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Abstract 

Introduction: Cognitive Behavioral Therapy (CBT) is an evidence-based psychotherapy for a broad 

range of mental-health conditions. Dialectical Behavior Therapy (DBT), originally developed for 

borderline personality disorder, includes skills that may complement CBT when emotional 

dysregulation, distress intolerance, and interpersonal difficulties are prominent. This case report 

describes the integration of selected DBT skills within standard CBT for a young adult with anxious-

depressive symptoms. 

Methods: A 21-year-old woman received weekly CBT over 10 months. Selected DBT skills 

included Check the Facts, Wise Mind ACCEPTS, and Opposite Action with Problem Solving. 

Outcomes were assessed before treatment and at 10 months using the Attachment Style 

Questionnaire (ASQ), Borderline Personality Inventory (BPI), and Beck Depression Inventory 

(BDI). Changes were interpreted descriptively because this was an uncontrolled single-case report. 

Results: The normalized BPI total score decreased from 0.25 to 0.19, with lower scores for identity 

diffusion, primitive defenses, and fear of fusion; impaired reality testing increased from 0.03 to 0.13. 

ASQ scores showed increased confidence, lower discomfort with closeness, lower preoccupation 

with relationships, and lower endorsement of relationships as secondary, while need for approval 

increased slightly. The BDI changed from a baseline score above 20 to a post-treatment score 

below 8. The patient resumed her studies and completed her degree. 

Conclusions: The integrated intervention was associated with improvement across several self-

reported domains over 10 months. However, the single-case design, reliance on self-report 

measures, and absence of a comparison condition prevent causal conclusions and do not isolate 

the specific contribution of DBT skills. Controlled studies are required. 

Keywords: Anxiety; Beck Depression Inventory; Case Report; Cognitive Behavioral Therapy; 

Dialectical Behavior Therapy; Emotional Regulation. 
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INTRODUCTION 

Cognitive Behavioral Therapy (CBT) is a structured psychological treatment supported by extensive evidence 

across anxiety, depressive, eating, obsessive-compulsive, trauma-related, sleep, personality, and psychotic disorders 

[1-15]. Although CBT includes several theoretical models and disorder-specific protocols, its central premise is that 

emotional distress is maintained by reciprocal relationships among cognitions, emotions, physiological responses, and 

behavior [2-4]. 

Beck’s cognitive model emphasizes the identification of automatic thoughts, underlying beliefs, and recurrent 

cognitive distortions that shape emotional and behavioral responses [16-19]. Treatment typically combines 

collaborative case formulation, cognitive restructuring, behavioral experiments, exposure, problem solving, and skills 

practice. The approach is adapted to the patient’s presenting difficulties and functional goals. 

Dialectical Behavior Therapy (DBT), developed by Linehan, is a cognitive-behavioral treatment originally designed 

for borderline personality disorder [20,21]. DBT skills training is organized around mindfulness, emotion regulation, 

interpersonal effectiveness, and distress tolerance [20-22]. These skills may also be clinically useful outside a full DBT 

programme when incorporated transparently into an individualized CBT formulation. However, the effectiveness of 

such integration cannot be established from a single case. 

This report describes a 10-month course of standard CBT supplemented with selected DBT skills in a young adult 

presenting with anxious-depressive symptoms, perfectionistic standards, interpersonal concerns, and difficulties in 

emotion regulation. The aim is to document the clinical formulation, intervention, and pre- to post-treatment changes 

while acknowledging the methodological limitations of a case report. 

CASE REPORT AND METHODS 

Clinical presentation 

“Anna” (pseudonym) was a 21-year-old university student and the eldest of three siblings. She sought psychological 

treatment because of sleep disturbance, difficulty concentrating, anxiety, depressed mood, and a decline in academic 

functioning. The clinical history suggested persistent pressure to fulfil the role of the “good daughter,” with high 

expectations regarding academic achievement and family responsibility. 

Relevant vulnerability factors included a family environment characterized by recurrent parental conflict, possible 

untreated mood difficulties in the mother, and an invalidating communication style in which problems were emphasized 

and achievements were often minimized. Additional stress followed the pregnancy of her 17-year-old brother’s partner. 

