Case Study Report: Borderline Personality Disorder

[image: UWTSD logo | Discover Dylan Thomas]















Case Study Report



Case Study Report: Borderline Personality Disorder




ECPS6007




ACKNOWLEDGEMENT USAGE OF AI

I acknowledge the use of Grammarly https://www.grammarly.com on 04/05/2025  to check my work using the prompt(s):

1. Please check the following text for readability, grammar and spelling.
I confirm that I have not presented any AI-generated text as my own work. I confirm I
have copies of my drafts, notes, and other resources I used before and after the use of
AI tools which I may be asked to provide in evidence

I acknowledge the use of Google Scholar https://scholar.google.com on throughout to support my
research using the prompt(s):
1. Please provide me with materials on NICE guidelines for BPD
2. Please provide me with materials on DBT
4. Please provide me with materials on Cognitive Behavioural Therapy 
I confirm that I have not presented any AI generated text as my own work. I confirm I
have copies of my drafts, notes, and other resources I used before, and after the use of
AI tools which I may be asked to provide in evidence.

I acknowledge the use of Google Scholar https://scholar.google.com on throughout to support my
research using the prompt(s):
1. Please provide me with materials on NICE guidelines for BPD
2. Please provide me with materials on DBT
4. Please provide me with materials on Cognitive Behavioural Therapy 
I confirm that I have not presented any AI generated text as my own work. I confirm I
have copies of my drafts, notes, and other resources I used before, and after the use of
AI tools which I may be asked to provide as evidence.




Abstract

This case study examines how Dialectical Behaviour Therapy (DBT) is applied to a 25-year-old female graphic designer, referred to as V, diagnosed with Emotionally Unstable Personality Disorder (EUPD). V has a history of emotional instability, impulsivity, self-harm, and ineffective coping mechanisms stemming from early childhood trauma within the foster care system. Although she experiences some symptom relief from antidepressant medication, V still suffers from significant mood dysregulation and recurring crises. The study investigates DBT as an appropriate therapeutic approach due to its proven effectiveness in enhancing emotional regulation, distress tolerance, mindfulness, and interpersonal skills. The report assesses the theoretical foundations of DBT, its practical application to V’s symptoms, and essential therapeutic elements that might encourage change. It also addresses challenges such as accessibility, high dropout rates, and barriers to individual engagement. Recommendations are provided to improve therapeutic results and guide best practices for treating individuals facing complex emotional and behavioural issues linked to EUPD.
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Introduction


V is a 25-year-old graphic designer who has long struggled with emotional instability, impulsivity, and difficulty handling distress. In the past year, she has faced multiple hospitalisations due to frequent mood swings and thoughts of self-harm. V experiences rapid transitions from joy and motivation to feelings of hopelessness and emotional crises, often triggered by minor incidents. To cope with overwhelming emotions, she resorts to temporary strategies like comfort eating, impulsive shopping, self-injury, and occasionally overdosing. Although these actions bring short-lived relief to the individual, they are soon accompanied by guilt and shame, creating a harmful emotional cycle. Having spent her childhood in foster care, V sees these coping methods as her only means of managing her emotions. Recently diagnosed with Emotionally Unstable Personality Disorder (EUPD), V is receiving antidepressants, which provide some relief from her symptoms.

Given the widespread issues of emotional dysregulation, impulsivity, and ongoing interpersonal challenges linked to EUPD, dialectical behaviour therapy (DBT) stands out as a highly suitable and research-backed intervention for V. Initially created to assist individuals experiencing chronic suicidal thoughts and borderline personality disorder, DBT emphasises the enhancement of emotional regulation, distress tolerance, mindfulness, and relational effectiveness. This therapeutic framework strikes a balance between acceptance and change, empowering individuals like V to discover healthier methods for managing intense emotions while minimising harmful behaviours. This case study will examine how DBT can be utilised to help V build emotional resilience, cultivate adaptive coping mechanisms, and enhance her overall quality of life.

DBT is based on three fundamental principles (Linehan, 1993). The first principle emphasises a holistic approach rooted in dialectical philosophy. The second principle focuses on integrating opposites, where individuals are guided to find solutions for their intense emotions and engage in problem-solving once those emotions subside, a process known as wise mind thinking. The final principle, continuous movement, is fundamental to DBT; it represents the collaboration between the therapist and client toward a shared goal, rather than a movement away from each other, while maintaining a balance between acceptance and change (Neacsiu et al. 2012).

