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Integrative Psychological Case Formulation – Roberta Henderson

Introduction
This integrative psychological case formulation will be based on the Diathesis Stress Model and will integrate biopsychosocial factors concerning Borderline Personality Disorder (BPD) with empirical theory and evidence, to propose a prognosis for Roberta Henderson. 

Client Background Summary
Roberta Henderson is a 30-year-old, Caucasian female, married and without children. Roberta was referred to a clinical psychologist (CP) who has been treating her with anti-depressant medication for over 18 months, during which she has been hospitalised at least ten times, with one stay lasting for 6 months due to suicidal ideation and near lethal suicide. Roberta’s suicidal gestures have involved extreme self-mutilation and harm, such as drinking bleach, and self-inflicted cuts and burns. 

Roberta’s childhood consisted of physical abuse by her mother, and sexual abuse by her father (becoming increasingly physically abusive by the age of 12), both of whom have a history of alcohol abuse and depression. Since the age of 14, Roberta has suffered with alcohol abuse and Bulimia Nervosa (BN) yet performed well in education and employment until the age of 27, earning a college degree and completing two years of medical school, which was cut short after becoming severely suicidal following the suicide of a classmate. Roberta has had difficulty with interpersonal relationships due to her erratic and unstable behaviours, with conflict leaving her feeling criticised, threatened, and unloved, leading to urges to self-mutilate or commit suicide. 


Proposed Diagnosis
In accordance with the Diagnostic and Statistical Manual of Mental Disorders (5th ed.; DSM-5; American Psychiatric Association [APA], 2013), Roberta displays all nine symptoms of BPD - a disorder characterised as instability across various domains, such as self-image, impulse control, emotion regulation, and interpersonal relationships (APA, 2013; Reichl & Kaess, 2021). Considering a diagnosis of BPD requires a display of five or more symptoms (APA, 2013), Roberta should be diagnosed with BPD. A justification is as follows. 

Firstly, Roberta displays the symptom “frantic efforts to avoid real or imagined abandonment” (APA, 2013, p. 663) through threatening to end relationships when friends/family attempt to distance themselves from her, which, according to the National Institute of Mental Health (NIMH; 2022), is a common behaviour associated with this symptom. Secondly, Roberta’s interpersonal behaviour is erratic, fluctuating from one extreme to another without reason, which indicates interpersonal instability, i.e., extreme fluctuations across communal dimensions and agentic dimensions (Pincus & Wiggins, 1990). Consequently, Roberta meets the criteria for “a pattern of unstable and intense interpersonal relationships characterised by alternative extremes of idealisation and devaluation” (APA, 2013, p. 663). Similarly, Roberta is described as being reasonable, personable, and behaved at one moment, but irrational and enraged at another. This can be referred to as rapid or intense mood swings, indicating a further BPD symptom (Peters et al., 2016), namely “affective instability due to marked reactivity of mood” (APA, 2013, p. 663). However, the behaviour could also be an indicator of “inappropriate, intense anger, or difficulty controlling anger” (APA, 2013, p. 663), especially since Roberta’s emotions often lack clear or objective basis.

Furthermore, another symptom of BPD is identity disturbance (APA, 2013), which is difficulty describing the features of oneself and others, and issues developing a sense of self with stable interests, goals, and beliefs (Gold & Kyratsous, 2016). This can be represented by polarisation (Gold & Kyratsous, 2016), which is clearly exhibited by Roberta who views all people, including herself, as either all good or all bad. However, the justification for a BPD diagnosis is further strengthened by Roberta’s difficulties with alcohol misuse and BN, which represent the fourth DSM-5 symptom of BPD, namely impulsivity in two or more, potentially self-damaging areas (APA, 2013). These are common cooccurring disorders of BPD, with a prevalence rate in people with BPD of 46% - 59% for alcohol misuse (Trull et al., 2018) and 28% for BN (Aschidamini, 2023). With regards to alcohol misuse, research suggests its high prevalence in people with BPD is because alcohol stimulates their endogenous opioid systems, which are frequently under-stimulated (Bandelow et al., 2010).

