Psychological case formulation: Roberta
Introduction
This case will use theory in order to help treat Roberta, who exhibits self-harming behaviours, bulimia nervosa, recurring suicide thoughts, and a history of childhood trauma, all of which link into borderline personality disorder and major depressive disorder, for which she is currently being treated. This case will aim to address the childhood trauma that she faced and tailor her treatment to tr  
Basic demographics of client
Age- 30
Sex- Female
Ethnicity- Caucasian 
Marital status- Married 
Present bio-psycho status- Ongoing involvement with psychiatrist. Recently referred to a clinical psychologist by her psychiatrist. Consistent suicidal feelings and suicide attempts, with multiple self-inflicted injuries. Been treated with antidepressant medication for 18 months. Family considers her too lethal to be outside of a hospital setting. Clinical psychologist has agreed to take her into therapy on the agreement that she work on changing her behaviour and that she stays in treatment for at least 1 year, and she does not attempt suicide. Interpersonal behaviour is unstable. She has a polarising view on everyone, including herself, where she sees people as either all good or all bad. 

Diagnoses- Bulimia nervosa (BN). Major depressive disorder (MDD) worsened by consistent alcohol abuse. Post traumatic stress disorder (PTSD).  Borderline personality disorder (BPD). 

Client background summary 
Roberta is a 30-year-old Caucasian female. She lives in a middle-class urban area with her husband, and she has no children. Roberta had been seen seeing a psychiatrist and was being treated with anti-depressants for over 18 months. Roberta was referred to a clinical psychologist as she had been hospitalised at least 10 times following multiple suicide attempts. One hospital stay lasted as long as 6 months.  Roberta’s husband claims that he believes Roberta is too lethal to live outside a hospital setting, an opinion Roberta’s family also shares. Roberta’s family have been considering the option of long-term inpatient care. However, Roberta was strongly against the idea of inpatient care and was insistent on outpatient care, however no previous professional would take her on as a patient. Roberta’s current clinical psychologist has agreed to treat Roberta with outpatient care as long as she agrees to work towards bettering herself and does not attempt suicide or self-harm.
Roberta had a difficult childhood. Roberta was raised as an only child and suffered severe abuse from both her mother and father. Both her parents had a history of alcohol abuse and depression, which highlights the difficulties Roberta faced as a child. Throughout her childhood, she suffered severe physical abuse at the hands of her mother. Sexual abuse at the hands of her father began when she was 5. Although the abuse was initially non-violent, the abuse worsened to become physically abuse when Roberta was 12. The abuse carried on into her teenage years.  In her mid-teens, she began abusing alcohol. Throughout her life, Roberta has faced challenges with depression, alcohol abuse, and bulimia nervosa, which have impacted her academic and professional pursuits. Despite initially performing well academically and earning a college degree followed by enrolment in medical school, her trajectory was derailed by a classmate's suicide during her second year, which resulted in her wanting to take her own life and subsequently dropping out. She is not aware of why the incident prompted her to want to take her own life. 
Roberta has always had unstable interpersonal relationships, frequently brought on by imagined threats of rejection or abandonment. These periods of idealization and devaluation alternate. She uses impulsive actions as coping strategies to control her strong emotions and get support or attention from others. These actions include self-harm and suicidal gestures. Her emotional experiences are characterized by strong mood swings, a persistent sense of emptiness, and trouble regulating her rage. Her suicidal behaviour would often coincide with a certain chain of events. It would often begin with an encounter with her husband which would leave her feeling unloved or threatened, even if there was no reason for her feeling this way. These feelings culminated in her having urges to self-harm or commit suicide. These suicidal feelings were often a feeling of spite towards the person who caused the feelings and thoughts. These interpersonal encounters were often followed by Roberta disassociating and self-harm without even thinking about what she was doing. After these dissociative periods had finished, Roberta would be unable to recall details of what took place. Roberta would see individuals, including herself, as either all good or all bad. Her polarizing view of people led to difficulty in maintaining relationships with her friends and family. She would alienate people and push them away. If people cancelled plans with her, she would take it as an insult and would feel rejected or unloved as a result.