This case study report critically evaluates the use of DBT in addressing V’s presenting challenges. It will investigate the key psychological processes and mediators involved in DBT’s therapeutic elements, such as emotional regulation and distress tolerance, tailored to V’s needs. The report will reflect a thorough comprehension of the issues associated with emotionally unstable personality disorder and the theoretical principles of DBT, subsequently applying its techniques to V’s situation. The analysis will also address critiques of DBT, including concerns regarding accessibility and generalisability, alongside a review of pertinent current research that supports its effectiveness. Lastly, key recommendations and implications for implementing DBT in similar clinical contexts will be presented, aiming to enhance best practices in treating emotionally unstable personality presentations.

[bookmark: _Toc197627475]Discussion


V has been diagnosed with Emotionally Unstable Personality Disorder (EUPD), a condition also referred to as borderline personality disorder (BPD), as classified within the UK healthcare framework. This diagnosis adheres to the guidelines set forth by the National Institute for Health and Care Excellence (NICE, 2009), which underscore the necessity of comprehensive assessments prioritising emotional regulation, interpersonal relationships, and behavioural patterns. National epidemiological research estimates that the prevalence of BPD in the general population ranges from 0.7% to 2.7%, typically showing symptoms in early adulthood (Clarkin et al., 1983; Eaton & Greene, 2018; Nasiri et al., 2013). It is thought to affect 2.4% of the population in the United Kingdom (NHS, 2016).
[bookmark: _Toc197627476]Presenting issues of the service user


V exhibits quintessential symptoms of BPD, characterised by profound mood fluctuations that range from intense elation to deep despair, chronic suicidal ideation, and impulsive behaviours, which manifest in forms such as binge eating, excessive spending, self-harm, and overdose. These symptoms align with the emotional dysregulation and behavioural impulsivity detailed in the diagnostic criteria for BPD. Furthermore, V’s history of trauma, potentially linked to her experiences in foster care, signifies early adverse experiences that are frequently associated with the onset of BPD, as noted by NICE. Continuous assessment is imperative to fully understand her emotional triggers, recognise maladaptive coping strategies, and develop tailored interventions suited to her needs.

A variety of evidence-based treatments exist for BPD. Mentalisation-Based Therapy (MBT) has shown significant improvements in global functioning, depressive symptoms, and social interactions, with indications of higher recovery rates in comparison to traditional supportive therapies (Jørgensen et al., 2012). Likewise, Schema Therapy has indicated promising outcomes, with research revealing that approximately half of the patients no longer met the diagnostic criteria for BPD following treatment (Nordahl & Nysæter, 2005). However, this case study will primarily emphasise Dialectical Behaviour Therapy (DBT) as the intervention of choice.
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DBT is a thorough therapeutic method that focuses on skills and is rooted in cognitive-behavioural principles, emphasising the need to balance acceptance with change (Coady & Lehmann, 2008). Initially created by Marsha Linehan in 1993 for those grappling with chronic suicidal thoughts, DBT has evolved into one of the most scientifically validated treatments for EUPD, commonly referred to as borderline personality disorder (BPD) (Linehan & Wilks, 2015). DBT combines dialectical philosophy, highlighting the synthesis of opposites, especially the balance between acceptance and change. This methodology challenges black-and-white thinking and encourages a "both/and" viewpoint, leading to improved problem-solving and emotional regulation (Coady & Lehmann, 2008). This approach aligns well with V’s situation, characterised by severe emotional dysregulation, impulsive actions, frequent suicidal ideation, and a background marked by early attachment disruptions related to foster care.

