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Executive Summary 

 

In 2012 Tees, Esk and Wear Valleys NHS Foundation Trust wrote, approved and deployed the 

“Protocol for the reduction of harm associated with suicidal behaviour, deliberate self harm and 

its treatment (for people with a diagnosis of borderline personality disorder and related 

conditions)” as part of their prevailing operational framework. This internal document explicitly 

advertised the Trust’s formal and unwavering support for the non-standard and experimental 

approach to suicide and self-harm risk management in adult mental health services espoused 

and embraced therein. As the title suggests, its clinical use concerned the assessment and 

management of suicide and/or self-harm risk(s) in patients who were diagnosed with - or 

appeared superficially to staff to fulfil the clinical stereotype of - borderline personality disorder 

(BPD, also known as emotionally unstable personality disorder or EUPD). The associated 

inclusion criteria were so wide that, in addition to BPD, a further 53 discrete psychiatric diagnoses 

were also implicitly included in a novel diagnostic category named “BPD+”. The innumerable 

patients subsequently exposed to this “protocol” were not informed of its existence, and 

throughout most of its operational life the document deliberately remained inaccessible to the 

public. However, under the powers of the Freedom of Information Act, this skin of secrecy was, 

eventually, peeled asunder, forcibly propelling the protocol into the unavoidable glare of public 

domain. 

This clandestine model of care placed heavy emphasis on the notion that this entire patient 

population would somehow experience some form of nebulous, long-term “harm”, should they 

ever receive the ‘familiar’, ‘common’, ‘caring’, ‘specialist’, ‘typical’, ‘socially expected’ and 

‘intensive’ interventions provided for other patients in times of crisis. Staff were taught to “tolerate” 

the risk of death or serious harm to the patient by withholding such care, in the manifest absence 

of any instruction to seek or obtain the patient’s consent before doing so. This “intervention” was 

portrayed as an example of positive risk-taking. The Trust’s resolute endorsement of this 

approach, termed “Less is More”, was explicitly parroted a number of times within the text, as was 

the ominously forthright assertion that the Trust would continue to endorse this model of care, 

even if patients died. 

In 2014 the protocol was reviewed by the Trust, following which some of the more questionable 

language was removed and replaced with heavily sanitised, largely euphemistic wording. The 

main bulk of the text, however, remained entirely unchanged. Subsequently, between May 2014 

and July 2020 the protocol remained in use within TEWV’s adult mental health services, but was 

not reviewed or updated again. Additionally, a child and adolescent version of the protocol was 

introduced for use within TEWV’s CAMHS facilities, with most sections lifted verbatim from the 

2014 revision of the adult protocol. Between May 2016 and July 2020, this CAMHS protocol was 

operationally deployed within TEWV’s child and adolescent mental health services. During this 

time it was reviewed only once and, dubiously, only in the weeks immediately before its removal. 

The protocol’s fundamental premise relies on the notion that all patients diagnosed with BPD, or 

perceived (by staff) to fulfil the clinical stereotype of “BPD+”, are responsible for every decision 

they make and every action they perform, including emotional responses to phenomena 
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completely outside their sphere of control. In other words: whenever these patients claim they are 

at risk of dying from suicide, they are, in fact, entirely capable of refraining from doing so. It follows 

that, should such a patient attempt suicide, they are doing so “deliberately” and often as a means 

of gaining some form of tangible reward from staff. The protocol indicates that by responding in a 

caring or protective manner to situations of high risk, the “undesirable” behaviour being displayed 

by the “BPD+” individual (an example used in the protocol is a patient telling staff they feel suicidal) 

is reinforced in the individual who will then have no incentive to stop acting in this manner. The 

protocol highlights that withholding ordinary, life-saving, interventions when someone is 

displaying one of these “undesirable” behaviours (e.g. stating they feel suicidal) is “justifiable” in 

nature, as the potential harms that could be experienced (e.g. death by suicide) are weighed 

against the long-term goal of erasing these behaviours. In essence, the Protocol weaponises 

“personal responsibility”, as a means of denying patients clinically appropriate care. Patients are 

told they are entirely responsible for their distress and subsequent actions, but are covertly denied 

any opportunity to make treatment choices for themselves. As such, “BPD+” patients are robbed 

of their lawful right to access crisis care, whilst being held responsible for the potentially lethal 

consequences of such.  

 

This disingenuously false notion of patient “responsibility” has led to the formation of a clandestine 

alliance between TEWV and local constabularies. Upon “deciding” a particular patient is not 

sincere in their suicidal endeavours, the Trust may collude with police officers to threaten them 

with legal action under the Anti-social Behaviour, Crime and Policing Act 2014. Patients who make 

repeated attempts to end their life may subsequently find themselves presented with an 

Acceptable Behaviour Contract compelling them to desist their suicidal behaviour under threat of 

prosecution for, in effect, not dying. 

 

Throughout the protocol, no evidence is provided by the Trust for this abject failure to provide 

even the minimum standard of care to this group of patients. The principles of the protocol not 

only contradict current academic evidence regarding effective management of suicide and self-

harm risks, but also fail to comply with NICE and other professional guidelines for good practice. 

Moreover, the model of care espoused therein fundamentally violates the Trust’s statutory duties 

with regard to upholding the principles of the European Convention on Human Rights, in 

particular, the measures they must take to protect their patients’ Article 2(1) right to life. This 

clinically unevidenced, unlawful and stigmatising doctrine essentially forms the groundwork for 

the protocol’s ensuing methodology. 

 

When compiling evidence the authors spoke to dozens of patients, carers, family members, and 

staff/former staff across all Trust localities. Deeply troubling patterns of staff behaviour were 

immediately apparent. Of most concern, a gross distortion of the ordinary clinical understanding 

of suicidal ideation, suicide attempts, and risk of death by suicide, was evident across the entire 

Trust. There is, it seems, a pervasive cultural belief to the effect that, if someone really wants to 

end their life they won’t ask for help, they will just do it. The fatalistic notion that “actual” suicide 

cannot be prevented subsequently “justifies” withholding care, because “if you’re going to do it, 

nothing we do can stop you”. Patients from a variety of Trust services across all localities assert 

that staff simply never learn how harmful these practices are, because when patients don’t die 



11 

after being refused care, the belief that they weren’t really at risk of suicide is subsequently 

reinforced. Conversely, should a patient actually die by suicide, their death is immediately 

construed as an inevitable, unpreventable tragedy, because “if someone really wants to end their 

life, they will always find a way”.  

 

What’s more, not only are precariously suicidal patients having their requests for crisis care 

denied, their needs are summarily dismissed with the notion that suicide is a choice they are at 

liberty to make. This wholly erroneous understanding of patient autonomy forms the basis upon 

which the Trust has either wilfully perverted or entirely ignored numerous aspects of statute, 

common and European laws concerned with the protection of patients from negligence, neglect 

and abuse. For example, a founding principle of the Mental Capacity Act 2005 is misappropriated 

to fabricate a more authoritative-sounding version of the responsibility narrative, wherein patients 

asking for help are told they legally “have the capacity” to kill themselves, thus staff are prohibited 

from helping them. 

 

Chillingly, the manner in which staff elect to dismiss patients who have either disclosed suicidal 

feelings or survived attempted suicide, has effectively coached vulnerable adults and children into 

serious and repeated attempts to end their lives. Patients seeking help may find themselves being 

told that, if they were really suicidal they would act on their feelings and not call the crisis team; 

that, if their suicide attempt was intended to end their life they would have taken more pills or 

different, more lethal, pills; that, if they were genuine they would have isolated themselves; that, 

if they weren’t attention-seeking they would have ensured no-one was aware of their plans. 

Patients recount feeling that staff were daring them to kill themselves successfully; that staff have 

goaded and pushed them into making further attempts, either with humiliating and degrading 

remarks, or by suggesting “better” ways to go about it. We have even been told that, after a while, 

suicide becomes a means of escaping the “care” of Tees, Esk and Wear Valleys NHS Foundation 

Trust. The authors know of at least one young person who tragically ended their life after 

repeatedly expressing such feelings.  

In July 2020 both adult and child “BPD+” protocols were removed from use at the Trust. The new 

Trust-wide risk assessment and management policy (subsequently deemed inadequate by the 

CQC) instructs staff that they should no longer follow these protocols, but instead use their clinical 

experience and “evidence bases relevant to the person’s specific situation” to inform their 

practice. The authors find this deeply concerning: the culture of negligence embedded in the Trust 

has not been addressed, and no assurances have been given that staff will not continue to use 

protocol-esque models of care. By substituting policy for individual clinical opinion, the Trust puts 

patients in the position of being unable to scrutinise the validity of clinical interventions, or to 

examine the “evidence bases” being used to “inform” their care.  

These patients and their families have not been offered an apology; they have not been offered 

an explanation; nor have they been offered any form of review concerning why and how their care 

could have fallen so far below the minimum clinical, ethical and legal standards expected from an 

NHS Trust. On a systemic level, the deaths of patients subject to the protocol have yet to receive 

the scrutiny of independent investigation or statutory inquiry. 
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In the event of protocol-treated patients dying or being seriously injured, the Trust pledged to 

undertake a retrospective review of their care, with the explicit guarantee that every one of the 

Protocol’s principles would be considered as part of such. However, following a series of FOI 

requests, the authors can reveal that TEWV have neglected to record whether this has ever taken 

place. Indeed, after searching through all Trust-held records of serious incident reviews 

concerning the deaths of inpatients diagnosed with BPD, the Trust admitted that not a single 

review made reference to the protocol. As such, the only part of the protocol which comes close 

to meeting the Trust’s statutory duties with regard to efficient regulatory oversight concerning 

patient safety, is utterly meaningless. In effect, during its eight-year operational lifetime, TEWV 

had absolutely no means of accurately monitoring the potentially devastating risks so obviously 

incurred by the protocol’s wholly experimental approach. As such, the Trust simply cannot know 

whether patients were receiving safe, high-quality and lawful care, or whether the protocol merely 

resulted in them being neglected to death. To put it bluntly: it’s entirely possible that the protocol 

is implicated in the preventable deaths of hundreds of patients yet, as TEWV declined to monitor 

or record its usage we will, in all likelihood, never know. 

The authors believe the protocol not only serves as a reflection of Trust culture, but also appears 

to have encouraged and further propagated its singular ideology throughout disparate areas of 

the Trust. This is tragically epitomised by the horrifying scandal erupting from within TEWVs 

specialist children’s inpatient services at West Lane Hospital; the emerging details of which are 

conspicuously resonant with the language, ideology and (discernable) repercussions entailed by 

the protocol. The published accounts of former West Lane patients depict a clinical environment 

replete with protocol-esque ideas, attitudes and strategies. Accordingly, the authors firmly believe 

the “model of care” ostensibly “practiced” at West Lane, and explicitly noted by the CQC, is merely 

a euphemistic reference to the principles espoused by both CAMHS and adult versions of the 

protocol. In light of such, and of the narratives still emerging from the former CAMHS unit, it seems 

the protocol may, in fact, be fundamentally embroiled in the cruelty and maltreatment experienced 

by former West Lane patients. 

With regard to the culture of risk management within TEWV, the authors sent FOI requests to 

each NHS mental health Trust in England, enquiring as to whether any other Trust has (or has 

ever had) a personality disorder specific risk management policy in place. Consequently, the 

authors were appalled to discover that one other Trust in England is currently using TEWV’s BPD+ 

Protocol. Southern Health NHS Foundation Trust in Hampshire, widely described as a 

“scandal-hit” mental health Trust, have had TEWV’s protocol in place since 2012. Since 2015, the 

Trust has repeatedly appeared in national headlines in relation to multiple, preventable patient 

deaths and safety failures, including the shocking failure to investigate the unexpected deaths of 

over 1,000 patients in just 4 years. In 2017, the provider gained the notoriety of being the first 

NHS trust to be prosecuted by the CQC specifically for failing to provide safe care to patients. In 

the time since, Southern Health has been successfully prosecuted for systemic breaches of the 

law a further two times, with each linked to the preventable deaths of vulnerable patients. At the 

time of writing, Southern Health is now the subject of a public inquiry, concerning the preventable 

deaths of a further five patients. The authors simply cannot dismiss this as mere coincidence. A 

disgraced NHS provider at the centre of yet another, nationally reported patient safety scandal, 
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just so happens to be the only other mental health Trust in England with this exact protocol in 

place. 

Ultimately, there is no evidence to suggest that withholding clinically appropriate care from 

suicidal and/or self-harming patients as a means of forcing them to “take responsibility” for 

themselves, is a safe, effective, or lawful intervention. There is, likewise, no evidence that 

“ordinary” mental health interventions, such as hospitalisation, frequent community contact and 

specialist support are especially unsafe or detrimental to this particular patient population. 

Similarly, there is no evidence to indicate the protocol has actually succeeded in effectively 

reducing harm to patients, increased rates of recovery, or reduced patient deaths. Indeed, 

according to the patients subject to such, not only has the protocol failed to reduce harm, it has 

actively caused harm. One such patient, Zoe Zaremba, died by suicide at the age of 25, after 

enduring years of protocol-directed neglect and maltreatment. After her death in June 2020, Zoe’s 

mother, Jean Zaremba, revealed that her daughter had come to see death as the only means of 

escaping its devastating effect.  

The following report draws eight years of protocol-associated failings into the foreground, and 

endeavours to shed light on the wider culture of negligent and abusive practices within the Trust. 

One of the most important aims was to give voice to the people silenced by TEWV, whilst 

honouring and remembering those who have died under its care. The authors are grateful to have 

been entrusted with the extensive written testimony of numerous TEWV patients (and relatives) 

concerning their experiences of being “cared” for by the Trust: scans, photographs and 

screenshots from those with access to their Trust patient records, copies of correspondence 

between Trust staff and themselves, and transcripts of patient-recorded appointments with Trust 

staff. This painfully honest testimony, while excruciating at times, provides incredible insight into 

the practices of the Trust, which otherwise go unseen. 

Overall, this is an emotive document, and likely to make mental health professionals feel 

defensive and uncomfortable. We hope that professionals are able to sit with this discomfort and 

allow themselves to hear the words of people who have experienced harm at the hands of mental 

health services. Only by truly listening can we create meaningful change. 

 

Recommendations 
 

1. The authors support calls for an immediate statutory public inquiry into Tees, Esk and 

Wear Valley NHS Foundation Trust. 

 

2. The authors recommend an independent investigation be commissioned into TEWV’s 

use of the “Protocol for the reduction of harm associated with suicidal behaviour, 

deliberate self harm and its treatment (for people with a diagnosis of borderline personality 
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disorder and related conditions)” and the “Protocol for the reduction of harm associated 

with suicidal behaviour, deliberate self-harm and its treatment (for young people with a 

diagnosis of borderline personality disorder and related conditions)” between 2012-2020. 

We feel particular focus should be placed on: 

 

a. The harm incurred (including deaths, serious injury, near misses, and 

psychological harm) 

b. Undertaking case reviews on behalf of each individual treated under the protocol 

c. Asking why the protocol was not reviewed for 6 years 

d. Uncovering how an NHS clinical policy that ignores national clinical guidelines, 

breaches countless statutory provisions, and completely disregards the current 

academic understanding of how best to support this patient population, was 

allowed to be formally written, approved, published, and embedded across the 

Trust. 

 

3. The authors recommend an independent investigation be commissioned into the Trust’s 

use of the Mental Capacity Act 2005, in particular their repeated misuse of the statutory 

presumption of capacity to withhold care from extremely vulnerable individuals. 

 

4. The authors recommend that the Trust immediately review their understanding of  

 

a. Their legal and ethical duty of care, automatically owed to all patients  

b. Their additional statutory duties with regard to upholding the European Convention 

on Human Rights, in particular, the steps the Trust must take in protecting their 

patients’ Article 2(1) right to life. 

 

5. The authors recommend that the Trust immediately review the clinical use of positive 

risk-taking within each of its services, particularly in regard to patients at high risk of suicide 

and/or self-harm. 

. 

6. The authors recommend that the Trust immediately review the prevailing understanding 

of staff, with regard to their legal and ethical duties to ensure informed consent has been 

given by patients before undertaking any interventions or treatments, and the rights 

patients have to choose/decline appropriate and available treatments. 

 

7. The authors recommend the Trust immediately review their use of Acceptable Behaviour 

Contracts which threaten suicidal patients with legal sanctions, including prosecution 

under the Anti-Social Behaviour, Crime and Policing Act 2014, for actions such as 

attempting suicide. 

 

8. The authors recommend the Trust open an internal investigation into why the Trust 

appears to fall far below the national average in upholding patient complaints. 
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9. The authors recommend the Trust open an internal investigation into their personality 

disorder diagnostic practices, including the practice of applying punitive diagnoses to 

individuals that staff dislike; particularly to individuals who have made complaints, 

individuals who engage in stigmatised behaviours, such as self-harm, and individuals who 

are or may be autistic. 

 

10. The authors recommend the Trust implement independent, externally provided staff 

training and education, with the aim of challenging pejorative patient stereotypes, and 

that they also look at ways the Trust can support patients harmed by high levels of mental 

health stigma within services. 

 

11. The authors recommend that the Trust implement a more comprehensive system in 

which patient information, particularly diagnoses, and characteristics protected under the 

Equality Act 2010, can be collated and analysed alongside clinical outcomes. 

Position Statement on “Borderline Personality Disorder” 

The authors of the report would like to make it clear that we stand in opposition to the diagnostic 

label “borderline personality disorder” (also known as emotionally unstable personality disorder 

or EUPD). While we use the term “BPD” throughout, discussing the academic, legal and clinical 

understanding of its “treatment” and “management”, we staunchly object to people being labelled 

as such. 

“BPD” is one of the most highly stigmatised diagnostic labels in mental health services, frequently 

used to implicitly justify the following: 

● The punishment of women, LGBT+ and gender non-conforming people for not fulfilling 

societal expectations or traditional gender roles 

● The containment and silencing of the distress of people who have experienced trauma, 

such as child abuse and sexual violence, so that others do not have to acknowledge the 

wider societal implications of the source of the distress 

● The punishment or exclusion of “difficult” patients (people who are disliked by clinicians; 

people who have made complaints about their care; people who engage in behaviours 

that staff find uncomfortable, such as self-harm; people who aren’t “recovering” fast 

enough; autistic people with mental health difficulties; people who are too “complex”; and 

people who insist on surviving their suicide attempts) 

● The covert exclusion, or “off-rolling”, of people from services for financial reasons or to 

meet targets 

We profoundly disagree with the assertion that a person’s personality can be fundamentally 

“disordered”, particularly when the difficulties experienced by such individuals are usually 

associated with trauma, adversity, poverty, deprivation, social exclusion, and discrimination 

against protected characteristics such as sexuality, gender identity, and disability.  
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Report Terminology 

 

1. Content Warning. The report discusses many distressing and difficult topics, including, 

but not limited to: suicide, suicide methods, self-harm, child abuse, child deaths, sexual 

violence, domestic abuse, psychiatric abuse, physical restraint, sedation, gaslighting, 

ABA, police involvement in mental health, medical neglect, psychiatric and psychological 

experimentation on people, behaviour modification, medical coercion, etc. Please read 

with caution. 

2. After discussions with numerous individuals with lived experience, the authors arrived at 

the terms “BPD-labelled person” and “person labelled with BPD” to describe people who 

have been given a diagnosis of “BPD/EUPD”. 

3. The authors chose to use identity-first language when discussing autism (‘autistic person’ 

rather than ‘person with autism’) as this is widely regarded as more acceptable within the 

autistic community. 

4. The authors make numerous references to the diagnostic criteria and clinical management 

of mental health diagnoses throughout the report. These are used for illustrative purposes 

and do not necessarily convey the personal or political beliefs of the authors regarding the 

validity of the diagnosis or its management. 

5. After discussions with numerous individuals with lived experience, the authors decided to 

use the word ‘patient’ to describe people who access or who are under the care of mental 

health services. This was a difficult decision to make, as many people had very strong 

opinions on which words they preferred. Along with ‘patient’, the words suggested to us 

were ‘client’, ‘service user’, ‘consumer’, ‘survivor’, ‘survivor of services’, ‘victim of services’, 

‘recipient’, ‘Mad person’ and ‘hostage’. ‘Service user’, which is very commonly used by 

services, was actually the least popular of the above. The most commonly suggested were 

‘patient’, ‘client’ and ‘survivor’. We chose ‘patient’ as we feel, unlike ‘client’, the word 

highlights the power dynamic and paternalism that exists in services; both of which are of 

importance in this report. We also preferred ‘patient’ over ‘survivor’, as not everyone has 

survived TEWV care. 

6. Throughout the report we frequently use the word “staff” to describe people working within 

the Trust who carry out abusive, negligent, or other forms of negative action towards 

patients. The authors would like to make it clear that we do not believe all TEWV staff 

members behave in this manner. Alongside appalling acts of cruelty and negligence, many 

TEWV patients have also experienced helpful, healing, and positive actions from members 

of staff. We believe that not only are these individual staff members responsible for a huge 

amount of good, but that possessing the moral fibre to continue to do so in such a difficult 

environment is a testament to their character. We also believe, in some situations, harms 

may be unintended by staff, who are often working in difficult, unsupportive environments, 

with inadequate training and poor management. 

7. The report does not follow any one style of writing. In some areas it is more scientific and 

objective in nature, while in others, the tone is more journalistic and informal. Where the 

authors speculate rather than provide evidence, this is signposted.  
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Layout of the Report 

This report is written in response to the following TEWV clinical directive:  

‘Protocol for the reduction of harm associated with suicidal behaviour, deliberate self harm 

and its treatment (for people with a diagnosis of borderline personality disorder and related 

conditions)’ 

(henceforth ‘the Protocol’)  

The Protocol’s introductory text is divided into three sections: 

 

● ‘Aims of the Protocol’ 

● ‘Scope of the Protocol and Terminology’ 

● ‘The Trust’s Support for Therapeutic Risk Taking’  

 

The main body is divided into eight “principles”: 

 

1. ‘Purposeful Interventions’ 

2. ‘Formulation’ 

3. ‘Precision in Thinking and Communicating About Self Harm and Suicidal 

Behaviours’ 

4. ‘Multi-Dimensional Risk Assessment’  

5. ‘Patient Responsibility’  

6. ‘Consensus Decision Making’  

7. ‘Less is More’ 

8. ‘Defensible Documentation’ 

 

It ends with a short reference section and appendix. 

 

We have not removed any of the Protocol, but have merely written into and around the Protocol 

itself so that we are able to directly discuss what is written in each section. Occasionally, sections 

of the Protocol have been moved out of order, with the aim of making the report easier to follow. 

It is signposted throughout the report where this has occurred. 

The Protocol is written in italics, and displayed in text boxes, for example: 

Example box 

Between 2012 and 2020 the Protocol was reviewed by the Trust on one occasion (2014) and 

some changes were made to its content. Both versions (V1 and V2) of the Protocol are used in 

the report and have been merged together. Where text was edited during the 2014 review, we 

have highlighted this in the footnotes. Where text was added during the review, we have 

highlighted this in the text with “(V2 only)”. 
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Both versions of the Protocol are available in the appendix, along with the child and adolescent 

version. The authors strongly suggest reading the Protocol first, before reading the report. 
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(V1) Protocol for the management of clinical risk associated with suicidal behaviour and 

deliberate self harm carried out by people with a diagnosis of borderline personality disorder 

(BPD) and related conditions 

 

 

 

(V2) Protocol for the reduction of harm associated with suicidal behaviour, deliberate self harm 

and its treatment (for people with a diagnosis of borderline personality disorder and related 

conditions) 

 

1.0 Aims of the Protocol 

The aims of the Protocol have been moved to the end of the report (Section 13.0 Aims of the 

Protocol: A Conclusion), so that the aims can be more fully considered once the entire document 

has been scrutinised. 

 

2.0 Scope of the Protocol and Terminology 

The protocol applies to care delivered in inpatient and community settings. It applies to people 

who have a diagnosis of borderline personality disorder (BPD) and to people challenged by similar 

long term issues of self harm, suicidal thinking and behaviour, emotional difficulties, and 

difficulties with relationships. Such people may have one or more of a range of personality 

disorder diagnoses. The term BPD+ will be used as shorthand for this group. 

(V2 only) The term harm is used in the same way as in the Patient Safety Framework:  

“We recognise that in supporting patients to make decisions about potential harm and how those 

harms  should be managed, it is necessary to see harms in the broadest sense to include: 

● Tangible harm -such as suicide, self-harm, falls, physical health deterioration, 

medication adverse reactions, neglect and vulnerability. 

● Harder to define harm may include safeguarding, exploitation, or loss of : freedom, 

humanity, privacy, control, liberty,  self-determination, hopefulness, self-esteem, 

dignity, optimism.  (This list is not exhaustive). 

● Short-term harm (that might require physical healthcare or lead to an inability to 

pursue one’s interests) and long-term harm, such as loss of confidence, 

independence or aspiration. 

● Harm as a result of an act and / or of omission. 

● Harm to self and others. “ 

 

In 2019, in response to a patient’s online review of the Trust, TEWV confirmed that the Protocol 

was not solely for use with people labelled with BPD/EUPD [1]:  
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“The trusts [sic] BPD protocol is used to support teams and service users when there is a 

difference of opinion on key aspects of someone’s care. It does not mean the person who 

is formulated through this framework has EUPD.” 

While the Protocol opens with a limited description of which patients may be treated under its 

principles, it fails to clarify which additional diagnoses might be entailed by the “+” in “BPD+”, 

other than those who ‘may’ have another personality disorder diagnosis. According to the 

inclusion criteria, the “+” includes anyone who experiences ‘long term’ issues of self-harm, suicidal 

ideation, emotional difficulties, and difficulties with relationships, yet it fails to actually define such.  

The phrase “long-term” has multiple definitions within a medical context. The NHS Data Dictionary 

defines a long-term condition, including mental health conditions, as “one that cannot currently be 

cured but can be controlled with the use of medication and/or other therapies” [2]. Considering 

the Protocol explicitly states ‘most people recover from BPD’ (pg.2 V1&2), the NHS definition of 

long-term would seem to preclude BPD from being included in this BPD-specific protocol. Other 

medical definitions of long-term include: a condition that lasts a year or more [3], a condition 

lasting six months or more [4], and a condition that lasts longer than three months [5]. The 

Protocol’s lack of clarity leaves the decision of what is “long-term” up to the individual 

interpretation of staff.  

2.1 What are ‘similar long term issues’? 

The Protocol fails to provide an in-depth description of precisely what constitutes ‘similar’ issues 

to BPD. To illustrate just how many different mental health diagnoses, neurodevelopmental 

disorders and other conditions the Protocol could encompass, the authors cross referenced its 

inclusion criteria (self-harm, suicidal ideation, “emotional difficulties”, and “relationship difficulties”) 

with the Diagnostic and Statistical Manual of Mental Disorders (DSM-5)1 and other literature.  

The following are all the DSM-5 diagnoses that could potentially be included within the “+”: 

● ADHD  

● Adjustment Disorder 

● Anorexia Nervosa  

● Antisocial Personality Disorder 

● Autism Spectrum Disorder 

● Binge-Eating Disorder 

● Bipolar I Disorder 

● Bipolar II Disorder 

● Body Dysmorphic Disorder 

● Bulimia Nervosa 

● Catatonia Associated with another Mental Disorder or Medical Condition 

● Conversion Disorder 

● Cyclothymic Disorder 

 
1  The authors opted to use the DSM over the International Classification of Diseases (ICD) as the diagnosis “borderline personality 

disorder” originates from the DSM, not the ICD. 
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● Dependent Personality Disorder 

● Depersonalisation/Derealisation Disorder 

● Disruptive Mood Dysregulation Disorder 

● Dissociative Amnesia 

● Dissociative Identity Disorder 

● Gender Dysphoria 

● Generalised Anxiety Disorder 

● Histrionic Personality Disorder 

● Hypersomnolence Disorder 

● Insomnia Disorder 

● Intellectual Disability 

● Major Depressive Disorder 

● Major Neurocognitive Disorder 

● Obsessive Compulsive Disorder 

● Obsessive-Compulsive Personality Disorder 

● Other or Unspecified Anxiety Disorder 

● Other or Unspecified Dissociative Disorder 

● Other or Unspecified Feeding or Eating Disorder 

● Other or Unspecified Specified Personality Disorder 

● Other or Unspecified Trauma- and Stressor-Related Disorder 

● Other Specified Depressive Disorder 

● Other Specified Neurodevelopmental Disorder 

● Other Specified or Unspecified Obsessive-Compulsive and Related Disorder 

● Panic Disorder 

● Persistent Depressive Disorder 

● Posttraumatic Stress Disorder 

● Premenstrual Dysphoric Disorder 

● Psychotic Disorder 

● Schizoaffective Disorder 

● Schizoid Personality Disorder 

● Schizophrenia 

● Schizophreniform Disorder 

● Schizotypal personality Disorder 

● Separation Anxiety Disorder 

● Social Anxiety Disorder 

● Specific Learning Disorder 

● Specific Phobia 

● Substance-Related and Addictive Disorders 

● Tic Disorders 

● Trichotillomania 

To treat 53 completely distinct conditions under a protocol evidently designed for a single 

diagnosis, which is “evidenced” only by books and guidelines referring to that single diagnosis, is 
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a breach of the NHS Constitution2 [6], and also ignores the treatment recommendations of the 

National Institute for Health and Care Excellence (NICE) for each of these diagnoses. 

To further illustrate the hazardous ambiguity of this Protocol, the authors have highlighted how 

several of these diagnoses meet its “BPD+” inclusion criteria:  

 

2.1.1 Attention-Deficit/Hyperactivity Disorder (ADHD) and Autism Spectrum Disorder 

(ASD) 

Criteria for inclusion in the Protocol: 

● Self-harm: Autistic people and people with ADHD are at an increased risk of self-

harm [7,8]. A study of adolescents with ADHD found that up to 71.4% of young 

women questioned had engaged in self-harm [9]. Studies of autistic people show 

50% have engaged in self-harm in their lifetime [10]. 

● Suicidal ideation: “By early adulthood, ADHD is associated with an increased risk 

of suicide attempt”.[11] ADHD has been found to increase the risk of death by 

suicide in young men[12], while young women with ADHD are at the highest risk 

for suicide attempts.[13] ASD has significantly higher rates of suicidal ideation than 

the general population, with 66% of autistic people in one study reporting they had 

contemplated suicide, and 35% reporting they had planned or attempted suicide 

[14]. Autistic women have significantly higher rates of suicide than autistic men, 

and the general population [15]. 

● Emotional difficulties: People with ADHD may struggle to self-regulate their 

emotions, experiencing high levels of emotions such as frustration, irritability, 

impatience, hypersensitivity and excitability [16-18]. Autistic people may also 

struggle to self-regulate their emotions, leading to severe anxiety, emotional 

overwhelm, and high levels of emotional distress [19].  

● Relationship difficulties: The emotional experiences of people with ADHD can 

result in decreased social and occupational functioning, elevated interpersonal 

conflict, social rejection, neglect, and negative family interactions [20]. Difficulties 

with interpersonal relationships are a diagnostic criterion of ASD [21]. 

The DSM-5 notes ADHD can easily be mistaken for a personality disorder, and that great care 

must be taken to distinguish between them. It recommends ‘extended clinical observation’, 

interviews, and a detailed history be taken specifically with this in mind [22]. NICE guidelines 

highlight the importance of appropriately diagnosing those with ADHD, stating that ‘lack of 

appropriate diagnosis and treatment adversely affects people's quality of life.’ [23] NICE goes on 

to recommend mental health services form multidisciplinary specialist ADHD teams, with 

 
2 which stipulates that patients have the right ‘to receive care and treatment that is appropriate to [them], meets [their] needs and 

reflects [their] preferences’ 
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particular expertise in the management of ADHD, to provide treatment and consultation services 

for people with ADHD who have complex needs [24]. 

Autistic people have high rates of self-harm and a high risk of death by suicide, yet suicidality in 

autism is poorly understood, and highly under-researched [25]. Many autistic people classed as 

“high functioning”3 are misdiagnosed with mental health conditions, such as personality disorders 

(particularly borderline personality disorder in autistic women), and schizophrenia [26-29]. It is 

believed, due to the extremely high numbers of autistic people reporting suicidal feelings, there 

are unique factors associated with suicidality in ASD [30]. Many studies find that ordinary mental 

health services are not suitable for the treatment of mental health issues in autistic people and, 

along with the recommendation of further research in this area, they also suggest that services 

need to be adapted to meet the needs of neurodivergent people [31-35]. In its guidance on 

management of mental health difficulties in autistic people, the Royal College of Psychiatrists 

notes that “the presence of autism may make the usual methods of assessing the risk of suicide 

even more unreliable, and the ability [of some autistic people] to discuss suicidal ideas and plans 

dispassionately makes it difficult to judge intent” [36]. 

Accordingly, the Protocol does not take the differences in the psychopathology of ADHD/ASD 

into account when discussing management of risk, despite its criteria directly including these 

conditions. The Protocol does not include a single reference or piece of evidence that relates to 

the management of risk in people diagnosed with ADHD or ASD, despite these conditions 

displaying significantly higher rates of self-harm and/or suicide than the general population. Very 

little is known about suicidality, its treatment, or risk management of suicidal behaviours in 

neurodivergent people.  Yet, the Trust felt confident enough in its understanding of the subject to 

publish a suicide/self-harm risk management Protocol, the criteria of which directly includes 

ADHD and ASD. TEWV’s ignorance of neurodivergence is confirmed by North Yorkshire County 

Council’s Autism Matters 2020 report, which highlights the poor experiences many autistic people 

have when attempting to access mental health support in North Yorkshire [37]. The findings note 

a lack of accessible, reasonably adjusted, and specialist support in this area, and the dangers 

associated with autistic people being ‘fitted into’ mainstream services.  

2.1.2 Post-Traumatic Stress Disorder (PTSD)/ Complex Post Traumatic Stress Disorder (C-

PTSD): 

Criteria for inclusion in the Protocol: 

● Self-harm: The DSM outlines the risk of self-harm in PTSD, noting that it falls 

under ‘reckless or self-destructive behaviour’ [38], which is commonly seen in both 

PTSD and C-PTSD. Studies of self-harm in C-PTSD and PTSD show high rates 

overall (60-66%), with C-PTSD in particular displaying very high rates of self-harm 

(91%) [39]. 

● Suicidal ideation: Suicide risk is high in individuals with PTSD [40] and higher still 

in those with C-PTSD [41]. Individuals with PTSD are found to be up to four times 

 
3 Functioning labels are considered harmful and inaccurate by many autistic people, but are often used by services to categorise 

levels of need. See: https://www.learningdisabilitytoday.co.uk/why-highlow-functioning-labels-are-hurtful-to-autistic-people 
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more likely to attempt suicide than people with other psychiatric conditions [42,43]. 

Multiple traumas have been found to increase the rate of suicidal ideation and the 

rate of suicide attempts with each additional trauma [44]. 

● Emotional difficulties: People with PTSD may experience negative alterations in 

mood. The DSM states that PTSD may cause a “persistent negative emotional 

state” which includes feelings of anger, fear, shame, guilt etc and a “persistent 

inability to experience positive emotions” [45]. Complex PTSD is characterised in 

the ICD-11 by “severe and persistent” emotional problems [46]. The diagnostic 

criteria for both PTSD and C-PTSD includes a marked alteration in arousal 

associated with the traumatic event/s, which includes irritable behaviour, angry 

outbursts, and reckless or self-destructive behaviour [47,48]. 

● Relationship difficulties: PTSD and C-PTSD are associated with high levels of 

social and interpersonal difficulties. Individuals with these diagnoses often struggle 

with anger, intimacy and/or sexual difficulties, trusting others, and difficulties 

sustaining relationships, or feeling close to others [49,50]. 

Despite being a well-known diagnosis, PTSD is under recognised and under diagnosed in both 

primary and secondary healthcare services; often being mislabelled as depression, anxiety, or 

personality disorder [51-55]. Misdiagnosis or non-recognition of trauma related disorders are 

considered to occur for a range of reasons. Within services, there is often a complete lack of 

recognition that patients have experienced traumatic events, as many clinicians feel 

uncomfortable asking patients about their history of trauma; particularly with subjects such as 

child sexual abuse. On their PTSD patient information webpage, the Royal College of 

Psychiatrists state PTSD may not be recognised by healthcare professionals because “[d]octors 

and other professionals are human. [We] may feel uncomfortable if [you] try to talk about 

gruesome or horrifying events” [56]. A systematic review in 2017 identified that most mental health 

patients are never asked about traumas such as child abuse or neglect, and the majority of these 

histories are never identified [57]. 

Diagnostic overshadowing4 is also a major issue, particularly with diagnoses like personality 

disorders as, once given, the label is extremely difficult to remove [58,59] and obscures the 

underlying difficulties that person is experiencing [60-63]. Where clinicians are not comfortable 

addressing or focusing on trauma, or where services don’t have practices in place to ensure a 

trauma history is taken, studies have found that (as the majority of people with PTSD fulfil 

diagnostic criteria for one or more other diagnoses) staff may be inclined to “fill the diagnostic 

space with a more established diagnosis” [64]. There is likely to be a high risk of this occurring 

under the care of TEWV, as staff are encouraged by the Protocol to consider common PTSD 

difficulties as synonymous with borderline personality disorder. 

Currently, there is much academic debate and discussion regarding the relationship between 

trauma disorders, such as PTSD/C-PTSD, and BPD. Research has found BPD and PTSD share 

 
4
 Diagnostic overshadowing is a concept in healthcare where “once a diagnosis is made of a major condition […] there is a 

tendency to attribute all other problems to that diagnosis, thereby leaving other co-existing conditions undiagnosed.” Neuroglossary 
- Diagnostic Overshadowing (Concept) [Internet]. Neurotrauma Law Nexus. 2020 [cited 9 October 2020]. Available from: 
http://www.neurolaw.com/neuroglossary/#d 
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numerous clinical and biological features, including common neuropathological pathways [65] and 

overlapping clinical symptoms [66]. It has been suggested that BPD should be reclassified as a 

trauma-spectrum disorder, such as complex or developmental PTSD, due to the extremely high 

number of BPD-labelled people who have experienced significant trauma (up to 92% [67,68]) [69]. 

When diagnosing personality disorders, clinicians often do not use formal ICD/DSM criteria or 

structured diagnostic interviews but base their diagnosis on stereotypical personality disorder 

symptoms (such as self-harm and suicidality [70,71]) or their negative personal feelings towards 

the patient [72,73]. This can lead to the erroneous labelling of personality disorder in patients who 

present with “similar” traits, such as people experiencing PTSD or C-PTSD [74,75]. 

Failing to recognise trauma related disorders, such as PTSD, can have serious deleterious effects 

on both the mental and physical health, and overall quality of life of those left without support. 

Unless adequately treated, PTSD usually persists over time, increasing the risk of suicide [76]. 

Untreated PTSD has been found to exacerbate patients’ distress, and can lead to high rates of 

hypertension, elevated rates of cardiovascular disease and metabolic syndrome, pain disorders, 

functional and emotional impairment, unemployment, and poor clinical outcomes for co-occurring 

mental health issues [77-81]. 

Similarly to autism/ADHD, and despite the academic and clinical recognition of a high risk of 

suicide in people with PTSD (including the suggestion that “PTSD is one of the only psychiatric 

disorders that predicts which individuals with suicidal ideation will transition to suicide attempts” 

[82]) there is little to no guidance available on how to treat people in crisis, and what types of 

interventions are most effective. Once again, NICE guidelines are unable to provide more than a 

cursory overview of risk in this patient population, with no suicide-specific guidance available. 

Despite this, TEWV are so comfortable with their own understanding of PTSD and C-PTSD, they 

have subsumed these diagnoses in a controversial and potentially lethal suicide and self-harm 

risk management protocol, without a single piece of evidence to justify or explain why they think 

this is appropriate. 

** 

Picking apart the inclusion criteria of this protocol to such an extent may seem overly pedantic, 

but the authors felt it was important to highlight how wide the criteria  are, so as to 1) effectively 

illustrate just how many different people to whom this one intervention could be applied, 2) to call 

attention to several specific patient groups who are being failed (other than those labelled with 

BPD) and 3) to consider an important question – if so many people fulfil the criteria, why do TEWV 

staff not treat all patients with this protocol? 

The authors feel the answer to this question lies within the caricature staff have in their minds, of 

who “fits” the diagnosis of borderline personality disorder and who doesn’t. 
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2.2 Borderline Personality Disorder: Background Information 

Borderline personality disorder (also known as “emotionally unstable personality disorder” 

(EUPD)) is one of ten personality disorders listed in the DSM-V. In general, all personality 

disorders are defined as stable, inflexible, and enduring patterns of thought, feeling and behaviour 

which deviate from what would ordinarily be expected in a particular culture. This pattern of 

unusual thought, feeling and behaviour must have started in adolescence or early adulthood, lead 

to distress/impairment, and not be better explained by another diagnosis, condition, or use of 

medication/substances.  

BPD is described as a pervasive pattern of “instability”, which includes unstable relationships, 

self-image and mood, and “marked impulsivity”. The DSM-V lists nine criteria, five or more of 

which must be present for a diagnosis to be made: 

● Frantic efforts to avoid real or imagined abandonment 

● Unstable and intense interpersonal relationships 

● Persistently unstable self-image 

● Impulsivity in at least two areas which are potentially self-damaging (e.g. sex, substance 

use, gambling etc) 

● Recurrent suicidality or self-harm 

● Mood swings 

● Chronic feelings of emptiness 

● Difficulty controlling anger, or inappropriate feelings of anger 

● Stress-related paranoia or dissociative symptoms 

Internationally, BPD is recognised as a highly controversial and heavily criticised diagnostic label 

[83-87]. There are significant academic concerns regarding: its indistinct diagnostic boundaries, 

which make it difficult to distinguish from other conditions [88,89]; the inconsistent application of 

numerous distinct structured diagnostic assessments [90,91]; the clinical reliance on inaccurate 

unstructured assessments to diagnose it [92]; its stigmatising and punitive application [93-95]; its 

reliability and validity as a construct [96,97] (the diagnosis itself has no core features5 [98] and 

256 different diagnosable presentations6); the clinical inconsistencies in its conception as an axis 

2 disorder [99]; and “its failure to coalesce as a coherent persistent personality group” [100].  

It is postulated that BPD could be a form of atypical depression, bipolar disorder, cyclothymia, 

PTSD, complex-PTSD, neurodevelopmental disorder [101-108] or a manifestation of society’s 

repeated attempts to silence and pathologise the distress of women, and people who have 

experienced sexual abuse or other forms of trauma [109,110] ( the label is given predominantly 

to women (70-77%) [111], and trauma survivors (up to 92%) [112,113]). 

 
5 In diagnoses which have “core” criteria, certain specific features within a larger list of criteria must be met for the diagnosis to be 

given. In the DSM, BPD has nine diagnostic criteria, 5 of which must be met to give a diagnosis. None of the 9 criteria are 
specifically necessary for the diagnosis, any 5 could be met.  
6
 Based upon the DSM-5 criteria of satisfying at least 5 out of 9 criteria (5 out of 9 = 126 different presentations; 6 out of 9 = 84 

different presentations; 7 out of 9 = 36 presentations; 8 out of 9 = 9 different presentations; and 9 out of 9 = 1 presentation). 
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2.2.1 The Danger of a Label 

Despite being a psychiatric construct, adopted and used ubiquitously by mental health services, 

BPD is deeply stigmatised within mental health services. Many clinicians reveal their perception 

of BPD-labelled patients, is of them being “manipulative”, “demanding”, “attention-seeking”, 

“noncompliant”, “disruptive”, and not deserving of NHS resources [114-118]. However, there is, 

in fact, very little evidence to suggest such unprofessional and, frankly, abhorrent attitudes are 

informed by actual clinical behaviour [119,120]. 

Numerous mental health staff admit to “disliking”, “hating”, “detesting”, and wanting to avoid BPD-

labelled patients, or regarding them with contempt [121-125]. In one study, almost half the staff 

surveyed reported that they would prefer not to work with BPD-labelled patients [126], with 

another study finding that clinicians were more inclined to view BPD-labelled patients as more 

responsible for their actions than other patient groups, and less genuinely unwell [127]. A paper 

discussing Christian nurses’ attitudes towards patient’s labelled with BPD casually mentions an 

incident on a ward where the nurses felt such rage towards a ventilator-dependent patient who 

had been labelled with BPD that they actually switched off his ventilator during the night [128]. A 

common theme within healthcare services is that BPD-labelled patients are not considered 

unwell, rather, their distress is merely a “behavioural” issue [129-131]. 

Within mental health services, personality disorders are frequently used as a “dustbin” for patients 

who are difficult to diagnose; patients who present with “problematic” behaviour [132,133]; 

patients that clinicians dislike, or those they perceive to be critical of their practice [134,135]. 

Shockingly, (and illustrative of the widespread, deeply embedded stigma within healthcare 

services) pejorative terms, such as “manipulative”, “attention-seeking”, and “psychopathic”, are 

actually coded into the national NHS Emergency Care Data Set as search terms for the 

personality disorder diagnosis [136]. 

 

2.2.2 “BPD+”: Widening the Stigma 

By widening the criteria of the Protocol to include individuals who do not have a diagnosis of BPD, 

but who subjectively seem to experience “similar issues”, TEWV is essentially giving license to 

staff members to label any and all “apparent” personality disorder patients as such, even where 

they do not meet diagnostic criteria. Patients casually profiled as subjectively fitting the BPD 

caricature will, most likely, be those perceived by staff to be “difficult”, “treatment resistant”, 

“complex”, and otherwise “undesirable”7 [137]. Given the Protocol is entirely concerned with 

withholding normal interventions people have a right to expect when they are at risk of suicide or 

self-harm, the nebulous wording of the inclusion criteria places so-called “undesirable” patients at 

risk of being excluded from services, based solely on the fallacious and pejorative beliefs of staff. 

 
7 The caricature creates a problem for patients, as those who have the diagnosis of BPD are perceived by staff to display 

stigmatised behaviours, even if they don’t, and patients who do display the stigmatised behaviours are perceived to have the 
diagnosis, even if they don’t meet the diagnostic criteria. 
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In the 1970’s, the Rosenhan experiment reportedly placed fake patients inside a number of 

psychiatric hospitals, with a presenting history that elicited a diagnosis of schizophrenia [138]. 

Although these “patients” had no mental health difficulties, and throughout their time as inpatients 

spoke and acted as they normally would, the study found the label of schizophrenia was so 

overpowering, staff often entirely overlooked and profoundly misinterpreted ordinary behaviours. 

The powerful effect of this diagnostic label led clinicians to distort the patients’ developmental 

histories and incorrectly interpret relationship dynamics to be consistent with the diagnosis of 

schizophrenia. By covering such a large and diverse group of patients with a single diagnostic 

label, TEWV is encouraging staff to fall into these same behaviours; perceiving any and all patient 

behaviours to be confirmation of the label. 

Though the Protocol does not formally ascribe a clinical diagnosis to anyone, it overtly claims the 

difficulties listed in its inclusion criteria are synonymous with BPD: repeatedly using the phrase 

‘people with a diagnosis of BPD+’ throughout. Yet, “BPD+” is not, and nor has it ever been, a 

recognised or legitimate diagnosis. This fabricated diagnostic category does not provide clarity 

to the treatment planning and critical thinking of care teams, but instead creates an illusion of 

homogeneity in those it cloaks, then used to justify a one size fits all approach to risk 

management. As described by Reiser and Levenson: ‘the illusion is destructive. By treating all 

patients as borderline subjects and failing in the process to see their individual features, 

[clinicians] soon find that none of their patients are getting any better. Such [clinicians] are then 

confirmed in their opinion that borderline patients are untreatable.’ [139] 

BPD is one of the most (if not the most) highly stigmatised psychiatric diagnostic labels in 

existence8 [140]. By widening the BPD criteria, the Trust also widens the scope of the stigma 

attached to it, encouraging further iatrogenic harm. Studies find that staff judge BPD-labelled 

patients more negatively than patients not labelled as such, even where both display the exact 

same behaviours [141,142]. Similarly, it's been observed that, when staff hold prejudiced views 

about patients based upon the negative stereotypes of their diagnostic label, they may behave in 

a discriminatory manner even before meeting the patient [143]. Essentially, stigma is a cue, which 

serves to evoke subsequent prejudice and discrimination [144], dehumanising the stigmatised 

group [145,146]. As noted by Murrow and Murrow, dehumanisation is associated with ‘reduced 

empathy for the pain of victims and with psychological and legal denial of their human rights’ 

[147]. 

In its National Risk Management Programme, the Department of Health instructs that ‘negative 

and judgemental labels must be avoided, as they are a barrier to collaboration.’ [148]. Far from 

acknowledging this guidance, thereupon ensuring Trust protocols do not use stigmatising and 

pejorative labels, TEWV encourages staff to perceive certain behaviours as inherently “BPD”, and 

to assign “BPD+” to individuals displaying these behaviours. As the inclusion criteria for “BPD+” 

are so ill-defined, almost any patient staff do not want to interact with could be included. Other 

mental health Trusts in England explicitly guard against staff equating particular traits or 

 
8
 A fact that will not have been lost on the Trust when creating this Protocol 
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behaviours with personality disorder diagnoses. In its Clinical Risk Strategy, Cumbria, 

Northumberland, Tyne and Wear NHS Foundation Trust state [149]: 

“The language used for understanding and working with personality disorder needs to be 

reflected upon, as this may contain unhelpful assumptions or negative attitudes […]. 

Similarly, it is important to not equate “self-harm”, “chronically suicidal” or “cluster 8” 

with a definitive diagnosable personality disorder unless these are checked out firstly with 

high quality screening, assessment and scaffolding and clinical supervision.” 

The manner in which the Protocol extends the BPD label to cover such a wide range of people is 

a red flag regarding TEWV’s staff culture in relation to how certain patients and their difficulties 

are understood. Indeed, the Trust’s zeal to identify personality disorders in their patients has led 

to significantly higher numbers of these disorders being perceived in their patients than in patients 

nationally. A local evaluation of the patient population, undertaken as part of the development of 

their allegedly “trauma-informed” services, reported that the Trust felt 86% of patients surveyed 

had ‘undiagnosed personality disorder’ [150]. Large scale studies measuring the (apparent) 

prevalence of personality disorders in secondary care consistently find the rates to be between 

30-50% [151-153], while other studies find clinicians frequently make inaccurate diagnoses of 

personality disorders, based upon stereotypical symptoms or behaviour viewed in appointments, 

rather than diagnostic criteria [154]. An incidental finding, made by a study looking at PTSD in 

BPD-labelled patients, reported that, when reviewed, only 12% of the BPD-labelled patients 

involved actually met DSM diagnostic criteria for BPD [155]. The indiscriminate nature of the 

Protocol’s inclusion criteria, and subsequent labelling of all patients captured by it as “BPD+”, 

strongly suggests that the Trust purposefully sees personality disorders everywhere, thus staff 

may be more likely to experience confirmation bias: attributing emotional distress, self-harm, and 

suicidal ideation to “personality disorder”, rather than another diagnosis or aetiology. 

“They diagnosed everyone with EUPD in [West Park] hospital. They tried medication 

and for some did ECT and if it didn’t help they said “it’s just your personality” and 

discharged them with an EUPD diagnosis. [..] I was in [West Park] for several months and 

there were girls with PTSD, depression, bipolar, all re-diagnosed with EUPD and 

discharged.” 

 

- TEWV Patient (bold ours) 

 

“The crisis team psychiatrist said he wasn't diagnosing her with a personality disorder 

because she had only been unwell a really short time and didn’t fulfil the criteria so it was 

likely to be something else, but the rest of the staff didn’t get that memo and kept saying 

she had EUPD, even writing it in her notes. The inpatient staff were like it too - the nurses 

and HCAs - it was like they really wanted her to have EUPD because they couldn’t 

understand her any other way. Eventually, the psychiatrist, despite saying she didn’t 

fulfil the criteria, started to consider EUPD because everyone else was.” 

 

- Sister of TEWV patient (bold ours) 
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“Every single one of my friends who is treated by TEWV has a diagnosis of a 

personality disorder. Mostly EUPD, but some others too and also EUPD traits. 

Personally I think its done on purpose because once you are diagnosed with EUPD 

nobody takes you seriously any more. There are some really big problems in the hospitals 

and in the community and crisis teams, so lots of people make complaints. With EUPD 

noone has to take those complaints seriously and they can also discharge you by 

saying being in hospital are making you more ill.” 

 

- Former TEWV Patient (bold ours) 

 

 

It’s hardly surprising the Trust believes 86% of its patients have ‘undiagnosed personality 

disorder’, when its policies and protocols describe a vague, undefined, and widely applicable 

collection of issues, such as ‘difficulties with relationships’, as being synonymous with borderline 

personality disorder. By marking so many patients with this imaginary diagnosis of “BPD+”, TEWV 

is failing in its duties to avoid the dangerous iatrogenic effects of stigmatised labels and provide 

patients with appropriate care. 

 

3.0 The Trust’s support for therapeutic risk taking9 

The Trust recognises that people with a diagnosis of borderline personality disorder (and other 

people for who deliberate self harm and/or suicidal thinking is present for long periods of time) 

are at very high lifetime risk of death or serious injury as a result of their own actions. (Stone 1990) 

Reliably predicting if a person with a diagnosis of BPD+ will kill themselves in a given situation is 

not possible given the current development of psychiatry and psychology (Paris 2008), partly 

because the proportion of self harm events that end in actual suicide is very low. (Stone 1990)  

People will kill or severely injure themselves even when very competent care is being provided. 

 

3.1 Deaths in Hospital 

The Protocol explicitly states it is written for both hospital inpatients and patients in the community. 

Though the authors agree it is not possible for mental health services to keep their community 

patients 100% safe, hospital inpatients should categorically not be able to ‘kill or severely injure 

themselves’ when in receipt of ‘very competent care’. 

In 2012, the Government published its National Suicide Prevention Strategy (NSPS), which 

outlined key areas for action in reducing overall rates of suicide in England, specifically stating 

‘suicide is not inevitable’ [156]. In 2017, the House of Commons Health Select Committee’s inquiry 

into suicide prevention recommended improvements to the implementation of the NSPS, to which 

 
9 In version 2 of the protocol, the heading is changed to “The Trust’s support for a comprehensive approach to harm reduction” 
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the government responded by implementing a Cross-Government Suicide Prevention Workplan 

[157,158]. A key area of focus was to ensure every NHS mental health trust had a “zero-suicide” 

ambition plan implemented by the end of 2018/19. To support this initiative, the government 

granted funding to the Zero Suicide Alliance, which aims to help reduce suicides across the NHS, 

and bring inpatient suicides down to zero [159]. The Secretary of State for Health and Social Care 

announced the funding was a vital step forward in reducing inpatient suicide, stating ‘every suicide 

is a preventable death’ [160]. Accordingly, in its 2018/19 Annual Report, TEWV announced that 

during the 2018/19 time period the Trust had developed a “zero inpatient suicide plan” based 

upon the recommendations from the latest National Confidential Inquiry into Suicide and Homicide 

in Mental Health report [161]. 

Regardless, the Protocol’s fatalistic approach towards suicide prevention, a sentiment echoed 

throughout many departments within TEWV, directly contradicts the zero suicide strategies 

implemented by the government and, bizarrely, the Trust itself. As already stated, inpatients 

should not be able to kill themselves where ‘very competent care’ is provided. That the Trust felt 

comfortable publishing such a statement in a protocol concerned with the management of suicide 

risk, is not only utterly reprehensible, but is also indicates a general staff culture of contempt for 

statutory duties, professional obligations and a callous indifference for the lives of their patients. 

As illustrated by the following short excerpt (taken from a transcript of a recorded conversation 

between a TEWV patient and two TEWV crisis team staff members) the belief that inpatient 

deaths are “inevitable” is not only insidiously prevalent within the Trust, but is actually used to 

withhold care from vulnerable patients: 

“Patient: ‘I’m going to harm myself tonight. [...] You’ve said what you can offer: you can 

come and talk to me and ask me questions and..and that’s what you can do. And if I don’t 

engage with that then you can’t, and if I kill myself, that is a decision I’m able to make. 

That is what I understand by what you’ve told me.’ 

TEWV Crisis Team 1: ‘Well, when you are struggling with that, you know. If you’re going 

to do whatever you’re planning on doing. You know, ring them, ring the crisis team.’ 

Patient: ‘Why would I?’ 

TEWV Crisis Team 1: ‘when you’re struggling at that moment in time.’ 

Patient: ‘Why would I?’ 

TEWV Crisis Team 2: ‘Because we hope that people want to live, basically. That’s our 

hope. That people want… people want to live. And we can try and instill some hope.’ 

Patient: ‘Well I’ve told you I’m going to harm myself tonight.’ 

TEWV Crisis Team 2: ‘But if someone decides, then being in hospital can’t stop that. 

Honestly, if someone wants to end their life, they end their life and it doesn’t matter 

where they are, [patient name]. And we can’t prevent that.’ 
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Patient: ‘So suicide can’t be prevented?’ 

TEWV Crisis Team 2: ‘other than we call the police and get you incarcerated 

somewhere which in this society doesn’t happen. You know, ..there’s..there’s very little 

that we can do’.” 

Transcript of a recorded conversation between a TEWV patient recently discharged from 

hospital and two TEWV crisis team staff members 

As later discussed in detail10, TEWV unequivocally owes all patients an explicit statutory duty of 

care from the very moment they engage with the Trust. Principally, such a duty applies to all 

members of staff involved in the patient’s care. Thus, should the patient experience any harm 

causally associated with a breach of said duty, the Trust and its staff are responsible for the 

consequences. The authors recommend the Trust refresh their understanding of the duty of care 

they owe patients, and the additional statutory duties they have to uphold the principles of the 

European Convention on Human Rights, in particular, the measures the Trust must take to protect 

their patients’ Article 2(1) right to life. 

 

3.2 Learning Lessons from Deaths 

The Trust recognises that, in such tragic circumstances, it is important that the care is reviewed 

to consider whether any lessons can be learnt, and that patients, their families and staff are well 

supported during the review. The review will differentiate between contributory and incidental 

findings and will clearly state where good practice is identified. The principles in this protocol will 

be considered during the review.  

In search of more detail regarding this Protocol-specific serious incident “review” promised above, 

the authors submitted a Freedom of Information (FOI) request [162] to TEWV, specifically 

enquiring how often the Protocol’s principles have been considered in such reviews, how many 

patients have died whilst being treated under the Protocol, and what, if any, Protocol-specific 

conclusions have been reached during such reviews. Recall, that the Protocol repeatedly 

emphasises the ‘very high lifetime risk of death or serious injury’ occurring within this patient 

population, yet unilaterally advocates risk-taking care plans that ‘play the long game’ (i.e. 

“tolerating” this very high risk in favour of some nebulous long-term gain), and repeatedly stresses 

the Trust’s ‘support’ for such risk-taking, which we are assured will continue to be provided ‘even 

when tragic events occur’. In light of the Trust’s appetite for placing patients at mortal risk without 

their consent, one would expect meticulous records to be kept along the lines of the questions 

asked in the FOI request. As such, the authors were incredibly disturbed at what their request 

actually revealed: 

● The Trust has failed to centrally record whether the Protocol has ever been examined 

during any serious incident reviews  

 
10

 8.0 Principle Five: Patient Responsibility 
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● The Trust has neglected to record the number of patient deaths that have occurred while 

being treated under this protocol, for the entirety of its (almost) decade-long period of use 

in clinical practice (“We do not record a correlation between procedures/policies and 

protocols and deaths.” [163]) 

● Of the serious incident reviews retained by the Trust following the deaths of inpatients 

labelled with BPD, there was absolutely no mention of the Protocol’s existence or usage 

in any review. 

All in all, there is no record of the Protocol ever being considered or scrutinised in a critical light 

following any manner of serious incident. It is also painfully clear that TEWV have absolutely no 

idea how much harm patients might have endured as a result of their reckless approach to risk 

management. Likewise, despite the Protocol’s feeble virtue-signalling regarding staff 

documentation of their apparently ‘well considered decisions’ to deny care to suicidal patients, we 

discover that the Trust can’t even be bothered to record Protocol-specific mortality statistics, let 

alone learn from them. Finally, it is extremely suspicious to find the Protocol was given zero 

consideration during any of the serious incident reviews following the deaths of inpatients labelled 

with BPD11. The Protocol absolutely was in use while these patients were in the “care” of the Trust 

and, as the document itself states: “The protocol applies to care delivered in inpatient and 

community settings. It applies to people who have a diagnosis of borderline personality 

disorder (BPD)[.]” (Pg. 1 V1&2). Accordingly, the authors can see absolutely no reason why the 

Protocol would not have been used to manage the risk of self-harm and/or suicide in such 

patients12. It is, afterall, the document for managing BPD-specific patient risk. 

Overall, the authors are extremely disturbed by these frankly shocking revelations. In essence, 

TEWV have continued to use a Protocol which, by their own acknowledgement, empowers staff 

to make life-threatening risk-taking decisions, on behalf of patients already 400 times more likely 

to die by suicide (when compared to the general population) [164], without the patient’s consent. 

Therein, the only part of the document that comes close to meeting the Trust’s statutory duties 

with regard to efficient regulatory oversight concerning patient safety, is the part promising to 

consider ‘whether any lessons can be learnt’ following a ‘tragic event’ (i.e. patient death), with the 

specific promise that the Protocol’s principles be reviewed as part of the ensuing serious incident 

review. Thus, not only has the Trust failed to keep explicit promises regarding review of the 

Protocol’s principles with specific regard to patient safety, in failing to record the necessary 

protocol-specific statistics, the Trust has ensured that a critique of the Protocol’s safety record is 

all but impossible without an extensive, time-consuming clinical record search. Still, this assumes 

the Trust has actually bothered to record the Protocol’s use in the records of every patient subject 

to it which, given their seemingly selective approach to record-keeping, doesn’t appear likely.  

At best, these findings are highly suggestive of a recklessly idle culture of laissez-faire risk-taking, 

wherein the Trust affords staff the complete freedom to take unnecessary, unjustifiable risks with 

 
11 The FOI requested data from the Protocol’s publication (7th June 2012) onwards, however, TEWV were unable to produce more 

than five years’ worth, as they stated their updated systems did not retain serious incident records from before October 2015. 
12

 Particularly in light of the relatively higher level of risk presented by patients unwell enough to actually be considered for 

admission, given that our already dwindling, drastically overstretched inpatient mental health services are still being driven into 
oblivion by the neoliberal austerity-motivated “reforms” of the last decade or so. 
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patients' lives. Indeed, consider that, in neglecting to record these statistics, the Trust has ensured 

an accurate assessment both of the Protocol’s overall safety record, the safety of its principles, 

and its potential for inflicting avoidable and foreseeable risks of death or serious injury on patients, 

is all but impossible. Putting it bluntly, the Trust has wilfully empowered its staff to play God with 

patients’ lives, in that it continued to promote the Protocol’s obscenely reckless approach, whilst 

knowing they had absolutely no means of accurately monitoring the potentially devastating risks 

this approach so obviously incurs, and no means of ensuring patients treated under the Protocol 

are receiving safe, high-quality and lawful care. Accordingly, it seems the Trust’s supposed 

commitment to identifying ‘lessons [to] be learnt’ is little but an empty promise.  

In the original FOI request, the authors had requested 15 years’ worth of patient death statistics. 

In response, the authors were told that the Trust’s current version of Datix (an electronic incident 

reporting system adopted widely within NHS services), mysteriously “does not hold the previous 

15 years data”. The only explanation offered was that it was “due to a new reporting system that 

was implemented in the Trust in 2015” (Datix) [165,166]. As such, the authors only received the 

last 5 years’ worth of data (from October 2015 onwards). In light of such, the authors have no 

choice but to assume the Trust only has the last 5 years’ worth of adverse incident data in their 

records, including (inter alia) patient deaths, incidents causing harm to patients, and near-miss 

events13. As such, not only have TEWV failed to provide an adequate regulatory framework 

specifically regarding the safety of patients treated under the Protocol during the past 8 years, but 

the integrity and efficiency of their trust-wide regulatory framework appears inadequate. 

Additionally, either their management of patient records is so incompetent they genuinely did 

manage to lose all of their data in one day during October 2015, or they are not being truthful 

about their access to such. Either way, neither possibility speaks of the robust, functional 

regulatory framework the Trust are legally obliged to have in place. 

 

3.2.1 “Lessons Learnt”: An Empty Promise 

When patients die under the care of mental health trusts, it’s usual for promises to be made 

regarding the assurance that processes, policies, and practices have been reviewed. Where 

failings are identified, Trusts typically pledge to make whatever changes are necessary to ensure 

no more patients die.  

Whilst gathering evidence, the authors collected and reviewed newspaper articles, independent 

investigations, and coroner’s reports from between 2006-2021, concerning the deaths of 85 

people who had used TEWV’s services. Accordingly, the authors were able to identify repeated 

themes in these deaths, including:  

● Inadequate risk assessment and management  

 
13 The authors find this difficult to believe. Particularly as, on the same day the Trust gave their final response to this FOI, they also 

answered another of the authors’ FOI’s, by providing a copy of a quasi-external report reviewing 15 serious incidents taking place 
between 2015-16. This report, published internally in 2017, contained serious incident findings from February 2015- October 2015, a 
time TEWV are suggesting they no longer hold records for. 
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● Consistent underestimation of patient risk and/or dismissal of self-reported risk level 

● Poor communication between staff  

● Failure to listen to the concerns of carers/family/friends 

● Unsafe ward environments (including environmental risk/observations missed) 

● Poor record keeping and management of records 

39 of these patients died between January 2018 and April 2021, eight of whom were teenagers. 

The failings listed above, all of which date back to when TEWV was first established, were present 

in many of these recent deaths. This transpired to be a rather fraught process for the authors. To 

read the historical post-inquest statements made by countless preventably bereaved families 

regarding their relief, their comfort or their gratefulness at hearing TEWV’s promise to ensure no 

further preventable deaths occur, whilst knowing that changes were not made and patients 

continued, and continue, to die entirely preventable deaths was truly harrowing. The lasting 

impression is that, ultimately, TEWV assigns no value to the lives of the people it is commissioned 

to care for. Nothing says “you are worthless” more than repeated inaction following the deaths of 

patients, which then allows for further deaths. The following sections consider just some of the 

many people who have died under TEWV’s care, with specific focus on Stephenson ward; 

inpatients who died while off Trust wards; and community patients.  

Please note: the following contains graphic descriptions of individual suicides, including suicide 

methods and extracts from suicide notes. 

 

3.2.1.1 Stephenson Ward 

On September 24th 2006, Jonathan Ferguson, 25, died on Stephenson ward of the University 

Hospital of North Tees. Jonathan, who was supposed to be on 10-minute observations, died after 

upending his bed and hanging himself from the frame with his sheets [167]. At inquest, it was 

revealed that there were gaps of up to 7 hours in his observation documentation [168]. 

Subsequently, TEWV claimed that changes had been made, for the purpose of increasing patient 

safety on the ward [169]. Yet, mere months later (May 2007), 34-year-old Jason Walker died on 

the same ward under extremely similar circumstances. Jason, who was admitted to Stephenson 

following a suicide attempt, was also supposed to be on 10-minute observations. He died 

after cutting his throat, with a blade he had somehow managed to extract from a disposable razor 

[170]. According to news reports, his body may have laid unnoticed for hours as TEWV were 

unable to produce evidence of any interactions between himself and the ward staff between the 

hours of 9:30pm and 7:30am the next day, which was when his body was found. The reason 

being that, despite his prescribed observation interval of 10 minutes, no documented observations 

were made during that time frame, meaning he may have laid dying and/or dead for up to ten 

hours. Moreover, members of the emergency team in attendance at the scene reported that 

Jason’s body was cold to the touch, observing what they believed to be the stiffening of rigor 

mortis [171]. After his death, three staff members were fired, including the ward manager. The 

ensuing inquest identified a range of systemic failings on Stephenson ward, including [172]: 
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● Inadequate risk assessment and management 

● Hazardous objects allowed on the ward 

● Poor or absent record keeping 

● Lack of observations 

● Observation charts falsified by staff 

● Medication charts completed incorrectly 

● Poor communication between staff regarding patient risk 

● Staff in breach of Trust procedures/policies 

Neither of these men should have been allowed the access to hazardous objects/environments 

or the time necessary to end their lives in such ways. In a similar vein, given their prescribed 

observation level of only 10 minutes, there’s a reasonable likelihood that both men could have 

survived, had those observations actually taken place when they were supposed to. 

The deaths of Jason Walker and Jonathan Ferguson are disturbingly similar to the deaths of 

Christie Harnett and Nadia Sharif at TEWV’s former CAMHS hospital, West Lane14 . Christie and 

Nadia, admitted to hospital for their own safety, ended their lives with items they had access to 

on the ward, despite Christie being at high risk of harm, and despite Nadia being locked in 

seclusion, where she should have been supervised by an appropriately qualified individual at all 

times. Like Jonathan and Jason, neither Christie nor Nadia should have been able to die. 

The systemic failings found on Stephenson ward in 2007 mirror the failings found by the CQC in 

their 2019 inspection of West Lane hospital, which lead to the closure of the latter [173]. The litany 

of failures at West Lane included: 

● Inadequate/absent risk assessment and management 

● Unsafe ward conditions:  

○ hazardous objects allowed on the ward 

○ environmental risks not assessed or managed 

○ patient call alarms missing 

● Poor or absent record keeping 

● Lack of observations and poor observation practices 

● Unsafe storage and administration of medication 

● Poor communication between staff 

● Poor safety track records and ineffective procedures to learn from serious incidents 

● Staff in breach of Trust procedures/policies 

The Trust ostensibly apologised for the catastrophic failures at West Lane hospital (covered 

extensively in Section 3.5.1: West Lane Hospital), stating “we have put a lot of urgent actions in 

to address some of the concerns” [174]. Despite the incredibly public scandal surrounding West 

Lane, and the Trust’s repeated assurances that they were “absolutely devastated not only as an 

organisation but on a personal level as well" [175], an unannounced 2021 inspection by the CQC 

(in response to a serious incident) found that adult mental health wards across three Trust 

 
14

 See Section 3.5.1: West Lane Hospital 
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hospitals were grossly unsafe. Subsequently the Trust was issued with an enforcement notice to 

rectify breaches of legal requirements [176]. The findings of this inspection included: 

● Inadequate risk assessment and management, including: 

○ Ineffective framework to monitor, audit and oversee risk assessment processes 

○ Lack of staff understanding of risk assessment process 

● Environmental risks present on wards 

● Poor documentation - patient records not up to date with risk information 

● Lack of staff understanding of patient observation processes 

● Poor communication between staff regarding patient risk 

● Poor safety track records and ineffective procedures to learn from serious incidents 

● Staff in breach of Trust procedures/policies 

The CQC’s findings from 2021 mirror those found at West Lane in 2019, and those noted on 

Stephenson Ward in 2007. As demonstrated by the last 15 years of recurring failures, it’s quite 

evident that lessons are not being learnt by anyone at Tees, Esk and Wear Valleys Foundation 

Trust, as inpatients continue to die entirely preventable and inexcusable deaths.  

 

3.2.1.2 Inpatient Deaths Occurring off Hospital Property 

On May 4th 2014, John Howe absconded from TEWV’s Park House in Middlesbrough, and was 

found dead on a nearby beach the next day. John was detained at Park House, was not allowed 

to leave unaccompanied, and was supposed to be on hourly observations. Nonetheless, he still 

managed to leave the facility completely unnoticed. Staff falsified his observation records 

three times, reporting that he was still present for several hours after CCTV recorded him leaving. 

The inquest found “cumulative failures” on the part of the Trust, who, again, claimed to have 

“learned from [the incident and had] implemented a range of measures including strengthening 

our procedures and improving training for staff.” [177] 

A year later, on May 29th 2015, Mr Andrew Fleming, an inpatient at TEWV’s Roseberry Park 

Hospital, died at his family home on leave from the hospital, hours after his family “pleaded to 

have him sectioned” [178]. Andrew had made a number of incredibly serious suicide attempts 

in the days leading up to the leave, which included “hurling himself” in front of oncoming traffic, 

which resulted in him smashing through the windscreen of a truck; attempting to overdose on 

painkillers; and attempting to electrocute himself in his hospital room. Both Andrew and his family 

had expressed concerns about him being given home leave while he was so unwell. At the 

inquest, Mrs Fleming said her husband was “highly agitated” on the day of his death, describing 

how she had to centrally lock the car doors on the drive home, wherein he repeatedly attested 

that “nobody would listen to him”. On arriving home, he immediately stabbed himself to death in 

the family’s kitchen, in full view of his wife and child. At inquest, a jury found numerous failings 

had contributed to Andrew’s death, including: insufficient communication between staff and 

family; an overemphasis on leave and discharge; poor communication between staff; and that 

it was inappropriate for Andrew to have been granted leave on the day he died [179-184]. In 
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response, TEWV reflected “it’s important that we learn from this distressing case and we have 

already made a number of changes to the way we work.” [185] 

Several months later, on 12th August 2015, Michael McMonigle died after leaving Lanchester 

Road hospital. That day he had been visited by his parents, which included a trip to the hospital 

cafe. At the end of the visit, Michael’s parents, who were not informed of his “significant” risk 

of self-harm or that he was not supposed to be left unaccompanied when away from the ward, 

said goodbye to their son, believing it was safe to leave him in the cafe on his own. This appears 

to be the last time anyone saw Michael alive yet, between the hours of 14:30 and 22:00, his 

absence went unnoticed by hospital staff [186]. When they eventually discovered him to be 

missing, there was an inexplicably long delay of over an hour before staff contacted Michael’s 

family, and an even longer delay of two hours before reporting him as a missing person. During 

this two-hour period no search was undertaken of either the building or grounds; as such, it is 

unclear what, if any, efforts staff made to find Michael in that time, or why the police were not 

informed for two hours. Michael’s inquest found that his death was contributed to by neglect, 

citing numerous Trust failures, including: the failure to update his risk assessment and care 

plan; the failure to communicate risk levels to Michael’s family; the staff’s inadequate 

understanding/ignorance of the Trust’s informal leave policy, including Michael’s consultant 

psychiatrist, who was completely unaware the Trust even had such a policy;  failure to raise 

the alarm and perform adequate actions once recognising Michael was missing [187]. These 

failings were deemed substantial enough to warrant the completion of a Regulation 28 Report 

[188], as the coroner believed that, unless the Trust took action, future preventable deaths were 

likely to occur. TEWV apologised for Michael’s death, admitting his death could clearly have been 

avoided. Moreover, the Trust’s phrasing of their regret, remorse and commitment to change in 

respect of Michael’s family, used exactly the same words as those offered to Andrew Fleming’s 

only a month earlier: “it’s important that we learn from this distressing case and we have already 

made a number of changes to the way we work” [189].  

Irrespective of these three, entirely preventable deaths, occurring within a 15-month period under 

disturbingly analogous circumstances, 6 months later Leo Crossling died under extremely similar 

circumstances. On 5th February 2016 Leo was allowed to leave West Park hospital 

unaccompanied. This was despite his psychiatrist’s expressions of serious concern for Leo’s 

safety only the day before, to the effect that he was “high risk” and should undergo a risk 

assessment before any leave was granted. The subsequent inquest found numerous failings in 

Leo’s care, stating his death was contributed to by “gross neglect” [190].  

After Leo’s inquest, TEWV confirmed that an external independent review of all serious incidents 

relating to patients who died while on leave had been commissioned, and was due to be finalised 

in 2017 [191]. Following an FOI request, from which the authors obtained a heavily redacted15 

report of the review’s findings, it became apparent that the review only examined serious incidents 

occurring in the months between February 2015 and October 2016. In spite of this relatively short 

time period, the review unearthed 15 serious untoward incidents involving the deaths of 15 

 
15

 The report’s “Methodology” section clearly states that all patient information was anonymised, and that “No additional 

crosschecking or triangulation of the incident reports occurred, i.e. clinical records or other patient specific information was not 
accessed.” As such, the authors are utterly mystified as to why TEWV felt it necessary to redact a third of its content. 
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inpatients on leave from the hospital. Of these 15 deaths, 12 were suicides16. A number of themes 

became apparent, including missed opportunities for intervention; inconsistent approaches 

to risk; significant similarities with the deaths; and issues with the serious untoward incident 

review process [192].  

The findings of this external, independent review were made available to TEWV in 2017. Yet, two 

years later, in May 2019, Peter Brown left Cross Lane Hospital in Scarborough for a walk, and 

never returned. After two years of searching by his family and the local community, in 2021 his 

body was finally discovered by the side of a railway line. While her husband was missing, Peter’s 

wife, Natalie, stated they had both been distressed by the standard of care at Cross Lane hospital, 

noting Peter had waited an entire week on the ward before being assessed by a doctor [193]. 

Although the investigation is yet to conclude, the assistant coroner announced Peter’s body was 

“found in circumstances that suggest he had taken his own life” [194].  

Several months later, in September 2019, Pamela Brown, who was detained under the Mental 

Health Act at Roseberry Park Hospital, died after leaving the hospital grounds. Pamela had been 

allowed 10 minutes unescorted leave from the ward but did not return. Despite staff noticing she 

had not returned within 20 minutes, they failed to contact the police for 2 hours. The inquest heard 

of a catalogue of failures in Pamela’s care, which at the time had prompted her daughter to file 

safeguarding concerns. Pamela’s risk assessment was also found to be inadequate [195]. In 

response, TEWV stated, “we will continue to make improvements to our services, particularly 

around training, communication, and the way we collaborate with patients, families and carers 

when assessing clinical risk.” [196]. 

 

3.2.1.3 Patient Deaths in the Community 

On 6th June 2011, 41-year-old Mark Janney died by suicide, after services denied him care on 

three separate occasions, following three attempts to end his life [197]. He first sought help from 

the Emergency Department at Scarborough General Hospital, after attempting suicide on 21st 

May 2011. There, he was assessed by the local crisis team, who decided there was no evidence 

of suicidal intent. Yet, following a concerned call from his partner the very next day, the police 

had to force their way into Mark’s flat, where they discovered him actively attempting to end his 

life. Though the police made contact with mental health services, Mark was refused an 

assessment. The police then tried the local minor injuries unit, which also refused to assess 

Mark. Mark attempted suicide again only six days later, and was, again, discharged from 

Scarborough General Hospital without assessment. He died by suicide a week later, with TEWV 

admitting liability and apologising for not providing appropriate intervention [198].  

On 30th September 2013, 46-year-old Jeffrey Gash, died under very similar circumstances. Prior 

to his death, Jeffrey had made numerous attempts to seek help from TEWV’s crisis services [199]. 

The first contact came on the 29th of August, after his GP referred him to the crisis team, and he 

was subsequently seen by a psychiatrist. On the 27th of September, Jeffrey’s wife telephoned his 

 
16

 While the review confirmed 12 of the 15 incidents were deaths by suicide specifically, the Trust response to the FOI request 

confirmed all 15 serious incidents were patient deaths. 
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GP out of concern for his welfare. In particular, she revealed that he was distressed and that he 

was hearing voices. Subsequently, Jeffrey’s GP contacted the crisis team again, who, despite 

receiving this new information regarding a change in Jeffrey’s risk profile, refused to visit him at 

home. The following day Jeffrey telephoned the crisis team himself, whereupon he informed the 

crisis nurse on duty that he felt worse, and had spoken to the Samaritans. The crisis nurse, 

misguidedly believing Jeffrey’s seeking of assistance (from the Samaritans) to be a sign of 

improvement, decided not to visit and not to escalate his case. Jeffrey died by suicide only two 

days later. His suicide note said: “I went to see the doctors at West Park Hospital I was hurting 

every day but they weren’t interested.” At inquest, a profusion of individual and systemic 

failures were uncovered, including the failure to properly assess and manage Jeffrey’s risk; 

failure to organise a face to face assessment with Jeffrey; lack of staff training regarding telephone 

risk assessments; inadequate record keeping; and a lack of training and policy regarding 

declining home visits. These failings were deemed substantial enough to necessitate a Regulation 

28 Report [200]. 

Nonetheless, in August 2016, 25-year-old Luke Gaul ended his life under similar circumstances, 

that is, after both he and his GP had repeatedly tried to seek help from TEWV [201]. Upon telling 

his GP he was having suicidal thoughts he was immediately referred to TEWV, who placed him 

on a waiting list for months. Deeming this to be inadequate, his GP attempted to escalate this 

further with the Trust, seemingly to no avail.  In the last weeks of his life, Luke poignantly 

articulated the personal repercussions of the Trust’s apathy towards his existence, stating: “I 

cannot put into words how incredibly worthless and inconsequential you have made me feel. It’s 

hard, reaching out for treatment, but it’s even harder to have doors constantly slammed in your 

face and being passed around like you don’t matter.” Though the ensuing inquest (inexplicably) 

found no failures, during the subsequent civil case the Trust admitted Luke’s care had fallen 

below the standard expected.  

On 9th December 2016, only months later, 54-year-old Anthony Pratt died by suicide, despite 

making numerous attempts to engage with TEWV, including “begging” to be sectioned [202]. After 

hearing voices telling him to kill himself, in the weeks before his death, Anthony telephoned the 

Trust every day (sometimes several times) for up to an hour at a time. According to his daughter, 

one of the people Anthony spoke to told him they couldn’t help him “until he picked himself 

up a bit”. In spite of his worrying symptoms, his distress, and his innumerable efforts to seek 

help, no face to face appointment was ever offered, and he was never properly assessed. At 

inquest, numerous failings were exposed, with TEWV admitting to numerous errors, stating: 

“Since this sad incident we have reviewed the way we work and have made changes” [203].  

Four months later, in April 2017, 38-year-old Peter McCluskey died by suicide hours after a TEWV 

crisis team decided he did not warrant hospital treatment. At inquest the Trust professed to 

have made a number of pertinent changes to their practice, stating there had been a “missed 

opportunity” to provide Peter the necessary support. Such “changes” ostensibly included daily 

engagement with patients within crisis services and, notably, fuller engagement with the patient’s 

family [204]. Yet, only three months later, in July 2017, following the suicide of 52-year-old Tristan 

Berthoud, Tristan’s family stated that the Trust had failed to listen to them, and had failed to 

involve them in the creation of an appropriate care plan [205]. Once again TEWV avowed that, 
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following a serious incident review, they had strengthened arrangements for involving families in 

the care process.  

However, just two months later, in September 2017, 30-year-old Christopher Stewart died by 

suicide after being discharged from Roseberry Park hospital, where he had been involuntarily 

detained under the Mental Health Act 1983 (MHA). Christopher’s family reported they were not 

invited to the discharge meeting, nor were they even made aware that he was being 

discharged. No formal discharge plan was ever put in place and, when asked of their rationale 

for his discharge, staff explained: “he had the “capacity” to make the decision [to leave] and could 

not be detained there against his will”17 [206]. The inquest revealed a number of failings in 

Christopher's care, to which the coroner simply concluded: “I have been assured by the trust that 

steps have been taken and now those issues will no longer be present in the care of other 

patients.” [207] 

Another two months later, in November 2017, 38-year-old Rachael Redding died shortly after it 

had been recommended that she go into hospital. At inquest, her death was recorded as 

misadventure. In giving evidence, Rachael’s mother revealed that, although her daughter had 

initially received support from TEWV (including a community psychiatric nurse), Rachael was later 

discharged after declining CBT, on the basis that she wasn’t “engaging” [208]. This was despite 

a long-standing history of bipolar disorder. In July 2018, 21-year-old Isaac Eastwood, who also 

had a diagnosis of bipolar disorder, died by suicide following an episode of acute crisis. Under 

circumstances similar to Rachael’s, three days before Isaac died his care coordinator 

recommended that he be admitted to hospital [209]. Moreover, his family had requested he 

be hospitalised three times in the weeks leading up to his death [210]. Yet, TEWV’s crisis team 

did not agree with Isaac’s care coordinator, declining to admit him, despite having not conducted 

a face-to-face review. Isaac died two days later. The inquest heard of numerous failures in 

Isaac’s care, including a “lack of appropriate consideration and acknowledgement of the 

nature, degree and severity of the risks that Isaac presented”. According to TEWV’s serious 

incident report, both the root causes of Isaac’s death and the ensuing areas of improvement were 

highlighted and “positively addressed” [211]. 

Just months later, 22-year-old Kaylee Chambers died by misadventure on 13th November 2018, 

after services “left [her] in a state of torture” [212]. Kaylee, who was hospitalised as a child 

within TEWV’s West Lane CAMHS facilities, had made a number of suicide attempts and was 

struggling with issues relating to trauma and bipolar disorder. In the weeks prior to her death, she 

was experiencing distressing hallucinations, and had been acting out of character. At inquest, it 

transpired that Kaylee had been unable to contact her community psychiatric nurse, despite 

making numerous attempts over a 12-week period. Moreover, issues with the phone lines at 

Parkside Mental Health Centre, Kaylee had also struggled to get through when in need of support. 

Just days after Kaylee’s death, on the 19th November, 19-year-old Callum Riley died after he was 

 
17

 It’s possible that this error arises from a conflation of the Mental Health Act 1983 with the Mental Capacity Act 2005 (hospital 

detention under the latter is only lawful when the individual in question lacks the capacity to make the decision for themselves, at the 
time it needs to be made). Nonetheless, consultant psychiatrists, more than any other mental health professional, have an explicit 
statutory duty to “have regard to” the codes of practice for both statutes. In other words, there is absolutely no legitimate excuse for 
making this mistake, and it seems Christopher was discharged for wholly unlawful reasons. 
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turned away by TEWV’s Lanchester Road Hospital, after his father had “begged” staff to 

section him [213]. Like Kaylee, Callum also had a history of suicide attempts precipitated by 

serious mental health problems. Though Callum’s GP was able to recognise his extremely high 

risk of suicide, services, it seems, were not. More specifically, TEWV were unwilling to provide 

more intensive mental health support until Callum “[sorted] his drug problem out”. At Callum’s 

inquest, the coroner expressed concern about the information unearthed by TEWV’s subsequent 

serious incident review, commenting that, despite Callum being under the care of numerous 

TEWV teams, there was no overall or comprehensive assessment of his needs. Less than a 

month later, on the 15th of December, 23-year-old Viktor Scott-Brown died by suicide, having 

been “let down on many levels” [214]. At inquest, it became apparent that the trust had failed to 

undertake any clinical assessment of Viktor’s risk, nor had they written him a care plan. 

Furthermore, Viktor’s family revealed that the Trust’s serious incident review exhibited 

inaccuracies they believed were “designed to downplay the trust’s involvement in Viktor’s death.” 

After the inquest, the Trust stated: “[we have] taken action to address the findings from [the 

serious incident review]. We will now take some time to look at the coroner’s recommendations 

and make sure we embed the learning from these as well as those from our own review.” [215] 

Nevertheless, four months later in the April of 2019 27-year-old Jennifer Brown died by 

misadventure while under the care of TEWV’s adult community services [216]. At inquest, TEWV 

admitted that, despite Jennifer’s diagnosis of bipolar disorder, and despite her having been in the 

Trust’s care for several years, astoundingly, Jennifer also had no written care plan. Moreover, 

her clinical team were completely unaware of her two previous suicide attempts, as 

messages left by Emergency Department staff had not been picked up. Her clinical notes were 

also found to contain no next of kin contact details, despite her family’s active participation in 

her life, and despite TEWV’s historical assurances regarding their communication with patients’ 

families. At inquest, the Trust admitted opportunities to help Jennifer had been missed, while her 

family questioned “how many times did she need to ask for help?” TEWV, yet again, 

announced that they had taken action to address the findings of their review.  

16-year-old Jesse Carly Walker died on the 23rd of January 2020, whilst under the care of 

TEWV’s CAMHS clinicians. The evening before, Jesse had expressed suicidal thoughts whilst 

talking to a Childline operator through their anonymous online live chat service. Following this 

exchange, Childline were so concerned for Jesse’s safety, they enlisted the National Crime 

Agency to help trace her location from her IP address. In the early hours of the next day the local 

police visited her at home to conduct a welfare check and, finding Jesse asleep in her bedroom, 

left after speaking with her parents. The officer also forwarded the transcript of Jesse’s 

conversation with Childline to Jesse’s mental health team [217]. Notwithstanding, Jesse’s 

community nurse did not contact her parents or inform them of her suicide plan. Later that 

morning Jesse’s mother contacted the nurse herself. She asked for an appointment that day, 

stating she was “desperate for help”, but was told the nurse had appointments all morning, and 

was on annual leave in the afternoon. Jesse died later that same day. The inquest heard that a 

review of Jesse’s care highlighted the Trust’s failure in refusing to see Jesse on the day she died, 

and their failure to notify her parents of her suicide plan. TEWV subsequently announced that 

steps had been taken to improve services, and that Jesse’s nurse had “changed her practice” 

[218].  
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In October 2020, 23-year-old Emily Miller was admitted to Foss Park Hospital in York after 

attempting suicide. Emily was experiencing distressing symptoms of psychosis, which were 

dismissed as “quasi-psychotic” due to her diagnosis of EUPD. Emily had been in hospital on a 

number of occasions and was frequently discharged very quickly, despite remaining high risk. 

Although Emily was deeply distressed and suicidal, believing she was responsible for coronavirus, 

her final admission only lasted three days before she was discharged against her will. Emily 

ended her life 30 minutes later, after jumping into the River Ouse. At inquest, TEWV staff 

commented that despite Emily frequently talking about suicide and stating suicidal plans, they 

didn’t believe she was actually at risk and were surprised by her death [219, 220]. In April 

2021, 23-year-old Dari-Anne Sawyer ended her life at her home in Thornaby. Dari-Anne had seen 

TEWV staff the day she died, where she informed them that she had taken an overdose. The staff 

told Dari-Anne she should go to hospital, and then left her at home by herself. No concerns were 

raised by the staff regarding her safety, as similar to Emily Miller, there seemed to be a lack of 

belief that she was at risk. Dari-Anne died later that day [221]. 

The aforementioned cases are only the tip of the Trust’s proverbial iceberg, with regard to patient 

deaths that could and should have been readily prevented, were it not for TEWV’s shamelessly 

flagrant disregard for patients’ lives. Such is glaringly evident from this 15-year pattern of: patient 

failed - patient dies - lessons learned; patient failed, again - patient dies, again - lessons learned, 

again; patient failed, yet again - patient dies, yet again - lessons learned, yet again; ad infinitum. 

Again, and again, and again, and in spite of countless promises to the contrary, from the time 

TEWV was founded to the present day, the same, lethal, indefensible mistakes are propagated 

and repeated across the entire Trust. It appears that the Trust’s promises that they are 

“addressing the concerns”; “learning from the incidents”; “strengthening their procedures”; 

“making a number of changes”; “reviewing the way they work”; “taking steps”; “positively 

addressing areas of improvement”; “taking action to address the findings”; “embedding the 

learning”; “changing practices”; and “making significant changes”, are as disingenuous as they 

are profuse. The authors strongly support calls for a public inquiry, in which the following question 

must be answered: why and how has this been allowed to continue for so long? 

“I’m hearing repeat stories, the failure to risk assess [patients] properly, the poor case 

management - failure to listen to the concerns of families. Yes mental health is difficult, it 

is challenging but these deaths that I have seen should not have happened, they were 

simple failings.” 

- Alistair Smith, Solicitor, Watson Woodhouse [222] (bold ours) 

 

“I mean these are alarming figures. One death is one death too many but to see a pattern 

of death and many of these deaths raise concerns about failings. It really is an extreme 

matter of public concern and really does warrant a proper inquiry into the trust itself.” 

 

- Deborah Coles, Executive Director, INQUEST [223] (bold ours) 
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3.3 There is No Evidence 

Most people recover from BPD in the long term (Paris 2008 and Zweig-Frank 2001) However, 

recovery requires that develop skills [sic] and self efficacy from facing and overcoming crises in 

their lives. When responsibility is assumed by others this also removes the opportunities that 

support recovery. Many of the familiar interventions for reducing short term risk of suicide and 

severe self harm (e.g. hospitalisation, enhanced observations, and increased frequency of 

community contact) can have negative short or long term side effects for people with BPD+18. For 

instance, enhanced observations can sometimes reduce a person’s responsibility for their own 

wellbeing and create conditions for reckless behaviour. Or hospitalisation can convey to a person 

that professionals feel they are incapable of looking after themselves, thus reducing self efficacy. 

The Trust recognises that optimal care for people with a diagnosis  of BPD+ often means offering 

the patient care plans that “play the long game”, that strategically hold back from short term risk19 

reduction (or the appearance of short term risk20 reduction) in order to achieve long term gains or 

reduce long term harms. This is therapeutic risk taking21.  

When reading the Protocol’s statements regarding the purportedly “harmful” effects of 

hospitalisation, frequent community contact, enhanced observations etc, it’s important to 

appreciate that absolutely none of these claims are backed by empirical evidence or national 

clinical guidelines. Indeed, the entire Protocol is predicated upon a specious foundation of 

personal opinion and anecdotal evidence22. 

Currently, at the time of writing, there is no adequate randomised controlled trial (RCT) evidence 

supporting any specific crisis intervention for BPD-labelled patients [224,225]. NICE guidelines 

recommend that, when a BPD-labelled patient presents during a crisis, services respond in a 

calm, empathetic manner, and actively involve the patient in exploring options for crisis resolution. 

Interventions could include: follow up contact, or immediate daily contact in the community; 

cautious short-term use of medication; contact with a crisis resolution and home treatment team; 

arranging outpatient care or treatment; and admission to a psychiatric inpatient unit [226]. 

Contrary to the Protocol’s repeated statements regarding harm, the empirical evidence available 

indicates hospitalisation is not, in fact, harmful to BPD-labelled patients and does not contribute 

to a deterioration in health [227-229]. The NICE guidelines, in conjunction with various academics 

in this field, propose that such assumptions derive entirely from the opinions of individual 

clinicians, in lieu of any legitimate scientific enquiry [230-232]. Indeed, the empirical evidence 

available actually reveals that, currently, there is no known optimal crisis treatment in this patient 

 
18

 In version 2 the sentence “can have negative short or long term side effects for people with BPD+” was changed to “can bring 

about unintended harms for people with BPD+.” 
19

 In version 2 the word “risk” is changed to “harm” 
20

 In version 2 the word “risk” is changed to “harm” 
21

 In version 2 the sentence “This is therapeutic risk taking” was changed to “This is a comprehensive approach to harm reduction.” 
22

 In medical research, types of evidence (e.g. randomised controlled trials (RCT), cohort studies, case-control etc) can be sorted 

into hierarchies according to the quality and reliability (high, medium or low) of each source. ‘Expert opinion’ is frequently excluded 
from even the lowest levels of evidence included in such hierarchies and, when it is included, it rather conspicuously occupies the 
lowest position. See: Burns PB, Rohrich RJ, Chung KC. The levels of evidence and their role in evidence-based medicine. Plast 
Reconstr Surg. 2011;128(1):305-310.  
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population [233]. Moreover, interventions the Protocol confidently rejects as “harmful” (including 

home treatment, hospitalisation (including periods longer than a few days), day hospitals and 

intensive therapeutic interventions) have, in fact, been proven beneficial, or are strongly 

suggested to be so [234-238].  

Another factor to consider, when reading this Protocol, is that all “evidence” provided refers only 

to patients labelled with BPD. Yet, as discussed earlier, the Protocol is actually aimed at a 

substantially wider range of diagnoses, which, in addition to BPD, could include a further 53 

discrete diagnostic groups. Explicitly claiming that: 

 

- ‘increased frequency of community contact [...] can have negative short or long term side 

effects’ (pg. 2, V1) 

- ‘the sort of care that looks after the person in a protective way [...] may increase the risk 

of suicidal or self harm behaviour’ (pg. 6, V1&2) 

- ‘hospitalisation [...] can have negative short or long term side effects’ (pg. 2, V1) 

- ‘caring interventions that are at the core of mental health work, and provided for many 

other patients, might be harmful for a particular person with a diagnosis of BPD+’ (pg. 6, 

V1&2) 

- ‘Offering a lot of intervention, or long interventions, or specialist interventions, can 

convey to the person a sense that they “really are very disturbed”’ (pg. 7, V2) 

- ‘The interventions that mental health services typically offer patients, and are socially 

expected to offer, at times of crisis often make things worse for people with BPD+’ (pg. 6, 

V1; pg. 7, V2) 

 

not only contradicts the most current evidence regarding crisis management for BPD-labelled 

patients, but also completely ignores all good practice guidelines, and evidenced based treatment 

interventions, for every other diagnosis subsumed by “BPD+”. Such is an egregious violation of 

the Trust’s statutory duty to provide safe, regulated, clinically appropriate, individualised care and 

treatment to every one of its patients. 

 

3.4 Positive Risk-Taking: An Introduction 

The Trust supports well considered, well documented therapeutic risk taking according to the 

principles of this protocol, and will continue to support such risk taking even when tragic events 

occur23. 

“Positive” risk-taking (aka, “therapeutic” risk-taking), in its true form, is about patient 

empowerment through the facilitation of autonomy and choice [239-242].  The theory of positive 

risk-taking is that when people choose to take on more responsibility for their own safety, while 

they may be at an increased risk of harm, the action of taking back control of their life is an 

 
23 In version 2 the sentence “The Trust supports well considered, well documented therapeutic risk taking according to the 

principles of this protocol, and will continue to support such risk taking even when tragic events occur “ was changed to “The Trust 
supports teams taking a well considered, well documented comprehensive approach to harm reduction in line with the principles of 
this protocol, and will continue to support this even when tragic events occur.” 
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empowering one which may support recovery and/or lead to an increased quality of life.  For 

example, supported living staff may be concerned that a client with a learning disability may be at 

risk of getting lost if they go out for walks alone. Thus, to eliminate this risk, staff always 

accompany the client when they go out for walks. Yet, this fails to consider the desire of the client 

to go out by themselves, reducing their levels of independence, and negatively impacting their 

quality of life. A positive risk-taking approach may support this individual in their desire to go out 

alone, with both the staff and the individual fully aware that the increased risk of harm is balanced 

against improved quality of life [243].  

As much as the preceding example might appear to bear clinical merit, in truth, precious little is 

known about the real value, if any, of utilising positive risk-taking approaches within clinical 

practice [244-246]. Indeed, this present state of affairs has already been noted by others, for 

example: 

“The research available on the use of positive risk-taking in clinical practice is surprisingly 

limited” [...] “There is a gap in the research on how positive risk-taking affects service users 

and whether it does promote recovery. Policy makers cannot be expected to change their 

views on risk-taking if there is no evidence to support its effect on recovery.” 

- Reddington, G. The case for positive risk-taking to promote recovery [247]. Pg 

29-32 

 

“[..] positive risk-taking approaches do not yet appear to have been formally evaluated in 

terms of outcomes for, and experiences of, those receiving services […] [T]he “evidence 

base” for positive risk taking is not clear cut.” 

- Blood I, Wardle S. Positive risk and shared decision-making [248]. Pg.8 

 

“The promotion of positive risk taking has been proposed as an essential capacity for 

health and social care staff, but little is known of the dimensions and value of this 

approach.” 

-  Robertson J, Collinson C. Positive risk taking: Whose risk is it? [249] Pg. 147 

 

Of even greater concern, is the total dearth of evidence regarding the safety and efficacy of such 

approaches when employed during acute suicidal crises. In spite of such, the authors’ main 

quarrel is not with “positive” risk-taking per se which, despite aforementioned concerns, may have 

clinical value when implemented with care, and with the patient’s full involvement. Rather, the 

authors’ primary concern relates to the deceptive, unlawful and reckless version of such utilised 
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by TEWV. To be clear, the clinical risk(s) in question here, are borne entirely by the patient24, that 

is, where such risk is not properly managed, it is the patient who suffers the material 

consequences, not the staff. For example, where a patient is not protected from an overt risk of 

suicide, it is the patient who dies, not the nurse/doctor/etc who failed to take them seriously25. In 

short, these risks are not “taken” by staff, they are taken by patients. As such, positive risk-taking 

is only clinically legitimate when employed with the full knowledge and informed consent of the 

patient. To do otherwise is not only a clear violation of the patient’s personal sovereignty, but 

(despite the Protocol’s protestations), is an open invitation to neglect, abuse, human rights 

violations and, ultimately, preventable patient deaths resulting from such.  

Tragically, this particular manner of preventable patient death is not merely a possibility in the 

abstract. Indeed, it is very much a reality for the family of Valeria Muñoz Biggs, who died following 

jumping into the path of a train in September 2019 [250]. Valeria had a significant history of 

affective disorder, beginning at the age of 18, for which she had previously been successfully 

treated in her home country of Chile. She also had a very strong family history of bipolar disorder. 

In 2019, while living in the UK, Valeria experienced an exacerbation of her symptoms. She sought 

urgent psychiatric help for her feelings of active suicidality on 12th September 2019, dying by 

suicide only 8 days later on 20th September, aged 31. At inquest, HM Senior Coroner, Dr. Fiona 

Wilcox, found the Trust responsible for Valeria’s psychiatric treatment, West London NHS Trust, 

had actually contributed to Valeria’s avoidable death by failing to take her suicidality seriously. 

Most significantly, Dr. Wilcox noted the Trust’s ‘concerning culture of positive risk taking [sic] in 

relation to suicidality’ as a contributory factor.  

From the findings at her inquest, it seems the Trust were taking risks with Valeria’s life without 

her consent or knowledge from the moment she approached them in crisis26, on 12th September. 

When they failed to take her suicidality seriously, she attended A&E, where liaison psychiatry 

services found her unwell enough to discuss admission to hospital. However, she was ultimately 

referred to the Trust’s community crisis home treatment team (henceforth: “crisis team”), 

supposedly with a low threshold for admission if her risk increased or her family weren’t coping. 

The crisis team were due to visit Valeria at home the next day (13th September) but failed to show 

up, despite receiving a report from the police that same day, to the effect that Valeria had been 

found wandering at a local train station expressing overtly suicidal thoughts to members of the 

public, one of whom called emergency services. The crisis team eventually visited her home two 

days later on 15th September, by which time Valeria had left home with suicidal intent on at least 

four occasions. At this point Valeria’s family were, quite understandably, very frightened for her 

safety. They expressed their grave and pressing concerns to the crisis team regarding her 

imminent risk of suicide, having been unable to keep her safe at home. These concerns went 

unheeded and largely undocumented. The crisis team failed to ever undertake a proper 

assessment of Valeria’s risk, failed to alter her treatment plan accordingly and failed to reconsider 

the necessity of hospital admission. Rather, they inexplicably ignored overt signs of Valeria’s 

 
24

 And, in a different way, by their relatives/family 
25

 This is not to say staff suffer no ill effects from such e.g. guilt, grief, professional/legal consequences, just that these are the 

consequences of related risks (e.g. the risk of not adequately mitigating risk), not of the patient’s risk of death by suicide.  
26

 Please note, this supposition is based on the findings as summarised in the Regulation 28 report. The full inquest report is not 

accessible. 
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deteriorating condition; her consistently active suicidality; the high-risk manifestations of such (i.e. 

making repeated visits to train stations) her psychiatric history; her family history of bipolar 

disorder; concerns from numerous other professional sources (police, liaison psychiatry etc) and, 

particularly, her family’s struggle to manage her safety at home. Essentially, it seems that, aside 

from (eventually) showing up, the Trust did absolutely nothing for Valeria of material clinical value. 

Indeed, at inquest, Dr. Wilcox found this debacle of incompetence to be ‘a gross failure on the 

part of the Trust’, concluding that, had Valeria been adequately assessed and admitted to 

hospital, she would not have died. 

These findings were of sufficient concern for Dr. Wilcox to complete a Regulation 28: Report to 

Prevent Future Deaths, in addition to her inquest report. The call for such is only engaged where 

‘anything revealed by the investigation gives rise to a concern that circumstances creating a risk 

of other deaths will occur, or will continue to exist, in the future’27. In such cases, the coroner has 

a statutory duty to complete a Regulation 28 form detailing their specific concerns, which is sent 

to the person/organisation of note28 (i.e. West London NHS Trust in this case) and the Office of 

the Chief Coroner. In her summary of the evidence presented at inquest, Dr. Wilcox again noted 

the Trust’s ‘concerning culture of positive risk taking [sic] in relation to suicidality’ as part of a wider 

picture of neglect, wherein staff consistently ignored or underestimated every aspect of Valeria’s 

presentation suggestive of a high risk of suicidality. This “risk-ignoring” approach to the clinical 

management of suicidality, took place against a background of abject lack of support or 

engagement with either Valeria or her family. As noted by Dr. Wilcox: 

‘There was a repeated theme of lack engagement [sic] with those attempting to care for 

Valeria at home; a lack of support for her carers; not recording concerns raised by carers; 

[...] 

Valeria was not properly offered admission to hospital, but rather pushed toward care in 

the community and this decision was never re-visited during the episode of care despite 

the difficulties in managing her safety at home; her lack of improvement and even apparent 

worsening; her strong family history of bipolar affective disorder and the strong possibility 

that this was her underlying diagnosis; and her active risk of suicidality which was overt to 

her family [...] 

[...] 

Lack of proper assessment of suicidality for example: seeming to ignore her actions, and 

concerns passed by her brother who was caring for her and over reliance upon no active 

suicidality being expressed when directly asked. Even when she was at times so unwell 

that she would not talk or was incoherent there was no reassessment of risk’ 

 
27

 Schedule 7, subsection 1(b), The other aspects of this statutory duty are found within the rest of Schedule 7 of the Coroners and 

Justice Act 2009. Also, see paragraph 10 of Guidance No.5 Reports to Prevent Future Deaths, Office of the Chief Coroner,  
28

 More specifically, it’s the person/organisation the coroner believes has the power to act on such concerns. This 

person/organisation has a duty to respond within 56 days from the date of the Regulation 28 report. 
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The most pertinent section of a Regulation 28 report is that in which the coroner records their 

concerns arising from the case, with specific regard to the prevention of future deaths29. A total of 

8 such concerns were formally recorded in Valeria’s case, the very first being ‘[t]hat the Trust has 

a culture of risk taking in relation to suicidality’. This is now the third occasion on which Dr. Wilcox 

raises explicit concerns regarding the possibility of future deaths arising in connection with the 

Trust’s use of positive risk-taking practices in relation to suicidality. It is also the third occasion on 

which the practice is noted as being a factor in Valeria’s entirely preventable death. Most of the 

concerns that follow can be summed up as thus: both Trust and staff provided such woefully 

inadequate care, demonstrating manifest incompetence in numerous aspects of such, that a 

senior coroner had to tell them how to do their job(s) in infuriatingly basic terms, solely for the 

purpose of preventing future deaths from such30. Addressing her final concern, Dr. Wilcox notes: 

‘[t]hat this case seriously calls into question the operational ethos of the care in the community 

approach in West London’. 

The preceding was merely a concise overview of this case, as such, many relevant aspects of 

the Regulation 28 report were omitted. Upon reading the report in its entirety, it seems rather 

apparent that the ‘operational ethos’ of concern is remarkably similar to that witnessed by patients 

at TEWV. Regardless of what manner of care the Protocol claims to promote in theory31, its reality 

would seem to entail a standard of care even lower than that reported by Dr. Wilcox. While one 

dismissive-sounding comment from a staff member (‘“you are so pretty why would you want to kill 

yourself”’) was noted as innapropriate, the staff member responsible is noted as having positive 

intent (‘a clumsy attempt to cheer [Valeria] up’). It appears there was no evidence of staff 

delivering callously dismissive moralisms32 in response to patient suicidality, nor was there 

evidence of staff goading fragile patients into escalating their attempts in order to be “taken 

seriously”33. Nonetheless, the “care” Valeria received in the days before her death bears similar 

hallmarks to that reported by patients of TEWV, that is:  

● A lack of engagement with/support for the patient.  

● A lack of engagement with/support for the patient’s family. 

● A lack of proper suicide risk assessment. 

● Failure to reassess/revisit decisions regarding risk and care provision in response 

to patient deterioration.   

● Completely ignoring/not noticing very overt indications of escalating suicide risk, 

i.e.: 

○ ignoring the patient’s overtly suicidal behaviour re: visiting 

train/underground stations; 

 
29

 “Box 5” or “the coroners concerns” is the essence of a Regulation 28 report. The concerns recorded need not relate to the death 

in question; any concerns arising re the prevention of future deaths may be noted. 
30

 Perhaps this is why Dr. Wilcox felt it necessary to formally record her ‘concerns about the credibility of some of the evidence 

given by the Trust witnesses, and the ability of the Trust to reflect upon and learn lessons from this death.’ earlier on in the report. 
31

 Which, to be clear, is still unlawful and negligent 
32

 E.g. ‘You have capacity’; ‘you are responsible’; ‘you need to learn some responsibility’; ‘you’re not genuine, you’re just being 

manipulative’ etc 
33

 I.e. ‘If you really wanted to die you would have…....taken more pills, isolated yourself, not called us etc’ 
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○ ignoring the patient’s clear deterioration into episodes of complete silence 

or incoherence; 

○ failure to even bother documenting the frequently-expressed concerns of 

the family; 

○ failure to ask the patient about active suicidal feelings; 

○ failure to note relevant historical details e.g. a family history of bipolar 

disorder. 

● Failure to consider hospital admission when it was clearly appropriate. 

● Forcing the patient’s family to formally “manage” their beloved’s risk of suicide, as 

a means of mitigating the Trust’s neglectful approach. 

● Failure to follow the relevant guidelines. 

● Failure to meet the relevant statutory obligations.  

● Failure to keep proper documentation. 

● The credibility and honesty of the Trust and its staff called into question 

Though the preceding points relate exclusively to the Valeria Muñoz Biggs case, each is just as 

easily entailed, either by inclusion or omission, by the principles within the Protocol34. Moreover, 

the one and only “culture of risk management” relentlessly pushed by this document, that is, 

“therapeutic risk-taking”, is nothing but a slightly nicer-sounding recapitulation of “positive risk-

taking”. This is the same ‘culture of positive risk taking in relation to suicidality’ the coroner noted 

as a significant contributory factor in the preventable suicide of Valeria Muñoz Biggs.  

The Protocol offers zero empirical evidence to legitimise TEWV’s reckless use of positive risk-

taking in patients labelled BPD+. Rather, it blindly asserts ad nauseum, that the Trust’s exclusive 

reliance on this entirely untested, unevidenced, non-risk assessed, thus, possibly lethally unsafe 

approach to suicide risk management is ‘not a negligent lack of attention to potential risks’ (pg. 4, 

V1&V2). Indeed, TEWV has such immense confidence in their baseless assertions, the Protocol 

further pronounces that they will ‘continue to support such risk taking even where tragic events 

occur’. In other words, no quantity of patient deaths occurring under ‘such risk taking’ will be 

sufficient to deter them from using it on subsequent patients. 

 

3.4.1 BPD-Specific Positive Risk-Taking  

As positive risk-taking often involves reduced patient-staff interaction, and/or the reduction of 

active support, there is always the risk of it being abused where the patient population is viewed 

extremely negatively by staff [251]. As previously explained, BPD is deeply stigmatised within 

mental health services. Numerous studies demonstrate that many mental health professionals 

prefer to avoid BPD-labeled patients, whom they perceive to be “manipulative”, “attention-

seeking”, less unwell than other patients, more responsible for their behaviour and, overall, not 

deserving of NHS resources [252-257]. These professionals may also be blinkered by the strength 

 
34

 I.e. while not all of such are explicitly provided for in the Protocol’s text, it’s glaring omissions regarding practical implementation 

of the Protocol’s principles, risk assessment, consent, capacity to consent, duty of care, duty of candour, human rights etc, are a 
fertile breeding ground for neglect and negligence.  
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and nature of their personal feelings concerning BPD-associated behaviours they find difficult, 

distressing and hard to treat (i.e. self-harm and suicidality) [258-261], and by their extreme 

discomfort with the histories common to such patients (i.e. past history of trauma, such as child 

sexual abuse) [262-265]. 

When you combine these factors with a clinical intervention warranting reduced staff-patient 

interactions for the purposes of encouraging patients to take responsibility for themselves, you 

are presented with a uniquely dangerous situation, whereby this intervention could be abused 

to serve the interests of a staff wishing to avoid caring for a patient group that challenges their 

professional identity, and whom they (wrongfully) perceive as responsible for their distress and 

less deserving of care. 

It is certainly not unheard of for clinicians to carry out interventions or treatments that serve their 

interests, rather than the interests of their patients. In a study of mental health professionals in 

New Zealand, 85% of those questioned admitted that, in the past year, they had taken a treatment 

approach with BPD-labelled patients which they did not consider clinically indicated or 

appropriate, but that was in their own interests [266]. 18% of those questioned admitted that this 

had occurred more than 50 times in the past year. 

The experiences of the many TEWV survivors contributing to this report, have led the authors to 

conclude that patients labelled with BPD, or perceived to fit the BPD “caricature”, commonly 

experience clinically inappropriate and neglectful use of positive risk-taking at this Trust. 

Experiences commonly described by TEWV survivors (including child and adult patients, families, 

and carers):  

- Patients having no knowledge of this intervention being used on them 

- Patients refusing, or not asked for, their consent to positive risk-taking, but treated with it 

regardless  

- Patients not offered any alternative forms of intervention 

- Patients and carers not being involved in any form of risk assessment or crisis/care plan  

- Patients not having a risk assessment or crisis/care plan 

- Patients not informed of a risk assessment or crisis/care plan they later find to exist 

- Patients and carers confused about why contact was being reduced during a crisis  

- Patients deliberately left to self-harm in hospital for extended periods of time  

- Patients and carers told the patient needs to take complete responsibility for themselves 

while in acute suicidal crisis  

- Patients and carers told the patient allegedly “has capacity” and therefore it’s their choice 

to kill themselves  

- Patients and carers told the patient allegedly “has capacity”, despite the patient never 

having their capacity assessed 

- Patients told, after they attempt suicide, that they are “attention-seeking” so shouldn’t 

receive care 

- Patients and carers told personality disorders are just “behavioural” and, as such, the 

patient is taking up space in hospital  
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- Patients and carers told it's not the Trusts responsibility to keep their hospital inpatients 

safe 

- Patients and carers told that staff are comfortable with the risks of discharging someone 

while suicidal (despite the patient/carer not being comfortable) 

- Patients and carers told that if the patient attempts suicide or self-harms while in hospital 

they will be discharged (including patients detained under the Mental Health Act) 

- Patients and carers told the patient is not at risk, despite the patient not previously being 

known the Trust  

- Patients and carers told the patient has “chronic” suicidal feelings, despite only being 

suicidal for a few days or weeks  

- Patients and carers told that staff could ‘defend their actions in a coroners court’ if the 

patient died  

- Carers admonished for encouraging patients to “attention-seek” by responding in a caring 

manner when the person they care for harms themselves  

- Carers told they are entirely responsible for the person they care for  

- Carers told it’s better for Trust figures if the patient dies at home rather than in hospital 

- Carers banned from calling the crisis team because they have raised concerns 

- Carers banned from engaging in their relative’s care because they have raised concerns, 

despite the patient’s expressed wish that they be involved  

- Carers laughed at by staff for expressing concern for their relative  

- Carers told to stop housing the patient (rendering them effectively homeless), as it is 

reducing their responsibility for themselves  

- Carers not listened to by services until the person they care for is seriously injured, missing 

or dead 

 

For example: 

“They let me [leave the hospital] on home leave knowing I was having a really bad week, 

and on home leave I overdosed, when I got taken back to westlane my psychiatrist told 

me I wasn’t actually suicidal because if I was I would’ve taken more tablets and I 

wouldn’t be alive.” 

- TEWV Patient (bold ours) 

“When in hospital after ligatures etc. The CRISIS team would say [to my daughter] are 

you going to try and kill yourself again. She would say yes. They would say we are 

busy don’t do it tonight.”  

- Mum of TEWV Patient (bold ours) 

“They [the crisis team] seem to refuse to believe our daughter was intent on suicide, 

and no matter how many times she told them, no one would listen. This has been, 

unfortunately, a running thread through everything for months; no-one will listen to us 
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and no-one will listen to our daughter. […] I said to [the inpatient consultant psychiatrist] 

is this some kind of weird game where you roll the dice? His words in that meeting 

[regarding discharge] were “well she could get worse, she could get better, she could stay 

the same” … that is some kind of sick Russian roulette and it’s really upsetting, my 

daughter isn’t some inanimate object. She’s a person, she’s a 21-year-old girl, she’s 

our child, a sister, and they’ve all just treated her as if she’s just another number and what 

are they going to do if she kills herself? “oh well, we’ve got a bed now for someone else”. 

[…] We’ve watched our beautiful daughter not be treated, deteriorate and try to kill 

herself on three occasions in 6 weeks. That bit of her that wants to live has 

diminished, because every time she has asked for help, no one listens.”   

- Mum of TEWV Patient (bold ours) 

“[A] young woman from Seaham was told by the local Crisis Team that she was “not 

appropriate” for their services because, although she had self-harmed and experienced 

suicidal thoughts, she had not yet attempted suicide.” 

 

- Living Well: A Report by the Tyne & Wear Citizens Commission on 
Mental Health [267], pg. 17 

 

“Under the watch of this unit, [my daughter] IS allowed to engage in horrifying self-harm 

and countless suicide attempts. The attitude of the staff there is that self-harm is a 

choice and they give patients first aid kits to clean up after themselves. That if one is 

serious about suicide they will be successful and enhanced observations will not be 

used.” 

- Parent of TEWV patient [268] (bold ours) 

“I just get abandoned when I’m most in need of help because they think that if I can learn 

to get through a crisis alone I will stop calling them. They call it positive risk taking but 

it isn’t positive for me. They are gambling with my life and each time it happens I am 

more traumatised and feel more suicidal. Being turned away when your life is at risk is 

the worst feeling in the world. I think they want me to die.” 

- TEWV Patient (bold ours) 

“Staff fail to recognise that the “risks” they are assessing and managing are not their risks, 

they are their patients risks. If they want to sit at home by themselves while acutely suicidal 

and receive no support, that is up to them. But imposing that decision on their patients 

without consent is abusive and violent. I am haunted by the things they did to my sister. 

The decisions these strangers made without her, about her. They decided her life was 

of no importance to them and so the level of risk they were willing to tolerate was 

ridiculous, up to and including her potential death. No family should ever have to go 

through what mine did.” 
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- Family member of TEWV Patient (bold ours) 

Evidently, the danger of positive risk-taking being misappropriated for the purposes of 

“legitimising” neglect is very real. Yet, curiously, the Protocol omits this danger to patient safety 

and well-being entirely, offering no form of safeguarding against such risks. Rather, it 

enthusiastically promotes indiscriminate use of positive risk-taking in all patients labelled with 

“BPD+”. There is no consideration of the different situations this intervention should or should not 

be used in (other than psychosis), no consideration of the individual nature of risk and 

responsibility, no consideration for the Trusts statutory duties towards its patients, and no 

consideration for the patients’ legal right to give and refuse consent. The authors consider this 

lack of safeguarding as presenting an extremely grave risk to human life.  

As noted by the Department of Health, there is an important distinction to be made between 

putting someone at risk and enabling that person to take a reasonable risk [269]. This is the 

distinction TEWV fails to make. The Protocol does not encourage staff to consider each person 

as an individual, consider the patient’s own understanding of responsibility, or to support patients 

in making empowering choices. The Protocol, in fact, works against all recommended practice on 

management of risk by telling staff that they should “convey through their words and actions that 

the person with a diagnosis of BPD+ is able to, and does, hold responsibility for their 

wellbeing”, with no mention of informed consent, or involvement of the patient in the decision-

making process. A better description of this intervention would be “coercive risk taking”, as 

patients are forced to shoulder responsibility for their safety whilst acutely unwell. 

The culture of “empowering” patients to take responsibility for themselves by withholding care 

during times of crisis is discussed at length throughout this report, in particular: Section Eight: 

Principle 5: Patient Responsibility, and Section Ten: Principle 7: Less is More. 

 

3.5 Developing and Maintaining a Culture of Negligence 

For any large organisation, a decisive factor in the development of effective infrastructure, positive 

culture and sound functionality, is that its workforce has the means to experience psychological 

and social satisfaction and, to this end, that their employer offer sufficient support in coping with 

work related stress and anxiety [270]. In their 2020 personality disorder position statement, the 

RCPsych notes that staff across all sectors often feel insufficiently supported while working with 

personality disorder-labelled patients. Additionally, they further acknowledge that endemic 

feelings of ‘inadequacy and hopelessness’ amongst staff may breed a toxic service culture, in 

which staff may avoid, exclude, mismanage, or punish patients labelled with a personality 

disorder [271]. Should a workforce indicate they find particular patient interactions anxiety 

inducing, this will be a highly influential factor concerning this organisation’s overarching structural 

development [272].  

In this manner, the Protocol labours heavily upon the Trust’s desire to avoid and reduce 

interactions with this patient group. This Trust-sanctioned ‘less is more’ care reduction initiative, 
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may, in turn, serve to justify and perpetuate a staff culture favouring the curtailment of patient 

support, regardless of whether this is clinically appropriate. 

“York services ignored my sister until she basically died. She overdosed and self-

harmed and even set herself on fire once. They couldn’t have cared less. Even though 

she has autism the crisis team said she had eupd not autism so it was safer for her 

to not be seen by them. She overdosed again and now is permanently brain damaged. 

She will be in hospital forever now and she can’t speak or do anything for herself.” 

-  Brother of TEWV Patient (bold ours) 

 

“I’ve been in hospital 3 times in the last two weeks due to a suicide attempt and 2 

incidents of self harm, [the crisis team] came to see me in hospital but they said I’m doing 

really well so I don’t need any help.”  

- TEWV Patient (bold ours) 

 

“I find it rather alarming [how TEWV use their BPD protocol] considering that by these 

criteria they could apply it to pretty much all of their patients and yet it is based upon 

Personality Disorder theories. It is also old with old evidence and it needs updating. Also, 

there appears to be no sensitivity to the fact that enacting this protocol could cause 

significant harm. And if they are going to use it like this, then why don’t they tell patients 

this is what they are doing? - with me they applied the protocol in secret. I can’t help but 

think it is all just a good excuse for denying access to care...” 

- TEWV Patient (bold ours) 

 

“TEWV is absolutely disgraceful and I know as someone who has experienced this Trust 

as a patient. They have risk management protocols that state patients should not be 

admitted if they are suicidal etc as it can promote attention seeking behaviour and 

dependence. They gaslight you constantly and tell you that abusive experiences you've 

had from staff are just your ''distorted perceptions'' which is them trying to mind 

control you. Its one thing if an organisation is failing but admits it and wants to change but 

TEWV deny any responsibility for anything and in fact call themselves ''sector leaders 

in trauma informed care'' yet half the trauma patients have is caused by their hostile 

uncompassionate staff and the culture of the organisation. Ask any poor soul who 

has ever been diagnosed as having a Personality Disorder or their families and they 

will tell you what TEWV is really like.” 

