Course Work – Case Formulation

Introduction to framework and BPD.
[bookmark: _Hlk128936868]The current aetiology of borderline personality disorder (BPD) can be explained using the diathesis-stress model. The model assumes that psychological disorders can be a result of interactions between inherent vulnerability and environmental stress factors (Broerman, 2017). According to Belsky et al (2012) Stress factors can include traumatic events such as sexual abuse, physical abuse, and neglect. Symptoms of BPD usually start to show during adolescence (Sharp & Wall, 2018). BPD symptoms include fears of abandonment, intense feelings of emptiness, anger and trouble controlling anger and an unstable sense of self and identity (Niesten et al, 2016). Individuals with BPD commonly have mental disorders comorbid with BPD, such as eating disorders, substance use disorder, anxiety, and depression. Additionally, individuals with BPD often make attempts of suicide, and frequently demonstrate suicide-behaviours and self-harm behaviours (Chapman et al, 2019). The present case formulation will use the stress diathesis model as a framework in order to identify predisposing, perpetuating, precipitating and protective factors (Inherent vulnerability and environmental stress factors) of a case study regarding Roberta, using the DSM-5 (APA, 2013) for diagnostic criteria.
Basic Demographics:
Name: Roberta Henderson
Gender: Female
Age: 30
Marital Status: Married
Proposed Diagnosis – DSM-5 (APA, 2013):
[bookmark: _Hlk128935827]Roberta exhibits symptoms consistent with the diagnostic criteria for Borderline Personality Disorder (BPD) as outlined in the DSM-5 (APA, 2013). Roberta demonstrates behaviours such as unstable identity and sense of self, consistent with criteria 3 in the DSM5 (APA, 2013), which posits that individuals with BPD have identity disturbance with these factors being a symptom. Furthermore, the case study highlights recurring suicidal behaviour, including suicide attempts, suicide gestures and self-harming behaviours, such as burning herself. According to DSM-5 (APA, 2013) these behaviours are often the result of efforts to avoid abandonment which leads to impulsive actions (criteria 5). Roberta has often explained that she ‘disassociates’ when she self-harms or displays suicidal behaviour, highlighted in DSM-5 (APA, 2013).  Roberta has illustrated that she suffers intense feelings of emptiness and hopelessness, often leading to these suicide-behaviours (Criteria 7) (DSM-5, APA, 2013). As previously mentioned, Roberta often demonstrates frantic efforts to avoid real or imagined abandonment (Criteria 1) and demonstrates patterns of unstable and intense interpersonal relationships characterised by alternating between extremes of idealisation and devaluation (Criteria 2) (DSM-5, APA, 2013). For instance, interpersonal interactions, typically with her husband, have left her feeling ‘threatened, criticised, and unloved’ despite a lack of clear evidence for these extreme assumptions. Roberta often has verbal outbursts towards friends and family, followed by intense feelings of intense shame, guilt and emptiness (DSM-5, APA 2013) following these outbursts, Roberta’s case study highlights ‘gift giving’ to regain friendships following these outbursts, in a frantic effort to avoid abandonment.
Background: Predisposing, Perpetuating, Precipitating and Protective factors.
Roberta's case study highlights that her parents had a history of depression and alcohol abuse. Likewise, Roberta herself, has faced issues with alcohol and depression. According to the DSM-5 (APA, 2013), instability in childhood is a common risk factor in the history of individuals with BPD (Zanarini et al, 2015). Model learning (Bandura, 1977) could potentially be the cause for personality traits. According to Uzokboyevich (2016), children of mothers who drink excessively are 22% more likely to develop issues with alcohol. Furthermore, if both parents drink, females are four times as likely to develop issues with alcohol in the future. (Kaufman et al, 2019). 
Anttila et al (2018) point to heritability where it concerns mental disorders, suggesting that the majority of these disorders tend to run in families. Likewise, the risk of developing a mental disorder has shown a correlation with biological relatedness to the affected individual (Mrazek & Haggerty, 2016). Several twin studies have demonstrated that monozygotic twins are more likely to suffer from the same mental disorder than dizygotic twins (Guo, 2001). This suggests that Roberta could have potentially inherited depression and alcohol misuse tendencies from her parents (Mrazek & Haggerty, 2016). Considering this, depression and BPD have demonstrated to share a strong co-morbidity, which is amplified by the earlier onset of depression in BPD patients and the increased risk of substance abuse (Keyes et al, 2011). In Roberta’s instance, she had started having issues with alcohol from the age of 14 (DSM-5, APA 2013).