V’s quick changes in emotions, impulsive behaviour, and reliance on ineffective coping mechanisms can be interpreted through the lens of DBT as issues with emotional regulation and distress tolerance. Growing up in foster care may have hindered her ability to establish secure attachments and learn effective emotional regulation strategies. DBT views these tendencies as consequences of a biosocial model, indicating that those with increased emotional sensitivity (due to biological factors) in invalidating settings (like neglect or abuse) face challenges in developing healthy emotion management skills (Oosterman & Schuengel, 2008; Trueba & Pluck, 2021). In V’s case, the biosocial model helps explain the persistent emotional patterns she has struggled with throughout her life. Growing up in foster care, a setting often marked by instability and invalidation, she, like many in similar environments, developed coping mechanisms that were once adaptive but have since contributed to her ongoing difficulties with emotional regulation (Linehan, 1993). This model is especially relevant to V, as her early experiences may have invalidated her emotional needs, leading to the belief that her emotions were dangerous or unacceptable. Consequently, she developed coping mechanisms such as self-harm and impulsive behaviours to handle overwhelming internal states. Although these behaviours offer short-term relief, they create a cycle of long-term distress.
DBT’s modular framework, featuring individual therapy, skills training groups, telephone coaching, and therapist consultation, provides a comprehensive solution for meeting V’s needs. Emotion regulation skills would assist V in recognising and labelling her emotions, minimising her vulnerability to emotional instability, and enhancing positive emotional experiences. This could decrease the occurrence of mood swings and impulsive behaviours (Hall et al., 2021). Distress tolerance skills would equip V with constructive coping methods (such as grounding techniques and box breathing) to handle intense emotional crises without resorting to self-harm or overdosing. Research indicates that DBT-S (DBT skills group) influences outcomes by enhancing mindfulness and distress tolerance. These results highlight the importance of mindfulness and distress tolerance in DBT-S for individuals with BPD (Schaich et al., 2021; Zeifman et al., 2019).
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Mindfulness techniques could significantly assist V in managing her emotional instability. By centring her attention on the present, mindfulness allows her to notice her thoughts and feelings as they occur, without reacting immediately. This approach is essential for V, who tends to have automatic emotional responses that lead to impulsive behaviours. Research by Wu et al. (2019) shows that mindfulness meditation improves the ability to notice and accept emotional experiences as they arise, thereby enhancing emotional regulation. Mindfulness, rooted in Zen Buddhist practices, is a fundamental component of dialectical behaviour therapy. A scoping review encompassing 11 studies revealed that incorporating mindfulness into DBT enhances non-judgmental awareness and promotes better clinical outcomes, including diminished symptoms of BPD (Eeles & Walker, 2022). For V, cultivating this skill could help her identify emotional triggers and distress signals sooner, creating space for more constructive responses and gradually decreasing the dependence on detrimental short-term coping strategies. Interpersonal effectiveness can aid V in forming more stable and supportive relationships by developing assertiveness and conflict resolution skills, which may also lessen emotional turmoil resulting from relational stress.
Additionally, DBT prioritises validation and a strong therapeutic alliance, crucial for V considering her past experiences of rejection and instability. The therapist's consistent, non-judgmental approach could facilitate a corrective emotional experience, vital for clients with EUPD. Compelling evidence indicates that the interplay between genetic factors and adverse childhood experiences is crucial in the development of BPD (Leichsenring et al., 2024).

