Case Formulation 
Mrs Roberta Henderson
Current Concerns:
Mrs Henderson is a 30-year-old Caucasian woman with no children, living with her husband in a middle-class urban area.
For over 18 months Roberta has been treated with anti-depressant medication, prescribed by a psychiatrist for suicidal gestures including drinking bleach and self-inflicted cuts and burns. During these 18 months, Mrs Henderson was hospitalised at least 10 times, with one hospitalisation lasting 6 months for suicidal ideation and near-lethal suicide. 
Mr Henderson and Roberta’s family have expressed concerns over Roberta’s stability outside of a hospital setting highlighting her erratic and unstable behaviour to cause difficulties between friends and family. Her fluctuations from reasonable and personable to enraged and irrational, creating feelings of alienation, further resulted in threats of self-harm from Roberta as a response to her perceived feelings of abandonment.
Mr Henderson has questioned the viability of securing long-term inpatient care, however, Mrs Henderson has expressed a strong preference against this, which has resulted in struggles to obtain a therapist that agrees to outpatient conditions. Roberta had been referred to a Clinical Psychologist following this, as such they agreed to outpatient treatments for Roberta, provided she showed commitment towards behavioural change and agreed to stay in treatment for at least one year without attempting suicide.
Previous Clinical History:
Roberta was raised by a mother and father both with histories of depression and alcohol abuse. Throughout her childhood, Roberta was physically abused by her mother. At age 5 she was subject to continuous sexual abuse at the hands of her father, turning to physical abuse when she was 12 years old and continuing until her first few years of secondary school. From 14 Roberta had difficulties with bulimia nervosa and alcohol abuse, which she attended regular Alcoholics Anonymous meetings for, during her time in college. Roberta performed well academically, obtaining a college degree and 2 years of medical school, however, this ended after a vaguely known classmate committed suicide, which led to Roberta deciding to try to kill herself also. No insight into the process behind this decision can be provided, however, Roberta decided to drop out of medical school, becoming severely depressed and actively suicidal.
Roberta is reported to respond to interpersonal encounters with threats and acts of self-harm, attempting to end her emotional pain and feelings of emptiness. Such encounters lead Roberta into disassociation, where her self-harm is committed in a state of ‘automatic pilot’, with the recollection of specific details being difficult. One act of self-harm saw Roberta burning her leg and injecting it with dirt, intending to gain more attention from medical professionals. This degree of harm resulted in reconstructive surgery.
Although Roberta was able to function competently in school and work, her interpersonal behaviour was erratic and unstable, being an enigma to others. Roberta would berate friends, then become worried and frightened she had made them feel alone, her biggest fear, as such she would perform kind acts to bring the individual emotionally closer to her. Such behaviours would cause others to distance themselves, to which Roberta retaliated with either threats of self-harm or decisions to abruptly end the relationships first. Roberta asks for her needs to be met but cannot verbalise what these needs are. Roberta demonstrated controlling behaviours, stemming from fears of abandonment, pretending to be incompetent to gather more reassurance or help.
Proposed Diagnosis:
As stated in the DSM-5 (American Psychiatric Association [APA], 2013) personality disorders such as Borderline Personality Disorder (BPD) consist of a prevalent pattern of instability of interpersonal relationships, self-image and clear impulsivity that begins by early adulthood being present in various contexts. To adequately provide a diagnosis of BPD five or more criteria must be met, from the 9 options outlined. These criteria include frantic efforts to avoid abandonment, patterns of unstable or intense interpersonal relationships, identity disturbances, impulsivity, recurrent suicidal behaviour, affective instability, chronic feelings of emptiness, inappropriate anger and transient stress-related dissociative symptoms. When regarding the concerns presented for Mrs Henderson and the symptoms she presents, it can be noted that at least 6 of these criteria may be met. Roberta demonstrated clear attempts to avoid abandonment, using any techniques possible to succeed in doing this. She demonstrated unstable interpersonal relationships and impulsivity in two areas through her binge eating, diagnosed as bulimia nervosa, and issues abusing alcohol. One clear criterion is the recurrent suicidal behaviour, with Roberta further demonstrating such behaviours to avoid abandonment as well as the chronic feelings of emptiness, which are highlighted as another criterion. When regarding the criteria also it could be argued that Roberta demonstrates dissociative symptoms when partaking in self-harming behaviours. 
Assuming such a diagnosis via the DSM-5 can be done confidently with recent empirical evidence demonstrating the manuals’ usage throughout psychology (Carsten, 2023). However, it must be acknowledged that the DSM-5 has been heavily criticised for its diagnostic criteria, timeline and limited scientific validity, often causing delayed diagnosis due to a too-broad scope in criterion resulting in inaccurate diagnosis prior to correct diagnoses being made (Barnett & Devanand, 2022). Alternatively, this manual is considered an open living document that is subject to revisions over time, suggesting the latest research would reinforce the criterion for each diagnosis (Bach et. al., 2020). It is the empirical evidence by Fowler et. al. (2021) that indicates that the thresholds for BPD criteria have remained the same across the past two revisions though, with supporting research yielding inconsistent findings due to unreliable and small samples, indicating the criteria from the DSM-5 does not hold the accuracy that Bach et. al. (2020) proposes. Despite this, empirical evidence from Cohen et. al. (2021) indicated the DSM-5 is the most prevalent diagnostic manual, making varied but valid and accurate clinical decisions, this is especially true when compared to other diagnostic tools. The limited accuracy must be acknowledged, however, research by Barchi-Ferreira and Osorio (2020) indicates the use of the DSM-5 is promising and should be encouraged.
