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Develop a critical case study report choosing one of the simulated scenarios below and applying only one of the following New Cognitive Approaches.
Dialectical Behaviour therapy – personality disorder.
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Abstract
This case study focuses on V, a young adult diagnosed with Emotionally Unstable Personality Disorder, who struggles with self-harming, impulsivity, and emotional dysregulation. The aim of this case study is to assess the effectiveness of Dialectical Behaviour Therapy (DBT) as an intervention for managing V’s symptoms. Through a review of relevant research and DBT’s core components, including individual psychotherapy, skills training, and distress tolerance techniques, this study explores the potential for DBT to reduce harmful behaviours and improve emotional regulation. Findings suggests that DBT could provide V with the necessary tools to regulate her emotions, adopt healthier coping mechanisms, and improve her overall well-being.










1. Introduction

This case study examines V, a young adult diagnosed with Emotionally Unstable Personality Disorder (EUPD), who demonstrates a persistent reliance on harmful coping mechanisms, including self-harm, comfort eating, impulsive spending, and in more severe instances, intentional overdoses. These maladaptive coping strategies serve as temporary distractions from her severe mood fluctuations and suicidal ideation but ultimately exacerbate her emotional instability. These impulsive and self-destructive behaviours are typically followed by intense feelings of guilt and shame, creating a detrimental cycle of emotional dysregulation and harmful coping. This persistent pattern appears to have originated in early childhood during her time in foster care, and she is yet to identify an effective treatment that enables her to regulate her emotions and adopt healthier coping strategies. Therefore, this case study aims to critically evaluate the suitability and effectiveness of Dialectical Behaviour Therapy (DBT) as a therapeutic intervention to support V in managing her symptoms, developing healthier coping strategies, and enhancing emotional regulation. 
Dialectical Behaviour Therapy (DBT) is a structured psychotherapeutic intervention commonly used in the treatment of individuals diagnosed with borderline personality disorder (BDP) and those experiencing severe suicidal ideation (Gillespie et al., 2022). This approach was developed based on Bandura’s (1969) Social Learning Theory, which proposes that behaviours are learned through observation and imitation of others and maintained through reinforcement (Linehan & Wilks, 2015; Shorey et al., 2008). Marsha Linehan (1993 ) developed DBT from cognitive-behavioural principles as a targeted intervention for parasuicidal behaviours, defined as intentional, acute self-harming acts that may occur with or without suicidal intent (May et al., 2016). The DBT framework addresses these symptoms by promoting the replacement of harmful behaviours with healthier coping skills, such as emotional regulation, distress tolerance, and mindfulness (May et al., 2016). DBT consists of individual psychotherapy sessions, in which a hierarchy of treatment is established, and behavioural interventions, such as diary cards, behavioural analysis, and the rehearsal of skills are introduced. In addition to individual therapy, patients participate in group skills training, where they can learn from one another, practice newly acquired skills and engage in mindfulness exercises. DBT also incorporates telephone coaching, which supports patients in applying these skills to real-life situations in place of harmful behaviours. However, to avoid reinforcing harmful responses, patients are not allowed to contact their therapist for 24 hours following incidents of extreme self-harm (Tan et al., 2022). The standard duration of DBT treatment is approximately one year, however, this may vary depending on the individual needs and progress of each patient. 
DBT was selected as a potentially suitable intervention for V, given the nature of her current coping strategies and emotional difficulties. Her history of suicidal ideation, overdose attempts, and ongoing self-harming behaviours suggests that she is a suitable candidate for DBT, provided she is willing to engage with the acceptance-based components and commit to developing healthier coping strategies. This case study will examine the therapeutic components of DBT in greater depth, applying them to V’s experiences, and critically evaluating the suitability of the approach. It will also incorporate a critique of the approach, examine supporting empirical evidence, and provide relevant recommendations. 
2. Main body

2.1 Consideration of underlying processes and mediators of the therapeutic components
V's frequent engagement self-harm and impulsive behaviours is consistent with the clinical presentation of borderline personality disorder, with research indicating that roughly 90% of adults with BPD engage in nonsuicidal self-injury (NNSI), compared to only 6% of the general adult population (Reichl & Kaess, 2021). Impulsivity, a core feature of borderline personality disorder, is strongly associated with self-harm and suicidal behaviours, as well as other maladaptive coping mechanisms such as impulsive spending and disordered eating, all of which are present in V’s case. Deliberate self-harm is understood to serve as an emotional regulation function, typically emerging in response to underlying emotional dysregulation (Terzi et al., 2017). V's case reflects significant emotional instability, characterised by her poor coping mechanisms, emotional dysregulation, and unpredictable mood fluctuations. Given the severity of her symptoms, pharmacological treatment alone is unlikely to provide sufficient therapeutic benefit. Therefore, a structured and evidence-based psychological intervention such as Dialectical Behaviour Therapy (DBT) is essential to support her emotional regulation, enhance behaviour control, and promote overall psychological well-being.  


