this person has BPD traits or emerging BPD? 
[sigh] I think it’s better to have traits, I think you know, the sake of splitting hairs 
but I think it’s actually, it’s a lot more beneficial for an adolescent just to have 
traits or it may be emerging than to have a full blown I have it and that’s it. 
Yep, why? 
It’s too final because it can, emerging and, and traits means it’s just, you have 
some of these areas that potentially could change and I think that’s a much 
nicer, I, you know, I think adolescent psychiatry is all about hope, you have to 
have the hope and if you don’t provide hope, if you say something’s it and final 
that’s it, you know. (Scott: 154-166) 

 

At times, the lexical choice employed by clinician’s suggested institutional 

endorsement of this language: 

I mean one of the things about ah working in CAMHS in fact, ah so I guess we’re 
talking sort of childhood to adolescence ah but predominantly adolescence 
where we get to call it just traits. . . (Alex: 119-121) 

 

Holly also referred to an authority, who dictated the way in which language was able 

to be applied. However, within Holly’s example, while the expectations of this 

authority appear clear, their identity remained nebulous: 

Um do you think that terminology like um emerging or traits is useful? 
I think it is, ‘cos um, it’s, it’s good to be able to identify because you can’t, 
because they don’t like to give a diagnosis, but if you, if we weren’t able to say 
that these are emerging traits and things like that if you couldn’t pinpoint them, 
then it’s very hard to, to work with what’s going on. (Holly: 57-61) 

 

Owen, a nurse at site two, was the only clinician who objected to the use of hedges 

describing them as “just a bit cowardly, I think it’s just hiding behind the fact that you 

can’t give a diagnosis ‘til they’re 18, isn’t it?” (Owen: 206-208)  
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Ryan, a community nurse, also held a unique position on hedges, clearly 

distinguishing between the ethical employment of BPD traits as opposed to 

emerging BPD: 

Interesting that you might feel more comfortable documenting traits rather than 
emerging. 
Is it? Well the, because the word emerging is a clinical opinion which includes, 
um, prognosis, includes um you know reading the future, um whereas traits is 
something that’s much more easy to kind of identify existing facts that you’re 
presented with. So um I’m a little bit more comfortable with, with interpreting 
facts that I’ve got now, a little less comfortable with, with projecting of those facts 
into the future. (Ryan: 148-154) 

 

While it was anticipated that the use of hedges to modify the BPD diagnosis would 

be common, the degree to which this practice was inculcated and taken for granted 

was surprising. In considering the formation of hedges according to Foucault’s 

(1972) rules of formation, one should seek to “map the first surfaces of their 

emergence” (p. 41). This however, proves challenging with the development of this 

adapted vocabulary appearing to have occurred in isolation from the DSM which 

prescribes those conditions for the use of the diagnosis. It may be surmised that the 

development of a customised vocabulary emerged in clinical practice as a 

resistance to the generic criteria of BPD, which demand a clear delineation between 

normal and abnormal, and are often considered a misfit for the developing 

adolescent. The use of hedges indicates a functional demand for descriptors 

regarding this diagnosis in adolescence, yet a reluctance or fear to embrace the 

personality disorder vocabulary and its implications. With a similar history of 

emergence, the role of borderline talk in clinical practice will now be examined. 

 

Borderline Talk 

In returning to Foucault’s concept of enunciative modalities, site two provided a 

glaring example of who was accorded the right to speak freely about BPD. The 

consultant psychiatrist was authorised to document and name BPD at any time, and 

in any environment, both amongst clinicians, and to clients and families. Team 
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members however, were restricted in their enunciative forums. At this unit, it was the 

setting from which the speaker spoke, which proved interesting (Heartfield, 2002). In 

other words analysis must ask not only, who can speak, but also from where can 

they speak? (Foucault, 1972) Overall, clinicians in this sample tended not to talk to 

adolescent clients about BPD. This restricted their audience then to other clinicians. 

Or, drawing on Goffman’s (1959) terminology, nursing staff were limited to 

discussing BPD backstage, rather than front stage.  

 

Backstage talk about BPD was described as common by interview participants at 

site two, with Amy describing a typical example of its implementation: 

Well I guess during handover or even just within the um office environment, if 
people were just, if young people were displaying um behaviours that someone 
thought was that kind of personality disorder traits um then it might be 
discussed, and I guess if it’s talked about enough people start to get the idea 
even if the person hasn’t got the diagnosis that they, they label them anyway to 
a degree. (Amy: 149-153) 

 

Nurses, however were aware that talk about BPD may be received differently 

depending upon the backstage region. Thus there were degrees of backstage, with 

nursing handovers for example representing a setting where it was relatively safe to 

use borderline descriptors, despite individual staff preferences. On the other hand, 

during those backstage discussions attended by the consultant psychiatrist (i.e. 

team handovers, office discussions), the informal mention of borderline traits 

became risky: 

Do the terms get used much verbally if not always documented? 
Yeah I think they get used verbally more than they get documented. 
Can you give me an example? 
Um just when there’s, there’s situations on the unit where their behaviours are 
um, are a bit more destructive or out of control. Um I know staff here will mention 
that they, they seem to have emerging traits and you’ll say that to the Consultant 
and, and the Consultant’s very quick to turn around and say well you need to tell 
me exactly what they are because I don’t want them being labelled. Um so I 
s’pose, and I think that’s, it’s important too that he does do that, that we’re not 
just giving out a label um for, for behaviours that can just be adolescent 
behaviours. (Holly: 108-120)  

 

Lester (2009) coined the phrase ‘borderline talk’ to describe the:  
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. . . mode of everyday discourse among clinicians that invokes BPD to 

shorthand clusters of behavioural and interpersonal concerns. It takes a 

number of forms. It can be explanatory, accounting for a client’s behaviour. . 

. . [I]t can be cautionary, as a way of preparing another clinician for an 

encounter. . . . [I]t can also become a way for therapists to communicate to 

each other their personal struggles or even burn out. (Lester, 2009, p. 285) 

 

Participant accounts within this research support Lester’s hypotheses regarding the 

functions of borderline talk. For example, when asked whether borderline talk was 

useful, Holly and Mark both identified a cautionary usefulness: 

Um it is ‘cos sometimes you can be caught out and when they can be staff 
splitting and manipulating and things like that, and it just keeps you on your toes, 
it makes you more aware that, um that this is what the young person has been 
kind of known to do and, yeah, it just, it does, it does make you more aware. 
(Holly: 185-188) 

 

Ah, I suppose what it communicates to me is that if somebody says oh they’re a 
bloody PD it would mean that well they’re gonna be a pain in the arse, they’re 
gonna be really challenging, they’re gonna split staff, they’re gonna be hard to 
shift out of the place, we’re gonna see them back again, they’re gonna be 
difficult to work with. (Mark: 310-313) 

 

Amy described an explanatory usefulness: 

I think it can be useful and um a negative thing because obviously like I said it 
labels that person and then there’s the stigma attached to it and the different 
way that you may behave towards them. But in saying that, the different way that 
you might come at treating them might actually be more effective for them um 
because if you can be aware that those kind of um personality traits exist within 
that person even if they don’t have the diagnosis then the way you manage them 
might be done a little bit more carefully or might be altered um according to 
those behaviours. (Amy: 161-167) 

 

However, as evident within Amy’s excerpt, borderline talk was not solely articulated 

as useful, with all clinicians concomitantly describing disadvantages to its use. 

Patrick, a community psychiatrist at site one, described this predicament as a “two 

edged sword,” with great utility in the borderline concept, but also the potential for it 

to be used in a “scathing way,” as seen in the previous quote from Mark. 
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Dana, a registrar at site two, identified a prescriptive function to borderline talk, 

noticing that clients described as borderline were automatically expected to have a 

short hospital admission: 

Often the, the conversation comes up in terms of admissions, so if we’ve got a 
transfer of a patient who we’ve had before who has marked borderline traits for 
example, um, I think there’s an assumption that their admission is going to be 
difficult, um that the milieu of the ward is going to change, um and that they 
won’t necessarily remain as an inpatient for a long time. Um so I think that it’s, 
it’s a way of describing some of the difficult patients without having to actually go 
through specific issues so there’s a lot of assumptions that are made and um 
and so forth, but it’s always said in quite a negative way. (Dana: 446-452) 

 

Owen, Scott and Michael, all senior staff at site two, primarily objected to borderline 

talk because of its stigmatising implications. Owen suggested that it was used by 

people who were not qualified to make diagnoses, and sometimes to “opt out” of 

working with these young people. Scott felt that borderline descriptors prevented 

people from going beyond the diagnosis to what the person was really about and 

suggested that it often came from nurses who were in a “bad place,” thus aligning 

with Lester’s (2009) function of communicating personal struggles. Michael, the 

psychiatrist was “not in favour of” the practice of borderline talk and believed it was 

often used in a dismissive way. However, regardless of this stance by three of the 

most senior staff on the unit, all acknowledged a well-entrenched pattern of 

borderline talk amongst clinicians. While Michael retained sole authority to formally 

diagnose BPD and speak uncensored both front stage and backstage, nursing staff 

resisted this psychiatric dominance through their continued employment of 

borderline talk.   

 

The persistence of borderline talk may reflect nursing’s reliance on the oral culture 

of knowledge transmission. In handover for example, nurses draw upon 

stereotypical identities to provide their colleagues with a “sense of the lie of the land” 

(J. Parker & Wiltshire, 1995, p. 148). Such formulations are necessarily brief and 

efficient and not always erudite (Hamilton & Manias, 2009). While medical and some 

nursing staff objected to the imprecision of stereotypical ‘borderline’ constructions, 
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the functionality of borderline talk as a tool to explain, caution, communicate 

personal struggles and inform treatment decisions remained powerful. Borderline 

talk was also illustrative of the clinical gaze, with its “paradoxical ability to hear a 

language as soon as it perceives a spectacle” (Foucault, 1989, p. 132).  

 

Thus, the territory surrounding borderline talk was contested, with disciplinary 

techniques traversing both staff and client groups. Through their clinical gaze and 

subsequent determinations of treatment and length of stays, clinicians used 

borderline talk to control and regulate adolescent inpatients. Running counter to 

these techniques was the exercise of Michael’s powerful gaze upon staff, in an 

attempt to clamp down on the use of borderline talk. In addition to his gaze, Michael 

had recently implemented a screening tool which encouraged staff to more 

accurately determine the presence of borderline traits. Felicity, a doctor on the unit, 

spoke about the application of this tool: 

Um what was the reason for introducing that? 
Because our Consultant felt that we are over-diagnosing borderline personality 
disorder a lot or kind of referring to patient as having borderline personality traits, 
and he felt that it’s kind of only oh, fair that we are bit more valid in our 
diagnosis, so. 
And what would your opinion be on that? 
Um I guess ah sometimes there is a tendency to say oh that girl is borderline 
when there are certain behaviours. Ah so it’s I guess good to go through the 
criteria and actually see whether they fulfil the criteria for diagnosing a 
borderline. 
So in what circumstance would you use it? 
Oh I would I think use it for a patient who [pause] I mean we’ve just started using 
it  and we’ve been using it for patients whom we feel are borderline, whereas like 
earlier we would have just called them oh she has borderline personality traits, 
now we tend to use the questionnaire.  
Has it been useful? 
Oh I think so because it gives an objective kind of look at what’s going on. 
(Felicity: 69-90) 

 

The introduction of this tool may be considered a strategy or tactic, “for the conduct 

of conduct, for acting upon the actions of others in order to achieve certain ends” 

(Rose, 1996, p. 12). It also imposed upon staff a degree of self governance, with this 

piece of paper serving to remind staff to be judicious in Michael’s absence. It was 

difficult to tease out whether borderline talk formed the dominant discourse at site 
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two. Against the authority of Michael’s position, borderline talk may be more 

appropriately termed a persistent or tenacious discourse. Thus, power was 

dispersed and unstable, rather than simply located either with the dominant or 

subordinate profession (Pilgrim & Rogers, 1993). Akin to Rhode’s (1991) 

observation of an acute psychiatric unit; “the staff were enmeshed in a space in 

which they were both watchers and watched, disciplining and disciplined” (p. 6). 

 

At site one, borderline talk was alluded to at times, with Catherine reporting the 

practice of people talking “about it professionally, oh with other professionals sorry, 

um but actually not with the young person” (Catherine: 241-242). In alliance with site 

two, Alex identified the utility of talking about borderline traits, pointing out that: 

Ah we’ve got to be able to communicate these ideas somehow. And once again 
I think as long as we understand um you know, as long as language is used um 
in a way that ah the best interests of the client you know are kept to the fore, um, 
then I think it is productive. But when it’s used to close doors and um you know 
to um to shut out and to ah to discount, ah that’s when it’s negative. (Alex: 495-
499) 

 

While less obvious, there were also rules which governed the way in which BPD 

could be talked about at site two. Natasha was new to her team leader position, 

having previously worked outside of CAMHS and while learning the team rules, she 

had noticed diagnostic idiosyncrasies. When asked whether clinicians verbally 

identified emerging BPD during referrals, Natasha provided the following response:  

Ah [pause] no I haven’t had that experience, but I wonder how much impact it is 
being new. So when we did the intake screenings for the last group um who I 
would’ve thought a number of the young women particularly in that group 
certainly showed emerging BPD um, there can be a feeling of, um I don’t know, 
like am I saying the unsayable, am I setting someone up for having such a 
flawed personality that maybe that’s not a conversation a case manager might 
have with someone one or two weeks in the job. Um that, that almost feels like a 
conversation people feel like that they have to have on the sly. Like they might 
say um, ‘you know PTSD and depression, um and ah there’s some emerging 
borderline,’ almost like it’s a, it’s a secret. (Natasha: 152-160) 

 

Overall Natasha noticed that the “public identifying” of BPD was less than what she 

had experienced in her previous workplace. In this context, Natasha described one 

incident where BPD had been documented in a young person’s case notes:  



 139 

Um interestingly it was recorded, um so there were three diagnoses listed. Um, 
let me just remember, I think it was adjustment disorder, depression and 
emerging BPD, um, written by a case manager who’s a psychologist and next to 
the emerging BPD it said bracket, diagnosed by, and then the psychiatrist’s 
name. So that interests me in terms of, um, ah p’raps that willingness to put your 
name to it. 
Is that usual practice that a clinician would identify themselves as having made 
the diagnosis? 
Ah, well the paperwork’s completed by the clinician, so I guess my assumption 
would be that anything on the paperwork is their information unless otherwise 
stated, um… 
So this clinician referred to another psychiatrist having made that diagnosis? 
Yes, the clinician was a psychologist and they referred to another psychiatrist, I 
don’t know whether that’s that kind of ranking so, if it is a bit more of a 
controversial diagnosis, do I put someone with a higher rank’s name to it, or do I, 
does that then let me opt out of it myself if I need to, or? 
That’s really interesting. 
Um I thought that was really interesting. And particularly because, I mean this 
girl’s presentation is really interesting. . . [potentially identifying information 
excluded]. Um, but I thought that was interesting that it was included and it was 
discussed but it was with um, back-up almost. (Natasha: 335-361) 

 

Thus as a newcomer, there was a period of ‘sizing up,’ with Natasha trying to 

determine whether the way in which BPD could be talked about and written down 

was unique to this diagnostic category. Overall, Natasha’s observations deviated 

from the majority of clinicians at site one, with most clinicians constructing their team 

and CAMHS as cohesive in its use of borderline terminology. Furthermore, while 

team and disciplinary roles at site one were less clearly delineated than site two, 

Natasha’s account of documenting BPD provides a striking example of disciplinary 

hierarchy. 

 

‘How’ to Talk to Adolescents about BPD 

In The Birth of the Clinic, Foucault (1989, p. xiii) described the concurrent birth of the 

clinical gaze, or moment in the eighteenth century when, “a millennial gaze paused 

over men’s sufferings,” thus opening up that manifest and secret space. Clinical 

gaze, or perception is made concrete through the use of language or description, 

with the art of describing facts recognised as the “supreme art in medicine: 

everything pales before it” (Amard, 1821, as cited in Foucault, 1989, p. 140). Hence, 

description which authorises the shift from symptom to sign, from patient to disease 
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and from individual to conceptual necessitates a rigorous application of semantic 

values (Foucault, 1989). 

 

Semantic rigour or accuracy in description is however a flawed aspiration, with 

Foucault wondering, “from what moment, from what semantic or syntactical change, 

can one recognize that language has turned into rational discourse?” (Foucault, 

1989, p. xi) Psychiatric terminology, for example is criticised for achieving a very low 

level of precision in its attempts to describe emotions, moods and mental states 

(Linnet, 2004). Linnet (2004) considers that the language of psychiatry is 

compromised, because it is not created by the people it is used to describe, thus 

rupturing the link between experience and description. 

  

The ambiguity inherent in the term borderline was considered problematic by 

several clinicians, with Simon, a community psychiatrist, suggesting that:  

I think it’s hard for people to know what borderline means. I mean I’ve certainly 
had patients ask me what does it mean that I’m borderline? Ah, and you sort of 
explain it but, it um, it still doesn’t necce- doesn’t sort of make sense to people, 
um, you know in the way that um, say depression does, that’s sort of a more 
understandable sort of diagnosis, where to say that someone’s borderline sort 
of, it’s um, the name is sort of a confusing one I think for, for people. (Simon: 
248-253) 

 

As a result of dissatisfaction with the BPD label on many levels, clinicians sought to 

fashion and tailor (Simon), re-frame (Margot) or steer away from (Robyn) the words 

borderline personality disorder. With many diagnoses, but BPD in particular, 

clinicians preferred to talk to clients in terms of formulations, symptoms, problems 

and behaviours rather than use diagnostic speak. Even in those interviews where 

clinicians advocated for disclosure of this diagnosis, it remained couched in caution. 

Ruth, a community psychiatrist at site one for example, preferred to tell her clients if 

they were diagnosed with BPD, however added that the stigma attached to the 

diagnosis, “means that you choose your language fairly carefully.”  
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Through a repeated emphasis upon ‘anything but diagnosis’ in both clinical 

formulations and communications, clinicians often preferred an approach which 

“remained at the level of the problem itself” (Rose, 1989, p. 234).  For instance, 

Natasha identified how and why her practice differed regarding the BPD diagnosis: 

Um, not naming it. Naming the behaviour, the consequences, the interpersonal 
relationships, the, kind of the symptoms of, um, without giving it the label. 
(Natasha, 505-506) 

 

Preferring to offer a behavioural or symptom based descriptor was a particularly 

strong rhetoric throughout clinician interviews: 

What we do is, what we would do is identify issues and patterns of behaviour 
and feed back to a young person but we don’t neccess- we don’t put it in 
diagnostic terms, and I don’t actually think in adolescents having diagnostic 
terms is often that useful for certain disorders. I think it’s better to look at the 
problems. What’s causing your problem? Look at the strengths and weaknesses 
of a kid and then look at that. (Scott: 47 – 51) 

 

Clinicians were consistently wary of naming diagnoses, with the fixing of vocabulary 

authorising “comparison, generalization and establishment within a totality” 

(Foucault, 1989, p. 139). Natasha, for example worried about the permanency of a 

personality disorder label: 

Um, I don’t know, but um [pause] it feels a bit like there’s nothing for them to 
work towards, there’s nothing for the therapy to work towards if it’s given a label 
that feels permanent. If it’s given a descriptor about behaviour and interactions, 
there’s something more fluid about that, we can change your behaviour, we can 
work on our interactions um, but our personality is kind of stuck. (Natasha: 519-
523) 

 

Robyn erred on the side of using terminology other than BPD, with justifications 

which reiterated a mismatch between language and experience in psychiatry 

(Linnet, 2004). 

I steer away from using medical and mental health language, I think at times we 
need to use it and that’s fine, but to me it’s about picking your audience. Um, the 
DSM criteria I think, I think it’s fairly, when you go through sort of your dot points 
I think it’s fairly, it’s pithy, it cuts to the chase, but I think it’s about sort of 
softening those. But I think that’s just about softening those for adolescents, I 
don’t think, if you want to work well with adolescents it’s about I think you know 
(a) being able to use humour, being able to be empathic, being able to connect, 
so it’s adjusting your language accordingly. Sometimes people want the mental 
health language and if they want it well that’s fine, I’m happy to, to use it but I 
don’t use it as a matter of course, unless it accurately describes their emotional 
state. To me it’s about describing what they’re feeling so that they know that I’ve 
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got a good sense and that I’m, there’s a match between what they’re saying and 
what I’ve understood. (Robyn: 303-314) 

 

Robyn also utilised sensory metaphors to describe her position, preferring to 

describe diagnosis and “flesh it out, as opposed to always just going bamo, this is 

it.” Robyn noted the importance of giving people time to “digest” their diagnoses and 

felt that BPD was a “whack of a diagnosis to give someone, particularly as they hit 

the adult system” [emphasis added] (121-122). Thus, Robyn also conceived of BPD 

as solid and weighty. This sensory emphasis constitutes part of the clinical gaze, 

with technical armature traversing sensory realms to include touch or palpation 

(Foucault, 1989), or in psychiatric lay terms “gut feeling” (Ryan). 

 

Similarly, Michael aimed to “really try and talk to them in terms of how they’d 

described themselves, because I think that’s more meaningful” (149-150). While 

tending not to name the disorder, Michael preferred instead to: 

I tend to talk to the young person in terms of ah the problem areas that they 
experience, so that it, talking about how their moods go up and down, how they 
have difficulty managing their emotions, the consequences of that for, how they 
respond to it, um so that you know, in terms of management of dysphoric 
feelings through deliberate self-harm or suicide or impulses, the effect on their 
relationships becoming unstable and unsatisfying. (Michael: 77-82) 

 

By controlling the flow of diagnostic information, clinicians reiterated their 

professional standing; adopting positions of high status and high information control 

while their adolescent clients were subsequently relegated positions of low status 

and low information control (Goffman, 1959).   

 

Erin clearly differentiated between language she deemed suitable for a teenager 

and that which should be reserved for professionals. While emotional dysregulation 

was a descriptor “that we use just to understand it in our own language,” she 

expected that teenagers would be more receptive to hearing things attuned to their 

“own vocab,” such as “difficulties managing your moods or managing your emotions” 

(220-229). 
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Overall clinicians consistently re-shaped BPD when talking to adolescents, finessing 

language to accord with their own preferences and to match the perceived needs of 

their adolescent clients. In part, this flexibility allowed clinicians to manoeuvre 

around issues of stigma which were never far from the BPD diagnosis. 

 

BPD – the Black Sheep 

Stigma was constructed as the most concerning consequence of making or talking 

about a BPD diagnosis. In closing this chapter, this section will address the role of 

agency and apportioning of blame in making sense of and responding 

sympathetically to BPD. In addition, ways in which clinicians problematised the label 

and the ambiguity of treatment implications will be considered, with fears of service 

rejection influential in diagnostic practice. Finally, this section will consider how 

status as an adolescent countered some aspects of stigma.  

 

As introduced in Chapter 2, personality disorders are separated from major mental 

illnesses by the axial system used to categorise diagnoses in the DSM. In effect, this 

reinforces historical relegations of personality disorders as inferiorities rather than 

illnesses (Koch, 1891, as cited in B. Brown & Crawford, 2007). Personality disorders 

challenge the sick role, or the way in which legitimate sickness is determined in 

society. Of primary contention is Parson’s first criteria of the sick role, which requires 

that “being in a state of illness is not the sick person’s own fault, and that he should 

be regarded as the victim of forces beyond his control” (Parsons, 1975, p. 262). Alex 

suggested that deliberations regarding control fuels debate among clinicians, and 

may account for the stigma attached to the diagnosis: 

Um [pause] what underpins the stigma? I think um [pause] human beings don’t 
like people being out of control, is a big factor. Um and I think the other factor is 
that there’s a sort of dual idea, they’re out of control, that they’re doing it 
deliberately is, is kind of you know that they’re manipulating is the, is the word 
that’s really used most of all, it’s manipulative behaviour. 
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Yeah, we find that quite confronting. 
Yeah, I think that is, it is confronting. Um I think what’s confronting about it is, ah, 
is it manipulative or not, that’s the question that you find hard to answer and um 
and therefore should you be compassionate or not. [laughs] You know and ah 
and so you know you’re gonna find yourself as a clinician feeling out of control 
too because, um you know, ah your job is to be compassionate ah and yet your 
job is to contain things and you know by sort of, ah you know, deriving from that 
the idea of controlling things. (Alex: 580-595) 

 

Of note in this excerpt is my positioning as an insider, locating myself as a clinician 

in agreeing that we find deliberations regarding control confronting. This wasn’t a 

deliberate strategy to convey insider understanding, instead as a clinician, I found 

myself appreciating his synopsis of this clinical predicament. 

 

According to McHugh (1970) determining whether someone ‘knows what they are 

doing’ is integral in deciding whether an act is deviant or not. Adolescents with 

emerging BPD fall into two grey areas, with degrees of agency questionable on the 

basis of age and disorder. However, neither categorisation necessarily exempts the 

young person from being constructed as behaving deviously. When asked about 

disadvantages of disclosing the BPD diagnosis, or to account for reluctance, Amy 

positioned adolescents with BPD as responsible for their behaviour: 

And also, you know, for some people it might be like okay well, you know, this is 
an excuse for me to behave this way and really it shouldn’t be an excuse for that 
behaviour. (Amy: 385-387) 

 

Erin also worried about the potential misuse of the label: 

. . .some kids might use that as a way to kind of get what they want and sort of 
say well this is, I can’t help my behaviour ‘cos I’ve got, I’ve got a personality 
disorder. . .” (Erin: 194-196)  

 

When asked to elaborate on the difference between taking responsibility for a 

personality disorder, versus other mental illnesses such as depression, Erin 

provided the following response:  

Yeah because people, society perceives it differently. Like if you said someone 
had depression, there’s more sympathy there, um or even if they had psychosis, 
it’s almost like it’s not their fault, it’s a brain dysfunction like something happens 
biochemically so they think it’s not really their fault. While with borderline it’s a 
personality thing so it’s more like it’s them as opposed to something else 
external that they can’t control. (Erin: 344-348) 
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The focus on individual personality and fault accords with a dualism between the 

individual and social, with “the notion of problems being located in an individual 

remov(ing) any responsibility from society” (I. Parker et al., 1995, p. 61). The social 

is useful instead, to provide a barometer of normality by which to compare the 

‘abnormal individual’ (I. Parker et al., 1995). DSM-IV criteria for BPD, for example, 

place a clear emphasis on individual pathology, often serving to “wrench the person 

from the various social contexts that have contributed to the distress all the more” (I. 

Parker et al., 1995, p. 8).  