- Former TEWV Patient [273] (bold ours) 
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Psychological studies examining the self-assessment capabilities of mental health staff, have 

found the vast majority of participants as perceiving themselves to be entirely morally, ethically 

and politically neutral parties, making consistently objective, prejudice-free clinical decisions 

[274,275]. Yet, in reality, the force of these allegedly “normal” sociocultural values, assumptions 

and goals inexorably impressed upon every one of us from birth, is observed as playing a pivotal 

role in the development of empathy and interpersonal perception. Put simply, societal attitudes, 

values and, in particular, society’s judgement of certain behaviours, lifestyles and classes of 

people as being “undesirable”, “undeserving” or “a drain on society”, will undoubtedly influence 

the way in which staff interact with patients and how they interpret the behaviours of such [276]. 

Thus, regardless of the intentions of any individual staff member, they cannot escape their 

derivation as a product of their society, culture, and environment [277]. A study investigating the 

decision-making abilities of Approved Mental Health Professionals found that, when faced with 

resolving a high-risk scenario, each participant identified and interpreted the risk differently, and 

in accordance with their (differing) personal belief systems and socially constructed view of the 

world [278].  

Thus, where staff are made to work from a Protocol that: 

1) overtly compels them to summarily relieve themselves of their most basic legal 

responsibilities regarding the safety and general well-being of a patient group many will 

already dislike caring for;  

2) justifies such patently unlawful and potentially deadly neglect by heavy appeal to the moral 

stigmata of BPD, seamlessly arranged around pre-existing staff antipathies for a diagnosis 

generally perceived as ubiquitously synonymous with patients who are wilfully 

“challenging”, “needy” and fraudulently “attention-seeking”;  

3) continues mobilising these and related staff fears, assumptions, prejudices and 

parochialisms, to stress the (essentially mythical) assertion that “familiar interventions for 

reducing short term risk of suicide and severe self harm” and other “caring interventions 

at the core of mental health work” are inherently harmful for these patients because they 

“reduce a person’s responsibility for their own wellbeing” (that is, they unleash the feared 

spectre of patient “dependency” upon staff and services);  

4) additionally implies that “genuine” acts self-harm or attempted/completed suicide are 

extremely rare among such patients;  

5) repeatedly conflates (or exploits) the numerous and disparate conceptions of 

responsibility, (self-)control and culpability to support the ruthless claim that “BPD+”-

labelled patients are: 

a) fully in control themselves at all times, thus;  

b) their “very high lifetime risk of death or serious injury [resulting] from their own 

actions” derives from their personal moral weakness not mental illness, which 

means they are;  

c) fully “responsible” for preventing their own death by “misadventure” (i.e. suicide), 

which;  

d) means they will still “kill or seriously injure themselves even when very competent 

care is being provided”, which;  

e) neatly and conveniently absolves both Trust  staff from any guilt or accountability; 
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and; 

6) introduces an ethically abridged iteration of positive or “therapeutic risk-taking”, completely 

lacking any mention of consent or capacity for such, that gives staff the permission and 

the power to coerce, control and/or otherwise impose punitive conditionalities upon non-

compliant patients; wherein the aforementioned “caring interventions [for managing a 

patient’s risk of suicide/self-harm]” (along with, it seems, most other recognised forms of 

treatment or care) are punitively withheld from all “BPD+”-labelled patients as a means of 

covertly enforcing schedules of behaviour modification, that is: staff may withhold crisis 

care until the patient “takes responsibility” for not killing themselves, which; 

7) creates an absurdly paradoxical model of crisis care entitlement, wherein the only “BPD+”-

labelled patients permitted to access such are defined entirely by their lack of need for it, 

and, more pertinently; 

8) implicitly and indiscriminately empowers all members of clinical staff to categorise, 

delineate, dismiss, discredit, deceive, judge, blame, neglect, coerce, control, punish 

and/or otherwise mistreat patients under the guise of providing “[o]ptimal care for people 

with a diagnosis of BPD+”; 

it not only seems reasonable, but almost necessary to infer that the perceptions of self-harm- and 

suicide- related risk for this patient population will, for some TEWV staff members at least, be 

skewed accordingly. Moreover, considering both the Protocol and its imagined diagnosis of 

“BPD+” were operationally embedded across the entire Trust for the best part of a decade, as the 

ONLY risk management approach for patients meeting the stereotype therein, it likewise seems 

completely reasonable to envision its values, arguments and assertions as steering, arresting 

and/or otherwise reversing the moral development of TEWVs operational infrastructure and 

culture concerning the risk management of patients perceived to have “BPD+”.  

 

3.5.1 West Lane Hospital 

 

Accepting (for argument’s sake) that the Protocol’s eight years (2012-20) of operational 

sovereignty over the management of suicide/self-harm risk for (presumably) every single patient 

with an “official” BPD designation (or equivalent), and any others meeting the clinically vague, 

morally stigmatising caricature of “BPD+”35, will have impressed something of its legacy of 

degrading preconceptions, ruthless ethos and indifference to the law upon the Trust’s prevailing 

operational culture; one must also accept that, at present, tracing the frontiers of this influence is 

practically impossible36. In light of such, it is simpler (and, perhaps, more telling) to conceptualise 

 
35

 “The protocol applies to care delivered in inpatient and community settings. It applies to people who have a diagnosis of 

borderline personality disorder (BPD) and to people challenged by similar long term [sic] issues of self harm [sic], suicidal 
thinking and behaviour, emotional difficulties, and difficulties with relationships. Such people may have one or more of a 
range of personality disorder diagnoses. The term BPD+ will be used as shorthand for this group.” - The Trust’s support for 
therapeutic risk taking [sic], pg 1 
36

 That is, unless the authors are granted unrestricted access to all areas of the Trust, they can only reason by inference from what 

they already know to be true. While the probability of such being granted by TEWV probably sits somewhere between hell freezing 
over and super-intelligent, ambulatory dolphins taking over the world, it is also neither appropriate nor lawful for TEWV to allow two 
unaffiliated strangers full access to the Trust. 



58 

the Protocol’s legacy in terms of its ideological prevalence among clinical staff. In other words, 

the authors posit that, even in light of the Protocol’s recent retirement, its ideological influence 

upon the Trust’s operational culture can be (provisionally) inferred wherever a pattern of 

unambiguously Protocol-resonant “facts”, values and/or ideas is identifiable amid the patient-

related37 attitudes and behaviours of clinical co-workers38. This “pattern” is best conceptualised 

along the lines of an identifying symbol: an ideologic trademark formed from the prevailing moral, 

social, political and (allegedly) “clinical” motifs populating the entire Protocol39.  

 

Though this report is necessarily laden with expositions, dissections and analyses of every one 

of the Protocol’s constituent parts, the author’s most concise overview of such is found in the 

numbered list immediately preceding this section. For present purposes, these eight attributes 

form the Protocol’s ideologic trademark: they delineate the modus operandi by which said 

ideology is (seemingly) manifested and, as such, are taken as proxy indicators of its presence in 

clinical environments. While this might not be the most empirical of methods, the Protocol’s 

particular composition and use of language somewhat ameliorates this. In other words: what it 

lacks in precision and logic, it more than makes up for in repetition and sheer unoriginality. Thus, 

while the Protocol’s ideology is (it seems) quite singular in terms of its overarching contextual 

ethos; maddening incongruity; sheer unlawfulness; and lethal implications, its constituent parts 

are all borrowed, stolen and/or warped imitations of two pre-existing and interrelated [279] 

psycho-political doctrines. The facile, ruthlessly moralising discourse on mental distress, self-

harm and suicide; the weaponisation of stigma to engender responsibilisation narratives; the 

delegitimisation of the patient’s social status as “sick”40; the use of punitive conditionality as a 

means of social control; the implicit belief that humanist modes of mental healthcare create 

hopelessly “dependent” patients; and the favourable economic implications41 of forcing swathes 

of fragile patients to self-provide the care they should be receiving from the Trust. Each of these 

is merely a symptom of a much more pervasive affliction, formed from the hellish confluence of 

neoliberalism and applied behaviourism. Though there is insufficient space to expand on the 

bearing of such here, that the Protocol is so lazily derivative of such a well-studied ideology, and 

that it elects to express this through stale and unimaginative repetitions, means the resulting 

“ideologic trademark” is all the more recognisable. 

 

Truthfully, the writing of this report has irrevocably altered the authors’ perceptions of English 

mental healthcare, of the State’s oversight and regulation (or, rather, abject lack of) of the NHS 

and, to be perfectly frank, the State’s overarching impotence (or, perhaps, disinterest) in the 

 
37

 As discussed in Section 2.2.1: The Danger of a Label, the “BPD+” concept seemingly encourages staff to generalise BPD traits 

and stigma to (pretty much) any patient. Thus, these staff words and actions may be directed at any patient. 
38

 This describes, at the very least, an unambiguous pattern of Protocol-resonant practices, behaviours and beliefs, manifested by 

two or more staff members from the same service/team/etc. However, please note that this is not an ethnographic study of TEWV 
staff culture, and the concepts posited herein do not meet the empirical standards entailed by such.  
39

 As with many identifying symbols (brand logos, for instance), the superficial appearance may exhibit variation whilst remaining 

identifiable. E.g. the brand logo on a bottle of cola from 1892 is different to that on a branded bottle from 2021, yet both are similar 
enough to be recognised as one brand. 
40

 In general, where the behaviours/capabilities of persons perceived as “sick” do not meet societal expectations, they are judged 

more kindly than those not perceived as “sick”, regardless of other mitigating factors (e.g. class, economic disadvantages etc). For 
more information, see Talcott Parson’s “sick role” theory. 
41

 Favourable both to the Trust and to the State. 
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effective regulation, oversight or remediation of the healthcare injustices that have so predictably 

taken root in its maladroit policies. Still, when searching for indisputable examples of the above-

proposed “ideologic trademark” the authors never imagined it would come from within the Trust’s 

child and adolescent mental health services (CAMHS). As some readers will no doubt be aware, 

this refers to the highly public and ongoing scandal centred around the now defunct children’s 

inpatient services at West Lane hospital, concerning the truly repugnant, highly reckless and 

potentially lethal modes of mistreatment, coercion and neglect routinely meted out to the children 

living there. Though the scandal is very far from resolved, the still-emerging details are 

conspicuously resonant with the language, ideology and potentially catastrophic repercussions 

entailed by the Protocol, much of which is derived from the harrowing first-hand testimony of 

numerous former West Lane patients and/or their families. 

 

As distressing, horrifying and (frankly) utterly sickening as the practices at West Lane were, the 

ensuing maelstrom of scrutiny and press interest eventually caused TEWV to lose control of the 

prevailing narrative42. This presents a singular situation, that is, one in which previously 

inaccessible details are now publicly available; in which the Trust was (finally) caught unawares 

by a regulator and, thus, in which the Trust’s conduct can be scrutinised through a dual temporal 

lens. That is, before and after the curtain was torn back and narrative control wrested away from 

the disgraced public institution skulking behind it; before and after TEWV’s management of West 

Lane was “officially”43 discredited in the public’s eyes; and both before and after the Trust 

executive realised they could no longer hide the abuses that were, at the time, still being inflicted 

on children as young as 12.  

 

3.5.1.1 Behind the Curtain 

“A lot of what was going on [in West Lane] was hidden for many many years.” 

Former West Lane Patient speaking to BBC Inside Out [280]  

 

 

“‘incidents are being covered up’ [...] ‘not everything is transparent’” 

 

Anonymous staff comments, CQC, Quality Report 20-24 June 2019 [281] 

 

In August 2019, following a series of “responsive”44 inspections, TEWV’s abject failure to deliver 

remotely “safe”, “caring” or “effective” inpatient care to children was finally publicly acknowledged 

 
42

 When the CQC EVENTUALLY took action against the Trust, having identified serious failures for which TEWV had no explanation, 

the latter was left with little choice but to acknowledge these findings. As such, TEWV was stripped of its epistemic (knowledge-
related) sovereignty over the occurrences at West Lane, meaning the Trust no longer enjoys the primacy of truth and credibility it was 
once awarded by default. However, rather than admit culpability, the Trust have opted to continue implicitly blaming patients in the 
press, and have, likewise, continued to deny the glaringly obvious systemic issues in play. 
43

 Though somewhat understandable, it is deeply frustrating that only the State (or an independent body, upon their direction) has 

the power to “verify” such scandals, and that, until they deign to do so, any Trust can easily dwarf, distort and discredit the narratives 
of patients. 
44

 I.e. inspections conducted in response to a tip off from the public or a whistleblower, as opposed to those conducted routinely. 
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by the CQC [282]. The predominance of elementary operational deficiencies among an incredibly 

broad and varied collection of identified failings is strongly indicative of chronic and systemic 

operational failure within the Trust. Indeed, it's hard to imagine how else these specialist services 

were allowed to develop critical, and potentially catastrophic failings in so many separate areas: 

e.g. grossly unsafe, unclean wards; inadequate/absent risk assessment; staff ignorance of basic 

risk management practices; staff members lacking the professional qualifications, skills and 

knowledge essential to their job; staff ignorance/indifference to basic standards of clinical 

documentation; staff failing to document adverse safety incidents; accusations and evidence 

highly suggestive of staff deliberately failing to record incidents; dangerously low staffing levels; 

staff ignorance of patient observation practices; dangerous practices regarding patient sedation; 

deeply unlawful practices re: patient consent, privacy, dignity, liberty, bodily integrity etc; human 

rights violations re: life, inhuman treatment, privacy, liberty etc; no compliance with equality law 

(for patients); misuse of the Mental Health Act; misuse of the Mental Capacity Act; gross staff 

ignorance of these and other relevant laws; unsafe pharmaceutical practices; dangerous and 

unlawful use of restraint and/or detention etc. In light of such, the CQC elected to invoke their 

section 31 power under the Health and Social Care Act 2008 [283] on 23rd August 2019, thereby 

lawfully closing down all inpatient services at West Lane. Quite how long this veritable cornucopia 

of gross negligence was able to go undetected by the regulator is unknown, though it seems likely 

that so many serious failings in so many different areas would be prefaced by years of operational 

neglect. Whatever the truth of the matter, the CQC’s drastic intervention came far too late for 

some: almost a third (29%) of nationwide deaths by suicide in NHS child and adolescent mental 

health inpatient units in 2019 were at West Lane [284].  

 

17-year old Christie Harnett died in West Lane on 27th June 2019, following a two year period of 

recurring hospitalisations for issues including self-harm and numerous suicide attempts [285]. 

Following her death, her stepfather stated that during her time at West Lane, Christie had been 

repeatedly discharged despite escalating risk, unlawfully restrained and unlawfully strip-searched 

while a male member of staff was allowed to watch [286]. Only six weeks later 17-year-old Nadia 

Sharif was found unconscious in a seclusion room45 at West Lane on 5th August 2019; she died 

several days later. Nadia, who had experienced multiple hospitalisations from the age of 14 

alongside a history of self-harm and suicide attempts, was supposed to be under continuous, 24-

hour observation. Accordingly, TEWV have yet to explain why her plainly preventable death was 

allowed to occur under their “care” [287,288].  

 

That TEWV actively hid (and continues to hide) the truth about West Lane, does not mean they 

invested a huge amount of effort into such. It seems neither the Trust nor the staff members 

implicated therein, went about their daily gross negligence in a particularly discreet manner before 

they were finally exposed. As with adult services, TEWV seemingly employed a two-prong 

approach: controlling information that is either incontrovertibly damaging46 or would empower the 

patient, whilst misleading, coercing and degrading patients into compliance with outright lies, 

 
45

 A seclusion room is a small, spartan detention cell, the entirety of which is visible to staff on the outside, affording the patient 

absolutely no privacy. They are supposed to be a last resort for patients that cannot be safely managed without, and are not 
intended for long-term use.  
46

 I.e. by deliberately not recording incidents etc to prevent a paper trail  
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verbal/physical abuse and a seemingly endless capacity for arrogance and entitlement. However, 

as is patently evident from the testimony presented herein, the same staff made little to no efforts 

to hide this obvious neglect and mistreatment from the parents of such children47. Essentially, 

though the West Lane scandal very much exploded in 2019, it did not explode out of nowhere. 

Just as volcanoes tend to give nearby inhabitants a certain degree of warning before eruption, 

the hot, frothing mess of negligence at West Lane rumbled on for years before it was eventually 

closed. Yet, quite unlike a volcanic eruption, the impending cataclysm at West Lane absolutely 

could have been prevented. Patients, their families, friends, and even local politicians campaigned 

for years; parents who publicly expressed imminent fear of their child’s suicide could later only 

watch as the unthinkable nonetheless happened. 

  

The CQC, despite being the only regulator of quality and safety within English health and social 

care, is not known for being particularly effective, transparent or accountable [289-297]. In 

particular, the regulator has received repetitive criticism for being unresponsive to reports from 

the public [298,299], of being glacially slow to act on obvious failures [300], and for repeatedly 

failing to detect horrifying levels of neglect and abuse during their inspections; having awarded 

the second highest rating, “Good”, to providers whom, not long afterwards, became embroiled in 

some of the most shocking, examples of systemic health and social care negligence in modern-

day England [301-304]. This comes as little surprise to the authors whom, having read the CQC’s 

final four inspection reports regarding West Lane, can only conclude that the regulator, in its 

current iteration: cannot reliably detect abuse and neglect, even when perpetrated at a systemic 

level; doesn’t know how to identify such or, rather, doesn’t seem to realise when it has identified 

signs of such; fails to follow up on overt indications of impropriety; fails to take meaningful action 

when such worrying signs (and others) are identified and/or takes such action far too late; and 

appears too willing to take the Trust’s word over that of patients and their families48.  

 

3.5.1.2 The CAMHS Protocol 

 

Nonetheless, one of the (many) criticisms of the CQC’s mode of inspection concerns the 

regulator’s apparent “obsession with records and procedures at the expense of relationship-based 

care” [305], leaving one to wonder why this alleged preoccupation with healthcare bureaucracy 

failed to disinter an extraordinarily relevant aspect of the Trust’s operational infrastructure. This, 

of course, refers to the CQC’s apparent failure to discover and/or recognise the potential role of 

 
47

 It’s unclear if this was laziness or pure disrespect. Regardless, it demonstrates just how poorly the Trust understands (or how 

little it cares for) the humanity and individuality of its patients as people who are cared for by others. Though this is, sadly, less of the 
case for adult patients, many of whom are not afforded the support, acceptance or care of their families, it appears TEWV were 
unprepared for the particular species of unwavering and unconditional affection and devotion that is socially expected of the child-
parent relationship. Had TEWV deigned to acknowledge its child patients as actual people, they might have realised just how 
incredibly arrogant it was to think they could openly neglect and mistreat children in front of their parents without it becoming part of 
their downfall. 
48

 To any CQC staff reading this: as stated earlier in regard to trust staff, the authors have no interest in blaming individual 

inspectors/inspection teams etc, many of whom do the very best they can with the resources available to them. Nonetheless, they 
are very intent on criticising the CQC as a statutory organisation, particularly the senior leadership, its internal regulatory 
frameworks and its organisational standards concerning inspection triggers, inspection design, inspection delivery, sources of 
evidence used, inspection outcomes, the severity/utility (or lack of) any sanctions imposed etc. 
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the Protocol or, more specifically, a CAMHS-specific iteration of the Protocol49, in the failures 

identified at West Lane. Indeed, a dedicated CAMHS Protocol was in use between 2016 and 

2020. Aside from the smattering of CAMHS-specific context alongside tokenistic nods towards a 

handful of relevant legal principles, this child-orientated Protocol is essentially identical to its adult 

counterpart, both in spirit and in letter. On account of such and, on considering the general 

operational standing of either Protocol, that is, as the Trust’s official risk assessment and 

management strategy for self-harm/suicidal “behaviours” in the vast population of either child or 

adult patients encompassed by “BPD+”50, its omission from CQC’s later findings is quite 

bewildering. Particularly in light of the regulator’s extensive criticisms with regard to: the Trust’s 

neglectful approach to suicide/self-harm risk assessment; risk management; risk mitigation; and, 

especially, that the Trust’s “care model” with which numerous staff were uncomfortable, 

inexplicably allowed patients unfettered access objects they could attempt suicide with, including 

ligatures: 

 

“Carers did not understand why their relatives had access to items to harm 

themselves.” [306] 

 

“[S]enior managers were aware that staff were worried they would be criticised for 

[using the services care model].” [307] 

 

“There was a concerning culture on the wards at West Lane Hospital with a clear divide 

between staff who had embraced the model of care for the service and staff who had 

not.” [308]  

 

- CQC, Quality Report 20-24 June 2019 

 

 

“Eight of the 11 risk management plans [reviewed by the CQC] stated that staff were to 

use their own discretion to decide whether to intervene during incidents where 

[children] were self-harming by head banging, cutting themselves and/or tying a 

ligature around their necks.” [309] 

 

- CQC, Quality Report 20-21 August 2019 

 

 

In summary: 

 

“[...] staff did not adequately assess, monitor or manage risks to patients. When patients 

demonstrated higher levels of risk, staff did not follow processes and procedures to 

mitigate these through appropriate observation and engagement. [...] The risks 

 
49 The CAMHS version of the “BPD+” Protocol, first published in 2016, is available here: 

https://www.whatdotheyknow.com/request/protocol_for_the_reduction_of_ha#incoming-1631934 
50

 Given that the vague criteria for “BPD+” do not account for that fact that both “emotional difficulties” and “difficulties with 

relationships” may simply be a part of “normal” childhood development, TEWV’s child patients may be at greater risk of receiving 
this pathologising label. 
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associated with ligatures had not been well assessed, some ligature risks were 

present and continued to pose a serious risk. [...] Inspectors found gaps in observation 

records following rapid tranquilisation. Young people were potentially at risk of serious 

harm [...].” [310] 

 

- CQC, Quality Report 20-21 August 2019 

 

Speaking of the aforementioned “model of care”, the Trust quite misleadingly claimed this was a 

legitimate part of the Reducing Restrictive Practice Collaborative (RRP)51 promoted by the Royal 

College of Psychiatrists, inter alia52. While the CQC appeared to accept this as truth it is, it seems, 

more of a calculated fabrication. Firstly, TEWV does not appear on the list of participating Trusts 

[311]. While they may once have been part of this programme, there is no evidence of such in the 

public domain. Secondly, though it’s possible TEWV were a part of the RRP collaborative in 2019, 

their application of such was neither genuine nor justifiable.  Though restrictive practice could 

legitimately describe any means of curtailing a patient’s liberty for the purposes of 

reducing/preventing harm to the patient or to others, the RPP collaborative hinges on a very 

transparent and circumscribed delineation of restrictive practice, which clearly excludes 

everything that could legitimately occur on a psychiatric ward except: 1) the use of physical 

restraint; 2) the use of seclusion and 3) the use of rapid tranquillisation [312]. Each of these 

interventions entails the violation of the patient’s bodily integrity, liberty and right to refuse 

consent53, giving staff the power to restrain and/or confine patients using either physical, 

mechanical and/or chemical force. The RRP collaborative is only concerned with the reduction of 

specific restrictive practices; this is quite distinct from the least restrictive strategy first principle, 

which, as the name suggests, requires clinicians to use the least restrictive practices available 

before escalating to more oppressive measures. Though implementation of the RRP undoubtedly 

involves this latter approach, its sole operational focus is the three practices named earlier.  

 

Unlike the RRP, the least restrictive strategy first principle is not an ephemeral quality 

improvement project; it is, in fact, one of the five guiding principles of the Mental Health Act, from 

which it seems the Trust merely lifted it sans context. Though the CQC were (eventually) highly 

critical of many individual trust practices, it seems they failed to spot the inherently illicit nature of 

West Lane’s “care model”. This really is quite remarkable, especially given that the dubious ethos 

of said “care model” had already created dissent among staff. Also, let’s not forget that TEWV’s 

interpretation of least restrictive strategy first was a mandate for staff to, at their own discretion, 

do nothing whilst a child admitted for their own safety strangles themselves to death; the 

CQC’s only, insipid retort being that “this had the potential for an inconsistent approach between 

different staff members.” [313] 

 

 
51

 Essentially a collaborative effort between the Royal College of Psychiatrists (RCPsych), the National Collaborating Centre for 

Mental Health (NCCMH), NHS Improvement, NHS Trust’s etc, aim at reducing the use of certain practices within psychiatric units. 
52 “The service was changing practice and taking part in a nationally recognised programme to improve the outcomes for patients. 

However; this change had not been effectively managed and was not working at the time of inspection. The service was taking part 
in the Royal College of Psychiatrists Reducing Restrictive Practice Programme.” pg 23, June 2019 
53 Assuming they have capacity 
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“The area of [the RRP] that caused staff, patients and carers the greatest concern at the 

time of the inspection was the emphasis on least restrictive strategy first.” [314] 

 

“During our inspection, seven of the staff we spoke with at West Lane Hospital stated that 

they did not feel adequately trained and supported in the service’s care model to take a 

least restrictive approach with patients and did not feel safe in doing so.” [315] 

 

- CQC, Quality Report 20-24 June 2019 

 

In short, West Lane’s “care model [of taking] a least restrictive approach with patients” bears no 

resemblance to the goals or the RRP, nor does it fulfill the Mental Health Act’s guiding principle 

of using the least restrictive option where possible54.  

 

As demonstrated later55, what TEWV lacks in lawfulness it makes up for in misappropriating the 

language of the law to suit its own needs. The aforementioned principle of least restriction derives 

from a rights-based approach to healthcare. Legal rights come in two different flavours: positive 

rights and negative rights. A positive right is a right to something, such as the right to receive 

appropriate treatment from the NHS. A negative right is a right to freedom from something: e.g. 

the patient’s right of consent can be derived from their right to freedom from medical 

authoritarianism. Though the same right can often be construed in both positive and negative 

forms, this does not mean both forms are legally guaranteed56. A restrictive practice then, can be 

thought of as one which lawfully violates certain rights in order to preserve others. For example, 

restraining a patient to prevent them from jumping from a cliff (for example) violates their negative 

right to liberty and autonomy for the purposes of preserving their right to life. 

 

This rights-based conception of restrictive practices is a convenient means by which the Trust’s 

cynical duplicity in these matters can be demonstrated. In order for a practice to be restrictive, it 

must actually restrict the patient’s legal rights. Such rights, examples of which are given above, 

are derived from a variety of statutory and common law sources, but what they all have in common 

is their recognition as a legal right. So, whilst patients do have qualified legal rights to privacy and 

autonomy, this does not include access to harmful implements. Whilst (adult) patients absolutely 

do (in general), have a negative right to do what they please with their own body, even where this 

includes harm and/or death, there is no corresponding positive right to the means of such. Putting 

it simply: the children of West Lane did not have a legal right to be provided with self-harm 

implements; the maintenance of a safe ward environment is not, by any stretch of the imagination, 

“restrictive practice”. To allow critically distressed children free access to blades, glass, boiling 

water and ligatures is not, in any known universe, a means of taking the least restrictive option (in 

 
54

 And where such doesn’t conflict with the four other guiding principles, or the law. See Chapter 1 of the Mental Health Act Code of 

Practice for more information on the five “guiding principles” of the Act and their application, available from:  
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/435512/MHA_Code_of_Practice.
PDF 
55

 See: 8.2 “You Have the Capacity to Kill Yourself” 
56

 E.g. the negative version of the right to reproductive freedom life merely entails that the state not interfere with the reproduction of 

its citizens, whereas a positive conception of this right could (for example) give citizen’s struggling with fertility the right to demand 
treatment for such. 
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fact, failure to do so most likely falls foul of one of more human rights). Least restrictive is not a 

euphemism for “most likely to maim and kill”: the least restrictive way of managing a person’s risk 

of suicide does not involve walking them to the edge of a tall cliff and leaving them to it.  

 

The CQC’s failure to scrutinise the CAMHS Protocol, and its apparent inability to recognise glaring 

discrepancies in the Trust’s narrative is extremely frustrating, especially in light of the similarities 

therein. On the basis of evidence presented here, and the CQC’s observations from their final 

three visits (much of which is not quoted here) report, the authors strongly suspect that the “care 

model” upon which so much controversy, concern and strife hinges is, in fact, the CAMHS 

Protocol, with quasi-RRP/least restrictive “model” being a convenient euphemism for the blanket 

enforcement of ‘Less is More’ positive risk-taking measures (e.g. the decision not to protect 

patients from sharps, ligatures etc.), so characteristic of the responsibilisation rhetoric therein.  

 

While the CQC’s fragmented and byzantine appraisal of West Lane is one thing, the story told by 

its former patients and their relatives is another entirely. Though the authors have no way of 

knowing the extent to which the CAMHS Protocol was clinically deployed at West Lane, given it’s 

the Trust’s official “go-to” manual ‘for the management of clinical risk associated with suicid[e] 

and [...] self-harm [in patient’s labelled with BPD/BPD+]’, there’s no reason to assume it wouldn’t 

be mobilised as part of the “care” delivered to any CAMHS patient meeting the rather expansive 

BPD/”BPD+” criteria contained therein57. Moreover, comparing the testimony of child patients 

(and/or their parents/guardians/friends) with that of adult patients known to have been treated 

under the Protocol, unearths staggering similarities. The most telling of these parallels regards 

the very particular species of neglect/maltreatment meted out and the very particular choice of 

language used to justify such, the subsequent confluence of which is dubiously resonant with the 

Protocol’s “ideologic trademark”. Though the authors regret they do not have the resources to 

write a similarly in-depth report on the CAMHS Protocol58, they would, nonetheless, like to share 

what discoveries and insights they have been able to make, and of which this brief section is the 

result. The inclusion of such is also the authors’ attempt to counterbalance the seemingly occult 

nature of the CAMHS Protocol. Though it appears both adult and CAMHS versions of the Protocol 

were used covertly, while a small (but increasing) number of adult patients are now aware of its 

existence, the same does not appear to be true of the former patients of West Lane. Indeed, none 

of the former West Lane patients or parents59 60 the authors spoke to knew of the CAMHS 

Protocol. 

 
57

 See: 2.0 Scope of the Protocol and Terminology for a list of conditions captured by the “BPD+” pseudodiagnosis, applicable to 

both the CAMHS and adult Protocol. 
58  By far the main reason for this was the law: the medicolegal landscape of paediatric clinical care (regardless of specialism) is 

very different to that of adult clinical care. Indeed, within the context of general medical law, paediatric medical law is just as niche 
as mental health law. Thus, to include the CAMHS Protocol would not only require the provision of separate legal analyses, but 
would also involve delving into an über-niche area of law of which the authors have limited familiarity.  
59

 Here, the word “parent” is not restricted by traditional notions of family dynamics, nor does it follow the strictly legal definition. As 

such, it should be taken as inclusive of any person occupying a meaningful parental role in the patient’s life, including legal 
guardians, step-parents, foster parents, grandparents who also parent their grandchild, adult siblings who parent younger siblings 
etc. 
60

 For ethical reasons, the authors elected to speak only to adults, that is, persons over the age of 18, when collecting testimony. As 

such, all direct testimony from West Lane patients (quotes, writing etc) has either been supplied via parents/relatives, or has come 
from adults who are former West Lane patients. Additionally, copious amounts of indirect testimony regarding certain patients 
(particularly those who died) has been supplied by other (former) West Lane patients, parents/step-parents/guardians, siblings, 
friends, other relatives etc...  
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It may be a cliché, but knowledge is power: you cannot fight what you don’t know exists. Though 

the authors cannot prove the complicity of the CAMHS Protocol in the West Lane scandal at 

present, they strongly believe the former patients and families of West Lane have a right to know 

it exists. More specifically, they have a right to know that they (or their child/sibling/etc) may have 

been unknowingly subjected to this grossly unevidenced, unlawful and essentially experimental 

mode of self-harm/suicide risk “management”. Putting it bluntly: the CAMHS Protocol effectively 

mandates the complete denial of protective risk management measures from suicidal or otherwise 

distressed children believed to have BPD/”BPD+”, in accordance with its sinister, moralistic and 

fundamentally ideological ambition of morally blaming patients for their distress, acting as a 

precursor to the unlawful and insidiously implicit transfer of statutory obligations from Trust to said 

patients. Putting it even more bluntly: the CAMHS Protocol strongly dissuades staff from 

doing anything to protect children from self-harm or suicide, even (it seems) when such is 

happening right in front of their eyes. 

 

Before the aforementioned testimony is discussed, the authors believe it essential that such be 

considered from within its operational context. To this end, they have included the following 

extracts from the CAMHS Protocol, a full copy of which is available online61. 

 

 

“Young people will kill or severely injure themselves even when very competent care 

is being provided.” pg 4 

“[..] enhanced observations can sometimes reduce a young person’s responsibility 

for their own wellbeing and create conditions for reckless behaviour. Or 

hospitalisation can convey to a young person that professionals feel they are incapable of 

looking after themselves, thus reducing self-efficacy. The Trust recognises that optimal 

care for people of all ages with a diagnosis of BPD+ often means offering our patients 

care plans that “play the long game”; that strategically hold back from short-term harm 

reduction [..] The Trust supports teams taking a well-considered, well-documented 

comprehensive approach to harm reduction in line with the principles of this protocol, and 

will continue to support this even when tragic events occur. pg 4 

“For most young people with a diagnosis of BPD+, the road to recovery begins when they 

see the possibility of taking adaptive action to end their own misery, instead of continuing 

to invest entirely in unrealistic hopes that others can take away their pain. Young people 

are also much safer when they take responsibility for their own actions instead of 

relying on others or on services to keep them safe. Clinical teams should convey 

through their words and actions that the young person with a diagnosis of BPD+ is 

able to, and does, hold responsibility for their wellbeing.” pg 8 

 
61 The CAMHS version of the “BPD+” Protocol is available here: 

https://www.whatdotheyknow.com/request/protocol_for_the_reduction_of_ha#incoming-1631934 
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“Offering a lot of intervention, or long interventions, or specialist interventions, can 

convey to the young person a sense that they “really are very disturbed” and 

undermine the development of a healthy identity.” pg 10 

 

“The expression “less is more” is sometimes applicable to the support of young people 

with a diagnosis of BPD+” pg 10 

- Protocol for the reduction of harm associated with suicidal behaviour, deliberate 

self-harm and its treatment (for young people with a diagnosis of borderline 

personality disorder and related conditions) [316] 

 

3.5.1.3 The Voices of West Lane 

The latter half of this section is dedicated to the voices of West Lane: the past and the present; 

the patient and the parent; the living and the dead. As noted, TEWV’s West Lane debacle is 

already the subject of considerable media scrutiny, with patients, parents and other stakeholders 

sharing experiences and opinions with both local and national news outlets. Even without the 

original testimony sourced by the authors, these published accounts describe some of the most 

glaringly unlawful, brutally inhuman, monstrously cruel and frankly gruesome patient experiences 

at the hands of a contemporary NHS service the authors have ever encountered. Rendered all 

the more horrifying when one considers that the aforementioned patients (now former patients) 

may have been anywhere between the ages of 12 to 1862. Moreover, an unknown number of 

children were formally detained at the time of their admission, meaning they a) were so detained 

precisely because they were identified as presenting a serious risk to themselves63; b) did not 

choose either to reside at West Lane or to receive “care” from TEWV; and c) no matter how bad 

things became, were legally unable to leave West Lane of either their own or of their parent’s 

accord.  

The ensuing anthology of arrogance, recklessness and apathetic barbarism, otherwise known as 

the “care” provided at West Lane, is formed from both original testimony entrusted with the 

authors, and from published testimony already in the public domain.  

In an interview with the BBC, the mother of one former patient recalls how West Lane staff 

deliberately left her daughter on her own for 72 hours while she repetitively struck her head hard 

against a wall without stopping, and without any form of intervention from staff, who merely told 

her “well that’s your choice, carry on to bang your head” [317]. When she subsequently visited, 

 
62 For ethical reasons the authors did not directly approach any patients or ex-patients who are still children. As such, the first-

person accounts provided are either from former patients who are now adults, or they were furnished to the authors via the parents 
or relatives of the patients who wrote them. In the latter case the consent of the patient was always sought where possible which, for 
patients who’ve died, is sadly impossible. As such, the only first-person accounts used without the patient’s consent are those 
recorded by patients who subsequently died, for which the authors have obtained the consent of the patient’s parent(s)/guardian(s). 
63

 Or others 



68 

the blood still marked the walls of her daughter’s room. Her daughter had the following to say of 

her experience: 

“I knew I was getting worse because I went in [West Lane] at 14 with not a scar on my 

body and I came out at 18 full of scars [...]. I was just told, it’s your choice. Basically, 

if you self-harm, you self-harm. You’ve got to deal with it yourself, you've got to clean up 

your own blood. I could just see no other way out apart from just taking my own life.”  

- Former West Lane Patient, speaking to BBC News [318] (bold ours) 

 

Speaking to another news outlet, about how TEWV charged her daughter £14 for a television 

cable she’d used to attempt suicide, the same mother had some revealing observations regarding 

her daughter’s care plan at West Lane: 

“The plan says staff should refrain from communicating with her or offer her any 

warmth or empathy until she stops banging her head. [...] It’s like they’re punishing her 

for her illness. They treat her like she has a choice to behave like this but it’s 

something she’s not in control of.” 

- Mother of former West Lane Patient, speaking to MailOnline [319] (bold ours) 

 

It seems callously neglectful, extremely harmful and almost certainly dangerous staff conduct was 

more the rule than the exception at West Lane, as multiple former patients recall that staff 

deliberately left them to self-harm unsupervised. Reports of witnessing such are also provided by 

relatives, friends and other former patients, one of whom describes scenes of patients wandering 

around covered in blood while staff did nothing but continue sitting in their office drinking coffee 

[320]. In light of such, it is shamefully unsurprising to find patients were routinely subjected to the 

humiliation of having to clean up their own blood following an episode of self-harm, as reported 

by both former patients and their relatives [321-323]. 

“I was at westlane hospital for 4 months. It was one of the worst experiences of my life. 

I would be screaming and crying and the nurses would come in, tell me to shut up 

because I was annoying them, and just leave me distressed. They would sit there 

watching me self harm with items I found in the hospital and not try and help me. 

They would miss checks because they were sat in the lounge watching telly. [...] The staff 

would make me clean up my own blood after self harming because “I’m not paid to 

clean up after your mess”. They would swear at me and say I was lazy or attention 

seeking.” 

- Former West Lane Patient, original testimony (bold ours) 

 

“I was refused medical assistance for my cuts because a HCA said I'd just scratched 

myself and that I was just mimicking other patients behavior. The width of the cut was wide 
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enough to need stitches and ended up getting infected as a result. Because I wasn't given 

any help I got blood on the carpet and was given cleaning products to clean up my 

mess and was told I'd have to pay for the damage. I was then given cotton wool and a 

cup of water to clean my gaping wounds and told to stop attention seeking”  

- Former West Lane Patient, original testimony (bold ours) 

Though it’s possible that many members of staff merely “went along” with such implicit modes of 

humiliation as a result of peer pressure; lack of support; fear and intimidation; or simply because 

they lacked the skills and experience necessary to their role, it’s also manifestly clear that a 

certain, innominate cohort of staff were more than willing to target the vulnerable children in their 

“care” with humiliating, degrading, stigmatising and, in general, abusive statements regarding 

their identity, character and, tellingly, the legitimacy of their distress. This is reflected in both the 

patient- and the parent-reported accounts of such, which demonstrate a high degree of similarity 

in terms of the themes expressed.  

Like the earlier-mentioned patient who was left to bang her head against a wall for 72 hours, many 

others report being told that self-harm was “their choice” and/or “up to them”; and/or that it was 

“attention-seeking”; that by self-harming they weren’t “engaging”64; that “if you don't want to 

help yourself, then we don't want to help you” [324-327]. Speaking on a BBC podcast, one 

patient provides her own distressing recollection of such attitudes: 

“Every day was so awful, you’d hear people screaming and just being left [...]. They 

leave you hurting yourself, even if they knew you were doing it, they just walked in 

on you doing it. [...] They just leave you and be like, “We can’t really help you if you 

don’t try and help yourself” or, “You’re not engaging”” 

She adds:  

“It’s just not fair. How, just because you’re ill, you’re made to suffer. I feel like if I wasn't 

there, I wouldn't have got as bad as I did. If I wasn't there, I might have been OK.” 

- Former West Lane patient, speaking to BBC’s The Next Episode [328] (bold 

ours) 

 

Another former patient recalls: 

“[Staff] torture the life out of you. [...] On my first night I told them that I was seeing 

things and they said don’t be so stupid. I tied a towel round my neck and they said 

they were going to wait until I passed out to remove it. They also told me that I was 

s*** at college, s*** at judo and s*** at trying to kill myself. [...] I was treated like I was 

nothing and I was just a waste of space. [...] Staff just watched and basically laughed 

[at patients banging their heads hard against the walls].” 

 
64

 From context, it seems “engaging” entails doing as you are told and magically getting better of your own accord. 
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- Former West Lane patient, speaking to Teesside Live [329] (bold ours) 

 

Poignantly, one former patient recorded the variety of ways in which West Lane staff subjected 

her to this abusive, moralistic, humiliating, seemingly pervasive, suspiciously Protocol-esque and 

entirely self-serving rhetoric (either in words or in actions), in her notebook (See Figure 1).  

Figure 1 Page from notebook of former West Lane Patient 
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Alongside deceptively responsibilising65 remarks such as “Everything you do is your choice” 

and the classic “You need to take responsibility”; there’s also the dismissive minimisation of 

“You were fine 10 mins ago”; the dismissive normalisation66 of “You’re not trying hard 

enough”; the dismissive moralisation of “You don’t want to get better”; and, most telling of all, 

the staff’s implicit acknowledgement of their own self-interest in “How would we justify you 

dying in this hospital to the courts? How would it make us look?”. The patient also describes 

how she was told off for asking for help, told off for self-harming, told to “Think about the staff, 

they have their own lives” and constantly made to feel guilty. 

Speaking to Teeside Live, the father of one former patient told of how he found her bed linen had 

not been changed after she had self-harmed, and she’d been left to lie in her own blood [330]. He 

also makes numerous observations with regard to West Lane’s pre-emptive risk management 

strategies (or total lack thereof), noting that, not only was his daughter able to smuggle potentially 

harmful objects such as a glass onto the ward (with which she subsequently self-harmed), but 

that a) such objects were readily available from within the ward and b) the staff appeared to have 

little interest in controlling patients’ access to such and were similarly unconcerned with 

confiscating such when found in the possession of patients. This latter observation appeared 

causally related to his discovery that multiple ligatures his daughter had already harmed herself 

with had simply been left in her room, remarking that he was able to find five in less than 10 

minutes. 

It’s unclear if this (apparent) total lack of preemptive risk management strategies is indicative of 

(to use the language of the Protocol) an intentionally “negligent lack of attention to potential 

risks”67 as a means of fulfilling the punitive behaviourism entailed by the neoliberal 

responsibilisation framework espoused therein, or whether it simply reflects a prevailing Trust 

culture of embittered apathy, moral arrogance and delusions of self-importance. While the authors 

absolutely do not wish to tar all West Lane staff members with such opprobrium, the 

predominance of a highly toxic operational culture, especially afflicting the more senior echelons 

of the clinical hierarchy (i.e. staff with management powers), is manifestly evident from almost all 

of the testimony provided herein. Similarly, the confluence of toxic culture and risk indifference is 

glaringly obvious: 

“It was a horror story from day one.. It haunts me every day. [..] [patients] had access 

to scissors, wires, things like nail polish remover or paint [..] even after [patients drank 

it] they wouldn’t then be taken away, we would just be told “well, if you wanna do it, 

that’s up to you.” 

 

 
65 Here “responsibilisation” refers to the coercive transfer of responsibility from the Trust (via staff) to the patient. For example, in the 

present case, the Trust is unlawfully dumping the statutory responsibilities inherent in its duty of care on the shoulders of the 

patients it’s owed to. This is explained in more detail later (Principle 3: Precision in thinking and communicating about self-harm and 

suicidal behaviours.) 
66

 In this context, to normalise is to imply that what the patient is experiencing is “normal” (i.e. common to everyone) and that the 

problem lies with their handling of it. Hence “You’re not trying hard enough”, the implication being that hard work is all that’s required 
because that’s how everyone else gets on with it. 
67

 Or, rather, to use the Protocol’s unsubstantiated defence of itself. 
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- Former West Lane Patient, BBC Inside Out [331] (bold ours) 

 

“I had a plastic bag around my head, trying to end my own life.. A member of staff 

came in and said “I can’t be dealing with this”.” 

- Former West Lane Patient, BBC Inside Out [332]  

 

“I remember one of the nurses watching a girl walk into her room with a cup of boiling 

water and not doing anything, then shouting at that girl when she hurt herself with 

it.” 

- Former West Lane Patient, original testimony (bold ours) 

 

“[The patient] once fell and hit her arm and was refused medical attention overnight. 

When her mother arrived the next morning and insisted on taking [her daughter] to the 

hospital, her arm was broken. They’ve refused to get medical attention when her 

oxygen saturation levels dipped, a dangerous state for someone with asthma.” 

 

- West Lane Patient-Family Blog [333] (bold ours) 

 

“One day I was struggling really bad so I asked one of the nurses for some PRN 

(sedating medication) and she refused saying I didn’t look “depressed enough”. 

Then I got worse and had a really bad meltdown and afterwards she said it was my fault 

for not asking for help. [..] I remember telling them another patient was struggling and 

they would refuse to help.” 

- Former West Lane patient, original testimony (bold ours) 

 

“[A] 14-year old [autistic] patient has, in not quite seven months as a resident at [West 

Lane], succeeded in: Ingesting at least two AAA batteries, 6 magnetic balls, 4 AA 

batteries, and a watch battery. On two occasions the ingestion occurred while on 1:1 

observation. Swallowed cleaning fluid left in his room by a domestic (he was told he 

needs to take responsibility and this was not acceptable behaviour). Drunk a bottle of 

aftershave. Tried to hang himself with a 3m phone cable. Twice absconded and been 

caught by police at a nearby bridge (from which he planned to jump), once requiring a 

search helicopter, closing the A19 going north, and dogs.” 

 

- West Lane Patient-Family Blog [334] (bold ours) 
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“I was in west lane for a short time, during which I cut myself bad enough to require 

stitches on several occasions but I was never given any kind of help by staff and never 

taken to hospital for treatment. [Patients] were all told that self harm was our choice 

and we should take responsibility for our behaviour - it was normal for us to look after 

each other and to try and keep each other safe when staff weren’t. [..] One of my cuts got 

infected, it was painful and red, but I was told I was attention seeking so no-one ever 

looked at it.”  

- Former West Lane patient, original testimony (bold ours) 

 

“In 2016 […] a teen [in West Lane] sliced up her arms and legs when the staff on 1:1 

arm’s-reach observation fell asleep on the job. The wounds went untended until the girl 

developed such serious infection that she required a five-day course of IV 

antibiotics in hospital.”  

- West Lane Patient-Family Blog [335] (bold ours) 

 

Though the authors, for reasons of brevity, were unable include an exposition of the law as it 

relates to children and/or their parents/legal guardians68, it should be noted that the Trust’s duty 

“to take precautions to avoid the possibility of injury, whether self-inflicted or otherwise, occurring 

to patients whom it knows, or ought to know, have a history of mental illness” has been a matter 

of common law since 1964 [336] and a matter of statute law since 1998 [337]. For all their 

assertions that it is the patient who is “responsible” and “in control”, the Trust are ignoring that 

fact that the hospital inpatient very much is not in control of or responsible for the safety of the 

hospital’s environment. If, for example, a patient in a general hospital were to come to serious 

harm or even die after intentionally swallowing medication that was left lying out in the open, the 

subsequent claim that hospital staff were not culpable because it’s entirely the patient’s 

“responsibility” not to harm themselves by swallowing unidentified tablets not meant for them, 

would probably be laughed out of court for its fatuity.  

 

Regardless of how clinically necessary the Trust feels it is to abandon BPD/”BPD+”-labelled 

patients to recklessly extreme levels of acute risk as a punitive and coercive means of “taking 

responsibility”, English law takes a very different stance.  Not only is the Trust legally required to 

ensure its inpatient units are safe to whatever standard is required by their clinical purpose69. As 

a general rule, ligature points should be absent (as far as possible) general hazards should be 

well contained (i.e. no fully opening windows, no hazardous liquids left out, no exposed wiring 

etc) and patients should not be able to access sharps (needles, scissors, pencil sharpeners, 

knives etc) without staff permission and supervision. These general aspects of risk management 

 
68

 Note: the vast majority of the law covered throughout the rest of the report is only relevant to the treatment of adults. Both child 

law (family law) and child medical law are (sort of) separate disciplines in their own right.  
69

 The nature of precautions taken generally depends on the needs of patients, but also the safety of staff and other patients. For 

example, whilst patients on an open ward might be allowed pens, pencils, cutlery knives etc, patients on a high secure locked ward 
might not.  
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should also be supplemented by individually targeted measures where necessary. For example, 

while an unlocked, low-intensity ward might allow patients to keep their shoelaces, there should 

be provision for removing such ligature risks from individual patients in response to their particular 

risk presentation. The take home message is thus: however the Trust might try to justify these 

abuses by blaming the “challenging” or “disturbed” upon which they are inflicted, there simply is 

no legal justification for such. Moreover, this is not a controversial or niche principle, rather, it’s 

been a very basic legal obligation for decades. 

In the 12 months leading up to West Lane’s closure, twenty members of staff were suspended for 

not following Trust procedures and for using “non-approved techniques” when restraining and 

moving patients. From the incriminating CCTV footage, it seems “non-approved techniques'' 

included members of staff dragging children across the floor by their legs, one of whom was later 

identified as Nadia Sharif [338,339]. After an FOI request by the BBC in 2019, it transpired that 

none of the staff members involved had been dismissed from their employment at the Trust, 

rather, they were merely quietly transferred to a different department [340]. Following a similar 

FOI request from the authors in 2021, the Trust were forced to reveal that, in the last 5 years not 

one single staff member was dismissed from West Lane Hospital [341]. 

 

“They'd restrain me face down on the floor; they're quite aggressive in the way they 

do it. I was undressed and put in 'safe suits' that were often wet and straight off another 

patient. Restraints were usually done with six people, I'd say most of them were men. 

Obviously I was a 16-year-old young woman. It was just humiliating and embarrassing. 

I was completely naked some of the time. I never even knew what I was being 

medicated with. They didn't tell me."  

- Former West Lane Patient speaking to BBC [342] 

 

“Sometimes they would lift me off my bed by my hands and feet, like clear off the 

floor, and just drop me on to the floor and restrain me on to the cold floor.” 

- Former West Lane Patient speaking to BBC [343] 

 

“I tied some ribbon from the activity room round my neck because my voices were telling 

me if I didn’t die they would kill my family; three nurses found me and dragged me down 

the corridor, where everyone was, all the way down into the big lounge where I was 

restrained by 6 people while a nurse got a needle and kept shouting at me “calm down 

or I’ll inject you!” Over and over again. I was in restraint for about 40 minutes, they kept 

swapping nurses and no one tried to talk to me they just kept threatening to inject me or 

send me to seclusion.”  
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- Former West Lane Patient, original testimony (bold ours) 

 

Thus, it seems not only did West Lane staff literally watch the children in their “care” self-harm 

whilst doing nothing to stop it; not only did they bully, berate and otherwise verbally abuse these 

children for episodes of self-harm they had a legal duty to prevent because they were actually 

watching it happen with their own eyes; not only did they further neglect, humiliate, degrade and 

coerce these children with self-serving, moralistic lies about responsibility, choice and agency, 

forcing them to clean up their own blood after self-harming; they also utterly failed to even attempt 

to manage the risks present within the Trust environment in which these children were living. A 

proportion of whom, let’s not forget, were detained at West Lane against their will precisely 

because they needed a specialist clinical environment to keep them safe from themselves.  

As noted, it’s unclear if this state of affairs arose from deliberate intent or mere indifference. Given 

that both TEWV and a seemingly significant proportion of its staff were already comfortable 

unlawfully forcing patients to do pretty much all of the reactive aspects of risk management for 

them for free, it really wouldn’t be amiss for them to further burden patients with their preemptive 

risk management responsibilities. If one is already comfortable holding child patients both morally 

and clinically “responsible” (ie blameworthy) for both the act of self-harm/suicide and its 

consequences; to hold them responsible for finding and using the means of such is not much of 

a stretch. Of course, this would also require the Trust to both morally and legally excuse itself for 

providing those means in the first place, but given TEWV’s particular pattern of behaviour, this is, 

likewise, not much of a stretch to make. 

"A lot of the time, I'd find [a fellow patient] on the bathroom floor after she'd self-harmed - 

there wasn't a lot of safeguarding, staff weren't doing their jobs properly. They'd sit in the 

lounge playing on their phones - you'd have to alert them if someone was self-

harming. Some of the staff would say 'if you don't want to help yourself, then we don't 

want to help you'. But these were teenagers with mental illness. You were made to feel 

like a burden. [..] I was discharged from West Lane, and they said it was down to my 

behaviour [..] I was definitely made worse while I was a patient at West Lane.” 

-       Former TEWV Patient, speaking to Teesside Live [344] 

“After 4 months of hell they finally discharged me because they said I was deteriorated 

and they couldn’t look after me any more. [..] Now I’m left with the damage being in 

westlane did to my mental health, grieving 2 of my closest friends who died in 

hospitals run by TEWV, and with no support from camhs or any mental health 

professionals.” 

- Former West Lane patient, original testimony (bold ours) 

 

To conclude, the authors strongly suspect West Lane’s professed “model of care”, the precise 

nature of which was, it seems, completely overlooked by the CQC, despite the latter’s discovery 
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of “concerning culture on the wards at West Lane Hospital with a clear divide between staff 

who had embraced the model of care for the service and staff who had not” [345] is merely a 

euphemistic reference to the principles espoused by both CAMHS and adult versions of the 

Protocol. Though the authors’ general lack of access to information not held in the public domain 

means they are unable to “prove” this beyond all reasonable doubt, they do believe it is, on the 

balance of probabilities, the most logical explanation. In spite of the flaccid authority, obtuse 

priorities and glaring oversights evident in the CQC’s final three reports on West Lane, these 

reports nonetheless describe a clinical environment in which certain patients are wilfully exposed 

to potentially lethal modes of self-harm/suicide risk, the precise nature and level of which was 

entirely contingent upon the whims of the staff present. Thus, whether one such patient lives or 

dies after tying a ligature around their neck is (largely) dependent upon the “discretion” of the staff 

responsible for them at the time. 

While it is, at present, unclear why only certain patients were chosen for such, the CQC’s final 

inspection found that the formal imposition of this “model of care” was explicitly documented in 

eight out of the eleven risk management plans reviewed during the inspection. Given the 

regulator’s silence regarding the clinical features of the remaining three risk management plans, 

it seems safe to assume they had, nonetheless, been documented to an acceptable level, albeit 

on the basis of an unknown alternative approach. As such, it seems that, while the majority of 

patients were treated under this ominous “model of care”, the remaining patients were, for 

whatever reason, treated using a different approach.  

This duality of risk management is clearly indicative of two (or more) operationally distinct 

approaches to risk management being in play at West Lane, one of which is the CQC-coined 

“model of care”. Whilst it may not appear so at first, this is a curious revelation: at an organisational 

(Trust) level, clinical risk management is (probably) best undertaken with the consistency of a 

single, standardised approach, or “model” that, nonetheless, is flexible enough in the finer details 

to allow for patient-centredness at the individual (patient) level. Though TEWV’s BPD-based dual 

risk management approach is already known within adult services, it seems the Trust is (perhaps) 

better at controlling the information received by child patients and their parents/carers since, as 

noted, none of the former patients or families of such (including patients who died) the authors’ 

spoke to knew of the CAMHS protocol’s existence.  

In light of everything just discussed, and of the overpowering ideological prevalence of Protocol-

promoted ideas, attitudes and strategies among the staff members noted in the testimony of 

former West Lane patients, it seems likely that the dualistic approach noted by the CQC merely 

reflects the situation of adult patients. Accordingly, it seems the risk management of CAMHS 

patients is, as with adults, divided across two quasi-clinically delimited groups of patients: those 

who can be diagnostically shoehorned into BPD/“BPD+” and those who cannot. Though the 

clinical norms particular to CAMHS are, in general, conducive to the avoidance of personality 

disorder labels in children, this problem is neatly circumvented by “BPD+”. The resulting quasi-

clinically delimited group of child patients are not united by a label, but by a caricature based on 
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such70. Thus, regardless of the “official” labels appended to each of these patients, this noxious, 

deeply stigmatising caricature of BPD, drawn by the Protocol and “recognised” by staff, is the sole 

basis of this quasi-clinical delineation. Think of it as thus:  management of your child’s risk of 

suicide may, in effect, be determined by whether or not your child is liked by ward staff. 

Though the CQC mystifyingly neglects to enquire after the precise clinical nature of this “model 

of care”, the reports provide enough information to warrant certain inferences. We already know 

this “care model” is predominantly characterised by a misappropriation of the least restrictive 

option principle, which was misleadingly sold to the CQC as part of the RRP collaborative. From 

the CQC’s particular use of words, we can also infer that its implementation was the reason 

“[patients] had access to items to harm themselves”71. As explained earlier, a practice is only 

restrictive where it interferes with a patient’s legal rights. Given that no patient in the country has 

the legal right to demand access to the means to suicide or self-harm, carefully monitoring and 

controlling access to hazardous objects in psychiatric inpatient environments is not a restrictive 

practice. By the same token, wilfully permitting patients unrestricted access to scissors; broken 

glass; pins; boiling water; cleaning fluid; ligatures; and anything else that happens to make its way 

in is not the “least restrictive option”. Wilfully refusing to intervene where patients have already 

cut, scratched, scalded, punctured, poisoned and/or garotted themselves, does not respect their 

rights, rather, it directly violates them.  Indeed, the unhappy truth is that, while no West Lane 

patient had the “right” to access such implements, every single one had the right to be protected 

from accessing such. 

One of the initial aims of this section was to draw attention to the presence of Protocol-allusive 

ideology and practice among the operational remains of West Lane hospital. Given the ethical, 

professional and sociopolitical authority of the CQC in such matters; their three visits to West 

Lane in as many months; and their (eventual) decision to close the hospital, the authors had 

hoped the regulator’s final three reports would be instrumental in this endeavour. Alas, though 

their findings were (obviously) damning in the procedural sense72, the aforementioned reports are 

found wanting. With one hand, inexcusable ethical, clinical and legal failures are gingerly 

delineated with tepid prose; with the other, the regulator seemingly goes out of its way to 

sycophantically praise instances of “good” practice and/or care. Such is rendered all the more 

infuriating by the numerous occasions on which the regulator either completely fails to note 

manifest wrongdoing73; completely fails to further investigate the numerous inaccuracies, 

 
70

 While the authors know of several former West Lane patients who were a) labelled with BPD (or EUPD) and b) seemingly treated 

under this “model of care”, the same may not be true of all patients subject to the “model”, some of whom may have unknowingly 
been dumped in the “BPD+” dustbin. 
71

 “The area of this programme that caused staff, patients and carers the greatest concern at the time of the inspection was the 

emphasis on least restrictive strategy first. Carers did not understand why their relatives had access to items to harm themselves.” 
pg 23, CQC, June 2019 

72
 I.e. the final three inspections identified numerous regulatory breaches, which were eventually enough to trigger the CQC’s 

enforcement powers under s.29-31 of the Health and Social Care Act 2008  
73

 “Staff demonstrated an inconsistent understanding of how to safely manage the risks of each young person. Eight of the 11 risk 

management plans stated that staff were to use their own discretion to decide whether to intervene during incidents where 
young people were self-harming by head banging, cutting themselves and/or tying a ligature around their necks. This had 
the potential for an inconsistent approach between different staff members.” pg 11, 20-21 Aug inspection 
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inconsistencies and outright lies peppering the Trust’s narrative74 75 76; neglects to provide the 

context in which testimonial evidence was gathered77; and, most infuriating of all, frequently takes 

the words and actions of both staff and Trust at face value78 79. As such, the authors do not believe 

the CQC’s findings represent the truth of what happened at West Lane; as damning as their 

(eventual) response was, the corresponding narrative is too timid, too superficial, too full of holes 

to be wholly credible.  

While statutory bodies like the CQC and the Trust are afforded a manner of social authority robust 

enough to weather numerous volleys of incompetence, corruption and scandal, the persons 

suffering in consequence cannot afford to be so cavalier. Psychiatric patients are still routinely80 

ascribed arbitrary assumptions regarding the credibility of their perceptions, interpretations and 

experiences, purely on the basis of their involuntary membership to a social underclass. Thus, 

while the Trust can degrade fundamental aspects of its reputation with untold levels of 

dishonestly, corruption, avarice, etc and still be perceived as credible by default; the psychiatric 

patient is treated as lacking credibility by default, regardless of how exceedingly honest, accurate 

and morally virtuous they may have previously shown themselves to be. How terribly apt, then, 

that by far the most coherent, harmonious and rational West Lane narrative is provided, not by 

the organs of the State, but by the people least likely to ever be credited with such. How fitting 

that the children made to live this nightmare of arbitrary despotism, injustice and fear, were also 

those with the bravery, grit and determination to organise against it. Whether it be through solicited 

testimony, media interviews, blog posts, diary entries etc, the experiences of West Lane’s former 

patients were instrumental to the focus, structure, content, direction and, ultimately, writing of this 

 
74

 “The service was taking part in the Royal College of Psychiatrists Reducing Restrictive Practice Programme. There were 

many elements to this programme, including positive behaviour support, de-briefs, reflective practice, trauma informed care and the 
use of practice instead of reactive strategies. The area of this programme that caused staff, patients and carers the greatest concern 
at the time of the inspection was the emphasis on least restrictive strategy first.” pg 23, June 2019 
75

 “The service strategy had not been translated into meaningful and measurable plans and was developed without staff 

engagement. During our inspection, seven of the staff we spoke with at West Lane Hospital stated that they did not feel adequately 
trained and supported in the service’s care model to take a least restrictive approach with patients and did not feel safe in 
doing so. We reviewed the minutes of 38 meetings that had taken place to discuss the ongoing concerns at West Lane Hospital 
between 28 November 2018 and 19 June 2019. This showed that senior managers were aware that staff were worried they would 
be criticised for taking this approach and identified gaps in the service’s care model. The meetings also showed senior managers 
discussed how staff were feeling and the culture on the wards. However, action taken by managers had not addressed the issues 
raised as they were still a prominent concern for staff who continued to feel unsupported at the time of our inspection.” pg 38 June 
2019 
76

 “There was a concerning culture on the wards at West Lane Hospital with a clear divide between staff who had embraced 

the model of care for the service and staff who had not.”  
77

 The CQC consistently represents West Lane patients as being 100% positive about the “caring” and “attentive” nature of all staff 

members, yet it provides no information with regard to how this information was gathered, e.g. whether the patient was interviewed 
in private or in front of staff.  
78

 Observations made during inspections are seemingly taken as indicative of the Trust’s day-to-day operations. Thus, that “[s]taff 

were observed delivering care in a thoughtful and sensitive way” when they knew CQC inspectors were watching, is misleadingly 
presented as evidence of their behaviour when they aren’t being watched. The superficial appearance of staff as “caring” etc 
towards patients during inspections is not a reliable indicator of anything other than said staff’s ability to appear as such when under 
pressure. 
79

 It often seems as though the CQC conflates staff understanding of a particular principle, law, etc, with staff adherence to said 

principle. For example, in their June 2019 inspection, after noting numerous instances of serious incident reporting that was either 
inaccurate or completely absent, the section concludes with “[s]taff understood the duty of candour. They attended workshops to 
understand the requirements of the duty of candour legislation and they could describe their duty of candour as the need to be open 
and honest”. Given that this seems to be all this report has to say on the matter of staff honesty, it does appear as though the staff’s 
understanding of their duty of candour is presented as evidence of their adherence to such. 
80

 Even a BBC journalist tasked with interviewing West Lane patients felt the need to “inform” the public that “claims about mental 

health care have to be treated with caution”. Timestamp 2:38 https://www.youtube.com/watch?v=989FIPJnyUY 
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section. Were it not for their foresight, resourcefulness, grit and particularly, the candid 

articulations in which they share their pain, trauma and distress, the preceding paragraphs would 

not exist. 

Having used a combination of CQC and media reports to construct a skeleton timeline, the 

aforementioned candid articulations formed the backbone from which the authors drew the flesh 

of an “unofficial” West Lane narrative, with the preceding paragraphs being the product of such. 

The essence of this section, then, is derived from this indissoluble duality of both singular and 

plural first person patient experiences which, together, occupy a similarly indissoluble duality 

alongside the third person experiences of parents, friends and other relatives. The collective 

memory arising from this convergence of discrete or disparate perspectives of West Lane during 

the final years of its operational existence, from which all of the included testimony is drawn,  is 

highly evocative of the Protocol’s “ideologic trademark”. In place of the caring, compassionate, 

lawful and, above all, safe care they and their families (presumably) expected from the NHS, 

patients found themselves ensnared by a truly Orwellian web of despotism, arbitrary power, 

deception, surveillance, humiliation, punishment, absolute control and, to use the colloquial term, 

relentless brainwashing81.  

 

Forced to inhabit this neoliberal no man's land of responsibilisation, patients were repeatedly held 

to an absurdly impossible moral standard, wherein they were (falsely) told their safety, wellbeing 

and recovery were entirely their responsibility and not that of staff, whilst they were, 

simultaneously, utterly robbed of their own agency. Excluded from their own care; denied the right 

to be involved82 in decisions regarding their own treatment; kept in the dark regarding 

if/when/where/how particular events might happen; denied their identity, history, character, 

narrative, future; and frequently subjected to some of the most oppressive and frightening forms 

of psychiatric control possible, West Lane now being infamous for its extremely high use of 

physical restraint, rapid tranquillisation and seclusion. Thus, while staff completely control every 

aspect of the patient’s existence83 with unchecked power, the patient is held responsible for the 

results or, more accurately, for anything that would reflect badly upon the Trust, such as 

systemically neglected patients strangling themselves to death while in the Trust’s “care”, while 

locked in the Trust’s seclusion facilities at the Trust’s behest, and while they were supposed to be 

under the constant watch of Trust staff. One would think it impossible for TEWV to deny 

responsibility for this death, yet, thanks to the “magic” of responsibilisation, the Trust can twist the 

narrative in its favour without looking bad for doing so. Thus, instead of:  

 

“systemic gross negligence resulted in child patient’s preventable suicide”  

 

there’s:  

 
81

 This encompasses all aspects of coercion, manipulation and behaviour modification 
82

 Whether or not a child between the ages of 12 and 18 is able to make decisions about their care depends on their age, level of 

maturity, competence etc. However, all such children have, at the very least, the right to be involved in such decisions.  
83

 I.e including (but not limited to) when/what the patient eats; when/where they sleep; when/where they go to the toilet; what they 

wear; whether they are allowed to leave; whether they are pinned to the ground by eight members of staff; whether they have 
sedative injected without their consent; whether they are locked in seclusion; how long they are in seclusion; when they can leave 
seclusion; whether or not they are allowed their medication; whether they have any privacy at all etc etc.  
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“young person with chronic, complex and challenging behavioural issues inevitably dies 

by misadventure in Trust facility”. 

 

When used on living patients, such responsibilisation narratives serve an additional, coercive 

purpose. By way of example, try to imagine a situation similar to that described by many West 

Lane patients, wherein staff wilfully leave a patient to self-harm with a sharp implement they found 

lying around. When the patient is later found with a very serious wound, rather than: 

 

“We’re sorry you experienced preventable harm because we decided you weren’t human 

and, thus, that you were owed neither a duty of care, nor any human rights; we’re also 

sorry that this resulted in our wards being littered with serious hazards, because we were 

so sure it wasn’t our job to keep you safe.” 

 

the narrative is:  

 

“Everything you do is your choice, which means you chose to self-harm, which means this 

is entirely your fault; that staff just sat and watched you do so with something you were 

only able to access because of them is irrelevant; you’re just not trying hard enough, you 

can’t expect services to make themselves safe for you, you’ve need to start taking 

responsibility; besides, we know you’re only doing it for attention, so we thought you’d 

want the staff to watch”.  

 

The patient is not taken to A&E, wound closure, it seems, being something else they are 

(mystifyingly) entirely responsible for, despite almost certainly lacking both the means and 

expertise necessary for such, and despite not being able to leave of their own accord. When the 

untended, undressed wound develops an infection instead of:  

 

“We’re very sorry the preventable harm you experienced as a result of our gross 

negligence has now been preventably magnified by our subsequent gross negligence, 

wherein we appear to have forgotten that our patients might occasionally have physical 

health issues which, we now realise, we should have been monitoring and managing of 

our own accord;”  

 

we have:  

 

“We don’t want to help you if you don’t want to help yourself (i.e. we won’t help you at all; 

you just have to do our job for us) ; we’re not paid to clean up your mess; never mind that 

we left you with a gaping, uncleaned, undressed, flashing neon advertisement for bacterial 

colonisation, on a ward probably plastered with the blood of patients forced to clean up 

their own; if you’d actually bothered to rinse the wound with that unsterilised, room 

temperature water we gave you this wouldn’t have happened; you probably did this on 

purpose to make us look bad;”  
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Though the preceding examples deliberately incorporate numerous phrases that were actually 

said to these patients, they do not presume to reflect the way staff spoke to their patients in 

general. Rather, certain sentiments, attitudes and facts are deliberately exaggerated as a means 

of unequivocally demonstrating how incredibly oppressive, bewildering, terrorising, frustrating and 

harrowing it might be when subject to such torment on a daily basis, from which there may be no 

immediate escape. The authors cannot possibly imagine the level of trauma entailed by such 

consistent, overwhelming exposure to unbridled tyranny, cruelty and corruption at the hands of a 

supposedly “caring” service one is socialised to implicitly trust. Especially given that these 

children, who were seemingly left to devise their own mental health care while staff sat in their 

office, were repeatedly blamed, goaded, manhanded, forcibly drugged and/or locked in seclusion 

for being unwell, whilst also being repeatedly told they are not unwell, they just need to “take 

responsibility” or they’re just being “attention-seeking” or that they’re “not trying hard enough”. 

Though the authors cannot do this subject the justice it deserves here, the psychological sequelae 

of such intense, intimate exposure to abusive, dehumanising, and delegitimising narratives, 

perpetrated by a service they were socialised to trust, should not be underestimated. There is, 

unfortunately, no polite term for the following phenomenon, but “mindf*ck” is probably the most 

appropriate and complete encapsulation for this species of coercive control, wherein a person’s 

self-knowledge, self-worth and self-respect are eroded with a mixture of humiliation, intimidation, 

blame and enforced cognitive dissonance. Even where it doesn’t lead to iatrogenic post-traumatic 

difficulties, it seems likely that this “mindf*ck” might lead to patients internalising some of what is 

said to them. Even where they are certain staff are 100% in the wrong they may, nonetheless, 

feel like they are to blame, or feel like they’re not genuinely unwell. Even in the latter case, the 

“mindf*ck” has still (somewhat) succeeded in serving its purpose by a) implicitly delegitimising the 

patient’s status as “unwell”, thus socially invalidating their entitlement to care, which b) means the 

patient can now be blamed both for being “unwell” and for not “getting better”, allowing the Trust 

to retain control over their “illness”, whilst implicitly treating them as though they do not have a 

legitimate illness. 

 

The preceding themes of responsibilisation, delegitimisation and blame are central to the 

Protocol’s “ideologic trademark”, a more downstream consequence of which is the pseudo-

canonisation of Trust staff. Both adult and CAMHS Protocols promote the notion that Trust staff 

(who are, it seems, perfectly virtuous), are the perpetual victims of these “challenging”, 

“demanding” and “dependent” patients and their “unrealistic” demands. Putting reality to one side 

momentarily, the impression given is one of patients who incessantly monopolise the attention of 

staff; who assume staff are only there for them; who insist staff are there to magically “take away 

their pain” while they merely continue with their “reckless behaviour”; who become infatuated84 

with staff who are nice to them, threatening to harm or kill themselves if their access to such is 

denied; who wilfully force staff through the trauma of heroically “saving” them, simply because the 

attention gives them a kick. Essentially, a wholly pathetic and defunct individual who lives in a 

perpetual state of reckless, self-manufactured “drama” (i.e. any form of mental distress), into 

which they will suck anyone who treats them with humanity, with the victims “forced” to endure 

 
84

 Infatuated in the general sense (i.e. developing an obsessive dependency) not necessarily in the sexual sense, though the notion 

of female BPD-labelled patients as harlots, sirens and succubi is already part of the vast canon that is BPD stigma. 
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the immense burden of “responsibility”85 for the life of a patient who can’t be bothered to attend 

to it themselves. Returning to the real world, though the Protocol offers no evidence in support of 

its distinctly unempirical and moralistic abstraction of BPD-associated behaviour, such is not really 

necessary. Fortunately for TEWV, the diagnostic criteria for BPD conveniently comes with moral 

stigmatisation pre-installed. Moreover, this moral stigmata is so integral to the “ordained”86 BPD 

narrative, both in clinic and in academia, domestically and internationally, that this improper 

encroachment of the moral upon the clinical now seems to go unnoticed. Indeed, so prevalent is 

this “understanding” of BPD within the NHS, that merely speaking those three letters to a 

colleague may be enough to evoke a collective sigh of apprehension and/or hostility. In the 

Protocol, these sentiments are, understandably, expressed with the subterfuge of faux diplomacy, 

i.e.: “[i]t is particularly challenging for clinical teams in acute inpatient units to avoid taking on 

too much responsibility for the patient”, giving the subtle impression of Trust staff as “saintly” 

individuals who will readily sacrifice themselves for the good of the patient, even where the patient 

is not suitably “deserving”87 of such. Subterfuge was clearly less of a concern at West Lane, with 

patients brazenly ordered, with righteous embitterment, to “[t]hink about the staff, they have their 

own lives”. Self-harm and suicide attempts were, it seems, taken rather personally by some staff 

members, who seemed to perceive it either as wilful disobedience (“you’re not engaging”) and/or 

as laziness facilitated by emotional blackmail (“if you don't want to help yourself, then we don't 

want to help you”). Such uncharitable misperceptions are no doubt instrumental to the particularly 

dangerous manner of neglect advanced by the Protocol. That is, for some staff at least, it may 

become easier to abandon a patient with (for example) a ligature tied around their neck, where 

staff are not only permitted, but encouraged to dismiss the patient’s intent88. The additional 

implication of the patient as “deliberately” exposing staff to such stress “by choice” because they 

were too lazy to “take responsibility” for themselves will, no doubt, only serve to feed the apathy 

of staff. Perhaps this is why more than one patient reports being left to attempt suicide because 

staff “[couldn’t] be dealing with this”. Bizarrely, a different subject to the same mode of neglect 

was then asked “[h]ow would we justify you dying in this hospital to the courts? How would it make 

us look?” 

 

As readers may have noticed, none of the principles just discussed can exist apart from one 

another. They are gears, enmeshed together as part of the same machinery, working towards the 

same ultimate end. Thus, the moralisation of mental distress is as instrumental to the mechanics 

of responsibilisation as it is to those of delegitimisation. While the system/society/something 

provides the necessary torque, gears need lubrication to turn smoothly, which is where punitive 

behaviourism is required. Though systemic wrongdoing must (presumably) come with benefits, it 

would be inaccurate to assume it is easy. This is particularly the case where the wronged owes 

the wrongdoer nothing in terms of contractual obligations89, and has a strong, valid claim to what 

 
85

 Alternatively known as doing your job. 
86

 I.e. the “official” narrative, predominantly produced by the psychiatrists and psychologists working: within the NHS; for the State 

(e.g. DoH etc); as researchers/lecturers/professors at universities; with think tanks; independently etc. Basically, the narrative that is 
produced/approved by the “system”, for the “system”, within the “system” by people in positions of power and authority. 
87

 The implication being that while other patients are entitled to such heroic efforts from staff, BPD-labelled patients are not because 

they’re trying to kill themselves “on purpose” or “by choice”. 
88

 Despite the fact that, in this instance, the patient’s intent does not alter the level of risk they are now exposed to. 
89

 I.e. they’re not part of the staff hierarchy so can’t be bossed about accordingly 
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the wrongdoer is denying them. To keep the gears turning one must ensure patients are 

downtrodden enough to comply without protest, keeping any concerns and complaints to 

themselves. As the saying (sort of) goes: Winston Smith wasn’t made to love Big Brother in a day, 

that is, patients must be trained in the necessary compliance over time. Enter punitive 

behaviourism: with the subtlety and sophistication of dog obedience training, patients are 

demoralised, threatened, endangered and bullied into agreement and compliance. The Protocol’s 

iteration of such advocates for the removal of what it deems to be “positive reinforcement” for self-

harm and suicidal “statements”. As such, suicidal adult community patients were denied access 

to crisis care, even when explicitly requesting it, because saving themselves is “[their] 

responsibility”. This is very similar to West Lane patients who were just left to self-harm because 

it’s “[their] choice”, except that, in the latter case, staff could actually see the patient harming 

themselves and, yet, still did nothing. However, for unknown reasons90, the punitive behaviorism 

employed at West Lane was much more pervasive and severe than than that espoused by the 

Protocol91. Children were given care plans telling staff to withhold all warmth, empathy and 

attention, should they find the patient self-harming. They were, it seems, given unrestricted 

access to knives, scissors, ligatures etc, purely for the purpose of castigating and humiliating 

them, if they self-harmed. That so many children report being forced to clean up their own blood 

whilst being heckled with stigmatising, self-serving notions of “choice” and “responsibility”, is also 

highly suggestive of punitive intent. It also marks an escalation from the removal of positive 

reinforcement to the introduction of overt punishment as a deterrent, wherein said punishment is 

diversified to suit seemingly any situation in which a patient needs to be controlled or shown their 

place. The most chilling manifestation of this occurs where a member of staff abandons a patient 

who has already taken action to end their life. This is not the same as denying crisis care to a 

suicidal, but (as yet) unharmed patient; this is the denial of life-saving treatment to a child who 

may already be dying.  

 

Regardless of whether these staff believed the children were faking it or not, the fact remains that 

they still decided to take that chance. Whether their intent was to make patients “take 

responsibility”; to delegitimise their claim to proper care; to make the point that staff will not be 

manipulated; or to punish them for pretending to attempt suicide; the patient’s life was deemed 

so invaluable, that it was worth risking for such. Indeed, what these staff believed is, in many 

ways, completely irrelevant. Were they to find their child with a ligature tied around their neck, it 

seems highly unlikely that they would be willing to take the same chance, even if all of the 

conditions were the same. Ligatures around the neck may quickly result in death, even when 

they’re not causing airway obstruction. There is no way of telling this on sight; the only way to 

ensure the person’s safety is to remove the ligature. One would think that nobody knows this 

better than staff working in psychiatric inpatient settings, especially somewhere with such a high 

rate of ligatures and such a high rate of patient mortality. Yet, (as the following testimony so aptly 

illustrates) it seems TEWV don’t really care whether patients live or die, just as long as they don’t 

make the Trust look bad.  

 
90

 No doubt the vulnerability of child patients coupled with the power and control afforded to inpatient staff, had a lot to do with it.  
91

 Of course, since the Protocol contains no instructions on how to implement this, nor does it reinforce the legal and ethical duties 

of staff, nor does it even mention the word “consent”, it’s not too much of a surprise to see the practices it failed to safeguard against 
creeping in. 
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“[My daughter was] discharged from [West Lane] because she was getting worse and self 

harming. One doctor told us if she dies at home it is better for them as it doesn’t affect [the 

hospital’s] figures.” 

-  Mum of TEWV Patient, original testimony 

 

Patients like this are, it seems, not considered deserving of TEWV’s raison d’etre (that is, serving 

patients, not themselves). Indeed, in localities like West Lane, it seems such patients cease to be 

seen as “people” per se, rather, they are wraiths in human-face, haunting the Trust’s bank balance 

and public image at every possible opportunity. In being denied all but the most basic materiality, 

patients become ghosts: though their presence is acknowledged, their existence is not; though 

they take human form, they are treated without humanity; though the appearance of needs is 

noted, the actuality is either studiously ignored or punished. Where the latter results in preventable 

death, the Trust can both console and excuse itself with the notion that such patients are 

inexorably destined to die “as a result of their own actions” which, it seems, is excuse enough to 

treat them like they are already dead.  

 

The potential sequelae of West Lane are, for the most part, not served by the brevity of this 

section. Yet, there are two aspects of which the authors’ feel compelled to mention. Firstly, how 

many members of staff have encountered a patient with (for example) a ligature tied around their 

neck, only decide against intervening because: “why bother, they’re going to die from their “own 

actions” at some point anyway”, leaving the patient alone with ligature still in situ? To raise a 

corollary that is as obvious as it is terrifying: how many of the deaths that occured at West Lane, 

were of children who could have been saved, were it not for someone deciding their life was worth 

less than the chance to “teach them a lesson”? From the testimony, it’s quite obvious that this 

was not an infrequent occurrence; not only do patients recall it happening to others, many also 

experienced this abandonment for themselves. More to the point, how many times has the Trust, 

with it’s highly dubious documentation practices92, managed to conceal the gross systemic 

negligence entailed by such? How many families have been denied the truth of their beloved's 

death, glibly being told “there’s nothing that could have been done” by the Trust, the regulator, 

the Coroner etc, when both the Trust and the staff at West Lane know exactly what could have 

been done. Secondly, how many children lived through this experience? As noted in passing 

earlier, children are (generally) socialised to have a high degree of implicit trust for healthcare 

workers, particularly doctors and nurses. Thus, how many former patients must now live with the 

memory of (for example) a mental health nurse working in a psychiatric hospital which, one would 

expect to be a place where patients were, at the very least, kept safe, just walking away from 

them with disdain whilst they are visibly trying to end their life. How incredibly lonely, worthless 

and hopeless that must feel, especially in light of the fact that staff left hazardous, dirty implements 

just lying around the ward; patients received no wound care, but were forced to clean up after 

 
92

 The CQC’s findings from the final three inspections noted high prevalence of shady and misleading practices with regard to 

accurate documentation and incident reporting, particularly those in which serious incidents were either recorded inaccurately, or not 
recorded at all. At best, this strongly undermines the credibility of any statistics relying on Trust-reported data (e.g. serious 
incidents). At worst, it suggests TEWV may be trying to game the system by deliberately failing to record potentially damaging 
information. 
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themselves with undressed injuries; and, patients with obvious wound infections were just left to 

fester. Indeed, patients could be forgiven for assuming the Trust actually wants them dead. The 

profound psychological trauma that may result from such sustained, severe and institutional 

abuse cannot be understated, but, where are the former patients, now young adults, supposed to 

find peace from such? If the nursing staff of one hospital can routinely leave patients to die and 

get away with it despite the obvious illegality; what’s to say they don’t all do that? What are these 

former patients to do if they struggle in the future, go back to TEWV so it can happen all over 

again? Indeed, how many of TEWV’s adult patients are former CAMHS patients? How many 

former TEWV CAMHS inpatients have subsequently been criminalised for attempting suicide? 

How are they supposed to shake the Trust’s grip when there are, quite literally, no alternatives93? 

A large mental health Trust serving a large, socioeconomically deprived area of the North had the 

power to make a tremendous difference to the lives it serves, the population in general and the 

area itself. This power can also be appropriated, embezzled, hoarded and guarded by the 

infatuated behemoth sitting astride it. Opting for the latter, TEWV, like Smaug in the belly of the 

Lonely Mountain, bathes not just in its own power, but also in the pilfered power of patients and 

in the secret knowledge of such. Rather than improve patients’ lives, TEWV chose to exploit, 

neglect and abuse them for its own devices; a “secret” furnished only by the trauma, destroyed 

lives and deaths of patients. 

 

4.0 Principle One: Purposeful Interventions 

People with a diagnosis of BPD usually recover, but typically not very quickly. Clinical teams 

should develop a long term, collaborative care plan based on the person’s long term life goals 

(NICE 2009) Care plans should detail the person’s own goals for recovery and wellbeing, and be 

worded in terms of positive targets. Risk management options94 should be evaluated in the light 

of their potential effect on this long term strategy. For recovery to take place, therapeutic gains 

must be made as well as risks95 avoided. For therapeutic risk taking to be defensible, the risks 

being taken must be justifiable96 in terms of the therapeutic gains expected. For instance, a long 

term goal might be for the person to be able to effectively ask others for help (without making 

suicidal statements). This goal would influence the team’s risk management considerations when 

the person was making suicidal statements. 

4.1 Neo-recovery and a Strength-based Approach 

In general, it is considered good practice to use a strength-based approach towards mental health 

assessments, in which the patient’s strengths (not their “weaknesses”) are purposefully identified, 

acknowledged and adopted as a key part of the health care intervention [346]. Where focus is 
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 Obviously private healthcare is an alternative for some but a) it’s too expensive for the vast majority of people; b) private hospitals 

do not, in general, cover everything that an NHS counterpart might provide; and c) private hospitals are even less thoroughly 
regulated than NHS services 
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 In version 2 the phrase “Risk management options” was changed to “Treatment and harm reduction options” 
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 In version 2 the sentence “For therapeutic risk taking to be defensible, the risks being taken must be justifiable“ was changed to 

“For treatment plans to be defensible, the potential harms risked must be justifiable“ 
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moved away from “deficits”, “weaknesses” or “problems”, clinicians are less likely to blame the 

patient for their difficulties [347] and, as a result, patients are more likely to experience greater 

levels of confidence, hope, self-esteem, self-efficacy, and satisfaction [348]. In defiance of this 

widely recognised best practice, the Protocol uses a deficit-based approach which, by fixating on 

the “problems” and “behaviours” that need to be “fixed”, exacerbates the stigma associated with 

certain coping mechanisms, to the detriment of recovery. Deficit-based models may lead 

clinicians to perceive patients as “non-compliant” and/or “treatment resistant” when they “fail” to 

get better97 [349,350]. In this regard, the care team cheats the patient of their (rightfully) 

preeminent status within the therapeutic relationship, for the purposes of coercively imposing their 

interests and goals upon the patient. Thus, treatment becomes something that is done to a patient 

dismissed by staff as an object, rather than a choice made by a patient acknowledged by staff as 

an individual. Subsequently, risk management decisions are (inappropriately) entirely informed 

by the personal goals of staff.  

“No-one ever asks me what it is that I actually want, what I need, what my opinion is 

about things. I’m never considered. I might as well not exist, they just decide and tell 

me where to go, what to do, don’t do that, go to this group, we’re not going to admit you, 

take these drugs, don’t take those.. What is the point in trying to say anything when they 

already think they know it all.” 

- TEWV Patient (bold ours) 

“When I was an inpatient the consultant had threatened me daily that if I didn’t take the 

medication I would be injected no matter my mood or presentation then 2 days before 

discharge stopped the medication that was so important that if I didn’t take it I would be 

injected. I felt this was all about power and control and not about what was in my 

best interest.”  

– TEWV Patient (bold ours) 

“I’ve never wanted nor asked for help to stop self-harming. I self-harm minimally and it 

helps in crisis situations when I can’t control suicidal feelings. Despite this, every 

assessment I’ve ever had has reached the conclusion that my “treatment” should be to 

stop me self-harming. They never consider that I self-harm for a reason and it is perhaps 

that reason which should get the attention. They just see a “problem” and want to fix 

it, even if it isn’t what I want or need.” 

- Former TEWV Patient (bold ours) 

Patients report that, when in crisis, they appreciate and benefit from strength-based strategies 

actively involving them in their own care, promoting safety and respecting personal choice [351-

353]. When mental health relationships are constructed through control and planning, far from 

 
97 ‘Personal history of non-compliance with medical treatment or regimen’ is an actual code in the ICD-10 - WHO. Z91.1 Personal 

history of noncompliance with medical treatment and regimen. Chapter XXI Factors influencing health status and contact with health 
services (Z00-Z99). International Statistical Classification of Diseases and Related Health Problems 10th Revision (ICD-10)-WHO 
Version for 2019 [Internet]. Icd.who.int. 2019 [cited 29 August 2020]. Available from: https://icd.who.int/browse10/2019/en#/Z91.1 
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fostering an environment of patient autonomy, dependency is encouraged while autonomy is 

undermined [354]. Despite the protocol encouraging staff to completely deny patients’ agency by 

making decisions for them, it still asserts (bizarrely) that doing so is empowering for patients and 

facilitates independence and responsibility.  

Mental health services have traditionally viewed “recovery” as a rigid, linear process, beginning 

with a deficit and working in a sequential fashion, with treatment successes and failures narrowly 

defined in black and white terms [355]. For example: 

“I don’t really like working with [BPD-labelled patients] because I’m not able to see a result 

for my effort [...] [I] often get very, very frustrated because . . . you may be able to see and 

measure progress over a number of weeks and then overnight it’s all gone . . . and that 

can be infuriating starting from square one again.” 

- A nurse on caring for BPD-labelled patients [356]  

Survivor and patient-led movements, such as Recovery In The Bin, consider the medical recovery 

model as fundamentally undermining the true principles of recovery, forcing all patients into the 

mold of a one size fits all technique with homogenised measurements of outcomes [357]. Dr 

Nadine Nehls, of the University of Wisconsin-Madison, suggests that, for “recovery” to occur, a 

radical change must shift the balance of power and control to the patient: giving them, and only 

them, the authority to define what recovery means, direct the recovery process, and define its 

outcomes [358]. Though the Protocol is careful to use phrases allegedly affirming ‘the person’s 

own goals for recovery’; in truth, it utterly robs patients of their power (and legal entitlement) to 

make decisions about what services will be utilised, or how they will be delivered. Rather, patients 

are an afterthought, only brought into the conversation when it’s time to present them with a 

treatment plan formulated in their absence [359]. 

Castillo, et al., report ‘There is an assumption in recovery-oriented care that professionals and 

clients will pursue client-oriented goals together, but decisions about what services are delivered 

are usually controlled by providers.’ [360]. This is illustrated in the Protocol’s previous section 

(pg.2, V1&2), in which it professes that ‘recovery requires’ individuals take complete responsibility 

for themselves when in crisis. In doing so, the Trust weaponises “recovery” to serve their own 

agenda. The patient-centred spirit inherent to genuine “recovery” is kicked aside, while the Trust 

transforms “recovery” into ammunition, used to threaten, control, punish and/or deny care. 

For therapeutic risk taking to be defensible, the risks being taken must be justifiable98 in terms of 

the therapeutic gains expected. For instance, a long term goal might be for the person to be able 

to effectively ask others for help (without making suicidal statements). This goal would influence 

the team’s risk management considerations when the person was making suicidal statements. 

 
98 In version 2 the sentence “For therapeutic risk taking to be defensible, the risks being taken must be justifiable“ was changed to 

“For treatment plans to be defensible, the potential harms risked must be justifiable“ 
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(bold ours) The long term therapeutic strategy and care plan, and its relevance to current risk 

management considerations99, should be documented in the clinical record.’ 

4.2 “Suicidal Statements” 

The Protocol provides absolutely no indication as to precisely what is encompassed by ‘suicidal 

statements’. Though the term is not unique to TEWV, the authors have thus far been unable to 

find a standardised and universally-accepted definition within clinical and academic literature. 

Generally, where the term is used in such works, “statement” is given a manifestly literal 

interpretation. That is, “statement” refers to a verbal (or signed/written/otherwise articulated) 

declaration, e.g. ‘I feel suicidal’ or ‘I am going to hurt/kill myself’. Yet, as noted later, there is more 

than one legitimate and distinct interpretation of “statement” within common parlance, which 

means clarity of usage is absolutely essential, especially for protocols concerned with high stakes 

risk management. As such, both local and national clinical policies (etc) are expected to take great 

care in defining terms or concepts that either aren’t in common usage, or that use words with 

alternative interpretations. This is especially crucial where accurate appreciation of such is 

essential for appropriate implementation. For example, in its guideline regarding the 

‘Rehabilitation for adults with complex psychosis’ (NG181) [361], NICE provides clear criteria as 

to precisely what is encompassed by complex psychosis. Thus, where clinicians come to use this 

guideline, they cannot simply defer to their own personal and unique appreciation of where 

psychosis becomes “complex”, rather, they must default to the NICE standard. This marriage of 

transparency and consistency ensures clinicians understand the rationale underpinning the 

guideline, and that such is implemented consistently, appropriately and safely. 

For reasons unknown, TEWV’s Protocol chooses to completely ignore such conventions. 

Moreover, in addition to its failure to provide any indication of precisely what it means by ‘suicidal 

statements’, its contextual use of the term is so incredibly ambiguous, it effectively leaves 

interpretation and clinical utility at the discretion of individual staff. All this in a Protocol that goes 

on to flaunt its alleged ‘Precision in thinking and communicating about [..] suicidal behaviours’. 

To be clear, this is not merely an opportunity for the authors to pick apart the Protocol’s language. 

Indeed, what deeply troubles the authors is not the imprecise use of words per se, but rather its 

failure to properly define ‘suicidal statements’, specifically with regard to its bearing on the 

Protocol’s recommendations, and the serious implications this has for patient safety. Consider 

that the common usage of “statement” as a noun is not restricted to literally declarative 

communications (verbal or otherwise). Indeed, “statement” may also be commonly used to 

describe actions intended to draw attention to oneself. For example, when Emily Wilding Davison, 

Suffragette flag in hand, ran in front of the King’s horse at the 1913 Epsom Derby (an act directly 

resulting in her death) she can be described as making a political statement. Statements 

encompassed by actions are (generally) characterised as expressing a particular attitude or belief 

(eg Ms. Davison’s ultimately fatal statement of her feminist principles), or as indicative of 

something more frivolous (eg making a fashion statement with a particularly daring neckline). 

Thus, should TEWV staff choose this less literal interpretation, ‘suicidal statement’ could also be 

 
99

 In version 2 the phrase “risk management considerations” was changed to “treatment” 
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used to describe a patient’s suicidal actions100, including actual attempted suicides. That is, where 

such staff have unilaterally decided the patient is ‘faking’, or where a Trust protocol has claimed 

all patients with a particular label are 100% “responsible” for and capable of preventing their own 

suicide, genuine suicide attempts may be mislabelled as “feigned” or “attention seeking”, 

regardless of how real, imminent, and serious the risk to the patient’s life actually was [362]. 

“The crisis team used to ask me why I told the Police I was suicidal, if I didn’t want to end 

up in S136 suite. I could never understand this because if a Police Officer asks me directly 

about this, I’m never going to lie to them even if it leads to something I don’t like/want. I 

tried to convey this to crisis clinicians, but they wouldn’t have it – they kept implying 

repeatedly that I was being manipulative by saying that I was suicidal to get some 

kind of reaction; but at the same time they agreed I should be honest with the Police. I 

guess they missed the part where I genuinely wanted to end my life; I wasn’t just 

saying it!! Honestly, when they make unhelpful assumptions about what you are 

doing/saying and whether it is genuine or not, they end up putting you in positions where 

you just can’t win, and it becomes a terribly traumatic mind game for the patient.”  

– TEWV Patient (bold ours) 

Where “suicidal statement” = verbal statement:  

‘For instance, a long term goal might be for the person to be able to effectively ask others 

for help (without [saying they feel suicidal]). This goal would influence the team’s risk 

management considerations when the person was [saying they feel suicidal].’ 

- ‘making suicidal statements’ changed to reflect a verbal statement 

The authors are completely mystified as to precisely why the hypothetical care team referenced 

by ‘Principle 1’ consider the patient’s verbal statement of suicidality an ineffective means of 

asking for help. The patient has explicitly verbalised their suicidal ideation or plan to their care 

team, which is surely the most effective means of communicating suicidality. Indeed, the only way 

this mode of communication could be rationally defined as ineffective, is if the care team decided 

the patient's use of words was misleading or disingenuous. That is, such words are only an 

“ineffective” means of communication, where staff refuse to believe the literal truth of what the 

patient is saying. Accordingly, rather than trying to communicate their risk of death from suicide, 

patients making ‘suicidal statements’ are doing so dishonestly to gain attention. Where staff 

construe such statements from patients as expressions of non-suicidal distress, requests for help 

with a separate issue, or attempts at manipulation/attention-seeking, they may feel justified in 

dismissing them as an ineffective means of communication, rather than assessing the risk of 

death as something that could actually be real, immediate and preventable.  

That TEWV staff are encouraged to dismiss patients’ explicit statements of suicidality as having 

an ulterior motive, should provoke grave concerns for the safety of their patients. Consider: the 

 
100

 Similar suicidal actions may include: practicing/rehearsing a suicide attempt, trying to attempt suicide but being stopped or 

stopping yourself beforehand etc. 
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Protocol’s hypothetical care team are so confident in their “understanding” of the allegedly 

rapacious and manipulative subtext underpinning the BPD-labelled patient’s words, not only do 

they happily disregard the mere existence of a risk to the patient’s life, but they characterise such 

neglect as being necessary for their “recovery”.   

Despite presenting no evidence in support of their unprecedentedly selective and self-serving 

analysis of ‘suicidal statements’ in patients labelled with an entirely Trust-invented “diagnosis” 

(‘BPD+’), TEWV is remarkably cavalier in its complete disregard for worldwide suicide prevention 

campaigns. Such initiatives are unwavering in their goal of encouraging and facilitating the 

disclosure of suicidal feelings (‘Lets Talk’ [363], ‘Reach out and Talk’ [364], ‘Small Talk Saves 

Lives’ [365], ‘Man of More Words’ [366], ‘Speak Up’ [367], ‘OK2Talk’ [368] etc.), as they 

acknowledge attempted suicide and death by suicide are more likely to be prevented if help is 

sought for suicidal ideation [369], and that communication of suicidality presents key opportunities 

for services to prevent suicide [370]. 

“They made her recant it [when she said she was suicidal], they made her recant. She 

said to me, she said, “I poured my heart out for 20 minutes to these people telling 

them exactly how I felt and how absolutely determined I was to kill myself and how 

I was going to do it… and then the psychiatrist turned around to me and said ‘well 

that makes me feel awful, what I’ll have to do, I’ll have to tell your parents if that’s the 

way you feel’”... and they were using this because she wanted confidentiality at this point, 

they were using the lever of ‘grassing you up to your Mum and Dad’ to coerce her into 

saying what they wanted… and they were very effective at it, because she then spent the 

next 20 minutes unpicking everything she’d said, telling them she wasn’t suicidal that she 

didn’t have pills, and then at the end they said “oh that’s good, now we’re on the same 

page”.  

– Family member of TEWV Patient (bold ours) 

“The clinical lead of crisis services spoke very rudely to me when I was in a very dark 

place and not feeling strong enough to stand up for myself.  I expressed I was suicidal... 

and they said they did not believe me... told me I was just trying to get help. I shut down 

at this point as I knew my resources had been cut off. It is widely understood that a BPD 

diagnosis evokes a lot of stigma, also from clinicians are they do not yet understood how 

to treat it.  However it is been responded to by discharging patients and labelling them as 

help-seekers, just as the clinical lead of the crisis team did. Afterwards I felt unable to 

even access crisis support as this nurse had just written that I am not suicidal on 

my notes.  How could I access help after that... and so I took all the medicine I had.  I 

have no memory after that of what happened.  I woke up in hospital and walked away 

once I had physical strength again. I feel that the crisis team and mental health service in 

York are in need of change.  People are being neglected, ignored, pushed away and given 

labels that don't belong to them.”   

- TEWV Patient [371] (bold ours) 
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Where “suicidal statement” = physical act:  

‘For instance, a long term goal might be for the person to be able to effectively ask others 

for help (without making [suicide attempts]). This goal would influence the team’s risk 

management considerations when the person was making [suicide attempts]’ 

- ‘making suicidal statements’ changed to reflect a physical act 

The idea that a patient’s suicidal actions are not, in fact, an indication of genuine suicidal intent, 

is not unique to TEWV. Indeed, suicidal “gesture” is popular term within mental health services 

[372], often used where staff have decided, purely on the basis of their own perceptions and 

values, that a particular suicide attempt is actually an elaborate ploy to control or manipulate 

services [373]. Given their inherently subjective and cynical nature, such judgements are unlikely 

to occur in isolation. Thus, it may be the case that any and all suicide attempts and actions 

undertaken by a particular patient are automatically misconstrued as fake, regardless of the 

patient’s perspective.  It is of no surprise to find TEWV engaging in exactly this tactic with regards 

to the risk management of individual patients labelled with “BPD+”. The following are excerpts 

from a police log regarding the suicide attempt of a TEWV patient treated under the Protocol. The 

first gives the responding officer’s account of the situation: 

 

Figure 2 Extract from police log obtained by TEWV patient, regarding a suicide attempt 

From this, it is quite evident that, were it not for this officer’s swift intervention, the patient would 

have fallen from the bridge. With this fact in mind, contrast the Police’s actual response to this 

event, with the official advice they were given by a TEWV crisis team: 

 

Figure 3 Extract from police log obtained by TEWV patient, regarding a suicide attempt 

Thus, not only did this crisis team not bother to assess this patient’s risk on this specific occasion, 

they also failed to use this new information (i.e. that the patient is trying to jump off a bridge) to 
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modify their previous assessments of risk. What’s more, rather than motivating staff to do their 

job as an alleged “crisis team”, TEWV opt to summarily dismiss this clear and imminent risk of 

death to this patient, a decision predicated entirely upon a staff perception of the patient as 

“attention-seeking”. On this basis, and on this basis alone, TEWV “crisis” services would have 

condemned a BPD-labelled patient to die an unnecessary and preventable death.  

BPD-labelled patients have a suicide rate of one in ten [374]; 400 times higher than the general 

population [375]. They also have a high risk of accidental death from self-harm [376]. 

Nonetheless, TEWV chooses to reduce the grave materiality of such suicidal actions, to the 

“attention-seeking” abstractness of a suicidal “statement”. This creates an absurd and deadly 

paradox, whereby those patients with an extremely high risk of death by suicide are viewed as 

having an inherently illegitimate claim to crisis services. As such, all patient actions indicative of 

this 400x higher risk of death, including multiple and escalating suicide attempts, are reframed, 

minimised, ignored or otherwise lauded as proof of the polar opposite.  

Thus, it seems TEWV’s suicide risk management protocol for “BPD+” is not actually concerned 

with genuine risk assessment. Rather, the purpose it serves (intended or otherwise) is to permit, 

encourage and facilitate staff in obscuring the presence, nature, severity, and likely implications 

of real and imminent risks to BPD-labelled patients' lives, by dismissing all indications of such as 

“behavioural” or “attention-seeking”, purely on the basis of the BPD label. In light of the earlier 

example, it seems once a risk is obscured in this manner, it is subsequently ignored by the Trust. 

That is to say, once a particular patient has been branded as “attention-seeking” (e.g. because 

it’s synonymous with BPD), this “black mark” against their credibility is sufficient reason to brand 

all future suicidal actions as “attention-seeking”, regardless of their severity or the likelihood of 

death. In this way, the “attention-seeking” label completely eclipses the actual risk of death 

present. It doesn’t matter that the patient was found dangling off a high bridge, because they are 

attention seeking. It doesn’t matter that the patient is dead from suicide, because they were 

attention seeking. It doesn’t matter that the Trust violated the patient’s article 2 right to life by 

failing to avert a foreseeable, real, and imminent risk of suicide, because the patient was attention 

seeking. Pasting thousands of “ATTENTION SEEKING” labels over every indication of a risk to 

life is not a form of risk management, rather, it very much is ‘a negligent lack of attention to 

potential risks’ (pg. 4, V1&V2). 

 

“The nurses all got together on the ward and decided that on the two occasions this 

other patient had attempted suicide, the same staff had been on duty, and so she 

must have organised it deliberately to upset them. When she came back to the ward 

from the ICU they sat her down and told her to stop this “behaviour” because it was 

upsetting the staff that she was “targeting”.”  

– TEWV Patient (bold ours) 

“I've ligatured many times and been told by being "silly" that it could go wrong when i 

wasn't intending to harm myself, do people really ligature because it's a game? i think not.”  
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– TEWV Patient 

“My daughter was told if she was really suicidal and meant to die she should have took 

more tablets and she wouldn’t of been able to be resuscitated.”  

– Mum of TEWV Patient 

“[…] Every suicidal TEWV patient who doesnt kill themselves whether because they 

successfully overcome an ill brain on their own despite TEWV or because their attempt 

doesn't work or because like me they are ultimately too scared they won't die sadly, I 

believe, simply reinforces TEWV.[…] TEWV staff don't learn how harmful, cruel and 

negligent their behaviour is because when patients don't die it just reinforces, I 

believe, staff views that it was attention seeking or 'trying to shock'. ”   

-  TEWV Patient (bold ours) 

“staff make it very very clear that I am not worth their time, that my life is not worth anything. 

I don’t know how to prove I feel how I say I feel? If I tell staff I feel suicidal then that 

means I’m not at risk and just looking for attention. If I attempt suicide and don’t die 

that means I didn’t want to die and that I am manipulative. [...] When you have EUPD 

in your notes nothing you say is taken seriously.”  

– TEWV Patient (bold ours) 

“It is unconscionable that [my daughter], at 17, is being told she must treat herself, that 

staff, where she is, are not wasting time with trying to help her and that her life is 

disposable.”  

– Parent of TEWV patient [377] (bold ours) 

 

In addition to this negligent disregard for potential risk, the exercise of reframing, dismissing and 

ignoring the motives and risks of a material suicide attempt, clearly communicates the patient is 

not believed or taken seriously. This lack of belief and credibility can also have other potentially 

serious implications. For example, it’s long been recognised that the behaviour of health care 

professionals in response to patients who have attempted suicide, can have negative effects on 

the care of such patients, in some cases actually contributing to patient suicides [378-380]. 

According to many TEWV patients and carers, Trust staff commonly belittle and invalidate all 

distress in the wake of a suicide attempt. Such responses have left acutely suicidal TEWV patients 

feeling “dared”, “pushed” or “goaded” into making further, sometimes far more dangerous, suicide 

attempts.  

“At times the only way you could describe some of the interactions with staff was 

that they were goading her… y’know ‘you’re not gonna kill yourself’, ‘you are low 

risk’, and when [my daughter] came back and discussed, y’know… [my daughter] is 
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phenomenally honest, it takes your breath away at times, as her Dad.. [starts crying] She 

was goaded into this… ‘you’re not serious’… and this is what a PSYCHIATRIST is saying 

to her… ‘these attempts are not real attempts and if you really meant it you would 

isolate yourself’ so she did, she booked into [a hotel] and she took all these [tablets] 

she’d accumulated. She’d been told by the various members of the crisis team that 

stockpiling medication was fine, that it was not a bad thing to do, it wasn’t abnormal at all, 

and again, despite repeated sessions with people telling them that she’s going to kill 

herself and this is what’s going to happen, and the last one […] the community team 

member of staff, when [my daughter] pointed out exactly what she was going to do 

she was dismissed out the door. ‘You’re low risk, away you go’.”  

- Dad of TEWV Patient (bold ours) 

“Staff get bored of listening to you talk about suicide, it’s boring. They don’t want to hear 

you talk about it all the time if you haven’t actually done it. I watched every member of the 

crisis team glaze over when I talked about it cause they’re like “well if you keep talking 

about it why don’t you just kill yourself?” It’s boring to hear someone just talk and talk 

and talk and not do anything.. They make you think clinging onto life is weak. A brave 

person would step in front of a train..” 

- TEWV Patient (bold ours) 

 

“No-one will help, no-one will help… When you tell someone you’re going to kill yourself 

and they smile and say ‘ok see you at your next appointment’ it makes you feel so stupid, 

like no-one believes you… It feels like everyone is saying “if you’re that f**king 

serious then just do it, just do it” …  because you’re not dead they make you feel like 

a coward, like you’re lying.”  

– TEWV Patient (bold ours) 

“it pushed me to actually attempt to kill muself.. being told i wasnt going to. it felt like i was 

trapped in a game and they were all watching me. they kept telling me and other people 

like my gp and my family that i wasnt serious it was just words i wasnt going to do anything. 

i got sucked into this game and the only way i could make them take me seriously was 

to show them i really was suicidal by trying to kill myself…. its so warped that they 

didnt just listen to me and made me prove myself before helping me. i could have died” 

– TEWV Patient (bold ours) 

“Staff don’t have to overtly mark patients out of ten for their attempts or directly say to 

someone that they will get help after x more suicide attempts for patients to understand 

that this /is/ in fact what is being said to them. Basically staff guide patients to make 

better suicide attempts to /prove/ they really need help. Honestly, it sounds really bad 

but I think staff just don’t believe people are genuine, and so when they say things like 

“if you were serious you would keep your plan secret” they are trying to prove they are 
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right, by presenting the patient with something they didn’t do. I have no idea if it has ever 

occurred to any of them that patients are taking this as advice on how to do a better 

job next time.” 

- Relative of TEWV Patient (bold ours) 

Where staff refuse to believe the patient had suicidal intent, there is no consideration of the impact 

of such an attempt on the patient’s psychological state. Studies have found that almost half of 

patients who survive a suicide attempt experience PTSD related to the attempt [381,382]. People 

describe feeling a huge range of negative emotions following suicide attempts, including 

struggling to cope with still being alive when they expected to have died; feeling a sense of failure 

for having attempted suicide; feeling a sense of failure for not managing to end their life; and 

experiencing shame, embarrassment, and feelings of being exposed [383]. Where patients 

recognise or perceive disparaging staff attitudes after a suicide attempt, these feelings of shame 

and failure are exacerbated. In contrast, being taken seriously by staff is found to support patients 

in feeling less distressed about the situation [384].  

 

4.3 Coercive Behaviour Modification 

Regardless of precisely how ‘suicidal statement’ is being used within the hypothetical example 

given in ‘Principle 1’, the care team's response to such is a form of coercive behavioural 

modification. Behaviour modification entails the manipulation of the patient for the purposes of 

eliminating “undesirable” behaviour or reinforcing that which is “desirable”, making use of 

B.F.Skinner's operant learning theory. Desired behaviours are encouraged with rewards (e.g. the 

patient receives care from staff), while undesirable behaviours are discouraged via adverse 

responses, or a lack of response (e.g. the patient is ignored by staff) [385]. Other forms of 

leverage, such as the withdrawal or withholding of particular patient benefits, may also be used 

to promote compliance [386]. In the Protocol’s hypothetical example, staff are encouraged to 

manipulate a patient’s behaviour, so that instead of making ‘suicidal statements’, the patient can 

learn to ‘effectively ask others for help’. Moreover, Principle 1 clearly indicates that such behaviour 

modification “goals” should be included in the care team’s long-term strategy, and that the alleged 

“gains” of this long-term strategy may be used to modify the management of short-term risks. 

Essentially, the team is given the green light to minimise or ignore an acute risk of death or serious 

harm, where this serves the long-term strategy of eliminating undesirable behaviour. Though the 

Protocol claims such strategies are defined by the patient, the example it gives of such very much 

suggests otherwise and, throughout the entire document, there is absolutely no mention of 

“consent”101. This type of intervention is an example of operant conditioning: a form of behaviour 

modification through which the subject (in this case: the patient) is taught, knowingly or otherwise, 

to make an association between a specific behaviour and a consequence [387].  

For example: 

 
101

 See Section 9.1 
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A person feels suicidal and expresses this feeling to their GP. Their GP is concerned and contacts 

the crisis team, who respond by contacting the individual and providing intensive emotional 

support for several days. The person learns that by expressing suicidal feelings they receive 

attention and concern, which helps them feel better. This same situation occurs several more 

times. Mental health staff feel that the person is falsely expressing suicidal feelings to receive 

attention from staff and decide to stop reinforcing the behaviour. Next time the person approaches 

services stating they feel suicidal, staff do not respond with intensive emotional support, instead 

they refuse to engage with them. After several more occurrences, the person learns that 

expressing suicidal feelings no longer results in any form of support, so stops telling people they 

feel suicidal. 

Literature on the effectiveness of operant learning techniques in people labelled with BPD is rare. 

The limited studies that have been published, describe the high levels of emotional arousal and 

dissociation associated with BPD as being detrimental to effective operant conditioning [388,389], 

suggesting such patients may not, in fact, be suited to this type of intervention. The use of this 

type of behaviour modification also raises serious ethical concerns, both in terms of the precise 

motives of staff, and the potentially life-altering consequences for patients. 

Firstly, any and all determinations regarding the allegedly “desirable” or “undesirable” quality of a 

particular behaviour are wholly subjective. As strict value judgements, the meaning and 

application of such words are entirely relative to the prevailing sociocultural norms and the specific 

context in which they are used. Thus, for a particular set of values to predominate, the persons 

holding such values must be seen as having the greatest, and most legitimate authority in the 

matter. In the present context, mental health staff are afforded considerably more authority than 

their patients. Indeed, by their very definition, a person with a mental health label is an aberration 

from the norm. Accordingly, it is exceedingly likely that determinations regarding “desirableness” 

of certain behaviours are the sole preserve of TEWV staff. Assuming this is the case, there is a 

very real risk of behaviour modification being co-opted to serve the preferences and interests of 

the service and its staff, rather than the benefit of the patient [390]. Most disturbingly, where care 

teams prioritise the modification of behaviour over the immediate safety and wellbeing of the 

patient (as suggested in ‘Principle 1’), the consequences could easily be fatal. 

Secondly, even where this “intervention” does not result in fatalities, there is still nothing to indicate 

it actually works, nor is there anything to reassure us that the long-term effects of this 

“intervention” are not counterproductive and harmful. Similar techniques are used in behaviour 

modification interventions for autistic children (ABA), where retrospective studies of autistic adults 

(exposed to ABA as children), have revealed these “interventions” as presenting a serious and 

significant risk to the well-being of those they are used upon. Indeed, so serious is this risk, that 

some studies find the majority of their participants met the criteria for PTSD following exposure to 

ABA (explored further in the next section). Thus, it is possible that, rather than “treating” a mental 

health issue, the Protocol’s approach may only be adding to it. 

Finally, it’s quite apparent that TEWV considers it appropriate to substitute legitimate mental 

health care for what essentially amounts to glorified dog obedience training [391], for the purposes 

of “training” BPD-labelled patients out of their suicidality. Hence, either the Trust are knowingly 
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pursuing an extremely high-risk, unevidenced and novel suicide prevention strategy, or they 

simply do not believe the patients they label as “BPD+” are genuinely suicidal. Regardless, it 

appears that their perception of such patients is more of naughty children who need some 

discipline, rather than acutely unwell and distressed individuals. 

Essentially, ‘Principle 1’ amounts to an egregious perversion of a single psychological theory, as 

a means to justify and rationalise TEWV’s neglect of vulnerable and high-risk patients. Moreover, 

the particular use of operant conditioning, not only allows staff to control the patient without their 

consent or knowledge, but also provides such staff with ample opportunity to coerce the patient. 

The astronomical levels of arrogance and recklessness inherent to TEWV’s approach simply 

cannot be overstated. The authors are beyond horrified by the thought of an NHS mental health 

trust encouraging staff to re-interpret a patient’s words or actions in accordance with their own 

narrative and interests, instead of just listening, believing, and responding to people when they 

ask for help. 

 

4.3.1 Parallels with ABA for Autism 

As noted earlier, operant learning techniques have also gained traction as “treatment” for autistic 

children. Applied Behavioural Analysis (ABA) derives from Skinner’s very particular approach to 

psychology, radical behaviourism, of which operant learning is a component part. Indeed, one of 

the early pioneers of ABA, Charles Ferster, happened to be Skinner’s colleague and collaborator 

at Harvard University. Ferster also conducted his own research, including a study in the 1950s in 

which he locked an autistic child in a room alone, every day for a year, whilst deliberately ignoring 

the child’s cries. The purpose of this was to demonstrate Ferster’s belief that the child’s cries were 

“operant” in nature, that is, that they were part of a conditioned response, rather than a reflection 

of genuine distress. In simpler terms, Ferster believed the child had learned to associate crying 

with receiving a caring response from a parent or caregiver [392]. Thus, rather than being a 

genuine display of distress, such cries are an “emotional performance” put on for the purposes of 

seeking attention. As such, the child’s understandable distress at being imprisoned and ignored 

every day for a year for no apparent reason, is reduced to an irritating or inconvenient “behaviour” 

that can be modified and controlled by others. Over the course of his experiment, Ferster found 

the ignored child’s cries declined and eventually disappeared. In the absence of any firm 

evidence, Ferster assumed a causal link between his neglect of the child and the child’s eventual 

silence. On the basis of even less evidence, he further assumed that, in failing to “reward” the 

child’s distress with a caring response, he had succeeded in extinguishing the child’s 

“undesirable” behaviour. In a rather stunning example of the question begging fallacy, Ferster’s 

conclusions were entirely dependent on the presumed truth of the principles he claimed to be 

investigating. Skinner’s corpus rests on the assumption that human behaviour both arises from 

and is reinforced by purely external factors. As such, it is diametrically opposed to those 

introspective psychological disciplines that look inwards (e.g. at cognition, consciousness, 

emotion etc) when trying to study or explain such behaviours102. As a behaviourist, Ferster 
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98 

rejected the notion of behaviour as a reflection of internal mental processes, meaning that he 

would inevitably interpret the child’s behaviour in a manner serving behaviorism. Thus, in 

concluding that his findings are “proof” of operant behaviour on the basis of this being the only 

valid interpretation, Ferster’s argument presupposes the truth of its conclusion. Such rigid bias is 

totally antithetical to proper scientific practice. 

TEWV’s “understanding” of self-harm/suicidal behaviour in “BPD+” appears to be heavily 

informed by this approach. Accordingly, rather than being a genuine expression of acute 

suicidality, ‘suicidal statements’ are merely “behaviours” the patient uses to elicit the response or 

attention they desire from carers. As noted earlier, this particular form of behaviour analysis is 

really no more sophisticated than that underpinning dog obedience training. During such training, 

dog owners are taught to reward “desirable” behaviours while ignoring or punishing “undesirable” 

behaviours. Maintaining this dichotomy is crucial: where dogs learn to associate an undesirable 

behaviour (e.g. incessant barking) with a reward (e.g. affection), the undesirable behaviour may 

become more pronounced and intrusive. Unsurprisingly, TEWV’s application of this is as 

unsophisticated as its initial understanding. As with dog obedience training, their strategy for 

“treating” suicidal and self-harm “behaviours” is either to ignore them or to use punitive measures, 

with the intention of effectively “training” patients not to express suicidality. Accordingly, providing 

any form of caring and empathetic intervention would amount to “rewarding” bad behaviour, 

which, it’s claimed, causes long term “harms” to the patient’s sense of responsibility and self-

efficacy.  

Though this analysis is based largely on the behaviourism implicit in ‘Principle 1’ of the Protocol, 

‘Principle 3’ explicitly endorses functional analysis as an appropriate means of interpreting 

‘suicidal statements’. The express purpose of this technique is to apply the same operant 

principles for the purposes of understanding the “functions” of operant behaviours, as defined and 

interpreted by behaviorism.  Unsurprisingly (again), beyond claiming ‘functional analysis can be 

helpful’, the Protocol fails to elaborate as to how, why and where the evidence for this is. 

Nonetheless, it gives one generalised (and rather telling) qualifier, which is to tacitly undermine 

the credibility and autonomy of BPD-labelled patients with the notion that they may make false 

‘suicidal statements’, as it’s apparently the only way they can ‘communicate the extent of their 

misery’. We return to the Protocol’s ‘idea of functional analysis’ in Principle 3. 

Ivar Lovaas, the “father” of ABA, claimed that ‘deliberate, calculated harshness’ (such as 

electrocution) was necessary to improve an autistic child’s life [393] (strikingly similar to the 

thoughts of Marsha Linehan, the creator of the most popular BPD intervention, dialectical 

behaviour therapy (DBT), who once remarked at a conference: ‘the best ward for BPD should be 

as unpleasant as possible’ [394]). Though present-day ABA techniques tend to shun the use of 

physical pain, the practice is still entirely premised upon the possibility of erasing “autistic 

behaviours” in children, typically through withholding care and attention until a child performs as 

desired [395]. In the vein of TEWV’s Protocol (and of the way BPD-labelled people are generally 

treated by mental health services) ABA therapists deliberately ignore a child’s attempt at 

communication, where the nature of this attempt does not meet the requirements demanded by 

the therapist. Where such children get upset, complain, protest, or show distress during therapy, 

they are not reassured, calmed or asked what is wrong. Instead, their emotional needs are either 
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sacrificed or ignored by the therapist, who is more concerned with achieving the desired behaviour 

modification [396]. This particular technique is known as “planned ignoring” [397].  

The use of planned ignoring for “harmless” behaviours is already recommended by “Therapeutic 

Crisis Intervention”, the crisis management protocol favoured by the NHS and other health and 

social care organisations within the UK [398]. Yet, TEWV implicitly endorse and frequently engage 

in “planned ignoring” for the inherently harmful “behaviours” associated with self-harm and 

(attempted) suicide. Moreover, research indicates a much wider misuse of “planned ignoring” 

within UK health services, where staff are trained to deliberately ignore self-harm in an effort to 

“extinguish” the behaviour [399]. Planned ignoring is widely criticised as deriving from a 

fundamentally inappropriate, ethically questionable and incoherent understanding of behavioural 

psychology [400-402], particularly when applied to potentially lethal “behaviours” such as self-

harm [403].  

“I reached out and was dismissed... in my notes it said how bad i was looking and how i 

told them i was hearing voices.. was desperate for help to not harm myself…was scared 

[…] i was sent away and dismissed with “choice” […] they tell us to reach out and then tell 

us [suicide is] our choice? […] The consequences of being ignored like that is then 

ending up on life support in the ITU but you die a long time before that…they take it all 

from you.” 

- TEWV Patient (bold ours) 

“While on 1:1 observation, [my daughter] cannot resort to ligatures. Her go-to method for 

self-harm then becomes head banging. There is no padding on the walls of F’s [hospital] 

room, nor a cushioned room available so that she does not hurt herself. Thus her care 

plan stipulates that staff should ask F to refrain from banging her head. If F is unable to 

control the voices in her head, staff are to remind her that she’s making a choice. […] The 

next step is for staff to advise F they will not engage with her until she stops. 

Empathy isn’t part of the plan. Last night the nurse snipped, “I don’t know what’s got 

into you today!” and left F to bang her head against a wall for an hour.”  

