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 Evidence Based Practices Panel
Report on
Dialectical Behavior Therapy
The Vermont System of Care has made a substantial investment in Dialectical Behavior Therapy (DBT). This report is to put this effort in perspective and help set the direction for future development through recommendations to the Division of Mental Health. The Clinical Practices Panel of the Vermont Council of Developmental and Mental Health Services (see Appendix A), which is composed of consumers, advocates and mental health professionals, has developed the form of the report. The basic format has also been endorsed by Charlie Swenson and his colleagues, who have been consultants on DBT to the CMHCs in Vermont (Swenson, Torrey, & Koerner, 2002). First, there is a description of the DBT practice and recovery values to define the subject of the discussion. Second, there is a summary of the research literature on out​comes for consumers who have received DBT therapy, which establishes DBT as an evidence-based practice. Several sections related to the practice of DBT in Vermont follow: tips on implementing DBT, an estimate of the nature and costs of a DBT train​ing sequence that will result in functioning DBT programs.

A brief description of Dialectical Behavior Therapy

Standard Dialectical Behavior Therapy (DBT) was developed for chronically parasuicidal female outpatients diagnosed with Borderline Personality Disorder (BPD). The therapy is the application of a broad array of cognitive and behavioral, psycho-educational and motivational therapy strategies in a non-residential clinical setting that is expected to last for one year (Hayes, Masuda, Bissett, Luoma, & Guerreo, 2004). 

DBT treatment functions and modes

· Education - Helping clients develop new skills

· Motivation - Addressing motivational obstacles to skills use

· Cognitive-behavioral Therapy - Helping clients generalize what they have learned
     to daily life

· Phone Consultation – Supporting clients between therapy sessions to use
     appropriate skills in stressful life situations

· Consultation Group – Supervision to help keep therapists motivated and skilled
     (Robins & Chapman, 2004)

DBT sessions

Once-weekly individual psychotherapy sessions in which a particular problematic behavior or event from the past week is explored in detail, beginning with the chain of events leading up to it, going through alternative solutions that might have been used, and examining what kept the client from using more adaptive solutions to the problem:

Both during sessions and through telephone consultation, the therapist actively teaches and reinforces adaptive behaviors, especially as they occur within the therapeutic relationship. The emphasis is on teaching clients how to manage emotional trauma rather than reducing or taking them out of crises. The client’s contact through telephone consultation with the individual therapist between sessions is an important component of DBT (Linehan, Armstrong, Suarez, Allmon, & Heard, 1991).

Weekly 2.5-hour group therapy sessions teach skills which include:

· Interpersonal effectiveness

· Distress tolerance/reality acceptance skills

· Emotion regulation

· Mindfulness skills.

The skills group therapists are not available over the phone between sessions; they refer clients in crisis to the individual therapist. 

DBT targets behaviors in a specific descending hierarchy, which are conceptualized in stages. The assumption is that the behaviors higher on the hierarchy need to be addressed before a client is ready to address behaviors lower in the hierarchy. Below is a description of the stages: 

· Stage 1
 - Decreasing high-risk suicidal behaviors
 - Decreasing responses or behaviors (by either therapist or client) that interfere
        with therapy
 - Developing necessary skills to resolve problems

· Stage 2
- Decreasing and dealing with post-traumatic stress responses 

· Stage 3
- Enhancing respect for self
- Additional treatment goals set by client

DBT theory and assumptions

DBT maintains that some people, due to invalidating environments during upbringing and due to biological factors as yet unknown, react abnormally (differently from the average person) to emotional stimulation. Their level of arousal goes up much more quickly, peaks at a higher level, and takes more time to return to baseline. This explains why people with BPD are known for crisis-strewn lives and extreme emotions that shift rapidly. Because of their past invalidation, they haven’t learned effective methods for coping with these sudden, intense surges of emotion. DBT is a method for teaching skills that will help in this task. 

DBT has a number of distinctive defining characteristics. As its name suggests, its overriding characteristic is an emphasis on "dialectics" - that is, the reconciliation of opposites in a continual process of synthesis. The most fundamental dialectic is the necessity of accepting clients just as they are within a context of trying to teach them to change. This emphasis on acceptance as a balance to change flows directly from the integration of a perspective drawn from Eastern (Zen) practice with Western psychological practice.