 

Alternatively, Robyn put forward a counter-discourse which rejected individual 

attribution, and positioned trauma as a central component to BPD:  

So you know how you talked about um a stigma being attached to the label, has 
that been your experience in CAMHS or an adult model or both? 
[pause] In my experience within CAMHS no, I don’t think there’s a um a negative 
stigma at all. I think it’s very much understood the, the context of how this 
diagnosis comes about, and I’m certainly of a strong belief it’s trauma, trauma 
trauma trauma, and to me not surprising that you might end up with someone 
who’s got a fairly fractured sort of sense of self and, and can’t make head nor tail 
of, of sort of their emotional world, to me it kind of makes sense. (Robyn: 127-
135) 

 

Within a trauma model, the clinical gaze shifts from an individual focus to a broader 

societal focus, thus re-apportioning blame and increasing sympathy with the 

individual. For this reason, Erin advocated changing the BPD label to include a 

reference to trauma:  

Yeah, I think something to do with trauma might be good, um only because there 
might be more acceptance and sympathy with that because people sort of when 
you hear borderline personality it’s more, it’s their personality, they can almost 
change that or there’s that kind of attitude towards it. Um but something to do 
with trauma might allow people to think about it a little bit differently and remind 
people that perhaps they’re behaving this way because of past trauma . . . (Erin: 
406-411) 
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Re-branding 

In addition to the stigmatising impact of holding adolescents responsible for their 

distress or behaviour, the BPD label was criticised, with each word considered to be 

potentially denigrating by clinicians. Eve described the likely “horror” upon finding 

out that:  

. . . someone’s written a book somewhere that defines who you are and says 
and that’s a disorder, that your very essence of who you are is actually 
disordered. . . (Eve: 256-258) 

 

Mark also objected to the description of one’s personality as disordered: 

I don’t really see how it could benefit somebody giving them a diagnosis of that, 
you’ve got a borderline personality disorder, it’s not gonna make them feel good 
about themselves. My personality’s disordered, a young person would see it as 
my personality’s stuffed up or I don’t have a personality. (Mark: 95-100) 

 

Adding to criticisms of ambiguity, Dana described the term ‘borderline’ as having an 

“inhumane quality,” inferring helplessness and increasing prejudice. 

 

These objections align further with Linnet’s critique of mental health language, as:  

Language that sounds precise, accurate and reasonable, but isn’t, language 

that confers authority of highly dubious ‘diagnoses’ and procedures, 

language that stereotypes, categorises and discriminates, and language that 

is just plain ugly, inevitably producing negative thoughts and perceptions 

about people or states of mind it is used to describe. (Linnet, 2004, p. 12) 

 

Clinicians primarily thought that changing the terminology may improve the negative 

connotations attached to BPD. Scott, who admitted to being “big on re-branding 

things,” referred to the success of other name changes in psychiatry: 

What would you like, what would you come up with? 
Um [pause] I just don’t think it’s, like they’ve changed, from schizophrenia’s gone 
to psychosis, right, so all that stigma that was attached to schizophrenia’s gone, 
you know, and psychosis is a bit more people understand psychosis a bit more 
and it seems a bit warm and fuzzy, it’s not like you’re crackers. You say 
schizophrenia, oh they’re crackers. They’ve got psychosis, oh so they’re sick. It’s 
kind of the whole things changed. And something like that, you know, where 
instead of saying oh they’re a bord- PD, they’re you know, you could say I don’t 
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know, behavioural type B or A or anything you like and it doesn’t matter what it is 
but it’s not oh they’ve got a PD, they’re a person with these types of issues. 
So the personality disorder component is, is pretty strong in the stigmatising? 
Yeah. Yeah I think if that was changed it could go a long way. ‘Cos we, ‘cos it’s 
funny, here if they come in with dysthymia and they’ve got all the personality 
traits, we manage all the personality traits and treat ‘em and help ‘em the same 
way if they came in with the thing but it’s not the stigma. (Scott: 488-504) 

 

Throughout his interview Scott preferred lay terminology to convey understanding, 

both in constructions with clinicians and in the way he described talking to 

adolescents. Scott drew upon informal and imprecise knowledge, which was “vivid 

and instantly communicative” and considered integral in nursing communications (J. 

Parker & Wiltshire, 1995, p. 151). Of note, was Scott’s firm adherence to lay 

descriptors across disciplinary settings, and the respect he garnered as a result.  

 

Other clinicians, such as Robyn wondered if re-branding would actually be effective 

in reducing stigma: 

Um, now I don’t, we could get into a bit of a discussion about if you change the, 
the title of BPD to PTSD and that was sort of more commonly recognised or if 
you could change it to pineapple, I mean would that, would it then [pause] would 
that have a more positive swing and connotation I don’t know, I mean I think 
then we could run the risk of potentially pineapple then becomes a pejorative 
term [laughs] so I don’t, I don’t know. (Robyn: 96-108) 

 

Robyn also found that adolescents were less affected by the label than clinicians 

anticipated:  

I’ve often found young people fairly, not really that fazed, I think we’re a bit more 
worried about what they might think than perhaps the young person. Young 
people I think have certainly said to me ‘oh well that’s what I thought ‘cos I 
looked it up on the internet [laughs] and that kind of fit, for me.’ And for some 
people I think it’s a bit of a relief to, to have one word that explains their 
experience and symptoms. (Robyn: 220-224) 

 

Clinicians did identify advantages of disclosing a BPD diagnosis with adolescent 

clients, and recounted examples where they felt that talking about BPD helped and 

reassured young people. However, the possibility of stigma governed almost all 

clinical decision making, from deliberations about making the diagnosis, to 

considering how best to broach a diagnostic conversation with adolescents. 
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Treatment Implications 

In addition to the impact of labelling, clinicians were cognisant of the ramifications of 

naming this diagnosis upon their client’s ability to access services in the future. At 

site one, clinicians primarily located the potential difficulty of service rejection 

outside of CAMHS, referring to the tendency for adult services to “lack hope” 

(Angela) and emergency services to be “scathing” (Patrick). Eve suggested that it 

was “about being mindful that this may go against this young person when they 

leave here” [CAMHS] (190-191) Similarly, Alex worried about “unleashing them” on 

the adult system: 

. . . because I guess of my wanting to protect them from obviously that ah 
negative perception in the adult system and ah and what that meant, um you 
know their, their access I guess to compassion and ah you know fair, fair 
treatment and you know people understanding them and not just um painting 
them with a brush. [laughs] (Alex: 141-144) 

 

However, in trying to account for the potential stigma of BPD, Alex’s practice 

deviated markedly from the majority of clinicians. In order to communicate an 

acceptance, Alex introduced discussion about BPD in the first session with two of 

his clients: 

Um and partly I think the other thing that guided me is that I didn’t want them to 
experience being dismissed. And ah that’s what was really ah that I wanted 
them to, them to know that now we have a chance for open communication and 
to think about things and to reassure them that ah they’re not gonna be 
dismissed in that way. (Alex: 294-297) 

 

At site two, Felicity was concerned that the diagnosis may be used to invalidate the 

young person and potentially exclude them from care:  

. . . it’s more mainly like at handover someone would say oh she’s borderline, 
not depressed, she has borderline traits. And there is a tendency I’ve felt for 
people to look at them in a negative manner rather than a patient having 
depressed, if, if you’re depressed it’s kind of a valid reason for you to be here. If 
you’re having borderline personality traits it’s just borderline, she doesn’t have to 
be here. (Felicity: 198-202) 

 

These examples indicate the exclusionary power of the psy-complex and its 

languages of government (I. Parker et al., 1995). Furthermore, at site two a 

diagnosis of BPD served to influence treatment trajectories, thus reifying the 
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constitutive nature of diagnostic categories (I. Parker et al., 1995). Felicity and 

Dana, both doctors at site two, noted that a diagnosis of BPD served to question the 

utility of hospitalisation and subsequently communicate clinical expectations 

regarding length of stay.  

 

Michael was particularly concerned about the treatment trajectory offered to 

adolescents with BPD, and this largely governed his decision to make the diagnosis:  

Um because usually when they’ve come in we’ve only got such a small 
snapshot. Um and I think that um it’s, because it carries such a pejorative flavour 
to it, or stigma, um that only if they were going into a specific program ah that 
helped them deal with it like the [name of] program would I ah be happy to give 
them the diagnosis.  
So does that mean that the usefulness of a diagnosis equates to whether you’re 
able to provide a treatment for it or not? 
Um well in, in principle no, um because you know, ah you can say someone has 
cancer of the lung, and ah terminal cancer of the lung and there may not be a lot 
you can do for them but um, ah you would still give a diagnosis. Um but I think 
that um unless you’re, because it tends to carry a stigma ah then um I think it’s 
quite important that they become part of a program that enables them to have 
appropriate treatment for their difficulties. (Michael: 91-103) 

  

Similarly, Scott questioned the utility of the BPD diagnosis and identified a 

subsequent shift away from diagnosing BPD on the inpatient unit: 

Yep, I think um [pause] I think that it has moved away from there a lot, that we 
don’t very, we very rarely diagnose anyone with a borderline personality at all 
anymore. 
You don’t, we don’t make the diagnosis (no) very often? 
No. We usually tend to use like adjustment disorder or some other, we use some 
other sort of disorder, um situational crisis or whatever they use, but they don’t 
tend to put borderline personality. 
Not as much as they used to? 
Used to say fifteen years ago. 
Why do you reckon that’s changed? 
I think it’s because people don’t think that it’s a useful, a useful diagnosis to give 
someone. They, I think they think it’s better to deal with the, the problem, look at 
the problems and deal with that than have that, the stigma. And I think there is a 
bit of a thought within the team that, that once that stigma’s there then people 
are treated differently. Not that I’ve ever heard it articulated at the team meeting 
that we’re not gonna do this but it seems to have developed. 
You’ve noticed that it’s used less and other diagnoses like adjustment disorder 
are used … 
Yeah, you know, they might put dysthymia instead of you know, well sometimes 
they put emerging borderline traits but not, no one’s ever diagnosed, very, very 
rarely, fully blown. (Scott: 262-289) 

 

Thus, making and communicating a diagnosis of BPD did not come down to 

diagnostic criteria alone. As articulated in Berg’s (1992) research, which focused on 
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medical sociology and problem solving in clinical practice; clinicians drew from a 

range of heterogeneous elements including locally situated routines when 

formulating diagnoses. In fact, a contingent discourse, which made room for those 

personal and professional influences upon diagnostic practice, was dominant in the 

accounts of nearly all clinicians. This contrasted for example an empirical discourse 

which would prefer talk in terms of scientific fact (Gilbert & Mulkay, 1984, as cited in 

Harper, 1994) and would be unlikely to deviate from discussion regarding diagnostic 

criteria. 

 

Finally, BPD was deemed less palatable than those mental illnesses located above 

it on Axis I: 

I think a diagnosis like depression and anxiety [pause] is a lot more garden 
variety and it’s a lot, I think overall socially, and within our culture it’s a bit more 
palatable and acceptable. (Robyn: 239-241) 

 

Patrick considered BPD on a continuum of offensiveness: 

I think ah, you know, things like depression thanks to um, ah you know the 
depression initiative is, I mean it’s always been the least offensive of those 
labels, perhaps anxiety’s even less offensive you know ‘cos everyone 
experiences anxiety, um you know most people experience some form of sad 
mood, not necessarily depression, um, ah yeah, so [pause] mmm, so I mean I, I 
think, you know, the borderline issue is um you know a little bit more sort of 
difficult to grasp you know because not, not everyone’s experienced it and if they 
have they might have experienced it in a negative way, say a relative who’s um 
you know the black sheep of the family type of scenario. (Patrick: 312-319) 

 

When asked to account for stigma amongst clinicians, Simon attributed it to the 

potential for people with this diagnosis to “evoke quite strong reactions.” Michael 

and Holly described the perception that such people were “difficult to manage,” and 

Holly also suggested that clinicians were “afraid” to make the diagnosis because of 

the likely challenge which accompanied it:  

Probably how challenging it is. Yeah, so um usually when you meet someone 
like this where it is challenging behaviours, they are provocative, they can kind 
of pull at certain, [laughs] certain emotions. Um and I think in that and that’s why 
I s’pose it gets the stigma too is because they’re, they’re challenging people to 
work with sometimes. (Holly: 364-367) 
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These reactions demonstrate the way in which BPD as object, and those with BPD 

as subjects can challenge clinician legitimacy, linking back to notions of the sick role 

and the professional mandate to fix and help.   

 

Adolescent Exemption? 

While CAMHS professionals overwhelmingly constructed BPD as highly stigmatising 

(though not always in their backyard), concessions were made for their adolescent 

clients. Diagnosing a personality disorder during adolescence presented clinicians 

with a conundrum. The “rigid” (Margot) and “ingrained” (Laura) nature of personality 

disorders clashed with conceptualisations of the adolescent personality as 

“malleable” (Ryan & Laura, Margot), “still forming” (Margot), “still developing” (Laura, 

Kate), “still maturing” (Holly) and “in such a state of flux” (Michael). 

 

Clinicians preferred to construct adolescence as a time of opportunity, thus 

engendering clinical optimism and hopefulness. Angela and Robyn, two community 

team leaders with social work backgrounds were grateful for this developmental 

window of opportunity: 

And that’s the biggest difference I see in CAMHS versus adult, that’s why I work 
in CAMHS because I know things can change, I’ve experienced that, I’ve been a 
part of the change, and I know it can, and young people do evolve, they develop, 
they grow up, they mature, thank God! (Angela: 382-386) 

 

Robyn held: 

I guess a fairly strong view that adolescence is a really lovely window of 
opportunity and change, and that while I think significant trauma creates I think 
actually BPD, I don’t think things are done and dusted at adolescence and 
insurmountable, I think there’s a huge window. (Robyn: 409-412) 

 

Adolescent ‘behaviour’ escaped absolute demarcation as either normal or abnormal, 

as usually inherent in psychiatric classifications (Cooksey & Brown, 1998). The 

‘storm and stress’ (Griffin, 1997) associated with normal adolescence afforded 

adolescents some diagnostic leniency. Clinicians resisted permanent descriptors, 
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instead preferring to frame difficulties in terms of temporary aberrations, able to be 

left behind in adolescence: 

. . . I believe there’s still, their personalities are still forming and developing and 
so, you know, there’s plenty of opportunity to help them learn to sit with 
uncomfortable feelings, to, you know help them become more feeling literate, to 
put words to feelings, to find ways to regulate their emotions, to soothe 
themselves, to get support, to explore who they are, you know, existentially and 
all those sorts of things. That’s part of the normal developmental tasks of 
adolescence I guess. (Margot: 506-520) 

 

As a result, clinician opinions negated the bulk of attitudinal research drawn upon in 

Chapter 2 which was based upon adult populations. Admittedly, there were many 

other implications which accompanied categorisation as an adolescent, particularly 

as an ‘at risk adolescent.’ For example, clinician accounts pointed to increased 

surveillance and the implementation of specific disciplinary measures, with 

noticeable tensions around expectations of responsibility (Kelly, 2000). However, 

analysis of interventions would take this chapter and thesis in a different direction 

and shift the focus from talking to treating.  

 

In summary, worries and deliberations regarding stigma featured in the accounts of 

many clinicians. Of note was a focus upon stigma amongst professionals, with 

societal stigma towards BPD rarely broached. While there may be many factors 

underpinning this focus, it is evident that discussion of professional stigma provided 

more than enough grist for the mill. 

 

Summary 

Recruitment at two culturally diverse sites within CAMHS facilitated an interesting 

comparison of clinical practice regarding talk about BPD. In the community there 

was room to balance the rhetoric of professional autonomy with the rhetoric of team 

work (Barrett, 1996), with all clinicians responsible for making diagnoses and 

physically able to work both independently and within a team. However, at site two 

where there was strict role demarcation (Pilgrim & Rogers, 1993) and close patient 
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proximity, the stance of the psychiatrist was privileged and the team line was more 

rigid. The informal mandate not to make and disclose the diagnosis, unless there 

were exceptional circumstances, was upheld in patient communications, with nurses 

consistently avoiding such conversations. However nurses resisted these rules in 

professional forums, relying upon borderline talk to explain, caution and 

communicate frustration and treatment expectations. BPD emerged as a tightly 

regulated discourse in clinician accounts, thus explaining its predominantly silent 

status in adolescent findings.  

 

Institutional euphemisms, or tools to minimise the impact of the BPD diagnosis were 

rife in verbal and written communications. Hedges, while absent from authorised 

diagnostic criteria, had achieved a taken for granted status, with all bar one clinician 

identifying them as valid and necessary. Similarly, clinicians became adept at talking 

around the BPD diagnosis, with problems, behaviours, symptoms and formulations 

forming focal points in conversation in preference to directly talking about BPD.  

  

Overall, it seemed that making and talking about a BPD diagnosis in adolescence 

was discordant to the way in which clinicians perceived adolescent trajectories. 

While some clinicians considered the BPD diagnosis and criteria to be functional, it 

was also commonly constructed as flawed and ill-fitting for adolescents. In response 

to the question at the core of this chapter; ‘How do CAMHS clinicians talk about 

BPD?’ clinicians overwhelmingly employed semantic strategies. These strategies 

served to avoid committing to the diagnosis, replete with its offensive descriptors 

and connotations of permanency. Semantic strategies allowed clinicians to give 

adolescents the benefit of the doubt and to acknowledge the ‘in-between-ness’ of 

adolescent personality development (Horowitz & Bromnick, 2007).  
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Chapter 7: Diagnosis and Adolescent 

Identities 

Preamble – Field Note Reflections 

Prior to presenting the adolescent data analysis I include a reflection upon my 

stance as a researcher with strong clinical ties to the field of research. Despite an 

aim to position myself as a curious and naïve researcher, the clinician remained 

deeply entrenched and influential at times, and it is important to surface this identity.  

 

In deliberating upon my usual role as a clinician interviewing clients I realise that I 

am always guided by a clinical agenda in my interactions with clients. The agenda 

may vary in the degree of influence upon an interaction, but it is always present. For 

example I have had (so many) experiences where I have led the conversation in a 

particular direction to suit this agenda (away from self-harm, towards discharge, 

away from criticism of other staff, towards participating in the ward program, away 

from the negative, towards the positive). I found conducting interviews as a 

researcher refreshing, as I had no vested interest in the impact of client responses 

upon their hospitalisation. However, over time and during data analysis I realised the 

significant overlap between clinical and research agendas regarding this topic. Just 

as I had gently guided conversations away from suicide in my clinical role, as a 

researcher I also found myself carefully limiting discussions of this nature. While I 

was no longer clinically accountable for risk, I was instead ethically responsible for 

the notification of risk to staff. The ethical requirements now upon me as a 

researcher, drew me back to similar disciplinary strategies to those I use in clinical 

practice. While I no longer needed to represent a cohesive team front for example, I 

now had to ensure that the research did not promote any therapeutic split as it 
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delved into details of conversations with professionals. Noticeably, these clinical and 

research agendas reflect an alliance with stereotypes regarding ‘typically borderline’ 

behaviour. Admittedly, in designing the research, I planned for, anticipated and 

thereby actively reinforced expectations of suicidality, risk, chaos and relationship 

difficulties. My research experience of interactions with young people labelled as 

borderline was markedly different. In the research transcripts, with the exception of 

reasons for admission to hospital, participant identities do not come across as 

typically borderline and it is difficult to delineate why. I have considered a few 

possibilities:  

• the eight young women were inaccurately or prematurely labelled 

‘borderline’ 

• my clinical tendencies and research anxieties drove responses away 

from those typically expected 

• the research surfaced the many (less often talked about) strengths of 

those young people participating in the research; i.e. as articulate, 

insightful and capable 

 

These hypotheses will not form the focus of data analysis, nor will they be met with 

neat explanations or conclusions. Instead they represent a fragment of my identity 

work, thus acknowledging my role in assembling meaning within interview 

encounters and data analysis. 

  

Introduction          

Eight adolescent females, aged 15-17 years took part in this PhD project. 

Participants had been recruited for the research after being identified with emerging 

borderline personality disorder, as documented in their case notes, or in one 

instance as verbally communicated by the psychiatrist. The research questions 

which drove the adolescent component of the research were:  
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• Are adolescents aware of their diagnosis or symptoms of BPD?  

• What is the experience of the adolescent with BPD (or symptoms) 

regarding conversations about diagnosis? 

 

As discussed in Chapter 5 (‘Limited Disclosure’), and in accordance with the 

research questions, adolescents were not told that the research was about BPD. It 

was also anticipated that in clinical practice adolescents would be labelled with 

tentative or preliminary diagnoses such as emerging BPD or BPD traits, particularly 

when full diagnostic criteria was not met. Therefore it was considered unethical to 

introduce discussion around a diagnosis that adolescents may only partially meet 

criteria for. However this ‘limited disclosure’ also posed an ethical dilemma, in effect, 

reinforcing omissions in communication which I had been critical of in practice. In a 

sense, I was reiterating the exclusion of adolescents from accessing the language 

used to define them in a psychiatric inpatient unit. Research which talked to 

adolescents about BPD may have seemed more logical. However given the BPD 

diagnosis in adolescence was still largely contested, and the practice around 

diagnosing and telling was unknown, the research needed to accept this disjuncture 

and uncertainty in order to examine it. 

 

The diagnosis of BPD will not serve as the focus of this chapter. In fact only one of 

eight participants identified having been diagnosed with BPD or recalled 

conversations about the symptomatology attached to this diagnosis. Thus, it is the 

absence of this diagnosis from the accounts of seven out of eight participants which 

is noteworthy.  

 

The analysis within this chapter will be largely guided by the work of Gubrium and 

Holstein (2001) on institutional selves and troubled identities. Located within the 

postmodern paradigm, these theorists examine in detail the identity work that occurs 

within the discursive environments of institutions. Identity work can be taken literally 
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to refer to the process of self-construction. In order to analyse this, Gubrium and 

Holstein recommend “attending both to what is locally available by way of identity 

resources in these discursive environments and to how the complex process of self-

construction unfolds in relation to these resources” (2001, p. 16). Questions asked 

during data analysis will include: 

• what was the discursive environment underpinning identity work? 

• what identity resources were available and unavailable? (eg. BPD as an 

identity resource was primarily unavailable) 

• how did adolescents construct selves within these modalities?  

 

In addition to Gubrium and Holstein’s expertise on the construction of selves, 

Foucault (1961, 1972, 1977) and Parker et al. (1995) are also drawn upon to 

examine those rules which bracket identity work. For example “Deconstructing 

Psychopathology” offers a useful adjunct through the redirection of its gaze, “not at 

the mad but at the culture, institutions, and language which make madness matter 

so much” (I. Parker et al., 1995, p. 14). These authors note the mismatch which 

often occurs in attempts to psychiatrize human difficulties, a divergence which arose 

in the accounts of adolescents. Furthermore, Foucault’s extensive studies of 

madness, medicine and institutions, through texts such as “The Archaeology of 

Knowledge” (1972), “Discipline and Punish” (1977) and “Madness and Civilisation” 

(1961) provide a vital adjunct to the analysis in this chapter. In particular, Foucault’s 

focus upon resistance and anomalies within dominant discourse (Hamilton & 

Manias, 2009) bolsters the identity work carried out by adolescents.  

 

This chapter begins by situating the research within a particularly powerful 

discursive environment and moves on to consider the role of diagnosis, as 

constructed by participants. Following this, a detailed examination of identity work is 

undertaken, incorporating an analysis of troubled identities and diagnostic fit, 
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institutional selves, and finally those ways in which adolescents concurred with and 

resisted diagnostic identities. 

 

The Discursive Environment 

The discursive environment refers to a particular interactional domain, noticeable 

because of its idiosyncratic ways of interpreting and representing everyday realities 

(Gubrium & Holstein, 2000). At the time of interview, all adolescents were admitted 

to an adolescent psychiatric unit and interviewed in a room within the unit. While it is 

acknowledged that no single discursive environment determines who or what we 

are, the psychiatric unit provided a dominant and tangible discursive environment for 

all participants, undeniably functioning to “assemble, alter and reformulate” the lives 

and selves of its occupants (Gubrium & Holstein, 2000, p. 103).  

 

Although exploration of ‘being an inpatient’ was not the focus of the research, status 

as a psychiatric inpatient had significant bearing upon identity work. Identity work for 

these adolescents was busy, and governed by multiple discourses, including 

discourses of adolescence or youth at risk (as described in Chapter 3) and 

discourses of mental illness and its concomitant ‘psy’ scrutiny (as described in 

Chapter 4). The ‘psy’ environment under most scrutiny within this chapter is the 

psychiatric institution, locally and physically comprising the inpatient unit and more 

broadly encapsulating previous encounters of care within psychiatric and medical 

realms. For seven adolescents it was their first psychiatric admission, but 

trajectories of contact with psychiatric and counselling services varied significantly, 

from under twelve months to eleven years of counselling reported. 

 

While it was always the intention of the research to examine how adolescents 

interacted with the idea of diagnosis (generally and BPD specifically) there were 

elements of the research design which were unintentionally shaped by discursive 
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practice within adolescent psychiatry. For example I had little choice but to interview 

adolescents while they were psychiatric inpatients. Concerns of risk and 

vulnerability, always heightened in ‘borderline’ adolescents came to dominate many 

areas within my ethics application and research design. Thus, prior to participating 

in the research interview, adolescents were already positioned as risky and 

vulnerable, among many other judgements made through the process of psychiatric 

admission. This was noticed, and impacted upon self-construction. For example 

seven out of eight adolescents explained being in hospital as a result of suicide 

attempts or thoughts, with descriptors including; suicidal ideation (Beth); being “at 

risk to myself” (Cassandra); or unable to “guarantee my safety” (Alice). Furthermore, 

some adolescents were hospitalised against their wishes, with Alice describing 

being “sent,” “locked in” and “involuntary.” Roxy referred to being “put in” hospital 

and Cassandra felt “lied to” in order to agree to hospitalisation. Being hospitalised 

was often a disempowering process, which was not negated simply through 

obtaining consent for the research process.  

 

In order to manage risk, a prolific construct both in psychiatry (Rose, 1996) and 

BPD, in the inpatient unit there was a strong supervisory function. Institutional 

discourse around supervision and surveillance was taken up on several occasions, 

particularly in the following excerpts from Beth’s interview: 

Um what, can you tell me what [the unit’s] for? 
It’s for people with mental health problems who need to have immediate and 
short supervision like I’m having, or immediate and long term supervision, that 
you can be up to, you can be here from up to a day to a year. So it depends 
which bracket you’re in really but it’s, I’m pretty sure it’s for anything from 
depression to schizophrenia I guess, but I’m not sure of the total range ‘cos I 
haven’t been here for very long, so. (Beth: 59-65)  

 

Um how has [the unit] tried to help you with the reason that you came into 
hospital? 
Um well first of all it was just supervision and making sure that I can’t do it again 
because here it’s pretty much impossible to harm yourself unless you’re pretty 
desperate, because they search like even once you get into your bedroom they 
search through your bag and through even through your clothes, they search, 
they search your underwear pretty much for any hidden weapons or anything. 
So it’s, you can’t really smuggle anything in, unless a family member brought 
you something or something like that. Um and, you know, it’s all plastic cutlery 
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so you can’t harm yourself. And the doctors they make it clear to you like pretty 
much every ten minutes that there’s always nurses and doctors around for you 
to talk to if you’re like upset or worried or whatever. (Beth: 103-113) 

 

While Beth later described this degree of supervision as making her feel “safe and 

comfortable,” Alice questioned the usefulness of such physical restrictions:  

Um, how does [the unit] try to help you with these difficulties? 
Um, I’m still confused on that at the moment too merely because I disagree with 
the process. I’m, I disagree that you can help it, but that’s just me maybe in 
denial or I don’t know, but like I know that like the nurses they, they’re basically 
here so that I can talk and so that, you know by keeping me in a safe 
environment I’m not gonna be able, like I’m physically disabled from doing 
anything that can hurt myself so like, you know, I’m not allowed razors, any of 
that stuff, I’m not, you know. So I guess that’s what they do. But like I personally 
think locking me in some place that I can’t get out is merely isolating me from my 
problems and if I don’t face them they’re still gonna be there when I get out, so I 
don’t really know what this place does, so. (Alice: 78-87) 

 

Monitoring occurred beyond the realms of the hospital, with Roxy describing being 

“under surveillance,” by friends, family and community mental health teams prior to 

hospitalisation. However, the informal and less frequent surveillance undertaken by 

these parties was considered insufficient to manage Roxy’s suicidal risk, and 

hospitalisation ensued. In alliance with Foucault’s disciplinary techniques, an 

enclosed space, or a place “closed in upon itself” (Foucault, 1977, p. 141) was 

deemed necessary. This functioned to eliminate the “uncontrolled disappearance of 

individuals . . . to establish presences and absences, to know where and how to 

locate individuals, to set up useful communications, to interrupt others, to be able at 

each moment to supervise the conduct of each individual . . .” (Foucault, 1977, p. 

