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Introduction 
 

In this document I summarise evidence that suggests that Dr <Psychiatrist> may be unfit to practice 

as a Psychiatrist. Dr <Psychiatrist> undertook three assessment sessions with me in a Family Court 

matter initiated by <London> Council. I lost custody of my children Girl 1 (*X.X.20XX), Girl 2 

(*X.X.20XX9) and Boy (*X.X.20XX) due to her pivotal evidence to the Family Court process which 

wrongly claimed that I suffered from ‘Borderline Personality Disorder’ and ‘Histrionic Personality 

Disorder’. I will briefly below list document supplied and concerns why ‘Fitness to Practice’ of Dr 

<Psychiatrist> is in question.  

 

Documents Listing 

2013 11 19th E104 Dr <Psychiatrist> Report  

2014 01 (Undated) E144 Dr <Psychiatrist> Short Supplement to Report 

2016 01 9th Session Transcript (Handwritten) pdf 

2016 01 9th Session Transcript (Typed) pdf 

2016 02 5th D3 Psychiatrist Dr <Psychiatrist> Report  

2016 04 24 Psychiatrist Dr <Psychiatrist> Response to Questions 

2016 05 Second (Final) Statement with Criticism of Dr <Psychiatrist> Report Points 11 to 19 

2016 05 12th Reference <Mother> by Dr <                    > (Chartered Psychologist) 

2016 05 25th GMC Fitness to Practice Complaint XX-XXXXXXXXXX Submission 

 

 

  



Concerns 

A. Dishonesty 

A1. Dr <Psychiatrist> claimed that I ‘had an anxious manner and remained unsmiling throughout the 

interview’ (page 14) during the assessment session on 9th January 2016 – the audio recording and 

transcript where more than 50 occasions of smiling, laughing or giggling are highlighted in green 

proof that this is a lie.  

A2. Similarly she claimed in the original assessment that I did NOT have a Borderline Personality 

Disorder but then contradicted herself in the report. 

A3. She claimed that changing frequency of therapy from twice to once per week was evidence for 

‘impulsivity’ when she actually made the suggestion several times as highlighted in grey in the 

interview.  

B. Unreasonableness – Dr <Psychiatrist> makes the absurd claim that submitting appeals to regain 

custody of my children is evidence for a ‘disorder’ – this contravenes common sense and legal 

provisions (see Appendix B, point 16) and must be challenged as otherwise becomes part of ‘case 

law’. 

C. Gross Professional Incompetence - Dr <Psychiatrist> failed to properly gather and provide valid 

evidence for ‘Borderline Personality Disorder’ and ‘Histrionic Personality Disorder’ which are 

contradicted by everyday evidence and psychometric personality test results. Salient content is 

highlighted in yellow with particularly important content underlined. Utterances that appear 

inappropriate are highlighted in red font.  

The reference provided by Dr <           >, a Chartered Psychologist with more than 25 years of 

assessment experience provides evidence that suggests that the diagnosis of ‘personality disorder’ is 

very much at odds with psychometric and real life data. 



Background 

Due to a seemingly unlawful response to a minor incident in my family my children Girl 1 and Girl 2 

were ‘taken into care’ on XX December 2011 in a clandestine police operation that left my younger 

daughter severely traumatised requiring psychological therapy. The Council had refused my efforts 

to keep my violent ex-partner, who had spent several months in prison due to a violent strangulation 

assault on me, out of my home. They ordered me to let him come and go (as per Appendix A) which 

proved very stressful for me, lead to another violent assault and ultimately to the minor incident 

which was completely blown out of proportion leading to loss of custody for my 3 children.   

