Integrative Psychological Case Formulation: Mrs Roberta Henderson

Introduction to theoretical framework
This psychological case formulation is based on the biopsychosocial model (Engel, 1977), which explores interactions between psychology, biology and socio-environmental factors to understand how these elements interact and influence various aspects of a person’s life, including their development, health and disease.  In conjunction with psychological research, this model will be utilised to assess the diagnosis of Mrs Roberta Henderson, who exhibits pronounced symptoms of borderline personality disorder (BPD). By analysing her past and present clinical history alongside her presenting symptoms, this formulation aims to provide a comprehensive understanding of her diagnosis.

Introduction To Client
Mrs Roberta Henderson is a 30-year-old Caucasian woman living with her husband, who has recently been referred to a clinical psychologist by her psychiatrist. Roberta has been receiving antidepressants as a treatment for depression for over 18 months from her psychiatrist. During this time, she has been hospitalised over ten times for suicidal ideation and near lethal suicide attempts. Roberta is seen as too dangerous to be outside of a hospital setting according to her husband and family. However, she has shown a strong preference for outpatient care and is reluctant to become an inpatient despite being refused outpatient care by other therapists. Provided that Roberta remains in treatment for 1 year, works towards behavioural changes and has no further suicide attempts, the clinical psychologist has agreed to take her into therapy. 


Past Clinical History
Roberta, a single child, was raised by her parents, both of whom had a history of alcohol abuse and depression. From a young age Roberta endured severe physical abuse from her mother and at age 5 she began to experience sexual abuse from her father. This sexual abuse also became physically abusive when she reached age 12 and continued into secondary school. By age 14, Roberta struggled with alcohol abuse and had bulimia nervosa, both of which are still apparent during her first visit with the clinical psychologist. Roberta performed well in work and education until the age of 27, when a classmate (vaguely known to her) committed suicide, triggering Roberta into a deep depressive state where she became actively suicidal. Roberta struggles to maintain positive interpersonal relationships with her friends and family due to her pushing them away with her erratic and unstable behaviours. Her husband is often the trigger point of these behaviours, where she will often have suicidal or self-mutualisation thoughts following the encounters. Roberta began dissociating during stressful encounters and would unknowingly self-injure. She often finds it difficult to recall these acts. Roberta will threaten to commit suicide or injure herself if friends or family distance themselves from her, or she will end the relationship first. Roberta began polarising herself and others as either all good or all bad. Roberta’s behaviour often fluctuates from calm and reasonable to erratic, irrational or enraged without any specific reason.

Diagnosis
The Diagnostic and Statistical Manual of Mental Disorders, fifth edition (DSM-5; American Psychiatric Association [APA], 2013) is a handbook publication for psychologists and psychiatrists, including diagnostic criteria, features of the disorder alongside other aspects such as risk factors. This will be used to identify a diagnosis for Roberta. The DSM-5 utilises the medical model approach, however, the biopsychosocial model (Engel, 1977) will also be used to understand factors that could contribute to Roberta’s diagnosis. Upon consultation of the DSM-5, along with the clinical history and symptoms provided by Roberta, her husband and family, it is suggestive of a diagnosis of borderline personality disorder (BPD), supported with the research by Gunderson et al. (2018) that those with BPD may exhibit unstable interpersonal relationships, an unstable sense of self, intense and fluctuating emotions and impulsive behaviours often leading to self-harm. Roberta has displayed all of these behaviours, as corroborated by her those around her. 

