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Working together to faci l i tate posit ive change 

that is authentic and sustainable

“The shared humanity of our community can be measured by the way we 
treat one another — including the kindness, compassion, dignity and respect 
we show.” The opening line in the foreword of the Final Report of the Royal 
Commission into Victoria’s Mental Health System sends a strong message to all 
Australians.

As we move into what many of us hoped would be a quieter 2021 the issues 
and realities of abuse and disrespect, the lack of kindness and compassion 
and overwhelming indignity, we need to learn as a community to listen, with 
compassion and respect, to those who are sharing their stories, and to give 
them safe spaces to share their experience. 

Meanwhile I wish to acknowledge the many people who are struggling right 
now with all the media coverage and offer some hope.  

The path for change is often disruptive and uncomfortable… and often feels 
(too) slow. Many people are making themselves vulnerable and standing up 
for what they know is right and just. I know that my own advocacy journey has 
been built on the wisdoms and challenges of those who have walked this path 
before me.

The Foundation is committed to advocating for everyone impacted by BPD to 
ensure progress is real and sustained.

This year our Mini-Conference in May will coincide with BPD Awareness Month 
in the USA and UK. In Australia we celebrate BPD Awareness Week during the 
first week of October and usually hold our conference during that time. In the 
spirit of working together to promote awareness and education we invited 
Professor Carla Sharp (Uni of Houston, USA) to present an online forum on 
4th May at 11am (AEST). After Carla’s presentation BPD in Adolescents: Myths, 
Identity & Treatment she will be available ‘live’ from 12 noon to respond to your 
questions. For more information or to register, visit our website at 
https://bpdfoundation.org.au/ or https://www.trybooking.com/BPZWU

Rita Brown
President, Australian BPD Foundation Ltd
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MYTH: Substance use needs to be addressed prior 
to treating borderline personality disorder

FACT:  
Substance use disorders (SUD) are common in people with borderline personality disorder 
(BPD). 20-80% of people with BPD have been reported to abuse substances. 65% of people 
with SUD have BPD. 

SUD doesn’t cause BPD - however BPD and SUD have several shared symptoms such as 
impulsivity, emotion instability, poor self-esteem etc. 

People with BPD are often declined treatments if they have coexisting SUD. People with BPD 
find it extremely hard to give up substances while their BPD is untreated. 

Ideally both BPD and SUD are treated concurrently by clinicians. Unfortunately there are not 
many clinical services or clinicians with expertise in treating both disorders at the same time. 
To achieve best outcomes addiction services and BPD programs need to work collaboratively 
and concurrently.

As long as people with BPD are not in an intoxicated state or experiencing substance 
withdrawal they can continue to participate and receive benefit from psychotherapies for BPD.  

When substance use is severe and prevents the person with BPD from meaningfully 
participating in therapy the treatment for substance use needs to be prioritised. It is 
inappropriate to decline to treat people with BPD just because they also use substances or to 
always expect them to address SUD first. If we do that we will be turning away nearly 2/3rd‘s 
of people with BPD.

A/Prof Sathya Rao, Spectrum Personality Disorder Service, 2021 

Source: Hall, Pennay, Rao: ‘Managing Borderline Personality Disorder and Substance Abuse’ (2011)
http://bit.ly/BPDandSubstanceUse
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Lived Experience - Substance Use & BPD

WHY IS THE RELATIONSHIP 
BETWEEN BPD AND SUBSTANCE USE 
SO CHALLENGING TO DIAGNOSE?

My experience suggests to me that 
it is because they feed off and so 
sustain each other. 

During my life I have experienced 
times of intense and sustained 
episodes of emotion dysregulation 
(ED), and used alcohol to dull the 
intensity of my feelings and numb 
the psyche. I was only semi-aware 
of what I was doing because a lot of 
my feelings were supressed under a 
mask of denial.

Often while inebriated, things 
were said or done that, once the 
alcohol had been metabolised and I 
remembered (or was reminded of) 
it, generated shame, guilt, remorse 
and self-loathing.

These unexpressed or unprocessed 
feelings, would fester and nag, 
increasing my vulnerability to 
another episode of emotional 
dysregulation, until the floodgates 
flew open in another outburst.

The only way I knew to avoid 
impending episodes of emotional 
dysregulation was to self-soothe 
with alcohol. 

However, instead of preventing 
a crisis, I subconsciously 
manufactured new crises to justify 
another binge of substance use, to 
either head off an episode or retreat 
into oblivion after the wretchedness 
of experiencing another one.