The basis of the Police action was ostensibly a Social Services meeting and decision on the XX  

December 2011 (possibly that my ex-partner was NOT to come to my flat anymore?) that was never 

communicated to me. In fact on the XX December the Social Worker visiting me said my parenting 

etc. was all in order. When I visited the allocated Social Worker on XX December 2011 she said ‘sorry 

I forgot to tell you’. I was never provided with any document of what had been decided on the XX  

December 2011 and my Legal Aid representatives failed to properly request such information. The 

circumstances cast doubt on the veracity of the claim that a meeting happened on the XX December 

2011 as is claimed by <London> Council 

I was assessed by a Psychiatrist Dr <        > at the time who attested  

‘Current mental state 

102. I did not find Ms <Mother> to be suffering with any active mental illness‘ 

That Psychiatrist proffered a diagnosis ‘borderline type of emotionally unstable personality disorder’ 

claiming falsely that the incident on the XX December 2011 included ‘self-harm’. This is entirely 

untrue. That Psychiatrist recommended therapy which I duly commenced and continue to this day 

once or twice per week.  

During my efforts to regain custody for my daughters I fell pregnant with my son. A few days after 

giving birth, the Council decided that I would not be allowed to return to my flat with my baby 

where <Boy>’s father and I had prepared everything for his arrival. With a new born baby to care for 

it was very difficult for me to challenge this unfair ‘surprise’ decision imposed on me.  

  



First Assessment 12.10.2013 & 26.10.2013 

<London> Council ordered our family to live in a family parenting assessment unit.  

Dr <Psychiatrist> was commissioned to undertake an assessment of me a few weeks into our stay at 

this rather uncomfortable and intimidating facility where it is known that most parents attending are 

declared ‘unfit’ and lose custody of their children. 

The session on Saturday 12.10.2013 for a period of three hours and fifteen minutes was relatively 

unremarkable. The Letter of Instruction implied that an ‘emotionally unstable personality disorder 

impulsive type’ diagnosis had been made without identifying the source for this (presumably 

Psychiatrist Dr <     > report). I gather this diagnosis is somewhat interchangeable with Borderline 

Personality Disorder. 

In 45 minute session on Saturday 26th October 2013 <Boy>’s father and an interpreter were present. 

I recorded this session where Dr <Psychiatrist> said ‘you do not have a Borderline Personality 

Disorder’.  She however contradicted herself in the written report where she claims that I have 

‘Borderline Personality Disorder’. This is ‘dishonest’ behaviour. Furthermore she failed to provide 

meaningful evidence to back her judgement. 

On Page E133 she states: 

Histrionic Personality Disorder (lCD 10 Code F60.4): 

The International Classification of Mental and Behavioural Disorders (lCD-iD) (WHO, 1992) 

describes Histrionic Personality Disorder (lCD 10 Code F 60.4) as characterised by: 

a) Seif-dramatisation, theatricality, exaggerated expression of emotions; 

b) Suggestibility, easily influenced by others or by circumstances; 

c) Shallow and labile affectivity; 

d) Continual seeking for excitement and activities in which the person is the centre of 

attention; 

e) Inappropriate seductiveness in appearance or behaviour; 

f) Over-concern with physical attractiveness 

According to lCD 10, associated features may include: 

‘egocentricity, self-indulgence, continuous longing for appreciation, feelings that are easily 

hurt, and persistent manipulative behaviour to achieve their own needs.’ 

In my opinion, taking into account all the information available to me, Ms <Mother> demonstrates 

four Histrionic Personality traits or behaviours which include a), b), c) and d) listed above, together 

with additional features of egocentricity, feelings that are easily hurt and a continuous longing for 

appreciation. 



In my opinion, these are sufficient to reach the threshold necessary to make a diagnosis of ‘Histrionic 

Personality Disorder’ (ICD 10 F60.4). 

There is no mention whatsoever of Histrionic Personality Disorder anywhere in my records. 

There are no examples linked to the points ‘a), b), c) and d) listed above’. 

I particularly object to the phrase ‘her proneness to suggestibility’ which is completely the opposite 

of what is evidenced in my clear decisions to separate from partners who acted in an abusive (DV 

Domestic Violence) way or abused drugs. What is the evidence? 

