Psychological Case Formulation: Roberta Henderson
Introduction
Roberta Henderson is a 30-year-old married Caucasian woman with no children. Roberta presents with a history of severe emotional dysregulation, recurrent suicidal behaviours, and self-mutilation. Roberta's complex situation appears to stem from a combination of childhood trauma, maladaptive coping mechanisms, and interpersonal difficulties. Roberta has been treated by a psychiatrist who prescribed antidepressant medication for over 18 months. However, during this time, she has been hospitalised ten times. Roberta's psychiatrist has referred her to a clinical psychologist (CP). During her first meeting, Roberta's husband accompanied her, expressing both his and her family's concerns that she is 'too lethal' to be outside a hospital setting, laying serious consideration to her viability of securing long-term inpatient care. Roberta, however, wishes to remain receiving outpatient treatment despite no therapist agreeing to take her case on. The CP has agreed that if Roberta commits to working towards a behavioural change, remains in treatment for at least one year, and refrains from suicide attempts, they will take her into therapy.

 Background into Roberta
Roberta was raised as an only child to parents who both presented a history of depression and alcohol abuse. Both parents were abusive: severe physical abuse from her mother and sexual abuse by her father, also becoming physically abusive around the age of 12. At 14 years old, Roberta displayed difficulties with alcohol abuse and bulimia nervosa. Whilst attending an Alcoholics Anonymous (AA) meeting, Roberta met her husband. Roberta, however, continued to perform well in work and school settings, earning a degree and two years of medical school. During her second year of medical school, a classmate whom she only vaguely knew committed suicide. After hearing this, Roberta immediately decided to kill herself. Roberta had no insight as to why this incident had provoked her inclination to kill herself. Within weeks of this, Roberta dropped out of medical school, becoming severely depressed and actively suicidal. 
Certain chains of events would often appear prior to her suicidal behaviour. Evoking interpersonal encounters, generally with her husband, culminated in her feeling threatened, criticised or unloved, usually with no basis for these assumptions. Subsequently, these feelings were followed by urges to either self-mutilate or kill herself, depending on her state of hopelessness or anger that she felt. Decisions to hurt or kill herself were accompanied by thoughts such as 'I'll show you' or feelings of hopelessness and a desire to end her emotional pain and persistent feelings of pain permanently. 
These interpersonal encounters had, on occasion, led to Roberta experiencing dissociation. Following a conscious decision to either hurt or kill herself, she would immediately disassociate, afterwards cutting or burning herself whilst in a state of 'automatic pilot'. Roberta would find it difficult to recall the specific details of these acts. 
Roberta's interpersonal behaviour was erratic and unstable during school and work; despite managing to function competently in both, she would quickly and for no given reason fluctuate from one extreme to another. Roberta was reasonable, personable, and behaved appropriately but could turn and become irrational and enraged, verbally berating family and friends, then becoming worried she had alienated them permanently, encouraging feelings of being alone – her greatest fear. Should anyone distance themselves from Roberta, she would either threaten to kill herself or end the relationship first. Roberta viewed all people, and herself, to either be all good or all bad. 
 
Diagnosis
The Diagnostic and Statistical Manual of Mental Disorders (DSM-5; American Psychiatric Association [APA], 2013) is a comprehensive guide utilised by clinicians and psychiatrists for diagnosing mental health conditions in individuals, offering detailed descriptions, symptoms, and criteria essential for diagnosing psychiatric illnesses. Additionally, the DSM-5 (APA, 2013) provides statistical data on the prevalence of different disorders, demographics of those affected, typical age of onset, progression of the disorders, associated risks, prognostic factors, and other pertinent diagnostic considerations. Observing the diagnostic criteria of the DSM-5 (APA, 2013), Roberta exhibits characteristics commonly associated with borderline personality disorder (BPD). BPD is defined as instability across various aspects of functioning, including emotion regulation, interpersonal relationships, impulse control, and self-perception (APA, 2013), all symptoms that Roberta exhibits. BPD is a multifaceted diagnosis given to those positioned on the severe end of a spectrum in terms of specific personality traits. BPD is predominately diagnosed in women, with patients generally having experienced some form of childhood trauma DSM-5 (APA, 2013), further aligning Roberta with the criteria. This diagnosis can, on occasions, be misunderstood and even confused with Bipolar Mood Disorder (BD); implications to this confusion are that pharmacological treatments for BD are well established in stark contrast to BPD, where there are no approved medications (Fornaro et al., 2016; Morgan & Zimmerman, 2014; Wright et al., 2022). Accurate diagnosis is essential to ensure appropriate treatment for a complex disorder, as unsuitable therapies or medications may exacerbate the patient's symptoms, prolonging any increase in well-being.
 