143). 

  

Domestic metaphors were also used to describe the inpatient space, with Katie for 

instance explaining the inpatient unit to her boyfriend as: 

Um I just told him it was like a house, kind of like a family but you’re alone with 
other people, and, and it’s just gonna make me happy again. (Katie: 62-63) 

                                                                                                                                                 

Similarly, Beth described expecting: 

Like a white ward and just I wasn’t really expecting a home, I was expecting like 
literally a hospital ward, that’s what I thought I was going to. Even though she 
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said I had my own room and stuff I was still thinking of a white hospital ward. 
And then I got here and it’s just like a lounge room and a kitchen and 
everybody’s so lovely and, yeah, it was just opposite, it was completely different 
to what I’d imagined. So yeah, it was way better. I actually really like it here. 
(Beth: 95-101) 

 

While these familial analogies appear to counter those disciplinary techniques of 

supervision and surveillance, upon closer examination there are shared disciplinary 

features. For example, based on the work of Tuke (1813), Foucault talks of the 

asylum as representing a family:  

Where the family is inadequate, he substitutes for it a fictitious family décor . 

. . the asylum would keep the insane in the imperative fiction of the family; 

the madman remains a minor, and for a long time reason will retain for him 

the aspect of the Father. (Foucault, 1961, p. 254)  

 

Through the allocation of minority status, madness is likened to childhood, 

suggesting that the psychiatric hospitalisation of adolescents renders them docile on 

multiple levels. 

 

In addition to the adolescent’s inpatient status, the research imposed further 

psychiatric emphasis. For example the questions asked in the semi-structured 

interview were primarily diagnostically focused. Thus, the immediate discursive 

environment had a commanding bent towards the psychiatric and the medical. This 

is also evident in my language choices, which demonstrate a tendency to operate 

under “psychiatric rule” (Parker et al., 1995, p. 50). For example, I immediately 

labelled those young people participating in this research as ‘adolescents,’ a 

descriptor with a strong clinical association. 

 

Another commonality in the discursive surrounds which was highlighted to 

adolescents was my background as a psychiatric nurse. As part of the preamble I 

told participants that I was on leave from the unit in order to undertake this research. 
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I had decided to reveal this because I felt that it helped to explain the way in which I 

became interested in this research area. I also wanted to provide a snippet of my 

own details (though this may be construed as tokenism) to lessen the likelihood that 

the interviewees would feel solely under the spotlight. Regardless of my intentions, 

generally adolescents had already been told that I was a nurse by those staff 

members seeking their consent to be involved in the research. ‘Identity work’ during 

the interviews appeared to take into account my nursing background. For example, 

Alice sought confirmation twice during the following passage: 

Um, have you ever been given a diagnosis? 
Is that depression?  
Ah, that that could be a diagnosis yep. 
I don’t know. I think a lot of my lack in diagnosis would have to do with the fact 
that I’m in and have been for a while in denial, about the, like I don’t like 
admitting that I’m depressed, and like at the moment I am and for a long while 
though I didn’t. And like most of my counselling sessions with [case manager] 
were like I didn’t talk like we, she talked about me being depressed without using 
the word depressed, like we’ve, I didn’t want to talk about me being depressed 
‘cos I just didn’t want to be depressed. So I don’t know but, like I guess she 
probably has a diagnosis that I’m depressed. And she’s told me that I’m 
depressed so like I guess and I’m on medication so I guess that must be you 
need a diagnosis to be on medication don’t you? [emphasis added] 
Ok, oh, not always. Um what words did you use if you didn’t like the word 
depressed? (Alice: 122-138)  

 

This was my first adolescent interview and I recall feeling a little taken aback when 

my involvement was sought. As a result I tried to provide inconspicuous responses, 

hedging both questions with “could be” and then “not always.”  

  

However, directly seeking my opinion occurred rarely, and certainly less often than I 

had predicted. This may have been as a result of attempts to counter potential 

power imbalances through statements which positioned the adolescent as the 

expert, for example during the following reassurance provided to Cassandra:  

Ah what do you understand by the word diagnosis? 
That you I don’t know, um, you have -  
Remember there’s no wrong answer. 
Yeah I know. Like it’s found that you have a certain type of illness and you 
diagnose and then treat it to try and recover from it, get better. (Cassandra: 142-
149) 
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These examples consider overt researcher influences upon the interview, however a 

more detailed consideration of those broader influences on adolescent language will 

be explored later in this chapter (see section titled, ‘Institutional Selves,’ p. 177). 

 

In summary, select elements of the discursive environment have been considered in 

order to provide a context for the identity work which follows. The physical surrounds 

of the inpatient unit in combination with the definite psychiatric features of the 

research resulted in a clear uptake of institutional discourse in adolescent 

transcripts. Constructs including safety, risk, supervision and surveillance were 

noted by adolescents, though used differently in assembling their environment. 

 

Diagnosis - Meaning and Usefulness 

Early in the interview schedule, adolescents were asked: ‘What do you understand 

by the word diagnosis?’ This aligned with discourse analytic strategies to take what 

“appears to be commonsensical” and render it strange (I. Parker et al., 1995, p. 5). 

The language used to define and understand diagnosis and subsequent 

descriptions of the utility of diagnosis will be examined in some detail. This is 

important, not only in alliance with the research aims, but also because diagnosis is 

a construct which is commonly taken for granted. Cheek (2004) suggests that 

diagnosis has essentially achieved a truth status derived from and legitimated by 

scientific/medical discourse. This was evidenced by the adolescent’s responses to 

this question, which were often prefaced by pauses and expressions of uncertainty. 

When asked to explain her understanding of the word diagnosis, Beth for example 

gave the following answer: 

The only way to describe a diagnosis is by using the word diagnosis. (Beth: 300-
302) 
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Explanations of diagnosis often incorporated a doctor and/or treatment, with Tess 

for example describing diagnoses as enabling the prescription of medications. Kelly 

explained diagnosis as:  

Um like what I don’t know how to say it, like what I’ve got or what the doctors 
have told me that I’ve got and why I’m taking medication for it and stuff. (Kelly: 
159-160) 

 

On occasion, to reframe the question I asked participants to imagine they were 

trying to describe diagnosis to a primary school class, with Beth responding in the 

following way: 

Ok children, a diagnosis [pause] is an illness that somebody [pause] that a 
doctor decides a patient has, once they know all of the patient’s symptoms. 
[laughs] (Beth: 317-318) 

 

Foucault (1972) refers to the status of the doctor as:  

Generally a rather special one in all forms of society and civilization: he is 

hardly ever an undifferentiated or interchangeable person. Medical 

statements cannot come from anybody; their value, efficacy, even their 

therapeutic powers, and, generally speaking, their existence as medical 

statements cannot be dissociated from the statutorily defined person who 

has the right to make them, and to claim for them the power to overcome 

suffering and death. (p. 51)   

 

Katie re-iterated the special status of the doctor within the following excerpt: 

Um what do you understand by the word diagnosis? 
I have no idea. 
It’s um, there’s no right or wrong answer so I s’pose if someone said [name] 
you’ve got a diagnosis of depression, how would you explain that to your 
boyfriend? 
Just that I’ve been told that I have depression, it’s like um a higher rank of 
person - [emphasis added] 
What do you mean? 
Like professional kinda. It’s like, um kind of like, I don’t know, it’s hard to explain. 
Keep going. 
Um I don’t know. 
What do you mean by the, where does the professional come into it? 
‘Cos my doctor told me. 
So your doctor is the professional? 
Yeah ‘cos he would know a lot about it and stuff. 
Ok. So that’s the person who is responsible for making a diagnosis? 
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Yeah. 
Yep. And what do you mean by higher rank of person? 
‘Cos you can’t really diagnose yourself, someone else has to say you’ve got it. 
I see. Um could anyone diagnose you? 
I don’t think, so I think it’s like a counsellor or a doctor, someone that knows you 
really well. 
Ok, so it has to be someone who is a professional (yeah) in maybe the areas of 
health or something like that? 
Yeah that knows a lot about it. 
Ok. And how do you reckon they make a diagnosis? 
Um observing your actions and stuff over a long period of time. (Katie: 343-388) 
 
 

While this passage largely communicates a sense of subordinance through Katie’s 

description of a professional as a higher rank of person, there is also subtle 

evidence of resistance. Katie demonstrates a low degree of affinity when asked how 

she would explain her diagnosis to her boyfriend, saying, “just that I’ve been told I 

have depression.” This distances Katie from the diagnosis and minimises her stake 

in having depression.  

 

Tess also makes a clear distinction between professional knowledge and her own:  

How does that compare with when you were, had a discussion with the doctors 
about bipolar and ADHD? 
Um well I thought I had depression from the start but I mean they can’t really go 
off ah I’m saying I have depression and, you know, they’re kind of professionals 
and [sigh]. 
Why can’t they go off what you’re saying? 
I don’t know, they never really have. They didn’t from the start. . .  (Tess: 215-
223) 

 

In this account Tess talks about her knowledge of self as inferior to that of 

professionals, paralleling Foucault’s concept of subjugated or disqualified local 

knowledge. Foucault defines this knowledge as, “disqualified as inadequate to their 

task or insufficiently elaborated: naïve knowledges, located low down on the 

hierarchy, beneath the required level of cognition or scientificity” (Foucault, 1980, p. 

82). He encourages the re-emergence of subjugated knowledge, held for example 

by the psychiatric patient; in order to reveal those struggles against totalitarian 

theories (Foucault, 1980). 
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Alice also positioned her knowledge as inferior to that of her case-manager, 

providing the following response when asked how her case manager would explain 

her situation to another clinician: 

[My case manager] would probably, I don’t really know what she’d say. She 
would probably tell them that I’m depressed, don’t like admitting it. Um, I’m fairly 
negative and disagree with everything that they say. [Interviewer laughs] And um 
yeah, that’d be probably all she’d say only she’d speak smarter. . .[emphasis 
added] (Alice: 296-299) 

 

Overall, adolescents identified those in a position to diagnose as erudite and without 

exception located diagnosis within a medical discourse of understanding, treating 

and subsequently helping. Alice’s conceptualisation of diagnosis provided a 

common example:  

Um, what do you think is the purpose of a diagnosis? 
Um the purpose of a diagnosis is, well you can’t fix a problem if you don’t know 
what it is, and a diagnosis is really just confirming what is the matter so that help 
can be given, I guess. 
Ok, yep. So it’s about um treatment? 
Yeah. 
Yep. Any, any other purpose behind it that you can think of? 
To help people understand. (Alice: 250-262) 

 

It should be noted however, that within this excerpt I interpret and re-phrase help as 

treatment, potentially reflecting my own biases and reinforcing a link between 

diagnosis and treatment. Further explanations included:  

Is it [diagnosis] a useful thing? 
Yes, ‘cos without a diagnosis you couldn’t treat them and without treating them, 
then they’re screwed, so it’s definitely useful. (Beth: 325-328) 

 

Um what do you think is the purpose of a diagnosis? 
To treat, get better. 
Yep. How does being given a diagnosis help you to get better? 
Because you kind of know what illness you have, ‘cos before it was kind of like 
well I’m sad all the time but I don’t know why I’m sad, so I’ve got a reason I 
guess. 
So did you feel better after you were given a diagnosis? 
Well I knew there was it was kind of a relief to know that something was actually 
wrong with me not that I just felt like that all the time. (Cassandra: 396-409) 

 

These accounts of diagnosis accord with the discussion in Chapter 2, whereby it 

was recognised that redefining distress as illness or diagnosis is beneficial as it 

locates distress within a medical orbit. As an object of medical attention, diagnoses 
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are then researched in order to find preventative approaches and curative 

responses (Broom & Woodward, 1996). 

 

Diagnosis as an object or noun as in these previous examples was perceived 

differently and more favourably than being diagnosed as a verb. Clearly the subject 

positions differ, with the latter more closely connected with sense of self. Tension 

around being given a diagnosis of mental illness will be explored in the latter half of 

this chapter.  

 

Identity Resources 

The provision of identity resources to adolescents was largely governed by health 

professionals, as in the following example of a material resource within Katie’s 

discursive environment: 

So imagine that um [your case manager] was saying to [your psychiatrist] I’ve 
got a young person that I’d like you to meet, how do you think that she would 
explain to [your psychiatrist] um your situation? 
Um they have a folder of things and everything that’s going on. I’m pretty sure 
she’d just like show him that. [emphasis added] 
What’s in the folder? 
I don’t know, things I say, she writes as I talk. (Katie: 567-576) 

 

This parallels Fox’s (1993) identification of those props used to mark professional 

power in his analysis of the surgical ward round, describing the use of “various 

props: screens, white coats, notes which patients cannot see” (p. 22). For Katie, this 

folder represents “everything that’s going on” for her, yet she doesn’t have access to 

its contents. Katie was quite matter of fact in her tone, seeming to accept it as 

reasonable that her case manager and psychiatrist should own this folder and 

information about her. This may align with her earlier conceptualisation of 

professionals as higher in rank. 

 

Foucault (1977) talks about the written as a mode of discipline which accompanies 

examination, engaging individuals “in a whole mass of documents that capture and 
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fix them” (p. 189). The field of documentation serves to maintain individuals under 

the gaze of a permanent corpus of knowledge and facilitate constant comparison, 

within a population (Foucault, 1977) and as a troubled self.  

 

However, while this field of documentation was often unattainable, adolescents were 

capable of sourcing their own information and understanding. The internet provided 

a unique identity resource, at times supplementing or even replacing the role of the 

professional as informant and diagnoser. Within the following example, resources on 

the internet were allocated a truth status similar to that accorded to a doctor: 

Um, so to know things like that you don’t fit the bill for schizophrenia or bipolar, 
is that through having had lots of conversations with psychologists and 
psychiatrists or is that through your own research? 
I just do my own research. I prefer to look it up myself, it makes more sense to 
me if I do that. 
Where do you look it up? 
Um anything from like Beyond Blue websites to Wikipedia because even though 
Wikipedia might not be like ah reliable sometimes, at least mental illness it does 
list all the symptoms properly and like, you know, sufficiently so it’s not, you 
know, it’s the truth so, yeah, I mostly just look it up there and I’ve never ever 
fitted anything else, so. (Beth: 271-282)  [emphasis added] 

 

Access to the diagnosis of BPD (or symptomatology) was tightly governed and 

restricted. The semi-structured interview (see Appendix 9) included a question which 

asked adolescents if they had ever been given a diagnosis, and if so, to talk about 

details such as what this diagnosis means and who explained it to them. Only one 

out of eight participants identified having been diagnosed with BPD, or recalled 

conversations about the symptomatology attached to this diagnosis. It must be 

acknowledged that while seven adolescents didn’t speak about BPD, this cannot be 

taken as a categorical indication that they had never been involved in conversations 

regarding this diagnosis. It is possible that they may not have recalled such 

conversations or may have chosen not talk about BPD in the interview. However, 

there remains a clear disparity between those diagnoses documented upon 

admission and discharge to the adolescent inpatient unit and those diagnoses that 

adolescents identified as being given to them. It points to a pattern whereby 
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adolescents were not allowed access to this diagnostic category, or the diagnosis of 

BPD was not made available.  

 

Restricting access to this ‘troubled identity’ was supported by eight interviews with 

clinicians from the inpatient unit, as explored in Chapter 6. In addition, as the 

researcher, my access to this diagnosis was also restricted. While I was able to talk 

freely about BPD in conversations with clinicians, I was not permitted to mention it in 

adolescent interactions. This proved awkward at times, with field notes capturing a 

paranoia that clinicians would speak of the ‘borderline’ research in earshot of clients. 

While I was conscious of only discussing recruitment issues within the office, there 

were occasions when I would be greeted by clinicians making comments such as 

‘there’s a ward full of them,’ or ‘you’re after some borderline kids?’ At times, a quick 

lunge to close the office door was necessary in order to re-establish the physical 

boundary between where these words could or could not be spoken. Who was able 

to speak about this diagnosis and where, or an examination of those enunciative 

modalities which governed ‘borderline talk’ proved fascinating and telling through the 

course of this research. Simple questions asked by Foucault (1972) such as, “Who 

is speaking? Who, among the totality of speaking individuals is accorded the right to 

use this sort of language? Who is qualified to do so?” (p. 50) provides fertile ground 

for analysis. The adolescent’s right to use this language was almost entirely 

negated, my right was strictly sanctioned, and the clinician’s right was hierarchically 

determined, as explored in Chapter 6. 

 

Troubled Identities and Diagnostic Fit 

Individuals may not automatically identify themselves as troubled, with the 

connection between personal selves and troubled identities likely to be constructed. 

Such connections “involve a great deal of interpretive activity, work that is 

conditioned by the setting in which it is conducted” (Gubrium & Holstein, 2001, p. 
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11). Again, this requires an examination of those locally available identity resources, 

as well as considering how it is that self-construction occurs in relation to these 

resources (Gubrium & Holstein, 2001). 

 

The metaphorical trying on of diagnoses was common, undertaken both individually 

and by others. For example Beth spoke of not “fitting the bill” for hypomania or 

schizophrenia. She came to this conclusion after conducting her own research and 

as a result of the predictable battery of questions asked “even in the same order” 

during psychiatric assessments.  

  

For Tess, professionals tried on diagnoses of ADHD and bipolar disorder prior to 

reaching a diagnosis of depression. Tess rejected the diagnoses of ADHD and 

bipolar disorder, largely because the medication which was prescribed to treat them 

either “didn’t do anything” (bipolar) or made her worse (ADHD). Tess referred to 

ADHD as a false diagnosis. 

 

Parker et al. (1995) describe the process whereby psychiatry attempts to fit patients 

into diagnostic categories. As introduced in Chapter 1 (‘A Study of Psychiatric 

Language’), Parker pointed out that while diagnostic classification serves to 

pathologise patients, those patients who evade neat classification are further 

pathologised and identified instead as, “‘difficult cases’ who spill over their assigned 

place and require a complex combination of names to pin them down” (p. 2). Thus, 

the notion of not fitting, as illustrated by the diagnosis of BPD (in Chapter 2) is 

equally fraught. Adolescents were cognisant of the process undertaken in attempts 

to assign them a diagnosis. When asked what depression meant, Alice said:  

Um, I don’t really know. Like there are a bunch of boxes that I could tick that 
confirm that I’m depressed, I couldn’t really recite to you what those boxes are to 
tick but, there’s like all this stuff and like, yeah, it all adds up. (Alice: 143-148) 

 

Kelly also recalled the nuts and bolts of assessment for BPD:  
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Um and what did that diagnosis [borderline personality disorder] mean to you?  
Um it just meant that I was like, there’s, ‘cos there was nine, um, nine or ten 
things, like points. And like, if you fit into that criteria then, like if you fit into four 
or five of them then that means that they put you under P- um borderline 
personality disorder, and but we usually call it PBD but I can’t say it like that ‘cos 
it’s too hard and it’s too like, yeah, confusing so I just call it borderline 
personality disorder. But they um, they asked me all these questions and did all 
these like it was like a folder like that big and then at the end of it they go alright, 
I’m pretty sure it was nine ‘cos they said you have to ‘cos there wasn’t like exact 
half number, I’m pretty sure it was nine, and they go alright you’ve got four so 
now that’s how I got into the clinic, and then they go you’ve got four . . . (Kelly: 
388-398) 

 

In this response, Kelly described understanding BPD in terms of the mechanical 

fitting of criteria. In these examples, both Alice and Kelly are alert to the process of 

diagnostic categorisation, rather than assigning meaningfulness to the categories of 

depression or BPD.  

 

Kelly’s identity work will be examined in some detail, beginning with the impact of 

randomly happening upon a diagnosis of bipolar disorder. Overall Kelly gave an 

account of a tumultuous journey with health care providers, which proved critical in 

her identity work:  

Um have you ever been given a diagnosis? 
Yep. 
Um I’ll ask you ah more than one or one? 
Um I, well I had been given ADHD when I was 9 ½, and none of the doctors, 
none of the doctors ever told me or anyone about, um, um bipolar disorder 
number two, but when I went away to [overseas country] I had to take 
medication with me and we read a note and on the ‘cos um they have to write a 
letter to say that I was allowed to take it overseas with me, and on the letter it 
said that [name’s] just been diagnosed with bipolar disorder number two and me 
and my mum both said, well thanks for telling us because you know this is the 
first like we were in the [overseas country] and I read it, I’m like mum! She’s like 
what, I’m like read this. Mum’s read it and she’s like why didn’t they tell us and 
I’m like I don’t know. Usually we would’ve thought they would tell us about it. 
How old were you when that happened? 
Um last year in December. 
Oh so that’s the way that you found out that you’d been given that diagnosis? 
Yeah. And then I’ve been asking like um [name] and [name] and [name], all the, 
my counsellors and drug and alcohol workers and stuff like that and psych- 
psychiatrists and stuff if they can ring [mental health service] and find out my 
proper diagnosis, like if that’s true or why would he write that? 
So you’re not sure if that’s -  
I’m not a hundred percent like ‘cos he didn’t say that to me but that’s what he 
wrote on a piece of paper and, ah yeah, I haven’t been down there since. (Kelly: 
172-202) 
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Ok. So when you were at [mental health service] the diag- one of the diagnoses 
that you had was ADHD (yep) and you’re not sure about bipolar two? 
Yeah he just wrote it on the piece of paper, he never actually spoke to us about 
it.  
Did you ever get to ask him? 
‘Cos I didn’t get to, I haven’t seen him since then. 
So that was when, were you were finishing up with [mental health service]? 
Mmm. 
Have you ever asked any of your other counsellors? 
Um yeah I’ve asked them to ask him and they’re like yeah alright, we’ll find out 
what your proper diagnosis is and we’ll let you know and we’ll explain the whole 
thing to you and like explain to you what it is and how it works and stuff, I’m like 
alright sweet. I’m still waiting. (Kelly: 340-357) 

 

Must be hard not quite knowing what your diagnosis is? 
Yeah, it’s, it’s confusing, like it’s just like ok thanks guys, I’ve worked with you for 
this long and you still don’t know what’s wrong with me. (Kelly: 373-376)  

 

The fixing of this diagnosis on paper and without explanation, served to prolong the 

monitoring of Kelly for potential pathology. There are parallels in this account with 

those disciplinary techniques manifest within Foucault’s (1977) panopticon. While 

Kelly’s psychiatrist was no longer active in observing her behaviour, Kelly took over 

this responsibility, and began to prompt subsequent carers to continue their 

surveillance of her. 

 

Also striking within Kelly’s interview was her sense of professionals putting her in the 

too hard basket. Kelly used this idiom to describe the feeling which resulted from 

numerous referrals and changes in case management. Kelly also grappled with 

being positioned by services as sicker, or more troubled than what she actually 

believed herself to be: 

Do you know if you still have that diagnosis? 
Um I’m not too sure ‘cos that was with [name] and she, yeah a lot happened 
after that, like I changed workers and then changed workers again, then 
changed workers again. ‘Cos I kept just like getting passed on like as if people 
didn’t know what they were doing with me, like they didn’t know what to do with 
me, so I just kept getting passed on, passed on, passed on. And then that’s 
when I’m like nah I’m not going back to [mental health service] they just keep 
passing me on. And mum was like you have to go back and then I just went nuts 
or something, I don’t know what happened, and then I went back there and then 
everything was all good. They told me they didn’t, ‘cos then I said to them if you 
keep changing me, like switching and changing me it’s just gonna make me 
think that oh let’s just put her in the too hard basket and push her over, you 
know what I mean? [emphasis added] 
So do you mean going from like clinic to clinic? 
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Yeah. Oh, nah, more like worker to worker but they were all mostly in the same 
clinic but just going from worker to worker. 
Do you know why you changed workers so often? 
Um mostly because one worker he, like first it was [name], she got pregnant and 
she had to go on maternity leave. And um the second worker was [name] and he 
had, he was moving to a different clinic. And then the third worker, who was my 
third worker? [pause] Oh [name], and then [name] went on holidays, and then I 
got passed onto was it [name], I think it was [name]. (Geez) Yeah, and then I 
was just like no I can’t do this anymore. 
You were probably starting to take it a bit personally? 
Yeah. I, but before [mental health service] it was ten times worse, like all the 
counsellors and everything I’d been to, I would, I would see them like once or 
twice and then they’d be like they’d ring me and say oh I’m gonna refer like um 
transfer you to this place and refer you off to this place and I’m like why? They’re 
like oh just because we think it would be better for you. In other words you’re too 
hard for me. 
What made you think that? 
I don’t know, ‘cos everyone just kept passing me along and they, they kept 
saying to my mum oh we’re gonna have to put her in the too hard basket, we 
don’t know what to do with her. And I’m like to mum, oh why didn’t you send me 
in a place like this when I was younger . . . you send me in here now when I 
don’t even need it. 
How did you, I mean how did it make you feel is a pretty annoying question that 
you get asked all the time? (Um - ) But how did it make you feel when people 
were saying “too hard basket”? 
It made me feel like I, I had bad issues like as if I was gonna come out and be 
diagnosed with like schizophrenia, bipolar and all these other little all, like every 
mental illness ever known. I was like, can’t be that sick, God! 
So it was pretty overwhelming? 
Yeah ‘cos I didn’t feel like that bad but I must have looked that bad and seemed 
that bad. [emphasis added] (Kelly: 409-460) 

 

Throughout these accounts Kelly is largely rendered powerless as she is excluded 

from verbal and textual accounts of her mental health. Being passed on and 

transferred from worker to worker, resembled dividing practices which objectified 

Kelly and made her subject (Foucault, 1982). Furthermore, Kelly’s notion of being 

put in the “too hard basket” accords with descriptors of BPD as a “wastebasket 

diagnosis” (Aronson, 1985, p. 209).   