– Parent of TEWV patient [404] (bold ours) 

“my care plan says the CRISIS team to hang up on me after 5 mins or if they think 

im being a “victim” for attention. They say its my responsibility to manage my emotions 

i need to take responsibility for myself and my “behaviour” when im suicidal […] It must 

say in my plan “she lies about everything” because that basically what happens every 

time i ask for help is i get shut down and ignored. […] its hard to ask for help cause it 

makes you feel like a child… being ignored and having the call ended after making myself 

call them makes me feel so much worse”  

– TEWV Patient (bold ours) 

One of the core aims of ABA is to “train” autistic children to “tolerate” their distress in a more 

socially “appropriate” way [405]. Note that this practice does not involve supporting and teaching 
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these children to identify, understand and overcome their distress, rather, it’s exclusively 

concerned with training them to quietly conceal their distress, for the sole benefit of the people 

who are upset, embarrassed and inconvenienced by it.  Thus, the needs, interests and well-being 

of the autistic child are either deliberately ignored, or subsumed by the needs, interests and 

wellbeing of others. No efforts are made to understand the child’s own unique mode of 

communication, or to interpret “undesirable” behaviours within this context. Similarly, there is no 

attempt to understand the child as an entity with equally valid needs and interests (the technical 

term for this is “person”), hence, no attempt to discern the purpose of the behaviour to the child, 

or the emotional significance it holds for them. Essentially, ABA robs autistic children of their 

humanity and personhood, portraying them instead, as a series of crude, involuntary and 

nonsensical reflexes in need of discipline. As such, its objective is to force the child into the 

aspirational mold of “normality”, because this is desired by others, not because it's best for the 

child. Ultimately, this imposition of social norms on the communication strategies and coping 

mechanisms, may create a situation in which a person has no means of communication, while 

still suffering, just silently [406].Unsurprisingly, studies have linked ABA to post-traumatic stress 

symptoms in autistic people who have received such interventions [407,408]. One such study 

reported that respondents exposed to ABA ‘were 86 percent more likely to meet the PTSD criteria 

than respondents who were not exposed to ABA’ [409]. Moreover, ABA’s abusive, unethical, and 

psychologically damaging techniques are condemned by many autistic adults, researchers, and 

former ABA therapists [410-415].  

ABA’s characterisation of autism as purely “behavioural” in aetiology, entails an exclusive focus 

on what others (i.e. therapists, parents etc) can see and measure, while concurrently denying or 

dismissing the child’s internal reality [416]. This ideology is mirrored by TEWV’s implicit 

characterisation of suicidality in patients labelled with “BPD+”, as “undesirable” behaviour that 

needs to be extinguished. The Protocol’s prevailing insinuation is that BPD-labelled patients who 

make ‘suicidal statements’ are, in general, not genuinely suicidal.  Rather, the patients making 

such statements are doing so because they want to force services into giving them “attention”, 

because they don’t want to take ‘responsibility’ for themselves. If services were to respond by 

“rewarding” such “behaviours” with appropriate, caring intervention, they would merely be 

reinforcing the problem by teaching the patient to associate making ‘suicidal statements’ with 

receiving “attention” (aka appropriate healthcare). It follows that such reinforcement may lead to 

the patient making further attempts, in which they may accidentally kill themselves while seeking 

attention. Worry not though, according to TEWV, such behaviours can be extinguished and such 

deaths prevented, by purposefully withholding treatment when patients try to kill themselves or 

communicate a risk of such. Essentially, denying appropriate, caring mental health treatment to 

patients at clear and imminent risk of suicide, is deviously and paradoxically remodeled to give 

the appearance of a legitimate means of suicide prevention.  

In any other context, the cold, calculated ignoring of another individual for the purposes of 

coercion and control would (quite appropriately) be classed as a form of emotional abuse [417]. 

There is a dearth of evidence regarding the clinical effectiveness of this technique in “managing” 

harmful and/or potentially fatal behaviours. Yet, a veritable surfeit of literature describes the 

devastating psychological effects of being ignored in such a manner.  
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4.3.2 Planned Ignoring as Ostracism of the Patient 

Williams, et al. describe ostracism as: ‘an act by one or more ‘source’ individuals that is intended 

or perceived as ignoring and rejecting one or more target individuals’ [418]. Research has found 

ostracism to be psychologically harmful to the recipient, even when it is only experienced 

briefly [419] or remotely [420] (eg. over the phone or internet).  

Ostracism threatens the fundamental human need for belonging, self-esteem, control, and 

meaningful existence [421]. Such a threat has been found to interfere with how people “self-

monitor” their behaviour, non-verbal communication, and emotional expression; disrupting the 

effective management of thoughts, feelings and behaviours [422]. It also elicits strong feelings of 

hopelessness, worthlessness, and aggression [423,424]. This experience can lead to long-term 

negative outcomes such as depression, anxiety, and physical health problems [425].  

People with higher levels of social anxiety are less able to cope with and dismiss the negative 

effects of ostracism, experiencing such effects for longer [426]. Oaten et al. found that 

experiencing even brief episodes of ostracism can ‘powerfully interrupt one’s capacity to 

manage behavior’ [427]. It follows that interventions requiring staff to ignore and/or reject patients 

may, in fact, be extremely harmful. Accordingly, TEWV’s use of such tactics as an alleged means 

of providing the BPD-labelled patient with all the ‘support, skills, encouragement and hope’ (pg. 

4, V1; pg. 5, V2) they need to self-manage suicidal crises, seems strikingly counterproductive, 

needlessly cruel and extremely reckless.  

“I’ve asked for help so many times this year when I’ve felt suicidal and at risk and nothing 

has happened. Every time I ask for help and get none but I don’t die it seems to reinforce 

to them that I never need help because I can keep myself safe. That doesn’t really matter 

though. What no-one ever considers is that the act of being ignored when reaching out 

for help and feeling desperate is so soul crushing that every time this happens I feel 

as if I am a little bit less human. When I ask for help no-one actually knows if I am going 

to kill myself so when they do nothing what they are saying to me is that they don’t actually 

care if I live or die. I think I will die one day and it will be because they slowly crushed 

me into nothing.”  

– TEWV Patient (bold ours) 

As if risking such serious harm to their patients just wasn’t enough, the Protocol instructing and 

encouraging the use of behaviour modification techniques on TEWV’s BPD-labelled patients, 

makes absolutely no reference to consent. Similarly, it does not explicitly require staff to even 

inform the patient of the use of such techniques on them. Informed consent is the means by which 

a patient either vetos or permits medical intrusions upon their bodily integrity or private sphere, 

which may be as routine as taking a pulse, or as life-altering as having a limb removed. This right 

of veto is all that stands between patient autonomy and medical authoritarianism. Thus, the 

requirement for gaining informed patient consent prior to the implementation of any treatment or 
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intervention, is not only the gold standard in ethical, patient-centred healthcare provision [428], it 

is also an absolute legal requirement103.  

In light of the above, it is rather difficult to believe such a gargantuan oversight could be anything 

other than deliberate. Particularly as the calculated tyranny of degradation, dehumanisation and, 

crucially, disempowerment entailed by ostracism, planned ignoring and other emotionally 

coercive techniques, is utterly antithetical to the ethical principles underpinning consent. In 

general, the utility of such methods of behavioural control is dependent upon: (i) the subject (i.e. 

patient) being unaware of their usage, and/or (ii) the subject having no means of escape (i.e. no 

right of veto). In other words, you can’t back someone into a corner unless that someone feels 

powerless to stop you. Similarly, if a TEWV patient is not told of the reason they are being denied 

care and ignored by staff, they will not be aware of such “treatment” being used on them without 

their consent, nor will they appreciate their power to veto such “treatment”. Consider the following 

extract, taken from ‘Principle 7: Less is more’: 

‘It can be very hard for patients, services, families and other stakeholders to 

understand why caring interventions that are at the core of mental health work, and 

provided for many other patients, might be harmful for a particular person with a diagnosis 

of BPD+, and so have not been offered.  Clear and repeated explanations supported by 

written material can be helpful.’  

pg. 6, V1&V2 (bold and underlining ours) 

This particular phraseology implies that the Protocol’s purpose is merely to deny such 

interventions where “appropriate”. Yet, it chooses not to construe the means of such denials as a 

form of intervention in its own right. The sentence immediately following this statement seems to 

confirm this: 

‘Optimal care for people with a diagnosis of BPD+ involves providing just enough 

intervention.’ 

Pg 6, V1&2 

The Protocol speaks of denying interventions on numerous occasions, but not once does it 

acknowledge that doing so systematically, for the purpose of achieving specific clinical aims in a 

purposefully delineated patient population is, in fact, a form of intervention. The problem for TEWV 

is that all interventions require individual patient consent. Moreover, the nature of patient consent 

is such that the patient has the right to choose between appropriate treatment options. When 

armed with such information, the patient can not only refuse to consent to the Protocol, but could 

also challenge the Trust’s refusal to provide any other form of intervention. Given that this refusal 

is premised on extremely shaky ground, any appeal to informed consent would completely 

annihilate the authority of the Trust and its Protocol. It would also raise some inconvenient 

questions the Trust would likely rather not be asked.  
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“My sister has not once “falsely” claimed she was going to kill herself. Whenever she has 

expressed suicidal intent, she has always, without exception, followed through soon after 

with an attempt. The staff were aware of this, and yet they chose to dismiss her with the 

excuse that she had “capacity” and needed to “take responsibility”. Being entirely aware 

that the person in front of you is going to leave the appointment and attempt to end their 

life, but refusing to offer any sort of help, says very very clearly “we do not care if you 

die”. These people… these doctors, nurses, crisis support workers, psychologists, who 

supposedly do their jobs because they “care”… put my most precious baby sister in the 

position of having to beg for her life to be considered worth preserving. I can’t think 

of anything more demeaning.” 

– Sister of TEWV Patient (bold ours) 

 

‘I had not been under the CMHT for very long, I had no crisis plan and had never been 

suicidal before and then suddenly I became severely suicidal when changing meds. My 

GP had told me I should always ring her in an emergency so I did and I asked her what I 

should do because I wasn’t coping and felt really unsafe. She didn’t know so she called 

the crisis team and they said because I was under the CMHT she should ring them instead, 

so the GP rang the CMHT and they said I was fine and I could wait until my next 

appointment with them in two weeks. I really wasn’t coping and I was doing all sorts of 

things that frightened me, but without speaking to me they said I wasn’t going to kill 

myself’. 

– TEWV Patient (bold ours) 

“My doctor literally said I wasn’t a risk during this really bad episode of suicidal 

feelings because I haven’t tried to kill myself yet. Ive attempted suicide before when 

I’ve been that depressed but he didn’t think it was important. I was saying that I was really 

fighting these thoughts very hard.. I had a whole plan worked out but because I hadn’t 

done it they were sure I wasn’t going to. [...] I don’t know how they felt they could just 

“know” when even I didn’t know what I was going to do.” 

 – TEWV Patient (bold ours) 

 

5.0 Principle Two: Formulation 

The Clinical Risk Assessment and Management Policy details the sources and types of 

information that need to be collected and considered during risk assessment. From these, a 

formulation or formulations should be drawn up with the person that explains (as far as possible) 

the way the person behaves, thinks and feels, with particular reference to high risk behaviours 

and states of mind. The formulation(s) should be explicitly based on evidence based 
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psychological, psychiatric, and sociological knowledge.  The formulation(s) can then guide risk 

assessment and inform risk management104 considerations. 

For instance, a clinical team might develop a formulation based on attachment theory that 

suggests an explanation (in terms of disorganised attachment) for the observation that when 

visited several times a week at home by the team, a patient tends to increase the number of times 

they self injure and complain about their Care Co-ordinator. A safer care plan informed by this 

formulation might be for the Care Co-ordinator to see the patient once a week in clinic 

Regardless of title, ‘Principle 2’ is not about the process of clinical formulation. Rather, it is far 

more concerned with giving the appearance of an appropriate regard for evidence-based practice 

and legitimate risk assessment. Yet, merely claiming this to be the case does not automatically 

make it so. Aside from noting the relevance of risk assessment, to formulation and vice versa, 

‘Principle 2’ offers little to no guidance regarding appropriate methodology or safe implementation. 

It insists such formulations be ‘explicitly based on evidence based psychological, psychiatric, and 

sociological knowledge’, yet it fails to delineate the precise properties of the ‘knowledge’ 

encompassed by this. What is ‘knowledge’ in this context? What ‘knowledge’ is clinically relevant 

here? Should such ‘knowledge’ only be applied within its original context, or can it be used 

arbitrarily? Does the use of such ‘knowledge’ in crisis care planning need to be approved 

nationally, or can staff just make it up as they go along? Is it necessary to risk assess each 

instance of such ‘knowledge’ being used? Does ‘evidence based’ refer to the need for evidence 

supporting the truth of the ‘knowledge’ per se (i.e. evidence supporting the validity of attachment 

theory in general), or the need for evidence supporting its use in crisis care planning? Just how 

much evidence is required for said ‘knowledge’ to be sufficiently ‘evidence based’ for use in this 

manner? Which forms of evidence are acceptable and which are not? Indeed, this entire Protocol 

is based on nothing more than a mélange of anecdotes and opinions supplied by “experts” with a 

vested interest in preserving the “BPD” label105, with a generous helping of the Trust’s own special 

(unevidenced) “wisdom”. Given TEWV seem unable to tell the difference between cherry-picking 

opinions to suit a narrow, pre-defined narrative, and methodically appraising actual research to 

build a base of evidence considering all sides of the debate106, the authors have very grave 

concerns regarding the Trust’s understanding of “evidence-based”, and their ability to competently 

identify, interrogate and safely implement empirical evidence. Particularly as the ill-defined, 

untested, and unconstrained ‘knowledge’ invoked by their Protocol, is used to inform the risk 

management of acutely unwell and suicidal patients.  

Though a legitimate patient formulation may take one of many possible forms, common to each 

is the development of a shared understanding between patient and clinician, concerning the 

unique origin(s), history and nature of the patient’s struggles, and the factors currently 

maintaining such. Of defining importance is an appreciation and respect for the patient as a 

singular entity with a distinct identity, eclipsing any and all diagnostic labels. In other words, 
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a formulation must be patient-centred, treating the patient as an individual, not a diagnosis. This 

being the case, it is both ironic and utterly absurd for the Protocol to recommend patients subject 

to it be “formulated” AFTER they have already been assimilated en masse into the caricature of 

“BPD+”, which, according to the Trust, can only be managed in the manner described by the 

Protocol. Moreover, such an approach is expressly refuted in the British Psychological Society’s 

(BPS) Good Practice Guidelines on the use of Psychological Formulation [429]: 

‘with the exception of conditions of clearly organic origin such as dementia, it is 

recommended that best practice psychological formulations in mental health 

settings are not premised on psychiatric diagnosis. Rather, the experiences that may 

have led to a psychiatric diagnosis (low mood, unusual beliefs, etc.) are themselves 

formulated. If this is carried out successfully, the addition of a psychiatric diagnosis 

becomes redundant.’ 

Pg. 17 (bold ours) 

There is nothing unique, respectful or person-centred about first homogenising and defining every 

patient who experiences “self harm, suicidal thinking and behaviour, emotional difficulties, and 

difficulties with relationships” (pg. 1, V1&V2) under a heavily stigmatised label, THEN 

“formulating” these already-labelled patients purely on the basis of said label, the outcome of 

which conveniently (and inevitably) involves implementing the Protocol. Rather, the Protocol’s 

“formulation” further supplants the patient’s identity with the Trust’s favoured psychological 

theories. Accordingly, the Trust wields its “clinical expertise” by selectively employing such 

theories where it suits their interests. Of course, the patient cannot reciprocate as i) their position 

in this dynamic is one of receiving medicine/expertise/opinions/etc from the Trust, not of giving 

them to the Trust ii) as such, even with all the relevant medical qualifications and clinical expertise 

in the world, as the “patient”, they would still be denied the social, professional and political 

authority of the Trust as an “expert” in their own care. For the same reasons, it also becomes 

harder for the patient to challenge how the Trust treats them, to extract themselves from the 

situation, or to make themselves heard. In selectively “explaining” the way the patient ‘behaves, 

thinks and feels’ on the basis of pre-selected psychological, psychiatric or sociological jargon, the 

Trust assumes control over the patient’s identity, reverse-engineering it to fit the mold of “BPD+”. 

Accordingly, the Trust may now use its “clinical expertise” to dictate the patient’s feelings, 

thoughts, and motives, both to them and others.  

 

5.1 Attachment Theory 

Of all the ‘evidence based psychological, psychiatric, and sociological knowledge’ to choose from, 

the Protocol invokes attachment theory, providing a two-sentence “example” of how it could be 

used in the interpretation of “observed” patient behaviour: 

‘a clinical team might develop a formulation based on attachment theory that suggests an 

explanation (in terms of disorganised attachment) for the observation that when visited 
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several times a week at home by the team, a patient tends to increase the number of times 

they self injure and complain about their Care Co-ordinator. A safer care plan informed by 

this formulation might be for the Care Co-ordinator to see the patient once a week in clinic’ 

Attachment theory originated with the work of John Bowlby, who proposed an evolutionary basis 

for the bond (i.e. attachment) between child and caregiver [430]. This bond is thought to protect 

the child from danger, as they seek safety and security by remaining in close proximity to their 

caregiver [431]. The bond also comforts the child when they are distressed, frightened or anxious, 

providing reassurance that the caregiver is watching out for danger as the child explores its 

surroundings [432,433]. The theory suggests secure early attachment provides the child with a 

stable and consistent understanding of existence, producing an individual with a greater ability to 

cope with experiences later in life [434]. Traumatic, neglectful, or other forms of 

insecure/disorganised attachment in early life are thought to precipitate difficulties with 

interpersonal relationships, trust, sense of self, and emotional regulation in adulthood [435]. Such 

difficulties, or variations thereof, are often characterised as “symptoms” of BPD or other 

personality disorders [436,437].  

Where a patient’s history of adverse events during childhood is felt to have caused what some 

psychologists may call “disorganised attachment”, the initial treatment step recommended, is to 

re-create a secure attachment [438-440]. By conceptualising the therapeutic relationship as an 

attachment relationship, it’s believed an attuned, sensitive, responsive and consistently 

supportive clinician can facilitate an environment in which the patient may consider alternative 

ways of relating to themselves and other individuals [441]. Attachment research suggests firstly, 

that clinicians should create a space for the patient to theorise their own interpretation of the 

situation, rather than merely presenting them with a “formulation”, and secondly, that initially 

meeting the patient’s need for dependency helps facilitate recovery [442]. Berry and 

Danquah’s work on attachment-informed therapy finds: “people with different patterns of 

attachment may have different needs in terms of closeness to [clinicians], and on a practical level, 

it is important to allow [patients] to regulate this, including the frequency of sessions” [443-446]. 

Clemens’ work on attachment and dependency in mental health services discusses how “[mental 

health clinicians working with patients with attachment issues] may be tempted to find subtle ways 

to unload or punish such patients, which compounds the problem because, for the patient, the 

perceived rejection and abandonment begins to have substance in reality.” [447] 

The Protocol’s example of an allegedly attachment-informed intervention seems oblivious to 

current clinical and academic dogma regarding the safe, appropriate application of attachment 

theory to therapeutic interventions. Indeed, the intervention described would most likely harm the 

patient by engendering and/or reinforcing attachment-based difficulties. For example, when the 

patient expresses their distress or attempts to communicate through self-harm, the Protocol’s 

“therapeutic” response is to recommend the care-coordinator actively withdraw from the patient, 

decreasing their levels of interaction. 

The potential harms of this approach have already been noted by Solomon and Farrand, who’s 

research involved interviewing young women who self-harmed: 
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‘Our  findings  suggest  that, although helping the self-injurer to stop will be one of the 

clinician’s ultimate goals, having this as a primary goal may well be counter-productive: 

techniques based on the premise that self-injury  should  not  be  reinforced  by  attention,  

or  on  the  use  of  sanctions  such  as withdrawal of treatment, will almost certainly cause 

greater distress and will not allow the self-injurer  to  come  to  terms  with  the  unthinkable  

at  their  own  pace.’ 

Pg. 118, Solomon and Farrand [448] 

Accordingly, by (potentially) reducing the patient’s sense of trust and safety within services, the 

Protocol’s recommendations may, in fact, work to escalate the harmful “behaviours” they claim to 

be discouraging and may even prompt the patient’s withdrawal from services.  

Further to this, despite the Protocol’s initial directive requiring the “formulation” being drawn up 

with the patient, the clinical process described in the example that immediately follows, makes no 

mention of involving the patient in their formulation or treatment decisions. Rather, it clearly entails 

the exact opposite, advising the clinical team to base their conclusions solely on their own 

observations of the patient’s behaviour, their own assumptions regarding the patient’s motives, 

and their own attachment-based interpretations of such. Not once are staff required to actively 

involve the patient, to speak to the patient, to ask the patient why they self-harmed/complained 

and whether this was related to their care coordinator, to check the validity of their assumptions 

about the patient’s motives, to confirm that attachment theory is appropriate in this instance, or, 

crucially, to gain the patient’s consent or even inform them of the intervention being used on them. 

Instead, the formulation is premised exclusively on the care team’s speculative assumptions 

regarding the patient’s behaviour, apparently regarding their third party “understanding” of the 

patient’s behavioural motivations as transcending that of the patient themselves.  

This is not an isolated mistake, being in line with the Trust’s general understanding of formulation. 

The following explanation of this is taken from a TEWV patient leaflet (see Fig 4).  

Thus, according to TEWV, “formulation” entails a specific formulation meeting, to which only staff 

are invited. Despite the patient’s absence, the staff’s apparently telepathic appreciation of the 

patient’s history, identity, triggers, thoughts, feelings, vulnerabilities etc, allows them to produce 

an action plan, in which TEWV decides the patient’s aims and goals for them. The patient is invited 

to join this meeting at the very end, but only as a passive receptacle of the Trust’s wisdom. In 

addition to trampling NICE guidelines (which recommend full participation of the patient in their 

formulation [450]) with this egregious display of paternalism, once again, the Trust displays utter 

contempt for its duty to seek the informed consent of the patient before imposing treatment 

decisions.  
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Figure 4 - A TEWV patient leaflet on formulation which describes leaving patients out of their own formulations until 

the very end. [449] 107 

 

5.2 Behaviour Modification, Revisited 

As already noted, (4.0 Principle One), TEWV’s Protocol uses coercive behaviour modification 

techniques as though they are a legitimate therapeutic intervention. The use of behaviour 

modification programmes within the NHS, was examined on a national scale between 1974-1980 

[451]. On the recommendation of the Department of Health and Social Security, in 1974 a working 

party was tasked with formulating a set of ethical guidelines for the conduct of such programmes, 

with the input of the RCPsych, the Royal College of Nursing (RCN), and the BPS. In spite of the 

resulting report being published in an era where electrocution aversion therapy was deemed an 

acceptable intervention, the working party placed a strong emphasis on the importance of 

behavioural modification being free from coercion. Additionally, they hailed the principle of 

informed consent as being of central importance, even for behaviour modification interventions 

“only” involving the ‘rescheduling of professional care’ (pg.11). Given that the harms of coercive 

behaviour modification in the NHS were nationally recognised 40 years ago, one can only assume 

that TEWV’s understanding of such techniques predates this, as the coercive approach of the 

Protocol has been informing TEWV patient care from 2012-2020. 

“I was at West Lane's evergreen unit. This is the unit that specialises in eating disorders. 

The stories that do stick for me […] are the avoidable and the quite frankly, cruel 

methods of behaviour management. I suffered major anxieties when in evergreen, most 

of my anxiety surfaced in the dinner room. As a result I would scratch my skin often 

 
107 Reproduced under the terms of the Open Government Licence: http://www.nationalarchives.gov.uk/doc/open-government-

licence/version/3/ 
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drawing blood, this was not in an attempt of self harm but through anxiety. I could not 

control this easily […] However in a bid to stop this, some, including the man in charge at 

that time, decided to shame me for this. They told me I knew what I was doing and 

could stop at any time. To prove this they shamed me (17 year old with severe anxiety 

and anorexia) and stuck me on a table with a young vulnerable 11 year old who my heart 

still sinks for, to this day. The man in charge of the unit told me, as of first meal time coming 

round, I'd sit opposite this young girl. She was there for the same reasons as I but having 

only just turned 11 she was young and in fact seemed younger than 11, still carrying 

teddies around hospital with her. A more important note, she did not self harm. They told 

me shortly before a meal time, as anxiety runs high, that it needed to stop, and if I was to 

do so, it would not be fair on the young girl sat opposite me. She was only young and she 

didn't want to see it. 

I was not there to care for others, I was a patient myself and clearly needed support, not 

shame and certainly not responsibility. When meal time came, I had anxiety and I now felt 

even worse knowing this young innocent girl was sat opposite me. […] This made my 

issues worse, and though making a conscious effort not too, I scratched. I felt like I had 

even less control then prior, and drew blood. An 11 year old girl suffering similar issues 

to me, was forced to watch me as she suffer her own individual battle, at such a young 

age. She did not deserve this and neither did I. 

This should not ever have been allowed to happen. The humiliation and helplessness I 

suffered is nothing compared to forcing an 11 year old to watch a young woman 

harm herself, drawing blood. When I failed to stop I was then shamed again, because 

what I did was cruel and unfair on the young girl. WRONG. On so many levels that situation 

angers me. In hospitals like this, its often patients become embroiled in each other and 

copy others. This young girl, at age 11 with no self harming acts visible to others before 

this incident. Began scratching her hands at meal times. I recall this child drawing blood. 

I felt such huge guilt, being made to believe this was my fault and hated myself for what I 

had done. I cried because of the shame I was made to feel and still could not stop 

my behaviour. Its no surprise.This was the evergreen units fault.” 

- Former TEWV Patient (Bold ours) 

5.3 Patient Complaints 

‘For instance, a clinical team might develop a formulation based on attachment theory that 

suggests an explanation (in terms of disorganised attachment) for the observation that 

when visited several times a week at home by the team, a patient tends to increase the 

number of times they self injure and complain about their Care Co-ordinator. A safer 

care plan informed by this formulation might be for the Care Co-ordinator to see the patient 

once a week in clinic.’ 

In addition to the issues noted above, the wording of ‘Principle 2’s’ clinical example reveals a 

deeply troubling attitude towards patient complaints. Rather than take the patient’s complaint 
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about their care coordinator seriously, the clinical team is implicitly encouraged to pathologise this 

“behaviour”. Recall that we know nothing about this hypothetical patient, nothing about their 

complaints history (or if they even have one), nothing about their relationship with their care 

coordinator and nothing about them as a person. Thus, we are given absolutely no reason to 

doubt the veracity of the complaint mentioned. Nonetheless, as far as TEWV’s Protocol is 

concerned, it is entirely permissible to summarily dismiss this complaint as nothing but further 

justification for withdrawing care. Of course, the example’s lack of detail means we don’t really 

know if this is exactly what was envisaged, or if the care team actually did investigate the patient’s 

complaint properly. Either way, this is largely irrelevant. The Protocol’s first aim is (allegedly) to: 

‘...provide clinical teams with the support and guidance that will enable them to make well 

considered decisions with their patients for these patients’ long term wellbeing’ 

Pg 1 V1&2 

Given it was primarily intended (and, presumably, used) as teaching and guidance for staff, it is 

crucially important to evaluate it as such. The Protocol is not a novel, short story, editorial, or any 

other medium in which it would be acceptable to leave room for interpretation. It is a Trust-

authored document intended to guide staff through the precarious, high stakes process of risk 

management for suicidal BPD-labelled patients. There is no room for interpretation or artistic 

license in such matters. Should information be omitted, one cannot presume or expect clinical 

staff to fill in the important blanks for themselves, especially since the guidance is supposed to do 

that for them. Moreover, one could never be certain of the right blanks being filled. Even in the 

total absence of any information regarding the patient’s background, the manner in which the 

Protocol treats them is suggestive of a person who incessantly complains and self-harms. As 

such, it’s not unlikely that, upon reading, staff will latch on to this negative subtext, rather than 

assume the patient had a valid reason for complaining. Thus, the patient in this example is 

presented as generic and anonymous, yet, the way they are treated is inexplicably characteristic 

of a heavily stigmatised BPD-labelled patient. Consequently, the specific is subsumed by the 

generic, the overarching message to staff being that it is acceptable to treat the complaints of all 

such patients as inherently false. 

In spite of TEWV’s apparent attitude, research indicates that the majority of patient complaints 

are eventually found to be valid [452,453], contain useful and unique insights as to how services 

can improve the quality of care provided [454], and, crucially, can act as an early warning system 

for systemic failures [455]. According to Manary et al, available evidence suggests patient 

feedback and complaints are ‘robust, distinctive indicators of health care quality’ [456].  

Accordingly, patient complaints can help identify clinicians who are providing substandard, 

negligent, and/or dangerous “care”. A study of the Australian healthcare system found that 49% 

of the national sample of formal complaints (18,907) concentrated upon only 3% of the national 

medical workforce, while 25% of all complaints concerned only 1% of this workforce [457]. The 

study noted that, where organisations collate this information properly, immediate steps can be 

taken to ‘improve, guide, or constrain the care’ provided by these individual clinicians. It also found 

that just waiting until a clinician has attracted numerous complaints is too late, as ‘by the time 
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multiple complaints have accrued, substantial damage to quality of care is likely to have occurred 

already.’ 

Historically, the opinions of mental health patients have been routinely dismissed as invalid or 

unreliable. As such, their complaints are often construed as fabrication, distortion, misperception 

[458], or even as a further sign of illness. Indeed, as indicated by Cohen, complaints against a 

psychiatrist ‘would be seen as the final proof of madness’ [459].  

“Apparently my complaint about a staff member was due to my childhood abuse 

damaging my “development” which affected how I “perceive” mental health services. 

The complaint just went away after that. It’s funny how I get on very well in the rest of my 

life so the childhood abuse damage only seems to have damaged how I deal with mental 

health services. That’s very specific.” 

 – TEWV Patient (bold ours) 

“I’ve done several complaints through pals and even to the chief exec but nothing has ever 

come of them and although they always say complaints don’t effect our care they definitely 

do. My care plan now says staff have to all say the same thing to me so I can’t complain 

about anyone in particular. They’ve completely protected themselves from any 

consequences to their wrongful actions by making my complaints part of my mental 

health.” 

- TEWV Patient (bold ours) 

The Mental Health Act Commission’s second biennial report was particularly critical of the manner 

in which psychiatrists were often found to arbitrarily dismiss patient complaints as pathological in 

nature [460]. As is explained by the Crown Prosecution Service, patients with personality disorder 

labels are particularly vulnerable to this type of mistreatment [461]:  

‘Individuals have reported that there is, at times, an automatic disbelief from others 

about their experiences, once again derived from the stereotypical view of people with 

these disorders. The idea that making complaints is typical behaviour for someone 

with a personality disorder diagnosis can be a powerfully silencing one – with the 

individual drawing on past experiences of not being believed or listened to. Complaining 

can often be viewed as manipulative behaviour and this can have a negative effect on the 

persons willingness to proceed with their complaint.’ 

- Crown Prosecution Service (bold ours) 

Within services, complaints presented by BPD-labelled patients, including those regarding their 

care team, are often taken as de facto unfounded or fictitious: perceived as nothing more than a 

pathologically driven behaviour and affirming the staff’s impression of the patient as a “typical 

borderline” [462]. The spiteful fatuity of such attitudes can only truly be appreciated by virtue of 

the VAST quantity of published evidence demonstrating the shameful prevalence of toxic, “BPD”-

specific prejudice, aversion and even hatred, among mental health staff [463-474]. Research also 
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demonstrates that, not only are patients on the receiving end able to perceive the stigma staff 

direct at them, it also negatively impacts their care [475,476]. Given there is no material reason 

for a service to self-servingly dismiss the complaints of all BPD-labelled patients as merely 

substantiating the label previously affixed by said service, the default characterisation of BPD-

labelled patients’ complaints as inherently pathological (ergo, exaggerated or fabricated), would 

seem to derive from the stigmatising attitudes of mental health professionals alone. Moreover, 

patients who demonstrate knowledge of NHS or Trust policy, the law, or the guidelines of 

regulatory bodies, may find themselves being discredited to a higher extent, should they be 

unlucky enough to have a clinician who perceives informed patients as a threat to their power 

[477-479]. 

“[The inpatient psychiatrist] would always chuckle and shake his head and repeat me 

sarcastically when I brought up NICE guidelines or TEWV policy. I work in the medical 

field, I’m aware of these things, but he took them as amusements like I wasn’t in on the 

secret that in real life practitioners don’t actually follow the rules and I was naive or childish 

to think they did. It seemed to make everything worse and he got defensive and would 

leave the room and say I was being argumentative when I wasn’t.” 

- Former TEWV Patient 

“I was diagnosed with a personality disorder after making a complaint… Not a whiff of PD 

beforehand but it did the job and shut down my serious concerns about a clinician… I 

won’t make a complaint again it was too humiliating and the power to rediagnose like 

that was frightening.” 

- TEWV Patient (bold ours) 

Everyone I know who has EUPD has problems with complaints to mental health services. 

Literally everything we say is made out to be because of manipulation or we want to 

upset staff or make them fight with each other. When you complain about one staff 

member but say another is nice they say it is deliberate to split the team and make them 

fight. They never take any complaints seriously all of my complaints have been about 

being misdiagnosed with EUPD but every time I complain it makes them more certain 

I have EUPD. 

- TEWV Patient (bold ours) 

It seems the very act of labelling a patient with BPD is enough to condemn their agency and power 

to rot in a diagnostic prison of the service’s making. Within TEWV, this process would appear to 

start before any official diagnosis, beginning the moment a member of staff identifies a patient as 

“BPD+”. Either way, once labelled, the patient’s words, thoughts, feelings and actions are reduced 

to mere pathology, with each indication of such forged into another bar for this prison. Accordingly, 

every time the patient does or says something staff construe as “borderline”, another bar is forged 

and added. The more bars are added, the more the patient’s agency is confined and obscured, 

the more they are disempowered and the more vulnerable they become to further rights violations. 
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The more the patient feels this captivity, the more likely they are to complain which, in being 

perceived as a sign of BPD, only serves to enhance their confinement. Ultimately, it doesn’t matter 

how the patient tries to regain control over their treatment or assert their power, as each instance 

of such is misconstrued by services, as just another indication of how “borderline” the patient is. 

This inescapable, self-fulfilling cycle of diagnostic entrapment silences the voices of those patients 

caught within, effectively ensuring legitimate complaints about ineffectual, negligent, or abusive 

services/staff are not taken seriously. It also renders BPD-labelled patients more vulnerable to 

further abuses, with staff well aware that their word will always be believed over someone 

consigned to this diagnostic hellscape. 

 

5.3.1 Risk of Sexual Abuse by Staff 

As if this isn’t quite Kafkaesque enough, said hellscape also provides the perfect habitat for sexual 

predators among staff. Under the “impulsivity” criterion for BPD, the DSM 5 lists “sex” as one of 

the areas in which a patient might be impulsive. Naturally, in light of the misogyny already 

suffusing the diagnosis, this led to (or fed) the clinical assumption that female BPD-labelled 

patients are pathologically promiscuous. There is, of course, scant evidence to support this 

assumption [480,481], nonetheless, it appears misogyny prevails over reason, even in academia:  

‘individuals with BPD may represent a “perfect storm” of symptoms in which an 

impulsive, emotionally dysregulated individual who is demonizing someone and has loose 

contact with reality and who is seeking attention and revenge makes a false allegation 

of sexual assault.’ 

- Pg. 110, Engle J & O'Donohue W in ‘Pathways to False Allegations of Sexual 

Assault’, Journal of Forensic Psychology Practice [482], 2012 (bold ours) 

‘BPD patients are frequently manipulative, and thus may be more likely than other 

patients to fabricate a history of sexual abuse in order to gain sympathy or escape 

responsibility. [...] [People] with BPD are sexually impulsive and may be more likely 

than other patients to enter into inappropriate or destructive sexual relationships.’ 

- Pg. 47, Bailey J & Shriver A in ‘Does childhood sexual abuse cause borderline 
personality disorder?’, Journal of Sex & Marital Therapy [483], 1999 (bold ours) 

 

‘The other major pattern of the spouse making a false accusation [of sexual abuse] is 

the borderline personality. This individual, by virtue of her basic histrionic propensity 

and the stress of the divorce, functions in a way that impairs her relationship with reality 

and creates significant interference with her functioning.  The degree to which reality 

contact is lost depends on the intensity of the stressors on the histrionic person at any 

given moment.’ 
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- Ross K & Blush G in ‘Sexual Abuse Validity Discriminators in the Divorced or 

Divorcing Family’, Issues in Child Abuse Accusations [484], 1990 (bold ours) 

In adding “promiscuity” to a diagnostic milieu already inclusive of such attributes as 

“manipulative”, “deceitful” and “reckless”, psychiatry has all but ensured that BPD-labelled 

patients who report staff for sexual assault will not be taken seriously108. Not by their care team, 

not by the Trust, and, given their general deference to the autonomy of medicine and concepts 

therein, not by the police and not by the judiciary either. Thus, we now have a situation in which 

already vulnerable women, some of whom are living on Trust premises as inpatients and may be 

legally barred from leaving, are not only painted as untrustworthy manipulators, but also (in effect) 

as wily, indiscriminately libidinous jezebels (or, as having the potential for such). For any sexual 

predators hiding within staff ranks, this is akin to the erection of gigantic, flashing neon  “Welcome” 

sign. For what could be better than a target who will either be dismissed outright as a liar or, 

perhaps worse, be construed as the architect of their own assault109. Either way, the staff sexual 

predator can be relatively secure in the knowledge their accuser will be psychiatrically discredited, 

which makes it extremely unlikely they will be believed. Once this occurs, the sexual predator has 

an utterly discredited, disempowered, controlled, (possibly) confined and humiliated patient at 

their disposal. 

‘For the idea that people, predominantly girls and women, are too mad, too bad, too sad 

to be believed has been used to silence people since time immemorial. Psychiatric 

diagnoses – especially those that put a question mark on the veracity of one’s testimony 

for reasons of perceived rationality with psychoses or moral character with borderline 

personality disorder – give abusers an easy way to intonate or explicitly frame testimony 

as a sign of illness, hysteria or attention seeking.’ 

- Dr. Jay Watts, writing for the Independent [485], 2018 

Though TEWV is clearly not the cause of this horrifying phenomenon, their attitude towards 

patient complaints is ripe for such exploitation. Note that the hypothetical patient complaint 

mentioned in ‘Principle 2’ is never explicitly dismissed, rather, the dismissal is implicit in the 

Protocol’s failure to acknowledge the complaint as anything other than a symptom of BPD. Given 

TEWV’s penchant for transfiguring every inconvenient facet of a BPD-labelled patient’s character 

into a pathological manifestation, it’s not unreasonable to assume that allegations of staff sexual 

abuse will receive the same treatment. Indeed, survivors of TEWV confirm this to be the case: 

“That pejorative label gave York MH services justification to recast 4 years of sexual 

abuse [perpetrated by a staff member] and safeguarding failings as a reason to not 

carry out a [serious incident review], recasting the abuse as evidence of “promiscuity 

symptomatic of BPD!” The female investigating manager upholding my complaint 

 
108 Or not as seriously  
109

 I.e the promiscuity of the BPD-labelled patient = the patient seduced the poor, helpless staff member 

https://www.theguardian.com/commentisfree/2018/apr/24/mental-health-labels-diagnosis-study-psychiatrists
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informed me they had their feet firmly stamped on and told they were allowing them self 

to be split from the team by a manipulative borderline! Victim-blaming boll**ks!” 

 – TEWV Patient (bold ours) 

“My friend was sexually assaulted by a HCA on the ward and they denied it and said she 

was lying because she had EUPD. I don’t know much more about what happened but she 

was so upset she attempted suicide.”  

- Friend of TEWV Patient 

Moreover, the risk to patients posed by this portmanteau of psychiatric sexual abuse is far from 

remote. Indeed, historical occurrence of such has already left an indelible mark upon the region 

served by TEWV. Between 1960-2000, psychiatrists Michael Haslam and William Kerr sexually 

abused, assaulted, and raped countless female mental health patients across Yorkshire and the 

North East (including at establishments later absorbed into TEWV). Over this 40-year period, at 

least 77 women came forward to complain of sexual abuse at the hands of these men [486]. 

These complaints were predominantly reported to local nursing staff and/or the patient’s general 

practitioners (GP). Many were formally recorded in patient notes and other official service 

documentation. Some were further escalated to senior service management, solicitors, and the 

police. Over the years, each perpetrator accrued an extensive portfolio of written complaints and 

accusations, nevertheless, no substantive action was taken. Many patients were summarily 

disbelieved on the sole ground of their diagnosis, some of whom were subsequently chastised 

and/or threatened for deigning to question the superiority of their clinician, or for being “liars”, 

“fantasists” and “troublemakers”. Some patients were covertly discredited by the perpetrators 

themselves who, by abusing their power and leveraging their professional status, were able to 

obstruct or otherwise interfere with the patient’s care. Even where patients were believed, there 

was still a complete reluctance to act. Some were dismissed with a knowing eye roll, others were 

threatened into silence, or told there was no point in complaining because no one would ever 

believe a psychiatric patient over a psychiatrist. Some staff members who did take the situation 

seriously, still declined to do anything because they feared their patient would be subject to 

retaliation. All in all, this horrific situation was known among the highest echelons of local and 

regional NHS management for decades, yet nothing was done, and both men were allowed to 

continue abusing patients. The subsequent public inquiry, which took place in the early 2000’s, 

found no evidence of a deliberate cover up or of an organised conspiracy of silence [487]. Rather, 

the NHS’s 40-year failure to properly examine this expansive anthology of abuse, corruption and 

incompetence, was found to be the consequence of a staff culture in which ‘patients were 

routinely disbelieved [and] thought to have invented or exaggerated their concerns or 

complaints’ (pg. 13). According to a mental health nurse, who worked at Bootham Park Hospital 

with William Kerr, ‘there was very much a culture that patients should not be believed because 

they were psychiatric patients and may be lying’ (pg.245). Staff were found to prioritise loyalty 

to colleagues over patient safety, regardless of how abhorrent the former’s actions were. 

Consequently, automatic and arbitrary dismissal of patient complaints became the norm.  
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5.3.2 Patient Complaints: Staff Culture 

The clear presence of an insidiously noxious culture among TEWV’s staff, and the deleterious 

implications of such upon the care of BPD-labelled patients, has hitherto been noted by the 

authors. With the exception of regulatory and/or state scrutiny, there’s nothing quite like a patient 

complaint to provoke a collective feeling of unjust persecution among colleagues. Depending 

upon the nature and scale of the complaint, this siege mentality110 may spread to staff members 

who are completely removed from the situation, but who nonetheless feel personally “attacked” 

by the very idea. Central to this groupthink phenomenon, is the strong belief amongst ingroup 

members (e.g. TEWV staff), that members of the outgroup(s) (e.g. patients, relatives, regulators 

etc) intend to harm the ingroup. This hostility is generalised to all members of the outgroup. 

Accordingly, the criticism or complaint of one patient is attributed to all, giving the impression of a 

much larger threat, i.e. a siege. As such, group members are pressured to conform, to agree, to 

stick together and to conceal evidence of internal disagreement, for the purposes of creating a 

united front. Given the ongoing “threat” posed by a continuous stream of negative press, 

complaints, and regulatory scrutiny, the presence of this ongoing likelihood of criticism and 

scrutiny may have precipitated a culture in which staff members are pressured to conform to the 

collective’s central ideas, rather than trying to think for themselves. The result is departmental 

echo chambers, where staff only recognise and validate positive feedback, attributing negative 

feedback to the “typical”, “pathological”, “problematic” behaviour of patients [488]. 

In the face of such defences, not only does one imagine patient complaints being routinely 

silenced, but also that patients will be much less inclined to complain in the first place, allowing 

poor and potentially dangerous practices to go unnoticed and unimproved by the Trust. This 

process is illustrated in Figure 5. 

Exercise of this “TEWV mentality” among staff is not confined to the care of BPD-labelled patients. 

Indeed, on the matter of upholding complaints, the Trust drags its feet considerably far behind the 

national average. Between 1 April 2018 and 31 March 2019, the proportions of NHS patient 

complaints fully upheld (as opposed to partially upheld) across England were 37.1% for primary 

care services and 32.8% for hospital and community services [489]. In contrast, an FOI to the 

Trust requesting complaint outcomes from within the same time period, revealed that TEWV only 

fully upheld 7.57% of the complaints it received [490]. 

 
110 A collective feeling of defensiveness, paranoia, or victimisation, based on the belief that others are hostile or in conflict with the 

group. 
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Speaking to BBC Tees regarding the 2019 deaths of TEWV patients at West Lane and Roseberry 

Park, Andy McDonald, MP for Middlesbrough, noted "striking parallels" among the circumstances 

of each death, stating: ‘there seems to have been a culture of trying to get people to be quiet 

and not raise issues. I think anyone would be concerned there's a wider, systemic issue. 

These are very, very serious matters indeed.’[492]  

The matters described above are, indeed, very, very serious. They are also deeply unlawful, 

unethical and unprofessional. Summarily dismissing patient’s complaints as being pathologically 

driven, breaches their statutory right to complain, as provided by The Local Authority Social 

Services and National Health Service Complaints (England) Regulations 2009 [493] mandated 

by the Health and Social Care (Community Health and Standards) Act 2003 [494]. Accordingly, 

TEWV is legally required to handle and investigate complaints in accordance with the principles 

contained therein, none of which sanction the default dismissal of a complaint on the basis of 

diagnostic label. TEWV is also in breach of the Health and Social Care Act 2008 and, more 

specifically, Regulation 20 of the Health and Social Care Act 2008 (Regulated Activities) 

Regulations 2014. Also known as the duty of candour, this regulation was a direct response to 

the Francis Inquiry’s recommendations following the scandal at Mid Staffordshire NHS 

Foundation Trust [495]. According to the Care Quality Commission (CQC), the purpose of the 

regulation is to ensure care providers are ‘open and transparent with people who use services 

and other 'relevant persons' (people acting lawfully on their behalf) in general in relation to care 

and treatment’ [496]. To fulfil their duty of candour, on becoming aware of a ‘notifiable safety 

Figure 5: Diagram showing complaints process for patients and how this process is affected by stigma and 
disbelief. Adapted from Veysey, 2014 [491]. 
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incident’111, the NHS service provider or manager must notify the affected patient(s) in person as 

soon as is reasonably practicable, giving a full and honest explanation of the circumstances 

and implications, including an apology. This interaction must also be recorded in writing, with a 

copy provided to the patient(s). In addition to these statutory violations, the Trust staff who 

embody such behaviours as those noted above, are also infringing the NHS Constitution [497], 

the Trust’s own policies [498,499], General Medical Council (GMC) guidelines [500], Nursing and 

Midwifery Council (NMC) guidelines [501], and the Health & Care Professions Council (HCPC) 

guidelines [502]. 

 

5.4 Self-harm and Stigma 

‘For instance, a clinical team might develop a formulation based on attachment theory that 

suggests an explanation (in terms of disorganised attachment) for the observation that 

when visited several times a week at home by the team, a patient tends to increase the 

number of times they self injure and complain about their Care Co-ordinator. A safer 

care plan informed by this formulation might be for the Care Co-ordinator to see the patient 

once a week in clinic.’ 

Self-harm is by far one of the most stigmatised “behaviours” within healthcare in general. 

Predictably, this stigma is even more pronounced in the care of BPD-labelled patients [503-505], 

with some women being labelled as such purely on the basis of self-harm [506,507]. Among 

healthcare staff, self-harm is commonly taken as a manifestation of attention-seeking or 

manipulative intentions [508], yet this is not supported by any clinical or empirical data [509]. 

Studies concerned with the motive(s) underlying self-harm, consistently find that its use as a form 

of “interpersonal influence”112 is one of the least commonly reported reasons [510-514]. The 

majority of people who self-harm, report that they do so as a means of regulating their emotions 

[515-517]. Other common reasons include suicide prevention, a means of ending a dissociative 

state, seeking a different sensation, a form of self-punishment, and a means of gaining control 

over oneself or asserting autonomy [518].  

NHS clinical staff have a lengthy and well-established reputation of ignorant, inappropriate, 

punitive, and abusive responses to self-harm in patients. For many, it seems that treating patients 

who self-harm induces negative emotions, such as anger, irritation and frustration [519]. It’s 

possible that such emotions are a reflection of the judgemental and inaccurate beliefs regarding 

the motives behind self-harm noted above. That is, the staff member in question feels manipulated 

or otherwise personally affronted by a patient’s self-harm and reacts accordingly. In concert, these 

negative emotions and attitudes can fuel punitive actions from healthcare staff [520].  

 
111

 ‘In relation to a health service body, "notifiable safety incident" means any unintended or unexpected incident that occurred in 

respect of a service user during the provision of a regulated activity that, in the reasonable opinion of a health care professional, 
could result in, or appears to have resulted in— (a) the death of the service user, where the death relates directly to the incident 
rather than to the natural course of the service user's illness or underlying condition, or (b) severe harm, moderate harm or 
prolonged psychological harm to the service user.’ Section 8, regulation 20, Health and Social Care Act 2008 
112 seeking care, compassion or support from others, influencing the reactions or behaviour of others, etc. 
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Historically, patients seeking treatment for self-harm were subject to uncaring, cruel, humiliating, 

infantilising, and degrading treatment. Contemporaneously, much of this continues to be inflicted:  

● (Unwarranted) physical and chemical restraint, including detention, seclusion, and overly 

intrusive observations [521-523] 

● Aversive and punishment techniques such as electric shock, or the application of painful 

substances to the face or eyes (historical usage up to the late 20th century, less commonly 

used on 21st century) [524-526]  

● Treatment or care being withdrawn in response to self-harm [527] or even criminal 

sanctions threatened/carried out [528] 

● The patient’s right to privacy or confidentiality refused [529,530]  

● Patient’s being told that they are “time wasters” or “using up expensive resources” 

[531,532] 

● Receiving wound closure (e.g. sutures) without appropriate pain relief [533-535] 

The withholding of local anaesthetic during the suturing of self-harm wounds has, for many people 

who self-harm, become a horrifying “treatment” norm within acute and emergency services.  

People who self-harm have been reporting this inhuman practice for years but have found their 

complaints routinely belittled or dismissed. Psychiatry’s refusal to believe these patients was 

highlighted in a 2020 tweet by Dr Wendy Burn (former president of the Royal College of 

Psychiatrists), in which she announced that despite having heard many ‘horrendous stories’ of 

such from patients, she was unable to believe them, until there were just ‘too many’ people to 

disbelieve. 

When asked to justify the withholding of anaesthetic, 

the reasons given by clinicians include the assumption 

that people who self-harm don’t feel pain or have a high 

pain tolerance, the assumption that such patients enjoy 

pain or are seeking pain, and the belief that such 

patients need to be punished or taught a lesson [536-

539]. In the words of the now National Clinical Director 

for mental health Prof. Tim Kendall: “The view some 

staff take is [...] if you make the experience of going to 

A&E horrible then perhaps the patient won't do it again.” 

[540]  

Article 3 of the Human Rights Act 1998 codifies freedom 

from torture or inhuman or degrading treatment or 

punishment as an absolute right [541]. The practices 

described above would, under the right circumstances, 

Figure 6: Dr Wendy Burn announces on Twitter she didn’t believe 
patients telling her that they had been sutured without 
anaesthetic. 
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constitute a form of inhuman and/or degrading treatment at the hands of a State agent113. Thus, 

self-harm is so intensely stigmatised within NHS healthcare, that the “treatment” many people 

receive as a result could be in breach of their Article 3 rights. Such experiences are by no means 

uncommon, yet TEWV’s Protocol for the management of suicide and self-harm completely fails 

to even mention this in passing.  

In contrast, similar policies, that is, those specifically concerned with the clinical management of 

self-harm, produced by other mental health trusts in England, explicitly acknowledge the presence 

of self-harm-related stigma within the healthcare professions. Staff are told to treat patients who 

have self-harmed with respect and compassion, and ensure they are not punished, invalidated, 

or discriminated against when receiving treatment. 

“It has been generally accepted that the words “deliberate” or “intentional” to pre-fix self-

harm and “commit” to pre-fix suicide have a negative effect and are not acceptable to 

patients, and in view of this these words should be avoided by staff.[…] People who have 

self-harmed should be treated with the same care, respect and privacy as any 

patient. In addition, healthcare professionals should take full account of the likely distress 

associated with self-harm. […] Patients who repeatedly self-harm should not be 

treated in any way that could infer punishment for their actions” 

  

- Rotherham, Doncaster and South Humber NHS Foundation Trust. The 

Management of Self-Harm in Primary and Specialist Care Services Policy [542] 

(bold ours) 

“People who self-harm need to be treated with the compassion, respect and 

understanding given to others who use the health service, taking account of their 

physical and emotional distress; their needs for support and information; and their right to 

be properly involved in clinical decision-making. […] Be aware of the stigma and 

discrimination sometimes associated with self-harm, both in the wider society and 

the health service and adopt a non-discriminatory approach.” 

-    Cumbria, Northumberland, Tyne and Wear NHS Foundation Trust. Positive & 

Compassionate Management of Self-Harm Policy (Inpatient settings) [543] (bold 

ours) 

 

“When supporting people who have engaged in self-harm, sensitivity and compassion 

from staff is crucial. [..] Don’t accuse the person of being manipulative or attention 

seeking; it is very unusual for people to injure themselves simply to gain ‘attention’. 

[Don’t] [c]riticise the person for what they have done. This will make them feel worse and 

is likely to be counter-productive [..] [Don’t] [t]hreaten to take away your support if the 

person harms him or herself again.” 

 
113

 I.e. a person working as a representative of the State, such as a doctor practicing within the NHS. 
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-    Essex Partnership University NHS Foundation Trust. Clinical Guidelines for the 

Management of Deliberate Self-Harm [544]. (bold ours) 

  

“One of the key elements in the assessment and management of risk [of self-harm] is the 

development of a trusting relationship and knowledge of the individual. It is clearly evident 

that encouraging individuals to talk about their experience is an essential component of 

therapy and the receptivity of staff to recognise the despair, distress of service 

users without invalidating the service users experience is paramount.” 

  

-    Pennine Care NHS Foundation Trust. Self-Harm Adult Policy [545] (bold ours) 

In failing to acknowledge the problem of staff-borne stigma regarding self-harm, even in passing, 

the Protocol also fails to provide the means to educate Trust staff regarding such. More crucially, 

in neglecting to acknowledge the risk of patients experiencing serious harms as a result of such 

stigma, the Protocol fails to provide staff with a “Trust-endorsed” approach to mitigating such 

harm. Against a background of the Protocol’s many other deficiencies, inaccuracies and overall 

tone of neopaternalism, that it declines to even recognise the existence of staff-borne stigma 

regarding self-harm, effectively serves as a tactic approval of such.  

For example, recall the hypothetical patient given in the Protocol’s only clinical example regarding 

self-harm:  

‘For instance, a clinical team might develop a formulation based on attachment theory that 

suggests an explanation (in terms of disorganised attachment) for the observation that 

when visited several times a week at home by the team, a patient tends to increase the 

number of times they self injure and complain about their Care Co-ordinator. A safer 

care plan informed by this formulation might be for the Care Co-ordinator to see the patient 

once a week in clinic.’ 

In this example, staff are told it is “safer” to reduce this patient’s level of care, on the sole basis of 

staff observation and inference. That is, staff observe the patient ‘tends to increase the number 

of times they self injure’ when seen by the team several times a week. Accordingly, staff create 

an attachment theory-based formulation, one the basis of which, said staff decide to reduce the 

patient’s level of care. It seems this entire process takes place without the patient’s involvement 

or consent. Indeed, there’s nothing to indicate the patient was ever spoken to or otherwise 

informed of this matter, nor is there any directive for staff to do so. Consequently, the patient’s 

perspective is completely overwritten by the staff’s: nobody asks them why they were self 

harming, why they were complaining about their care co-ordinator, or whether the two are actually 

related. Indeed, it’s entirely possible that these episodes self-harm were triggered by some form 

of inappropriate behaviour on the part of the care co-ordinator, hence the patient’s complaints. 

Alternatively, the care co-ordinator’s behaviour could have been beyond reproach, but a particular 

aspect of it was unintentionally triggering the patient. Equally, the self-harm could be completely 

unrelated to the latter’s visits. The point is, we don’t know, because the Trust doesn't appear to 
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think it’s important, or even necessary for staff to ask. According to the Protocol, it’s perfectly fine 

for staff to make serious clinical decisions on the basis of pure speculation. 

To summarise: in the only hypothetical scenario explicitly concerning self-harm, the Protocol 

indicates that, in direct response to a patient self-harming, it is appropriate to reduce/withdraw 

care without even speaking to the patient about it. Additionally, the example implies it is 

acceptable for clinical decisions to be grounded in little more than staff supposition. Herein lie the 

conditions necessary for staff-borne stigma to flourish. Whilst it may well be safer for certain 

patients to see their care coordinator less frequently and in the clinic, it is not safe for such 

decisions to be guided merely by staff opinion. Moreover, neither the example nor the Protocol 

include measures to safeguard people who self-harm from the inexorable presence of staff-borne 

stigma, rather, they provide the perfect environment for it to propagate, bloom and breed.  

These inadequacies are inexcusable. Moreover, they are especially damning in light of the 

Protocol’s first stated aim, which was to ‘provide clinical teams with the support and guidance that 

will enable them to make well considered decisions with their patients for these patients’ long 

term wellbeing’ (Pg 1 V1&2). As previously noted, self-harm-related stigma is still rife within NHS 

services. Any decision to reduce/withdraw care in response to a patient’s self-harm must be made 

and implemented with the greatest of care, with the certainty that staff-borne stigma played no 

part. Aside from stressing the patient’s right to be involved in such decisions, TEWV also need to 

ensure they are not encouraging staff to respond to self-harm with a withdrawal/reduction of care, 

on the basis of prejudiced assumptions grounded in stigma. 

  

““I’ve been called a drama queen, silly girl, time waster, all sorts, after ligatures […] the 

HCAs would just roll their eyes and leave the room when they found me self harming 

and leave me to sort out the cuts. It would be like “go and get some toilet paper and clean 

up the blood” and they would get upset about blood on the floor because that’s “not my 

job”. Noone ever seemed to get upset for me or ask if I was ok.”  

– TEWV Patient (bold ours) 

 

“Nurses have said really horrible things to me about my [self-harm]… i get told that 

ill “never get a husband if i have these scars”… “if i ever have children they will be 

frightened of me”… “im insulting to people who got real scars from car accidents and 

fires”… im “disgusting” “attention seeking” “love drama” “trying to freak out staff” 

“playing mind games”…”  

– TEWV Patient (bold ours) 

“During my first detention in a TEWV hospital there was a 17yr old girl on the adult ward. 

She had significant self-harm scars. I watched TEWV staff drag her in front of a mirror, 
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with other [patients] watching, & berate her for making herself ugly & that she'd never 

get a boyfriend.” 

-    TEWV Patient (bold ours) 

 

“My daughter has been made to clean the bathroom floor of her own blood whilst 

struggling terribly with self harm, “you did it, you clean it up.” This while she has open, 

undressed infected wounds all over her body. Being left alone to tie strangulation ligatures 

at night; blood vessels in her eyes bursting. Staff responding that the nurses had bet it 

wouldn’t happen until 10 minutes later”.  

– Mother of TEWV patient [546] (bold ours) 

 

5.4.1 Self-harm: Negative Treatment Cycles 

The harbouring of negative expectations towards another person or people (the target(s)) can 

result in the holder of such expectations (the perceiver) unconsciously altering their behaviour 

towards this person or persons, on the basis of those expectations alone. The resulting change 

in the perceiver's demeanour can, when detected by the target, provoke a change in the latter’s 

behaviour which may, quite paradoxically, falsely reinforce the validity of such negative 

expectations to the perceiver [547,548]. This is known as the “expectancy effect”, a well-studied 

and commonly observed phenomenon within psychology and social sciences. As such, the 

perceiver-target dynamic becomes a self-fulfilling prophecy, in which the alterations to the 

perceiver's demeanor continually fuel changes in the target’s behaviour, which continually 

reinforce the negative expectations of the perceiver, which continually alter the perceiver's 

behaviour towards the target, ad infinitum. 

The degree to which staff stigma may encroach upon the quality of care received by BPD-labelled 

patients is discussed at length by Aviram et al. [549]. Unsurprisingly, they found poor care in this 

population buttressed by a ‘self-fulfilling prophecy and a cycle of stigmatization’ (pg 249). They 

suggest that pejorative staff attitudes regarding BPD-labelled patients may influence the way staff 

interpret said patients’ behaviour and, accordingly, how staff respond to such behaviour. 

Consider, for example, the commonly-held belief of BPD-labelled patients as being inherently 

“manipulative”. Where a staff member subscribes to this stereotype, they may interpret an act of 

self-harm from such a patient as being inexorably motivated by a desire to manipulate staff. As a 

consequence, this member of staff may be tempted to ignore or minimise possible risks to the 

patient presented by such an act [550,551], being more preoccupied with their desire to avoid the 

feelings elicited by the patient’s actions. In service of such, staff may treat the patient punitively 

and/or withdraw from them following an incident of self-harm. In doing so, they may awaken long-

established feelings of self-loathing, guilt, and/or shame in the patient which, somewhat ironically, 

subsequently increases the patient’s risk of further self-harm [552]. This cycle is illustrated in the 

picture below.  
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                           Figure 7: An adapted version of the Aviram, Brodsky and Stanley Cycle of Stigma [553]  

TEWV’s Protocol specifically concerns itself with management of the risks of self-harm (and 

suicide) in BPD-labelled patients, yet it fails to acknowledge the potentially deleterious impact of 

the emotional responses of staff on the success of this endeavour. Indeed, it utterly fails to 

acknowledge the mere existence of staff-perpetrated patient stigmatisation (perhaps because 

unacknowledged staff stigma is essentially the Protocol’s only premise). Thus, nowhere are staff 

encouraged to confront their personal beliefs about particular patient groups, or to reflect on how 

such beliefs might influence both their perception of the patient’s risk and their behaviour towards 

them, to the detriment of the patient’s care. In actuality, the Protocol’s approach is the diametric 

of this: it starts by assimilating the diverse, individual identities of patients into an arbitrarily-

delineated group defined by a single, heavily-stigmatising label. It then proceeds to describe such 

patients as inevitably falling into the stigmatised behaviours associated with the label they’ve just 

been assigned, such behavioural inevitability being primary the premise for the Protocol’s main 

recommendations. Accordingly, staff are given examples in which stigmatised behaviours from 

patients are “managed” by staff withdrawing care. Though some parts of the document imply the 

necessity of informing the patient of this “intervention”, this requirement is neglected in the 

examples. Moreover, the legal requirement for patient consent is neglected throughout the entire 

Protocol. In failing to hold staff accountable for their attitudes, their conduct towards patients and 

the ensuing effect on the patient’s emotions and behaviours, whilst (instead) mandating reduction 

or denial of care in response to such patient behaviours, TEWV is actively promoting the creation 

and perpetuation of negative treatment cycles (illustrated above).  

Such themes are almost ubiquitous among the experiences of TEWV survivors, who also provide 

first-hand accounts of the profoundly destructive consequences for their health and wellbeing. 

“I’ve never heard her sound as defeated or broken as when she told me that she had 

ligatured in the toilet in hospital and staff had come in, cut the shoelace off her neck, 

dropped it on the floor next to her and then left. She said she was lying there gasping 
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for air and watched as they turned around and walked out of the room. Staff seem to think 

that being caring “indulges” this behaviour. But trying to kill yourself isn’t “behaviour”. It 

needs a compassionate and caring response, not for staff to leave and isolate the 

individual. She said she felt so bad when that happened she picked the shoelace 

back up and did it again.”  

- Relative of TEWV Patient (bold ours) 

“being left alone to cut on the ward when staff are aware that’s what your doing 

makes you want to do it more because if its so bad staff don’t even want to see it the 

voice inside that says your bad and evil gets even louder.” 

- TEWV Patient (bold ours) 

“I was made to feel as if by cutting myslef with shards of a mug this one HCA had given 

me tea in, I had personaly let her down. She wouldn’t look me in the eye after. I hated 

myself. I always ruin everything.”  

- TEWV Patient (bold ours) 

“I’m not proud of self-harming, it’s something I have to do sometimes to help me get back 

to normal, but I know it isnt a good thing. People who respond with a repulsed face or 

stop talking or leave make the shame feel even worse. It means I can end up doing it 

more just to cope with their reaction.”  

- TEWV Patient (bold ours) 

 

5.4.2 Self-stigmatisation in Hospital 

Research indicates that repeated hospitalisation can and does seem to increase the extent to 

which BPD-labelled patients internalise stigma [554]. Such findings are thought to derive from the 

patients’ increased contact with a much wider array of mental health staff, which increases the 

patient’s chances of being exposed to the pejorative BPD stereotypes almost certainly held by at 

least some members of staff. Similarly, a considerable body of research concerned with the 

attitudes of mental health staff indicates a truly endemic distribution of stigmatizing (and wholly 

erroneous) beliefs regarding BPD-labelled patients.  

In general, patients unfortunate to be on the receiving end of staff-borne stigma are quite able to 

recognise the steady stream of opprobrium being directed their way [555]. Unsurprisingly, this 

awareness can have deleterious consequences for the patient’s self-perception, particularly with 

regard to their own unique conceptualisation of their difficulties [556]. Experience of such can lead 

to self-stigmatisation, where the subject of negative value judgements or stereotypes begins to 

see them as truth. For this to occur, an individual must (i) become aware of the pejorative 

stereotypes aimed at a particular group (“people with BPD are not ill, just badly behaved”), (ii) 
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endorse the stereotype (“yes, that’s right, people with BPD aren’t ill, it’s just bad behaviour”), and 

(iii) subsequently apply the stereotype to themselves (“I have BPD, so I’m not actually unwell, I’m 

just badly behaved”) [557]. 

Self-stigmatisation can entail grievous repercussions for the patient, especially within the context 

of mental health care. This is particularly true for BPD-labelled patients, who are known to 

experience relatively high rates of self-stigmatisation [558,559]. The very act of self-stigmatisation 

is deeply demoralising, and the consequent decline in self-esteem can decrease the likelihood of 

the patient seeking or re-seeking help thereafter [560]. Self-stigmatisation can also reduce a 

person’s capacity for self-efficacy, eroding their sense of personal empowerment, goal attainment 

and quality of life [561,562]. The consequently inflated capacity for self-loathing against a 

background of diminished self-worth can precipitate a decay in the patient’s social status and 

network which, in turn, damages their potential for recovery and/or other positive outcomes [563]. 

The natural corollary of this destructive sequence is a state of self-stigmatising disengagement, 

heightening the patient’s risk of self-harm and suicide [564]. 

As noted above, one of the consequences of self-stigmatization is a deterioration in self-efficacy. 

Theorised by Albert Bandura, “self-efficacy” denotes a putative cognitive construct, which 

encompasses the judgements people make about ‘how well [they] can execute courses of action 

required to deal with prospective situations’ [565]. Accordingly, diminished self-efficacy (i.e. an 

individual’s lack of confidence regarding their ability to complete tasks) leads to erosion of self-

assurance and positivity, increasing hopelessness and depression [566,567]. 

According to the Protocol, it is necessary to withhold hospitalisation from critically unwell “BPD+” 

patients, purely on the basis that it can allegedly ‘convey to [them] that professionals feel they are 

incapable of looking after themselves, thus reducing self efficacy.’ (pg. 2 V1&2, bold ours). Yet, 

though research does indicate a link between hospitalisation and reduced self-efficacy, the 

authors found no evidence to support TEWV’s assertion that this reduction is a direct result of 

hospitalisation per se, or that the mere occurrence of such is akin to an indeterminate number of 

faceless ‘professionals’ synchronously conveying their feelings regarding the patient’s apparent 

inability to look after themselves, the moment the latter walks through the front door. 

Unsurprisingly, the Protocol offers no explanation or evidence in support of this very vaguely-

worded claim114. Indeed, had TEWV elected to consult some of the ‘evidence-based 

psychological, psychiatric and sociological knowledge’ it claims to have deference for, it might 

have realised that the self-efficacy of hospital inpatients is much more profoundly influenced by 

the extent to which the machinery of hospitalisation encroaches upon their agency [568,569], 

which is unavoidably linked to the staff attitudes informing their care. In light of this, the authors 

propose that reduced self-efficacy in BPD-labelled inpatients could actually be a consequence of 

the self-stigma induced by prejudiced and pejorative staff attitudes reserved for such patients.  

“Why even bother trying to make them understand who you are when they are treating 

you like this? […] My whole life has been rewritten by psychological “theory” and I 

 
114 though it doesn’t let that get in the way of using it to justify the denial of intensive treatment to patients who are actually entitled 

to it 
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am now the worst person who has ever existed. The person who first approached TEWV 

doesn’t exist now, I’m just this list of insults. […] It makes me feel suicidal.”  

- TEWV Patient (bold ours) 

“I found out that I had been given a diagnosis of EUPD and it seemed to happen at the 

exact time staff behaviour towards me changed. None of them wanted to help me any 

more and none of them believed what I said any more. Suddenly I was this toxic, 

manipulative, lying monster who was bad all the way to the core. It damages you, knowing 

that is what all these people think of you. I felt that I was all these things. Whenever I felt 

really scared for my life because I didn’t feel I could keep myself safe I would be 

told I needed to “be more responsible” “take responsibility for myself” and all that 

reinforces is that you aren’t worth help. If someone repeatedly refuses to help when you 

are suicidal after a while you realise that you’ve kind of absorbed this understanding that 

help does not exist for you – only for other people – because your life is not 

important. My sense of self, my history, all the things that make me, have been taken 

from me.. Who would want to keep living after that?”  

- Former TEWV Patient (bold ours) 

“Poor care sends the message that those who struggle with mental illness don’t 

deserve better. Inadequate safeguarding on an inpatient unit essentially says “Sure, we’ll 

take the risk that you won’t succeed.” When evidence-based treatment is not offered, 

it’s as if someone is saying, “You aren’t worth treating.” When care teams are 

unresponsive to family concerns, they might as well say, “We couldn’t be bothered.””  

- Parent of TEWV patient [570] (bold ours) 

 

6.0 Principle Three: Precision in Thinking and Communicating about Self-Harm and 

Suicidal Behaviours 

‘Therapeutic risk taking115 is defensible116 in situations where the various forms and functions of 

a person’s self harm and suicidal behaviour have been separately considered, and, as far as 

possible, understood. Many people with a diagnosis of BPD+ present with a wide variety of 

suicidal and self harm behaviours. These behaviours, thoughts, and feelings need to be 

separately assessed and described following detailed discussion with the person and clinical 

record searches. It is important that clinicians understand and document the actual and intended 

lethality of different behaviours. (Some people may carry out unintentionally lethal self harm 

behaviours, whilst others carry out non lethal behaviours whilst fully intending to die).’ 

 
115

 In version 2 the phrase “therapeutic risk taking” is changed to “harm reduction plans” 
116 Positive risk-taking only begins to be ‘defensible’ if it is lawful. This protocol’s utter failure to even consider informed consent 

indicates it is not lawful, ethical or defensible. See Section 9.1 for further information about informed consent. 
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The first thing to note is that, once again, the Protocol fails to centre the views of the patient as 

the primary authority with regard to their ‘behaviours, thoughts and feelings’. Though staff are told 

to assess and describe such phenomena ‘following a detailed discussion’ with the patient, 

nowhere are they required to believe the patient, or trust their perception of their own suicide 

attempts and/or the intended lethality of such. Rather, staff are merely told to have some manner 

of ‘detailed discussion’ with the patient, whilst also browsing the various opinions of other staff 

members making up the bulk of a patient’s clinical record. Indeed, the Protocol doesn’t even 

require the clinician to explicitly ask the patient about any of the details it claims as important, 

including the intended lethality of a suicide attempt. Instead, such things are ‘assessed’ by the 

clinician, which could easily be taken as permitting staff to reach their conclusions by giving 

primacy to their own inferences and assumptions, rather than listening to the first-hand experience 

of the patient. 

Through talking with TEWV patients, their carers, and families, we were told of numerous 

instances where staff have paternalistically reframed a patient’s self-harm or suicide attempts to 

indicate something very different to what the patient expressed, including their intended lethality, 

their motivation, and precipitating factors. Most commonly, this takes to form of staff electing to 

unilaterally re-define a suicide attempt as self-harm in direct contradiction to the patient’s account 

of the event, and (where the patient is aware of such) often despite the patient’s fervent 

opposition. As discussed later in this report, this erasure of the patient’s voice is facilitated by the 

patient’s complete lack of control over what staff may write in their clinical record. So, while the 

clinical record may be viewed as a history of the patient, as patients are not permitted to contribute 

to their notes, it is more accurately described as a history of what staff think of the patient. 

 

“[TEWV] recently tried to send me to a DBT group, but the group doesn’t allow people in 

if they have attempted suicide in the past year. I said to my Care Coordinator that I have 

attempted suicide in the past year, and she said they weren’t actually suicide 

attempts they were self-harm... I don’t understand why they don’t believe me, ever.”  

- TEWV Patient (bold ours) 

 

“They sat me down in the office after I had been discharged from the hospital to discuss 

the care plan and said they wanted to talk about self-harm. I said I hadn’t self-harmed in 

months and they said they were talking about the overdose. I told them that I had 

attempted suicide and they said “we would class it as self-harm”.  

- TEWV Patient (bold ours) 

 

“My risk assessment says I am at high risk of accidental death from self-harm but no risk 

of suicide. The occupational therapist who wrote it completely wiped out my suicide 
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attempts and made them into self-harm instead. If I die, it will not be an accident, it will 

be very deliberate, but they just don’t believe that.” 

- TEWV Patient (bold ours) 

Precise descriptions of the person’s experience are required, to illustrate: “He was feeling suicidal 

yesterday” is not enough. 

“Yesterday he said, “I would be better off dead” without meaning it117, then began to experience 

visual images of falling from a height. When he had these he felt a sense of relief. He googled the 

average height for a lethal fall, but became distracted on the internet. The images haven’t 

recurred. He has no current plans to harm or kill himself” 

The idea of functional analysis can be helpful, working with the person to understand the function 

or purpose of each behaviour118. For instance suicidal statements do not always convey an 

intention to die, they may be the only way the person feels able to communicate the extent of their 

misery. For some people, it is possible to identify a pattern of chronic, predictable self harm and/or 

suicidal thinking or statements. This pattern will have either been a near constant in their lives, or 

have recurred multiple times in response to similar sorts of events. The person, their family or 

clinicians who know them well may be able to describe the interventions that have helped the 

person through these episodes in the past, and those that have made things worse. If a well 

established chronic pattern exists, this should be described in the risk assessment, and the 

planned patient and service responses (agreed in advance with the person) should be described 

in a crisis care plan. Well documented care plans based on an historical understanding of a 

chronic pattern can prevent harmful or unhelpful interventions being provided by clinical teams 

who don’t know the person well.’ 

 

6.1 Functional Analysis 

At this point, we resume our earlier discussion (Section 5, Principle 1) regarding the clinical 

application of operant learning theory in the management of self-harm and suicide via “functional 

analysis” (FA)119. FA is a psychological method of formulation, used to understand why someone 

is behaving in a particular way. It attempts to demonstrate a relationship between some form of 

environmental event and a person's behaviour by focusing on what happens before the behaviour 

(the antecedent), the behaviour itself, and what happens after the behaviour (the consequence). 

In the clinical setting, functional analysis involves the selective translation of Skinner’s operant 

methodologies into a clinical practice [571]. On examining the technique in more detail, it’s not 

difficult to understand why it is criticised as being unscientific, unethical and potentially harmful to 

 
117

 In version 2 the words “without meaning it” have been removed 
118 In version 2 the words “each behaviour” have been changed to “suicidal or self harm behaviour, statements or thoughts” 
119 Note - The term ‘functional analysis’ is often confused with ‘functional behaviour assessment’ (FBA). An FBA is an assessment 

of behaviour which involves numerous different methods of gathering information. This includes asking the person questions, asking 
the person's family/teachers/carers questions, reviewing existing data/notes, observing behaviour, and carrying out a functional 
analysis (testing/experimenting with the behaviour). A functional analysis may make up part of a functional behaviour assessment. 
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the patient [572]. Indeed, what the Protocol fails to note, is that “functional analysis” describes an 

inherently experimental mode of assessment and management. That is, it not only permits, but 

requires the clinician to experiment on each of their patients. 

In its more formal use, FA involves placing an individual displaying an “undesirable” behaviour 

into a controlled environment where the behaviour is elicited as a means of testing its function120. 

Generally, it's thought that behaviour will be reinforced by one of the following:  

● attention 

● tangible reward  

● avoidance of something undesirable  

● self-stimulation  

The “experimenter” will change their behaviour/responses and observe how this affects the 

undesirable behaviour displayed by the person, so that they can hypothesise and then empirically 

prove what the behavioural function is.  

For example, an autistic child who bangs his head repeatedly, is taken to a room specifically 

designed for FA, with a one-way mirror, and educational activities. On day one the clinician gives 

the child lots of attention when he bangs his head and the number of times this occurs is recorded. 

On day two the clinician gives the child lots of attention when he is not banging his head, and 

ignores him when he is, the number of times this occurs is recorded. On day three the clinician is 

not in the room but observes the child’s behaviour through the one-way mirror to see if he bangs 

his head, the number of times this occurs is recorded. On day four, whenever the child bangs his 

head, the clinician allows the child to stop taking part in the educational activity they are doing 

together - again the number of head bangs is recorded. This may be repeated over days/weeks 

before a pattern of behaviour can be established. If the child is noted to bang their head more 

often on day 1 than any other day, it may be felt that the head banging behaviour is being 

reinforced by attention, and as such, withholding attention when the child bangs his head will 

eventually stop the behaviour, as it is no longer being reinforced. If the child is noted to bang their 

head on all days, including throughout day 3 when they are alone, it may be felt that the head 

banging is a form of self-stimulation, in which case another intervention, such as providing the 

child with a safer means of stimulation, may be utilised to stop the behaviour. 

The less formal use of FA can be seen in many clinical and social settings where it would be 

impractical or/and unethical to elicit the undesirable behaviour in the individual, so the individual 

is strictly observed, and when they display the behaviour, staff/family responses are designed to 

test what the function of the behaviour might be.  

For example, a person in a psychiatric inpatient unit becomes extremely distressed and throws 

things during dinner. Because this disturbs and risks the safety of other people eating dinner, the 

 
120 Understand here, that “function” is not given its common meaning. Thus, where the Protocol suggests functional analysis as a 

means to understand the “function” of a patient’s self-harm, it is NOT referring to an holistic, person-centred appreciation of 
whatever purposes (if any) the behaviour serves to the patient. Rather, “function” refers to the narrow exposition entailed by radical 
behaviourism, in which it merely describes the causal association between the behavior and whatever is seen to reinforce it. 
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person is often taken out of the room, where they then calm down. Staff may feel that the person 

is trying to avoid eating dinner, dislikes being in the dining room with others, or enjoys having 1:1 

staff attention, so they change their response during dinner to test this. Over a week, during dinner 

time, two members of staff sit with the person, providing 1:1 attention. Over another week the 

person is allowed to eat dinner by themselves in a separate room. Over another week the person 

must attend dinner as usual, but if they act in a disruptive manner they are removed from the 

room and placed in isolation. In a similar manner to the formal FA approach, the number of 

occasions the person becomes distressed and throws things during these weeks could lead staff 

to a conclusion as to the function of the behaviour. 

 

6.1.1 Critical Analysis of FA Procedure for Suicide/Self-harm 

On paper the idea of working with the person to establish why they are harming themselves seems 

sensible. In reality, as noted earlier, true functional analysis requires the relationships between 

“suicidal thoughts, feelings and behaviour” and their consequences be tested by experimentation. 

While Skinner’s highly repetitive series of carefully structured and strictly controlled trials were 

conducted on easily measured, low risk, reversible121 behaviours in rats and pigeons, the Protocol 

appears to advocate the application of similar experimental procedures under (largely) 

uncontrolled, often unknown and frequently unpredictable conditions, for the purposes of 

analysing extremely complex, high-risk and potentially irreversible self harm and/or suicidal 

“behaviours”. Underpinning this is the implicit, yet completely unevidenced assumption that self-

harm/suicidal “behaviours'' observed in BPD-labelled patients are operant in nature. That is, a 

BPD-labelled patient who attempts suicide (for example) does not do so because they are 

genuinely and legitimately suicidal, rather, their suicidal “behaviour” serves some hidden motive 

(or “function”), such as gaining sympathy or attention. Thus, rather than being at risk of suicide, 

these patients are perceived as being at risk of accidentally killing themselves in pursuit of their 

alleged “hidden agenda”.  

The edited textbook ‘Functional Analysis in Clinical Treatment’ presents research summaries 

concerning the use of FA in treating all manner of “clinical disorders”. Herein, Merwin et al., in 

their chapter on functional analytic approaches to “treating” personality disorder-labelled patients, 

provides an example wherein a therapist experiments with their patient’s emotional responses (or 

“behaviours”), as a means of testing their hypotheses concerning the “function” of such 

responses. Yet, only one example of such a hypothesis is provided: that where the therapist 

believes the patient is deliberately fishing for sympathy by overtly expressing negative 

thoughts/feelings about themselves: 

“Hypotheses can be tested in [or outside of] session[s]. For example, the therapist might 

hypothesize that the client’s negative self-talk functions to increase care-taking behavior 

in their external environment. The therapist might experiment with responding with 

 
121 Reversible behaviour = one not causing irreversible damage to self, others, life, career, relationships etc 
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increased or decreased soothing when the client expresses this behavior and observe 

whether the behavior persists or remits.” 

-    Functional Analysis in Clinical Treatment [573], pg. 463 

This doesn’t come from some esoteric manuscript found in an ominous chest buried in an ancient 

land; it’s from a modern psychology textbook intended as a practical clinical resource. Yet, despite 

its contemporaneous usage, it explicitly advocates an approach which, ethically-speaking, would 

be more at home in a 1950s practice. Thus, not only is it seemingly acceptable to literally 

experiment with patients' emotional reactions without their consent or knowledge, it is legitimate 

to do so on the basis of wholly moralistic assumptions regarding the “behaviours” associated with 

personality disorders, misleadingly presented as “hypotheses”. In effect, the moral bias of the 

therapist is afforded the status of an empirical “hypothesis”, paving the way for the kind of 

“experimentation” which, most likely, will merely confirm the bias on which they were founded. 

Even so, while this example clearly promotes the contemporary use of FA in the “treatment” of 

personality disorders, it does so with regard to a very low risk “behaviour” (i.e. self-deprecation) 

only. This is worlds apart from the Protocol’s promotion of such with regard to the very high risk 

“behaviours” associated with self-harm and suicide. 

With regard to this particular context of self-harm/suicide risk management in “BPD+”, a functional 

analysis might involve experimentation with the staff’s responses to the patient when presenting 

with self-harm, suicidal ideation, and suicide attempts. The purpose of this process is to confirm 

the functional relationship of interest and to trial the possible means of producing the desired 

modification. (Apart from the seemingly huge oversight in regards to patient consent) we feel there 

are two main issues with such a practice: 

● Physical Safety 

● Psychological Safety 

When experimenting and testing different methods of service response, TEWV staff must risk the 

physical and psychological safety, and in some cases, the lives, of their patients. To conduct a 

functional analysis on a person who has made a series of suicide attempts could include a wide 

range of mixed service responses, including ignoring the person when they make a suicide 

attempt or when they reach out for help before or during an attempt. If staff are correct and the 

individual is attempting suicide with no intent to die but as a means of seeking attention etc. they 

still risk the person’s life. Such a modification of an individual’s behaviour can lead to a 

phenomenon called an “extinction burst”, which involves an initial, sometimes dramatic, increase 

in the target behaviour as the individual makes frantic attempts to have their needs met [574]. In 

a person making repeated suicide attempts this could include them increasing the seriousness of 

harm, trying more dangerous methods of suicide, or making more frequent attempts. This would 

be due directly to the “intervention” of mental health services. If staff are wrong about the person’s 

suicidal intent, and they are attempting suicide because they are seeking to end their life (not 

looking for attention or trying to communicate something else etc), this risks leaving them 

unsupported and at risk of death. The psychological damage caused by a negative service 

response is also extremely important to recognise. After speaking to many TEWV patients who 
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have been ignored, turned away, or treated badly upon seeking help for self-harm, suicidal 

ideation, or after a suicide attempt, we found the experience was universally traumatising. Every 

person we spoke to regarding this topic informed us that being treated in such a manner was so 

unpleasant it led them to experience one or more of the following: an increase in suicidal feelings, 

a loss of hope, a decrease in self-worth, an increase in the feeling that they didn’t deserve help, 

a greater determination to die, further self-harm/suicide attempts, a loss of trust in mental health 

services, a resolve never to share suicidal feelings with services ever again, withdrawal from 

mental health services, the belief that mental health staff didn’t/don’t care if they died, and the 

feeling that they were being goaded or dared to make further/more serious/fatal suicide attempts. 

“I cannot put into words how incredibly worthless and inconsequential you have 

made me feel. It’s hard, reaching out for treatment, but it’s even harder to have doors 

constantly slammed in your face and being passed around like you don't matter..” 

- Extract from Patient letter to TEWV [575] (bold ours) 

“I think one of the most dangerous aspects of refusing to believe someone when they tell 

you they are suicidal is the feeling it elicits of being challenged to make an attempt. The 

community nurse and psychiatrist did not believe my daughter when she said she had 

made another plan to commit suicide and they handled it in such a thoughtless manner it 

was as if they were giving her instructions on how to do a better job with her next 

attempt. It’s one thing to say to someone “are you sure you actually mean that”, but 

personally I feel it encroaches on assisting suicide to say “if you were really suicidal you 

would do xyz”.. To someone so vulnerable, you’re basically giving them a “how to” 

for a successful suicide attempt. I don’t know what mental health professionals expect 

when they say things like this. [...] To me and my daughter it was a clear challenge to 

commit suicide.” 

- Parent of former TEWV Patient (bold ours) 

 

“The deliberate removal of support by my mental health team when I was suicidal 

and harming myself was so cruel I can’t and won’t ever tell them about feeling suicidal 

or self-harming again. Since that happened I have felt suicidal and have self-harmed on 

multiple occasions, but I haven’t shared that with my cpn or psychiatrist. Being cruel didn’t 

help me or cure me of feeling this way, it just shut me up. The only thing they actually 

achieved was to isolate me even further, because now I have no one to tell when I feel 

that bad.” 

-  TEWV Patient (bold ours) 

“After an overdose my daughter was told by the crisis team that what she took wasn’t 

harmful and because they see loads of overdoses they said [drug name] is one of the 

worst and that it kills people all the time. I couldn’t believe they basically told her how 

to kill herself properly!! There isn’t any compassion in these people, there is no therapy 
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offered or any kind of treatment. Basically they say it’s up to her as if she wakes up and 

decides to harm herself because she's bored and could stop at any time if she really 

wanted!! No support or help.” 

 

- Parent of TEWV Patient (bold ours) 

 

“It is hard to keep telling myself I deserve to live and I’m not a bad person when I go to 

mental health services for help and they don’t care. They are paid to care so if they don’t 

then what chance do I have? I don’t contact them any more now because its too 

upsetting and too dangerous for me. When I am suicidal I need hope and compassion 

and it makes me more suicidal and puts me at greater risk if the response is cruel 

and dismissive.” 

 

- TEWV Patient (bold ours) 

Yet, horrifying though the thought of experimenting on high-risk patients is, it does not appear to 

describe what is happening at TEWV. Though the Protocol is (implicitly) premised on operant 

principles, and it does specifically mention functional analysis, the authors have yet to find a true 

example of the latter among the numerous accounts shared by TEWV patients. In other words, 

we have yet to see evidence of TEWV staff conducting the kind of structured experiments 

described above on individual “BPD+” patients. Rather, it seems the ‘idea of functional analysis’ 

as understood by TEWV staff, is one in which the process of experimentation on individual 

patients is supplanted by the staff’s assumptions regarding an entire patient class. In addition to 

this apparent immunity to what is still the basic scientific method (i.e. observe, measure, 

reproduce, repeat), it seems that Trust staff are also able to (rather magically) produce such 

assumptions without observing actual patient behaviour. This much is evident from the fact that 

every patient subject to this Protocol appears to be treated in exactly the same way. True 

functional analysis does not presuppose that a particular target behaviour results from exactly the 

same functional relationship within every patient. For example, patient A is known to self-harm for 

the purposes of receiving attention. Patient B self-harms in a similar manner to patient A, but it 

does not follow that patient B must be doing so to receive attention. Explanation of patient B’s 

motivation for such behaviour cannot be made in reference to patient A’s motivation, rather, 

patient B should be studied as an entirely separate entity. Yet, from testimony of TEWV survivors, 

it seems that the functional relationships “identified” are the same for every patient labelled with 

“BPD+”. Rather than being derived from the patient’s themselves, such assumptions appear 

entirely based on the caricature of BPD. Indeed, given that the Protocol itself effectively amounts 

to endorsement of the same response (withdrawing or denying care) for every instance of self-

harm or suicidal “behaviour” in every patient, it seems the Trust simply performed a functional 

analysis of BPD-labelled patients en masse. Otherwise the document in question would be titled 

‘Protocol for the management of self-harm/suicide in patients whose functional analysis has 

revealed the function of such “behaviours” to be the seeking of attention’. Moreover, if the Trust 

were to perform an authentic functional analysis on each patient (the ethicolegal issues of 

experimenting on high risk, suicidal patients aside) even the most jaded, cynical and prejudiced 
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practitioner would have to concede that, for at least SOME of the BPD-labelled patients seen by 

the Trust, the function served by “suicidal behaviour” is suicide itself.  

‘There are no words to describe the fear a person experiences when their loved one is 

actively suicidal. Unless you have been through it you cannot possibly understand the 

weight of the terror which takes up permanent residence in your chest; the sick gut-

wrenching twist of pain when you call out their name in the house or ring them on the 

phone but they don’t answer; the nights you lie awake listening for every sound because 

you know if you fall asleep and they die, you will never sleep again… what is even harder 

to explain is the experience of taking this desperation to an NHS mental health Trust 

and being inexplicably treated with contempt. 

When I contacted the crisis team for help after my family member had attempted suicide, 

staff immediately saw her, and subsequently assessed her, as if she were the 

classic example of the most appalling and odious BPD stereotype. Despite the fact 

that she had never attempted suicide previously, despite the fact that this was her first 

ever interaction with mental health services, despite the fact that her entire family were 

telling staff that how she was feeling, thinking and acting was completely out of character, 

despite the fact that she fulfilled not even one of the diagnostic criteria for BPD, the crisis 

team staff refused to believe that she was anything other than yet another 

“borderline” who needed to be ignored for her own good. 

Her risk of death was considered ‘low’ despite her meeting all criteria for serious and 

immediate risk, her reason for attempting suicide (despite being told the real reason) was 

‘attention seeking’, her depression and distress were ‘intrinsic to personality’, her 

motivation to continue to plan and make subsequent suicide attempts was a ‘long term 

coping strategy related to her personality’, even her family’s attempts to get help for her 

were seen as some kind of trouble making or moral failure of her making. 

It was as if staff didn’t even see her. I don’t think she could have done anything at all 

that would not have been interpreted as “BPD behaviour”. They believed nothing she 

said or did, it all had an underlying manipulative meaning. The only way I can describe 

their interactions with my family was that staff were desperate not to be “caught out” or 

sucked into some kind of “drama” they were sure was present. There was no drama, there 

never had been, just a depressed young woman in crisis who needed compassion and 

understanding, and a family who desperately needed support to care for her. Instead, we 

were landed in a theatre of horror. Suspicious and hostile mental health staff cast my 

relative in the role of “manipulative borderline”, while her family and I made up the 

ensemble of “oblivious enablers” and “problem relatives”. The crisis team staff cast 

themselves as both the “misunderstood saviours” of mad people and the “victims” 

of some kind of egregious public campaign of hatred. Judging by their responses to 

our calls, every communication between us and them was interpreted as antagonistic, 

aggressive and threatening. It made absolutely no sense. We were left in utter ruins trying 

to contend both with the immediate risk of losing our loved one and working out how on 

earth to navigate this bizarre and confusing landscape. 
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Reading the BPD+ protocol and understanding the meaning behind the so-called 

psychological theory it espouses, shed so much light on our experience. The crisis team 

never did “see” my relative. They heard “young woman in emotional distress with a 

non-lethal suicide attempt” and replaced her with their BPD caricature. It was this 

caricature they interacted with, risk assessed, and “treated”. It was this caricature they 

ignored, shamed, blamed, and humiliated. It was this caricature they felt justified leaving 

to die... because she was never a person to them. At some point in the past it seems a 

risk assessment and a functional analysis were carried out on the BPD caricature, 

and ever since then the “findings” have been applied to anyone and everyone staff 

perceive to fit this shallow BPD profile. 

Just days before my relative’s near fatal suicide attempt, I sat down with the managers of 

the crisis team and told them that risk assessing someone based on a diagnosis (that they 

don’t even have), instead of their actual risk, was completely inappropriate. They agreed 

with me that this had been wrong but did not seem shocked or surprised that it had 

occurred. In fact, they didn’t even question how or why it had happened. I thought to 

myself, these problems probably run much deeper than a few “bad apples” or a “rogue” 

department... and I was right. They are written into Trust policy. The “BPD+” protocol 

has empowered TEWV staff for nearly a decade to neglect, abuse, and discriminate 

against anyone they personally consider to be at all “BPD”. You really have to wonder 

how many people have died because of it.’ 

- Carer of TEWV Patient (bold ours) 

 

6.2 Imprecision in Thinking and Communicating about Self-Harm and Suicidal 

“Behaviours” 

‘For some people, it is possible to identify a pattern of chronic, predictable self harm and/or 

suicidal thinking or statements. This pattern will have either been a near constant in their lives, 

or have recurred multiple times in response to similar sorts of events. The person, their family or 

clinicians who know them well may be able to describe the interventions that have helped the 

person through these episodes in the past, and those that have made things worse. If a well 

established chronic pattern exists, this should be described in the risk assessment, and the 

planned patient and service responses (agreed in advance with the person) should be described 

in a crisis care plan. Well documented care plans based on an historical understanding of a 

chronic pattern can prevent harmful or unhelpful interventions being provided by clinical teams 

who don’t know the person well. 

Care plans based on a well documented historical understanding of a chronic pattern of self 

harm/suicidal behaviour must specify the features of presentations to be regarded as being 

different from the chronic pattern; these could be referred to as the acute pattern.  If these features 

are present, the clinician or clinical team need to temporarily abandon the pre-existing care plan 

and draw up a new plan to meet the new circumstances.’ 
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Throughout the Protocol, it is unclear as to precisely what is encompassed by ‘self harm and/or 

suicidal thinking or statements’. As previously discussed in some detail (Section 5: Suicidal 

Statements), the interpretation of this phrase is (ironically) largely dependent on the precision with 

which the word ‘statement’ is used (i.e. literal vs figurative, or somewhere in between). The 

Protocol offers absolutely no clarification, nonetheless, the remainder of ‘Principle 3’ provides 

numerous possible clues. First, recall its title: ‘Precision in thinking and communicating about self 

harm and/or suicidal behaviours’122. Second, consider that, throughout the rest of ‘Principle 3’, 

self harm and/or suicidal behaviour is mentioned on EIGHT separate occasions. Inter alia, the 

sentence immediately following the exposition of the supposed predictability of ‘self harm and/or 

suicidal thinking or statements’ reads: 

‘Care plans based on a well documented historical understanding of a chronic pattern of 

self harm/suicidal behaviour’  

(pg. 3 V1, pg. 4 V2, bold ours) 

Finally, note that it would be extremely obtuse for a mental health service to investigate and 

document patterns of suicidal thought and/or intention as part of suicide risk management, but 

not to investigate or document potential patterns of self-harm/suicidal action. In light of the above, 

the authors unequivocally believe ‘statement’ is being employed in the looser (non-literal) sense, 

encompassing both declarative communications and actions. Overt application of this more 

flexible interpretation changes the tone of this sentence quite substantially. Instead of casually 

accounting for a pattern of intangible ‘thinking or statements’ with no palpable consequences, the 

reader is now informed of the possibility of identifying such a pattern among the (possibly) 

numerous acts of self-harm and suicidality. The corollary is the (implicit) assertion that it is actually 

possible to predict the occurrence of acts of self-harm and/or suicide in this manner. Before 

moving to the next sentence, the authors feel it necessary to also highlight the conflation of self-

harm with suicide. Though they are written as though they are separate entities, the rest of this 

paragraph (and, indeed, the Protocol) treats them as synonymous. Yet, they describe completely 

different phenomena, encompassed by completely different motives and intentions, different 

interventions and, rather crucially, different levels of risk and different prognoses. In implicitly 

equating suicide with self-harm, the Protocol risks creating dangerously skewed impression of the 

level of risk associated with the former.  

This non-literal interpretation of ‘statements’ also serves to modify the sentences that follow, with 

‘pattern’ or ‘chronic pattern’ referring to a history of self-harm and/or suicidal actions as well as 

words. From the following descriptions of such as being ‘near constant’ or having ‘recurred 

multiple times in response to similar sorts of events’, the reader may start to develop an 

impression of the patient as not being terribly serious or genuine in their suicide attempts. Afterall, 

one is left to wonder quite how a patient with genuine suicidal intent would still be alive after a life 

of ‘near constant’ suicide attempts. One also wonders if this is why such attempts are reduced to 

‘statements’. Though we are (most likely) talking about occasions on which the patient may have 

 
122 In keeping with the Protocol’s overriding theme of perverse (and, likely deleterious) imprecision in communicating its principles, 

precisely who is supposed to be ‘thinking and communicating’ about such topics with precision is unclear. 
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come very close to death, and which may have resulted in serious and life-changing injuries (both 

physical and mental), that is not the impression we are given here. The picture painted is not one 

of a patient with densely knotted scar tissue overlying their pulse points, a hypoxic brain injury 

secondary to asphyxia, kidney failure following overdose or a spine mangled beyond recognition 

by a fall from a great height. Rather, the portrait conveyed by the Protocol’s language is one of a 

patient who is unbearably histrionic and needy, leading a pitiful life defined entirely by their 

apparent inability (or refusal) to stop engaging in such “behaviours”. Note also that this ‘pattern’ 

of behaviour is described as being exclusively reactive, that is, ‘in response to similar sorts of 

events’. Thus, instead of being an expression or consequence of the patient’s inner state (i.e. 

cognition, affect, emotion etc), acts of self-harm and suicidality are unilaterally depicted as 

inherently contingent on external ‘events’, such as the actions or words of a third party. Though it 

is not explicitly stated, the likely implication is that, where such patients express suicidality or 

engage in actions related to such (i.e. attempting suicide), they are not genuinely suicidal. Rather, 

these suicidal “behaviours” purportedly serve some function quite apart from ending their life.  

This consistent conceptualisation of self-harm and suicide as one half of a “functional 

relationship”123 the occurrence and nature of which is purely governed by a history of 

reinforcement (i.e. ‘recurred multiple times in response to similar sorts of events’), is a clear 

homage to radical behaviourism and the operant principles therein. Though this was discussed in 

the previous section, its wider implications were not. While the authors’ interrogation of the 

Protocol’s various minutiae necessarily serves a wider understanding, it is easy to forget the 

document’s overarching goal, which is to promote and justify the use of “therapeutic” risk-taking 

(aka positive risk-taking) in managing the risk(s) of self-harm and/or suicide for patients 

designated “BPD+”. This is best encapsulated by ‘Principle Three’s’ opening sentence: 

‘Therapeutic risk taking is defensible in situations where the various forms and 

functions of a person’s self harm and suicidal behaviour have been separately 

considered, and, as far as possible, understood.’ 

Hence, if the use of positive risk-taking is the Protocol’s intended end, functional analysis appears 

to be the means by which this is supposed to be achieved. In other words, the assessment and 

management of patient risk (the aforementioned “means”) is conducted along exclusively 

functionalist lines. 

 

6.2.1 Operant Suicidality/Self-harm 

‘a pattern of chronic, predictable self harm and/or suicidal thinking or statements’ 

The present assertion that chronic suicidal behaviour can follow a predictable pattern in ‘some’ 

patients would seem to entirely contradict the Protocol’s earlier contention that “[r]eliably 

predicting if a person with a diagnosis of BPD+ will kill themselves in a given situation is not 

possible […]” (pg. 1 V1; pg. 2 V2). Yet, if one assumes the Protocol is operating under the 

 
123

 I.e. The causal association between the behavior and whatever is seen to reinforce it 
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functionalist premise just discussed, “BPD+” labelled patients’ ‘self harm and/or suicidal thinking 

or statements’ are not indicative of sincere and transparent lethal intent, rather, they merely reflect 

behavioural (ie operant) responses serving some other covert “function”. Thus, in patients 

designated “BPD+”, attempts at suicide and/or self-harm, no matter how serious, do not indicate 

a genuine risk of death by suicide. Instead, they exemplify disingenuous, calculated and 

manipulative “learned” behaviours, used by the patient to serve a desired “function” in a given 

situation (e.g. receiving attention). As functional behaviours, the self-harm and/or suicide attempts 

of such patients can be predicted, on the basis of their antecedents and functions (when 

identified). Essentially, the Trust appears to suggest that while these chronic suicidal behaviours 

are entirely predictable, their outcome is not. As such, ‘[r]eliably predicting if a person with a 

diagnosis of BPD+ will kill themselves’, seems not to refer to ‘risk of death by suicide’, rather, it 

denotes ‘risk of accidental death by misadventure from hurting oneself to get attention (or similar)’. 

That death was not the intention behind a patient’s suicidal “behaviour”, does not remove the risk 

of it occurring anyway. However, given the apparent lack of intent, such risk is likely to be small 

and very unpredictable. Thus, under this interpretation, the Protocol is not contradicting itself. 

Regardless of how explicit the patient might have been about their suicidal intent, should they die 

while treated under this Protocol, the stage is already set for their death to be dismissed as a 

‘tragic’ example of the unpredictable, accidental, outcome, rather than a predictable, preventable 

and intentional patient suicide secondary to neglect. 

 

“When I requested my notes last year I found a risk assessment my cpn did which said I 

was at risk of death by misadventure and accidental death she did without speaking to 

me. I found it really confusing because all my suicide attempts have been meant to kill 

me, I was upset afterwards they hadn’t. I don’t do anything risky in my life that could kill 

me accidentally so the risk assessment must have been about my suicide attempts which 

got rewritten as fake.” 

- TEWV Patient 

 

 

“To people who haven’t attempted suicide or don’t think that they are likely to eventually 

die from suicide probably wont understand but the idea that after your dead people will 

say you died because of a mistake or because you were seeking attention feels like 

such an injustice. TEWV have taken so much from me and created a whole new person 

in all my paperwork and medical history. If I kill myself and they also take my death from 

me and change it to their interpretation it would be the final injustice.” 

 

- TEWV Patient (bold ours) 
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Figure 8: Patient notes written by TEWV liaison psychiatrist while patient was in ITU following life threatening suicide 

attempt. Without even speaking to the patient, who was ventilated, the psychiatrist decided it was self-harm, and the 

patient had a low risk of death by suicide but a high risk of death by misadventure. 

 

Figure 9: Patient notes written after serious suicide attempt, which had been planned for a number of weeks 
beforehand. Suicide attempt reinterpreted as an “impulsive maladaptive coping mechanism” putting them at risk of 
death by misadventure. 

Consequently, all responsibility and blame can be shifted from the Trust to the patient. 

Conceptualised in this manner, the situation is no longer one of the Trust neglecting a patient in 

genuine suicidal crisis, rather, it is one in which the patient does not have suicidal intent, but is 

purposefully feigning such by harming themselves (or stating they will harm themselves), in an 

attempt to orchestrate a desired response from services 

(attention/manipulation/control/avoidance etc.). The utility of positive risk-taking now becomes 

clear. That the patient engages in these behaviours means they have already been reinforced 

(i.e. the behaviours have already been successful in getting the patient what they want). Thus, 

should staff engage with a BPD+ labelled patient claiming to be suicidal in a manner that takes 

them seriously, the patient will learn that feigning suicide or harming themselves is is an effective 

means of getting what they want, and their “behaviour” is further reinforced. Should this 

reinforcement occur, the patient will continue to engage in such “behaviour”, repeatedly exposing 

themselves to the risk of accidental death, placing them at a greater risk of death overall. By 

refusing to engage with the patient in a caring and validating manner when they approach services 

in a state of crisis, such an intervention presupposes that, while the patient is “temporarily” at 

greater risk of accidentally dying from their immediate behaviour, in playing the ‘long game’ and 

withholding reinforcement (i.e. withholding care), the patient will unlearn these behaviours, which 

will significantly reduce their long-term risk of death. Thereof, light is cast upon some of the 

Protocol’s more cryptic statements: 
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“The Trust recognises that optimal care for people with a diagnosis of BPD+ often means 

offering the patient care plans that “play the long game”, that strategically hold back 

from short term risk reduction (or the appearance of short term risk reduction) in order 

to achieve long term gains or reduce long term harms. This is therapeutic risk taking.”  

(pg.2 V1, bold ours) 

This particular approach to risk reduction and suicide prevention, one in which people are not 

believed when they disclose suicidal feelings or attempt suicide, is at the very heart of this 

Protocol. In effect, staff are encouraged to “support” patients from a place of disbelief, from the 

very beginning of their “care”; a place in which the person asking for help doesn’t actually intend 

to end their lives, but is merely attempting to manipulate staff into providing a desired response. 

It is from this place, that TEWV staff feel empowered to tell distressed, suicidal patients that they 

are just attention-seeking; to cut off crisis line calls after telling patients they need to ‘take 

responsibility for [themselves]’; to visit people in hospital after suicide attempts and inform them 

that ‘if [they] really wanted to be dead, [they] would be’. It is likewise from this place that TEWV 

have the gall to preemptively state: 

‘The Trust supports [...] and will continue to support such risk taking even when tragic 

events occur.’  

(pg.2 V1) 

 

“During 2019 i did CAT therapy which isn't done through TEWV it's from a private 

psychologist. In that time and the vast majority of 2019, I'd been in and out of [TEWV 

hospitals] with no support from my CPN if it wasn't for my CAT therapist I'd have just 

been left in a gutter to rot. My CAT therapist on many occasions made contact with my 

CPN regarding her concerns around my mental health, low mood, suicide attempts, 

anxiety and depression to be ignored most times and on the rare occasion she did get a 

reply all she got was "it's [patient name] she won't do it it's just words"”  

– TEWV Patient (bold ours) 

“I’ve told staff when a person is self-harming/ligaturing on a ward and been told to 

ignore them because it’s attention seeking and they want patients and staff to 

approach them. It was West Park where staff told me to ignore patients hurting 

themselves”  

– TEWV Patient (bold ours) 

“This time last year I was getting intrusive & overwhelming suicidal thoughts. I've had 

bipolar disorder for over a decade. I know when I am at risk. When I asked TEWV for 

help I was fighting for my life. They dismissed me. Their attitude was that I was 

attention seeking. That providing me with usual suicide prevention methods would not 
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be helpful. […] They told me I had capacity to kill myself. They told me people kill 

themselves in hospital all the time so hospital would be no help. They didnt record in my 

medical record that they said that though - they know it was unacceptable to say to a 

patient. […] TEWV formal policy makes clear the Trust supports patient suicides (or 

'death by misadventure' as staff like to minimise) in the interests of positive 

(outcome) risk taking. Sadly staff dont seem to care about patient consent to that.”  

- TEWV Patient (bold ours) 

 

6.2.2 What if there is no “Chronic Pattern”? 

The Protocol asserts that ‘for some people’, it is possible to discern a ‘chronic pattern’ of ‘suicidal 

thinking’ and ‘suicidal behaviour’, which is described as being ‘near constant in [patients’] lives, 

or [has] recurred multiple times in response to similar sorts of events’.  

No further material information is provided, so all staff may learn about “chronic pattern(s)” is that 

they (apparently) exist, and are either unremitting (‘near constant’) or episodic (‘recurred multiple 

times’). Thus, while TEWV claim chronic ‘self-harm and/or suicidal thinking or statements’ in these 

patients can be predicted by staff, they neglect to provide any means of identifying one. As such, 

they offer no formal criteria for the phenomenon, no indication as to what constitutes “chronic”, no 

guidance how frequently the behaviour must occur for it to be a “pattern”, no instruction on 

discerning “pattern-related” behaviours from “non-pattern-related behaviours”, and nothing to help 

in telling when a known pattern-related behaviour deviates to the point of becoming non-pattern-

related or vice versa. Essentially, Trust staff are expected to make a completely novel clinical 

“diagnosis” in the absence of any formal criteria, but (presumably) rely on their intuition instead.  

Of even more concern, is the Trust’s omission of any detail concerning “BPD+” patients for whom 

this ‘chronic pattern’ does not exist, though this can readily be inferred from the use of ‘some 

people’. While we presume Trust staff are able to produce a crisis plan for such patients, their 

omission from this Protocol is as dubious as it is dangerous. Particularly given the inherent 

“unpredictability” of such patients relative to those displaying a ‘chronic pattern’, suggestive of a 

potentially higher level of risk than staff can anticipate when using the Protocol’s approach.  

Moreover, by failing to explicitly note the presence and/or prevalence of “BPD+” patients who 

have never presented with a ‘chronic pattern’ within the TEWV patient population, the Protocol 

continues to forge the groundwork for the odious caricatured impression of BPD in the minds of 

those reading. From speaking for current and former TEWV patients, it’s evident that the 

stereotyped beliefs implicit in this fabled ‘chronic pattern’ conception of BPD have influenced the 

attitudes, behaviours, and judgements of clinical staff. 

“They said she was chronically suicidal, after one suicide attempt… I asked the 

psychologist over and over, what does chronic mean? What is the difference between 

acute and chronic? How would you define it? He just said it was complicated and there 

was no real definition, it was more a judgement call… So the judgement call of the crisis 
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team was that after one suicide attempt, with no history of feeling suicidal other 

than literally just the few weeks beforehand, she was chronically suicidal and 

therefore she wasn’t really going to kill herself cause she didn’t really want to die. Well 

they were wrong…” 

-       Family member of TEWV Patient (bold ours) 

“Staff like to say you feel chronically suicidal because then they can say your risk 

is low. I knew I was in real serious risk but I was told “this has been your presentation for 

some time”.. I have no idea why, I had never felt like that not for years not while I was with 

that team. Once you are chronic, they don’t have to take you seriously and they make 

you feel that if you tell someone repeatedly you feel suicidal, instead of it just being that 

you are trying to talk about how you feel suddenly its because you are trying to get 

attention.. because if you were “actually” suicidal, you would have killed yourself 

already.”  

– Former TEWV Patient (bold ours) 

While the Protocol’s initial inclusion criteria excludes non-BPD-labelled individuals lacking a 

history of suicide/self-harm, it does not exclude those who have been labelled with BPD, but 

whom also have no history of such. Put simply, the protocol is applicable to all patients labelled 

with BPD, regardless of their history of self-harm/suicide. In fact, the wording of the Protocol 

implies it believes all BPD-labelled people have such a history: 

“The protocol [...] applies to people who have a diagnosis of borderline personality disorder 

(BPD) and to people challenged by similar long term issues of self harm, suicidal 

thinking and behaviour [...]”  

(pg.1 V1 & 2, bold ours) 

Despite the “classic” clinical stereotype of the BPD-labelled person being as engaging in such 

“behaviour” habitually (‘a near constant in their lives’), not all people labelled with BPD have ever 

self-harmed or attempted suicide. Patients already well-known to mental health services as being 

labelled with BPD may present with suicidal ideation for the first time, many years after being 

labelled as such. A trial examining the differing forms of therapeutic intervention offered to such 

patients found almost half (43%) of the participants had no history of suicidality (suicide 

attempts/suicide ideation); over a third (36%) had no history of self-harm; and 17% had no history 

of either [576]. As recently noted, TEWV’s Protocol fails to anticipate the possibility of the BPD-

labelled patient presenting with suicidal or self-harm thoughts/actions for the very first time, and 

also fails to provide staff with any form of advice or support on the clinical management of newly 

emergent suicidal thoughts and actions. For the purposes of risk assessment, NICE guidelines 

recommend clinicians be particularly cautious in assessing patients who are not well known to 

them, being careful to ensure they don’t underestimate the seriousness of the risk [577]. The 

omission of any acknowledgement or guidance regarding this situation could result in staff 
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applying this species of positive risk-taking to all patients captured by the Protocol’s criteria, 

regardless of the apparent chronicity or “predictability” of the suicidal thoughts/behaviours. 

 

6.3 Behaviourism and BPD - What Interventions “should” look like 

There is no evidence to suggest that people labelled with BPD, or people with any other diagnosis 

or presentation subsumed into the invented “BPD+” category, are less honest about feelings of 

suicidality or self-harm. There is also no evidence to support blanket behavioural interventions 

which withhold ordinary care from vast, heterogeneous groups of patients. If a truly behaviourist 

intervention were to be considered for people struggling with self-harm/suicidality124, other 

possible functions and forms of reinforcement would also have to be investigated (i.e. not just 

attention-seeking/manipulation/etc). 

Behaviorists suggest four types of reinforcement through which an individual’s behaviour is 

maintained [578]: 

● Social positive reinforcement: The behaviour causes another individual to provide 

something, such as attention, a tangible “reward”, or access to something desired, which 

reinforces the behaviour (e.g.125 when the person takes an overdose, they are given 

attention by family/healthcare staff, so next time they want attention they know this is an 

effective means) 

● Social negative reinforcement: The behaviour causes another individual to facilitate the 

termination of an aversive situation/stimulus, such as enabling the person to escape an 

uncomfortable situation, which reinforces the behaviour (e.g. when the person self-harms 

they get out of doing something they didn’t want to do, so they learn if they want to get out 

of something they should self-harm) 

● Automatic positive reinforcement: The behaviour produces a form of stimulation, 

without another individual’s involvement, which reinforces the behaviour. This includes 

self-stimulation (e.g. when a person pulls out their hair they experience a positive 

sensation making them want to continue pulling out their hair) and external stimulation 

(e.g. when a person repeatedly bangs their head against their cupboard door it makes a 

sound that they find pleasant, meaning they continue to bang their head) 

● Automatic negative reinforcement: The behaviour terminates or reduces an aversive 

stimulus, without another individual’s involvement, which reinforces the behaviour. This 

includes terminating/reducing an internal stimulus (e.g. when the person self-harms it 

relieves emotional pain or suicidal feelings, so next time they experience emotional pain 

or suicidal feelings they know self-harm is an effective means of ending it) and the 

termination/reduction of an external stimulus (e.g. the person closes their bedroom door 

to reduce the noise of other people in the house, which was making them anxious. This 

 
124 Please note, the authors do not condone a behaviourist approach to suicide/self-harm interventions. 
125

 Please note, all such examples are purely hypothetical for the purposes of illustration only. 



145 

means next time they feel anxious about the noise in the house they know closing their 

door will reduce their anxiety) 

 

Figure 11: Diagram illustrating the relationship between different forms of reinforcement 

In interpersonal terms, these forms of reinforcement(s) occupy one of two categories, being 

contingent on either the presence, or absence, of influence from a third party. Forms of social 

reinforcement require the participation of another person (see first two bullets), who responds to 

and reinforces the behaviour of the first. In the present context, this could describe an interaction 

between a patient and a member of staff. On the contrary, automatic reinforcement does not 

require the participation of another person, as the reinforcement comes from the actions of the 

person exhibiting the behaviour in question126. In short, while social reinforcement is necessarily 

interpersonal in nature, automatic reinforcement is completely independent of others. 

The Protocol repeatedly implies that self-harm, suicidal ideation, and suicide attempts in “BPD+” 

patients are driven by interpersonal reasons (attention, manipulation, etc). Yet, by far the most 

common self-reported reason for self-harm and/or attempted suicide is actually the 

reduction or termination of an aversive stimulus, such as extreme emotional distress [579-

585]. Ergo, where the act of self-harm (for attempted suicide see footnote127) serves to reduce or 

 
126

 The individual does not require isolation from others for behaviours to be automatically reinforced. However, when behaviour, 

such as self-harm, is witnessed by others, the assumption is often that it is socially reinforced. Eg. the individual is attempting to 
elicit a caring response or manipulate others. 
127

 The reinforcement effects of attempted suicide are more complex and much less researched than self-harm. Much literature on 

the behavioural reinforcement of repeated suicide attempts conflate self-harm with attempted suicide. By definition, attempted suicide 
is an act of harm against the self which involves the conscious intention of ending life. When viewed and described in behaviourist 
terms, repeated suicide attempts are often considered to be reinforced through social positive reinforcement [586,587], i.e. the person 
who attempts suicide receives attention from family, friends and medical practitioners afterwards, leading the individual to repeat the 
act, with or without escalation, to  for the purposes of eliciting the same social response. However, what these accounts disregard is: 
if the intention of the individual shifts from ending their life to eliciting a caring response, it is no longer attempted suicide. There’s 
some suggestion that repeated suicide attempts aimed at escaping/ending an aversive stimulus (e.g. emotional distress, abuse, 
overwhelming responsibility etc) are automatically reinforced, but this seems based purely on the assumption that the person 
experiences some manner of relief from the aversive stimulus after/due to the attempt [588,589]. Researchers rarely seem to consider 
that repeated attempts may occur because the individual hasn’t yet achieved their goal of death. The (ostensibly) common 
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terminate an aversive stimulus (e.g. emotional distress), the self-harming “behaviour” reinforces 

itself through automatic negative reinforcement (ANR) [593-598].  

Miltenberger notes that: ‘behaviours maintained by automatic negative reinforcement are some 

of the most difficult problems to treat successfully.’ [599]. Nonetheless, there exist a number of 

different options for the clinical management of ANR-driven behaviour, including:  

1) Withdrawal of reinforcement: the reinforcing consequences of self-harm/suicidality are 

removed. For example, where the act of self-harming reduces negative feelings in the individual, 

the practitioner could (theoretically) intervene to modify the patient’s inner feelings until their self-

harming no longer has the effect of ameliorating their negative feelings. In practice, eliminating 

the reinforcing consequences of an ANR behaviour can be completely impossible. Given such 

consequences are wholly internal to the person experiencing them, they are usually not 

responsive to functional interventions, as (apart from some uses of pharmacological interventions) 

they cannot be directly controlled by clinicians [600,601]. Were such an intervention to exist, it 

would entail the clinician manipulating the patient’s inner state to the point where self-harming no 

longer reduced or eliminated their emotional distress or suicidal feelings (for example).  

2) Differential reinforcement: a behaviour that serves the same function as (thus replaces) self-

harm/suicidality is reinforced. For example, if the act of self-harm reduces negative feelings, then 

an alternative activity which might have the same effect, such as drawing or exercise, is identified, 

and the person is encouraged to utilise these activities instead. However, literature is lacking 

regarding the clinical effectiveness of this approach in reducing or eliminating ANR-maintained 

self-harm [602]. Common suggestions for the replacement of self-harm include snapping elastic 

bands over the wrist, holding ice cubes, taking hot/cold baths, or drawing lines on the skin with 

red ink. Research suggests these methods are commonly considered ineffective by people who 

self-harm, and may even be dangerous [602,604]. 

3) Antecedent manipulation: removal of the opportunity and/or motivation for self-harm/suicide. 

For example, if a person self-harms because they feel overwhelmed by negative feelings, 

effectively resolving the source of said feelings will mean they no longer need to self-harm 

(removal of motivation). Alternatively, if the person self-harms by cutting themselves (for 

example), any implements that can be used to do so are removed from the surrounding 

environment (removal of opportunity). Current research suggests that removal of the antecedent 

leads to the most clinically effective interventions for ANR-driven self-harm/suicide attempts [605]. 

Psychotherapy (and/or related interventions) can help the individual identify and work through the 

underlying negative emotions (or the triggers for such) at the source of their distress. For example, 

if a person who is experiencing daily post-traumatic flashbacks repeatedly attempts suicide 

because they cannot tolerate them, providing a suitable therapy to address the underlying trauma 

 
misconception of the mechanics underpinning suicide as being relatively straightforward, can lead to the mistaken belief that if 
someone has not achieved death following multiple attempts, they don’t really want to die. Empirical studies into opponent process 
theory and interpersonal theory report that, rather than attempted suicide being reinforced by temporary relief from aversive stimuli or 
the provision of social rewards, repeated episodes of suicidal ideation and/or suicide attempts can aid individuals in overcoming the 
natural drive for self-preservation, reducing fear of death/suicidal acts, increasing suicide capability and lead to repeated and more 
serious future attempts [590-592]. 
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would (hopefully) lead to the motivation behind the attempts being removed, thus causing them 

to cease. 

The Protocol gives no mention of distinguishing between different forms of behavioural 

reinforcement to ensure the correct intervention is utilised. Rather, it seems to consider that all 

suicidal and self-harm behaviours displayed by people it labels “BPD+” are maintained through 

social reinforcement, and as such, positive risk-taking and the withholding of specialist 

intervention is the only option: 

“The Trust recognises that optimal care for people with a diagnosis of BPD+ often means 

offering the patient care plans that “play the long game”, that strategically hold back 

from short term risk reduction (or the appearance of short term risk reduction) in order to 

achieve long term gains or reduce long term harms. This is therapeutic risk taking.”  

pg.2 V1 (bold ours) 

“Many of the familiar interventions for reducing short term risk of suicide and severe self 

harm (e.g. hospitalisation, enhanced observations, and increased frequency of community 

contact) can have negative short or long term side effects for people with BPD+.” 

pg.2 V1 

“For most people with a diagnosis of BPD+, the road to recovery begins when they see 

the possibility of taking adaptive action to end their own misery, instead of continuing 

to invest entirely in unrealistic hopes that others can take away their pain.” 

pg.4 V1 & pg.5 V2 (bold ours) 

“It can be very hard for patients, services, families and other stakeholders to understand 

why caring interventions that are at the core of mental health work, and provided for many 

other patients, might be harmful for a particular person with a diagnosis of BPD+, and so 

have not been offered.”  

pg. 6 V1&2 (bold ours) 

“Offering a lot of intervention, or long interventions, or specialist interventions, can 

convey to the person a sense that they “really are very disturbed” and undermine 

the development of a healthy identity”  

pg. 7 V2 (bold ours) 

 

6.4 Mental Distress or Anti-Social Behaviour? 
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As already discussed at length, TEWV staff’s “understanding” of “BPD+” “behaviours” seemingly 

amounts to little more than a caricature, wherein attempts at suicide or self-harm are taken as a 

wilful display of “bad” behaviour such as attention-seeking, or some other form of manipulation. 