2.2 Knowledge of presenting issues and theoretical approach.
V experiences significant mood fluctuations, which have resulted to multiple hospitalisations over the past year. She engages in frequent self-harming behaviours, episodes of binge or comfort eating, impulsive spending, and has a history of multiple  overdose attempts. V has been diagnosed with Emotionally Unstable Personality Disorder (EUPD), also known as borderline personality disorder (BDP). According to NHS guidelines, EUPD/BPD is characterised by emotional instability (affective dysfunction), disturbances in thinking or perception, impulsive behaviour, and intense yet unstable interpersonal relationships (NHS, 2022). Individuals with this diagnosis often experience rapid mood shifts, which can result in suicidal thoughts (NHS, 2022).
 Borderline personality disorder is believed to result from the interaction of genetic predispositions and environmental factors, particularly adverse childhood experiences (ACEs). Studies suggest that personality disorders, including BPD, have an estimated hereditability of approximately 40% (Chapman et al., 2024). However, V’s family history remains unknown, though her upbringing in foster care suggests an increased likelihood of exposure to ACEs, which could have significantly impacted her emotional and social development (Chapman et al., 2024). ACEs include factors such as parental loss, family separation or incarceration, poverty, abuse (emotional, physical or sexual), neglect, or exposure to traumatic events such as domestic violence (Schulze et al., 2022).  A national study from the 2011-2012 National Survey of Children’s Health found that children in foster care are more likely exposed to be exposed to adverse childhood compared to their peers not in foster care, further indicating the importance of these factors in shaping emotional outcomes (Turney & Wildeman, 2017). 
In addition to ACEs, environmental factors such as prolonged exposure to fear, distress, neglect, and unmet emotional or physical needs are commonly associated with the development of BPD (NHS, 2022). Furthermore, the lack of consistent social support, trust, and interaction with primary caregivers, common in foster care settings, can contribute to the development of insecure attachment patterns, which may underlie relational difficulties observed in BPD (Fisher & Kim, 2008). 

2.3 Application of the approach with the case study.
Dialectical behaviour therapy consists of four core components: Skill training groups, individual psychotherapy, telephone coaching, and the therapist consultation team. The skills training group addresses behavioural deficits commonly associated with BPD, such as fear of abandonment, emotional liability, impulsivity, and an unstable sense of self (May et al., 2016; Tan et al., 2022). This group-based intervention focuses on four key modules: mindfulness, interpersonal effectiveness, emotional regulation, and distress tolerance. The mindfulness module develops present-moment awareness, encourage single task focus, and fosters a non-judgemental and accepting attitude. The interpersonal effectiveness module aims to teaching essential social skills that may have been underdeveloped due to early attachments disruptions. This includes managing interpersonal conflict and maintaining healthy, reciprocal relationships. The emotion regulation module provides individuals with strategies to identify, understand, and manage their emotional responses while encouraging the adoption of safe and adaptive coping mechanisms. The distress tolerance module, particularly relevant in V’s case, equips individuals with techniques for endure emotional crises without resorting to their usual maladaptive behaviours. These include self-soothing strategies, distraction techniques, and cognitive reframing to promote more rational and balanced thinking during times of acute distress (May et al., 2016; Tan et al., 2022). Given V’s background, it is likely that she has lacked consistent role models who demonstrate healthy emotional behaviours or reliable sources of support or guidance during times of need. 
	The individual psychotherapy sessions are a critical component of DBT, especially for V. These sessions offer a stable therapeutic relationship within which she can explore strategies to manage suicidal ideation and self-harming behaviours. Individual therapy also targets therapy-interfering behaviours and unresolved trauma that may influence current emotional responses. However, the effectiveness depends on V’s active participation and commitment to behavioural change. 
The telephone coaching component provides real-time support during emotionally intense situations, helping V apply DBT skills in moments of distress. This support allows the therapist to validate her experiences and offer immediate guidance. However, access to this support is only available if V has not already engaged in any parasuicidal behaviour to avoid reinforcement of those actions (May et al., 2016). 
The therapeutic process is structured through a collaboratively developed treatment hierarchy (Linehan & Wilks, 2015). For V’s, stage 1 would focus on stabilisation by identifying emotional triggers for self-harming behaviours, increasing emotional awareness, and regaining behavioural control. The aim is to support V in gradually reduce maladaptive behaviours such as self-harm and impulse spending. Expecting V to stop these behaviours immediately may increase the risk of relapse or feelings of failure. Stage 2, often termed the “quiet desperation”, encourages the full experience of emotions, which may bring unresolved trauma to the surface.  At this stage, V would have already begun implementing healthier coping mechanisms. Stage 3 targets the reduction of general life problems that interfere with everyday functioning, while stage 4 promotes a sense of fulfilment and emotional completeness, enabling V to engage more fully with her life and relationships (Linehan & Wilks, 2015). 