 

However, while confusion and disenchantment emanate from these passages, when 

asked to talk about diagnosis as object, Kelly returns to the medical discourse of 

helping and understanding. In the following excerpt Kelly expresses a high degree of 

affinity when talking about her diagnoses, despite ongoing uncertainty as to whether 

she should incorporate bipolar disorder as a part of her troubled identity: 

Um are diagnoses useful things do you think? 
Yeah. 
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How come? 
Because without a diagnosis you wouldn’t, like I wouldn’t, if, without my 
diagnosis’s [sic] I’d probably still be trying to figure out what the hell is wrong 
with me, but now I have a bit of like a greater understanding, like a bit of more 
understanding. And, the only thing that [laughs] like the bipolar I, I sort of get it 
but I don’t, but like I still, like it doesn’t bother me even if I do have it because I’m 
pretty sure that they’ve just written everywhere that I do so I’m not sure what 
[pause] but, do you understand what I mean? (Yeah, yeah) Ok cool.  
It helps you understand what’s going on? 
Yeah and like gives me more of a greater understanding so I know who I am and 
like, yeah, what I’ve been diagnosed with and stuff. (Kelly: 509-525)  

 

Those difficulties experienced by professionals in assigning Kelly’s diagnosis and 

her subsequent confusion in identity work may be explained by a mismatch between 

“pure categories versus messy real life” (I. Parker et al., 1995, p. 62). In their 

deconstruction of representations of madness, Parker suggests that the problem is 

not in the refining of diagnostic systems, rather it lies in “acknowledging that the 

practice of diagnosis is not appropriate to human difficulties” (I. Parker et al., 1995, 

p. 62). 

 

Christina’s account also reflected the difficulty inherent in attempting to scientifically 

classify a troubled life. Christina was the only participant who reported not having 

been given a diagnosis and she was ambivalent about professional descriptions of 

her mental health difficulties such as stressed, upset and anxious. While Christina 

agreed with these symptoms, and used them to describe her difficulties to her 

friends and boyfriend, her mother featured in her identity work with a rejection of 

these understandings. At times, Christina seemed awkwardly positioned between 

the views of professionals and her mother:  

Ok. When you said that your mum was trying to find out more information but it 
doesn’t um she couldn’t get any further than saying you’re depressed and 
anxious. What do you mean by couldn’t get any further? 
Well like she asks people stuff but they never like do anything with it, if that 
makes sense. 
Sort of. Um. . .  
So like she wanted, like she asked, asked here, she asked in [region], she asked 
like a whole group of people to get me like a psych assessment ‘cos she thinks 
um it might be like an underlying issue ‘cos she talked to another lady and the 
lady thought it was possible I had schizophrenia or bipolar. So she’s been trying 
to talk to like people here and then people like out of here and everything to try 
and get me assessed but like nobody will actually do it. (Christina: 355-367) 
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What do you think about having more tests for that kind of stuff? 
Um I think it’d be good ‘cos then like I ‘cos like I can’t explain how I act and 
whatever, so I think working out if I had something else would probably be easier 
on me, ‘cos I’m like ‘cos people say it’s doesn’t really make it any better or 
whatever, but then mum says like you know what you have to work with so like if 
you need medication or whatever. (Christina: 377-382) 

 

Gubrium and Holstein (2001) describe the multitude of influences upon self-

construction as a panorama of discursive environments, often all active in vying for 

status. While there were likely to be numerous other relationships which were 

influential for Christina, in her interview she primarily talked about her mother, and 

collectively referred to a “whole group of people,” including her psychologist, 

psychiatrist and counsellor. It seemed that her mother’s influence was privileged 

over that of professionals, with Christina echoing her calls for tests. Resources 

offered by professionals included behavioural, lay and symptomatic descriptions of 

difficulties which were taken up to varying degrees, though Christina continued to 

search for a more useful descriptor for her feelings of “going insane.” Christina’s 

uptake of particular identity resources is explored further in this chapter in the 

section titled, ‘Institutional selves – selective uptake of professional discourse.’ 

 

Like Christina, Katie’s mother also figured strongly in her construction of a troubled 

identity. In order to “get a handle on the concept” (Lakoff & Johnson, 1980, p. 116 ) 

of depression, Katie employed metaphors, incorporating her own with one borrowed 

from her mum: 

So lower for you is um well it’s kind of, it’s not happy and it’s thinking about ways 
of hurting yourself and that sort of thing? 
Yeah kind of like not being able to find a light in the tunnel.  
Ok. That’s a good way of explaining it. (Yeah) Um is there other, any other 
language that you would use to describe your mental health other than words 
like um happy and sad? 
Um [laughs] I don’t know. 
Alright. And just explain, maybe explain ‘cracking it’ to me, what does that 
mean? 
Um like yelling and using bad, colourful language. [laughs] 
Colourful language, that sounds like an adult word, colourful. 
[laughing] That’s the way mum says it ‘cos I don’t really know a way to put it, it’s 
like swearing and everything and then throwing things and punching things, not 
necessarily people, just like walls and throwing knives round the house and stuff 
like that. (Katie: 787-805) 
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Health professionals were also active in Katie’s identity work. The following excerpt 

is reminiscent of Kelly’s journey, with both young women coming to see themselves 

as more troubled following service interactions: 

So they said that you had depression and anxiety? 
Yep. 
And what did, did that make you storm out as well? 
I didn’t even know what anxiety meant and I was like that’s a weird word. 
Sounds like it was a bit overwhelming to. . .  
[laughs] Yeah I just felt like whoa, I’ve got a lot of problems, I’m pretty messed 
up. (Katie: 476-486) 

 

Overall, in alliance with Parker et al.’s (1995) observations, it appeared that 

diagnosis was fallible; at times letting down adolescents through its inability to neatly 

explain the complex and troubled nature of their lives. This was evidenced by 

adolescent accounts of diagnostic assigning and re-assigning and the research 

evidence of diagnostic silences (i.e. BPD). 

 

Institutional Selves – Selective Uptake of 

Professional Discourse 

The construction of psychiatric categories may be considered to serve cultural and 

political interests, for example “through the creation of a professional class and 

language which appears to provide objective help when people vary from an 

idealised norm” (I. Parker et al., 1995, p. 70). 

 

Professional terminology such as depression and anxiety “locate the sources of 

difficulty within the individual by blaming biochemical changes or ‘thinking errors’ 

rather than the things people have been subjected to emotionally, physically and 

economically through their lives” (Smail, 1984, 1987, 1993, as cited in I. Parker et 

al., 1995, p. 71). This also serves as an avoidance strategy, de-legitimising those 
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issues which are confronting by locating them within discourses of madness (I. 

Parker et al., 1995). 

 

Christina provided a striking example of the inculcation of professional discourse; 

constructing her difficulties in terms of a genetic chemical imbalance, rather than 

attributing causation of her depression to events such as her father’s suicide or 

(later) being assaulted by a family member: 

They kind of like say that it’s ‘cos of like a chemical imbalance, ‘cos um my dad 
like committed suicide so they think it’s like something to do with the chemicals 
in my body ‘cos of that. ‘Cos like that’s what was wrong with him.  
So they think that that might be what’s wrong with you too? 
Mmm. 
What do you think? 
Yeah, it makes sense. 
It does make sense? 
Yeah ‘cos like it’s kind of like it’s not really any like real underlying issue if that 
makes sense, it’s just kind of there, it’s like a chemical imbalance, it makes 
sense. (Christina: 332-348) 

 

Christina undermined the likely contribution of those messy and traumatic events in 

her life, later imagining the possible advantage of being diagnosed with a ‘serious 

mental illness:’ 

Um you know how you talked about um maybe having more tests and one of 
mum’s friends said, you know, could it be schizophrenia or could it be bipolar. 
Um what do you think the um upside would be of having a diagnosis like that? 
Um ‘cos then I know what’s wrong with me, ‘cos like at the moment I kind of feel 
like I’m just going insane like for no reason. 
So that would help you understand what was wrong? 
Yeah, and then like even I can get medication to help deal with that. (Christina: 
413-422) 

 

Roxy also privileged professional terminology, identifying her preference for talking 

in diagnostic terms such as (mood) states and bipolar, rather than talking about 

feelings:   

Um and how have you found it talking to me today about this topic? 
Ah, it’s alright, it’s easier than my normal case worker meetings. 
How come? 
Because that’s all about feelings and I don’t like it. 
[interviewer laughs] Maybe you can tell him that - look can we just keep it in 
terms of diagnosis (yep) ‘cos it’s much more. . . 
Yeah, I’ll tell him, I’ll tell him that it’s easier. 
I wonder why that is? 
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I’m not, I’m not sure, I reckon it’s easier because it’s like. . . I think it’s yeah 
because it’s already like in a book rather than like if you’re talking about your 
feelings you’ve gotta like sit there and explain it and they go, you’ve got to come 
up with your own words for it, rather than like with like I can just go read it out of 
the book and find out what diag- um what bipolar means, like I could just go find 
out, go to my psych book and open up to bipolar and you know what I mean?   
[psych book refers to year 12 psychology text] (Roxy: 661-681) 

 

At time of interview Roxy was undergoing her “fifth or sixth” psychiatric admission 

since her father’s death six months prior. However Roxy categorically relied upon 

psychiatric terminology in her identity work, both within the interview and also 

describing the way in which she talked to her case manager. In case management 

sessions, Roxy busied herself with further defining her five or six mood states, 

shying away from exploring her emotional experiences. Roxy said that her case 

manager “has to watch what he says,” and when he talks about feelings he risks 

getting on her “bad side.” Despite attempts to shift Roxy from her inclination toward 

‘textbook definitions’ she continued to show high affinity with manic depression: 

Yeah, it doesn’t have to be a textbook definition, it’s really about what your 
experience is. You kind of talked before about-  
I just know it’s just like a shift in mood. 
Yep. And you talked about some highs and lows? 
Yeah, I’m like a manic and depressive state. [emphasis added] (Roxy: 194-201) 

 

While Roxy preferred to frame her difficulties within bipolar disorder, it is unlikely that 

this diagnosis was considered ‘pure pathology’ by health professionals (I. Parker et 

al., 1995, p. 62). As Roxy pondered her experience of multiple moods in comparison 

to the typical experience of two abnormal mood states (which also represented her 

mother’s experience of bipolar), it is likely that professionals also wondered about 

the fit of bipolar disorder. Those ambiguities inherent in individuals and notorious in 

personality disorder classifications, challenge the identification of pure pathology in 

psychiatry. This subsequently compromises psychiatry in its quest to follow and 

claim the authority of the medical and natural sciences (I. Parker et al., 1995).  

 

Not all adolescents preferred to explain and understand their difficulties in 

psychiatric terms. Beth’s uptake of psychiatric terminology deviated noticeably from 
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Christina and Roxy. Beth contemplated the ‘chemical imbalance,’ construct but 

disregarded its usefulness as a sole descriptor for her difficulties. Interestingly, Beth 

positioned a doctor explaining depression as a chemical imbalance as patronising, 

implying that it undermined her experiences.  

 

Chemical imbalance in Beth’s account resembles an institutional euphemism, 

whereby words or issues are substituted in an attempt to make a concept more 

palatable (Silverman, 2004). 

Um I’m interested in how you talked about depression as a chemical imbalance 
(mmm) and then you just talked a little bit about the situation or the 
circumstances that you were in. Is it all about a chemical imbalance (no) or is 
there other stuff? 
That’s not even what I like I know that, yeah, scientifically that’s what depression 
is, but to me that’s, I think for a person who’s actually suffering from it that has 
nothing to do with it. Like I couldn’t care less about what the chemicals are doing 
in my brain. Like to me it all started when I was treated like crap from my family 
in year 9 by my step-family, that was definitely what set it off, I know that for a 
fact. But apparently I have the chemical imbalance, I’d say it’s a mixture of both. 
So you can see really clearly a trigger for you? 
Yep, ‘cos I know exactly what set me off and, yeah. So like I think, like it’s all 
good and well if you’re a doctor who has no emotional problems to say look 
sweetie you have a chemical imbalance, we’re gonna fix it with drugs. But to the 
patient that’s not relevant at all, it’s like that’s not even what it’s about. It’s just 
about you feel like crap and you want to get rid of it. You don’t think about oh, 
you know, I’ve got to fix the chemicals, you couldn’t care less. 
Yep. And you can see lots of other contributing factors? 
Yeah, like I know exactly all the stuff that’s made me get to this point and 
personally I don’t even really think it’s a chemical imbalance because I know 
exactly like, you know, over the course of the past two years what’s happened to 
get me to this point, so yeah. 
But medication might help so it’s (yeah) worth being on? Is that the way that you 
perceive it? 
It’s still worth being on because it gives you like a bit of an upper but, I don’t 
know, I think your circumstances and your events are more important to you, 
they’re more important to me anyway. So yeah I don’t know, maybe those 
events set off the chemical imbalance but I’m yeah I’m thinking that the events 
came first, the chemical imbalance came later. (Beth: 379-411) 

 

In this passage, Beth’s position aligns with those criticisms of psychiatric language 

as creating a rupture between experience and description (Linnet, 2004). However, 

while Beth talked about medication solely as an adjunct in this account, the role of 

medication shifts during her interview, with an earlier response positioning it as vital 

in treating her suicidality: 

Yeah, I take ah Prozac slash Fluoxetine, depends how you know it, um every 
day in the morning and at night, I can’t even remember ‘cos I’m so out of it. Um 
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but I really need to get my dose upped obviously because, you know, I tried, I slit 
my wrists like two days ago so it’s clearly, the dose isn’t high enough or I need to 
change medication completely, so that will be looked at, um. (Beth: 204-208) 

 

Beth often adopted psychiatric discourse to communicate an understanding of her 

institutional environment, yet she also valued lay descriptions of just getting sad. 

Beth was savvy with psychiatric terminology and abbreviations, using the ‘psy’ prefix 

more often than any of the adolescents. For example Beth was the only adolescent 

to describe the inpatient unit as a “psych” ward. Beth’s ability to traverse 

professional and lay terminology demonstrated that her identity work was 

particularly audience dependent:  

Um have you ever been given any other diagnoses? 
No, I don’t, I don’t fit the bill for anything else. Like I don’t, I never, I never have 
like hypomania or anything, I don’t hear voices so, yeah, I just don’t really have 
anything else, it’s pretty much just the sads. That’s about it. 
Just the what? 
Just the sads, (the sads?) just get sad. [laughs] Yep. 
Is that your way of describing it? 
Yep. (Beth: 257-269) 

 

Tess and Katie found a middle ground in their uptake of institutional descriptions of 

their troubles. When asked what caused depression, Katie for example provided the 

following response: 

I don’t know, I reckon a major event would have to cause it ‘cos I don’t think you 
just get it for no reason. Like most people get it when their parents break up, 
mine broke up ages ago. But yeah, I’m not really sure how you get it. (Katie: 
450-452) 

 

And while Tess didn’t see those sad events in her life as causative of her 

depression, she believed that it added to her depression and was “kind of linked in.” 

 

In summary, all adolescents employed institutional discourse to some degree in their 

construction of selves. Within these examples, the use of professional terminology 

reflected the uptake of culturally available options (Willig, 2000), at times used with 

the intention of providing clarity, but instead complicating identity work.  
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Resistance and Negotiation 

A pattern emerged consistently within each of the adolescent transcripts regarding 

the power relations which underpinned the diagnostic process. There appeared to 

be one point in the diagnostic trajectory where adolescents were totally 

disempowered and their opinions rendered irrelevant. When those professionals 

sufficiently special or qualified to make diagnoses either verbalised or documented a 

diagnosis they exercised complete control at this time. This finding reinforces the 

privileging of professional over lay views, with professionals producing and owning 

diagnostic knowledge (I. Parker et al., 1995). Roxy described this point of 

disempowerment:  

Um how did you feel about it when they were talking to you about it? [bipolar 
disorder] 
[speaking quietly] I don’t know really. 
Was that something that you agreed with? 
I didn’t really have much choice, [laughs] like I had to agree with it really. (Roxy: 
241-247) 

 

Alice also described a lack of choice, both in relation to her diagnosis of depression 

and also her ‘voluntary’ hospitalisation:  

Um so what is your understanding about what you’re being treated for? You 
pretty much answered that already, did you have anything else to add to that 
question? 
I guess I’m depressed and they, or therapy has been proven to be like helpful, 
and even though I disagree with that I’m trying I guess, like I see my case 
worker once a week and like in here, I’m here and like I changed myself to a um 
voluntary person, whatever, voluntary patient, prior to that I was a involuntary 
one. (When you first came in?) Yep when I first came in, and then the doctor 
gave me a choice and I disagree, I was like I don’t know how I can be voluntary 
when I don’t want to be here but um I guess I’m willing to be here now ever 
since I went outside and realised that it was difficult. (Alice: 98-108) 

 

The process of diagnosis resembles Foucault’s notion of governmentality, which, 

“like all exercise of power, creates a condition for resistances and disarray, even as 

it offers to achieve conformity and order” (Hamilton, 2008, p. 39). However despite 

being given a psychiatric label and despite being ‘invited’ to understand themselves 

accordingly (M. Roberts, 2005), adolescents’ worked at varying degrees to resist 

this hegemony and redress the imbalance. For example, Alice’s response does not 
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reflect a unilateral exercise of power against her. Within this passage, Alice 

contested the role of therapy, lessened her stake in depression through the use of 

hedging (“I guess”) and pointed out the incongruity in being made voluntary despite 

not wanting to be there. As in this example, the exercise of power should not be 

reduced to a dichotomous characterisation as either possessed or dispossessed 

(Cheek & Rudge, 1993). Furthermore, this supports the instability and contestation 

inherent within discourses (Hamilton & Manias, 2009).   

 

Resistance against the diagnosis assigned to them was evident within several 

transcripts. Katie’s stake in depression for example, was fractured throughout the 

majority of her interview. While Katie was powerless to change her diagnosis of 

depression, upon first being told she was depressed she physically dissented by 

storming out: 

Um so when did you first hear that you had a diagnosis of depression? 
Um I think I was 12 or 13 and I cracked the biggest shit and stormed out of the 
hospital. 
Why? 
‘Cos I didn’t believe them. Back then I didn’t think there was anything wrong ‘cos 
I was happy some of the time but then I’d have random lash outs and stuff, and 
then they told me I’ve had depression since I was four or five and I was like as if 
I could’ve, stormed out. (Katie: 165-175) 

 

Another tangible method of resistance was through the refusal of prescribed 

medication. In an earlier example, Tess spoke of disagreeing with her diagnosis of 

ADHD, instead believing that she was depressed. While she suggested that the 

‘professional’ rank of those diagnosing her outweighed her own lay beliefs, she was 

later able to contest this dominance by taking herself off the ADHD medication that 

was prescribed. Although Tess may have had multiple reasons for stopping this 

medication, this act also served to rupture the link between diagnosis and treatment, 

two objects frequently described by adolescents as mutually dependent. 

 

Thus, despite professionals maintaining diagnostic hegemony, when adolescents 

disagreed with their diagnosis, they were often able to find space to resist, in 
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particularly powerful ways. It is important to note though, that it was rarely a simple 

case of diagnostic acceptance or rejection, with the following discussion illustrating 

positions of collaboration taken up by adolescents. 

 

Despite struggling with elements of their diagnosis, Alice and Roxy both spoke of 

negotiating shared diagnostic understandings with their doctor/counsellor. For 

example, within the following excerpt, Alice asserts her position through her lexical 

choice of the term ‘we:’  

Um so we’ve talked about being depressed and talked about you um asking for 
a bit of information about bipolar.  Um have you been given a diagnosis of 
bipolar? 
Nup, not yet. This is only recently that we [emphasis added] started actually 
looking into it because I answered no to the questions regarding bipolar, ‘cos I 
didn’t think anything of it, and then like, then I started thinking about like 
experiences that I had and things that have happened and then like it just made 
me consider hey that might be it. 
So it’s a diagnosis that you’re just wondering about? 
Yeah that, yeah me and my counsellor are like looking into, so. (Alice: 275-285) 

 

Alice resisted the passive position of being diagnosed, (as occurred with 

depression) instead describing a partnership by “looking into” the possibility of a 

bipolar diagnosis. 

  

Similarly, in the following passage Roxy positioned herself as active in the defining 

and describing of her experience of bipolar disorder: 

Ok, yep. Um can you tell me what your understanding is about what you’re being 
treated for in hospital? 
Um, I just know it’s bipolar and anxiety and just, um, ‘cos I get hy- like real hypo 
and then like, then like one day and then I’ll be like that for a couple of hours and 
then the next couple of hours I’d be like, like real low and suicidal and then I’ll be 
like back up high again and then I’ll like swap and I’ll just like switch and then 
like and I’ve got like different states, like a frustrated and like a cut off and stuff 
like that so there’s like yeah, we’ve [emphasis added] come up with like all 
different states and stuff like that, at [community mental health service], that I 
have, like then there’s like six or seven different states where I just sort of 
become like, yeah, or where I won’t want to talk to no one and then when I don’t 
want to do noth- like when I just become completely yeah cut off from every- like 
everyone. (Roxy: 138-150) 

 

However, when Alice and Roxy attempt to reclaim a stake in their diagnostic 

trajectory, this is undertaken within the professional culture, as they join their case 
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managers to observe and rate their symptoms according to diagnostic 

classifications. This reflects the depth to which professional knowledge is embedded 

within wider cultures (I. Parker et al., 1995). This is also evident in the following 

example, where Beth had already formed a diagnostic opinion prior to being told by 

a professional: 

So do you remember having a conversation with someone about that diagnosis 
for the first time? 
[sigh] I’ve had so many conversations about it. I think so but like I think by the 
time [name] who was my psychologist explained it to me like I already knew 
depression inside out. Like I already, I just already knew what it was because I 
had a feeling that was what I had, so I, knowing me I would’ve researched it and 
done similar stuff like that. So by the time anybody got around to explaining it to 
me I already knew. And like it’s a common diagnosis so everybody, you know 
has a grasp on it, so. (Beth: 159-167)  

 

While Beth exercised power in this excerpt by forming her own diagnostic opinion, 

this still occurred within a diagnostic frame, or dominant psychiatric discourse. This 

reflects the complexity of identity work and the ability for power to operate in both 

repressive and productive ways (Gastaldo & Holmes, 1999). 

 

Summary 

The primary thesis subject of borderline personality disorder was almost entirely 

absent from adolescent interviews, with only one out of eight young women naming 

this diagnosis. In response to the research question, ‘are adolescents aware of their 

diagnosis of emerging BPD?’ BPD was established as a predominantly silent 

discourse, with health professionals governing adolescent access to this identity 

resource.  

 

The second research question sought to examine the experience of the adolescent 

with BPD regarding conversations about diagnosis. In the absence of talk about 

BPD (with the exception of Kelly’s interview), interviews shifted to other mental 

health diagnoses and also the meaning and usefulness of diagnosis. As indicated by 
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this Chapter title, findings largely settled around the way in which diagnosis 

impacted upon adolescent identities.  

 

Diagnosis as a construct was depicted by all participants as helpful, reflecting an 

inculcation of those biomedical discourses which credit diagnosis with explaining 

and fixing. Being diagnosed on the other hand was complicated. At times it assisted 

identity work and delivered on expectations of providing understanding. For other 

adolescents it confused identity work, creating a disconnect between their 

experiences and the psychiatric discourse made available to them.  

 

Being diagnosed resembled an act of hegemony, though adolescents tended to 

accept that this was the role of the health professional. Instead, objections were 

directed at particular diagnoses and when adolescents disagreed with their 

diagnosis, they found room to contest, resist and negotiate. 

 

Overall, diagnosis was positioned as an object with considerable power. Even when 

adolescents judged a misfit, or saw limitations in the ability of diagnosis to account 

for their difficulties, they persevered in the shared search for diagnostic fit. Thus the 

psy-complex and its language of analysis and explanation predominated in the 

shaping of adolescent identities.   
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Chapter 8: Clinician and Adolescent Talk 

Preamble 

This thesis was motivated by my frustration and curiosity regarding the tendency for 

inpatient clinicians to withhold talk about BPD with their adolescent clients, while 

frequently using it as a descriptor amongst clinicians. This was a personal 

observation, based solely upon my experience in one team. However within this 

team, the practice of non-disclosure seemed entrenched and taken for granted. 

Withholding diagnostic information challenged my own clinical values of 

transparency and provoked an interest in examining those rules which underpinned 

the exclusivity surrounding borderline communications.  

 

During the undertaking of this thesis my clinical values regarding transparency 

remain unchanged; however I have developed a far greater appreciation for the 

complexity of this issue and the multitude of pressures faced by clinicians, regarding 

the BPD diagnosis in adolescence. While engrossed in the adolescent data I 

continued to feel the frustration of their ‘not knowing,’ or not being allowed access to 

the BPD label which was used to describe them. However it soon became evident 

that when clinicians made decisions not to talk to adolescents about emerging BPD, 

it was rarely as a result of disregarding the adolescent position. In fact, clinicians 

were often positioned ‘between a rock and a hard place’ and their decisions 

overwhelmingly reflected their need to work with fallible diagnostic categories. My 

own conflicts over ‘being implicated by diagnosis,’ as a psychiatric nurse and a 

researcher, were commonly paralleled and played out by clinicians. It was through 

many interviews that I became more comfortable placing myself amongst the 

tension, and realised that a black and white stance (either for or against disclosure) 
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would nullify the research. In fact, the complexity, contradiction and flaws inherent in 

this diagnostic category essentially drove the findings in this research. 

 

Introduction 

This chapter will draw together adolescent and clinician constructions of diagnosis 

and diagnostic talk. This assembling of clinician and adolescent views proved 

challenging; while all data was rich and telling, the ethically necessary variance in 

disclosure of the research aims created some hurdles in data analysis. Yet despite 

divergences between clinician data which focused upon BPD, and adolescent data 

which more broadly examined all diagnostic categories, at times there were striking 

intersections which form the basis of this chapter. 

 

During this chapter, discussion will oscillate between borderline and general 

diagnostic conceptualisations. At times, adolescents and clinicians talked about the 

same things, from very different places and with distinct ways of knowing. For 

example, clinicians and adolescents both talked about personality. However while 

adolescents primarily anchored these discussions according to normal personality 

traits, clinicians were responsible for the monitoring of personality pathology. 

Similarly, this chapter examines the notion of a borderline trajectory, which was 

described knowingly by clinicians and navigated unknowingly by adolescents.  

 

Finally this chapter focuses upon the inpatient unit at site two, bringing together 

those accounts of clinicians and adolescents who were situated at the inpatient unit. 

Evident within this section is the significant influence of the environment (or 

institution) upon the uptake of language, thus supporting the connection between 

text and context.  
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The Usefulness of Diagnosis 

It has already been established that clinicians were in a position of privilege 

regarding diagnosis. While not all clinicians were authorised to make diagnoses, and 

at times circumstances either enabled or constrained diagnostic talk, clinicians 

retained the power to either use or disregard diagnostic terminology in their 

communications.  