 The 5 P’s

	
	Biological
	Psychological 
	Environmental 

	Presenting 
	· Alcohol misuse 
· Bulimia Nervosa
· She is on anti-depressant medication
	·  Suicidal thoughts
· Suicide attempts
· Multiple instances of self-harm
· Coping mechanisms are problematic
· Has a polarising view of others and herself (all good or all bad)
· Violent mood swings

	· 

	Predisposing
	· She is on anti-depressant medication.
· Her family have a history of alcohol misuse and depression.
· Alcohol abuse
· Depression
Bulimia Nervosa
	· Multiple suicide attempts and self-harming.
· She experiences disassociation after instances of self-harm.
· Also experiences memory loss after instances of self-harm as she struggles to recall details.
· Abandonment issues
· Attachment issues
· She has big mood swings
· Her coping mechanisms cause issues with her friends and family and push people away.
· Has polarizing views of others and herself.
· She has feelings of emptiness. 
	· She is an only child
· Suffered physical abuse from her mother
· Suffered sexual abuse from her father. Abuse turned violent at 12.
· Parents had a problematic dependence on alcohol
· Parents suffered from depression
· She was neglected in her childhood
· Struggles with her interpersonal relationships.
· Dropped out medical school.
· Unemployed 
· The suicide of her classmate caused suicidal thoughts in herself.

	Precipitating 
	· Alcohol abuse
· Depression
· Anti-depressant medication 
	· Childhood trauma
· Attachment issues
· Abandonment issues
· Negative self-perception
· Poor interpersonal relationships 
	· Family disfunction 
· Social isolation
· Stressful life events (classmates suicides)
· Her families want for inpatient care

	Perpetuating 
	· Her misuse of alcohol
· Depression
· Neurobiological changes as a result of trauma
	· Flawed coping mechanisms 
· Polarizing views of others and herself
· Flawed interpersonal skills
· Mood swings
	· Limited social support 
· Poor relationships with family and friends
· Difficulty accessing consistent treatment 

	Protective
	
	· Motivation and commitment to change
· 
	· Supportive relationships 
· Access to treatment and her preference for outpatient care
· Engagement with the treatment





Childhood abuse
The development of borderline personality disorder (BPD) can be significantly impacted by childhood trauma due to intricate systems that encompass environmental, psychological, and neurobiological aspects. According to research, those who endure childhood trauma, especially physical and sexual abuse, are more likely to acquire borderline personality disorder (BPD) in the future (Zanarini et al., 1997). A study from The University of Manchester that had over 5000 participants, found that 71.1% of people who have been diagnosed with BPD reported at least one traumatic childhood experience. The most common form of trauma that those who suffer from BPD suffered from in childhood is Physical neglect, with 48.9% of those individuals suffering from physical neglect. Physical abuse is at 36.4% and sexual abuse at 32.1%. Another study that looks at the effects childhood abuse on individuals suffering from BPD was conducted by Turki et al in 2022. The study conducted a meta-analysis and found that childhood abuse was associated with BPD more than any other personality disorder with between 30% and 90% of individuals diagnosed with BPD experiencing some sort of abuse in their childhood (Turki et al., 2022). A similar study was conducted by Zashchirinskaia and Isagulova in 2022. The study had 120 participants, half of which were individuals diagnosed with BPD. The study found that every participant who was diagnosed with BPD had experienced some forms of trauma and abuse during their childhood. It also found that those who had BPD suffered more traumatic events in their childhood compared to individuals without BPD. The study also found there was a strong correlation between abuse in their childhood and developing eating disorders in individuals with BPD, especially in girls (Zashchirinskaia & Isagulova, 2022). This could help show how and why Roberta developed Bulimia Nervosa.
In summary, childhood abuse can contribute to the development of BPD through its effects on brain development, psychological functioning, and environmental influences. Understanding the complex interplay of these factors is essential for informing effective interventions and treatments for individuals with BPD who have a history of childhood trauma.


Treatment plan
Goals of the treatment plan
1. Reduce self-harming behaviours.
2. Develop better strategies to cope with intense emotions.
3. Improve interpersonal relationships.
4. Address trauma.
5. Enhance coping skills.
6. Promote self-esteem.


Outpatient care
As previously agreed with Roberta, she will be treated with outpatient care on the basis that she commits to bettering herself and adheres to the treatment and does not attempt suicide or self-harm. Delivering thorough and well-coordinated treatment services to Roberta as an outpatient means allowing her to stay in her own home environment. In order to adhere to the best interests of Roberta, a personalised care programme will be used. In order to provide the best care to treat her borderline personality disorder and bulimia nervosa, Roberta will be assessed for her care needs and then a plan will be created tailored to her needs. 