Heritability and genetic factors are a possible risk factor for BPD (Ystrom et al, 2013). According to DSM-5 (APA, 2013) BPD is predominantly more diagnosed in females than males, at a 75% rate. Furthermore, according to an earlier family study, where 221 twin pairs were analysed, the concordance rate for BPD dizygotic pairs was just 7%, whereas monozygotic pairs showed a 35% concordance rate, suggesting that BPD has a genetic component (Kulacaoglu & Kose, 2018). 
Roberta's father previously subjected Roberta to sexual abuse, which began at aged 5 and progressively worsened by aged 12. According to Turniansky et al (2019), a history of child sexual abuse is common among BPD patients (Winsper et al. 2016) and is an important risk factor for BPD and suicide attempts, both of which are prevalent in Roberta's case. Previous research also indicates that the prevalence of child sexual abuse in adult BPD patients ranges from 16% to 86%. Furthermore, Kaplan et al (2016) discovered that individuals diagnosed with BPD between the ages of 13 and 21 who had a history of child sexual abuse, suicide attempts, and suicidal ideation were five times more likely to attempt suicide in their lifetime compared to those without a history of abuse (Turniansky et al, 2019).
Roberta has previously suffered physical abuse from her mother and father. In a meta-analysis of ten studies, findings revealed that children exposed to maternal hostility or verbal abuse are three-times more likely to be at risk of BPD (Kaur & Sanches, 2022). This suggests that the physical abuse endured could have been a risk factor for Roberta’s BPD. 
According to criterion 4 of DSM-5 (APA, 2017), BPD symptoms can include self-destructive impulsivity in at least two or more areas. In Roberta’s instance, these symptoms manifest as alcohol abuse and bulimia nervosa. According to McDonald (2019), BPD and Bulimia nervosa can co-occur in approximately 35% of instances. However, both conditions exhibit comparable risk factors. For instance, behavioural traits include adverse childhood experiences, interpersonal difficulties, self-harm, and impulse regulation behaviours, all of which are evident in Roberta’s life (McDonald, 2019). Both illnesses tend to interfere with functioning, sense of self and quality of life. These struggles faced are linked to diagnostic criteria in DSM-5 (APA, 2013), which illustrates that individuals with BPD often feel their self-image is based around being ‘bad’ or ‘evil’ and often have feelings that they do not exist at all (McDonald, 2019). 
In addition, it is believed that the behaviours of Bulimia Nervosa and Borderline Personality Disorder interact and impede treatment, as irregular eating patterns appear to intensify unregulated mood, impulsivity, and other maladaptive symptoms, which perpetuate disordered eating as a coping mechanism (Thompson-Brenner et al, 2015).
Additionally, it has been suggested that eating disorders are comorbid with BPD and alcohol misuse (Rowe et al, 2008). Comorbid BPD with eating disorders is also associated with lack of emotional regulation such as interceptive awareness and general psychopathology (Weigel et al, 2019), all of which are factors evident throughout Roberta’s case study.
Self-harm, suicidal ideation, and suicide attempt are frequently co-occurring symptoms of psychiatric disorders, and there is a well-established relationship between BPD and these factors (Ferrara et al, 2012 & Kaplan et al, 2016). According to the DSM-5 (APA, 2013), suicide attempts are extremely prevalent in BPD, and the recurrence of such acts is frequently the reason individuals with BPD seek medical help (DSM-5, APA, 2017) Frequent causes of these acts of self-destruction are interpersonal feelings of rejection (Sharan et al, 2023). 
Self-harm may also occur during periods of dissociation (Korzekwa et al, 2009).  Roberta’s case study demonstrates such occurrences, such as patterns of events that frequently lead to suicidal behaviour and self-harm. interactions, typically with her husband, left her feeling ‘threatened, criticised, and unloved’ despite a lack of clear evidence for these extreme assumptions. Depending on the intensity of her anger or hopelessness, she frequently experienced urges to self-harm or commit suicide. It has been hypothesised that individuals with BPD often have difficulty in making sense of others’ internal states (Haliczer et al, 2020). Similarly, internal feelings of rejection or abandonment may lead to severe feelings of distress. Furthermore, cross-sectional studies indicate that individuals with BPD demonstrate impairments in psychosocial functioning (Kramer et al, 2017). 