Anna temporarily moved to her maternal grandparents’ home to reduce conflict and focus on her studies, although this 

did not resolve the underlying family and interpersonal difficulties. 

Presenting symptoms included difficulty falling asleep and non-restorative sleep; performance anxiety; rumination 

and difficulty relaxing; emotional eating, grazing, and fear of weight gain; perfectionistic rigidity and very high academic 

standards; difficulty recognizing and regulating emotions; and marked sensitivity to interpersonal evaluation. No 

diagnosis of borderline personality disorder was made on the basis of the BPI, which was used only as a descriptive 

assessment of selected personality-functioning dimensions. 
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Figure 1. Map of presenting symptoms. 

 

Treatment plan 

Weekly CBT was conducted for 10 months. The intervention focused on current patterns of thoughts, emotions, 

physiological arousal, and behavior, while also examining how earlier relational experiences contributed to enduring 

beliefs about self-worth, performance, responsibility, and approval. A strong therapeutic alliance and collaborative 

formulation supported treatment engagement. 

Core CBT strategies included the ABC model, identification of automatic thoughts and underlying beliefs, emotion 

labeling, cognitive restructuring, behavioral activation, problem solving, and enhancement of metacognitive skills such 

as differentiation and decentration. The patient used a structured diary to record activating events, beliefs, emotional 

and behavioral consequences, and alternative interpretations [16]. 

Integration of selected DBT skills 

Because interpersonal conflict, emotional reactivity, and performance-related distress remained clinically relevant, 

selected DBT skills were integrated into the CBT plan. This was not a full DBT programme and did not include all 

standard treatment modes. 

Check the Facts. The patient learned to distinguish observable facts from interpretations and predictions, evaluate 

whether emotional intensity was proportionate to the situation, and select actions based on the available evidence. 

Wise Mind ACCEPTS. Distress-tolerance and mindfulness strategies were used to acknowledge present reality without 

judgment, redirect attention when arousal was high, and create sufficient psychological distance to prevent impulsive 

or avoidant responses. 

Opposite Action and Problem Solving. When emotional urges were inconsistent with treatment goals or objective facts, 

the patient practiced behavior opposite to the urge. When emotions were justified, structured problem solving was 

used to define the problem, generate alternatives, weigh advantages and disadvantages, implement a plan, and review 

the outcome. 

Assessment instruments 

Pre-treatment assessment (T0; 16 June 2021) and post-treatment assessment (T1; 18 April 2022) included the 

Attachment Style Questionnaire (ASQ), Borderline Personality Inventory (BPI), and Beck Depression Inventory (BDI). 
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The instruments were used to monitor change and were interpreted in conjunction with the clinical assessment rather 

than as stand-alone diagnostic tests. 

Borderline Personality Inventory. The BPI is a 53-item self-report instrument developed from Kernberg’s concept of 

borderline personality organization and evaluates identity diffusion, primitive defenses, impaired reality testing, and 

fear of fusion [24]. The submitted dataset contained normalized subscale and total scores; therefore, the findings are 

reported descriptively and should not be interpreted as a categorical diagnosis. 

Attachment Style Questionnaire. The ASQ is a 40-item self-report questionnaire scored on a six-point Likert scale. It 

assesses confidence, discomfort with closeness, need for approval, preoccupation with relationships, and relationships 

as secondary [23,26]. 

Beck Depression Inventory. The BDI is a 21-item self-report measure of depressive symptom severity [25,29]. In the 

clinical records available for this report, the baseline score was reported as above 20 and the post-treatment score as 

below 8; exact raw scores were not available in the submitted dataset. 

Ethical considerations 

The case report was prepared in accordance with applicable Italian data-protection requirements, including 

Legislative Decree 196/2003 as amended by Legislative Decree 101/2018, Regulation (EU) 2016/679, and the Code 

of Ethics of Italian Psychologists. Written informed consent for treatment and processing of personal data was obtained 

before data collection. The patient is described using a pseudonym, and potentially identifying information has been 

omitted. 