 

The status of diagnosis across sites accorded closely with the acute psychiatric unit 

(APU) described by Rhodes (1991): 

Diagnosis was central to the activities of the APU but, at the same time, 

peripheral to its major purpose. On the one hand, patients became patients 

by virtue of being diagnosed with a psychiatric illness and their diagnosis 

sometimes contributed to decisions about disposition; on the other hand, 

diagnosis was malleable and ambiguous, often valued more for its strategic 

than its medical purposes. (p. 93) 

 

While situated on an ‘APU’ as an ethnographer over a two year period, Rhodes 

watched medical students “learn that diagnosis was true, useful and tentative, even 

meaningless” (1991, p. 95). Clinicians in this project did not always herald diagnosis 

as true, however they did identify dichotomies of diagnosis; as necessary and 

unnecessary, helpful and unhelpful, contributing to and detracting from their ability to 

know a young person. Overall diagnosis was imperfect and fallible, and therefore 

clinicians were judicious in their use of diagnoses, as evident in the analysis ‘How to 

Talk to Adolescents about BPD’ (Chapter 6). This accords with Fairclough’s 

description of discourse as enacted rather than inculcated, with clinicians selective 

in their uptake and utilisation of diagnostic discourse (Fairclough, 2001).  
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Adolescents however, primarily occupied positions of low status and low information 

control (Goffman, 1959). While they were able to seek diagnostic information, they 

had little control over the approach and terminology which would be bestowed upon 

them. Furthermore, they had virtually no influence upon, or access to those clinical 

conversations which were conducted about them. In order to examine those ways in 

which adolescents construed clinical communication, the following question was 

asked in adolescent interviews; “If you can imagine that your case manager needs 

to give a hand over to another clinician before you have an appointment with them, 

how do you think your case manager would explain your situation to this person? 

What would be important for them to tell this person?” Beth provided the following 

response: 

Well firstly the diagnosis which we talked about. The circumstances of which, the 
circumstances that I’m in for a starter. Um if they know what led up to that 
diagnosis being diagnosed, you know, like what events might have set it off, so 
what events set off the diagnosis, what the diagnosis is, the circumstances I’m 
in, recent events I’ve had because if I was going to get handed over right now of 
course they’d have to mention my suicide attempt from Tuesday so they need to 
talk about my situation. Um and talk about risk factors, if I’m still, if I’m violent or 
something like that, um. (Beth: 352-358) 

 

Similarly, Cassandra expected that the following would be communicated between 

her GP and her psychiatrist: 

That I’ve had a history of problems with my eating and depression and anxiety 
and suicidal at times mmm. 
Yep. So those are all pretty important things to hand over? 
I think that’s the basic, probably go into detail a bit more but that’s just the basic. 
Yep. Go into detail about each of those things or? 
Yeah, like she’s suffered for blah, blah, blah, I don’t know if she’s being treated 
for it or who she’s seeing. (Cassandra: 513-523) 

 

Thus, Beth and Cassandra positioned the communication of diagnoses and risk as a 

priority. While it was the first hospitalisation for both young women, they were 

quickly attuned to diagnosis and risk as central to the work of the mental health 

professional. They sensed that diagnoses were necessary, helpful and contributed 

to the ways in which professionals acquired knowledge about them. However, they 

were not privy to those counter arguments which positioned diagnostic categories as 

unnecessary, unhelpful and detracting from the ways in which clinicians came to 
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know their clients. For instance, as detailed in the analysis ‘How to Talk to 

Adolescents about BPD,’ clinicians often placed emphasis upon ‘anything but 

diagnosis.’ Alex for example provided the following explanation: 

You see to me the diagnosis ah I find less important than formulation, um and so 
ah you know when I’m talking to the person I you know, I often say well it’s just a 
label, it doesn’t matter whether it’s borderline or whether it’s depression or 
whether it’s anxiety or whatever it is, the, the thing is how do we get on and fix it 
[laughs] (Alex: 334-338) 

 

Therefore while both clinician and adolescent accounts portrayed the misfit between 

pure diagnostic categories and messy real life (I. Parker et al., 1995), adolescents 

who spoke of the shortcomings of diagnosis came to this position only after being 

diagnosed and experiencing diagnosis. There was a disjuncture then, with 

adolescents more likely to construct diagnoses as privileged and meaningful.  

 

To Tell or not to Tell  

While adolescents sought diagnostic information to facilitate understanding and 

identity work, some clinicians worried that diagnoses may be too strongly identified 

with and subsequently considered withholding diagnostic information. For example 

while Roxy suggested that a diagnosis prevents you from sitting there and thinking “I 

wonder what’s wrong with me,” and Christina expected that a diagnosis would 

prevent her from feeling as if she was “going insane for no reason,” Mark was 

reticent about diagnostic disclosure: 

Well a lot of young people want to know what their diagnosis is [pause] so 
maybe it might be helpful for some that do want to know, but it could also 
backfire, you know. And [pause] sometimes with diagnosis I think it’s like, it’s like 
a label and it becomes, it’s almost like they take it on as an identity when it 
shouldn’t be. You know it’s like if you’ve got a broken arm you’ve got a broken 
arm, you know, it’s not you, it’s just you know, something that needs fixing. 
(Mark: 186- 190)  

 

Natasha spoke of a previous client who after being told that she had BPD, 

proceeded to “google it” and believing that she should possess all nine attributes 

“really took on this you know, high risk, sudden, chro-…you know really heavy drug 
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use, um to identify properly with the diagnosis” (Natasha: 238-239). This experience 

subsequently “slanted” Natasha’s approach to disclosure. 

 
Alternatively, the following excerpt from Catherine resonated with adolescent 

accounts:  

Um and you said earlier that you would, if you documented traits or 
characteristics or the disorder that you would tend to have the conversation with 
your client (Yep, yep). Um so do you have to, do you weigh up those issues 
around stigma and development and why would you tend to err on the side of, of 
telling? 
Um look I, hmm, [pause] I do but I think if, the way that I work I like to be 
transparent with my client and if it’s gonna be a diagnosis that’s used by other 
professionals within the service I’d prefer that there’s a conversation with the 
client so that they’re aware of what the diagnosis or the categories or the 
symptoms mean. Um and I think that for some young people it can actually be 
an experience of feeling like you know there’s some understanding of what 
they’re going through. And um [pause] and I think particularly for the families too 
that it can be helpful in knowing that you know people understand what’s going 
on, that there’s gonna be some treatment provided and, yeah, so I think it’s 
really important actually that you do discuss it . . . (Catherine: 252-265) 

 

Clinicians then, located themselves at various positions on a continuum from ‘not 

telling’ to ‘telling’ adolescents about their diagnoses. While the decision not to share 

a diagnosis was at times motivated by benevolence or protectiveness, it 

nonetheless indicated that mental health clinicians were capable of providing or 

withholding resources which were influential in adolescent identity work. 

 

Notably, just as adolescents didn’t have access to clinical uncertainties regarding 

the usefulness of diagnosis, they also didn’t construct diagnostic disclosure as 

optional. It was only when Kelly and Christina were made aware of having not 

known, that they came to question the automatic communication of a diagnosis. For 

example, as previously explored in detail, Kelly found out that she had been 

diagnosed with bipolar disorder by reading it on her travel documents. She and her 

mother expressed surprise, suggesting “that usually we would’ve thought they would 

tell us about it” (Kelly: 185-186). In this statement Kelly incorporates her mother’s 

expectations regarding disclosure (‘we’), thus indicating a shared position and more 

powerful stance. 



 193 

 

Christina began to doubt that doctors would automatically disclose diagnostic 

information following an experience of not being told of a diagnosis of glandular 

fever when she was younger. Hence, until not being told became tangible, just as 

being diagnosed became tangible, adolescents were restricted to understanding in 

terms of popular discourses of both diagnoses and professional/helping roles. This 

accords with Foucault’s description of the way in which one acquires ‘savoir’ or 

knowledge; “I see ‘savoir’ as a process by which the subject undergoes a 

modification through the very things that one knows [connait] or, rather, in the 

course of the work that one does in order to know” (Faubion, 1994, p. 256).   

 

Personality  

Personality as Disordered 

The introduction of the multi-axial system in DSM-III (APA, 1980), was described by 

a psychologist on the DSM taskforce as notable shift; with personality no longer 

viewed as a distraction from ‘true’ pathology, and instead deemed a pathological 

state in its own right (Millon, 1983). Similarly Manning (2000) described this as a 

“territorial expansion in the grand manner” (p. 623). However this construal of 

personality pathology as equal in status to the more traditional mental disorders or 

clinical syndromes (Millon, 1983) seems optimistic. Holly, for example used the 

metaphor of being on the ‘back burner’ to describe her clinical experience of the 

approach to Axis II disorders: 

Um and you would put it on Axis I because you, do you think it gets treated 
differently being on Axis II? 
Yeah it’s not recognised yeah, I think it’s just, on Axis II it’s kind of on the back 
burner, that they, they’ll work with the um, the Axis I, or um and a lot of the time 
it needs to be up there, it needs to be worked with just as much ‘cos to get these 
kids- well young people out functioning in the world. (Holly: 369-375) 
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Also of note in this passage is Holly’s shift in lexical choice, from “kids” to “young 

people” which served to formalise, or polish her account to the researcher. 

 

Patrick’s practice concurred with Holly’s observations, as he described his approach 

to co-occurring Axis I and II disorders: 

Um yeah look as, as I’ve mentioned if, if there’s a predominance in mood 
disorder I, I don’t go there. . . I mean if you can explain everything by mood 
disorder, you treat the mood disorder, you, you work on the mood disorder and 
um if, if it’s still there afterwards then you’d ah take it up. (Patrick: 183-186) 

 

In this excerpt, the mood disorder or Axis I illness is prioritised both in formulation 

and treatment, and the Axis II disorder, or ‘it’ is passed over in the hope that it will go 

away. Also striking within this passage is the intensity of Patrick’s clinical gaze which 

resulted in the omission and replacement of the subject with a ‘mood disorder’ 

diagnosis and an implied personality disorder diagnosis.  

 

When asked to recall conversations with mental health professionals about ways of 

relating or personality styles, adolescents tended not to make pathological 

associations with personality. With the exception of Kelly who identified having a 

disordered personality, adolescent participants spoke about attributes such as being 

a perfectionist (Cassandra), having difficulty with trust (Christina) and being 

obsessive in nature (Tess). Unexpectedly, Tess added the following response: 

Ok. Any other personality styles that you’ve identified? 
Um [pause] I don’t know if sense of humour kinda comes into that. 
Yeah, yep you can tell me about that. 
Um apparently I have a great personality and a great sense of humour so, and I, 
I cheer up people when I’m like around. 
That’s a pretty, pretty good quality. [Modest laugh; Tess] Has that been from 
doctors or from friends, or? 
Um everyone, I’ve been told by people here, like the people that are like 
admitted here. Um I’ve been told by my doctor, my local GP. I’ve been told by 
[paediatrician], and pretty much all of my friends and everyone says that I’m a 
great person to be around. (Tess: 472-486) 

 

I recall feeling sad during this conversation, as though people were telling Tess one 

thing, and saying or documenting another. In her case notes, Tess was reported to 

have an emerging personality disorder or cluster B traits. While not mutually 
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exclusive, the contrast between a great personality and a disordered personality 

was striking and disturbing and I wondered how Tess might reconcile these 

discordant descriptions in the future. Crowe (2008, p. 217) likened a personality 

disorder diagnosis to a cultural definition of being “fundamentally flawed at an 

essential level of the self,” which resonated with clinician worries about this 

diagnostic category: 

Yeah. I don’t know if it should be called disorder. It’s definitely out of order 
whatever it is it’s not working for them, but personality? You know, a lot of things 
make up your personality of who you are. Yeah, I wouldn’t like to [laughs] 
wouldn’t like to have that diagnosis I have a personality disorder, you know 
people perceive their personality as to who they are, you know, a person’s got a 
good personality or a pleasant personality or a social personality, whatever it 
might be. (Mark: 211-216) 

 

Similarly, Ryan described the personality disorder descriptor as “unfortunate,” 

because: 

I mean it is about a person’s personality but personality has, has a different 
meaning in common language than it perhaps does in psychiatry, um and a 
person’s personality is, is so much a part of how they’re valued socially, and to 
say they have a disorder with it is almost like saying they’re ugly or you know 
calling them fat or something, you know. It’s one of those things which, which 
[pause] their, their TV heroes, or their sporting heroes, they’re just the people 
around them who are valued and, and kind of praised socially and are always 
kind of considered to have great personalities. So it’s a shame to kind of get that 
involved. (Ryan: 480-487) 

 

Clinicians saw personality as “core” (Felicity) and the majority deliberated carefully 

about making a personality disorder diagnosis. As evidenced by Ryan and Mark’s 

comments, clinicians appreciated lay conceptualisations of personality and 

sometimes struggled to reconcile these with pathological determinations of 

personality.   

 

Aiming for Normality 

In addition to the teasing out of Axis I and II symptomatology, clinicians were busy  

‘looking over’ (Rhodes, 1991) adolescents to determine whether their Axis II 

symptoms were able to be explained by the discourses of ‘normal adolescent 
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development.’ While this was explored in detail in Chapter 6, the following 

discussion will examine both clinician and adolescent constructions of normality, 

with the uptake of noticeably different subject positions.  

 

Clinical deliberations regarding normal versus abnormal behaviour were rarely black 

and white, with normality often resembling a continuum in clinician accounts: 

What is it about the BPD diagnosis that makes it hard to talk about what you 
would do with it or treatment or those sort of options? 
That’s because it’s more to do with behaviours and, you know, when does that 
behaviour become bad enough to be deemed as this and not just a normal 
teenager’s behaviour, that kind of thing. (Amy: 342-348) 

 

Dana re-iterated the complexity of BPD assessment and diagnosis: 

Do you think that it’s a diagnosis that’s made accurately and reliably? 
Um not always, um and especially in adolescents I think it’s quite hard because 
often there’s a high um number of normal adolescents that are quite impulsive 
and have variable mood and can be difficult um with regards to their 
relationships. And the adolescents that aren’t necessarily um as mature as 
others their age, ah occasionally look at things quite rigidly and um quite, or well 
often in a concrete manner. Um so sometimes you get a sense that they do think 
in black and white or in black and white terms or that they split, but I sort of, 
yeah so I, I think it is hard to tell what’s transient and what’s gonna be a 
persistent personality feature. (Dana: 88-97) 

 

The opportunity to deem otherwise disordered personality features as normal was 

unique to CAMHS. Those parallels between BPD and ‘normal’ adolescence at times 

provided an exodus (i.e. a way to avoid a diagnosis) and at other times served to 

complicate and prolong uncertainty. 

 

Hacking (1990) examined the historical emergence of the word ‘normal,’ describing 

this “benign and sterile-sounding word” as one of the “most powerful ideological 

tools of the twentieth century” (p. 169). 

The normal was one of a pair. Its opposite was the pathological and for a 

short time its domain was chiefly medical. Then it moved into the sphere of – 

almost everything. People, behaviour, states of affairs, diplomatic relations, 

molecules: all these may be normal or abnormal. The word became 

indispensable because it created a way to be ‘objective’ about human 
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beings. The word is also like a faithful retainer, a voice from the past. It uses 

a power as old as Aristotle to bridge the fact/value distinction, whispering in 

your ear that what is normal is also all right. (Hacking, 1990, p. 160) 

 

Obviously the notion of using normality to be objective about human beings is 

flawed, and rejected, both within Hacking’s quote and this thesis. As Heartfield 

(2002) suggests, “there are no objective observations, only observations situated in 

the worlds of the observed and the observer” (p. 103). Clinicians held the position of 

experts in determining normality, thus exercising disciplinary powers to survey and 

judge (Foucault, 1977). The observed, or judged, were aware that they were being 

‘looked over’ and compared to ‘normal.’ For Katie, normal was an attractive yet 

elusive target, as evident within the following passage. Katie was asked what she 

thought would be important for the nurses to include in a handover about her to the 

psychiatrist at the inpatient unit: 

I have no idea. 
It’s a hard question to answer? 
Yeah ‘cos I’m not really sure about how they think I’ve been acting here. Yeah 
the last couple of days I’ve been a bit low and refused to leave my room. 
Ok. It must be hard to know what staff are making of how you’re, how you’re 
managing? 
Yeah ‘cos I don’t know that I’m really doing anything wrong ‘cos I don’t really 
have perspective of a normal person, ‘cos obviously no one’s normal but they 
obviously have to compare you to something, and I don’t know what they’re 
comparing me to. 
Ok. So you mean no one’s normal as in everyone’s different, is that what you 
mean? 
Yeah. 
But you don’t know what they’re comparing you to being in hospital? 
Yeah ‘cos obviously being depressed they’re comparing you to someone that’s 
happier which is saying that you’re depressed but that’s just people’s different 
moods. So in order to like think there’s something wrong they have to be 
comparing you to someone, or something. 
That’s an, that’s an interesting thought, I hadn’t really thought of it like that 
before. 
Yeah ‘cos obviously everyone’s different, it just depends how you are and how 
you see that everyone else should be. (Katie: 711-738) 

 

While Katie detailed the surveillance undertaken on the inpatient unit, Cassandra’s 

account of being measured against a norm was based upon an experience in the 
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community. Cassandra talked about being diagnosed with anorexia nervosa and 

recalled the treatment goal of obtaining a ‘normal’ weight: 

Can you remember how the GP explained it to you? 
That it’s an illness like any other illness and that it can be treated. 
And how did you feel about that? 
Um I didn’t really feel like anything could get better ‘cos everyone said you’ll get 
better when you start eating and then I didn’t feel better when I started eating. 
Then it was when you get to a normal weight and I didn’t feel better when I got to 
a normal weight. So it’s like I’m here now. [laughs] (Cassandra: 178-187) 

 

Thus for Cassandra, everyone around her deemed that a normal weight would 

resolve her troubles, yet reaching this numerical milestone did not automatically 

equate to feeling better. Instead it represented a clinical agenda, more likely to 

signify a time when Cassandra was fixed and risk was averted.  

 

As expected, the positioning of adolescents at the centre of the psy-complex 

(Ingleby, 1985; Rose, 1989) subjected them to scrutiny against an idealised norm 

and intervention to restore normality. However clinicians were also subject to 

measurement against a norm; that of the helping professional. Clinicians and 

adolescents were linked together in a disciplinary space, where both parties were 

active in looking over and being looked over (Dreyfus & Rabinow, 1982). Within this 

space, adolescents turned the objectifying gaze of the psy-complex back on itself (I. 

Parker et al., 1995). For example, Beth clearly detailed her expectations of a 

counsellor in the following passage: 

Um and do you have the therapy component of it as well? 
Not anymore. I did have a three month stint from probably September/October to 
January, that stopped. And then I did start off with another therapist but due to a 
really silly big mix up, um, I missed an appointment with her and she just, and I 
didn’t realise for a whole month, I didn’t realise that I’d missed this appointment 
and she just never called me back or she’s never called me or anything so I was 
like you’re an idiot, I don’t want to see you, like she didn’t seem, I don’t know it 
just seemed odd, like I hadn’t seen her for like a month or two and she didn’t call 
me to see how I was and I was just like I don’t want you counselling me. 
So you were surprised she didn’t follow up? 
Yeah, like it was just, therapists shouldn’t do that. Like if I missed one 
appointment at [clinic] [name] called me that afternoon to make sure that I was 
coming, blah, blah, blah, and this woman didn’t call me for two months, I was 
like you’re not the therapist I want. And then after that I just stopped I guess. 
(Beth: 218-233) 
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In this passage, Beth reversed the clinical gaze by exerting judgement on her 

counsellor’s ability to provide care. Thus, just as clinicians were busy constructing 

those troubled selves needed to do their work (Gubrium & Holstein, 2000), 

adolescents were also capable of examining the helping profession. It is likely that 

such direct scrutiny was only captured rarely, as I steered away from inviting 

criticism of clinicians and case-managers (as described in Chapter 5). With the 

exception of Beth’s passage, adolescent expectations of helping professionals were 

more subtly articulated. 

 

In summary, this research affirmed Hacking’s (1990) observation of the word normal 

as a powerful ideological tool. Normality was a status aimed for by both clinicians 

and adolescents across numerous dimensions, but particularly behaviour and 

personality. However while normality was aimed for, deliberated upon and preferred 

to its abnormal (or disordered) counterpart, it did not always deliver on expectations 

as described by Cassandra. 

 

The Borderline Trajectory  

As evident in Chapter 2, research on BPD frequently aims to quantify the course of 

BPD, seeking detailed outcomes regarding pervasiveness, severity and the degree 

of service utilisation over time. Longitudinal research which follows the patient for 

years and repeatedly measures symptoms and functioning firmly places the 

borderline subject on a trajectory. The notion of a trajectory is not unique to the BPD 

diagnosis, with Barrett (1996) also describing schizophrenic illness as a trajectory, 

or “movement through time,” which provided a model used by staff to organise 

patients, locating them as either normal, abnormal or anomalous (p. 145). 

 

The trajectory is however exaggerated in personality disorder categories. For 

example Axis II diagnoses require that traits are pervasive as opposed to the 
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potentially transitory nature of those states associated with Axis I diagnoses. This is 

evidenced within the DSM-IV-TR criteria for BPD, which requires that symptoms 

must be present for at least one year prior to making the diagnosis in adolescence, 

requiring a stable pattern of instability (APA, 1994). In combination with the high 

likelihood of co-morbidity across axes and the extensive debate regarding the 

validity and stability of diagnostic criteria, adolescents with ‘emerging’ BPD are 

subject to a particularly lengthy and scrutinizing gaze. Such diagnostic complexity 

places time as central in the evaluation of adolescents (Barrett, 1996).  

 

The course of BPD resembled a trajectory within both clinician and adolescent 

accounts, yet the subject positions were markedly different. Clinician accounts 

continued to personify the BPD diagnosis, with diagnostic complexity and BPD 

looming large and serving to obscure the young person ‘being diagnosed.’ For 

example, in Angela’s description of a young woman’s diagnostic trajectory, her 

subject position appeared to metamorphose into a BPD: 

. . .like with this girl she had heaps of symptoms but they were around anxiety, 
post traumatic stress, her family were equally, um had issues with it, but it wasn’t 
clear at that point that she was, that she was emerging into um a borderline 
personality disorder. (Angela: 56-59) 

 

Ryan described the following features of a typical BPD pathway: 

Um and in many people’s cases um that, the person kind of burns those 
services out and sometimes it’s almost diagnostic that a person has had 
numerous services involved, numerous kind of diagnoses um around kind of 
anxiety, depression, um bipolar affective disorder. So those kind of complexities 
often speak to the diagnosis of borderline personality disorder as well. (Ryan: 
85-89) 

 

Running parallel to these clinical accounts was Kelly’s depiction of her contact with 

mental health services as being “passed on, passed on, passed on.” As detailed in 

Chapter 7, Kelly recalled numerous changes in workers and ongoing diagnostic 

uncertainty. Thus what Ryan described as the burning out of services, Kelly 

described as being put in the “too hard basket.” While diagnostic complexity and a 
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fragmented service response proved “diagnostic” for Ryan and other clinicians, for 

Kelly, it proved bewildering and rejecting.  

 

Other adolescent participants in the research also described a complex diagnostic 

trajectory. Tess spoke of deliberations regarding three Axis I diagnoses, with a 

concurrent (though undisclosed) diagnosis of emerging personality disorder traits: 

Um have you ever been given a diagnosis? 
Yes. 
Um I’ll just ask you a fair bit of detail about (yeah, nah that’s alright) what it was, 
and so um has there been one or more than one? 
There’s more than one. 
Ok I’ll ask you a bit about each one so start wherever you want to. 
Um a couple of years ago I was diagnosed with ADHD, and then um I got put on 
medication and stuff for it, and it turned out that I didn’t actually have ADHD, that 
it was a false diagnosis um because it wasn’t doing anything at all and it was 
kind of making me worse than I was. 
The, the treatment? 
Yep. Um and then it turned out ah and then they said that, after that they said I 
had bipolar, ‘cos they thought I was having highs and lows, um and I got put on 
medication for that and that didn’t do anything. And then it turned out that all the 
time it was depression. [Sigh] (Tess: 120 -141)  

 

For Roxy, BPD was to be the fourth descriptor for her mental health troubles. While 

it is likely that it was raised amongst clinicians earlier in her trajectory, she was only 

informed of this diagnosis a few weeks after participating in the interview for this 

research. Instead, Roxy spoke of bipolar, anger management and suicidality as a 

result of her father’s death: 

So if I could just ask you a bit more about um bipolar. When were you given that 
diagnosis? 
November last year. 
So pretty much the first time you came here? 
Oh nah, first they just thought it was ang- they thought it was anger 
management, and I thought I had, they just thought I had anger management 
and that I was just suicidal ‘cos my dad passed away. But then um, and then 
after and that it was like a month, ‘cos, um, I think I started seeing [community 
mental health service] just before I came in here, and then that’s yeah, and then 
I came in here. (Roxy: 169-180)  

 

Of note, this trajectory appears to encompass a distinct diagnostic progression. For 

example, Roxy was first diagnosed with reactive or circumstantial difficulties such as 

anger management and suicidality in response to her father’s suicide. When her 

troubles persisted, they were then defined in terms of an Axis I diagnosis which was 
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amenable to treatment in reasonably straightforward and traditional terms 

(medication). Finally and at this point unbeknownst to Roxy, her diagnosis shifted to 

BPD; an Axis II diagnosis with associated connotations of permanency and 

treatment challenges. While these young women were exempted from descriptors of 

chronicity due to their age, location on a borderline trajectory already signalled a 

deviance from a normal and valorised illness trajectory which could clearly measure 

progress towards recovery (Barrett, 1996). 

 

In summary, while clinicians and adolescents similarly described the complexity and 

confusion within a BPD trajectory, they were articulated from vastly different 

positions. For instance, with the exception of Kelly, adolescents did not know that 

they were positioned on such a diagnostic trajectory. While Roxy understood her 

diagnosis as bipolar disorder and Tess as depression, it appeared that clinicians 

were using different or additional diagnostic descriptors for their troubles. 

Furthermore, as subjects, adolescents lived through this uncertainty, whereas 

clinicians held the position of observers, as described by Faubion (1994): 

The dignity and gravity of our self-concern as human ‘subjects,’ knowing and 

knowable beings, coexists with and is rooted in a less noble aspect of our 

modern condition as individuals whose conduct and normality is subject to 

constant and pervasive supervision. (p. xvi - xvii) 

 

Inpatient Priorities - Site Two 

To briefly recap; this research was conducted at two CAMHS sites, with site one 

consisting of several community teams and site two comprising an inpatient unit. 

The adolescent participants were only able to be recruited from the inpatient unit 

(site two) following recruitment difficulties at site one. As established in Chapter 6, 

there were notable cultural distinctions between sites, and divergent ways of talking 

about BPD. In addition, site two as a discursive environment was examined through 
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adolescent constructions in Chapter 7. This section will examine patterns of talk 

which were common within clinician and adolescent interviews at site two, yet 

appeared more varied at site one, thus supporting the notion of situated knowledge. 

It will then consider disparities or silences in relation to BPD, such as trauma and 

the subsequent impact upon adolescent ways of talking about their mental health 

troubles. 

 

Visibly Borderline  

Immediately evident within adolescent transcripts were the similarities in response to 

the question which asked why they had been admitted to hospital. Seven out of 

eight adolescents talked about being hospitalised as a result of “self-harm,” “suicidal 

ideation” or “risk.” As described in Chapter 7 adolescents were attune both to the 

language of risk and to those transactions undertaken with professionals in order to 

determine an ‘appropriate’ response to risk (i.e. hospital). For example when 

Christina could no longer “control” her self-harming and suicidal thoughts, 

professionals deemed that hospitalisation was necessary. Similarly, when Roxy’s 

case manager became “concerned” at the “abnormal” extent of her low mood and 

was unable to maintain sufficient “surveillance,” she was admitted to the inpatient 

unit.  