Presenting Factors
Roberta’s clinical presentation reflects a complex interaction of psychological symptoms that significantly impair her functioning and well-being. At the forefront is her severe depression, which is characterised by pervasive feelings of sadness, hopelessness and worthlessness, characteristic of BPD (APA, 2013). These symptoms are possibly due to her traumatic childhood experiences of abuse and neglect, which have left long lasting emotional effects and trauma, compromising her ability to regulate her emotions effectively (Bozzatello et al., 2021). 
	Roberta’s suicidality is another prominent presenting factor, aligning with one of the main symptoms of BPD (APA,2013). Her recurrent suicidal ideation and multiple suicide attempts, including near-lethal attempts and gestures such as ingesting bleach and self-inflicted cuts and burns, reflect an underlying sense of emptiness, impulsivity and a desperate desire to escape from intolerable emotional pain. Suicidal behaviour is a key criterion for BPD diagnosis (Yen et al., 2021), and is often driven by feelings of abandonment, rejection or perceived interpersonal failures (experienced by Roberta). 
	Additionally, Roberta exhibits strong impulsivity, particularly in her self-destructive behaviours such as alcohol misuse and bulimic episodes. Eating disorders such as bulimia nervosa are a common co-occurring disorder of BPD as outlined in the DSM-5 (APA, 2013). These impulsive acts serve as a temporary outlet for managing her overwhelming emotions or exerting a sense of control over her life. However, these acts exasperate her psychological distress and contribute to the cycle of maladaptive coping, characteristic of BPD.
Roberta’s unstable interpersonal relationships further complicate her clinical presentation, mirroring the interpersonal difficulties commonly observed in individuals with BPD. Her fear of abandonment and intense but unstable attachments to others, alongside her tendency to engage in splitting (viewing others and herself in extremes of either all good or all bad), are prevalent features of BPD (Kulacaoglu & Kose, 2018). These relational difficulties are exacerbated by her history of trauma and attachment issues, perpetuating her feelings of loneliness and emotional instability. 
Overall, Roberta’s presenting factors not only underscore the profound psychological distress she experiences but they also align closely with the diagnostic criteria for BPD outlined in the DSM-5 (APA, 2013). 

Predisposing Factors
Roberta’s experiences of severe physical and sexual abuse during childhood are consistent with findings from Cattane et al. (2017), which suggests a strong link between childhood trauma and the development of BPD. Trauma during childhood can manifest in various facets of emotional and psychological functioning and can significantly disrupt the natural progression or emotional regulation. This disruption can leave individuals vulnerable to heightened emotional sensitivity, impulsivity and mood instability, all of which Roberta has experienced and is emblematic of BPD. Further research from Menon et al. (2016) found that individuals with BPD reported significantly higher rates of childhood physical and sexual abuse compared to those without BPD. Additionally, abusive experiences can lead to insecure attachment styles which are characterised by fears of abandonment and difficulties in forming and maintaining relationships. Roberta has stated that being alone is her greatest fear, however, this fear contrasts with her intense, unstable relationships noted by herself and family around her. Roberta exhibits a pattern of viewing others as all good or all bad, indicative of her polarity tendencies. These sudden changes of perception are often influenced by intense emotional fluctuations rather than objective issues, which is in line with the diagnosis of BPD as outlined in the DSM-5 (APA, 2013). 
Furthermore, studies have found that adverse childhood experiences (ACEs) such as abuse, neglect and disrupted attachment bonds can lead to alterations in neurobiological systems implicated in emotion regulation and stress response which predisposes the individual to developing BPD (Herzog & Schmahl, 2018). 
	 Roberta’s family history reveals a significant vulnerability to mental health disorders, including depression and alcohol abuse, which both of her parents previously experienced. According to the DSM-5 (APA, 2013), individuals with BPD often have comorbid conditions including major depressive disorder and substance use disorders. While the exact genetic factors that contribute to BPD remain unclear, research has suggested a genetic predisposition to the disorder. Twin studies have been conducted to investigate the genetic factor or BPD, with heritability rates around 46% (Skoglund et al., 2021). Additional familial studies have demonstrated an increased risk of BPD among immediate family relatives of individuals with the disorder, suggesting a familial aggregation of genetic risk factors (Fatimah et al., 2020). However, it is important to note that these genetic vulnerabilities likely interacted with environmental factors, such as childhood trauma, in the development of BPD for Roberta, and increased her vulnerability for the disorder. 
	Roberta’s history of alcohol abuse starting around the age of 14 underscores the severity and early onset of her maladaptive coping mechanisms which further contribute to her vulnerability of BPD. Alcohol abuse during adolescence is particularly concerning as it can disrupt neurodevelopmental processes and in turn, exasperate emotional dysregulation and impulsivity. Research has shown that early alcohol abuse is associated with an increased risk of developing psychological disorders, including BPD (Lazarus et al., 2017).  The co-occurrence of alcohol abuse with other maladaptive behaviours such as self-harm and bulimia nervosa highlight the complexity of her psychological struggles and the impact of ACE’s on her coping strategies. 
	Overall, Roberta’s predisposing factors including childhood trauma, genetic predispositions, unsecure attachments and maladaptive coping strategies align with DSM-5 (APA, 2013) and empirical research on the aetiology of BPD. 