RESULTS 

BPI outcomes 

Normalized BPI scores decreased for identity diffusion (0.37 to 0.33), primitive defenses (0.29 to 0.21), fear of fusion 

(0.17 to 0.04), Cut-20 (0.30 to 0.27), and the total score (0.25 to 0.19). Impaired reality testing increased from 0.03 to 

0.13. Because no inferential analysis was performed, these values indicate descriptive change only. 

Figure 2. Normalized Borderline Personality Inventory scores before treatment (T0) and after 10 months (T1). 
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ASQ outcomes 

ASQ confidence increased from 47.9 to 50.0, while discomfort with closeness decreased from 68.3 to 65.0. 

Preoccupation with relationships decreased from 64.3 to 33.3, and relationships as secondary decreased from 81.3 to 

58.3. In contrast, need for approval increased from 35.7 to 40.5. The pattern therefore did not reflect uniform 

improvement across all attachment-related domains. 

Figure 3. Attachment Style Questionnaire scores before treatment (T0) and after 10 months (T1). 

 

Depressive symptoms and functional outcome 

The BDI changed from a baseline value reported as above 20 to a post-treatment value below 8. The patient also 

reported improved psychological well-being, resumed her university studies, completed her degree, and began 

considering employment opportunities. These functional outcomes were clinically relevant but were not independently 

verified and cannot be attributed to a specific treatment component. 

DISCUSSION 

Over the 10-month observation period, the integrated CBT intervention was associated with descriptive 

improvement in depressive symptoms, several BPI dimensions, relationship preoccupation, and the tendency to view 

relationships as secondary. The patient also achieved important functional goals. The increase in impaired reality 

testing on the BPI and the slight increase in need for approval on the ASQ demonstrate that the outcome pattern was 

mixed rather than uniformly positive. 

The clinical formulation suggested that performance anxiety and depressive symptoms were maintained by 

perfectionistic standards, self-criticism, rumination, interpersonal sensitivity, and limited emotion-regulation strategies. 

CBT methods supported the identification and reappraisal of dysfunctional beliefs, whereas selected DBT skills 

provided structured strategies for distress tolerance, emotion regulation, and action selection. The patient reported 

particular benefit from generating alternative hypotheses through Check the Facts, reducing judgment through 

acceptance-based work, and using Opposite Action to increase goal-directed and rewarding behavior. 

The case is consistent with the broader clinical rationale for flexible, formulation-based psychotherapy and the 

integration of evidence-informed techniques [30-35]. Nevertheless, the present data do not demonstrate that adding 

DBT skills was superior to CBT alone. Changes may have reflected nonspecific therapeutic factors, regression to the 
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mean, life events, expectancy effects, or the natural course of symptoms. The findings should therefore be regarded as 

hypothesis-generating rather than evidence of efficacy. 

Future studies should use clearly specified treatment protocols, repeated measurements, validated diagnostic 

interviews, and controlled designs. Research should also examine which patients benefit from selected DBT skills, 

whether improvements are maintained after treatment, and how integrated interventions can be delivered in public 

mental-health services without diluting treatment fidelity [36-40]. 

Strengths and limitations 

A strength of the report is the detailed description of the case formulation, intervention components, and pre- to 

post-treatment assessment across several domains. Important limitations include the single-patient uncontrolled design, 

reliance on self-report measures, absence of repeated measurements during treatment, lack of independent outcome 

assessment, incomplete raw BDI data, and no post-treatment follow-up beyond the 10-month assessment. The BPI 

scores were normalized and should not be used to infer a personality-disorder diagnosis. The contribution of DBT skills 

cannot be separated from standard CBT or the therapeutic relationship. 

CONCLUSIONS 

In this case, weekly CBT supplemented with selected DBT skills was associated with reduced depressive 

symptoms, improvement in several self-reported domains, and recovery of academic functioning over 10 months. 

Some measures changed in an unfavorable direction, and the design does not permit causal conclusions. The report 

supports further investigation of transparent, formulation-based integration of DBT skills within CBT, using controlled 

methods and longer follow-up. 
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