Psychological Case Formulation: Roberta


Introduction to theoretical framework:

This psychological case formulation will use an integrated biopsychosocial approach, while using theories and research based on dissociative identity disorder (DID) or more commonly known as multiple personality disorder/ (BPD) borderline personality disorder, major depressive disorder (MDD), as well as alcohol misuse and showing characteristics of bulimia nervosa (BN). The aim of this formulation is to explore connections between the client’s adverse childhood experiences (ACE), and the symptoms of DID. 

Basic Demographics of client:

Age: 30 

Sex: Female

Ethnicity: Caucasian 

Marital status: Married 

Present bio-psycho status currently been referred to a clinical psychologist by her psychiatrist. Experiences of suicidal thoughts and attempts along with self-harming, binging of food and alcohol then purging. Along with major symptoms of depression, isolation of family and friends along with troubled relationships. 

Diagnoses: Dissociative identity disorder (DID), Borderline personality disorder (BPD), major depressive disorder (MDD), alcohol misuse, with characteristics of bulimia nervosa (BN). 

Client background summary:

Roberta a 30-year-old Caucasian female who is married with no children living in a middle-class urban area, she was brought up as an only child. Roberta has been referred to a clinical psychologist by her psychiatrist who has been treating her for the past 18 months with antidepressant medication along with at least 10 hospitalisations with one lasting 6 months. With inflicting pain on herself including suicidal gestures, drinking bleach, inflicted cuts and burns along with injecting dirt into them which she stated was to bring attention to the medical team which resulted in her needing reconstruction surgery, binging on food and alcohol the purging. With family concerns growing they were considering that permanent placement for inpatient care was needed. However, Roberta expressed a strong preference for outpatients’ treatments. No professionals have agreed to this however as the clinical psychologist agreed to support Roberta with therapy providing she committed to working towards a behaviour change staying in treatment for at least a year and not to attempt suicide. 

Roberta has previously experienced problems with alcohol misuse and bulimia nervosa (BN). These experiences arose by the time Roberta was 14 and have followed through life with her including binging on food and alcohol then purging. Even though Roberta has suffered with this from a young age her education and work was not affected firstly until she was 27. She received a college degree and studied medicine for 2 years, it was during this time that a peer committed suicide, which resulted in a depressive episode along with being actively suicidal. 

Roberta has suffered with personal relationships throughout her life, with her intimate friends and family members. Who she had alienated with who then tried to distance themselves from her which she would then threaten to commit suicide or end the relationship before they could as she expected her needs to be met but not vocalise the needs. When things come up and friends had to cancel she would take this personal and feel unloved and unaccepted and felt the need to prove that she needed them. When attending an AA meeting she met her husband who is often the prime attention to her altercations. Roberta also shows turbulent changes in behaviours from calm to agitated, paranoid and irrational, with often no intelligible affects. 

Roberta had an erratic childhood, she had experiences from her father with sexual abuse. Which started from the age of 5 which was initially non-violent but then became physical when Roberta was 12. She was also subject to abused by her mother through her life but was only know when starting therapy. Her mother and father both had previous struggles with depression and alcohol misuse which shows indications of the unstable up bringing. 


DSM-5 

As stated by the (DSM-5, 2013) disorders such as borderline personality disorder is induced in a cluster B with the highest percent out of the three clusters being 6% prevalence and while exploring alcohol they found that approximately 15% of US adults have at least one personality disorder. The criteria for borderline personality disorder stated by DSM-5 includes frantic efforts to avoid real or imagine abandonment, reoccurrence of unstable and intense interpersonal relationships, unstable self-image or sense of self, impulsivity – in Roberta’s case binging, recurrent suicidal behaviour, gestures, threats and self-mutilating behaviour, instability due to mood (irritability, anxiety), chronic feelings of emptiness, intense anger and difficulty controlling anger (constant anger including physical fights), stress related paranoia. Roberta is experiencing on these symptoms which concludes the diagnosis of borderline personality disorder. 

Presented by the DSM-5 the most essential feature of BPD is a persisted pattern of instability of interpersonal relationships, self-image, and affects, and impulsivity that begins in early childhood which was the case for Roberta. All though there is a tendency for some of the symptoms to be life long, individuals who engage in therapies tend to show an improvement within the first year. Sometime within their 30s and 40s majority form greater stability in their relationships and after 10 years of being an outpatient 50% of individuals don’t display patterns of behaviour connecting to BPD. 