The DSM-5 recognises chronic emptiness as a component of unstable self-identity alongside self-criticism and dissociative experiences (APA, 2017), these feelings of emptiness are frequently highlighted throughout Roberta’s case study, where the intense desire to self-harm or suicide ideation was often accompanied by feelings of emptiness. According to a study with individuals diagnosed with BPD, Miller et al. (2021) found that emptiness correlated with feelings of unfulfillment and purposelessness, which in turn led to participants engaging in impulsive strategies in order to tolerate feelings of emptiness (Miller et al. 2021). Roberta demonstrates these impulsive strategies with acts of suicide behaviours and self-harm for attention. For instance, Roberta has demonstrated this following interpersonal relations with her husband, where patterns of suicide-behaviour have been present.
Moreover, Roberta’s case study illustrates acts of verbal outbursts towards friends and family, followed by intense feelings of shame and guilt. As listed in the DSM-5 (APA, 2013), it is noted that individuals with BPD often display extreme sarcasm, enduring bitterness and verbal outbursts. Often when they perceive caregivers, friends, and family as uncaring, neglectful, or abandoning which is often associated with periods of extreme stress, paranoid ideation or depersonalization (DSM5, APA, 2017).  
According to the DSM-5 (APA, 2013), BPD is characterised by unstable mood (criteria 6). Individuals with BPD often exhibit anger or difficulty controlling anger, alternating between extremes of idealisation and devaluation. BPD is characterised by a pattern of unstable and intense interpersonal relationships. Individuals with BPD also exhibit "splitting," a mode of "black and white" thinking and emotion (Arntz and Haaf, 2012). This is evident throughout Roberta's case study, for example, Roberta's perception of herself and others in her life is either 'good' or 'bad'. This is also evident in her interpretations of the comments of others, such as remarks about her school or workplace competence. Roberta demonstrates polarity in this regard, for instance, if she received praise for her work, she would demonstrate her incompetence in order to seek reassurance and assistance. 
Towle (2019) studied family experiences with BPD, 32 participants completed self-reported questionnaires surrounding their experience of family members with BPD. Findings indicated that much like Roberta’s experience; family members would eventually detach themselves from the family member with BPD (Towle, 2019). Research demonstrates that individuals with BPD face difficulties with relating to others and these difficulties are also theorized to contribute to emotional regulation difficulties in BPD. For instance, interpersonal hypersensitivity is often demonstrated (Gunderson et al, 2018).
According to Sturrock and Mellor (2013) emotional invalidation in meaningful relationships  is a core factor of BPD. Nonetheless, from adolescence to adulthood, BPD is characterised by a shift from impulsivity (which often is demonstrated through suicidal behaviours), with periods of remission. Additionally, studies have shown that later into adulthood, when relapse takes place, individuals with BPD no longer meet the full DSM-5 (APA, 2013) diagnostic criteria. Furthermore, longitudinal studies suggest that there is a general decline in BPD diagnosis in middle aged individuals compared to adolescence (Lenzenweger, 1999). However, periods of remission are often followed by relapse, and according to Zanarini et al (2015) nearly half of individuals diagnosed with BPD never fully recover socially and professionally. Additionally, symptoms such as chronic dysphoria, emptiness, anger and fears of abandonment persist  in adulthood, whilst impulsivity may decrease (Sturrock & Mellor, 2013).
Proposed Treatment.
DBT is considered the most effective treatment for BPD and has been frequently studied in individuals with BPD (Stoffers-Winterling et al, 2012). Treatment consists of individual psychotherapy, telephone consultation and group skills training (O’Connell & Dowling, 2014).