The main agents of change in DBT involve fostering metacognitive awareness, enhancing self-efficacy, and applying skills across various situations. For V, realising that she can handle distress without resorting to harmful actions could significantly improve her emotional strength. Additionally, the therapeutic relationship serves as a vital process factor for numerous clients with past experiences of abandonment having a consistently attuned therapist can provide significant healing. However, DBT presents a potential shortfall in both its delivery, time and cost effectiveness of the new cognitive approach when applying it to a patient with BPD.
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Although dropout rates in the treatment of BPD patients are lower than initially expected, dropout remains a significant challenge in psychotherapy (Barnicot et al., 2010). Research on treatment dropout in individuals with BPD has identified several key predictors, including anger, impulsivity, high trait anxiety, baseline experiential avoidance, and a history of at least one suicide attempt (Barnicot et al., 2010; De Panfilis et al., 2012). DBT requires substantial commitment, involving multiple therapeutic components such as weekly individual therapy, group skills training, and, in some cases, phone coaching. Due to its demanding nature, DBT may not be suitable for all individuals with BPD, as some may struggle to fully engage in the process due to the severity and complexity of their presenting symptoms.
Individuals with BPD often experience distorted perceptions of themselves and others, leading to difficulties in maintaining stable and healthy relationships. They tend to experience intense and rapidly shifting emotions, struggle with emotional regulation, and engage in impulsive behaviours (National Institute of Mental Health, 2019). Fear of abandonment can drive maladaptive behaviours such as impulsivity, self-harming actions, and suicidality. Additionally, people with BPD frequently suffer from chronic feelings of emptiness. Co-occurring conditions, such as mood disorders, anxiety disorders, eating disorders, post-traumatic stress disorder (PTSD), other personality disorders, and substance use disorders, often complicate the diagnosis and treatment of BPD (Biskin, 2015).
In the case of V, the above challenges are evident. V struggles with emotional regulation, experiencing intense fluctuations in mood that can transition rapidly from happiness and motivation to feelings of hopelessness and suicidality. Various factors often trigger these mood swings, but her reactions remain consistent. She experiences overwhelming distress and resorts to short-term coping mechanisms such as comfort eating, impulsive shopping, self-harming behaviours, and in extreme cases, overdosing. While these behaviours offer temporary relief, they are quickly followed by feelings of guilt and shame, reinforcing a destructive cycle.
This pattern of emotional instability and maladaptive coping has been a recurring theme throughout V's life, originating from her difficult childhood experiences in foster care. Despite taking antidepressants with some effectiveness, V's symptoms persist, highlighting the complex nature of her condition. In line with research findings, V’s emotional instability, impulsivity, and difficulty managing distress align with factors that could hinder her ability to fully engage in DBT, especially given her history of recurrent hospitalisations and difficulty maintaining consistent emotional regulation.
A study involving 60 women with BPD undergoing inpatient DBT revealed that individuals who did not complete treatment exhibited higher levels of experiential avoidance and trait anxiety at baseline. These factors were significant predictors of premature treatment termination (Rüsch et al., 2008). For V, her fluctuating anxiety levels and history of trauma may exacerbate the challenges associated with DBT, potentially making it harder for her to commit to and complete treatment. The biosocial model of BPD suggests that early instability in childhood could contribute to her ongoing emotional difficulties in adulthood, further complicating her ability to engage with the demands of DBT (Campbell et al., 2020). Furthermore, the case study, does not mention V’s educational upbring, this is crucial in understanding potential outcomes and succession as research has found that individuals with lower educational levels may be more likely to drop out of treatment in relation to DBT for those with a diagnoses of borderline personality disorder (Perroud et al., 2010). 
It's evident that when V feels overwhelmed, impulsive behaviours arise, taking control of her actions and thoughts. Occasionally, v engages in self-harming acts, which is referred to as self-injurious behaviour (SIB). SIB is characterised as actions that intentionally harm the body without the intention to be lethal, encompassing various behaviours such as cutting, burning, or scratching. Research indicates that between 50% and 90 % of individuals with BPD participate in SIB (Zanarini et al., 2008). When asked about their motivation for engaging in SIB, the most common response from individuals with BPD is that it alleviates feelings of negative emotion and assists in mood regulation (Klonsky, 2007). If V works to regulate her mood and seeks professional support to alleviate anxiety, therapeutic approaches like DBT can aid her in developing a self-sufficient recovery plan.
V’s case should ideally be accompanied by a support plan. The NICE guidelines for BPD highlight the significance of psychological therapies in managing and treating the disorder. Given the broad spectrum of symptoms and individual needs, adopting flexible approaches that cater to a person’s unique circumstances is crucial. Engaging individuals with BPD in decisions about their care is essential for fostering their commitment to treatment (National Institute for Health and Care Excellence, 2009). While DBT appears to be an effective treatment approach for V, it is equally important to address her other pressing issues, such as overeating and impulsive shopping. Connecting V with specialised support services, such as BEAT (a charity for eating disorders) or Anxiety Care UK, would offer additional resources to address both her difficulties with eating and her elevated anxiety levels, which may also be linked to obsessive-compulsive behaviours. 
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The National Health Service (NHS) in the United Kingdom typically operates through self-help mechanisms or structured sessions with trained practitioners. The primary aim of this approach is to equip service users with skill sets that can be utilised in situations where professional support is unavailable, such as during nocturnal hours or in workplace environments. An example of a self-help tool may include a distress tolerance skills worksheet, specifically designed to mitigate symptoms associated with distressing circumstances, particularly in relation to BPD or EUPD (Linehan, 2015) (See Appendix A). V’s case aligns with the guidance from the National Institute for Health and Care Excellence (2009), which emphasises the importance of clearly defining the roles and responsibilities of health and social care professionals involved in her care. It also highlights the need for a crisis plan tailored to her specific triggers and effective self-management strategies. Given V's history of emotional instability and impulsive coping mechanisms, developing such a plan, along with providing clear access to out-of-hours support and crisis teams, would be crucial in helping her manage her condition more effectively and prevent further crises.  A support plan encompassing helplines for impulsive behaviours such as self-harm, suicidal ideations and binge eating alongside DBT with a trained practitioner will be a suitable holistic approach for the alleviation of V’s symptoms.  



