Psychological Case Formulation: Roberta Henderson


Introduction
To formulate an accurate diagnosis of Roberta, who has been exhibiting prominent signs of borderline personality disorder (BPD), alongside bulimia nervosa (BN), depression, and alcohol misuse, this case formulation will use a comprehensive biopsychosocial approach (BPS) (Babalola et al., 2017), and using the Diagnostic and Statistical Manual of Mental Disorders (DSM) (APA, 2013), which is based on the Medical Model, drawing on empirical evidence and concepts based on the cause of the mental illness borderline personality disorder. This psychological formulation's purpose is to review Mrs Roberta Henderson’s behaviour and establish a link between the proposed diagnoses to her past childhood experiences.

Background Information
Roberta Henderson is a 30-year-old Caucasian female who resides in a suburban neighbourhood with her husband and no children. Her psychiatrist who examined her recommended that she should consult a clinical psychologist (CP). Roberta had been receiving antidepressant medicine from the psychiatrist for over eighteen months. During this time, Roberta had been hospitalised no less than ten times. Also, there had been a six-month period of contemplation of and nearly fatal suicide. In addition, other suicide behaviours included self-inflicted wounds and burns and the consumption of bleach. 
Roberta’s husband escorted her to the initial consultation stating that both himself and her family deemed Roberta too dangerous to be anywhere other than a hospital. As a result, the family ultimately were given the thought of possibly obtaining long-term inpatient care. Even though no therapist was willing to treat Roberta as an outpatient, she made it abundantly clear that she preferred outpatient care. As long as Roberta was committed to work toward behavioural change, remain in treatment for a minimum of a year and refrain from attempting suicide, the clinical psychologist had agreed to start her in therapy. 


Clinical History
Due to severe sexual abuse from her father and physical abuse from her mother, beginning in her early years, Roberta’s childhood was turbulent. Roberta’s past includes struggles with alcohol abuse and BN. These issues (alcohol binges and food restriction/intake) started around the age of 14, and they have persisted throughout her life. Although she experienced these challenges, Mrs Henderson has performed admirably during her schooling and work, earning a college degree and finishing two years of medical school. Mrs Henderson experienced deep depression and suicidal thoughts for several months after a classmate, whom she knew little about, committed suicide during the last two years. As has been the pattern in her life, Mrs Henderson has had difficulty forming meaningful relationships with her few friends and family members by pushing them away due to her unpredictable actions at times and then going out of her way to keep them close. Her behaviours are frequently focused on her husband, whom she had encountered at an Alcoholics Anonymous meeting in college, indicating that her alcohol misuse had continued from when she was 14. If any of these people were to cut off or stop communicating with Mrs Henderson, she would either be the first to do so, believing that they detest and do not love her anymore, or that they are cruel, leading to a polarisation of herself and others. Alternatively, she will threaten to kill herself or cause serious harm to herself. Mrs Henderson frequently exhibits unpredictable behavioural swings, going from being cool and collected to furious, suspicious and illogical. This often happened with no apparent reason for swings. 

Perceived Diagnoses
According to the DSM-5 criteria (APA, 2013), based on the factors named above, Roberta Henderson aligns with borderline personality disorder (BPD) as she adheres to more than 5 of the BPD symptoms. BPD can be defined as an extensive pattern of unstable interpersonal connections, feelings, and self-image, along with notable impulsivity that starts in early adulthood and manifests itself in a range of situations. Furthermore, Mrs Henderson has shown signs of alcohol misuse, depression and BN by the age of 14 which could be a result of the abuse that she endured during early childhood from both parents. According to the CP, the symptoms for both of these disorders were apparent during her first visit and coincidentally hints that she was still struggling with alcohol misuse by the time she was in college.
The BPD criteria, according to the DSM-5 (APA, 2013), consist of 9 principles:
I. An interpersonal connection pattern that is unstable and extreme, with variations of idealisation and depreciation alternating.
II. Impulsivity in two or more potentially harmful aspects of one’s life.
III. A significantly and continuously erratic sense of self or self-image
IV. Manic attempts to prevent actual or perceived rejection and desertion from others.
V. Extended emptiness in emotions
VI. Temporary ideation linked to stress or severe dissociation.
VII. Excessive, inappropriate fury or trouble managing rage.
VIII. Affective volatility brought on by a notable responsiveness to mood.
IX. Repeated acts of self-mutilation, threats, or suicidal behaviour