 

In addition to describing the suicide attempt which preceded her admission, Beth 

also referred to the scars on her wrist as a graphic indicator of her mental health 

troubles: 

. . .I think like everyone I’m close to knows, I’d say. Unless like there’s some 
people that may have seen, ‘cos a lot of the time I’ll accidentally, if I’m wearing 
short sleeves or something or my sleeves fall down they’ll see my wrists ‘cos I’ve 
self-harmed a lot in the past which, so my wrists pretty much say it all. 
[emphasis added] So I’d say a lot of people would know by accident. But I share 
it, yeah, with like all my close friends pretty much. (Beth: 473-487) 

 



 204 

Clinicians at site two affirmed the visible and powerful impact of self-harm and 

identified it as a common focal point for the BPD diagnosis: 

And with the self-harming element, um I think often it’s very easy when we do 
have kids who come in who self-harm a lot, I think they, um people often 
assume they’re border- they have borderline personality disorder before they’ve 
really been fully assessed.  
Does, does that maybe contribute to some of the inaccuracies around the use of 
the diagnosis as well? 
I think so yeah. Because the self-harming is such a visual, obvious um I guess 
behaviour, um and much um much more obvious and easy to define than all of 
the other symptoms so people tend to focus on that. (Dana: 155-165) 

 

Similarly, when asked whether there were any assumptions made regarding a 

diagnosis of BPD, Scott provided the following response: 

Yeah, anti-social behaviour, you know self-harming, disruptive to the unit, you 
know, all those sorts of things. (Scott: 255-256) 

 

Thus, it seemed that self-harm and suicidality figured as central in both clinician 

constructions of BPD and adolescent constructions of needing help. This is 

supported by literature which describes “Recurrent suicidal threats, gestures, or 

behaviours, or self-mutilative behaviours” (APA, 2000, p. 710) as “the most central 

issue for treatment. . . the most central source of conflict and anguish for involved 

clinicians or families,” (Gunderson & Ridolfi, 2001b, p. 61). Mohan (2002, p. 48) 

describes recurrent self harm as one of the most troublesome aspects of BPD, 

provoking anxiety for mental health professionals and constituting a “therapy 

interfering behaviour.” 

 

It is likely that this BPD symptom acquired a ‘troublesome’ reputation in much the 

same way that the broader categories of personality disorder were considered 

socially deviant and problematic. As articulated in Chapter 2, personality disorder 

diagnoses may be said to result from the judgement of thoughts and behaviours 

which deviate from norms of social functioning (Rose, 2006), or cause social offence 

(Pilgrim, 2007). Clearly, self-harm and suicidality provide an extreme example of 

behaviours which transgress social boundaries, and cause conflict and anguish 

beyond the individual as described in the previous references. Furthermore due to 
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their high visibility and risk these ‘behaviours’ are rendered problems in need of 

attention (Rose, 2006), leaving less room to consider the comparatively non-urgent 

or less visible BPD criteria.  

 

Owen provided a striking example of needing to respond to risk, and thus BPD. 

While Owen held some objections to the BPD label, he identified that “there must be 

something there, [and] there must be something to it” based upon the high mortality 

rate: 

Well the mortality rate, ah rate for people that are diagnosed with borderline 
personality disorder or any personality disorder is really high, when you compare 
it to other illnesses it’s huge, it’s huge. So I think, I think because, well our main 
job really when you get down to the basics is to keep people alive, at the end of 
the day I think you know, we need to kind of address this diag- we need to 
because it’s you know, because it’s so high. Basically and that’s, that, makes me 
think along those ways. I mean, and sometimes I think yeah there must be 
something there, there must be something to it. . .  (Owen: 97-103) 

 

In this account the mandate to “keep people alive” is laden with connotations of 

urgency which justify the reduction of BPD to one symptom.  

 

Community teams at site one however, sometimes distanced themselves from these 

shorthand and/or limited views of BPD. While Catherine acknowledged the potential 

for stereotypical assumptions, she located this as occurring outside of her team’s 

practice: 

Do you think that BPD is a diagnosis that is made accurately and reliably? 
Um [pause] That’s a good question. By [pause] I don’t know if I can answer that 
on behalf of everyone else. [Laughs] Um I know within our practice I think that it 
is. Um [pause] there are, there has been other times where, particularly if a 
young person’s presenting with self-harming behaviours and suicidal ideation 
that, the term BPD’s just automatically attached to it. Um and probably more in 
an informal discussion rather than a formal diagnostic... (Catherine: 348-355) 

 

Just as clinicians at site one considered that their organisation was largely exempt 

from borderline talk, those “cautious and considered” (Robyn) ideologies seemed to 

prevail in diagnostic formulations. Eve provided the strongest example of a 

discourse which ran counter to common borderline assumptions: 
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Um, how do you determine that a client has borderline personality disorder? 
Right, yeah that’s a, that’s a good one. Um [pause] I can say how you don’t, I 
can tell you how you don’t decide a client has personality disorder, which is if 
you notice self-harm and you notice um labile mood and you notice difficulty 
making relationships, that generally isn’t the way to decide that somebody has 
borderline personality disorder. . . (Eve: 50-56) 

 

It’s interesting with those first three things that you mentioned; um, the self-
harm, and labile moods, and difficulty with relationships, um, as though you’ve 
had an experience of people jumping to conclusions with those symptoms? 
I think it’s easy to do that, I think because those, those things are such big, um, 
big headlines for young people presenting because they cause such huge 
challenges to services. I think those are the things that jump out off the page for 
anybody meeting a young person for the first time and I think um, we just need 
to be careful about what’s driving those behaviours (Eve: 83-90) 

 

This discrepancy between sites may be understood by viewing knowledge as 

situated. As Rhodes (1991) observed: “The staff spoke from a place, a position that 

was specific and local, grounded in the exigencies of a particular set of constraints 

and possibilities” (p. 173). For example, returning briefly to those cultural differences 

between site one and two; at site two, nurses saw their role as  providing 24 hour 

care “on the floor” (Holly) and being responsible for keeping “the kids safe [and] 

contained” (Amy). Thus, it makes sense that the proximity, 24 hour responsibility 

and frequent care of young people who were self-harming and suicidal lent itself to a 

preoccupation with these symptoms. As described by Owen and figured out by 

adolescents, ‘risk’ was a powerful and common currency in this environment and 

one which often drove the clinical response. Hence, this constituted a discourse 

which produced subject positions, and proceeded to shape and constrain both 

adolescents and clinicians (Alvesson, 2002). This finding supports research which 

examined the nature of acute inpatient psychiatric nursing and identified that the 

predominant task within these environments was to keep patients safe (Bowers, 

2005). 

 

Although, the practice of community clinicians was also significantly governed by 

risk, it was shaped differently by this discourse. With those comparative luxuries of 

distance and intermittency, community clinicians were less dictated by behaviours 
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on a “minute to minute basis,” (Michael) and had more room to be “considered” and 

“thoughtful.”  

 

There is one further passage which warrants discussion under this heading. The 

following excerpt from Kelly’s interview (adolescent participant) is presented as an 

anomaly within this section. Kelly was the only adolescent who didn’t speak of self-

harm or suicidal ideation in her interview, instead providing a striking account of a 

less visible BPD symptom: 

Um have you talked about um personality styles with any of your um 
counsellors? 
Yeah. Um I don’t really know my personality, like I’ve tried to figure it out a 
couple of times but I don’t know it, like I still don’t know it. I’ve tried, me and my 
mum have been trying to figure out my personality since I was about, I don’t 
know, 11, and she’s like [name] you just keep changing, like your, like other 
people’s personalities rub off on you and you just, like whoever you hang around 
is who you’re like and you’re different around different people. And like we still 
don’t know what my personality is, I dead set don’t know it. 
So does that mean that you get influenced by who you’re around fairly easily? 
Yeah. Like if I’m around [friend] all the time, he’ll be like, I’ll start talking like 
[friend] and I’ll start like dressing like [friend] and looking like [friend]. And mum’s 
like [name] what are you doing and I’m like what? And if I’m around [name], like 
she always wears stockings and dresses and stuff like that, if I’m around her I’ll 
start wearing stockings and high heels and dresses. If I’m around [friend] or 
[name] or any of them I’ll wear hoodies and trackies and stuff like that. And 
mum’s always like God you change, and I’m like what do you mean, and then I 
started realising it as well. I started going through all my photos and stuff and I 
was like I am such a different person around different people. (Kelly: 746-764) 

 

While “identity disturbance: markedly and persistently unstable self-image or sense 

of self” is another one of nine DSM criteria (APA, 2000, p. 710), it was rarely 

mentioned by clinicians at site two. Instead, the majority of references to self were 

paired with the term ‘harm.’ Dana explained that: 

Um and obviously self-identity is um, is important but that’s often quite hard to 
gauge initially, I think with time it becomes easier. (Dana: 85-86) 

 

Although identity was more prominent in talk at site one, and identity work was 

central within the accounts of adolescents, clinicians at site two had less time to 

spend with this non-urgent and inconspicuous symptom.  
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In summary, institutional discourses were key in providing the conditions of 

possibility for constructing persons and their troubles (G. Miller, 1994; Spencer, 

2001). At site two, clinicians faced unique tensions and pressures which at times 

resulted in the reduction of the BPD diagnosis to its most pressing symptom. An 

emphasis upon self-harm and suicidality was key in borderline trajectories, marking 

entry into psychiatric hospitalisation for most young women in this research. At site 

two adolescents were introduced to a duality between inner experience and outer 

behaviour, and this was incorporated in their descriptions of troubled selves. 

 

“Fragile Girls” 

Providing a minute by minute response busied clinicians at site two and often 

necessitated a focus upon those behaviours which presented in the ‘here and now.’ 

In contrast to the “cautious and considered” ideology which underpinned work at site 

one, clinicians at site two operated within models of immediacy and crisis. While 

institutional context governed the “making of persons” (Malpas, 2003, p. 2349) at 

both sites, this context was notably more prescriptive at site two. 

 

In part, this may account for how clinicians spoke about adolescents and BPD. For 

example, there was a notable difference regarding conversations with the 

researcher about trauma. At site one, several clinicians spoke of trauma as an 

aetiologically significant component of BPD and key to informing their treatment 

approach. At site two however, the role of trauma in the lives of adolescents was 

rarely mentioned. Located somewhere in between these positions were the 

accounts of adolescents who often described a history of traumatic experiences, but 

rarely placed them as central to their understanding of their mental health difficulties.   

 

Of interest is the possibility that adolescents tapered their experiences of trauma to 

fit with inpatient formulations of risk and behaviour. Such formulations may be 
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viewed as reductionist and criticised for neglecting the socio-developmental origins 

of BPD. The foregrounding of visible individual dysfunction parallels those 

denunciations of the borderline construct as a “unitary phenomenon, an inner 

diathesis” (Wirth-Cauchon, 2001, p. 27). However, it would be erroneous to 

undertake a detailed analysis based upon the ways in which clinicians did or did not 

talk about trauma. While the association between trauma and BPD must be 

acknowledged and discontinuities in the way in which it was talked about are 

relevant, I did not seek to ask about trauma, and it remained peripheral to my 

research questions.  

 

A final point of interest which arose in considering commonalities and disparities 

across sites and accounts, was the virtual absence of talk regarding the gendered 

nature of BPD. While this also fell outside of the scope of my research focus, my 

study nonetheless reinforced the gender bias, with all female participants. While 

clinicians occasionally remarked that “it’s most often girls I s’pose” (Simon) who 

were described as borderline, this tended to be taken for granted. Owen provided 

the most overtly gendered description of borderline adolescents as “fragile girls,” 

reflecting an assumption that BPD was a female disorder.  

 

In summary, within this research, those contextual issues of trauma and gender 

represented discourses not always spoken about or overshadowed by dominant 

discourses around BPD such as risk and behaviour. 

 

Summary 

This chapter brought together and examined the ways in which adolescents and 

clinicians talked about diagnosis and personality from contrasting subject positions. 

While both groups described the complexities of diagnosis and mental illness 

trajectories, adolescents often began with idealised notions of diagnosis and 
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communication and revisited these only after experiencing flaws in being diagnosed, 

or ‘not being told.’  Adolescents and clinicians both depicted a borderline trajectory, 

resembling those findings in Chapter 7 where adolescents tried on diagnoses in 

search for a diagnostic fit. 

 

Clinicians held positions of privilege and power, able to enact diagnostic discourse 

or reject this discourse in favour of normality descriptors. While clinicians regulated 

diagnostic discourse, adolescents were left to speculate on the value of those 

descriptors assigned to them. However, while ‘not telling’ adolescents about BPD 

traits was sometimes deliberate, it reflected a parallel process whereby clinicians 

were also speculating on the usefulness of language. Clinicians noticed the contrast 

between conceptualisations of personality in common language compared with 

psychiatry and worried about telling their adolescent clients that their personality 

was disordered. 

 

Finally, those differences in culture and practice between sites one and two were 

affirmed when re-examined in conjunction with adolescent data. In addition to not 

talking about BPD, at site two clinicians and adolescents also tended to place 

emphasis on those visible and risky markers of distress such as self-harm and 

suicidality. While these priorities were initiated by clinicians, they were then taken up 

and enacted by adolescents, reiterating the power of the psy-complex in the shaping 

of adolescent identities.  
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Chapter 9: Conclusion  

This chapter begins with a brief return to the literature to examine recent Australian 

assertions regarding BPD in adolescence. It will then summarise findings according 

to those four research questions which guided this thesis, considering implications 

for practice as they arise within each sub-heading. The conclusion will also integrate 

feedback drawn from clinicians during the presentation of findings at the inpatient 

unit. Finally, the thesis will conclude by returning to the researcher position, offering 

a closing perspective on the findings and their valuable contribution to the field of 

research.  

 

BPD in adolescence; Still controversial? 

As detailed in Chapters 2 and 3, researchers have long sought to overcome the 

uncertainty inherent in the BPD diagnosis. In 2008, Melbourne researchers from 

Orygen Youth Health (OYH) concluded that: 

 . . . the evidence supports discarding the term ‘controversial’ in relation to 

the BPD diagnosis in young people, recognizing that the BPD construct is no 

more or less flawed in adolescence than it is in adulthood and that it is of 

sufficient reliability and validity to use now, until a more satisfactory and 

empirically-based construct emerges in the literature. (Chanen, Jovev, 

McCutcheon, Jackson & McGorry, 2008, p. 53) 

 

Running alongside this assertion, Chanen and McCutcheon (2008) noted that 

clinicians appear reticent to use personality disorder diagnoses for adolescents, 

remaining either uninformed or unconvinced by the evidence. Despite 

acknowledging persistent and legitimate professional concerns, OYH pronounce 
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that it is time to accept the BPD diagnosis in adolescence (Chanen et al., 2009), 

effectively promoting closure around the diagnosis.  

 

According to Manning (2000) in order to establish the credibility of a particular 

scientific finding, an explanation has to be accepted and alternative explanations 

discredited. Advocating for acceptance and closure around the BPD construct 

serves to advance BPD as a legitimate diagnosis and incorporate BPD into the ‘orbit 

of medicine,’ bringing with it advantages for research and care (Broom & Woodward, 

1996). However, the findings of this thesis indicate that persistent uncertainty 

surrounding the BPD diagnosis prevents closure. This thesis contends that clinical 

reticence minimally attended to in existing literature is in fact substantial and 

complex, and the BPD diagnosis in adolescence continues to be positioned as 

flawed and controversial. Thus ‘slippage’ between science and clinical practice 

persists (Manning, 2000), with science continuing to attempt to establish the reality 

of BPD, and clinicians remaining somewhat unconvinced. 

 

What are the factors that guide clinical practice in 

the decision to disclose or withhold a diagnosis of 

emerging BPD to adolescents? 

This thesis provides the only evidence to date of research which considers the 

disclosure of BPD in adolescence. Findings support and extend those theories 

posited by Australian and UK clinicians regarding general clinical reticence around 

this diagnostic category (Chanen & McCutcheon, 2008; National Institute for Health 

and Clinical Excellence (NICE), 2009). It is clear that the ways in which clinicians 

broach the BPD diagnosis is largely influenced by: uncertainty as to whether BPD 

can be diagnosed under the age of 18; reluctance to label an adolescent personality 

as disordered during a period of major developmental change; and doubt in relation 
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to diagnostic utility (NICE, 2009). In addition, as noted by experts in the field, clinical 

uptake of the diagnosis is affected by concerns regarding stigma and service 

provision (Chanen & McCutcheon, 2008; NICE, 2009).   

 

In addition to providing evidence of clinician hesitancy, this thesis adds a critical 

examination of the context which governs clinical practice. For example, while the 

National Institute for Health and Clinical Excellence in the UK note that clinicians are 

uncertain if BPD can be diagnosed under the age of 18, findings in this thesis 

indicated that some inpatient clinicians identified not being allowed to make or 

disclose the diagnosis in this age group. Therefore, practice is not simply contingent 

upon the individual clinician, with the discursive environment providing a key 

contextual influence upon ways of working with the BPD diagnosis.  

 

While all clinicians participating in this research worked within an institution which 

mandated the formulation of a diagnosis for all clients, there were notable contrasts 

between the discursive environment in the community and the inpatient unit. In the 

community all clinicians had the authority to diagnose and the leverage to practice 

autonomously. Alternatively, at the inpatient unit there was a clear disciplinary 

hierarchy which restricted and monitored access to the BPD diagnosis. Furthermore, 

inpatient clinicians worked within an environment which was highly attuned to 

gauging risk and maintaining safety, with both positioned as paramount in the care 

of the borderline adolescent. In interviews with inpatient clinicians these priorities 

overshadowed talk of less visible diagnostic symptomatology, or contextual features 

such as trauma and gender.  

 

Over the course of the research, clinicians often talked about BPD as though it 

possessed object status, as an object of psychopathology. This was evident in the 

ways in which clinicians positioned themselves as working with and around BPD. At 

times BPD was vulnerable and tenuous; subject to criticism, dislike, 
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misunderstanding, and on occasion disregarded. However the BPD construct was 

also capable of exerting power; positioned as menacing, divisive, and responsible 

for traumatising and generating angst amongst clinicians. In response to the 

complexity of this object, clinicians tailored their talk carefully, as established by the 

following research question. 

 

Overall, adolescent BPD emerged as a contested diagnosis, consistent with 

literature reviewed across Chapters 2 and 3. Clinical practice resulted from a 

reconciliation between diagnostic concerns and discursive environments. Therefore 

recommendations put forward in the following sections were arrived at only after 

careful consideration of those complexities governing clinical practice.  

 

Do CAMHS clinicians share diagnostic information 

about BPD with their adolescent clients and if so, 

how? 

While the disclosure of BPD provided the focal point in this thesis, the clinician 

component of the research was most clearly delineated by the question, ‘How do 

CAMHS clinicians talk about BPD?’ In building upon the previous research question 

which established the context surrounding this talk, the conclusion now moves to the 

textual analysis; examining how clinicians used diagnostic language and 

implications for practice. 

 

At both research sites, it was common for clinicians to moderate the words 

borderline personality disorder in conversation with adolescent clients, amongst 

clinicians and in documentation. The BPD diagnosis was made malleable, with 

institutional euphemisms and hedges allowing clinicians to avoid committing to the 

diagnosis. Inserting the term ‘emerging’ for instance, was a semantic strategy which 
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served to soften the diagnosis for their adolescent clients, or give them the benefit of 

the doubt. Senior clinicians were particularly judicious in their approach to the BPD 

diagnosis, staunchly resisting terminology which conveyed permanency or quashed 

hopefulness.  

 

Recent guidelines for the treatment and management of BPD recognise the 

predominance of ‘qualifiers’ in adolescent BPD, and provide a careful response 

which neither condemns nor advocates their use (NICE, 2009). It is likely that this 

neutral position will serve to maintain the status of qualifiers or hedges. This thesis 

provided a more detailed analysis of ‘hedging’ in adolescent BPD, concluding that 

they function paradoxically. Clinicians use hedges protectively to counter diagnostic 

flaws and connotations of permanency which they consider disparate to adolescent 

trajectories. However, it is possible that hedges serve to perpetuate the inaccuracies 

around the diagnosis and overuse of the term borderline. Hedges were also 

responsible for creating therapeutic confusion within the inpatient unit, as detailed 

within the next section (‘Are adolescents aware of their diagnosis or symptoms of 

BPD?’ p. 218). 

 

Borderline talk poses another dilemma, with clinicians (primarily in the inpatient unit) 

relying on this shorthand form of communication to explain, caution one another 

(Lester, 2009) and convey treatment expectations. While clearly functional at some 

levels, borderline talk carried pejorative and stereotypical connotations around 

borderline ‘behaviours’ which are likely to perpetuate limited understandings.   

 

Although the use of borderline talk and hedges is potentially problematic, advocating 

for their eradication as a result of this research is unrealistic. As indicated by the 

research findings, borderline talk is already tenacious; resisting opposition by senior 

staff and primarily occurring in a backstage capacity. A reliance upon hedging is 

also likely to continue, reflecting ongoing inadequacies in psychiatric terminology 
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and categorisation, whereby language is unable to encompass those discontinuous 

elements in psychiatric disorders (Aronson, 1985). The utility of hedges returns us to 

Parker et al.’s (1995) observation of the mismatch between pure diagnostic 

categories and messy real life, with clinicians needing room to adjust language in 

order to reconcile these disparities. However while the function of hedges is clear, it 

is my recommendation that clinicians do not take this practice for granted. Or in 

Fairclough’s discourse analytic terms, while it is reasonable for clinicians to enact 

this discourse, the inculcation or unconscious acceptance of hedges may be 

problematic. 

 

Presenting feedback of the research findings to staff at the inpatient unit provoked 

debate regarding the role of hedges, borderline talk and diagnostic disclosure. The 

team wondered for example, whether the stigma surrounding the BPD diagnosis 

may be solely perpetuated by clinicians, as a result of restricting talk to backstage 

forums. The taken for granted nature of practices such as borderline talk was also 

challenged, in line with the research aims. It is hoped that this thesis and associated 

dissemination will provoke similar debates across other youth mental health 

settings. 

 

In addition to encouraging reflection on individual and team practice, clinical 

education regarding BPD is recommended. As highlighted in Chapter 2 

(‘Responding to the Diagnosis - Clinician Attitudes,’ p. 16) clinician attitudes and 

optimism were noted to improve following specific training on BPD. While this thesis 

did not focus on clinician attitudes, or notice those attitudinal problems found in adult 

research, there were some diagnostic misconceptions. This was more apparent 

within nursing roles in the inpatient setting, which may reflect educational gaps 

and/or the nature of inpatient settings where priorities around gauging risk and 

maintaining safety overshadow other diagnostic elements. Improving familiarity with 

the BPD diagnosis and diagnostic origins may promote awareness of those less 
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visible diagnostic symptomatology, or contextual features such as trauma and 

gender and also lessen the reliance upon borderline talk.  

 

Finally, despite its many flaws the borderline construct appears likely to persist both 

in academia and clinical practice. The next edition of the DSM intends only a subtle 

reformulation of the label as personality disorder; borderline type (APA, 2010a). 

Therefore while clinicians may remain mindful of the ongoing limitations, they also 

need to be familiar with the diagnostic attributes and symptomatology outlined in the 

manual most commonly referenced in clinical practice. This is particularly so, given 

the ambiguities inherent in the term borderline, as evidenced in the literature and 

within these findings. Used without clarification, the word borderline is aptly depicted 

within the following fictional caricature: “‘When I chose a word,’ Humpty Dumpty said 

in a rather scornful tone, ‘it means just what I choose it to mean, - neither more nor 

less’” (Lewis Carroll, Through the Looking Glass, as cited in Tyrer, Casey, & 

Ferguson, 1991, p. 464). Sole descriptions of an adolescent as ‘borderline’ are likely 

to maintain the ambiguity and stigma that clinicians are so keen to avoid. 

Alternatively, talking about ‘difficulty regulating emotions’ and ‘impulsivity’ for 

example, is not currently part of the ordinary clinical lexicon but may serve to 

provide a more tangible communicative strategy, which is less imbued with negative 

connotations. Therefore it is my recommendation that clinicians minimise the use of 

the ‘borderline’ descriptor. 

 

Encouraging a more intimate knowledge of the DSM criteria does not equate to the 

unreserved promotion of diagnostic manuals. In fact, those clinicians interviewed in 

this research who were more familiar with the DSM and ICD were better positioned 

to critique them and also more likely to acknowledge their limitations. Adolescents 

also held a stake in critique, weighing up diagnostic information provided to them 

against their own experiences and personal research. 
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Are adolescents aware of their diagnosis or 

symptoms of BPD? 

While the thesis moved well beyond this research question, it signalled the starting 

point for my interest in this topic. Also, given the scarcity of research in this area it 

was necessary to begin with such a basic question. Findings indicated that 

adolescents tended not to be aware of their diagnosis or symptoms of BPD, with 

only one of eight young women interviewed talking about the BPD diagnosis.  

 

According to Kelly, the sole adolescent who was aware of being diagnosed with 

BPD, this diagnosis appeared to play only a small role in her identity work. Kelly 

remembered that those four criteria which she fit “were right,” such as getting 

depressed and feeling lonely. While the comparison between twenty three clinician 

accounts and one adolescent account is limited, clinical worry about the impact of 

receiving this diagnosis was not supported in Kelly’s account. Instead, Kelly 

struggled with a chronic and uncertain diagnostic path and a fractured service 

response. Other adolescents in the research also described a pattern of diagnostic 

uncertainty which was itself identified by clinicians as a typical borderline trajectory. 

Therefore, while talk about BPD was mainly absent from adolescent accounts, there 

were parallels between portrayals of borderline trajectories and also those visible 

markers of suicidality and risk.  

 

Findings indicated that BPD discourse was tightly regulated by clinicians and 

primarily inaccessible to adolescents, or silent. As identified in Chapter 3 (see 

section titled ‘Diagnostic Disclosure,’ p. 58), regardless of potentially beneficent 

intentions, health professionals reinforce their position of medical dominance by 

withholding information from patients (Broom & Woodward, 1996). In this study, 

clinicians faced a dilemma between the implications of disclosing a flawed diagnosis 

and the medical paternalism which resulted from withholding diagnostic information. 
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With seven adolescents unaware that they had been diagnosed with emerging BPD, 

it seems that medical paternalism predominated. While this research avoids the 

temptation of recommending the mandatory and timely disclosure of the BPD 

diagnosis or any diagnostic information, it does challenge the privileging of 

diagnostic information for professional use only. Furthermore, the acknowledgment 

of clinical and diagnostic predicaments did not nullify the adolescent position of ‘not 

knowing.’ As articulated by Katie: 

And what do you think the purpose of having a diagnosis is? 
To let you know so you can deal with it. (Katie: 390-392) 

 

While I have consistently argued against dichotomous recommendations regarding 

disclosure, there was one clinical argument for withholding information which I 

struggled to reconcile. A few clinicians (as supported in the literature) avoided formal 

BPD diagnosis and disclosure on the basis of a clinical determination that it was 

unlikely to be useful for the adolescent. This professional paternalism clearly 

overrules the adolescent’s right to access and determine the utility of identity 

resources. As evidenced in Chapter 7, while strongly influenced by clinicians, 

adolescents took up or disregarded identity resources based upon their own 

estimations of diagnostic fit and usefulness.  