 
Presenting problem
In the case of Roberta Henderson, the presenting factors illustrate a complex and distressing psychological profile. Her recurrent suicidal behaviour and self-mutilation underscore the severity of her emotional struggles, highlighting a pervasive sense of despair. Individuals diagnosed with BPD display an elevated risk of engaging in acts of self-mutilation and suicidal behaviours (Reichl & Kaess,2021; Yen et al., 2017), with rates of self-mutilation appearing to increase during adolescence and young adulthood (Andrewes et al., 2017; Sadeh et al., 2014). Such impulsive interpersonal interactions, characterised by intense swings between idealisation and devaluation, manifest as a significant challenge for Roberta in maintaining stable relationships. This pattern suggests a deep-seated fear of abandonment and a distorted perception of others, causing disrupted attachment patterns of the self and others, which are often inconsistent and negative (Lazarus et al., 2014; Wilson et al., 2017).
Furthermore, Roberta's chronic feelings of emptiness coupled with difficulties in anger regulation contribute to pervasive mood instability. Feelings of emptiness amongst BPD patients have been associated with impulsivity, self-harm, suicidal behaviour, and impaired psychosocial function, with further suggestion that sufferers of such symptoms may engage in these behaviours to fill up the emptiness (Ellison et al., 2016; Miller et al., 2020). Chronic emptiness is often viewed as an integral facet of an unstable self-identity, intertwining with self-criticism and dissociative experiences, suggesting chronic emptiness to represent a substantial component of symptoms encountered by those with BPD, possibly aiding in distinguishing this from other disorders such as major depressive disorder (Elsner et al., 2018). When put together, these presenting factors paint a vivid picture of the profound emotional turmoil that Roberta contends with, necessitating an intricate and comprehensive approach to intervention and therapeutic care.
 Precipitating factors
Roberta's precipitating factors highlight several significant events that have triggered and exacerbated her psychological distress. A critical turning point, namely the suicide of a classmate, triggered Roberta's subsequent decision to withdraw from medical school and the onset of severe depression. This incident emphasises how identity disturbance, a primary manifestation of BPD, can cause individuals to perceive either themselves or others in extreme terms: idealised and loved or devalued and hated (Gad et al., 2019; Sekowski et al., 2022). Such an extreme reaction underscores the profound impact of external events upon Roberta's mental well-being, also supporting the DSM-5 (APA, 2013) associated features describing individuals diagnosed with BPD to potentially displaying signs of undermining themselves just at the moment they should be achieving a goal. 
Furthermore, Roberta struggles with recurring interpersonal conflicts, particularly with her husband. These conflicts are prevalent among individuals with BPD, who can perceive themselves as hostile, emotionally unstable, and labile, often experiencing difficulties with loneliness that lead to dysfunctional attachment behaviours, fluctuating between attention seeking and detached avoidance (Hepp et al., 2017; Jeung & Herpertz, 2014). These stressful encounters can act as triggers; in Roberta's situation, these triggers instigated her pronounced suicidal ideation and engagement in self-mutilation (Miskewicz et al., 2015). The representation of these precipitating factors underscores the dynamic interaction between external stressors and Roberta's intricate emotional responses.
 