[bookmark: _Toc197627481]Conclusion

The case of V exemplifies the intricate interplay between early childhood trauma, emotional dysregulation, and impulsive behaviours, which are characteristic features of EUPD. Although her diagnosis provides a framework for understanding her ongoing challenges, it simultaneously emphasises the urgent necessity for structured, evidence-based interventions that comprehensively address the emotional and behavioural facets of her condition. DBT, distinguished by its dual focus on acceptance and change, emerges as a robust and empirically validated approach to assisting V. By specifically targeting fundamental deficits in emotion regulation, distress tolerance, mindfulness, and interpersonal effectiveness, DBT can disrupt the maladaptive cycles that pervade V’s life while promoting long-term emotional resilience. Nonetheless, the rigorous demands of the therapy, coupled with V’s variable anxiety levels, history of trauma, and potential engagement issues, indicate that treatment protocols must be meticulously tailored to accommodate her capacities and needs. Integrating DBT with a broader array of support systems, self-help methodologies, and collaborative care planning is paramount in enhancing V’s clinical outcomes and fostering sustained recovery. This case study underscores the significance of flexible, person-centred methodologies within mental health care, thereby reinforcing the continued application and evolution of DBT in the treatment of individuals afflicted with EUPD.
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IMPROVE the Moment

distress tolerance skills

Distressing situations do not always have quick solutions. When this is the case, there might be no choice
but to sit with uncomfortable emotions and wait for them to pass. The IMPROVE acronym outlines skills for
improving the moment, making it easier to tolerate these situations.

Imagery

Imagine a peaceful place far from your worries. What are the sights, sounds, and smells you
notice? Alternatively, vividly envision the best possible resolution of your current challenge.

Use each sense to imagine relaxing on a beach. Visualize a stressful conversation going well.

Is there any meaning you can find or create from your situation? Reflect on ways you can use
your current experience to gain insight or help others.

Name any positive aspects of your struggle. List the ways you can grow from this experience.

Prayer

Use prayer to accept what you cannot control or seek guidance on navigating a difficult
situation. Connect with a higher power or your own wise mind.

Say a prayer. Repeat a mantra. List five things you're grateful for. Meditate.

Relaxation

Find a quiet place where you can practice a relaxation technique of your choice. If you notice
your attention wandering back to your worries, gently bring it back to your practice.

Practice deep breathing. Use progressive muscle relaxation. Stretch. Practice yoga.

One thing in the moment

Immerse yourself in a simple or repetitive activity that requires your full engagement. This
could be a household chore or a mental task like counting or memorizing.

Pull weeds. Organize your clothes. Memorize a poem. Count backward from 100.

Vacation

Take a short break from your worries and do something fun or nourishing. This can refresh
you and lead to a fresh perspective when you resume your day.

Call a good friend. Go on hike. Read something that interests you. Watch a favorite movie.

Encouragement

Practice being your own best advocate by repeating words of support to yourself. Be sure to
select a phrase that feels authentic and motivates you to keep going.

“I got this!” “This too shall pass.” “I survived before, and I'll survive again.” “I'll be OK.”
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IMPROVE the Moment

distress tolerance skills

Instructions: Choose a specific situation you find distressful, or that you found distressful in the past.
Reflect on how you can apply each of the IMPROVE skills to help you cope.

'd N\
Imagery: Imagine and describe what it's like to be in a beautiful place where you're at peace.

Meaning: Describe the meaning you can find or create in your uncomfortable situation.

Prayer: Describe a prayer or meditation you can practice in this moment.

Relaxation: List relaxation strategies to try, such as breathing deeply or listening to music.

One thing in the moment: What is a simple but engaging activity you can focus on?

Vacation: List two ways you can take a break from your worries.

Encouragement: Select an affirmation, write it here, and then repeat it to yourself several times.
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