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Introduction

The Proposed Solution

There can be little doubt that clinical and service interest in the provision of inpatient
services for clients with personality difficulties is as prominent as it has ever been. It is
arguable that there is increasing awareness of the importance of understanding the
personality features of clients who present within the mental health and criminal justice
arenas.

In the context of the above it is the authors contention that a critical focus of any
inpatient service should in addition to targeting immediate ‘symptomatic’ difficulties
such as self harming behaviour and aggressive and antisocial conduct be the core
interpersonal and identity dysfunctions that represent the person’s personality difficulty.
This we consider to be non-contentious as recognised in the deliberations of the DSM
committee itself.

That said at the present time there does not appear to be universal consensus regarding
how such inpatient services should best be delivered and/or managed. Nor indeed
clarity as to the key features underpinning best practice in this arena. It appears to
the authors that traditional approaches to the provision of clinical care for clients with
personality disorder – such as Therapeutic Communities – have fallen out of favour;
whilst in parallel treatment advances in this field have not necessarily been designed with
the requirements of the inpatient setting in mind.

Resulting in a holistic interpersonal approach

As a consequence it is the authors’ contention that there are very few practice and
service guidelines and directions to assist practitioners in their attempts to establish and
deliver clinical services for their clients.
This paper utilises the experiences of two distinct specialists personality disorder
services – one for female clients within a locked rehabilitation environment, the other a
low secure service for male PD offenders to share and offer indication of their learning.

The Clinical Context

Evaluating the Outcomes
• Recognition of the range of domains of required outcome
This can be most succinctly operationalised as:

Diagnosis and Assessment
It is with some disappointment that the authors note the continuing difficulties
in achieving a resolution regarding the establishment of a consensual diagnostic
framework from which to identify client needs and circumstances and direct therapeutic
interventions (Sarkar & Duggan, 2010).The evident difficulty arising within the DSM 5
committee is noted as is their compromise position of the ‘traditional’ approach offered
within DIAGNOSTIC CRITERIA AND CODES in parallel with the hybrid model contained
within Emerging Measures. As practitioners it is the authors view that such a position is
inherently unsatisfactory and unhelpful.
In parallel the apparent approach adopted by ICD-11 which is understood to emphasise
severity (including sub threshold identification) is seen by the authors as carrying
significant potential within the clinical arena though clearly necessitating successful
operationalisation of the degree of severity identified. Of particular concern is the
potential for significant divergence of approach between the two systems.

Difficulty

• CBT (see Davidson, 2006)

• TFT (Clarkin et al, 1999,2006)

• CAT (Ryle, 1997)

• SFT (Young et al, 2003)

• STEPPS (Blum et al, 2008)

• MBT (Bateman & Fonagy, 2004)

• Etc

Of particular concern however is that there appears little evidence of any differential
efficacy of any of the specialised treatments over each other. Nor indeed more significant
benefit that ‘good clinical care or supportive therapy’ (Livesley, 2014). Furthermore
consideration of the components of difficulty open to change through such approaches
highlight the emphasis on positive short term symptomatic improvement in contrast
lack of positive improvement overall functioning appear common with core interpersonal
problems and self identity difficulties perpetuating.

1. Diagnosis
2. Risk

• Achieving a coherent sense of self (interpersonal failure)
• Developing intimacy in interpersonal relationships (interpersonal failure)
• Behaving pro-socially (social group failure)

Practice Implications
Following this approach involves placing the therapeutic engagement of the team
with the client at the centre of all that the service and its practitioners provides within
the clinical environment.

3. Severity of personality pathology
4. Interpersonal functioning
5. Daily living skills

6. General psychiatric functioning (?)

Patient Domain

Organisational Domain

• Service Satisfaction

• GAP

• Awareness of Choices

• Lunsers

• Treatment with Respect
• Involvement in decision making
• Feeling Safe and Secure

• HoNOS
• DLSOS

• Service Responsiveness

Emerging Evidence

Treatment
Without question it is reassuring to note that emerging evidence counteracts the
historically significant pessimism that pervaded the field regarding the outcomes
of treatment (Livesley, 2014). As Professor Livesley asserts evidence supports the
therapeutic benefit of a range of interventions including:
• DBT (Linehan, 1993)

Clinical Domain

• Tentative indication of improvement in interpersonal functioning

This encompasses

