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                                    BPD Treatment Plan, Case Study
 When a consumer presents at an acute mental health facility, following intake and risk assessment protocols, there is a treatment plan arranged around the perceived needs of the client. This paper will formulate a treatment plan around the given case of a 22-year-old girl named Shanae, who was brought to the hospital after a suicide attempt. The mental health assessment team documented her as having co-morbid symptoms of concern. These will be analyzed and addressed separately, and organised into a short, and long-term plan with appropriate referrals and recommendations. A diagnosis of borderline personality disorder (BPD) has been already established.

Identification of health issues
      The Diagnostic and Statistical Manual of Mental Disorders (DSM–5, 2020) classifies personality disorders as impairments in personality, and the presence of pathological personality traits that are part of an enduring pattern in the person’s life. It names the types of personality disorders in the domains of antagonism, disinhibition, avoidant, borderline, narcissistic, obsessive-compulsive, schizotypal, and trait specified. Shanae displays many of the symptoms of having trauma in her childhood. Her mood and behavior regulation point to a maladjustment in the structure and function of her brain in the stage of development during childhood (Bremner 2002).  This is evidenced by her self-harming from the age of twelve, inconsistent reactions to emergency staff, ’losing it’ at Centrelink, acting impulsively in a way that got her fired from her job, and her difficulty in establishing a stable sense of self-worth, culminating in attempting suicide. Furthermore, Schore (2003) states that childhood trauma diminishes the ability of neural pathways to mature, resulting in the person having difficulty in regulating their emotions. This dysregulation, along with inherited personality features, seem to have set the distress Shanae feels in her life.
      The DSM-5 (2011) criteria for borderline personality disorder requires five of the following symptoms; The person having a poorly developed self-image which carries excessive self-criticism, feelings of emptiness, dissociation under stress, mistrust in relationships, low empathy, low stress threshold leading to angry outbursts, depression, impulsivity, fear of abandonment, and a poorly developed self-image. These inflictions lead to an impaired functioning personality which has difficulty focussing on goals, aspirations, and values. The attributes being relatively stable across time, and not solely due to substances or a medical condition such as brain damage. Shanae has behaviours that correlate with this criterion. She displayed peri-traumatic dissociation (Choi, 2017), possibly as a reaction to the stress of her relationship with her boyfriend, by intentionally overdosing on paracetamol, sending frantic text messages, screaming in the Centrelink office, and drifting off in her thoughts. She speaks so softly that at times she is barely audible. This is consistent with someone who has experienced domestic violence, as their survival reaction is to not draw attention to themselves (Yule,2001). She says that she is depressed, and acts impulsively, evidenced by her risky drug use. Her impulsive nature and poorly developed self-image lead her to having sex with strangers ‘just for kicks’, and she reacts to auditory hallucinations at times of stress by inflicting self-harm, which relates to the criteria of going into a state of dissociation in stressful situations. Shanae’s low stress threshold manifested when she ‘screamed the place down’ at Centrelink. And when she went on a five day ‘bender’, she prioritised her impulsive nature, and showed her difficulty in focussing on goals and aspirations by not considering the consequences of her employment. She also has health concerns, and sees herself as fat, is known to vomit after eating, and with a base metabolic index of 17.8, she is underweight, though not in the category of bulimic or anorexic.
      Her appearance is dishevelled, and with her impulsive nature underlying dangerous actions, such as using methamphetamine, alcohol, MDMA, self-harm, sex with strangers and attempting suicide, it is evident that without immediate professional intervention she is at risk of harm. With her difficulty focussing on goals, and low stress threshold, she may have trouble settling into a safe and functional social setting after leaving the hospital. However, with support from a short term, and long-term plan, and her own efforts, it is possible for her to improve towards fulfilling her potential over time. The goal for the mental health clinicians is to avoid retraumatizing her. The experience of the ICU ward would be embarrassing and demeaning for her, and at the age of 22, she would compare herself to others in her age group, and confirm her lack of self-worth. Thus, disempowering interventions such as seclusion and restraint are to be avoided as they are regarded by a consumer as being emotionally unsafe (Borge & Fagermoen 2008).
      Shanae’s pre-existing conditions create susceptibility to her having a mental condition. These would stem from her traumatic childhood and genetic influence, and have manifested to the point where her past traumas are causing her distress through her reactions to the vicissitudes of life. Her need to dissociate when exposed to emotional triggers is related to the same coping mechanism that is used by a child during traumatic experiences, and then carried through into adulthood (Farber, 2008), and her auditory hallucinations, depression, and need to sleep with the light on point to sexual abuse in her childhood (Sheffield et al.,2013. Read et al.,2003). Her personality disorder is possibly an extreme reaction to disturbance in her identity, which displays as aggression, cutting herself, and attempting suicide. This works with the diagnosis of borderline personality disorder through incorporating a cycle of dysfunction. Lack of self-worth feeds into fear of abandonment, which then triggers mood swings and impulsive attempts at quelling the distressing feelings through short term exploits such as sexual encounters, along with dissociation through hearing voices, binge eating, and drugs, which then cycles back to a lack of self-worth and fear of abandonment.