Stylistically, DBT blends a matter-of-fact, somewhat irreverent, and at times outrageous attitude about current and previous parasuicidal and other dysfunctional behaviors with therapist warmth, flexibility, responsiveness to the client, and strategic self-disclosure.

Emotion regulation, interpersonal effectiveness, distress tolerance, core mindfulness, and self-management skills are actively taught. In all modes of treatment, the application of these skills is encouraged and coached. The tendency of borderline clients to actively avoid threatening situations rather than addressing the situations is a continuing focus of DBT.

The focus on validating requires that the DBT therapist search for the grain of wisdom or truth inherent in each of the client's responses and communicate that wisdom to the client. Validation also involves frequent, sympathetic acknowledgement of the client's sense of emotional desperation. Throughout treatment, the emphasis is on building and maintaining a positive, interpersonal, collaborative relationship between client and therapist. A major characteristic of the therapeutic relationship is that the primary role of the therapist is as consultant to the client, not as consultant to other individuals working with the client (Linehan, 1993a, 1993b).

Extensions and Alternatives to DBT.

Standard DBT has a strong research base showing that it is effective. There is also research literature demonstrating that modified versions of DBT for use with clients with other diagnoses, and/or combinations of mental health diagnoses (e.g., substance abuse, eating disorders, and other Axis I diagnoses), for differing lengths of treatment and for other clinical settings are also accumulating a substantial research base. This research will be discussed in a later section. 

Substance abuse is common among people with BPD and Marsha Linehan’s group and others have done a substantial amount of research in this area. A DBT-S manual with the S standing for substance abuse is being developed and will be published soon. DBT has also been adapted for suicidal adolescents of both genders. These aren’t the only developments and there are several more manuals being developed and researched by Marsha Linehan’s group for an extended range of diagnoses and populations.

There are other cognitive behavioral treatments (CBT) for BPD developed by Aaron Beck, the father figure of CBT, and others (e.g., Beck, Freeman & Davis, 2004; Young, 1999). These treatments appear to be very similar to DBT, but the fully developed implementation of DBT including manuals and training is a strength of the DBT therapy practice. 

The real world mental health challenges of the population of clients served in Community Rehabilitation and Treatment (CRT) programs in Vermont are very complex. Several members of the Evidence-based Practices Panel have brought up this issue related to complex mental health situation of people diagnosed with BPD. As already described, DBT was developed for persons with BPD, who have experienced invalidating relationships that include traumatic abusive relationships. People with BPD lack emotional regulation skills and impulse control: they are at high risk for self harm, suicide and hospitalizations. Most people with BPD also experience other disorders. An array of treatments in addition to DBT needs to be offered to provide an appropriate integrated treatment approach where all disorders are primary and treated simultaneously by one treatment team. An integrated treatment approach is consistent with the treatment model for Complex Post Traumatic Stress Disorder (PTSD; Chu, 2005), for severe and persistent mental illness, and substance use disorders (Minkoff, 2003; Lynde, 2004). 

Some disorders that frequently co-occur with BPD include depression, dissociation (i.e., losing time/gaps in memory, feeling like a different person, not feeling like one’s feelings/body/surroundings are real, hearing voices inside one’s head), PTSD (i.e., intrusive thoughts/memories, avoidance/numbing, hyperarousal), substance use and eating disorders (Chu, 2003).  For these disorders, the treatment literature and expert consensus guideline suggest the treatment approaches identified below. DBT can be one treatment that is part of a larger integrated treatment plan based on the specific treatments for the identified co-occurring disorders including BPD.

Treatment planning needs to be individualized based on the client’s needs and desires. Below are diagnoses and symptoms that commonly co-occur with BPD, and indicated treatments.