WHAT STRATEGIES ASSISTED MY 
JOURNEY TO RECOVERY?

INSIGHT 
Accepting I had BPD. With the 
recurrent crises from evident and 
worsening dependence on alcohol 
dominating the domestic landscape, 
my BPD was unrecognised. I didn’t 
realise I’d been self-soothing (self-
harming) to cope with the emotional 
dysregulation of undiagnosed 
BPD. This is not really a ‘strategy’ 
but a key step to the journey of 
management (rather than recovery) 
is that if I don’t maintain my DBT 
skills I can easily slip back into my 
old ways of coping.

SUPPORT 
The courage, persistence and loyalty 
of my wife – without which I would 
almost certainly have remained 
undiagnosed. When told we could 
not live together if I continued 
to drink, together with various 
negative alcohol-related incidents 
over the years that had scared 
even me, the spectre of losing my 
relationships with my family was for 
me the ‘rock bottom’ and the ‘wake-
up’ call that I needed to realise I had 
to face my addiction. 

COURAGE 
Courage to change. Partner, 
family, friends and therapists have 
consistently insisted that what I’ve 
achieved took some measure of 
courage, so I suppose I have to 
agree. When you don’t have insight 
into your condition but others are 
insisting you have one, it takes 

Jim* was self-soothing (self-harming) with 

substances to cope with the emotional 

dysregulation of borderl ine personal ity disorder

something – maybe more trust than 
courage – to allow the possibility of 
it though still not believing it. This 
is why compassion and patience 
assists the opportunity to recover.

SOBRIETY 
I recovered from alcohol  
abuse via group therapy in 
Alcoholics Anonymous (AA). 
However, recurrent episodes of 
deep and sustained emotional 
dysregulation persisted. After 
another rock-bottom from 
continued family fracture, and my 
wife’s search for answers, she, 
and then I, learned about BPD. I 
reluctantly agreed to undergo a 
mental health assessment.

DIAGNOSIS 
I was surprised by my mixed 
reaction: Disbelief – I really didn’t 
want a mental illness on my health 
record, and Relief – I had an illness 
rather than being a bad/difficult 
husband/father, and learnt it was 
very amenable to treatment.

PSYCHOLOGICAL THERAPY 
Group DBT skills: I loved this 
right from the start and saw how 
problems in my life evolved and 
persisted because of a lack of 
knowledge of the DBT tools and 
how to use them.

Jim Robertson (Vic)   

* Name has been changed.
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alcohol was accompanied by 
frequent angry outbursts, usually 
unfairly targeting me (projection). 
What I wasn’t recognising was that 
his acute emotional dysregulation 
was compounded by undiagnosed 
BPD. The family felt we were 
‘walking on eggshells’ and waiting 
for the next rage. I feel we all 
suffered unnecessarily because of 
a distinct lack of recognition of BPD 
in society (especially in relation to 
excessive alcohol use). As I sought 
assistance for my family it became 
evident to me that many health 
professionals also seemed to be 
unaware of the possibility of dual 
diagnosis. Further, as inebriation 
remains so normalised in society, 
which increases the difficulty 
in recognising those who are 
essentially using substances to self 
soothe from the overwhelming 
acute emotional distress connected 
with BPD.

There seemed to be a disconnect 
between my partner’s true character 
and the way he was behaving when 
emotionally dysregulated. His best 
intentions would seem to fail him. I 
realise now that this was because he 
was unable to cope with his extreme 
emotions. Drinking clearly had to be 
dealt with first (and I only saw this 
initially).#

WHAT STRATEGIES ASSISTED YOU 
AND YOUR PARTNER’S JOURNEY 
TO RECOVERY?

For my husband, complete 
abstinence and Alcoholics 
Anonymous (AA) group therapy 
allowed him to begin to develop 

Carers Corner

WHY IS THE RELATIONSHIP 
BETWEEN SUBSTANCE USE AND BPD 
SO CHALLENGING TO DIAGNOSE?

People frequently use substances 
in ways that are ultimately harmful 
in order to help numb distress and 
alleviate pain. It is therefore not 
surprising when BPD and substance 
abuse present together. Studies 
show that the incidence of co-
occurring BPD and substance use 
disorder (SUD) is 21% - 81%. This is 
referred to as Comorbidity or Dual 
Diagnosis.

When we consider the challenging 
behaviours associated with 
addiction, combined with the 
emotional distress often seen in the 
behaviours associated with BPD, 
it’s easy to see why recognising the 
underlying psychological mental 
health condition requires expert 
understanding and assessment in 
the medical, emergency and drug 
and alcohol interfaces in society.

