Case Formulation: Emily
Introduction 
Case formulation is a necessary process for psychological assessment, treatment planning and intervention. This essay incorporates the Five Ps model of case formulation (McNeil et al., 2012), which is embedded within a biopsychosocial framework, to explore the difficulties and contextual background of Emily, a 16-year-old competitive gymnast. The Five Ps approach includes consideration of Presenting Problems, Predisposing, Precipitating, Perpetuating, and Protective factors. It also incorporates evidence-based diagnostic criteria, particularly from the Diagnostic and Statistical Manual of Mental Disorders (DSM-5 (DSM-V); American Psychiatric Association, 2013), as well as insights on partial eating disorders (Chamay-Weber et al., 2005).
Emily competes at county level in gymnastics, having trained since the age of six. Recently, she has exhibited concerning behaviours related to her eating habits and thoughts about her body weight. She is also experiencing fatigue, social withdrawal, and performance decline in her athletic routines. According to DSM-V Emily’s symptoms suggest a possible diagnosis of Anorexia Nervosa (AN). However, taking into consideration that Emily’s Body Mass Index (BMI) remains in the lower healthy range, this formulation will explore the factors contributing to her current presentation and suggest an evidence-based treatment plan, taking into consideration an article in The Journal of Adolescent Health (Chamay-Weber, C., et al. 2005) that identifies a potential partial syndrome eating disorder (EDNOS/Other Specified Feeding or Eating Disorder) as a precursor to AN.
Presenting The Problem
In an initial Case Vignette carried out for Emily, the study reveals several symptoms that suggest an emerging eating disorder. These include restrictive eating, fear of gaining weight, preoccupation with body shape, withdrawal from social eating, low energy, and an observable decline in athletic performance. She avoids foods she thinks are making her gain weight, insists on eating alone, and continues to exercise excessively, even outside of her rigorous gymnastics schedule.
Although her BMI (102 lbs at 5'2") remains within the lower end of the healthy range, she has experienced menstrual irregularity, fatigue, and even passing out before starting her floor routine causing her withdrawal from the competition, which indicate physical complications of disordered eating. According to DSM-V, Anorexia Nervosa is characterised by: (1) Restriction of energy intake leading to significantly low body weight; (2) Intense fear of gaining weight or becoming fat; and (3) Disturbance in self-perceived weight or shape (APA, 2013).
Emily expresses concerns about her body weight and insists she is 'too big' for gymnastics, despite her low-normal BMI. Emily is a perfectionist with an emotional overinvestment in appearance and achievement. Given her weight remains in the healthy range Emily's presentation may also align with a partial eating disorder, falling under the category of ‘Other Specified Feeding or Eating Disorder’ (OSFED), previously termed ‘Eating Disorder not Otherwise Specified’ (EDNOS) (Chamay-Weber et al., 2005). Adolescents with a partial Eating Disorder (ED) often experience similar medical and psychological risks, including fatigue, menstrual dysfunction, anxiety, and depression, and remain at heightened risk of progressing towards conditions like Anorexia Nervosa if unsupported.
Precipitating Factors
Several biopsychosocial stressors appear to have triggered Emily's eating difficulties. Emily comes from a family that places significant emphasis on achievement and perfection particularly with regards to sporting endeavour. Emily is supported by her parents who have very high expectations for her success as well as her physical appearance. Additionally, Emily has expressed concerns herself about weight gain and how that may in turn affect her athletic performance. What is concerning is that her coach has recently raised concerns over her weight loss, and both her coach and teammates have noted that Emily’s energy levels are low.  The performance-oriented culture of elite gymnastics also places significant pressure on athletes to maintain a lean physique, often leading to maladaptive behaviours around food and weight control (Sundgot-Borgen & Torstveit, 2004) potentially reinforcing Emily’s belief that thinness is necessary for athletic performance and success.
As an adolescent, Emily is navigating through a developmental period marked by identity formation, physical changes, and increased social comparison, that has likely heightened her sensitivity to weight-related ideas that are manifesting internally and externally. Additionally, she lives in a family with a strong emphasis on achievement. Her mother, a former gymnast, represents an internalised standard, and although not overtly critical, her presence may have implicitly contributed to Emily’s internal pressures (Pike & Rodin, 1991). Combined, these social, familial, and performance-related factors formed the catalyst for Emily’s restrictive behaviours including eating alone, avoiding social situations as well as the stress of additional workouts and intense daily training sessions. 
Perpetuating Factors
Emily’s restrictive behaviours are reinforced both internally and externally. Her calorie restriction may initially have produced a sense of control and reduced anxiety which are common reinforcement mechanisms in eating disorders (Vitousek & Manke, 1994). Praise or lack of negative feedback from coaches or peers may further maintain Emily’s ideas and subsequent behaviours. Additionally, avoidance of team meals and social situations prevents exposure to corrective social feedback, reinforcing distorted body image beliefs (Schmidt & Treasure, 2006).