This is reinforced by the Protocol’s exclusive reliance on such negative stereotypes, in place of a 

“legitimate”128 clinical description of BPD. This toxic BPD caricature forms the basis of the 

Protocol’s overarching functional analysis with regard to the clinical risk management of self-

harm/suicide “behaviours” in “BPD+”. This, in turn, forms the basis of the Protocol’s 

denial/withdrawal of care as a coercive means of controlling such. Through this blanket 

application of a functional analysis performed on a clinical caricature, TEWV staff learn that the 

provision of care will only act to reinforce such deliberate “behaviours” and, as such, should be 

“strategically” withheld from “BPD+” patients, even where this exposes the patient to a high 

immediate risk of death or serious injury in the short term.  

 

When discussing this manner of service response with TEWV survivors/patients, the authors 

learned of numerous occasions on which “BPD+” or BPD-labelled patients treated under the 

Protocol, have been presented with acceptable behaviour contracts (ABCs). It seems, in place of 

compassionate, well-informed and patient-centred clinical intervention, TEWV has elected to 

“treat” the aforementioned “behaviours” and any others staff consider to be “deliberate”, via the 

unilateral application of an inherently stigmatising, punitive response. These contracts outline the 

“behaviours” the patient should stop engaging in (including suicide attempts) as decided by staff, 

with the overt threat of civil and/or criminal action against the patient if they do not comply. Some 

of the patients subject to these measures have subsequently faced legal action, which includes 

being arrested after surviving suicide attempts, and even imprisoned [606]. 

 
Upon learning of this practice and its use at TEWV, the authors naturally assumed the Trust would 

have a codified policy regarding the safe and lawful use of ABCs in clinical situations. TEWV is, 

after all, legally required to have an adequate regulatory framework in place, to ensure patient’s 

human rights (among others) are not violated by Trust-approved clinical practice. In other words, 

before using such a punitive, high risk and (fundamentally) non-clinical intervention within a strictly 

clinical setting, staff must receive guidance regarding (among other things): which patients 

should/should not receive ABCs; the criteria necessary for imposition of an ABC to be appropriate 

and lawful; the composition and structure of the ABC, including examples of 

appropriate/inappropriate conditions; the level of staff seniority required to 

trigger/compose/present an ABC; how/when/where the ABC should be composed and presented 

to the patient; how to perform an adequate assessment of the risks inherent to such a radical 

intervention; how to ensure the Trust is operating within the law in its use of ABCs (eg the Mental 

Capacity Act; the Human Rights Act; the GDPR; health and safety regulations; common law duties 

of care, confidentiality, consent etc); and, crucially, detailed consideration of what should be done 

to ensure the patient’s clinical needs have been met, before the imposition of an ABC can even 

be considered. Let’s not forget that the patient’s being targeted for such already have a high 

material risk of death by suicide or self-harm; a risk the Trust is legally required to mitigate 

throughout its practice. Thus, following the submission of an FOI request seeking just such a 

 
128

 As already note, the authors do not consider BPD to be a legitimate clinical diagnosis. Nonetheless, western medicine most 

certainly does and, as such, provides several “official” clinical presentations for BPD/EUPD. 
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policy, the authors were beyond disturbed to discover that, despite the material evidence 

demonstrating the clinical use of ABCs within the Trust, TEWV have provided staff with 

absolutely nothing in the way of a Trust-approved policy, procedure, protocol, pathway, or any 

other formal or informal written guidance regarding the clinical use of ABCs within the Trust [607]. 

In light of this glaring omission, the authors can only assume these critical operational details are 

left, entirely, to the discretion of individual staff members.  

Despite the official decriminalisation of suicide in 1961 [608], punitive actions are still being taken 

against those who attempt suicide in the UK, but who are considered a “nuisance” rather than 

“genuinely unwell” - very often people labelled with a personality disorder. “Behaviours” such as 

self-harm, suicide attempts, and even the act of reaching out for help when suicidal are now being 

jointly controlled by mental health services and law enforcement. This is either achieved via 

informal arrangements, such as “high intensity” programs [609], and acceptable behaviour 

contracts, or with the formal statutory powers of the Anti-Social Behaviour, Crime and Policing 

Act 2014 [610-616]. Arrest and prosecution may also be sought for those who are considered to 

have breached the peace, wasted police time, or caused a public nuisance when trying to end 

their lives [617-624]. Such arrests and prosecutions can even be imposed where “help” (i.e. 

emergency services) was called by a friend or relative, in response to the patient saying they feel 

suicidal/at risk of harming themselves. 

“Eventually in May of 2019 the police decided to issue me with the full Community 

Protection Notice (CPN). [...] Once when I was struggling I text a friend to say I was 

thinking of harming myself. She ended up calling for help and the police showed up, who 

told me I had broken my notice. I have never felt more isolated than I am now knowing 

that if I do need help I can’t so much as tell a friend or even a family member. I’m not 

even allowed to tell my mum I’m struggling. What sort of life is that? If my family call for 

help, it’s me who will get arrested. The only people I’m allowed to talk to about suicidal 

distress are specified mental health professionals, yet they are the ones who’ve put me in 

this situation. My trust in them is at an all time low. Talking about my distress and asking 

for help is now a criminal offence.” 

- Anon. Mentally unwell or criminal? My experience of being criminalised 
for my mental health [625]. (bold ours). 

 

“[I was in an abusive relationship] for nearly six months during which I attempted suicide 

a number of times.[..] My suicide attempts have been labelled as ‘a cry for help’ when in 

reality, every time I was saved, I thought I could feel someone else die as a result of my 

‘failure’. At the time I wasn’t told about this but my local team and police force made a 

‘crisis plan’ detailing how to ‘deal’ with me in a crisis and avoid ‘reinforcing’ what 

they believe to be attention seeking behaviours. [..] The plan states that if I am found 

in public in a crisis situation, I am to be taken to hospital for a capacity assessment. If I 

am deemed to have capacity the officers involved must arrest me for any offence that they 

feel appropriate. When I was told about this plan the explicit instructions I was given 

were “to not commit suicide in a public environment”. I was also told that I could 



150 

“do what I wanted in my personal space” AKA I can take my own life as long as it 

does not inconvenience any other people. This plan has destroyed my faith in mental 

health and police services and has meant I am now unable to talk freely about my mental 

health as I fear arrest if I am honest with how I feel. I also know that I can’t risk surviving 

future crises and I am sure that if I was to get into such a desperate situation again, I 

would not walk it off.” 

-    Anon.  I am now unable to talk freely about my mental health as I fear 

arrest [626]. (bold ours) 

 

 
 

Figure 12: Collection of UK newspaper headlines regarding people arrested/charged/imprisoned for attempting 
suicide 

6.4.1 Anti-Social Behaviour, Crime and Policing Act 2014 

The Anti-Social Behaviour, Crime and Policing Act 2014 (henceforth, the Act or ABCPA) 

consolidated 19 different statutory powers, (including ASBOs) into six: civil injunctions, criminal 

behaviour orders, dispersal powers, community protection notices and remedial orders, public 

spaces protection orders, closure notices and orders, and absolute grounds for possession [627]. 

The purpose of the Act was to make it easier to tackle “anti-social” behaviour, such as vandalism, 
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graffiti, drunk or rowdy behaviour in public, littering, intimidation and harassment, out of control 

dogs, “dangerous and yobbish behaviour”, and “nightmare neighbours”. As such, with the 

exception of criminal behaviour orders, the remaining powers lie within the jurisdiction of civil 

courts (or the police), where the lower burden of proof makes them easier and quicker to obtain. 

Yet, with all but one such power, a breach leads to criminal prosecution. Such orders effectively 

criminalising noncompliance, regardless of whether such entails an actual criminal offence. For 

example: refusing to clean one’s windows is not a criminal offence, yet, where a person is issued 

with a community protection notice stipulating they should clean their windows, not cleaning said 

windows becomes a criminal offence for this specific individual. 

Essentially, the ABCPA permits local authorities to depart from defined criminal law, by targeting 

specific individuals with personalised, pseudo-criminal offences. Thus, something that might be 

perfectly legal for everyone else to do/not do, is a criminal offence for one individual. Moreover, 

though these powers effectively create novel criminal offences in everything but name, their issue 

is (often) subject to the considerably lower, civil standard of proof, if that. The Act devolves 

unprecedented power to local authorities. This reflects the ABCPAs “deliberately local” and 

“victim-centred” ethos, ostensibly placing local services at the heart of solving local problems with 

local people. As such, it places particular emphasis upon effecting a positive behaviour change 

(as opposed to merely “managing” existing behaviours) and on ensuring that the voices of victims 

and communities affected by such are heard [628]. 

Despite this new provision of quicker, more accessible formal powers for curbing “anti-social” 

behaviour, the accompanying statutory guidance provided to frontline professionals, asserts that 

informal interventions are best placed to start the process of dealing with anti-social behaviour, 

as they “can establish clear standards of behaviour and reinforce the message that anti-social 

behaviour is not tolerated” [629]. It goes on to state that the threat of more formal enforcement is 

often enough to encourage the individual to change their behaviour. Examples of applicable 

informal interventions include mediation, community resolutions, verbal warnings, and the 

acceptable behaviour contracts (ABCs) previously noted in relation to TEWV. 

  

6.4.1.1 Acceptable Behaviour Contracts 

ABC’s are touted as “voluntary” written agreements between the individual engaging in “anti-

social” behaviour, and at least one local agency whose remit includes the prevention of such 

behaviour (e.g. the local council, housing association, school etc). Ideally, ABCs should be written 

with the individual’s involvement, though this is not an absolute requirement. The Home Office 

guide to ABCs recommends that “[w]here possible the individual should be involved in drawing 

up the contract. This may encourage them to recognise the impact of their behaviour and take 

responsibility for their actions.” [630] 

Accordingly, the contract should include:  
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● A description, or descriptive list of the individual’s “anti-social” behaviour(s)129, that they 

agreed to stopping. These may be worded as pledges: e.g. ‘I will not [engage in behaviour 

x]’  

● More general conditions regarding acceptable measures the individual should take to stop 

engaging in these behaviours: e.g. ‘I will work hard to engage with [the positive measures 

specified herein].’ 

● How the contract is breached: e.g. ‘If [the individual] does anything they have agreed not 

to, and which the [relevant agencies] consider anti-social…’ or, ‘If [the individual] fails to 

comply with the positive measures specified herein...’ 

● Followed by the consequences of any such breach: e.g. ‘...an application may be made to 

[a civil or criminal court] for the imposition of [formal civil or criminal powers] against you.’ 

Initially conceived by a community police officer in Islington in the early 2000s, ABCs were 

introduced as a means to “force young troublemakers to mend their ways” [631]. However, their 

present-day usage has expanded far beyond this relatively narrow objective130. It seems some 

NHS mental health Trusts, including TEWV, have started deploying them as a draconian means 

of controlling certain patients, wherein the authority to define their individual expression of mental 

distress is appropriated by Trust staff, who reframe it as “anti-social” behaviour, as opposed to a 

symptom of mental illness or response to severe trauma. 

As informal interventions (and despite the word “contract”), ABCs are not a statutory power, they 

are not legally enforceable and, as such, they cannot entail formal sanctions. Accordingly, the 

individual is not legally obliged to sign, follow or even acknowledge an ABC written in their name. 

In this sense, they are technically voluntary. However, where individuals decline to sign/comply 

with an ABC, this can be used as evidence against them in subsequent applications for formal 

enforcement measures (e.g. a civil injunction, community protection notice, or even a criminal 

behaviour order). Indeed, according to one of the examples given in the Home Office guidance 

[632]: 

“[breached] ABCs have been useful in preparing ASBO applications as they indicate to 

the court that an offender is unwilling to change their pattern of behaviour voluntarily and 

this negates any attempt by defence counsel to argue that the ASBO is unnecessary.”  

- Pg. 55 

This threat of legal action is felt to “[provide] an incentive to ensure that the contract is adhered 

to.” While the Home Office encourages the use of such threats in ABCs, the language and tone 

of their ABC example [633] (see Figure 13) is drastically different from that used by TEWV/North 

 
129

 There are no restrictions with regard to which “behaviours” are legitimately “anti-social” and which aren’t. As such, it is 

completely open to interpretation. The home office guidance offers the following list of suggestions, though it is not prescriptive: 
harassment of residents; verbal abuse; criminal damage; vandalism; noise nuisance; writing graffiti; engaging in threatening 
behaviour; racial abuse; smoking or drinking while underage; substance misuse; joy riding; begging; prostitution; kerb-crawling. 
130

 Though the language: ‘forc[ing] young troublemakers to mend their ways’ is problematically vague in the context of “anti-social” 

behaviour interventions, it remains firmly within that context. That is, generally-speaking, terms such as “young troublemakers” are 
not associated with mental health or with mentally unwell individuals.  
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Yorkshire Police in this real-life ABC, issued to a patient treated under the Protocol (see Figure 

14). 

 

Figure 13: An example of an acceptable behaviour contract published by the Home Office131 

In the Home Office’s example, drawn up for a hypothetical person engaging in behaviour such as 

threatening local residents and property damage, a breach of the ABC may result in an application 

for an anti-social behaviour order. In contrast, the ABC issued to an actual TEWV patient following 

 
131 Reproduced under the terms of the Open Government Licence: http://www.nationalarchives.gov.uk/doc/open-government-

licence/version/3/ 
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a number of serious suicide attempts, states ‘If you do not adhere to [the ABC], we will consider 

undertaking proceedings to apply to the courts for a Criminal Behaviour Order or a Civil Injunction.’  

It bears noting that no NHS Foundation Trust has the authority to apply for, or wield, any of the 

formal powers provided by the ABCPA. However the very opposite is true of the Police which, 

presumably, is why this ABC was drafted by TEWV in conjunction with North Yorkshire Police. 

One assumes that, when the State elected not to permit NHS clinical authorities to facilitate the 

imposition of punitive and 

formal behavioural 

controls on its own 

patients as a form of 

clinical management, it did 

so for a very good 

reason132. As 

depressingly absurd as it 

is to have to explicitly 

articulate this in 2021: the 

criminal justice system 

has absolutely no 

business involving itself in 

the clinical operations of 

mental health services133. 

These patients have not 

been targeted for 

committing a violent, 

threatening and/or 

destructive criminal 

offence while under the 

Trust, rather, they have 

been targeted for clinical 

manifestations of distress 

that the 

Trust/Police/Courts/State 

etc find inconvenient or 

distasteful. As such, these 

ABCPA powers are 

effectively being used as a 

cheaper and less onerous 

alternative to legitimate 

clinical management. This 

 
132

 I.e. because it would not conform with contemporary legal standards concerning consent, professional duty of care, 

confidentiality, treatment compulsion, human rights, the right to patient-centred care, equalities etc etc etc  
133

 The aforementioned patients are all users of non-forensic services, that is, their involvement with such is not the result of any 

criminal offending on their part (though they may or may not have unrelated convictions). Even in purely forensic services, clinical 
management is left to the clinicians, not the police  or the courts. 

Figure 14: An extract from an acceptable behaviour contract given to a TEWV 
patient 
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has the added bonus of immediately foisting all accountability for these acute “behaviours” (i.e. 

clinical signs/symptoms of acute distress) on the patient, thus obscuring the prominent backdrop 

of Trust neglect and abuse, and the negligence of all state agents involved. Due to the Act’s 

specific limitations, the only way TEWV can invoke these powers is via collusion with the local 

police, and the word “collusion” is not used lightly. There is nothing to suggest the ABCPA’s 

powers were ever intended for clinical use. The Act does not permit NHS Trust involvement in 

procuring said powers, nor does it permit local constabularies, police officers and/or the courts to 

involve themselves in the clinical management of any patient. As such, it seems reasonable to 

conclude that the scenario threatened by this ABC is not a legitimate use of the ABCPA, rather, 

it’s an example of the Trust piggybacking on the police for the purposes of exploiting a legal 

loophole serving the interests of both parties. 

As stated, one of the aims of the ABCPA was to make tackling anti-social behaviour easier and 

quicker, for the police and other local agencies. As such, some powers, such as the community 

protection notice, may be summarily issued by police officers, council officers, or social landlords 

(where designated by the council), without need for an application to the court (see below). The 

power to make applications to court depends on jurisdiction: while a number of public bodies134 

can apply to the civil courts, applications for criminal measures may only be made by the Crown135, 

either at its own behest or following a request from the local police or council. No part of the Act 

permits NHS Foundation Trusts to either make such an application, or to request it. Indeed, one 

might ask whether it is remotely appropriate for an NHS mental health Trust to collude in the 

criminalisation of the persons to whom it indisputably owes a statutory duty of care, on the sinister 

basis of non-compliance with Trust “care”. 

The following paragraphs outline three such powers commonly used against mental health 

patients: community protection notices, civil injunctions, and criminal behaviour orders. 

 

6.4.1.2 Community Protection Notices 

Community protection notices (CPNs) are supposed to be issued to individuals, businesses, or 

organisations being disruptive within the local community. This may include repeated acts of 

vandalism, littering, and noise pollution. To qualify for a CPN, the relevant “anti-social” behaviour 

must a) be having a detrimental effect on the quality of life of those in the locality, b) be consistent 

or continuing in nature, and c) be considered unreasonable [634]. Local councils are left to devise 

their own procedural framework, and the wording of a) affords them a tremendous degree of 

discretion over the types of behaviour considered “anti-social”.  CPNs can be issued136 by 

authorised persons, that is, individual council or police officers, police community support officers, 

and designated social landlords, who must be satisfied that the individual can be “reasonably 

 
134

 According to statutory guidance this includes: local councils; social landlords; the police; Transport for London; West Midlands 

Combined Authority; Transport for Greater Manchester; the Environment Agency; Natural Resources Wales; and the NHS Counter 
Fraud Authority. Note that this very specific list does not include NHS Foundation Trusts. 
135

 I.e. the Crown Prosecution Service or CPS 
136

 Note, before a CPN can be issued, the “problem” individual/business/organisation must first receive a written warning 
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expected to control or affect the behaviour in question”. In this regard, they must give particular 

consideration to the presence of any protected characteristics, as defined by the Equality Act 

2010. Though the power to issue a CPN lies within extra-judicial civil jurisdictions, to be found in 

breach of the notice is, nonetheless, a summary criminal offence under s.48 of the ABCPA. 

Following conviction, the court may impose fines of up to £2,500, and additional formal means of 

control, such as forcing the individual to pay for remedial works or surrender personal property 

related to the CPN.  However, conviction is not required for all sanctions:  fixed penalty notices of 

no more than £100 can be issued by the same authorised persons as before, without the need 

for court order. Following the issue of a CPN, the individual named therein has up to 21 days to 

appeal their local magistrate’s court. However, while the appeal is pending the measures imposed 

by the CPN are still in effect [635]. 

6.4.1.3 Civil Injunctions 

Civil injunctions, commonly known as anti-social behaviour injunctions, or ASBIs, are granted 

where an individual has caused, or has threatened to cause, harassment, alarm or distress to any 

person by means of their “anti-social” behaviour, and where it is considered a fair and convenient 

means of preventing the individual from engaging in said “anti-social” behaviour. Unlike CPNs, 

ASBIs for over 18s may only be issued following an application to the local County Court, or to 

the High Court (Youth Court for under 18s). As already noted, a number of agencies can apply 

for ASBIs directly, but this does not, it seems, include NHS Foundation Trusts. As is no doubt 

obvious, civil injunctions are a matter for civil jurisdictions. As such, breach of a civil injunction is 

not a criminal offence. Nonetheless, a deliberate failure to obey/respect the authority of the Court, 

otherwise known as being in contempt of court, is (in this case)137 a civil offence, attracting an 

unlimited fine, or up to two years in prison [636]. Injunctions are considered appropriate for those 

behaviours with the potential to cause “serious harm” to victims and communities, such as 

aggressive begging, abusive behaviour towards neighbours, and gang related activity. Unless the 

court stipulates otherwise, the individual has 21 days following the issuing of a ASBI to appeal 

the decision [637]. 

6.4.1.4 Criminal Behaviour Orders 

Criminal behaviour orders (CBOs) can be issued to a person convicted of “a [criminal] offence”138, 

for the purposes of “tackl[ing] the most persistently anti-social individuals who are also engaged 

in criminal activity” [638]. However, the statutory guidance indicates such orders should not be 

sought for an individual who has “not caused, or is unlikely to cause, harassment, alarm or distress 

to victims or communities”. Unlike the other powers provided by the Act, CBOs fall within criminal 

jurisdiction, and may only be issued by a criminal court.  The crown prosecution service can make 

an application for such at its own initiative or following a request from the local council or the 

police. CBOs are designed to prohibit the individual from engaging in certain actions, but can also 

impose positive requirements addressing underlying causes of the individual’s behaviour. 

Unsurprisingly, breaching a CBO is a criminal offence and, if convicted on indictment, the 

 
137

 Please note, contempt of court may also be a criminal offence. The circumstances of such are different to that of the civil 

iteration, but are not relevant here. 
138

 i.e. any offence, regardless of whether or not it is linked to the anti-social behaviour 
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individual could face up to 5 years in prison. Breaches normally attract prosecution, as there is a 

strong public interest in doing so. The individual has a right of appeal, either to the local 

magistrate’s court or to the criminal division of the court of appeal [639]. While an appeal is 

pending, the conditions of the CBO are still in effect. 

 

6.4.2 What is “Anti-Social” Behaviour Anyway? 

As partially noted above, the Home Office’s statutory guidance explicitly states the powers 

provided by the Anti-social Behaviour, Crime and Policing Act 2014 should not be used for 

“reasonable, trivial or benign behaviour that has not caused, or is unlikely to cause, harassment, 

alarm or distress to victims or communities”. In other words, powers designed to curb “anti-social” 

behaviours should only be used for behaviours that are actually “anti-social”. According to the Act 

itself, in the context of public spaces, such behaviours relate to ‘conduct that has caused, or is 

likely to cause, harassment, alarm or distress to any person’. The Home Office’s explanatory 

notes to the Act provides a less technical description: ‘[t]he term “anti-social behaviour” describes 

the everyday nuisance, disorder and crime that has a huge impact on victims’ quality of life’ [640]. 

Though the latter does not have the same legal force as the former (somewhat vague) statutory 

definition, it is a reasonable indication of its spirit. In other words, it is manifestly clear that the 

powers of the Anti-social Behaviour, Crime and Policing Act 2014 were never intended as 

coercive clinical “remedies” for expressions of acute mental distress. Accordingly, nowhere, in 

the many descriptions and examples given in Act, or in the government white paper preceding it, 

or in the associated statutory guidance and explanatory notes, does it state that expressions 

of individual distress, suicide attempts, or self-harm are considered to be anti-social 

behaviour(s), nor is it ever suggested that such would meet the legal test(s) entailed by the 

powers provided therein. Indeed, as prominently noted in the Home Office guidance: 

“The legal tests that govern the use of the anti-social behaviour powers are focused on 

the impact that the behaviour is having, or is likely to have, on victims and communities. 

[...] 

The legislation requires the relevant local agencies to be satisfied that the specific legal 

tests and safeguards set out in the legislation are met before the anti-social behaviour 

powers are used.” 

- Home Office. Anti-social Behaviour, Crime and Policing Act 2014: Anti-social behaviour 

powers. Statutory guidance for frontline professionals. Pg. 5. 

In other words, the powers are only lawfully applicable where wholly unreasonable or disruptive 

“behaviour” is having (or, is likely to have) a detrimental impact on the local community. To be 

clear, “local community” is not a euphemism for “Trust staff” who, in the main, appear to be the 

only persons actually complaining about patients seemingly having the “nerve” to attempt suicide 

in a public place. Note also, that doing something in a “public” place is not the same as doing it in 

view of members of the public. This distinction is important: the use of “anti-social behaviour” 
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powers in response to suicide attempts evokes images of suicide as a deliberate public spectacle, 

on a par with a Tibetan monk self-immolating in the middle of a busy marketplace in China139. Yet, 

in the vast majority of cases attracting the use of such powers, patients were attempting suicide 

in largely secluded “public” places such as railways, rivers, bridges etc. Regardless, the 

sociomoral acceptability of attempted suicide should not be contingent upon whether or not it 

occurred in public or private. In misusing the law as a means of “formally” creating such divisions, 

NHS Trusts including TEWV, have succeeded in both weaponising and whitewashing mental 

health stigma. Disturbingly, it seems it is now “acceptable” (to the agencies involved) for NHS 

mental health trusts to disingenuously invoke punitive legal powers offering them some degree of 

formal control over patients from heavily stigmatised populations, including the threat of criminal 

sanctions, solely on basis of institutionally-approved stigma regarding such patients. All of which 

is done under the guise of “clinical” authority. Suffice to say, the authors fail to see how attempted 

suicide (etc) satisfies the legal tests entailed by these powers.  

 

6.4.3 Harm to Whom? 

Local agencies are also required to ensure the Act’s safeguards have also been satisfied before 

a power is imposed. As such, they must consider whether the individual is capable of complying 

with the conditions of the power (e.g. a prohibition against attempting suicide). Likewise, they are 

also expected to ascertain whether or not the person is reasonably able to control or affect the 

behaviour in question [641]. Consider that “recurrent suicidal behaviour, gestures, or threats, or 

self-mutilating behavior” [642] is a diagnostic criterion of BPD. As such, it is a clinical 

phenomenon; a symptom of a recognised clinical syndrome. Violent seizures are (generally) a 

clinical sign of epilepsy, and the sight of such can be very alarming to members of the public. Yet, 

(hopefully) no person with epilepsy has ever been slapped with a CPN following a public seizure. 

Writing strictly within the confines of the prevailing medical model for a moment: suicide 

attempts/self-harm are a “legitimate” symptom of a “legitimate” disorder. As such, one cannot 

assume such “behaviours” are within the control of the individual displaying them. It’s not enough 

to say BPD is somehow “different” from all other medical conditions: conceptually, it is still very 

much a medical condition, just as epilepsy is. Accordingly, it really doesn’t matter what degree of 

control a person has over their symptoms, that they are codified as “legitimate” medical 

phenomena means they cannot simply be assumed to be within a person’s control, nor should 

they be subject to legal powers of control. Not unless every sign/symptom of every disease, 

syndrome, disorder etc. is subject to the same. Additionally, local agencies should also have 

special regard for the presence of protected characteristics per the Equality Act 2010, which 

includes disability. As a chronic health condition, BPD will, in most cases, automatically meet the 

statutory definition of disability [643]. 

This is not to say the presence of suicide/suicide attempts within the community does not cause 

harm. Rather, it is merely to point out that the patient is just as much a victim of said harm as the 

 
139

 This is not intended as a moral comparison; the authors do not believe the moral character of a person attempting suicide is 

contingent upon the presence/size/composition of a public audience. Nor do the authors believe highly “public” suicides, including 
those that are deliberately public (ie political suicides) are instances of “anti-social” behaviour. 
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local community. Speaking bluntly: these communities are being harmed by inefficient, 

inadequate, unsafe and poorly regulated NHS mental health trusts and services. They are harmed 

by neopaternalism, stigma and corruption.  At a local level, the perpetrators of said harm also 

happen to be the NHS Trusts (“local agencies”) responsible for warping suicidality into “anti-

social” behaviour in the first place. These same trusts are responsible for misusing the powers of 

the Act, perhaps as a means of deflecting blame and/or concealing the ongoing, but largely 

unacknowledged, mental health care crisis. On a national scale, the paucity of funding, regulation 

and oversight, and the lack of appetite for such is perpetrated only by the State. Repeated “public” 

suicide attempts are a consequence of this harm, not a cause. The public and local communities 

should rightly feel “alarm and distress” at the sight of one of their own being driven to desperation 

by the institutionalised negligence of publicly-funded state service. Public suicide attempts are 

not “anti-social” behaviour, but labelling them as such is, most likely, a very effective means of 

obscuring the national scandal at the heart of the problem: NHS mental health services are slowly 

starving to death. 

 
6.4.4 Compulsory Treatment via the Back Door 

As previously noted, the Anti-social Behaviour, Crime and Policing Act 2014 deliberately makes 

provision for the imposition of “positive” requirements upon persons subject to its powers. The 

purpose of such requirements is, ostensibly, to help the person tackle the roots of their anti-social 

behaviour. Generally-speaking, measures appropriate for such include, for example, dog 

obedience classes for irresponsible dog owners, mediation sessions for neighbours in conflict, 

anger management classes, youth mentoring etc. For ASBIs and CBOs, these requirements 

should be supported by proof of their enforceability and utility. In the case of CPNs, they must be 

able to pass the legal test of reasonableness.    

Where these statutory powers are appropriated to serve such inordinately oppressive purposes 

as, among other hideous possibilities, legally ordering a (likely) highly vulnerable person 

experiencing profound mental health difficulties to “not to attempt suicide”, the “positive” 

requirements imposed could, for example, involve forcing the person to engage with “appropriate 

treatment” from mental health services. In the case of ASBIs and CBOs, such requirements may 

even constitute a formal court order, breach of which may incur civil or criminal penalties 

respectively, either of which could earn the person a prison sentence. While CPNs are not court 

orders, to breach one is a criminal offence, meaning they can easily be converted to a CBO if 

breached. Thus, in all such cases, the powers discussed can be wielded as a means of legally 

compelling a patient to undertake “appropriate treatment”. 

Of course, this necessarily assumes all NHS-mandated treatment is, prima facie, automatically 

appropriate, regardless of what the reality is. Yet, as repeatedly demonstrated throughout the 

report, there is nothing professionally, ethically or legally appropriate about the “care” provided to 

BPD-labelled patients under TEWV. This is particularly relevant in light of the low standard of 

evidentiary proof required by the Act’s powers, and the exceptionally vague statutory language 
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regarding the nature of the requirements imposed140. The most that is asked of such requirements 

is that they be enforceable and suitable from the point of view of the applicant, not the patient. 

Sure, the clinical “appropriateness” of the treatment might be included as part of this, but there is 

no direction for the court to explicitly consider it. Nor does the court have to trouble itself debating 

the slew of central ethical issues it is simultaneously bulldozing. Thus, for CBOs and civil 

injunctions, while the order imposing treatment compliance must be made by the court, it seems 

the question of clinical appropriateness is left to the discretion of the treatment provider. 

Accordingly, a court-imposed requirement for compliance with “appropriate treatment” is akin to 

the court issuing a “blank cheque” with which the provider may impose whatever treatment they 

deem appropriate. 

The standard of evidence required to “prove” the enforceability and suitability of any such 

requirement is exceptionally low. It need only satisfy the lowest burden of proof141, and, as such, 

the “evidence” itself may be entirely composed of opinion and hearsay [644]. Moreover, following 

the judgement in DPP v Bulmer [645], the Act imposes no explicit burden of proof with regard to 

the second condition of the legal test for CBOs (s.22(4) ‘The second condition is that the court 

considers that making the order will help in preventing the offender from engaging in such 

behaviour’). That is, even where the Court believes the order is likely to fail via non-compliance, 

because the ‘offender’s [health-related] problem, means that he or she is totally unresponsive to 

an Order’ and ‘it is not possible for the underlying cause of the behaviour to be tackled by a 

positive requirement’ [646].  

For both ASBIs and CBOs, the Act requires such evidence be given by the person responsible 

for supervising compliance with the order (s.3(2) or s.24(2)). Regarding a person’s professional 

suitability for this role of supervisor, literally all the Act has to say is: ‘[t]he person may be an 

individual or an organisation’ (s.3(1) or s.24(1)). Where this “person” is actually an organisation, 

like an NHS Trust for example, they must still be represented by an individual speaking on their 

behalf. Thus, it seems all that is truly required of this “person” is that they currently exist, either in 

singular or plural form. In the context of health-related positive requirements, one presumes this 

role is intended for an appropriate “local agency”, though neither the Act nor its statutory guidance 

provide any indication as to who or what this might be [647]. While the lack of any specific 

experience or qualifications might seem equitable in theory, in practice it runs the risk of re-

creating the structural and professional power imbalances between patient and provider. Consider 

that, as far as mental health treatment compliance orders go, the person supervising compliance 

is, presumably, also working for the Trust providing the treatment. Consider further, that an NHS 

mental health trust could nominate any member of clinical staff to represent them in court, no 

matter how inexperienced or unqualified, whilst still capitalising on the immense structural and 

professional authority entailed by their status as an NHS Trust. Finally, consider that the judiciary 

has a long history of deference to the medical profession which, in recent times, has also extended 

to other healthcare professions [648]. As such, the quality of the evidence provided may be 

 
140

 Generally, the only “safeguards” are those ensuring the requirements will not interfere with the person’s ability to attend work. 

There are no other restrictions or exclusions regarding the exact nature of the requirements. 
141

 On the balance of probabilities, i.e. more likely than not 
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somewhat irrelevant; if it’s falling from the designated mouthpiece of an NHS Trust, it may go 

unchallenged by the court142. 

Thus, when it comes to the practical imposition of these powers, it seems the only party subject 

to any meaningful degree of scrutiny is the patient or, rather, the defendant. Therein lies the crux 

of the problem: while the role of patient might (generally) evoke sympathy, the role of defendant, 

by definition, attracts blame. Unlike strictly medicolegal cases, the roles occupied by patient and 

provider in the cases at hand appear even more asymmetric. The patient’s case is immediately 

undermined by their appearance as the defendant, and as the only party whose conduct is 

explicitly scrutinised. Whereas the provider is given the authority to define the latter’s conduct in 

entirely moral terms, despite this being completely inappropriate and unethical, whilst merely 

being assumed to be honest, trustworthy and blameless. While it would be nice if we could all 

safely make such assumptions about NHS staff/organisations, the evidence presented by this 

report is testament to the fact that we cannot, particularly where TEWV are concerned.  

At present the authors know, beyond reasonable doubt, that TEWV has both threatened “BPD+” 

patients with CBOs and ASBIs for attempting suicide, and has also been instrumental in having 

CBOs successfully imposed on patients for attempting suicide. So, not only will the Trust do 

absolutely nothing to meaningfully support or care for acutely suicidal “BPD+” patients, it both 

supports and actively seeks punitive, criminalising responses to a problem it was instrumental in 

creating. Not only are patients grossly neglected, they are publicly blamed and punished for the 

iatrogenic harm they experience as a result of such. Moreover, while they are pilloried in court for 

failing to end their lives, the Trust can simply churn out the Protocol’s pseudoclinical moralisms 

regarding BPD and patient responsibility, completely unchallenged. In such circumstances, the 

imposition of a positive requirement concerning compliance with “appropriate treatment” is akin 

to ordering a survivor of abuse to resume their relationship with their abuser. 

 
6.4.5 Iatrogenic Suicide: ‘Nobody wanted to hear me and protect me from mental health 

services…’ 

Of all the public services, institutions and members of the press involved in these cases (e.g. 

social services, NHS the police, the ambulance service, the judiciary, the Crown, court reporters, 

newspaper editors, the public etc) it seems none are willing or, perhaps, even able to fathom the 

possibility that NHS mental health services can actually be the sole and explicit reason a patient 

wants to die. Similarly, where such reasoning is less discrete, that years of neglectful, stigmatising 

and coercive “care” might significantly contribute to a patient’s suicidality as a form of iatrogenic 

harm, is rarely, if ever, considered. As already stated, where such a patient becomes a defendant, 

they are immediately stripped of what little epistemic authority they have left, as the court defers 

to the service’s caricature of them as intractably deceitful, attention-seeking and bad, but not mad. 

As such, the patient experiences a whole new level of powerlessness: not only are they 

discredited in the eyes of local healthcare services, they are pilloried by the criminal justice system 
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 This is not intended as a criticism of the lower courts. Rather, it merely recognises that such courts, particularly civil courts may 

not have the resources needed for a procedurally fair imposition of the Act’s powers (see Ibid for more detail). 
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and the press for being “attention-seeking” or, in other words, not genuinely distressed, unwell or 

suicidal. All of this while having to watch the true perpetrator completely escape scrutiny, whilst 

strengthening their neglectful and coercive approach by co-opting the criminal justice system. It 

is, quite frankly, hard to imagine an outcome with a greater guarantee of escalating such a 

person’s risk of suicide. It’s one thing to have your experience of mental distress serially 

neglected, redefined, controlled and dismissed by the NHS, it’s quite another to have it publicly 

dismembered, corrupted and renounced by the Crown and the judiciary.  

Of the TEWV patients the authors spoke to, many reported that their experiences with the Trust 

and its staff left them feeling more hopeless and suicidal than before they approached services 

for help. Many also told of their attempts to either address, criticise or escape the behaviour of 

Trust and staff being met with increasingly coercive, paternalistic, oppressive and underhand 

tactics on the part of the latter143. It seems the powers conferred by the Anti-social Behaviour, 

Crime and Policing Act 2014 are being used as a means of formalising, strengthening and 

vindicating these means of control. Accordingly, patients can be legally compelled to engage with 

the same staff and services responsible for their acute suicidality, with the complete absence of 

any meaningful ethical safeguards, or of the specific rights, procedural safeguards, regulations, 

and oversight afforded to patients receiving compulsory treatment under the Mental Health Act 

1983 (MHA). As such, patients may effectively become trapped in an unremitting cycle of 

repression and despair, wherein their attempts to end their life as a means of escaping mental 

health services, results in the lower courts (or police, in the case of CPNs) blindly forcing them to 

continue engaging with said services. 

“Before being discharged from hospital (whilst actively suicidal), Northallerton Crisis Team 

made some attempts to manipulate the actions of the Police. They suggested an ABC 

(Acceptable Behaviour Contract) be used with me. […] I found this contract to be 

incredibly disturbing in terms of the way it would force me to work with local MH 

teams who couldn’t meet my needs due to my [Autism], who had lied to me, 

misdiagnosed me, and who were causing me iatrogenic harm. (They were in fact the 

reason for my desperation to die at the time, as they had removed all Hope from me 

and traumatised me further.) And if I failed to work with them I could be prosecuted 

for it. How on Earth was that supposed to help someone in my situation?! [Signing 

it] would have been like signing my death warrant. […] Because nobody wanted to hear 

me and protect me from MH services, and instead they thought it was helpful to threaten 

me with legal action on the advice of MH, my mental state naturally fell apart. I had to 

resign from my job, and I made multiple attempts on my life. […] The trauma they have 

caused me is irreversible and my experiences have forever affected my ability to 

trust in those that should be there to help and protect. And the reality is I should never 
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 Just a few anonymised examples of such reactive behaviour: secretly diagnosing the patient with a personality disorder, secretly 

holding meetings about “managing” the patient, secretly sharing the patient’s confidential information with others, covertly 
discrediting the patient with other services e.g. the police, co-opting the police to issue ABCs, CPNs etc, lying to the 
patient/police/others services and in the patient’s case notes, threatening legal action if the patient refuses to comply with Trust-
mandated treatment etc 
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have been put in this situation. If they’d helped me access the care I needed years 

earlier this would have never have happened...” 

- TEWV Patient (bold/underlining ours) 

Ordinarily, NHS mental health trusts are only able to force mental health treatment compliance 

where a patient is formally detained under the MHA144. Under s.63 of the Act, the consent of a 

patient so detained145 is not required for any medical treatment for their “mental disorder” (barring 

specific treatments requiring either consent, or the approval of a second opinion appointed doctor 

(SOAD) or both). Notably, no part of the Act confers the power to treat a capacitous146 community 

patient without their consent, even while they are still subject to the Act’s powers of control. As 

such, while it is possible to keep a statutory eye on formerly detained patients by means of a 

community treatment order (CTO)147, this does not allow for compulsory treatment in the 

community, rather, it provides the option of recalling the patient to hospital should they require 

compulsory treatment (s.17A).  

Elsewhere in this report148 the MHA receives heavy criticism for its cold, clinically detached and 

traditionally paternalistic ethos. This unfavourable impression of the Act is primarily informed by 

a comparative appraisal of the Act’s powers of treatment compulsion, with regard to the equivalent 

powers provided by the Mental Capacity Act 2005 (MCA). Accordingly, the MHA is condemned 

for the comparatively minimalistic and utterly non-patient-centered criteria, safeguards and 

procedural framework concerning the Act’s authoritarian powers of treatment compulsion. As 

such, it is with some considerable irony that here, the same aspects of the same provisions are 

presented very favourably, in comparison to analogous aspects of the anti-social behaviour 

powers under discussion. 

Overall, the legal, procedural, safeguarding and regulatory frameworks entailed by the MHA are 

substantially more rigorous, transparent and holistic than those underpinning the ABCPA. The 

MHA powers are subject to highly formalised, standardised, well-worn and national regulatory 

and oversight mechanisms149, entailing an explicit set of MHA-specific safeguarding rights for the 

patient. This includes, among other things150, the right to have their detention reviewed at tribunal 

every 6 months (subject to certain conditions) and the right to have publicly-funded legal 

representation for such Additionally, the MHA retains epistemic control over highly significant 

 
144

 If the patient lacks capacity the Mental Capacity Act 2005 may also be used, however, for compulsory mental health treatment, 

the MHA is more appropriate. 
145

 Excluding patients detained under certain emergency powers etc (see MHA s.56(3)) 
146

 Where the patient is found to lack capacity it is possible to give treatment without consent using the powers if the Mental 

Capacity Act 2005, but only if the person offers no objection to such. 
147

 Technically, the CTO does not end the person’s admission, it merely suspends the hospital’s power of detention. 
148

 See Section 8.2.7.1 
149

 the CQC have numerous powers with respect to the review and investigation of the use of MHA powers and discharge of its 

duties (s.120), including the appointment and regulation of the SOADs required for certain forms of compulsory treatment under the 
Act. 
150

 Procedural rights via tribunal: the patient's right to regular review via first tier tribunal (s.66), the patient’s right to independent 

medical advice regarding such (s.76), the patient’s right to publicly-funded legal representation at such. While tribunals cannot 
interfere with decisions re compulsory treatment, they can discharge the patient from detention and, by extension, compulsory 
treatment.  
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procedural features: notable statutory terms and criteria are delineated with precision(s. 145), as 

are the prescriptive requirements concerning the qualifications and duties of the various parties151 

given authority under the Act. As such, when it comes to the MHA’s core features, there is little 

room for individual interpretation: i.e. “mental disorder”, “medical treatment” and “approved 

clinician” carry the same meaning, regardless of how, where, when and by whom the Act is 

invoked. Most notably, the MHA also embodies a number of stringent legal safeguards152 

imposing extensive duties upon hospital staff, the specific purpose of which is to, as far as 

possible, inform and empower the patient with regard to their legal position, their statutory rights 

and the resources available to them. Finally, the Act entails a comprehensive Code of Practice, 

translating convoluted and highly technical legalese into detailed, but plain English descriptions 

of the provisions. 

The situation with respect to the anti-social behaviour powers discussed herein is stark by 

comparison. The ABCPA is not subject to any form of national, standardised regulation or 

oversight. As such, crucial aspects of the Act’s legal and procedural infrastructure are devolved 

to the local agencies using it. For example, the procedural framework for CPNs is left to the 

discretion of the local authority, alongside a huge degree of discretion over the types of behavior 

deemed “anti-social”. Unsurprisingly, the power to issue CPNs has been widely abused by local 

authorities, who have even used them to silence criticisms of local policy [649]. This is less the 

case with ASBIs and CBOs, as either requires the authority and oversight of the courts, 

nonetheless, key legal and procedural aspects of these powers remain ambiguous or 

undefined153. Moreover, the Act’s complex and diffuse apportionment of procedural authority and 

jurisdiction with regards to each specific power, means there is no clear, overarching articulation 

of the defendant's rights within the statute itself, nor is there any duty to ensure they understand 

their legal position. The powers discussed herein span multiple jurisdictions154, each of which may 

entail a different set of rights (and associated procedures e.g. how to appeal) for the defendant. 

For example, criminal defendants benefit from the highly accessible legal aid and third-party 

assistance unique to criminal courts, yet, for civil defendants, obtaining legal aid is so difficult they 

are commonly misunderstood as being ineligible for such. If neither lawyers nor the judiciary are 

able to fully and accurately comprehend such matters, what hope is there for the defendant who, 

most likely, will not have the benefit of legal qualifications or experience? Finally, since the 

introduction of these powers, the government has failed to systematically record and retain 

national data concerning their usage. Similarly, there is no national protocol for the recording of 

such by local authorities [650]. Whilst it might be possible to obtain such by interrogating the milieu 

 
151

 I.e., “responsible clinician”, “a nurse of the prescribed class”, “second opinion appointed doctor”, “hospital manager”, “nearest 

relative” etc 
152

 Advocacy rights: the right to (and provision for) an independent mental health advocate (s.130A) and the hospital manager’s 

duty to provide information regarding such (s.130D).  
Information rights: hospital managers have a duty to, as far as is possible, help the patient understand their legal situation including: 
the provision under which they are detained; the effect of that provision; the right to apply to a tribunal; the various powers of 
discharge including that of the nearest relative; the possibility that the nearest relative functions might be suspended; the hospital’s 
power to read and censor patient correspondence; the Act’s provisions regarding treatment including safeguards for specific 
treatments; the protective powers of the CQC and the existence and effect of the Code of Practice. List paraphrased from paragraph 
6-030 of: Hale B. Mental Health Law. 6th ed. Sweet and Maxwell; 2017. 
153

 E.g., the meaning of “local agency”; the meaning of “anti-social behaviour”; the nature of positive requirements, including what 

is/is not appropriate etc 
154

 I.e., non-judicial (police, local council) and judicial (county court, magistrates court, crown court, court of appeal), civil and 

criminal etc 



165 

of records from local magistrates, county and crown courts, the process is so laborious it appears 

virtually impossible to obtain such statistics via FOI155. Thus, at present, not even the State can 

say how often these powers are used to control aspects of a person’s mental health e.g. the 

nature of the power used; the reason for use, including the person’s diagnosis; the nature of the 

prohibitions and/or positive requirements imposed; the duration of the power; the penalty for 

breach; the number of such powers breached; the consequences of the breach; the number of 

orders (and/or breaches) appealed; the outcome of such appeals; the demography of the patients 

subject to such etc, etc, etc. Indeed, the State’s oversight in such matters is so laissez-faire, they 

cannot truthfully say whether the powers actually function as intended or whether they are being 

used appropriately, nor can they provide any material reassurance as to their safety or procedural 

fairness. 

In short, though the MHA persists as a troublingly powerful remnant of the archaic sociopolitical 

and clinical mores of the mid-century, it’s a well-oiled, cutting edge precision machine next to the 

Wild West of the ABCPA. The “deliberately local” nature of the latter is, it seems, a political 

euphemism for the statutory neglect entailed where the State palms off unprecedented yet 

ambiguous powers of coercion and control to local officials, backed by the ubiquitous threat of 

criminal sanctions, in the total absence of any state regulation or oversight. In this sense, the 

ABCPA truly is a Wild West composed of innumerable local authorities and jurisdictions, each 

with the freedom to define and interpret cardinal statutory features156 without the hassle of 

regulation or oversight. Moreover, it seems the government-lauded “victim-centred” nature of the 

ABCPA boils down to the injudicious provision of draconian restorative justice measures, at the 

expense of basic procedural fairness for the defendant. Consider that, within the Home Office 

statutory guidance, “victims” enjoy a universally sympathetic characterisation, while it seems 

“defendants” and “anti-social individuals” are consistently portrayed as implicitly guilty by default. 

In addition, while the guidance explicitly addresses issues of vulnerability and risk among victims, 

defendants receive no such consideration. The very introduction of a victim-offender dynamic 

implies a default imbalance of moral and epistemic authority which, in the specific context of “anti-

social” behaviour law, is not likely to favour the “offender”. While the patient-practitioner dynamic 

entailed by the MHA is also morally and epistemically unfavourable to the patient, the moral 

judgement embodied by such is of the patient as a helpless object of pity deserving of care or 

rescue, whose “behaviour” is legitimised as “illness”. Yet, subject to the ABCPA, this same patient 

with the same presentation immediately becomes an “offender”. As such, their character is now 

judged according to a very different morality: instead of being helplessly “mad”, they are now 

wilfully “bad”, deserving of punishment and control, with their “illness” delegitimised as 

“behaviour”.  

“I was really worried about my friend because I’d seen some of her Facebook posts that 

seemed really distressed, and I wasn’t able to get hold of her. I texted another friend and 

they hadn’t heard from her and couldn’t get through to her either. We decided to ring the 

crisis team, and as usual they said they couldn’t do anything and we would have to ring 
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 Section 12(1) of the Freedom of Information Act 2000 c.36 states “Section 1(1) does not oblige a public authority to comply with 

a request for information if the authority estimates that the cost of complying with the request would exceed the appropriate limit.” 
156

 E.g. the meaning of anti-social behaviour (for CPNs), the meaning of “local agency”, the nature of positive requirements etc... 
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the police… so I rang the police and explained the situation and they went and found her 

and took her to A&E. She texted later on to say that she was in hospital but that the crisis 

team had told the police to charge her for wasting police time. I felt sick, I hadn’t 

wanted to call the police but had been INSTRUCTED to by the CRISIS TEAM and then 

they came back and said that my friend had wasted their time! It wasn’t her decision, it 

wasn’t even my decision, it was the decision of the crisis team to involve the police. It was 

as if they sent the police to see if she was dead, and if not they were gonna charge 

her with not managing to kill herself. I don’t know what to do now when I’m worried 

about someone. Should I leave them to die or should I get them arrested and prosecuted 

for being mentally ill?” 

 – Former TEWV Patient discussing TEWV crisis team (bold ours) 

This is not merely a matter of perception, rather, it’s a very real consequence of drawing the 

criminal justice system into clinical practice, the values of the former being largely irreconcilable 

with those of the latter. Nonetheless, thanks to the laxity of the ABCPA, TEWV have, rather 

tellingly, succeeded in coopting criminal law to their advantage. As such, the grossly neglectful 

and abusive Trust practices of, for example, denying/withholding crisis care to a suicidal patient; 

ignoring statutory duties; invalidating the patient’s experience and identity; summarily dismissing 

patient risk; controlling/overwriting the patient’s narrative; blaming the patient for their distress; 

morally discrediting the patient in the eyes of other local agencies; coercing patients; lying to 

patients; exposing patients to unwarranted levels of risk; violating patients’ right of consent; 

controlling patients via humiliating and punitive measures and/or under threat of such measures 

etc, all such practices are vindicated, utilised, enhanced and supported by the local police, council 

and judiciary. 

All of this begs the following question: why are the compulsory treatment powers of the Mental 

Health Act 1983 so incredibly stringent, prescriptive and limited by comparison? Why provide 

such precise delineations of patient, treatment, registered medical practitioner etc when the 

ABCPA doesn’t even bother to delimit the measures that are/are not appropriate as positive 

requirements. Why restrict use of the power to consultant psychiatrists157 doctors, when the 

ABCPA permits positive requirements (etc) to be defined and supervised by anyone matching the 

description of ‘an individual or an organisation’. Finally, why restrict the use of treatment 

compulsion to hospital inpatients, when the procedural laxity of the ABCPA not only permits 

exactly that, but actually criminalises non-compliance? Refusing treatment is not a crime, yet, for 

patients subject to treatment compliance requirements under a CPN, ASBI or CBO, that’s exactly 

what it becomes. Thus, for TEWV patients under such measures, refusing the Trust’s idea of 

“appropriate treatment” becomes a criminal offence. To be clear, the group of patients being 

criminalised by TEWV do not fall below the risk threshold of the MHA, quite the opposite. So, 

while the Trust are perfectly capable of using MHA powers, they elect not to with certain patients 

who would otherwise be eligible. Unsurprisingly, it seems the one thing all such patients have in 

common is the label “BPD+”. 

 
157

 Including approved clinicians 
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6.4.6 “It’s not Mental Health, it’s Behavioural” 

The extract in Figure 15 was taken from the record of a BPD-labelled TEWV patient, noting the 

joint imposition of an ABC by the Trust and North Yorkshire Police. Neither organisation attempted 

to involve the patient in the process of drafting the contract. Instead, they were merely told to sign 

it under the absolute threat of more serious measures being sought by the Trust (i.e. ASBI or 

CBO) should they refuse to comply. In this regard, it is entirely unfathomable as to how this is the 

voluntary process the notes claim it to be158. Herein, the record clearly states that the conditions, 

or “boundaries” of this ABC (and, by inference, any subsequent CBO/ASBI), are entirely “based 

on her diagnosis [of BPD]”.  

 

Figure 15: TEWV patient notes refer to suicide attempts as “incidents”, to be controlled with threats of civil or criminal 
court orders 

As such, the measures imposed are not patient-centred, but instead derive from a clinically 

superficial and caricatured (mis)estimation of the patient’s difficulties. In the minds of Trust staff 

(and, apparently, North Yorkshire Police), the Protocol’s cartoon conceptualisation of BPD 

completely overshadows the patient’s moral character. Subsequently, staff observations of the 

patient are obscured by this perceptual filter, wherein everything the patient does or doesn’t do is 

selectively interpreted in a manner conforming with the BPD caricature. As such, the patient does 

not have the moral character of a distinct individual, rather, they have the moral character of a 

toxic stereotype. The effect of this is twofold: firstly, the patient loses all moral credibility, both with 

Trust staff and other services (e.g. North Yorkshire Police); secondly, the patient loses all 

epistemic authority to Trust staff, since their identity is now governed by a clinical label, requiring 

clinical explanation. Thus, not only have the Trust entirely (re)defined the patient as a person, 

they have also seized all epistemic rights to this new identity. 

Criminalisation (or the threat of such via ABC) is clearly not the fate of every TEWV patient who 

survives a suicide attempt. Quite apart from overrunning magistrates and county courts with a 

constant stream of ASBIs and CBOs, both the sheer quantity and indiscriminate imposition of 

such orders would (one hopes) attract some form of scrutiny. Whilst it’s unlikely either the courts 

or the public would tolerate the criminalisation of every suicide attempt regardless of the 

underlying clinical picture, it appears they can be persuaded otherwise where BPD is concerned. 

As far as the authors are aware, the Trust’s use of the ABCPA powers is confined to patients 
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 It’s unclear if this note was written by Trust staff or North Yorkshire Police staff. In the latter case, the confusing language may 

actually reflect the involvement of three parties, rather than two: i.e. a member of the police (1) is writing about the patient (2) and 
the Trust (3), as opposed to the Trust (1) writing about the patient (2). As such, its unclear if the party ‘voluntarily [putting] 
boundaries in place’ is the patient or the Trust, or both. 
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labelled with BPD (or “BPD+”). As noted in the extract above, the Trust (etc) drafted an ABC 

imposing “boundaries [...] based on [the patient’s] diagnosis [of BPD]”, under the threat of an 

ASBI/CBO with identical conditions. Indeed, one wonders if such “boundaries” would have been 

deemed necessary for a patient labelled with agoraphobia; or depression; or panic disorder, for 

example. What these latter diagnostic labels lack is an association with a prevailing, stigma-

derived “clinical” stereotype. An example of such for depression would go something like: “a lazy, 

oversensitive and tediously negative person who needs to just pull themselves together and look 

on the bright side” or “a filthy, unkempt person with a boring, monotonous voice and infuriatingly 

vacant demeanour” etc. While such false beliefs might privately survive in the minds of individual 

staff, they are no longer embraced by the mental health establishment. As noted throughout this 

report, the situation with BPD is rather different, as you might expect for a diagnostic label 

requiring moralistic assumptions as part of the diagnostic process. Unsurprisingly, the 

exaggerated “clinical” stereotype associated with BPD pervades both academic and clinical 

literature. It is also highly prevalent among mental health staff, whose penchant for outright hatred 

of BPD-labelled patients is well documented [651-664]. The tsunami of professional159 stigma 

aimed at BPD-labelled patients is discussed in detail elsewhere in this report. In brief, it goes 

something like: “inherently attention-seeking, deceptive and overdramatic, making 

threats/attempts at suicide/self-harm as a means of coercing “caring responses” from 

others/services.”160 Implicit in this is the profoundly erroneous, intensely stigmatising, yet grimly 

pervasive staff-held perception of BPD-labelled patients as irresponsible malingerers hooked on 

the “compassion” allegedly doled out to them by emergency and mental health services in 

reponse to their attempted suicide. Despite having a “legitimate” clinical diagnosis, such patients 

are not seen as genuinely “unwell”, rather, they are merely selfish, demanding and manipulative 

individuals emotionally blackmailing services with fake suicide attempts. This is best encapsulated 

by the common staff refrain: “It’s not mental health; it’s behavioural”. Such phraseology is 

commonly and uncritically parroted by mental health service staff, as a means of implying that the 

patient is not legitimately mentally unwell and, as such, their challenging “behaviours” (including 

self-harm/attempted suicide) are both deliberate and disingenuous. Essentially, it is a means by 

which genuine clinical signs and symptoms can be dismissed as voluntary “behaviours”. In other 

words, they’re faking it to get attention or indulge some other “illegitimate” form of need. This is 

all despite the fact there is no standardised understanding of what “behavioural” actually means 

in this context (spoiler: it’s utterly meaningless), nor is there any published research on its use 

within mental health services. Nonetheless, it is a topic of fierce discussion among mental health 

patients and professionals on social media: 

“I’d like to campaign for certain words and phrases to be banished forever from the 

psychiatric lexicon. [..] ”Behavioural”. It means NOTHING. All behaviour is behavioural. 

It’s used (incorrectly) to distinguish between behaviour we’ve decided someone can’t help 

because they’re psychotic, confused etc, & behaviour that we’ve decided is under 

conscious control. It's a value judgement.” 

 
159

 I.e. stigma arising from mental health professionals 
160

 See the section on stigma for the basis of this generalised assumption 
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- Beale, C. [@DrChloeBeale]. Twitter (11/06/2020) [665] 

 

“Mental health staff saying “it’s behavioural” about a patient in distress indicates: a. They 

do not like the patient. b. They feel it’s acceptable to communicate this. c. They blame the 

patient. d. They think they can legitimise this by disguising it in pseudo-clinical-language” 

- Em. [@DrEm_79]. Twitter (18/07/2020) [666]  

 

“I have concerns that the phrase "It's behavioural" signals residual staff beliefs related to 

punishment / inflicting pain as a valid form of treatment, which originated in 1970s 

behavioural psychology and were prevalent until at least the late 1990s and early 2000s” 

 

-  Thomson, A. [@AlexBThomson]. Twitter (28/08/2020) [667] 
 
 

“‘It’s behavioural’ is code for ‘inappropriate behaviour to be mistrusted/ignored/dismissed 
as not reall [sic] illness’ or something along these lines. One of several comments that 
particularly when I started in [mental health] confused the hell out of me! [..]” 
 

- Galavan, E [@galavpsychology]. Twitter (18/07/2020) [668] 

This hideous clinical misconception appears to be the means by which strictly clinical practice is 

polluted (primarily161) by the criminal justice system, to serve the interests of everyone but the 

patient. In conceptualising the latter as manifesting “behaviour” rather than “illness” (i.e. as “bad” 

instead of “mad”) criminal sanctions are substituted in lieu of clinical management. Ironically, this 

is only possible by virtue of BPD’s status as a “valid” label denoting an officially recognised illness. 

Without such, mental health services would not receive the professional deference of the police 

or the courts, as they would lack the epistemic (i.e. clinical) authority necessary for assassinating 

the patient’s character. It’s not enough to say “this patient’s suicide attempts are nothing but 

attention-seeking hoaxes”, rather, one must add the pseudo-clinical veneer, as so: “this patient’s 

suicide attempts are nothing but attention-seeking hoaxes because they have a diagnosis of 

BPD.” Thus, BPD is a means by which an NHS mental health trust can assert clinical authority 

over elements of the criminal justice system, which is only possible because it concurrently strips 

patients of the only reasonable excuse for their “behaviours” (as strictly clinical phenomena). 

Recall that the only person whose conduct is scrutinised during these proceedings is the patient’s. 

It is, thus, highly unlikely that a court would take the word of a patient over that of the Trust with 

regard to the clinical status of BPD, or with regard to the clinical validity of the inherently moralistic, 

stigmatising and (frankly) neoliberal tactic of reframing complex (i.e. expensive), yet conceptually 

ambiguous healthcare needs as evidence of the patient’s moral degeneracy. Particularly in regard 

to their purported inability to simply “take responsibility” for their own well-being, instead of just 

 
161

 Though ASBIs are a matter of civil justice, both the CBO and the CPN engage various arms of the criminal justice system. The 

latter two powers also appear to be more commonly used in this way. 
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“expecting” the State to do it on their behalf (in other words, just “expecting” Trust staff will actually 

fulfill their basic statutory obligations).  

As already discussed at some length, there is a remarkably widespread tendency, among persons 

working in the relevant clinical and/or academic circles162, including frontline clinical staff, to 

privilege arbitrary and stereotyped assumptions regarding the authenticity of any suicide attempts 

made by BPD-labelled patients, over the patient’s account of such. In other words, suicide 

attempts among such patients are rarely taken to indicate genuine suicidal intent. Instead, they 

are taken as an (entirely circular) indication of the patient deliberately faking suicidality as a 

coercive means of orchestrating a desired “compassionate” or “caring” response from services163. 

It’s not unusual for such assumptions to be made in spite of blindingly overt clinical signs 

suggestive of an imminent risk of suicide164, and despite the patient’s “intent”, which is utterly 

unmeasurable, being quite independent of the patient’s material risk of death or life-altering injury. 

Therein lies the potency of the BPD concept: staff seemingly have the confidence to make 

stereotyped, arbitrary and predictable assumptions regarding suicide risk on the basis of a label, 

in place of a thorough and systematic risk assessment based on a detailed understanding of the 

patient’s actual presentation. While it is hard to imagine trained mental health staff being so 

cavalier with the lives of patients, recall that a large proportion of said staff operate with the 

conviction that BPD- labelled patients are malingerers, who fake suicidal crises as a means of 

coercively extracting compassion and sympathy. 

In the context of an already overstretched, publicly-funded social healthcare system like the NHS, 

which is widely (but erroneously) believed to be “free”165, few patients are reviled more than those 

suspected of frittering away precious resources by faking illness and/or distress. The moral 

outrage directed at such is not unique to healthcare workers, being something of a British cultural 

phenomenon. In short, no public service (including the police and the courts) takes kindly to 

persons believed to be wasting scarce resources intended for people with “genuine” needs. Nor 

do the general public, who might be less inclined to question the use of punitive legal powers on 

patients, where sources emblematic of state authority166 explicitly judge them as malingerers. 

This particularly harsh conception of BPD-labelled patients is the axis about which their 

involuntary, ontological metamorphosis from clinical to criminal occurs.  Prima facie, the Trust’s 

approach to such patients looks remarkably like one in which, rather than providing anything 

remotely resembling actual clinical treatment for suicidality, they illegitimately appropriate the 

immense sociocultural authority of the police to scare suicidal patients into internalising and 

complying with the Trust’s stigma-steeped, moralistic narratives regarding their character, motives 

 
162

 I.e., Clinical = all clinical mental health staff (nurses, support workers, doctors, psychologists etc), academic = persons 

publishing within relevant academic spheres (e.g. psychology, psychiatry, mental health nursing, ethics, philosophy etc) 
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 As noted elsewhere, anyone who believes patients seeking treatment for self-harm or attempted suicide routinely receive 

compassion from NHS staff is either gravely ignorant or gravely deluded.  
164

 E.g., a history of previous attempts, escalation of the severity/violence/frequency of attempts, sophisticated planning, attempting 

to desensitise themselves from their intended method (e.g. repeatedly visiting train stations, practicing etc), trying to conceal their 
plans, making efforts to ensure they are not found in time etc 
165

 The national health service has never been simply “free” to the public, rather, the public money collected from taxation/national 

insurance is pooled to provide a single, centralised source of funding (hence “single-payer”), allowing the NHS to be free at the point 
of use. 
166

 I.e. the police, magistrates, judges, the courts etc 
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and sincerity. Yet, as soon as the letters B, P and D are appended to the patient’s being, this 

situation is magically transformed into one in which both the Trust and police are simply trying to 

prevent their precious resources being wasted on patients who “deliberately” put themselves at 

risk (or “threaten” to do so) with fake suicide attempts. The utility of punitive legal action is now 

clear: this is not a patient in genuine suicidal crisis, but the “deliberate”167 and calculated action of 

a person who is inherently behaviourally disturbed, but not legitimately unwell. 

Here we recap applied behaviourism/operant conditioning previously discussed (in oh so many 

places) Operant conditioning is a type of associative learning process, where the consequences 

of, or response to a behaviour may, by association, determine whether the person (or animal) 

repeats that behaviour. For example, when a particular behaviour elicits a desired response, from 

either the environment, other people or internally (ie. makes them feel “good” or stops them from 

feeling “bad”), the behaviour is reinforced. In simple terms, the person learns to associate this 

specific behaviour with the provision of a desired response, thus increasing the likelihood that 

they will engage the behaviour again. On its own, operant conditioning is a morally neutral, 

empirical means of conceptualising the evolving relationship between a person’s (or animal’s) 

specific behaviours and their desire (or not) to bring about the associated consequences. 

However, clinically applied as a means of coercive behavioural modification, it becomes a morally 

abhorrent means by which social normativity is enforced and policed. Accordingly, patients whom 

repeatedly “attempt suicide for attention168” are assumed to have already received whatever 

degree of reinforcement is required for the creation of “challenging” behaviours. In the present 

context, this assumed reinforcement comes from the people around the patient, who react with a 

supposedly endless supply of love, compassion and care whenever the patient attempts suicide. 

As a corollary, the patient’s suicide attempts are not “genuine”, rather, they are simply the 

manipulative means by which they elicit the love and compassion they seemingly desire169. In 

refusing, point blank, to provide compassion, care or validation to such patients approaching 

services in a state of crisis, in favour of threatening them with the imposition punitive legal 

measures should they not stop doing so, it seems this intervention presupposes its own success, 

ie that the patient will unlearn this “behaviour”, because it no longer elicits the response desired, 

thus eliminating reinforcement. The primary task of Trust staff is to withhold the “reinforcement” 

entailed by standard mental health care, which is, apparently, so chock-full of love, compassion 

and validation, patients will risk near death for it. This risk is ignored in favour of the dubious and 

amorphous goal of reducing the patient’s “long-term” risk of death in the future, the rationale being 

that if the patient continues to “fake” suicide attempts they are more likely to be harmed by/die 

from them - a.k.a. positive risk-taking. If the removal of reinforcement does not succeed in 

quashing the patient’s “behaviour”, it seems the Trust engage a secondary phase in which the 

patient is actively punished (or threatened with such) for their failure to curtail this “behaviour”. In 

serving this purpose, TEWV colludes with the local constabulary/police officers, inviting them into 
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 In this context, the word “deliberate” has a similar meaning to “behaviour”, in that it is used as a covert moral distinction between 

actions attributed to genuine illness (i.e. not “behaviour” and not “deliberate”) and actions attributed to moral failure (ie “deliberate” 
“behaviour”). This is despite the fact that all suicide attempts are, by definition, a from of deliberate behaviour, in the sense that 
“suicide” is typically defined as a person intentionally taking their own life. 
168

 How does one tell whether a patient is doing it for attention? Well, it’s quite simple using the TEWV method: if they either have 

BPD, or look like they might have BPD (i.e. “BPD+”), then they’re doing it for attention. 
169

 Validity aside, if a person really is so desperate for love and compassion they’re willing to risk life, limb and liberty to get it, why 

does that warrant coercion and punishment, rather than a thoughtful, compassionate and person-centred response? 
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strictly clinical scenarios, where it seems they become a terrifying means by which the Trust can 

brutalise patients into compliance. It’s unclear if patients subject to such are asked for their 

consent prior to police involvement though, as the officer’s role is quite explicitly penal and, given 

the extremely sinister aims ubiquitous to the historical collaborations between the police and 

psychiatry as enforcers of state-mandated normativity170, it’s unlikely valid consent could ever be 

obtained.  

While it seems the police are utilised in this way for a very specific reason, it is not because they 

offer some special clinical expertise with regard to mental health crises.  Rather, it seems the 

Trust are only interested in exploiting their particular legal powers and, more crucially, their 

immense sociocultural authority in the eyes of ordinary citizens. Putting it bluntly: in general, police 

officers, acting in their professional capacity as such, simply cannot make adequately informed, 

appropriate, ethical and lawful clinical contributions to the care of patients. Just as a psychiatric 

nurse/doctor/etc acting in their capacity as such cannot legitimately make the adequately 

informed, appropriate, ethical and lawful decisions required by police work. To be absolutely clear: 

this is not anti-police, nor is it professional snobbery. Indeed, ego has no place here. These 

patients are just as entitled to competent, appropriate and safe clinical services as those with 

physical health issues, for the latter of which the police are NEVER asked for their clinical 

contribution. The reason being: the statutory role of the police is not remotely clinical; the duties 

of the police are not clinical171; police training is not clinical; police powers are not clinical; the 

ethos of the police is not clinical; nor is the professional mindset of individual officers. This might 

seem like pedantry, but it is (it seems) extremely important to emphasise the vast professional, 

ethicolegal and sociocultural gulfs differentiating police practice from clinical practice. The local 

officers colluding with TEWV in these matters, such as those involved in the examples above, are 

essentially doing so in the unlawful, unethical and deeply unprofessional capacity of a glorified 

bully-for-hire, whether they realise it or not. 

Thus, it seems the language of applied behaviourism provides the clinical capital required for 

legitimating the clinical adoption of stigma-driven moralisms, required to covertly supplant clinical 

considerations/criteria/etc with oppressive social norms. This forms the basis of all ensuing 

assumptions regarding the patient’s motives and character (i.e. attention-seeking, irresponsible, 

morally pathetic etc), creating an attractive environment for neoliberal narratives of personal 

responsibility for ill health. This wholly unfounded, illogical and entirely moralistic approtionate of 

patient entitlement along the lines of responsible vs not responsible (for “behaviour”); in control 

vs not in control (of “behaviour”); deliberate vs not deliberate (“behaviour”); “behaviour” vs mental 
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 The most overt example of such in the UK is the prosecution and forced “treatment” (i.e. castration, aversion therapy, 

imprisonment) of homosexuals, which was only possible via collaboration between the criminal justice system and psychiatry. There 
are also numerous examples of such collaborations occurring for more overtly political reasons, such as the Soviet Union’s use of 
psychiatry to detain political dissidents. Additionally, the psychiatric profession are somewhat infamous for their instrumental 
involvement in the detention, persecution, torture and, not infrequently, killing of person’s identified as part of an “undesirable” (i.e. 
subhuman) class of people. For examples consider the following: the Nazi Aktion T4 euthanasia programme wherein circa 300,000 
patients were covertly killed by the SS in European psychiatric hospitals, with the assistance of psychiatrists ; Drapetomania - the fake 
diagnosis used to pathologise slaves who tried to escape their American captors; the anti-religious campaign of communist Romania 
that saw many Christians summarily incarcerated in psychiatric hospitals, the Quebec governments’ financial exploitation of the 
Duplessis Orphans, who were deliberately miscertified as mentally ill for the misappropriation of subsidies. 
171

 Though they may sometimes be required in clinical settings, this does not make them clinical duties. 
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health; not genuinely ill vs genuinely ill etc, forms the basis of the police’s involvement and the 

use of punitive legal powers in place of proper treatment.  

The unholy concoction formed from the union of clinically-endorsed, behaviouristic mental health 

stigma, ableist normative supremacy and neoliberal responsibilisation narratives is, perhaps, best 

exemplified by the very singular mindset of the National Programme Manager for the (now 

defunct) “High Intensity Network”172 or HIN, which was initially funded and promoted by NHS 

England. HIN was responsible for rolling out the experimental Serenity Integrated Mentoring (SIM) 

model of care, which aimed to instill a permanent police presence within clinical mental health 

settings concerned with “high intensity” users173 (a seemingly polite way of saying “frequent flyer”, 

“conveyer belt” or “repeat consumer”; also pretty much synonymous with “BPD+”). “Specialist” 

police officers were given formal roles that placed them directly alongside clinical staff, within 

strictly clinical mental healthcare settings, working as patient “mentors”. The following was written 

to both defend and promote this idea and, specifically, to promote the police’s apparent role as 

hired thugs to the NHS mental health system, i.e. simply there to threaten patients into 

compliance.  

“The bottom line however is that when it comes to stopping high harm, high risk behaviour, 

the NHS professional can only advise on the likely impact. […] [T]hey are just nurses and 

doctors - they have no behavioural grip - they don't make the patient really reconsider the 

risks of how they are behaving and the risks of repeating the same behaviour. If sitting 

on a multi-storey car park works, gets the patient cared for, noticed, protected, 

loved, safe - then they will repeat it - and repeat it. [..] So, imagine you are [..] a mental 

health community care coordinator - your patient has just been pulled off a motorway 

bridge for the 7th time this year (because the first 6 times worked for her). This time, 

she was detained by a 'white van man' who stopped and risked his life to protect hers and 

she was then detained by police (again) and taken by an ambulance (again) - to an A&E 

department (again) - and then (again) ended up having a clinical assessment and (again) 

ended up in a crisis bed. The whole incident lasted 7 hours and costs the tax payer 

£2300 each time it happens. As her care coordinator, you are now sitting in her front room 

with her. You have a clinical qualification that makes what you say medically valid but 

what 'threat' is that? None. Will showing your nursing degree certificate to your 

client make them stop and listen? No of course not.... but you don't want them to die 

from slipping off the bridge, nor do you want the van driver to die either (he is a father of 

three) and you don't want the motorway to be blocked for another hour either during rush 

hour (closing a motorway costs the UK economy £1 million an hour). So, what WILL make 

your patient think differently, stop doing this and find a healthier, safer alternative? The 

answer lies in changing the outcome of their behaviour from something that worked 
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 The High Intensity Network was a company which trained organisations (NHS Trusts, police forces etc) to partake in the wildly 

experimental (potentially unlawful) “Serenity Integrated Mentoring” model of care, where police are brought into mental health 
services to threaten patients with legal consequences for costing the NHS/police etc. “too much” money. After a powerful campaign 
by a coalition of patients, survivors and allies in 2021 (“StopSIM”), which highlighted the lack of evidence, the potential unlawfulness 
etc of SIM, the High Intensity Network announced they were closing permanently. (See: www.stopsim.co.uk) 
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 Though not evident in this extract, the SIM/HIN literature makes numerous references to “high intensity” patients as having 

“behavioural disorders”, in need of “behavioural stability” and formal “behavioural boundaries”. Though it states people with any 
diagnosis can be under SIM, it is primarily aimed at patients labelled with borderline personality disorder. 
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historically to something that now doesn't work - and then repeating that 'negative 

outcome' until the patient works out that "this behaviour doesn't work for me 

anymore". This is the only way [..]” 

- Paul Jennings, High Intensity Network (bold/underlining ours) [669] 

Aside from a glaringly non-existent appreciation of cardinal ethicolegal principles, particularly 

concerning patient consent, the most egregious aspect of this extract is that it relies on the same, 

extremely reckless, completely unevidenced and behaviouristic assumption that, where such 

patients attempt suicide (etc) they do so with strictly attention-seeking motives. Though there is 

no mention of applied behaviourism, behaviourist principles are more than evident, e.g: “The 

answer lies in changing the outcome of their behaviour from something that worked historically 

to something that now doesn't work - and then repeating that 'negative outcome'[...]". As 

previously discussed at length, applied behaviourism characterises behaviour as being driven by 

four basic “functions”: the desire to escape/avoid something, seeking attention, seeking a tangible 

reward, and self-stimulation. Both the aforementioned extract and the Protocol uncritically and 

repetitiously churn out the same stigmatising implication: that all self-harm, suicidal ideation, and 

suicide attempts by “BPD+” (or “high intensity”) patients are motivated by entirely interpersonal 

reasons (attention, manipulation, control etc). Yet, as also previously discussed at length, by 

far the most common self-reported reason for self-harm and/or attempted suicide is 

actually the reduction or termination of an aversive stimulus, such as extreme emotional 

distress [670-676]. When serving this function, such behaviour is automatically reinforced by the 

successful reduction/termination of the aversive stimulus, a phenomenon known as automatic 

negative reinforcement. In other words, when a person discovers that acts of self-harm either 

reduce or eliminate their highly distressing suicidal thoughts, they are, quite understandably, more 

likely to self-harm during any future suicidal crises. The ensuing behavioural reinforcement is an 

inherent consequence of the behaviour itself; no third party armed with an endless supply of 

attention, validation, love, compassion etc etc etc is required. In this case, withholding 

attention/support/care/treatment would not stop the “behaviour” from being further reinforced, nor 

would it serve to stop the “behaviour” itself. Perhaps this is why clinical interventions seeking to 

prevent self-harm/suicidal via the withdrawal of care are so unsuccessful, they require police 

officers to threaten and intimidate patients into finding “healthier, safer alternative[s]”.  As already 

discussed, there is a dearth of literature evaluating the safety and effectiveness (or not) of using 

operant methods in the clinical management of BPD-labelled patients. The limited studies that 

are published, describe the high levels of emotional arousal and dissociation associated with 

BPD, as being detrimental to the effective clinical utilisation of operant conditioning [677,678]. 

Thus, the little empirical evidence that does exist, suggests BPD-labelled patients may not, in fact, 

be suited to this type of intervention. 



175 

Aside from the blatant unlawfulness174 entailed by the SIM approach, it is utterly perverse to find 

both services and the State are willing to throw money at “innovations” intent on only eliminating 

outward expressions of self-harm/suicide by witholding care from patients, under threat of legal 

action, while also claiming there simply isn’t enough money to fund authentic, trauma-informed, 

patient-centred services aimed at understanding and fulfilling the individual needs of such 

patients, which are so obviously going unmet.  

Whilst there might be a small minority of people for whom self-harm and public displays of 

suicidality are a means of seeking some form of human connection, there is no discernable clinical 

reason why this should be met with contempt rather than compassion. The difference in intent 

does not mean this is suddenly wholly “delinquent” behaviour, nor does it mean the person can 

“control” these urges any more than the person who’s motives for such are “genuine”. Indeed, 

there is nothing to suggest this former “interpersonal” form of self-harm/suicidality is remotely 

distinct from the latter “genuine” type in anything but motive. That the “behaviour” now serves an 

interpersonal function does not automatically make it more or less “voluntary” or “deliberate” than 

if it didn’t. While it technically is “attention-seeking” in the literal sense, this is merely a statement 

of fact. The myriad of insidiously stigmatising value judgements invoked by this are not in any way 

rationally implied, rather, they are the sole product of prevailing sociocultural values steered by 

professionally empowered prejudice. Many of the resulting “clinical” moralisms can be found 

piggybacking off words and concepts that originally implied no such thing175. Alternatively, words 

with very particular meanings within specific disciplines are stripped of their original context, and 

subsequently used as though they have a singular, widely understood common meaning. Take 

voluntary, for example: the only justification given for using threatening and punitive measures on 

“BPD+” patients is the notion that their high risk expressions of acute distress (or “behaviours”) 

are somehow calculated (or “on purpose”, “deliberate”, “manipulative”). It seems the general 

“rationale” goes something like: 

The mental health system says this person has BPD (or equivalent176); ergo they are not 

legitimately unwell; ergo this is “behaviour”; ergo they are fully “in control” of their self-

harm/suicide attempt on public property; ergo they are doing it “deliberately” or “on purpose”; 

ergo they are only pretending to be unwell to get sympathy/attention/compassion etc; ergo they 

being wilfully “delinquent”, “undignified”, “manipulative” etc; ergo they should be punished not 

pitied177.  
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 Forcing patients “think differently, stop doing this and find a healthier, safer alternative” via the use of threats, bullying, 

intimidation etc is so blindingly unlawful, it’s a shock to find such ideas being promoted and funded by NHS England. More to the 
point, why did they permit a person with such a poor appreciation of basic clinical ethics and practice, to administer this disturbing 
programme to crisis services across the UK? FOIs by the authors in the weeks leading up to HINs closure uncovered startling 
emails between Hampshire Constabulary and the Isle of Wight NHS Trust which described HINs unethical and fraudulent practices. 
(See:https://www.whatdotheyknow.com/request/integrated_recovery_programme_20#incoming-1800635) 
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 Cf: “behaviour” and “behavioural”  
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 I.e. “BPD+”; “behavioural” issues; a “behavioural” disorder; is “behavioural”; another personality disorder; an unspecified 

personality disorder etc 
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 Depending on one’s outlook, the punishment is either supposed to serve the behaviouristic end of extinguishing the “behaviour”, 

or it serves the moralistic end of punishing the person for their alleged lack of responsibility or consideration for the public/the public 
purse, or it serves both. To be frank, the underlying “reasoning” is so full of inaccuracy and ambiguity, alongside tortuous, half-baked 
and elastic incongruities that can be molded according to the particular interests of the person wielding them, slotting it all into place 
is like trying to herd cats.  
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Underlying all of this is the notion that this behaviour is “voluntary” which, within the specific 

context of applied behaviourism, is entirely accurate. Operant behaviour is, by definition, 

considered “voluntary”, but only to distinguish it from non-voluntary reflexes, or reflexive 

behaviours178, administered by either the spinal cord or the more primitive parts of the brain. 

Accordingly, voluntary behaviours are merely those requiring the higher executive functions of 

the brain. Though reflexive processes are different to non-reflexive processes, their distinction as 

voluntary or non-voluntary (conscious or unconscious) is not inherent. These are entirely human 

constructs, in that they evolved as a means for humans to conceptualise and categorise complex 

social/behavioural phenomena in more simple terms179 which, inter alia, is generally necessary if 

they are to be amenable to empirical standards of enquiry. As such, the present distinction was 

devised by the behaviourist behind operant learning theory (which is now the applied aspect of 

applied behaviourism or ABA), B.F. Skinner, as a means of separating consistent reflexes, i.e. 

those always producing the same response from the same stimulus (when intact), from those that 

do not. Actions arising from latter type are operant, or non-reflexive, “voluntary” behaviours, only 

because Skinner and subsequent followers characterised them that way. Neither he, nor his 

followers, have ever proved operant behaviours were “voluntary” in the common sense of the 

word (i.e. “deliberate”), nor did they prove them to be the subject of conscious control. Thus, whilst 

it might be technically accurate to describe self-harm/suicide as “voluntary” in the highly specific, 

behaviouristic sense just described, all this actually infers is that such actions arise from 

something a bit more complex and variable than a simple reflex. Where public expressions of 

acute mental distress are criminalised off the back of this distinction, the delicate nuance of 

Skinner’s work is completely drowned out by the immense array of broader clinical, ethicolegal 

and sociocultural contexts/issues180 in play, wherein “voluntary” is taken more for its moral 

connotations, than its actual meaning(s). 

 One presumes this is why the conceptual basis of this approach is so riddled with 

contradictions181. As can be inferred from the above, to explicitly construe these risk-laden patient 
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 “Reflexive behaviours” is just the behaviorist’s conception of what physiologists would merely call visceral (controlling internal 

organs) and somatic (controlling skeletal muscle)  reflexes i.e. automatic bodily responses trigger by a specific stimulus (e.g. 
salivation being triggered by the smell of food, withdrawing in response to pain). The neural “instructions” for which, being relatively 
simple, are relayed by the spinal cord for somatic reflexes, or the lower “unconscious” parts of the brain (e.g. brainstem, limbic 
system) for visceral reflexes, bypassing the higher executive functions entirely. This is why humans don’t have to “think” reflexes 
into happening, they just happen when necessary. In contrast, the complex “instructions” guiding voluntary or non-reflexive 
responses must be deciphered and actioned within the higher, “conscious” parts of the brain, a.k.a. the cerebral cortex or cerebrum. 
Please note that the latter actions are under “conscious” control does not necessarily imply the person is actually cognizant of them, 
i.e. consciousness in this sense, is not the same as self-awareness. 
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 In essence, if all humans on the planet were to suddenly and simultaneously drop dead (hypothetically speaking of course), 

concepts such as “voluntary”, “deliberate” etc would die right alongside them. 
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 e.g. the provision of publicly-funded statutory healthcare; the cultural significance of the NHS to British people; resource 

allocation and rationing; personal responsibility for illness; psychiatry and the mental health system; the progressive and systematic 
statutory defunding of the mental health system”; “personality disorders” and associated stigma; BPD and associated stigma; mental 
health and associated stigma/indifference/ignorance; “anti-social behaviour” and mental health; “anti-social behaviour” and class; 
mental health and class; civil and criminal justice systems; the police; the courts; the State; the neoliberal State; the financial 
motives of the neoliberal State, and neopaternalism arising from such; the financial motives of the Trust’s implementing such; etc etc 
etc 
181

 Such contradictions are not limited to this one approach. Consider the following extract from a report of self-harm, suicide and 

risk [1] authoured by the Royal College of Psychiatrists: “The clear ethical dilemmas should not stop us from undertaking research to 
see how far some of the self-harm among older people should be considered voluntary acts as distinct from those undertaken 
as a result of depressive disorders that represent pathological mental states and are indicative of mental illness.” Here 
“voluntary acts” are distinguished on the basis of assumed pathology i.e. mental illness = non-voluntary whereas no mental illness = 
voluntary. Essentially, this implies that an action is “non-voluntary” where it arises from an (entirely assumed and unproven) 
pathological process, because actions arising from such processes are non-voluntary because they’re pathological, which means 
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actions in behavioural/operant terms, is to indicate that all forms of self-harm/suicidal action 

are voluntary behaviours. Differences in motive and/or the presence (or not) of “genuine” illness 

does absolutely nothing to change that. As such, the person self-harming for private reasons is 

doing so just as “voluntarily” as the person doing so for interpersonal reasons. Of course, here 

“voluntariness” is merely a vehicle for the covert, and distinctly British182, moral judgements 

regarding responsibility; self-discipline; resilience; dignity; decorum; and the degree to which 

these judgements are seen to reduce or increase the person’s entitlement to sympathy, patience 

and, most pertinently, NHS services. Though these patients are only being criminalised via the 

actions of mental health services, the police and (where appropriate) the judiciary, not by 

members of the public, the former authorities must ensure the public is sympathetic to their cause, 

particularly where the underlying rationale is as dubious as the present. Just as neoliberal 

narratives of responsibilisation were instrumental in mobilising and propagating public prejudice 

towards disability benefit claimants (need the paper), it’s entirely possible that the myriad 

moralisms discussed herein are designed to revive the historical stigma implicit in the traditional 

“out of sight, out of mind” attitude to “disturbing” behaviours associated with the spectre of mental 

illness. Indeed, that’s very much the impression given by the implementation of measures only 

concerned with criminalising public displays of distress, precisely because they “harass”, 

“threaten” and “inconvenience” the public. Regardless of whether this is true, the real problem 

with the moralistic chicanery required to justify criminalisation (aside from the glaringly obvious), 

is that it completely obscures the person’s actual motives underlying their interpersonally-driven 

self-harm/suicidality, whilst also robbing them of the credibility needed to defend them. Whilst 

their means might be manipulative in the literal sense, their ends could just as easily be something 

else entirely. As such, the authors simply cannot fathom why, when presented with a person 

willing to go to such potentially deadly lengths just to experience the fragmentary moments of 

compassion, love, attention etc, hiding amongst the slew of professional contempt characteristic 

of the NHS response to such, the default response is not one of empathy and compassion. 

Indeed, it’s really quite remarkable that such “normal” people as those arresting/facilitating the 

arrest of patients for attempting suicide, appear to have such an abnormal deficit empathy, 

compassion and basic decency, it could easily be conceptualised as pathological.  

 

6.5 Is there Clinical Evidence Supporting Punitive Measures for Attempted Suicide?  

Just as the conceptual basis of this approach is riddled with contradictions, the empirical basis is 

riddled with holes so large they could offer safe passage to an aircraft carrier. Presently, there 

appears to be absolutely no published research, or even general information, regarding the 

 
they are non-voluntary, which means they are pathological, ad nauseum. There is insufficient space to properly unpick this here, 
suffice to say this exemplifies the logical fallacy of circular reasoning (begging the question). [1] Self-harm, suicide and risk: helping 
people who self-harm. Final report of a working group (CR158) [Internet]. London: Royal College of Psychiatrists; 2010 [cited 23 
August 2021]. Available from: https://www.rcpsych.ac.uk/docs/default-source/improving-care/better-mh-policy/college-
reports/college-report-cr158.pdf?sfvrsn=fcf95b93_2 

182
 I.e. encompassing British attitudes such as: “keeping a stiff upper lip”; “keep calm and carry on”; deference for authority, 

particularly for the upper class archetypes associated with the “establishment” (e.g. the judiciary, the State). Indeed, many such 
attitudes stem from distinctly middle class values (e.g. emotional reservedness, not “making a fuss”, acting with “decorum”, no 
“undignified” public displays of feeling etc) uncritically taken as representing the “norm”. As such, working class culture and 
behavioural norms are either pathologised as “behavioral” disorders (i.e. personality disorders (in adults)) and/or criminalised as 
“anti-social”. 
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clinical utility, safety, legality and ethics of using English legal powers, such as those in the 

ABCPA183, for the coercive purpose of deterring patients from attempting suicide/self-harm/etc. 

Nor is there any published research etc regarding the clinical utility, safety, legality and ethics of 

using legal powers to ban such patients from calling services for help184. To put it simply, there is 

no evidence for their clinical utility, safety, legality or ethics, full stop. Some of the patients subject 

to such have given an account of the immense distress and psychological trauma they 

experienced as a result, with no suggestion of any positive effect. The only published literature 

the authors could find on this topic was that produced by the National Programme Manager for 

the previously mentioned SIM approach which, somehow, succeeds in having an empirical basis 

that is even more non-existent than the Protocol’s.  

Globally, there is, likewise, no empirical evidence to suggest the threat of legal sanctions has a 

preventative effect regarding future suicide attempts [679]. Rather, the evidence that does exist 

strongly suggests the effect/threat of such public shaming and punishment can cause a 

subsequent increase in suicidal feelings, a reduction in help-seeking, the concealment of suicidal 

thoughts/plans, a loss of trust in mental health services, and an increase in the severity of future 

attempts [680-685]. A study of “suicide attempters” in Abu Dhabi, undertaken while suicide and 

self-harm were still criminal acts in the UAE, found the threat of legal action led patients to be 

more guarded when volunteering information to clinical staff, which had a negative impact on the 

ability of staff to properly risk assess and care for them. Moreover, and rather crucially, the study 

also found the threat of punishment for attempting suicide could damage relationships between 

staff and patients by “[obfuscating] the establishment of a positive therapeutic alliance, which is a 

key factor in making positive changes in patients with psychiatric illnesses” (pg. 638) [686]. 

For the purposes of seeking evidence specifically regarding clinical effectiveness, the authors 

undertook an intensive literature search. Using PubMed, PsychINFO, and Cochrane databases, 

they sought papers relating to prosecution or punishment of suicide attempters, with the following 

descriptors: suicide; suicide attempt; self-harm; high intensity; prosecution; arrest; punish. 1,146 

results were returned, of which 1,115 were summarily discarded on the basis of title and abstract. 

A further 19 were discarded after full examination and another 3 were discarded as duplicates, 

which left 9 papers. Of this 9, absolutely NONE provided evidence of clinically positive outcomes 

for suicidal patients threatened with legal sanctions. 8 papers were explicitly critical of punitive 

measures in terms of clinical and public health outcomes, while the 9th opted to merely question 

the unresolved legal and public health issues surrounding criminalising suicide, without 

conclusion. The authors have provided a pertinent quote from each of the 8 critical papers, to be 

taken as a brief, but telling, indication of their conclusions185: 
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 The ABCPA powers are not the only means here, such patients have also been prosecuted with public order offences  
184

 Currently, there are patients for whom calling emergency services is a crime, which also applies where a worried party calls 

them without the patient’s knowledge or instruction. There are also patients banned from calling crisis lines and most other aspects 
of mental health services. 
185

 As far as possible, the authors have endeavoured not to misrepresent these papers. Nonetheless, the only way of gaining a 

comprehensive understanding is by reading them in full. Please bear this in mind when reading these quotes. 
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1. “Criminal apprehensions and prosecutions and concomitant fear of imminent 

incarceration will only serve to exacerbate suicidal persons’ risk for depression, 

anxiety, and repetitive suicidal behavior”. 

-  

-      Adinkrah, M. Criminal Prosecution of Suicide Attempt Survivors in 

Ghana [687].  

 

 

2. “The criminal prosecution and the imposition of custodial and financial penalties on 

those convicted of suicidal behaviors constitute an affront to human dignity.” 

 

- Ranjan R, et al. (De-) criminalization of attempted suicide in India: A 

review [688].  

 

 

3. “In the case of punishing suicide attempters, there are no empirical data supporting 

the belief that the threat of incarceration has a preventive effect. […] The marginal 

status of suicide attempters in general and the lack of indications of any preventive 

effects of punishment of attempters indicate that the shaming impact of laws 

criminalizing suicide attempts do not have favourable outcomes and may, by 

branding attempters further, inhibit help seeking and the use of suicide prevention 

and mental health services.” 

 

- Mishara, B and Weisstub, D. The legal status of suicide: A global 

review [689].  

 

 

4. “Instead of society hanging its head in shame that there should be such social 
strains that a young man (the hope of tomorrow) should be driven to commit suicide, 
it compounds its inadequacy by treating the boy as a criminal. [..] Adding insult to 
injury, is the fact that people needing mental treatment who are driven to commit 
suicide are prevented from seeking the same for fear of being punished.” 
 

- Trivedi, J. Punishing Attempted Suicide - Anachronism of twentieth 
century [690]. 

 
 

5. “Decriminalizing attempts to commit suicide would lead to a desirable outcome in 
the frustrated and psychologically traumatized suicide seeker, who would not only 
be spared the most unkind social stigma but also be in a better position to freely 
and fearlessly seek medical and psychiatric treatment.” 
 

- Latha, K and Geetha, N. Criminalizing Suicide Attempts: Can it be a 
deterrent? [691] 
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6. “[T]he law does not have the intended deterrent effect because the suicidal person’s 

problems are not solved in prison. [..] [T]he law just adds to the burden and thus 

contributes to increase the risk rather than being suicide preventive.” 

 

- Hjelmeland H, et al. The Law Criminalizing Attempted Suicide in Ghana 

[692]. 

 

7. “Legally charging suicide attempters might have a negative impact on risk 

assessment and psychiatric care.” 

 

- Shahrour T, et al. Suicide attempters in Abu Dhabi: Is criminal 

prosecution associated with patients’ guardedness? [693].  

 

 

8. “[The law in Bangladesh] gives police the power to arrest people for attempting 

suicide and the court can punish. Patients frequently leave the hospital without 

completing the treatment to avoid the legal proceedings. Moreover, people are 

afraid of sharing suicide intent or seeking help or admitting previous suicide attempt 

to avoid social or legal harassments. [..] [W]e need to keep in mind that “suicide is 

a matter for treatment and not punishment”.” 

 

- Soron, T. Decriminalizing suicide in Bangladesh [694].  

 

On discovering the “evidence” from which any claim regarding the purported clinical effectiveness 

of legal punishments and controls as a means of preventing suicide attempts is necessarily 

derived, to be so existentially challenged, the authors amended their search. Accordingly, new 

parameters were selected with the aim of finding similar, well researched clinical interventions: 

i.e. those that avoid legal powers, but may still, nonetheless, be felt as controlling and/or 

authoritarian by the patient. Of the results returned, the most analogous informal intervention to 

be found was the “no-suicide contract”. 

 

6.5.1 No-Suicide Contracts 

A no-suicide contract (NSC) is an informal arrangement between patient and clinician, in which 

the patient agrees not to harm themselves [695]. These contracts can be made either in verbal or 

written form, though the latter does entail the appearance of formality, in the form of a clinician-

written document signed by both parties. For obvious reasons, verbal agreements are somewhat 

restricted in complexity, generally consisting of a simple arrangement in which the patient agrees 

not to harm themselves in a given time period. The nature of written contracts allows for more 

elaborate arrangements to be drawn up, with the potential to include specific 

details/conditions/exclusions etc, alternative coping strategies, some form of crisis plan, and 
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section outlining the duties and responsibilities of each party respectively [696], though there is 

no standard proforma. 

From the perspective of the clinicians using them, such agreements are believed to deter suicidal 

behaviours and/or serve as an aide-mémoire for patients seeking alternative coping strategies 

[697]. Additionally, clinicians tend to view the contractual process as strengthening, or otherwise 

positively affecting their therapeutic relationship with the patient [698]. Rather tellingly, the 

patients subject to such have a very different take. Studies report patients finding NSCs coercive, 

intimidating and ultimately disempowering, often feeling they had no choice but to sign for fear of 

detention or unwanted clinical intervention. In terms of their alleged clinical purpose (i.e. suicide 

prevention), many patients felt their clinician(s) merely used NSCs as a cynical means of 

immunising themselves against liability186, with the ensuing contract placing all responsibility for 

suicide prevention with the patient. Unsurprisingly, the same patients perceived NSCs as having 

a detrimental effect on their therapeutic relationships with clinicians and services, after finding 

they were not taken seriously, were not listened to, and were less able to disclose feelings of 

suicidality [699-701]. 

Though they enjoyed widespread use throughout the mid to late 20th century, NSCs have since 

fallen out of favour, primarily due to the absence of anything approaching a theoretical or empirical 

basis, particularly regarding their supposed utility in suicide prevention [702-705]. Dissenters were 

highly critical of the clinicians seemingly utilising written NSCs as an ultra light-duty alternative to 

thorough risk assessment and proper clinical care. Furthermore, their unsubstantiated confidence 

in the belief that a facile, cheap and wholly untested pseudo-contractual approach would prevent 

suicide, thus magically succeeding where all others have failed, was rightly condemned as “naive” 

and “self-delusive” [706]. NSCs are also noted as having a potentially fatal flaw, in that any 

“protective” effect, supposedly enshrouding the patient like a suit of armour the moment the NSC 

is signed, is (ironically) seriously curtailed by the clinician’s assumption it exists at all. Where 

clinicians merely assume NSCs are protective, they will also (most likely) assume this effect 

comes into play the moment the contract is signed, wherein they may “see” the patient as clad in 

an “armour” that doesn’t actually exist. Putting it simply, once in place, NSCs may falsely reassure 

clinicians of a (percieved) reduction in their patient’s risk profile, resulting in decreased levels of 

attention and concern for signs of the patient’s real risk of death by suicide [707]. Where this 

occurs, patients with NSCs may actually have a higher risk of suicide due to neglect, than those 

without [708]. Besides, the NSCs singular focus on suicide risk could mean the wider context, i.e. 

why the patient is suicidal in the first place, is neglected [709]. Essentially, rather than individuals, 

with individual histories, feelings and reasons for experiencing suicidality, patients are just walking 

suicide risks that need to be contractually curtailed for liability reasons. Overall, it would very much 

seem as though NSCs, if not explicitly designed to reduce the level of care offered, would tend to 

do so anyway. As such, there is the potential for less scrupulous clinicians to exploit them as a 

means of “authenticating” their neglectful approach, whilst handily indemnifying themselves 

 
186

 This probably isn't that far off, since at least a third of the clinicians surveyed by Edwards and Sachmann reported using NSCs 

as liability waivers, despite them being completely unenforceable. 
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against and future claims of negligence, should the patient die or be seriously injured. Yet, as 

eloquently stated by Dr Robert Simon in his paper on the medicolegal aspects of risk and NSCs: 

“Clinicians cannot contract to provide less care than what is normally owed, regardless of 

whether a patient implicitly or explicitly agrees to the arrangement. To do so would violate 

public policy. Negligence is not something that can be "contracted" away.” 

- The Suicide Prevention Contract: Clinical, Legal, and Risk Management Issues. 

Pg. 448 (bold ours) [710] 

Returning to the main focus of this section, the contrast between the use of NSCs and the use of 

ABCPA (etc.) powers is most apparent in the ramifications entailed by a violation of their terms. 

NSCs are completely informal, meaning they are neither legally binding or enforceable, nor may 

they impose formal threats of arrest, prosecution, or imprisonment upon breach. Nonetheless, 

merely using the term “contract” may give patients the misleading impression of legal authority 

where there is none, with the potential to cause serious harm where already-distressed patients 

perceive their behaviour as being restricted, controlled and/or confined. As noted by Rudd. et al., 

where a patient is already struggling for control, such misconceptions could “prove disastrous” 

[711] which, as an aside, raises the question as to how much more disastrous things could be for 

the patient subject to legally authorised behavioural restraint, control and confinement.  

The effect of highly formal-sounding legalistic terms on patients’ perception of their statutory rights 

has already been considered in this report187. If, for the sake of argument, psychiatric patients are 

taken as roughly representative of the wider population demographic in terms of education and 

employment, the vast majority will not have the benefit of legal education, training or experience. 

In reality, the demography of psychiatric populations is more likely to be “representative” of an 

underclass, heavily associated with socioeconomic disadvantage (inter alia). As such, the 

privilege of legal expertise will be even rarer. This is particularly important, given the highly arcane 

nature of the English legal system. English law is difficult to understand, difficult to interpret and, 

very often, difficult to find at all. Although most modern statues can be accessed online, many of 

the associated codes, orders, regulations, and procedural rules are either not online, not 

signposted and/or not mentioned at all. Likewise, many court cases go “unreported” for no 

apparent reason, or, as is usually the case in Magistrates courts, are not even transcribed. Suffice 

to say, most psychiatric patients are (quite understandably) likely to be intimidated by even the 

casual use of overtly legalistic terms during their contact with services, raising a number of 

additional questions regarding their perception of pseudolegal interventions such as NSCs or 

ABCs: i.e. how frequently do patients mistake informally-used legal terms as formal legal 

authority? Are such misunderstandings more common in the context of overtly legalistic informal 

measures such as NSCs/ABCs? What, if anything, is being done to ensure such patients know 

their legal rights? Most pertinently, how often do trusts (such as TEWV) exploit the intimidating 

effect of legal language to make it seem as though they have more power than they actually do:  

 
187 See Section 8.2 “You Have the Capacity to Kill Yourself” 
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“This CMHT gave me a ‘legal letter’ which I later found was not a legal letter. The manager 

from this team stated the word legal over and over and did so to purposely cause 

alarm and distress (this was done on a day I was discharged from a 3 week inpatient 

hospital admission). It was highly inappropriate and handled very badly. It caused me 

significant distress so much so it resulted in another hospital admission not long 

after.”   

- TEWV Patient (bold ours) 

In light of the non-existent evidence base regarding the safety, efficacy and ethicolegal validity of 

using punitive legal powers in purely clinical188 situations as a means of deterring suicide attempts 

by punishment, and given that the existing literature suggests such an intervention is, at best, 

entirely inneffective and, at worst, unethical, unlawful, discriminatory, deeply unjust, highly 

dangerous and potentially lethal, the authors ask the following: aside from the service providers 

and, to a lesser extent, the State, who are these behavioural “interventions” actually helping?  

 

In 2017 the Home Office noted concerns that ABCPA powers were being misused by councils by 

“failing to apply proper objectivity over what constituted anti-social behaviour requiring 

intervention” [712]. It transpires that, when one designs an “anti-social” behaviour statute 

devolving unprecedented levels of power to local agencies with no centralised regulation or 

oversight, one should probably be a bit more specific about what “anti-social” actually means. The 

ABCPAs failure to do this is why its powers are now being used to punish people for not pruning 

their garden; for feeding wild birds from their own garden; for “giving the appearance of begging”; 

for allowing a homeless person to live on their land; for being homeless; and for any and all 

“behaviours” associated with dehumanising medical labels such as BPD. To be perfectly frank, 

these powers are not being misused, they are being wilfully abused to suit the interests of the 

agency abusing them. It seems the ABCPAs lexical imprecision also allows unscrupulous trusts 

like TEWV to direct the application/imposition of the Act’s powers via agencies such as the Police, 

without being seen as doing so. Whatever the mechanism, one way or another, the trusts are 

corrupting the spirit of the ABCPA, as a means of summarily discharging their duty of care for 

suicidal individuals. The resulting scenarios permit the Trust to overwrite every aspect of the 

patient’s narrative, while the subsequent epistemic injustice completely obscures the degree to 

which the patient’s suicidality is a result of Trust negligence (indeed, it’s unclear how a patient 

who has been systematically robbed of all credibility is expected to report negligence).  

 

Recall that the TEWV patient’s subject to these measures have, most likely, already been 

subjected to the codified negligence of the Protocol’s ‘less is more’ ideology, which either fails to 

follow or directly violates numerous professional, ethical and legal guidelines/regulations. In 

essence, the patient has already had to endure a coercive round of clinical stigmatisation, clinical 

neglect and punitive behaviourism. Yet, when this fails to work (i.e. leaves the patient more 

distressed and suicidal), rather than re-evaluating its utility to the patient, the Trust merely 

escalates the level of threat. In doing so, TEWV completely shatters any illusions with regard to 

 
188

 “Purely clinical” in the sense that the patients subject to such have not committed a crime, rather, they have had legal sanctions 

slapped on them in place of actual clinical care.  
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precisely who’s interests the Protocol is serving. Why else would they insist on pushing such an 

obviously dangerous intervention, even when the patient doesn’t want it, doesn’t improve, 

deteriorates, or even dies by suicide, unless it’s actually designed to only serve the interests of 

the Trust. Likewise, upon seeing a patient deteriorate under this intervention, who in their right 

mind would think it clinically appropriate to escalate it to the point of criminalisation, unless doing 

so further serves the Trust’s interests.  

 

The authors can only speculate as to what interests would drive such reckless, unethical and 

(likely) criminal behaviour from an NHS Foundation Trust. Without delving into too much detail, 

the authors consider the most likely suspects as follows: 

 

- An interest in spending less on patients by relabelling staff-perpetrated stigma, bullying, 

neglect and abuse as “optimal care” 

- An interest in maintaining the decentralised and deregulated “freedoms” conferred by 

neoliberal NHS reforms, wherein the Trust is at liberty to design its own infrastructure, 

including the Protocol, in the absence of any meaningful statutory scrutiny.  

- An interest in avoiding liability for negligence, particularly as this negligence was 

embedded in the Trust’s operational framework. As well as being expensive, both the 

Trust staff and the Trust’s executive body are implicated in the deaths of multiple patients. 

- An interest in silencing, discrediting or otherwise eroding the well-being of patients subject 

to this negligence. For very obvious reasons. 

 

 

Regardless of what interests the Trust is really serving, it’s patently obvious that the patients’ are 

not among them. As such, it is manifestly unjust that these patients, when experiencing 

immense mental distress at being treated negligently, should then be blamed, pilloried, and 

criminalised for TEWV’s unprofessional, unethical, unlawful and wholly self-serving conduct. 

 

Within England and Wales, the suicide rate for young women has increased by 94% since 2012, 

which is a record high [713]. For women and girls between 10-24 years in England and Wales, 

the rate of suicide is currently the highest ever recorded, since current records began in 1981 

[714]. Patients from this demographic are those most likely to be labelled with BPD, meaning they 

are also, it seems, most likely to be targeted by criminalising and/or punitive “interventions” like 

the one under discussion [715,716]. This begs the question as to whether these interventions are 

actually more likely to propagate suicide than they are to prevent it. Indeed, in subjecting already 

suicidal patients to blame, humiliation, invalidation, neglect, coercion and criminalisation, it almost 

seems like they are designed to result in suicide. This is especially the case with ABCPA powers, 

through which patients are punished and criminalising for surviving suicide attempts, wherein their 

only means of escaping such is to actually succeed in killing themselves. Almost 60 years ago 

suicide was removed from the statute books as a criminal offence, yet, thanks to judicious use of 

the ABCPA powers it has effectively been recriminalised in all but name. In masquerading as a 

legitimate mental health intervention, moral and clinical legitimacy are acquired via collusion with 

the very services supposedly serving the interests of mental health patients. 
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6.6 What does “Agreed in Advance” Actually Mean? 

“If a well established chronic pattern exists, this should be described in the risk assessment, 

and the planned patient and service responses (agreed in advance with the person) should be 

described in a crisis care plan.” 

Throughout, the Protocol only ever suggests the creation of an ‘agreed in advance’ crisis care 

plan for patients who present with ‘a well established chronic pattern’. It is completely unclear as 

to what form of crisis care plan is given to those patients lacking a chronic pattern, or if they even 

receive one at all. Furthermore, note that, for the Protocol, ‘agreed in advance’ does not mean 

the patient has been given the liberty of choice. Contrarily, all it really means is the patient agreed 

to the option(s) presented to them. On several occasions, the Protocol explicitly states (with no 

lawful justification) that patients subject to it will be denied all interventions but that which it 

espouses - positive risk-taking. Thus, where such a patient “agrees” to this because they are 

being given no other option, they are not giving consent, they are being coerced. 

“The Trust recognises that optimal care for people with a diagnosis of BPD+ often means 

offering the patient care plans that “play the long game”, that strategically hold back 

from short term risk reduction [...]” 

pg. 2, V1&V2 (bold ours) 

‘It can be very hard for patients, services, families and other stakeholders to 

understand why caring interventions that are at the core of mental health work, and 

provided for many other patients, might be harmful for a particular person with a diagnosis 

of BPD+, and so have not been offered.  Clear and repeated explanations supported by 

written material can be helpful.’  

pg. 6, V1&V2 (bold and underlining ours) 

 

Care plans based on a well documented historical understanding of a chronic pattern of self 

harm/suicidal behaviour must specify the features of presentations to be regarded as being 

different from the chronic pattern; these could be referred to as the acute pattern. If these features 

are present, the clinician or clinical team need to temporarily abandon the pre-existing care 

plan and draw up a new plan to meet the new circumstances. 

Hastily concocting a new plan, when steeped in the high-risk milieu of an acute crisis, wastes time 

the patient may not have. It also places a great deal of stress and responsibility on the staff 

involved. Increased levels of staff anxiety are more likely to result in the use of coercive 

interventions. This also requires the ‘agreed in advance with the person’ plan be abandoned, in 

favour of one entirely composed decisions staff make on the patient’s behalf, but without their 

consent. This strategy is completely at odds with current NICE guidance, which recommend 

patients ‘remain actively involved in finding solutions to their problems, including during crises’ 

[717]. 
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If the mental state of the person indicates that they cannot take responsibility for their own action, 

then this should be regarded as a new pattern and the clinician/team should take appropriate 

action according to the circumstances. 

The implications of this statement regarding “responsibility” and “mental states” are discussed in 

section 8.0 Principle Five: Patient Responsibility. 

 

7.0 Principle Four:  Multi dimensional risk assessment 

“To statistically increase the likelihood of the client being alive in the long term, one might need 

to take decisions whereby there is an increased risk of suicide in the short term”  

(Krawitz and Watson 2003, page 100) 

This quote is discussed in section 12.0 References and Recommended Reading 

Trust approved therapeutic risk taking189 is not negligent lack of attention to potential risks. A well 

documented risk assessment as per the Clinical Risk Assessment and Management Policy is 

required. The comprehensive approach to risk assessment that supports therapeutic risk taking190 

requires risks to the person’s long term mental wellbeing and chances of recovery to be 

considered alongside risks of suicide, violence and neglect. 

Clinical teams should also consider and record the potential short and long term risks and gains191 

of carrying out and not carrying out each proposed risk management intervention. 

Appendix 1 illustrates this method of analysis for each potential intervention. It is not a mandated 

table to be filled in and into the patient record (although it could be). It is more a guide to what 

needs to be considered and recorded somehow. It is particularly important  to record the reasons 

why risk management interventions192 that are common in non-BPD+ populations (e.g. enhanced 

observations) have not been employed. 

The views of the person, their family and all members of the clinical team need to be taken into 

account and recorded in the clinical record as part of the decision making process. 

(V2 only) The extent and importance of potential harms and benefits arising from each different 

course of action change over time. A key challenge for clinical teams is to decide with the person 

how much importance to give each issue at a particular time. 

 
189

 In version 2 the phrase “therapeutic risk taking” has been changed to “comprehensive harm reduction” 
190

 In version 2 the sentence “The comprehensive approach to risk assessment that supports therapeutic risk taking” has been 

shortened to “The comprehensive approach to harm reduction” 
191

 In version 2 the words “”potential short and long term risks and gains” have been changed to “potential short and long term 

harms and benefits” 
192 In version 2 the phrase “risk management interventions” has been changed to “treatments and harm reduction interventions” 
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7.1 Multidimensional Risk Assessment: The Forgotten Dimensions 

When examining something as complex and nuanced as individual risk, an extensive and 

heterogeneous group of factors should be considered. Such multidimensional risk assessments 

are designed to account for, inter alia, such factors as the risk the individual might pose to 

themselves and/or others, the risk others may pose to the individual, and the factors unique to 

the individual which may make them more vulnerable to such risk. The title of Principle Four 

supposedly implies the necessity of undertaking just such an in depth, multidimensional 

assessment of a patient’s individual risk profile before implementing positive risk-taking strategies. 

Indeed, the whole principle is supposed to be about such, yet only three highly generalised 

abstractions of pertinent material risks are provided, that is, ‘suicide, violence and neglect’, 

mentioned with such haste one can barely even call it tokenistic. Despite the professed aims of 

the title, it seems this principle hastily forgets the multidimensional nature of multidimensional risk 

assessment, in favour of nebulous statements regarding the alleged clinical necessity of positive 

risk-taking.  

Regarding the particular species of risk(s) in need of consideration as part of a multidimensional 

risk assessment, Ryan [718] highlights 6 key attributes: minority/disadvantaged groups; medical 

disempowerment; threat to others; threat to self; vulnerability; and dependency. A number of 

these are especially important to consider when assessing the risk of suicide or self-harm in 

“BPD+” labelled patients, yet absolutely none are considered by the Protocol, neither explicitly or 

implicitly, nor even in passing. On the basis of Ryan’s model, the remainder of this section 

considers the following attributes with regard to the risk profile of patient’s labelled with “BPD+”: 

● Minority/disadvantaged groups (BAME, LGBT+, socioeconomic deprivation etc) 

● Vulnerability (risk of being re-traumatised, history of trauma, current/ongoing abuse etc.) 

● Medical Disempowerment (iatrogenic harm, lack of control over health matters, patient-

clinician power dynamic etc.) 

 

7.1.1 Minority Groups 

The intersection between the experience of structural deprivation and a heightened risk of suicide 

is supported by a profusion of empirical evidence [719-721]. For example, in their 2017 report 

“Dying from Inequality”, the Samaritains note that the greater the level of deprivation an individual 

experiences, the greater their risk of suicide and self-harm [722]. More specifically, when 

comparing the most socioecomically deprived neighbourhoods to the most affluent, they found 

hospital admissions for self-harm are twice as high while suicide rates are two to three times 

higher for those living in deprivation. Socioeconomic deprivation manifests in a variety of ways, 

including low levels of educational opportunity/attainment; little opportunity for home ownership; 

extremely low income; a greater need to use credit/loans to make ends meet; increased risk of 

debt; poor housing conditions, unemployment, and living in a deprived area.  
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Multidimensional risk assessments are supposed to ensure both social, financial (etc.) factors are 

considered alongside the patient’s clinical presentation, as each one of these may directly affect 

the person’s risk of suicide and self-harm. The author’s feel it is reasonable to surmise that, in 

general, TEWV patient demography is likely to recapitulate the heightened socioeconomic 

deprivation observed in large portions of their catchment area. North East England has the second 

highest low income and deprivation rate and the second highest child poverty rate in England 

[723] (e.g. 38.8% of children in Middlesbrough live in poverty [724]). Yet, the Protocol fails to 

reflect this in its understanding of risk, providing no instruction for socioeconomic status to be 

considered by staff during the assessment of risk. 

An equally relevant, yet equally neglected minority is BAME, that is, people from black, Asian and 

other minority ethnic backgrounds. BAME communities have much greater difficulty accessing 

appropriate mental health services, often due to the fear of discriminatory practices [725], and 

they are more likely to experience coercion or heavy handed responses from services [726,727].  

For example, the Wessely Review [728] found black individuals were 4 times more likely to be 

detained under the MHA than white individuals, and 8 times more likely to be subjected to 

community treatment orders [729]. Results from additional studies suggest particular migrant 

and/or ethnic minority populations, including Irish people and travellers, have an increased risk of 

suicidal behaviours alongside a higher risk of death by suicide [730-732]. As such, the NICE 

guidelines recommend BAME patients are afforded access to culturally appropriate mental health 

services. Again, the Protocol doesn’t even acknowledge that racial diversity exists, let alone 

highlight it as relevant to multidimensional risk assessments. 

Similarly to BAME communities, people who identify as LGBT+ often find their mental health 

needs go unmet [733] by services that, historically, have openly colluded with the State to commit 

numerous savageries against them in the name of enforced social normativity [734-737]. LGBT+ 

people experience higher rates of mental illness, suicidal ideation, and suicide than heterosexual 

and cisgendered people, with research indicating LGBT+ youths are up to 3 times more likely to 

attempt suicide than their heterosexual/cis peers [738]. Furthermore, studies highlight the demand 

for LGBT+ specific suicide crisis services, as it seems the majority of LGBT+ people either require 

or would prefer to engage with a service they know to be LGBT+ affirming [739]. More to the point, 

BPD-labelled people are actually overrepresented in both sexual and gender identity minorities 

[740,741], possibly due to the erroneous belief that an LGBT+ identity is a manifestation of BPD 

“identity diffusion” or “interpersonal issues” [742,743]. Accordingly, one would assume this is an 

important factor, worthy of consideration during any multidimensional risk assessment for 

someone from this patient group. It is also particularly relevant for TEWV, in light of their March 

2020 CQC inspection report, which found equality and diversity principles were lacking in certain 

important areas, and was “particularly needed for people who are LGBT+” [744]. 

A true multidimensional risk assessment should entail services both recognising and 

acknowledging how societal structures of power, privilege and oppression intersect with a 

person’s mental health and risk of suicide, actively working with such patients to identify and 

address the diverse needs of disadvantaged, marginalised, and minority groups.  
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7.1.2 Vulnerability: A Trauma-Informed Approach 

Recognising psychological trauma is vitally important to the assessment and management of risk. 

People who have experienced trauma are at a higher risk of self-harm, suicide attempts, and 

death by suicide [745-747]. They may also be at greater risk of being exploited or experiencing 

further abuse from others [748]. People with experience of interpersonal trauma, such as 

childhood abuse or domestic violence, may be particularly vulnerable to the intense power 

dynamics inherent to their interactions with mental health services. Without careful consideration 

of how best to work with such individuals, mental health staff may themselves pose a risk to the 

patient. Even with the best of intentions, ill-considered and ignorant care could, inter alia, risk 

retraumatising such patients; increase the likelihood of risky acts such as self-harm; risk triggering 

trauma responses; and (intentionally or unintentionally) risk coercing patients to consent to 

interventions, due to fear and/or reluctance to disagree with staff. 

A trauma informed approach recognises that many people who experience mental health 

difficulties have previously experienced trauma. Additionally, BPD-labelled patients are extremely 

likely to have a past history of trauma (up to 92%) [749,750]. Ironically, this understanding is 

outlined by TEWV itself as part of its so-called “trauma-informed” care project [751], yet the 

Protocol completely neglects to note the relevance, or even the existence of trauma histories 

within this patient population. 

Without wishing to generalise, persons with a history of traumatic experiences are at significant 

risk of subsequently developing one or more of a range of long-term difficulties relating to such. 

In some cases, the ensuing difficulties may cause the person to behave in a manner perceived 

as “challenging”, “high intensity”, and/or “non-compliant” [752]. For the avoidance of doubt, such 

covertly evaluative euphemisms as these are frequently used in reference to the following 

“behaviours”:  

- suicidality, both in feeling and action 

- difficulty trusting others 

- a propensity for challenging the assumptions/beliefs/expertise/actions/etc of service staff 

- a propensity for anger/frustration/confrontation 

- a propensity for “non-compliance” with services 

- severe anxiety 

- a need for affirmation or reassurance 

- a need for love and compassion 

- sensitivity to rejection 

- use of coping mechanisms - self-harm/substance use/eating disorder 

- etc. 

Note that, for the individual labelled with “BPD+”, the defensibility of these “behaviours” in any 

given context is completely irrelevant. In other words, it doesn’t matter how justifiable the 

“behaviour” was within the context it occurred, that the person has already been labelled with BPD 

(or equivalent) is enough for their individuality to be shunted aside in favour of a clinical 

stereotype. As such, the “behaviours” manifested therein are now taken as confirmation of the 
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same assumed psychopathology upon which their initial delineation was based. In effect, it’s like 

saying:  

“This patient is angry because services have been covertly treating her without her 

consent, but the patient also has BPD, which means the anger is “challenging behaviour” 

because the patient has BPD and “challenging behaviour” is a sign of BPD, which proves 

the patient has BPD, because they got angry and when people with BPD get angry it 

means they have BPD, that’s correct it’s BPD, definitely BPD, it’s just “behaviour” because 

it's BPD, which is both the premise and the conclusion of our argument here, we can’t 

hear you draw attention to our gaping logical fallacy because we’re too busy chanting BPD 

BPD BPD….”   

Yet, contrary to prevailing mental health doctrines, these so-called “challenging behaviours” are, 

however, no different to the many protective and coping behaviours ordinarily employed by people 

in response to powerlessness. Though we may not always wish to acknowledge it, we are all 

capable of lashing out; of feeling hostility and suspicion towards others without knowing why; of 

forming interpersonal attachments motivated by vulnerability; and we are all prone to using self-

damaging behaviours as a means to blow off steam. The perceived ‘normality’ of such behaviours 

appears to be contingent on their general relatability, social conformity and, crucially, on the 

manner of emotional response they elicit in others. In essence, it seems healthcare professionals 

are prone to pathologising the mere occurrence of such behaviours within the patient-clinician 

dynamic, primarily because they don’t like how the “behaviour” makes them feel. They elicit fear; 

anger; disgust or aversion; they’re not ‘proper’, ‘decorous’, ‘normal’ behaviours; they evoke 

powerlessness; feel excessively burdensome. They make people feel uncomfortable, both prima 

facie and because of the feelings of professional inadequacy and self-doubt that inevitably follow 

failed attempts at help or ‘treatment’. When services react to these behaviours with actions such 

as coercion, exclusion, and force, further trauma is often a result [753,754]. Trauma-informed 

approaches recognise that a) these so-called “challenging” behaviours emerged from a much 

wider context, and b) the trauma at their root can be reproduced by the ill-considered responses 

of mental health services. Ensuring services are “physically, psychologically, socially, morally and 

culturally safe” [755] reduces the risk that service responses to patients will cause or perpetuate 

distress [756]. To this end, staff should be capable of identifying this risk of re-traumatisation 

where present, taking appropriate steps to avoid re-creating an abusive dynamic between service 

and patient. In the words of the Centre for Mental Health: ‘trauma-informed services put people 

before protocols’ [757].  