From my perspective, my partner’s 
tendency for consuming too much 

coping skills to regulate his 
emotional distress. This made 
it possible to separate the 
alcoholism from the continuing 
emotional dysregulation of BPD, 
for which he attended appropriate 
psychotherapy, including DBT. 

For me, learning new skills through 
Al-Anon Family Groups and Family 
Connections helped build my 
compassion and develop effective 
ways of responding and supporting 
him. The groups also gave me 
crucial empathy, validation and 
support whilst I negotiated the 
difficult times. 

Joining Al-Anon Family Groups 
allowed me to appropriately 
support his recovery from 
substance abuse by following what 
they believe are the two essential 
recovery prongs: zero tolerance, 
yet also full compassion. (Al-Anon 
recognises substance abuse as 
a psychological disorder, not a 
weakness of character.)

Equipping myself with Family 
Connections skills like validation, 
mindfulness, and radical 
acceptance were crucial when it 
came to resetting from negative 
and reactive behaviour dynamics 
to calmness and peaceability. 
Everything changed when I started 
to validate my partner’s extreme 
emotional feelings, which, in turn, 
helped him to deescalate from his 
heightened emotional arousal. 

Abby Robertson (Vic) 

* Name has been changed. 
# Ed: Current best practice recommends 
wholistic treatment – treating both BPD 
and substance use together

https://aa.org.au/ 
https://www.al-anon.org.au/ 
https://www.fds.org.au/ 
https://www.bpdaustralia.org/

Abby’s* new ski l ls were crucial  in bui lding compassion 

& connection while suppor t ing Jim’s recovery journey
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Research  -  Group Music Therapy     BPD

Music therapy has the potential 
to improve the social skills of 
participants with lived experience 
of BPD. 

Research into music therapy 
has historically not focussed on 
a specific psychiatric diagnoses 
however this is changing, and 
there is growing evidence, with 
promising results, for the practice 
of music therapy as therapeutic for 
people with BPD. 

This appears to be related to 
the cross-over of relational 
competencies (social skills) that 
are activated in music therapy, 
with the relational challenges 
experienced by people with lived 
experience of BPD.

I am a registered music therapist 
with a PhD. My research for the 
PhD was undertaken in a private 
hospital where I conducted group 
music therapy sessions over 8 
weeks with 7 people who had a 
diagnosis of BPD. 

The sessions were recorded with 
multiple video cameras for overall 
visual coverage of participants. 
The activities focussed on building 
skills through music listening in 
everyday life, and group music 
improvisation with percussion 
instruments that resulted in group 
discussions.

The study gave the opportunity to 
closely examine the convergence 
of musical and relational 
competencies that were activated 
in the 8-week program.

I analysed all the music created 
in the group; examining how 
improvisations changed during the 
program. I wanted to understand 
which musical elements in the 
group improvisations altered 
over the 8 weeks. I transcribed 
all the discussions to identify 
themes related to therapeutic 
progress and evaluated whether 
the identified themes linked to 
changes in the improvised music 
created in the sessions.

My research showed that 
as music skills grew, 
participants experienced 
a reduction in anxiety, 
improved positive 
social behaviours such 
as eye contact, smiling 
and contributing to 
conversations. 
Further, participants developed 
connections and trust within 
the group and self-criticism and 
perfectionism decreased.

Transcripts of conversations 
during the sessions showed that 
changes in feelings related to 
musical competence contributed 
to changes in feelings related to 
relational competence. 

The two were so closely related 
that participants would discuss 
both musical and relational 
competencies simultaneously as 
evidenced by this comment:

“Yeah, and I think probably the 

acceptance of others of the way we 
play, the way we draw, the way we 
speak, the music we choose has also 
helped to increase our own self-
confidence. Just by being . . . to the 
greater degree accepted. But yeah, 
nobody’s . . . I suppose been made to 
stand out for one reason or another, 
either positively or negatively. We’re all 
equals with our own skills and abilities, 
dreams and hopes and preferred 
instruments, and whatever else.”

The quote demonstrates how 
judgemental thinking was replaced 
by acceptance of others and 
acceptance of oneself. Playing 
music with others is a powerful 
experience and as I continue to 
conduct music therapy groups, I 
witness similar outcomes to those I 
observed in the PhD research. 