The 5 P’s 

Predisposing: 

Biological effects include a history of depression and alcohol misuse within the family, receiving therapy and antidepression medication, suffering from bulimia nervosa (BN) from age 14 – present, along with depression and alcohol misuse also from aged 14- present. A gene has not been discovered yet however it is a believed to be a main factor in the traits of DID, with an influence of an accumulation of genes which could be the cause (this has been observed in twin studies.)

Psychological effect includes the development of the brain, experiences of suicidal thoughts and attempts with harming herself, attachment and abandonment issues, mood swings, struggles to cope, irrational behaviours, isolating herself from others and making them feel bad for it along with her feeling empty. 

Social/environmental effects include her limited social interaction, she was raised as an only child, who suffered sexual and physical abuse by parents. She was neglected while also having adverse experiences. Self-damaged personal relationships, while currently not enrolled or employed which stemmed from suicide of a peer. 

Precipitating:

Biological effects include depression, antidepressant medication and alcohol misuse. 

Psychological effects show Roberta isolating herself from others, while suffering from unpredictable moods, along with having complex coping mechanisms, with issues from attachment and abandonment problems. 

Social/ environmental effects include families influences for long term inpatient treatment, the suicide of the school peer and the disputes among the family. 

Perpetuating:

Biological effects show misuse of alcohol and receiving medication of antidepressants along with depression. 

Psychological effects appear to be isolating herself from loved ones, with complex coping mechanisms, negative personal skills, and adverse mood changes. 

Social/ environmental reveal very small interaction, with a lack of trust within the small circle and she also has the ability to inflict harm to herself. 

Protective: 

There are no known biological effects.  

There are no known psychological effects. 

Social/ environmental effects indicate associated, and professionals follow Roberta’s wishes, seeks attention from professionals, family, and friends. Lacks routines including activities, education, and employments. 

Presenting:

Biological effects include bulimia nervosa/ eating disorders, alcohol use and antidepression medication. 

Psychological effects show suicidal thoughts and attempts along with harming self and complex coping mechanisms, has tendencies to isolate herself from everyone, and experiences irregular mood changes. 

Social/ environmental effects reveal troubled relationships and a small circle of interactions. 

Genetics:

Dissociative identity disorder (previously known as multiple personality disorder) and borderline personality disorder normally come as a pair. DID is a rare psychiatric disorder with only 1.5% of the world’s population (Mitra & Jain, 2023). This disorder can be hard to diagnose and usually takes an arrangement of assessments to diagnose. People suffering with this tend to show actions of self-harming and suicidal attempts. This disorder has more than likely occurred due to childhood trauma and abuse which Roberta suffered. Some studies have found that there are possible connections between DID symptoms in general and specific genes and these make people more susceptible to the disorder. However, there isn’t a conclusion to this research yet, it is still ongoing, and no definite connection has been found yet (United brain association, 2023). In a small sample study an association was found within women hospitalised with BPD and the increased expression of the interleukin-6 (IL6) gene. Twin based genetic studies have implied that this condition has a substantial heritable component, however the results weren’t consistent (Rajkumar, 2022).  Key finding also imply that exposure to traumatic events has around 20-25% of individuals exposed may experience dissociative symptoms. Research of women who had been held captive and been a subject to sexual abuse by military employees only just less than half 41% of the individual’s met the criteria for DID, which is still a huge number. It also partly genetic in origin according to (Rajkumar, 2022). Two out of six studies which focused on stress agents like lack of dopamine and serotonin found a link among the “short” (s) allele of this polymorphism, particularly the homozygous s/s genotype, and dissociative symptom (Rajkumar, 2022). However, two additional studies regretfully couldn’t find a connection. Stated by the DSM-5 BPD is 5 times more common among first degree biological relatives along with substance use disorders, anti-social and depressive or bipolar disorders. 