Accordingly, the work of Harris and Fallot outlines a number of abusive dynamics that may be 

replicated within mental health services [758]: 

● “Betrayal occurs at the hands of a trusted caregiver or supporter. 

● Hierarchical boundaries are violated and then re-imposed at the whim of the abuser 

● Secret knowledge, secret information, and secret relationships are maintained and even 

encouraged 

● The voice of the victim is unheard, denied, or invalidated. 

● The victim feels powerless to alter or leave the relationship. 
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● Reality is reconstructed to represent the values and beliefs of the abuser.  

● Events are reinterpreted and renamed to protect the guilty.” 

The Protocol encompasses number of these themes: 

● It encourages staff to make potentially momentous clinical decisions without the consent 

or knowledge of the patient, and its contents were, until recently, a closely guarded secret 

(secret knowledge) 

● It denies and invalidates the voice of the patient when they make complaints (victim’s 

voice unheard, etc) 

● It creates and perpetuates powerlessness, with the patient merely “told” both what to do 

and how they feel by services (victim powerlessness) 

● It undertakes a complete revision of the patient’s perception of their reality, with both 

experiences and “behaviours” reframed via extensive cherry-picking of psychological 

theory and analysis (reality reconstructed) 

● It encourages staff to privilege their own interpretation of certain events and the patient’s 

response to such; e.g. reframing suicide attempts as “attention-seeking” acts lacking 

deadly intent paves the way for the patient’s subsequent efforts, be they successful or not, 

to be reframed as “self-harm”. Accordingly, should the patient die of suicide, the Trust can 

immediately reframe their death as misadventure, rather than suicide, on the basis of 

which they can subsequently claim there was “nothing they could do” because the patient 

wasn’t predictably suicidal193 (reality/events reconstructed and reinterpreted) 

● It implicitly supports the reinterpretation of patient complaints against staff as pathological, 

spurious and/or malicious, to protect the staff who have been complained about (events 

reinterpreted) 

Female survivors of trauma, in particular, are often re-traumatised by mental health service 

responses to socially proscribed coping mechanisms, such as self-harm [759]. In their 2003 

document “Mainstreaming Gender and Women’s Health”, the Department of Health (DoH) 

recommended mental health trusts ensure that staff are both satisfactorily trained in trauma, and 

are supported to raise issues of past trauma routinely and consistently in assessments and during 

care planning. The expected outcome of the DoH recommendations was for “assessment and 

care planning processes [to] take full account of the context of violence and abuse on a routine 

and consistent basis.” [760]. Though this guidance had already been in effect for nine years before 

the first version of the Protocol was published, the latter fails to even acknowledge the potential 

impact of historical trauma upon all subsequent risk assessment practices, let alone incorporate 

anything remotely close to a trauma informed approach to risk assessment practices for this 

patient group, whom the DoH happens to note as highly likely to be survivors of “severe and 

prolonged abuse”.  
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 Note: no part of this excuse would withstand legal challenge - NHS Trusts have a duty to protect patients from foreseeable harm 

when they reasonably can, regardless of the patient’s intent. Nonetheless, it seems such incongruous platitudes suffice in 
reassuring stakeholders. 
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7.1.3 Medical Disempowerment: Power Dynamics 

Intimately connected to both minority groups and a history of trauma is the consideration of 

clinician-patient power dynamics. The clinician-patient relationship is singular in scope, nature 

and origin. The clinician is granted an extraordinary and unparalleled array of professional power 

and privilege. The position occupied by the patient within this exchange is antipodal. The patient 

does not hold the power to diagnose, investigate and treat themselves; they must rely on clinicians 

for that. They must also rely on this being done competently and ethically, though they may not 

always be in a position to easily discern otherwise. In this case, patients not only rely on clinicians 

to practice competently and ethically, they also trust them (and their colleagues) to be forthcoming 

about their mistakes. Without proper consideration of the power dynamics at play in mental health 

services, clinicians risk, among other things; coercing patients into agreeing to interventions they 

are not comfortable with; alienating, silencing or denying the agency of patients; dismissing 

complaints; and minimising, disregarding, or not recognising patient risk. 

In her book ‘The Dynamics of Power in Counselling and Psychotherapy. Ethics, politics and 

practice’ [761], Dr Gillian Proctor describes three correlative modes of power operating within the 

dynamic between therapist and client:  

“The first is the power inherent in the roles of therapist and client that results from the 

authority given to the therapist to define the client’s problem and the power the therapist 

has within the organisation and institutions where they work. I will call this role power. 

Whatever the context of a therapist’s work, power is still given by society to those identified 

as therapists. Various contexts of work can add to the authority given to the therapist (such 

as the NHS in the UK). 

The second aspect of power is the power arising from the respective structural positions 

in society of the therapist and client, with reference to gender, age, ethnicity etc. I will call 

this societal power. 

The third aspect of power in the therapy relationship is the power resulting from the 

personal histories of the therapist and client and their experiences of power and 

powerlessness. I will call this historical power. The personal histories and experiences will 

affect, and to some extent determine, how individuals are in relationships and how they 

think, feel and sometimes behave with respect to the power in the relationship.”   

- Pg 9, The Dynamics of Power in Counselling and Psychotherapy, Dr. Gillian 

Proctor, (underlining ours) 

Though the therapist-client relationship is distinct from the doctor/nurse/psychologist/etc-patient 

relationship, both fall within the broader remit of clinical ethics and both arise from analogous 

circumstances. Namely, the client/patient approaches the therapist/clinician for their professional 

expertise, which requires they reveal aspects of themselves they may otherwise prefer to remain 

private. Further (and as noted by Proctor above), such clinical staff have a degree of authority to 
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define the patient or client’s difficulties. In virtue of these similarities it seems reasonable to infer 

that role, societal and historical power are also of relevance to the clinician-patient dynamic. 

The inequity of power between clinician and patient is undeniable and immense. Even patients in 

relatively powerful societal positions, such as those who are themselves doctors, report struggling 

to assert themselves during clinical interactions, with many feeling compelled to defer to the 

clinician rather than their own judgement; even where they strongly disagree or hold serious 

concerns. This phenomenon, often caused by the fear of being labelled “difficult”; the fear of taking 

up “too much time”; or from intimidation by authoritarian clinicians, is dubbed “white-coat silence” 

[762,763]. A second term, “hostage bargaining syndrome”, describes a more severe form of white-

coat silence, in which patients or carers feel as if they are hostages in the presence of clinicians, 

bargaining for their care from a position of fear and confusion [764]. Patients and carers with 

experience of hostage bargaining syndrome report feeling extreme powerlessness, fear 

retribution from clinical staff for asserting their needs, and fear jeopardising the clinician-patient 

relationship, to the detriment of their, or their loved one’s, health.  

The authors contend that the mental health clinician-patient relationship epitomises the most 

extreme baseline for just asymmetries of power and is also considerably more susceptible to 

unjust asymmetries of power. The powers of the Mental Health Act 1983 only apply to patients 

with “mental disorders”. Only these patients may be forcibly and indefinitely detained by the State, 

even where they have the capacity to refuse such detention194. Hence, while the role of mental 

health patient affords fewer civil liberties than those bestowed upon physical health patients and 

even prisoners, the role of mental health clinician holds considerably more power than do 

clinicians generally.  

Returning to the matter of power and the Protocol, consider that every single patient caught in the 

rather expansive web of “BPD+” will very likely have experience of being on the losing end of role, 

societal and/or historical power imbalances. As noted previously, around 75% of BPD-labelled 

patients are women, and up to 92% have experienced severe interpersonal trauma (such as child 

sexual, physical or emotional abuse and/or domestic violence), they are also more likely to identify 

as LGBT+. Within TEWV’s catchment area, it’s also likely that many patients will have 

experienced socioeconomic deprivation, placing them in a position of reduced social power in 

comparison to TEWVs more senior clinicians. The role power afforded to the patient is also highly 

dependent on their diagnosis. For example, the patient with cancer might be seen as a “hero” or 

“fighter”, entitled to request every possible intervention regardless of its evidence base. In marked 

contrast, the patient labelled with a personality disorder might be viewed as “undeserving”, 

“difficult” and responsible for their distress, expected to be grateful for whatever they get. 

Research documenting BPD-labelled patients’ encounters with mental health professionals paint 

a truly horrifying portrait of routine contempt, neglect and disempowerment. Their perception of 

their needs goes unacknowledged; their opinions and goals are ignored; their complaints are 

dismissed as fabricated; their attempts to assert themselves may be punished with withdrawal of 

care; they are told how they feel and what motivates their behaviours; they are told they didn’t 
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 Technically speaking this is not entirely true. The State may also forcibly detain individuals with certain communicable diseases 

(cf: Public Health (Control of Disease) Act 1984 and Coronavirus Act 2020). However, relative to the utilisation of the MHA, these 
powers are considerably more limited and rarely used in practice. 
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intend to kill themselves, that they’re just attention-seeking; they are coerced into interventions 

under threat; they are humiliated, pathologised and widely reviled by clinical staff; and, as has 

been previously discussed, under the direction of mental health services they are often 

criminalised for trying to kill themselves. 

Furthermore, the protocol stretches its ‘BPD+’ inclusion criteria so far beyond the point of clinical 

credibility, it’s likely to absorb any and all patients with “chronic” experiences of self-harm, and 

those otherwise fulfilling the BPD caricature it promotes throughout. Such patients are more than 

likely to be long-term service users, who will almost certainly have a wealth of experience on the 

losing end of the role power dynamic. In other words, patients annexed within this vague criteria 

are highly likely to have experienced some form of powerlessness in their role as patient. Even in 

the 21st century, the authority of psychiatry still rests on a bedrock of paternalism and (a rather 

evidence-insensitive version of) the medical model. Long-term patients will almost certainly have 

felt psychiatry as sovereign: be it in the conspicuousness of being detained without their consent, 

or in the subtext of a psychiatric consultation that treated them as inert within the exchange. 

Patients with a history of self-harm are likely to be well-versed in relational powerlessness. Those 

seeking treatment for self-inflicted injuries commonly experience a darker side of NHS emergency 

services: staff who are routinely pleasant and professional with other patients, may suddenly take 

it upon themselves to infantalise, judge, shame, condemn, degrade, humiliate and even refuse 

care to patients who have self-harmed. Hence, the vulnerable, distressed patient seeking care to 

which they are entitled is met with acute hostility, dehumanisation and degrading experiences195. 

Such experiences are inherently disempowering, further reinforcing the complex scaffold of 

negative feelings and beliefs underpinning the act of self-harm. 

Historically, nondisclosure of a BPD diagnosis to the patient was common practice in mental 

health services; with the diagnosis kept secret within the care team [765,766]. While this practice 

is less common than it once was, the authors have nonetheless heard from numerous TEWV 

patients, who confirmed they only discovered they were labelled with BPD/EUPD after requesting 

their notes, or being told accidentally by a staff member. As noted by Joy Hibbins, founder of the 

mental health charity Suicide Crisis, such practices are particularly concerning in terms of the 

existing power dynamic : 

“Psychiatrists have power not only over the treatment and care you receive, but also over 

which diagnosis you receive. The label they place on you will affect the whole course of 

your future treatment [..] Several clients have told us that psychiatrists diagnosed them 

with a particular condition but did not disclose this to them. All the clinicians involved in 

their care were party to this information. The patient only discovered the information by 

accident - sometimes years after the diagnosis had been made. [..] I find this withholding 

of psychiatric diagnosis particularly concerning in terms of the power imbalance.”  

 

- Joy Hibbins. Suicide Prevention Techniques: How a Suicide Crisis Service Saves 

Lives. pg. 60-62 [767] 

 
195 Previously discussed in section 5.4 Self-harm and Stigma 
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The Protocol (which, was not only deliberately withheld from patients by the Trust, but also 

covertly assigns the invented diagnosis “BPD+”) hugely exacerbates the existing power 

imbalance within services, via the creation of a “secret knowledge” of which only staff are privy 

to. By denying patients access to this secret explanation of staff decisions and treatment plans, 

nor offering them any choice in whether or not they be treated under the Protocol, patients are 

further disempowered. On top of this, the Protocol endorses the withholding of ordinary care 

without the consent, or in some instances, even the knowledge of patients. Ironically, within 

mental health services, the only real, immediate power or independence currently afforded to 

patients is that of non-consent. Though matters such as assessment, diagnosis and access to 

treatment are contingent upon the clinician’s approval, the patient requires no authority but their 

own to refuse treatment196. In cases where the principles of the Protocol are utilised without the 

knowledge of patients or their families, what little power and control patients do have over their 

care, is summarily ripped from them.  

At this point it is, hopefully, rather clear that, in stark comparison to the clinicians working for the 

Trust, it’s highly likely that the overwhelming majority of patients subject to this Protocol will not 

have experienced anything near equivalent levels of role power or societal power. Furthermore, 

the high likelihood of exposure(s) to relational powerlessness, particularly during past dealings 

with medicine, leaves them in a position of relative historical powerlessness in respect to their 

contact with the Trust and its staff. As discussed at length in the previous section, historical 

powerlessness will also shape, and may even dictate, how trauma-survivors perceive and react 

to power differentials in subsequent encounters and relationships. Accordingly, prior experience 

of abusive or oppressive relationship dynamics can heavily impinge upon future relationships, 

especially those with a default asymmetry of power. Crucially, a history of profound 

powerlessness will almost certainly impact upon how someone thinks, feels and behaves with 

respect to power in future relationships. This experience of overall powerlessness will affect, and 

possibly hinder the relationship between the patient and the services they access.  

 

“I found the power dynamic between myself and the people in my care team so 

difficult that it actually made me ill. The lack of power, and fear of experiencing some 

form of punishment if I didn’t do what I was told was so overwhelming, it was like being 

permanently triggered. Meetings gave me abuse flashbacks and nightmares, over time 

I just began to see certain staff members as my past abusers from whom I could not 

escape. I became more and more unwell, deciding that I would have to kill myself to 

escape. Everything I said and did in meetings was calculated to be an answer which would 

not get me in trouble, but no-one noticed or asked what was happening for me. One staff 

member even told me that there was no power imbalance between us, and that we 

were working collaboratively. She had no idea I agreed with everything she said 

because I was terrified of doing something wrong.” 
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 As noted throughout, not all patients are capacitous: where a patient lacks the capacity to consent to a particular intervention, 

they also lack the capacity to refuse. The Mental Health Act also allows patients with mental illness to be detained and treated 
against their will, even where they have the capacity to refuse. It goes without saying that both groups are extremely vulnerable to 
the abuses described above. 
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- Former TEWV Patient (bold ours) 

“My sister is normally an outspoken and confident person. It was very strange to see her 

change so dramatically when she was under the care of mental health services. Suddenly 

she stopped saying when things bothered her and voiced no disagreements. It was as if 

she was terrified of the staff. I would often try to speak up on her behalf, particularly 

when she was in hospital, and she would get very upset with me, saying that I was 

going to get her in trouble.” 

- Sister of TEWV Patient (bold ours) 

 

“I was very frightened of my psychiatrist and basically agreed with and did everything 

he said unless my partner was with me in appointments. I was very aware that if I 

disagreed with him or contradicted him or came across in any way like a difficult 

patient I would likely be diagnosed with a personality disorder and then no-one would 

ever listen to me again. I didn’t feel comfortable being shut away in a room with him by 

myself, I felt like he could do anything to me, so I tried to be as good and small and nice 

as possible to stay safe.” 

- Former TEWV Patient (bold ours) 

 

Patients with the aforementioned experience of being on the losing end of role, societal and/or 

historical power imbalances may, quite understandably, be frightened, cynical, suspicious, 

obsequious, silent, or even openly hostile during interactions with mental health staff. They may 

also be much less inclined to share their thoughts and feelings with clinicians, or to reveal when 

they may be at risk of suicide, self-harm, or self-neglect. Additionally, recreation of traumatic, 

historical power-dynamics may even place the patient at a greater risk of self-harm or suicide. As 

such, the consideration of power dynamics between clinician and patient is vital to effective risk 

assessment and management.  

In spite of this, not once does the Protocol acknowledge the profound power differential inherent 

in services as they currently exist, failing to note that: 

● Patients in a position of enhanced powerlessness may not be able to give valid consent 

whilst under the influence of the relevant dynamic, as they may not feel comfortable 

offering differing opinions or disagreeing with their clinician. Moreover, while they are 

clearly more vulnerable to deliberate attempts at coercion, intent is not a necessary 

condition for it to occur. Even the most well-meaning clinician alive could unintentionally 

coerce a patient if they’re not careful enough to thoroughly explore the patient’s 

perspective. 

● Patients may feel unable to disclose crucial information regarding their present level of 

risk, such as: feeling too uncomfortable or frightened to disclose important risk factors; 
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feeling they may be punished for disclosing risk; or feeling they may be given “difficult 

patient” status for bringing it up, etc. 

● Patients experiencing medical disempowerment may act in an overly confident, or even 

an overly hostile manner towards staff, as a means of feeling able to speak, reclaiming 

power, or feeling safe within the dynamic. Unless this is considered and explored, staff 

risk entirely miscalculating the patient's mental state and risk profile, or even summarily 

dismissing them on the basis of “Zero Tolerance”. 

● Patients experiencing such dynamics within services may have such a strong trauma 

reaction that it iatrogenically harms them, potentially placing them at greater risk of self-

harm and suicide. 

● The nature of medical disempowerment unique to “BPD+” labelled patients can create 

situations wherein such patients are readily dismissed when discussing matters such as 

suicidal ideation. As such, patients with acutely spiraling risks of crisis, harm and death 

may not be noticed or taken seriously by staff. 

● The risk of abuse from health care professionals must be carefully considered, particularly 

where services recreate historical patterns of abuse, and where patients reporting abuse 

are summarily disbelieved due to their “BPD+” or BPD-labelled status. 

The Protocol, with its few, conspicuously overt suggestions that the patient’s views be 

“considered”; its talk of helping patients ‘retain responsibility’; and direction that patients take 

‘adaptive action to end their own misery’, presents a somewhat fragile veneer of an ostensibly 

empowering, patient-centred, patient-led process. One does not have to dig very deep to uncover 

its true focus. The role power of TEWV staff is repeatedly asserted and reinforced throughout. 

Though staff are occasionally directed to ‘take into account’ the patient’s views, such notions are 

dwarfed by a pervasive and seemingly exclusive recourse to staff perceptions and interpretations 

of patient behaviour. 

Overall, the Protocol is little but an homage to the asymmetrical power dynamic between Trust 

staff and patients labelled with “BPD+”. It invents and labels people with “BPD+”: insists that all 

such individuals have homogenous experiences; unilaterally dictates the “accepted” recovery 

process from this fictional condition; repeatedly states that withholding ordinary crisis care from 

patients, without their consent, is “optimal” care; encourages staff to dismiss, rewrite, 

reconceptualise, and ignore patient experiences; informs staff that, even if such an approach 

actually leads to the serious harm or death of a patient, they will not only be supported in 

continuing such an intervention with other patients, but their ‘good practice’ will be highlighted in 

the review of the dead/harmed patient’s care; and provides no explicit instruction to staff to gain 

consent, or even inform patients of the intervention. No consideration is given to how patients 

may feel when trapped within this model of care, nor how the power dynamics between staff and 

patients may not only make it difficult for patients to be open and honest with staff, but that such 

powerful dynamics may actually trigger trauma responses from patients, putting them at greater 

risk. 

Bottom line: if the Trust genuinely wished to ‘prevent harmful or unhelpful interventions being 

provided by clinical teams’ they would have considered all of the above. Instead, in a principle 

supposedly devoted to “multidimensional risk” the Trust doesn’t once consider medical 
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disempowerment or relational dynamics between staff and patients, but, instead, takes yet 

another opportunity to reiterate the fabricated ‘long term gains’ of being ignored out of expressing 

suicidality. The Protocol merely repeats the importance of positive risk-taking and withholding 

care, while failing to mention any form of multidimensional risk, other than the vague, unevidenced 

risk of not using positive risk-taking. With the existing power dynamic in place and no safeguards 

to ensure staff consider anything but positive risk-taking, patients are set up to be dismissed, 

silenced, and coerced by staff into an unevidenced, potentially lethal intervention. 

 

8.0 Principle Five: Patient Responsibility 

“The clinician is responsible for carrying out clinical practice at a reasonable standard of care, 

however, ultimately, the client with a diagnosis of BPD is responsible for their own behaviour 

(excluding psychosis, and some other Axis 1 disorders such a mania)”197 

(Krawitz and Watson, 2003) 

 

‘Principle 5: Patient responsibility’ opens with the above excerpt, presumably as a means of 

establishing clinical authority for the ensuing claims regarding the BPD-labelled patient’s 

particular responsibility for their own well-being. Before addressing the dubious notions of 

responsibility therein, the authors first wish to explore the relevance of the included parenthetic 

qualifier: ‘and some other Axis 1 disorders such as mania’. Put simply: what is Axis 1? What is 

an Axis 1 disorder? What is the difference between an Axis 1 disorder and BPD, and how/why 

does this justify the difference in assumptions regarding patient responsibility?  To this end, it is 

necessary to provide a brief account of the now defunct multiaxial system. 

8.1 The Multiaxial System  

As above, the extract’s assertion that “the client with a diagnosis of BPD is responsible for their 

own behaviour”, is modified by the inclusion of a qualifier, to the effect that persons with certain 

comorbid Axis 1 disorders are excluded from this assumption. Note also, that Krawitz and Watson 

are explicitly referring to patients with a formal diagnosis of BPD, not the Protocols’ completely 

fictional “BPD+”. 

As noted at the outset, as a diagnostic label, borderline personality disorder derives from the 

Diagnostic and Statistical Manual of Mental Disorders (DSM), periodically produced by the 

American Psychiatric Association. Prior to the 2013 publication of its most recent edition (DSM-

5), the DSM-IV was organised into a series of five different parts, or “axes”, known in totalis as 

the “multiaxial system” [768]: 
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 This quote is discussed in section 12.0 References and Recommended Reading 
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● Axis 1 - Clinical disorders: All “mental disorders” other than personality disorders and 

learning disabilities (e.g. bipolar disorder, schizophrenia, depression etc.) 

● Axis 2 - Personality disorders and learning disabilities: Disorders perceived as long 

standing, “pervasive”, stable over time, and typically presenting before the age of 18. 

● Axis 3 - Medical disorders: Any relevant physical disorders that could either impact a 

person's mental health, or could be impacted by their mental health. 

● Axis 4 - Psychosocial/environmental factors: Significant social/environmental stressors 

providing necessary context to a person's current mental health or level of risk (e.g. recent 

divorce or bereavement, childhood abuse, financial difficulties etc.) 

● Axis 5 - Global assessment of functioning: A test of the patient’s overall level of functioning, 

recorded on a scale of 0-100. 1-10 suggests a considerable risk of death by suicide; harm 

to oneself or others; and/or severe self-neglect. Whereas 91-100, by comparison, 

indicates superior functioning over a wide range of activities, with no clinical symptoms. 

According to this now obsolete psychiatric taxonomy, personality disorders are axis 2 disorders, 

while all other mental disorders (with the exception of learning disabilities198) are the 

aforementioned axis 1 disorders. According to current NICE guidelines, the likelihood of comorbid 

axis 1 diagnoses within BPD-labelled patients is so high, it is extremely uncommon to find patients 

with “pure” BPD, that is, a person with no other identified diagnoses [769]. Indeed, studies 

concerned with the presence of comorbidities alongside BPD, find that almost all BPD-labelled 

patients have at least one co-occurring axis 1 disorder, including: mood disorders - 96% (major 

depression, bipolar II, dysthymia); anxiety disorders - 88% (panic disorder, GAD, agoraphobia, 

OCD); eating disorders - 53-62% (anorexia nervosa, bulimia nervosa); dissociative disorders 

- 64% (dissociative amnesia, dissociative disorder NOS, dissociative identity disorder); and 

trauma- and stressor-related disorders - 56-61% (PTSD) [770,771].  

Aside from merely including it, the Protocol fails to expand or even comment on the Krawitz and 

Watson extract, presumably leaving it to speak for itself. Furthermore, it provides no guidance 

with regard to which disorders “qualify” for this uniquely black and white understanding of 

“responsibility”, nor does it clarify the situations in which the patient can be assumed to have this 

responsibility, nor does it even state exactly what these patients are responsible for beyond 

nebulous references to “well-being” or “behaviour”. As such, staff are simply left to interpret the 

relevance, meaning and implications of the extract by themselves. 
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 This is not to say the authors consider learning disability a legitimate form of “mental disorder”, just that they are classified as 

such by the DSM 
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8.2 “You Have the Capacity to Kill Yourself” 

If the mental state of the person indicates that they cannot take responsibility for their own action, 

then this should be regarded as a new pattern and the clinician/team should take appropriate 

action according to the circumstances. 

 

Historically-speaking, normative British perspectives on mental illness have never been overly 

concerned with notions of “patient responsibility”199. The Victorian-derived200 conception of mental 

illness as equivalent to incapacity, was used to justify a blanket policy of authoritarian medical 

paternalism, wherein various levels of control, compulsion and detention were unilaterally 

imposed upon the patient “for their own good”. This heavy-handed, risk-averse, “traditional” form 

of psychiatric paternalism persists to this day, albeit in marginally watered-down increments 

parallel to the successive statutory reforms of the last century or so. As such, the current iteration 

of English primary mental health legislation, the Mental Health Act 1983 (MHA), endures as a relic 

of mid-century psychiatric hegemony. As such, it is still possible to detain (or “section”) “mentally 

disordered” persons indefinitely201, regardless of their ability to consent to such. Moreover, it is 

still permissible to force major psychiatric treatment202 on such persons, even where they are able 

to validly refuse to consent, simply because their psychiatrist thinks it’s clinically appropriate203. 

In marked contrast, the valid consent (or refusal to consent) of adults with physical illness has 

conditional statutory protection by virtue of the Mental Capacity Act 2005 (MCA). Accordingly, it 

is wholly unlawful to force treatment and/or detention for physical illness, where consent for such 

is validly204 refused. 

 

Nonetheless, despite this manifest persistence of traditional paternalism within mental health 

legislation, it seems a rather distinct, chillingly insidious and (not infrequently) unlawful 

“neopaternalism”205 has been gaining traction within certain domains of NHS clinical practice. 

Within traditionally paternalistic mental health practice, the paternalist (i.e. clinician, service or 
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 With the exception of situations involving criminal liability 
200

 The Victorian governments were the first to take a sustained interest in overseeing the “care and control” of the “insane”. The 

Lunacy Act 1845 marked the beginning of the formal medicalisation of mental illness, and was the first to characterise “lunatics” as 
patients. See: Treatment Without Consent 
201

 In this regard, detention under the MHA is more oppressive than (most) prison sentences. Barring certain exceptions, prisoners 

cannot be held in prison indefinitely, rather, they MUST be released at the end of their sentence, regardless of how dangerous they 
might still be.  
202

 Here, “major” primarily refers to the extensive formulary of psychotropic drugs, many of which carry heavy side-effect profiles 

and/or significant short/long-term risks, including (but not limited to) spontaneous poisoning caused by the drug itself (e.g. lithium 
(mood stabiliser)), life-threatening blood disorders, seizures or heart attacks (e.g. clozapine (antipsychotic)) and severe birth defects 
(e.g. sodium valproate (mood stabiliser)) 
203

See s.63-4 for more details on permissible treatments (which, for reference, may include psychological treatments), and s.57, 58 

& 58A for exceptions. Mental Health Act 1983. 
204

 The conditions for valid vs invalid consent re: the MCA are discussed in detail shortly 
205

 Please note: within the context of healthcare ethics “neopaternalism” is a relatively new term, and, as such, does not have a 

fixed definition. Here, it specifically refers to coercive and moralistic policies aiming to justify the denial of care or services, on the 
basis that the patient is responsible for making themselves better, rather than relying on the State. See: 
https://recoveryinthebin.org/2019/06/03/neopaternalism-new-wave-paternalism-in-uk-mental-health-services/ 
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NHS trust) is obliged to take action in response to known patient risk206, using compulsory powers 

where the paternalist sees fit207 (e.g. “sectioning” an acutely suicidal person). However, within 

neopaternalistic mental health practice, clinicians/services/NHS trusts are summarily (and 

unlawfully) relieved of all such “protective” duties towards their patients. Accordingly, 

neopaternalism explicitly sanctions inaction in the face of known patient risk, by virtue of the 

disingenuously moralistic assertion that (certain) psychiatric patients are not truly “unwell”, rather, 

they are the architects of their own distress, by virtue of their unwillingness to “take responsibility” 

for their own mental health. It follows that, rather than indulging their illegitimate demands for 

protective NHS care, these patients should be forced to “take responsibility” for their mental 

health, rather than relying/becoming dependent upon the NHS (i.e. the State) to protect them from 

the potentially lethal consequences of such.   

 

Though such policies are not lawful within the current NHS mental health statutory framework, 

they are analogous to the recent neoliberal statutory reforms of the English “protection” state208, 

whereby the mental distress of persons with chronic mental health difficulties was systematically 

delegitimised as a valid form of entitlement for State assistance, paving the way for austerity-

driven sickness benefit cuts. The abstract, nebulous and contested nature of “mental illness” 

renders it particularly vulnerable to political manipulation and chicanery. For example, countless 

forms of “mental distress” are experienced by innumerable numbers of people every single day. 

The existence of mental distress is (most likely) accepted as given, yet, its nature remains a 

complete mystery [772]. Though we may all feel mental distress at one time or another, it has no 

empirically-observable physical manifestation, rather, it remains a purely metaphysical 

experience. For the present purposes, “metaphysical” experiences are those completely 

impenetrable to scientific scrutiny, that is, they cannot be empirically detected, measured, 

analysed, or even perceived by third-party observers209. In an overstretched NHS where 

“efficiency” measures are justified by appeal to scientism210, experiences impervious to empirical 

modes observation are vulnerable to ideological exploitation by those in power (e.g. politicians, 

doctors, NHS executives/managers etc). Thus, under the pretense of promoting individual 

responsibility and self-governance, neoliberal benefit reforms succeeded in ideologically 

invalidating claimants’ experiences of mental distress as a legitimate form of entitlement to state 

assistance. Accordingly, the mental distress of some of those with chronic, ongoing mental health 

issues is no longer afforded the status of a “valid” clinical illness and/or disability, rather, this 

mental distress is reframed as a form of grave moral failure, paving the way for unfounded, 

 
206

 Patients may be a risk to themselves, or to others. A large part of the MHA (Part III) is concerned with the detention of “mentally 

disordered” persons believed to be dangerous to the public. For the purposes of relevance, this form of detention is not discussed 
further here. 
207

 Traditionally paternalist interventions do not always entail patient compulsion, rather they merely allow for it where patients are 

unwilling to accept “doctor knows best”. It’s important to note that, while the MHA still favours this form of paternalism, it requires 
clinicians etc to use the least restrictive option available (MHA CoP, para 1.1). 
208

 I.e. the welfare system 
209

 E.g. Where chest pain is caused by a heart attack, clinicians will (most likely) observe clear pathological changes in the person’s 

blood biochemistry and in the electrical activity of their heart. Where chest pain is produced by mental distress there will, most likely, 
be nothing to indicate “pathology”. Thus, although mental distress commonly produces physical effects (e.g. crying), these vary 
widely from person to person. The feeling of mental distress may occur in the absence of any outward signs. In scientific terms, 
these effects are non-specific, subjective and unreliable. 
210

 I.e. services increasingly rely on the State’s conception of seemingly objective, “evidence-based” metrics to justify their funding. 

See: https://www.bacp.co.uk/bacp-journals/healthcare-counselling-and-psychotherapy-journal/october-2015/the-nhs-in-2015/ 
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moralistic and authoritarian narratives of individual responsibility for ill health. Accordingly, such 

persons are transformed from blamelessly unwell/disabled objects of pity entitled to state charity, 

to detestable, morally defective “scroungers”, leeching off the public purse. In terms of welfare 

reform, these neoliberal “responsibilisation” narratives succeeded in entrenching moral culpability 

into existing mental health stigma. This added dimension of “blame” readily engendered public 

hostility towards the funding of the protection state, and the persons that rely on it, while the 

economic provision of such services was quietly reduced or obliterated by the government [773]. 

As such, rather than genuinely promoting responsibility as an end, such policies more accurately 

enforce obligations as a means to justify a hidden end, i.e. state-funded protective services are 

denied to vulnerable people, who are obliged to protect themselves [774]. 

 

As noted above, similar neopaternalistic measures are not compatible with the current NHS 

mental health statutory framework: NHS mental health trusts cannot lawfully offload their 

“protective” statutory responsibilities onto their patients in the name of “promoting” responsibility. 

Nonetheless, that something is unlawful, does not mean it isn’t possible, or that it isn’t currently 

happening. Much as it’s comforting to imagine the NHS as transcending such antithetical forms 

of corruption, recent history [775] strongly suggests otherwise. Accordingly, the authors have 

been extremely disturbed by the degree to which unlawful, dangerous and overtly neopaternalistic 

practices regarding suicide/self-harm risk management in “BPD+” patients have permeated the 

Trust’s regulatory framework and staff culture. The authors were equally horrified to find these 

practices have been in place, apparently undetected by any regulatory body, for nearly a decade. 

A decade during which numerous avoidable patient suicides may have resulted from such. 

 

More specifically, the tone, content and implications of the Protocol are more akin to an ardent 

love letter to neopaternalistic ideology, than a professional, clinically-useful piece of Trust 

guidance. Consider that the Protocol’s approach to risk management is uncannily similar to the 

neoliberal “responsibilisation” reforms of the protective state. Though the document claims to 

facilitate the taking of clinical (‘therapeutic’) risks when managing self-harm or suicide in “BPD+”, 

it contains nothing in the way of valid clinical criteria. In lieu of such, staff are implicitly encouraged 

to ration crisis care on the decidedly moral basis of “patient responsibility” for ill health 

(‘wellbeing’). Accordingly, the mental distress of “BPD+” patients is reborn as a symptom of the 

patient’s fundamental moral perversion. Accordingly, signs of crisis-level mental distress in such 

patients (e.g. self-harm, suicide attempts) are not to be taken as an indication of genuine mental 

illness, rather, they are evidence of the patient’s moral failures, i.e.  maintaining dependence on 

the NHS (i.e. the State) by refusing to “take responsibility” for themselves. However, the Protocol’s 

particular take on neopaternalism goes beyond mere narratives of responsibility and dependency. 

Addressing the nature of “BPD+” specifically, the patient’s failure to “take responsibility” for their 

own distress is implicitly construed as entailing the emotional manipulation of staff via self-harm 

and/or suicide attempts (or threats of such), with the aim of forcing such to “take responsibility” 

on their behalf. As such, the Protocol claims ‘optimal care’ for such patients requires the blanket 

denial of ‘caring interventions [at the] core of mental health work’, ‘socially expected’ crisis 

interventions, and especially ‘the sort of care that looks after someone in a protective way’.   
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Thus, at its core, the Protocol perfectly mirrors the neoliberal “responsibilisation” ideology 

discussed above. The clinical validity of “BPD+” is utterly delegitimised in favour of an 

unsubstantiated and (ironically) immoral conception of such as a moral perversion. Thus, in place 

of a legitimate clinical risk management policy, the Trust has married stigma with blame, codifying 

the resulting discrimination and prejudice into their regulatory framework. In doing so, they not 

only lend legitimacy to pre-existing stigmatising attitudes towards personality disorders among 

staff, but encourage the development and entrenchment of moral hostility towards “BPD+” within 

wider staff culture. Staff internalising this rhetoric of blame will, most likely, be far more amenable 

to the Protocol’s abjectly neglectful approach to crisis care for patients with “BPD+”, especially 

given that doing so allows them to shirk their statutory responsibilities to such patients. The 

Protocol explicitly and repeatedly denies the utility and validity of the Trust’s “protective” 

obligations towards such patients. In other words, it claims staff are not obliged to do anything to 

protect the lives of “BPD+” patients, because these patients hold complete ‘responsibility for their 

own wellbeing’, whatever that means. As such, while the Protocol claims to promote patient 

responsibility by providing such with ‘the support, skills and encouragement to retain responsibility 

for themselves’211, in reality it merely forces the patient (and their relative(s)) to fulfil the Trust’s 

statutory obligations. 

 

By far the most telling aspect of the Protocol’s singular “responsibilisation” approach, is the one 

exception it offers. As noted three times throughout the document, where “BPD+” patients present 

with signs of comorbid ‘psychosis and some other Axis 1 disorders such a [sic] mania’212, they are 

to be treated as wholly incapable of taking responsibility for their ‘actions’ or ‘wellbeing’. Thus, for 

the Protocol, responsibility appears to be a strictly binary phenomenon, apportioned along the 

simplistic, black and white partitions of the now defunct DSM multiaxial diagnostic system. 

Accordingly, all primary psychiatric diagnoses were segregated into two distinct classes, “axis 1” 

and “axis 2”. Axis 1 was reserved for ‘clinical disorders and other conditions that may be a focus 

of clinical attention’ [776], whereas Axis 2 was reserved for ‘personality disorders and mental 

retardation’ [777]. Regardless of the original rationale for this division, the pervasive impact upon 

medical culture was such that only axis 1 conditions (e.g. depression, bipolar disorder, 

schizophrenia etc) were viewed as “true” (i.e. treatable) illnesses with clinical criteria, while axis 

2 conditions (particularly personality disorders) were viewed as enduring and pervasive (i.e. 

untreatable) defects of character [778], with predominantly moralistic criteria [779]. Thus, it seems 

the medicocultural impact of this division was to create a clinical vs moral dichotomy between axis 

1 and 2 conditions. This mirrors the neopaternalistic delegitimisation process described above, 

whereby a person's entitlement to “protective” care or support is eroded via the reframing of their 

mental distress as moral deficiency, rather than a clinical one. It seems the Protocol is using this 

same dichotomy to crudely apportion responsibility (or, perhaps, blame) among patients 

according to their perceived moral culpability for their own distress. As such, the only time “BPD+” 

patients are given a break from the manifestly ludicrous and unlawful assertion of total 

responsibility for their distress, is if they display signs of clinically legitimate (i.e. axis 1) illness, in 

which case they apparently hold zero responsibility for their distress.  
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 Though it never explains what this entails 
212

 Krawitz and Watson, 2003, quoted at the beginning of Principle 5: Patient responsibility 
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Thus, though the Protocol claims to be a clinical framework for facilitating clinical decisions, its 

ethos is more akin to a political framework for facilitating purely moral judgements regarding 

patients’ entitlement to crisis services. This responsibilisation narrative covertly serves the Trust’s 

interests alone, whilst largely obscuring its implications for patients. Though entirely lacking in 

clinical guidance or instruction, the Protocol is so liberally dressed in a strange concoction of 

“pseudoclinicalese”-cum-NHS-management-speak, its exclusively moralistic underpinnings are 

not immediately obvious. This artifice is dubiously similar to that which neopaternalism relies on, 

i.e. the ostensibly anti-paternalist pretense of “promoting” personal liberty and autonomy via self-

governance, covertly smoothing the way for moralistic responsibilisation narratives. Whereas 

traditional paternalism would struggle to hide its overtly authoritarian principles, neopaternalism 

is insidiously covert: presenting as the proverbial “innocent flower” whilst, in reality, being the 

hidden “serpent under’t”213. Thus, whilst responsibilisation narratives create the impression of 

being antithetical to traditional paternalism, this is merely a subterfuge, concealing an even 

greater propensity towards coercion and oppression: i.e. not only are patients coerced, they are 

further coerced into believing they are not being coerced, and so on.  

 

In essence, the Protocol weaponises responsibility, as a means of concealing its authoritarian 

backbone. Patients are told they are entirely responsible for their distress, but are covertly denied 

any opportunity to make treatment choices for themselves. Staff are taught how to camouflage 

their prejudiced moral judgements with the veneer of Trust authority, allowing clinically 

appropriate care to be covertly and coercively denied to patients on wholly unlawful grounds. As 

such, all “BPD+” patients are robbed of their lawful right to access crisis care (when appropriate), 

whilst being held responsible for the potentially lethal consequences of such. Moreover, though 

individual patient responsibility is repeatedly emphasised, the Protocol fails to afford “BPD+” 

patients with anything approaching an individual identity. Rather, they are reduced to a single 

highly stigmatised caricature, to which a single, blanket risk-management approach is applied: 

denial of care. Putting it bluntly: this is not the ‘skills building, autonomy building, resilience 

building approach’ allegedly required for such patients, it is oppression masquerading as liberty. 

 

Within the Trust’s services, the authors have noted (at least) two distinct staff narratives operating 

in apparent accord214 with the Protocol’s neopaternalist ethos. The first of these, the responsibility 

narrative, is essentially identical to the responsibilisation mindset unambiguously promoted by the 

Protocol itself.  Over the 6(+) pages occupied by the main prose, “patient responsibility” gets 11 

explicit mentions, most of which occur in a section215 entirely dedicated to expounding the unlawful 

notion that the patient alone is fully responsible for resolving their own suicidal crises216. This 

narrative is best epitomised by the words of the Protocol itself: 

 
213

 Shakespeare, William, Macbeth, Act 1, Scene 5: Lady Macbeth entreats Macbeth to “Look like th' innocent flower,[b]ut be the 

serpent under ’t.’, i.e. hide your nefarious intentions behind a veneer of virtue 
214

Intentionally or not 
215 Section 8.0 Principle Five: Patient Responsibility 
216

 Contrast this with the ZERO references to the “statutory responsibilities” lawfully owed to patients by the Trust and its staff; 

ZERO references to the “duty of care” also lawfully owed to such patients; ZERO references to the various “professional standards” 
expected of staff (dependent on role); ZERO references to “consent” and the patient’s right to such, and the ZERO references made 
to the two most relevant pieces of mental health/mental health-related legislation (the MCA and MHA) 
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‘For most people with a diagnosis of BPD+, the road to recovery begins when they see 

the possibility of taking adaptive action to end their own misery, instead of continuing to 

invest entirely in unrealistic hopes that others can take away their pain. People are also 

much safer when they take responsibility for their own actions instead of relying on others 

or on services to keep them safe. Clinical teams should convey with their words and 

actions that the person with a diagnosis of BPD+ is able to, and does, hold 

responsibility for their wellbeing.’    

 

pg.4 V1 & pg.5 V2 (bold/underlining ours) 

This prejudiced, solipsistic and patently negligent approach to crisis risk management (the risk of 

death or serious injury from self-harm/suicide) is specifically aimed at those members of staff 

“responsible” for providing “care” to any patient showing the merest resemblance to the Protocol’s 

noxious “BPD+” archetype, wherein “BPD+” patients are afforded the nuance and moral standing 

of a pantomime villain. 

 

In clinical practice, the responsibility narrative essentially follows the Protocol’s lead, albeit with 

significantly less ‘precision’ than the document claims. The most common iteration of this narrative 

emerging from survivor testimony, broadly conforms to the following outline:  

 

1. In accordance with the Trust’s own public guidance [780], a severely distressed patient in 

the midst of a severe mental health crisis (or one of their relatives), calls the TEWV crisis 

number (or their care coordinator), which is answered by a staff member from one of the 

Trust’s crisis teams (or their care coordinator/a duty worker for the CMHT) 

 

2. Again, in accordance with the above-mentioned guidance, the patient informs the 

answering staff member that they 

 

a.  

■ feel like killing (or seriously harming) themselves, and/or; 

■ are frightened they might kill themselves, and/or; 

■ want to kill themselves, and/or; 

■ have a plan to kill themselves, and/or;  

■ have made all of the necessary preparations to kill themselves, and/or; 

■ feel as though they have no choice but to kill themselves, and/or; 

■ are literally inches away from jumping from a great height/etc, and/or; 

■ variations thereof, AND: 

 

b. Would very much like some urgent crisis support so they might weather this crisis 

without dying or sustaining life-changing injuries217. 

 

 
217

 Contrary to popular belief, a person can feel suicidal, and even act on suicidal thoughts, without actually wanting to die. 



206 

3. In response, the staff member simply tells them to “take responsibility” for themselves/their 

actions/the well-being, with the possible addition of one of the following, frequently used 

qualifiers: 

 

“Because 

■ You are responsible for killing yourself 

■ You are in control of your actions 

■ It’s not our responsibility to protect you 

■ If you really wanted to kill yourself, you wouldn’t have called us 

■ If you really wanted to kill yourself, you’d have done it by now 

■ If you really wanted to kill yourself, you’d already be dead 

■ If you really wanted to kill yourself, you wouldn’t keep surviving attempts 

■ You’re just making this up/being dramatic” 

 

4. Thus, an acutely suicidal and (likely) extremely fragile person, with a very high risk of death 

or serious injury, is left to navigate the bitter frontiers of existence alone. Moreover, the 

only “support” the Trust deigns to provide, is to ensure the person knows they are so utterly 

loathsome and worthless, that NHS services would rather toy with their mortality to teach 

them a lesson, than to provide ‘[t]he interventions that mental health services typically 

offer patients, and are socially expected to offer, at times of crisis’ (i.e. the life-preserving 

crisis intervention the Trust is lawfully required to provide in such situations).  

 

Though the situation just described is necessarily generalised, it is not, in any way, an 

exaggeration. On the contrary, this appears to be the standard of “care” routinely inflicted upon 

“BPD+” patients, recounted to the authors by innumerable TEWV survivors (and/or their families). 

For all the virtue-signalling pageantry promising ‘precise support and guidance’, ‘just enough 

intervention’, ‘[a] skills building, autonomy building, resilience building approach’ and ‘the support, 

skills, encouragement and hope [the patient] need[s] to retain responsibility for themselves’ in lieu 

of ‘protective’, ‘caring’ and ‘socially-expected’ interventions, the Protocol provides zero guidance 

as to what these woolly-sounding practices actually entail. As such, the negligent and abusive 

responses described above may well reflect the interpretation of such, by a member/members of 

staff or services, who might feel particularly invigorated by the Protocol’s false depiction of their 

role as bestowing unqualified power over patients, minus the “inconvenience” of being 

accountable for such. 

 

The second staff narrative to accord with the Protocol’s neopaternalist approach to crisis care 

concerns a specific misappropriation of mental capacity legislation. Unlike the responsibility 

narrative, this capacity narrative exhibits no immediately overt connections to the Protocol’s text. 

Indeed, the Protocol makes absolutely no reference to the concept of mental capacity or the 

corresponding legislation which, far from providing some manner of exoneration, is just another 

indication of the Trust’s manifest lack of regard for the law. Regardless, though the authors do 

not have incontrovertible evidence of a connection, the capacity narrative essentially translates 

the Protocol’s moralistic language of responsibility, into the legalistic language of the Mental 

Capacity Act 2005, effecting a like for like replacement of responsibility, with capacity. As such, 
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rather than being told to “take responsibility” for killing themselves, patients are told they “have 

the capacity” to kill themselves. Likewise, rather than the Trust refusing to intervene on the 

(covertly) moral grounds of enforcing patient responsibility, they now claim to be legally prohibited 

from intervening because the patient “has capacity”. Whichever fiction is favoured, the result is 

the same: suicidal patients are denied basic crisis care, whilst having their shoulders loaded with 

all the blame and responsibility for the abject negligence of Trust staff.  

 

“When I was told I “had capacity” during a suicidal crisis it was clear this meant I was 

responsible for my actions and because I had capacity if I did kill myself that was 

ok and no one was going to stop me. The word capacity in this context was used 

synonymously with responsible and not-psychotic. My psychiatrist said I had capacity and 

as such I didn’t need to see the crisis team or go into hospital as if my suicide plans were 

the same as making plans to go on holiday. They used capacity to withhold care from 

me, basically saying “it doesn’t matter if you die because you can make this decision so 

we owe you nothing”.” 

 

- Former TEWV Patient (bold ours) 

 

The main body of this section is devoted to unraveling, analysing and exposing the profoundly 

unethical, unprofessional, unevidenced and disturbingly unlawful nature of both narratives, 

particularly within the crisis risk management context of the Protocol. 

 

The first half of this section provides a discrete, methodical and exhaustive legal dissection of the 

Trust’s capacity narrative. For the most part, this analysis is wholly concerned with the material 

laws218, both in spirit and letter. Within healthcare contexts, the term “capacity”, when used to 

describe a person’s faculties of self-governance (aka decisional capacity), inevitably refers to a 

strictly delimited statutory219 concept. This is quite unlike most other contemporary, non-

empirical220 clinical concepts (e.g. “responsibility”, “risk”, “mental state”, “well-being” etc); though 

the precise meaning of such concepts can be modified and/or circumscribed within specific legal 

contexts, their meaning and usage within general clinical practice is, within reason, open to 

interpretation. In contrast, (decisional) capacity affords little room for interpretation as, regardless 

of the context in which it’s used, it always entails a strictly discrete definition codified within 

sections 1-3 of the Mental Capacity Act 2005221. As such, wherever and whenever a member of 

Trust staff tells a patient they have the capacity to kill themselves, whether they realise it or not, 

they are invoking a formal statutory concept subject to numerous additional statutory principles, 

 
218

 i.e . as opposed to the relevant ethical, professional and clinical principles 
219

 For something to be statutory it must be explicitly given force (i.e. defined, permitted, required, entailed etc) in statute law. E.g. a 

statutory meaning is that outlined in statute, a statutory obligation is that imposed by statute, statutory guidance is that specifically 
entailed by statute etc. Additionally, a statutory agent/body is that with the authorisation to act on behalf of the State, which includes 
all NHS Trusts and their staff (subject to context).  As statute law is the highest form of law in England and Wales, statutory force 
represents the highest form of legal authority.  
220

 Here “non-empirical” refers to clinical phenomena that cannot be empirically detected or measured. Empirical clinical 

phenomena include everything detectable, measurable or otherwise visualisable via clinical examination and/or testing (e.g. via 
blood tests, physical examination, medical imaging etc) 
221

 The Mental Capacity Act 2005 is the legislation concerned with decision-making capacity and making decisions on behalf of 

those that lack the capacity to make them for themselves 
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all of which precisely govern its meaning, operation, applicability, implications etc, and many of 

which entail stringent statutory obligations. In other words, the MCA not only governs the meaning 

of “capacity”, but also dictates the necessary conditions for its proper usage and implementation 

which, quite crucially, includes the statutory imposition of responsibility on the person invoking its 

powers. Putting it simply, no doctor, nurse, psychologist, support worker, NHS Trust etc may take 

“capacity” to mean whatever they want it to. Moreover, no one is permitted to fling their version of 

“capacity” about the place whenever it suits their interests. Indeed, the MCA is not remotely 

concerned with the interests of healthcare staff or Trusts, rather, it places the interests of the 

person at the centre of all decision-making, regardless of whether they have capacity or not. As 

such, the only consideration given to staff (etc222) is to impose specific duties upon them, one of 

which is the duty to “have regard” for the accompanying Code of Practice, which contains 

accessible explanations of the Act’s provisions. Accordingly, neither ignorance nor lack of 

understanding are reasonable grounds for engaging in unlawful conduct, neither on the part of 

the Trust, or it’s individual staff members. Thus, whether they realise it or not, the TEWV staff 

denying crisis care to patients they deem to ‘have capacity’ are invoking a stringent legal concept. 

In doing so, they also call forth additional statutory concepts, obligations, and even additional 

statutes, all of which forms the dense, interconnected web of law governing clinical practice. As 

such, their conduct is vulnerable to a range of legal critiques/comments (i.e. informed consent, 

human rights, clinical negligence etc), some of which are found later on in this document. For 

now, we will concern ourselves only with the law on mental capacity in relation to TEWV’s 

particular corruption of such. 

 

“[…] more recently the crisis team are now saying that suicide is my choice because 

I am an adult and I have capacity so I just need to take responsibility. They don’t ever 

understand that in the moments I want to die it isn’t a choice its like something barreling 

down on top of me which I cant escape from. In those moments I need someone to hold 

hope for me and sometimes to make decisions for me and just help me but even without 

seeing me now they just say I have capacity so its my choice.” 

 

- TEWV Patient (bold ours) 

 

To feel comfortable telling a patient you have not met, you do not know and whom you cannot 

see, that they can be denied crisis care on the unqualified basis that they automatically “have 

capacity”, is to feel comfortable committing brazenly unsophisticated violations of multiple 

statutes. The violation of most interest here, is that of the MCA’s overarching principles, given in 

s.1: 

 

“(1) The following principles apply for the purposes of this Act. 

 

(2) A person must be assumed to have capacity unless it is established that he lacks 

capacity. 

 

 
222

 Please note: the MCA is applicable beyond clinical contexts, even applying in domestic situations. As such, the person taking 

the role of “staff” may actually be an unpaid carer, subject to different obligations.  
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(3) A person is not to be treated as unable to make a decision unless all practicable steps 

to help him to do so have been taken without success. 

 

(4) A person is not to be treated as unable to make a decision merely because he makes 

an unwise decision. 

 

(5) An act done, or decision made, under this Act for or on behalf of a person who lacks 

capacity must be done, or made, in his best interests. 

 

(6) Before the act is done, or the decision is made, regard must be had to whether the 

purpose for which it is needed can be as effectively achieved in a way that is less restrictive 

of the person's rights and freedom of action.” 

 

- The Principles, s1, Mental Capacity Act (MCA) 2005  

 

The most misread of these principles is s.1(2), also known as the presumption of capacity (or, 

merely “the Presumption”). Its purpose was to protect persons from paternalism, by requiring 

doctors (etc.) to treat all persons as though they have capacity, until there is reason to suspect 

they do not. The legitimate reasons for suspecting incapacity are given by the Act and its Code 

of Practice (hereafter “the code” or “the MCA code”). The conditionality of the Presumption is quite 

transparent, after all, it’s impossible to read without noting the qualifier given in the same sentence 

(“unless it is established that he lacks capacity”). Yet, in spite of such legal precision, the 

Presumption appears to be one of the most widely abused [781] parts of the Act. The term 

“abused” should be taken quite literally here, since the authors cannot fathom how widespread, 

unchecked distortion of a very simple statutory principle could be “accidental” within the 

supposedly regulated environment of an NHS Trust. Especially when the effect of this unlawful 

interpretation inevitably favours the interests of staff over those of the patients.  

 

Take, for example, TEWV’s “you have capacity” mantra, to which suicidal “BPD+” patients are 

consistently subjected to when asking for crisis intervention. To summarily deny care to such 

patients on the basis that they “have capacity”, is to snap the Presumption in two and throw the 

second half away. That is, the Presumption according to TEWV is “A person must be assumed to 

have capacity when it suits us”. This manner of MCA violation is identical to that noted throughout 

the NHS and social care sector, whereby a truncated version of the Presumption is used to ignore 

statutory obligations and to rationalise neglect [782]. In the case of TEWV, it is also used 

coercively: patients are made to endure a burden of responsibility that is not rightfully theirs, and 

when they come to harm, they are additionally burdened with the blame for such. As noted earlier, 

such neopaternalistic tactics work by covertly shifting responsibility from Trust to patient in a 

manner that preserves the Trust’s virtue, whilst the patient is dragged through the mud. 

Understand that this is not just a misuse of the law, it is the coercion, abuse and neglect of patients 

dressed up as freedom and self-governance. It is an NHS Trust and NHS workers covertly 

dumping their statutory responsibilities on the patients they are supposed to protect. It is the 

unavoidable deaths of patients who reached out for help, to find themselves viciously bitten by 

the unfettered egos of Trust staff.  
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Though TEWV’s capacity narrative begins with this truncation of the Presumption, it most certainly 

does not end there. Indeed, full appreciation of just how absurdly unlawful this narrative is requires 

a fuller appreciation of the law around it. As such, the following section begins with a technical 

discussion of the Presumption which either includes or is followed by discussion of immediately 

related concepts, such as the statutory definition of capacity and the statutory test for such (inter 

alia) and any specific duties imposed upon the Trust or its staff. Once the necessary foundation 

is laid, the focus shifts to analysing the specifics of TEWV’s unlawful conduct. Unless otherwise 

stated, the clinical situation under discussion is that where a suicidal “BPD+” patient explicitly 

requests crisis intervention from the Trust, which is summarily denied because they “have 

capacity”. As stated, the unlawfulness of this statement, particularly within the context it is given, 

goes beyond the breach of a single statutory principle. As such, the following analysis dissects 

each of these violations one at a time, with each sub-analysis adding to the next to gradually form 

a more general picture of the Trust’s capacity narrative. The purpose is to methodically demolish 

the legal basis of this narrative, first by outlining the lawful use of such provisions in such 

situations, and second, by explaining (where necessary) exactly how TEWV’s conduct fails to 

meet this standard. Additionally, the sheer scope of provisions discussed, including those from 

other statutes, is also intended to convey the true nature and scale of the Trust’s unlawful conduct. 

Upon appreciating such, the notion that this is “all just a terrible mistake” will, hopefully, be met 

with the cynicism it deserves. On the basis of everything they have read, seen or been told, the 

authors strongly believe this not the product of an unavoidable chain of events.  Rather, they are 

certain that the legal violations described herein are just as much the result of systemic Trust 

failures, as they are the misconduct of individual staff members. As such, the following section 

also provides the rational basis for this belief. Once the law is adequately illuminated, the true 

face of the capacity narrative is finally exposed for the neopaternalist nonsense it is. Indeed, it is, 

ironically, quite apparent that the narrative has nothing to do with the law on capacity, rather, it 

merely shrouds the purely moralistic motives of Trust staff with a confusing and intimidating 

mixture of distorted legal vernacular and authority. The pursuit of such motives is carried out at 

the great expense of patients and their relatives. As such, the final part of this section considers 

the horrifying implications of this practice for patients subject to it both in the short- and the long-

term. 

 

8.2.1 ‘Well, because it obviously is your choice to… if you want to end your life. You have 

capacity to make that decision’ 

 

“TEWV Patient: [discussing building resilience skills in community instead of hospital 

care] …it’s not about skills. It’s about what I, whether or not I want to be alive and that’s 

that’s a different thing. If I want to be alive I have the skills not to kill myself. It’s about 

whether or not I want to be……  And this stuff about ‘well it is in your own home, it’s in 

your own home’, well if that is what someone wants at that time, fine. Well, if it’s just a 

moral judgement of ‘this is what you should do to develop your skills’ that we are going 

to impose on you, it’s not. That’s my view on that. 
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TEWV Crisis Team 1: Right 

TEWV Crisis Team 2: Right, OK, well I can leave this [WRAP Plan] or not. It’s entirely up 

to you. 

TEWV Patient: Did you hear what I just said? 

TEWV Crisis Team 2: Well, because it obviously is your choice to… if you want to 

end your life. You have capacity to make that decision but we try and prevent that 

and work with people in the community. 

TEWV Patient: [starts crying silently] mm… Did you really just say that? 

TEWV Crisis Team 2: Did I just say what? 

TEWV Patient: You have capacity to kill yourself if you want to. 

TEWV Crisis Team 2: I’m not saying that, I’m saying that we work with people in the 

community but obviously you do have the capacity to make any decision.” 

 - Transcript of a recorded conversation between a TEWV patient and two TEWV crisis 

team staff members 

 

 

 
Figure 16: Patient notes made by TEWV crisis team members after the conversation depicted above in the transcript 
extract 

 

8.2.2 The Presumption of Capacity: The First Principle, but not the Last 

 

Recall the MCA’s very first principle: 

 

“A person must be assumed to have capacity unless it is established that he lacks 

capacity.” 

 

- Section 1(2), MCA 2005 

 

Note that this first principle is not also the last principle: once written, the statute’s authors did not 

down their pens, pat themselves on the back for a job well done and retire to the bar. The Houses 

of Parliament did not spend millions of taxpayer’s money on thousands of parliamentary hours of 
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debating, researching, and consulting so they could ask the Queen to sign off223 on a single 16-

word sentence. Of course, the Trust cannot reasonably claim to be ignorant of this fact. No law-

abiding Trust would so readily exploit a mere fragment of the law without being familiar with the 

statute it comes from. Indeed, a law-abiding trust would know it is impossible to correctly invoke 

a statutory principle without an appreciation of precisely where, when and how it should be 

applied. As far as the MCA is concerned, no single principle can stand alone, that is, no principle 

can be correctly understood without a full appreciation of the (often) many other principles that 

can modify it. Indeed, one cannot read the Presumption (s1(2)) without seeing the four related 

provisions that follow (s1(3-6), all grouped under the first, which states: 

 

“The following principles apply for the purposes of this act.” 

- Section 1(1), MCA 2005 

 

In other words: these five principles must all be applied together and at all times when using this 

statute. Of course, a law-abiding trust would know this, because a law-abiding trust would know 

they have a legally required to be properly familiar with the laws they invoke. Particularly, a law-

abiding trust would be aware of that both the organisation and its staff are legally required to have 

regard for the MCA’s Code of Practice (CoP), a very detailed document specifically written to 

provide guidance on the day-to-day application of the law. There are a number of possible reasons 

for TEWV’s conduct (e.g. they’re completely unaware of the MCA; they’re aware of the MCA but 

haven’t read it properly; they’re fully aware of the MCA but don’t care), none of which can even 

begin to legally absolve them. The bottom line is, the law requires the Trust and its staff to be 

properly familiar224 with the laws they use and to use them lawfully, a tenet so fundamental TEWV 

cannot conceivably be ignorant of it. As such, it is impossible to conceive of this situation as 

anything other than the product of wilful negligence. 

 

Though the presumption cannot stand alone, as the MCA’s first material provision, its words 

impart a wider significance. It sets the stage and the tone for the rest of the Act, including the four 

principles immediately subsequent. It is the beginning, the source from which the rest of the 

Statute flows with harmony and logic225. Though the authors of the Act chose to give s.1’s 

principles equal authority, one can’t help but feel the Presumption is where it all began. More to 

the point, even viewed in isolation, it’s rather obvious that a presumption of capacity accounts for 

only half of the words within s.1(2) (i.e. ‘A person must be assumed to have capacity…’) Anyone 

capable of reading more than half a sentence will spot the qualifier: ‘...unless it is established that 

he lacks capacity.’, an obvious cue for the reader to look elsewhere to get the whole story. Indeed, 

to this end, they need only read the beginning of the very next section to find: 

 

 
223

 In reality the Monarch’s ‘sign off’(or, more accurately, assent) is symbolic, and has not been given in person at Parliament since 

1854. Nonetheless, the authority comes from the Queen and is not automatic: she is (technically) still free to withhold assent, though 
this has not occurred since 1708. 
224

 As familiar as is reasonable, given their role 
225

 Here, the authors merely refer to the Act’s basic architecture, in which specific provisions and limitations of the Act are entailed 

by the overarching principles of s.1, particularly the presumption. This is not to say the Act is flawless (it isn’t), that its 
implementation has been harmonious (it hasn’t), or that its core principles are even logically defensible (see: 
https://www.mentalcapacitylawandpolicy.org.uk/the-mca-big-issues-for-the-next-10-years/) 
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“(1) For the purposes of this Act, a person lacks capacity in relation to a matter if at the 

material time he is unable to make a decision for himself in relation to the matter because 

of an impairment of, or a disturbance in the functioning of, the mind or brain. 

 

(2) It does not matter whether the impairment or disturbance is permanent or temporary.” 

 

- Section 2(1&2), MCA 2005 

 

As such, one need only glance slightly beyond s.1 to learn:  

 

(i) the Presumption is far from absolute, may be overturned under the right 

circumstances, and cannot be used as a substitute for an assessment of capacity 

(ii) such circumstances entail that “P”226 be ‘unable to make a decision for [themselves]’, 

and  

(iii) of particular note to a mental health Trust, this inability must arise ‘because of an 

impairment of, or a disturbance in the functioning of, the mind or brain’ 

(iv) judgements of mental capacity are only applicable to a specific decision taken at a 

specific time because, 

(v) mental capacity can be permanent or temporary and, within both such presentations, 

it can also fluctuate 

 

 

8.2.2.1 The Two-Stage Statutory Test for Mental Capacity 

 

 

The contents of (ii) and (iii) describe the two-stage statutory test for mental capacity (henceforth: 

the two-stage test)227. The first “functional test” requires that P be unable to make specific decision 

“A” for themselves at specific time “x”. The precise nature of this decision-making inability is 

fleshed out by s.3(1): 

 

“For the purposes of section 2, a person is unable to make a decision for himself if he is 

unable—  

(a) to understand the information relevant to the decision,  

(b) to retain that information,  

(c) to use or weigh that information as part of the process of making the decision, 

or  

(d) to communicate his decision (whether by talking, using sign language or any 

other means)” 

 

 
226

 For the purposes of clarity, the MCA utilises a consistent naming convention throughout, wherein person “D” makes decisions 

on behalf of person “P”. This convention is also used throughout this report.  
227

 Though this is the order these steps are given in the MCA, for some reason they are reversed in the CoP. From a practical 

perspective it is more logical and more faithful to Act to apply them in the order given here. This has also been endorsed in common 
law, see: PC and NC v City of York Council [2013] EWCA Civ 478, para.58 and Kings College NHS Foundation Trust v C and V 
[2015] EWCOP 80, para.35 
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- Section 3(1), MCA 2005 

 

Note that s.3(1) provides only a basic outline of the functional test. Its implementation in a real 

world two-stage test is substantially more detailed and complex than s.3(1) can account for228.  

 

Should the functional threshold be met (i.e. P is unable to perform one of s.3(1(a-d))), the second 

‘diagnostic test’ is triggered. The groundwork for this comes from the latter part of s.2(1): 

 

“For the purposes of this Act, a person lacks capacity in relation to a matter if at the 

material time he is unable to make a decision for himself in relation to the matter because 

of an impairment of, or a disturbance in the functioning of, the mind or brain.” 

 

- Section 2(1), MCA 2005 (bold ours) 

 

The fragment in bold entails two interdependent conditions. The first requires P to be experiencing 

‘an impairment of, or a disturbance in the functioning of, the mind or brain’. The wording is 

deliberately vague, but it’s safe to say that all aspects of mental disorder are included under ‘mind’. 

As such, where the conditions of the functional test are met (ie P is unable to make a decision), 

all of the Protocol’s patients would, prima facie, meet the first condition of the diagnostic test. The 

second condition, formally termed the causative nexus [783], is inferred by the preposition 

preceding this fragment: ‘because of’. Accordingly, P’s present decisional incapacity must be 

causally linked to a concurrent impairment/disturbance of their mind/brain. In plain English, P’s 

inability to make the decision at issue must be caused by this impairment/disturbance.  

 

When performing the two-stage test, the standard of proof required for each step is “on the 

balance of probabilities”. In other words, “D”229 is obviously not expected to provide 

incontrovertible proof of P’s decision-making ability, of the state of P’s mind/brain or of a causal 

link between the two. Rather, D need only prove they reasonably believed this to be the case on 

the balance of probabilities (i.e. more likely than not). 

 

Note that implementation of the two-stage test is not restricted to doctors or even to health and 

social care professionals. The language, structure and ethos of the MCA is quite apart from that 

of the Mental Health Act 1983 (MHA), which is the only other statute concerned with the 

curtailment of individual rights and liberty for medical, as opposed to criminal reasons. The latter, 

significantly more authoritarian statute, is written in an abrupt, detached and clinical parlance, 

empowers and legitimises only doctors (and certain other healthcare professionals), while 

depicting patients as witless receptacles of paternalism. In marked contrast, the MCA is primarily 

written in generic language and, from the outset, conspicuously empowers P’s wishes, feelings 

and opinions, over and above those of anyone else. Nothing indicates this more than the inclusion 

and prominence of the Presumption which, like the rest of the Act, was intended to protect and 

 
228

 There is insufficient space for elaboration here, but readers are strongly urged to read chapters 3&4 of the MCA CoP, along with 

the indispensable and detailed guidance note produced by the barristers at 39 Essex Chambers: https://www.39essex.com/mental-
capacity-guidance-note-brief-guide-carrying-capacity-assessments/ 
229 As explained, the MCA utilises a consistent naming convention throughout, wherein person “D” makes decisions on behalf of 

person “P”. This convention is also used throughout this report.  



215 

empower. Such is indicative of the MCA’s original purpose, which was to provide (among other 

things) a framework for adult capacity assessment and general proxy decision-making, capable 

of serving almost every context in which these issues might arise. Though this clearly includes 

professional healthcare settings, it also applies to any setting in which decisions need to be made 

on behalf of a person found to lack the capacity to make them. This includes wholly domestic 

situations, where D is often a relative or other carer with no formal training230. As such, the 

language of the Act and its related documents is designed to be as accessible to the layperson 

as possible.  

 

Similarly, the range of P’s decisions to which the two-stage test can apply is extremely broad231, 

from (comparatively) trivial matters, such as P’s choice of haircut, to potentially life-ending 

choices, such as P refusing treatment for a life-threatening illness. To this end, it was necessary 

for the Act’s provisions to be as applicable to the “average Joe Bloggs seen walking down the 

street” as it is to someone recovering from severe head injuries in intensive care (for example). 

The pure simplicity of the Presumption means that, as a starting point, it is applied to everyone, 

regardless of circumstance which, in theory at least, is supposed to undermine the role of ignorant 

and/or prejudiced assumptions. The following scenarios are intended to demonstrate how lawful 

respect for the Presumption protects P from the paternalism of doctors and, when reasonably 

necessary, from themselves.  

 

Consider the first: “Joe Bloggs” is an individually sovereign member of the public you know nothing 

about. Per the Presumption, you may not assume this person lacks capacity without having a 

reasonable belief that is the case. Given you know absolutely nothing about Joe Bloggs, he would 

have to provide an exceptionally pressing reason for you to conclude otherwise. Should Joe 

Bloggs visit the local emergency department, after tripping and breaking his wrist, healthcare staff 

must also operate under the Presumption as described, unless there is sufficient reason not to. 

Given there is nothing in Joe’s history or demeanor suggestive of a lack of capacity, he is free to 

make whatever decisions he wishes regarding treatment, even where this appears to conflict with 

his best interests. Thus, should Joe decide to leave before receiving any treatment, he is free to 

do so, even though this is an obviously unwise decision. As there is no reason to doubt his 

capacity, it would not be appropriate to conduct an assessment on Joe before he leaves. As a 

contrast, consider the situation of Jane Smith. While competing in a motocross championship, 

Jane sustained a severe traumatic brain injury following a fall from her bike at height. In the month 

since the accident she has been receiving treatment in intensive care. Though she has now 

recovered enough consciousness and speech to express herself, she still shows signs of 

significant cognitive impairment. Though the presence of a severe head injury is not sufficient to 

override the presumption, it would (in general) likely be acceptable grounds for triggering a two 

stage test. In Jane’s case, should her expressed wishes conflict with the recommendations of 

healthcare staff concerning something material to her care or recovery, the combination of severe 

 
230 E.g. a person caring for an elderly parent 
231 For an indication of just how broad, consider that there are only 4 explicit exclusions: Decisions concerning family relationships 

(s.27), decisions governed by the Mental Health Act 1983 (s.28), voting decisions (s.29) and anything taking to the form of unlawful 
killing and assisted suicide (s.62). 
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head injury and subsequent cognitive impairment should be more than enough to trigger a two-

stage test of capacity. 

 

In both examples the Presumption acts to protect P from unlawful intrusions. In both, the starting 

point is the Presumption, a statutory hurdle that is only clear where there is sufficient reason to 

doubt it, and only after a properly conducted two stage test finds it lacking. Note that the burden 

of proof is placed on D only; the Presumption entails that P need prove nothing themselves. The 

Presumption is also the end point of Joe’s scenario. Not because it's absolute, but because he 

presents with absolutely no reason to doubt his capacity, meaning both his liberty and bodily 

integrity are protected from the incursions of any overzealous doctors. For Jane, the Presumption 

must still be the starting point: her doctors may not just assume she lacks capacity, even when it 

very much appears she does. However, her injuries and subsequent cognitive impairment more 

than justify (indeed demand) an assessment. Only a properly conducted two stage assessment 

may override Jane’s Presumption, and only in relation to a specific decision at a specific time. As 

such, if she started to refuse all foods and liquids and, should a subsequent two-stage test find 

she lacks the capacity to make this decision, doctors may (for example232) lawfully “force feed” 

her via a nasogastric tube. Should this occur, the Presumption still protects Jane from 

unwarranted intrusion, as the provisions concerned with lawfully overriding her Presumption 

ensure it is only done on the basis of a statutory assessment (i.e. not on the “gut feeling” of a 

doctor etc) and only applies to a specific decision made at a specific time. Should Jane’s doctor 

feel the need interfere in any of her other decisions, they must go through the process again.  Any 

decisions lawfully made on her behalf entail detailed consideration of her best interests and, 

crucially, that she is protected from the consequences of decisions she (most likely) would not 

make if she had capacity.  

 

At this point, it is hopefully very clear that TEWV’s use of the Presumption is not, in any way, 

lawful. The Presumption can never stand apart from the rest of the MCA, it is not a substitute for 

an assessment of capacity, and remains valid only while there is insufficient reason to warrant 

performing such. Confirmation of this was recently given by Swift J in Royal Bank Of Scotland Plc 

v AB [784]: 

 

“The presumption of capacity is important; it ensures proper respect for personal 

autonomy by requiring any decision as to a lack of capacity to be based on evidence.  Yet 

the section 1(2) presumption like any other, has logical limits.  When there is good reason 

for cause for concern, where there is legitimate doubt as to capacity [...}, the presumption 

cannot be used to avoid taking responsibility for assessing and determining 

capacity. To do that would be to fail to respect personal autonomy in a different 

way.” 

 

- Swift J, para. 26, Royal Bank Of Scotland Plc v AB [2020]  

 

 

 
232

 It is assumed that this action would meet the MCA’s best interests test 
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It is unfortunate (though understandable) that neither the MCA or its CoP are able to provide much 

in the way of guidance on precisely what constitutes sufficient reason to doubt a person’s capacity 

enough to warrant a 2-stage assessment. Though the Act specifically prohibits such judgements 

being made solely on the basis of age, appearance, condition233 or behaviour, this does not 

preclude such observations being taken into account alongside other relevant factors. What’s 

more relevant here, is that the balance of probabilities standard of proof is not very high234, and 

that the reasonable belief requirement (for a finding of incapacity) means that the threshold for 

determining a lack of capacity depends on the urgency of the situation and the severity of the 

consequences.  

 

Thus, where (for example) a TEWV crisis team member, “D”, receives a call from a suicidal 

patient, “P”, who is perched on the edge of a bridge, the immediacy of the situation and the fact 

that not taking action could endanger the patient’s life, means the threshold for deciding whether 

or not that person has the capacity to jump off a bridge would be impossibly low. The relevance 

of this is twofold.  

 

1. If D were to intervene without P’s consent, on the basis of a finding of incapacity that is 

later found to be incorrect, as long as D can demonstrate that a) their belief of incapacity 

was ‘reasonable’ given the circumstances, b) that their actions were in P’s best interests 

and c) are also in line with the Act’s principles, D is protected from liability.  

2. Should D, on the basis of a finding of capacity, choose not to act, following which P jumps 

and dies, D will again be required to demonstrate their belief of capacity as ‘reasonable’ 

based on the circumstances. However, given the outcome of D’s inaction was P’s death, 

the burden of proof for a finding favouring capacity will be exceedingly high.  

 

In both cases D is required to take reasonable steps to ensure they are correct in their 

conclusion(s).  

 

In the first, the steps necessary for a reasonable belief of incapacity will be minimal. The intended 

outcome is to save P’s life and doing so requires D to act with great urgency. A thorough 

assessment would waste time P might not have, which means it is reasonable for D to assess 

them as hastily as possible Though such haste is more likely to produce mistakes, this is 

reasonable given the emergent nature of the situation and the grave consequences of not 

intervening. As much as the law demands precision and care, it also requires that such never 

comes at the expense of a life. As such, it would likely be acceptable for D to perform a brief 

assessment over the phone.  

 

In the second case, the steps necessary for a reasonable belief of capacity are substantially more 

demanding. A finding in favour of P’s capacity means D has no authority to intervene, and D’s 

subsequent inaction resulted in P dying from suicide. As such, it would not be acceptable for D to 

conduct a hasty assessment over the telephone. Indeed, given the amount of stress P would 

 
233

 By ‘condition’ the MCA is no just referring to medical conditions, but also temporary states such as drunkenness (para 4.9, pg 

43, MCA CoP) 
234

 I.e. a lack of capacity can only be decided on the ‘balance of probabilities’ (ie more likely than not) 
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already be experiencing, it would not be acceptable to perform such an assessment on the bridge. 

Rather, the taking of reasonable steps would require P to be removed from the situation and taken 

somewhere safe for thorough assessment. Indeed, the MCA does allow for this possibility: s.4B 

permits D to deprive P of their liberty for the purposes of a ‘vital act’235, while the opinion of the 

Court of Protection is sought. Either way, the only ‘reasonable’ actions in this case both involve P 

being rescued from the top of the bridge, thus, prevented from dying by suicide on this occaision, 

at least. Of course, D can’t possibly be expected to know if P were serious about ending their life, 

but this is completely irrelevant. In those moments D’s job is not to act as some manner of oracle, 

rather, it is to support P whilst utilising the law with the level of care demanded by the situation. 

Putting it bluntly, whether or not D intuitively believes P is not a genuine suicide risk but is just 

trying to get attention is immaterial to the outcome of the two-stage test. Nowhere does the MCA 

give license to the prejudice, judgement, ignorance or even the well-meaning assumptions of 

healthcare staff. 

 

 

8.2.3 The Right to Self-Determination: The Freedom to Make “Unwise” Decisions 

 

To be clear, the English Judiciary absolutely does recognise the right of capacitous adults to make 

“unwise” decisions, including those foreseeably resulting in certain death. As such, it is legally 

possible for someone to have the capacity to make a decision resulting in their suicide. The cases 

in which this right is recognised generally fall across two categories: those where a person wishes 

to be allowed to passively die (i.e. refusal to start or continue life-sustaining treatment) and those 

where a person wishes to take active steps to bring about their death. The following section 

provides concise summaries of four such cases, with a brief analysis of their implications for 

TEWV. Understand that, while the clinical and/or social scenarios underpinning each case are 

quite apart from those encountered at TEWV, each ruling carries similar implications for the Trust. 

Accordingly, the purpose here is not bolster the Trust’s assertion that patients can have the 

capacity to choose suicide. Quite the contrary it is, by way of comparison, to call as much attention 

to the fact that lawful declarations of such are always made methodically, exhaustively, with great 

care, and only by judges of the Court of Protection, who place great emphasis (inter alia) on 

thorough, lawful capacity assessment and, during hearing(s), ensuring the person is not under 

undue stress or influence. In contrast, TEWV staff of all grades are unlawfully given authority 

exceeding that of the High Court, allowing them to make such life-or-death judgements of capacity 

over the phone in the absence of any statutory assessment, for patients they have not met and 

whom have no representation to speak of, in the midst of acute suicidal crisis.  

 

 

8.2.3.1 Capacitous Adults can Decide to Die: Four Real Cases 

 

 
235

 Per s.4B(5) ‘A vital act is any act which the person doing it reasonably believes to be necessary to prevent a serious 

deterioration in P's condition’. Presumably death by suicide would count as a ‘serious deterioration’ of a mental disorder. 
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1. Re C (adult: refusal of medical treatment) [785]: patient with schizophrenia refuses 

life-saving amputation 

 

Prior to the MCA, Re C was the first case to establish a test of capacity in law (later adopted by 

the MCA). It concerned a 68-year-old patient, “C”, with paranoid schizophrenia, who refused to 

consent to a below-the-knee amputation of his severely gangrenous foot, saying that he would 

rather die with two feet than live with one. At the time, a surgeon predicted that, without 

amputation, C would only have a 15% chance of living. In judgement, Thorpe J held that C, whom 

he found to have capacity, was entitled to refuse treatment, even if the result was almost certain 

death.  

 

 

2. Re: B (adult refusal of medical treatment) v NHS Hospital Trust [786]: paralysed 

patient dependent on ventilator withdraws her consent 

 

Thorpe J’s approach was subsequently confirmed by Butler-Sloss P in Re: B. Also pre-MCA, this 

concerned the case of Ms. B, a 43-year-old woman who was paralysed from the neck down 

following a spinal haemorrhage. The injury was such that Ms. B’s respiratory muscles became 

paralysed, meaning the only way to maintain her breathing was via invasive mechanical 

ventilation236. Ms. B withdrew her consent for this intervention shortly after it was introduced, yet, 

because of her paralysis, was unable to remove the tube herself. Though she was eventually 

declared competent to make this decision, doctors continued to refuse to remove the ventilation, 

insisting she undergo rehabilitation, which they admitted offered minimal chance of improvement. 

In a first, Butler-Sloss P, then the president of the Family Division of the High Court, held a hearing 

at Ms. B’s bedside. In her subsequent ruling, she upheld the fundamental principle that a 

competent237 adult has the absolute right to refuse medical treatment, even if the result is certain 

death.  

 

3. Kings College Hospital NHS Foundation Trust v C [787]: patient with kidney injury 

following suicide attempt refuses further dialysis 

 

In Kings College Hospital NHS Foundation Trust v C, a hospital sought a declaration from the 

Court of Protection, to the effect that their patient, C, did not have the capacity to make decisions 

regarding medical treatment. C endured an acute injury to her liver and both kidneys following a 

suicide attempt involving 60 paracetamol tablets taken with alcohol. Though her liver began to 

improve over the following months, her kidneys showed no signs of meaningful recovery, meaning 

 
236

 A form of ‘life support machine’ which breathes for the patient by forcing air into the lungs via an endotracheal tube (a long tube 

inserted down the throat via the mouth) or tracheostomy (a tube surgically inserted into the throat via a hole in the front of the neck). 
Ms. B was conscious and received ventilation via the latter route. As the patient cannot cough, their lungs require regular suctioning 
via a flexible tube inserted into the lungs, which can be extremely unpleasant and painful for the conscious patient. Mechanical 
ventilation also carries a number of significant risks such as barotrauma (essentially, if the pressure is too high the lungs can 
‘puncture’ from the inside out), other lung injuries and significantly increased risk of infection. 
237

 Note: though capacity and competence are closely related concepts, they do not actually describe the same thing. 

Understanding this difference is not necessary for the present purpose, in which it is acceptable to treat the two words as 
interchangeable. Nonetheless, should you wish to know more please see: Willner, P. (2011), "Capacity and competence: limitations 
on choice and action", Advances in Mental Health and Intellectual Disabilities, Vol. 5 No. 6, pp. 49-56. 
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C’s life was dependent on receiving regular dialysis. Though her nephrologist anticipated she still 

had an 85-95% chance of eventually recovering kidney function, he also acknowledged the 

possibility they were irreversibly damaged. Unfortunately, the only way to confirm this was via a 

kidney biopsy, made impossible by C’s liver injury (and resultant blood clotting issues). Despite 

her doctor’s continuing optimism, C was unwilling to live with the possibility of needing dialysis for 

the rest of her life which, in her view, would mean she would not have ‘a life of socialising, drinking 

and partying with friends’ [788]. As such, C withdrew her consent for dialysis. In judgement, 

MacDonald J overturned the professional opinion of two expert psychiatrists, concluding that C 

was able to weigh the necessary information to come to a considered and balanced decision: 

 

“[...] I am satisfied that it is not the case that C has undertaken the decision making 

exercise in relation to dialysis solely on the basis of a concrete or 'black and white' view 

taken in respect of her prognosis but rather on the basis of placing in the balance many 

factors relevant to the decision. That C considers that these factors outweigh a positive 

prognosis and the chance of life that it signals may not accord with the view that many 

may take in the same circumstances, and indeed may horrify some. However, they do in 

my judgment demonstrate C using and weighing information relevant to the decision in 

question when coming to that decision.” 

- MacDonald J, para 91  

 

MacDonald J further noted that a finding of incapacity required proof that C was unable to perform 

this exercise; it was not sufficient to claim, as the two psychiatrists did, that an underlying 

personality disorder was causing her to weigh it improperly. Indeed, he found C’s decision to be 

consistent with her long-standing goals and values:  

 

“[...] C is entitled to make her own decision on that question based on the things that are 

important to her, in keeping with her own personality and system of values and without 

conforming to society's expectation of what constitutes the 'normal' decision in this 

situation (if such a thing exists). As a capacitous individual C is, in respect of her own body 

and mind, sovereign.” 

- MacDonald J, para 97,  

 

 

Take home message: these cases are about liberty, not suicide. 

 

Evidently, the preceding three cases concern situations in which a capacitous adult wishes to be 

allowed to die passively (by refusing/withdrawing life-saving/sustaining treatment). The 

circumstances relevant to the first two had little to do with mental disorder and nothing to do with 

suicidality238. That is, in neither case could the subject be said to be ‘suicidal’ as a result of mental 

disorder. Although the latter case only arose following a suicide attempt, it does not follow that C 

was actively ‘suicidal’ when refusing dialysis, nor do the facts of her case suggest she was. As 

such, these cases are not about permitting or approving of suicide, nor do they permit mental 

 
238 Though the first C (Re C (adult: refusal of medical treatment) had paranoid schizophrenia, this was not found to have anything 

to do with his decision to refuse care 
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health services to refrain from preventing patient suicide on the basis of capacity. Rather, they 

simply uphold the capacitous adult’s fundamental right to make their own treatment decisions, 

regardless of how “unwise” or “immoral” they seem to others, and regardless of the 

consequences, even death. 

 

 

4. Local Authority v Z [789]: women with degenerative disease wishes to travel to 

Switzerland for assisted suicide 

 

In counterpoint, the pre-MCA Local Authority v Z offers an explicit exposition of the law in relation 

to mental capacity and suicide. Six years prior to the case, Mrs. Z had been diagnosed with 

cerebellar ataxia239, which had subsequently been determined progressive and eventually fatal. 

In the years following her diagnosis, she had become increasingly disabled and was dependent 

on support provided by her local council. Two years after her diagnosis she made a suicide 

attempt, an action clearly precipitated by her significant physical decline and disability. Three 

years after this attempt she began to explore the possibility of seeking assisted suicide in 

Switzerland. For this she would need the assistance of her family, who were initially unwilling. 

Nonetheless, she continued to express this desire and her family gradually conceded. Indeed, at 

the time of the case her husband, Mr. Z, had completely changed his mind, and was making 

preparations to accompany her to Switzerland. Mr. Z kept the local council fully informed 

throughout and, upon being informed of travel preparations being made, the latter requested the 

High Court use it’s inherent jurisdiction240 to prevent Mr. Z from taking Mrs. Z out of the country. 

Though the council did determine Mrs. Z to be competent to make this decision, they also 

considered her vulnerable. That she would require Mr. Z’s assistance to travel meant that he may 

be committing the criminal offence of assisting suicide. Thus, the central issue was whether the 

council’s duty to the ‘vulnerable’ Mrs. Z included ‘protecting’ her from the potentially criminal 

actions of her husband. Following the provision of an expert psychiatric opinion, all parties 

accepted that Mrs. Z did indeed have the capacity to make the decision to end her life in 

Switzerland, and that this decision had been hers alone. Nonetheless, this was not the end of the 

matter. Mrs. Z was still considered vulnerable, and her local council sought direction on whether 

their existing duty of care required them to continue to pursue imposition of the inherent 

jurisdiction to prevent Mrs. Z from travelling.  

 

Given that she had already been found competent and free from undue influence, it might seem 

odd that the Court felt it necessary to consider whether she should, nonetheless, be ‘protected’ 

 
239 This term describes a diverse set of incurable neurological conditions involving damage to the cerebellum, the part of the brain 

primarily concerned with voluntary movements, balance, coordination but also planning (‘executive function’), learning and memory. 
In addition to difficulties with balance and walking, it can also cause difficulty speaking, incontinence, difficulty swallowing, poor 
memory, muscle pain and stiffness. Prognosis depends on type, but the disorder can be progressively fatal, with death preceded by 
a slow degeneration into complete dependence on caregivers, as the person gradually loses the ability to move or speak for 
themselves. 
240

 Though the MCA and MHA aim to cover most situations in which clinical powers of compulsion may be needed, they are not the 

whole story. In A Local Authority v (1) MA (2) NA and (3) SA, Mr. Justice Munby affirmed: “the inherent jurisdiction [of the High 
Court] can be exercised in relation to a vulnerable adult who, even if not incapacitated by mental disorder or mental illness, is, or is 
reasonably believed to be, either (i) under constraint or (ii) subject to coercion or undue influence or (iii) for some other reason 
deprived of the capacity to make the relevant decision, or disabled from making a free choice, or incapacitated or disabled from 
giving or expressing a real and genuine consent.” 
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from carrying out her long-held and clearly expressed wishes. Such cautiousness is strongly 

indicative of the judiciary’s reverence for the intrinsic value of human life. Properly applied241, this 

sanctity of life ethic holds that all human life is inherently valuable. In other words, the value of a  

person’s life is not reduced or enhanced by external factors, or by the degree to which they 

experience (or lack) quality of life, rather, their life is valuable because it is life. The main 

alternatives to this approach are (briefly) the quality of life ethic and vitalism. The former asserts 

life has no inherent value, rather, the value of a person’s life is contingent upon the quality of life 

they experience. Though this might have some intuitive appeal, the notion of “quality” is inherently 

subjective and, as such, inexorably vulnerable to the encroachment of oppressive social norms242. 

Vitalism, on the other hand, while agreeing that life is intrinsically valuable, also requires it to be 

preserved at all costs243. Consequently, the sanctity of life ethic does not require people to be 

kept alive for the sake of it, nor does it allow for people to die because their life was deemed to 

“lack value”. Nonetheless, it also prohibits any form of intentional killing, by act or omission.  

 

Thus far, it’s clear the law is resolute in its respect for the right of self-determination: to force life-

saving treatment on a capacitous patient is an assault, that they will certainly die as a result of 

their refusal is irrelevant to any assessment of capacity. Yet, the same law also reveres life for its 

own sake, and abhors killing (by act or omission) as per the sanctity of life ethic. Returning to 

Local Authority v Z, the antagonism between these precedents was addressed by Hedley J, who 

invoked the judgement of Hoffman LJ  in the landmark Airedale NHS Trust v Bland [790]: 

 

“No one, I think, would quarrel with these deeply rooted ethical principles. But what is not 

always realised, and what is critical in this case, is that they are not always compatible 

with each other. Take, for example, the sanctity of life and the right of self-determination. 

We all believe in them and yet we cannot always have them both. The patient who refuses 

medical treatment which is necessary to save his life is exercising his right to self-

determination. But allowing him, in effect, to choose to die, is something which many 

people will believe offends the principle of the sanctity of life. Suicide is no longer a 

crime, but its decriminalisation was a recognition that the principle of self-

determination should in that case prevail over the sanctity of life.” 

 

- Hoffman LJ, Airedale NHS Trust v Bland 

 
241

 This is not to suggest the judiciary devised this approach, just that they have (for the most part) favoured it. However, it’s 

important to understand that exposition of the value of life is a matter of ethics, not law. Moreover, in the opinion of some ethicists, 
though UK judges continue to use the sanctity of life ethic, they have not always succeeded in applying it correctly, the most 
prominent example being the judgement of the Lords in Airedale NHS Trust v Bland [1993] AC 789. The implications of this 
judgement were such that, according to the aforementioned ethicists, the law no longer utilises the sanctity of life standard in such 
cases. For the purposes of brevity and clarity, these arguments are not explored here, but for more information see: Keown J. 
Restoring moral and intellectual shape to the law after Bland. Law Q Rev. 1997 Jul;113:481-503. 
242 For example, the non-disabled people generally consider the lives of disabled people as of a lower quality to theirs. Accordingly, 

the quality of life ethic would hold those lives as being less valuable. However, this is not to say that the sanctity of life ethic is free of 
its own flaws. For example, critics argue it robs people of the right to self-determination, as judgements of value should be left to the 
individual. See: Heywood, R., & Mullock, A. (2016). The value of life in English law: Revered but not sacred? Legal Studies, 36(4), 
658-682.  
243

 Where vitalism requires doctors to use every possible resource to keep a patient alive, the SoL recognises that there are times 

where a particular treatment is not of sufficient value to the patient (ie because it is unlikely to help, or because the harms outweigh 
the benefits) to justify imposing it upon them, even where the result is death (in either case it is assumed the patient is not able to 
consent). 



223 

 

In the present case, Hedley J went on to add: 

 

“Human freedom, if it is to have real meaning, must involve the right to take what 

others may see as unwise or even bad decisions in respect of themselves; were that 

not so, freedom would be largely illusory. It follows that the court has no basis in law for 

exercising the jurisdiction so as to prohibit Mrs Z from taking her own life. The right and 

responsibility for such a decision belongs to Mrs Z alone.” 

 

- Hedley J, para. 12, A Local Authority v Z 

 

Hence, as Mrs. Z was deemed fully competent to make her decision and, as (in this and similar 

cases) the Court gives greater weight to self-determination than it does to sanctity of life, the court 

had no authority to interfere with Mrs. Z’s actions, nor was her council required to continue 

pursuing the Court’s inherent jurisdiction to prevent her husband from taking her. 

 

Thus far, it’s evident the law not only allows a capacitous individual to “choose”244 death by 

omission (ie via refusing/withdrawing treatment), but also allows them to take active steps to end 

their life. Yet, not all law is made equal: as common law precepts, these rulings do not have 

statutory authority and cannot be en masse across the populace. Rather, the precedential 

authority of common law is dependent upon the facts particular to the case it derived from. In 

other words, that each case under discussion allowed capacitous individual to choose to die, does 

not mean the right to self-determination takes precedence for everyone or in every situation.  

 

This is not to say the authors’ necessarily condone these judgements. Whether we condone them 

or not is irrelevant to the present discussion: the fact remains, they have the authority of the High 

Court and, as such, are law. As stated at the outset, the purpose of this discussion was not to 

prove that one can have the capacity to choose to die, rather, it was to compare the lengthy, 

ponderous, exhaustive and lawful procedure of the Court of Protection, with TEWV’s cursory, 

rationally-incoherent, faster-than-warp-speed and, therefore, distinctly unlawful approach to 

matters of life or death.  

 

“Even when on the ward on a section 2 they said I had the capacity to make decisions and 

to kill myself because as an adult they said it was my right.” 

 

- TEWV Patient 

 

“I first heard the capacity thing in 2019… when I was calling the crisis team.. to begin with 

I didnt understand what it meant or really pay any attention to it… but when someone 

 
244

 The authors recognise that many may not see these decisions as ‘choices’. The degree to which one has a choice arguably 

depends on the options available, and the degree to which their consequences can be fathomed; a choice between the inscrutability 
of death versus the unbearability of life is not really a ‘choice’.  Nonetheless, as the law recognises this as a choice for capacitous 
individuals it is called so here, yet, it might be more accurate to construe this as choosing to escape the unbearable by the only 
means apparently available, rather than choosing death. This is not to say the authors agree with this latter interpretation, just that 
further discussion of this is beyond this document, and it is the most fitting here. 
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explained to me what capacity meant I realized the [crisis team staff] were saying I had 

the ability to choose to kill myself and they wernt going to stop me…even if I asked 

them for help”  

- TEWV Patient (bold ours) 

 

Inter alia, these cases all conform to the following: 

 

● P’s capacity (or competence) was assessed by one or more independent experts245, and 

also by the judge themselves.  

● P’s ‘disturbance of the mind or brain’ (where present) was ruled as having nothing to do 

with their decision. 

● P’s wishes were explicit, steadfast, and in keeping with the history of their personality and 

values.  

● P had the time (months+) and space to consider their decision calmly and carefully.  

 

Thus, when it comes to lawful declarations of P’s capacity to decide to die, consider that such: 

 

● Cannot be made while P is in suicidal crisis 

● Require the High Court’s input and authority 

● Entail an exhaustive understanding of P’s situation, P’s capacity, medicine and the law 

● Entail an in-depth formal assessment of capacity 

● Require P be given competent legal representation246 

● Require that P, when able, is given opportunity to speak for themselves 

● Require that P’s wishes, and only their wishes, be considered as far as is reasonably 

possible 

● Require the ruling to be made in the P’s best interests 

● Entail a legal process that may take months or even years to complete 

 

Relative to TEWV, the High Court’s supremacy in these matters is of astronomical proportions. 

As such, the Trust is legally obliged to respect and, where applicable, yield to the High Court’s 

authority without complaint247.  Nonetheless, the Trust’s faith in its clinical staff is so unwavering, 

that it gifts all members with the authority to rule on acutely suicidal patients’ capacity to decide 

to die however they please, whenever they please, as quickly and remotely as they please and 

with no regard for the MCA, or any other aspects of the law. The consequences of this practice 

are evident in the real-world examples provided by Trust survivors: laughably irrational and 

unlawful declarations of capacity, in which Trust staff, in keeping with the Protocol’s caricatured 

exposition of BPD-labelled patients as recklessly attention-seeking and needy, readily 

 
245

 A study which looked at the views of psychiatrists on capacity to consent to assisted suicide found that 78% of psychiatrists 

recommended “a very stringent standard of [capacity]”; 73% believed that “at least two independent examiners were needed to 
determine [capacity]”; 44% felt a judicial review of the decision was required; and 58% believed that the “presence of major 
depressive disorder should result in an automatic finding of incompetence.” See: Ganzini L, Leong G, Fenn D, Silva J, Weinstock R. 
Evaluation of Competence to Consent to Assisted Suicide:Views of Forensic Psychiatrists. American Journal of Psychiatry. 
2000;157(4):595-600. 
246

 You can’t represent yourself in the Court of Protection 
247

 Barring formal appeals, of course 
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misconstrue acute suicidality as the patient ‘deciding’ to attempt suicide. It seems the Trust’s 

preoccupation with the motives of such patients, may have resulted in its staff becoming 

preoccupied with assessing entirely the wrong decision. The question is not ‘does this patient 

have the capacity to decide to kill themselves’, rather, it is ‘does this patient have the capacity to 

decide to ask for crisis intervention?248’ It seems that staff are so concerned with the former 

decision, and so badly informed about the rights of their patients, that they don’t see the head-

splitting contradiction inherent in denying a patient the crisis intervention they explicitly request, 

because they have determined that patient has the capacity to kill themselves. Essentially, while 

TEWV is eager to affirm “BPD+” patients’ capacity to choose death, it will not credit them with the 

capacity to choose life.   

 

 

8.2.4 Declaring Capacity is not the same as Assessing Capacity 

 

Naturally, the principles discussed above are only given force once a reasonably competent two-

stage capacity test has been performed. This test is only lawfully triggered where there is sufficient 

reason to doubt a person’s capacity. Admittedly, merely expressing the desire to end one's life 

might not, on its own, constitute a sufficient reason. However, such declarations rarely exist in a 

vacuum: where mental health patients in acute suicidal crises make such declarations, the law 

gives staff much more than sufficient reason to act.  

 

Presently, it is (hopefully) evident that application of the law is rarely about absolute adherence 

to particular precepts. Rather, as per A Local Authority v Z, it more often entails a delicate 

balancing act between multiple principles in conflict. Accordingly, when determining the lawful 

response to situations of acute suicidal crisis, one should keep in mind that it is highly unlikely the 

Courts would ever give the right to self-determination (apropos MCA) precedence over the 

sanctity of life. As explained earlier, the English Judiciary gives the sanctity of life ethic a qualified 

primacy over all else. The rare occasions on which this primacy has been ousted by the right to 

self-determination are found in the thousands of words, hours and pounds sterling spent on 

producing each highly detailed and highly specific judgement.  

 

The specifics of such cases are in no way comparable to the acute suicidal crises in which TEWV 

survivors report having to beg for interventions subsequently denied on the basis of capacity. As 

such, it seems TEWV is labouring under delusions of grandeur: not only is the Trust apparently 

immune to judicial and statutory authority, they also have the effrontery to assume the sanctity of 

life ethic does not apply to them. Thus, each time TEWV deny a suicidal patient the help they ask 

for and are legally entitled to, they implicitly assert their self-appointed authority to make 

judgements regarding the value of their patient’s lives. Although it doesn’t mention capacity 

specifically, the practical implications of the Protocol suggest it is a tool by which staff can decide 

which patients are worthy of help in a crisis, and which aren’t.  

 
248 As explained earlier, in reality, a crisis situation would not require the HCP to immediately check the patient’s capacity to ask for 

help 
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8.2.4.1 Human Rights 

 

On appraising the body of evidence presented throughout this report, the authors firmly believe 

that numerous members of TEWV staff, from support workers to psychiatrists are being allowed 

to use a truncated reading of the Presumption as though is has the same authority and effect as 

a two-stage capacity test finding in favour of capacity. As will become apparent, the single 

statutory principle has been distended so far beyond the limits of logic and morality that, to the 

uninitiated, it is completely unthinkable that a public body, charged with caring for the public, 

spending the public’s money, would abuse the law so blatantly, and for such hideous ends. 

Emotionally-speaking, the authors do very much appreciate how difficult this is to comprehend; 

the knee-jerk response is to assume, hope even, that it is all just a terrible mistake. Though it is 

most certainly terrible, it is not a mistake. As already explained, the Trust and its staff are legally 

required to understand the law as it applies to them and their patients. Moreover, that this unlawful 

conduct is systemic, unchecked and even codified (to a certain degree) in Trust policy, invokes a 

whole other legal realm: UK and European human rights law.  

 

The preceding arguments concerning the MCA necessarily focused on the legal duties imposed 

upon individual Trust staff acting systemically, as agents of the Trust. As such, it might seem as 

though the law perceives the Trust and its staff as being unitary or, at the very least, as having 

identical duties under such circumstances. In reality, the Trust cannot reasonably be held 

accountable where individual staff act unlawfully completely of their own volition249. However, the 

obverse of this is, where the unlawful conduct of staff is the result of systemic Trust failures, the 

Trust alone falls foul of a much weightier duty. Per the European Convention of Human Rights250, 

statutory bodies (i.e. organisations acting as agents of the State251) are subject, among other 

things, to the positive substantive duty imposed by Article 2(1), also known as the right to life. 

Accordingly, TEWV, as a statutory body, is legally required to take whatever preemptive 

measures are reasonable to safeguard against loss of life. For TEWV, these measures should 

take the form of regulatory checks and balances embedded within every aspect of the Trust’s 

operation. As such, where patient deaths can be causally linked to systemic Trust failures, such 

as poor staff training, toxic staff culture going unchecked, inadequate or harmful policy, lack of 

supervision, poor complaints procedure, failure to address complaints or any other species of 

systemic and/or executive-level wrongdoing, the Trust is liable for depriving such patients of their 

Article 2 right to life. 

 

Given the accusations contained within this report, one would (perhaps reasonably) find it hard to 

fathom just how TEWV are continuing to get away with such a glaringly unlawful practice, 

especially where it has precipitated the deaths of patients. This is not a question the authors can 

answer. Indeed, it is more appropriately directed at those agencies tasked with overseeing the 

Trust, namely: the Care Quality Commission (CQC), NHS England, Parliamentary and Health 

Service Ombudsman (PHSO), the Local Government Ombudsman, the relevant clinical 

 
249

 I.e., isolated occurrences the Trust could not reasonably predict or detect, and in the absence of any other systemic failures  
250

 and, by definition, the Human Rights Act 1998 
251 As sinister as it sounds, in this context “agents of the State” describes anyone the state has appointed to work on their behalf, 

including all NHS trusts 
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commissioning groups (CCGs), the local Coroner’s office, the local members of Parliament and, 

ultimately, Parliament itself.  

 

While the authors cannot say why this practice has been allowed to continue for so long, they 

think it reasonable to surmise the following: either these authorities are aware of this practice but 

have done nothing, or they have failed to notice because they also have inadequate checks and 

balances in place. Incredible as this may sound, it is not that unusual for so many systemic failures 

to occur at once. Indeed, such multi-system failures are common enough to have spawned their 

own risk analysis paradigm, also known as Reason’s ‘Swiss Cheese’ model252. 

 

If you still don’t believe an NHS Trust would so brazenly misuse the MCA to avoid taking 

responsibility for its patients, consider that this is not the first time the Presumption has been 

misused, nor is it the first time this form of misuse has been noted. In 2014 the House of Lords 

Select Committee on the Mental Capacity Act 2005 released the findings of its post-legislative 

scrutiny [791]. Not only did the committee find that, in general, health and social care staff were 

very poor at appreciating when capacity assessments were necessary and at performing them 

competently: 

 

“Our evidence suggests that capacity is not always assumed when it should be. Capacity 

assessments are not often carried out; when they are, the quality is often poor.” 

 

- Para. 104 

 

but there were also numerous reports of such staff deliberately misusing the Presumption to avoid 

taking responsibility for a vulnerable adult: 

 

“We also note poor understanding of the principle of presumption of capacity among 

professionals, and the difficulties experienced in applying the principle in practice. 

Disconcertingly, there is evidence of the presumption of capacity being used to 

support non-intervention by service providers.” 

 

- Para. 56 (bold ours) 

 

“Kirsty Keywood, senior lecturer at Manchester University, referred to the “unanticipated 

consequences” of the empowering ethos of the Act from the perspective of adult 

safeguarding. She gave examples where vulnerable adults had been left at risk of 

harm, in some cases leading to their deaths, after having disengaged from services, 

and where that decision to disengage had not been sufficiently examined by social 

workers to understand whether the person making it had capacity to do so. When 

 
252

 A metaphor, where pieces of Swiss cheese are used to represent the layers of defence (i.e. checks and balances) within a 

system, that are supposed to prevent accidents and abuses. The many small holes in each piece of cheese represents a single 
point of failure. Where such failures occur in every layer of defence, it becomes possible, under the right conditions, for abuses such 
as those described throughout this document, not just to occur, but to go unnoticed. See: Reason J. The contribution of latent 
human failures to the breakdown of complex systems. Philosophical Transactions of the Royal Society of London B, Biological 
Sciences. 1990;327(1241):475-484. 
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professionals involved in such cases were questioned, their response was that 

“Well, there is a statutory presumption of capacity”.” 

 

- Para. 61 (bold ours) 

 

“‘We were told of a worrying tendency among local authorities to use the 

presumption of capacity to avoid taking responsibility for a vulnerable person. 

Nicola Mackintosh, representing the Law Society, told us that she had seen “lots of cases 

where a person has been neglecting themselves, and the local authority or the relevant 

health agency has used the presumption of capacity to allow that to continue”. This was 

echoed by the submission from Irwin Mitchell LLP, who suggested that the assumption 

of capacity was on occasion deliberately used by local authorities “as an excuse to 

do nothing on the basis of someone being a conscientious refuser of services, on the 

basis that P is expressing a view and ‘they must be assumed to have capacity’”. The Law 

Society referred to the principles of the Act being “applied perversely”, using the 

presumption of capacity to avoid assessing capacity, “with the implications for 

associated support and resources”. The British Association of Brain Injury Case Managers 

put it more starkly: “assessment of capacity is used as an economic tool to justify 

lack of provision, leaving the disabled person unprotected and those trying to 

protect them with no means to provide services”.” 

 

- Para 63 (bold ours) 

 

“The presumption of capacity, in particular, is widely misunderstood by those involved in 

care. It is sometimes used to support non-intervention or poor care, leaving vulnerable 

adults exposed to risk of harm. In some cases this is because professionals struggle to 

understand how to apply the principle in practice. In other cases, the evidence suggests 

the principle has been deliberately misappropriated to avoid taking responsibility 

for a vulnerable adult.” 

 

- Para. 105 (bold ours) 

 

Summarising, they wrote: 

 

“The Act has suffered from a lack of awareness and a lack of understanding. For many 

who are expected to comply with the Act it appears to be an optional add-on, far 

from being central to their working lives. The evidence presented to us concerns the 

health and social care sectors principally. In those sectors the prevailing cultures of 

paternalism (in health) and risk-aversion (in social care) have prevented the Act from 

becoming widely known or embedded. The empowering ethos has not been delivered. 

The rights conferred by the Act have not been widely realised. The duties imposed 

by the Act are not widely followed.” 

 

- Summary, pg. 6 (bold ours) 
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Evidently, TEWV’s legal misconduct is not only very realistically possible, but its general 

occurrence has been known for more than half the time the MCA has been in force. At present, 

TEWV are likely not alone in their abuse of the Presumption or their general ineptitude 

surrounding matters pertaining to capacity.  

 

The committee’s assessment of the situation is damning: it seems that, in 2014, the MCA was 

largely failing to deliver on its promises253. Though subsequent modifications have tried to address 

other issues raised by the committee254, it is unclear if any material action was taken to prevent 

organisations from using the Presumption as amnesty from the duties they owe their patients (or 

equivalent). Even so, we are still very fortunate the House of Lords gave the Presumption such 

detailed, honest scrutiny. Readers who are either mental health patients (or relatives of such) will 

know that, should they attempt to highlight such concerns themselves, there is, most likely, a 

greater chance of every cow in the world synchronously pole-vaulting the moon, than there is of 

them being taken seriously by anyone. Naturally, this isn’t supported by evidential proof; quite 

apart from the practicalities of bovine lunar athletics, the notion that patients and/or their relatives 

are very rarely taken seriously is, generally-speaking, purely anecdotal. Perhaps this is a good 

time to point out that the evidence presented by the House of Lords with regard to misuse of the 

Presumption, is also purely anecdotal. This is not cast doubt on the legitimacy of the committee’s 

conclusions, rather, it is to note the following: where people are subject to the corrupt and 

oppressive abuses of an institution supposedly tasked with caring for them, contemporary society 

continues to privilege the testimony of large, faceless, peripherally-involved organisations, over 

that of the people actually being harmed.  

 

The House of Lords is not the only authority to take an interest in these matters. More recently, 

the Department of Health and Social Care published ‘Modernising the Mental Health Act: 

increasing choice, reducing compulsion’, to mark the culmination of the 2018 independent review 

of the Mental Health Act 1983, commissioned in response to mounting concerns regarding the 

increasing use of the Act’s compulsory powers (particularly, the disproportionately large number 

of detentions among BAME individuals) [792]. Though the figures255 in regard to such are 

extremely concerning, it is both unfortunate and frustrating that this historic examination of the 

Act was largely predicated on a distinctly solipsistic understanding of the issues underlying its 

utilisation. In other words, though the review goes to great lengths to to address the issue of the 

Act’s over utilisation in certain patient populations (which, to be clear, reflects the very real 

concern that prejudice (unconscious or otherwise) and ignorance towards BAME individuals 

 
253

 Along with the evidence presented by the House of Lords Select Committee that healthcare professionals were deliberately 

misusing the presumption of capacity to withhold or reduce care and avoid taking responsibility for vulnerable adults, they also noted 
the widespread lack of understanding in staff of how to apply the principles of the Act in practice. This lack of understanding has 
been confirmed by numerous studies which have examined clinician ability to correctly assess whether or not an individual has the 
capacity to make specific decisions. Research finds that clinicians routinely assess people as having capacity, when they do 
not. A literature review of eight studies reported that clinicians only recognised a lack of capacity in 42% of people who had been 
independently judged to lack capacity. 58% of the individuals independently judged to lack capacity to make a specific decision were 
therefore treated without valid or informed consent. (see: Sessums L, Zembrzuska H, Jackson J. Does This Patient Have Medical 
Decision-Making Capacity? JAMA. 2011;306(4):420) 
254 In 2009 deprivation of liberty safeguards (DOLs) were added to ensure adults are not deprived of their liberty unlawfully. In 2019 

the Mental Capacity (Amendment) Bill intended to replace DOLs with “liberty protection safeguards (LPS), though this has yet to 
occur 
255

 Pages 46-48 contain some very illuminating infographics, including the fact that black people are four times more likely to be 

detained than white people. 
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prompts an inappropriately risk aversive256 response in clinicians), considerably less weight is 

given to the antipodal concern of its deliberate under utilisation (or, rather, lack of utilisation) in 

others “deemed” to “have capacity”. Though considerably less time is spent on the latter, the 

review, nonetheless, acknowledges its occurrence and, crucially, it’s potential to precipitate 

avoidably lethal outcomes: 

 

“During our engagement processes we heard a number of service users outlining a key 

concern about a capacity-based mental health system, or full fusion. We heard examples 

of people in distress being told that nothing could be done because “you have 

capacity, and it’s your choice what you do.” [..] [S]ervice users will have to decide that 

being able to make their own decisions about admission is worth the risk of being refused 

treatment, or being left to do something that is harmful to themselves or others. At the 

moment we are not convinced that most service users would think this way.” 

 

- Pg. 224, Modernising the Mental Health Act (bold ours) 

 

“We have also heard that some clinicians obstruct people who have capacity from 

accessing the services they need because they are able to ask for treatment for 

themselves. This could lead to tragic outcomes, for example at A&E following a suicide 

attempt, where a person could be turned away on the basis that the individual knows what 

they are doing, so they do not need assessment and/or treatment.” 

 

- Pg.63, Modernising the Mental Health Act (bold ours) 

 

This is a truly shocking indictment, not of the English mental health system per se, but of the 

senior clinical professionals deriving their livelihood from such. Whilst it’s, seemingly, not unusual 

for the “you have capacity” mantra to be championed among relatively junior members of the 

clinical team (support workers, healthcare assistants, etc), it's unlikely this was merely plucked 

from the air. Indeed, given the prevalence of such views among TEWV staff from entirely separate 

localities, it’s more likely that junior staff manifest the ideas, attitudes or beliefs of very senior Trust 

clinicians, expressed via policy, protocol, in-house training etc, the Protocol being but one 

example.  

 

In light of such, the findings noted above create a distinctly disturbing, deeply unfavourable 

impression of England’s senior mental health clinicians257. Traditionally-speaking, a clinician’s 

autonomy and authority is predicated on the notion of them possessing some sort of unique, 

difficult-to-obtain but highly relevant expertise, that only clinicians can practice, that only clinicians 

can teach, and that only clinicians can define. In other words: “we clinicians possess an exclusive, 

hidden knowledge of clinical matters; that we have this knowledge/expertise (when no one else 

 
256

 In the abstract, this means that the avoidance of clinical risk (either to the patient or the public) is given greater priority than the 

avoidance of coercive practices. The historical, political, social and cultural reality is, no doubt, far more complicated, but the essence 
is this: either clinicians perceive individuals from BAME backgrounds as more dangerous (ie higher risk), or they consider coercive 
practices to be more “appropriate” or “tolerable” for such individuals. Regardless, the parallels with colonialism are depressingly clear. 
257

 Here. “clinician” refers to any clinical professional who may be given MHA powers, including psychiatrist, clinical psychologists, 

specialist nurses etc 
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does) means we, and only we, are clinical experts; that we are the only clinical experts, means 

that our clinical expertise cannot be challenged by non-clinicians, because we, and only we, are 

the experts; thus, as we are the only experts, we should be left to get on with it.” Whilst we’ve 

come some way from clinician being applicable only to physicians (versus clinical psychologists, 

nurses, occupational therapists etc) the clinician’s authority is still, in essence, derived from this 

(distinctly circular) argument; that only a clinician can have expertise in clinical matters, because 

only a clinician knows what a clinician needs to know because only a clinician can be a clinician. 

Regardless of whether non-clinicians can legitimately lay claim to, or take possession of, clinical 

expertise, it's glaringly evident that, whilst clinicians automatically have a “legitimate” claim to 

such, their actual possession of such expertise can, nonetheless, leave a lot to be desired. 

 

There is, quite literally, no reasonable excuse for so-called “clinical experts” to be making such 

egregious errors, with such potentially deadly consequences. Regardless of their specifically 

clinical grounding, clinicians have a statutory duty to have regard to258, as far as reasonable, the 

legal powers they are wielding. In particular, they are expected to understand that the Mental 

Health Act 1983 and the Mental Capacity Act 2005 are not, in fact, merely a handy extension of 

one another. In particular, clinicians applying the former Act, should be very aware that capacity 

is not, and has never been, a barrier to detaining a “mentally disordered” person at risk to 

themselves or others, primarily because the word “capacity” never even appears in its text. Make 

no mistake, the manner of law we’re talking about here is not the sort of labyrinthine, impenetrably 

nuanced yet imperative High Court ruling a judge might find themselves making at 2am on a 

Sunday. Rather, the matters at hand are, in fact, profoundly elementary.  Whilst the statutes 

themselves might make for a difficult read, the Codes appended to both are written in very clear, 

simple language. As such, any clinician labouring under this misapprehension is not only unsafe, 

incompetant and very much not a clinical expert (in this regard at least), but is also disturbingly 

ignorant of their basic statutory duties.  

 

8.2.5 TEWV’s Systemic Abuse of the Presumption 

 

It’s unclear if the worrying practices described above were the product of isolated breaches, or if 

they were indicative of systematic abuses of the Presumption. Nonetheless, the Lord’s Select 

Committee seemed certain that, in some cases at least, the Presumption was being wilfully 

subverted as a means to avoiding taking responsibility for a vulnerable adult. In the case of TEWV, 

the authors believe this report contains more than enough proof of multiple TEWV staff members 

committing this same transgression, apparently quite independently of one another. Similarly, the 

authors believe there is more than enough evidence to suggest this breach is happening 

systemically, that the Trust are already aware of it and have been for some time, and that in all 

that time they have failed to act. 

 

“TEWV staff are totally aware this is happening. I had a meeting with [the crisis team 

managers for Northallerton] and told them what had been said to me and my sister. They 

 
258

 I.e. have regard to the associate Code 
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knew all about it. They even apologised but it didn’t stop it happening from the crisis team 

and all over the trust, inpatient, liaison, cmht etc. They’re all doing it, its an easy way to 

make patients feel like the staff have no legal power to help us and we have all the 

power.” 

 

- Sister of TEWV Patient (bold ours) 

 

Given the Protocol does not make specific mention of capacity or consent, the relevance of the 

preceding section might seem questionable. Yet, the failure to emphasise or even acknowledge 

ethicolegal principles so fundamental to the protection of patient autonomy, in a document 

primarily concerned with imposing an unlawful blanket restriction of the patient’s right to choose 

treatment for themselves, is more telling than it first appears. To omit such cardinal principles is 

to show a level of disrespect and/or ignorance of the law and professional guidelines that is 

worrying enough on its own. That such omissions happen to enhance the Protocol’s self-serving 

and unlawfully paternalistic approach to patients’ rights and responsibilities, is another thing 

entirely. While the authors are in the dark with regard to whether or not this omission was 

calculated and deliberate, the effect would appear the same in either case. The Protocol was 

quite clearly written with very little concern for either principle.  

 

What the Protocol and the Trust’s capacity breaches very much have in common is that, in both 

cases, TEWV has wilfully misrepresented the lawful apportionment of rights and responsibilities 

between the Trust (and its staff) and the patient. So, while TEWV’s patients are robbed of their 

right to candour, trust, autonomy and respect, they are simultaneously burdened with the Trust’s 

responsibility to provide appropriate interventions, to respect and promote patient autonomy, and 

to protect their Article 2 right to life. Essentially, the patient is utterly disempowered: the Trust 

hoovers up all available power for themselves, whilst simultaneously foisting their statutory duties 

onto the patient. As such, they can create the illusion of the patient having power over them (e.g. 

by saying they’re suicidal), whilst lamenting there’s nothing they can do because doing their job 

is apparently the patient’s responsibility, not theirs. To this end, it seems they repeatedly exploit 

the authority inherent to statutory language, using the language of capacity legislation to 

systematically deceive and bully patients, shirk statutory responsibilities and, ultimately, abandon 

vulnerable, deeply distressed people to suicide. As such, the authors suggest that, contrary to the 

general message of the Protocol, it is the Trust who appears to have a pathologically avoidant 

regard for responsibility, not its patients.  

 

Returning to Presumption specifically: the preceding analyses of such intended to serve the initial 

aims of this section. Namely, they hoped to establish what lawful use of the Presumption should 

look like. As such, and for the purpose of clarity, these analyses were only concerned with 

operation of the Presumption in cases where P was withholding their consent to clinically vital 

interventions. The absolute necessity of this will hopefully now be evident to the reader. 

Nonetheless, the Trust and its staff might benefit from a more explicit statement of facts: where 

patients have requested and consent to clinically appropriate life-saving interventions 
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(etc), the powers of Mental Capacity Act 2005 are, generally-speaking259, utterly immaterial 

to the response of healthcare professionals.   

 

Bottom line (1): contrary to TEWV’s depiction of the situation, the Presumption of capacity 

provides absolutely no lawful basis for the Trust’s approach as described 

 

While combing through all the common law; statutes; statutory guidance; NHS guidance; 

government guidance; professional guidance produced by law firms/chambers or the Law Society 

etc; articles written by solicitors/barristers/judges; academic analyses; textbook chapters and 

jurisprudence they could find on this matter, the authors did not find a single lawful justification for 

an NHS mental health Trust refusing to provide crisis intervention where a suicidal patient is 

requesting it. While the law might allow the possibility of a capacitous suicide in certain cases it 

does not, nor has it ever, empowered NHS mental health staff to wilfully and routinely ignore 

fraught, last-resort petitions for lawfully-owed crisis intervention, from patients calling from the 

extremities of hope and existence.  

 

Bottom line (2): the Trust’s approach has no lawful basis whatsoever. 

 

Although most of the situations described above concern community patients contacting TEWV 

crisis services, real-world examples of TEWV staff members’ unlawfully exploiting the MCA to 

shirk responsibility for suicidal patients are certainly not restricted to this service. Indeed, the 

authors have been provided with evidence confirming that this same approach is used by TEWV’s 

community mental health services and within their hospitals. Most horrifyingly of all, it appears 

this includes patients detained under the MHA, that is, patients who are forced to spend most or 

all of their time with Trust staff, are unable to live as they choose, and unable to leave of their own 

accord. Curiously, in all such cases it appeared the patient had “BPD+” hanging over them.  

 

Essentially, regardless of which TEWV service the “BPD+” patient is accessing, they receive the 

same manner of unlawful and, frankly, callous indifference to their well-being from Trust staff. As 

far as the authors may reasonably infer, it seems this is done for the benefit of such staff, to whom 

the Protocol repeatedly assures freedom from all responsibilities for such patients. Such freedom 

comes at a steep price, though the Protocol is careful to ensure this is not paid by Trust staff. 

Rather, the price of this freedom is borne entirely by the patient and (when relevant) their family. 

This levy knows no limits: multiple patients have paid with their life and multiple families have 

been deprived of a loved one. 

 

“I’ve never had a capacity assessment, but it says in my notes that I have capacity when 

I feel suicidal.” 

- TEWV Patient 

 
259  In the present context, the authors are (hopefully) correct in saying the MCA’s powers are not applicable to situations where a 

person is asking for crisis intervention (though the Act’s ethos still is). However, when it comes to less emergent decisions, where 
there is sufficient reason to doubt a person’s capacity, it is as necessary to consider their capacity to consent to interventions they 
are agreeable to, as it is to assess their capacity to withhold consent. 
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“Once they decided she had EUPD  - which we discovered by accident because a nurse 

explained her suicide attempt was a personality disorder - they then told us that it wasn’t 

a mental health problem but a behavioural issue which meant she was in control 

and had the capacity to kill herself. I could not believe what I was hearing. They told a 

child if she wanted to kill herself, it was up to her..” 

