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INTRODUCTION

Dialectical Behavior Therapy (DBT) is a structured, evidence-based treatment originally developed for individuals with borderline personality disorder
(BPD)  and  chronic  emotion  dysregulation.  A  cornerstone  of  effective  DBT  is  the  case  conceptualization—a working  hypothesis  that  organizes  a
client’s difficulties through the lens of the DBT biosocial model. A well-constructed DBT case conceptualization example illuminates how a client’s
specific problems are maintained by a transaction between biological vulnerability and an invalidating environment. It also guides every therapeutic
decision:  what  to  target  first,  which  dialectical  strategies  to  emphasize,  and  how to  balance  acceptance  and  change.  In  this  article,  we  provide  a
detailed DBT case conceptualization example for a fictional client, walking through each component so that clinicians, students, and anyone curious
about DBT can see how theory translates into practice.

WHAT IS A DBT CASE CONCEPTUALIZATION?

A DBT case conceptualization is a systematic framework for understanding a client’s presenting problems in the context of the biosocial theory,
which posits that BPD and related disorders arise from a biological predisposition toward emotional vulnerability combined with an invalidating
environment that fails to teach skills for regulation. The conceptualization includes:

Biological vulnerability: high sensitivity to emotions, high emotional reactivity, and slow return to baseline.
Invalidating environment: a context that rejects, punishes, or dismisses emotional expression, leading the individual to rely on extreme
behaviors (self-harm, substance use, avoidance) to cope.
Dialectical dilemmas: patterns of vacillation between opposites (e.g., emotional dysregulation vs. emotional inhibition; active passivity vs.
apparent competence).
Stage of treatment: Stage 1 focuses on stabilizing life-threatening behaviors, therapy-interfering behaviors, and quality-of-life behaviors.
Primary targets: decreasing impulsive and dysregulated behaviors while increasing skillful behaviors.

Every DBT case conceptualization example must be tailored to the individual client, yet it follows these core principles. By the end of this article, you
will see how we apply each element to a realistic case.

CORE PRINCIPLES OF DBT CASE CONCEPTUALIZATION

Before diving into the example, it is helpful to review the principles that underpin any DBT case conceptualization. These principles ensure that the
conceptualization is both accurate and useful:

Validation is the foundation. The conceptualization must acknowledge the client’s struggle as understandable given their history and1.
biology. Without validation, the change-based interventions of DBT will feel punitive.
Dialectics guide every formulation. The conceptualization should identify polarities (e.g., wanting connection vs. pushing others away) and2.
then suggest a synthesis that moves the client toward middle ground.
Emphasis on behavior—not diagnosis. The conceptualization focuses on specific behaviors (self-harm, binge eating, avoidance) that can be3.
targeted, measured, and replaced with DBT skills.
Tiered targeting. Life-threatening behaviors come first, then therapy-interfering, then quality-of-life interfering, and finally skill-building for a4.
“life worth living.”
Collaborative and evolving. The case conceptualization is shared with the client in a transparent way, and it changes as new information5.
emerges.

DBT CASE CONCEPTUALIZATION EXAMPLE: “SARAH”

Let’s bring these principles to life with a detailed DBT case conceptualization example for a client we’ll call Sarah. Sarah is a 29-year-old single woman
who works as a paralegal. She initially sought therapy after a series of impulsive overdoses that led to emergency room visits. She reports chronic
feelings  of  emptiness,  tumultuous  relationships,  and  explosive  anger  that  she  later  regrets.  The  following  sections  break  down  her  case
conceptualization step by step.

Client Background and Presenting Problem
Sarah describes a childhood marked by emotional neglect. Her mother was critical and dismissive (“You’re too sensitive; just get over it”), while her
father was absent. Sarah learned early that expressing distress led to punishment or shaming. As an adult, Sarah experiences intense waves of
sadness and rage multiple times a day. She engages in self-harm (cutting) and has made several low-lethality suicide attempts. She often binge

drinks to numb her emotions. Her relationships are volatile: she idealizes new partners, then devalues them when she feels slighted, which triggers
abandonment fears. She is currently in a romantic relationship that she describes as “on and off” with a partner who is also unpredictable.
Sarah meets criteria for borderline personality disorder, but her symptoms also include features of depression, anxiety, and intermittent explosive
disorder. Her primary treatment goals are to “stop feeling so out of control” and to “stop destroying my relationships.”

Biosocial Model Analysis
Using the biosocial theory, we analyze Sarah’s biological vulnerability and environmental history:

Emotional vulnerability: Sarah has always been “highly sensitive.” She cried easily as a child, had difficulty calming down, and felt
overwhelmed by normal stressors. This suggests a biological predisposition to high emotional sensitivity and slow recovery.
Invalidating environment: Sarah’s mother repeatedly criticized her emotions, told her she was “overreacting,” and punished her for crying.
Her father was absent. She grew up believing her feelings were wrong or crazy. This invalidation prevented her from learning healthy emotion
regulation skills.
Resulting dysfunction: The transaction between her biology and environment led to emotional dysregulation. Sarah oscillates between
suppressing emotions (which later erupt) and expressing them in extreme ways. She never learned to trust her own emotional responses, so
she relies on external validation or impulsive behaviors to manage distress.

