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SPRINGBANK WARD
Opened May 2011

Unique in the NHS
 Most of these patients go to the 

private sector.

Inclusion
 Women, trans, and non-binary
 Severe Borderline Personality Disorder
 Co-morbidity is the norm
 Failure to manage in the community / acute 

wards
Treatment
 12 beds
 1 year programme
 DBT, pharmacotherapy, occupational therapy, 

music therapy, physiotherapy, and others
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THE GUIDELINES



NICE GUIDELINES BORDERLINE

No medication
 Crisis management
 Promethazine (1 week)

Psychological interventions

Inpatient treatment
 Short-term management of acute risk

 ‘significant risk to self or others’

 Assess and treat co-morbidities
 Detention under MHA

 Extreme circumstances

 Involve patient and agree duration



MEDICATION HABITS

Europe (2015)

Prescription analysis

2001 – 2011

90% on psychotropics
 80% > 2

 54% > 3

Antipsychotics / Antidepressants 70%
 Quetiapine 22%

Anticonvulsants 33%

Benzodiazepines 30%

Lithium 4%



PD PREVALENCE IN INPATIENT SETTINGS



THE SYSTEM



2009 2012 2016

INPATIENT TREATMENT IN MENTAL HEALTH: 
IT IS ABOUT PSYCHOSIS

chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https:/www.rcpsych.ac.uk/docs/default-source/members/faculties/rehabilitation-and-social-psychiatry/rehab-enabling-recovery-for-people-with-complex-mental-health-needs.pdf?sfvrsn=6b90f31_4
chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/http:/www.contactconsulting.co.uk/wp-content/uploads/2014/09/Defining_mental_health_services.pdf
chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https:/www.rcpsych.ac.uk/docs/default-source/members/faculties/rehabilitation-and-social-psychiatry/rehab-social---joint-commissioning-panel---guidance-for-commissioners-of-rehabilitation-services-for-people-with-complex-mental-health-needs---2016.pdf?sfvrsn=82cbb5e4_6


HOSPITAL ADMISSIONS

Acute

‘Acute wards’
 <90 days

PICUs
 Few days to weeks

Rehabilitation
Unit Type Length of

stay
Site Risk-

management
Resource
suggested as per
population size

Funding

High
Dependency

1 – 3
years

Hospital Locked 1 unit per 600,000
– 1 million

CCG

Long-term
Complex

“several
years”

Hospital Locked 1 unit per 600,000
– 1 million

CCG

Community Up to 1
year

Community Open 1 unit per 300,000 CCG

Secure >2 years Hospital Locked Low secure: 1 per
million.

High secure: 1 per
15 million

Medium secure:
somewhere in
between

NHS
England

Highly
Specialist

1-3 years Hospital Varies with risk
profile

1 per “several
million”

CCG

Tier 4 Varies Hospital Varies with risk
profile

1 unit per 300,000
– 600,000

NHS
England

In area & Out of Area Placements (OAPs)



Unit Type Length of 
stay

Site Risk-management Resource suggested as 
per population size

Funding

High 
Dependency

1 – 3 years Hospital Locked 1 unit per 600,000 – 1 
million 

CCG

Long-term 
Complex

“several 
years”

Hospital Locked 1 unit per 600,000 – 1 
million

CCG

Community Up to 1 year Community Open 1 unit per 300,000 CCG

Highly Specialist 1-3 years Hospital Varies with risk 
profile

1 per “several million” CCG

Secure >2 years Hospital Locked Low secure: 1 per 
million.

High secure: 1 per 15 
million

Medium secure: 
somewhere in between

NHS England

Tier 4 Varies Hospital Varies with risk 
profile

1 unit per 300,000 –
600,000

NHS England

‘Locked-rehab’ is not a ward type



COST



AMBITION
2016

End ‘inappropriate acute OAPs’ 
by 2020-21.
 Inappropriate = sent OOA as 

no local bed available.

NHS Digital starts collecting data

*No ambition to end ‘rehabilitation’ 
OAPs



BIGSPD REPORT

FOI data

Lived Experience

Public information available on acute 
OAPs





PERSONALITY DISORDER IN OOA

FOI (3,541 placements)
 11% 

Published acute
 FOI period (24,540)

 22% (underestimate)

 Feb 2021 (7,145)
 9%

Duration (71 days)

Costs (£12-27m)

Comorbidities

Providers (Priory and Cygnet 71%. NHS 
1%)

MHA (67% FOI)

Discharge (no specialist PD aftercare) 



LAINGBUISSON
REPORT
13.5% of the NHS MH budget goes 
to the independent sector.