Intervention plan - Short term
     Priorities in the short term are to address immediate physical concerns, and to settle Shanae to a point where she is relaxed and cognisant. Her immediate physical issues are the cuts on her wrists and any effects from her substance misuse. The cuts can be managed through standard first aid practises through a resident nurse and overseen by a medical doctor. She may need to have a tetanus vaccination, and the injury monitored by her general practitioner doctor (GP) after she leaves the hospital. Her trail of drugs is; overdose of paracetamol, alcohol, N-acetylcysteine, then administered 10mg diazepam and 5mg olanzapine. She also admits to using methamphetamine and MDMA.  N-acetylcysteine administered within eight hours of paracetamol overdose prevents liver damage through replenishing the antioxidant glutathione (Ferri,2016). As she self-administered N-acetylcysteine already, a medical practitioner needs to assess the quantity. Further vulnerability to withdrawal from paracetamol toxicity may be experienced for a few days after the overdose, so this needs to be monitored, though there may be less toxicity due to her alcohol use, as ethanol inhibits the microsomal oxidation of paracetamol (Prescott,2000), and her boyfriend reports she was intoxicated at the time of her overdose. She reports taking MDHD (‘ecstasy’) and methamphetamine at the same time. This combined stimulant effect may result in severe dehydration (Koesters, Rogers, & Rajasingham,2002), therefore she must have access to drinking water. 
    Shanae’s administration of the benzodiazepine, Diazepam, and the atypical psychotic, Olanzapine, are consistent with settling someone who is in a distressed and psychotic state. This medication must be monitored over the short, and long term, by her psychiatrist. A psychiatrist can be recommended, or she might have one already. To settle her down emotionally she needs to be listened to (Victoria Health ,2020).  A counsellor from the hospital staff will be assigned to debrief with her, let her know what to expect from the facility, and enquire as to any religious and cultural sensitivities, research her existing supports, and work out how to equip her with clothes and personal items, and notify her relatives of her whereabouts. It is recommended that nursing staff frequently visit Shanae during their rounds to settle her, as she displays highly unstable emotions, as seen in her encounters with medical staff, and ‘flying off the handle’. Her suicide ideation and previous attempt is documented in her medical history.
Long term
    The long-term plan is for Shanae to get to a state of mental stability that affords her the skills to cope with stress, and have the ability to choose her own future. She scores highly on the Adverse Childhood Experience (ACE) score, and as her behaviours are intense and highly changeable over short time spans, her symptoms identify with borderline personality disorder over other mental ailments (National Institute of Mental Health Information Resource Centre, 2017).  The damage to her neural pathways from childhood trauma has formed in the brain from the primal areas, the amygdala and hippocampus, through the emotional areas, the insula, singular, and limbic system, to the higher functioning pre-frontal cortex, leading to her present behaviours (Bremner,2006). However, this may be able to be reversed to some degree through neuroplastic changes, from sustained exposure to positive experiences (Citri & Malenka 2008). The long-term intervention is a combination of psychological therapy, physical and social safety and stability, and a suitable vocational path. If she is complicate to a treatment plan, the intervention will assist her in a wholistic recovery.  The plan begins with a meeting between Shanae, and hospital staff. This follows the Finnish Open Dialogue recovery model (Seikkula & Olson,2003), where therapeutic dialogue involves everyone involved with the patient. At Shanae’s meeting a relative, supportive friend, or advocate is invited. She may choose to invite her brother, Jack. A social worker, psychologist, psychiatrist, and a mental health clinician will also be there. The meeting agenda follows a clinical diagnosis of the presenting problem, with consideration of predisposing, precipitating, perpetuating, positive, and protective factors (Racine et al.,2016), and the long-term treatment plan.