- Parent of TEWV patient (bold ours) 

 

 

 

“I was told I had capacity when I was suicidal, as a reason to not let me go to hospital 

or get any kind of community help. There was nothing else, just that.. “you have capacity”.. 

I’m not stupid, I understood what was being said to me. I was being told it was my choice. 

It meant I was not unwell or anything, so I was medically able to make that choice. Imagine 

being told that type of thing when you’re so depressed life seems endlessly hopeless. It 

made me even more hopeless because it meant no one was going to help me, no one 

was saying “don’t do it” no one was standing in my way.” 

 

- TEWV Patient (bold ours) 

 

“I rang the crisis team out of my mind with worry, as I had just found a stash of pills 

in my daughter's bag. Out of nowhere, with no previous issues, my daughter had 

attempted suicide twice in four weeks; my family and I were completely lost, with no idea 

how to help. The man on the end of the phone huffed and sighed and told me that this 

was just part of her personality, it was how she coped with things. “But she doesn't have 

a diagnosis of a personality disorder, she’s never done this before” I told him. “She has 

capacity, it’s her choice” he replied, “we’re not going to do anything”. A man who 

had never met my daughter, who had never assessed her capacity, was telling me that 

they were happy to let my child kill herself, without even questioning why she suddenly 

wanted to die. We were left completely alone, and made to feel unreasonable, even 

hysterical, for asking for help. She nearly died two weeks later.”   

- Parent of TEWV Patient (bold ours) 

 

 

The preceding quotes speak for themselves as clear demonstrations of a single principle (the 

Presumption) being misused. In contrast, the piece of evidence considered by the following 

section is (seemingly) symptomatic of a broader range of MCA infringements. 
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8.2.6 Capacity in Crisis: Patients in the Shadow of the Protocol  

 

Analysis of the Trust’s misuse of the MCA has hitherto focused on the Presumption alone. 

However, where large, complex organisations are concerned, systemic breaches of individual 

statutory principles are unlikely to occur in a vacuum. The following two-sentence example (an 

extract from TEWV patient notes) is riddled with a confusing concoction of infringements, primarily 

from s.1-4 of the MCA. The following analysis aims to outline the unlawfulness of this ‘Capacity 

Comment’ in every aspect possible.  

 

 

 

 

 

 

 

 

 

 

 

 

 

In terms of risk, this patient has a history of fluctuating capacity and suicidal ideation (inter alia) 

as a result of their mood disorder. The Trust have a history of attempting to overwrite this patient’s 

long-standing diagnosis with BPD or variations thereof, often without their knowledge. Though 

the patient has succeeded in challenging all such attempts, it would appear that Trust staff still 

view this patient as having “BPD+”.  

 

The photograph in Figure 17 depicts a section of this patient’s crisis care plan, entitled ‘Capacity 

Comment’. This particular plan was written in 2016 during an unsolicited telephone call from a 

senior registered nurse and crisis manager, who was completely unknown to the patient. The 

patient was not in crisis at the time, rather, the plan was written in anticipation of future crises. At 

no point during the call did this nurse indicate she would be passing judgement on this patient’s 

capacity, nor did she gain consent for a capacity assessment. Indeed, this ‘Capacity Comment’ 

was written without the patient’s knowledge, input or consent, and in the absence of any formal 

assessment. As such, rather than being a faithful reflection of the patient’s mental state, it merely 

mirrors the professionalism, competence, care and compassion (or not) of the TEWV nurse 

writing it. Moreover, that this crisis care plan and this ‘Capacity Comment’ are still in force today, 

(despite the patient’s complaints) is an indication of the Trust’s competence in overseeing such 

matters.  

 

At present, the authors are unable to discern the precise remit of this section, as intended by 

Figure 17: Extract from a TEWV patient crisis care plan. 
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TEWV; the ambiguity of the title is particularly unhelpful in this regard260. Nonetheless, it’s 

inclusion presumably encourages staff to comment on the patient’s capacity in some way. 

Whatever its intended purpose, the manner of use illustrated here cannot be described as a mere 

comment on capacity, rather, it functions as a statutory declaration of capacity. Moreover, this 

declaration has remained unchanged since the plan was drawn up in 2016.  

 

Oddly, rather than being concerned with the patient’s capacity to decide to accept or refuse care 

when they are in crisis, this particular declaration is limited to the patient’s capacity to access or 

not access such care which, although sounding similar, does not have the same implications. 

Crisis services exist, in part, to protect patients who present a real and immediate risk to 

themselves (or others). This declaration only comes into force when this patient is in crisis, during 

which they are likely to be at real and immediate risk of serious harm. As such, one would think 

that the question at hand would be ‘does this patient have the capacity to refuse care when in 

crisis?’ As explained at length earlier, where the potential consequences of services refraining 

from interfering entail death or serious injury, capacity only becomes a consideration if the patient 

is refusing help. In such situations, there is (generally) no need to assess their capacity to accept 

help, especially as the outcome would be the same either way261. Moreover, the decision to 

accept/refuse help is not the same as the decision to access/not access help. Whilst it’s clearly 

important to ensure patients know how to access help, the authors are quite mystified as to the 

necessity or appropriateness of determining a patient’s capacity to decide to access or not access 

services. For example, if we assume that to access crisis services is to call the Trust crisis 

number, then to not access services is to refrain from contacting the crisis team altogether. As 

such, the decision to access/not access occurs completely outside of the Trust’s sphere of action 

or authority, since it must always occur before the patient has made contact. Consequently, this 

patient could decide not to access services, and the Trust could be completely unaware of it. 

Though the authors are unaware of the precise motives behind this choice of words, they believe 

they were, most likely, designed to fulfil the Trust’s interests, not the patient’s. Given the findings 

of this report, the authors suspect that this ‘Capacity Comment’ is actually intended to reduce 

Trust liability: should the patient come to harm as a result of Trust neglect, or should such harm 

occur where the patient decides not to access crisis services because of the awful experiences 

they’ve had, the Trust can blame the patient for deciding not to access care.  

 

In truth, this ‘Capacity Comment’ is more akin to an anticipatory declaration of capacity for a 

patient with fluctuating capacity. In practical terms, the declaration tells staff that this patient will 

always be able to recognise when they are in crisis, and will always have the capacity ‘to choose 

to access or not access care’, regardless of their actual clinical presentation or of the 

circumstances. As such, no matter how distressed, delirious, or delusional the patient might be 

during any future mental health crises, staff may continue to assume they have the capacity to 

decide to access/not access crisis care. Essentially, this declaration anticipates that P will always 

have the capacity to make the decision in question. 

 
260

 ‘Capacity Comment’ might, quite literally, be a section where staff are only supposed to record relevant comments about the 

patient’s capacity. Nevertheless, the numerous other instances of unlawful conduct on the part of Trust and staff, would tend to 
suggest otherwise.  
261 I.e. if a patient was found to lack the capacity to accept help, the Trust would have to decide on their behalf. Assuming this 

“help” is both necessary and appropriate, the Trust would likely have no choice but to accept it on the patient’s behalf 
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It is, hopefully, quite evident that such an absurdly illogical approach to capacity is quite far from 

being a lawful use of the MCA. It should be quite apparent that the situation just described could 

entail potentially horrendous consequences for this patient.  In what follows, the lawfulness (or 

not) of this comment is explored in detail, providing a legal background against which these 

potentially horrendous consequences can be discussed.  

 

 

8.2.6.1 Authority, Interpretation and the Lawfulness of Anticipatory Declarations 

 

In general, the lawfulness of anticipatory declarations is circumscribed by the MCA’s insistence 

that capacity declarations must be time- and decision-specific (s.2(1)) and by the Act’s tacit 

recognition of fluctuating capacity (s.2(2)).  The following provides an outline of each principle, 

after which the ‘Capacity Comment’s’ adherence to such (or not) is considered. 

 

Lawful declarations of mental capacity must be time- and decision-specific. These caveats are 

derived from s.2(1): 

 

“For the purposes of this Act, a person lacks capacity in relation to a matter if at the 

material time he is unable to make a decision for himself in relation to the matter 

because of an impairment of, or a disturbance in the functioning of, the mind or brain.” 

 

- Section 2(1), MCA 2005, (bold/underline ours) 

 

Admittedly, the language of statute law is often intimidatingly technical and (seemingly) rather 

convoluted. However, in relative terms, the text of the MCA is fairly accessible, and one doesn’t 

need to be a judge to recognise the necessity of reading the relevant text carefully and, crucially, 

in full. Thus, upon reading s.2(1) in full (above), it’s immediately apparent that lawful declarations 

of capacity can only be made in relation to a single decision (‘in relation to a matter’), made at a 

single point in time (‘at the material time’). Of course, for most, reading the text of the statute is 

likely unnecessary, as the CoP provides explanations in plain English. Yet, the ‘Capacity 

Comment’ is, quite obviously, nowhere near to being either time- or decision-specific.  

 

With regard to time-specificity, recall that this ‘Capacity Comment’ has been in force, unchanged 

for at least 4 years. In complying with such, staff would very likely perceive it as being 

automatically applicable to every decision this patient made regarding accessing/not accessing 

crisis care, during those 4 years. Similarly, the enduring presence of this comment means that 

staff may still automatically assume this patient has the capacity to make all future decisions of 

this nature, regardless of the circumstances.   

 

In terms of decision-specificity, though this comment is restricted to one type of decision, in that 

it only relates to accessing/not accessing crisis care, this is applied to all decisions of this nature 

made within the relevant time period and in the future. As such, it applies to how ever many 

decisions of this type the patient made between 2016-present when in crisis, AND, to an endless 
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number of potential future decisions, each of which could occur under completely different 

circumstances, and under completely different states of (the patient’s) mind. 

 

On the basis of the MCA alone, it seems the ‘Capacity Comment’ is unlawful. However, consider 

the additional guidance provided by the CoP: 

 

“Generally, capacity assessments should be related to a specific decision. But there may 

be people with an ongoing condition that affects their ability to make certain decisions or 

that may affect other decisions in their life. One decision on its own may make sense, but 

may give cause for concern when considered alongside others.” 

 

- Paragraph 4.28, MCA 2005 Code of Practice 

 

Though the CoP’s wording is unusually vague, it implies that it may sometimes be permissible to 

make capacity declarations in relation to more than one decision262. Yet, this statement is only 

applicable to persons with ongoing conditions affecting capacity, and does not apply to persons 

with fluctuating capacity. 

 

Both the MCA (section 2(2)263 - implicitly) and the CoP (para. 4.26 to 4.27 - explicitly) indicate that 

capacity can, and often does, fluctuate. Indeed, the CoP places particular emphasis on the 

occurrence of fluctuating capacity in mental illness, also noting that emotional distress can cause 

a temporary lack of capacity. Though the CoP implicitly permits anticipatory declarations for 

ongoing capacity issues, it’s guidance on doing so for persons with fluctuating capacity is quite 

different: 

 

“As in any other situation, an assessment must only examine a person’s capacity to make 

a particular decision when it needs to be made.” 

 

- Paragraph 4.27, MCA 2005 Code of Practice (bold ours) 

 

Evidently, neither the MCA nor the CoP appear to permit the use of anticipatory declarations on 

behalf of persons with fluctuating capacity. Nevertheless, there are a limited number of cases 

where such declarations were, in fact, lawfully made. The following section considers the lawful 

basis of these declarations, and their implications for the lawfulness of the ‘Capacity Comment’.  

 

The MCA was purposefully devised such that any person from any background might assume the 

place of “D”. In theory, anyone should be able to use the statutory framework of capacity to 

determine when it is appropriate to question P’s presumption of capacity; how to perform a 

competent two-stage test and, when necessary, how to make lawful decisions on P’s behalf. 

However, D’s authority in such matters is derived from the statutory framework of the MCA itself. 

As such, it does not extend to reinterpretation, truncation or departure from said statutory 

 
262 Note that, technically, anticipatory declarations can only be made in anticipation of future incapacity, in a person who currently 

has capacity. As such, declarations made in cases of ongoing capacity issues are not anticipatory. 
263 ‘It does not matter whether the impairment or disturbance is permanent or temporary.’, section 2(2), MCA 2005 



239 

framework. On the contrary, the legitimacy of this authority is contingent upon D’s compliance 

with the relevant statutory principles. Additionally, D may only use the framework in situations 

appropriate to their level of experience and expertise. That is, the more serious the potential 

consequences of any action (or inaction) taken with regard to the MCA, the more qualified P is 

expected to be264. Thus, while it might be acceptable for almost anyone to determine P’s capacity 

to decide to refuse to brush their teeth, the same cannot be said of P’s capacity to decide to ‘not 

access’ crisis care when suicidal. 

 

Thus far, we have established the nature and implications of this ‘Capacity Comment’ as far 

exceeding the statutory authority afforded to D. In other words, it is wholly unlawful for this Trust 

nurse to have made what amounts to an affirmative anticipatory declaration for a person with 

fluctuating capacity; with no evidence of statutory assessment and no consent for such; regarding 

a potentially life or death decision, where TEWV’s resulting lack of action might lead to P’s death. 

 

 

8.2.6.2 Judicial Authority and Precedent 

 

For the sake of precision, it is not enough to consider this in regard to statute only, especially 

given the very recent common law developments. Similar to the earlier discussion of cases 

concerned with capacitous adults’ right to decide to die265, the precedent arising from these recent 

cases would appear to contradict the statute-based argument above. Indeed, in the last year, the 

Court of Protection has issued several judgements entailing lawful anticipatory capacity 

declarations on behalf of someone with fluctuating capacity. Thus, if such declarations have been 

made lawfully, why is the ‘Capacity Comment’ so legally problematic?  

 

The answer relates, in part, to a vast difference in authority. The authors have already explicitly 

noted the colossal nature of the High Court’s authority relative to the little TEWV may legitimately 

claim in these matters. For the purposes of elaboration, the following provides a very curt overview 

of the Court’s authority, and its exercise of such, relative to the MCA and matters at hand. The 

purpose is to outline the vast gulf between TEWV’s authority to (lawfully) act in such matters, and 

that of the High Court.  

 

In discussing the MCA thus far, the authors’ have deliberately referred to the Trust and its staff 

as though they are interchangeable, with the intention of emphasising the systemic nature of 

these failings and the Trust’s accountability for such. However, strictly-speaking, “D” refers to an 

individual, not an organisation. Indeed, all examples supplied to the author’s concern the 

decisions/actions/statements of a particular member of staff. Nonetheless, these individuals are 

only able to occupy such positions of power with the Trust’s blessing. Similarly, systemic 

corruption of the MCA on the scale the authors have seen, can only occur if the Trust allows266 it. 

 
264

 The flip side of this is that the more qualified P is and the more serious these potential outcomes, the more is demanded of P 
265 Note: these cases concerned the capacitous adult’s right to decide to die (i.e. make a decision foreseeably leading to death). 

This must not be confused with cases addressing the right to die (e.g. assisted suicide). While the former entails the State refrain 
from interfering with a person’s decision (the right to self-determination), the latter demands the State provide assistance with 
carrying out this decision (i.e. the right to assisted suicide). 
266

 E.g. where there are inadequate safeguards, poor staff teaching, Trust indifference etc 
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As such, although TEWV cannot, literally-speaking, occupy the position of D, its authority in the 

present matters is analogous. Thus, conceptually-speaking, afford TEWV no greater authority 

than D, in relation to s.1-4 of the MCA. 

 

The same cannot be said for the Court of Protection, the creation of which was mandated by the 

MCA (s.45). Sitting within the Family Division of the High Court, the Court of Protection explicitly 

enjoys the same powers, rights, privileges and authority as the former (s.47(1)). Delineation of 

this authority is not necessary here, suffice to say, the High Court is the third highest Court in 

England and Wales, exceeded in authority only by the Court of Appeal and the Supreme Court. 

Notwithstanding, no court in the land has the authority to alter, strike down, or enact statutes267. 

Thus, Court of Protection judges are as bound to the principles of the MCA as anyone else. 

However, unlike P, the judiciary’s authority extends to matters of statutory interpretation. As such, 

where there is dispute or confusion over the interpretation of a particular law, only the judiciary 

has the authority to determine what is lawful and what is not268.  

 

In cases concerned with the MCA, the Court of Protection may also choose from a slew of 

additional statutory powers. Only two such powers are relevant here: those entailed by s.15 and 

those by s.16. Section 15 permits the court to make declarations of capacity (s.15(1)(a-b), and of 

the lawfulness of any act (or future act) done to P (s.15(1)(c)). When making declarations of 

capacity, the Court is constrained by the principles within s.2-3 (inter alia), necessitating a two-

stage test. Section 16 allows the Court to make decisions, orders, etc on P’s behalf which, 

similarly, requires the Court to adhere to the best interests decision-making principles of s.4. Thus, 

in some ways, the s.15-16 powers of the Court are analogous to the s.2-4 powers bestowed upon 

D. However, note that D does not have the authority to determine the lawfulness of anything, nor 

is D permitted to interpret statutory principles. 

 

Essentially, the Court has been able to make seemingly unlawful anticipatory declarations on 

behalf of a presently-capacitous person with a history of fluctuations, precisely because it can. 

That is, the relevant judges exercised their powers of statutory interpretation to determine that, 

under specific conditions, it is lawful to make such a declaration. Given the nature of such 

situations, it is not unusual for such rulings to be delivered as a matter of great urgency. Indeed, 

the first reported case to result in an anticipatory declaration was heard on the day of application. 

United Lincolnshire Hospitals NHS Trust v CD269 [793] concerned the obstetric care of CD, who 

was 35 weeks pregnant whilst detained under the Mental Health Act 1983 At the time of the 

hearing CD did not lack the capacity to make decisions about her obstetric care, but her clinicians 

feared she may become incapacitated during the birth itself. As such, the concern was that, should 

emergency measures be required during birth, CD would not be in a position to consent or refuse 

them. In Judgement, Francis J noted that s.16 powers only gain force when P is already 

 
267 This authority sits with Parliament alone 
268

 Note that such rulings only arise from cases brought before the Court; judges cannot simply decide to issue interpretive 

judgments because they feel like it. 
269

 Somewhat ironically, the person in question had been diagnosed with schizophrenia and EUPD (aka BPD), thus, under TEWV, 

such a patient would, without assessment, be assumed to have capacity for everything, anything and at all times, with the single 
exception of occasions on which they were flagrantly psychotic and staff took this as genuine, something they appear to have 
difficulty doing in patients labelled with “BPD+”. 
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incapacitated (s.16(1)270). However, this does not apply to s.15, which permits the Court to make 

declarations regarding the lawfulness of any future decision made on behalf of P, where P is 

incapacitated (s.15(1)(c)271).  On this basis, Francis J agree to make the anticipatory declaration 

sought by the hospital trust, to the effect that: 

 

“Once CD's membranes have ruptured (either spontaneously or artificially) and in the 

event that CD is assessed as lacking capacity to make decisions about her obstetric care 

and labour and the delivery of her baby it is lawful for the applicant to deliver care and 

treatment to her in accordance with the care plan annexed to the order.” 

 

- Francis J’s anticipatory declaration, United Lincolnshire Hospital NHS Trust v CD  

 

Wakefield Metropolitan District Council & Anor v DN & Anor [794] employed the same reasoning, 

issuing a similar anticipatory declaration on behalf of DN, who was living in supported 

accomodation. Though generally capacitous, there were concerns that DN became incapacitated 

during occasional ‘meltdowns’. As such, Cobb J made an anticipatory declaration to the effect 

that, where DN presents in a state of meltdown, staff at his supported accommodation may make 

decisions with regard to his care or treatment, in accordance with his care plan.272 

 

Guys And St Thomas NHS Foundation Trust (GSTT) & Anor v R [795], concerned a situation 

uncannily similar to that of United Lincolnshire Hospitals NHS Trust v CD. R was 39 weeks 

pregnant whilst being detained under the Mental Health Act. As with CD, R was not incapacitated 

during the hearing, but doctors worried she may lose that capacity during the birth. Upon making 

a similar anticipatory declaration, Hayden J also offered the following sober thoughts concerning 

the nature of such cases: 

 

“The case law, to which I have referred, emphasises the 'exceptional' circumstances of 

the particular cases. However, in the context of the applications that come before Tier 3 

(i.e. High Court) judges of the Court of Protection, many cases may properly be described 

as exceptional. Certainly, the families of those involved would consider them to be so. The 

cases frequently present issues of medical, moral, legal complexity.” 

 

- Hayden J, noting the extremely exceptional nature of such declarations, 

paragraph 48, Guys And St Thomas NHS Foundation Trust (GSTT) & Anor v R 

 

Evidently, while it is possible to obtain lawful anticipatory declarations on behalf of persons with 

fluctuating capacity, such power lies very far beyond the remit of D. Furthermore, the Court, in 

recognising the draconian nature of such declarations, only grants them under exceptional 

circumstances in specific cases.  

 
270 ‘This section applies if a person ("P") lacks capacity in relation to a matter or matters concerning (a) P's personal welfare, or (b) 

P's property and affairs’ 
271 ‘the lawfulness or otherwise of any act done, or yet to be done, in relation to that person’ 
272 Note that Cobb J’s reasoning actually created more confusion, since he seemed to suggest that s.16 was no restricted to 

occasions where P has already lost capacity 



242 

 

Aside from the Court’s superior authority, its greater resources and its penchant for respecting 

statutory principles, there is a further, rather glaring difference between these rulings and the 

‘Capacity Comment’. In each of the cases above, declarations were only made in anticipation of 

future incapacity. That is, the Court found that, despite P having capacity at the hearing(s), there 

was a real risk that P might lose this capacity at some specific future point (e.g. during childbirth), 

where P may be unable to make crucial decisions for themselves (e.g. consenting to a caesarian 

section). As such, the Court clearly outlined the nature of this specific future point (e.g. P’s waters 

breaking) at which the anticipatory declaration comes into force, permitting D to make decisions 

on behalf of P where necessary. All of this is done for the purposes of protecting P’s liberty as 

much as is reasonably possible, whilst also protecting them from being allowed to make crucial 

decisions while too unwell to do so.  

 

In stark comparison, the ‘Capacity Comment’ essentially affirms that P’s capacity to decide to 

access/not access crisis care is so iron-clad it can merely be assumed in all future interactions. If 

followed to the letter, it essentially permits D to do nothing: in establishing P as always having the 

capacity to make such decisions, regardless of how much P’s mental state deteriorates in the 

future, D is relieved of the need to even question P’s capacity, let alone assess it. Similarly, as P 

will always have the capacity to make future decisions of this nature, D will never be required to 

take responsibility for an incapacitated P by making decisions on their behalf. Put simply, 

regardless of how little capacity this patient might have in future crises, TEWV will continue to 

treat them as though they are in full control of their actions.  

 

This horrifying potential for death by suicide secondary to professional neglect is precisely why 

one cannot make anticipatory declarations affirming future capacity. Recall the wording of the 

MCA’s first principle, the Presumption: 

 

“A person must be assumed to have capacity unless it is established that he lacks 

capacity.” 

 

- Section 1(2), MCA 2005 (underlining ours) 

 

Earlier discussions of the Presumption noted the Trust’s approach to capacity in “BPD+”  as being 

completely ignorant of the second, underlined half of the principle. Yet, these 8 underlined words 

are inescapably inherent to the principle itself. Taken literally, they seem to imply capacity may 

be assumed unless P has a formal declaration of incapacity. Yet, this interpretation is unavoidably 

circular: if the only legitimate reasons for doubting capacity is a pre-existing formal declaration of 

incapacity, where did this declaration come from in the first place? One may only conduct such 

an assessment where there is reason to doubt capacity, yet doubting capacity requires the 

assessment to have already been done. Fortunately, Swift J expressly refutes this interpretation 

in Royal Bank Of Scotland Plc v AB (quoted earlier): 

 

“[T]he section 1(2) presumption like any other, has logical limits. When there is good 

reason for cause for concern, where there is legitimate doubt as to [capacity], the 
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presumption cannot be used to avoid taking responsibility for assessing and determining 

capacity.” 

 

- Swift J, paragraph 26, Royal Bank Of Scotland Plc v AB  

 

Thus, it seems that a fuller exposition of s.1(2) should read: 

 

A person must be assumed to have capacity unless there is legitimate reason to doubt this 

person’s capacity per the principles of s.2-3, in which case a statutory assessment is required’. 

 

Without being able to see into the future, it is impossible to know if such legitimate reasons might 

emerge the next day, in a few weeks, a month, or ever. Indeed, without the aid of a working crystal 

ball, it is impossible to discern anything about the patient’s mental state during an indeterminate 

and unfathomable set of future events that have yet to even occur. In summary:  

 

● D may only rely on the Presumption where P has not been established as lacking capacity 

● The latter condition is not a lawful basis for failing to conduct an assessment where there 

were legitimate reasons for doing so 

● The presence/absence of such reasons during future events is impossible to establish 

● Therefore, one cannot reasonably conclude that P has not been established as lacking 

capacity in the future 

● Therefore, one cannot reasonably presume that P does have capacity during future events 

 

In other words, the Presumption cannot be applied to future decisions in the absolute manner of 

the ‘Capacity Comment’. Indeed, it is never permissible to make statements to the effect that P 

will always have capacity in the future. Such clairvoyance not only lies quite far beyond the logical 

limits of the MCA itself, but also of the laws of physics. Regardless of what they might think, TEWV 

staff cannot see into the future: this nurse cannot predict that this patient will be fully capacitous 

during all future decisions regarding crisis care, any more than she can predict next week’s lottery 

numbers.  

 

The preceding arguments were primarily concerned with exposing the anticipatory nature of the 

‘Capacity Comment’ as being reckless, unlawful, and as having potentially disastrous 

consequences for the patient. Nonetheless, this does not account for every example of 

unlawfulness presented by this example. 

 

Yet, the issues just discussed are only the tip of the iceberg. All in all, the authors were able to 

identify the following issues within this comment (inclusive of those already mentioned): 

 

● The decision under scrutiny (to access/not access crisis services) does not fall within the 

Trust’s remit: the Trust does not have the power to make unsolicited intrusions for the 

purposes of checking/interfering with whether or not a patient has decided to access/not 

access crisis services. 
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● The comment explicitly affirms P’s capacity in relation to every aspect of the functional 

test (see earlier) but offers no documentary evidence of lawful assessment. Additionally:  

○ per the reasonable belief standard, assessments regarding potentially serious 

decisions require a much higher standard of proof and documentation 

○ in all cases, the assessor must be able to prove they followed the principles of the 

Act, and professionals are required to demonstrate knowledge of and adherence 

to the MCA CoP 

○ though documentation of this process is not mandated, it is expected where the 

assessor was a doctor or healthcare professional, and/or where there are 

potentially serious consequences. Should the assessment be challenged, and the 

assessor is unable to provide the proof described above, lack of documentation 

will not be a viable defence. 

● As such, the true ‘basis’ of this declaration is unknown. Merely parroting the principles of 

s.3(1) in the affirmative is not a ‘basis’ for anything. Moreover, the declaration was made 

on the sole ‘basis’ of a telephone conversation that occurred when the patient was not in 

a state of crisis. As such, there is no ‘basis’ for a declaration that limits itself to when the 

patient is in a state of crisis. 

● It seems the patient’s capacity was affirmed without statutory assessment (two-stage test), 

suggesting the declaration is likely (if not explicitly) premised on the presumption. 

● If a two-stage test were performed, it was done so without the patient’s consent, which 

means it is invalid273. It is also a violation of the patient. 

● The wording of the comment raises multiple issues: 

○ It’s unclear what constitutes ‘information pertaining to presentation when in crisis’, 

or why P is expected to recognise a clinical presentation in themselves, while in 

crisis. 

○ It’s unclear what is meant by ‘routes to rescue’ or ‘available care’.  

○ ‘Available care’ is not the same as appropriate care274.  

○ If the only ‘available care’ comes in the form of the Protocol275, the patient is given 

little in the way of real choice.. 

○ As already noted ‘to choose to access or not access available care’ is not the same 

as to choose what appropriate care to access (or refuse). 

○ ‘Negative consequences of not accessing available care’ is long-winded and 

unclear, especially given it includes death and life-altering injury. 

○ ‘Not accessing’ care is not necessarily the same as refusing care276. It implies the 

Trust have no obligation to be proactive in such situations, and that the patient only 

has the capacity to ‘not access’ care, not to refuse it 

● Nothing in the declaration’s wording indicates that it is both time- and decision- specific. 

Rather, it very much seems as though staff are supposed to apply it to every occasion on 

which P might choose to access/not access available care in times of crisis 

 
273

 Code of Practice paragraph 4.59: ‘Nobody can be forced to undergo an assessment of capacity.’ 
274

 Ie that care is available to a patient does not mean it is appropriate for that particular patient. Within the NHS (as it was 

originally, at least), entitlement to any particular type of care is primarily based on its appropriateness, not its availability. 
275 which would seem to be the case for patient’s labelled with “BPD+” 
276 Not accessing is technically passive, whereas refusing is active 
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● The declaration is made in regard to anticipated future capacity, as opposed to incapacity 

● This ‘Capacity Comment’ has remained completely unchanged in the 4 or 5 years 

following its inception, and it remains in force to the present day. 

 

By misusing the legal concept of capacity as they do, TEWV invoke the authority of the law whilst 

avoiding its obligations. Essentially, it seems “capacity” is invoked for the dual purpose of 

obfuscating the Trust’s legal responsibilities and bullying suicidal patients into believing they alone 

are responsible for preventing their own suicide. 

 

8.2.7 This not about Capacity; this was never about Capacity 

 

Thus far, the analyses provided have only concerned the particulars of a single statute and strictly 

related common law. These preceding expositions concerning the lawful interpretation and 

operation of the relevant MCA provisions, were provided as a means of unmasking the Trust’s 

flagrantly unlawful distortion of specific statutory principles and the ethos of the Act itself. In doing 

so, the authors also hoped to delineate and justify their conviction that this is, very likely, an 

intentionally coercive, self-serving corruption of the law to rationalise and legitimise an array of 

oppressive practices amounting to the wilful abuse and neglect of acutely unwell patients. To this 

end, it was necessary to conduct such arguments within the context of the Trust’s own capacity 

“propaganda”. That is, it was necessary to operate under the implicit assertion that the MCA was 

the only piece of law engaged in the situations described above. More specifically, it was 

necessary to assume that, in situations where a patient presents to the Trust as having a real, 

immediate and reasonably foreseeable risk of suicide or serious self-harm, there are no other 

statutory powers the Trust can call on to prevent such from happening. In doing so, the author’s 

hoped to demonstrate that, even if the MCA were the only relevant piece of legislation in such 

circumstances, TEWV’s interpretation and application of the act is as suspiciously self-serving as 

it is utterly nonsensical. 

 

The self-serving nonsense in question is, of course, the Trust’s penchant for tyrannising and 

neglecting acutely unwell/suicidal patients expressly requesting crisis intervention with an 

unlawful truncation of the s.1(2) Presumption. Recall that these situations are emergencies, that 

(generally) patients have no choice over which Trust or service provides their care, and that the 

power to deny care in such emergent moments lies solely with Trust staff available. There is no 

simple or accessible means by which a patient or their relatives can compel the Trust to help 

them. No hotline to NHS England or the health secretary; no team of solicitors waiting to spring 

into action. In this sense, the patient is both alone and completely powerless, and the ‘choices’ 

left to them amount to little more than different versions of the same hell. Either one must contend 

with the knowledge that a) the only available and accessible NHS Trust assigns so little value and 

worth to one’s life that b) it appears to exploit and distort the law to rationalise potentially lethal 

neglect and c) that they have, thus far, got away with it. Or, one submits to the staffs’ egregiously 

negligent excuse of being completely prohibited from intervening to prevent the suicide of a 

patient reaching out to them for help, on the patently farcical basis that one ‘has capacity’. 
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Recall that to ‘have capacity’ according to TEWV, means ‘to be presumed to have capacity to 

make any and all decisions at any and all times.’ Despite this not being a valid application of the 

Presumption, if the Trust really were treating these patients as fully capacitous individuals, they 

would also have treat their right of consent as absolute277. Hence, should these fully capacitous 

patients request crisis intervention when in crisis278, there is, quite obviously, no legal barrier to 

providing such, and absolutely no need to invoke any statutory powers at all. Indeed, under such 

circumstances, all that is required of Trust staff is that they do their job: i.e. prompt, respectful and 

compassionate patient-centred intervention, followed by whatever is necessary and reasonably 

practicable to keep the patient safe and reassured. Essentially, if TEWV genuinely were treating 

their suicidal “BPD+” patients requesting crisis intervention as having full capacity, they would find 

themselves unable to lawfully refuse such requests. To truly respect self-determination is to 

recognise that, where patients ‘have capacity’, the Trust is not there to make their decisions for 

them, rather, it is legally obliged to provide the requested services (where appropriate).  

 

As indicated throughout, the authors are quite certain that the Trust executive body is either 

actively involved in the dissemination and perpetration of this unlawful practice or, at the very 

least, that they are fully aware of what is happening and have elected not to intervene because it 

serves their ends. However, given the limited investigatory powers of private citizens, the authors 

are unable to conclusively prove the Trust’s knowledge or intent, though the failings described 

are strongly indicative of gross and widespread failings within TEWV’s regulatory framework. 

Nonetheless, their (seemingly) widely promoted conception of capacity as being the only legal 

framework relevant to the liberties and choices of mental health patients, which is further imbued 

with an authority exceeding that and independent of the Statute book and the Judiciary, does 

rather seem to serve the Trust’s interests alone. How better to coerce acutely distressed, suicidal 

patients into dejected submission, than to imply the law is totally and utterly apathetic towards 

their rights, their well-being and their lives, particularly when they are suicidal. How better to 

paralyze a patient with worthlessness, despondency and self-doubt than to suggest the law 

literally forces mental health trusts to neglect suicidal patients to death because their alleged 

capacity bars staff from intervening, even when the patient asks. How better to exploit a patient’s 

powerlessness, than to continue repeating these absurd explanations when cogently challenged, 

knowing that, regardless of how correct the patient is, the power to withhold crisis care still lies 

squarely with you. 

 

For those with no experience of psychiatric care from the patient’s perspective, it might seem 

rather implausible that an NHS Trust would be able to operate such a conspicuously unlawful 

practice in a seemingly widespread fashion without a single patient raising the alarm. If so, you 

would be naïve to assume the Trust have escaped accountability because no patients have 

complained. The particulars of patient complaints in mental health settings are covered elsewhere 

in this report279. Suffice to say: both healthcare providers, professional bodies, the state and 

 
277

 Certain rare exceptions inc MHA 
278 Patients are only lawfully entitled to treatment appropriate to their situation, Though the Protocol makes numerous claims 

regarding crisis intervention not being appropriate for “BPD+” patients, this has no basis in evidence, treatment guidelines or the 
law. 
279 Section 5.3 Patient Complaints 
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society are marked by a very long tradition of routinely dismissing the complaints and concerns 

of mental health patients as invalid, untrue and unreliable, or as a mere product of whatever 

diagnostic label is assigned to them. Not only are these patients completely powerless relative to 

the Trust, they are arbitrarily deprived of credibility, reason and intelligence. In essence, 

regardless of whether one is aware they are being treated unlawfully, mental health patients are 

rarely in a position to meaningfully challenge an entire NHS Trust. 

 

To be frank, the identification, cessation, and rectification of glaring systemic failures within the 

NHS is NOT the responsibility of individual patients.  Indeed, patients should not have to be 

medicolegal scholars to ensure they receive competent care. In fact, neither patients nor their 

families should not have to ensure they receive competent care at all. Where this is not 

forthcoming, families should not be put in the position of having no choice but to be used as free 

labour by the NHS. No relative should find themselves having to prevent their beloved from killing 

themselves without having any meaningful authority to do so. No relative should experience the 

fear and the powerlessness of being forced to watch their beloved endure such neglect and, 

ultimately, profound betrayal on the part of the State, that they die a completely avoidable death. 

 

While this report is primarily concerned with internal failings within TEWV, the authors 

nonetheless feel compelled to hold the State accountable for their part in allowing this to happen. 

In principle, the State has created a plethora of statutory mechanisms, agencies, and regulatory 

frameworks for the purposes of setting clinical standards, predicting and preventing failures, 

detecting failures, inviting and acting on complaints escalated from local services etc. Similar 

statutory functions exist for the purposes of monitoring the use and impact of particular statutes 

at the level of the population and the individual. This is not to say such bodies haven’t been paying 

attention, they very much have. As previously discussed, the CQC have delivered multiple 

damning inspection reports to TEWV, and even had to close one of the Trust’s hospitals at short 

notice, but these efforts have yet to effect any meaningful change within the Trust as a whole, or 

for the patients at the heart of this report. Similarly, numerous statutory bodies have reported 

pressing concerns about misunderstandings and misuse of the MCA’s core principles since the 

Act came into force, yet nothing seems to have changed as a result. The “BPD+” patients of 

TEWV are well aware other patients have died by suicide following the Trust’s repeated and 

sustained denials of care. They are also aware that despite years of intense scrutiny from the 

media, patients and those who have lost loved ones, the State has consistently failed to 

adequately intervene and the Trust has continued to get away with it. Those 

inspections/interventions that have occurred have been hopelessly superficial and narrow in 

scope, and seemingly lacking in meaningful authority or power. Regardless of how politically-

informed patients are, they will, almost certainly, perceive the State’s apathy towards them. 

Whether it’s just a feeling, or a fully reasoned argument, they will know they have, thus far, been 

abandoned, not just by their local Trust, but by their own State, their own nation. Living in such 

bleakness, it actually seems quite reasonable to assume the law is as inflexible, cold-hearted and 

uncaring as TEWV claims, since this is already the reality for such patients.   

 

Though the law is currently failing to protect TEWV patients, this appears to be more a problem 

of inadequate enforcement, oversight and regulation, not of lack of provision. Contrary to the 
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impression given by TEWV to patients, the MCA very much is not the only Statute with applicable 

compulsory powers of restraint, control and detention. Indeed, when it comes to State 

paternalism, there is nothing quite like the Mental Health Act 1983 (MHA). Accordingly, the 

following section provides a whistlestop tour of the most relevant compulsory powers provided by 

the MHA, all of which the Trust is already aware of, and/or actively utilising. Aside from pointing 

out what should be glaringly obvious to TEWV, the authors’ hope to further substantiate their 

assertion that the Trust’s misuse of the MCA is so conspicuously unlawful, it a) must be by design 

(either by act or omission) and b) can only result from widespread systemic failures within the 

Trust. 

 

 

8.2.7.1 The Mental Health Act 1983 

 

The MHA’s existence and relative import most certainly has not escaped the notice of TEWV or 

their clinical staff. Searching the Trust’s website for the term ‘mental health act’ returns numerous 

results spanning multiple pages280 [796], including a myriad of Trust policy and procedure 

concerned with various aspects of the Act’s operation. When navigating to the policy section of 

the website via the menu system, these policies are easily located via a dedicated ‘Mental Health 

Act’ hyperlink281. On their patient information page on the topic282, the Trust explains: ‘[p]eople 

detained under the Mental Health Act need urgent treatment for a mental health disorder and are 

at risk of harm to themselves or others’ [797] (underlining ours). At any one time TEWV will, most 

likely, be responsible for numerous patients detained (“sectioned”) under the MHA across 

numerous sites and wards. In many such cases the Trust will have triggered the detention 

themselves; in all cases they are an intimate part of the machinery keeping the patient in 

detention. Regardless of how many patients are detained at TEWV at any one time, the MHA is 

so entwined with the psychiatric services of England and Wales, it is of inexorable relevance and 

import to clinical staff across the entire Trust. Moreover, just from browsing the Trust website, it’s 

clear they are very much aware of when and how the Act’s powers may be used. 

 

While the MCA and MHA have similar titles, the parity between the two ends there. The MHA is 

a distinctly different piece of legislation, written from a very different perspective and serving a 

very different ethos. Whereas the general powers of the MCA apply to any health condition that 

may affect a person’s ability to make a decision, the compulsory powers of MHA are generally 

only engaged where the patient is currently ‘suffering’283 from a ‘mental disorder’284. In contrast to 

the MCA’s empowering, patient-centred ethos, the MHA and its powers are heavily premised on 

 
280

 Compare this with the three results displayed on a single page for the term ‘mental capacity act’, only one of which is particularly 

relevant (https://www.tewv.nhs.uk/?s=mental+capacity+act) 
281

 This page provides 10 hyperlinks segregating the available policies according to subject/area (https://www.tewv.nhs.uk/about-

us/how-we-do-it/policies/). While the MHA has a dedicated hyperlink, the few MCA policies available are merely filed under ‘Clinical’ 
(https://www.tewv.nhs.uk/policy-type/clinical/), though there are some additional policies (DoLS) incorrectly filed with the MHA 
policies (https://www.tewv.nhs.uk/policy-type/mental-health-act/)  
282

 There appears to be no such page dedicated to explaining the MCA to patients 
283

 No guidance is given as to what constitutes ‘suffering’ and whether this entails a formal diagnosis.   
284

As defined by s.1(2): ‘“mental disorder” means any disorder or disability of the mind; and “mentally disordered” shall be 

construed accordingly’, though this excludes alcohol/drug dependence (s.1(3)) and generally excludes learning disability (s.1(2, 2A 
& 2B) 
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the medical paternalism of the mid to late 20th century. Such is conspicuously evident from the 

Act’s relative indifference to a patient’s capacity to consent. Accordingly, not only does the MHA 

permit the indefinite detention of patients who have the capacity to decline to consent to such, it 

also permits doctors to force medical interventions on capacitous patients without their consent285 

and in direct violation of their express wishes. Indeed, in contrast to the oodles of checks and 

balances the MCA insists be accounted for before overriding the wishes of an incapacitated 

patient286, the only condition the MHA prescribes for treatment to be lawfully forced on a 

capacitous patient, is for a second doctor to merely agree ‘that it is appropriate for the treatment 

to be given’ (s.58(3)(b)). Ethical implications aside, it’s evident that the MCA and MHA are 

antagonistic in their relative concern for capacity and consent. In truth, the MCA was, in part, a 

rejoinder to the same species of overpowering paternalism demonstrated throughout the MHA287. 

It is, therefore, depressingly ironic to find the MCA being misused in a manner serving the very 

paternalism it was supposed to proscribe.  

 

Overall, the MHA is a considerably more complex piece of legislation. As well as being 

significantly longer than the MCA, it is predominantly written in dense, technical legal parlance. 

Thus, not only are the individual provisions not easily accessible to the layperson, obtaining a full 

and accurate comprehension of their implications within the context of the entire statute288 

requires a significant amount of time, resources and careful study. In light of such, the following 

discussions are unable to address Act’s provisions to the same extent or with the same level of 

detail as was provided for the MCA. Rather, the aim is to cover each of the relevant provisions as 

concisely as possible, without obscuring or misrepresenting the particulars necessary for a faithful 

representation of the statutory powers therein. The earlier analysis of the MCA necessarily 

focused on the general principles with regard to decisional capacity, whilst ignoring the Act’s 

complex machinery of detention (Deprivation of Liberty Safeguards, or DoLS289). However, by 

virtue of the MHA’s particular operation, compulsory detention is (generally) a necessary condition 

for compulsory intervention. It is (perhaps) a sign of the Act’s historical origins, that detention itself 

is the primary means by which patients are protected and cared for. As such, the MHA powers 

outlined herein all concern control via detention of some description. Given the particular TEWV 

practices under scrutiny here, the only powers discussed are those relevant to emergency 

situations warranting the restraint (where required) and detention of Trust patients presenting a 

real and immediate risk of death of serious harm to themselves (or others290). Such powers are 

further grouped into those afforded to healthcare professionals and those afforded to the police.  

 

 
285 With exceptions, see Part IV of the MHA 
286

 See chapter 5 of the MCA CoP on best interests 
287

 This is not to say that the MCA was a response to the MHA specifically (indeed, the MHA still prevails over the MCA in most 

respects) 
288

 e.g. understanding the hierarchy of provisions, if/when they are modified by later/earlier provisions and what conditions are 

necessary for such, the specific definitions given to certain terms (e.g. “patient”, “mental disorder”, “responsible clinician”, the 
bearing of other statutes etc 
289 Note, these are due to be reformed, after which they will be called ‘Liberty Protection Safeguards’  
290

 Section 2(2)(b) permits detention of “mentally disordered” persons where: ‘[they] ought to be so detained in the interests of his 

own health or safety or with a view to the protection of other persons’ s.2(2)(b) Mental Health Act 1983 (c.20) . 
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Henceforth, many of the terms used denote the exact language of the Act itself. Where this occurs, 

they are given in italics and within single quotation marks, e.g. ‘mental disorder’. Though the 

authors felt this was necessary, as a means of providing faithful and consistent impressions of 

each provision, they do so with an important health warning. Much of the MHA’s language is 

derived from dated clinical terminology, which is often paternalistic, dehumanising, stigmatising 

and/or offensive. Where the authors have used this language, this should not be taken as an 

indication of their approval for such terms.  

 

8.2.7.1.1 Powers Provided to Healthcare Professionals 

 

Though the MHA permits numerous modes of detention, each with its own set of conditions, the 

only powers of concern here are those permitting (relatively) immediate detention, where any 

delay would seriously jeopardise the welfare of the person being detained (or others). Though not 

all such powers are termed “emergency” by the Act, the authors refer to them collectively as 

“emergency powers”.  

 

Before discussing such powers in detail, it is helpful to understand their general mode of 

operation.  In simple terms, successful detention usually requires completion of two steps. Firstly, 

an ‘application’ [798] for compulsory admission must be made on behalf of the ‘mentally 

disordered’ [799] person. This application may either be made by an ‘approved mental health 

professional’ [800] (AMHP) or by the person’s ‘nearest relative’ [801] (NR). Secondly, the 

application must be accompanied by one or two ‘medical recommendation(s)’ [802] (expanded 

upon shortly). Once the application and accompanying recommendation(s) are ‘duly 

completed’291, there is sufficient authority to detain the person for the purposes of conveying them 

to hospital. 

 

As noted earlier, the MHA is not particularly easy to read or understand. The primary reason for 

this stems from the (frankly) byzantine configuration of complex provisions, wherein the principles 

and conditions of one provision are explained and/or modified by spartan references292 to 

numerous other provisions/principles/conditions within the Act. As such, the application of one 

provision, or power, may be completely dependent on conditions given in one or more other 

provisions occurring anywhere in the Act. Thus, comprehension of a single provision, might 

require one to repeatedly navigate back and forth through the Act’s 149 pages in search of the 

necessary information. As a means of mitigating this lengthy process, the provisions first 

considered here, are those with: a) influence over and relevance to certain emergency powers 

discussed herein (s.2) and b) particular relevance to the present discussion (s.12).  

 

 
291

 I.e. once the application and recommendations are completed in accordance with the provisions of part II (s.6) 
292

 E.g. ‘Subject to the provisions of section 43, persons meeting the conditions of section 4 subsection (78), are permitted to 

exercise the powers of section 8, unless section 56 is already engaged and on a month with no less than 29 days’ can be taken as a 
hypothetical example of such 
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Section 2293 permits a routine application for the detention of any person in hospital or in the 

community, for up to 28 days, where they fulfil the grounds outlined in (s.2(2))294.  

 

“(a) [the patient] is suffering from mental disorder of a nature or degree which warrants the 

detention of the patient in a hospital for assessment (or for assessment followed by 

medical treatment) for at least a limited period; and 

(b) [the patient] ought to be so detained in the interests of his own health or safety or with 

a view to the protection of other persons” 

 

- Section 2(2), MHA 1983  

 

Subsection 2(2)(a) is commonly known as ‘the nature or degree requirement’. It very clearly 

indicates that the mere presence of a ‘mental disorder’ does not warrant detention, rather, the 

disorder should be ‘of a nature or degree which warrants the detention’. According to the CoP 

[803] and the MHA reference guide [804] ‘nature’ refers to the type of disorder, it’s chronicity, it’s 

prognosis and how the patient responded to previous treatment (where applicable), whereas 

‘degree’ refers to the current manifestation of the disorder. Neither document offers any further 

guidance as to precisely what ‘nature’ or ‘degree’ of ‘mental disorder’ is sufficient for detention 

under the Act. However, it’s important to point out that ‘mental disorder’ explicitly includes BPD 

and all other personality disorders. On this particular topic the CoP states: ‘[n]o assumptions 

should be made about the suitability of using the Act – or indeed providing services without using 

the Act – in respect of personality disorders or the people who have them’ [805]. 

 

S.2(2)(b), also termed ‘the necessity requirement’, adds the consideration of risk to the equation. 

This is commonly understood among psychiatrists as requiring the patient to be a danger to 

themselves (or others), but this narrow misinterpretation grossly distorts its true scope [806]. 

Indeed, a patient may need to be detained ‘in the interests of his own health or safety’, for a 

myriad of reasons, few of which entail danger or violence. The CoP provides a list of relevant 

factors in need of consideration when deciding to detain a patient for their own health or safety, 

some of which are reproduced here: 

 

●  “[...] evidence suggesting that patients are at risk of: 

○ suicide 

○ self-harm 

○ self-neglect or being unable to look after their own health or safety 

○ jeopardising their own health or safety accidentally, recklessly or 

unintentionally, or 

○ that their mental disorder is otherwise putting their health or safety at risk 

 
293

 Important note: independently of section 2, section 3 is also a common form of routine compulsory admission, but is geared 

towards treatment rather than assessment, and lasts substantially longer (up to 6 months). As such, the grounds for s.3 admission 
are different to those for s.2, though either may apply to the main emergency power of detention (s.4). For the purposes of 
simplicity, and because a person meeting s.3 grounds will automatically meet s.2 grounds for detention, s.3 is not addressed in the 
present analysis. 
294

 In some cases s.3(2) may be more appropriate, but the distinction is not important here 
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● any evidence suggesting that the patient’s mental health will deteriorate if they do 

not receive treatment, including the views of the patient or carers, relatives or close 

friends (especially those living with the patient) about the likely course of the 

disorder 

● the patient’s own skills and experience in managing their condition [...]” 

 

- Paragraph 14.9, MHA CoP 

 

Thus, contrary to prevailing beliefs, a patient need not be a danger to themselves to warrant 

detention. Indeed, in terms of risk management, suicide and self-harm are the most extreme 

examples offered. The meaning of ‘health or safety’ is deliberately broad, and the majority of 

reasons legitimately demonstrating such do not entail danger, violence, injury or death. Even 

where persons are at risk from such, they are not required to demonstrate intent. More specifically, 

where a patient is “threatening” to kill themselves, the practitioner assessing them should focus 

only on the objective risks present. Thus, whether or not they believe the person intends to kill 

themselves is irrelevant, if the person is at risk of ‘jeopardising their own health or safety 

accidentally, recklessly or unintentionally’, they are eligible for detention (assuming they also fulfil 

s.2(2)(a)).  

 

Within this part of the Act itself, there is no mention of capacity to consent to such. Though the 

CoP requires the practitioner to consider the person’s capacity to consent to admission, intact 

capacity is not a barrier to detention. Thus, in contrast to the MCA, once the MHA’s ‘nature or 

degree requirement’ (cf: diagnostic threshold) is met, the ‘necessity’ of compulsory detention (cf: 

functional threshold) is premised on the person’s risk, not their capacity.  

 

The conditions required for valid medical recommendation(s) vary according to which power is 

being invoked. The following brief discussion is provided for the purposes of informing later 

discussions regarding the level of recommendation (if any) required for detention under different 

sections of the Act, and what influence this has over the timescale and relative ease with which 

each power can be used.  

 

Sections 12 and 12ZA outline the necessary requirements for valid medical recommendations 

under the Act. Routine applications for detention under s.2 must be accompanied by the written 

medical recommendations of two practitioners (s.2(3)). Both must examine the patient personally 

within a maximum of 5 days (when done separately) (s12(1)). At least one must be a practitioner 

with special approval from the Secretary of State under s.12 or s.12ZA of the Act. Traditionally, 

this “section 12 approval” was only afforded to doctors (usually psychiatrists) via s.12(2) of the 

Act, subsequently referred to as “section 12 doctors”. However, when the MHA was revised in 

2007, the novel s.12ZA expanded this role to include certain other healthcare professionals295 

with significant expertise in the diagnosis and treatment of mental illness, termed ‘approved 

clinicians’ (AC)296. The second practitioner must simply be a ‘registered medical practitioner’ (i.e. 

 
295 E.g. psychologists, mental health nurses, occupational therapists, social workers etc 
296 For the purposes of this report, ACs are equivalent to s.12 doctors 
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doctor). ‘[W]here practical’, one of these practitioners should already know the person being 

assessed, though this is not mandatory. 

 

Keeping these principles in mind, the following paragraphs summarise the powers of detention 

provided to healthcare professionals for use in emergency situations: s.4, s.5(2) and s.5(4)  

 

Section 4 draws very heavily from section 2, with both operating under the same grounds for 

detention quoted above (s.2(2)). Like s.2, the s.4 power is executable where the ‘mentally 

disordered’ person is on public or private property, however, s.4 is restricted to persons who aren’t 

hospital297 inpatients of any kind. As such, s.4 applies to all ‘mentally disordered’ persons in the 

community, who may either be in a place accessible to the general public (including non-patients 

in hospital public areas), or on privately-owned ground (e.g. their/someone else’s house, business 

property etc) accessible only with the owner’s permission. In the latter case, s.4 does not confer 

any powers of forced/unwanted entry, meaning healthcare professionals may only enter with the 

permission of the owner, even where the owner is the ‘mentally disordered’ person in need of 

assessment. Should this permission not be forthcoming, lawful forced entry requires the presence 

of a police officer (see police powers below)298. Assuming entry is not an issue, s.4(2) states: 

 

“An emergency application may be made either by an approved mental health professional 

or by the nearest relative of the patient; and every such application shall include a 

statement that it is of urgent necessity for the patient to be admitted and detained under 

section 2 above, and that compliance with the provisions of this Part of this Act relating to 

applications under that section would involve undesirable delay.” 

 

- Section 4(2), MHA 1983 

 

Thus, in contrast to s.2’s routine powers of detention, s.4 powers may only be used where 

detention is absolutely a matter of ‘urgent necessity’, where compliance with s.2 would lead to an 

‘undesirable delay’ . This ‘undesirable delay’ refers to the difficulties inherent in securing the 

services of a s.12 doctor or AC. Outside the context of mental health services, most doctors are 

not s.12 approved and most psychologists/nurses/social workers etc are not ACs. Finding an 

immediately available, local s.12 doctor/AC in the community with little notice will, most likely, not 

be a quick or simple task. As such the application outlined in s.4(2) (above) need only be 

accompanied by the medical recommendation of a single doctor, who need not be s.12 approved. 

Where a person is successfully detained under s.4, the power to maintain this detention lapses 

after 72 hours, unless a second medical recommendation from a s.12 doctor or AC is supplied 

within that time frame. Where a second recommendation is received within the prescribed time 

 
297

 Pursuant to s.34(1)(a) ‘hospital’ is taken as having the meaning given in s.275 of the National Health Service Act 2006 c.41, 

which includes all NHS hospitals regardless of whether they are for general or mental health patients. Available here: 
https://www.legislation.gov.uk/ukpga/2006/41/section/275 
298 While it’s true that s.115(1) does permit AMHP to ‘at all reasonable times enter and inspect any premises (other than a hospital) 

in which a mentally disordered patient is living, if he has reasonable cause to believe that the patient is not under proper care.’, this 
does not confer any powers of detention and is intended as a lawful means of gaining entry for the purposes of such. Para.4-006 
from Hale B. Mental Health Law. 6th ed. London: Sweet and Maxwell; 2017. 
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frame, the conditions for s.2 detention are met, meaning the patient may now be detained for up 

to 28 days. 

 

In simple terms, section 4 detention can be thought of as “section 2 lite”. The s.4 powers may be 

used to detain persons anywhere in the community (subject to access) who meet the s.2(2) 

threshold for detention, and where the urgency of the situation leaves insufficient time for s.2 

procedures. A s.4(2) application must still be completed by either an AMHP or NR, but only a 

single medical recommendation need accompany it, which could come from any GMC-registered 

doctor of any specialty. Moreover, in an emergency, it will likely not be ‘practicable’ to find a doctor 

familiar to the patient, which means the recommendation could be provided by literally any doctor. 

 

With regard to crisis risk management at TEWV, s.4 powers could be used to detain any patient 

in the community. Though the majority of TEWV staff working in the community will not be 

qualified AMHPs, some will, and those that aren’t, will be able to access one. In the context of 

crisis, the most pertinent risks would be suicide and/or self-harm yet, as noted earlier, the person 

doesn’t need to show intent, just that they are at risk, and such risk does not have to be life-

threatening or dangerous to be enough to warrant detention. 

 

Section 5 confers two different powers of detention, nonetheless designed to serve similar ends. 

Though neither are referred to as “emergency” powers within the Act, their particular design allows 

for the authorisation of detention on significantly quicker timescales than that of s.4, filling the void 

left by the aforementioned’s exclusion of hospital inpatients. Hence, the s.5 powers are only 

executable where the ‘mentally disordered’ person is a) currently a hospital inpatient299300, and b) 

where they cannot (yet) be detained under s.2-4 (or s.135-6, see below) because it is not 

practicable or safe to wait until an AMHP (etc) is available to assist in a formal assessment, as 

the person needs to be restrained or prevented from leaving immediately. As such, these ‘holding 

powers’ allow either a doctor (s.5(2)) or a nurse (s.5(4)) to temporarily detain the person at their 

current place of admission, until suitably qualified persons arrive to conduct a formal MHA 

assessment pursuant to s.2 or 3. 

 

The section 5(2) holding power permits any doctor (or AC)301 to detain any patient in their care for 

up to 72 hours. The material grounds for this detention are substantially less specific than those 

applying to s.4 (i.e. s.2(2)), and the power may be applied whenever ‘it appears to the registered 

medical practitioner in charge of the treatment of the patient that an application ought to be made 

under this Part of this Act for the admission of the patient’ (s.5(2)). Though it is necessary for the 

doctor to examine the patient, neither the MHA or its CoP offer guidance as to what constitutes a 

valid reason for believing an application ‘ought to be made’. However, the necessary form does 

require the doctor to explain their reasons for believing detention is justified and why informal 

treatment is not sufficient or appropriate [807]. Presumably the patient must at least appear to be 

 
299

 The word ‘hospital’ is given a very broad meaning. Per s.34(1)(a) of the MHA the patient may reside in any hospital meeting the 

criteria of section 275 of the National Health Service Act 2006 c. 41 Available here: 
https://www.legislation.gov.uk/ukpga/2006/41/section/275 
300 The power cannot be used for outpatients or patients admitted to accident and emergency, and the person should not be 

admitted purely for the purpose of using the power - MHA CoP p.18.8 
301

 Or their nominated deputy, s.5(3) 
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‘mentally disordered’ and a risk to themselves/others, though it does not seem as though a formal 

diagnosis is required, and the patient need not have been admitted for mental health reasons. 

Where the patient in question is not already under the care of a psychiatrist, the doctor is strongly 

advised to seek the opinion of such before using the power ‘if possible’ [808], though this is clearly 

not mandatory. The 72-hour period is intended to provide enough time to convene a formal 

assessment, after which the patient may either be further detained under s.2 (or s.3) or released. 

However, the patient may be released at any point during the period of detention, where it is 

decided a further assessment or the detention itself is unwarranted. Additionally, If the doctor fails 

to arrange a formal assessment within the period of detention, the patient must be released 

regardless. 

 

Thus, the s.5(2) power entails the same 72 hours of detention as the s.4 power, yet it does not 

require the same formal machinery of detention. There’s no need for an AMHP/NR-authorised 

application, and no obligation to write a formal medical recommendation with reference to specific 

grounds of detention. Rather, as noted by Lady Hale (et al): ‘the power [applies] to any doctor [or 

AC] in charge of any patient in any hospital for any reason’ (original emphasis). Once said doctor 

has ‘furnished’302 the hospital managers with the prescribed form, the patient cannot leave for up 

to 72 hours. Granted, it can only be used to detain persons who have already been admitted to a 

hospital, but the reasons for this initial admission might be completely unrelated to mental 

health303.  

 

The section 5(4) powers are considerably more circumscribed than those of s.5(2). This holding 

power permits nurses of the ‘prescribed class’304 (those with specific qualifications in mental 

health or learning disability nursing), to authorise the detention of a patient who must already be 

receiving inpatient treatment for ‘mental disorder’. The power is executable when it appears: 

 

“(a) that the patient is suffering from mental disorder to such a degree that it is necessary 

for his health or safety or for the protection of others for him to be immediately restrained 

from leaving the hospital; and 

(b) that it is not practicable to secure the immediate attendance of a practitioner for the 

purpose of furnishing a report under subsection (2) above” 

 

- s.5(4), MHA 1983 

 

Once the nurse has recorded written confirmation of the above on the necessary form, the s.5(4) 

power takes immediate effect, lapsing only 6 hours later. Its purpose is to give such nurses a 

lawful means of immediately restraining and/or detaining a voluntary (i.e. non-sectioned) 

psychiatric patient for their own protection (or the protection of others), where a doctor is 

 
302 This is considered to have occurred as soon as the form enters the hospital’s internal mail system 
303

 I.e. you could (theoretically) be admitted for a tonsillectomy on a Monday, detained under s.5(2) on Tuesday and sectioned 

under s.2 on a Wednesday, should the right conditions arise 
304

 ‘prescribed class’ refers to nurses with certain specific qualifications, authorised by the Secretary of State. This is similar to s.12 

doctors, except all nurses using s.5(2) must have this statutory approval. See: The Mental Health (Nurses) Order 1998 (SI 
1998/2625). Available at:  https://www.legislation.gov.uk/uksi/1998/2625/made/data.xht?view=snippet&wrap=true (Accessed 
06/03/2021) 
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unavailable. Once invoked, nursing staff may lawfully use physical restraint (when necessary) to 

prevent the patient from leaving, whilst an available doctor is found. Following examination of the 

patient, the doctor may convert the detention a s.5(2)305. As above, the purpose of this longer 

period of detention is to allow sufficient time for a formal assessment, after which the patient may 

be further detained under s.2 (or s.3). 

 

The s.5(4) power appears considerably less onerous than s.4 or s.5(2). It is obviously designed 

for situations where an at-risk patient is threatening/trying to leave imminently. Wards are primarily 

staffed by nurses, not doctors, who may only visit infrequently and often only for short periods of 

time. Thus, should a patient try to leave it will, most likely, be nurses who try to stop them. Thus, 

it makes sense for such nurses to have access to a holding power that is minimal, both in its 

conditions and its period of detention. Though the MHA does not appear to require a nurse to 

provide their reasoning when invoking s.5(4), the CoP requires such to be documented in the 

patient’s notes [809], and also requires the nurse to assess and balance a number of relevant 

logistical and clinical factors before acting [810,811].  

 

With regard to the patients at TEWV, either of the section 5 powers may be used to ‘hold’ 

informally admitted patients who are trying to leave, but would appear to require detention under 

the Act. As noted twice already, the patient doesn’t need to show intent, just that they are at risk, 

and such risk does not have to be life-threatening or dangerous to be enough to warrant detention. 

 

 

8.2.7.1.2 Powers Provided to the Police 

 

In respect of ‘mentally disordered’ persons not accused/convicted of a criminal offence306, a small 

number of provisions empowers the police to detain a person they believe to be suffering from a 

mental disorder. Additionally, in contrast to healthcare professionals, the police also have the 

power to force entry onto private property under certain circumstances. Where the s.4 and s.5 

powers are divided along the lines of the person’s status of admission (i.e. inpatient or not) the 

police powers vary in accordance with the person’s location, i.e. whether they currently occupy 

public or private property. 

 

Under s.135(1), a police constable may be permitted, where necessary, to make forced entry onto 

private property, for the purposes of searching for and, ‘if thought fit’ [812], removing a person 

believed to be suffering from mental disorder to a ‘place of safety’307. Authorisation for such entails 

a valid warrant obtained from a Magistrate. This warrant must be based on the sworn oath of an 

AMHP, to the effect that the person of concern is being ill-treated and/or neglected by others, or 

that they live alone and are unable to care for themselves. Upon obtaining a warrant, the AMHP 

may request a police officer for its execution. When doing so, the officer must be accompanied 

 
305 with the hours the patient spent detained under s.5(4) counting towards the 72-hour period of detention authorised by s.5(2) 
306

 Detained MHA patients are broadly divided into two groups: those accused/convicted of crime and detained for such purposes 

(Part III patients) and those whose detention is unrelated to crime (Part III patients). Part III patients are not relevant to TEWV and 
are not discussed further here. 
307

 This could be a hospital, care home, police station or ‘any other suitable place the occupier of which is willing to temporarily 

receive the patient’ (s.135(6)) 
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by an AMHP (this need not be the AMHP who obtained the warrant) and a doctor (of any kind). 

The purpose of this power is to remove the patient to a safe place, where they may be detained 

for up to 72 hours, in anticipation of a full MHA assessment. 

 

The s.135(1) power cannot truthfully be classed as ‘emergency’, alongside the other powers 

discussed herein. Not only does it require both an AMHP and a doctor in attendance, it also 

requires a police officer and a warrant from a Magistrate. As such, it is likely to take longer than 

the powers described above. Nonetheless, it essentially empowers the state (in the form of the 

police) to break into the private home of a law-abiding citizen, for the purposes of forcibly detaining 

said law-abiding citizen and, ‘if thought fit’, removing them from their own home against their will, 

to a place they have no control over. To the authors, this reveals two things. Firstly, it’s quite 

evident that, where necessary, the state permits the use of highly intrusive and authoritarian 

measures to protect the well-being of persons at risk to themselves. Secondly, given the extreme 

nature of this power, it is unlikely to be used in anything other than rather urgent situations, if not 

emergencies.  

 

Should the situation present as immediately life-threatening, the police do not need a warrant to 

force entry. Accordingly, section 17(1)(e) of the Police and Criminal Evidence Act 1984 [813] may 

be invoked to gain entry for the purposes of ‘saving life or limb or preventing serious damage to 

property’, though this does not confer any powers of removal or detention [814]. 

Section 136 applies only where the person of concern is on public property. As such, no warrant, 

formal written application or medical opinion is required, rather, the decision to use the power is 

the police officers alone. By invoking s.136(1) the officer is permitted to use force (where 

necessary) to remove the person from public property and take them to a ‘place of safety’, but 

only where the person ‘appears [...] to be suffering from mental disorder and to be in immediate 

need of care or control’ (s.136(1)). Furthermore, s.136(1C) requires the officer to consult a 

relevant healthcare professional before detaining someone, but only where this is ‘practicable’. 

The initial period of detention is 24 hours, though it can be extended to up to 72 hours. Pursuant 

to s.136(2), the detention must be ‘for the purpose of enabling [the person] to be examined by a 

registered medical practitioner and to be interviewed by an approved mental health professional 

and of making any necessary arrangements for his treatment or care.’  

 

This power is not to be taken lightly. Unlike all other modes of detention authorised by the MHA, 

s.136(1) entails no formal statutory protocol or oversight. There are no mandated forms, reports, 

or applications to complete, no scrutiny from hospital managers etc and no other professionals to 

involve before the person can be restrained and detained, rather, the officer may make the 

decision on the spot. As shocking as it might sound, s.136(1) detention is technically a form of 

arrest. The officer is not required to suspect or observe any manner of criminal activity in order to 

detain someone under s.136, yet that person can be stopped in any public place at any time, 

restrained with handcuffs, body-searched [815] without their consent, taken by police car to the 

local police station, processed alongside everyone else arrested that day, and locked in a cell308. 

 
308

 Note s.136 does not require this sequence of events specifically, but it does permit them. While s.136 detainees may also be 

taken to hospitals etc, they may still experience forcible removal from public property, mechanical restraint (handcuffs), forcible body 
searches, and summary detention. 
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To be clear, the authors thoroughly condemn the “pseudocriminalising” aspects of s.136, that is, 

those permitting acutely unwell, vulnerable, but otherwise law-abiding persons to be treated in 

the same manner as suspected criminals. Indeed, that it is still lawful to detain mentally ill persons 

in this manner is a stark indication of how little respect and concern they are afforded by society 

in general. Nonetheless, it is also an unequivocal demonstration of the State’s willingness to resort 

to authoritarian forms of paternalism, for the purposes of protecting ‘mentally disordered’ people 

from themselves (or others).  

The police powers discussed herein are not of direct use to TEWV, since TEWV do not employ 

police officers. Nonetheless, they should be an essential part of any Trust’s statutory repertoire. 

S.136 is of particular relevance to the Trust’s crisis services, who should be willing to engage the 

services of the police wherever a patient needs to be immediately removed from an imminently 

life-threatening situation in a public place, which includes patients at imminent risk to themselves, 

for whatever reason. 

As implicitly indicated throughout, the compulsory powers of the MHA are only engaged in 

situations where a ‘mentally disordered’ patient is refusing intervention. Thus, as transpired to be 

the case with the MCA, the powers of the MHA are not required where suicidal or otherwise fragile 

patients explicitly request crisis intervention. However, that is not to say they are irrelevant to this 

discussion. To refuse to provide care to such patients on the basis of their alleged capacity goes 

far beyond the distortion of a single statute, to the point where the Trust are implicitly denying the 

existence of the one piece of legislation permitting the compulsory care and control of capacitous 

patients, which also happens to exclusively apply to mental healthcare. Thus, not only is it beyond 

fatuous for Trust staff to claim they have no choice but to ignore a suicidal patient’s explicit request 

for crisis intervention because they ‘have capacity’, it is utterly farcical to imply the Trust is ever 

remotely paralysed by the State with regard to crisis intervention. As just demonstrated, the Trust 

has both the authority and the infrastructure required to access a veritable suite of statutory 

powers of detention. Where patients are in crisis, the Trust absolutely have the power to forcibly 

restrain, detain and control any patient at risk due to their mental health (if necessary), regardless 

of whether the patient ‘has capacity’. Moreover, the powers of the MHA are substantially more 

authoritarian than those of the MCA. Nothing within the MCA permits doctors to override the 

wishes of a capacitous adult, yet the MHA not only permits the detention of capacitous adults 

without their consent, once detained it only takes the opinions of two doctors to start forcibly 

treating a capacitous adult against their wishes. 

 

 

8.2.7.2 This is not about Capacity; this is about Power 

 

UK mental health legislation has never been known for its zeal for patient self-determination. In 

the nearly 250 years since the first statute regulating the detention of “lunatics” (the Madhouses 

Act 1774), was enacted, the State has had little difficulty justifying and maintaining its enhanced 

level of control over ‘mentally disordered’ persons. Likewise, it seems general society has never 

found the forced detention and treatment of such “for their own good”, to be troubling enough to 
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oppose it en masse. Indeed, when addressing the possibility of a capacity-based mental health 

statute, the most recent independent review of the MHA had the following to say [816]: 

 

“We considered carefully whether we should rule out the use of detention where a person 

has capacity to consent to their admission, but does not consent. We recognise that there 

are human rights arguments in favour of this, but we do not think that those arguments 

are strong enough for such a large change at this stage. We think that a much greater 

debate is needed, involving service users, to see whether society is willing to accept the 

consequences of someone’s refusal to be admitted, especially where the consequence is 

the person’s death.” 

 

- p.110, Modernising the Mental Health Act (underlining ours) 

 

Though general societal attitudes towards mental health, where noted in this report, may not have 

been described in particularly positive terms thus far, it nonetheless seems highly unlikely that 

society would be willing to accept the consequences arising from the kind of capacity-based 

system of detention referenced in the quote above. Historically, the right to self-determination has, 

in one form or another, long been a cardinal sociopolitical force within the UK. However, despite 

this general esteem for personal sovereignty, social norms have not, as yet, extended this to 

suicide. Though there is undoubtedly significant support for “assisted dying” within the UK, 

campaigners for such are very careful to distance themselves from anything appearing to promote 

suicide, assisted or otherwise [817]. Indeed, the authors are unaware of any campaign asserting 

the right to self-determination in suicide for persons with mental illness within the UK.  

 

In light of the above, it seems highly unlikely that members of society309 would, in general, be 

willing to tolerate the idea of their suicidal loved one being allowed to kill themselves, while the 

State refuses to intervene on the basis of a minimalist, legalistic interpretation of an exceedingly 

complex and indeterminate philosophical construct. Though the MCA necessarily provides a very 

basic, circumscribed definition of what it calls “mental capacity”, this term denotes a purely legal 

concept. In other words, it is the State’s way of distilling the rather more perplexing, expansive 

and unfathomable notion of decisional capacity, into a simple, conclusive, unambiguous and, 

thus, practical statutory concept. This has the unfortunate side effect of obscuring the intricacy, 

nuance and immense ambiguity underlying what is actually a very poorly understood 

phenomenon. In reality, there is no consensus on what decisional capacity really is, how it 

manifests, its relationship to mental illness, or whether it actually exists in any meaningful sense 

[818]. Whether society currently appreciates this fact is irrelevant: were the State to attempt to 

enact a capacity-based approach to suicide it would, most likely, very quickly become the topic of 

much scrutiny. As such, the authors’ find it very hard to imagine such an approach gathering much 

in the way of support. 

 

 
309

 Though it seems the authors are privileging the opinions of relatives over that of patients here, that is not their intention. Though 

only a minority of society will supposedly experience mental illness in their lifetime, any member of society could have a relative with 
mental health difficulties. As such, the authors believe the attitudes of “society” are (rightfully or not) more likely to be informed by 
people speaking as relatives (or possible relatives) of patients, rather than people speaking as patients. 
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Nevertheless, it seems those members of society living in the Tees, Esk and Wear valleys have 

no choice in such matters. TEWV would appear to be quite ahead (or, more probably, very far 

behind) society in this respect. So profound is their commitment to self-determination and suicide, 

they won’t intervene even when a patient begs them to. Of course, this is the TEWV version of 

“self-determination”, wherein only Trust staff may define and determine every facet of a “BPD+” 

patient’s character, intentions, motives, wishes and choices, whilst the patient is held entirely 

responsible for the consequences of such. Thus, should a suicidal “BPD+” patient request crisis 

intervention TEWV staff, on the basis of the Protocol, have the authority to declare this plea for 

assistance is actually a plea for attention. In routinely delegitimising the wishes of “BPD+” patients 

as the Protocol does, their requests, or “demands” cease to be a form of self-determination. 

Rather, they are merely evidence of the patient’s refusal to be a self-determining agent. As the 

Protocol states: 

 

“For most people with a diagnosis of BPD+, the road to recovery begins when they see 

the possibility of taking adaptive action to end their own misery, instead of continuing to 

invest entirely in unrealistic hopes that others can take away their pain” 

  

pg.4 V1 & pg.5 V2 

 

Presumably, where suicidal “BPD+” patients are willing to take responsibility for self-

determination, they would take ‘adaptive action’ rather than ‘unrealistic[ally]’ hoping the Trust will 

fulfill its statutory obligations by providing appropriate crisis care. Similarly, where patients whose 

requests for crisis care were denied subsequently die by suicide, this is merely a reflection of their 

(self-)determination to continue seeking attention, rather than taking responsibility for their own 

‘misery’.  

 

In essence Trust staff have the freedom to choose which suicidal patients deserve help and which 

don’t. It seems that the basis for such choices ultimately derives from the TEWV’s potent 

institutional prejudice towards patients labelled with BPD. Accordingly, where patients deemed 

undeserving ultimately die by suicide as a result, staff need not feel guilty or responsible, since 

they are reassured that a) the person could easily have chosen not to kill themselves, but didn’t; 

b) the person was actually faking it for attention, which means it was not suicide, but accidental 

death by misadventure; c) such persons have no legitimate claim to crisis intervention; and ) if 

you indulge them they will just become more reckless and manipulative. 

 

The authors cannot speculate as to how mental capacity became entangled in all of this. 

Nonetheless, they have (hopefully) succeeded in demonstrating that TEWV’s absurdly unlawful 

and utterly irrational approach to capacity and self-determination in crisis situations very much 

serves the Protocol’s singular approach to managing the suicide/self-harm risk in BPD+. Whether 

done under the guise of “therapeutic” risk-taking, or capacity, the result is the same: gravely unwell 

and distressed patients asking for help are given the coercively misleading impression that the 

Trust has no obligation to care for them, or protect their lives. Moreover, that this Protocol fails to 

mention capacity, consent, the MCA or direct people to the Trust’s MCA policy [819] is a grave 
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failing in itself, but that a Protocol so preoccupied with defensive practice neglects to mention 

such is completely bizarre. Given the only risk management “approach” it condones involves 

withholding care from a patient population it explicitly acknowledges as having a ‘very high lifetime 

risk of death or serious injury’ resulting from suicide or self-harm, one would expect a detailed 

explanation of capacity and consent, particularly regarding the lawful discharge of the decision-

maker’s responsibilities under the MCA. You would also expect a similarly detailed explanation of 

relevant MHA powers, given that they can be used to detain ‘mentally disordered’ persons at risk 

of suicide, regardless of capacity. Instead, the Protocol makes no reference to any of the statutory 

principles in play, nor does it ever acknowledge the corresponding array of responsibilities and 

obligations TEWV staff owe to their patients.  

 

These omissions are the more appalling when compared alongside extracts taken from clinical 

risk management policies produced by other NHS mental health trusts. Consider the following 

examples: 

 

“Knowledge and understanding of mental health legislation is an important 

component of risk management. […] All staff providing any kind of care, intervention 

treatment must be able to assess capacity; in cases of self-harm this can be difficult as 

capacity may be temporarily impaired by the service users’ mental state.[…] Staff must 

apply section 2 and 3 of the Mental Capacity Act to determine whether or not the person 

may lack capacity to make the decision at the time it needs to be made. If a person has 

capacity to make an informed decision and the person has been assessed as not being 

detainable under an appropriate section of the Mental Health Act then this decision must 

be respected even if a refusal may risk permanent injury or death to that person. […] It is 

important to note that some sections under the Mental health Act allow compulsory 

treatment (irrespective of capacity/consent)[.]” 

-  Pennine Care NHS Foundation Trust [820] (bold ours) 

 

 

“Risk management plans should be constructed with full involvement of the patient 

and carers taking into account the age of the patient and the mental capacity act. […] 

Providers must make sure that they take into account people's capacity and ability to 

consent, and that either they, or a person lawfully acting on their behalf, must be involved 

in the planning, management and review of their care and treatment. Providers must make 

sure that decisions are made by those with the legal authority or responsibility to do 

so, but they must work within the requirements of the Mental Capacity Act 2005, which 

includes the duty to consult others such as carers, families and/or advocates where 

appropriate.” 

 

- Black Country Partnership NHS Foundation Trust [821] (bold ours) 

 

“Effective risk assessment and management plans should always involve: 
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 - Understanding how to use the Mental Health Act and Mental Capacity Act in conjunction 

with risk management and knowing when and how to involve a best interest decision 

where appropriate” 

-    Sussex Partnership NHS Foundation Trust [822] 

 

“Treatment and care should take into account patients’ needs and preferences. People 

who self-harm should have the opportunity to make informed decisions about their care 

and treatment, in partnership with health and social care professionals. If patients do not 

have the capacity to make decisions, health and social care professionals should follow 

the guidance in the Code of Practice that accompanies the Mental Capacity Act.” 

 

- Cumbria, Northumberland, Tyne and Wear NHS Foundation Trust [823] (bold ours) 

  

 

“Be aware of Trust and national guidance on capacity and consent for all patients, 

irrespective of age. If the person’s capacity is in question, then undertake an assessment 

in line with Assessment of Mental Capacity Policy.” 

 

-    Essex Partnership University NHS Foundation Trust [824] (bold ours) 

  

 

“The risk assessment and management plan should take account of the legislation 

arising from the Mental Capacity Act (2005), the Mental Health Act (2007) and their 

principles [...]”  

-       Solent NHS Trust [825] (bold ours) 

  

When this report was in its nascent stages, there were no plans to include an expansive tract on 

the laws concerning capacity and self-determination in mental health and suicide. Though the 

authors quickly noted the troubling omission of such discussions from the Protocol, they were 

initially unaware of any ostensible connection between this and the clinical implementation of 

Trust-approved risk management strategy promoted therein. Nonetheless, as more and more 

patients310 (and/or their families) shared their experiences of TEWV with us, the Trust’s stunning 

level of apathy for the sovereignty of law311, as well as the ostensibly widespread abuse of the 

MCA in the same patient population targeted by the Protocol (“BPD+), very quickly became 

apparent. Moreover, the similarities between the Trust’s flagrant corruption of the s.1(2) 

Presumption of capacity to deny crisis care to “BPD+” patients because they “have capacity”, and 

the Protocol’s blanket denial-of-care approach to “managing” the risk of self-harm or suicide in 

the same patients because they “have responsibility”, were impossible to dismiss. Consider also, 

that on the only two occasions the Protocol mentions anything close to mental capacity (i.e. 

‘mental state’), it is explicitly in the context of the patient’s responsibility for stopping their self-

 
310

 The authors are very grateful to one patient, “P”, in particular, without whom this section might never have been written. 
311

 Within England and Wales 



263 

harm/suicidal ‘behaviour’. For example, the second half of Principle 3, concerning patients with 

alleged ‘chronic pattern[s]’ of ‘self-harm/suicidal thinking or statements’ ends with the following 

proviso: 

 

“If the mental state of the person indicates that they cannot take responsibility for their 

action [sic], then this should be regarded as a new pattern and the clinician/team should 

take appropriate action according to the circumstances.” 

- pg.4 V1 & V2 

For a section claiming to promote ‘[p]recision in thinking and communicating about self harm [sic] 

and suicidal behaviours’, there is a remarkable lack of precision concerning what ‘mental state’ 

actually describes, how the ‘clinician/team’ should evaluate it, or why it is couched so specifically 

in terms of the patient’s responsibility for their self-harm or suicide, rather than their capacity to 

make such decisions. Notwithstanding, though the second approach is more faithful to the MCA, 

the patient’s capacity to decide to kill/not kill themselves is NOT the prerogative of mental health 

services312.  

 

The second reference to patients’ ‘mental state[s]’ provides a little more detail on the nature of 

such. In one of the many sentences in which we are informed “BPD+” patients are entirely 

‘[responsible] for their wellbeing’, a footnote carries a similar caveat: 

 

‘With the exception of situations in which the person’s mental state is clearly one in which 

they are temporarily not capable of taking such responsibility, e.g psychosis’ 

 

- pg.4 V1 & pg.5 V2 

In the absence of any further explanation, it seems ‘mental state’ is just euphemism for the “BPD+” 

patients’ ‘responsibility’ for trying to harm or kill themselves. Though, in contrast to the MCA, 

mental state is not determined by any sort of standardised test, rather, it depends on the presence 

of a single psychiatric phenomena: psychosis. Thus, it seems psychotic patients are incapable of 

taking responsibility, while non-psychotic patients retain 100% responsibility for their lives. Aside 

from violating every core precept of the MCA, this psychosis/non-psychosis test is the closest the 

Protocol gets to considering something like capacity. Yet, it’s patently obvious that neither 

capacity or ‘mental state’ are of genuine concern here. Rather, it seems the Protocol is only really 

concerned with separating the patients it can blame for their distress and associated self-

harm/suicide ‘behaviours’, from the minority it cannot, using the most stringent criteria possible. 

On the basis of everything presented herein, it seems that the Protocol’s capacity omission was 

either a genuine mistake, where ‘mental state’ was assumed to be sufficient, or, the omission was 

 
312 As explained earlier, generally, the only decisions such services should concern themselves with are those concerning the 

patient’s capacity to consent or not consent to aspects of their care and treatment. Thus, the question is not “does the patient have 
the capacity to kill themselves”, but rather, “does the patient have the capacity to refuse our intervention in such”. However, as also 
explained above, considerations of capacity are largely irrelevant when it comes to preventing suicide, since the MHA powers apply 
whether the patient is capacitous or not. 
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deliberate. Consider that, had the Protocol adhered to the MCA, it wouldn’t exist, at least, not as 

anything resembling its current form. Proper implementation of the Act’s principles would have 

largely precluded the stigmatising caricature of BPD presented therein. It would also have 

completely prohibited the management of patient risk via the unilateral denial of services. All told, 

the MCA’s existence is rather inconvenient for the Protocol and for the Trust. Of course, at 

present, such conclusions are predominantly grounded in supposition. Though the author’s 

cannot access the resources essential to obtaining conclusive proof313, they firmly believe they 

have provided enough evidence herein to warrant detailed public scrutiny in the form of an 

inquiry..   

Throughout the development of this section, the authors have, on numerous occasions, felt utter 

disbelief at what they found themselves writing. As already noted, the Mental Capacity Act 2005 

was only ever supposed to serve the interests of patients314 through statutory empowerment and 

protection from medical paternalism. It is, therefore, monstrously obscene to find an NHS Trust 

exploiting it as a means to maintaining their tyranny of hateful paternalism over a specific patient 

group, whilst concurrently empowering staff to indulge their proclivities towards prejudice, neglect 

and abuse. This becomes all the more abhorrent when considering the laughably unsophisticated, 

illogical and, frankly, idiotic corruption of the MCA. Truthfully, this analysis could have started and 

ended by merely quoting the statutory Presumption and pointing out the last half of the sentence 

(i.e. ‘A person must be assumed to have capacity unless it is established that he lacks capacity.’ 

(s.1(2)). This is enough to demonstrate the basic unlawfulness of TEWV’s approach to capacity, 

but it doesn’t even begin to scratch the surface of the Trust’s general disdain for the law and the 

lives of their patients.  

Recall that the above analysis wasn’t conducted in the abstract; the callous negligence it 

describes was inflicted, and is still being inflicted, on actual patients, some of whom have 

subsequently died by suicide. As such, it was not enough to prove the Trust wrong on a single 

statutory principle. Rather, the author’s felt it was imperative to expose the true nature and scale 

of this wrongdoing. To demonstrate that the Trust’s corruption of the law does not end, but rather, 

only just begins with the truncation of an MCA subsection (s.1(2)). To explain how these practices 

not only breach numerous other core MCA provisions, but how they betray the very ethos of the 

statute itself. To reveal the astronomical differences in legal literacy and authority, starkly dividing 

the Trust’s account of the law, from that given by the High Court judiciary. To demonstrate how 

TEWV’s internal capacity “logic” is not just defeated by a careful reading of the MCA, but is 

rendered equally specious by the mere existence of the MHA. Whilst it makes no sense to deny 

legitimately-requested care on the basis of intact capacity, it is completely ludicrous to imply 

capacity is a barrier to psychiatric admission at all, compulsory or otherwise.     

It seems remarkable to have come from the position of writing little to nothing about capacity law, 

to it becoming the largest section of this report. Moreover, it seemed the more the authors’ wrote, 

the more they discovered, and the more that needed to be written. Nonetheless, as this remit only 

 
313

 I.e. internal Trust documents and communications, complaints received, patient case notes etc 
314 As the Act is not limited to medical treatment, this also includes any person in the position of “P” 
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grew wider, the author’s deductions only continued to narrow, eventually converging on a single 

inference: this is not about capacity; this is about power.  

Regardless of the words staff might use in justification, the practice of denying care to acutely 

suicidal patients who request it, is manifestly not about capacity, nor is capacity particularly 

relevant. Similarly, the strange MHA-related amnesia staff seem to experience in such situations 

has nothing to do with respecting patient self-determination or helping such patients ‘retain 

responsibility for themselves’. Regardless of what the Protocol claims ad nauseum, not a single 

aspect of its approach actually serves the interests of “BPD+” patients. On the contrary, every 

paragraph facilitates the Trust’s total monopolisation of the patient-clinician power dynamic, whilst 

concurrently implying “BPD+” patients are the ones on the winning side of this dyad. Moreover, 

this unilateral conception of the patient-clinician power dynamic is as mind-numbingly paradoxical 

and incongruous as the Trust’s approach to capacity. 

Consider that the language of the Protocol implicitly and consistently construes the 

signs/symptoms of severe distress in “BPD+” patients (i.e. self-harm/suicidality), as a deliberate 

and emotive means of coercing staff to ‘take on too much responsibility for the patient’ (i.e. by 

doing their job). Consider further, that the Protocol continually undermines the intent and severity 

of such incidents, in repeatedly referring to them as ‘statements’ or ‘behaviours’. Additionally, the 

overarching ‘patient responsibility’ rhetoric clearly indicates that such patients have complete 

control over all of their ‘behaviours’ at all times. The only reasonable inference to make, given the 

context, is that genuine self-harm or suicide attempts only occur in patients lacking responsibility 

for such. Where patients have this responsibility, they could stop themselves from acting, but 

choose not to. Thus, given that “BPD+” patients are always responsible for their actions, any 

attempts at self-harm/suicide are not genuine, because the patient could have chosen not to. The 

Protocol then seems to make the leap from “these acts are deliberate” to “patients are doing this 

to coerce staff”. Consider that the first two clinical examples given both illustrate aspects of this 

line of thought. There’s the one concerning the patient who needs to be taught to ‘effectively ask 

others for help’ instead of directing ‘suicidal statements’ at staff. There’s the patient who has their 

level of care more than halved, and is denied further home visits because they  ‘[tend] to increase 

the number of times they self-injure and complain about their care Coordinator’. The overall 

impression is that such patients will go to extreme (and potentially lethal) lengths to force staff to 

give them attention and care. Indeed, the Protocol even goes as far to say ‘caring interventions’ 

should be denied to patients with “BPD+”, since they apparently can’t help but suck all of the care 

out of such, before demanding more with threats of self-harm or suicide. 

Thus, if the Protocol is to be believed, “BPD+” patients inexorably assume an oppressive level of 

power over Trust staff, wherein the latter are forced to provide everything the patient demands, 

under threat of suicide or self-harm. Yet, quite mysteriously, though the patient apparently has all 

the power in this dynamic, they have no authority and no material rights. Likewise, the staff 

allegedly oppressed by such patients are powerless in the face of their self-harm or suicide, but 

have complete control over the patient’s access to the services aimed at preventing such. 

Essentially, the staff get to make all the decisions, while the patient is blamed for the 

consequences. The same narrative applies to the Trust’s approach to capacity. On the one hand, 

staff are so hopelessly constrained by the MCA’s authority, they have no choice but to flatly deny 
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crisis care to suicidal patients who request it because they ‘have capacity’, giving the horrifyingly 

misleading impression that the State cares so little about the rights of such patients, it not only 

permits, but mandates staff to deny them care, even when they ask. On the other, the same 

members of staff are the only people with the authority to determine and dictate the correct 

application of “capacity” as a concept. 

“...I ended up on the phone arguing with the crisis team about the capacity of my [deeply 

suicidal relative]. The guy I was talking to obviously had absolutely no idea what he was 

talking about as he kept insisting, firstly, that my relative “had capacity”, as if capacity 

was a piece of clothing or a handbag she could have permanent possession of, rather 

than a fluctuating and decision specific construct, and secondly that the crisis team 

couldn’t assess her or apply to detain her under the Mental Health Act due to this 

“capacity” she supposedly had (without it even being assessed). When I tried to explain 

to him that people can be detained under the MHA whether or not they “had capacity”, he 

would have none of it, and flatly denied that was true. After the way I was spoken to I 

would have liked to suggest that he roll up the Mental Health Act and Mental Capacity Act 

and shove them somewhere difficult to reach, but I think it would be more useful if he - 

and all TEWV staff - actually read them, because it was patently obvious that had never 

occurred.”  

- Carer of TEWV patient (bold ours) 

“When I was told I had the capacity to choose to kill myself it completely crushed me. All I 

needed from the world was someone to give me a reason to keep living. I needed 

something, anything to help me keep living. Instead, I was met with indifference and the 

message that it didn’t matter if I died, not on a personal level, and not even on a 

professional level where they could face scrutiny after the death of a service user. It made 

me feel so completely inconsequential I wanted to die even more.” 

- Former TEWV Patient (bold ours) 

Though this all was prompted by the misapplication of a single legal principle, the exploration of 

such has revealed so much more. As stated earlier, the authors do not have access to the material 

required to prove their overall claims beyond a reasonable doubt. Nonetheless, they believe the 

evidence and arguments presented are sufficient to make conclusions on the balance of 

probabilities (i.e. more likely than not). As such, they believe much of what is presented above is, 

more likely than not, already known to the Trust. Specifically, they believe the Trust is, more likely 

than not, fully aware of the unlawful capacity practices occurring. Additionally, they believe the 

evidence presented herein is, more likely than not, sufficient to indicate the presence of systemic 

Trust failings with regard to its regulatory framework concerning both the MCA and the MHA.  

Neither TEWV nor its staff are above the law, and the law must be allowed to hold them 

accountable. That this has not already occurred represents a grave and indefensible failure on 

the part of the State. What’s already happened cannot be undone: loved ones cannot be brought 

back from suicide, the trauma experienced by patients and their families cannot be reversed. The 
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State cannot atone for these sins, but it can deliver the necessary justice, and it can ensure this 

never happens again. This is the very least the survivors of TEWV deserve. 

 

 

8.3 Responsibility and the Law 

‘For most people with a diagnosis of BPD+, the road to recovery begins when they see the 

possibility of taking adaptive action to end their own misery, instead of continuing to invest 

entirely in unrealistic hopes that others can take away their pain.’  

8.3.1 Prejudicial Practice 

Contrary to what TEWV might like to believe, application of a diagnostic label does not dispossess 

the patient of their individuality, in favour of a crudely drawn clinical caricature, derived from 

empirically invalid diagnostic criteria. Even if the fictional “BPD+” label could, theoretically, be 

construed as  firmly grounded in scientific rigor (it can’t), it is not only clinically and ethically 

inappropriate, but also logically fallacious315 to speak of a potentially immense group of people, 

united only by a single shallow medical conception of their innermost selves and social 

disposition, as though they are an essentially homogenous class, whose behaviour is 

fundamentally defined by said medical conception rather than the other way round. Yet, the lazy, 

paternalistic generalisations that litter this Protocol, concerning the behaviour, thoughts and 

feelings of such patients, encourage the reader to do just that. Rather than acknowledging the 

tremendous diversity of character; personality; disposition; etc316 inherent to humankind, and, by 

extension, the surfeit of unique individualities this gives rise to, the Protocol conceptualises all 

patients it applies to as essentially monolithic. What’s more, the noxious paternalism pervading 

the whole document (quite repulsively evident in the extract above), encourages staff to substitute 

their perception of the patient’s thoughts/feelings/experiences/life in place of the patient’s. Indeed, 

even where the Protocol intimates the notion of seeking the patient’s views, it does so in a manner 

that completely overwrites the patient's actual views, privileging only the healthcare practitioner’s 

perception of the patient’s views. Hence, patients with “BPD+” are, in effect, denied their own 

mind, their own experience and their own agency. In place of which, TEWV’s Protocol guides staff 

to always view such patients defensively, that is, from behind the lens of a demeaning, infantilising 

and highly stigmatising diagnostic caricature, that overtly blames the patient for every inch of their 

distress, regardless of the way staff treat them. Not only does this defy basic logic and fly in the 

face of all professional guidance, it’s also an implicit directive to the effect that staff are not only 

permitted, but encouraged to radically dehumanize patients.  

“TEWV staff immediately decided in their heads that she fit their understanding of BPD 

and ran with it. “She says she’s suicidal? Nah, she’s lying”. “She attempted suicide? 

That was for attention”. “She feels depressed? No depression here, nothing that isn’t 

part of her personality”. “She’s asking for anti-depressants? There’s no medication for 

 
315

 Fallacy of division: the erroneous notion that something (e.g. characteristic, origin etc) that is true of the whole (object, concept, 

etc), must be true for some or all of its parts. 
316

 Given that nobody really knows what “personality” is, any and all synonyms may apply here. 
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what she has”… It was quite obvious to EVERYONE ELSE that she was in desperate 

need of support, but the moment they decided to treat her as if she was some BPD trope 

they saw everything through BPD tinted lenses. After that, everything that she said or did 

only confirmed their belief. […] No young woman is safe under TEWV.”  

– Sibling of TEWV Patient (bold ours) 

To add insult to proverbial injury, the Protocol offers precisely nothing in the way of empirical 

evidence to support its “clinical” depiction of these (essentially mythical) patients with (the entirely 

fabricated label) “BPD+”, as so incredibly pathetic; demanding; selfish; and lacking in insight, that 

it doesn’t even occur to them to lift a finger to help themselves until some wise, benevolent 

healthcare practitioner orders them to. Indeed, when read in complete isolation, one could be 

forgiven for assuming that the phrase highlighted in bold (in the extract above) is derived from 

some species of trashy pseudo-gothic literature, as opposed to a professional, clinical document. 

 

8.3.2 Shifting the Blame 

‘People are also much safer when they take responsibility for their own actions instead of relying 

on others or on services to keep them safe.’  

Here, the Protocol makes yet another bold, categorical assertion that, yet again, is easily 

demolished by virtue of its conspicuous lack of evidence. How, precisely, can TEWV be so 

inflexibly assured that ‘people’ (a term so general it literally applies to every single one of the 

(roughly) 8 billion people on this planet) are ‘much safer when they take responsibility for their 

own actions instead of relying on others or on services to keep them safe’? The simple answer is 

as follows: TEWV cannot know the truth of this absurdly expansive claim, nor can anyone else317. 

As such, the declaration is either utterly meaningless, or it’s serving as a smokescreen for 

something else. Indeed, analysis of both contextual and subtextual undercurrents reveals a much 

more disturbing possibility. Recall that the Protocol’s first aim is to ‘provide clinical teams with the 

support and guidance that will enable them to make well considered decisions [...] for [BPD+ or 

BPD-labelled patients’] long term wellbeing’. In other words, this Protocol, explicitly sold as a 

specialist “BPD+” clinical risk management strategy, directly informs the Trust’s formal clinical risk 

management approach, regarding ”BPD+”/BPD-labelled patients at risk of self-harm and/or death 

by suicide. Given we’ve already established there’s simply no way this heavily generalised 

assertion could ever be empirically grounded, and given the Protocol’s intense preoccupation with 

defensive practice, it seems a more reasonable inference would be as follows: patients (given the 

singular focus on BPD/”BPD+”, presumably ‘people’ means patients with BPD/“BPD+’’) are much 

‘safer’ when ‘tak[ing] responsibility’ for attempting to die by suicide, than when ‘relying’ on the 

(apparently unreasonable) notion that TEWV staff go about their job in a lawful manner. Chillingly, 

 
317

 The reason being that the claim, as it is written, is too broad and vague in scope to lend itself to scientific analysis. Who are 

these ‘people’? How would one measure the degree to which they are taking responsibility? What actions are they responsible for? 
What conception of responsibility is being invoked here? Who are ‘others’ and ‘services’? What does it mean to ‘keep them safe’? 
What measure of safety is the author referring to? 
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this overtly unlawful notion of patient responsibility is excruciatingly evident from the harrowing 

testimony of current and former patients and/or their families: 

“Staff tell [my daughter] she is selfish for her self-harm and suicide attempts […] she is 

told she will be moved to an empty room so if she succeeds in killing herself with a 

ligature around her neck, she won’t upset the other patients. They have also told her 

this is not a long term measure as they will need the room if someone else gets admitted, 

so she better just take responsibility and not do it. Staff have actually left self-harm 

implements in her room, including a shard of glass.”  

– Parent of TEWV patient [826] (bold ours) 

Though a detailed conceptual analysis of responsibility is neither feasible nor required here, the 

following aims to provide a very brief overview of the most pertinent aspects. To that end, it seems 

most apt to begin by noting the following truths:  

1. There is no universally accepted understanding of precisely what is and is not 

encompassed by the notion of responsibility.  

2. Responsibility is not a singular phenomenon, that is, it can be dissected, reconstituted and 

conceptualised in a multitude of ways. Some of which are complementary; others 

derivative (of one another); and still others that stand independently of such318.  

3. Epistemically-speaking, it's impossible to discern if responsibility (in any form) truly 

exists319. 

Given the Protocol’s particular use of this word, it seems TEWV has conjured up its own, distinctly 

unilateral, contortion of moral responsibility320. In other words, they are stating, quite categorically, 

that BPD-labelled patients are not only causally responsible for dying by suicide321, they are the 

one and only legitimate target of ensuing moral judgements and allotment of blame. In essence, 

the smoking gun of culpability is located squarely within the suicidal patient’s apparent 

“unwillingness” to ‘take responsibility for their own actions’ by refraining from attempting suicide. 

In terms of both ethics and the law, regardless of how morally responsible (or not) a patient is 

perceived to be, considerations of such have absolutely no relevance to clinical practice. Yet, 

not only does TEWV, in effect, premise the Protocol’s entire approach on this conveniently 

 
318

 Just a few examples: causal responsibility, personal responsibility, shared responsibility, moral responsibility, collective 

responsibility; each of these terms describes something different. 
319

 Apologies for prying open this giant can of tortuous philosophical worms, only to leave it unattended. For more information, look 

for basic literature on free will, determinism, skepticism regarding moral responsibility etc. 
320 To reiterate, there is no universally accepted conception of moral responsibility, with some scholars denying it even exists. See:  
Caruso G. Skepticism About Moral Responsibility [Internet]. Stanford Encyclopedia of Philosophy. 2018 [cited 1 September 2021]. 
Available from: https://plato.stanford.edu/entries/skepticism-moral-
responsibility/#:~:text=Skepticism%20about%20moral%20responsibility%2C%20or,a%20particular%20but%20pervasive%20sense. 
321

 That is, to say the patient is causally responsible for their suicide, merely recognises that their actions (in attempting suicide) 

were a salient part of the chain of causation leading to their death. Note that, depending on the circumstances, TEWV may also be a 
salient part of this causal chain. It’s important to understand that causal responsibility per se is a morally neutral phenomenon, best 
understood as a purely descriptive analysis of events leading up to an incident (though this is an over-simplification): it does not 
apportion blame, nor does it (necessarily) imply the causal agent has any control over their actions.merely causation. As such, it’s 
not unusual for someone to be causally responsible for something they had no control over. For example person “A” collapses and 
dies from a heart attack whilst driving, causing their car to serve onto the pavement and hit person “B”, killing them instantly. Though 
A is causally responsible for B’s death, clearly they cannot be blamed for such, especially since they died seconds before B was hit. 
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selective understanding of responsibility, it would appear to be doing so as a means of covertly 

disavowing the statutory duties it owes to the patient. In other words, the patient’s moral character 

is dissected, demeaned and, essentially, assassinated, to serve as a (disturbingly effective) 

diversion from the patently unlawful actions of the Trust and, by association, its accountability for 

the patient suicides occurring under its care322.  

To place this directly in the context of the Protocol’s assertions: where Trust staff deliberately 

choose to ignore the very obvious risk of death entailed by any patient explicitly informing said 

staff of their intention to imminently die by suicide, and where any such patient subsequently dies 

by suicide, the Protocol serves to pre-emptively deny the Trust’s material responsibility for 

neglecting said patient to death. The rather convenient “rationale” for such, being that the now-

deceased patient was, in fact, the only person “responsible” for preventing their own suicide, 

allegedly having no “legitimate” excuse for relying on a mental health trust like TEWV to keep 

them “safe” from suicide323 (which, ironically, begs the question as to precisely why TEWV exists 

in the first place). In taking this regressive stance, the Trust resurrects the Victorian conception of 

suicide as a moral transgression; highly indicative of a weakness or character flaw within the 

patient. From this, it follows that TEWV’s (or, it seems, any person’s) “intervention” in such 

suicides is an indulgent and foolish waste of resources, merely serving to further entrench the 

patient’s perceived “moral degeneracy”, as opposed to “encouraging” (or, rather, forcing) them to 

‘take responsibility’ for not dying. Even if this wasn’t TEWV’s original intention, practically-

speaking the approach noted herein is, nonetheless, heavily endorsed by the Protocol. Moreover, 

the potentially horrific outcome entailed by such gross negligence has, tragically, already become 

a reality for some. 

“Whenever i call the crisis team they say the same thing - im not psychotic so its my 

choice if i want to kill myself and as ive called them its proof im not suicidal because if 

i wanted to kill myself i would have already done it. If you don’t lie and say your not suicidal 

then you are apparently lying but if i call up and say im not suicidal they would just ask 

why i was calling?”  

– TEWV Patient (bold ours) 

 

“”she needs to be more responsible”.. “take more responsibility for herself”.. “take 

responsibility for her behaviour”…responsibility is not the problem!! My daughter is 

responsible… what she isn’t is well! Why keep her on a section in a mental health 

facility if they think all her problems boil down to not being responsible enough?? 

She’s ill… she needs help..but all we hear is she’s essentially just naughty. Do they really 

 
322 It’s possible that this is too harsh an interpretation. However, when viewed in the context of the whole document, it fits very well 

with the principle of withdrawing care from ‘BPD+’ patients in reaction to their distress and the repeated claims that the Trust bear 
no responsibility (ie are not legally liable) for harm that may come to patients as a result. 
323 In an era of devastating cuts to the mental health budget and continuing antipathy to people with mental health issues, it is 

rather convenient that a Trust who is barely able to provide safe, functioning services is seeking to justify an intervention that 
permits the withdrawing of care from suicidal patients. Precisely what these patients can ‘rely on’ TEWV for is a bit of a mystery. 
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think people try and kill themselves because they lack responsibility or they are being 

childish? It’s insulting… and not surprising that she’s not getting better given their attitude.” 

– Parent of TEWV Patient (bold ours) 

TEWV’s paper thin appeal to overtly moralistic notions of patient responsibility, served as a 

purported antidote to the Trust’s accountability, is only one aspect of a much wider pattern of 

fallacies pervading the entire Protocol. That is, the way in which deeply complex, conceptually 

indeterminate and/or contested phenomena (‘responsibility’, ‘long-term’, ‘mental state’, 

‘wellbeing’, ‘risk’, etc) are presented as though their delineation is not only transparently clear, but 

also universally accepted. Furthermore, the manner in which these concepts are invoked, very 

much appears to assume they (and, by extension, the patient) exist in a perfect vacuum, that is, 

as though their presence (or absence) and substance are entirely independent of all other 

pertinent factors. To put it more specifically, the Protocol creates the impression that a patient 

‘taking responsibility’ is not contingent on the presence (or absence) of other relevant factors. In 

other words, the patient should always be held as responsible in this way, regardless of how 

distressed; panicked; frightened; dissociated; dysphoric; manic; intoxicated324; delirious or 

unconscious they are.  

By the same token, both TEWV and its staff are, rather delusionally325 presented as being entirely 

above any such responsibility where patient deaths are concerned, regardless of the flagrant 

indifference; callousness; humiliation; coercion; indignity; neglect; abuse; human rights violations; 

and gross negligence it routinely inflicts on such patients. This is essentially the equivalent of 

handing every staff member an inexhaustible supply “Get Out of Accountability Free” cards, the 

overt impression being that, irrespective of the gross unlawfulness they inflict, staff can rest 

assured that the blame for any and all consequences lies squarely with the patient’s “refusal” to 

‘take responsibility for their own actions instead of relying on others or on services to keep them 

safe.’ 

Returning to responsibility as a general concept, though there is no universal agreement among 

ethicists with regard to its precise construction, few accounts deny its conditionality326. Generally-

speaking, conceptions of responsibility are, at the very least, contingent on the responsible agent 

being in possession of a rational free will. That is, a person can only be held responsible for their 

actions (or omissions) if their will was both rational and free (from duress) at the time327. Curiously, 

though the Protocol’s main text is premised on distinctly unconditional notions of patient 

responsibility, it’s first footnote tells a rather different story, wherein staff are warned (in very small 

print) about ‘situations in which the person’s mental state is clearly one in which they are 

temporarily not capable of taking such responsibility, e.g. psychosis’. It’s unclear why this very 

 
324

 Note that said intoxication is not necessarily deliberate. Indeed, a number of commonly used psychiatric drugs can very easily 

cause accidental intoxication, even when taken as directed (cf: lithium) 
325

In the sense that it doesn't even remotely reflect the clinical or legal reality of the situation. 
326

 That is, excluding those premised on the notion free will does not exist (for example). 
327

 Of course, neither rationality nor freedom of will have universally accepted delineations, nor are they necessarily entailed by 

every conception of will, but such is very beyond this report. 
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important information was sequestered in a footnote, nonetheless, it seems the Protocol’s 

particular conception of responsibility is conditional.  

Indeed, it’s rather telling that the only example given (psychosis) is the very archetype of 

madness, chaos and irrationality, all of which have been used, particularly with literature and the 

arts, to denote the very antithesis of a rational free will328. Indeed, the Protocol’s inclusion of this 

condition appears to be based on the same unrefined, sensationalist, archaic and dualistic 

conception of madness (total lack of responsibility) and reason (full responsibility) as flip sides of 

the same coin. In other words, patients can only exist in one of two opposing states (responsible 

or not responsible), each of which is premised on the (possible) existence of the opposing state 

(eg madness is defined by its opposition to reason, and vice versa). This manner of black and 

white thinking is also evident from the Protocol’s use of a diagnostic label as a suitable indicator 

of someone’s ‘mental state’329. That is, the patient with psychosis is not responsible for their 

actions, because they are experiencing psychosis, which means they are not responsible for their 

actions, because they are experiencing psychosis. Similarly, the patient with “BPD+” is fully 

responsible for their actions, because they have “BPD+”, which means they are fully responsible 

for their actions, because they have “BPD+”, ad infinitum. This manner of circular logical fallacy 

is termed begging the question. 

So, it seems the Protocol does, to some degree at least, conceptualise responsibility as a 

conditional phenomenon, ie the patient’s responsibility for their actions is contingent on their 

‘mental state’ at the time of acting. Precisely what is meant by ‘mental state’ is unclear but, from 

context, it seems reasonable to infer it relates to a person’s capacity for freedom of will at a 

particular point in time330. Hence, by TEWV’s own account it seems that, for a person to be 

responsible for an action, at the very least, they must, at the time of acting, have possessed (and 

been cognizant of) the freedom of will to do otherwise. It follows that taking responsibility’ seems 

to require the will of the person responsible for a particular action not be constrained to the point 

where they lack (or perceive they lack) the freedom to do otherwise. Yet, the will of a suicidal 

patient is, arguably, already heavily constrained by the fact that they feel suicidal (including the 

profusion of intense and/distressing emotions typically entailed by such)331. Ironically, though the 

Protocol’s responsibility mantra is subtly expressed throughout, for the most part, BPD-labelled 

patients are overtly depicted as so completely lacking in competence, insight or self-control they 

are simply incapable of comprehending their feelings, motives, or “reason” for feeling suicidal (or 

self-harming), all of which must, instead, be “rationalised” and “understood” through the lens of 

psychopathology. If these patients really are as mindless, incompetent and hysterical as (most 

of) the Protocol would have you believe, it’s rather hard to understand how it can also firmly assert, 

 
328

 This is not to say psychosis actually is the antithesis of a rational free will. 
329

 “Mental state” is not a synonym for “mental capacity”, nor does it have a fixed meaning. 
330

 Note the deliberate use of “person” rather than “people”: in a clinical setting it is inappropriate and potentially dangerous to speak 

of something like ‘mental state’ as though it can be accurately ascribed to a group of patients. It is also inappropriate to assign a 
particular ‘mental state’ to a patient one has yet to meet on the basis of their diagnostic label, as that individual’s ‘mental state’ and 
concurrent capacity to ‘take responsibility’ may be subject to change at any time and without warning. 
331 For the sake of brevity this claim will not be defended further here. Clearly there will almost certainly be philosophical accounts of 

free will and/or responsibility as relating to suicide that take a different view. Nonetheless, in the very specific context of the 
management of patients at risk of self-harm and/or suicide, the authors of this review do not believe it is ever clinically appropriate or 
ethical for patients to be characterised en masse as responsible for their own death. 



273 

in effect, the very opposite: ie that ‘[they are] able to, and [do], hold responsibility for their 

wellbeing’, which, without further qualification, implies this is always the case332. Ultimately, these 

patients did not choose to be labelled with “BPD+”; they did not choose to become unwell; and 

they did not choose to feel suicidal (after all, who would?). Indeed, it’s entirely possible for a 

person to feel intensely suicidal, yet not actually want to die. As such, it's also possible for a 

person to end their life because they feel they just had to, despite very much not wanting to. 

Nonetheless, such considerations are apparently irrelevant where TEWV is concerned, as the 

patient who genuinely feels they have absolutely no choice but to end their life would still be ‘much 

safer’ if they would just ‘take responsibility for their own actions’. 

‘Clinical teams should convey through their words and actions that the person with a diagnosis of 

BPD+ is able to, and does, hold responsibility for their wellbeing (Footnote: With the exception of 

situations in which the person’s mental state is clearly one in which they are temporarily not 

capable of taking such responsibility, e.g. psychosis)’  

Here we have yet another outrageously broad, unevidenced and heavily generalised claim, used 

as a blanket description for every single patient falling under the capacious remit of “BPD+”, as 

always ‘[holding] responsibility for their wellbeing’. ‘Wellbeing’ being another of those 

philosophical grey areas the Protocol presents as wholly material, clearly defined and universally 

accepted. As alluded to above, it is not only deeply misleading, but very dangerous to construe 

the capacity for freedom of will as exclusively operating within a static binary: ie that all patients 

labelled with ‘BPD+’ have exactly the same capacity for freedom of will at all times unless they 

become psychotic, in which case they have zero capacity for freedom of will [827].  

Thus, rather than recognising the individuality of each patient, whose capacity for freedom of will 

is historically333 and temporally334 contingent upon a multitude of factors, TEWV effectively 

teaches its staff that all patients labelled as “BPD+” fulfil the Protocol’s crude, insulting and deeply 

dehumanising caricature of BPD335. 

“The truth is, no amount of haranguing a mentally ill child about taking responsibility 

for his actions is going to make his night demons disappear. No diatribe calling 

patients selfish, attention seekers, stubborn, or dumb can take the place of thorough and 

compassionate safeguarding.”  

– Parent of TEWV patient [828] (bold ours) 

 
332

 This is not to say the authors believe there are cases where people are somehow responsible for feeling suicidal, but that the 

level of analysis to prove such an incredibly broad claim is beyond the scope of this piece. As such, here, it is enough to 
demonstrate that the patients to which the Protocol applies, according to the Trust’s own description of them, cannot reasonably be 
construed as responsible for such. 
333

 As in factors only examinable retrospectively e.g. education, socioeconomic status, past negative experiences of mental health 

care experience of trauma and/or abuse etc 
334 Factors occurring in the present e.g. severity of illness, the presence of delusions/hallucinations, dissociation (which is included 

in the diagnostic criteria for BPD). 
335 As with ‘responsibility’, to which it is conceptually related, patient ‘autonomy’ in this context is an individual experience. That is, it 

is absolutely not appropriate or accurate to generalise it in the manner above. 
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“At her discharge meeting we were told the hospital couldn’t keep her safe and they were 

happy to risk her going home. I asked if nurses can’t keep her safe how would her blind 

disabled mam and brother be able to. They said she will probably be readmitted but it 

wasn’t there job to keep her safe and she has deteriorated since being in hospital.”  

– Mother of TEWV Patient (bold ours) 

 

“The ward manager informed me they were going ahead with the plan to discharge my 

sister from the Section 2, despite her still being acutely suicidal. She explained that my 

sister should take some responsibility for herself, and that because she hadn’t tried to 

kill herself in the reception area of the hospital during my visits, she obviously 

wasn’t actually suicidal.”  

- Sister of TEWV Patient (bold ours) 

 

8.3.3 Duty of Care 

Rationally-speaking, one would think the Protocol’s intense preoccupation with absolving the 

Trust of responsibility (or rather, liability in negligence), for Protocol-managed patients’ exposure 

to pertinent clinical risks (of catastrophic harm and/or death arising from suicide or self-harm) 

would entail an equally intense preoccupation with the concomitant legal duties and obligations 

imposed on both TEWV and (to a greater or lesser degree, depending on role) its staff. More 

specifically, one would very much expect (indeed require) any discussion of clinical risk 

management to explicitly consider one of the cornerstones of practical clinical ethics: the 

clinician’s duty of care. Duties of care are most certainly not unique to clinical practice as 

evidenced by the following extract: 

“If it is reasonably foreseeable that your conduct could harm another, then you may well 

owe that other person a duty of care. You might then be liable to that other person in 

negligence if you act carelessly and thereby cause them harm.” 

- Pg. 16, Clinical Negligence Made Clear [829] 

This general duty of care may be engaged in any situation conforming to the broad conditions 

quoted above. Moreover, note that said duty is (legally-speaking) not merely a duty not to act 

carelessly, rather, it also gives rise to the harmed party’s legal right to claim redress for the harms 

experienced. A more legal exposition is provided in the next section; for now, duty of care need 

only be understood in the ethical sense: for the sake of not inflicting foreseeable harm, a person 

has a duty not to act carelessly. To be clear, a duty of care is not something you automatically 

owe to every other person with whom you happen to cross paths. As noted, the general duty only 
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arises where it is reasonably foreseeable that your conduct [or a group’s conduct] could harm 

another. For example336: 

Ms. Hytes lives in a terraced property immediately adjacent to a public right of way (ie the 

pavement). Upon noticing some broken roof tiles, Ms. Hytes decides to access her roof 

by means of a ladder, for the purposes of assessing the damage. Given her immediate 

proximity to the pavement, Ms. Hytes owes nearby pedestrians a duty of care: it is 

reasonably foreseeable that carelessness on her part could result in a broken tile striking, 

and avoidably harming pedestrians on the pavement directly below. As such, when 

removing broken tiles for disposal, Ms. Hytes is under a duty not to act carelessly by (for 

example) deliberately allowing tiles to fall to the pavement (as opposed to carrying them 

down the ladder). 

Ms. Monsoon lives in a terraced property with a large front garden: the nearest pavement 

is 10 metres away from the front of the house. Upon noticing some broken roof tiles, Ms. 

Monsoon decides to access her roof by means of a ladder, for the purposes of assessing 

the damage. Given 10 metre distance from the pavement, Ms. Monsoon does not owe 

nearby pedestrians a duty of care: it is not reasonably foreseeable that carelessness on 

her part could result in a broken tile striking, and avoidably harming pedestrians on the 

pavement 10 metres away from her house. As such, when removing broken tiles for 

disposal, Ms. Monsoon is not under a duty (to pedestrians337) not to act carelessly by 

deliberately allowing tiles to fall to her garden. Should the laws of physics and chemistry 

be temporarily suspended, and should tiles hitting the ground be forcefully bounced onto 

the pavement, wherein they violently explode, causing the death of every pedestrian in 

sight, Ms. Monsoon would not be found liable. Regardless of whether she was careless in 

dropping the tiles, there is no way she could have reasonably foreseen such an outcome.  

Though engagement of the general duty per se is not relevant to the rest of this discussion, the 

principle about which it turns, that is: the reasonable foreseeability of carelessness conduct 

causing avoidable harm, very much is. This is because the general duty is the primary trunk from 

which the more (legally) specific and formal derivations of the duty have branched; the clinical 

duty of care being only one example. Thus, although the law recognises the clinical duty as 

automatically relevant to every aspect of a clinician’s (or NHS Trust’s) practice in relation to any 

one of their patients338, its relevance is confined to harms that are reasonably foreseeable. Thus, 

clinicians cannot be held accountable for unforeseeable harms to their patients, even where such 

harms were directly caused by the clinician’s careless conduct. The legal technicalities are 

 
336

 Note, this is not intended as a legally sound case of negligence, it merely illustrates the basic principles upon which the general 

duty of care is premised. 
337

 Ms. Monsoon may well owe that duty to anyone standing in her garden nearby, but not to the pedestrians using the pavement 10 

metres away. 
338

 Whilst the clinical duty applies to every aspect of practice, it does not apply to every possible eventuality arising from negligence 

(regardless of its foreseeability). To paraphrase Poole QC on pg19 of Clinical Negligence Made Clear: A doctor fails to spot serious 
knee joint instability during a mountaineer's pre-expedition medical. The mountaineer proceeds to her Alpine expedition, where she is 
killed by an avalanche. The doctor owed the mountaineer a duty of care; the doctor was negligent in their failure to diagnose joint 
instability; the mountaineer only went on the expedition because the doctors negligence allowed it; yet the doctor is not liable for the 
mountaineer’s death, because the scope of their duty to the mountaineer did not include the prevention of death by avalanche. 
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considered in more detail later; nonetheless, in general, the clinical duty of care refers to the 

following principles: 

1. The clinician’s (or NHS Trust’s) duty to practice with the care and skill reasonably 

expected of their position. 

2. For the purpose of protecting their patients from reasonably foreseeable, avoidable 

harms (including death).  

3. Where such harms are caused by the clinician’s (or NHS Trust’s) wrongful act or 

wrongful failure to act (omission) [830].  

In other words, and whether they acknowledge it or not, both TEWV and its clinical staff are 

bound by an unequivocal legal duty to protect their patients from harms caused by the 

negligent action(s) (or omission(s)) of the Trust or its staff. For the avoidance of any doubt, 

this duty of “protection” very much extends to the protection of patients from themselves. Thus, 

regardless of how frequently the Protocol stresses the overt causal relationship between 

“BPD+”/BPD-labelled patients ‘kill[ing] themselves’339 and such patients dying by suicide, that the 

patient’s death was ‘a result of their own actions’340 does not automatically relieve them of their 

clinical responsibility for failing to protect the patient’s life from the clinical risk of suicide. 

Thus, given the Protocol’s fixation with preemptively discharging any clinical responsibility (or 

legal liability) for any of the harms (including death by suicide) incurred by patients “treated” in 

accordance with its experimental principles, one would expect an equally strong fixation with the 

duty of care. Especially in light of its fundamental relevance to the Protocol’s claims regarding 

what is (or rather, what is not) a clinically ‘negligent position’. The gravity of this omission cannot 

be overstated. Consider, that this explicitly Trust-approved internal document is advertised as a 

suicide/self-harm clinical risk management protocol. Consider also, that the only material 

guidance offered by such, in effect, actively encourages Trust staff to deliberately disregard the 

material presence of a serious and immediate risk of death or serious injury from suicide and/or 

self-harm, in patients explicitly noted therein as having ‘a very high lifetime risk of death or serious 

injury’ from suicide and/or self-harm. This summation is not new here (having been deliberately 

emphasised repeatedly throughout this report), but is provided as a means of drawing out the 

aspects pertinent to the present discussion, which are: 

1. The Protocol is the only source of professional Trust guidance regarding the 

management of clinical risk associated with suicide and self-harm, in patients labelled 

with BPD or “BPD+”. 