10,123 private beds
 NHS 17,610

15-20% profit margins

Lack of competition
 4 providers get 2/3 of the money
 71 facilities inadequate



THE CULTURE



RISK MANAGEMENT
2 treatment models:

Old (May 2011 – April 2015)
 Risk Containment

New (May 2015 – Present)
 Autonomy



ISSUE: FEAR

Staff
 Complexity

 Ignorance

 Death
 Legal system
 Media

 Security
 Career
 Reputation

 Burn-out

Patient
 Death
 Disability
 Life-sentence
 Loss of support



HOW DO PEOPLE WITH A PERSONALITY DISORDER 
MAKE YOU FEEL?

61 pharmacists.

10th Annual International 
Psychiatric Pharmacy Conference. 

29 GPs and staff in primary care
15.03.2021



LIFE EXPECTANCY





MAKE SOME RULES

Ward opens 
 -> some rules 

-> incident happens
 -> people get into trouble
 -> ‘risk assessment’ 
 -> new rules 
 -> new incidents….



THE (UNWRITTEN) RULES AT SPRINGBANK

Smoking hours
 9:30am (if all awake) - 11:00pm

Leave
 Returning to the ward from leave by 9pm
 No leave after 11pm
 No holidays

Access
 Rooms are locked in daytime hours.
 Visiting hours

Plastic cutlery and crockery

No alcohol



RISK CONTAINMENT MODEL (2011 -2015)

Therapies
 Medication
 Dialectical Behaviour Therapy
 Occupational Therapy
 Seclusion
 Exercise
 Physiotherapy

Delivery
 Excellent NHS staff
 MHA
 Locked ward
 Restricted items
 Personal searches
 Restricted leave
 Punishment / Reward approach
 Observation levels
 Physical restraint & rapid tranquilisation
 ‘Adverse adulthood experiences!’

Standard approach



RISK CONTAINMENT

Goal: keep person alive

For acute modifiable risks

In-patient treatment

MHA

Assumptions
 Hospitals are safer
 Patients/SUs lack capacity

Pros:
 “Feels safe”
 Short-term benefit

Cons:
 “Feels wrong”
 Promotes dependence





EXPERIENCE

Incidents
 Daily alarms
 Regular physical interventions
 Frequent injuries

Staff vacancies
 High turn-around
 7 consultants in 4 years

Ward Reputation
 Difficult place to work
 Difficult group of patients
 Students not allowed



AMBITION

Reduce incidents

Improve safety

Improve patient and staff experience



NEW SPRINGBANK MODEL (2015 – 2021)

Therapies
 Medication
 Dialectical Behaviour Therapy
 Occupational Therapy
 Sensory integration
 Exercise
 Physiotherapy

Delivery
 Excellent NHS Staff
 Least-restrictive approach

 MHA avoided

 Capacity is assumed
 Even in crises

 Recovery focus
 Patient centred care
 Positive-risk-taking
 Shared-decision making
 Shared values
 Co-production
 Distributed leadership
 Therapeutic community



POSITIVE RISK TAKING

Goal: Enable people to manage and enjoy life

Looks at long-term risks and opportunities

Requirements:
 Clear formulation
 Detailed history
 Good relationships
 Communication with relatives

 Organisational support



POSITIVE RISK TAKING

Assumes no risk-free option

Assumes capacity

Assumes chronic risk

Pros:
 Promotes autonomy
 Long-term benefits
 “Feels right”

Cons:
 Short-term risks
 Perceived as neglect
 Anxiety-provoking



MULTIPLE INITIATIVES



POSITIVE RISK TAKING
THE RULES
Smoking hours
 9:30am (if all awake) - 11:00pm

Leave
 Returning to the ward from leave by 9pm
 No leave after 11pm
 No holidays

Access
 Rooms are locked in daytime hours.

Plastic cutlery and crockery

No alcohol



Respect
 Be honest with staff
 Quiet if smoking at night
 Quiet returning from leave late

Recovery
 Attend ward programme
 Co-produce the programme
 Leave that is meaningful
 Plan discharge

Safety
 Drink in moderation
 Keys to rooms
 Normal cutlery and crockery



KNOWLEDGE AND UNDERSTANDING

Staff nurturing
Clinical Supervision
Reflective Practice
Case discussions
Educational activities
Away days

As a result:
 Increased recruitment
 Increased retention



THE TEAM



POSITIVE RISK TAKING

Removal of long-term observations

Resisting pressures from ‘above’ to 
avoid risk.