Here below is a combination of the biological, psychological, and social factors that are present in the case of Mrs Roberta Henderson.
Presenting factors: 
· Irregular alcohol consumption
· Suicidal thoughts and Self-harming behaviours
· Strained interpersonal connections.
· Antidepressant drugs
· Difficulty with coping strategies 
· Erratic attitude
· Isolation between oneself and other people

Based on the factors above, Roberta’s erratic drinking appears to be a maladaptive coping strategy resulting from traumatic childhood experiences, such as physical and sexual abuse, as well as a family history of depression and alcoholism (Hannan et al., 2015; Vares et al., 2015). These elements exacerbate their emotional instability and also play a role in the onset of major depressive disorder (Vares et al., 2015). The complicated relationship between their psychological state and behaviours is further highlighted by the presence of BN (Schaumberg et al., 2020). Desperate attempts to manage extreme emotional distress, which is worsened by damaged relationships and an unpredictable demeanour that is indicative of BPD, give rise to suicidal thoughts and self-harming actions, as shown in Mrs Henderson’s case. The patients' reliance on antidepressants not only illustrates their incapacity to develop healthy coping mechanisms but also shows efforts at symptom management. Their tendency for isolation also represents a defence mechanism, perhaps resulting from a fear of rejection or abandonment. This adheres to the BPD criteria as the DSM-5 (APA, 2013) states that individuals with BPD have a common feature of having strong and erratic relationships with others. This could possibly explain why Roberta has been experiencing extremely unstable feelings and relationships with others around her.

Predisposing factors: 
· Alcohol abuse and depression in the family history
· Psychopharmacotherapy, which involves the use of antidepressant drugs.
· Bulimia Nervosa
· Depressive state
· Alcohol abuse
· Act of self-harm and suicidal thoughts
· Dissociation and memory loss
· Ineffective interpersonal abilities
· Negative childhood experiences 
· History of parental abuse (physical and sexual)
· Negative childhood experiences
· Inconsistent and erratic actions/variations in attitude
· Attachment and desertion issues
· Emptiness-related feelings
· Suicide incident in second year of medical school. 
· Unhelpful coping strategies

An increased susceptibility to mental health issues is a biological consequence of a family history of depression and alcohol misuse (Stowen, 2022). A history of parental abuse, uneven caregiving, and attachment problems are examples of unhelpful coping mechanisms that may have resulted from traumatic childhood experiences (Sebalo et al., 2023). Psychologically, the presence of BN, depressive symptoms, and alcohol abuse may suggest these mechanisms. Self-harm, suicidal thoughts, dissociation, and memory loss are all signs that these experiences have probably made it harder to control emotions (Nester et al., 2022). The social struggles of the patient are exacerbated by inadequate interpersonal skills and a feeling of emptiness, which result in unstable relationships and unproductive coping mechanisms. As an example of how severe the distress was the suicide incident that occurred during medical school showed that it has worsened Roberta’s mental state. 

Precipitating factors:
· Family conflicts
· Depression
· Attachment and abandonment problems
· Suicide incident in medical school.
· Antidepressants
· Polarised view of herself and other people
· Unstable temper
· Family’s wishes for an in-patient care
· Ineffective social skills
· Alcohol abuse
· Unstable temper
· Troublesome methods of coping

Looking at the case study, an immediate stressor aggravating emotional dysregulation is family conflicts, especially when combined with a history of depression and attachment disorders. Prior vulnerabilities were probably made more intense by the medical school suicide incident. In the context of BPD, antidepressant medication may unintentionally heighten Roberta’s emotional instability despite being prescribed to treat depressive symptoms. Along with an unstable temper and poor social skills, Roberta’s polarised self-perception and that of others are hallmarks of BPD. Substance abuse and problematic coping mechanisms are also dysfunctional attempts to cope with her distress. Evidence of the severity of the symptoms and their impact on relationships with others is provided by family pressure for inpatient care. Another factor that may have an influence is genetics. According to the DSM-5 (APA, 2013), about 75% of females are diagnosed with BPD. Also, physiological and genetic factors can also influence risk and prognosis. Compared to the overall population, first-degree biological relatives of individuals with BPD are approximately five times more likely to have the disorder. This would already put Roberta at risk had it not been for the past abuse she had received from her family and the presence of alcohol misuse and BN from a very early age.