Dialectical Dilemmas Identified
DBT identifies three common dialectical dilemmas for individuals with BPD. Sarah exhibits all three to varying degrees:

Emotional dysregulation vs. emotional inhibition: Sarah often swings from explosive anger (dysregulation) to complete withdrawal and1.
numbness (inhibition). She may cut herself to release tension, then berate herself for being weak.
Active passivity vs. apparent competence: At work, Sarah appears capable and composed (apparent competence). In her personal life, she2.
often waits for others to solve her problems or fix her mood (active passivity). This confusion leads to resentment when others do not meet her
unspoken needs.
Unrelenting crisis vs. inhibited grieving: Sarah seems to perpetually live in a state of crisis—lost phone, fight with partner, suicidal3.
thoughts—yet she rarely allows herself to fully grieve past losses or acknowledge her own deep pain. She shifts from one crisis to the next to
avoid the emptiness underneath.

Primary Treatment Targets (Stage 1)
In  DBT,  Stage  1  treatment  targets  are  prioritized  in  a  specific  order.  Sarah’s  case  conceptualization  outlines  the  following  targets,  with  the  most
urgent listed first:

Life-threatening behaviors: Self-harm (cutting), suicide attempts (overdoses). Target: Eliminate all self-injurious and suicidal behavior.
Therapy-interfering behaviors: Canceling sessions after fights with boyfriend, showing up intoxicated, threatening to quit therapy when
upset. Target: Identify and reduce behaviors that interfere with treatment itself.
Quality-of-life interfering behaviors: Binge drinking, impulsive spending, frequent arguments with coworkers, chronic sleep deprivation.
Target: Replace these with skills that improve daily functioning.
Skill acquisition and generalization: Sarah needs to learn and apply DBT skills—especially distress tolerance (to replace self-harm), emotion
regulation (to reduce intensity and frequency of emotional spikes), interpersonal effectiveness (to stabilize relationships), and mindfulness (to
increase awareness of choices).

A complete DBT case conceptualization example would also include a specific behavioral chain analysis for a recent self-harm episode, but here we
summarize the key links: Sarah feels rejected after her partner does not respond to a text; she tries to suppress the hurt (emotional inhibition); the
urge to cut builds; she cuts because it provides immediate relief (positive reinforcement in the short term, but negative long-term consequences);
afterward, she feels shame (further invalidation). This cycle is maintained by her inability to tolerate the intense emotional pain without resorting to
self-harm.
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Case Formulation Summary
Putting it all together, Sarah’s DBT case conceptualization can be expressed as follows:
Sarah is a woman with a biologically sensitive nervous system who was raised in an invalidating environment that taught her that
her  emotions  are  unacceptable.  As  a  result,  she  never  developed adaptive  emotion regulation  skills.  She now fluctuates  between
emotional  inhibition  (stonewalling,  numbing)  and  extreme  dysregulation  (rage,  self-harm).  Her  impulsive  behaviors  are
understandable attempts to manage unbearable emotional pain, but they create more chaos, invalidating her own experience
further. The goal of DBT Stage 1 is to first stop the life-threatening behaviors (self-harm, overdoses) by teaching distress tolerance
skills, then to reduce therapy-interfering and quality-of-life behaviors, while simultaneously building motivation and reinforcing
skillful  behavior.  The  central  dialectic  for  Sarah  is  finding  a  balance  between  accepting  her  emotional  sensitivity  (validation)  and
pushing herself to learn new skills (change).

HOW TO USE THE CASE CONCEPTUALIZATION IN TREATMENT

A DBT case conceptualization example like this is not just an academic exercise—it guides actual therapy. Here is how a DBT clinician would use
Sarah’s conceptualization:

Individual therapy sessions: The therapist refers back to the biosocial model to validate Sarah’s struggles. When Sarah says “I’m a failure for
cutting,” the therapist might respond, “Your urge to cut is completely understandable given your history—you learned that this was the only
way to survive intense pain. Now we can work on replacing it with something more effective.”
Skills training groups: The conceptualization helps prioritize which skills are most needed. Sarah practices distress tolerance (self-soothe,
TIPP skills) early on. Once self-harm is reduced, the group focuses on emotion regulation and interpersonal effectiveness.
Phone coaching and milieu management: The therapist uses the conceptualization to anticipate Sarah’s crises—e.g., after an argument
with her partner, the therapist expects an urge to self-harm and encourages a phone call for coaching before the behavior occurs.
Consultation team: The treatment team uses the conceptualization to maintain a dialectical perspective. If one therapist feels frustrated with
Sarah’s apparent competence (she seems fine one week, then suicidal the next), the team reminds themselves of the underlying vulnerability
and the dilemma of active passivity.

COMMON PITFALLS AND TIPS FOR CLINICIANS

Even with a solid DBT case conceptualization example, clinicians can make mistakes. Here are common pitfalls and practical solutions:

Overemphasizing biology and ignoring environment: Avoid labeling a client as “too sensitive” without acknowledging invalidation. Always
include the transactional nature of the biosocial model.