Removal of sections of the MHA

Allowing patients to leave the ward 
at any point 

Constant team discussions



IT IS TRICKY



OUTCOMES



INCIDENTS



PHYSICAL INTERVENTIONS

Year
Physical 
intervention Rapid tranquilisation

2012 52 36
2013 57 45
2014 59 44
2015 64 18
2016 3 0
2017 4 0
2018 5 1
2019 1 1
2020 0 0
2021 0 0
2022 0 0



DIFFERENCE 
BETWEEN 

ADMISSION AND 
DISCHARGE 

44



PATIENT EXPERIENCE



PATIENT EXPERIENCE
Increased patient satisfaction and service use reduction

“Would you recommend this service to friends and family?”



STAFF’S EXPERIENCE

Increased job satisfaction

Richer therapeutic relationships

Better reputation
 Less vacancies
 Stable team
 Students!



WARD REPUTATION

Nominated for ‘Team of the year’

https://awards.hsj.co.uk/winners-2020

https://awards.hsj.co.uk/winners-2020


PUBLICATIONS



INSIGHTS

Constant reflection about own behaviour

Co-production an constant change

Multi-disciplinary approach as a community

Values and clear boundaries
 Not rules

Courage, empathy, and compassion
 Safer than risk containment



SPRINGBANK PARALLELS



INPATIENT TRIALS

RCT 1999
 Partial hospitalization vs TAU
 N=38

18m programme

Improvements in symptoms, self-harm, 
suicide attempts, inpatient days, function 
in inpatient group.

Ongoing improvement after 18m



INPATIENT TRIALS

Controlled trial 2004

Inpatient DBT for 3 months vs waiting list

N=50 women

Significant improvements in symptoms, 
self-harm, and functioning in the inpatient 
group.



INPATIENT TRIALS

Case series

N=50

Inpatient DBT for 3 months

15m f/u

Improvements in psychopathology



INPATIENT TRIALS

Case series

N=45

Day patient MBT for 18m

Improvements in psychopathology, 
functioning, service use, suicide attempts 
and self-harm.



INPATIENT TRIALS

Case series

N=245 vs 220 (reference group)

40 days admission (average)

BPD improved at a similar rate than 
reference group



SIMILARITIES

High degree of co-morbidity

Use of medication

Non-restrictive environment

No evidence of the use of coercive 
treatment being helpful.



AREAS TO IMPROVE



GUIDANCE

Acknowledge new evidence
 Benefits of specialist inpatient 
treatment
 Skills
 Environment

 Relationships

Based on resources

Research
Medication



MEDICATION
Cochrane 2010

1982 – 2009

28 RCTs 

n = 1,742

Support:
 2nd Gen Antipsychotics
 Mood stabilisers
 Omega 3

No support
 1st Gen Antipsychotics
 Antidepressants

https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD005653.pub2/full

https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD005653.pub2/full


COCHRANE CONCLUSIONS

Impulsivity
 Aripiprazole, lamotrigine, topiramate

Anger
 Haloperidol, aripiprazole, lamotrigine, valproate, topiramate

Psychotic symptoms
 Aripiprazole (not many tested)

Depression
 Aripiprazole, topiramate, amitriptyline

Anxiety
 Aripiprazole, topiramate

General pathology
 Aripiprazole, topiramate

Self-harm
 Nil (olanzapine worsens)

Poor results for emptiness, identity disturbance, 
abandonment.



THE SYSTEM

Acknowledge the problem

Design inpatient services for 
“personality disorder” 

Develop specialist “PD” unit service 
specifications

Invest in the NHS

Monitor outcomes



THE CULTURE

Stop restrictive interventions in 
personality disorder
 No evidence of benefit

Acknowledge fear and don’t’ give in

Train staff



HELPFUL FACTS & TIPS



MYTH: RISK PREDICTION

We cannot predict risk at an individual level

For every completed suicide there are 200 
attempts.



PREVALENCE



PROGNOSIS

“Good recovery” is defined as global assessment of functioning above 61, minimal 
symptoms, and the ability to work, study and have meaningful relationships.

Zanarini, Mary C., Christina M. Temes, Frances R. Frankenburg, D. Bradford Reich, and Garrett M. Fitzmaurice. 
‘Description and Prediction of Time-to-Attainment of Excellent Recovery for Borderline Patients Followed 
Prospectively for 20 Years’. Psychiatry Research 262 (2018): 40–45. 
https://doi.org/10.1016/j.psychres.2018.01.034.

https://doi.org/10.1016/j.psychres.2018.01.034


3 THINGS TO DO

Listen
 Build Trust

Contain
 Belongingness 

Teach
 What would you do?



3 THINGS THAT HELP

Boundaries
 Sustainable care

Reflection
 Mindfulness

 Feelings

 Environment

Your colleagues



QUESTIONS?