2.4 Critiques of the approach.
Dialectical behaviour therapy is a high-intensity and demanding intervention, that places substantial pressure on both patients and therapists. The standard DBT programme typically involves participation in two sessions per week, which can be particularly challenging for individuals with BPD due to the characteristic emotional instability, impulsivity and mood fluctuations (Reddy & Vijay, 2017). Sustaining this level of engagement over the course of a year may be unrealistic for many individuals, especially when balanced against other personal responsibilities. 
From a clinical perspective, DBT’s structure also imposes significant challenges. Therapists often have multiple DBT cases, and the expectation of 24-hour availability for telephone coaching can lead to increased workload pressure and a heightened risk of burnout (Reddy & Vijay, 2017). This model of care, while supportive to patients, may reduce overall service capacity and strain the already limited mental health resources. 
Access to DBT remains a major barrier. It is not typically available through public healthcare services, leading to those seeking treatment having to rely on private organisations, which can be financially impossible for many. The limited number of DBT professionals and available clinics make it difficult to provide such services. Carmel et al. (2015) reported that DBT clinicians often feel unsupported by mental health services, and the intervention is often overlooked in favour of more commonly used treatments that require fewer resources. 

2.5 Current research
	Despite some criticisms of DBT, a growing body of research supports its effectiveness for individuals like V who experience self-harming behaviours, mood disorders, and borderline personality disorder. A systematic review by Hernandez-Bustamante et al. (2024), which analysed data from over 18 randomised controlled trials, involving 1,755 participants, found that DBT significantly reduced suicidal ideation and self-harm in individuals with BPD. Participants also reported a decrease in depressive symptoms, impulsivity, mood instability and hospitalisation rates over time (Hernandez-Bustamante et al., 2024). 
Similarly, Davenport et al. (2010) conducted a study comparing individuals before and after undergoing DBT to examine behavioural changes and the underlying mechanisms of the intervention. Using self-report questionnaires, the researchers found that participants in the pre-treatment group scored significantly lower on measures of agreeableness, conscientiousness, and self-control compared to those in the post-treatment group. These findings suggest that DBT is associated with improvements in key areas of psychological functioning. 
	Further evidence of DBT’s long-term effectiveness comes from Bosch et al. (2005) who conducted a follow-up assessment six months after participants completed a 52-week DBT programme. Participants were divided into a DBT group or a treatment-as-usual (TAU) group. Results showed that the DBT group maintained lower levels of impulsive and self-harming behaviours compared to those in the TAU group at the six-month follow-up. At an 18-month follow-up, the DBT group showed no signs of behavioural relapse and continued to demonstrate greater reduction in alcohol use compared to the TAU group. 
These outcomes support the lasting benefits of DBT in managing a wide range of behavioural and emotional challenges. 

2.6 Recommendations or implications of the approach for the scenario.
	Given V’s current psychological difficulties and presenting symptoms, initiating DBT has the potential to significantly improve emotional stability and overall quality of life. Although the demanding nature of DBT may pose challenges, particularly for individuals with emotional dysregulation, the structure and consistency it offers could be valuable for V. Additionally, the group component of the therapy may help V feel less isolated, offering opportunities to connect with others experiencing similar struggles and develop a sense of shared understanding. 
V is currently prescribed antidepressants, which, when combined with DBT, may offer a more comprehensive approach to managing the emotional intensity of therapy. However, the success of this intervention depends on the V’s willingness to actively participate and commit to long-term behavioural change. While barriers such as accessibility, financial cost, and the length of treatment are important considerations, the benefits of DBT appear to outweigh these limitations in V’s case. 
Research consistently highlights DBT’s effectiveness for individuals with borderline personality disorder and suicidal ideation, showing reductions in impulsivity and low relapse rates following treatment. Therefore, DBT represents a highly appropriate and evidence-based option for addressing V’s current challenges and fostering meaningful personal growth. 

3. Conclusion
V is a young adult diagnosed with Emotionally Unstable Personality Disorder (EUPD), also referred to as Borderline Personality Disorder (BPD). She presents with a range of high-risk behaviours, including self-injury, impulsive spending, and multiple intentional overdoses. This case study aimed to evaluate the suitability and effectiveness of a therapeutic intervention tailored to address her complex symptoms. Dialectical behaviour Therapy (DBT) was selected due to its structured, evidence-based framework aimed at reducing harmful behaviours and promoting the development of more adaptive coping strategies (May et al., 2016). DBT supports individuals in developing core skills in emotional regulation, distress tolerance, and cognitive restructuring, to equip individuals like V with the skills necessary to manage challenging emotional experiences and navigate real-world challenges more effectively. Considering V’s history and presenting challenges, DBT appears to offer a promising intervention that could significantly contribute to her emotional stability and overall-wellbeing. 
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