2. The Protocol explicitly acknowledges the clinical risk of catastrophic harm and/or death 

within this population as being ‘very high’. 

3. The Protocol explicitly construes such risks as unforeseeable: ‘[r]eliably predicting if a 

person with a diagnosis of BPD+ will kill themselves in a given situation is not possible’341. 

 
339

 Recall that this is even needlessly (and stigmatising) emphasised in the title (V1): ‘Protocol for the management of clinical risk 

associated with suicidal behaviour and deliberate self harm carried out by people with a diagnosis of [BPD or “BPD+”]’. 
340

 Section 3.0 The Trust’s Support for Therapeutic Risk Taking 
341

 Section 3.0 The Trust’s Support for Therapeutic Risk Taking 
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4. The Protocol, nonetheless, provides a singular, inflexible and unilateral ‘risk-taking’ 

approach to the clinical management of said patients’ ‘very high’ risk of catastrophic 

harm and/or death. 

5. The Protocol’s guidance with regard to this ‘risk taking’ approach effectively entails nothing 

more than the general refusal to provide ‘typical’ supportive, protective and ‘caring [crisis] 

interventions [...] at the core of [clinical risk management]’. 

6. The Protocol’s only meaningful professional guidance as to when this manifestly 

careless approach should be applied, requires that patients are refused crisis 

intervention when they are most acutely and materially at risk of catastrophic harm 

and/or death.  

7. The Protocol explicitly indicates this extreme, unprecedented and involuntary 

intervention as being clinically justifiable ‘in the service of recovery’, on the basis of its 

supposed (ie completely theoretical) ‘long-term gains’ with regard to the patient’s life and 

wellbeing. 

8. The Protocol strongly intimates that the risk management approach outlined therein is the 

only clinically appropriate option for such patients, repeatedly emphasising the 

supposed “harms” of standard mental health care, even going as far as to explicitly state: 

‘[i]t is very often the safest option full stop’. 

Thus, the Protocol clearly acknowledges, and even stresses the very high likelihood of 

“BPD+”/BPD-labelled patients presenting to TEWV while in the midst of a severe mental health 

crisis, with a reasonably foreseeable, immediate and overt clinical risk of catastrophic harm and/or 

death. The Protocol concurrently (and repeatedly) advises that the only clinically appropriate 

means of “managing” said patient’s clearly foreseeable clinical risk of death, is to do absolutely 

nothing about it, on the alleged basis that clinical neglect will somehow ‘provide the patient with 

the support, skills, encouragement and hope they need to retain responsibility for themselves.’ 

Thus, the Protocol’s only material intervention entails the most extreme level of (Trust-imposed) 

clinical risk possible in the given context, specifically applied to patients known to have a high 

lifetime risk of death from suicide (for example), and specifically when said patients are most 

acutely at risk of dying by suicide. Yet, there is no mention of the TEWV’s legal duty to protect 

these patients from any of the multitude of foreseeable harms quite obviously entailed by this 

extreme (yet Trust-approved) intervention; there is no mention of the clinician’s legal duty to 

protect said patients from any of the multitude of foreseeable harms quite obviously entailed by 

their professional, clinical involvement in such;  there is no mention of “BPD+”/BPD-labelled 

patients as having anything in the way of a legal right to be protected from the negligence of the 

Trust or its staff; indeed, the Protocol’s only nod to the notion of “protecting patients from 

foreseeable clinical harm”, strongly and actively discourages staff from doing so. As such, the 

Protocol is a blank cheque for clinical negligence (or rather, the appearance of one); endlessly 

cashed by TEWV and any member of clinical staff working in accordance with its principles, which 

afford the power to enforce extreme clinical risks upon “BPD+”/BPD-labelled patients, whilst being 

completely “absolved” of any accountability for the patient deaths caused by such. 

As noted, that a clinician (or NHS Trust) automatically owes their patients a duty of care is a well-

established principle, but what if TEWV was to turn prospective patients away in the hope of 

avoiding this duty? What of the person who is unknown to the Trust; who telephones the Trust’s 



278 

crisis services for the first time to seek help for acute suicidality; who is, nonetheless, turned away 

without being accepted as a patient? The answer is articulated by the following extract: 

“One thing that is unquestionable is that [an NHS trust] owes duties of care to the patients 

it accepts for treatment - on any analysis it is a fair and reasonable legal position. But is it 

possible for personnel not to accept patients and so to reject this duty? What of the over-

tired [junior doctor] who is fed up dealing with the drunks who stagger into the Accident 

and Emergency department on a Saturday night after a fight? Can he turn them away? 

Quite simply, no, he cannot, the reason being that the hospital is holding itself out as 

offering emergency services, which, self-evidently, is a public statement that will respond 

to public need, however unpleasant that may be.” 

- Paragraph 5.30, Mason and McCall Smith’s Law and Medical Ethics [831] 

Thus, not only does TEWV owe an immediate duty of care to any person it accepts as a patient, 

it cannot escape said duty by merely turning prospective patients away. Provided the patient’s 

needs and/or expectations are neither clinically inappropriate nor manifestly unreasonable, the 

refusal to provide a timely, appropriate and reasonable standard of care can be just as negligent 

as the failure to provide such. As such, TEWV’s crisis services are no more entitled to summarily 

deny care to suicidal BPD-labelled patients, than fed up and over-tired emergency department 

doctors are to the presenting “drunks” in need of sutures following a fight. Thus, if TEWV insists 

on publicly holding itself out as offering acute mental health crisis services, it must respond 

accordingly to every patient’s need for such, regardless of how ‘entirely unrealistic’ TEWV has 

privately declared this to be. 

Once a duty of care has been engaged, at least some (sometimes all) responsibility for the 

patient’s “well-being” is inescapably transferred from the patient to the staff working with them, 

and to the Trust itself. In essence, a person presenting themselves for treatment is a person who 

is entrusting their safety and well-being to the publicly advertised expertise of the service (and 

staff) at hand. Whilst the NHS is presented as monolithic in values, standards and integrity, a 

cursory browse of the CQC’s current ratings for each NHS service is enough to rapidly dispel this 

myth. In reality, on becoming a patient, a person has “placed”342 themselves and, (not 

uncommonly) their life, at the whims of local staff, working for a local service, run by a local, 

autonomously managed and immensely powerful organisation, with only the veneer of a truly 

National Health Service343. Regardless of the competence, honesty or the quality of care offered 

by said staff, service, or trust, the patient is never on the “favourable” side of this power exchange. 

The very act of becoming a patient inexorably entails a certain loss of power and control 

over one’s life. Thus, in order to receive the clinical expertise necessary to meet their clinical 

needs, the TEWV patient has little choice but to yield a degree of power over their well-being to 

 
342

 The punctuation marks around “placing” are there to acknowledge that the “choice” to become a patient within this system cannot 

be described as entirely voluntary. If a person is unwell enough to need clinical expertise (ie knowledge/skills they cannot provide to 
themselves), approaching a relevant service is less a matter of choice, and more a matter of necessity. Moreover, unless this person 
is able to afford/access private health insurance, or unless they can find the tens of thousands, hundreds of thousands, or even 
millions of pounds that may be required to fund such care privately, their local NHS services will likely be their only “choice”. 
343

 Or, in the case of general practitioners and other privately tendered “NHS” services, at the whims of a private contractor, who may 

have very different values and interests to the NHS itself. 
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both the Trust and its staff. At no point is the Trust (or its staff) required to reciprocate this 

vulnerability; the patient is given nothing in the way of material power over the well-being or staff, 

the service, or the Trust. Despite the Protocol’s repeated implications to the contrary, this 

exchange is entirely unilateral.  

For want of a less clichéd sentiment, with great power comes great responsibility. The tremendous 

level of financial, legal, political, social and clinical power afforded to every NHS trust, does not 

come free. In other words, with great power comes a multitude of compulsory legal 

responsibilities, only one of which is the aforementioned duty of care. Whilst the Protocol entirely 

(and conveniently) omits any explicit mention of this principle, its use of the term responsibility (in 

regard to patients) is essentially analogous. For example, in stating: 

‘the [patient] with a diagnosis of BPD+ is able to, and does, hold responsibility for their 

wellbeing’ 

 TEWV implicitly declares to following:  

“as far as the Trust is concerned, the patient with a diagnosis of BPD+ should be wholly 

(and unlawfully) denied the duty of care automatically afforded to all other patients and, in 

particular, the (inconvenient) existence of said duty should be coercively denied to them 

under the guise of “patient responsibility”.”  

Thus, for the Protocol, ‘patient responsibility’ is merely a conveniently prejudiced euphemism for 

the Trust’s intentional disregard for the duty of care owed to such. As such, it is ‘entirely unrealistic’ 

for TEWV to even suggest “the [patient labelled with BPD+] is able to, and does, hold 

responsibility for [harms to their well-being arising from the negligence of the Trust or its staff].”  

In reality, the assumption of clinical responsibility on behalf of patients is not only necessary to 

the operation of every NHS trust, it's the very reason such “expert” clinical institutions are given 

such power in the first place. Thus, for TEWV to claim a patient is always responsible for their 

well-being, is for TEWV to implicitly declare their authority and existence as a mental health trust 

as obsolete. Nonetheless, the Protocol’s insidiously coercive and authoritarian conception of 

‘patient responsibility’ clearly demonstrates TEWV’s operational self-conception as being the very 

opposite of such. This is the very definition of “having your cake and eating it too”: with one hand, 

the Protocol implicitly enforces the absolute authority of the Trust in regard to the personal 

narratives, identities, interventions, lives and deaths of its “BPD+”/BPD-labelled patients; with the 

other, it conveniently absolves itself of any accountability for the harms and/or deaths of patients 

occurring as a result. The ‘patient responsibility’ narrative woven therein is merely a highly 

disingenuous and destructively stigmatising means of concealing the Trust’s negligence. 

In short, a patient’s entitlement to care is not premised on their perceived ‘responsibility’ for 

anything. Where a person presents with clinical need, the NHS is legally obliged to respond with 

an appropriate standard of care. The law is wholly unambiguous that it is the healthcare 

professional who is responsible for fulfilling this duty, and for meeting the latter standard, 

not the patient.  
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8.3.4 The Tort of Negligence 

Whereas the preceding section was primarily concerned with the clinical implications arising from 

the duty of care, the following discussion specifically addresses the legal relevance. As alluded 

to earlier, duty of care is inexorably entwined with the concept of negligence, in that it gives a 

negligently harmed party the legal right to seek redress. In other words, a duty of care is 

alternatively expressed as a duty not to be negligent. In more legal terms, the common law duty 

of care is derived from the tort of negligence344.  

Torts represent an immensely complex, obscure and highly variable area of law, entirely distinct 

from the explicitly codified statutes at the subject of earlier legal discussions. Strictly speaking, a 

basic understanding of torts is not essential to the following discourse, the fundamental principles 

of clinical negligence being largely comprehensible without the benefit of such. Nonetheless, the 

general law of clinical negligence only starts to become comprehensible once the basic principles 

of tort law have been grasped. This convoluted, indistinct and continually evolving body of 

common law is hard to understand, harder to navigate, and even harder to find if you don’t know 

where to look. Given the supreme relevance of clinical negligence law to the patients and families 

at the heart of this report345, the authors have provided a very elementary introduction, with the 

hope of saving such readers the time, energy and frustration entailed by self-teaching from 

scratch346. As such, the following paragraphs outline the primary differences between the 

legislative law of statutes and the common law of torts. 

Thus far, the legal expositions and analyses provided herein have been predominantly concerned 

with legislative law which, in very simple terms, describes the hierarchically structured and highly 

formalised written laws created by the State via legislative bodies, such as Parliament347. More 

specifically, the legislative law discussed herein has (predominantly) been primary legislation 

which, having gone through full parliamentary scrutiny, is enacted in the form of a statute (ie 

statutory law)348. Statutes encompass the formally written “rules” (laws) to which everyone 

(including the Judiciary) is bound, representing the highest level of legal authority within England 

and Wales349 (aka sovereign authority). Each statute is specifically proposed, written and 

authorised for the purposes of creating a broad, systematically arranged code of related 

provisions, confined to a specific area of the law. For example, the Mental Health Act 1983 is 

composed of over 200 separate statutory provisions, spanning 201 pages of highly complex, yet 

 
344

 Note, the civil duty of care discussed herein is only one, very specific example of such a duty. The tort of negligence may apply in 

any setting where a person/institution is under a duty not to act with negligence (eg employers; schools; prisons; landlords; construction 
work etc) 
345

 Despite the mythological spectre of “compensation culture” (which, it now seems, only ever existed in the minds of certain British 

journalists), claims in tort are usually the only avenue of justice open to patients harmed by clinical negligence. That redress comes 
in the form of a financial award (as opposed to a criminal conviction) is merely a reflection of English civil law. 
346

 For those who would like to self-teach or find out more, see:‘Clinical Negligence Made Clear: A Guide for Parents and 

Professionals’ by Nigel Poole QC.   
347

 And other legislative bodies (eg government departments) delegated to produce secondary legislation (statutory instruments 

etc) 
348

 Proposals for new laws are called bills. A bill must pass multiple stages of scrutiny in both Houses of Parliament before receiving 

Royal Assent and becoming an Act. See the UK Parliament's website for more information: 
https://www.parliament.uk/about/how/laws/passage-bill/ 
349

 As noted elsewhere, the statutes relevant to TEWV’s conduct are only applicable within England and Wales. 
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methodical exposition, each of which is only applicable in regard to “mentally disordered” persons 

(s.1(1)). As such, even where individual provisions are difficult to interpret, they are usually not 

that difficult to find. Moreover, upon finding the required provision, one will (almost certainly) find 

any number of related provisions helpfully included alongside. However, by far the most useful 

aspect of any statute, is that the provisions supplied therein are unequivocally the law. Whilst the 

interpretation of statutory provisions can (where necessary) be clarified and/or amended by the 

Judiciary, their substance cannot350. 

Tort law is not legislative law: Torts are not the purpose-made, systematically organised 

collections of cognate rules, powers and duties, produced by the State in the form of statutes. As 

such, the tort of negligence does not refer to an exhaustively written, logically organised collection 

of rules contained within a single document, and handily downloadable from legislation.gov.uk.  

As a form of common law, torts simply cannot exist as tangible bodies of broadly discrete and 

explicitly written law. Rather, the tort (or common law) of negligence invokes a complex, indistinct 

and ever-changing body of judicial decisions, made in respect of negligence claims brought before 

the civil courts. Accordingly (and, in contrast to statutory principles), the fundamental elements of 

any particular tort might be scattered across numerous court rulings, most likely stretching 

decades into the past.  Not all such rulings are accessible online and, even when they are, the 

information sought will (almost certainly) not be summarised in handy bullet points on the first 

page. This judge-made common law is not purpose-made in the same manner as state-made 

legislative law. In any court case, the purpose of the judge’s (or judges’) ruling is to settle the 

specific legal matters brought before them. Rulings that also happen to clarify, alter or reverse 

prior rulings (ie prior common law) have the effect of creating new common law, the elements of 

such are buried deep within the highly technical prose of the ruling itself. Whilst it’s entirely 

possible to find the relevant extracts (or summarised principles) reproduced elsewhere, these 

cannot convey the whole story. As with court rulings in general, the novel common law principles 

arising from such were not articulated for the sake of it, rather, they were written to address the 

specific matters brought before the court. As such this new law is only applicable in the context 

of the case in which it was created. In other words, correct application of tortious principles 

requires an appreciation of the conditions under which they arose, which (not infrequently) entails 

inspecting the ruling itself.  

For example, in the inaugural negligence case of Donoghue v Stevenson [832], the House of 

Lords ruled that Mrs Donoghue, who had become unwell after drinking a bottle of Stevenson’s 

ginger beer contaminated by a rotting snail, had been owed a duty of care by the manufacturer. 

As she had not bought the ginger beer herself, Mrs. Donoghue did not have a contractual 

agreement with the local cafe from which it was purchased and consumed, meaning she could 

not seek the usual redress via breach of contract (the only avenue of justice available to victims 

of negligence, prior to this case). Nonetheless, the Lords’ articulation of this (then) novel duty of 

care, allowed them to find in favour of Mrs Donoghue, who received £200 compensation. 

Following this ruling (1932), if someone were to deliberately procure a sealed, bottled beverage 

with a rotting snail visible through the glass, in the hopes of manufacturing a similar claim, they 

would be sorely (or, perhaps, nauseously) disappointed. This is because the duty of care found 

 
350

 Amending/repealing a statute requires the same lengthy parliamentary scrutiny process used to create it. 
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in Donoghue v Stevenson relied on (among other things) the Stevenson’s bottle being composed 

of completely opaque glass, meaning Mrs Donoghue could not see the offending snail until the 

bottle was emptied.  

As a final note: it is important to appreciate that the authority afforded to judge-made common law 

is entirely dependent upon the authority of the court351 from which it emerged. In simple terms, 

the doctrine of judicial precedent entails that lower courts are bound to follow the precedents set 

by the rulings of higher courts. However, only decisions made by the most senior courts (the Court 

of Appeal, and the Supreme Court, in the present case) have the power to make or amend the 

common law, which, by definition, does not have the sovereign authority of Parliament-made 

statute law.  

Having briefly considered the creation, behaviour and materiality of common law generally (with 

comparative reference to statute law), attention is now turned to the consideration of torts more 

specifically. Recall that Mrs Donoghue had been barred from seeking the only redress for 

negligence available prior to Donoghue v Stevenson, because the harm she experienced had not 

arisen from a breach of contract. Contemporaneously speaking, tort and contract law are 

analogous in that they both provide civil remedy352 for harm and/or loss caused by breach of a 

pre-existing duty (aka wrongful civil act or omission).  However, whereas the duties imposed by 

contracts are voluntarily assumed (ie by signing the contract), the duties imposed by torts are 

applicable regardless of whether the relevant parties have a contractual arrangement. Thus, torts 

have the effect of creating parallel, legally-enforceable duties, which are non-voluntarily imposed 

whenever the relevant tortious conditions arise. Hence, though no formal contractual 

relationship353 exists between NHS patients and the NHS practitioners/providers they encounter, 

the tort of negligence nonetheless impose an analogous quasi-contractual dynamic, wherein 

patients are legally entitled to seek financial redress for the failure (omission) to uphold the duties 

imposed, or from the deliberate (action) breach of said duties. This is exactly the mechanism by 

which the original tort of negligence, articulated in Donoghue v Stevenson, created a common 

law duty not to be negligent, otherwise known as the duty of care. The 90 or so years that have 

since passed, have seen the tort of negligence developed in the usual piecemeal fashion of the 

common law, with successive judges presiding over successive cases, adding, removing and/or 

modifying the precedents developed before them.  

 

‘That this has been done and the patient’s understanding confirmed should be recorded in the 

clinical record. This is not a negligent position: the team should provide the patient with the 

support, skills, encouragement and hope they need to retain responsibility for themselves.’  

 
351

 In order of ascending authority, the courts of relevance to torts are: the County Court; the High Court (Queen’s Bench Division); 

the Court of Appeal (Civil Division); and the Supreme Court. Older cases may also involve the House of Lords. 
352

 Civil remedy (in this context, financial compensation) should be contrasted with criminal punishment (prison, etc). As civil remedies, 

torts are designed to be compensatory rather than punitive, that is, the purpose of bringing a claim in negligence is to compensate the 
claimant for their loss/harm, not punish the defendant for their negligence. 
353

 Note, this is not the case for private patients seeing private practitioners, which very much conforms to a contractual relationship. 
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In light of the preceding introduction to torts, the Protocol’s conveniently vague notion of a 

‘negligent position’ is more clearly articulated as a position in which a clinically negligent act or 

omission causes foreseeable harm to the patient (including death). Clinically negligent 

actions/omissions are those committed by clinicians in the course of clinical practice. A protocol 

for the management of clinical risk is, by definition, advocating a form of clinical practice, with the 

potential to give rise to clinically negligent acts or omissions. Regardless of the seemingly limitless 

social, moral and legal jurisdiction implicitly claimed (whether intended or not) by TEWV’s 

Protocol: TEWV is not the Court of Appeal; TEWV is not the Supreme Court; and TEWV is most 

certainly not Parliament. The clinical psychologist(s) responsible for the Protocol’s development, 

codification and approval, are not imbued with the sovereign authority of the State. Their belief 

(or fabrication) that ‘[the Protocol] is not a negligent position’ did not magically become law when 

it was published, nor did the corresponding pseudo-justification of forcing the patient ‘retain 

responsibility for themselves’ (in lieu of actual clinical intervention) magically discharge their legal 

duty of care. Rather, like every other NHS trust in England and Wales, TEWV (and staff) are 

bound to the living body of tortious duties imposed by the tort of (clinical) negligence. Whether 

acknowledged or not, this body of law is the only legitimate authority regarding the nature of a 

truly ‘[clinically] negligent position’. 

In the real world, clinical negligence is composed of three basic elements, each of which must be 

present for a finding of negligence. These are as follows: 

“[For a finding in favour of negligence to succeed] the [patient] must establish: 

(i) that the [healthcare practitioner/provider] owed him a duty of care 

(ii) that there was a breach of this duty of care [...] 

(iii) because of this sub-standard treatment the [patient] suffered a legally-

recognised harm [...]” 

- Paragraph 5.25, Mason and McCall Smith’s Law and Medical Ethics 

(underlining reflects italicised emphasis in the original text) [833] 

Putting this more plainly:  

(i) was there a duty of care? (duty element) 

(ii) was there a breach of this duty? (breach element) 

(iii) did said negligence cause the harm experienced by the patient? (causation 

element) 

In elementary terms, this trinity of core elements reflects the very definition of a ‘[clinically] 

negligent position’ within English law. As such, the remainder of this section considers the 

applicability of each element, with regard to the (hypothetical) negligence inherent to the 
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Prococol’s ‘position’. However, given the highly complex nature of this area of law, the following 

caveats apply: 

■ Material findings of negligence can only be made by the courts, with specific reference to 

the particulars of the claim before them. Thus, however expressed, the findings of this 

analysis are necessarily hypothetical.  

■ Liability in (ie responsibility for) negligence within the NHS is quite complex. Generally-

speaking, NHS trusts are liable for the negligence of clinical staff carrying out delegated 

trust functions354, regardless of whether the staff member’s behaviour was authorised by 

the trust. As such, “TEWV” in the following refers both to the Trust’s direct (non-delegable) 

liability, and their vicarious liability on behalf of staff. These terms are not discussed further 

here. 

■ The law distinguishes between individual and systemic acts of negligence. Whilst the 

former concerns a particular instance of care delivered by a particular staff, the latter 

describes a system of care, delivered by the Trust itself. Despite there being fertile ground 

for claims of systemic negligence at TEWV, for the sake of simplicity and brevity, only the 

former is addressed below. 

■ In individual cases, responsibility is (vicariously) assigned to the person who acted 

negligently. As such, the Protocol itself would not (literally speaking) be found negligent, 

rather, the staff member(s) using it would (or rather, TEWV would on their behalf.) 

As stated, the following analysis concerns the negligence of the Protocol’s so-called ‘[not] 

negligent position’, with reference to the core common law elements of clinical negligence: duty, 

breach and causation. To this end, the abstract must be translated into a corresponding clinical 

scenario. Given that the Protocol’s only material direction as to the “management” of patients’ 

clinical risk (ie their risk of suicide and/or self-harm), could very easily entail all clinical care being 

withheld from a patient at immediate risk of suicide, causing the patient to die as a result, this 

eventuality (implicitly acknowledged by the Protocol) is taken as being the ‘[not] negligent position’ 

promoted therein. Thus, consider the following vignette: 

A patient with a long clinical history of attempting suicide, telephones TEWV’s crisis 

services requesting urgent support for their suicidal feelings. The clinician on the phone 

denies the request, telling the patient: “you don’t have a plan, so it doesn’t sound too 

serious”. After a night of research, the patient calls again the next day, speaking to the 

same clinician. During this conversation the patient divulges their new suicide plan, and 

makes their intention to imminently end their life very explicit. The clinician denies their 

request, but takes the time to inform them of “their responsibility” to save themselves from 

suicide. The patient calls the next day, and is very distressed. They inform the clinician of 

their intention to end their life that day, using the plan they previously outlined. The clinician 

declines to offer any material support, stating instead that they “believe [the patient] is fully 

 
354

 In other words, where individual staff are negligent, a claim in negligence is nonetheless made against their employer (NHS trust 

etc), not the staff member themselves. 
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capable of taking responsibility for themselves”. The patient is found dead a few days later; 

the death is ruled a suicide. 

As noted, a finding of negligence requires all three of the core elements (duty, breach and 

causation) be satisfied. Each of these is addressed with reference to the following question: was 

the clinician negligent to deny crisis care to this patient, under the circumstances described? 

Fulfillment of the duty element is simple in this case. As explained at length in the preceding 

section, TEWV automatically owes each of its patients a common law duty of care. As such, the 

duty (in this situation) was engaged from the moment the patient contacted TEWV’s crisis 

services. 

Fulfillment of the breach element is more complicated. For a breach of duty to be found, the 

standard of care delivered must have fallen short of the standard required by law, which begs the 

question: what standard does the law require? The classic articulation of this standard came in 

1957 with Bolam v Friern Hospital Management Committee [834], giving rise to the eponymous 

“Bolam test”. In his ruling, McNair J issued the following, famous exposition: 

“a medical professional is not guilty of negligence if he has acted in accordance with a 

practice accepted as proper by a responsible body of medical men skilled in that 

particular art” 

- McNair J, Bolam v Friern Hospital Management Committee  

In other words, a doctor has not committed negligence if s/he can produce a sufficient number of 

fellow doctors (ie responsible body) in agreement with such355. This ruling has since been 

generalised to include all clinicians, though the responsible body called upon must be of the same 

profession. As such, the Bolam test did not enquire as to whether negligence materially occurred, 

rather, it was entirely premised on whether the responsible body (of doctors, clinical 

psychologists, nurses etc) perceived negligence to have occurred. Whether intended or not, this 

original formulation effectively gave the medical profession complete power over the standards 

they themselves could be held to, relying on the circular notion that “a practice accepted as proper 

by [the medical profession]” cannot possibly be negligent356. 

Note, in the original case, the “practice” in question concerned two distinct instances of alleged 

negligence. The first was the manner of treatment Bolam received, and the second was manner 

in which his consent was obtained357. Given that the Protocol allows for its approach to be used 

without the consent of the patient, exploration of the latter issue is irrelevant here, except to say 

that Bolam no longer applies in such cases [835]. It does, however, still apply to the former, albeit 

in modified form. 

 
355

 The precise meaning of “responsible body” has varied. In practice modern-day claims typically only involve a single expert 

witness (one on each side) acting as the responsible body. 
356

 The survivors of homosexual conversion therapy, lobotomies, insulin shock therapy, unmodified ECT and the numerous other 

fads of 20th century psychiatry would probably beg to differ. 
357

 More specifically, it concerned the extent to which his consent was informed of the relevant risks. 
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Forty years later, in 1997, application of the Bolam test with regard to “accepted” standards of 

care was significantly modified by the House of Lords in Bolitho v City & Hackney Health Authority 

[836]: 

“the court has to be satisfied that the exponents of the body of opinion relied upon can 

demonstrate that such opinion has a logical basis. In particular in cases involving, as they 

so often do, the weighing of risks against benefits, the judge before accepting a body of 

opinion as being responsible, reasonable or respectable, will need to be satisfied that, in 

forming their views, the experts have directed their minds to the question of comparative 

risks and benefits and have reached a defensible conclusion on the matter” 

- Lord Browne-Wilkinson, Bolitho v City & Hackney Health Authority  

Thus, it is no longer enough for the clinician to produce a responsible body of fellow clinicians in 

agreement with their position. Following Bolitho, the position held by this responsible body must 

withstand the logical interrogation of the court. As stated in the above-quoted passage, for this 

position to meet this test the court must be satisfied that experts representing the body in question 

“have directed their minds to the question of comparative risks and benefits and have reached 

a defensible conclusion on the matter.” In other words, the body must show its working. 

Accordingly, this case marks the point at which clinicians were dispossessed of the authority to 

dictate negligence within their own field, as the question as to whether their expert opinion is 

rational and reasonable is for the court to decide. 

Generally speaking, the modified Bolam test arising from Bolitho, reflects the current standard 

against which a clinician’s practice is considered acceptable (or not). Returning to the question of 

whether the crisis clinician was negligent in their refusal to provide care to the suicidal patient 

mentioned earlier, satisfying the breach element of clinical negligence requires either: 

a) that the clinician be unable to find a responsible body willing to accept such practice 

as proper, or 

b) that the opinion provided by the clinician’s responsible body was found (by the court) to 

lack logically defensible grounds.  

There are, of course, numerous facets to consider before either condition is satisfied; all of which 

are relevant here, but none of which are particularly pressing. To spare the reader a lengthy 

treatise on the legal ins and outs of responsible bodies (etc), consider that a) only requires the 

clinician to find one responsible body in agreement with them. Speaking speculatively, it seems 

highly unlikely that this would occur. The authors know of no professional bodies within this field 

of practice (crisis care) that would support the clinician’s position. Similarly, the authors know of 

no relevant professional guidelines advocating this position358. Regardless, given that the court 

 
358

 Guidelines do not take the place of a responsible body, nor are they designed to be absolute. Nonetheless, they would almost 

certainly be considered by the court. 
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does not require the responsible body to be a formal organisation, the clinician may nonetheless 

be able to produce something satisfying the court’s definition of such.  

Assuming this occurs, per b) the responsible body in question would have to demonstrate their 

position as logically defensible. There are, again, numerous aspects to this question, the majority 

of which are not discussed here. At the very least, the body would have to produce a satisfactory 

analysis of the risks and the benefits inherent to the clinician’s Protocol-derived practice. 

Interestingly, the Protocol uses a similar approach in defending its position: 

‘Many of the familiar interventions for reducing short term risk of suicide and severe self-

harm (e.g. hospitalisation, enhanced observations, increased frequency of community 

contact) can have negative short or long term side effects for people with BPD+. [...] The 

Trust recognises that optimal care [...] often means offering the patient care plans that 

“play the long game”, [holding] back from short term risk reduction [...] in order to achieve 

long term gains or reduce long term harms.’ 

This extract represents the substance of the Protocol’s position. ‘[F]amiliar [crisis] interventions’ 

are denied, on the basis that they would cause harm to the patients in question. This extreme 

escalation of short-term risk is “justified” by its alleged prevention of these alleged ‘negative short 

or long term side effects’. “Alleged” very much being the operative word here since, as noted 

throughout this entire report, there is absolutely no sound empirical evidence to support any of 

the Protocol’s claims. Indeed, on many points, the authors have succeeded in finding evidence to 

the contrary. Moreover, as explained in a later section359, there are numerous occasions on which 

the Protocol has either misquoted or misrepresented what little “evidence” it provided in the form 

of references. In other words (and to avoid restating what is covered elsewhere) the clinician’s 

Protocol-guided practice of denying crisis care to an acutely suicidal patient, has absolutely no 

logically defensible grounds to speak of. As such, the modified Bolam test is failed, and the 

clinician is found in breach of their duty to exercise reasonable care and skill with regard to the 

patient’s care. The breach element of the clinical negligence test is duly fulfilled. 

The final hurdle to overcome is that of the causation element. Though this is, in general, the most 

difficult element to satisfy, the Protocol’s rather particular exposition of its approach makes the 

task quite simple. To put it bluntly: TEWV acknowledges that patients might die as a result of 

being denied care (in accordance with the Protocol’s principles). This eventuality is never 

disputed, rather, it is repeatedly emphasised throughout. The causal relationship between the 

denial of crisis care and the patient’s ensuing death by suicide is never questioned. The immediate 

avoidability of such deaths is never questioned. Though the Protocol tries to cast doubt on the 

foreseeability of such deaths, this is dwarfed by the implicit authoritarianism with which clinicians 

are encouraged to ignore the patient’s estimation of their own risk. In fact, in the main, the Protocol 

is little more than a speciously-argued, tediously repetitious and lethally stigmatising means of 

shirking accountability for the deaths it implicitly acknowledges as causing360. 

 
359 Section 12.0 (The Protocol’s) References and Recommended Reading 
360

 Or, more accurately, as having the potential to cause. 
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‘The Trust supports [a risk-taking approach] according to the principles of this protocol, 

and will continue to support such risk taking even when tragic events occur.’361 

The clinician in the earlier vignette is aware the patient has a history of serious suicide attempts. 

They are aware the patient is actively suicidal. They are aware the patient has a plan to end their 

life. They are also aware of the patient’s express intention to end their life imminently. They are 

aware of the ‘typical [crisis] interventions’ that could be used to avert the patient’s immediately 

foreseeable death. They are thus aware that their decision to refuse said care could result in the 

patient’s avoidable death. Regardless of the moralistic attempts to evade liability, the Protocol 

itself clearly satisfies the causation element of the test for clinical negligence. As such, the 

Protocol’s ‘position’ is, in theory at least, most decidedly negligent. 

 

“The psychiatrist made me sign my care plan that said I had been told about the 

“consequences” of my behaviour and that the risk had been explained to me. It said I 

understood I was “responsible for my own life”. It felt like a cop out. If I die they don’t 

have to take any responsibility because they have made me say it’s all my fault.”  

– TEWV Patient (bold ours) 

“TEWV formal policy makes clear the Trust supports patient suicides (or 'death by 

misadventure' as staff like to minimise) in the interests of positive (outcome) risk taking. 

Sadly staff dont seem to care about patient consent to that.”  

- TEWV patient 

 

 

8.3.4.1 Article 2(1) Right to Life: The Patient’s Right to be Protected from Themselves 

 

“[...] if it turned out that the hospital authorities had not had in place appropriate systems, 

say, for preventing patients, who were known to be suffering from mental illness, from 

committing suicide, not only would the authorities be potentially liable under domestic law 

for any resulting suicide, but they would also have violated one of their positive obligations 

under article 2 to protect their patients’ lives.”  

- Lord Rodger of Earlsferry, Savage v South Essex Partnership NHS Foundation 

Trust, para 48 

 
361

 Section 3.0 The Trust’s Support for Therapeutic Risk-Taking. 
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As mentioned earlier, the civil redress derived from successful clinical negligence claims is, 

generally speaking362, the only form of justice available to the patients and/or families harmed by 

such. As also explained above, in cases involving NHS Trusts such as TEWV, regardless of how 

the harm occurred, the patient (or their family) may bring a claim in negligence against the Trust 

itself, which is liable, not only for its conduct as an organisation, but vicariously liable for the 

conduct of individual staff. In law, this vicarious liability is derived from the fact that Trust 

employees are, in effect, Trust agents. In other words, they are acting according to the duties 

delegated to them by the Trust, which they carry out on behalf of the Trust. 

In an analogous sense, NHS Trusts (and their staff) function as State agents. In terms of 

liability363, the NHS remains a state-mandated, state-funded, state-managed and state-regulated 

healthcare system. As such, NHS Trusts (etc) are acting according to the duties delegated to 

them by the State, which they carry out on behalf of the State. As noted by Lord Rodger above, 

clinical negligence cases involving breaches of human rights may, under certain circumstances, 

entail additional liability for such, under the separate ambit of human rights law. This is very 

important, as it provides another avenue of justice to patients (or the families of such) harmed by 

systemic failures within NHS services. 

This alternative form of justice is derived from the European Convention on Human Rights 

(thenceforth “the Convention”)364. The Convention enshrines a number of enforceable rights and 

freedoms in the form of Articles, of which its signatories (including the UK) are bound to uphold . 

These Articles have the effect of imposing certain duties upon the State, with regard to securing 

the corresponding Convention rights (more commonly known as “human rights”). Broadly 

speaking, the duties entailed come in two distinct, yet complementary flavours: negative duties 

and positive duties. Negative duties are the less onerous of the two, merely requiring the State to 

not act in a way that would directly infringe the Convention right in question (eg by not killing (Art. 

2); not torturing (Art. 3); not arbitrarily detaining people (Art. 5) etc). In direct contrast, positive 

duties require the State to act in a manner actively ensuring the Convention right in question is 

enjoyed by all within its jurisdiction. In simple terms, negative duties require the State to, in effect, 

sit back and do nothing (when they otherwise might have done something); whereas positive 

duties require the State to take active steps to do something (when they otherwise might have 

done nothing). Precisely what the State must do in undertaking these active steps, is dependent 

upon a complex range of factors. Nonetheless, in general terms, they must provide for the basic 

measures necessary to ensure full enjoyment of the right in question. 

Just as it is practically impossible for Trust executives to personally oversee every aspect of the 

care delivered under the Trust’s jurisdiction, it is similarly impossible for State executives (ie the 

 
362

 Excluding the very tiny minority of cases, involving breaches so serious they meet the extremely high threshold required to 

trigger criminal charges of negligence. Though the authors strongly believe a criminal investigation of TEWV is warranted, they 
regret that there is insufficient space to provide a discourse on such here. 
363

 The operational reality of the NHS is far more complicated, obscure and fragmented than suggested here, but such is beyond 

the scope of this section.  
364

 The specifics of the Human Rights Act 1998 are not discussed here. Suffice to say, the UK has been bound to uphold the 

Convention since 1953 (signed in 1950). Prior to the passing of the Human Rights Act, UK citizens would have to travel to the European 
Court of Human Rights in Strasbourg to make a human rights claim. The Human Rights Act provided UK courts the (albeit limited) 
power to rule on matters of the Convention. 
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Government) to personally fulfill every instance and aspect of the positive duties undertaken 

within the State’s jurisdiction. Thus, just as TEWV unavoidably delegates fulfillment of its duty of 

care to Trust agents (ie clinical staff), the State unavoidably delegates fulfillment of its Convention 

duties to State agents (NHS Trusts, among many others). Accordingly, just as NHS Trust’s are 

vicariously liable for the clinical negligence of individual staff, the State is liable for the human 

rights violations of individual NHS Trusts [837]. The corollary is that patients whose human rights 

are not rightfully upheld by NHS organisations, may (under certain circumstances) be able to 

make a human rights claim against the State itself. Whilst such cases very often involve instances 

of clinical negligence, the claims themselves are made on the basis of human rights law, that is, 

only in regard to breaches of Convention duties (i.e. not tortious duties). In light of the above, the 

terms “State”, “State agent”, “Trust” and “TEWV” are, henceforth, used interchangeably.  

Human rights is an immensely complex area of law, imposing a wide variety of obligations across 

multiple, international jurisdictions. Thus, unlike the previous section on torts, the following 

discussion does not benefit from an overarching introduction to the particulars of human rights 

law in the UK. The only general point to note is that, in contrast to every other aspect of law 

considered herein, the Convention’s jurisdiction spans the whole of the UK (as opposed to just 

England and Wales). In more specific terms, the relevance (or not) of each Article to any part of 

the State’s business, is dependent upon the nature of said business. For example, the duties 

historically imposed365 upon public health services such as the NHS, include those derived from: 

■ Article 2: the right to life 

■ Article 3: freedom from torture or inhuman or degrading treatment or punishment 

■ Article 5: the right to liberty and security of the person 

■ Article 8: the right to respect for a private and family life 

■ Article 14: freedom from discrimination [838] 

Given the serious and systemic nature of the clinical violations apparent at TEWV, there is the 

potential for claims to arise in respect of each of these Articles, depending on the harms (or 

breaches) experienced by particular patients. For example, the abject brutality with which 

profoundly unwell and vulnerable children at TEWV’s West Lane hospital were routinely neglected 

and abused in the name of “patient responsibility”, may very well give rise to valid human rights 

claims under Article 3 [839]. Nonetheless, proper consideration of each Article in relation to TEWV 

would, unfortunately, require many more words than can reasonably be spared here. As such 

(and, for continuity’s sake), the following discussion centres on TEWV’s adherence (or rather, 

lack thereof) to the positive, substantive366 duties imposed by Article 2(1), which requires that 

“[e]veryone’s right to life shall be protected by law” [840]. 

In broad terms, substantive duties entail the basic measures the State is required to enact, for the 

purposes of securing a person’s enjoyment of the right in question. With regard to the application 

 
365

 That is, via cases brought to the European Court of Human Rights. 
366

 The positive duties imposed by Article 2(1) fall into two classes: procedural duties and substantive duties. The procedural duty 

requires the fair and honest investigation of deaths that may be the fault of the state (though this is potentially applicable to the deaths 
of numerous TEWV patients (in respect of their right to an “Article 2 Inquest”) it is not discussed further here). The substantive duty is 
much broader, encompassing the measures the State is expected to take to ensure it does not infringe the right to life. 
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of Article 2(1) specifically, the Courts have found the substantive duty as imposing two distinct 

requirements, respectively known as the general duty and the operational duty. As the name 

suggests, the general duty concerns the State’s general adherence to the substantive duty 

imposed by Art.2. This is, perhaps, more clearly conceptualised as the duty to provide an 

adequate regulatory framework. As such, Art.2(1) requires TEWV to be governed in accordance 

with an adequate regulatory framework. In other words, TEWV is compelled to do everything that 

is reasonably possible, to preemptively identify and mitigate potential threats to patients’ lives, 

including (but not limited to) the routine monitoring, maintenance and enforcement of said 

regulatory framework; the provision of adequate training and supervision to staff; and the prompt 

commencement of an investigation, where a suspected breach is reported by staff or patients 

[841]. Moreover, this general deference for the right to life should be reflected by the substance 

of the framework itself, including the clinical guidance provided by Trust-approved documents, 

such as the Protocol.  

Without repeating the detailed findings and analyses presented throughout this report, it’s 

manifestly evident that the guiding principles of the Protocol are a direct violation of this general 

duty. Despite being a key facet of TEWV’s regulatory framework, and despite the slyly worded 

rhetoric contained therein, the Protocol provides absolutely nothing in the way of material respect 

for the patient’s right to life. In particular, their right to be protected from the clinical risks of suicide 

and self-harm. Moreover, not only does the Protocol fail to make such provisions, it actively 

encourages the deliberate breach of said rights, i.e.: 

‘[Patients are] much safer when they take responsibility for their own actions instead of 

relying on others or on services to keep them safe. Clinical teams should convey through 

their words and actions that the person with a diagnosis of BPD+ is able to, and does, 

hold responsibility for their wellbeing.’ 

Nonetheless, the mere existence of the Protocol within TEWV’s regulatory framework is not 

sufficient to trigger active enforcement of Article 2(1). Rather, the Trust’s compliance with the 

general duty is only of relevance to individual cases brought before the courts, where failures in 

the regulatory framework have caused the death of patients. This principle is derived from the 

landmark case of Savage v South Essex Partnership NHS Foundation Trust [842] (quoted at the 

beginning of this section). As one might expect, the legal threshold required to trigger a breach of 

this general duty under Art. 2(1) of the Convention, is higher than that required for “mere” clinical 

negligence: 

“[Preceding arguments] show that a State is under an obligation to adopt appropriate 

(general) measures for protecting the lives of patients in hospitals. This will involve, for 

example, ensuring that competent staff are recruited, that high professional standards are 

maintained and that suitable systems of working are put in place. If the hospital authorities 

have performed these obligations, casual acts of negligence by members of staff will not 

give rise to a breach of article 2.”  

- Lord Rodger of Earlsferry, Savage, para 45 
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In other words, breaches of this variety only apply in cases involving systemic negligence. Thus, 

under human rights law specifically, the State is only liable for the negligence of TEWV as an 

organisation. The casual negligence of individual staff members (i.e. negligence unrelated to 

systemic failures), whilst being in breach of the common law duty of care, is insufficient to trigger 

a breach of human rights. 

Complementing the prophylactic application of the general duty at the population level367, is the 

reactive application of the operational duty at the individual level. First delineated in 2000, via 

Osman v United Kingdom [843], this (substantially more demanding) duty requires the State to 

proactively protect the lives of certain individuals, where they are at a real, immediate and 

foreseeable risk of death. However, the operational duty is only engaged in the presence of 

“certain well-defined circumstances” [844], that is, only where:  

(i) an authority knew, or ought to have known, there was a real and immediate risk of 

death and; 

(ii) the authority failed to take action reasonably within the scope of their powers, which 

would have ordinarily been expected to mitigate that risk.  

The phrase “knew, or ought to have known”, limits the scope of this duty quite substantially: clearly 

the State is not required to avert every preventable death occurring within its jurisdiction, as such 

would be entirely disproportionate. Rather, the operational duty is only engaged in cases where 

the State, in virtue of its function, should have known of the risk to someone’s life. In its original 

(Osman) formulation, the operational duty applied only to preventable deaths caused by the 

criminal acts of a third party. Subsequent cases [845] extended this to cover the wrongful deaths 

of persons in custody and/or vulnerable persons under the care of the State (ie prisoners, persons 

detained in hospital etc). However, it wasn’t until the 2001 ruling in Keenan v United Kingdom 

[846], that the scope of operational duty was explicitly expanded to include “self-inflicted” deaths 

occurring within prison settings. Notably, the Court was careful to include both death by suicide, 

and death by self-harm (where death may not be intended, but nonetheless is at risk of occuring. 

“Dr Keith expressed some doubt as to how genuine Mark Keenan’s threats were, his 

opinion being that he was manipulative and possibly trying to secure his return to the 

hospital wing for personal reasons, namely, to avoid normal location, as he “owed” other 

prisoners. The Court, however, sees force in the applicant’s submission that the risk posed 

by Mark Keenan was not only that of intentionally killing himself, but of unintentionally 

killing himself in an attempt to manipulate the prison authorities. The Court considers that 

his mental state was such that his threats had to be taken seriously and were therefore to 

that extent real.”  

- Keenan, para 96 

 
367 Here population is used in the very general sense to denote the body of people for which the State agents are responsible. In 

the context of this document it refers to TEWV’s entire patient population. The point being made is that general duty requires a State 
to take reasonable steps to protect the lives of those within its jurisdiction. It need not take specific steps required to protect a 
particular individual within said jurisdiction. 
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Accordingly, the intent (or rather, the perceived intent) underlying such actions is completely 

irrelevant. As such, it does not matter why the individual is at risk: it does not matter whether said 

risk arises from a genuine lethal intent, or whether the person is just ‘[communicating] the extent 

of their misery’368 or “doing it for attention”. The State required act in the presence of a material 

risk of death, regardless of how or why the risk arose. 

The House of Lords 2008 ruling, in the case of Savage v South Essex Partnership NHS 

Foundation Trust [847], further extended the operational duty to include the “self-inflicted” deaths 

of patients detained under the powers of the Mental Health Act 1983. Recall that the dangerous 

and unlawful ‘patient responsibility’ narrative promoted by the Protocol, is just as applicable to 

detained patients as it is to informal and community patients. In light of such, contrast the 

Protocol’s “responsibilising” conception of the liberties available to such patients, with that given 

by Lady Hale:  

“All of these patients have been deprived of their liberty [...]. All are under the control of 

the hospital [...]. They may not leave when they wish to leave. Their visits and 

correspondence with the outside world may be controlled. They may be given most forms 

of treatment for their mental disorder without their consent [...]. They may be detained in 

a wide variety of settings, ranging from high security institutions such as Broadmoor to 

open wards from which it is relatively easy to escape. But they cannot choose where they 

are placed. They cannot choose their doctors. They cannot choose their medical 

treatment. In short, although their circumstances may be a great deal pleasanter than 

those of other detainees, they are deprived of more of their ordinary civil rights than are 

other detainees.” 

- Lady Hale of Richmond, Savage v South Essex Partnership NHS Foundation 

Trust, para 97 

Accordingly, persons detained under the Mental Health Act are, in fact, more vulnerable than 

prisoners. Yet, these are some of the very people the Protocol enjoins to ‘take responsibility for 

their own actions instead of relying on [TEWV] to keep them safe.’ 

As of 2012, the ruling in Rabone v Pennine Care NHS Foundation Trust [848] further widened the 

Art. 2(1) operational duty to include the deaths of informal patients admitted to psychiatric 

hospitals. As noted by Lady Hale: 

“[T]here can be little doubt that the operational duty under article 2 is engaged in the case 

of a patient such as Miss Rabone. She was admitted to hospital precisely because of the 

risk that she would take her own life [...] Although she was an informal patient, the 

hospital could at any time have prevented her leaving.” 

- Lady Hale of Richmond, Rabone v Pennine Care NHS Foundation Trust, para 

105 (bold ours) 

 
368

 Protocol V1 pg 3; V2 pg 4 
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In addition, Lord Dyson’s careful exposition (or “indica”) of the operational duty’s proper 

application in such cases, provides some essential insights: 

“[T]he operational duty will be held to exist where there has been an assumption of 

responsibility by the state for the individual’s welfare and safety (including by the exercise 

of control). The paradigm example of assumption of responsibility is where the state has 

detained an individual, whether in prison, in a psychiatric hospital, in an immigration 

detention centre or otherwise. The operational obligations apply to all detainees, but are 

particularly stringent in relation to those who are especially vulnerable by reason 

of their physical or mental condition [...]” 

- Lord Dyson, Rabone v Pennine Care NHS Foundation Trust, para 22 (bold ours) 

The guiding principles369 contained therein, regarding the deaths in which the Article 2 operational 

duty is automatically engaged, are summarised as follows: 

(i) there was an assumption of State responsibility because the deceased was 

under the control of the State (including informal patients), or; 

(ii) there was an assumption of State responsibility because the deceased was 

acutely vulnerable, and; 

(iii) death occurred following the State’s failure to take reasonable action within the 

scope of its powers to mitigate a real370 and immediate371 risk to life, that was 

known to the State, or should have been known to them.  

To conclude, TEWV, in virtue of its role in carrying out certain State functions, is bound to uphold 

the human rights of its patients. Thus, TEWV is legally required to protect a patient’s Article 2 right 

to life, even where the patient’s life is at risk ‘as a result of their own actions’372. In its fulfillment of 

said duties, TEWV is not only required to have an adequate regulatory framework in place, but is 

also compelled to protect the lives of certain patients, where they are at a real, immediate and 

foreseeable risk of death. Yet, as is glaringly evident from the wide range of evidence presented 

throughout this report, TEWV does not have anything approaching an adequate regulatory 

framework. Moreover, the recklessly ‘negligent lack of attention to potential risks’ and overt 

‘invitations to neglect’ implicitly promoted by the Protocol, would seem to suggest this is by design. 

Despite the extreme risk to life entailed by the Protocol’s singular approach, there is no mention 

of the Trust’s obligations under article 2. Indeed, fails to acknowledge even the mere existence of 

 
369

 The indicia were always intended as guiding principles rather than hard or fast rules, but they have been deferred to in 

subsequent cases i.e. R (Lee) v HM Assistant Coroner for Sunderland [2019] EWHC 3227 (Admin) 
370

 Per Lord Dyson, a risk is real where it is a “substantial or significant risk and not a remote or fanciful one.” (Rabone, para 38). As 

such, a low to moderate risk of suicide may still be considered “substantial or significant”. 
371

 Re: “immediate”, Lord Dyson insisted the word be used in its ordinary sense to mean ‘present and continuing’, meaning a 

person’s risk of suicide could still, in some circumstances, be characterised as immediate, even where death occurred in the 
absence of any recent attempts. For example, in Renolde v France [2009] 48 EHRR 969, Mr. Renolde’s risk of death by suicide 
(whilst in solitary confinement) was deemed immeadiate,  despite displaying a complete lack of suicide or self-harm attempts for a 
total of 18 days before his death.  
372

Protocol V1 pg 1; V2 pg 2 
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a patient’s human rights, all of which apply regardless of diagnostic label. Most concerning of all 

is the Protocol’s overt violation of TEWV’s operational duties in respect of “vulnerable” patients at 

risk of death from suicide or self-harm. Though this duty automatically applies in respect of 

hospitalised patients, it has yet to be afforded to (equivalent) patients in the community. Thus, 

whilst the the foreseeable deaths of hospital patients known to have a real and immediate risk of 

suicide, trigger violations of Article 2, the foreseeable deaths of community patients known to 

have a real and immediate risk of suicide, do not. This remains the case, regardless of whether 

said community patients have repeatedly and explicitly informed the Trust of their risk of death; 

regardless of whether such patients have been repeatedly and deliberately denied access to life-

saving crisis care; and regardless of whether they have been repeatedly and deliberately denied 

hospital admission. In terms of the material right to life, these patients are, in effect, forced to exist 

within a paradoxical vacuum of human rights, wherein a gross violation of their right to basic 

clinical competence (ie being denied hospital care), has the incongruous effect of removing the 

Article 2 protections they otherwise would have enjoyed, had they received competent treatment. 

The immense vulnerability of such patients is evident; the foreseeability and avoidability of such 

patients is evident; and the gross, systemic and wilful abuse of State power is more than evident. 

To put it bluntly, community patients negligently denied hospital care in this manner, are just as 

deserving (and needing) of human rights protections as hospital patients. When next the 

opportunity arises (that is, the next applicable human rights case brought before them) the authors 

implore the Courts to recognise such, as a matter of utmost importance. 

 

Patients should also be given responsibility for exercising choice over treatment options, including 

proactive crisis plans and reactive plans drawn up during crises (NICE 2009). 

The addition of a quote from NICE guidelines at the end of this principle, recommending that 

patients have choice over treatment options, seems to be rather tokenistic in nature. The patient's 

right to make treatment choices is ignored and/or denied throughout the rest of the document, 

where it is repeatedly stated or implied that positive risk-taking interventions are imposed upon 

patients by the care team. 

‘It can be very hard for patients, services, families and other stakeholders to understand 

why caring interventions that are at the core of mental health work [...] have not been 

offered.  Clear and repeated explanations supported by written material can be helpful.’  

- pg. 6, V1&V2 (bold and underlining ours) 
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9.0 Principle Six: Consensus Decision Making 

The balanced consideration of multiple options required to support therapeutic risk taking373 is 

most likely in the context of a team operating under a consensus decision making process 

(sometimes called a cabinet decision making process). In this model, the team agrees to a course 

of action after a discussion about options in which all members feel free to air their views. Not 

everyone needs to agree with the chosen course of action, but they agree to support the 

consensus. 

People who disagree with the consensus might wish to declare their reservations, but they should 

not usually do this in the clinical record374. (Clinical teams adhering to the principles in this protocol 

will already have recorded most views375 in something like the Appendix 1 format (V2 only: so all 

views will be recorded)). Once a decision is reached, and reservations declared, then team 

members are expected to publically [sic] support the course of action in conversations with the 

patient, family etc.  

(V2 only: or withdraw from the treatment team if they cannot support the proposed course of 

action. Any professional who withdraws in this way will need to consider whether they need to 

identify another member of the same profession to join the treatment team in their place) 

The concept of “clinical team” in this protocol refers to a group consisting of those directly or 

indirectly involved in: 

·         providing or planning care for the person at the current point on the pathway (e.g. 

acute inpatient unit clinicians) 

·         the medium to long term care of the person (e.g. community team clinicians) 

·         providing care for the person at previous and subsequent points on the pathway (e.g. 

crisis team and liaison team clinicians) 

·         It may also include tertiary care staff, or local clinical leaders, brought into the team 

for a fixed time period. 

The views of the person and their family need to be taken into account by the clinical team. When 

therapeutic risk taking is being considered, or regular admissions are a feature of care, then the 

“clinical team” making these decisions should contain at least two clinicians of Grade 8 or 

Consultant Psychiatrist grade. This may require temporary inclusion in the clinical team of staff 

from tertiary services, or clinical leaders such as CDs, ACDs, Psychology Locality Leads, etc.376 

 
373

 In version 2 the words “required to support therapeutic risk taking” were changed to “required for effective treatment and 

comprehensive harm reduction” 
374

 In version 2 the words “but they should not usually do this in the clinical record” were removed 
375

 In version 2 the words “most views” were changed to “the potential pros and cons” 
376

 In version 2 this paragraph was removed and exchanged with “It is good practice to ask an experienced clinician who is not 

directly involved in the person’s care to provide peer review of decision making and treatment plans. The aim of the peer review is to 
ensure that all relevant factors have been taken into account, and to ensure that the work is documented in a way that is easily 



297 

In very rare cases, clinical teams won’t be able to reach consensus. Each Clinical Directorate 

should have a facilitation and arbitration process in place that will enable decisions to be made in 

a timely fashion. 

The Protocol’s conception of what constitutes a clinical team is unequivocally explicit, being 

entirely composed of TEWV staff (ie ‘acute inpatient unit clinicians’, ‘community team clinicians’, 

‘crisis team and liaison team clinicians’, ‘tertiary care staff’, and ‘local clinical leaders’). Neither 

the patient nor their family are considered to be legitimate members of this team. Their statutory 

right to involvement in their own care is glossed over with a single, cursory sentence to the effect 

that their ‘views’ be ‘taken into account’, though no further direction is offered as to precisely what 

this entails. 

Thus, the Protocol is very plain with regard to who is ‘making these [potentially life threatening] 

decisions’ with respect to the patient’s care provision, and it is not the patient themselves.  

 

9.1 Informed Consent 

Even where the attitudes and approaches furthered by the Protocol are disrespectful, 

irresponsible and, frankly, callous, one would still expect a section entirely devoted to the process 

of clinical decision-making to mandate patient involvement via the integration of informed consent 

law and guidance. Thus, it is as astounding as it is horrifying, that TEWV’s Protocol fails to 

incorporate, explain, or even use the word “consent” once. Various aspects of the Trust’s 

approach to informed consent are discussed throughout this report. As such, and, given the 

construct itself is essentially intrinsic to ethical medical practice, a detailed ethicolegal exposition 

is not included here. The term informed consent refers to a patient’s informed, voluntary, and 

decisionally-capacitated assent to clinical intervention. In other words, valid consent to 

treatment377 requires that the patient be informed of the relevant risks/benefits of having and of 

not having the treatment and/or other appropriate treatments available; that they not be subject 

to coercion or undue influence; and that they have the capacity to make decisions for themselves. 

Any and all decisions relating to a patient’s care require the patient’s consent378 including the 

‘therapeutic risk-taking, patient responsibility and Less is More’ interventions outlined in the 

Protocol. 

Accordingly, it is not an exaggeration to say the necessity of informed patient consent is axiomatic 

to modern medical practice. Not only is this principle very firmly and explicitly embedded in all 

guidelines relating to the healthcare professions (GMC [849], NMC [850], BPS [851], HCPC 

[852]), but is also reiterated by a substantial body of tort, statute and European law. Though the 

debate persists as to precisely what is entailed by informed consent, there is no equivocation on 

its overarching and imperative salience to good medical practice and safe, ethical healthcare. It 

 
understood by external parties. It is especially important that if teams find themselves unable to reach consensus, or are otherwise 
unable to move forward or settle on a course of treatment or harm reduction, that they ask for external support.” 
377 The term ‘treatment’ includes procedures, interventions, investigations, screenings, examinations, therapies, and referrals etc. 
378 Barring a number of statutory exemptions contained within the Mental Health Act 1983, the Mental Capacity Act 2005 etc, and 

also in emergencies or where there may be a serious risk to self or others. 
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is difficult to sufficiently express quite how abhorrent, unlawful, perilous and categorically 

negligent it is, to wholly omit such a cardinal facet of the legal corpus governing the practice of 

medicine and healthcare. 

Recall that, when imposed, the Protocol permits, instructs and encourages Trust staff to ignore 

the pleas of suicidal patients; either where staff determine the patient’s ‘suicidal statements’ are 

not to be taken seriously, and/or where staff have decided the patient is entirely ‘responsible’ for 

keeping themselves alive. In spite of the obvious, potentially fatal consequences of such an 

approach, at no point does the Protocol compel, or even suggest that the patient’s consent be 

sought. Indeed, at no point are staff explicitly directed to even inform the patient of the 

intervention. Though TEWV does, in fact, have a separate policy with regard to ‘Consent to 

examination or treatment’, the Protocol neither signposts nor references this in its text. This 

absence is all the more conspicuous, in light of the fact that it does direct staff to other relevant 

Trust policy.  

Emphasising the importance of patients making informed choices about their own care should be 

central to every clinical treatment protocol. Unlike TEWV’s Protocol, clinical risk management 

policies produced by other NHS mental health Trusts in the UK clearly reflect this understanding:  

“Providers must work in partnership with the person, make any reasonable adjustments 

and provide support to help them understand and make informed decisions about their 

care and treatment options, including the extent to which they may wish to manage 

these options themselves. Providers must make sure that they take into account people's 

capacity and ability to consent, and that either they, or a person lawfully acting on 

their behalf, must be involved in the planning, management and review of their care 

and treatment.” 

-    Clinical Risk Management Policy.  Black Country Partnership NHS 

Foundation Trust [853] (bold ours) 

 

“Clinical staff must ensure that consent has been sought and obtained before any 

care, intervention or treatment described in this policy is delivered. Consent can be 

given orally and/ or in writing. Someone could also give non-verbal consent as long as 

they understand the treatment or care about to take place. Consent must be voluntary 

and informed and the person consenting must have the capacity to make the decision.” 

-    Clinical Risk Assessment and Management Policy.  Leicestershire 

Partnership NHS Trust [854] (bold ours) 

. 

“Central to any aspect of care delivered to adults and young people aged 16 years or over 

will be the consideration of the individuals capacity to participate in the decision making 

process. Consequently, no intervention should be carried out without either the 
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individual’s informed consent, or the powers included in a legal framework, or by order 

of the Court.” 

-       Interim Clinical Risk Assessment & Safety Planning Policy for all Mental 

Health Practitioners. Central and North West London NHS Foundation 

Trust [855] (bold ours) 

 

“A care plan must be jointly developed and agreed with the involvement of the service 

user […] This approach ensures that the person and their family/carer are as fully involved 

as they can be in the development of the risk management plan. […] The care plan must 

clearly document the service user’s capacity to consent to interventions e.g. 

involved in decisions on risk management.” 

  

- Clinical Risk Assessment and Risk Management Policy. South West 

London and St George’s Mental Health NHS Trust [856] (bold ours) 

 

“All clinical staff who are required to work with individuals who are at risk of or following 

self-harm; commensurate with their professional role and responsibilities, have a duty of 

care to […] [u]nderstand and assess mental capacity and ensure that someone who has 

self-harmed is given the opportunity to receive full information to enable the patient to 

make/give informed consent prior to any intervention being initiated and provided.”  

-       Self-Harm: Harm Minimisation and Management Policy. North West 

Boroughs Healthcare NHS Foundation Trust [857] (bold ours) 

 

In stark contrast to the above-mentioned Trusts, at no point does TEWV’s Protocol 

acknowledge that patients have any rights at all; with the vast majority of its claims and 

instructions seemingly confirming this attitude. Accordingly, patients are not afforded the status, 

rights or agency of an adult human; instead they are demoted to a category of subhuman, entailing 

that care and treatment is done to them, rather than with them. They are, for all intents and 

purposes, powerless. 

“It never occurred to me that staff would need my permission or my consent to do any of 

these things. I have never been asked what I want or whether I am happy with the 

decisions they make for me. I didn’t even know that was wrong.” 

- TEWV Patient (bold ours) 

“Does consent exist in mental health services?” [Author replies yes] “I didn’t know that, 

I’ve not given consent ever.” 

- TEWV Patient 
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It’s particularly important to note the Protocol was written with the alleged expertise of TEWV’s 

lead clinical psychologists, with the Trust’s full endorsement. As such, it should reflect a very high 

level of clinical competence379, including (at the very least) precise awareness of all pertinent 

professional guidelines, ethical standards and statutory codes. The Trust even has access to a 

full suite of relevant legal services, from which advice could have been sought, where necessary. 

Moreover, the clinical psychologist(s) responsible for the development, authorship and approval 

of the Protocol should be well versed in the BPS guidance in relation to informed consent, which 

state: “Psychologists should obtain the informed consent of the client in an appropriate manner 

prior to undertaking any assessment, intervention or research activities.” [858]. Yet, in patent 

defiance of such, TEWV’s Protocol promotes a callous, infantalising and deeply stigmatising 

approach to patients; directs staff to use an entirely non-evidence-based risk-management 

intervention; acknowledges that this strategy may lead to patients dying by suicide; but shows no 

awareness of the legal requirement for the patient’s consent or even their right to be informed.  

To put it bluntly: Tees, Esk and Wear Valleys NHS Foundation Trust (a (primarily) taxpayer-funded  

corporation, to which the State entrusts substantial clinical autonomy and authority, and to which 

it delegates complex, specialist and high risk clinical practice) is either entirely ignorant of a 

principle so crucial to responsible, ethical practice, it is taught to EVERY first year medical, nursing 

and clinical psychology student, or very much perceives itself as transcending such procedural 

concerns. Whatever the case, in embedding the Protocol in the Trust’s operational fabric (in the 

apparent absence of a serviceable regulatory framework) TEWV have succeeded in resurrecting 

distinctly Victorian clinical values, seemingly for the sole purpose of obscuring its rampant abuse 

of authority. 

“Mental health professionals treat us like children. We are seen as naughty and every 

aspect of our behaviour is scrutinised and added to the list of things they need to fix to 

make us better. Just like being at school, nobody asks if I am comfortable or ok with their 

plans or if I even want to fix certain parts of myself. There’s just an assumption that 

once you’re a mental health patient you give up all your rights and the professionals 

take over. That’s how its always been for me.” 

- Former TEWV Patient (bold ours) 

 

“I was treated under the protocol and no they never asked for my consent for that to 

happen” 

- TEWV Patient 

 

“I know for sure the crisis team used the BPD protocol on my sister because I asked the 

psychologist about it. I am absolutely sure they didn’t ask consent. That’s the point of 

 
379 All clinical psychologists are required to have an undergraduate psychology degree (2:1 minimum) and complete a 3-year 

doctoral training programme.  
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the protocol isn’t it, to force people to stop asking for help by ignoring them. It 

wouldn’t work if they asked for consent.” 

- Sister of TEWV Patient (bold ours) 

 

9.2 Groupthink and Dysfunctional Team Dynamics 

Group decision making is promoted as the gold standard for health intervention planning: MDTs 

and team formulations being commonplace in the NHS. Though the diversity of ideas, 

experiences, and expertise inherent in groups can promote a dynamic decision-making process 

[859], there is little empirical evidence to suggest it improves the quality or safety of patient care 

[860]. Group dynamics and the wider culture within the health organisation play a central role in 

the type of decisions made, and the subsequent health outcomes. The psychological concept of 

framing (how the person/group perceive the situation in which they are making a decision) is 

proposed as an important factor in how groups make decisions [861]. If group members feel 

despondent, or as if they are “fighting a losing battle”, they are much more inclined to make riskier 

decisions. This cognitive bias is seemingly reflected by TEWV’s culture of fatalism in regard to 

suicide risk management. Where staff feel they have “tried everything”, becoming resigned to the 

belief that the suicide of a particular patient is ultimately inevitable, they may be more inclined to 

undertake a high-risk approach (i.e. positive risk-taking) in crisis situations. Polarization, the 

phenomenon whereby the opinions and responses of individuals become more extreme in group 

settings [862], can also prove dangerous in the context of group decision making. As one might 

expect, the confluence of polarization and framing means people are far more likely to agree to 

high-risk undertakings as a member of a group, than as individuals [863]. 

Groupthink is another pertinent psychological phenomenon observed in decision making groups. 

First conceptualised by Irving Janis, groupthink is essentially a situation in which group members 

commit themselves to group-made decisions, whilst neglecting to fully consider all available 

information, alternate decisions, or the potential risks. According to Janis: ‘loyalty requires each 

member to avoid raising controversial issues’ [864], thus, in self-censoring disagreement, 

individuals remain loyal to the group and maintain the illusion of harmony [865-867]. Janis further 

identifies six indicators of groupthink [868], each of which is embodied in the operational 

implications of Protocol-envisioned group dynamics:  

● “The illusion of invulnerability”: e.g. by writing, approving and embedding a document 

that repeatedly ignores numerous aspects of the law regarding consent, capacity, 

human rights etc, while overtly asserting that TEWV will continue to support deployment 

of the Protocol, even when patients die because of it. 

● “Collective rationalisation”: e.g. staff are collectively taught that summarily withholding 

care from such patients actually reduces their risk of death and serious harm. The 

dissonance entailed by such a colossal contradiction is “rationalised” away with 

repeated, stigmatising assertions, both implicit and explicit, to the effect that “caring 



302 

interventions”380 actually increase the patient’s risk by encouraging “reckless 

behaviour”. Staff are also warned of the need for a consistent, collectively-adopted 

defence against the scrutiny of other stakeholders, who may find it “very hard [to] 

understand” why “optimal care for people with a diagnosis of BPD” effectively amounts 

to total neglect. 

● “Unquestioned belief in moral superiority”: e.g. weaponising the moralistic nature of 

BPD, the Protocol’s entire approach relies on the notion that BPD-labelled patients are 

morally inferior by nature. While both Trust and staff are, by comparison, assumed to 

be morally superior to most people (it seems), but especially to the BPD-labelled patient. 

This dynamic conflates care and treatment with discipline and punishment: staff are 

now poised to police the patient’s “behaviours” from their (assumed) position of moral 

“authority”, under the guise of providing “optimal care”.  

● “Stereotyping adversaries”: e.g “BPD+” is little more than the pseudo-clinical 

embodiment of prevailing BPD stereotypes. Though its explicit criteria are vague 

enough to be applicable to anyone, the Protocol uses the terms BPD and “BPD+” 

interchangeably, as universal shorthand for the diagnostic caricature contained therein. 

Though both labels act to further stereotype, overwrite and/or homogenise the 

experiences, thoughts, feelings, and behaviours of patients, “BPD+” not only 

substantially widens the diagnostic net, but it also completely removes the need for a 

formal diagnosis. 

● “Pressure for conformity”: e.g. when in front of the patient (etc), staff are explicitly 

required to feign support for team-made decisions they do not agree with, or they must 

remove themselves from the team entirely. 

● “Self-censorship of ideas”: e.g. both the Protocol’s existence and its contents were 

deliberately hidden from patients and the public, on the false basis of it being for 

“internal use only”. Access was only obtained via the powers of the Freedom of 

Information Act381 

When groupthink prevails, members of the group will, most likely, be less inclined to edify group 

discussions with further data or evidence; be less inclined to question the group’s assumptions; 

and, be less inclined to consider a wider variety of opinions and solutions. As such, it paves the 

way for inappropriate, ill-informed, and potentially dangerous decisions. As noted by Cleary et al., 

when this occurs in healthcare settings patient safety may become compromised, as staff raising 

concerns can be pressured by the group to reconsider their position [869].  

 

 
380

 A term seemingly encompassing ALL forms of mental health care. 
381 The protocol was not published on the Trust external website after publication, and when requested by a patient, who had 

noticed it referenced in another policy, the request was refused. The Trust stated that “The author of the two protocols mentioned 
has confirmed these are for internal use only”. The patient was forced to submit a formal FOI to access the document. See appendix 
for emails. 
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10.0 Principle Seven: Less is More382 

(V2 only) Many people with a diagnosis of BPD+ experience difficulties with their identity. They 

are often in a position of looking to others for an identity. Offering a lot of intervention, or long 

interventions, or specialist interventions, can convey to the person a sense that they “really are 

very disturbed” and undermine the development of a healthy identity. 

10.1 Withholding Care to Avoid a “Disturbed” Identity 

Withholding appropriate care, solely on the basis that patients may incorporate health difficulties 

into their identity, is beyond paternalistic. Many people with disabilities383 consider their 

“diagnosis” or “condition” to be an integral part of themselves and their identity. Indeed, generally-

speaking, the social norms operating within disabled culture384 appear to be shifting away from 

person first language (e.g. “person with autism”) in the direction of identity first language (e.g. 

“autistic person”), as the latter positively situates disability as being intrinsic to the individual's 

identity, rather than as something they are “afflicted” with [870,871]. For some people, their 

difficulties and experiences will be with them, and have an impact upon them, for their entire lives. 

To suggest that identifying with health or emotional experiences is something that should be 

avoided at all costs (including actually avoiding treating the health difficulty for fear the patient 

may incorporate this into their identity) implies an extremely high level of mental health stigma, 

as there is no space to view mental ill health as anything other than undesirable. Yet, Movements 

such as “Mad in the UK”, “Mad Pride”, and Mad activism plainly illustrate the empowering nature 

of reclaiming and identifying with experiences classed by health care services as “mental illness” 

[872-876].  

From an ethicolegal perspective, withholding appropriate and available specialist care from a 

consenting and capacitous patient is, in general, only justifiable where the risk of harm to the 

patient is so present and severe it clearly outweighs the purported benefits. Irrespective, with 

characteristic arrogance, carelessness and complete indifference to statutory oversight, TEWV 

have effectively delegitimised, pathologised and stigmatised “Mad” and disabled culture in its 

entirety. The mere suggestion that, for a patient to autonomously identify their experiences with 

those of others united by the same label/construct/phenomenon/etc is to convey they “really are 

very disturbed”, is a stunningly overt indictment of the Trust’s disturbingly authoritarian take on 

patient identity. 

That the Trust wishes to appear so concerned with advancing the ‘development of a healthy 

identity’ in patients it has also branded with one of the most highly stigmatised and pejorative 

psychiatric diagnoses in existence, is stupendously ironic. It’s not just the stigma associated with 

the mere diagnostic label (which, nonetheless, can still be extremely harmful), but that the 

 
382

 In version 2 the heading “less is more” was changed to “least intrusive intervention” 
383 For the sake of brevity, the word “disability” encompasses long term physical and mental health difficulties, neurodivergence, 

difficult/unusual experiences, the effects of trauma, and other conditions. The authors recognise that not everyone included in such 
identifies with the word “disabled”. 
384

 This is a necessary generalisation. The authors do not wish to imply that all disabled people prefer identity first language. 



304 

fundamental concept underlying BPD: that the very being of persons labelled as such is inherently 

disordered, abnormal or “wrong”, right to the core of their existence, is, in effect, stigma itself. 

To suggest that offering specialist or intensive treatments is detrimental to identity development, 

and, as such, should be withheld, but to ignore the stigmatisation and pathologisation of patients’ 

personalities through the liberal use of a label, described by Lewis and Appleby as an “enduring 

pejorative judgement rather than a clinical diagnosis” [877], is, quite frankly, laughable. The 

authors believe the absurd nature of this contradiction highlights how disingenuous the Protocol 

is in its repeated attempts to justify the reduction and withholding of appropriate and specialist 

care from this patient group. 

“’EUPD’ is medical slander. My medical records describe this paranoid, devious, 

manipulative, cunning, headache of a person who has never existed in reality. Knowing 

that medical personnel will read and believe these records for the rest of my life physically 

hurts me because I can’t do anything to challenge this incredible misrepresentation. 

Probably a better way to describe ‘EUPD’ is a vicious character assassination which 

slithers its way inside you, picking at your own understanding of who you are.. 

‘perhaps this is me’ you think to yourself .. ‘maybe I am like this’. I now doubt my self-

perception and worry everyone can see who I ‘really am’. […] ‘EUPD’ isn’t like a cancer 

which can be cut out and taken away. Being told I had ‘EUPD’ was being told I am the 

cancer.”  

– Former TEWV Patient (bold ours) 

 

“How am I supposed to feel SELF-ASSURED & SECURE in knowing who I am if respected 

professionals who have studied human psychology for years tell me that I am actually the 

OPPOSITE of who I always thought I was??!”  

– TEWV Patient 

 

“I cannot believe they tell people who have been abused as children, sexually abused 

as a child, their personality is the problem. A person’s personality is what makes them 

them, its like a person’s soul. I cannot even imagine what that feels like, to experience 

such terrible things, to then be faced with that. It’s just not right is it, it’s just not right.” 

  

-       Parent of TEWV Patient (bold ours) 

 

Difficulties in interpersonal relationships are a central challenge for people with a diagnosis of 

BPD+. 

Recall that BPD has no “core” criteria, meaning none of the nine diagnostic criteria given are 

required for a diagnosis. In other words, while interpersonal difficulties are one of the nine possible 

criteria, a patient with the best interpersonal skills in the world could still be diagnosed with BPD, 
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provided they meet five of the other eight criteria. Regarding those labelled “BPD+” (without a 

diagnosis of BPD) the Protocol’s inclusion criteria state they should have ‘difficulties with 

relationships’, without providing any clarification regarding the nature or scale of said difficulties. 

Most mental health diagnoses have a component of relationship difficulties, as problems are not 

usually considered pathological unless they are impacting on an individual’s life, including their 

social and occupational functioning. Having difficulties with relationships, however, does not mean 

that those difficulties are a central challenge. Once again, the Protocol insists that “BPD+” is a 

homogenous group, able to be defined by broad sweeping statements. It then uses these 

statements to base its argument for withholding care. 

 

10.2 Once Again, No Evidence 

Relationships which involve a caring element are often particularly difficult for people, especially 

if the person feels a strong attachment to that caregiver. The availability of the sort of care that 

looks after the person in a protective way can be particularly de-stabilising, and may increase the 

risk of suicidal or self harm behaviour. 

This statement, for which absolutely no evidence is provided, directly contradicts the findings of 

Linehan and Shearin, who studied how the relationship between clinicians and BPD-labelled 

patients influences therapeutic outcomes. The study found that suicidal behaviour decreased, 

and self-care increased when patients rated their clinician as providing instruction while also 

behaving in a nurturing manner [878].  

It also contradicts the award-winning work of the UK charity Suicide Crisis, which uses caring, 

protective responses to support clients, including those labelled with BPD, who are experiencing 

crisis. Along with building and sustaining strong, caring relationships with clients, the proactive 

“protective net” model of care described by the organisation, plays a “vital role” in ensuring the 

safety and survival of their clients. Since they were founded in 2012, Suicide Crisis have never 

lost a client to suicide. 

“Our model of service places a protective net around our clients, and this plays a vital 

role in ensuring their survival. [..] Our approach is to give clients as much control over their 

care as possible, but to actively and tenaciously work to protect them and help them 

survive, when they are in crisis and at risk of suicide” (pg.41-65) 

“[..] one of the reasons why our clients survive is because of the strong relationship 

and connection we build with them. If the quality of the relationship is good, it can 

sustain a person even when the professional is absent. [..] For 23 hours of the day, the 

client may not be with us. But during that time, they still feel that they are cared for, 

supported and that if things deteriorate, they can immediately contact the service and we 

will respond.” (pg. 22) 

-          Joy Hibbins. Suicide Prevention Techniques: How a Suicide Crisis Service 

Saves Lives [879]. 
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The relationships between patients and staff are actually considered the main influence on the 

improvement of well-being and reduction of risk in BPD-labelled patients [880-882]. The Haven, 

a former therapeutic community project in Essex, based their services on a hierarchy of progress, 

which prioritised providing feelings of safety and trust; feelings of being cared for; and the creation 

of strong healthy relationships [883,884]. The Haven saw great success in drastically reducing 

client levels of hospitalisation (reduced by 85.45%), detentions under the MHA (section 136 

reduced by 57.64%; other sections reduced by 63.63%), and utilisation of other services (use of 

CMHT reduced by 61.1%; use of crisis team reduced by 77.54%; use of debt agencies reduced 

by 85.71%, use of mental health helpline reduced by 75.92%) [885,886]. 

Studies considering the perspectives of BPD-labelled patients, their families, and carers, have 

found that caring, consistent, and proactive responses from services were highlighted as very 

important [887]. This sentiment is also echoed by NICE guidelines, which state that “the push by 

some services towards ‘self-care’ and ‘helping yourself’ was felt to divert attention away from what 

matters to people with borderline personality disorder (that is, a caring response).” [888] 

The formulation (Principle 2: Formulation above) should guide the team. It can be very hard for 

patients, services, families and other stakeholders to understand why caring interventions that 

are at the core of mental health work, and provided for many other patients, might be harmful for 

a particular person with a diagnosis of BPD+, and so have not been offered. Clear and repeated 

explanations supported by written material can be helpful. 

The Protocol opines that ‘it can be very hard for patients, services, families and other stakeholders 

to understand why caring interventions that are at the core of mental health work, and provided 

for many other patients, might be harmful for a particular person with a diagnosis of BPD+’. What’s 

much harder for the authors to understand is why TEWV is even making this claim, given: 

1. “BPD+” is not a diagnosis  

and 

 

2. There is absolutely no evidence to suggest that ‘caring interventions at the core of mental 

health work’ are especially harmful to BPD+ labelled patients.  

As previously discussed, none of the Protocol’s claims regarding the purportedly “harmful” effects 

of hospitalisation; frequent community contact; enhanced observations etc; are supported by 

empirical evidence or national clinical guidelines. Indeed, the entire Protocol is essentially 

predicated upon a specious foundation of personal opinion and anecdotal evidence385.  

 
385 In medical research, types of evidence (e.g. randomised controlled trials (RCT), cohort studies, case-control etc) can be sorted 

into hierarchies according to the quality and reliability (high, medium or low) of each source. ‘Expert opinion’ is frequently excluded 
from even the lowest levels of evidence included in such hierarchies and, when it is included, it rather conspicuously occupies the 
lowest position. Burns PB, Rohrich RJ, Chung KC. The levels of evidence and their role in evidence-based medicine. Plast Reconstr 
Surg. 2011;128(1):305-310.  
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At the time of writing, there exists no adequate randomised controlled trial (RCT) evidence to 

support any specific crisis intervention for BPD-labelled patients [889,890]. NICE guidelines 

recommend services respond in a calm, empathetic manner, and actively involve the patient when 

exploring options for crisis resolution. Interventions could include follow up contact or immediate 

daily contact in the community; cautious short-term use of medication; contact with a crisis 

resolution and home treatment team; arranging outpatient care or treatment; and admission to a 

psychiatric inpatient unit [891]. 

Contrary to the Protocol’s confident and repeated assertions to the contrary, the empirical 

evidence available indicates hospitalisation is not, in fact, harmful to BPD-labelled patients and 

does not contribute to a deterioration in health [892-894]. NICE confirms there is “no evidence to 

support the assumption that admission to hospital is harmful for people with borderline personality 

disorder”, and state that experts caution against such an assumption, due to the lack of evidence 

[895-897]. Indeed, the evidence available actually reveals that, currently, there is no known 

optimal crisis treatment in this patient population [898]. Moreover, interventions the Protocol 

assuredly rejects as “harmful” (including home treatment, hospitalisation (including periods longer 

than a few days), day hospitals and intensive therapeutic interventions) have, in fact, been proven 

beneficial, or are strongly suggested to be so [899-903].  

The Protocol states that ‘caring interventions that are at the core of mental health work [..] have 

not been offered.’ on the “basis” that they may somehow be harmful to people with a ‘diagnosis 

of BPD+’. This entirely unevidenced statement not only contradicts the most current evidence 

regarding crisis management for BPD-labelled patients, but also completely ignores all good 

practice guidelines, and evidence-based treatment interventions, for the other 53 discrete 

diagnoses subsumed by “BPD+”. Such is an egregious violation of the Trust’s statutory duty to 

provide safe, regulated, clinically appropriate, individualised care and treatment to every one of 

its patients. 

Optimal care for people with a diagnosis of BPD+ involves providing just enough intervention. 

(Footnote: Intervention is used in preference to ‘care’ as it better conveys the sort of skills 

building, autonomy building, resilience building approach required) 

Globally, there is no evidence regarding the best or most effective intervention for BPD-labelled 

patients, and no standardised treatment. The concept of ‘optimal care’ involving ‘just enough 

intervention’ has no material basis, no matter how many times the Protocol claims it to be so. 

Moreover, the Protocol provides absolutely no guidance on when or how staff should be 

‘strategically hold[ing] back’ (pg.2 V1&2) from stopping a patient killing themselves, or how to 

determine what is ‘just enough intervention’ in such a situation. Rather, it implies that simply 

removing care somehow instils the skills, autonomy and encouragement for the patient to get 

better and change their “problem behaviour”. 

Unsurprisingly, the clinical studies that do exist suggest that reduced levels of self-harm, 

depression and suicide attempts in BPD-labelled patients are achieved via more intensive 

intervention (up to five therapeutic sessions a week), such as DBT or MBT with partial 

hospitalisation [904,905], a far cry from the no frills ‘just enough’. There’s also evidence to suggest 
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less conventional therapies, such as therapeutic communities, show statistically significant 

positive outcomes [906]. Other commonly provided interventions include transference-focused 

therapy, cognitive analytic therapy, schema-focused therapy, and systems training for emotional 

predictability and problem-solving (STEPPS) [907] Most of these therapies are quite intensive, 

often with more than one session a week and up to 2 years in length [908]. NICE guidelines 

recommend that psychological treatment should follow an integrated approach, be longer than 

three months in length, and that services should consider at least twice weekly appointments. 

The 2018 “Safer Care for Patients with Personality Disorder” report found that patients labelled 

with a personality disorder who died by suicide were not receiving care consistent with NICE 

guidance [909].  Both staff and patients reported concerns regarding the lack of routine service 

contact, the short length of time support was provided after crises, and the failure of 

services to address underlying issues such as trauma. It was felt that these gaps and failures 

in service provision contributed to patients moving from “crisis to crisis” [910]. TEWV’s suggestion 

that ‘optimal care’ involves providing a minimal amount of intervention doesn’t appear to be based 

on either the current academic understanding of BPD-related treatments or national clinical 

guidelines, and, as reflected in the “Safer Care for Patients with Personality Disorder” report, 

seems likely to lead to counterproductive and harmful care. 

The interventions that mental health services typically offer patients, and are socially expected to 

offer, at times of crisis often make things worse for people with BPD+. The evidence is not clear 

as to whether hospital care is safer than community care for people with a diagnosis of BPD (Paris 

2008), and certainly Trust experience suggests that people with BPD+ can die in hospital. 

As already stated, NICE guidelines for BPD note the assumption that hospitalisation has negative 

outcomes for BPD-labelled patients has no basis in evidence. That TEWV has experienced 

patients dying while hospitalised is unsurprising, given the repeated assertions throughout the 

Protocol that BPD-labelled patients are entirely responsible for their safety and well-being, even 

during inpatient stays. However, as has been previously mentioned in this report, the Trust has a 

zero-suicide inpatient plan. BPD-labelled patients should not be dying in TEWV’s hospitals. No 

patients should be dying in TEWV’s hospitals. 

As noted earlier, there is nothing to support the Trust’s assertion that hospital care is especially 

harmful to BPD-labelled patients [911], thus demolishing TEWV’s premise for denying such care. 

As such, if BPD-labelled patients are still, as the Protocol seems to suggest, at a greater risk of 

death or serious harm from within TEWV’s hospitals than without, it follows that rather than BPD+ 

labelled patients being unsuitable for hospital care, it is TEWV’s hospitals that are unsafe for 

BPD+ labelled patients. 

The Protocol states Trust experience suggests patients labelled with “BPD+” can die in hospital, 

but that evidence is unclear about whether or not the hospital or community is safer. This is a 

misleading statement, as it omits the fact that TEWV patients also frequently die in the community 

[912-938]. A Freedom of Information request to the Trust found that they were unable to provide 

community death statistics for patients labelled with BPD, because the Trust “does not routinely 

record diagnoses of community patients” [939]. If the Trust routinely recorded such information 
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they would have a more accurate understanding of patient deaths as they relate to treatment, and 

would be able to consider which services may be more appropriate; fulfilling their repeated 

promise that “lessons will be learnt”. 

 

10.2.1 6-72 Hour Admissions 

If acute admissions are used, they should be short (6-72hours) and purposeful (Krawitz and 

Watson, 2003, NICE 2009). Frequent contact in the community is not necessarily helpful either 

(Paris, 2008). 

Nowhere, in either the full or shortened version of the BPD guidelines, does NICE state that 

admissions should be kept between 6-72 hours, and yet TEWV’s Protocol references NICE after 

making just such a statement. This is incorrect and deliberately misleading. NICE actually states 

that if inpatient admission is considered, it should preferably be on a voluntary basis, and if 

possible, the length of the stay should be decided upon with the patient beforehand. Recent 

research has found the assertion that inpatient treatment for BPD-labelled people should be 

limited to a few days is unfounded and there is no empirical support for such an assertion [940]. 

According to Fonagy, et al., BPD-labelled patients do not experience deterioration during 

extended inpatient treatment, in fact, “current results indicate that extended inpatient treatment 

can result in significant and clinically meaningful symptomatic and functional improvement in BPD 

patients without iatrogenic effects.” [941]  

‘Less is More’ interventions, that is, those advocating for blanket 6-72 hour restricted admissions, 

not only have no evidence to support their use, but studies suggest they may in fact be unsafe. 

Short admissions (less than one week) to inpatient psychiatric units are significantly associated 

with an increased risk of suicide following discharge [942-945]. A recent study by Bojanić et al. 

found that patients who died by suicide within three days of discharge “more often had a primary 

diagnosis of a personality disorder”, and that short admissions were a clinical feature of the group 

[946]. Another recent study by Tseng et al., found that longer lengths of stay in hospital 

significantly decrease the risk of suicide “both during the inpatient stay and post-discharge” [947].  

(V2 only) The expression “less is more” is sometimes applicable to the support of people with a 

diagnosis of BPD+. 

While the Protocol commonly makes blanket statements regarding the “behaviour” and “optimal 

treatment” of people labelled “BPD+”, setting out only a single crisis intervention, it also repeatedly 

contradicts itself by implying that not all patients captured by “BPD+” fulfil the stereotype it 

promotes:                                                                                                                                                                               

‘Frequent contact in the community is not necessarily helpful’ 

‘The expression “less is more” is sometimes applicable’ 

‘interventions [..] often make things worse for people with BPD+’ 
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‘caring interventions [..] might be harmful for a particular person with a diagnosis of BPD+’ 

‘care that looks after the person in a protective way can be particularly de-stabilising’ 

‘enhanced observations can sometimes reduce a person’s responsibility’ 

Though it clearly recognises the Protocol may not be applicable to all who meet its inclusion 

criteria, the Trust did not deem it necessary to provide an alternative intervention. Stating “some” 

or “particular” patients will be harmed by ordinary treatment implies that other patients will not be 

harmed by ordinary treatment. Yet, the Protocol offers staff no direction on how to differentiate a 

“will-be-harmed-by-treatment” from a “won’t-be-harmed-by-treatment” patient, nor is there any 

indication that “won’t-be-harmed-by-treatment” patients should be treated any differently.  

It is particularly challenging for clinical teams in acute inpatient units to avoid taking on too much 

responsibility for the patient. 

As discussed in Section Eight: Principle 5: Patient Responsibility, TEWV patients are owed an 

explicit and unequivocal legal and ethical duty of care from the very moment they engage 

with the Trust. This applies to any member of staff involved in the patient’s care. Any harm to a 

patient’s well-being arising from a breach of this duty is the responsibility of the Trust and staff 

involved.  

 

10.3 Suicide and the Withdrawal of Care: Are Lessons being Learnt? 

The absurd notion that ordinary mental health care should be either withheld or withdrawn from 

patients in crisis is, sadly, not unique to TEWV. Mental health care provision has been marred by 

a long, unacknowledged history of clinicians withdrawing or withholding care from patients, for 

dubious reasons such as avoidance of clinical responsibility; fear or dislike of patient dependency; 

and the insistence that patients must be independent and responsible for themselves [948]. The 

phrase malignant alienation was coined by Howard Gethin Morgan in 1979, referring to the 

process by which patients experience a progressive deterioration in their relationships; including 

a loss of sympathy and care from staff. This process of alienation occurs when staff perceive the 

patient’s behaviour to be “deliberately manipulative”, “provocative”, “unreasonable”, or “overly 

dependent” [949]. Research shows that malignant alienation is associated with fatal outcomes for 

patients [950,951], with one inquiry reporting that it was associated with 55% of psychiatric 

inpatient deaths in Bristol between 1982 and 1984 [952]. Similar studies that have examined the 

motivational and/or precipitating factors associated with patient suicide have found that other such 

forms of clinician withdrawal can precipitate patient suicide [953-955]. The case reports from 

these studies describe instances of: 

● Clinicians failing to adequately assess a patient’s risk by underestimating their vulnerability  

● Clinicians failing to adequately assess a patient’s risk because they elected to “re-

interpret” a patient’s explicit expression of suicidality.  

● Clinicians refusing to “tolerate” patient dependency, described as “infantile” and 

“insatiable”. 
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● Clinicians terminating therapeutic relationships due to fears that the patient was “too 

attached” to caregivers. 

● Clinicians placing too much pressure on the patient to be independent. 

● Clinicians removing the patient from ward observations to “foster responsibility”.  

● Clinicians failing to modify their therapeutic goals to reflect realistic ambitions for individual 

patients.  

One of the studies, which looked at the suicides of patients admitted to the Johns Hopkins Hospital 

over a 12-year period, reported that the motivation of 48% of the individuals who died was 

considered to be related to the withdrawal of care by clinicians [956]. 

In the 1960-70’s, psychiatrist, Dr RD Scott, adopted a new approach to patient care at Napsbury 

Hospital in Hertfordshire, which boldly decreed that patients should “take responsibility for 

themselves” [957]. The Protocol’s repeated insistence that patients need to “take responsibility” 

for themselves when suicidal, and the systematic withholding of crisis care to ensure this is 

achieved, is strikingly reminiscent of Dr Scott’s patient care methodologies. During Dr Scott’s final 

years of operation, numerous complaints were made by family members regarding unsafe ward 

conditions; patient neglect; the sudden withdrawal or refusal to provide care to those who were 

still in need of it; harsh attitudes from nursing staff; and physical conditions on the ward that had 

deteriorated to a level “which should not exist in an NHS hospital” [958]. Dr Scott and his team 

defended their practices by stating that the appalling conditions on the ward were a “necessary 

part of the treatment regime” [959] and that people making complaints did not understand the 

treatment policy [960]. In much the same manner, TEWV outlines in the Protocol that the ‘major 

challenge’ associated with ‘[t]herapeutic risk taking, patient responsibility and Less is More care 

plans’ is managing the expectations of those outside the Trust who do not understand ‘this sort 

of practice’. A full investigation of Dr Scott’s wards was launched after a patient died from injuries 

which staff did not notice in the two weeks leading up to her death, and subsequently his ‘new 

approach to care’ was ended [961]. 

By failing to acknowledge its legal, ethical, and professional duties with regard to the safety and 

care of its patients, TEWV have effectively laid the groundwork for exactly the same mode of 

clinical recklessness, wherein the injudicious actions of staff may precipitate the preventable 

death of a patient. Mental health practice should be informed by the mistakes of the past, yet 

TEWV continues to merely repeat, repeat and repeat the well-worn mistakes of others before 

them; refusing to “learn lessons” or change their practices accordingly. 

Less is More386 does not mean that levels of intervention are not increased when the situation 

requires it, for instance at a time of acute crisis, but it does mean the need for such increases, 

and the costs and benefits of proposed increases, are carefully considered. Less is More is not 

always an example of therapeutic risk taking. It is very often the safest option full stop387. The 

 
386 In version 2 “less is more” was changed to “least intrusive intervention” 
387 In version 2 the sentence “Less is More is not always an example of therapeutic risk taking. It is very often the safest option full 

stop” was removed and replaced with “If, during a crisis, harm reduction is best achieved through intrusive interventions, then such 
interventions need to be very regularly reviewed to ensure that they are doing more good than harm.” 
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Less is More principle388 is not an invitation to neglect. It is about a detailed understanding of the 

precise challenges the person is facing, showing the person that they are understood, and 

conveying that professionals believe that, with precise support and guidance, the person has the 

capacity to flourish.  

 

10.4 Individualism and the Rise of Self-Care in the NHS 

“Less is More [...] is very often the safest option full stop.” 

The UK of the late 20th century saw a fateful shift in mental health care from inpatient to 

community based services. As asylums closed however, resources were often not redirected into 

community care, with such services considered ‘bleak’, ‘neglected’ and ‘chaotic’ [962]. The New 

Labour government of the late 1990s promised modern, well-funded, patient-centred services, 

yet many of their policies were considered to be mere extensions of the practices and service 

frameworks already in place. As described by McWade [963]: 

“This was achieved in three ways: first, madness and distress were re-affirmed as 

illnesses; second, coercion and detention continued to be framed as socially progressive, 

permitting the extension of coercion and control of patients; and third, the marketisation of 

healthcare promoted ideals of individual autonomy that work against collectivist and social 

justice principles, casting “mental illness” as a personal, rather than social, problem.” 

- Pg. 10 

Emphasis was placed upon individual responsibility, with little to no recognition of the social 

context of mental distress [964]. The ensuing culture of individualism, the reduction in collectivist 

responsibility, and preoccupation with economic growth and personal financial success, 

contributed to a growing culture of blame surrounding mental health issues, with the perception 

that such were associated with poor self-management [965]. While many present day mental 

health patients are considered to lack insight, experiencing high levels of coercive treatment as a 

result [966,967], however, as exemplified by TEWV’s BPD+ Protocol, others are “encouraged” to 

take full personal responsibility for their health and well-being, often without consideration of their 

individual capabilities or access to the resources and support necessary for such an aim 

[968,969]. This overreliance on personal autonomy and responsibility within services has been 

consistently highlighted in literature, with patient independence and decision-making often being 

valued over trust and care in healthcare settings [970-975]. Unsurprisingly, concerns have been 

raised about the possibility that vulnerable individuals are being abandoned by services, 

marginalised, victim-blamed and are subsequently experiencing poor health outcomes [976,977].  

Following on from New Labour, it appears a ‘Less is More’ approach was adopted by the 

Conservative/Liberal Democrat coalition government when they came to power in 2010. In 2018 

the incumbent Conservative government announced that their spending on mental health services 

 
388 In version 2 the words “the less is more principle” were changed to “the principle” 
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was at “record levels” when, in reality, services were having their funding reduced [978]; boasted 

there were 30,000 more professionals working in mental health since they came to power, while 

in actuality the figure was around 700 [979]; and promised “parity of esteem” with physical illness, 

while only directing 13% of NHS funding towards mental health (despite it accounting for almost 

a third (28%) of the overall national disease burden) [980]. 

When it comes to the NHS, the word “rationing” is political poison. The NHS is more than just a 

service: it’s an integral part of the British social identity, with its own set of sociocultural norms, all 

of which are threatened by the notion of care being rationed389. This is not to say care isn’t already 

being rationed (it is), but that the government has gone out of its way to avoid such accusations 

by conveniently decentralising the more obviously controversial rationing decisions. Thus, while 

the powers to make coarse, national changes to the NHS budget are centralised within the State, 

the finer points of local healthcare budgetary control are left to local Clinical Commissioning 

Groups (CCGs), who are under no obligation to spend the money as the State dictates. Since 

CCGs are given the powers necessary for actually spending the NHS budget, they may also find 

themselves in the unenviable position of having to ration care should the State’s funding fall short. 

This creates a hidden dualism within NHS resource allocation, wherein the State can maintain 

the fiction that it isn’t responsible for rationing care in an unpopular fashion (such is conveniently 

blamed on local commissioners), but that it is nonetheless able to spontaneously ration care in a 

popular, vote-winning manner by swooping in with budgetary relief whenever it suits. Such 

conveniently ignores the fact that CCGs are, for the most part, only having to perform “unpopular” 

acts of healthcare rationing, such as diverting funding away from mental health, towards physical 

health services, because the State has successively failed to provide an adequate budget [981-

984]. 

Within mental health Trusts, policies advocating for a reduction in services, emphasising patient 

“empowerment” through personal responsibility, imply the prioritisation of fiscal over patient need, 

reducing expenditure seemingly at the cost of positive clinical outcomes [985]. This has been 

considered a form of covert resource rationing [986].  

“[F]or many years, rationing in the NHS was not a matter of significant political or public 

debate. This was in part because lower expectations in the early years of the Service led 

to acceptance that deficiencies in provision were simply a fact of life. More significantly, 

most rationing took place under cover of clinical judgment: that is, it was implicit, in that 

'the reasoning involved [was] not clearly stated to anyone except... the person making the 

decision'. Medical professionals effectively 'converted' political decisions on 

resource allocation into clinical decisions about treatment by 'internalising' 

resource limits and providing justification for denial on medical grounds by 

portraying the decision as optimal or routine in the specific circumstances. Suspicion 

that such decisions were in reality dictated by resource considerations tended to be 

minimal because of the existence of high levels of trust between doctors and patients, 

premised upon the belief that physicians possessed both expertise and access to all 

 
389 The modern image of the NHS is still rooted in its founding principles: universal; equitable; comprehensive; centrally funded and 

free at the point of delivery. 
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medical resources necessary for effective care and that they would act as dedicated 

patient advocates in attempting to secure these.” 

- Syrett, K.  Impotence or Importance? Judicial Review in an Era of Explicit NHS 

Rationing [987] (bold and underlining ours) 

The parallels between this rhetoric of covert rationing and the rhetoric of the Protocol could 

scarcely be more stark. As noted numerous times throughout this report, TEWV’s claim that 

“optimal” care for BPD-labelled patients in crisis essentially amounts to no care, is based on little 

more than the repeated implicit message: “we know best”. Decisions to withhold treatment are 

ostensibly justified on medical grounds, being portrayed as medically “optimal”, yet no clinical 

evidence is provided for this claim. 

‘The Trust recognises that optimal care for people with a diagnosis of BPD+ often means 

offering the patient care plans that “play the long game”, that strategically hold back [..]’ 

Pg 2, V1&2 (bold ours) 

‘Optimal care for people with a diagnosis of BPD+ involves providing just enough 

intervention’ 

Pg 6, V1&2 (bold ours) 

‘Optimal care for people with a diagnosis of BPD+ often consists of teaching, encouraging 

and supporting people to use their own resources at times of crisis, rather than offering 

more intensive treatments.’ 

Pg. 6-7 V1; & pg.7-8 V2 (bold ours) 

Despite TEWV’s insistence that ‘Less is More’ is often the safest and best option, a reduction in 

mental health care does not magically lead to a reduction in mental health difficulties in the 

population. Rather, it merely increases the use of coercive interventions, such as detention under 

the MHA, and shifts the care “burden” onto others, such as the patients themselves, 

families/carers of patients, the Police, A&E departments and third sector organisations, to fill in 

where mental health services are failing [988-998]. 

Police forces report that criminal investigations are being hampered, while they are left to “pick 

up the pieces” of a failing mental health system, with up to 40% of Police workloads now coming 

from mental health related situations, rather than from criminal activity [999]. Inadequate 

community mental health care provision has led to soaring rates of people attending emergency 

departments experiencing mental health crises [1000]. A&E departments have seen attendances 

of young people with mental health issues triple between 2010-2018 [1001], while a national spike 

in the use of Section 136 detentions has placed further pressure on A&E to serve as “safe places” 

for people in crisis [1002-1004]. These constraints also place pressure on carers, as mental health 

services are more likely to ignore patients if they are aware the patient has support from a carer 

[1005]. Carers report they often feel invisible, abandoned, and marginalised by services until the 
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person they care for reaches crisis point, and that these crises could potentially be avoided if 

services actively listened to the concerns of carers, and responded proactively, rather than leaving 

them to care for their loved ones alone [1006,1007]. 

“I have begged for better care and support for her. When are they going to do 

something?  When it's too late and she's dead? It's horrendous to watch your child go 

through this. I can't put into words the fear I feel inside. […] I feel [my daughter] would 

not have been in this state if she'd had proper early intervention.”  

- Mother of TEWV patient [1008] (bold ours) 

 

“TEWV washed their hands of my sister, so we looked after her ourselves. My parents 

and I took shifts throughout the night for weeks, sitting up to ensure that she was 

safe, it was exhausting; we did run throughs with my little brother of how to cut ligatures, 

how to put someone in the recovery position, how to do CPR; we searched the house from 

top to bottom to rid it of anything dangerous; we preemptively made “missing” posters and 

documents for the police on her physical description and lists of contacts in case she went 

missing again; we searched the bins and her laundry for medication packaging or receipts 

from pharmacys; we kept in constant contact with each other via text, to ensure we knew 

where she was at all times, locking all the doors and windows and hiding the keys.. My 

family and I did things to protect my sister that we should never have been forced 

to do.. and we wouldn’t have had to if TEWV had done its f**king job. But they didn’t, 

they left us, they abandoned her in the name of “promoting responsibility” and despite all 

our efforts, we couldn’t stop her attempting suicide again and again.. By the time she 

was sectioned by a different Trust, we were broken. We had left our jobs, redecorated 

half the house so that it was less likely to cause sensory overload, in our desperation we 

had intruded on my sisters right to privacy and her right to make decisions, we had 

responded to multiple suicide attempts, reported her as a missing person twice, called 

ambulances and an air ambulance, slept in hospital corridors, borrowed friends’ credit 

cards to stay in travelodges, argued with paramedics/nurses/liaison 

psychiatrists/doctors/crisis teams/Trust management.. We had been to hell and back, 

and it could have been avoided if someone, anyone, at the Trust had stopped 

parroting the party line about responsibility for just one second and thought to 

themselves “perhaps we should help”.”  

- Sister of TEWV patient (bold ours) 

 

“We had been calling and emailing the home treatment team with our concerns for weeks, 

and they kept telling us that they couldn’t talk to us, or hear our concerns, because they 

didn’t have the consent of our daughter. We didn’t want them to give us any information, 

we wanted to give them information. We live with her, we see her every day, we have 

valuable insights into her health. It took a formal complaint to finally be listened to, 

and by then it was too late, she had to be hospitalised.”  



316 

- Parent of TEWV Patient (bold ours) 

 

10.5 “Dependence” on Services 

The reality of TEWV’s “Less is More” approach is as oxymoronic as the phrase itself: patients are 

given less care, whist being repeatedly told it is, in fact, more. Within physical healthcare settings 

such a notion would (generally-speaking) be recognised for the glaring logical fallacy it is. Patients 

waiting to enter the operating theatre are not told: “Less anaesthesia is actually more anaesthesia, 

so here’s some paracetamol and good luck with your total hip replacement”. Indeed, there is no 

better encapsulation of covert resource rationing in healthcare than TEWV’s “Less is More”. 

One specific form of such rationing became increasingly apparent to the authors throughout their 

conversations with TEWV patients. The authors were told that certain interventions, particularly 

inpatient treatment or other intensive forms of care, are frequently withheld due to the apparent 

clinical need to avoid “patient dependency”. It seems this particular form of “optimal care” is often 

reserved for “complex” or unpopular patients, such as those labelled with BPD. 

As alluded to already, modern western mental health services embody modern western 

sociocultural norms, including the perception of individual autonomy, independence and 

responsibility as being key to personal development and maturity [1009]. Thus, in a healthcare 

system reframed around ideals of individualism, personal responsibility and independence from 

state assistance, it follows that dependence would be pathologised as “abnormal”. This also 

happens to provide a convenient excuse for shirking clinical responsibilities legally owed to the 

patient and/or withholding intensive interventions, since the avoidance of “dependence” is said to 

be in the patient’s best interests. 

Despite the active, adaptive, and positive functions of dependency in healthcare (discussed later 

in this section), western clinicians, researchers and psychosocial theorists have continued to 

heavily emphasise its apparent pathological and undesirable nature [1010]. Several such theories 

are outlined below: 

● Dependency as immaturity: Freudian theories conceptualise dependency as immaturity, 

linked to the “oral phase” of the (heavily criticised and controversial) psychosexual theory 

of development [1011]. Those who espouse this theory argue that dependent patients 

“feel lost when alone because they feel they cannot do anything without help” [1012]. 

Despite the lack of evidence surrounding much classical psychoanalytic work, this model 

of understanding is, incredibly, still informing the practice of modern-day clinicians [1013].  

● Dependency as femininity: Another model stems from the notion that dependency is 

inherently linked to femininity [1014]. Traditionally promoted as a socially expected gender 

stereotype in women and girls, families that adhere to such expectations show higher 

levels of dependency in girls than boys [1015]. Studies have found that mental health 

clinicians perceive male gender stereotypes to align with the measure of adult mental 

“healthiness” in the general population, while female gender stereotypes are heavily 
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pathologised [1016]. Being a heavily gendered diagnosis, it is not surprising that BPD-

labelled patients find themselves being specifically pathologised for behaviours linked with 

feminine stereotypes, such as dependency.  

● Dependency as weakness: Closely related to “dependency as femininity” is the idea that 

dependency is synonymous with weakness. Dependent patients have been described as 

"noticeably self-effacing, obsequious, ever-agreeable, docile, and ingratiating." 

[1017,1018]. Clinicians fear that such “passive-submissive” dependency could lead to 

patients failing to take initiative in their own treatment, presenting as weak and helpless 

and in constant need of care [1019]. 

The negative connotations underpinning this spectre of patient dependency may lead clinicians 

to perceive potential “dependent patients” (such as BPD-labelled patients) as “needy”, 

“manipulative”, “clingy”, a “burden” on staff and services, likely to need treatment longer than 

necessary and overall, very likely to place far too many “unreasonable demands” on services for 

things they should just do for themselves [1020,1021]. One of the myths perpetuated by mental 

health services is that the care provided for these “types” of patients will ‘never be enough’. As 

was outlined at an internal TEWV staff training session [1022];  

“[Patients can] find it difficult to accept/ or feel helped by care, yet at the same time 

desperately seek it and demand more and more. [...] Staff can find themselves in a 

rescuing position, giving more and more - but are still accused of not caring enough. Well-

intentioned ideal caring/rescue generates unrealistic expectations, becomes 

unsustainable (both personally and financially) and inevitably leads to failure”. 

 

Figure 18: Photograph of a slideshow at an internal TEWV staff training day 

So, what exactly are these patients demanding of mental health services? Are they insisting the 

nurses do their taxes for them? Are they hell-bent on having some psychiatrists over to clean their 

guttering, powerflush the drains and unblock their toilet? Do they require a gaggle of clinical 
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psychologists on a rotating shift pattern, to hold their hand at all times and say ‘there there dear’ 

at regular intervals? Do they expect the board of governors to sort out that feud between their 

Mother and Auntie Brenda, that started when the latter cheated in a game of backgammon during 

Christmas 1962 and has plagued family gatherings since? Clearly not, yet, mental health services 

commonly imply that requests for anything above what they offer (often, absolutely nothing) are 

just as unreasonable and demanding. The notion of ‘avoiding patient dependency’, as promoted 

by services, is most certainly not being used in a manner supportive of patients, rather, it is more 

than likely an attempt at chicanery to covertly ration resources and withhold care from 

“undesirable” patients. Thus, while clinicians exploit the BPD stereotype to discredit and malign a 

diverse group of patients as insufferably demanding, selfish and dependent, mental health 

services avoid any awkward questions about their responsibility to have due regard for their legal 

and ethical duties of care. 

To reiterate what was covered in Section 5, Principle 2: complaints received from BPD-labelled 

patients are often considered to be lacking in validity, serving only to confirm the patient’s status 

as a “typical borderline” [1023]. A similar mechanism is in play within this situation: patients who 

complain about receiving poor quality, limited, or harmful care are told their “expectations” are too 

high, their “perception” of the standard of care they should be receiving is out of touch, and their 

“interpersonal difficulties” are causing them to blame staff for problems inherent to their own 

“dependent personality flaws”. As one paper writes, BPD-labelled patients are commonly 

considered “dependent”, “needy”, and have “an offensive sense of deservedness” [1024]. Staff 

are able to ignore legitimate concerns, complaints, and service failures by explaining it to 

themselves and their colleagues as a pathology related to the patient’s diagnosis. 

“I was really struggling with flashbacks and was extremely depressed. I was referred back 

to the CMHT as I had requested some kind of trauma therapy but was only given a 

prescription for antidepressants and sent away, as they “don’t do trauma therapy”. 

Every single day was a struggle to cope… It felt as if my whole world was closing in around 

me, the only support I had was the medication, nothing else. I begged for some kind 

of help, some kind of therapy, just someone to help with the flashbacks and was told “this 

is a common theme with you, you never think anyone is helping you”. The letter sent 

to my GP said “nothing would ever be enough” for me. I have never felt so hopeless 

and small in my life.”  

– Former TEWV Patient (bold ours) 

 
Figure 19: TEWV Patient notes describe a BPD-labelled patient as experiencing “paranoia” regarding their 

“perception” of poor care 
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“If you ever pull up staff about not getting proper care it always comes back to 

unreasonable expectations. I could be dying in the street and asking for help would 

be an unreasonable expectation. Its hard to know what they think they owe their patients 

but it seems to be absolutely nothing. If you ask for anything more than nothing you are 

unreasonable and demanding.” 

 

- TEWV Patient (bold ours) 

Contrary to the negative conception of dependency promoted from within mental health services, 

research has found that people considered “dependent” (people more likely to rely on others for 

aid, support etc.) are less likely to delay seeking help for physical health issues; miss fewer health 

appointments; are more engaged and more “compliant” with treatments; have high levels of 

interpersonal sensitivity; and rather than acting in a passive manner, actively pursue and seek 

out care [1025-1028]. Studies also show that “dependent” patients perceive their therapeutic 

alliances more positively, leading to higher rates of engagement and better treatment outcomes 

[1029]. Lower rates of treatment engagement are associated with increased rates of 

hospitalisation and poor clinical outcomes [1030,1031]. 

Unsurprisingly, mental health services also consistently fail to acknowledge that both the 

behaviour of staff and the mechanics of the service itself can deliberately induce dependency and 

dependent traits, such as situational helplessness. Situational helplessness can arise in 

individuals continuously exposed to uncontrollable, negative situations which they have no 

influence or control over. After a period of time individuals may internalise this understanding and 

stop trying to change their circumstances, even when opportunities to effect change become 

readily available [1032]. For example, hospitalisation doesn’t passively convey to patients that 

healthcare professionals ‘feel they are incapable of looking after themselves’ (pg.2 V1&2), it 

actively promotes situational helplessness by encouraging patients to adopt passive, cooperative, 

and dependent roles for the convenience of staff [1033]. Patients who try to take a more active 

role in their care by asking questions, seeking answers, and refusing to “quietly comply” with 

medical orders may be labelled as “difficult” and ignored, overlooked, or prematurely discharged 

by staff who either perceive such behaviour as a signal that the individual isn’t unwell, or who 

want rid of them because they are annoying and/or time consuming [1034,1035]. 

Despite hospital staff purposefully cultivating patient dependency for their convenience, as 

illustrated in the following transcript of a recorded conversation between a TEWV inpatient and 

TEWV clinician, bizarrely, admission can be refused on the grounds that patients will “become 

dependent” if they are admitted: 

“TEWV consultant psychiatrist: [Responding to patient comments about being refused 

hospitalisation as part of their crisis plan] So, has that been explained to you why that 

wouldn’t be beneficial. I'm sure it has.. 

 

Patient: No it hasn’t. All that’s been said is that even a few weeks in hospital can lead to 

dependency.. 
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TEWV consultant psychiatrist: Yes. And that’s true. There’s many research. Many, many 

pieces of research out there that proves that point. 

 

Patient: And I’d rather take the risk of dependency.. 

 

TEWV consultant psychiatrist: But then the discharge would be even harder to do. It 

would be even harder on you, not us. 

 

Patient: No, it wouldn’t. Guess what, I was in hospital for 6 months in 2004 and.. 

 

TEWV consultant psychiatrist: And maybe that’s why we’re here now where we are.. 

 

Patient: And maybe it’s not. 

 

TEWV consultant psychiatrist: Because you feel safer in hospital.. 

 

Patient: Maybe it’s not. I haven’t been in hospital for 10 years.. It took a lot to get to, get 

to the stage I’d say I want to go into hospital. I was so traumatised by my admission I 

had to have therapy to get over it so to actually get to a stage where I think hospital is 

needed.. 

 

TEWV consultant psychiatrist: That’s fair enough but as time goes on we do learn more 

 

Patient: Yes I learnt more and I really wanted to get out of hospital in 2004. I had to have 

therapy to get over it. And what I’ve learnt is that sometimes it does have a place. 

 

TEWV consultant psychiatrist: Of course. We all would agree with that. 

 

Patient: Yeah well unfortunately nobody agreed with it in my case apart from me. 

 

[...] 

 

TEWV consultant psychiatrist: Because we’ve learnt a lot of lessons since then and the 

lessons we’ve learnt is that certain diagnosis when certain people are in hospital it 

proves detrimental, short term management.. 

 

Patient: What’s my diagnosis? 

 

TEWV consultant psychiatrist: Bipolar…. and EUPD traits 

 

Patient: No that’s not been discussed with me at all. That hasn’t been discussed AT ALL 

and I knew that’s why you haven’t been listening to me because I know that’s the 

treatment for EUPD. Traits is it now? Cant even get the full diagnosis? Willing to put 

my life at risk for a diagnosis that hasn’t been discussed with me that is entirely 
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informing my treatment plan? Oh it is so sad. It’s just so sad. 

 

- Transcript of a conversation between TEWV inpatient and TEWV clinician 

(bold ours) 

Contrary to the received clinical wisdom uncritically espoused above, patient “dependency” is not 

the unitary, conceptual monolith it’s being made out to be. In the given example, the TEWV 

psychiatrist is, in fact, conflating care dependency (a specific reliance upon healthcare personnel, 

perceived as greater than “normal”) with personality trait dependency (a general reliance upon 

others for aid, support etc, perceived as greater than “normal”) [1036]. Research by Geurtzen et 

al, suggests that while people considered personality trait-dependent may develop care 

dependency, there is no significant correlation between the two constructs, and, in fact, the 

specific context of mental health care appears to play a separate role in determining whether or 

not patients become “dependent” [1037]. 

To withhold a potentially life-saving intervention from an entire patient group, on the sole basis 

that said patients might become “dependent” upon having their life saved is perverse, particularly 

in light of the fact that: 

● “Care dependency” per se is not an inherently negative or harmful clinical phenomenon, 

rather, the milieu of environmental, historical and other clinical factors unique to each 

clinical encounter determines the nature of its effect on clinical outcomes. 

● Care dependency is not the same phenomenon as trait dependency; the risk of an 

individual becoming care dependent cannot be predicted on the basis of diagnosis alone. 

Patients requiring admission to hospital to keep them safe during crisis, are being denied this life-

saving intervention on the basis that they may develop dependency - the implication being it is 

more important for patients to not be dependent than it is for them to stay alive.  

Thus, the BPD-labelled patient is caught in the chaotic crossfire between the financial 

preconceptions of the Trust concerning the cost of intensive intervention, and the moral 

preconceptions of staff concerning the “legitimacy” of their care needs.  

As previously discussed at length, BPD is one of the most highly stigmatised diagnostic labels in 

contemporary psychiatric history. Many clinicians admit to wanting to avoid, or even to hating 

BPD-labelled patients, perceived as attention-seeking; manipulative; less genuinely unwell; more 

responsible for their actions than other patients; and, ultimately, undeserving of NHS resources 

[1038-1044]. Such unbridled prejudice provides the perfect sashay from the political to the clinical, 

wherein the clinician internalises the State’s conception of resource allocation, subsequently 

proselytising such as “clinically optimal” when it is, in fact, merely politically optimal. After all, who 

better to inflict this upon than a group of patients who supposedly neither need nor deserve 

precious NHS resources. 

“They put me through hell when they left me with no care. I can’t even describe how 

that made me feel. I was terrified of dying but found myself making a plan, writing a note, 
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organising my stuff… as if I was watching from the outside. And I kept asking for help, 

telling them I was going to hurt myself, kill myself.. I wasn’t in control.. Help me, I think I’m 

going to die… but they did nothing, nothing at all and I couldn’t understand why. I was left 

by myself and the only feeling I had left was that my life was not important. I felt 

completely worthless. I was already fighting against myself, I didn’t need to fight against 

them too. In my notes afterwards it said this was best so I didn’t become dependent 

on services to help me.” 

- TEWV Patient (bold ours) 

 

The major challenge for clinical teams and the Trust, when adopting a Less is More390 approach, 

is managing the expectations of the person, their family and the wider health care and regulatory 

community. 

One would think that, by far, the most ‘major challenge’ inherent to the Protocol’s ‘Less is More’ 

approach would be the very obvious risk of patients being abandoned to entirely preventable 

deaths, because their care needs went unmet. Not where TEWV is concerned it seems, where 

the apparent need to ‘[manage] the expectations of the person, their family and the wider health 

care and regulatory community’ takes a much greater precedence over the health and safety of 

the patients subject to it, the impression being that the Trust views the deaths of such patients as 

more of an annoying inconvenience than a needless tragedy. Moreover, TEWV has absolutely no 

business “managing” the expectations of regulatory bodies they, in fact, answer to. Indeed, said 

“expectations” are more accurately referred to as regulations. As noted by the Department of 

Health’s guidance on clinical risk-taking within mental health services [1045]:  

“[A]ny decision is likely to be acceptable if it conformed with relevant guidelines, it was 

based on the best information available, it was documented and the relevant people were 

informed.”  

- (Pg. 33) 

Thus, should the wider regulatory community express such profound levels of concern regarding 

the safety, efficacy, legality, etc of ‘Less is More’ that the Trust actually has to start “managing” 

them, it seems likely that the Trust is failing to align its policies with the appropriate regulations.  

 

11.0 Principle Eight: Defensible Documentation 

Whether clinical teams take therapeutic risks or not 391, it is statistically inevitable that serious 

untoward incidents, and other events that prompt scrutiny and challenge, will occur. Therapeutic 

 
390 In version 2 “less is more” was changed to “least intrusive intervention” 
391 In version 2 “Whether clinical teams take therapeutic risks or not” was changed to “Given the current predictive and preventative 

abilities of psychology and psychiatry” 
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risk taking, patient responsibility and Less is More care plans392 require a higher standard of 

documentation because they differ from normal mental health practice393. This sort of practice is 

not always familiar to other clinicians, families and inspecting/regulating bodies and so it needs 

to be well explained in the patient record.  

The Clinical Risk Assessment and Management Policy details the record keeping requirements 

for clinical risk management in the Trust. Good documentation of the considerations underpinning 

risk management decisions enables the Trust to explain and defend therapeutic risk taking394. 

 

11.1 Defensive and Self-interested Practice 

The most important take-home message from this most revealing principle is that, while the Trust 

is clearly fully cognizant of the risk of death it imposes upon patients treated under “Less is More”, 

it’s only concern is the pre-emptive deflection of any criticism, blame, or liability associated with 

such deaths. It’s important to recall that, although TEWV is clearly rather set on the notion that 

clinical risks are only ever the product of patient “behaviours”, this couldn’t be further from the 

truth. As the qualifier suggests, clinical risk is a product of clinical intervention; risk per se may 

well be inherent to all aspects of human existence, but clinical risks can only arise because some 

form of clinical practice has been undertaken. It’s also important to appreciate that, conceptually-

speaking, clinical practice begins the moment a patient engages a clinical service. From this point 

onwards, every facet of the Trust’s behaviour has the potential to modify the patient’s risk of dying: 

that’s every diagnosis; treatment; appointment; interaction; precaution; assumption; operational 

convention; employee; service; environmental hazard; care deficit; and regulatory failure. Thus, 

the clinical risk of death ultimately arises, not from the patient’s behaviour395, but from the clinical 

use of “Less is More” by the Trust and its agents, (especially ironic given that the end result is 

actually the denial of clinical care).  