Perpetuating factors
When observing perpetuating factors in the ongoing dynamics that sustain and aggravate Roberta's psychological challenges, her unstable interpersonal behaviour emerges as a central perpetuating factor, leading to persistent alienation and difficulties in maintaining relationships. BPD can prompt individuals, when experiencing heightened emotions, to engage in destructive behaviours, leading family members, friends, or partners to withdraw or avoid communication, consequently triggering more defensive reactions (Miano et al., 2017). Such confrontations often strain relationships, leaving individuals struggling to maintain connections and potentially alienating themselves (Fitzpatrick et al., 2021; Porcelli et al., 2019). A pattern of splitting, wherein she perceives individuals as all good or all bad, extends this complexity. Splitting is believed to have developed from a basic defence mechanism enacted during early challenging relationships, leading to difficulties forming intricate self or other representations (Kernberg, 1985). This cognitive distortion influences her interpretations of comments about her competency, resulting in extreme emotional responses (Coifman et al., 2012; Green, 2018; Sharp et al., 2023). 
A further perpetuating factor may be that, during Roberta's initial clinical psychology meeting, she exhibited ongoing signs of alcohol abuse and bulimia nervosa, emphasising impulsivity, a core characteristic of BPD (Barker et al., 2015; Linhartová et al., 2020). Additionally, the occurrence of dissociation stands out as a perpetuating factor; despite not being believed to be one of the core factors of BPD, it remains nonetheless highly prevalent (Krause-Utz et al., 2021; Scalabrini et al., 2017). Following interpersonal conflicts, Roberta experiences a dissociative state preceding her engagement in self-harm behaviours. These perpetuating factors comprehensively explain the intricate interaction between Roberta's behavioural patterns, cognitive distortions, and dissociative tendencies.



 Predisposing factors
Roberta's predisposing factors reveal a complex backdrop that appears to have contributed to her current psychological presentation. Firstly, severe physical abuse by her mother and sexual abuse by her father during her developmental years underscore foundational traumas that shaped her coping mechanisms. Childhood trauma has been recognised as a significant factor contributing to the later diagnosis of BPD, with research indicating a correlation between the two (MacIntosh et al., 2015). Children exposed to adverse conditions struggle to identify, manage, and endure emotional reactions, leading to fluctuations between intense emotional volatility and emotional suppression (D'Aurizio et al., 2023; Ford & Courtois, 2021; Schaefer et al., 2022). For Roberta, this trauma resulted in the onset of mental health challenges, including alcohol abuse and bulimia nervosa, at the age of 14, highlighting the impact this had on her emotional regulation. 
Furthermore, there is an indication of a genetic predisposition, as both Roberta's parents have backgrounds of depression and alcohol abuse, suggesting the onset of BPD to be dependent on a combination of a vulnerable genetic background intertwined with adverse environmental factors during childhood (Bozzatello et al., 2021; Cattane et al., 2017; Jiang et al., 2019). Such predisposing factors suggest a complex interplay of genetic predisposition, childhood trauma, and familial history of mental health issues, contributing to Roberta's current psychological state.
 