The diagnosis is fabricated – it is an entirely ‘made up’ diagnosis that is not backed by facts! 

The ruminations about relationships are entirely misguided as I clearly explained that I made very 

deliberate decisions to move on from all but the first of just 7 long-term relationships – without any 

fear of abandonment and whatever else is claimed without evidence. 

The statement ‘Ms <Mother> has resorted to deliberate self-harm as a means of coping with threats 

to loss of romantic relationships on at least three occasions in the past’ is factually wrong. There was 

only on incident of a suicide gesture (swallowing malaria tablets during travels with boyfriend) when 

I was in my first relationship at around 20. 

Unfortunately all authority representatives keep repeating the nonsensical claim of self-harm on XX 

December 2011 which is completely untrue. I cannot identify what the third ‘deliberate self-harm’ 

incident is supposed to be. 

While entirely disagreeing with the ‘Histrionic Personality Disorder’ diagnosis I would like to state 

that I evidenced already the ‘positive change’ described in section 5 in her report: 

‘In my opinion, once psychological treatment is successfully completed, and she has benefitted from 

the treatment, markers of success will include reduced levels of impulsivity and dependence and Ms 

<Mother> will be better able to recognise and manage her own needs and feelings which will result 

in an improvement in her interpersonal relationships and her emotional availability to her child.’ 

Due to the ‘Histrionic Personality Disorder’ diagnosis which is NOT backed by any valid evidence 

<London> Council did not consider me as a potential single carer for <Boy>. When I found out about 

his father’s renewed drug-taking I wanted to separate and be assessed on my own. However ‘The 

System’ had written me off based on the report of Dr <Psychiatrist> and I was not given a chance. I 

was set up to fail. My boy was removed from our parental care in Spring 2013 and I last saw him in 

Autumn 2014.  

  



Second Assessment 09.01.2013 (1h 40 minutes) 

In 2015 I submitted my request to discharge the care order for my two girls. 

I applied in 2014 permission of the Court to instruct and independent social worker to carry out a 

parenting ability assessment and well-known Psychologist Dr Loewenstein to conduct a mental 

health assessment. Unfortunately Dr Loewenstein passed away before the assessment could be 

conducted. 

I had been very unhappy about the original reports of Dr <Psychiatrist>. My requests to the court to 

be assessed by someone else were denied. 

The session was conducted on a Saturday seemingly as a ‘private’ top-up to her NHS salary. 

The transcript contains a range of disconcerting utterances suggesting: 

A, failure to properly take in the documents provided 

B, failure to properly listen and remember what I said in the session 

C, Interrupting 

D, Failure to follow up on salient points 

E, Bizarre, lengthy questions 

F. Derogatory attitude 

On request I could expand on this. 

 

Report on Second Assessment 09.01.2016 (1h 40 minutes) 

The report submitted by Dr <Psychiatrist> comes across like a ‘character assassination’ conducted by 

a ‘Hired Gun’ writing what the authorities want to hear. Forensic Psychology Professor Jane Ireland 

found that 2/3 of Psychological assessment reports in Family Courts were ‘poor’ or ‘very poor’. The 

endemic problems of the Family Court system are illustrated on the website of veteran campaigner 

Ian Josephs (www.forced-adoption.com). 

Reply to queries raised through solicitor on Second Assessment 09.01.2016 

The responses to my critical questions are entirely unsatisfactory. 

Next Steps in GMC Fitness to Practice Concern Process 

At this point in the GMC Fitness to Practice concern submission process I am submitting as 

requested the documents the doctor wrote. I could try to critique the (mis-)alignment of transcript 

and opinions but would prefer to do so in conjunction with a well-qualified Professional e.g. Prof 

Jane Ireland or Clinical Psychology Professor Peter Kindermann who recently became the President 

of the British Psychological Society who beliefs that Personality Disorders are social constructions 

rather than medical diseases (see Appendix C).  

http://www.forced-adoption.com/


Preliminary Observations regarding Possible Professional Incompetence 

A. Failure to provide adequate evidence for ‘Histrionic’ and ‘Borderline’ personality disorders 

ICD-10 provides very clear guidance that for a valid diagnosis of a personality disorder three aspects 

of the clinical description need to be met.  