    In her present situation Shanae displays affective instability, and impulsively attempts to sooth her fluctuating moods through self-harming, and having impulsive, aggressive behaviour, especially when stressed. A major aspect of the treatment plan is to facilitate her attending regular therapy sessions. Cognitive Behaviour Therapy (CBT), Dialectic Behaviour Therapy (DBT), and Eye Movement Desensitization and Reprocessing (EMDR) have proved effective therapies for these conditions (Momeni et al., 2017). However, randomised control trials have shown that CBT with a component of Prolonged Exposure Therapy (PET) is the most efficacious for borderline personality patients affected by trauma (Harned,2014). And research proves the efficacy of combining DBT with PET, for BPD with symptoms of dissociation and Post Traumatic Stress Disorder (PTSD) (Granato et al, 2015). This therapy gradually introduces the patient to their triggers and stressors in order to build up resilience and coping mechanisms. It is preferable therapy for Shanae, as a girl her age generally has priorities in finding her identity in society through self-empowerment and intimacy (Erikson,1975), therefore, a therapy that is targeted more on coping skills is preferred over one that delves into the causes of her trauma, as her immediate self -esteem needs are the priority. Furthermore, studies have shown that BPD may have as much as a 46% inherited component (Skoglund,2019), indicating inherited personality traits are difficult to change. (Li et al., 2006). However, it is likely that Shanae has PTSD, as her traumatic experiences were ongoing from a young age, and her sexual abuse was denied legitimacy at the time. (Chivers-Wilson, 2006). It is recommended that once she is deemed to be able to live safely, and if she is willing, she could move onto a therapy such as Gestalt Therapy, that can delve into the cause of her PTSD (Cohen,2003). However, for recovery to work she must be willing to make an effort herself (Van Gelder, K. (2010).  It is imperative that Shanae attend the recommended amount of sessions with a qualified therapist over a set time period. As she lives in Lismore, NSW, an appointment with psychologist, Michael Hocking, in Keen St. Lismore can be made. The possibility of her transitioning through a halfway house immediately after leaving the hospital will be discussed at the Open Dialogue meeting. Arrangements can be made with Momentum’s Mulgum House facility on Wyrallah Rd, Lismore at short notice. This facility has supported, short term accommodation for people leaving a mental health unit prior to re-entering the general community, and offers a safe, structured base for her to process her experience before facing the challenges demanded by society. She states that she would like to live alone, though she may be more prone to depression living by herself. However, in her current arrangements, her flatmates may be a poor influence in her recovery.
    Shanae is underweight, vomits after eating, and seems to not eat well. Initially, an arrangement for her to discuss this with the hospital’s dietician will be arranged, so that she understands the importance of good nutrition, and in the long term, this issue would be monitored by her GP, along with her general health.  However, the problem may be sourced from her feeling emotionally empty, as this is one of the criteria of BPD (Smith & Segal,2020), where the person tries to avoid anxiety through activities such as eating, spending impulsively, and self-harm. She may be vomiting after eating as part of self -inflicted guilt around her body image. This hypothesis will be investigated in Shanae’s therapy sessions. She also presents as suffering from low self-worth. Many of her actions can be attributed to this condition leading to her suicide attempt (Hall & Cohen,2011), and research points to both explicit and implicit self-esteem are low in people with BPD (Winter,2018). This low self-worth  ideation may be confirmed in her mind by her boyfriend leaving her, and would impact her decision to attempt suicide. Dr Romeny Durvasah explains that suicide attempts from someone with BPD are an outcome from fear of abandonment, as a type of blackmail against someone like an intimate partner threatening to leave the relationship (Durvasah, 2018).  This theory fits in well with Shanae’s history, and when added to her impulsive personality, forms a high risk of suicide combination. It is therefore important that all parties involved with her are aware of this risk, and have the skills to meet it. She should also be aware of supports available through the telephone and internet such as Lifeline, Beyond Blue, Suicide Hotline, and the Borderline Personality Disorder Community website.
     Shanae’s social worker shall also assist her to look into financial options and applications, vocations, employment options, appointments, regular and social activities. This would keep her occupied and engaged, and go towards building up her self-esteem. She has expressed an interest in caring for babies and animals. This provides an opening for a vocation with intrinsic motivation. Wollongbar TAFE has courses in early childhood care. Richmond TAFE offers cert 3 in companion animal services, and she could volunteer with Animal Rescue in Lismore, or with the Koala Rescue sanctuary at Southern Cross University’s Lismore campus, and the ‘Seek’ and ‘Gumtree’ websites advertise local jobs. There are also many social activities in the Lismore area that she could be involved in. If she joined a choir it would also help her with recovery. Overland (2005) explains that singing allows a connection between sensations, thinking and feeling, and she could meet new people.  Yoga therapy is another mode of recovery she could engage in. The yoga postures act to balance hormones as well as increase muscle flexibility, and together with pranayama (breathing exercises), re-align the body and the brain’s energy balance, and if done regularly, create a time of stability that may positively influence her impulsive behaviours (Singh, 2019). Yoga classes are available at Lismore Yoga Studio. Also, Shanae may be at a stage in life where she is wanting to understand the meaning of life, and deeper questions. Most churches in Lismore hold regular bible study classes and there are classes and groups on Buddhist and other philosophies available in the region.
      In summary, Shanae is capable of living a fulfilling life. The short-term treatment plan is to attend to her wounds, monitor her medication, notify relatives of her whereabouts, counsel her, and notify staff to frequently visit her. In the long term, subject to an Open Dialogue style meeting, she would have regular appointments to a psychiatrist for medication, a G.P. for general health, and a psychologist for therapy. A social worker is to assist her with finance, accommodation, transport, appointments, vocation, employment applications, and social activities, and when she leaves the hospital she may live in a half-way house for the short term.
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