Precipitating Factors
Whilst in medical school, Roberta’s classmate who she vaguely knew committed suicide. The death of her classmate triggered a profound emotional response and heightened her suicidal ideation. The psychological phenomenon, known as suicide contagion, suggests that exposure to suicide particularly among peers can increase the risk of suicidality among individuals who are already predisposed to suicidal ideations. According to Walling (2021), BPD along with other psychiatric disorders can be a predisposing factor for suicide contagion, as can a history of substance use and childhood sexual abuse (all experienced by Roberta). The death of the classmate may have served as a precipitating factor for Roberta, normalising her suicidal thoughts and behaviours whilst reinforcing her own sense of hopelessness and despair. 
	Roberta’s early experiences with physical and sexual abuse is another precipitating factor for her BPD diagnosis. Childhood abuse disrupts the development of secure attachments and positive interpersonal relationships which are crucial for the formation of a stable sense of self and emotional regulation. Childhood abuse and trauma can lead to pervasive feelings of worthlessness, fear of abandonment and difficulty trusting others, as experienced by Roberta. These are core experiences of someone with BPD as stated by Mainali et al. (2020). The experience of being mistreated or neglected by her immediate caregivers can undermine her sense of self-worth and contribute to identity disturbances which are characteristic of BPD as stated in the DSM-5 (APA, 2013).
	Roberta has currently been receiving treatment with antidepressant for over 18 months and while the intended use is to alleviate her depressive symptoms, they may inadvertently exacerbate her symptoms of BPD particularly her emotional instability and impulsivity. Some individuals with BPD may be more sensitive to the side effects of antidepressants, specifically with mood regulation and emotional processing. Antidepressants can also cause emotional numbing in individuals with BPD, potentially further complicating their emotional experiences (Ceresa et al., 2021). This exacerbation of symptoms could hinder Roberta’s overall progress in treatment, making the use of antidepressants a precipitating factor in the persistence of her BPD symptoms, rather than facilitating improvement.
	Overall, Roberta’s precipitating factors include the suicide of her classmate, childhood abuse and her use of antidepressant medication which can all lead to unstable sense of self, fluctuating moods and identity disturbances which corroborate with the diagnostic criteria of BPD in DSM-5 (APA, 2013).

