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'~ Sensitive temperament (heightened emotional sensitivity,
difficulty regulating intense emotions, slow return to baseline)
met with invalidating environment (dismisses or does not
tolerate emotions or attributes)

Emotional sensitivity + traumatic invalidation results in
emotional, cognitive, behavioral, self dysregulation

®* Research has demonstrated that BPD may represent an overall
latent factor of general PD (Sharp et al., 2015) - encompasses self
and other domains
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62% of adults with ASD meet criteria for at least one PD
17% met criteria for multiple (underscoring utility of AMPD with this population)

Personality functioning mediates the relationship with ASD symptoms and well-being (Rinaldi et
al.., 2021)

Increased emotional sensitivity + invalidation from the environment
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for interpersonal functioning (RO-DBT; Lynch, 201 8)

® However, existing treatments lack an emphasis on emotion

regulation for ASD+BPD populations
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® Several studies have demonstrated positive treatment results of
standard DBT on ASD symptoms

®* However, no treatments currently exist for ASD BPD populations



THE CURRENT
STUDY

Young non-binary adult who

presented in our clinic

Previously diagnosed with
BPD

Received standard DBT for 2

years with modest results

The therapist recommended
an assessment due fo sensory
difficulties and lack of

progress in treatment
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— Self-stimulatory behavior (banging head,

scratching self during tantrums)

® Physical therapy for help walking
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* Continued to struggle wi s with parents, basic functioning (hygiene,
taking care of pet)

* DBT therapist reported struggle with building rapport/contingencies
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ated no atypical attention difficulties

® High variability: Perceptual Reasoning (88) to
Verbal Comprehension (125)
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]\\; FORMULATION

® Autism Spectrum Disorder without accompanying

O intellectual impairment, without accompanying

language impairment

® Persistent deficits in social communication across
multiple contexts

® Restricted, repetitive behavior, interests, and
activities

[ J

Onset of symptoms was early in development

according to parental reports

® Borderline Personality Disorder

® Abandonment Fears, Affective Instability,
Feelings of Emptiness, Identity Disturbance,
History of Suicidality or Self-Harm, and
Impulsivity (6 of 9 diagnostic criteria)

Developmental Psychopathology Conceptualization

Early Predisposing Factors

-Birth complications (Septal defect, NICU stay)

-Delayed motor and language developmental milestones

-Sensitive temperament and difficulty with change
-Early history of social problems with peers
-Self-stimulatory behavior such as headbanging
-Family history of mood problems

Maintaining Factors

Personal

-Poor hygiene/self-care skills
-Executive functioning difficulties
-Emotion regulation difficulties
-Difficulty expressing needs in
effective ways

-Lack of flexibility in problem
solving

-Problems with changes in routine

Contextual

-Invalidating family responses
-Parental attempts at
discipline/behavioral management
are inconsistent/ineffective

-Poor social support

-Academic difficulties

Precipitating Factors

-Academic problems in school from lack of

attention
-Questioning gender identity
-Break up with romantic partner

-Frequent arguments with parents about

hygiene and disciplinary practices

Presenting Difficulties

Mood

-Mood lability
-Rigidity

-Difficulty regulating
emotions

-Suicidal ideation

Behavior

-Difficulty with hygiene
-Argumentative
-Behavioral outbursts
-Threats to harm others
-Avoidance of schoolwork

Protective Factors

Personal

-Intelligence

-Love for animals

-Creative

-Desire to please others

-Open to participating in therapy
-Desire to make friends

Contextual

-Previous and current contact with
mental health providers
-Immediate and extended family
support

-Close relationship with parents
-Family acceptance of mental
health problems and treatment
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® Build to generalize in their typical environment
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