F60 Specific personality disorder 

A specific personality disorder is a severe disturbance in the characterological constitution and 

behavioural tendencies of the individual, usually involving several areas of the personality, and nearly 

always associated with considerable personal and social disruption. Personality disorder tends to 

appear in late childhood or adolescence and continues to be manifest into adulthood. It is therefore 

unlikely that the diagnosis of personality disorder will be appropriate before the age of 16 or 17 

tears. General diagnostic guidelines applying to all personality disorders are presented below; 

supplementary descriptions are provided with each of the sub-types. 

Diagnostic guidelines 

Conditions not directly attributable to gross brain damage or disease, or another psychiatric disorder, 

meeting the following criteria: 

a, markedly disharmonious attitudes and behaviour, involving usually several areas of functioning, 

e.g. affectivity, arousal, impulse control, ways of perceiving and thinking, and style of relating to 

others; 

b, the abnormal behaviour pattern is enduring, of long standing, and not limited to episodes of 

mental illness; 

c, the abnormal behaviour pattern is pervasive and clearly maladaptive to a broad range of personal 

and social situations;  

d, the above manifestations always appear during childhood or adolescence and continue into 

adulthood; 

e, the disorder leads to considerable distress but this may only become apparent late in its course; 

f, the disorder is usually, but not invariably, associated with significant problems in occupational and 

social performance. 

For different cultures it may be necessary to develop specific sets of criteria with regard to social 

norms, rules and obligations. For diagnosing most of the subtypes listed below, clear evidence is 

usually required of the presence of at least three of the traits or behaviours given in the clinical 

description.’ 

The Psychiatrist provided not a single valid point of substance that falls outside ‘everyday’ 

behaviour. There is no evidence that covers major spheres of life such as work, friends or contact 

with my daughters. 

  



B. Absurd claim that submitting appeals is ‘evidence’ for a personality disorders  

The Psychiatrist made the astonishingly absurd claim that pursuing appeals for the return of the 

children into my care would be ‘evidence’ for a mental illness. Universal values held across the world 

would applaud a Mother fighting for her children and overcoming adversity. The Psychiatrist is 

‘inverting’ the most basic human values and telling the court that ‘white is black’ and ‘black is white’. 

The presiding judge quoted in previous rulings that the ‘change of circumstances’ test should not be 

unduly harsh (see Appendix B) as it would discourage individuals from aiming for self-improvement. 

If the evidence of the Court Appointed Experts is allowed to stand it opens the floodgates to the 

exploitation of this newly created ‘case law’ that the act of pursuing appeals can be claimed as 

evidence for a ‘personality disorder’. Accordingly this will have to be over-turned and if necessary 

brought before the Supreme Court. 

In actual fact submitting appeals is highly demanding requiring conscientiousness and intelligence.   

As shown in the Lumina Mandala (Appendix D) I am a down-to-earth and outcome focussed 

individual. Both are highly desirable attributes that are priced at the work place.  

I am less Extraverted than others making it highly unlikely that I suffer from a ‘Histrionic Personality 

Disorder’. I am not ‘inspiration driven’ either which would underpin ‘excitement seeking’ which I 

have been accused off. 

On the Emotional Intelligence profile (Appendix E) I got mid-range or high scores on all these socially 

desirable scales. There are no ‘deficits’.  

Personality Type measures such as the MBTI, which is the most widely used personality 

questionnaire MBTI in the world, provide insights into personality preferences. The JCA tool (as per 

Appendix F) is a variation of this.  