 

As mentioned previously, the topic of diagnostic disclosure informed a debate during 

the feedback of results to staff on the inpatient unit. Clinicians discussed whether 

those seven adolescents unaware of their diagnosis of emerging BPD were 

inaccurately or prematurely diagnosed with BPD, or whether they simply weren’t 

told. Responses indicated that ‘hedging’ and ‘borderline talk’ had contributed to an 

ambiguous situation. For example while it was reasonably common for an 

adolescent to be described as borderline, the consultant reserved this terminology 

and disclosure for those adolescents who met full criteria, and/or were offered 

treatment within a specialist service. This left staff to reconcile whether adolescents 

should be informed of diagnostic symptomatology (without meeting full diagnostic 
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criteria) or whether borderline descriptors should be used less often. I would argue 

that both avenues hold merit, with specific diagnostic criteria proving more 

informative and less pejorative than borderline language. In addition, individual 

diagnostic features are often amenable to targeted interventions (non-

pharmacological), thus holding the potential to increase therapeutic optimism around 

this diagnosis. 

 

What is the experience of the adolescent with BPD 

regarding conversations about diagnosis? 

The phrasing of this research question, with its focus on diagnostic ‘conversations,’ 

implies an equitable communication exchange which was not often supported in 

adolescent accounts. More often, adolescents recalled ‘being told’ they had 

diagnoses including bipolar disorder, depression, ADHD and anorexia nervosa and 

on one occasion borderline personality disorder. Adolescents accepted this 

hegemonic process, though at times objected to and resisted the diagnoses used to 

describe their difficulties. 

 

This research question generated particularly rich findings regarding the role of 

diagnosis in adolescent identity work. These findings extended the research and 

facilitated a comparison between clinician and adolescent constructions of 

diagnosis, as detailed in Chapter 8.  

 

In adolescent interviews diagnosis was ‘rendered strange’ (I. Parker et al., 1995), as 

adolescents were asked to explain its meaning and usefulness. All participants 

began psychiatric trajectories with an idealised (and inculcated) notion of diagnosis, 

taking for granted that diagnosis would help to explain their troubles, and that they 

would be informed of their diagnoses. However being diagnosed with a mental 

illness was a flawed process, with some adolescents determining that their 
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diagnosis did not fit and a minority of adolescents unsure what their diagnosis was. 

While adolescents challenged individual diagnoses, they continued to valorise 

diagnosis as a construct, also depicting diagnosis and diagnostic language as 

privileged by professionals. This was evident for example in the way adolescents 

persevered in their search for diagnostic fit and took up institutional discourse.  

 

Overall, it seemed that adolescents were left to their own devices to work out the 

contradictions inherent in mental health diagnoses. Looking to the psychiatric 

system to understand or classify their troubled selves was an unreliable strategy; 

sometimes providing answers and other times posing further questions. A summary 

of results disseminated to adolescents who participated in the research identified 

those complexities inherent in diagnosis and common across accounts.  

 

This research contributes an original and important examination of diagnostic 

communications and identity work in adolescents. However, in analysing the impact 

upon adolescents, it could not focus purely on BPD, the non-disclosed object. 

Future researchers must persist to undertake qualitative research with adolescents 

diagnosed with emerging BPD. While there is room to consider all facets of the 

diagnosis according to adolescents, those problematic elements such as the 

possible implications of labelling, or the utility of the BPD diagnosis from the 

adolescent perspective are paramount. 

  

Closing Comments  

During the course of this thesis I gained further respect for those quandaries facing 

clinicians, who are mandated to work within a diagnostic system which is always 

likely to stumble in its attempts to categorise messy real life. This thesis, and in 

particular the wisdom of eight adolescents and twenty three clinicians has been 

educative and unsettling, prompting me to maintain an enquiring position on 
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diagnosis. Diagnosis as fallible pervaded clinician and adolescent accounts and 

provided an important conclusion for my own identity work. However while clinicians 

faced diagnostic conundrums, they retained a position of privilege in comparison 

with adolescents who bore the brunt of scrutiny under the psy-complex.  

 

Adolescents managed to resist elements of the psy-complex (i.e. specific diagnoses, 

medication, occasionally language and surveillance), however it was rare and 

difficult for them to see beyond the dominant discourse which positioned diagnosis 

as essential in informing treatment and understanding. Clinicians were better 

equipped to critique and comment upon diagnostic fallibility. Therefore it was those 

experienced clinicians who managed to frame diagnosis as useful, but imperfect in 

their communication with adolescents who appear to model a way forward. Talking 

to adolescent clients about flaws in diagnosis begins to address the potential rupture 

between experience and psychiatric language. It may also reduce the pressure on 

those adolescents searching for diagnostic fit on a chronic borderline trajectory.  

 

This research traverses new territory; examining a neglected aspect of the otherwise 

heavily researched BPD diagnosis. This study provides a timely analysis, 

challenging the academic move towards diagnostic closure, with evidence that 

clinicians continue to construct BPD as problematic in adolescence and often 

reserve BPD language for use only amongst professionals. Though also restricted 

from talking to adolescents about BPD, this study demonstrates a commitment to 

the under-researched adolescent position and makes an original and valuable 

contribution regarding the role of diagnosis in adolescent identity work.   
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Appendix 4: Inclusion/Exclusion Criteria 

Adolescents 

Inclusion 

• Aged 15-18 years old  

• Identified as having Borderline Personality Disorder, Borderline 

Personality Disorder Traits or emerging Borderline Personality Disorder 

on either admission or discharge paperwork and/or the CMI (Client 

Management Interface) 

• An inpatient at --------- Unit (adolescent inpatient psychiatric unit; ---------

-- Hospital)  

Exclusion 

• Not able to speak English 

• Acutely psychotic 

• Substance affected 

• Learning disability which would prevent the client from understanding 

the research project or interview  

• Under Department of Human Services Guardianship 

• Previously nursed by the principal researcher 

 

Inclusion and exclusion criteria will be determined by clinicians and the principal 

researcher. 
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Inclusion/exclusion criteria cont’d 

 

Clinicians 

I will be interviewing clinical staff who care for adolescents with BPD or BPD traits in 

an inpatient setting. I will not make any distinctions between experience and 

qualifications amongst staff. 
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Name Site Team Seniority Profession 
Responsible 

for 

(pseudonym)     
Making 

Diagnosis? 
Steve 1 - Inpatient 5 Team leader Nurse No 

Natasha 1 - Community 6 Team leader Social worker Yes 
Eve 1 - Community 4 Team leader Psychologist Yes 

Angela 1 - Community 2 Team leader Social worker Yes 
Robyn 1 - Community 7 Team leader Social worker Yes 
Scott 2 - Inpatient 8 Team leader Nurse No 
Mark 2 - Inpatient 8 Team member Nurse No 

Simon 1 - Community Unassigned Clinical Director Psychiatrist Yes 

Patrick 1 - Community 3 
Medical staff 

& team leader Psychiatrist Yes 

Erin 1 - Community 3 Team member 
Occupational 

Therapist Yes 
Ryan 1 - Community 7 Team member Nurse Yes 
Dana 2 - Inpatient 8 Medical staff Registrar Yes 

Catherine 1 - Community 7 Team member Psychologist Yes 
Laura 1 - Community 3 Team member Psychologist Yes 
Alex 1 - Community 7 Team member Nurse Yes 

Ruth 1 - Community 4 & 7 
Medical staff 

& team leader Psychiatrist Yes 

Kate 1 - Community 7 Team member 
Occupational 

Therapist Yes 

Michael 2 - Inpatient 8 
Medical staff 

& team leader Psychiatrist Yes 
Margot 1 - Community 3 Team member Psychologist Yes 

Amy 2 - Inpatient 8 Team member Nurse No 
Felicity 2 - Inpatient 8 Medical staff Psychiatric Fellow Yes 
Owen 2 - Inpatient 8 Team member Nurse No 
Holly 2 - Inpatient 8 Team member Nurse No 
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Appendix 6: Adolescent Details 

 

 
Name 

Number of 
admissions Gender 

Age 
(yrs) Axis I diagnosis Axis II diagnosis 

(pseudonym) to unit     
 
Alice 1 F 15 

Depression, 
suicide attempt Emerging BPD 

 
Roxy 5 or 6 F 17 Dysthymia Borderline traits 

Cassandra 
 

1 
 

F 
 

17 
 

Major depressive disorder, 
Dysthymia 

 
Verbal identification 
of borderline traits  
by psychiatrist 

Christina 
 

1 
 

F 
 

15 
 

 
Dysthymia, suicidal ideation 
and self-harm 

? Emerging borderline traits 
 

 
Katie 1 F 16 Depression, suicide attempt BPD traits 
 
Kelly 1 F 17 Dysthymia, ADHD Borderline personality traits 

Beth 
 
 
 

1 
 
 
 

F 
 
 
 

16 
 
 
 

Dysthymia 
 
 
 

 
"Requiring further 
assessment 
regarding personality 
disorder  
traits" and verbal  
identification of traits 

 
Tess 
 

1 
 

F 
 

16 
 

Dysthymia, ?PTSD 
 

 
Emerging personality 
disorder  
traits (Cluster B) 
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Appendix 7: Clinician Interview 

Interviews will begin with some basic questions such as; place of work, 

qualification/s, role and time spent working in child and adolescent mental health. 

 

Themes explored within an individual interview will include: 

1. Who is responsible for determining diagnoses in your organisation? 

2. How do you determine that a client has Borderline Personality Disorder? 

3. Do you think that this is a diagnosis that is made accurately and reliably?  

• If not, what are the factors that impact upon the accuracy and reliability 

of this diagnosis? 

• How does this compare with other psychiatric diagnoses?  

4. Do you tell your adolescent clients about their diagnosis of Borderline 

Personality Disorder or Borderline Personality Disorder traits?  

5. Can you recall a client with BPD or BPD traits who you did discuss the 

diagnosis, or diagnostic features with? 

• What prompted you to have this discussion with this client? 

• How did you go about telling the client about this diagnosis? 

• Can you remember what words you used or what features of the 

diagnosis it was important for the client to understand? 

• What was the adolescent’s response to this? 

• Did you share this information with the client’s family? 

• How do you think the client’s diagnosis or traits affects how you tell 

them the diagnosis? 

6. Can you recall a client with this diagnosis or diagnostic traits who you did not 

discuss the diagnosis with? 

• In this instance what was behind your decision not to tell the client? 
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7. Are there advantages in discussing the diagnosis or traits with clients? 

8. Are there disadvantages in discussing the diagnosis or traits with clients? 

9.  Do you believe that there is much variation in practice of disclosing BPD 

amongst clinicians? 

• If so, how would you account for this variation? 

10. Do you think that your practice differs in regards to this diagnosis, compared 

with other diagnoses? 

• If so, why? 

11. Is there particular literature or philosophies which guide your practice?
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Appendix 8: Changes to Clinician Interview Based 

upon Expert Opinion 

 

Suggested amendments underlined 

 

Original Interviews will begin with some basic questions such as; age, place of 

work, qualification/s, role and time spent working in child and 

adolescent mental health. 

Response No changes 

 

 

Child and 

Adolescent 

(C&A) 

Psychiatrist  

Suggests for initial questions: 

Who is responsible for determining the final diagnoses in your 

organisation? Used in qu. 1 (with exception of final) 

 

What is the accepted practice in your organization with respect to 

informing clients of their diagnoses? (This is covered in qu. 8 and 9, 

though this could be used as a prompt) 

 

Do you think that this practice is consistently and reliably followed? 

(not included – I think it is a confronting way to begin the interview, 

and themes of consistency and reliability will come from the other 

questions) 

 

What percentage of the time do you estimate that this practice is 

consistently and reliably followed? (not included for the same reason 

as 

 above.) 

 

How do you determine that a client has Borderline Personality 

Disorder? (question already included - question.2) 

 

Do you think that this is a diagnosis that is always made accurately 

and reliably? (question 3) 
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Original 1. Who is responsible for making diagnoses in your organisation? 

 

C&A 

Psychiatrist  

Deleted this question (suggested above – ‘who is responsible for 

determining the final diagnoses in your organisation?’) 

 

Research 

Director 

Who made the diagnosis? I’m thinking about how clinicians will 

construct providing a bpd diagnosis to an under 18yr old. For many I 

suspect they will talk traits comfortably but will baulk at diagnosis 

because of age. 

 

 

Response 

 

 

 

Change to, ‘who is responsible for ‘determining’ diagnoses in your 

organisation?’ (I don’t want to use the word ‘final’ because I would like 

them to interpret the question as broadly as possible.) 

 

 

Amendment 

during data 

collection 

 

(Qu 1. cont’d) 

Add to this question; what is your role in the diagnostic process? 

 

(rationale; At times clinicians were removed from the diagnostic 

process that they described and this prompted them to examine their 

role) 

 

Add; Do diagnostic discussion occur at an informal level? 

(rationale; Clinicians often refer to the formal process (ie. in the 

community diagnosis is made following or during a four session 

assessment, with or without consultation of  the psychiatrist for 

diagnostic clarification) 

 

 

Original 2. How do you determine that a client has Borderline Personality 

Disorder? 

C&A 

Psychiatrist  

See previous suggestions 

 

Response 

 

No change 
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New qu.  

based on  

Psychiatrist  

suggestions 

at the 

beginning 

3. Do you think that this is a diagnosis that is made accurately and 

reliably?  

- If no, what are the factors that impact upon the accuracy and 

reliability of this diagnosis? 

- How does this compare with other psychiatric diagnoses?  

 

 

 

Original 4. Do you tell your adolescent clients about their diagnosis of 

Borderline Personality Disorder or Borderline Personality Disorder 

traits? 

 

Response No change 

 

 

 

Original 5. Can you recall a previous or current client with this diagnosis who 

you did discuss the diagnosis with? 

- Can you tell me what prompted you to have this discussion with this 

client? 

- How did this conversation occur? 

- What was the adolescent’s response to this? 

- Did you share this information with the client’s family? 

 

C&A 

Psychiatrist  

Added; How did you go about telling the client about this diagnosis? 

Can you remember what words you used or what features of the 

diagnosis it was important for the client to understand? 

 

Research 

Director 

Added; How do you think the clients diagnosis or traits affects how 

you tell them the diagnosis? 

 

Response 

 

 

 

 

Remove ‘how did this conversation occur’ 

Add C&A Psychiatrist ’s and Research Director’s suggested questions 

Added BPD traits and diagnostic features to original question. 

 

Change original question to ‘Can you recall a client with BPD or BPD 

traits who you did discuss the diagnosis, or diagnostic features with?’ 
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Original 6. Can you recall a previous or current client with this diagnosis who 

you did not discuss the diagnosis with? 

In this instance what was behind your decision not to tell the client? 

 

Research 

Director 

Have to do the parallel with traits here for everything and have some 

way of distinguishing whether it is traits or diagnosis that applies to 

this client. 

 

Response 

 

 

Change question to can you recall a client with this diagnosis or 

diagnostic traits who you did not discuss the diagnosis with?  

 

 

Original 7. What are the advantages in discussing the diagnosis with clients? 

 

C&A 

Psychiatrist  

Are there advantages in discussing the diagnosis with clients? 

 

Response Change to ‘Are there’ advantages in discussing the diagnosis ‘or traits’ 

with clients? 

 

 

 

Original 8. What are the disadvantages in discussing the diagnosis with 

clients? 

 

C&A 

Psychiatrist  

Are there disadvantages in discussing the diagnosis with clients? 

 

Response 

 

 Change to ‘Are there’ disadvantages in discussing the diagnosis ‘or 

traits’ with clients? 

 

 

Original 9. Do you believe that there is much variation in practice of disclosing 

BPD amongst clinicians? 

 

        - If so, how would you account for this variation? 

Response No changes 
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Original 10. Do you think that your practice differs in regards to this diagnosis, 

compared with other diagnoses? 

        - If so, why? 

Response No changes 

 

 

 

Original 11. Is there particular literature which guides your practice? 

 

Research 

Director 

Is there particular literature (or philosophy/values etc) which guides 

your practice? 

 

Response Change to ‘Is there particular literature or philosophies which guide 

your practice?’ 

 

Amendments  

following 

review 

during data  

collection 

12.  There has been debate that in the next edition of the DSM the 

BPD diagnosis will change; are there any changes that you would 

like to see occur?  

 

Rationale 

 

 

This was discussed a couple of times post interviews (when the tape 

was turned off) and generated interesting discussion so I decided to 

include it. 

Amendment 

 

13. How have you found it talking to me about this topic today? 

Rationale 

 

This comes from the adolescent question list and I think that it is 

helpful to generate reflection on the topic overall. 

 

 

Original 14. Is there anything else you would like to add? 

 

Response No change 
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Suggestion Research Director has also suggested that I need to have a parallel 

discussion of traits through the questions, as clinicians may have an 

example of a client with the diagnosis, and clients with bpd traits only. 

He felt that it was important to cover both clearly so that the interview 

didn’t fluctuate between discussion of examples of the diagnosis and 

examples of traits.  

Response 

 

– this has been addressed within individual questions 
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Appendix 9: Adolescent Interview 

The individual interviews will begin with some basic demographic data such as: 

Age, living arrangements (i.e. with parents/residential care), previous psychiatric 

hospitalisations, current length of stay, identification of case manager.  

 

The interview will then proceed with questions such as: 

1. Can you tell me what ____ Unit is for? 

2. When you came to ____, can you tell me about the difficulties you were 

having at this time? 

3.  How does ____ try to help you with these difficulties? 

4. What is your understanding about what you are being treated for?  

5. What do you understand by the word “diagnosis?” 

6. Have you ever been given a diagnosis? 

7. 7a.  If the answer is yes; 

• What was this diagnosis? 

• What do you think this diagnosis means? 

• When did you first find out about this diagnosis?  

• Can you remember who explained this to you? 

• How did you feel about this? 

• Do you agree with this? 

• Have you talked to anyone else about this diagnosis? 

• Have you tried to find out anymore information? 

If so, how did you go about this? 

• What do you think is the purpose of a diagnosis? 

• Has knowing this diagnosis been helpful to you?  

If so, how? 
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If not, can you explain this to me? 

These questions may require repeating for additional diagnoses 

              7b.   If the answer is no; 

•  What is your understanding of your mental health problems? 

• What words would you use to describe your mental health problems to 

others?  

• What have clinicians told you about your mental health problems? 

• When did you first find out about this?  

• Can you remember who explained this to you? 

• How did you feel about this? 

• Do you agree with this? 

• Have you talked to anyone else about these difficulties? 

• Have you tried to find out anymore information? 

          - If so, how did you go about this? 

• What do you think is the purpose of a diagnosis? 

• What do you think the upside and downside of being told a diagnosis 

would be?  

8. If you can imagine that a ____ staff member/or your case manager needs 

to give a hand over to another clinician before you have an appointment 

with them, how do you think they would explain your situation to this 

person? 

• What would be important for them to tell this person? 

9. Sometimes clinicians talk about people’s ways of relating, or personality 

styles, have you ever had any conversations about these things with ___ 

staff or your case manager?  

• If yes, the interviewer will ask for elaboration in a similar way to the 

questions about diagnosis (question 7).  

10.  How have you found it talking to me today about this topic? 

11. Is there anything else you would like to add? 
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Appendix 10: Changes to Adolescent Interview 

Based upon Expert Opinion 

 

Suggested amendments underlined 

 

Original Age, living arrangements (ie. with parents/residential care), length of 

time case managed by CAMHS, previous psychiatric hospitalisations.  

 

C&A 

Psychiatrist  

Will you need to take into account the young persons level of ability, 

both cognitively and linguistically? 

Response 

 

No changes, cognitive ability to be considered in inclusion criteria. 

 

 

Original 1. Can you tell me what CAMHS do? 

 

C&A 

Psychiatrist  

You may need to name the service, eg. ------ CAMHS or the specific 

team they are attached to. What sort of answers are you expecting 

from this question and how will this affect your conclusion? 

Response 

 

 

 

No changes. If prompting or clarification is required – will specify the 

CAMHS team they are attached to. This question has been included 

to provide a gentle, open way of beginning the interview.  

 

Original 2. When you first came into contact with CAMHS, can you remember 

what you were having difficulties with at this time? 

 

Response 

 

No changes 
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Original 3. How do CAMHS try to help you with these difficulties? 

C&A 

Psychiatrist  

Suggestion of an additional question; What is your understanding 

about what you are being treated for? 

Response 

 

 

4. What is your understanding about what you are being treated for? 

(question added as per suggestion) 

 

 

Original 5. If you can imagine that your case-manager is going on holidays and 

needs to hand over to another person in CAMHS to look after you, 

how do you think your case manager would explain your situation to 

them? 

- What would be important for them to tell this person? 

 

Research 

Director 

Good question – but how is it related to the bpd research issue 

(Research Director suggested needing to acknowledge the link 

between abandonment issues and bpd, either within the interview, or 

at least in the thesis when justifying the question. 

 

Platform 

team 

 

Found this question stressful due to the suggestion of the case 

manager going away – suggested to change to either the case-

manager handing over to the psychiatrist or a family member. 

 

Response Change to; ‘If you can imagine that your case manager needs to give 

a hand over to the CAMHS psychiatrist before you have an 

appointment with them, how do you think your case manager would 

explain your situation to the psychiatrist? 

- What would be important for them to tell the psychiatrist? 
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Original 6. What do you understand by the word “diagnosis?” (question added 

as per suggestion) 

7. Have you ever been given a diagnosis? 

 

C&A 

Psychiatrist  

Suggests - What do you understand by the word “diagnosis?” (If they 

do not know what the word diagnosis means accurately you may have 

to define it for them, and try to evaluate if they understand and retain 

this concept correctly. Even if they do know roughly what it means you 

may have to give them a definition and an example so that you are 

both on the same page.) 

 

Response 

 

 

-see question added (no. 6) 

-decision not to provide a definition of the word diagnosis as the 

research is seeking the adolescent’s interpretation of the concept of 

diagnosis. 

 

 

Original 7a.   If the answer is yes; 

- What was this diagnosis? 

- What does that mean? 

- When did you first find out about this diagnosis?  

- Can you remember who explained this to you? 

- How did you feel about this? 

- Do you agree with this? 

- Have you talked to anyone else about this diagnosis? 

- Have you tried to find out anymore information? 

      - If so, how did you go about this? 

- What do you think is the purpose of a diagnosis? 

- Has knowing this diagnosis been helpful to you? (added) 

      - If so how? 

      - If not, can you explain this to me? 

 

- These questions may require repeating for additional diagnoses 

(added) 

 

C&A 

Psychiatrist  

 

Added -Has knowing this diagnosis been helpful to you and if so how? 

And if not, how has it not been helpful? 
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Research 

Director 

Qu 7a. cont’d 

 

Added – If you had a friend in a similar situation, what do you think 

they should be told about their diagnosis? 

- What have been the good things for you of being told the diagnosis? 

- What have been the not so good things about being told the 

diagnosis? 

- In what ways do you think this diagnosis fits with your 

experience/doesn’t fit with your experience? 

Response 

 

 

 

 

-C&A Psychiatrist ’s questions added. I think they are similar to 

Research Director’s suggestion of what have been the good things 

and the not so good things, but I prefer the wording. 

-Decision not to use the example of a friend being in a similar situation 

(Research Director) because I think that might become confusing 

depending on the friend’s situation. However this question will be 

reserved for a prompt in case the young person is having difficulty 

answering the other questions, or if they appear to respond better to 

external examples. 

-Decision not to use the last suggestion regarding in what ways you 

think this diagnosis fits with your experience (Research Director) 

because I am confident that the existing questions are quite 

comprehensive, but again it may be a useful prompt question if 

necessary. I am also conscious of Consumer Consultant’s observation 

that there are a lot of questions here which may make the interview 

long from the adolescent’s perspective.  

 

Original 7b.   If the answer is no,  

- What is your understanding of your mental health problems? 

- What words would you use to describe your mental health problems 

to others?  

- What have clinicians told you about your mental health problems? 

- When did you first find out about this?  

- Can you remember who explained this to you? 

- How did you feel about this? 

- Do you agree with this? 

- Have you talked to anyone else about these difficulties? 

- Have you tried to find out anymore information? 

         - If so, how did you go about this? 
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Qu 7b. cont’d 

 

- What do you think is the purpose of a diagnosis? 

- What do you think the upside and downside of being told a diagnosis 

would be?  

 

Research 

Director 

Added - What do you think the upside/downside of being told a 

diagnosis would be? 

What do you think discourages or encourages clinicians from telling 

people a diagnosis (in your situation or for other people)? 

 

Second revision; Research Director said he would like to see the 

questions for diagnosis (7a) repeated in (7b) with mental health 

difficulties substituted for diagnosis. He thought that by asking 

different sets of questions I was prioritising the diagnostic discourse.  

Response 

 

 

 

-Included Research Director’s first suggestion 

-Decided not to include the second suggestion around what 

discourages or encourages clinicians as I think this may be getting too 

complicated, or lead clients to be concerned that their clinicians make 

decisions to withhold information from them?  

-In response to Research Director’s second revision I have included 

questions from (7a) so that they are now primarily the same. 

 

Further 

suggestion 

Research Director has also suggested needing to account for the 

possibility that adolescents will have had conversations with their case 

managers around traits or personality styles rather than the diagnosis. 

He would like to see questions such as sometimes clinicians 

describe/talk about peoples ways of relating or personality styles, 

have you had any of these conversations with your case manager? 

And then paralleling the diagnostic questions with trait questions. 

 

 

Response 

 

8. Sometimes clinicians talk about people’s ways of relating, or 

personality styles, have you ever had any conversations about these 

things with your case manager? 

       - If yes, the interviewer will ask for elaboration in a similar way to 

the questions about diagnosis (question 7.) 
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qu. 8 cont’d 

 

(I am a little bit wary of this question being leading with regards to 

personality disorders, however I think that it is important because it is 

possible that clinicians have had these conversations with clients and 

this may not be picked up in the other questions.) 

 

 

Original 9. Is there anything else you would like to add? 

 

Response No changes 

 

 

Research 

Director 

Research Director has suggested that at the end of the interview I 

provide a list of commonly used diagnoses in child and adolescent 

mental health (like a checklist) and ask them to tick or identify which 

ones they think relate to them. 

Response Decision not to include this as it does not quite fit with the research 

aims. It would also be problematic in terms of which diagnoses I 

include, how many personality disorders for example. The adolescent 

may ask for clarification of what these mean, in which case I would 

need to be careful about my responses and this may be quite anxiety 

provoking. 

 



Appendix 11: Transcription Conventions 

 265 

 

Appendix 11: Transcription Conventions 

 

Interviewer questions in grey 
 

Interviewee responses in black 

 

[pause] Indicates a pause of approximately three seconds or more 

 

Italics: indicate either speaker emphasis or researcher emphasis. Researcher 

emphasis indicated by [emphasis added] following sentence 

 

. . .  Three spaced ellipsis points to indicate a quote beginning or ending in the 

middle of a sentence, or sections of the quote which have been removed.  