Protective factors
Protective factors that may contribute to alleviating or lessening the impact of Roberta's risk factors, promoting resilience, and reducing the likelihood of adverse outcomes when facing adversity can be observed in the following. Roberta displays a commitment to outpatient treatment, exhibiting a significant protective factor, indicating her claims of wishing to witness change and a promise to engage in a therapeutic process. Research indicates that prolonged hospitalisation for individuals with BPD can pose challenges and, in some cases, exacerbate patient distress (Fassbinder et al., 2018; Siefert, 2012). Further research has suggested that a brief admission enabled a shift in power dynamics from nurse to patient, allowing the patient to take responsibility for their condition and become aware of early signs of decline, in line with the fundamental principles of person-centred care (Eckerström et al., 2020; Enoksson et al., 2022). 
Furthermore, Roberta's willingness to engage in treatment as a protective factor is supported by research, including Choi-Kain et al. (2016), Levy et al. (2018), and Wnuk et al. (2013), which suggest that patients who actively participate in their treatments are less likely to drop out. However, research indicates that outpatients with BPD have encountered negativity from healthcare professionals due to the complexity and significant time investment required to assist them in their treatment (Eckerström et al., 2020). 
Moreover, the presence of a supportive husband becomes a crucial element in Roberta's support system, as evidenced by his participation in therapy sessions and his genuine concern for her well-being. The support of those in close relationships with BPD patients has been demonstrated to play a pivotal role in symptom reduction (Fitzpatrick et al., 2019; Perlick et al., 2017). Additionally, establishing a therapeutic relationship with the clinical psychologist is another protective factor. Positive therapeutic relationships have been widely recognised as an important factor in enhancing the effectiveness of clinical outcomes in psychotherapy for BPD (McMain et al., 2015). This connection is a potential anchor for Roberta's emotional well-being, fostering a safe and supportive environment for therapeutic exploration. Such protective factors highlight the importance of external support structures and commitment to treatment.
Care Plan 
Dialectical behaviour therapy (DBT) (Linehan,1993) could prove an effective therapy for Roberta's care plan. It combines cognitive-behavioural techniques with mindfulness practices to help her manage distress, regulate emotions, improve relationships, and reduce self-destructive behaviours (Azevedo et al., 2024; Choi-Kain et al., 2017; Levy et al., 2018). A further advantage of DBT is that it is typically administered as an outpatient program, aligning with Roberta's preference to remain in such a setting (Fassbinder et al., 2018; O'Connell & Dowling, 2014; Stiglmayr et al., 2014).
DBT promotes individual therapy, prioritising suicidal ideation, self-harming behaviours, and emotional regulation as primary treatment targets, with research indicating that DBT can significantly reduce self-harming behaviours and improve depression (Chen et al., 2021; DeCou et al., 2019). However, DBT has not been shown to have a significant impact on suicide ideation, leaving consideration to other forms of treatment for this component of BPD and a need for further investigation (Goodman et al., 2017; Rizvi & Fitzpatrick, 2021). Individuals with BPD display repeated suicide attempts and self-harm behaviours, proving to be one of the most problematic aspects of the condition, making them a primary target when developing care plans (O'Connor & Nock, 2014; Turecki et al., 2019). Strategies targeting self-harm, aimed at regulating negative emotions, are different to those used to manage suicidal thoughts and emotions (Crowell & Kaufman, 2016). Therefore, incorporating individual therapy into Roberta's care plan, with regular sessions to address these behaviours, could promote proactive and responsive approaches to potential crises. 
 	The standard DBT procedure (Linehan, 1993) incorporates four modes of intervention: group therapy, individual psychotherapy, phone calls, and consultation team meetings. Encompassed in group therapy are core mindfulness skills, the initial skills trained in group therapy, with refresher sessions throughout (Soler et al., 2012). Mindfulness can reduce stress, enhance emotional regulation, and reduce symptoms of various mental health disorders (Parkinson et al., 2019; Tabak et al., 2015). Research has supported the use of mindfulness within DBT for those with BPD, stating the effective reduction of symptoms and impulsivity (Carmona i Farres et al., 2019; Elices et al., 2016; Soler et al., 2016). Impulsivity can be associated with unstable interpersonal relationships, recurring suicidal or self-mutilating behaviours, and substance abuse (Gagnon, 2017; Martin et al., 2019). Treating BPD can become notably more challenging with the presence of impulsivity, individuals struggling to regulate their impulsive behaviours, hindering the effectiveness of interventions aimed at alleviating symptoms and improving overall well-being (McHugh & Balaratnasingam, 2017; Warrender et al., 2021). Utilising mindfulness in Roberta's care plan can assist her in developing an awareness of her thoughts, emotions, and behaviours in the present without fearing judgment. Mindfulness can help Roberta recognise and understand her impulsive tendencies whilst developing enhanced emotional regulation, reducing stress, and observing improved overall well-being. 	
As in the case of Roberta, her psychiatrist was treating her with the use of antidepressants. There is a distinct lack of evidence to support drug interventions with BPD patients, specifically those who are outpatients, which Roberta's case supports observing continued need for hospitalisation despite being on medication (Timäus et al., 2019). There are no specific approved pharmacological treatments for BPD. However, many drugs, including antidepressants, such as selective serotonin reuptake inhibitors, are being prescribed with a lack of evidence to support their use (Gartlehner et al., 2021; Pascual et al., 2021; 2023). 
 
Roberta's care plan uses DBT as the primary therapeutic approach for her BPD. It includes individual therapy and mindfulness practices. While medication may be part of her treatment, the plan emphasises a multifaceted approach that prioritises therapy and research-based strategies for managing BPD effectively.
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