Depression (Foa, Davidson & Frances, 1999; Copeland, 2002)

· Cognitive Behavioral Therapy – Cognitive restructuring for irrational beliefs and
     associated disturbing feelings

· Medications

· Relapse prevention and crisis plans

Dissociations (Chu, 2005)

· Grounding skills

· Cognitive strategies to differentiate past feelings from present facts

· Relapse prevention crisis plans 

· Medications

Post Traumatic Stress Disorder (Foa, Davidson, Frances, Culpepper, Ross, & Ross, 1999; Foa, Davidson, & Frances, 2000; Chu, 2005; Brown, 2001; van der Kolk, McFarland & van der Hart)

· Stress inoculation for anxiety – relaxation training, breathing retraining, positive
     thinking and self talk, assertiveness training, thought stopping

· Exposure  - in imagination and in reality for unrealistic intense fear to situations,
     people, objects, memories or emotions that remind the person of the
     traumatic event

· Psychoeducation – Learning about the symptoms and treatments available

· Supportive counseling

· Medications

· Phase oriented treatment – Phase 1 - Establishing safety; 
     Phase 2 – Remembrance & mourning; Phase 3 – Reconnection Judith
     Herman’s model (Herman, 1997)

· Treatments to support functioning in activities of daily living - Self-care in work
     and home environments including physical health, re-establishing social,
     leisure and recreational activities

Substance Use (Minkoff, 2003; Lynde, 2004; Foster, 2005)

· Quadrant assessment

· Stage treatment and treatment matching

· Motivational interviewing

· Contingency management

· Social skills training

· Coping skills and relapse prevention

· Self help groups

· Family treatment

· Medications

Co-occurring Disorders (Minkoff, 2003)

· Case management and service coordination - To coordinate the various services into an integrated treatment plan
Dialectical Behavior Therapy, case management, and the treatment modalities listed above make the array of services that can be molded into a whole plan for the clients with complex mental health challenges including BPD and other diagnoses.


The values we have around the type of care DBT addresses.

The Institute of Medicine strives to provide advice that is unbiased, based on evidence, and grounded in science. The institute defines evidence-based practices as the integration of the best research evidence with clinical expertise (clinical wisdom) and patient values http://www.iom.edu/. When discussing DBT as an evidence-based practice values have to be addressed not only from the consumers’ points of view, but also from the therapists’ points of view.
Consumer Point of View

Consumer education to help consumers learn about and understand DBT is an essential element to promote acceptance. Being placed in DBT without this understanding can feel like abandonment. There have been comments from Jane Winterling and Linda Corey of Vermont Psychiatric Survivors (VPS) that the implementation of DBT when introduced without choice has caused problems, and several others have also endorsed this point of view. It has been described by at least one consumer as Damn Bad Treatment. Linda’s further commented that, “ In the consumer movement we have people who endorse it and not endorse it. Dependent upon where a person is in her recovery she may want to invest in a program like this or not. When forced by threats of cutting services such as housing or emergency services she feels DBT is being forced on her and she is angry and doesn’t engage. In some instances we have seen the increase in self-abusive behaviors as a way of expressing dislike of being forced in the DBT program. Thus the saying above Damn Bad Treatment.” The State has the obligation to provide DBT if it appears to be needed. Consumers have the right to state of the art treatments. If a practice like DBT is done poorly, then it is a challenge to access to treatment.
Dialectical Behavior Therapy can either be controlling or empowering, and it must be empowering. The rules and structure of DBT treatment model can feel disempowering or be so if misused. Even though DBT treatment staff members try to be respectful to consumers, behavioral treatments like DBT may be experienced as a discounting of autonomy and self directed good intention. The structure of DBT is essential for the client, but the dialectic method can be a form of inappropriate contingency management by the therapist. The therapy can’t only be dialectic in name. For example, when a client cuts herself the practice of not seeing the client for 24 hours can seem to be punishment if the purpose isn’t made clear to the client. The therapist also has to be able to stay in emotional control. The consultation group helps keep everything in context. Also the educational format can be discouraging for people who have had negative experiences in other educational environments.

Wellness Recovery Action Plan (WRAP) groups are compatible with DBT. The following example was contributed by VPS. Marty Roberts, a consumer who uses both WRAP and DBT, has done a lot of work to help recovery educators understand how the DBT ideas can be placed in the WRAP Plan. It is the same as any other treatment in the fact that they list what they need to do daily in their Daily Maintenance Plan and what they need to do if they are going into crisis in that part of their plan.