For a diagnosis of BPD, empirical evidence further indicates that the DSM-5 relies on the assumption that all nine criteria are equally descriptive of the disorder, with any five resulting in a diagnosis (Horvath et. al., 2023). This disregards early research by Linehan (1993) that indicates not all criteria are equal and should not be regarded as such. Although the research by Linehan (1993) is considered outdated for psychological research, the research constructed by Bayes et. al. (2016) further highlights that the DSM-5 does not clearly distinguish BPD from other conditions when regarding the key differentiators of such conditions. This highlights the instances that this has resulted in misinterpreted symptoms and incorrect diagnoses (Wakefield, 2015). Such empirical evidence could suggest the suicidal behaviours exhibited by Mrs Henderson could fit the criterion for Major Depressive Disorder (MDD) also (APA, 2013).  Considering the remaining criteria for MDD according to the DSM-5, there appear limited consistencies, hence the appropriate diagnosis for Mrs Roberta Henderson could remain as Borderline Personality Disorder, allowing explanations for her suicidal behaviour, and impulsivities including her prior diagnosis of Bulimia Nervosa. Such diagnosis of BN may be explained through the broad scope the DSM-5 provides, highlighting Mrs Henderson as a possible victim of misdiagnosis and delayed accurate diagnosis, with her symptoms being misinterpreted as BN and not BPD.
Predisposing Factors: 
Research has highlighted that the exact cause of BPD is unknown, however, there are factors that can predispose an individual to BPD. 
The DSM-5 (APA, 2013) states that for BPD diagnosis 75% are female, as well as first-degree biological relatives being five times more likely to have BPD (APA, 2013). Although this implies a genetic relation for BPD, research highlights there is not just one gene for BPD but instead an accumulation of various heredity factors (Streit et. al., 2022).  Empirical evidence highlights that 42% of observed variation in BPD traits were hereditary factors including aggression, impulsivity and depression, reinforcing Streit et. al. (2022) with more recent research by Giannoukou (2024). Research by Sanches-Roige et. al. (2020) further indicates that substance abuse, specifically alcohol abuse also has genetic risk, with such abuse of substances putting individuals at higher risk for BPD, even more specifically with paternal alcohol misuse (Fatimah et. al., 2020). This is particularly prevalent for Mrs Henderson, with both maternal and paternal figures suffering from depression and alcohol misuse, possibly explaining the development of these own struggles in her life. Although BPD itself is not reported by the parental figures, it could be the accumulation of aggressive behaviours further demonstrated that could explain the inheritance of BPD within Mrs Henderson. 
On a more neuroanatomical level, empirical evidence has indicated that brain developmental issues or abnormalities may present a high-risk environment for BPD, with Geurts et. al. (2020) indicating such. It was specified that unusual activity in the amygdala, the hippocampus and the orbitofrontal cortex could contribute to the negative emotions and behavioural regulation issues associated with BPD. MRI scans further confirmed that for individuals with BPD, their hippocampus and amygdala had a statistically significant reduction in their volume when compared to individuals without BPD, which research suggests results from adverse childhood experiences and trauma (Kaya et. al., 2020). Although this has not been identified for Mrs Henderson, her experience with adverse childhood experiences could make her susceptible to such unusual activity, further creating a high-risk environment for BPD.
The empirical evidence from Bozzatello and Rocca et. al. (2021) indicates that although there are perceived biological and hereditary factors to BPD, this data is often inconsistent, with difficulties in separating the affecting factors from biological or environmental factors. Research indicates that childhood abuse, including sexual, physical and emotional abuse is arguably a more important predictor of later developing BPD (Bounoua et. al., 2015). Although this statement is based on earlier research, and therefore may face limitations in accuracy, the more recent research by Martin-Gagon et. al. (2023) reinforces such, indicating that for their large sample, children who experienced abuse into their adolescence often developed psychological distress disorders such as BPD, due to the hostile misattribution from the parents onto the child causing damages to the development of confidence and the understanding of their own and others intentions. It is research by Temes et. al. (2020) that supports this and further finds that adults with BPD report higher frequency, duration and severity of childhood abuse and adverse childhood experiences than adolescents with BPD, proposing childhood abuse to be a high-risk factor for developing BPD as an adult, not so much as an adolescent. It was also specified that the severity of abuse is directly proportionate to the severity of BPD, as well as anxiety, following abuse, being statistically significant in its association with an increased number of DSM-5 BPD criteria (Quenneville et. al., 2020). This research correlates with the parental conflict, including the abuse and neglect, experienced by Mrs Henderson, which Fatimah et. al. (2020) indicated to create a high-risk environment for BPD, explaining the aetiology of some of Mrs Henderson’s symptoms.