I come across as an ISTJ. I for Introverted is entirely incompatible with the notion of Histrionic 

Personality Disorder. Sensing (S) and Judging (J) behaviour is incompatible with ‘Excitement seeking’. 

My thinking and Feeling preferences are very balanced with a slight preference for Thinking. 

The Psychiatrist seems to have no understanding whatsoever of personality assessment and ‘hangs 

on’ for dear life to the negative portrayal through Social Services representatives. 

C. Obfuscation of origin of reduction of therapy  

The Psychiatrist claims that reducing therapy from 2 to 1 session per week is ‘evidence’ for impulsive 

behaviour. I like to argue that this is simply a personal choice and preference that I am entitled to. 

More worryingly the transcript shows clearly that the Psychiatrist suggested reducing the number of 

weekly sessions. It is disingenuous and dishonest then to claim that I made a ‘maladaptive’ decision. 

D. False testimony concerning ‘unsmiling’ in session 

The Psychiatrist claimed that I never laughed or smiled during the session in 2016. My transcript 

evidences more than 50 (!) occasions of smiling, giggling or laughing according to my transcript. The 

Psychiatrist is acting in a fraudulent or deeply incompetent manner. 



Wider Context 

My family has been subject to a series of administrative and judicial acts that appear to violate 

Article 8 of the Human Rights Act 1998 which states that everyone has a right to family life without 

undue state interference. It appears that a number of wrongful decisions were taken resulting in me 

being deprived of my children, and my children being deprived of their Mother. 

Furthermore it appears to be the case that Girl 2, my younger daughter, was subjected to a 

‘kidnapping trauma’ at the hands of <London> Police acting on the orders of <London> Council Social 

Services. To a baby it does not matter whether ISIS, Boko Haram or a dozen police man rip her out of 

her Mother’s arm, pin her down and bundle her off into make-shift arrangements with complete 

strangers.  

<London> Council seemingly have failed in their ‘Duty of Care’ to make decisions with due diligence, 

make suitable arrangements for the safe removal of the child and therapeutic after care following 

the entirely unnecessary infliction of trauma. The actions of <London> Police appear to amount to 

‘false imprisonment’ of me and the father of Girl 2 on ‘trumped up’ charges that cleared the way for 

a ‘child snatching’ operation. 

<London> Council seemingly have also failed in their ‘Duty of Care’ to make decisions with due 

diligence regarding the custody of my son, and to make suitable care arrangements. In particular he 

was sighted in unsafe conditions after custody was removed from his biological parents.  

Most worryingly the entire case rests on the testimony of a Psychiatrist. There is reason to believe 

that this person demonstrated dishonesty, unreasonableness and gross incompetence in the 

assessment of Ms <Mother> in 2016. There are also concerns about the adequacy of her assessment 

on the previous occasion. 

The multitude of concerns about conduct of <London> Council representatives suggests a collusive 

cabal where a system supposed to consist of ‘checks and balances’ was replaced by a persecutory 

approach where state officials ‘ganged up’ on vulnerable citizens and continue to ‘cover up’ each 

other’s wrong doing. 

While some of these actions may be due to ignorance and incompetence there are some indications 

of deliberate fraudulent actions. It is in the public interest to document and properly investigate 

these concerns. 

  



Possible Consequences and Outcomes of GMC ‘Fitness to Practice’ Concern 

I hope that my Fitness to practice concern will prompt the Doctor to withdraw the assessment 

report. 

Clinical Psychologist Dr <                            > is willing to receive Court instruction to assess me. 

I would expect to be cleared of the slanderous ‘Personality Disorder’ diagnosis proffered. 

As a consequence there would be a very high likelihood that my daughters would be permitted 

unsupervised contact with me (e.g. weekends & ‘relieve care’ when Foster Carers want to go on 

holiday without the girls). If such gradual reintroduction goes well the girls could return fairly soon 

into my custody and care. I would ensure that the current Foster Carers remain involved in their life. 