Improvisation can be challenging 
for people with no prior 
experience of making music, yet 
if it is facilitated by a registered 
music therapist it can potentially 
allow participants with lived 
experience of BPD to safely 
experience connection and 
emotion and, I believe, can make 
a valuable contribution to an 
individual’s road to recovery. 

Dr Jason Kenner 
Melbourne Music Therapy (Vic)   

J. Kenner, F. A. Baker & S. Treloyn (2020) 
Perspectives on musical competence 
for people with borderline personality 
disorder in group music therapy, Nordic 
Journal of Music Therapy’  

https://bit.ly/MusicTherapyAndBPD

www.melbournemusictherapy.com

Austral ian research into group music therapy has demonstrated changes in  

feel ings of relat ional competence, trust,  and acceptance of self  and others
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Dr Paul Cammell 
Research Lead, 
BPD Collaborative, SA 

It was a huge career highlight for 
this service to come about, and 
I have been delighted to remain 
involved with the service from 
Melbourne as its Research Lead.  

The overarching priority of BPD 
Co is to promote a stepped and 
integrated model of service delivery 
to the South Australian community.

This means that health service 
responses need to be individually 
tailored, phase-specific and 
timely, meeting the needs of the 
individual, their supports, and the 
broader health and social service 
providers they use. This is a tall 
order in a context where mental 
health service responses are often 
quite the opposite of this. BPD Co 
has developed a model of care 
that offers a suite of accessible 
treatment options and approaches 
to integrating services better.  
My job is to evaluate this model, 
and research the effectiveness 
of the new approaches that are 
developed.  

I personally think that researching 
and promoting the work of BPD 
Co is one of the highlights of my 
career, working to address such a 
high needs and stigmatised area of 
mental health.  

Every day that I work in my 
own private practice, and in the 
emergency mental health service 
at Royal Melbourne Hospital, I 
see us all working passionately 
and struggling with these issues, 
as individual consumers and 
clinicians. I hope that services like 
BPD Co can offer a more holistic and 
systematic approach to addressing 
the problems in this area, and I am 
proud to be a part of their service.

Dr Paul Cammell (Vic) 

http://bit . ly/BPDCoResearch

Thanks for asking me to share my 
interest and passion in this area.

When I first studied as an 
undergraduate in philosophy, 
psychology and neuroscience, I 
was interested in psychosis, trying 
to understand what psychotic 
experiences told us about human 
experience and how the mind works 
in general. At this time I sought 
to relate the most extreme or 
disturbed psychotic experiences to 
common problems or experiences 
we all encounter.  

When I started to train in medical 
school and as a junior doctor, I 
always intended to progress into 
psychiatry and psychotherapy, 
and already I had begun to see 
the individuals who were most 
stigmatised and disadvantaged in 
their interactions with the health 
system. I realised that individuals 
diagnosed with personality disorder, 
especially the ‘borderline type’, were 
certainly at the forefront.  

At this point I wondered how a 
term like ‘borderline’, which refers 
to something ‘in between’ or ‘on 
the margins’ could be used to 

Profile - Dr Paul Cammell

refer to such common, challenging 
and heart rending emotional and 
relational problems for all involved 
(the individuals, their family and 
supports, and their clinicians). I 
could already see that the term 
‘borderline’ intrinsically captured 
a sense of stigma and being ‘in 
the margins’, and I wanted to 
understand how to address and 
remedy this.

In the latter years of my psychiatric 
training, I sought to combine my 
academic and clinical interests in 
this area by completing a doctorate 
of medicine with Monash University 
and running a training clinic at the 
Flinders Medical Centre in South 
Australia. I researched and wrote 
about the history of the ‘borderline’ 
term, eventually leading to me 
publishing the book Reinterpreting 
the Borderline (New York: Rowman & 
Littlefield, 2016). I trained with Otto 
Kernberg’s Personality Disorders 
Institute (Weill-Cornell College of 
Medicine, New York). I also had a lot 
of supervision with Frank Yeomans 
and other members of the group 
and was subsequently a Fellow at 
the Institute in 2013.  

I tried to advocate for this field 
in South Australia, coordinating 
advanced training of psychiatrists, 
where a lot of them trained 
with the Institute as well, 
learning Transference Focused 
Psychotherapy.