A smaller volume of the hippocampal volume has been explored in several stress related psychiatric disorders like PTSD. Early abuse resulting in DID and BPD along with depression. These symptoms also result in a smaller volume of the amygdala. Both these have been connected with sever childhood trauma (Vermetten, 2006). The volume of the hippocampus and amygdala was explored within 23 females without DID and 15 with DID or any other disorders. Hippocampal volume was 19.2% smaller and the amygdala volume was 31.6% smaller in patients with DID compared to without, the ratio was significantly different between groups (Vermetten et.al, 2006).

Childhood abuse & parenting styles:

As touched upon Roberta was raised as an only child and had been the subject to physical abuse from her mother and father with sexual aspects from her father at aged 5 which then got physical at aged 12 which continued for the first few years of secondary school. Both her parents had previous troubles with depression and alcohol when Roberta was 14 she started using alcohol along with BN. In 30-90% of cases with BPD it is connected to early abuse and neglect with these percentages being the highest than other personality disorders (Bozzatello, 2021) with the strongest concepts being sexual abuse and physical abuse along with neglect from family members, which Roberta suffered a great deal of. This now determines that there is a strong percentage that Roberta’s BPD is linked to the abuse she received. 

Following exploration of an article from (Kaur & Sanches, 2023) they stated that maladaptive parenting which includes childhood abuse, neglect, and maltreatment along with experiences of domestic violence and parental conflict is the prevalent factor of developing BPD. They carried out a research project which included 10 studies from both children and adults which indicated a 3 times heightened risk In BPD where there was maternal physical or verbal abuse. Another sample of research with a larger sample of 6,050 mothers and their children, the findings shown children from adverse family backgrounds who experienced suboptimal parenting and seeing domestics have increased symptoms of BPD symptoms when they’re 11. 

Treatment plan 

As previously discussed multiple times with Roberta and her family suggesting inpatient care she has declined this and would like to be treated as an outpatient which can be quite difficult for Roberta but isn’t not achievable if she abides by the treatment plan committing for at least a year and doesn’t harm herself. The community mental health team will support Roberta in her recovery. A care programme approach (CPA) will be taken by Roberta to ensure her needs are met. A secondary care approach will be used to allow Roberta to be treated with community care. The CMHT will assist and support Roberta through her recovery with long term care and treatments. A multidisciplinary term will work with Roberta to ensure she receives the care she needs. With Roberta having to abide by not harming herself if this was to occour a crisis team will also support Roberta and offer short term help to prevent hospitalisation if this is possible, where they can offer medications. People who will be a part of the multi-disciplinary team are community psychiatric nurses, psychologists, occupational therapists, and care coordinators. The CPA will include Roberta’s strengths, goals, support needs and difficulties. Roberta will receive care from the MHT until she doesn’t require the services anymore. However, its usually around 3 years but can be extended if needed. Mental health teams will make sure Roberta is receiving the right support before she is discharged. When discharged Information will be provided for Roberta if her mental health gets worse which will include a 24-hour helpline like Samaritans so she can discuss any problems that may occur. If Roberta doesn’t think she should be discharged she has the right to express this. (Rethink Mental Health, 2021)


Therapeutic communities are an option for Roberta. It will require her to be away for 1-4 days a week which hopefully will suit Roberta with her knowing there is a timescale on the therapy. This is conducted in a structured environment in a residential home. She will take part in individual and group therapies including household chores, meal preparation, games, sports, and other activities, with regular community meetings. The house is run on a demographic basis so the individuals can put forward the care they would like to receive. The houses rules include no alcohol, no violence, no attempts of harming themselves otherwise they will have to leave. Hopefully this would be a detox for Roberta as long as she abides by the rules. This therapy should give Roberta the skills to be able to take to her home life and use when times get tough she can turn to certain activities and housework. (NHS,2021). 

Medication can be an option for Roberta however SSRIs will only treat her depression, as therapies will be needed to help support her with BPD.  

Case discussion 

After all Roberta has been exploited too in her younger years it goes without saying that she is struggling through life. With her symptoms heightening her emotions with her failed relationships and feeling empty. It is at the best interest of Roberta to have structured lifestyle even if this means she has to be away for a few days a week, faith is received for Roberta as she was successful with her education and while being employed. However, there is a risk with her being unable to refrain from some of her symptoms including self-harming and other behaviour symptoms. Due to this we will be in contact for a regular review and a reformulation will be required should the options spoke about not suit Roberta’s best interests. 
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