The chances of my son returning to my care are extremely slim. However there may be 

opportunities for a Special Guardian role. Also I would like to be ‘first in line’ if the adoption should 

‘break down’. 

In the wider context I would hope that Dr <Psychiatrist> will voluntarily refrain from accepting any 

further Court work. 

It is important to nevertheless pursue this GMC process in full as 1000 children per months are put 

into ‘Forced Adoption’ – many on similar dubious grounds. In the most extreme cases abuse, rape,  

murder and authority compromise are seemingly covered-up by mental health professionals who 

simply ‘look away’ and claim that the protective parent has got a mental health problem.  

I am looking forward to work with the GMC to progress this concern. 

 

<Mother>   

  



Appendix A: Social Services coercion permitting <father convicted of domestic violence>  

unsupervised visits (extract) 

 

  



Appendix B: Extracts of HHJ <     > QC  Judgment 2016 XX XX regarding Boy  

 

  



Appendix C: Extracts of ‘The Psychologist’ May 2016 1:1 with BPS President Clinical Psychology Prof 

Peter Kindermann   

https://thepsychologist.bps.org.uk/volume-29/may-2016/one-one-peter-kinderman 

One on one… with Peter Kinderman 
‘We can still choose how to respond: how to fight against creation’.  

 

One book 
The Plague, by Nobel prize-winner and existential philosopher Albert Camus. This book 
transformed my personal philosophy of life. Camus discusses the choices we make in an unfair, 
absurd and (at least in my mind) deterministic universe. The hero of the novel, Dr Rieux, is 
challenged as to why he continues to provide medical care without any hope of success: ‘… in 
this respect Rieux believed himself to be on the right road – in fighting against creation as he 
found it.’ The world constrains our freedom of action: the purpose of life is still to make moral 
choices even in the face of that unfairness and absurdity. We can’t choose our genes, we can’t 
choose our childhoods, we can’t influence much of what happens to us in our lives, and we can’t 
choose to change our personal history. And yet, like Rieux, we can still choose how to respond; 
how to fight against creation. 

… 

One thing that you would change about psychology 
I’d remove the concept of ‘abnormal psychology’ from our thinking, from our textbooks, from our 
curricula. We don’t expect scientists to apply one special branch of physics to car crashes and 
differentiate this from the laws of physics that apply to ‘normal life’. We all use the same basic 
processes to understand the world, even if we come to very different conclusions. There simply 
isn’t an ‘abnormal psychology’ that applies to distress or explains ‘illnesses’ and a different 
‘normal psychology’ that applies to everything else. There is just psychology.  
 
One choice 
Psychologists should remember that we are all either fighting for social justice or morally 
bankrupt if we aren’t. Read The Spirit Level by Kate Pickett and Richard Wilkinson. It isn’t a 
‘psychology’ book, it’s more economic sociology, but it highlights not only how unequal we are as 
a society, but also the level of harm that this inequality causes. I think psychologists should read 
it for the ‘Camus’ point – that so much of our experience as human beings, even our thinking, is 
constrained by our social circumstances, our culture, our upbringing and learning. And 
psychologists should also read it to ask ‘psychological’ questions: In what sense is our thinking 
shaped by our environment, and how does that happen? What gives some people the resilience, 
creativity or motivation to become statistical outliers and achieve more than their social cohort? 
What role does professional psychology have in the battle for universal human rights and social 
justice? 
 
… 

- Peter Kinderman is Professor of Clinical Psychology at the University of Liverpool, and takes 
over as President of the British Psychological Society at its Annual Conference in April. 
p.kinderman@liverpool.ac.uk 

  

 

  

https://thepsychologist.bps.org.uk/volume-29/may-2016/one-one-peter-kinderman
mailto:p.kinderman@liverpool.ac.uk


Appendix D: Lumina Spark Personality Assessment 

  

  



Appendix E: EQi Emotional Intelligence Assessment 

 

 

  



Appendix F: JCA Personality Type Assessment 

 

 

  

 