Perpetuating factors:
· Use of antidepressants as a standalone treatment
· Ineffective communication skills
· Lack of faith in family and friends
· Husbands’ potential alcohol consumption
· Small social circle combined with no employment or further education.
· Capacity to cause harm
· Depression
· Unstable demeanour
· Challenged coping strategies.
· Distorted view of herself and others
According to research, (Ripoll, 2013) integrative treatment approaches are crucial because the use of antidepressants alone may unintentionally worsen symptoms, especially when BPD is present. It is more difficult to build a supportive social network when there is a lack of trust in relationships and ineffective communication skills (Feeney & Collins, 2015). A further source of stress for Roberta is the worries about her husband’s possible alcohol use which can strain their relationship and act as a catalyst for unhealthy coping techniques. Feelings of worthlessness are compounded, and depressive symptoms are intensified when social isolation is combined with unemployment or lower education (Brandt et al., 2022). This could have occurred with Roberta as although she had done exceptionally well with her education, she had abruptly dropped out due to her suicidal actions and feelings. Distressed coping mechanisms maintain patterns of maladaptive behaviour, and Roberta’s skewed self-perception and erratic behaviour add to the ongoing emotional turmoil. 

Protective factors:
· Family, medical staff and friends
· Adheres to her wishes.
· Education
Roberta’s family and friends as well as the medical staff’s provision of care, support and attention act as a vital safety net against the negative consequences of her traumatic upbringing and present difficulties. This network of support should be able to offer emotional stability and validation, creating a sense of connection and belonging that balances out feelings of worthlessness and abandonment (Moltu et al., 2022). With the support of her husband and family, Roberta decided to go to her first appointment with the clinical psychologist who can support this notion of how family can act as a safety net. Education also serves as a protective factor in a way as it can provide people with a feeling of direction and identity. Additionally, it can give space for opportunity for personal development, which may lessen the negative effects of psychosocial stressors and improve coping mechanisms (Ozbay et al., 2007; Wiedermann et al., 2023). However, education can also be a stressor as it can make the patient experience social pressures to choose a career, causing emotional instability, existential dilemmas, uncertainty, and anxiety-inducing decisions (APA, 2013) which can worsen their state.
However, it is important to acknowledge that due to some similarities in their characteristics, other personality disorders and BPD may be misdiagnosed as one another (APA, 2013). For instance, Schizotypal and BPD can both have paranoid ideas or illusions. This is why it is crucial to differentiate between these disorders when it comes to their characteristic features. This could apply to Roberta as she could also fit the criteria of histrionic personality disorder as it is characterised by attention-seeking, manipulative behaviour, and rapidly shifting emotions. This can be seen through how she “burned her leg so badly” and “injected it with dirt” so that she could get more attention from her GP and with friends and family she would “fluctuate from one extreme to another.” Thus, causing her friends and family to distance themselves from Roberta. However, once realising the distance, Roberta would feel anxious and afraid that she would act kindly towards them in an effort to strengthen her emotional bond with them thus displaying manipulative behaviour.


Plan of Care
One treatment that could help Roberta is mentalisation-based therapy (MBT) (Bateman & Fonagy, 2010). The challenges associated with BPD are addressed by MBT, which is a highly structured manualised therapy. According to Bateman and Fonagy (2009), MBT reduces interpersonal and affective problems by helping people better understand their own and others’ intentional mental states (Gardner et al., 2019). This can be done through different strategies, such as group meetings and individual therapist meetings. An important factor is the therapist’s responsibility to encourage mentalisation and make it a crucial part of the therapeutic alliance (Bateman & Fonagy, 2013; Bateman, 2022). The role of the therapist is to ensure that the emotional states are meaningful and active while maintaining or reinstating mentalising in both the patient and the therapist (Bateman, 2022). For instance, if Roberta, at any point during the treatment, is overly emotionally aroused, they may find it difficult to mentally process information and may act out. However, if the relationship between Roberta and the therapist is not given enough attention, it may lead to emotional avoidance. This consequently reduces the range of situations in which Roberta can interact with others. Based on previous evidence (Gilbey et al., 2023; Smits et al., 2024), an appropriate plan for Roberta would be to have 60-minute individual sessions of individual mentalisation-based therapy. During the assessment period, it would be ideal to have two or three sessions to build a trustworthy patient-provider relationship. It would be better to have Roberta as an inpatient, as per the family’s wishes, and as research has shown when compared to outpatient treatment, inpatient treatment was linked to marginally better outcomes in terms of psychiatric symptoms of BPD (Smits et al., 2020). 

Case Discussion
From this case formulation, it is very clear that Roberta is at a very troubling point in her life and is feeling a great sense of emptiness with frequent bouts of depression. As a result, since Roberta performed so well in her previous academic endeavours, it is crucial that structure is added to her treatment/care plan. However, it may be inevitable that she will not stop engaging in unhealthy habits. This formulation will therefore be subject to routine review and reformulation in the event that the treatment is not being administered as intended.
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