Throughout the DSM-5 (APA, 2013) there are only two psychiatric disorders with criterion including suicidal behaviour, one of which is BPD (Yen et al, 2020). 72% have had at least one hospitalisation and 97% have received out-patient treatment from therapists (Skodol et al, 1983). However, individuals with BPD have demonstrated high rates of treatment failure (Zanarini et al, 2015). According to randomised control trials, outpatient Dialectical Behaviour Therapy (DBT) has demonstrated significantly better results in treatment for BPD than other psychiatric treatments (Sinnaeve et al, 2018). According to earlier RCT’s, suicidal behaviour expressed by females was improved with the use of DBT (Bateman & Fonagy, 1999). Furthermore, individuals with BPD have also illustrated long-term reduction in the suicide behaviour following DBT (Harned et al, 2014). Additionally, RCT’s demonstrate DBT to be effective for other outcomes including retention in treatment fewer hospitalisations, reductions in substance abuse and better social skills (Chapman, 2006). 
Additionally, DBT has shown effectiveness in comorbid bulimia nervosa and substance use disorders (Linehan et al, 2014), both of which Roberta has previously had issues with. Moreover, individuals receiving DBT were less likely to drop out of treatment, have fewer hospitalisations and attend A&E (Shaikh et al, 2017). Given that several studies have highlighted that those with BPD are more likely to use outpatient services compared to other personality disorders (Gaglia et al, 2013) (due to factors such as self-harm and suicide attempt), it is feasible to carry out therapies such as DBT, since this has previously demonstrated success.  
Since Roberta has requested outpatient treatment, it is proposed that she will attend six months of DBT. In a randomised clinical trial, McMain et al (2022) analysed six moths versus twelve months of DBT for BPD, findings indicated that there were fewer dropout rates and BPD patients demonstrated rapid progress, with reductions in BPD symptoms and general psychopathology (McMain et al, 2022). This treatment would also be more cost-effective,  easier to implement and less overwhelming for Roberta. 
There are currently no medications approved for the treatment of BPD. Individuals diagnosed with BPD (Gartlehner et al, 2021), like Roberta, frequently receive medication such as fluoxetine to manage symptoms such as depressive symptoms, suicidal behaviour, and self-harming behaviour (Simpson et al, 2004). Roberta has been taking antidepressants for the past 18 months. Evidently, this has not been successful, as she has been hospitalised ten times during this time period. 
Considering this, randomised control trials have shown that antidepressant medication used in conjunction with DBT has no effect (May et al, 2016), whereas DBT alone has shown significant changes in pre and post treatment outcomes (Simpson et al, 2004). Surprisingly, both DBT and placebo medication improved BPD symptoms significantly (Simpson et al, 2004). This demonstrates that medication does not significantly improve the efficacy of DBT.  Additionally, it is recommended by the national institute of health and clinical excellence in the UK (2015) that pharmacotherapies as treatment in the first instance should be avoided (NICE, 2022). As a result, DBT will be prescribed solely for Roberta's treatment. During the initial period of DBT, Roberta’s current dose of medication will slowly be reduced until she is weaned off medication completely. 
DBT is based on five functions, enhancing capability, enhancing motivation, generalising skills to the environment, structuring the environment, and enhancing therapist capability and motivation (Chapman, 2006). In the case of Roberta, the following treatment will be administered.
Roberta will participate in a DBT skills group once a week for six months, which may equip her with skills such as emotional regulation, mindfulness, and paying attention to the "present moment," thereby enhancing her attention (Feliu-Soler et al, 2013). As a result of DBT, Roberta will hopefully be able to effectively navigate interpersonal situations and distress tolerance, allowing her to do so without acting impulsively. The skills group will include other members and provide Roberta with the opportunity to discuss her new skills with others (Pedrini et al, 2021).
Roberta will participate in weekly individual therapy sessions. Following the skills group, Roberta's therapist will assist her in reviewing and applying the newly acquired skills, and she will be encouraged to apply them throughout the sessions (Chapman, 2006).
Roberta will fill out a weekly self-monitoring form so that her therapist can track her progress and tailor her sessions to her current level of progress (Lindenboim et al, 2007). Roberta will have access to a telephone number that will connect her to her therapist or skills coach . This will allow her to contact her therapist in between therapy sessions so that she can apply her new skills effectively with the assistance of her therapist where it is needed (Song & Zhang, 2016). Roberta's therapist and skills coach will hold regular meetings in the absence of Roberta to ensure that all components of an effective treatment plan are in place and that she is making progress (Federici et al, 2012).
Once Roberta has completed six months of DBT, she will be reassessed to ensure that significant improvement has taken place – if no improvement is demonstrated, treatment will be re-evaluated. 
Six months of outpatient therapy will take place on the condition that Roberta attends every session. 
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