In relation to the symptom “recurrent suicidal behaviour, gestures, or threats, or self-mutilating behaviour” (APA, 2013, p. 663), Roberta has been actively self-mutilative and suicidal, resulting in reoccurring hospitalisation. These behaviours have included drinking bleach and self-inflicted cuts and burns, often following interpersonal conflict, or to gain attention, thus supporting the concept that such behaviours are an observable symptom of underlying issues with impulse control, interpersonal relations, and emotion regulation (Reichl & Kaess, 2021). The symptom is particularly common in BPD, with prevalence rates for self-mutilative behaviour estimated at 6% for neurotypical adults (Klonsky, 2011), as opposed to 90% in adults with BPD, and 75% for suicidal behaviour in adults with BPD (Goodman et al., 2017). Additionally, Roberta’s self-mutilation and suicidal behaviours are often accompanied by chronic feelings of emptiness, representing the seventh DSM-5 symptom of BPD (APA, 2013). With the evidence in mind, it is highly likely that Roberta’s behaviours are symptoms of BPD.
Finally, the ninth BPD symptom concerns paranoid ideation and dissociation (APA, 2013). Based on Roberta’s history, stressful interpersonal encounters and self-mutilative/suicidal behaviours often lead to Roberta dissociating. Dissociation occurs in various clinical conditions, including BPD where it interferes with the individual’s psychosocial functioning (Krause-Utz, 2022). The symptom is prevalent in up to 80% of individuals with BPD, thus is deemed a common symptom (Krauze-Utz, 2022). Consequently, it is highly likely Roberta’s dissociation is an indicator of BPD.

Pre-Disposing Factors 
Research strongly indicates that BPD is a product of an interaction between neurobiological, genetic, and psychosocial factors which influence brain development (Caspi et al., 2002). For instance, according to the DSM-5 (APA, 2013), one biological factor which could have contributed to Roberta developing BPD concerns her gender, considering BPD is predominantly diagnosed in females (approximately 75%). However, more significantly, the NHS (2022), DSM-5 (APA, 2013), and literature by Bozzatello et al. (2019) state that a vulnerability to BPD can arise from childhood experiences of physical or sexual abuse, and exposure to family members with substance abuse problems – each of which were experienced by Roberta. For example, Menon et al. (2016) investigated the effects of childhood sexual abuse in BPD participants and found that it was significantly associated with identity disturbances, stress-related paranoia and dissociation, and recurrent self-mutilative or suicidal behaviour (Menon et al., 2016), as displayed by Roberta. Similarly, a meta-analysis by Foxhall et al. (2019) investigating childhood rejecting experiences and heightened rejection sensitivity (e.g., fear of abandonment) in adults with BPD found a significant association between childhood abuse and rejection sensitivity, which could explain Roberta’s efforts to avoid abandonment.
One explanation for the association between childhood abuse and the development of BPD concerns the endocrine Hypothalamic Pituitary Adrenal (HPA) axis which constitutes a pivotal stress response (Thomas et al., 2019). Neurobiological research frequently reports a correlation between childhood maltreatment and increased HPA axis activity in individuals with BPD (Thomas et al., 2019), which is suggestive considering HPA axis dysfunctions, such as increased activity, are central to the development of BPD (Kulacaoglu & Kose, 2018). Therefore, taking together the evidence, it is highly likely that Roberta’s traumatic and abusive childhood pre-disposed her to developing BPD. 