Perpetuating Factors
Roberta’s history of alcohol misuse serves as a perpetuating factor for her BPD by exacerbating the cycle of dysfunction and hindering her progress towards recovery. This is because alcohol misuse can intensify emotional instability and impulsivity (which are common features of BPD) by altering neurotransmitter levels in the brain, impairing cognitive functioning (Lazarus et al., 2017). This may lead to increased emotional dysregulation and impulsive behaviours such as self-harming as a way of coping with distressing emotions or situations. Additionally, alcohol use can impair judgement and exacerbate cognitive distortions such as polarisation of herself or others and alternating between idealisation-devaluation which further complicates interpersonal relationships and perpetuates maladaptive behaviours or coping mechanisms. 
Due to Roberta’s use of antidepressant medication over the last 18+ months, this may perpetuate and maintain her BPD. While the antidepressants have been prescribed to treat her depression, the effect they can have on individuals with BPD can be complex. According to Stoffers and Lieb (2015), certain antidepressants may be associated with emotional numbing and reduced emotional expressions in those with BPD, which may interfere with her ability to process and regulate her emotions effectively. Additionally, the inability to express and regulate her emotions can exacerbate feelings of emptiness and dissociation which are commonly experienced by those with BPD (including Roberta). This may perpetuate her BPD particularly when in therapy as she may not be able to fully engage with the therapeutic process to gain the maximum benefits from treatment. 
Roberta’s ability to inflict harm upon herself perpetuates her BPD by reinforcing maladaptive coping mechanisms and maintaining dysfunctional patterns of behaviour. Self-harming behaviours, including cutting and burning (experienced by Roberta), often serve as a coping mechanism for those with BPD as a means to regulate intense emotional distress and alleviate overwhelming emotions. However, these behaviours ultimately maintain the cycle of emotional dysregulation characteristic of BPD by providing short-term relief at the expense of long-term well-being. Moreover, research by McMain et al. (2018) identified that self-harming behaviours in BPD are associated with poorer treatment outcomes and an increased risk of relapse. This indicates that self-harm not only perpetuates the core features of BPD but also contributes to the maintenance of the disorder over time. 
Overall, the use of antidepressant medication, alcohol misuse and her ability to self-harm all perpetuate Roberta’s BPD by reinforcing maladaptive behaviours and impairing emotional regulation, which can complicate therapeutic interventions. These factors serve to maintain her symptoms and hinder her progress towards recovery.  

Protective Factors
Roberta’s engagement in therapy is a significant protective factor for her recovery and treatment for BPD. Despite facing challenges and resistance (particularly with becoming an inpatient), her willingness to participate in therapy sessions demonstrates her recognition of the need for professional support and her commitment to addressing her mental health concerns. By actively engaging in therapy, Roberta has the opportunity to explore her emotions, develop healthy coping strategies and work towards behavioural change. Research has shown that various forms of psychotherapy such as dialectical behaviour therapy can effectively reduce BPD symptoms (May et al., 2016).
	The presence of Roberta’s husband and family as a supportive network further enhances her prospects for recovery. Their involvement in her treatment and advocacy for her well-being signifies a strong social support system that can provide emotional encouragement and validation of her experiences. Turner et al. (2016) found that perceived social support was associated with increased psychological functioning and reduced symptom severity amongst individual with BPD. Having a positive support system who actively participate in treatment decisions can enhance treatment outcomes and increase adherence to therapy.
	Despite Roberta’s challenges with BPD, her educational achievements highlight her resilience and determination to succeed. Despite these challenges, she was able to earn a college degree and peruse 2 years of medical school. This demonstrates her ability for achievement and can act as a source of empowerment in her recovery and treatment. Education has also provided her with opportunities for personal growth, skill development and access to resourced that may support her mental health and well-being, highlighting the protective role of education in her recovery. Educational achievement has been linked to better mental health outcomes and resilience in individuals with BPD (Brännlund et al., 2017). 
The combination of support from Roberta’s husband and family, her educational accomplishments and her active engagement in therapy serve as protective factors, contributing to her resilience and the potential for effective treatment for BPD. 

Treatment
The treatment plan for Roberta includes a comprehensive approach to address the complex symptoms of BPD. Dialectical behaviour therapy will be implemented to equip Roberta with essential skills for emotional regulation and interpersonal effectiveness, as research has found efficacy in reducing self-harming behaviours and overall symptom severity in individuals with BPD (May et al., 2016).  
	Additionally, antidepressant medication will continue to be used to target symptoms of depression associated with BPD, with stringent monitoring by the psychiatrist to optimise the benefits of the medication, whilst also minimising the side effects. 
The combination of psychological therapeutic interventions, along with ongoing medication, Roberta’s treatment plan aims to promote her recovery and enhance her overall well-being. 
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