Dialectical behaviour therapy (DBT)
The DSM-5 suggests that the best form of treatment for borderline personality disorder is psychotherapy. Dialectical behavioural therapy was originally developed by Dr Marsha Linehan, a psychologist, in the 1980s. Dr Linehan initially developed DBT as a treatment specifically for individuals with borderline personality disorder, a condition characterized by emotional dysregulation, unstable relationships, impulsivity, and self-harming behaviours. Linehan recognized that current therapeutic techniques were ineffective in treating patients with BPD, which led to the establishment of DBT. Traditional cognitive-behavioural therapies often proved ineffective for individuals with BPD due to their difficulty in managing intense emotions and maintaining stable relationships. DBT's main objectives are to assist people with BPD in acquiring the skills necessary to better manage their emotions, enhance their interpersonal interactions, tolerate discomfort, and lead fulfilling lives consistent with their beliefs. DBT is a well-organized and all-inclusive approach that offers a variety of assistance and direction. It includes phone coaching, skills training groups, individual treatment, and therapist consulting teams. In the case of Roberta, DBT has also been proven effective in terms of helping individuals with Bulimia Nervosa and PTSD and therefore DBT will be very helpful for her (Safer et al., 2001).
For Roberta, the DBT will include weekly individual therapy sessions. These sessions will focus on regulating her emotions and help improve her interpersonal skills. These sessions will also focus on These sessions focus on addressing specific treatment goals, such as reducing self-harming behaviours and processing traumatic experiences. Roberta will also be offered to attend group therapy sessions and skills training, which provide practice in emotion regulation, distress tolerance, improving interpersonal skills, and mindfulness skills. These groups offer peer support and reinforcement in a supportive and safe environment. This treatment will also have to consider additional group therapy options tailored to Roberta's needs, such as trauma-focused groups or support groups for individuals with BPD, to provide more alternatives for processing experiences and gaining support from peers. Phone coaching will also be advised for Roberta as she will need access to real-time support and guidance to enable them to successfully apply DBT skills to their everyday lives. When Roberta is experiencing severe emotional turmoil, thoughts of suicide, or inclinations to self-harm, phone coaching allows her to speak with her therapist right away. Having a therapist on hand to offer assistance and direction can help Roberta control her intense feelings and refrain from acting out (Oliveira & Rizvi, 2018). These therapy sessions will help explore Roberta’s thoughts, behaviours and emotions and help develop coping strategies and address any potential challenges she faces during the treatment. The therapy will also help reduce her feelings of emptiness by offering a chance to develop new skills and improve her interpersonal skills and therefore give her a chance to create more fulfilling relationships with her friends and family.
Roberta’s family will also be important in terms of providing support for her during the treatment. Roberta's husband should be encouraged to attend therapy sessions with her, especially those that concentrate on enhancing communication and interpersonal skills. Family therapy sessions may also be beneficial for improving her relationships with her family members and help her family be more understanding and support Roberta's recovery. The sessions can educate Roberta’s family members with regards to her BPD, trauma and bulimia nervosa and again help them better support her recovery.  

Medication management 
As stated previously, Roberta is currently being treated for her depression with anti-depressant medication, and that medication will be continued to treat her MDD. Research by the National Institute of Health and Clinical Excellence (NICE), suggests that medication is not required or recommended in order treat BPD. Collaboration will be needed with a psychiatrist in order to monitor for any adjustments in the medication prescribed. 

Monitoring and evaluating the treatment plan
The progress of the treatment plan will be monitored with regular interviews, self-reports and behavioural observations. There will be cooperation between Roberta, her support system and her treatment team in order to set and track goals and make any modifications to the treatment plan if or when required. As the treatment plan goes on, there is a possibility of a gradual transition to less intensive treatment as the severity of her symptoms lessen and her coping skills improve. This could mean less frequent therapy sessions. There will be an implementation of relapse prevention strategies to address potential setbacks that Roberta may face during her treatment. 

Discussion 
Roberta’s case highlights the complex connections between biological, psychological and environmental factors in the development of BPD. Her childhood trauma and dysfunctional family contributed to unhelpful coping strategies and damaging interpersonal skills that developed as a result of the BPD. Her treatment needs to be carefully considered in order to address how she processes trauma, improve her emotional regulation and promote skill building to provide a safe environment for her to heal. Her ongoing treatment needs to be monitored and needs to be flexible to adapt to her needs and any possible challenges. There needs to be cooperation between mental health professionals and consistent support from her treatment team and close family and friends in order to successfully promote recovery and behavioural change.
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