Precipitating Factors
There are many precipitating factors associated with BPD, such as abandonment and rejection (Berenson et al., 2011), being alone and disappointment (Bender & Skodol, 2007), betrayals and interpersonal offences (Tragesser et al., 2008), and identity threat (Bender & Skodol, 2007). However, the number experienced by individuals is dependent on the severity of their BPD. For instance, Miskewicz et al. (2015) investigated the situational triggers and symptoms of BPD and found individuals with high BPD severity (such as Roberta) have more precipitating factors and more symptoms in their lives, than those with low severity. With that said, disappointment, interpersonal offences, and negative encounters with friends and family are each prominent in Roberta’s life, and often precede her BPD symptoms, such as efforts to avoid abandonment, self-mutilating and suicidal behaviour, chronic feelings of emptiness, intense anger, and dissociation (APA, 2013), thus highlighting them as precipitating factors. Additionally, rejection and abandonment are experienced by Roberta through friends and family attempting to distance themselves from her, and this appears to further provoke the mentioned symptoms, as well as others, like her unstable self-image (e.g., perceiving herself as either all good or all bad, i.e., polarisation). 
Furthermore, as stated by the DSM-5, one symptom of BPD concerns impulsivity in at least two areas, such as substance abuse and eating disorders (APA, 2013) – which are also considered cooccurring disorders of BPD. According to research, difficulties with alcohol misuse and BN (as seen with Roberta) have a high prevalence in individuals with BPD, for instance 46% - 49% for temporary alcohol misuse, or 59% for lifetime alcohol misuse (Trull et al., 2018), and 28% for BN (Aschidamini, 2023). However, despite being symptoms of BPD, Roberta’s difficulties with alcohol misuse and BN could also be considered precipitating factors, especially since they began when she was 14, thus prior to any other symptoms of BPD. For instance, alcohol misuse has a significant impact on decision making and judgement, causing people to becoming reckless, aggressive, and uninhibited, and can even inflict depressive symptoms (NHS, 2022). Consequently, these effects could encourage the onset of BPD symptoms, such as dissociation, idealisation and devaluation of others, identity disturbance, and/or paranoid ideation (APA, 2013), especially if there is an existing pre-disposition to BPD, as there is in Roberta’s case. 

Perpetuating Factors
Despite being categorised as a precipitating factor, Roberta’s alcohol misuse could also be classed as a perpetuating factor, based on the effects of alcohol mentioned previously. Nevertheless, research has also identified emotion dysregulation (ED) as a perpetuating factor of BPD – which, as mentioned, is exhibited by Roberta. For example, using participants with BPD, Stepp et al. (2014) explored within-individual changes in ED as a maintenance factor of BPD across one year, through evaluating the extent that symptom severity at baseline predicts changes in ED, and changes in ED predicts four BPD symptoms, namely affective instability, impulsivity, identity disturbances, and negative relationships, at a one-year follow-up. The result revealed that symptoms at baseline predicted increases and higher total levels of ED, and these increases predicted the four BPD symptoms at follow up, even after controlling for symptoms at baseline, such as changes in interpersonal conflict (Stepp et al., 2014). Additionally, total level of ED mediated the link between BPD symptom severity and identity disturbance and affective instability at the follow up, suggesting ED maintained the features over the year. Consequently, it was concluded ED is a perpetuating factor of BPD (Stepp et al., 2014). 

Moreover, the DSM-5 states that individuals with BPD often underestimate themselves soon before achieving a goal (APA, 2013) – a feature displayed by Roberta when dropping out of medical school. However, such behaviour could be deemed a perpetuating factor of Roberta’s BPD considering it would have limited her social inclusion and support, which is significant considering individuals with BPD are already at a social disadvantage. For example, Beeney et al. (2018) explored the character of social networks by asking participants to list the most significant people in their social network, and rate each of them in relation to social support, amount of contact, negative interactions, and attachment strength (Beeney et al., 2018). The findings revealed an association between BPD and less social integration, more frequent negative interactions, and worse social support (Beeney et al., 2018). Thus, these differences in social networks (which are likely to be heightened by dropping out of school) could maintain and/or exacerbate symptoms of BPD (Beeney et al., 2018). 

Another perpetuating factor concerns Roberta’s depression, which is considered another common cooccurring disorder of BPD (APA, 2013). Roberta likely possessed a genetic vulnerability to developing depression, considering both parents had histories of it, and twin studies have reported a heritability rate for depression of 37%, and family studies have, similarly, highlighted a two- to threefold increased risk for first-degree offspring of parents with depression (Sullivan et al., 2000). However, in relation to depression maintaining BPD, Galione and Oltmanns (2013) explored the association between BPD and major depression, using 1630 participants who were required to complete a series of assessments, such as diagnostic interviews for major depressive disorder and all personality disorders. The findings indicated a history of major depression is predominantly associated with consistent BPD symptoms related to emotional distress, thus suggesting depressive symptoms maintain and/or exacerbate BPD symptoms (Galione & Oltmanns, 2013). 