As previously stated, a caveat central to contemporary clinical practice is the understanding that 

no clinical intervention can ever be said to be without clinical risk396. An equally important proviso 

pertains to precisely what is meant by clinical “intervention”: though the word itself conjures 

images of active intervention (the patient receives care), in the context of risk it may also refer to 

the manner of deliberately passive intervention (the patient does not receive care) prescribed by 

the Protocol. The latter circumstance is not inherently bad or neglectful; it’s not uncommon for 

patients to opt for conservative or “watch and wait” interventions (ie no active treatment provided) 

 
392 In version 2 “Therapeutic risk taking, patient responsibility and Less is More care plans“ was changed to “Recovery orientated 

care, including the maintenance of patient responsibility and Less is More type care plans” 
393

 In version 2 “ they differ from normal mental health practice” was changed to “can appear different from typical mental health 

practice” 
394

 In version 2 “therapeutic risk taking” was changed to “comprehensive harm reduction care plans” 
395

 Though clinical risks can obviously be modified by the patient’s behaviour, they must first be introduced via the actions of a 

clinician. 
396

 Including placebo treatment (cf: nocebo) 
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where the risk of treatment appears to outweigh the risk of no treatment397. However, such 

conservative interventions are only justifiable where the risks of not providing active care or 

treatment are identified and adequately mitigated, which is why such options generally entail 

surveillance in the form of periodic tests, examinations, consultations etc (hence watch and wait). 

Yet, the Protocol makes absolutely no attempt to mitigate, identify or even acknowledge the 

presence of any clinical risks inherent to ‘Less is More’.  

Thus, throughout TEWV’s entire, 4000-word treatise concerning the “management” of clinical risk 

associated with suicide and self-harm in BPD-labelled patients, the Trust doesn’t even bother to 

inform staff of the existence of such risks, let alone acknowledge that, if not adequately mitigated, 

the Trust could actually be the cause of patient deaths. Yet, despite this glaring omission, they 

nonetheless had the forethought to dedicate an entire section on evading the ‘scrutiny and 

challenge’ arising from such gross negligence. This is not the behaviour of a Trust ignorant to the 

morbidity and mortality they inflict upon patients. It’s the behaviour of a Trust fully aware of both 

the magnitude and the unlawfulness of the risks it so readily takes with patients' lives, but 

ultimately considers the protection of its image to be of greater importance than the protection of 

patient life. 

 

11.2 “Precise Support and Guidance” 

It is particularly important that the rationales for both the risk management interventions taken, 

and those considered but not taken, are recorded. Optimal care for people with a diagnosis of 

BPD+ often consists of teaching, encouraging and supporting people to use their own resources 

at times of crisis, rather than offering more intensive treatments.  

 

The Protocol’s language frequently gives the impression that, although “normal” mental health 

interventions are being withheld, the patient is still being appropriately “encouraged”, “guided”, 

“supported” and otherwise shielded from preventable death. Yet, there is a total lack of instruction 

on the nature of the ‘precise support and guidance’, ‘teaching, encouraging and supporting’ or 

‘support, skills, encouragement and hope’ staff are allegedly providing to suicidal patients, in place 

of the more intensive treatments reserved for non-”BPD+” patients. Much like the Emperor's New 

Clothes, the Protocol makes these claims and promises to serve TEWV’s carefully constructed 

mirage of compassionate, well-considered and safe care, whilst simultaneously, and quite 

brazenly, failing to deliver on any of them.  

 

‘This is not a negligent position: the team should provide the patient with the support, 

skills, encouragement and hope they need to retain responsibility for themselves.’ 

 

 
397

 This is very much a simplification but, for example: a person receiving a diagnosis of abdominal aortic aneurysm (AAA) might 

live for decades with no treatment at all (conservative treatment option), but they could just as easily (and, quite literally) “drop dead” 
the next day. On the other hand, surgical repair of an AAA (“aggressive” treatment option) carries its own, very high risk of death. As 
such, a patient who otherwise may have lived out their natural lifespan without requiring medical intervention dies prematurely; their 
death being the product of clinical risk, not the risk of the AAA itself. 
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pg.4, V1; pg.5 V2 (bold ours) 

 

 

‘The Less is More principle is not an invitation to neglect. It is about a detailed 

understanding of the precise challenges the person is facing, showing the person that 

they are understood, and conveying that professionals believe that, with precise 

support and guidance, the person has the capacity to flourish.’ 

 

pg.6 V1; pg. 7 V2 (bold ours) 

 

‘Optimal care for people with a diagnosis of BPD+ often consists of teaching, 

encouraging and supporting people to use their own resources at times of crisis, rather 

than offering more intensive treatments.’  

 

pg.6-7 V1; pg. 7-8 V2 (bold ours) 

 

 

In spite of this veneer of compassion and professionalism, it’s quite evident that the comparatively 

substantial, and unequivocally material, risk of death ‘Less is More’ poses to “BPD+” patients is 

of little concern to TEWV. That is, of course, until it needs to be twisted into the tragic fable of an 

unforeseeable, inexorable and wholly unreasonable burden, gallantly borne by both Trust and 

staff. Perhaps, this is to offset the Protocol’s intense preoccupation with its completely 

unevidenced; clinically unprecedented; highly stigmatising; logic-defying; unethical; unlawful; 

reckless and potentially lethal conception of patient ‘responsibility’. In service of such, it is similarly 

preoccupied with the promotion of an essentially mythological and largely nebulous risk of “harm” 

to the patient’s sense of ‘responsibility’ and ‘self efficacy’, allegedly entailed by the provision of 

‘caring’ services and interventions. While the untold ‘harms’ of these ‘familiar’; ‘common’; ‘caring’; 

‘protective’; ‘socially expected’ and ‘typical’ risk management interventions ‘at the core of mental 

health work’ to patients labelled with “BPD+” are explicitly reiterated ad nauseum, this purported 

risk of “harming” the patient with the competent care they are entitled to is NEVER specifically 

juxtaposed with the very real risks entailed by the denial of such care, i.e. the patient dying. 

Though there are a few occasions on which the Protocol seems to hint at such a comparison, the 

wording is so vague and insipid it’s not at all clear what risks staff are supposed to be considering 

or how to safely balance them. On none of these occasions is the risk of death, entailed by (proper 

or improper) use of the Protocol, ever acknowledged. Indeed, though the Trust felt it necessary 

to repeatedly, preemptively and explicitly plead innocent to future accusations of negligence, they 

apparently did not think it prudent to mention any of the many real and serious risks entailed by 

the Protocol’s mandate to, in effect, play God with lives of acutely suicidal patients with a ‘very 

high risk’ of dying. Thus, not only does this ‘Protocol for the management of clinical risk 

associated with suicidal behaviour [for patients with “BPD+”]’ fail to provide any meaningful, 

detailed instruction on how to properly assess and manage the risks particular to this population, 

it also fails to perform or provide any assessment or acknowledgement of the risks entailed by 

the Protocol itself. Instead, there is just the chilling promise that TEWV ‘will continue to support 

such risk taking even when tragic events occur’. 
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It is truly impossible to comprehend how any member of staff involved in the care of acutely 

suicidal patients, could fail to account for the possibility of such a catastrophic and irreversible 

outcome from an intervention requiring the withdrawal or denial of care to such vulnerable 

patients. Yet, a careful study of the Protocol’s vernacular on suicide and death yields a possible 

explanation. Essentially, it seems that the Trust is extremely careful to avoid the use of any 

language validating patient deaths (or the risk of such) as ‘actual’ suicides. Indeed, the Protocol 

goes out of its way to avoid using ‘suicide’ in any context suggestive of genuine intent. On the few 

occasions it does acknowledge patient deaths, ‘suicide’ is omitted, with overt emphasis being 

placed on the patient as the cause of death, the subtext being that such incidents are the fault of 

the patient, not the Trust: 

  

‘death or serious injury as a result of their own actions’   

‘kill themselves’  

‘kill or severely injure themselves’  

 

Where suicide is mentioned as material to Trust patients (as opposed to an abstract risk), it is 

largely sanitised of death. Rather, it is characterised in a manner that minimises the appearance 

of risk: paired with connotations undermining the sincerity of the patient’s intent or distress: 

 

‘suicidal thinking’ 

‘suicidal thinking and behaviour’ 

‘suicidal behaviours’ 

‘suicidal and self harm behaviours’ 

‘high risk behaviours’ 

‘suicidal statements’ 

 

On the few occasions the risk of death from suicide is acknowledged, it is similarly minimised: 

 

‘The proportion of self-harm events that end in actual suicide is very low’ 398 

 

Or the language is needlessly managerial, suggesting that the Trust’s main concern is with 

escaping liability: 

 

‘serious untoward incidents and other events that prompt scrutiny and challenge’  

 

Of course, that the wording and apparent subtext of the Protocol leads to an interpretation that 

supports and validates the horrifying experiences of TEWV survivors, does not mean that this 

interpretation is accurate or what was intended. Nonetheless, when one considers the multitude 

of ways in which this Protocol displays ignorance and contempt for the fundamental clinical, 

professional, ethical and legal standards, detailed throughout this report, it is rather hard to ignore 

 
398

 Note that the action preceding these ‘actual’ suicides is described as a ‘self-harm event’. Note also that we are not told of the 

proportion of such events leading to death, only of that leading to ‘actual suicide’. This could be an unintentional omission, or it could 
be indicative of the belief that most BPD-labelled patients who kill themselves, were not genuinely suicidal. 
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the overwhelming suspicion that TEWV deliberately sanitised the language, removing the material 

risk of death, or any mention of the Protocol’s involvement in the risk of death to patients. It’s 

possible this is done to ensure staff felt comfortable and confident using positive risk-taking 

interventions, assured that the risk of suicide was low, and that if patients died, it was likely 

misadventure, which is (supposedly) a far less predictable/preventable outcome. While, 

repeatedly asserting that “this isn’t negligence” does not make it true, it does provide a crude 

veneer of clinical acceptability to both staff and CQC inspectors reading it. Whatever the intended 

aim, the Protocol succeeds in minimising the high risk of patient harm and replacing it with an 

untold number of ill-defined risks posed by the provision of ‘familiar’, ‘common’, ‘caring’, 

‘protective’, ‘socially expected’ and ‘typical’ crisis interventions.  

  

Ultimately, the Protocol entails only a single, unequivocal staff directive: that patients ensnared in 

its expansive criteria should be denied care on the supposed basis of their ‘responsibility’. The 

rest, including every claim and statement made with regard to risk assessment, management, 

and the documentation of such, is so vague and non-committal, it functions as little more than 

window dressing. Indeed, given the astounding lack of precision therein, one would be forgiven 

for assuming this was a “Protocol for the management of paper cuts, stubbed toes and/or other 

such trivialities”, as opposed to one in which the lives of numerous patients are knowingly, 

deliberately and persistently placed in peril.  

 

 

11.3 The Importance of Record-Keeping 

The reasons for not providing more intensive interventions need to be well recorded. If these 

reasons are inadequately recorded, then well considered low key support can appear neglectful 

to outside observers. Appendix 2 can be used to document these considerations. 

High quality clinical records are absolutely fundamental to safe and effective patient care. The 

clinician’s duty to keep up to date and accurate records is outlined by the GMC [1046], the NMC 

[1047], the BPS [1048], the HCPC [1049] and by the Data Protection Act 2018 [1050].  

Poor clinical record-keeping is associated with increased patient mortality [1051], and has the 

potential to mislead clinicians with regard to the patient’s current clinical picture, jeopardising 

numerous avenues of patient care, including:  

● Pharmaceutical: over or under prescribing medication; not prescribing needed medication; 

prescribing the wrong medication; prescribing medication the patient is fatally allergic to; 

prescribing otherwise contraindicated medication; providing too much or too little 

medication at one time; etc. 

● Communication: failing to act on vital information from patient/family, as not recorded; 

failing to communicate known risk to staff/family, as not recorded; lack of continuity 

between healthcare professionals; staff being unaware of sudden changes in risk; etc. 
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● Observation/appointments: failing to record when an inpatient was last seen or what their 

mental/physical state was; missed ward observations; not recording the need for follow up 

or further appointments; failure to note risk thus missing opportunities to intervene; etc. 

● History: lack of medical history available in emergency situations; providing repeat 

interventions; using inappropriate interventions; lack of awareness regarding historical 

patterns of risk; red flags; etc. 

A disturbing theme emerging from Regulation 28 reports (completed by Coroners in the event of 

a preventable death likely to reoccur), is that some mental health patients are dying purely 

because of breakdowns in clinical communication, such as poor record-keeping [1052]. 

Medical records are primarily intended to support patient care; any and all other functions or uses 

are secondary to this [1053]. In this instance, the Trust places emphasis on good record-keeping 

only for the purpose of “not appearing neglectful”, rather than ensuring patient safety is maintained 

and professional guidelines and legal requirements upheld. With such an action the Protocol 

explicitly outlines the Trust’s interests as taking priority over patient care. 

 

12.0 (The Protocol’s) References and Recommended Reading: 

● Krawitz, R and Watson, C (2003). Borderline Personality Disorder: A Practical 

Guide to Treatment. Oxford. Recommended reading  

● NICE: National Institute for Health and Clinical Excellence (2009). Borderline 

Personality Disorder: treatment and management. Clinical Guideline 78. 

Recommended reading  

● Paris, J (2008). Treatment of Borderline Personality Disorder: A guide to evidence 

based practice. New York: Guildford Press. Recommended reading  

● Paris, J and Zweig-Frank, H (2001). A 27 year follow up of patients with borderline 

personality disorder, Comprehensive Psychiatry, 42, 482-487.  

● Stone, M (1990). The fate of borderline patients: successful outcome and 

psychiatric practice. New York: Guildford Press. 

  

12.1 A “Less is More” Approach to Evidence 

A central dogma of academic research is that “every categorical statement or fact reported must 

be supported in some way” [1054]. Yet, as already noted, almost every categorical statement, 

“fact” or “truth” asserted by the Protocol is completely unevidenced. This strongly suggests that 

the Protocol’s rhetoric is, in fact, derived from the personal opinions of the TEWV staff who wrote 

it, as opposed to actual evidence. Indeed, once every unreferenced sentence has been stripped 

away, the word count crashes from almost 4000 to a mere 186. It would seem that, in the main, 

the ideological linchpin underlying the Protocol’s approach is predominantly drawn from the 

following, wholly unevidenced statements:  
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● Many of the familiar interventions for reducing short term risk of suicide and severe self 

harm (e.g. hospitalisation, enhanced observations, and increased frequency of community 

contact) can have negative short or long term side effects for people with BPD+. (pg.2 

V1) 

● [..] enhanced observations can sometimes reduce a person’s responsibility for their own 

wellbeing and create conditions for reckless behaviour. (pg.2 V1&2) 

● [..] hospitalisation can convey to a person that professionals feel they are incapable of 

looking after themselves, thus reducing self efficacy. (pg.2 V1&2) 

● [O]ptimal care for people with a diagnosis of BPD+ often means offering the patient care 

plans that “play the long game”; that strategically hold back from short term harm reduction 

(or the appearance of short term harm reduction) in order to achieve long term gains 

or reduce long term harms. (pg.2 V2) 

● For most people with a diagnosis of BPD+, the road to recovery begins when they see 

the possibility of taking adaptive action to end their own misery, instead of continuing to 

invest entirely in unrealistic hopes that others can take away their pain. (pg.4 V1; pg.5 V2) 

● People are also much safer when they take responsibility for their own actions instead 

of relying on others or on services to keep them safe. (pg 4 V1; pg.5 V2) 

● The availability of the sort of care that looks after the person in a protective way can be 

particularly de-stabilising, and may increase the risk of suicidal or self harm 

behaviour.(pg 6 V1&2) 

● The interventions that mental health services typically offer patients, and are socially 

expected to offer, at times of crisis often make things worse for people with BPD+.(pg 6 

V1; pg.7 V2) 

● Optimal care for people with a diagnosis of BPD+ involves providing just enough 

intervention. (pg 6 V1; pg.7 V2) 

● Offering a lot of intervention, or long interventions, or specialist interventions, can convey 

to the person a sense that they “really are very disturbed” and undermine the 

development of a healthy identity. (pg.7 V2) 

● Less is More is not always an example of therapeutic risk taking. It is very often the safest 

option full stop. (pg.6 V1) 

Despite this plethora of categorical statements regarding the ‘optimal care’ of BPD-labelled 

patients, the Protocol itself contains a paltry five references:  a book and a paper by Paris [1055, 

1056], and a book by Krawitz [1057], two authors renowned for their extreme views on BPD; the 

NICE guidelines for management of BPD [1058]; and an old book detailing a study of inpatients 

diagnosed with schizophrenia which took place in the 1960s-1970s [1059]. Each of these 

references is at least five years old, with a range of 11-30 years old at the time of the Protocol’s 

retirement (the most “up to date” being the NICE guidelines). This alone strongly suggests that a 

literature search was not attempted prior to the Protocol’s development [1060]. Throughout, the 

Trust repeatedly cherry picks, misuses and misrepresents this minimal evidence base to push the 

entirely unevidenced notion that the management of “BPD+” labelled patients and the abject 

neglect of “BPD+” labelled patients are one and the same399.  

 
399

 Which, presumably, is why the author is so concerned with distancing the Protocol’s approach from the notion of neglect. 
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In the Trust’s Quality Report from the year of the Protocol’s debut (2012) TEWV firmly asserts its 

purported commitment to “continuously improv[ing] the quality and value” of their work by 

“delivering services that are evidence-based” [1061]. Likewise, in the year the Protocol was 

revised (2014) the Trust’s “Quality Strategy” for 2014-19, affirmed that TEWV would ensure “all 

services and treatments [they] deliver are evidence-based” [1062]. Despite these repeated claims, 

the Trust’s Quality and Assurance Committee400 and Service Development Groups approved both 

the adult and the CAMHS versions of the Protocol for Trust-wide use in 2012, 2014 and 2016. 

Considering the Protocol only directs staff in the use of non-evidence-based practice regarding 

the management of extremely high clinical risk situations, one is left to wonder precisely how the 

Trust can claim to be ensuring the use of evidence-based clinical practices in every service they 

provide.  

 

12.1.1 “The Fate of Borderline Patients” 

The authors were beyond horrified and sickened to see “The fate of borderline patients: 

successful outcome and psychiatric practice” by psychiatrist Michael Stone being used to 

“support” and “inform” the Protocol. Published three decades ago, the book is a follow up to the 

“PI-500” study, conducted on 550 inpatients at New York State Psychiatric Institute between 

1969-1973. Of the 502 patients included in this retrospective, 90% had been diagnosed with either 

“pseudoneurotic schizophrenia” or “chronic undifferentiated schizophrenia”. Yet, for reasons 

known only to himself, Stone elected to retroactively re-diagnose the majority of these patients 

with either BPD; “borderline personality organisation”; or as “dysthymic borderlines”401, solely on 

the basis of his memory of said patients, their dated clinical records and, predominantly, his 

opinion. Being very much a product of the era it was written in, the book is awash with value 

judgements; misogyny; homophobia; ableism; paternalism; egotism and rape apologism. For 

example: Stone describes self-harm with language such as “grotesque”, “flamboyant” and 

“dramatic”; characterises paedophile fathers/step-fathers as “seductive” rather than sexually 

abusive, and the children they preyed upon as “caught-up in a seductive father-daughter 

relationship[s]”; he further notes how the apparent “sexual attractiveness” of these patients as 

children had “landed them in trouble” by contributing to their “misuse”402; proposes that the 

extreme distress and subsequent suicide of a patient days after being raped by her father had 

only an “aroma of causation”403; describes child sexual abuse victims as “[g]raduates of the school 

of sexual exploitation” who “gravitated toward rape as though by a homing instinct”; muses that if 

a man cannot “win” a woman through the “strategy” of “being nice”, he “must resort to cruder 

strategies, such as enslavement”; asserts that people abused as children “tend later on to behave 

abusively toward their own spouses and children”; Stone describes the 20 years of “meticulous 

records” concerning the menstrual cycles of his female office practice patients; and also rated all 

 
400 As described by TEWV: “a sub-committee of the Trust Board responsible for quality and assurance” 
401

 A combination of both “borderline personality organisation” and “major affective disorder” 
402

 Here Stone is literally referring to every aspect of the sexual abuse experienced by those patients, yet he opts to refer to them 

as though there were mere objects of “misuse”. Indeed, Stone repeatedly refers to the paternal sexual abuse of young girls as 
“sexual misuse by the father”. 
403

 In other words, there was only the faint possibility that the rape was related to the patient’s death by suicide. 
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of the female participants (but not the male participants) from the PI-500 study on a 10-point scale 

of attractiveness “where 1 signified ‘least attractive’ and 10 ‘most attractive’.”  

Additionally, while noting patient records were often lacking in trauma history, Stone offers the 

following “insight”: “in the era of the PI-500, we were scarcely more prepared to believe in the 

possibility of incest than were Freud and the pioneer generation of analysts.” No apology, no 

retraction, just “Freud didn’t believe it either, so it’s not our fault”. 

It is beyond comprehension that an NHS Trust, or any mental healthcare provider, would deem 

this stale, groundless and bigoted text an appropriate source of clinical expertise regarding the 

treatment (or, more accurately, lack thereof) of patients in crisis, many of whom have experienced 

exactly the kind of sexual abuse Stone so readily trivialises. Nonetheless, in an unexpected irony, 

while the Protocol repeatedly claims hospitalisation causes harm to BPD-labelled patients, Stone 

was very much of the opposite opinion, reporting that long-term hospitalisation (9 months to 1 

year) was highly beneficial to the majority of the “borderline” patients in the study. This disparity 

serves to highlight the next point of concern regarding the Protocol’s use of references: cherry 

picking.  

 

12.1.2 No Context Krawitz and Watson 

At the beginning of ‘Principle 4: Multi dimensional risk assessment’, the Protocol offers the 

following quote for consideration: 

 

“To statistically increase the likelihood of the client being alive in the long term, one might 

need to take decisions whereby there is an increased risk of suicide in the short term”  

 

Taken from the 2003 book ‘Borderline Personality Disorder: A practical guide to treatment’, by 

Krawitz and Watson, the quote is presented without context, and in a manner which is entirely 

misleading, as within the book, the paragraph directly following states:  

“Professionally indicated short-term risk taking is a concept that can be applied in varying 

degrees to decision-making. Decisions will include which clients it might apply to, at what 

juncture in treatment it may apply, the level of clinician activity, the nature of clinician 

activity (balancing support and self-responsibility) and the level of short and long-term risk 

to take.” 

- Pg. 148 

Amazingly, this crucial, qualifying paragraph did not make it into the Protocol. Though the 

reference is cited several times, there is absolutely no acknowledgement of these unique 

situational considerations. There is no discussion of which patients might best be served by 

positive risk-taking; what stage of treatment it should apply to; how much or how little clinical input 

each individual should receive; etc. Instead, the Protocol cherry-picks a single sentence from this 

201-page book quote seemingly supportive of the Trust’s “rationale” for its blanket application of 
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positive risk-taking upon all “BPD+” patients, purposefully ignoring the caveats of the original 

authors.  

This is not an isolated occurrence. In ‘Principle 5: Patient Responsibility’, the Protocol includes 

another such “no context” quote from this book: 

“The clinician is responsible for carrying out clinical practice at a reasonable standard of 

care, however, ultimately, the client with a diagnosis of BPD is responsible for their own 

behaviour (excluding psychosis, and some other Axis 1 disorders such a mania)” 

Yet, in the original text, this sentence is directly preceded by the following caution:  

“Clinician flexibility is crucial, as holding too rigidly to the ideology of self-responsibility will 

result in the clinician declining to take enough responsibility. When the client is unable to 

do so for themselves this can lead to a deteriorating, destructive but preventable spiral. 

The levels of responsibility required by the clinician will vary from client to client, with the 

same client from session to session and sometimes within a session. [...] There are no 

clear guidelines to advise the clinician as to how much responsibility to take [...].” 

- Pg. 96  

Once again, the Protocol deliberately misleads the reader, implying that its notion of inflexible 

patient responsibility is supported by the literature cited. The authors believe such disingenuous 

actions illustrate a very clear agenda: ensure positive risk-taking and ‘Less is More’ interventions 

are used without question and by any means.  

 

12.2 “BPD+” Could Mean Anyone 

The Protocol isn’t only for BPD-labelled patients; it can also be used on any patient whom staff 

perceive as being similar to, or fulfilling the stereotypical caricature of, a BPD-labelled patient., 

This was reiterated by the Trust online in 2019, in response to a patient complaint [1063]:  

 

“The trusts [sic] BPD protocol is used to support teams and service users when there is a 

difference of opinion on key aspects of someone’s care. It does not mean the person who 

is formulated through this framework has EUPD.” 

 

As repeated throughout the report, the Protocol is not simply aimed at people labelled with BPD, 

but implicitly includes a further 53 discrete diagnostic groups, and people with no diagnosis. 

Despite the Trust openly acknowledging this, they failed to provide a single non-BPD reference; 

completely ignoring all good practice guidelines and evidenced based treatment interventions for 

every other diagnosis subsumed by “BPD+”. Such is an egregious violation of the Trust’s statutory 

duty to provide safe, regulated, clinically appropriate, individualised care and treatment to every 

one of its patients. 
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13.0 Aims of the Protocol: A Conclusion 

(The aims of the Protocol have been moved from the beginning to the end of the report so that 

the aims could be more fully considered once the entire document was scrutinised.) 

 

The first aim of the protocol is to provide clinical teams with the support and guidance that will 

enable them to make well considered decisions with their patients for these patients’ long term 

wellbeing. 

The Protocol does not support or guide staff to make any decisions other than necessitate the 

coercive use of positive risk-taking and ‘Less is More’ care plans. It is not a tool to help staff 

consider alternative treatment options, a guide to inform staff decisions based around the 

individual needs of patients, or a balanced discussion of different interventions with their 

respective pros and cons. In actuality, throughout it’s eleven pages, the Protocol very rarely 

directs staff to “consider” anything; it merely repeats the Trust’s stance on the dubious and 

unevidenced assumption that ordinary health care interventions are “harmful” to any and all 

patients staff perceive as “being a bit BPD”. In reality, this Protocol is a political manifesto, which 

uses false information, anecdotal evidence, and personal opinion to insist staff reduce, overtly 

deny, and withhold ordinary mental health care from a clinically stigmatised patient group. 

The second aim is to ensure that the clinical teams can demonstrate that these decisions are well 

considered. 

The requirement that staff demonstrate their decisions (to reduce or withhold ordinary, well-

established mental health care) are “well considered” is disingenuous, because they are not 

actually encouraged to consider anything at all: the Protocol considers it all for them. ‘Principle 8: 

Defensible Documentation’ specifically states that the use of this Protocol requires a higher level 

of documentation, so that the Trust may better defend themselves from ‘challenge and scrutiny’ 

when patients die. This focus on staff ‘demonstrat[ing] [their] decisions are well considered’ makes 

no mention of patient safety or of the staff’s duty to keep accurate and complete patient records. 

Instead, it is entirely self-serving; ensuring the Trust’s needs and interests are safeguarded, while 

the patient’s needs, interests, and statutory rights are ignored. 

The third aim is to convey the Trust’s understanding of the challenges faced by patients, families, 

and clinical teams in situations where suicidal and self harm behaviours are ongoing and to 

convey the Trust’s support for teams taking (well considered, well documented therapeutic) risks 

in the service of recovery404 

Though the Protocol asserts one of its primary aims as conveying the ‘Trust’s understanding of 

the challenges faced by patients, families, and clinical teams’, it entirely neglects to actually 

consider any of the potential challenges faced by either patients or their families, other than to 

 
404

 In Version 2 of the protocol, the sentence “and to convey the Trust’s support for teams taking (well considered, well documented 

therapeutic) risks in the service of recovery” is updated to “The fourth aim is to convey the Trust’s support for teams making 
recovery focussed decisions with patients that take into account a broad range of potential harms and benefits, both short and long 
term.” 
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dismiss, discredit, erase and/or belittle them in the eyes of services. Indeed, the Protocol actively 

endorses paternalistic, coercive and discriminatory practices, displaying a startling lack of regard 

for patients’ statutory rights, the Trust’s statutory duties, and for national clinical and professional 

guidelines. 

In regard to ‘taking […] risks in the service of recovery’ the Protocol uses a deficit-based approach 

to “recovery”, with the clinical team making risk management decisions based upon their personal 

goals to modify the patient’s “undesirable” behaviour. It conspicuously fails to acknowledge 

“recovery” as something that is rightfully defined by the patient. Unless this is the case, any risks 

taken ‘in the service of recovery’ are, more accurately, taken in the service of the Trust and its 

staff. Furthermore, without informed consent, such risk taking is not “therapeutic”. Staff are not 

supporting a patient who chooses to take reasonable risks in pursuit of their recovery, rather, they 

are forcing them to risk their own safety and well-being, whilst shouldering none of the 

responsibility for negative outcomes. This grossly perverts the original aims of positive risk-taking, 

that is: patient empowerment, patient autonomy, and patient choice. 

This protocol provides additional guidance to the Clinical Risk Assessment and Management 

Policy and requires compliance with that Policy. 

(V2 only) This protocol is informed by, and congruent with, the Patient Safety Framework and The 

Recovery Strategy. 

The Protocol mandates compliance with several trust policies and frameworks. Yet, glaringly, 

omits any compliance with the Trust’s policies on consent; mental capacity; complaints; duty of 

candour; or minimum standards for clinical record keeping. The potentially devastating 

implications of this have been discussed throughout this report. 

Overall, the Protocol’s aims embody a total lack of consideration for person-centred care. 

Legitimate person-centred care recognises the patient as the expert on their life, their 

experiences, and their feelings [1064]. The role of mental health services is to be an equal partner, 

supporting the patient on their own unique journey in the manner that best suits them, not the 

service [1065]. As already noted, the Protocol demonstrates absolutely no indication of wanting 

to work with people to gain a shared understanding of their difficulties, as it plainly states it already 

understands the problems of everyone fitting the Protocol’s inclusion criteria, and makes it very 

clear throughout the document that (despite providing no evidence) it also understands how best 

these problems should be treated. 

Having spent a year dissecting the Protocol and speaking at length to many affected 

patients/carers/families, the authors cannot help but come to the conclusion that Tees, Esk and 

Wear Valleys NHS Foundation Trust invented the “BPD+” label, as a means of directly targeting 

people and/or “behaviours” it perceives as undesirable; inconvenient; difficult to understand; 

difficult to treat; uncomfortable for staff; or which may incur higher financial costs. This includes 

people who do not conform to the “sick-role” (perceived as not being overtly grateful, making 

complaints, challenging decisions etc.); so-called “high functioning” autistic people with mental 

health difficulties; people who are regularly hospitalised or in need of frequent crisis care; people 
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who do not respond to medications and psychological interventions in a “typical” or “expected” 

manner; and people experiencing chronic suicidality, “atypical” depression, self-harm, and 

difficulties relating to complex/interpersonal trauma (particularly childhood sexual, physical, or 

emotional abuse).   

 

Ultimately, there is no evidence that positive risk-taking is a safe or effective intervention in this 

patient population. There is no evidence that ordinary mental health interventions, such as 

hospitalisation, increased observations, and frequent community contact are more unsafe or 

detrimental to this patient population than others. There is no evidence the Trust is reducing harm 

to patients, increasing rates of recovery, or reducing patient deaths with this intervention. Overall, 

there appears to be no clinically justifiable reason for this Protocol to exist. That it does 

exist, and was embedded in the Trust for almost a decade is obscene. 

 

In the absence of clinical justification or purpose, the Protocol becomes little more than a bulwark 

of the toxic operational culture that it so enthusiastically promotes. Though the authors cannot, in 

truth, tell whether the Protocol created this culture or whether this culture actually informed the 

Protocol, such is, frankly, irrelevant here. With regard to present purposes, the authors believe it 

would not only be counterproductive and unjust405 to assign blame to particular individuals, but 

that the ensuing distraction would also serve the Trust’s interests in obscuring the inherently 

systemic nature of these failings. To put it bluntly: the ONLY means by which the litany of 

breaches, transgressions and potential crimes described herein have managed to develop, 

disperse, and dominate the “care” delivered by Trust services, is because TEWV have allowed it 

to happen. Regardless from whence it originally emerged, in codifying such in the form of an 

official Trust Protocol, TEWV has not only allowed, but approved, encouraged and facilitated the 

cynical and self-interested dissemination of this ruthlessly dangerous, cruel, and entirely self-

serving ideology by means of its regulatory framework. TEWV has, likewise, left staff to fill in the 

legal, ethical and operational details for themselves, according to their own interpretation of the 

many concepts left undefined, and the many inaccurate, misrepresented or purely fabricated 

clinical-sounding “facts” presented therein. This confluence of executive avarice, incompetence 

and corruption; critical deficits in staff numbers, training, skills and oversight; heavily stigmatised 

“behaviours” enacted by patients with a heavily stigmatised “diagnosis” and who are especially 

stigmatised by mental health staff; and an executive-endorsed ideology that not only adds to this 

stigma, but actually gives staff the permission and encouragement to blame, ignore and wilfully 

neglect said patients when they are critically ill; this perfect, silent storm that so calmly and 

soundlessly shatters the identity, self-possession, dignity, self-worth, trust, hope and faith of the 

patients and families it touches; that has already tormented at least one patient to death; this is 

what is relevant. 

Recall that these patients do not approach TEWV from a position of power. What little power and 

control they do have is summarily ripped from them the minute this Protocol is engaged. Yet, the 

 
405

 As stated elsewhere, the authors do not wish their necessary use of heavily generalised collective nouns such as “staff”, to be 

taken as referring to ALL members of Trust staff. The staff population at TEWV is not a unitary monolith, it is a collection of individuals, 
many of whom behave are horrified at the Trust but don’t feel safe enough to speak out, others who have given the authors 
(appropriate) information/testimony about their jobs, others who have attempted to remedy these failures internally but were ignored, 
and still others that have been able to blow the whistle. Unless otherwise stated, these are not the “staff” the report refers to. 
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patient is still told they are and expected to be “in control”, though the behaviour desired and 

promoted amounts to little more than compliance. Thus, the only “choice” these patients are given 

is to refrain from being distressed, traumatised, abused, neglected, essentially, to refrain from 

engaging the responsibilities of TEWV, especially as they are apparently “responsible” for needing 

them in the first place. If the patient challenges a decision or complains, the Protocol gives staff 

a blueprint for dismissing and discrediting them. However, it seems that, while TEWV staff of all 

grades appear comfortable exercising power that is not lawfully theirs, in a manner that serves 

their own needs at the expense of the patients’, neither they nor the Trust are willing to be held 

accountable for the avoidable patient harm and/or deaths that might result. 

The horrible irony of this situation cannot be understated. In the main, the Protocol’s justification 

for the blanket denial of appropriate treatment to all patients captured under “BPD+”, stems from 

the caricatured notion that such patients are only at risk because they refuse to ‘take responsibility’ 

for ‘their own misery’, instead ‘relying on others or on services to keep them safe’. Additionally, it 

claims that intensive treatment options are likely to cause the patient to escalate their ‘reckless 

behaviour’, and that ‘protective’ or ‘caring’ relationships with staff will result in them becoming 

more demanding, as they force staff to take responsibility for them. While this justification might 

fit within the “World According to TEWV”, in the real world it absolutely constitutes an invitation to 

neglect. Indeed, when viewed alongside the real-world statutory and professional regulations 

noted throughout the report, a distinctly alternative impression emerges: one of staff whom either 

do not believe “BPD+” patients deserve the same level of care offered to others or, for some other 

reason, wish to avoid having to care for such patients wherever possible. Either way, the Protocol 

essentially describes a process by which staff can coercively disempower “BPD+” patients for the 

purposes of quietly shirking their statutory responsibilities. Thus, it seems TEWV is every bit as 

manipulative, cynical and responsibility-averse as the “BPD+” caricature they cling to in 

justification of such. 

Given that all patients have the same rights regardless of diagnosis, and that no NHS employee 

has the right to choose which patients they treat with respect and which they don’t, there is no 

lawful way for staff to avoid “BPD+” patients or deny them appropriate care. Nonetheless, it seems 

TEWV have found a means of “liberating” themselves from having to treat said patients like human 

beings, by systematically coercing and/or bullying the patient (and their relatives) into believing 

their needs are illegitimate and their rights are non-existent. Where a patient is repeatedly 

subjected to false statements regarding their capacity, responsibility, motive and entitlement by 

multiple people in positions of authority (ie any member of Trust staff), they may start to believe 

what they are told.  

 

All told, it is beyond chilling to find an NHS mental health trust promoting this wholly unevidenced, 

formally secret, in-house approach to suicide risk management, for a patient population subject 

to a non-existent, often undisclosed diagnosis. An approach that, instead of taking the patient’s 

perception of their own risk and, indeed, their life, seriously, gives primacy to the unfounded 

assumptions it encourages staff to make, based on their perception of the patient’s motives. An 

approach that essentially empowers the same staff to disbelieve, dismiss and abandon suicidal 

patients in crisis on the basis of stigma and myth, with the justification that such neglect is 

somehow ‘safest’ or ‘optimal’ for these patients. An approach that tries to give the appearance of 
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something other than abject neglect with the linguistic illusion of benevolence and competency. 

An approach that, ultimately, and avoidably, contributed to the death of 25-year-old Zoe Zaremba. 

In closing, we leave you with one of Zoe’s final thoughts, posted on Twitter mere days before her 

life ended: 

“I just wish I’d never asked mental health services for help. My hope for my future has 

gone thanks to their actions. Is this what we want our health service to do to people?” 
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Aims of the protocol 

 

The first aim of the protocol is to provide clinical teams with the support and guidance that will 

enable them to make well considered decisions with their patients for these patients’ long term 

wellbeing. 

 

The second aim is to ensure that the clinical teams can demonstrate that these decisions are well 

considered. 

The third aim is to convey the Trust’s understanding of the challenges faced by patients, families, 

and clinical teams in situations where suicidal and self harm behaviours are ongoing, and to 

convey the Trust’s support for teams taking well considered, well documented therapeutic risks 

in the service of recovery. 

 

This protocol provides additional guidance to the Clinical Risk Assessment and Management 

Policy and requires compliance with that Policy. 

 

Scope of the protocol and terminology 

 

The protocol applies to care delivered in inpatient and community settings. It applies to people 

who have a diagnosis of borderline personality disorder (BPD) and to people challenged by similar 

long term issues of self harm, suicidal thinking and behaviour, emotional difficulties, and 

difficulties with relationships. Such people may have one or more of a range of personality 

disorder diagnoses. The term BPD+ will be used as shorthand for this group. 

 

The Trust’s support for therapeutic risk taking 

 

The Trust recognises that people with a diagnosis of borderline personality disorder (and other 

people for who deliberate self harm and/or suicidal thinking is present for long periods of time) 

are at very high lifetime risk of death or serious injury as a result of their own actions (Stone 1990). 

Reliably predicting if a person with a diagnosis of BPD+ will kill themselves in a given situation is 

not possible given the current development of psychiatry and psychology (Paris 2008), partly 

because the proportion of self harm events that end in actual suicide is very low (Stone 1990). 

People will kill or severely injure themselves even when very competent care is being provided. 

The Trust recognises that, in such tragic circumstances, it is important that the care is reviewed 

to consider whether any lessons can be learnt, and that patients, their families and staff are well 

supported during the review. The review will differentiate between contributory and incidental 

findings and will clearly state where good practice is identified. The principles in this protocol will 

be considered during the review. 

 

Most people recover from BPD in the long term (Paris 2008 and Zweig-Frank 2001). However, 

recovery requires that develop skills and self efficacy from facing and overcoming crises in their 

lives. When responsibility is assumed by others this also removes the opportunities that support 

recovery. 
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Many of the familiar interventions for reducing short term risk of suicide and severe self harm (e.g. 

hospitalisation, enhanced observations, and increased frequency of community contact) can have 

negative short or long term side effects for people with BPD+. For instance, enhanced 

observations can sometimes reduce a person’s responsibility for their own wellbeing and create 

conditions for reckless behaviour. Or hospitalisation can convey to a person that professionals 

feel they are incapable of looking after themselves, thus reducing self efficacy. The Trust 

recognises that optimal care for people with a diagnosis of BPD+ often means offering the patient 

care plans that “play the long game”, that strategically hold back from short term risk reduction 

(or the appearance of short term risk reduction) in order to achieve long term gains or reduce long 

term harms. This is therapeutic risk taking. The Trust supports well considered, well documented 

therapeutic risk taking according to the principles of this protocol, and will continue to support 

such risk taking even when tragic events occur. 

 

Principle 1: Purposeful Interventions 

 

People with a diagnosis of BPD usually recover, but typically not very quickly. Clinical teams 

should develop a long term, collaborative care plan based on the person’s long term life goals 

(NICE 2009). Care plans should detail the person’s own goals for recovery and wellbeing, and be 

worded in terms of positive targets. Risk management options should be evaluated in the light of 

their potential effect on this long term strategy. For recovery to take place, therapeutic gains must 

be made as well as risks avoided. For therapeutic risk taking to be defensible, the risks being 

taken must be justifiable in terms of the therapeutic gains expected. For instance, a long term 

goal might be for the person to be able to effectively ask others for help (without making suicidal 

statements). This goal would influence the team’s risk management considerations when the 

person was making suicidal statements. The long term therapeutic strategy and care plan, and 

its relevance to current risk management considerations, should be documented in the clinical 

record. 

 

Principle 2: Formulation 

 

The Clinical Risk Assessment and Management Policy details the sources and types of 

information that need to be collected and considered during risk assessment. From these, a 

formulation or formulations should be drawn up with the person that explains (as far as possible) 

the way the person behaves, thinks and feels, with particular reference to high risk behaviours 

and states of mind. The formulation(s) should be explicitly based on evidence based 

psychological, psychiatric, and sociological knowledge. The formulation(s) can then guide risk 

assessment and inform risk management considerations. 

 

For instance, a clinical team might develop a formulation based on attachment theory that 

suggests an explanation (in terms of disorganised attachment) for the observation that when 

visited several times a week at home by the team, a patient tends to increase the number of times 

they self injure and complain about their Care Co-ordinator. A safer care plan informed by this 

formulation might be for the Care Co-ordinator to see the patient once a week in clinic. 
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Principle 3: Precision in thinking and communicating about self harm and suicidal 

behaviours 

 

Therapeutic risk taking is defensible in situations where the various forms and functions of a 

person’s self harm and suicidal behaviour have been separately considered, and, as far as 

possible, understood. 

Many people with a diagnosis of BPD+ present with a wide variety of suicidal and self harm 

behaviours. These behaviours, thoughts, and feelings need to be separately assessed and 

described following detailed discussion with the person and clinical record searches. It is 

important that clinicians understand and document the actual and intended lethality of different 

behaviours. (Some people may carry out unintentionally lethal self harm behaviours, whilst others 

carry out non lethal behaviours whilst fully intending to die). 

 

Precise descriptions of the person’s experience are required, to illustrate: 

 

“He was feeling suicidal yesterday” is not enough. 

 

“Yesterday he said, “I would be better off dead” without meaning it, then began to experience 

visual images of falling from a height. When he had these he felt a sense of relief. He googled the 

average height for a lethal fall, but became distracted on the internet. The images haven’t 

recurred. He has no current plans to harm or kill himself” 

 

The idea of functional analysis can be helpful, working with the person to understand the function 

or purpose of each behaviour. For instance suicidal statements do not always convey an intention 

to die, they may be the only way the person feels able to communicate the extent of their misery. 

 

For some people, it is possible to identify a pattern of chronic, predictable self harm and/or suicidal 

thinking or statements. This pattern will have either been a near constant in their lives, or have 

recurred multiple times in response to similar sorts of events. The person, their family or clinicians 

who know them well may be able to describe the interventions that have helped the person 

through these episodes in the past, and those that have made things worse. If a well established 

chronic pattern exists, this should be described in the risk assessment, and the planned patient 

and service responses (agreed in advance with the person) should be described in a crisis care 

plan. Well documented care plans based on an historical understanding of a chronic pattern can 

prevent harmful or unhelpful interventions being provided by clinical teams who don’t know the 

person well. 

 

Care plans based on a well documented historical understanding of a chronic pattern of self 

harm/suicidal behaviour must specify the features of presentations to be regarded as being 

different from the chronic pattern; these could be referred to as the acute pattern. If these features 

are present, the clinician or clinical team need to temporarily abandon the pre-existing care plan 

and draw up a new plan to meet the new circumstances. 
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If the mental state of the person indicates that they cannot take responsibility for their own action, 

then this should be regarded as a new pattern and the clinician/team should take appropriate 

action according to the circumstances. 

 

Principle 4: Multi dimensional risk assessment 

 

“To statistically increase the likelihood of the client being alive in the long 

term, one might need to take decisions whereby there is an increased risk 

of suicide in the short term” 

(Krawitz and Watson 2003, page100) 

 

Trust approved therapeutic risk taking is not negligent lack of attention to potential risks. A well 

documented risk assessment as per the Clinical Risk Assessment and Management Policy is 

required. The comprehensive approach to risk assessment that supports therapeutic risk taking 

requires risks to the person’s long term mental wellbeing and chances of recovery to be 

considered alongside risks of suicide, violence and neglect. 

 

Clinical teams should also consider and record the potential short and long term risks and gains 

of carrying out and not carrying out each proposed risk management intervention. Appendix 1 

illustrates this method of analysis for each potential intervention. It is not a mandated table to be 

filled in and into the patient record (although it could be). It is more a guide to what needs to be 

considered and recorded somehow. It is particularly important to record the reasons why risk 

management interventions that are common in non-BPD+ populations have not been employed. 

The views of the person, their family and all members of the clinical team need to be taken into 

account and recorded in the clinical record as part of the decision making process. 

 

Principle 5: Patient responsibility 

 

“The clinician is responsible for carrying out clinical practice at a reasonable 

standard of care, however, ultimately, the client with a diagnosis of BPD is 

responsible for their own behaviour (excluding psychosis, and some other 

Axis 1 disorders such a mania)” 

(Krawitz and Watson, 2003) 

 

For most people with a diagnosis of BPD+, the road to recovery begins when they see the 

possibility of taking adaptive action to end their own misery, instead of continuing to invest entirely 

in unrealistic hopes that others can take away their pain. People are also much safer when they 

take responsibility for their own actions instead of relying on others or on services to keep them 

safe. Clinical teams should convey through their words and actions that the person with a 

diagnosis of BPD+ is able to, and does, hold responsibility for their wellbeing406. That this has 

been done and the patient’s understanding confirmed should be recorded in the clinical record. 

 
406 (With the exception of situations in which the person’s mental state is clearly one in which they are 
temporarily not capable of taking such responsibility, e.g. psychosis). 
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This is not a negligent position: the team should provide the patient with the support, skills, 

encouragement and hope they need to retain responsibility for themselves. 

 

Patients should also be given responsibility for exercising choice over treatment options, including 

proactive crisis plans and reactive plans drawn up during crises (NICE 2009). 

 

Principle 6: Consensus decision making 

 

The balanced consideration of multiple options required to support therapeutic risk taking is most 

likely in the context of a team operating under a consensus decision making process (sometimes 

called a cabinet decision making process). In this model, the team agrees to a course of action 

after a discussion about options in which all members feel free to air their views. Not everyone 

needs to agree with the chosen course of action, but they agree to support the consensus. People 

who disagree with the consensus might wish to declare their reservations, but they should not 

usually do this in the clinical record. (Clinical teams adhering to the principles in this protocol will 

already have recorded most views in something like the Appendix 1 format). Once a decision is 

reached, and reservations declared, then team members are expected to publically support the 

course of action in conversations with the patient, family etc. 

 

The concept of “clinical team” in this protocol refers to a group consisting of those directly or 

indirectly involved in: 

 

1) providing or planning care for the person at the current point on the pathway (e.g. acute 

inpatient unit clinicians) 

2) the medium to long term care of the person (e.g. community team clinicians) 

3) providing care for the person at previous and subsequent points on the pathway (e.g. crisis 

team and liaison team clinicians) 

4) It may also include tertiary care staff, or local clinical leaders, brought into the team for a 

fixed time period. 

 

The views of the person and their family need to be taken into account by the clinical team. 

 

When therapeutic risk taking is being considered, or regular admissions are a feature of care, 

then the “clinical team” making these decisions should contain at least two clinicians of Grade 8 

or Consultant Psychiatrist grade. This may require temporary inclusion in the clinical team of staff 

from tertiary services, or clinical leaders such as CDs, ACDs, Psychology Locality Leads, etc. 

 

In very rare cases, clinical teams won’t be able to reach consensus. Each Clinical Directorate 

should have a facilitation and arbitration process in place that will enable decisions to be made in 

a timely fashion. 

 

Principle 7: Less is more 
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Difficulties in interpersonal relationships are a central challenge for people with a diagnosis of 

BPD+. Relationships which involve a caring element are often particularly difficult for people, 

especially if the person feels a strong attachment to that care giver. The availability of the sort of 

care that looks after the person in a protective way can be particularly de-stabilising, and may 

increase the risk of suicidal or self harm behaviour. The formulation (Principle 2: Formulation 

above) should guide the team. It can be very hard for patients, services, families and other 

stakeholders to understand why caring interventions that are at the core of mental health work, 

and provided for many other patients, might be harmful for a particular person with a diagnosis of 

BPD+, and so have not been offered. Clear and repeated explanations supported by written 

material can be helpful. 

 

Optimal care for people with a diagnosis of BPD+ involves providing just enough intervention407. 

The interventions that mental health services typically offer patients, and are socially expected to 

offer, at times of crisis often make things worse for people with BPD+. The evidence is not clear 

as to whether hospital care is safer than community care for people with a diagnosis of BPD (Paris 

2008), and certainly Trust experience suggests that people with BPD+ can die in hospital. It is 

particularly challenging for clinical teams in acute inpatient units to avoid taking on too much 

responsibility for the patient. If acute admissions are used, they should be short (6-72hours) and 

purposeful (Krawitz and Watson, 2003, NICE 2009). Frequent contact in the community is not 

necessarily helpful either (Paris, 2008). 

 

Less is More does not mean that levels of intervention are not increased when the situation 

requires it, for instance at a time of acute crisis, but it does mean the need for such increases, 

and the costs and benefits of proposed increases, are carefully considered. 

 

Less is More is not always an example of therapeutic risk taking. It is very often the safest option 

full stop. The Less is More principle is not an invitation to neglect. It is about a detailed 

understanding of the precise challenges the person is facing, showing the person that they are 

understood, and conveying that professionals believe that, with precise support and guidance, 

the person has the capacity to flourish. The major challenge for clinical teams and the Trust, when 

adopting a Less is More approach, is managing the expectations of the person, their family and 

the wider health care and regulatory community. 

 

Principle 8: Defensible documentation 

 

Whether clinical teams take therapeutic risks or not, it is statistically inevitable that serious 

untoward incidents, and other events that prompt scrutiny and challenge, will occur. Therapeutic 

risk taking, patient responsibility and Less is More care plans require a higher standard of 

documentation because they differ from normal mental health practice. 

The Clinical Risk Assessment and Management Policy details the record keeping requirements 

for clinical risk management in the Trust. Good documentation of the considerations underpinning 

risk management decisions enables the Trust to explain and defend therapeutic risk taking. It is 

 
407 Intervention is used in preference to ‘care’ as it better conveys the sort of skills building, autonomy 
building, resilience building approach required. 
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particularly important that the rationales for both the risk management interventions taken, and 

those considered but not taken, are recorded. Optimal care for people with a diagnosis of BPD+ 

often consists of teaching, encouraging and supporting people to use their own resources at times 

of crisis, rather than offering more intensive treatments. The reasons for not providing more 

intensive interventions need to be well recorded. If these reasons are inadequately recorded, then 

well considered low key support can appear neglectful to outside observers. 

 

Appendix 2 can be used to document these considerations. 

 

References and recommended reading: 

 

Krawitz, R and Watson, C (2003). Borderline Personality Disorder: A Practical Guide to 

Treatment. Oxford. Recommended reading 
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Disorder: treatment and management. Clinical Guideline 78. Recommended reading 

 

Paris, J (2008). Treatment of Borderline Personality Disorder: A guide to evidence based 

practice. New York: Guildford Press. Recommended reading 

 

Paris, J and Zweig-Frank, H (2001). A 27 year follow up of patients with borderline personality 

disorder, Comprehensive Psychiatry, 42, 482-487. 

 

Stone, M (1990). The fate of borderline patients: successful outcome and psychiatric practice. 

New York: Guildford Press. 
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Protocol - Adult Version 2: 

 

The 2014 version of the adult Protocol can be found here: 

https://www.whatdotheyknow.com/request/protocol_for_the_reduction_of_ha#incoming-

1633272  

 

Protocol - CAMHS Version: 

 

The child and adolescent version of the Protocol can be found here: 

https://www.whatdotheyknow.com/request/protocol_for_the_reduction_of_ha#incoming-

1631934  

https://www.whatdotheyknow.com/request/protocol_for_the_reduction_of_ha#incoming-1633272
https://www.whatdotheyknow.com/request/protocol_for_the_reduction_of_ha#incoming-1633272
https://www.whatdotheyknow.com/request/protocol_for_the_reduction_of_ha#incoming-1631934
https://www.whatdotheyknow.com/request/protocol_for_the_reduction_of_ha#incoming-1631934
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Patient Testimony, Transcripts, Notes etc.  

 

Presented in the order they appear in the report. 

 

“They diagnosed everyone with EUPD in [West Park] hospital. They tried medication and 

for some did ECT and if it didn’t help they said “it’s just your personality” and discharged 

them with an EUPD diagnosis. [..] I was in [West Park] for several months and there were 

girls with PTSD, depression, bipolar, all re-diagnosed with EUPD and discharged.” 

 

- TEWV Patient 

 

“The crisis team psychiatrist said he wasn't diagnosing her with a personality disorder 

because she had only been unwell a really short time and didn’t fulfil the criteria so it was 

likely to be something else, but the rest of the staff didn’t get that memo and kept saying 

she had EUPD, even writing it in her notes. The inpatient staff were like it too - the nurses 

and HCAs - it was like they really wanted her to have EUPD because they couldn’t 

understand her any other way. Eventually, the psychiatrist, despite saying she didn’t fulfil 

the criteria, started to consider EUPD because everyone else was.” 

 

- Sister of TEWV patient 

 

“Every single one of my friends who is treated by TEWV has a diagnosis of a personality 

disorder. Mostly EUPD, but some others too and also EUPD traits. Personally I think its 

done on purpose because once you are diagnosed with EUPD nobody takes you seriously 

any more. There are some really big problems in the hospitals and in the community and 

crisis teams, so lots of people make complaints. With EUPD noone has to take those 

complaints seriously and they can also discharge you by saying being in hospital are 

making you more ill.” 

 

- Former TEWV Patient 

 

Patient: ‘I’m going to harm myself tonight. [...] You’ve said what you can offer: you can 

come and talk to me and ask me questions and..and that’s what you can do. And if I don’t 

engage with that then you can’t, and if I kill myself, that is a decision I’m able to make. 

That is what I understand by what you’ve told me.’ 

TEWV Crisis Team 1: ‘Well, when you are struggling with that, you know. If you’re going 

to do whatever you’re planning on doing. You know, ring them, ring the crisis team.’ 

Patient: ‘Why would I?’ 

TEWV Crisis Team 1: ‘when you’re struggling at that moment in time.’ 
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Patient: ‘Why would I?’ 

TEWV Crisis Team 2: ‘Because we hope that people want to live, basically. That’s our 

hope. That people want… people want to live. And we can try and instill some hope.’ 

Patient: ‘Well I’ve told you I’m going to harm myself tonight.’ 

TEWV Crisis Team 2: ‘But if someone decides, then being in hospital can’t stop that. 

Honestly, if someone wants to end their life, they end their life and it doesn’t matter where 

they are, [patient name]. And we can’t prevent that.’ 

Patient: ‘So suicide can’t be prevented?’ 

TEWV Crisis Team 2: ‘other than we call the police and get you incarcerated somewhere 

which in this society doesn’t happen. You know, ..there’s..there’s very little that we can do’ 

- Transcript of a recorded conversation between a TEWV patient recently 

discharged from hospital and two TEWV crisis team staff members 

  

“They let me [leave the hospital] on home leave knowing I was having a really bad week, 

and on home leave I overdosed, when I got taken back to westlane my psychiatrist told 

me I wasn’t actually suicidal because if I was I would’ve taken more tablets and I wouldn’t 

be alive.” 

 – TEWV Patient 

“When in hospital after ligatures etc. The CRISIS team would say [to my daughter] are you 

going to try and kill yourself again. She would say yes. They would say we are busy don’t 

do it tonight.”  

– Mum of TEWV Patient 

“They [the crisis team] seem to refuse to believe our daughter was intent on suicide, and 

no matter how many times she told them, no one would listen. This has been, 

unfortunately, a running thread through everything for months; no-one will listen to us and 

no-one will listen to our daughter. […] I said to [the inpatient consultant psychiatrist] is this 

some kind of weird game where you roll the dice? His words in that meeting [regarding 

discharge] were “well she could get worse, she could get better, she could stay the same” 

… that is some kind of sick Russian roulette and it’s really upsetting, my daughter isn’t 

some inanimate object. She’s a person, she’s a 21-year-old girl, she’s our child, a sister, 

and they’ve all just treated her as if she’s just another number and what are they going to 

do if she kills herself? “oh well, we’ve got a bed now for someone else”. […] We’ve watched 

our beautiful daughter not be treated, deteriorate and try to kill herself on three occasions 
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in 6 weeks. That bit of her that wants to live has diminished, because every time she has 

asked for help, no one listens.”    

– Mum of TEWV Patient 

“[A] young woman from Seaham was told by the local Crisis Team that she was “not 

appropriate” for their services because, although she had self-harmed and experienced 

suicidal thoughts, she had not yet attempted suicide.” 

 

- Living Well: A Report by the Tyne & Wear Citizens Commission on 
Mental Health, pg. 17 

 

“Under the watch of this unit, [my daughter] IS allowed to engage in horrifying self-harm 

and countless suicide attempts. The attitude of the staff there is that self-harm is a choice 

and they give patients first aid kits to clean up after themselves. That if one is serious 

about suicide they will be successful and enhanced observations will not be used.” 

– Parent of TEWV Patient 

 

“I just get abandoned when I’m most in need of help because they think that if I can learn 

to get through a crisis alone I will stop calling them. They call it positive risk taking but it 

isn’t positive for me. They are gambling with my life and each time it happens I am more 

traumatised and feel more suicidal. Being turned away when your life is at risk is the worst 

feeling in the world. I think they want me to die.” 

- TEWV Patient 

“Staff fail to recognise that the “risks” they are assessing and managing are not their risks, 

they are their patients risks. If they want to sit at home by themselves while acutely suicidal 

and receive no support, that is up to them. But imposing that decision on their patients 

without consent is abusive and violent. I am haunted by the things they did to my sister. 

The decisions these strangers made without her, about her. They decided her life was of 

no importance to them and so the level of risk they were willing to tolerate was ridiculous, 

up to and including her potential death. No family should ever have to go through what 

mine did.” 

- Family member of TEWV Patient 

“York services ignored my sister until she basically died. She overdosed and self-harmed 

and even set herself on fire once. They couldn’t have cared less. Even though she has 

autism the crisis team said she had eupd not autism so it was safer for her to not be seen 

by them. She overdosed again and now is permanently brain damaged. She will be in 

hospital forever now and she can’t speak or do anything for herself.” 
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-  Brother of TEWV Patient 

 

“I’ve been in hospital 3 times in the last two weeks due to a suicide attempt and 2 incidents 

of self harm, [the crisis team] came to see me in hospital but they said I’m doing really well 

so I don’t need any help.”  

- TEWV Patient 

“I find it rather alarming [how TEWV use their BPD protocol] considering that by these 

criteria they could apply it to pretty much all of their patients and yet it is based upon 

Personality Disorder theories. It is also old with old evidence and it needs updating. Also, 

there appears to be no sensitivity to the fact that enacting this protocol could cause 

significant harm. And if they are going to use it like this, then why don’t they tell patients 

this is what they are doing? - with me they applied the protocol in secret. I can’t help but 

think it is all just a good excuse for denying access to care...” 

- TEWV Patient 

“TEWV is absolutely disgraceful and I know as someone who has experienced this Trust 

as a patient. They have risk management protocols that state patients should not be 

admitted if they are suicidal etc as it can promote attention seeking behaviour and 

dependence. They gaslight you constantly and tell you that abusive experiences you've 

had from staff are just your ''distorted perceptions'' which is them trying to mind control 

you. Its one thing if an organisation is failing but admits it and wants to change but TEWV 

deny any responsibility for anything and in fact call themselves ''sector leaders in trauma 

informed care'' yet half the trauma patients have is caused by their hostile 

uncompassionate staff and the culture of the organisation. Ask any poor soul who has 

ever been diagnosed as having a Personality Disorder or their families and they will tell 

you what TEWV is really like.” 

- Former TEWV Patient 

“A lot of what was going on [in West Lane] was hidden for many many years.” 

- Former West Lane Patient 

 

“I knew I was getting worse because I went in [West Lane] at 14 with not a scar on my 

body and I came out at 18 full of scars [...]. I was just told, it’s your choice. Basically, if you 

self-harm, you self-harm. You’ve got to deal with it yourself, you've got to clean up your 

own blood. I could just see no other way out apart from just taking my own life.”  

- Former West Lane Patient 
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“The plan says staff should refrain from communicating with her or offer her any warmth 

or empathy until she stops banging her head. [...] It’s like they’re punishing her for her 

illness. They treat her like she has a choice to behave like this but it’s something she’s not 

in control of.” 

- Mother of former West Lane Patient 

“I was at westlane hospital for 4 months. It was one of the worst experiences of my life. I 

would be screaming and crying and the nurses would come in, tell me to shut up because 

I was annoying them, and just leave me distressed. They would sit there watching me self 

harm with items I found in the hospital and not try and help me. They would miss checks 

because they were sat in the lounge watching telly. [...] The staff would make me clean up 

my own blood after self harming because “I’m not paid to clean up after your mess”. They 

would swear at me and say I was lazy or attention seeking.” 

- Former West Lane Patient 

“I was refused medical assistance for my cuts because a HCA said I'd just scratched 

myself and that I was just mimicking other patients behavior. The width of the cut was wide 

enough to need stitches and ended up getting infected as a result. Because I wasn't given 

any help I got blood on the carpet and was given cleaning products to clean up my mess 

and was told I'd have to pay for the damage. I was then given cotton wool and a cup of 

water to clean my gaping wounds and told to stop attention seeking”  

- Former West Lane Patient 

“Every day was so awful, you’d hear people screaming and just being left [...]. They leave 

you hurting yourself, even if they knew you were doing it, they just walked in on you doing 

it. [...] They just leave you and be like, “We can’t really help you if you don’t try and help 

yourself” or, “You’re not engaging” [...] It’s just not fair. How, just because you’re ill, you’re 

made to suffer. I feel like if I wasn't there, I wouldn't have got as bad as I did. If I wasn't 

there I might have been OK.” 

- Former West Lane patient 

“[Staff] torture the life out of you. [...] On my first night I told them that I was seeing things 

and they said don’t be so stupid. I tied a towel round my neck and they said they were 

going to wait until I passed out to remove it. They also told me that I was s*** at college, 

s*** at judo and s*** at trying to kill myself. [...] I was treated like I was nothing and I was 

just a waste of space.[...] Staff just watched and basically laughed [at patients banging 

their heads hard against the walls].” 

 

- Former West Lane patient 
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- Notes made by patient while in West Lane hospital 

“It was a horror story from day one.. It haunts me every day. [..] [patients] had access to 

scissors, wires, things like nail polish remover or paint [..] even after [patients drank it] they 

wouldn’t then be taken away, we would just be told “well, if you wanna do it, that’s up to 

you.” 

 

- Former West Lane Patient 

 

“I had a plastic bag around my head, trying to end my own life.. A member of staff came 

in and said “I can’t be dealing with this”.” 
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- Former West Lane Patient 

 

“I remember one of the nurses watching a girl walk into her room with a cup of boiling 

water and not doing anything, then shouting at that girl when she hurt herself with it.” 

- Former West Lane Patient 

“[The patient] once fell and hit her arm and was refused medical attention overnight. When 

her mother arrived the next morning and insisted on taking [her daughter] to the hospital, 

her arm was broken. They’ve refused to get medical attention when her oxygen saturation 

levels dipped, a dangerous state for someone with asthma.” 

 

- West Lane Patient-Family Blog 

 

“One day I was struggling really bad so I asked one of the nurses for some PRN (sedating 

medication) and she refused saying I didn’t look “depressed enough”. Then I got worse 

and had a really bad meltdown and afterwards she said it was my fault for not asking for 

help. [..] I remember telling them another patient was struggling and they would refuse to 

help. ” 

- Former West Lane Patient 

 

“[A] 14-year old [autistic] patient has, in not quite seven months as a resident at [West 

Lane], succeeded in: Ingesting at least two AAA batteries, 6 magnetic balls, 4 AA batteries, 

and a watch battery. On two occasions the ingestion occurred while on 1:1 observation. 

Swallowed cleaning fluid left in his room by a domestic (he was told he needs to take 

responsibility and this was not acceptable behaviour). Drunk a bottle of aftershave. Tried 

to hang himself with a 3m phone cable. Twice absconded and been caught by police at a 

nearby bridge (from which he planned to jump), once requiring a search helicopter, closing 

the A19 going north, and dogs.” 

 

- West Lane Patient-Family Blog 

 

“I was in west lane for a short time, during which I cut myself bad enough to require stitches 

on several occasions but I was never given any kind of help by staff and never taken to 

hospital for treatment. [Patients] were all told that self harm was our choice and we should 

take responsibility for our behaviour - it was normal for us to look after each other and to 

try and keep each other safe when staff weren’t. [..] One of my cuts got infected, it was 

painful and red, but I was told I was attention seeking so no-one ever looked at it.”  

- Former West Lane Patient 
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“In 2016 […] a teen [in West Lane] sliced up her arms and legs when the staff on 1:1 

arm’s-reach observation fell asleep on the job. The wounds went untended until the girl 

developed such serious infection that she required a five-day course of IV antibiotics in 

hospital.”  

- West Lane Patient-Family Blog 

“They'd restrain me face down on the floor; they're quite aggressive in the way they do it. 

I was undressed and put in 'safe suits' that were often wet and straight off another patient. 

Restraints were usually done with six people, I'd say most of them were men. Obviously I 

was a 16-year-old young woman. It was just humiliating and embarrassing. I was 

completely naked some of the time. I never even knew what I was being medicated with. 

They didn't tell me." -  

- Former West Lane Patient 

“Sometimes they would lift me off my bed by my hands and feet, like clear off the floor, 

and just drop me on to the floor and restrain me on to the cold floor.” 

- Former West Lane Patient 

“I tied some ribbon from the activity room round my neck because my voices were telling 

me if I didn’t die they would kill my family; three nurses found me and dragged me down 

the corridor, where everyone was, all the way down into the big lounge where I was 

restrained by 6 people while a nurse got a needle and kept shouting at me “calm down or 

I’ll inject you!” Over and over again. I was in restraint for about 40 minutes, they kept 

swapping nurses and no one tried to talk to me they just kept threatening to inject me or 

send me to seclusion.”  

- Former West Lane Patient 

"A lot of the time, I'd find [a fellow patient] on the bathroom floor after she'd self-harmed - 

there wasn't a lot of safeguarding, staff weren't doing their jobs properly. They'd sit in the 

lounge playing on their phones - you'd have to alert them if someone was self-harming. 

Some of the staff would say 'if you don't want to help yourself, then we don't want to help 

you'. But these were teenagers with mental illness. You were made to feel like a burden. 

[..] I was discharged from West Lane, and they said it was down to my behaviour [..] I was 

definitely made worse while I was a patient at West Lane.” 

-       Former TEWV Patient 

“After 4 months of hell they finally discharged me because they said I was deteriorated 

and they couldn’t look after me any more. [..] Now I’m left with the damage being in 

westlane did to my mental health, grieving 2 of my closest friends who died in hospitals 

run by TEWV, and with no support from camhs or any mental health professionals.” 
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- Former West Lane Patient 

“[My daughter was] discharged from [West Lane] because she was getting worse and self 

harming. One doctor told us if she dies at home it is better for them as it doesn’t affect [the 

hospital’s] figures.” 

-  Mum of TEWV Patient 

“No-one ever asks me what it is that I actually want, what I need, what my opinion is about 

things. I’m never considered. I might as well not exist, they just decide and tell me where 

to go, what to do, don’t do that, go to this group, we’re not going to admit you, take these 

drugs, don’t take those.. What is the point in trying to say anything when they already think 

they know it all.” 

- TEWV Patient 

“When I was an inpatient the consultant had threatened me daily that if I didn’t take the 

medication I would be injected no matter my mood or presentation then 2 days before 

discharge stopped the medication that was so important that if I didn’t take it I would be 

injected. I felt this was all about power and control and not about what was in my best 

interest.”  

– TEWV Patient 

“I’ve never wanted nor asked for help to stop self-harming. I self-harm minimally and it 

helps in crisis situations when I can’t control suicidal feelings. Despite this, every 

assessment I’ve ever had has reached the conclusion that my “treatment” should be to 

stop me self-harming. They never consider that I self-harm for a reason and it is perhaps 

that reason which should get the attention. They just see a “problem” and want to fix it, 

even if it isn’t what I want or need.” 

- Former TEWV Patient 

 

“The crisis team used to ask me why I told the Police I was suicidal, if I didn’t want to end 

up in S136 suite. I could never understand this because if a Police Officer asks me directly 

about this, I’m never going to lie to them even if it leads to something I don’t like/want. I 

tried to convey this to crisis clinicians, but they wouldn’t have it – they kept implying 

repeatedly that I was being manipulative by saying that I was suicidal to get some kind of 

reaction; but at the same time they agreed I should be honest with the Police. I guess they 

missed the part where I genuinely wanted to end my life; I wasn’t just saying it!! Honestly, 

when they make unhelpful assumptions about what you are doing/saying and whether it 

is genuine or not, they end up putting you in positions where you just can’t win, and it 

becomes a terribly traumatic mind game for the patient.”  
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– TEWV Patient 

“They made her recant it [when she said she was suicidal], they made her recant. She 

said to me, she said, “I poured my heart out for 20 minutes to these people telling them 

exactly how I felt and how absolutely determined I was to kill myself and how I was going 

to do it… and then the psychiatrist turned around to me and said ‘well that makes me feel 

awful, what I’ll have to do, I’ll have to tell your parents if that’s the way you feel’”... and 

they were using this because she wanted confidentiality at this point, they were using the 

lever of ‘grassing you up to your Mum and Dad’ to coerce her into saying what they 

wanted… and they were very effective at it, because she then spent the next 20 minutes 

unpicking everything she’d said, telling them she wasn’t suicidal that she didn’t have pills, 

and then at the end they said “oh that’s good, now we’re on the same page”.  

– Family member of TEWV Patient 

 

“The clinical lead of crisis services spoke very rudely to me when I was in a very dark 

place and not feeling strong enough to stand up for myself.  I expressed I was suicidal... 

and they said they did not believe me... told me I was just trying to get help. I shut down 

at this point as I knew my resources had been cut off. It is widely understood that a BPD 

diagnosis evokes a lot of stigma, also from clinicians are they do not yet understood how 

to treat it.  However it is been responded to by discharging patients and labelling them as 

help-seekers, just as the clinical lead of the crisis team did. Afterwards I felt unable to even 

access crisis support as this nurse had just written that I am not suicidal on my notes.  

How could I access help after that... and so I took all the medicine I had.  I have no memory 

after that of what happened.  I woke up in hospital and walked away once I had physical 

strength again. I feel that the crisis team and mental health service in York are in need of 

change.  People are being neglected, ignored, pushed away and given labels that don't 

belong to them.”   

- TEWV Patient 
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-    Excerpts from a police log regarding the suicide attempt of a TEWV Patient treated 

under the Protocol 

  

“The nurses all got together on the ward and decided that on the two occasions this other 

patient had attempted suicide, the same staff had been on duty, and so she must have 

organised it deliberately to upset them. When she came back to the ward from the ICU 

they sat her down and told her to stop this “behaviour” because it was upsetting the staff 

that she was “targeting”.”  

– TEWV Patient 

“I've ligatured many times and been told by being "silly" that it could go wrong when i 

wasn't intending to harm myself, do people really ligature because it's a game? i think not.”  

– TEWV Patient 

“My daughter was told if she was really suicidal and meant to die she should have took 

more tablets and she wouldn’t of been able to be resuscitated.”  

– Mum of TEWV Patient 

“[…] Every suicidal TEWV patient who doesnt kill themselves whether because they 

successfully overcome an ill brain on their own despite TEWV or because their attempt 

doesn't work or because like me they are ultimately too scared they won't die sadly, I 

believe, simply reinforces TEWV.[…] TEWV staff don't learn how harmful, cruel and 

negligent their behaviour is because when patients don't die it just reinforces, I believe, 

staff views that it was attention seeking or 'trying to shock'. ”   

-  TEWV Patient 

“staff make it very very clear that I am not worth their time, that my life is not worth anything. 

I don’t know how to prove I feel how I say I feel? If I tell staff I feel suicidal then that means 

I’m not at risk and just looking for attention. If I attempt suicide and don’t die that means I 

didn’t want to die and that I am manipulative. [...] When you have EUPD in your notes 

nothing you say is taken seriously.”  
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– TEWV Patient  

“It is unconscionable that [my daughter], at 17, is being told she must treat herself, that 

staff, where she is, are not wasting time with trying to help her and that her life is 

disposable.”  

– Parent of TEWV patient 

“At times the only way you could describe some of the interactions with staff was that they 

were goading her… y’know ‘you’re not gonna kill yourself’, ‘you are low risk’, and when 

[my daughter] came back and discussed, y’know… [my daughter] is phenomenally honest, 

it takes your breath away at times, as her Dad.. [starts crying] She was goaded into this… 

‘you’re not serious’… and this is what a PSYCHIATRIST is saying to her… ‘these attempts 

are not real attempts and if you really meant it you would isolate yourself’ so she did, she 

booked into [a hotel] and she took all these [tablets] she’d accumulated. She’d been told 

by the various members of the crisis team that stockpiling medication was fine, that it was 

not a bad thing to do, it wasn’t abnormal at all, and again, despite repeated sessions with 

people telling them that she’s going to kill herself and this is what’s going to happen, and 

the last one […] the community team member of staff, when [my daughter] pointed out 

exactly what she was going to do she was dismissed out the door. ‘You’re low risk, away 

you go’.”  

– Dad of TEWV Patient 

“Staff get bored of listening to you talk about suicide, it’s boring. They don’t want to hear 

you talk about it all the time if you haven’t actually done it. I watched every member of the 

crisis team glaze over when I talked about it cause they’re like “well if you keep talking 

about it why don’t you just kill yourself?” It’s boring to hear someone just talk and talk and 

talk and not do anything.. They make you think clinging onto life is weak. A brave person 

would step in front of a train..” 

- TEWV Patient 

“No-one will help, no-one will help… When you tell someone you’re going to kill yourself 

and they smile and say ‘ok see you at your next appointment’ it makes you feel so stupid, 

like no-one believes you… It feels like everyone is saying “if you’re that f**king serious 

then just do it, just do it” …  because you’re not dead they make you feel like a coward, 

like you’re lying.”  

– TEWV Patient 

“it pushed me to actually attempt to kill muself.. being told i wasnt going to. it felt like i was 

trapped in a game and they were all watching me. they kept telling me and other people 

like my gp and my family that i wasnt serious it was just words i wasnt going to do anything. 

i got sucked into this game and the only way i could make them take me seriously was to 
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show them i really was suicidal by trying to kill myself…. its so warped that they didnt just 

listen to me and made me prove myself before helping me. i could have died” 

– TEWV Patient 

“Staff don’t have to overtly mark patients out of ten for their attempts or directly say to 

someone that they will get help after x more suicide attempts for patients to understand 

that this /is/ in fact what is being said to them. Basically staff guide patients to make better 

suicide attempts to /prove/ they really need help. Honestly, it sounds really bad but I think 

staff just don’t believe people are genuine, and so when they say things like “if you were 

serious you would keep your plan secret” they are trying to prove they are right, by 

presenting the patient with something they didn’t do. I have no idea if it has ever occurred 

to any of them that patients are taking this as advice on how to do a better job next time.” 

- Relative of TEWV Patient 

  

“I reached out and was dismissed... in my notes it said how bad i was looking and how i 

told them i was hearing voices.. was desperate for help to not harm myself…was scared 

[…] i was sent away and dismissed with “choice” […] they tell us to reach out and then tell 

us [suicide is] our choice? […] The consequences of being ignored like that is then ending 

up on life support in the ITU but you die a long time before that…they take it all from you.” 

-      TEWV Patient 

 

“While on 1:1 observation, [my daughter] cannot resort to ligatures. Her go-to method for 

self-harm then becomes head banging. There is no padding on the walls of F’s [hospital] 

room, nor a cushioned room available so that she does not hurt herself. Thus her care 

plan stipulates that staff should ask F to refrain from banging her head. If F is unable to 

control the voices in her head, staff are to remind her that she’s making a choice. […] The 

next step is for staff to advise F they will not engage with her until she stops. Empathy isn’t 

part of the plan. Last night the nurse snipped, “I don’t know what’s got into you today!” and 

left F to bang her head against a wall for an hour.”  

 

– Parent of TEWV patient 

 

“my care plan says the CRISIS team to hang up on me after 5 mins or if they think im 

being a “victim” for attention. They say its my responsibility to manage my emotions i need 

to take responsibility for myself and my “behaviour” when im suicidal […] It must say in my 

plan “she lies about everything” because that basically what happens every time i ask for 

help is i get shut down and ignored. […] its hard to ask for help cause it makes you feel 

like a child… being ignored and having the call ended after making myself call them makes 

me feel so much worse”  
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– TEWV Patient 

“I’ve asked for help so many times this year when I’ve felt suicidal and at risk and nothing 

has happened. Every time I ask for help and get none but I don’t die it seems to reinforce 

to them that I never need help because I can keep myself safe. That doesn’t really matter 

though. What no-one ever considers is that the act of being ignored when reaching out for 

help and feeling desperate is so soul crushing that every time this happens I feel as if I 

am a little bit less human. When I ask for help no-one actually knows if I am going to kill 

myself so when they do nothing what they are saying to me is that they don’t actually care 

if I live or die. I think I will die one day and it will be because they slowly crushed me into 

nothing.”  

– TEWV Patient  

“My sister has not once “falsely” claimed she was going to kill herself. Whenever she has 

expressed suicidal intent, she has always, without exception, followed through soon after 

with an attempt. The staff were aware of this, and yet they chose to dismiss her with the 

excuse that she had “capacity” and needed to “take responsibility”. Being entirely aware 

that the person in front of you is going to leave the appointment and attempt to end their 

life, but refusing to offer any sort of help, says very very clearly “we do not care if you die”. 

These people… these doctors, nurses, crisis support workers, psychologists, who 

supposedly do their jobs because they “care”… put my most precious baby sister in the 

position of having to beg for her life to be considered worth preserving. I can’t think of 

anything more demeaning.” 

– Sister of TEWV Patient 

‘I had not been under the CMHT for very long, I had no crisis plan and had never been 

suicidal before and then suddenly I became severely suicidal when changing meds. My 

GP had told me I should always ring her in an emergency so I did and I asked her what I 

should do because I wasn’t coping and felt really unsafe. She didn’t know so she called 

the crisis team and they said because I was under the CMHT she should ring them instead, 

so the GP rang the CMHT and they said I was fine and I could wait until my next 

appointment with them in two weeks. I really wasn’t coping and I was doing all sorts of 

things that frightened me, but without speaking to me they said I wasn’t going to kill myself’. 

– TEWV Patient 

“My doctor literally said I wasn’t a risk during this really bad episode of suicidal feelings 

because I haven’t tried to kill myself yet. Ive attempted suicide before when I’ve been that 

depressed but he didn’t think it was important. I was saying that I was really fighting these 

thoughts very hard.. I had a whole plan worked out but because I hadn’t done it they were 

sure I wasn’t going to. [...] I don’t know how they felt they could just “know” when even I 

didn’t know what I was going to do.” 

 – TEWV Patient 
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“I was at West Lane's evergreen unit. This is the unit that specialises in eating disorders. 

The stories that do stick for me […] are the avoidable and the quite frankly, cruel methods 

of behaviour management. I suffered major anxieties when in evergreen, most of my 

anxiety surfaced in the dinner room. As a result I would scratch my skin often drawing 

blood, this was not in an attempt of self harm but through anxiety. I could not control this 

easily […] However in a bid to stop this, some, including the man in charge at that time, 

decided to shame me for this. They told me I knew what I was doing and could stop at any 

time. To prove this they shamed me (17 year old with severe anxiety and anorexia) and 

stuck me on a table with a young vulnerable 11 year old who my heart still sinks for, to 

this day. The man in charge of the unit told me, as of first meal time coming round, I'd sit 

opposite this young girl. She was there for the same reasons as I but having only just 

turned 11 she was young and in fact seemed younger than 11, still carrying teddies around 

hospital with her. A more important note, she did not self harm. They told me shortly before 

a meal time, as anxiety runs high, that it needed to stop, and if I was to do so, it would not 

be fair on the young girl sat opposite me. She was only young and she didn't want to see 

it. 

I was not there to care for others, I was a patient myself and clearly needed support, not 

shame and certainly not responsibility. When meal time came, I had anxiety and I now felt 

even worse knowing this young innocent girl was sat opposite me. […] This made my 

issues worse, and though making a conscious effort not too, I scratched. I felt like I had 

even less control then prior, and drew blood. An 11 year old girl suffering similar issues to 

me, was forced to watch me as she suffer her own individual battle, at such a young age. 

She did not deserve this and neither did I. 

This should not ever have been allowed to happen. The humiliation and helplessness I 

suffered is nothing compared to forcing an 11 year old to watch a young woman harm 

herself, drawing blood. When I failed to stop I was then shamed again, because what I did 

was cruel and unfair on the young girl. WRONG. On so many levels that situation angers 

me. In hospitals like this, its often patients become embroiled in each other and copy 

others. This young girl, at age 11 with no self harming acts visible to others before this 

incident. Began scratching her hands at meal times. I recall this child drawing blood. I felt 

such huge guilt, being made to believe this was my fault and hated myself for what I had 

done. I cried because of the shame I was made to feel and still could not stop my 

behaviour. Its no surprise.This was the evergreen units fault.” 

- Former TEWV Patient 

“Apparently my complaint about a staff member was due to my childhood abuse damaging 

my “development” which affected how I “perceive” mental health services. The complaint 

just went away after that. It’s funny how I get on very well in the rest of my life so the 

childhood abuse damage only seems to have damaged how I deal with mental health 

services. That’s very specific.’ 

 – TEWV Patient 
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“I’ve done several complaints through pals and even to the chief exec but nothing has ever 

come of them and although they always say complaints don’t effect our care they definitely 

do. My care plan now says staff have to all say the same thing to me so I can’t complain 

about anyone in particular. They’ve completely protected themselves from any 

consequences to their wrongful actions by making my complaints part of my mental 

health.” 

- TEWV Patient 

“[The inpatient psychiatrist] would always chuckle and shake his head and repeat me 

sarcastically when I brought up NICE guidelines or TEWV policy. I work in the medical 

field, I’m aware of these things, but he took them as amusements like I wasn’t in on the 

secret that in real life practitioners don’t actually follow the rules and I was naive or childish 

to think they did. It seemed to make everything worse and he got defensive and would 

leave the room and say I was being argumentative when I wasn’t.” 

- Former TEWV Patient 

“I was diagnosed with a personality disorder after making a complaint. Not a whiff of PD 

beforehand but it did the job and shut down my serious concerns about a clinician. I won’t 

make a complaint again it was too humiliating and the power to rediagnose like that was 

frightening.” 

- TEWV Patient 

Everyone I know who has EUPD has problems with complaints to mental health services. 

Literally everything we say is made out to be because of manipulation or we want to upset 

staff or make them fight with each other. When you complain about one staff member but 

say another is nice they say it is deliberate to split the team and make them fight. They 

never take any complaints seriously all of my complaints have been about being 

misdiagnosed with EUPD but every time I complain it makes them more certain I have 

EUPD. 

- TEWV Patient 

“That pejorative label gave York MH services justification to recast 4 years of sexual abuse 

[perpetrated by a TEWV staff member] and safeguarding failings as a reason to not carry 

out a [serious incident review], recasting the abuse as evidence of “promiscuity 

symptomatic of BPD!” The female investigating manager upholding my complaint informed 

me they had their feet firmly stamped on and told they were allowing them self to be split 

from the team by a manipulative borderline! Victim-blaming boll**ks!” 

 – TEWV Patient 
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“My friend was sexually assaulted by a HCA on the ward and they denied it and said she 

was lying because she had EUPD. I don’t know much more about what happened but she 

was so upset she attempted suicide.”  

- Friend of TEWV Patient 

 

““I’ve been called a drama queen, silly girl, time waster, all sorts, after ligatures […] the 

HCAs would just roll their eyes and leave the room when they found me self harming and 

leave me to sort out the cuts. It would be like “go and get some toilet paper and clean up 

the blood” and they would get upset about blood on the floor because that’s “not my job”. 

Noone ever seemed to get upset for me or ask if I was ok.”  

– TEWV Patient 

 

“Nurses have said really horrible things to me about my [self-harm]… i get told that ill 

“never get a husband if i have these scars”… “if i ever have children they will be frightened 

of me”… “im insulting to people who got real scars from car accidents and fires”… im 

“disgusting” “attention seeking” “love drama” “trying to freak out staff” “playing mind 

games”…”  

– TEWV Patient 

“During my first detention in a TEWV hospital there was a 17yr old girl on the adult ward. 

She had significant self-harm scars. I watched TEWV staff drag her in front of a mirror, 

with other [patients] watching, & berate her for making herself ugly & that she'd never get 

a boyfriend.” 

-    TEWV Patient 

“I’ve never heard her sound as defeated or broken as when she told me that she had 

ligatured in the toilet in hospital and staff had come in, cut the shoelace off her neck, 

dropped it on the floor next to her and then left. She said she was lying there gasping for 

air and watched as they turned around and walked out of the room. Staff seem to think 

that being caring “indulges” this behaviour. But trying to kill yourself isn’t “behaviour”. It 

needs a compassionate and caring response, not for staff to leave and isolate the 

individual. She said she felt so bad when that happened she picked the shoelace back up 

and did it again.”  

– Relative of TEWV Patient 
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“being left alone to cut on the ward when staff are aware that’s what your doing makes 

you want to do it more because if its so bad staff don’t even want to see it the voice inside 

that says your bad and evil gets even louder.” 

– TEWV Patient 

 

“I was made to feel as if by cutting myslef with shards of a mug this one HCA had given 

me tea in, I had personaly let her down. She wouldn’t look me in the eye after. I hated 

myself. I always ruin everything.”  

– TEWV Patient 

 

“I’m not proud of self-harming, it’s something I have to do sometimes to help me get back 

to normal, but I know it isnt a good thing. People who respond with a repulsed face or stop 

talking or leave make the shame feel even worse. It means I can end up doing it more just 

to cope with their reaction.”  

– TEWV Patient 

“Why even bother trying to make them understand who you are when they are treating 

you like this? […] My whole life has been rewritten by psychological “theory” and I am now 

the worst person who has ever existed. The person who first approached TEWV doesn’t 

exist now, I’m just this list of insults. […] It makes me feel suicidal.”  

– TEWV Patient 

“I found out that I had been given a diagnosis of EUPD and it seemed to happen at the 

exact time staff behaviour towards me changed. None of them wanted to help me any 

more and none of them believed what I said any more. Suddenly I was this toxic, 

manipulative, lying monster who was bad all the way to the core. It damages you, knowing 

that is what all these people think of you. I felt that I was all these things. Whenever I felt 

really scared for my life because I didn’t feel I could keep myself safe I would be told I 

needed to “be more responsible” “take responsibility for myself” and all that reinforces is 

that you aren’t worth help. If someone repeatedly refuses to help when you are suicidal 

after a while you realise that you’ve kind of absorbed this understanding that help does 

not exist for you – only for other people – because your life is not important. My sense of 

self, my history, all the things that make me, have been taken from me.. Who would want 

to keep living after that?”  

– TEWV Patient 
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“Poor care sends the message that those who struggle with mental illness don’t deserve 

better. Inadequate safeguarding on an inpatient unit essentially says “Sure, we’ll take the 

risk that you won’t succeed.” When evidence-based treatment is not offered, it’s as if 

someone is saying, “You aren’t worth treating.” When care teams are unresponsive to 

family concerns, they might as well say, “We couldn’t be bothered.””  

– Parent of TEWV patient  

  

“[TEWV] recently tried to send me to a DBT group, but the group doesn’t allow people in 

if they have attempted suicide in the past year. I said to my Care Coordinator that I have 

attempted suicide in the past year, and she said they weren’t actually suicide attempts 

they were self-harm... I don’t understand why they don’t believe me, ever.”  

- TEWV Patient 

“They sat me down in the office after I had been discharged from the hospital to discuss 

the care plan and said they wanted to talk about self-harm. I said I hadn’t self-harmed in 

months and they said they were talking about the overdose. I told them that I had 

attempted suicide and they said “we would class it as self-harm”.  

– TEWV Patient 

“My risk assessment says I am at high risk of accidental death from self-harm but no risk 

of suicide. The occupational therapist who wrote it completely wiped out my suicide 

attempts and made them into self-harm instead. If I die, it will not be an accident, it will be 

very deliberate, but they just don’t believe that.” 

- TEWV Patient 

 

“I cannot put into words how incredibly worthless and inconsequential you have made me 

feel. It’s hard, reaching out for treatment, but it’s even harder to have doors constantly 

slammed in your face and being passed around like you don't matter..”  

- Extract from patient letter to TEWV 

“I think one of the most dangerous aspects of refusing to believe someone when they tell 

you they are suicidal is the feeling it elicits of being challenged to make an attempt. The 

community nurse and psychiatrist did not believe my daughter when she said she had 

made another plan to commit suicide and they handled it in such a thoughtless manner it 

was as if they were giving her instructions on how to do a better job with her next attempt. 

It’s one thing to say to someone “are you sure you actually mean that”, but personally I 

feel it encroaches on assisting suicide to say “if you were really suicidal you would do 

xyz”.. To someone so vulnerable, you’re basically giving them a “how to” for a successful 
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suicide attempt. I don’t know what mental health professionals expect when they say 

things like this. [...] To me and my daughter it was a clear challenge to commit suicide.” 

- Parent of former TEWV Patient 

 

“The deliberate removal of support by my mental health team when I was suicidal and 

harming myself was so cruel I can’t and won’t ever tell them about feeling suicidal or self-

harming again. Since that happened I have felt suicidal and have self-harmed on multiple 

occasions, but I haven’t shared that with my cpn or psychiatrist. Being cruel didn’t help me 

or cure me of feeling this way, it just shut me up. The only thing they actually achieved 

was to isolate me even further, because now I have no one to tell when I feel that bad.” 

-          TEWV Patient 

“After an overdose my daughter was told by the crisis team that what she took wasn’t 

harmful and because they see loads of overdoses they said [drug name] is one of the 

worst and that it kills people all the time. I couldn’t believe they basically told her how to 

kill herself properly!! There isn’t any compassion in these people, there is no therapy 

offered or any kind of treatment. Basically they say it’s up to her as if she wakes up and 

decides to harm herself because she's bored and could stop at any time if she really 

wanted!! No support or help.” 

 

- Parent of TEWV Patient  

 

 

“It is hard to keep telling myself I deserve to live and I’m not a bad person when I go to 

mental health services for help and they don’t care. They are paid to care so if they don’t 

then what chance do I have? I don’t contact them any more now because its too upsetting 

and too dangerous for me. When I am suicidal I need hope and compassion and it makes 

me more suicidal and puts me at greater risk if the response is cruel and dismissive.” 

 

- TEWV Patient 

 

‘There are no words to describe the fear a person experiences when their loved one is 

actively suicidal. Unless you have been through it you cannot possibly understand the 

weight of the terror which takes up permanent residence in your chest; the sick gut-

wrenching twist of pain when you call out their name in the house or ring them on the 

phone but they don’t answer; the nights you lie awake listening for every sound because 

you know if you fall asleep and they die, you will never sleep again… what is even harder 

to explain is the experience of taking this desperation to an NHS mental health Trust and 

being inexplicably treated with contempt. 
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When I contacted the crisis team for help after my family member had attempted suicide, 

staff immediately saw her, and subsequently assessed her, as if she were the classic 

example of the most appalling and odious BPD stereotype. Despite the fact that she had 

never attempted suicide previously, despite the fact that this was her first ever interaction 

with mental health services, despite the fact that her entire family were telling staff that 

how she was feeling, thinking and acting was completely out of character, despite the fact 

that she fulfilled not even one of the diagnostic criteria for BPD, the crisis team staff 

refused to believe that she was anything other than yet another “borderline” who needed 

to be ignored for her own good. 

Her risk of death was considered ‘low’ despite her meeting all criteria for serious and 

immediate risk, her reason for attempting suicide (despite being told the real reason) was 

‘attention seeking’, her depression and distress were ‘intrinsic to personality’, her 

motivation to continue to plan and make subsequent suicide attempts was a ‘long term 

coping strategy related to her personality’, even her family’s attempts to get help for her 

were seen as some kind of trouble making or moral failure of her making. 

It was as if staff didn’t even see her. I don’t think she could have done anything at all that 

would not have been interpreted as “BPD behaviour”. They believed nothing she said or 

did, it all had an underlying manipulative meaning. The only way I can describe their 

interactions with my family was that staff were desperate not to be “caught out” or sucked 

into some kind of “drama” they were sure was present. There was no drama, there never 

had been, just a depressed young woman in crisis who needed compassion and 

understanding, and a family who desperately needed support to care for her. Instead, we 

were landed in a theatre of horror. Suspicious and hostile mental health staff cast my 

relative in the role of “manipulative borderline”, while her family and I made up the 

ensemble of “oblivious enablers” and “problem relatives”. The crisis team staff cast 

themselves as both the “misunderstood saviours” of mad people and the “victims” of some 

kind of egregious public campaign of hatred. Judging by their responses to our calls, every 

communication between us and them was interpreted as antagonistic, aggressive and 

threatening. It made absolutely no sense. We were left in utter ruins trying to contend both 

with the immediate risk of losing our loved one and working out how on earth to navigate 

this bizarre and confusing landscape. 

Reading the BPD+ protocol and understanding the meaning behind the so-called 

psychological theory it espouses, shed so much light on our experience. The crisis team 

never did “see” my relative. They heard “young woman in emotional distress with a non-

lethal suicide attempt” and replaced her with their BPD caricature. It was this caricature 

they interacted with, risk assessed, and “treated”. It was this caricature they ignored, 

shamed, blamed, and humiliated. It was this caricature they felt justified leaving to die... 

because she was never a person to them. At some point in the past it seems a risk 

assessment and a functional analysis were carried out on the BPD caricature, and ever 

since then the “findings” have been applied to anyone and everyone staff perceive to fit 

this shallow BPD profile. 
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Just days before my relative’s near fatal suicide attempt, I sat down with the managers of 

the crisis team and told them that risk assessing someone based on a diagnosis (that they 

don’t even have), instead of their actual risk, was completely inappropriate. They agreed 

with me that this had been wrong but did not seem shocked or surprised that it had 

occurred. In fact, they didn’t even question how or why it had happened. I thought to 

myself, these problems probably run much deeper than a few “bad apples” or a “rogue” 

department... and I was right. They are written into Trust policy. The “BPD+” protocol has 

empowered TEWV staff for nearly a decade to neglect, abuse, and discriminate against 

anyone they personally consider to be at all “BPD”. You really have to wonder how many 

people have died because of it.’ 

– Carer of TEWV Patient 

 

“When I requested my notes last year I found a risk assessment my cpn did which said I 

was at risk of death by misadventure and accidental death she did without speaking to 

me. I found it really confusing because all my suicide attempts have been meant to kill 

me, I was upset afterwards they hadn’t. I don’t do anything risky in my life that could kill 

me accidentally so the risk assessment must have been about my suicide attempts which 

got rewritten as fake.” 

- TEWV Patient 

 

 

“To people who haven’t attempted suicide or don’t think that they are likely to eventually 

die from suicide probably wont understand but the idea that after your dead people will 

say you died because of a mistake feels like such an injustice. TEWV have taken so much 

from me and created a whole new person in all my paperwork and medical history. If I kill 

myself and they also take my death from me and change it to their interpretation it would 

be the final injustice.” 

 

- TEWV Patient 

  

- Patient notes written by TEWV liaison psychiatrist while patient was in ITU 

following life threatening suicide attempt. 
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- Patient notes written after serious suicide attempt, which had been planned for a 

number of weeks beforehand. 

“During 2019 i did CAT therapy which isn't done through TEWV it's from a private 

psychologist. In that time and the vast majority of 2019, I'd been in and out of [TEWV 

hospitals] with no support from my CPN if it wasn't for my CAT therapist I'd have just been 

left in a gutter to rot. My CAT therapist on many occasions made contact with my CPN 

regarding her concerns around my mental health, low mood, suicide attempts, anxiety and 

depression to be ignored most times and on the rare occasion she did get a reply all she 

got was "it's [patient name] she won't do it it's just words"”  

– TEWV Patient 

“I’ve told staff when a person is self-harming/ligaturing on a ward and been told to ignore 

them because it’s attention seeking and they want patients and staff to approach them. It 

was West Park where staff told me to ignore patients hurting themselves”  

– TEWV Patient 

“This time last year I was getting intrusive & overwhelming suicidal thoughts. I've had 

bipolar disorder for over a decade. I know when I am at risk. When I asked TEWV for help 

I was fighting for my life. They dismissed me. Their attitude was that I was attention 

seeking. That providing me with usual suicide prevention methods would not be helpful. 

[…] They told me I had capacity to kill myself. They told me people kill themselves in 

hospital all the time so hospital would be no help. They didnt record in my medical record 

that they said that though - they know it was unacceptable to say to a patient. […] TEWV 

formal policy makes clear the Trust supports patient suicides (or 'death by misadventure' 

as staff like to minimise) in the interests of positive (outcome) risk taking. Sadly staff dont 

seem to care about patient consent to that.”  

- TEWV Patient 
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“They said she was chronically suicidal, after one suicide attempt… I asked the 

psychologist over and over, what does chronic mean? What is the difference between 

acute and chronic? How would you define it? He just said it was complicated and there 

was no real definition, it was more a judgement call… So the judgement call of the crisis 

team was that after one suicide attempt, with no history of feeling suicidal other than 

literally just the few weeks beforehand, she was chronically suicidal and therefore she 

wasn’t really going to kill herself ‘cause she didn’t really want to die. Well they were 

wrong…” 

-       Family member of TEWV Patient 

 

“They like to say you feel chronically suicidal because then they can say your risk is low. 

I knew I was in real serious risk but I was told “this has been your presentation for some 

time”.. I have no idea why, I had never felt like that not for years not while I was with that 

team. Once you are chronic, they don’t have to take you seriously and they make you feel 

that if you tell someone repeatedly you feel suicidal, instead of it just being that you are 

trying to talk about how you feel suddenly its because you are trying to get attention.. 

because if you were “actually” suicidal, you would have killed yourself already.”  

– Former TEWV Patient 
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- An extract from an acceptable behaviour contract given to a TEWV patient 

 

“Before being discharged from hospital (whilst actively suicidal), Northallerton Crisis Team 

made some attempts to manipulate the actions of the Police. They suggested an ABC 

(Acceptable Behaviour Contract) be used with me. […] I found this contract to be incredibly 

disturbing in terms of the way it would force me to work with local MH teams who couldn’t 

meet my needs due to my [Autism], who had lied to me, misdiagnosed me, and who were 

causing me iatrogenic harm. (They were in fact the reason for my desperation to die at 

the time, as they had removed all Hope from me and traumatised me further.) And if I 

failed to work with them I could be prosecuted for it. How on Earth was that supposed to 

help someone in my situation?! [Signing it] would have been like signing my death warrant. 

[…] Because nobody wanted to hear me and protect me from MH services, and instead 

they thought it was helpful to threaten me with legal action on the advice of MH, my mental 
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state naturally fell apart. I had to resign from my job, and I made multiple attempts on my 

life. […] The trauma they have caused me is irreversible and my experiences have forever 

affected my ability to trust in those that should be there to help and protect. And the reality 

is I should never have been put in this situation. If they’d helped me access the care I 

needed years earlier this would have never have happened...” 

- TEWV Patient 

 

“I was really worried about my friend because I’d seen some of her Facebook posts that 

seemed really distressed, and I wasn’t able to get hold of her. I texted another friend and 

they hadn’t heard from her and couldn’t get through to her either. We decided to ring the 

crisis team, and as usual they said they couldn’t do anything and we would have to ring 

the police… so I rang the police and explained the situation and they went and found her 

and took her to A&E. She texted later on to say that she was in hospital but that the crisis 

team had told the police to charge her for wasting police time. I felt sick, I hadn’t wanted 

to call the police but had been INSTRUCTED to by the CRISIS TEAM and then they came 

back and said that my friend had wasted their time! It wasn’t her decision, it wasn’t even 

my decision, it was the decision of the crisis team to involve the police. It was as if they 

sent the police to see if she was dead, and if not they were gonna charge her with not 

managing to kill herself. I don’t know what to do now when I’m worried about someone. 

Should I leave them to die or should I get them arrested and prosecuted for being mentally 

ill?” 

 – Former TEWV Patient discussing TEWV crisis team 

 

 

- TEWV patient notes refer to suicide attempts as “incidents”, to be controlled with 

threats of civil or criminal court orders 

 

“This CMHT gave me a ‘legal letter’ which I later found was not a legal letter. The manager 

from this team stated the word legal over and over and did so to purposely cause alarm 

and distress (this was done on a day I was discharged from a 3 week inpatient hospital 

admission). It was highly inappropriate and handled very badly. It caused me significant 

distress so much so it resulted in another hospital admission not long after.”   

- TEWV Patient 
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“I found the power dynamic between myself and the people in my care team so difficult 

that it actually made me ill. The lack of power, and fear of experiencing some form of 

punishment if I didn’t do what I was told was so overwhelming, it was like being 

permanently triggered. Meetings gave me abuse flashbacks and nightmares, over time I 

just began to see certain staff members as my past abusers from whom I could not escape. 

I became more and more unwell, deciding that I would have to kill myself to escape. 

Everything I said and did in meetings was calculated to be an answer which would not get 

me in trouble, but no-one noticed or asked what was happening for me. One staff member 

even told me that there was no power imbalance between us, and that we were working 

collaboratively. She had no idea I agreed with everything she said because I was terrified 

of doing something wrong.” 

- Former TEWV Patient 

“My sister is normally an outspoken and confident person. It was very strange to see her 

change so dramatically when she was under the care of mental health services. Suddenly 

she stopped saying when things bothered her and voiced no disagreements. It was as if 

she was terrified of the staff. I would often try to speak up on her behalf, particularly when 

she was in hospital, and she would get very upset with me, saying that I was going to get 

her in trouble.” 

- Sister of TEWV Patient 

 

“I was very frightened of my psychiatrist and basically agreed with and did everything he 

said unless my partner was with me in appointments. I was very aware that if I disagreed 

with him or contradicted him or came across in any way like a difficult patient I would likely 

be diagnosed with a personality disorder and then no-one would ever listen to me again. 

I didn’t feel comfortable being shut away in a room with him by myself, I felt like he could 

do anything to me, so I tried to be as good and small and nice as possible to stay safe.” 

- Former TEWV Patient 

 

“When I was told I “had capacity” during a suicidal crisis it was clear this meant I was 

responsible for my actions and because I had capacity if I did kill myself that was ok and 

no one was going to stop me. The word capacity in this context was used synonymously 

with responsible and not-psychotic. My psychiatrist said I had capacity and as such I didn’t 

need to see the crisis team or go into hospital as if my suicide plans were the same as 

making plans to go on holiday. They used capacity to withhold care from me, basically 

saying “it doesn’t matter if you die because you can make this decision so we owe you 

nothing”.” 
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- Former TEWV Patient 

 

 

“[…] more recently the crisis team are now saying that suicide is my choice because I am 

an adult and I have capacity so I just need to take responsibility. They don’t ever 

understand that in the moments I want to die it isn’t a choice its like something barreling 

down on top of me which I cant escape from. In those moments I need someone to hold 

hope for me and sometimes to make decisions for me and just help me but even without 

seeing me now they just say I have capacity so its my choice.” 

 

- TEWV Patient 

 

TEWV Patient: [discussing building resilience skills in community instead of hospital 

care] …it’s not about skills. It’s about what I, whether or not I want to be alive and that’s 

that’s a different thing. If I want to be alive I have the skills not to kill myself. It’s about 

whether or not I want to be……  And this stuff about ‘well it is in your own home, it’s in 

your own home’, well if that is what someone wants at that time, fine. Well, if it’s just a 

moral judgement of ‘this is what you should do to develop your skills’ that we are going 

to impose on you, it’s not. That’s my view on that. 

TEWV Crisis Team 1: Right 

TEWV Crisis Team 2: Right, OK, well I can leave this [WRAP Plan] or not. It’s entirely up 

to you. 

TEWV Patient: Did you hear what I just said? 

TEWV Crisis Team 2: Well, because it obviously is your choice to… if you want to end 

your life. You have capacity to make that decision but we try and prevent that and work 

with people in the community. 

TEWV Patient: [starts crying silently] mm… Did you really just say that? 

TEWV Crisis Team 2: Did I just say what? 

TEWV Patient: You have capacity to kill yourself if you want to. 

TEWV Crisis Team 2: I’m not saying that, I’m saying that we work with people in the 

community but obviously you do have the capacity to make any decision. 

 - Transcript of a recorded conversation between a TEWV patient and two TEWV crisis 

team staff members 
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- Patient notes made by TEWV crisis team members after the conversation depicted 

above in the transcript extract 

 

 

“Even when on the ward on a section 2 they said I had the capacity to make decisions and 

to kill myself because as an adult they said it was my right..” 

 

- TEWV Patient 

 

 

“I first heard the capacity thing in 2019… when I was calling the crisis team.. to begin with 

I didn’t understand what it meant or really pay any attention to it… but when someone 

explained to me what capacity meant I realised the [crisis team staff] were saying I had 

the ability to choose to kill myself and they were not going to stop me…even if I asked 

them for help”  

- TEWV Patient 

 

 

“TEWV staff are totally aware this is happening. I had a meeting with [the crisis team 

managers for Northallerton] and told them what had been said to me and my sister. They 

knew all about it. They even apologised but it didn’t stop it happening from the crisis team 

and all over the trust, inpatient, liaison, cmht etc. They’re all doing it, its an easy way to 

make patients feel like the staff have no legal power to help us and we have all the power.” 

 

- Sister of TEWV Patient 

 

“I’ve never had a capacity assessment, but it says in my notes that I have capacity when 

I’m suicidal.” 

-       TEWV Patient 

“Once they decided she had EUPD  - which we discovered by accident because a nurse 

explained her suicide attempt was a personality disorder - they then told us that it wasn’t 

a mental health problem but a behavioural issue which meant she was in control and had 

the capacity to kill herself. I could not believe what I was hearing. They told a child if she 

wanted to kill herself, it was up to her..” 

- Parent of TEWV patient 
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“I was told I had capacity when I was suicidal, as a reason to not let me go to hospital or 

get any kind of community help. There was nothing else, just that.. “you have capacity”.. 

I’m not stupid, I understood what was being said to me. I was being told it was my choice. 

It meant I was not unwell or anything, so I was medically able to make that choice. Imagine 

being told that type of thing when you’re so depressed life seems endlessly hopeless. It 

made me even more hopeless because it meant no one was going to help me, no one 

was saying “don’t do it” no one was standing in my way.” 

-       TEWV Patient 

  

“I rang the crisis team out of my mind with worry, as I had just found a stash of pills in my 

daughter's bag. Out of nowhere, with no previous issues, my daughter had attempted 

suicide twice in four weeks; my family and I were completely lost, with no idea how to help. 

The man on the end of the phone huffed and sighed and told me that this was just part of 

her personality, it was how she coped with things. “But she doesn't have a diagnosis of a 

personality disorder, she’s never done this before” I told him. “She has capacity, it’s her 

choice” he replied, “we’re not going to do anything”. A man who had never met my 

daughter, who had never assessed her capacity, was telling me that they were happy to 

let my child kill herself without even questioning why she suddenly wanted to die.. We 

were left completely alone, and made to feel unreasonable, even hysterical, for asking for 

help. She nearly died two weeks later.”  

- Parent of TEWV Patient (bold ours) 

  

 

 

  

 

 

- Extract from a TEWV patient crisis care plan. 

 

“...I ended up on the phone arguing with the crisis team about the capacity of my [deeply 

suicidal relative]. The guy I was talking to obviously had absolutely no idea what he was 

talking about as he kept insisting, firstly, that my relative “had capacity”, as if capacity was 

a piece of clothing or a handbag she could have permanent possession of, rather than a 

fluctuating and decision specific construct, and secondly that the crisis team couldn’t 
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assess her or apply to detain her under the Mental Health Act due to this “capacity” she 

supposedly had (without it even being assessed). When I tried to explain to him that people 

can be detained under the MHA whether or not they “had capacity”, he would have none 

of it, and flatly denied that was true. After the way I was spoken to I would have liked to 

suggest that he roll up the Mental Health Act and Mental Capacity Act and shove them 

somewhere difficult to reach, but I think it would be more useful if he, and all TEWV staff, 

actually read them, because it was patently obvious that had never occurred.”  

- Carer of TEWV patient 

 

“When I was told I had the capacity to choose to kill myself it completely crushed me. All I 

needed from the world was someone to give me a reason to keep living. I needed 

something, anything to help me keep living. Instead, I was met with indifference and the 

message that it didn’t matter if I died, not on a personal level, and not even on a 

professional level where they could face scrutiny after the death of a service user. It made 

me feel so completely inconsequential I wanted to die even more.” 

- Former TEWV Patient 

 

“TEWV staff immediately decided in their heads that she fit their understanding of BPD 

and ran with it. “She says she’s suicidal? Nah, she’s lying”. “She attempted suicide? That 

was for attention”. “She feels depressed? No depression here, nothing that isn’t part of 

her personality”. “She’s asking for anti-depressants? There’s no medication for what she 

has”… It was quite obvious to EVERYONE ELSE that she was in desperate need of 

support, but the moment they decided to treat her as if she was some BPD trope they saw 

everything through BPD tinted lenses. After that, everything that she said or did only 

confirmed their belief. […] No young woman is safe under TEWV.”  

– Sibling of TEWV Patient  

“Staff tell [my daughter] she is selfish for her self-harm and suicide attempts […] she is 

told she will be moved to an empty room so if she succeeds in killing herself with a ligature 

around her neck, she won’t upset the other patients. They have also told her this is not a 

long term measure as they will need the room if someone else gets admitted, so she better 

just take responsibility and not do it. Staff have actually left self-harm implements in her 

room, including a shard of glass.”  

– Parent of TEWV patient 

“Whenever i call the crisis team they say the same thing - im not psychotic so its my choice 

if i want to kill myself and as ive called them its proof im not suicidal because if i wanted 

to kill myself i would have already done it. If you don’t lie and say your not suicidal then 
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you are apparently lying but if i call up and say im not suicidal they would just ask why i 

was calling?”  

– TEWV Patient 

“”she needs to be more responsible”.. “take more responsibility for herself”.. “take 

responsibility for her behaviour”…responsibility is not the problem!! My daughter is 

responsible… what she isn’t is well! Why keep her on a section in a mental health facility 

if they think all her problems boil down to not being responsible enough?? She’s ill… she 

needs help..but all we hear is she’s essentially just naughty. Do they really think people 

try and kill themselves because they lack responsibility or they are being childish? It’s 

insulting… and not surprising that she’s not getting better given their attitude.” 

– Parent of TEWV Patient 

 

“The truth is, no amount of haranguing a mentally ill child about taking responsibility for 

his actions is going to make his night demons disappear. No diatribe calling patients 

selfish, attention seekers, stubborn, or dumb can take the place of thorough and 

compassionate safeguarding.”  

– Parent of TEWV patient  

  

“At her discharge meeting we were told the hospital couldn’t keep her safe and they were 

happy to risk her going home. I asked if nurses can’t keep her safe how would her blind 

disabled mam and brother be able to. They said she will probably be readmitted but it 

wasn’t there job to keep her safe and she has deteriorated since being in hospital.”  

– Mum of TEWV Patient 

“The ward manager informed me they were going ahead with the plan to discharge my 

sister from the Section 2, despite her still being acutely suicidal. She explained that my 

sister should take some responsibility for herself, and that because she hadn’t tried to kill 

herself in the reception area of the hospital during my visits, she obviously wasn’t actually 

suicidal.”  

- Sister of TEWV Patient 

“The psychiatrist made me sign my care plan that said I had been told about the 

“consequences” of my behaviour and that the risk had been explained to me. It said I 

understood I was “responsible for my own life”. It felt like a cop out. If I die they don’t have 

to take any responsibility because they have made me say it’s all my fault.”  

– TEWV Patient 
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“TEWV formal policy makes clear the Trust supports patient suicides (or 'death by 

misadventure' as staff like to minimise) in the interests of positive (outcome) risk taking. 

Sadly staff dont seem to care about patient consent to that.”  

- TEWV patient 

 

“It never occurred to me that staff would need my permission or my consent to do any of 

these things. I have never been asked what I want or whether I am happy with the 

decisions they make for me. I didn’t even know that was wrong.” 

- TEWV Patient 

 

“Does consent exist in mental health services?” [Author replies yes] “I didn’t know that, 

I’ve not given consent ever.” 

- TEWV Patient 

 

“Mental health professionals treat us like children. We are seen as naughty and every 

aspect of our behaviour is scrutinised and added to the list of things they need to fix to 

make us better. Just like being at school, nobody asks if I am comfortable or ok with their 

plans or if I even want to fix certain parts of myself. There’s just an assumption that once 

you’re a mental health patient you give up all your rights and the professionals take over. 

That’s how its always been for me.” 

- Former TEWV Patient 

 

“I was treated under the protocol and no they never asked for my consent for that to 

happen” 

- Former TEWV Patient 

 

“I know for sure the crisis team used the BPD protocol on my sister because I asked the 

psychologist about it. I am absolutely sure they didn’t ask consent. That’s the point of the 

protocol isn’t it, to force people to stop asking for help by ignoring them. It wouldn’t work if 

they asked for consent.” 

- Sister of TEWV Patient 
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“’EUPD’ is medical slander. My medical records describe this paranoid, devious, 

manipulative, cunning, headache of a person who has never existed in reality. Knowing 

that medical personnel will read and believe these records for the rest of my life physically 

hurts me because I can’t do anything to challenge this incredible misrepresentation. 

Probably a better way to describe ‘EUPD’ is a vicious character assassination which 

slithers its way inside you, picking at your own understanding of who you are.. ‘perhaps 

this is me’ you think to yourself .. ‘maybe I am like this’. I now doubt my self-perception 

and worry everyone can see who I ‘really am’. […] ‘EUPD’ isn’t like a cancer which can be 

cut out and taken away. Being told I had ‘EUPD’ was being told I am the cancer.”   

– Former TEWV Patient 

“How am I supposed to feel SELF-ASSURED & SECURE in knowing who I am if respected 

professionals who have studied human psychology for years tell me that I am actually the 

OPPOSITE of who I always thought I was??!”  

– TEWV Patient 

“I cannot believe they tell people who have been abused as children, sexually abused as 

a child, their personality is the problem. A person’s personality is what makes them them, 

its like a person’s soul. I cannot even imagine what that feels like, to experience such 

terrible things, to then be faced with that. It’s just not right is it, it’s just not right.” 

-       Parent of TEWV Patient 

  

“I have begged for better care and support for her. When are they going to do something?  

When it's too late and she's dead? It's horrendous to watch your child go through this. I 

can't put into words the fear I feel inside. […] I feel [my daughter] would not have been in 

this state if she'd had proper early intervention.”  

- Mother of TEWV patient 

 

 “TEWV washed their hands of my sister, so we looked after her ourselves. My parents 

and I took shifts throughout the night for weeks, sitting up to ensure that she was safe, it 

was exhausting; we did run throughs with my little brother of how to cut ligatures, how to 

put someone in the recovery position, how to do CPR; we searched the house from top to 

bottom to rid it of anything dangerous; we preemptively made “missing” posters and 

documents for the police on her physical description and lists of contacts in case she went 

missing again; we searched the bins and her laundry for medication packaging or receipts 

from pharmacys; we kept in constant contact with each other via text, to ensure we knew 

where she was at all times, locking all the doors and windows and hiding the keys.. My 

family and I did things to protect my sister that we should never have been forced to do.. 
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and we wouldn’t have had to if TEWV had done its f**king job. But they didn’t, they left us, 

they abandoned her in the name of “promoting responsibility” and despite all our efforts, 

we couldn’t stop her attempting suicide again and again.. By the time she was sectioned 

by a different Trust, we were broken. We had left our jobs, redecorated half the house so 

that it was less likely to cause sensory overload, in our desperation we had intruded on 

my sisters right to privacy and her right to make decisions, we had responded to multiple 

suicide attempts, reported her as a missing person twice, called ambulances and an air 

ambulance, slept in hospital corridors, borrowed friends’ credit cards to stay in 

travelodges, argued with paramedics/nurses/liaison psychiatrists/doctors/crisis 

teams/Trust management.. We had been to hell and back, and it could have been avoided 

if someone, anyone, at the Trust had stopped parroting the party line about responsibility 

for just one second and thought to themselves “perhaps we should help”.”  

- Sister of TEWV patient 

  

“We had been calling and emailing the home treatment team with our concerns for weeks, 

and they kept telling us that they couldn’t talk to us, or hear our concerns, because they 

didn’t have the consent of our daughter. We didn’t want them to give us any information, 

we wanted to give them information. We live with her, we see her every day, we have 

valuable insights into her health. It took a formal complaint to finally be listened to, and by 

then it was too late, she had to be hospitalised.”  

- Parent of TEWV Patient 

  

“I was really struggling with flashbacks and was extremely depressed. I was referred back 

to the CMHT as I had requested some kind of trauma therapy but was only given a 

prescription for antidepressants and sent away, as they “don’t do trauma therapy”. Every 

single day was a struggle to cope… It felt as if my whole world was closing in around me, 

the only support I had was the medication, nothing else. I begged for some kind of help, 

some kind of therapy, just someone to help with the flashbacks and was told “this is a 

common theme with you, you never think anyone is helping you”. The letter sent to my GP 

said “nothing would ever be enough” for me. I have never felt so hopeless and small in my 

life.”  

– Former TEWV Patient 
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- TEWV Patient notes describe a BPD-labelled patient as experiencing 

“paranoia” regarding their “perception” of poor care. 

 

 

“If you ever pull up staff about not getting proper care it always comes back to 

unreasonable expectations. I could be dying in the street and asking for help would be an 

unreasonable expectation. Its hard to know what they think they owe their patients but it 

seems to be absolutely nothing. If you ask for anything more than nothing you are 

unreasonable and demanding.” 

 

- TEWV Patient 

  

“TEWV consultant psychiatrist: [Responding to patient comments about being refused 

hospitalisation as part of their crisis plan] So, has that been explained to you why that 

wouldn’t be beneficial. I'm sure it has.. 

 

Patient: No it hasn’t. All that’s been said is that even a few weeks in hospital can lead to 

dependency.. 

 

TEWV consultant psychiatrist: Yes. And that’s true. There’s many research. Many, many 

pieces of research out there that proves that point. 

 

Patient: And I’d rather take the risk of dependency.. 

 

TEWV consultant psychiatrist: But then the discharge would be even harder to do. It 

would be even harder on you, not us. 

 

Patient: No, it wouldn’t. Guess what, I was in hospital for 6 months in 2004 and.. 

 

TEWV consultant psychiatrist: And maybe that’s why we’re here now where we are.. 

 

Patient: And maybe it’s not. 

 

TEWV consultant psychiatrist: Because you feel safer in hospital.. 

 

Patient: Maybe it’s not. I haven’t been in hospital for 10 years.. It took a lot to get to, get 

to the stage I’d say I want to go into hospital. I was so traumatised by my admission I 

had to have therapy to get over it so to actually get to a stage where I think hospital is 

needed.. 

 

TEWV consultant psychiatrist: That’s fair enough but as time goes on we do learn more 
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Patient: Yes I learnt more and I really wanted to get out of hospital in 2004. I had to have 

therapy to get over it. And what I’ve learnt is that sometimes it does have a place. 

 

TEWV consultant psychiatrist: Of course. We all would agree with that. 

 

Patient: Yeah well unfortunately nobody agreed with it in my case apart from me. 

 

[...] 

 

TEWV consultant psychiatrist: Because we’ve learnt a lot of lessons since then and the 

lessons we’ve learnt is that certain diagnosis when certain people are in hospital it 

proves detrimental, short term management.. 

 

Patient: What’s my diagnosis? 

 

TEWV consultant psychiatrist: Bipolar…. and EUPD traits 

 

Patient: No that’s not been discussed with me at all. That hasn’t been discussed AT ALL 

and I knew that’s why you haven’t been listening to me because I know that’s the 

treatment for EUPD. Traits is it now? Cant even get the full diagnosis? Willing to put my 

life at risk for a diagnosis that hasn’t been discussed with me that is entirely informing 

my treatment plan? Oh it is so sad. It’s just so sad. 

 

- Transcript of a conversation between TEWV inpatient and TEWV clinician 

  

“They put me through hell when they left me with no care. I can’t even describe how that 

made me feel. I was terrified of dying but found myself making a plan, writing a note, 

organising my stuff… as if I was watching from the outside. And I kept asking for help, 

telling them I was going to hurt myself, kill myself.. I wasn’t in control.. Help me, I think I’m 

going to die… but they did nothing, nothing at all and I couldn’t understand why. I was left 

by myself and the only feeling I had left was that my life was not important. I felt completely 

worthless. I was already fighting against myself, I didn’t need to fight against them too. In 

my notes afterwards it said this was best so I didn’t become dependent on services to help 

me“  

– TEWV Patient 
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Emails regarding access to adult and child Protocols 
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