Along the way, I learned more 
broadly from senior mentors like 
Janne McMahon OAM, whom 
I worked with to host two BPD 
Awareness Day Conferences at 
Flinders, and Martha Kent OAM, 
whom I supported, with Janne, 
to lobby for the establishment 
of South Australia’s BPD 
Col laborative (BPD Co) state-wide 
personality disorder service. 
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Feature - NDIS and BPD

The National  Disabi l i ty 
Insurance Scheme (NDIS) has 
the potential to transform lives – the 
principles are terrific and, if you’re 
a tertiary educated, health literate 
couple with a child with a disability, 
you tend to do well. (Hurrah!) But, 
once you throw anything a bit more 
complicated in there, things become 
tricky, and many of you may have 
heard or experienced this firsthand. 

People with strong advocates get 
better outcomes – but to advocate 
you need to understand how NDIS 
works. 

NDIS Criteria

Not everyone whose life is impacted by 
mental ill-health is able to access the 
NDIS. To be deemed eligible a person 
must provide evidence they:

•	 are under 65 years 

•	 are an Australian citizen (or a 
permanent resident, or hold a 
protected special category visa) 

•	 have a psychosocial disability that is 
likely to be permanent

•	 are unable to complete 
certain tasks without help (aka 
‘substantially reduced capacity’)

•	 The criteria are arranged in this 
hierarchal order and once the 
answer is NO to any of the criteria, 
a person is deemed ineligible.

Providing Evidence

What you and your supporting 
health professional need to 
consider:

Evidence of age and residency can 
be provided by consenting to share 
Centrelink CRN with the NDIA.

Evidence of a likely permanent 
psychosocial disability needs to be 
provided by the treating clinician (i.e. 
psychiatrist or GP). This template 
letter we use (Figure 1) is carefully 
designed to address the NDIS Act 
and its language (though brutal and 
not what we would use in our own 
practice) addresses the criteria of 
disability and permanency.

Treating Clinician Letter

 
 

Figure 1: Download template from 
https://elearning.mhpod.gov.au

Up until recently, we’ve advised 
against writing BPD in <insert 
psychiatric diagnosis>. The NDIS Act 
doesn’t require a diagnosis, so <a 
psychiatric condition> is sufficient 
and including BPD as the diagnosis 
often meant people were deemed 
ineligible (due to not meeting the 
criteria of ‘permanency’… and BPD 
not being on the drop down menu 
of diagnoses). 

NDIS have now added BPD to 
this menu of diagnoses so, fingers 
crossed, it may get a bit easier.

Substantially Reduced Functional 
Capacity 

A substantial reduction in capacity 
is much more than experiencing 
difficulty or taking longer to 
complete a task; it’s when a person 
is unable to do something without 
assistance, support or prompting.

Evidence of substantially reduced 
functional capacity can be provided 
by a mental health clinician and 
should include:

•	 A report identifying 
substantially reduced capacity 
in at least one of the  
six domains of daily living 
(Tip: use the Functional 
Impairment Evidence Letter 
template on MHPOD ) 

1.	 Mobility - ability to 
undertake activities of daily 
living requiring the use of 
limbs.

2.	 Communication - being 
understood, understanding 
others and expressing 
needs.

3.	 Social interaction - 
making and keeping 
friends, interacting with the 
community.

4.	 Self-management - 
cognitive capacity to 
organise one’s life, to plan 
and make decisions (eg. 
problem solve and manage 
finances.                      Cont>

Unlocking the Potential  of NDIS for people l iv ing with BPD
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NDIS and BPD

5.	 Self-care - personal care, 
feeding oneself, and to 
caring for own health needs. 

6.	 Learning -  understanding 
and remembering 
information, learning new 
things.

•	 Recent copies of HONOS, LSP 
16, WHODAS (17 yrs and over) 
or PEDI-CAT (16 yrs and under) 
- NDIA’s preferred standardised 
assessments.

•	 Other relevant reports 
(including Occupational 
Therapy, neuropsychiatry, Carer 
Allowance, or Disability Support 
Pension reports).

•	 Financial Administration and 
Guardianship orders.

When providing evidence of 
substantially reduced capacity, 
think about capacity to 
participate in activities:

•	 Without support: e.g. if a 
family or friends are providing 
support it could mask the 
impairment. Consider what a 
life would look like if key people 
or supports weren’t there, or 
if the person had to suddenly 
relocate to somewhere without 
knowing anyone or having 
anyone to call on.

•	 Between acute episodes:  you 
need to show difficulty in the 
domain(s) most of the time/on 
an average day rather than only 
when very unwell. 

•	 Relative to a person in 
the community who has 
not experienced similar 
impairment:  consider whether 
this is something that people 
without a disability might also 
struggle with. 