 

…ellipsis points used to indicate an unfinished sentence 

 

- used to indicate an unfinished word or an interrupted word 

 

[case manager] identifying information removed and replaced with square brackets 

and an indication of the subject matter 
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Appendix 12: Participant Information and Consent 

– Clinician (site 1) 

Eastern Health 

Full Project Title: Talking to adolescent clients about emerging 
borderline personality disorder; a discourse analysis of clinician and 
client perspectives. 

 

Principal Researcher:    Kristy Koehne (University of Melbourne) 

Associate Researchers: Paul Leyden (Eastern CAMHS) 

                                  Dr Natisha Sands (University of Melbourne)       

1. Introduction 

You are invited to take part in this research project. You have been asked to participate 
because you are employed at Eastern CAMHS or the Eastern Health Adolescent Inpatient 
Unit and you care for adolescents with emerging borderline personality disorder. The 
research project aims to find out if, and how clinicians discuss emerging borderline 
personality disorder with adolescent clients and what influences their practice? It also aims 
to establish how adolescent clients with emerging borderline personality disorder understand 
their diagnosis or mental health difficulties.  

This Participant Information and Consent Form tells you about the research project. It 
explains what is involved to help you decide if you want to take part. 

Please read this information carefully. Ask questions about anything that you don’t 
understand or want to know more about. Before deciding whether or not to take part, you 
might want to talk about it with a relative, friend or your local health worker. 

Participation in this research is voluntary. If you don’t wish to take part, you don’t have to.  

If you decide you want to take part in the research project, you will be asked to sign the 
consent section. By signing it you are telling us that you: 

understand what you have read;  

consent to take part in the research project; 

consent to be involved in the procedures described; 

consent to the use of your personal and health information as described. 

You will be given a copy of this Participant Information and Consent Form to keep. 

 

2. What is the purpose of this research project? 

Previous research has recognised the complexities of the borderline diagnosis in 
adolescents (Bleiberg, 1994; Meekings & O’Brien, 2004), however it is not clear how such 
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complexities impact on clinical practice. Whilst it has been established that clinicians may be 
reluctant to disclose a diagnosis of borderline personality disorder in an adult population 
(Castillo, 2001; Lequesne & Hersh, 2004; McDonald-Scott, Machizawa & Satoh, 1992), 
similar research in an adolescent population has not been conducted.  

It is also rare for research to seek the perspective of the adolescent with emerging borderline 
personality disorder (BPD). Therefore this research project aims to address both gaps, by 
asking clinicians how they talk to adolescent clients about emerging BPD, and asking clients 
how they understand their diagnosis. Are they aware of their diagnosis of emerging (or) 
borderline personality disorder? Where possible, adolescent clients and their case managers 
will be interviewed (separately). Up to 20 adolescents and 20 mental health clinicians will 
participate in this project, within Eastern CAMHS teams and the Eastern Health Adolescent 
Inpatient Unit. 

This research is important because it is currently unclear how contention surrounding this 
diagnosis within the literature translates to practice.   

Please note that adolescent participants are not to be notified that this research focuses 
upon the diagnosis of borderline personality disorder, as this would contradict the research 
aims. 

The results of this research will be used by the researcher Kristy Koehne to obtain a PhD in 
Nursing. The research is not funded, but the researcher is supported to undertake PhD 
studies by a scholarship. 

 

3. What does participation in this research project involve? 

Participation in this project will involve one individual interview for around one hour, at a time 
and place convenient to clinicians. The interview will be semi-structured, with some pre-
determined questions and the opportunity to expand as needed. Interviews will be audio-
taped and transcribed and participants will receive a copy of the transcript. The researcher 
will follow-up with participants to determine whether they would like to make any changes to 
their transcript. 

You will not be paid for your participation in this research. 

 

4. What are the possible benefits? 

Participants may find the opportunity to reflect on their practice with a neutral person 
beneficial. 

However, whilst you may or may not find this research personally helpful, it is hoped that the 
results may inform practice around communication and diagnostic disclosure, particularly 
with regard to emerging borderline personality disorder. 

 

5. What are the possible risks? 

The researcher acknowledges that this is a sensitive research area. Whilst it is not 
anticipated that clinicians will experience any adverse effects, if during the course of the 
research participants experience any distress, they are able to suspend, or end their 
participation in the research.  

The researcher will be available to discuss any concerns as they arise, throughout the 
duration of the project. Alternatively, your team leader, co-researcher Paul Leyden and 
Research Director Research Director Brann are aware of the research and will be able to 
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advise avenues for further support if required. Any counselling or support will be provided by 
staff who are not members of the research team. 

If your client has also been interviewed for this research, it is possible that this may raise 
issues for discussion between client and case-manager. It is hoped that this impact is not 
problematic. Both the confidentiality of the client and the clinician will be maintained 
throughout the research process, with the exception of mandated notification requirements 
including notification of risk of harm to self or others.  

This research may cause inconvenience through the time taken to organise and participate 
in the interview. 

 

6. Do I have to take part in this research project? 

Participation in any research project is voluntary. If you do not wish to take part, you do not 
have to. If you decide to take part and later change your mind, you are free to withdraw from 
the project at a later stage. If you decide to withdraw, please notify a member of the research 
team. Your decision whether to take part or not, or to take part and then withdraw, will not 
affect your relationship with the researchers or Eastern Health. 

 

7. How will I be informed of the final results of this research 
project? 

Upon completion of this research, participants will be informed of the results, either via a 
summary of the thesis, or through dissemination of publications to Eastern Health. This 
feedback will be provided in 2009, following the data analysis phase of the PhD.  

8. What will happen to information about me? 

Any information obtained in connection with this research project that can identify you will 
remain confidential and will only be used for the purpose of this research project. It will only 
be disclosed with your permission, except as required by law. Your information will be re-
identifiable, this means that a code will be assigned to your interview and any identifying 
information will be removed. Identifying information and corresponding codes will be only 
accessible to the principal researcher and destroyed upon completion of the thesis. 

If you give your permission by signing the Consent Form, results will be used only for this 
PhD and as the basis for any publications which may arise from the research. These results 
will also be disseminated to Eastern Health in the form of a publication. In any publication, 
information will be provided in such a way that you cannot be identified. For example, your 
name will be changed and any personal information which could identify you will not be 
used.  

Interview data will be kept securely (locked) at the School of Nursing at the University of 
Melbourne. It will be stored here for seven years after the completion of this thesis and then 
destroyed. Information from your interview will be accessed only by the principal researcher, 
and viewed only by the research team. 

9. Can I access research information kept about me? 

In accordance with relevant Australian and/or Victorian privacy and other relevant laws, you 
have the right to access the information collected and stored by the researchers about you.  
Please contact one of the researchers named at the end of this document if you would like to 
access your information. 

In addition, in accordance with regulatory guidelines, the information collected in this 
research project will be kept for seven years. You must be aware that the information 
collected about you may at some point not be able to be identified once the identifying 
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information has been removed. Information will become non-identifiable at the completion of 
the thesis (i.e. approximately 3 years). Access to information about you after this point will 
not be possible. 

 

10. Is this research project approved? 

The ethical aspects of this research project have been approved by the Human Research 
Ethics Committee of Eastern Health and the University of Melbourne. 

   

This project will be carried out according to the National Statement on Ethical Conduct in 
Human Research (2007) produced by the National Health and Medical Research Council of 
Australia. This statement has been developed to protect the interests of people who agree to 
participate in human research studies. 
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11. Consent 
Version A – Individual Consent 

 

I have read, or have had this document read to me in a language that I understand, and I 
understand the purposes, procedures and risks of this research project as described within 
it. 

I have had an opportunity to ask questions and I am satisfied with the answers I have 
received. 

I freely agree to participate in this research project, as described.  

I understand that I will be given a signed copy of this document to keep. 

Participant’s name (printed) …………………………………………………… 

Signature        Date 

 

Declaration by researcher*: I have given a verbal explanation of the research project, its 
procedures and risks and I believe that the participant has understood that explanation. 

Researcher’s name (printed) …………………………………………………… 

Signature        Date 

 

 

Note: All parties signing the consent section must date their own signature. 
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12. Who can I contact? 
The person you may need to contact will depend on the nature of your query. Therefore, 
please note the following: 

 

If you want any further information concerning this project or if you have any problems which 
may be related to your involvement in the project, you can contact the principal researcher 
on 0423703214, or the following person:  

 

Name: Paul Leyden 

Role: Manager, Specialist Adolescent Care 

Telephone: 9895 4072 

 

For complaints: 

If you have any complaints about any aspect of the project, the way it is being conducted or 
any questions about being a research participant in general, then you may contact:   

 

Name: Dr Glenn Davies 

Position: Chairman Eastern Health Research and Ethics Committee  

Telephone: 9895 3398  

 

 



Appendix 13: Participant information and consent – Clinician (site 2) 

 272 

 

Appendix 13: Participant information and consent – 

Clinician (site 2) 

 

PARTICIPANT INFORMATION LETTER AND CONSENT FORM 

FOR INTERVIEW-BASED RESEARCH 

 

HREC Project 

Number: 

28114 

 

Research Project 

Title: 

Talking to adolescent clients about emerging borderline 

personality disorder; a discourse analysis of clinician and 

client perspectives. 

 

Dear Banksia Clinician, 

Previous research has recognised the complexities of the borderline personality 

disorder (BPD) diagnosis in adolescents (Bleiberg, 1994; Meekings & O’Brien, 2004), 

however it is not clear how such complexities impact on clinical practice. While it has 

been established that clinicians may be reluctant to disclose a diagnosis of BPD in an 

adult population (Castillo, 2001; Lequesne & Hersh, 2004; McDonald-Scott, 

Machizawa & Satoh, 1992), similar research in an adolescent population has not 

been conducted.  

It is also rare for research to seek the perspective of the adolescent with emerging 

BPD. This research project aims to address both gaps, by asking clinicians if and how 

they talk to adolescent clients about emerging BPD, and what influences their 

practice? It also aims to establish how adolescent clients with emerging BPD 

understand their diagnosis or mental health difficulties. This research is important 

because it is currently unclear in the literature how contention surrounding this 

diagnosis translates to practice.   

 

Up to 15 adolescent inpatients and 15 mental health clinicians from Banksia Unit will 

participate in this project. This project is also being carried out at another mental 
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health site in Victoria.  

 

Please note that adolescent participants are not to be notified that this research 

focuses upon the diagnosis of borderline personality disorder. 

 

The results of this research will be used by the researcher Kristy Koehne to obtain a 

PhD in Nursing. The research is not funded, but the researcher is supported to 

undertake PhD studies by a scholarship. 

 

You are invited to take part in this research project. You have been asked to 

participate because you are employed at Banksia Unit and you care for adolescents 

with emerging BPD. 

  

Your participation in this project will involve one individual interview for around one 

hour, at a time and place convenient to you. The interview will be semi-structured, 

with some pre-determined questions and the opportunity to expand as needed. 

Interviews will be audio-recorded and transcribed and you will receive a copy of the 

transcript. The researcher will follow-up with you to determine whether you would like 

to make any changes to the transcript. 

 

You will not be paid for your participation in this research. 

 

You may find the opportunity to reflect on your practice beneficial. However, while 

you may or may not find this research personally helpful, it is hoped that the results 

may inform practice around communication and diagnostic disclosure, particularly 

with regard to adolescents and emerging BPD. 

 

 

The researchers acknowledge that this is a sensitive research area. While it is not 

anticipated that clinicians will experience any adverse effects, if during the course of 

the research you experience any distress, you are able to suspend, or end your 

participation in the research. 

  

The principal researcher will be available to discuss any concerns as they arise, 

throughout the duration of the project. Alternatively, the Banksia unit manager, clinical 

educator and consultant psychiatrist are aware of the research and will be able to 

advise avenues for further support if required. Any counselling or support will be 

provided by staff who are not members of the research team.  



Appendix 13: Participant information and consent – Clinician (site 2) 

 274 

 

If your client has also been interviewed for this research, it is possible that this may 

raise issues for discussion between client and clinician. It is hoped that this impact is 

not problematic. Both the confidentiality of the client and the clinician will be 

maintained throughout the research process, with the exception of mandated 

notification requirements including notification of risk of harm to self or others. 

 

This research may cause inconvenience through the time taken to organise and 

participate in the interview. 

 

All the information you give us will stay private. We can disclose the information only 

with your permission except as required by law. We will use your information only for 

this research project. We will remove your name from the information you give us and 

we will use an identification number instead. We will keep your information securely in 

the School of Nursing and Social Work at the University of Melbourne. The only 

people who can access your information are the research team and the RCH Ethics 

Committee. You have the right to access, and ask for correction of, your information 

in accordance with the Freedom of Information Act 1982 (Vic). We are required to 

keep your information until the youngest research participant turns twenty five (a 

minimum of seven years). After this time we will destroy your information. The results 

of the project may be presented at conferences and published in professional 

journals. The results will not identify you in any way. 

 

Upon completion of this research, you will be informed of the results, either via a 

summary of the thesis, or through dissemination of publications to the Royal 

Children’s Hospital. This feedback will be provided in 2009/10, following the data 

analysis phase of the PhD.  

 

Participation in any research project is voluntary. If you do not wish to take part, you 

do not have to. If you decide to take part and later change your mind, you are free to 

withdraw from the project at a later stage. If you decide to withdraw, please notify a 

member of the research team. Your decision whether to take part or not, or to take 

part and then withdraw, will not affect your relationship with the researchers or the 

Royal Children’s Hospital. 

 

We hope that you will take part. Please complete the attached consent form and 

return it to us. Once we receive the consent form, we will contact you to arrange an 

interview time. If you have any questions, or would like further information about this 
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project, please call Kristy Koehne on 0423703214. 

 

 

 

Yours sincerely 

 

Kristy Koehne (principal researcher) 

PhD Candidate 

School of Nursing and Social Work 

University of Melbourne 

 

Professor Alasdair Vance (co-

researcher) 

Head Academic Child Psychiatry 

Royal Children’s Hospital 

 

 

If you have any concerns about the project, or the way it is being conducted, and 

would like to speak to someone independent of the project, please contact: 

 

Head of Department 

Ethics and Research Department 

Human Research Ethics Committee 

The Royal Children’s Hospital 

Telephone: (03) 9345 5044 
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CONSENT FORM FOR PARTICIPANT TO GIVE INFORMED CONSENT 

TO TAKE PART IN A RESEARCH PROJECT 

HREC Project No.  28114 

 

Research Project 

Title: 

Talking to adolescent clients about emerging borderline 
personality disorder; a discourse analysis of clinician and 
client perspectives. 

 

I (Participant name)  

 

voluntarily consent to take part in the above research project  

 

I believe I understand the purpose, extent and possible effects of my involvement in 
this project. I have had an opportunity to ask questions and I am satisfied with the 
answers I have received. I understand that this project has been approved by The 
Royal Children’s Hospital Human Research Ethics Committee and will be carried out 
in line with the National Statement on Ethical Conduct in Human Research (2007). 
I understand I will receive a copy of this Participant Information Letter and Consent 
Form. 
 

Participant Signature  Date  

 
I have supplied and Information Letter and Consent Form to the participant who has 
signed above, and believe that they understand the purpose, extent and possible 
effects of their involvement in this project. 
 
Researcher Signature  Date  

 

Note: All parties signing the Consent Form must date their own signature. 
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Appendix 14: Participant Information and Consent - 

Adolescent (site 2) 

 

PARTICIPANT INFORMATION LETTER AND CONSENT FORM 

FOR INTERVIEW-BASED RESEARCH 

 

HREC Project 

Number: 

28114 

 

Research Project 

Title: 

Talking to adolescents about their mental health difficulties. 

 

 

Dear Adolescent, 

 

This research project aims to find out how adolescents view their mental health 

difficulties and how they believe other people view these difficulties. For example, do 

adolescents and clinicians understand an adolescent’s mental health difficulties in 

the same way? We hope that this research will tell us more about communication 

between mental health clinicians and their adolescent clients. 

 

Up to 15 adolescents and 15 mental health clinicians from Banksia Unit will be in 

this project. This research is also being carried out at another mental health site in 

Victoria.  

 

The results of this research will be used by the researcher, Kristy Koehne to obtain a 

PhD in Nursing. The research is not funded, but the researcher is supported to 

undertake PhD studies by a scholarship. 

 

We would like to invite you to take part in this research project. We are asking you to 

take part because your experience as an adolescent receiving mental health care is 

valuable. If you agree, the researcher will meet with you to talk more about the 

details of this research.  
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If you take part, you would have one interview for 30 minutes to one hour. This will 

be conducted while you are in hospital at the Banksia Unit, at a date and time which 

suits you. The interview will ask about your understanding of your mental health 

difficulties. Interviews will be audio-recorded and typed up. If you want, you can 

check a copy of what was written and make any changes before we use it in the 

research. If you feel more comfortable, your guardian, or a Banksia staff member 

can be present during the interview.  

 

The aim of this research is to explore communication between clinicians and their 

adolescent clients. It is hoped that the results may help to improve this 

communication. You may benefit from the opportunity to discuss these issues. 

However, you may or may not find this research personally helpful. You will not 

receive payment for being in this research. 

 

We do not expect there to be any risk to you by taking part in this project. We have 

done our best to make sure that the questions do not cause you any distress. 

However, if you do become upset during the interview you can stop the interview or 

end your participation in the project. If this occurs, Banksia staff will be available to 

provide support. 

 

If you are upset afterwards, you should speak to Banksia staff and/or a 

parent/guardian.  

 

If you have a case manager in the community we will tell them that you are taking 

part in this research so that you can talk to them after your time in hospital.  

 

You can also talk to the researcher if you are concerned about any part of the 

research project.  

 

The interview will take place while you are at Banksia, for between 30 minutes and 

one hour. This might be an inconvenience for you. 

 

All the information you give us will stay private. We can disclose the information only 

with your permission except as required by law. We will use your information only for 

this research project. We will remove your name from the information you give us 

and we will use an identification number instead. We will keep your information 
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securely in the School of Nursing and Social Work at the University of Melbourne. 

The only people who can access your information are the research team and the 

RCH Ethics Committee. You have the right to access, and ask for correction of, your 

information in accordance with the Freedom of Information Act 1982 (Vic). We are 

required to keep your information until the youngest research participant turns 

twenty five (a minimum of seven years). After this time we will destroy your 

information. The results of the project may be presented at conferences and 

published in professional journals. The results will not identify you in any way. 

 

If you have a case manager in the community, they will be told about your 

participation in the project, but will not have access to the information discussed in 

the interview.  

 

The only reason confidentiality may be breached is if the researcher believes that 

you or someone else is at risk of harm, under section 95 of the Privacy Act, 1988. 

The researcher is also required to make a Child Protection Report under Section 

184 of the Children, Youth and Families Act if child abuse is suspected. 

 

You will receive a summary of the results when the research project is completed. 

This will be a summary of group results, expected to be available in 2009/10. 

 

Participation in this research project is voluntary. If you do not wish to take part, you 

do not have to. If you decide to take part and later change your mind, you are free to 

withdraw from the project at a later stage. If you decide to withdraw, please notify a 

member of the research team. Your decision whether to take part or not, or to take 

part and then withdraw, will not affect your access to treatment or care from The 

Royal Children’s Hospital. 

 

We hope that you will take part. Please complete the attached consent form and 

return it to us. We will also need the consent of your parent/guardian for you to 

participate in this research. We will then arrange an interview time. If you have any 

questions, or would like further information about this project, please call Kristy 

Koehne on 0423703214. 
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Yours sincerely 

 

 

Kristy Koehne (principal researcher) 

PhD candidate 

School of Nursing and Social Work 

University of Melbourne 

Professor Alasdair Vance (co-

researcher) 

Head Academic Child Psychiatry 

Royal Children’s Hospital 

 

 

If you have any concerns about the project, or the way it is being conducted, and 

would like to speak to someone independent of the project, please contact: 

 

Head of Department 

Ethics and Research Department 

Human Research Ethics Committee 

The Royal Children’s Hospital 

Telephone: (03) 9345 5044 
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CONSENT FORM FOR PARTICIPANT TO GIVE INFORMED CONSENT 

TO TAKE PART IN A RESEARCH PROJECT 

 

HREC Project 
Number: 

28114 

 
Research Project 
Title: 

Talking to adolescents about their mental health difficulties.  
 

 
 
I (Participant name)  

 
 
voluntarily consent to take part in the above research project  
 
 
 
I believe I understand the purpose, extent and possible effects of my involvement in 
this project. 
I have had an opportunity to ask questions and I am satisfied with the answers I 
have received. 
I understand that this project has been approved by The Royal Children’s Hospital 
Human Research Ethics Committee and will be carried out in line with the National 
Statement on Ethical Conduct in Human Research (2007). 
I understand I will receive a copy of this Participant Information Letter and Consent 
Form. 
 
Participant Signature  Date  

 
 
I have supplied and Information Letter and Consent Form to the participant who has 
signed above, and believe that they understand the purpose, extent and possible 
effects of their involvement in this project. 
 
Researcher Signature  Date 

 
 

 
 
Note: All parties signing the Consent Form must date their own signature. 
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Appendix 15: Parent/Guardian Information and 

Consent Form (site 2) 

 

PARENT/GUARDIAN INFORMATION LETTER AND CONSENT FORM 

FOR INTERVIEW-BASED RESEARCH 

 

HREC Project 

Number: 

28114 

 

Research Project 

Title: 

Talking to adolescents about their mental health difficulties. 

 

 

Dear Parent, 

 

This research project aims to find out how adolescents view their mental health 

difficulties and how they believe others view these difficulties. For example, do 

adolescents and clinicians understand an adolescent’s mental health difficulties in 

the same way? It is hoped that this research will tell us more about communication 

between mental health clinicians and their adolescent clients. 

 

Up to 15 adolescents and 15 mental health clinicians from Banksia unit will 

participate in this project. This research is also being carried out at another mental 

health site in Victoria. 

 

The results of this research will be used by the researcher, Kristy Koehne to obtain a 

PhD in Nursing. The research is not funded, but the researcher is supported to 

undertake PhD studies by a scholarship. 

 

We would like to invite your child to take part in this research project. We are asking 

for your child to participate because he/she is an adolescent receiving mental health 

care.  

 

Participation in this project will involve one interview which takes between 30 
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minutes and one hour. This will be conducted while your child is at the Banksia Unit. 

The interview will ask about your child’s understanding of his/her mental health 

difficulties. The interview will ask questions like;                                                            

‘What are you being treated for at Banksia Unit?’ 

‘Have you been given a diagnosis?’  

‘What do you think this diagnosis means?’ 

Interviews will be audio-recorded and typed up. Your child will have the option of 

receiving a copy to check what was written and make any changes before it is used 

in the research. If your child feels more comfortable, a guardian, or a Banksia staff 

member can be present during the interview.  

 

The aim of this research is to explore communication between clinicians and their 

adolescent clients. It is hoped that the results may help to improve this 

communication. Your child may benefit from the opportunity to discuss these issues. 

However, your child may or may not find this research personally helpful. Your child 

will not receive payment for being in this research.  

 

We do not expect there to be any risk to your child by taking part in this project. We 

have done our best to make sure that the questions do not cause your child any 

distress. However, if your child does become upset during the interview he/she can 

suspend or end their participation in the project. If this occurs, Banksia staff will be 

available to provide support. 

 

If your child feels distressed afterwards, he/she should speak to Banksia staff and/or 

a parent/guardian.  

 

If your child has a case manager in the community we will tell them that your child is 

taking part in this research so that your child can talk to them after their time in 

hospital. 

 

You and your child also have the option of talking to the researcher if you are 

concerned about any part of the research project.  

 

This research may cause some inconvenience for your child through the time taken 

to participate in an interview. The interview will take place while your child is at 

Banksia, for between 30 minutes and one hour. 

 

All the information your child gives us will stay private. We can disclose the 
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information only with your child’s permission except as required by law. Their 

information will be used only for this research project. We will remove your child’s 

name from the information given to us and we will use an identification number 

instead. We will keep your child’s information securely in the School of Nursing and 

Social Work at the University of Melbourne. The only people who can access this 

information are the research team and the RCH Ethics Committee. Your child has 

the right to access, and ask for correction of, their information in accordance with the 

Freedom of Information Act 1982 (Vic). We are required to keep your child’s 

information until the youngest research participant turns twenty five (a minimum of 

seven years). After this time we will destroy your child’s information. The results of 

the project may be presented at conferences and published in professional journals. 

The results will not identify your child in any way. 

 

The only reason confidentiality may be breached is if the researcher believes that 

your child or someone else is at risk of harm, under section 95 of the Privacy Act, 

1988. The researcher is also required to make a Child Protection Report under 

Section 184 of the Children, Youth and Families Act if child abuse is suspected. 

 

Your child will receive a summary of the results when the research project is 

completed. This will be a summary of group results and it is expected that results 

will be available in 2009/10.  

 

Participation in this research project is voluntary. If you do not wish for your child to 

take part they do not have to. If you give consent for your child to take part, and later 

change your mind, you are free to withdraw your child from the project at a later 

stage. If you decide to withdraw your consent, please notify a member of the 

research team. Your decision and your child’s decision whether to take part or not, 

or to take part and then withdraw, will not affect your child’s access to treatment or 

care from The Royal Children’s Hospital. 

 

We hope that you will give consent for your child to take part. Please complete the 

attached consent form and return it to us. We will then arrange an interview time 

while your child is at Banksia. If you have any questions, or would like further 

information about this project, please call Kristy Koehne on 0423703214. 
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Yours sincerely 

 

 

Kristy Koehne (principal researcher) 

PhD candidate 

School of Nursing and Social Work 

University of Melbourne 

Professor Alasdair Vance (co-

researcher) 

Head Academic Child Psychiatry 

Royal Children’s Hospital 

 

 

 

 

If you have any concerns about the project, or the way it is being conducted, and 

would like to speak to someone independent of the project, please contact: 

 

Head of Department 

Ethics and Research Department 

Human Research Ethics Committee 

The Royal Children’s Hospital 

Telephone: (03) 9345 5044 

 



Appendix 15: Parent/Guardian Information and Consent Form (site 2) 

 286 

 

CONSENT FORM FOR PARENT/GUARDIAN TO GIVE INFORMED CONSENT 

FOR THEIR CHILD TO TAKE PART IN A RESEARCH PROJECT 

 

HREC Project 
Number: 

28114 

 
Research Project 
Title: 

Talking to adolescents about their mental health difficulties. 
 

 
 
I (Parent/Guardian 
name) 

 

 
of (child’s name)  

 
 
voluntarily consent for my child to take part in the above research project  
 
 
 
I believe I understand the purpose, extent and possible effects of my child’s 
involvement in this project. 
I have had an opportunity to ask questions and I am satisfied with the answers I 
have received. 
I understand that this project has been approved by The Royal Children’s Hospital 
Human Research Ethics Committee and will be carried out in line with the National 
Statement on Ethical Conduct in Human Research (2007). 
I understand I will receive a copy of Parent/Guardian Information Letter and Consent 
Form. 
 
 
Parent/Guardian 
Signature 

 Date  

 
 
I have supplied an Information Letter and Consent Form to the parent/guardian who 
has signed above, and believe that they understand the purpose, extent and 
possible effects of their child’s involvement in this project. 
 
Banksia Clinician or 
Researcher Signature 

 Date  

 
Note: All parties signing the Consent Form must date their own signature. 
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