Protective Factors 
A potential protective factor of Roberta’s BPD regards her CP’s adherence to her wishes of outpatient treatment, especially since it is on the basis that Roberta works towards behavioural change, commits to treatment for at least a year, and does not attempt suicide. For instance, a systematic review and meta-analysis by Katakis et al. (2023) examining the effectiveness of outpatient and community treatments for individuals with a personality disorder found community interventions are effective in treating BPD and depressive symptoms in individuals with BPD. Additionally, evidence by Sinnaeve et al. (2018) showcased that treatment interventions consisting of inpatient treatment is no more effective than outpatient treatment. Consequently, the CP’s adherence to Roberta’s wishes (which avoids additional distress) combined with the efficacy of outpatient treatment, is likely to alleviate Roberta’s BPD symptoms. 

Secondly, up until the age of 27, Roberta performed well in work settings, being described as gifted and self-sufficient, despite struggling with depression, alcohol misuse, and BN. It appears that Roberta is now unemployed due to her symptoms, however, research indicates that positive employment can enrich the lives of individuals with BPD by aiding the development of a positive self-image, and providing purpose, structure, financial independence, and meaningful engagement with others (Rinaldi, 2020). Additionally, research associates positive employment with greater psychosocial functioning and a more linear BPD recovery (Falklof & Haglund, 2010; Cruitt et al., 2018; Cruitt & Oltmanns, 2019; Wasmuth et al., 2020). For instance, Cruitt et al. (2018) investigated the association between employment status and BPD features in predicting physical health and found that individuals in employment exhibited a weaker negative association between physical health and BPD, in comparison to those unemployed. Evidently, occupational functioning is significant for people with BPD and their recovery, thus could be a potential protective factor for Roberta’s BPD if she were to gain re-employment. 

Proposed  Treatment 
According to clinical literature, medications are not the primary treatment for BPD due to lack of clarity regarding their efficacy (NIMH, 2022). However, they can be used to treat cooccurring disorders of BPD, such as depression (NIMH, 2022), thus it is recommended that Roberta continue with her course of anti-depressant medication, which will aid her BPD recovery. To treat BPD directly, it is suggested Roberta receives outpatient treatment, providing she adheres to treatment for at least one year, and does not engage in self-mutilative or suicidal behaviours, as per the agreement. This treatment will consist of Dialectical Behavioural Therapy (DBT) – a treatment designed specifically for BPD (NIMH, 2022). DBT utilises principles from Cognitive Behavioural Therapy to teach individuals the appropriate skills to control emotions, improve relationships, and minimise self-destructive behaviours (NIMH, 2022). DBT consists of four components; 1.) group therapy which aims to enhance behavioural capabilities and consists of two hours per week of skills training, 2.) phone calls which aims to strengthen therapeutic relationships and encourage help-seeking behaviour, 3.) individual psychotherapy which aims to improve motivation to change and minimise problem behaviours, 4.) consultation team meetings to provide support for the therapists delivering DBT (Soler et al., 2009).

DBT has been frequently evaluated and has demonstrated its efficacy in reducing numerous symptoms (Fassbinder et al., 2018). For example, a longitudinal study by Stiglmayr et al. (2014) assessed the effectiveness of outpatient DBT in 47 patients. After one year of therapy, there were significant decreases in self-mutilative behaviours, number of hospital admissions, and severity of BPD symptoms and psychopathology, and 77% of the patients no longer met the criteria for BPD. Additionally, DBT has shown to be effective in treating cooccurring disorders of BPD, such as those experienced by Roberta, i.e., BN (Safer et al., 2001; Telch et al., 2001; Kroger et al., 2010), depression (Lynch et al., 2007), and substance misuse (Linehan et al., 2002; Dimeff et al., 2008). For example, Kroger et al. (2010) assessed the effectiveness of DBT for treating 24 women with BPD (15 of whom had BN) and, at the 15-month follow up, found a remission rate of 54% for BN. Consequently, DBT will likely be successful in treating both Roberta’s BPD and cooccurring disorders, though it is recommended that she re-gains work or education to enhance her social network and integrate structure into her life. 

Note: This formulation is open to review and reformulation.
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