Learning Portal Course library>NDIS 
for Mental Health Clinicians>NDIS 
for Mental Health Clinicians 
Resources>Information for Mental 
Health Clinicians.

Like we said, clunky! But worth it for 
the template letters for clinicians 
providing evidence to demonstrate 
NDIS eligibility: Psychiatry evidence 
letter (Figure 1) and Functional 
Impairment Evidence Letter template.

Great resources for 
understanding and navigating the 
NDIS

•	 Transmission Support is easy to 
navigate and most up to date 
https://www.tspforal l .com.au

•	 Independant Mental Health 
Advocacy  
https://www.imha.vic.gov.au 

•	 Reimagine Today 
https://reimagine.today

•	 Disability Services Consulting 
https://teamdsc.com.au

Video resource:

•	 Conference Presentation 
https://bpdfoundation.
org.au/conference2019.
php#NDIS                        Cont>

TIP: Make sure the evidence 
provided supports a consistent 
narrative to give assessors a clear 
picture of what the person’s life 
looks like. Use your judgement to 
build the most convincing evidence 
base and only include assessments/
reports that convey reduced 
capacity.

MHPOD Resources 

When NDIS rolled out five years 
ago, clinical mental health services 
realised we had a role to play in 
helping consumers and families/
carers understand and access the 
Scheme - and we needed to help 
our workforce understand the NDIS 
and to put together resources to 
support this pretty quickly.

You can find ours on the Mental 
Health Professional Online 
Development (MHPOD) site 
https://elearning.mhpod.gov.
au . There’s still some good stuff 
in there, but it’s a little clunky and 
out of date and written solely for 
specialist clinical mental health 
services.

Anyone can access it (no charge) 
but you need to register and 
then find the NDIS templates via 

EXAMPLES OF LANGUAGE TO AVOID IN NDIS APPLICATIONS: 
Use language that is clear, concise and doesn’t leave any room for 
misinterpretation. This can be tricky when you are used to phrasing things in a 
more positive way. Always keep the access criteria in mind and use language 
that aligns with the requirements.

This implies that the impairments or impacts are 
intermittent. To access the NIDS a person must have 
reduced functional capacity most of the time (on an 
average day).

This is not a strong enough descriptor for support 
needs. Lots of people would benefit from support, to 
access the NDIS a person must need support.

These are vague terms because they don’t indicate 
how much guidance or prompting is required. 
Instead say exactly what is needed to support the 
person.

When unwell

Would benefit from

Guidance and prompting
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Research - St igma and BPD

Exploring the att itudes behind BPD stigma

Despite the increase in campaign 
and policy efforts to raise mental 
health awareness and improve 
access to mental health care, the 
high levels of stigma and negative 
experiences reported by people 
living with borderline personality 
disorder (BPD) indicate that the 
benefits of these efforts are yet to 
flow to many people impacted by 
BPD.

Our research is aiming to improve 
our understanding of stigma 
surrounding BPD and so to support 
the development of evidence-based 
interventions that focus on the 
underlying prejudicial attitudes. 
It is these attitudes that have the 
greatest potential for change. 

We are working to develop a 
framework to understand the 
attitudes that underlie the stigma 
experienced by people with BPD at 
an individual, public, and healthcare 
provider level. The framework 
consists of a measure to assess 
the attitudes and a theoretical 

model of how the attitudes relate 
to one another. Our research also 
aims to identify the drivers and 
consequences of these attitudes. 

By developing this framework, 
we will be able to link specific 
attitudes, or groups of attitudes, to 
particular causes and consequences 
across different populations and 
provide information for targeted 
interventions. 

The first study tested the framework 
among psychology and medical 
students. Analyses identified 
multiple factors that predict lower 
levels of prejudice such as age, 
knowledge of BPD, prior contact 
with people with BPD, personality 
traits such as agreeableness and 
openness to experience, empathy, 
and more progressive political 
ideologies. We will continue to 
test the framework across more 
groups to identify other factors and 
determine which have the greatest 
promise for effective interventions.        
                                                   Cont>

Bandanas for your Fur Babies
Help our model HARVEY to raise 
awareness of BPD with these gorgeous 
Bandanas !

Bandanas are 55x55cm square, 
suitable for a medium sized dog, and 
all humans! They cost $15,  
($20 for 2) or add $10 for each 
additional bandana - postage included!  
Order on Etsy:  
https://www.etsy.com/au/shop/ABPDF

All proceeds go to the 
Australian BPD Foundation

SUMMING UP - TOP TIPS

For anyone considering or helping 
someone seeking access to the 
NDIS here are our top tips:

Remember NDIS is an insurance 
scheme:

•	 To get good outcomes, you 
need to understand and 
address the NDIS Act.