Research further indicates that hostile-unsupportive parenting raises the risk of the individual's interactions with impulsivity, temperament and dysregulation of behaviour (Brumariu et. al., 2020). This is further supported by Kathambi (2022) who more recently stated these issues with dysregulation result in disorganised attachment styles leading individuals to be vulnerable to developing maladaptive schemas surrounding abandonment and rejection: It is when these maladaptive schemas are triggered by life events that they become central to BPD. Through the abuse Mrs Henderson was subjected to, the assumption can be made that she was not raised in a loving or nurtured environment, hence this inconsistent and unsupportive environment could explain why she developed and displays symptoms of BPD. 
Precipitating Factors:
These factors together could successfully explain the reasons behind her development of symptoms but do not explain why her symptoms increase in severity at particular times. Her first occasion of severe symptoms followed the suicide of a classmate she barely knew, suggesting Mrs Henderson was able to acknowledge what had happened as a possibility for herself, reacting extremely to such a situation. Her self-harm behaviours increased in severity further following dropping out of medical school, hence her loss of stability in her day-to-day life could be responsible. In particular, interpersonal encounters, specifically with her husband, triggered perceived feelings of being threatened, criticised or unloved, which then triggered feelings of self-harm. The severity of such behaviours depends on the extent of how hopeless or angry Mrs Henderson feels from these encounters.
Reviewing Mrs Henderson’s behaviours also suggests that in instances when she feels disappointed or let down by friends, her negative behaviours are also triggered. These feelings of letdown are often unintentionally exaggerated by Mrs Henderson, with her interpretation of the causation of the letdown often being perceived as personal and hence in need of severe reactions. It is also possible that other events later in her life may have triggered Mrs Henderson’s memories from her past abuse, suggesting PTSD may play a role in the severity of her BPD. The neglect experienced throughout her childhood could have made her sensitive to such feelings and situations, making the letdowns from friends and family feel more severe to Mrs Henderson than they would to others: This would result in Mrs Henderson feeling her severe reactions are appropriate, highlighted through the empirical evidence that states PTSD from childhood neglect and abuse is a key trigger for spikes in BPD symptoms, as exhibited by Mrs Henderson (Yuan et. al., 2023).
Perpetuating Factors:
Mrs Henderson was treated with antidepressant medication for over 18 months, however, this treatment did not prevent her negative behaviours, with the 10 hospitalisations for suicidal ideation and near-lethal suicide, suggesting the antidepressants were unsuccessful. This could have been the result of the specific antidepressant medication prescribed being incorrect for Mrs Henderson, however, it could also be due to Mrs Henderson not fulfilling the criteria for MDD but instead BPD, where research highlights individuals with BPD do not respond satisfactorily to anti-depressants (Bozzatello & Garbarini et. al., 2021).
Mrs Henderson has never been diagnosed or treated for BPD, hence her symptoms have not improved with the attempts previously made. A diagnosis for BN was made but no treatment plan has been mentioned as suggested, suggesting that one of her symptoms of BPD was never treated. Roberta did visit a psychiatrist and was accepted into outpatient therapy, provided she met the conditions; however, this type of therapy would not have been tailored for a BPD diagnosis and may not have assisted her with improving her control over her symptoms. However, research has suggested that individuals with BPD do not respond to psychotherapies alone, suggesting that this therapy would not have been appropriate for Mrs Henderson, for this reason either (Woodbridge et. al., 2021).
The neurobiological alterations underlying BPD remain poorly understood and as a result, existing treatments remain inadequate, demonstrated through the treatments that Mrs Henderson has partaken in having little success. From this, it can be suggested Mrs Henderson needs a more structured combined care plan to be implemented. 
Proposed Response:
For the symptoms presented by Mrs Henderson, Dialect Behaviour Therapy (DBT) could help to reduce the negative cycle of emotions and behaviours brought about by her emotional vulnerability and difficult upbringing. This therapy has successfully maintained the prevention of self-destructive behaviours for up to 2 years after postintervention. However, it could be longer if the evidence wasn’t as unclear (Gillespie et. al., 2022). 
The introduction of further pharmacological treatments may also benefit Mrs Henderson in managing her exhibited symptoms of BPD. Although there is no licensed medication for BPD (Del Casale et. al., 2021), medications such as anti-psychotics and mood stabilisers can be prescribed on an individual basis to assist with the symptoms of BPD.  The irritability, anger and impulsivity, that result in Mrs Hendersons’ self-harm behaviour, could be treated with these medications individually or together, with research indicating using them in combination successfully treats the symptoms and reduces relapse rates, specifically with self-harm behaviour (Lieslehto et. al., 2023). 
For a diagnosis of BPD, a combination of both DBT and pharmacology could be the most effective for Mrs Henderson, with both treatment options reaching their full potential when used in combination (Gartlehner et. al., 2021). Such treatments would also allow the wishes of Mrs Henderson, to remain in outpatient care, to be met. These treatments do require active participation and Mrs Henderson should be under consistent review to modify the medication and care plan, however, improvements in her symptoms should be the visible outcome. 
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