Physiologically, low calorie intake contributes to fatigue, irritability, and impaired cognition, which has a potential to further reduce Emily’s capacity to self-monitor or challenge dysfunctional beliefs. Her perfectionism and performance-linked self-worth continue to drive the cycle of overtraining and undernourishment. Emily herself has noticed irregularity during her menstrual cycle which is a symptom of internal and external stress.  Emily’s deep fear of failure and her view that gaining weight will harm her athletic identity are self-reinforcing cognitive distortions that perpetuate her condition (Fairburn et al., 2003).
Predisposing Factors
Emily demonstrates several long-term vulnerabilities that likely contributed to the development of disordered eating habits. Her family context is one of high achievement, where emotional affirmation appears closely tied to performance. This environment may have nurtured Emily’s perfectionistic tendencies and self-criticism. These traits have been previously associated with  anorexia nervosa (Shafran et al., 2002).
Her mother’s history as a gymnast likely served as a powerful influence contributing towards shaping Emily’s beliefs about what is required to succeed in the sport. Although her mother has not explicitly imposed expectations, Emily appears to have internalised a legacy of perfection and discipline in gymnastics. This kind of familial dynamic where emotional closeness is conditional on achievement has been implicated in eating disorder development (Minuchin et al., 1978).
At a temperamental level, Emily exhibits traits such as low self-esteem, a strong desire for control, and heightened sensitivity to failure. These factors increase vulnerability to eating pathology (Lilenfeld et al., 1998). The sociocultural glorification of thinness, especially within gymnastics, has been an underlying influence reinforcing Emily’s belief that leanness is essential for success (Tiggemann & Slater, 2013).
Protective Factors
Despite her current difficulties, Emily possesses several protective factors that could support her recovery. She appears to have a supportive achievement-oriented family. Her mother’s shared history in gymnastics could be reframed as a bonding experience if approached through understanding and sensitivity. Her father, although described as emotionally disengaged, is not at all antagonistic.
Emily’s cognitive strengths and motivation to succeed could be re-directed into therapy. Her goal-driven nature, although currently maladaptive and unstable, can be redirected toward recovery when reframed as part of her journey to becoming a stronger, healthier athlete (Galli & Vealey, 2008). Her coach and teammates have noticed her decline, which indicates that social support is available if it can be mobilised effectively.
Proposed Treatment 
An integrative, multidisciplinary approach is recommended to support Emily’s recovery. Treatment should be informed by evidence-based models for adolescent eating disorders, particularly Family-Based Therapy (FBT), Cognitive Behavioural Therapy (CBT), and psychoeducation. 
Family-Based Therapy (FBT) is currently widely used therapy for treating anorexia in adolescents and focuses on empowering parents in their children’s development giving them “responsibility in refeeding” (Lock & Le Grange, 2015) while gradually transferring control back to the adolescent. Although, taking in consideration that Emily is at the lower spectrum of anorexia exhibiting signs of a partial eating disorder, in this case, it is necessary to ensure that any imbalances or deficiencies are corrected through nutritional therapy. Given Emily’s strong family ties, this model may help her parents respond constructively to her needs and reduce the pressure associated with achievement.
Cognitive Behavioural Therapy (CBT) could address Emily’s rigid beliefs about weight, control, and perfectionism. It targets the cognitive distortions that maintain disordered eating (DE) and teaches alternative coping strategies for emotional distress (Fairburn et al., 2003). Psychoeducation about the physiological and psychological impacts of malnutrition could be made one of the core components.
A registered dietitian should also support Emily in developing a flexible, balanced approach to nutrition. Additionally, regular monitoring by a GP is recommended to track her physical health, particularly menstrual function, bone density, and energy levels. Medical assessment should also explore potential risks linked to partial EDs, such as fatigue and delayed puberty (Chamay-Weber et al., 2005).
Working collaboratively with her coach may help reframe Emily’s understanding of athletic success. Emphasising strength, stamina, and overall wellbeing rather than weight could promote a healthier identity. Involvement of a sport psychologist may also provide some support in this transition.
Given the chronic nature of eating disorders, Emily’s treatment should include relapse prevention planning. This may involve booster CBT sessions, ongoing family check-ins, and continued engagement with her coach and peers to ensure sustained recovery.
Conclusion
Emily's case presents an interplay of personal, familial, and sociocultural pressures in the development of disordered eating. Applying the Five Ps framework reveals how her perfectionism, athletic context, and internalised beliefs about weight and worth interact to maintain her symptoms. Although her current presentation may not fully meet the diagnostic threshold for Anorexia Nervosa, the presence of partial eating disorder features is clinically significant and warrants immediate intervention. A holistic, evidence-based treatment plan involving FBT, CBT, nutritional rehabilitation, and psychoeducation are likely to be most effective. Early identification and adequate support for cases that indicate a Partial Eating Disorder is recommended prevention to halt a possible progression towards more severe eating disorders such as Anorexia Nervosa (AN).
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