•	 Very few people have to the 
time or inclination to do this, so 
use the existing resources and 
templates.

Clinicians supporting people to 
access the Scheme: prepare & write 
the same as you would for court:

•	 Ask for help/advice.  

•	 Know your scope of practice 
and that of your audience.

•	 Keep the narrative consistent.

•	 Only provide the information 
that’s needed.

Avoid grey areas:

•	 Keep physical health issues 
(e.g. diabetes, chronic fatigue, 
obesity, chronic pain) and 
substance use out of the 
submissions when providing 
evidence. 

What we’ve learned is that the 
NDIS makes decisions based on the 
information it’s provided and, when 
we’ve provided irrefutable excellent 
evidence, we’ve seen incredible 
plans and supports. We’re keen to 
refine this and collect examples 
of great evidence and innovation 
and to distil that into best practice 
advice to help NDIS better meet the 
needs of people with BPD. 

Muriel Cummins, Founder of Mental 
Health Occupational Therapy Online

Tania Nicholl, NDIS Program Lead for 
St Vincent’s Mental Health Service 

Melbourne  (Vic) 

NDIS 
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MHPN BPD Networks are open to all GPs and mental health professionals. 
Meetings are free, held quarterly, and earn CPD points. Networks meet face-
to-face or by teleconference and offer you the opportunity to build 
practitioner relationships, improve referral pathways, benefit from peer 
support and professional development opportunities. Contact Ashleigh on 
a.blair@mhpn.org.au 

New MHPN Portal
To join a network and receive their next meeting invitation, register via the new 
MHPN website portal at https://mhpn.org.au/   

MHPN BPD Meetings
NT Personality Disorders and Trauma Informed Practice 
Trauma A Somatic Experiencing Perspective - 19 April @ 5:00pm Details

Videos of past Victorian and Sydney BPD network meetings: 
https://www.bpdfoundation.org.au/conference-archives.php

MHPN BPD Network News

NSW > Sydney 

NT     > Darwin 19 April REGISTER

QLD  > Brisbane North 

QLD  > Ipswich/West Moreton 

Austral ian Helpl ines
KIDS HELPLINE - 1800 551 800 (24hr) 5-25yrs 
https://kidshelpline.com.au/ 
email:counsellor@kidshelpline.com.au

LIFELINE - 13 11 14 (24 hr)  Cris is Suppor t 
https://www.lifeline.org.au/

SUICIDE CALLBACK - 1300 659 467 (24hr) 
https://www.suicidecallbackservice.org.au/

SANE - 1800 187 263 (weekdays 10am-10pm AEST) 
http://bpdfoundation.saneforums.org (24/7 Forums)

QLife - 1800 184 527 (7 days 3pm-12am)  
https://qlife.org.au/ -  Free LGBTI Peer Suppor t

> Stigma & BPD cont... 
The analyses also linked 
specific prejudicial attitudes to 
discriminatory behaviours and 
negative feelings towards different 
marginalised groups. As such, 
interventions can be targeted at 
particular attitudes that are more 
likely to result in discriminatory 
experiences for people living with 
BPD. Additional studies aim to 
investigate outcomes such as the 
avoidance of diagnosing or labelling 
BPD by healthcare professionals. 

The next step in our research is 
to interview people living with 
BPD about their thoughts and 
experiences with the attitudes and 
behaviours that impact them most. 
It is important that research and 
stigma reduction efforts are guided 
not only by the most prevalent 
prejudicial attitudes, but also those 
identified as most detrimental by 
those people experiencing them. 
Such information can enable 
researchers and program and policy 
makers to ensure they are targeting 
the areas that can bring about the 
greatest positive change for people 
living with BPD and the wider BPD 
community.

Our research is still in the early 
stages, but we are hopeful that our 
framework will result in a better 
understanding of the prejudicial 
attitudes underlying stigma towards 
people with BPD and will help 
inform interventions and improve 
the health outcomes for those living 
with BPD. 

If you would like to contact the 
researchers about their work, 
please email Hannah at 
hannah.sheppard@anu.edu.au

Hannah Sheppard (ACT)    

Ed: Hannah Sheppard is a Research 
PhD student at the Australian National 
University. Her research focuses on group 
attitudes with a special interest in attitudes 
towards people living with mental illness. 

SA     > Adelaide 

TAS   > Hobart 

VIC   > Victoria

WA   > Perth
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State News

The SA Branch committee welcomed 
A/Prof Sathya Rao (Vice President of 
the Austral ian BPD Foundation) 
to the March meeting during his 
Adelaide visit to present workshops 
for The National  BPD Training 
Strategy. 

Sathya brought us up to date 
on the recent achievements of 
the Foundation, including the 
development of a National BPD 
Consensus Statement, and the Royal 
Commission Into Victoria’s Mental 
Health system.

He also met our new committee 
members, Jessica, Eliza and Robyn 
(representing people with lived 
experience and carers).

More free 2-day workshops are 
being held in Australia’s cities, 
including Townsville (QLD), Hobart, 
Launceston (TAS), Bunbury (WA), 
Port Macquarie, Albury-Wodonga 
(NSW), Darwin & Alice Springs (NT). 

Register your Expression of Interest. 
https://bpdfoundation.org.
au/intensive-workshops-and-
train-the-trainer.php

Karen Bailey (SA) 

Membership Application  
Please complete and send to our office: 
PO Box 942, Bayswater VIC 3153 
 

Title: ___ Name: __________________   

Address: ________________________   

______________________________ 

State: _________  Post Code: ________ 

Telephone / Mobile: ________________   

Email:  _________________________

Signature:  ______________________   
 
 
Making Payment or Donation:   
     Cheque		  Visa	  
     Mastercard 	 PayPal  
			   (Australian BPD Foundation) 

Total Amount $ _______	  
Card Number: _____________________ 
Expiry Date: ____/____ CCV:__________  
Card Holder's Signature: ______________ 
To pay via direct debit please email our office 
admin@bpdfoundation.org.au   
*Corporate members, please include: 

ABN: ___________________________ 
Business Address: ___________________ 

_______________________________

State:______    Post Code: _______         
 
        Yes 	       No    
I give consent for the Australian BPD Foundation Ltd to 
use the above email address for the purpose of receiving 
Information, the Foundation’s newsletter and for it to be 
forwarded to the Foundation’s Branch in my State

Australian BPD Foundation

FREE  
for individuals, 

 $100 for 
organisations

ABN: 83 163 173 439
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0458 469 274

admin@bpdfoundation.org.au

PO Box 942, Bayswater, Vic 3153

Donate, Submit,  Subscribe, Adver t ise

CONTACT US FOR MORE INFO:

DONATE
The Foundation is registered as a 
charity by the ACNC with  
Deductible Gift Status (DGR).  
ABN: 83 163 173 439

All donations over $2 are tax 
deductible. Donate with:  
Paypal or Credit Card 
Beyond Bank                Good2Give  
MyCause               My Giving Circle    
PayPal Giving Fund

For EFT/Direct Debit please email 
admin@bpdfoundation.org.au

SUBSCRIBE
Sign up for our monthly eBulletin 
and quarterly newsletter

http://bpdfoundation.org.au/
newsletter.php

www.facebook.com/
AustralianBPDFoundation

Twitter: 
https://twitter.com/OzBPD

YouTube: 
http://tinyurl.com/k4qsmmc

Instagram:                                      
www.instagram.com/OzBPD

SEE US ONLINE AT:

Suppor t Promote Advocate for BPD

DISCLAIMER
By publishing, promoting, or otherwise communicating to you the details 
of an event, training or resource, the Australian BPD Foundation does not 
endorse or recommend that such an event, training or resource is relevant 
or appropriate for you personally. This information is of a general nature 
only, and the event, training or resource should be considered carefully 
to evaluate its relevance to your purposes. Where it is not provided by us 
directly, the Australian BPD Foundation takes no responsibility for, and will 
not be liable for, the content of the event, training or resource referred to 
in this publication, promotion or communication. If you have any queries 
or concerns please speak to the organiser or if appropriate your medical 
practitioner.

SUBMISSIONS AND 

ADVERTISEMENTS
The Foundation welcomes your 
contributions of relevant BPD 
information: 
newsletter@bpdfoundation.org.au

The editorial committee reserves 
the right to abridge or not publish 
submitted articles.  
EDITORS: E Malseed, K Bailey               
and R Brown 

www.bpdfoundation.org.au 

MEMBERSHIP 
Foundation membership is open to 
everyone with an interest in BPD.  
Individual membership is FREE! 
Sign up here: 
http://bpdfoundation.org.au/
membership.php

Scan this QR 
code with your 
phone to be 
directed to the 
webpage and 
join up!