DBT Program Point of View

The information from the Counseling Service of Addison County (CSAC) indicated that the model is community based aiming at the least restrictive setting. There is a significant stigma to BPD, but DBT takes a matter fact and educative approach. DBT is recovery oriented, and It is a very hopeful change oriented treatment overall. The representatives from Lamoille County Mental Health Services (LCMHS), Northwestern Counseling and Support Services (NCSS) and Northeast Kingdom Health Services (NKHS) share this opinion. However, leadership is very important to keeping DBT recovery focused. The therapists really need to understand the therapy and be able to use the principles properly and not just be going through a checklist. DBT is a complex and complicated treatment for therapists to understand. If DBT isn’t done well it can be abusive and create harm. Doing no harm has to be a primary focus. The therapists’ continuing participation in a DBT consultation group is necessary not only to maintain fidelity to the DBT practice, but also to keep the focus on recovery values.
DBT is very individually centered and doesn’t address family involvement, but successful examples of working with clients and families were described. These programs didn’t create an invalidating environment, and were in Vermont mental health centers and other states. Vermont Psychiatric Survivors as a consumer organization feels that if the consumer identifies a family member as a support then they definitely should be involved and educated. VPS believes that family groups and consumer groups exist to enable family members to participate. Family members often lack the time and energy individually to start and maintain a group.

Both CSAC and LCMHS indicated being family centered is problematic. Both feel they don’t do as well as they could. Family groups haven’t been able to be maintained at CSAC, and at LCMHS they believe family involvement is always important it is stressed less than the other six system values for treatment and recovery. NKHS includes family, be it parents, spouses, relatives, friends, in individual sessions with consumers. The inclusion of family members is determined mostly by a combination of the consumer’s approval and the suggestion of inclusion of family when appropriate. Family members can also be included for treatment planning, psychoeducation about BPD being a genuine mental health disorder versus the person choosing 'sad/bad' behavior, and through participation as 'coaches' to assist 'validation' and the use of DBT skills.

A discussion of the state of the science behind DBT

Dialectical Behavior Therapy (DBT) was developed in the early 1990s by Marsha Linehan at the University of Washington. Like Dartmouth Illness Management and Recovery developed recently by Kim Mueser and his colleagues (Mueser, Corrigan, Hilton, Tanzman, Schaub, Gingerich, Essock, Tarrier, Morey, Vogel-Scibilia, & Herz, 2002), DBT is a collection of treatment modalities that had been previously researched and treatment concepts that were thought to be helpful. DBT is intended to be a “gestalt”, and has been researched primarily as a whole. The current research can’t answer questions about which are the critical elements of DBT (e.g., motivation, consultation group, phone consultation, skill building, and therapy structure) that must be included in any implementation of DBT to have an effective practice.

DBT as a comprehensive treatment has been standardized through manuals and training. This standardization has allowed replication studies to have been done that appear to meet the American Psychological Association’s criteria for being an evidence-based practice specifically for women diagnosed with BPD. Therefore, at least two random controlled trials (RCT) with at least one RCT done by a second research group have been completed. Nev​ertheless, additional studies in a variety of outpatient settings would deepen the overall understanding about the transferability of DBT to typical public mental health outpatient settings (Swenson, Torrey, & Koerner, 2002). 
The following section is a presentation of the published evidence for DBT based primarily on two recent comprehensive reviews of the literature (Hayes, Masuda, Bissett, Luoma, & Guerreo, 2004; Robins, & Chapman, 2004). Though there have been numerous other reviews of the literature including Koerner and Dimeff (2000) and Koerner and Linehan (2000). All the studies provide evidence about the effectiveness of DBT, but all types studies don’t represent the same quality of evidence. The most persuasive are the randomized controlled trials (RTC) that use randomization of assignment of participants in the studies to control for possible sources of error when testing for significant differences between treatment groups. The quasi-experimental designs are usually very similar to RTC designs, but there is no random assignment to control for many sources of error affecting the results. Finally, the case studies are the results from a single or small group of clinical interventions, which are designed to be descriptive, and don’t have the ability to answer research questions or show significant differences between cases. Though when the results from all three types of studies point to the same set of conclusions, it is easier to accept the conclusions.

A life worth living is the primary outcome endorsed by Marsha Linehan, but the research has had to focus on more immediate and easily measurable outcomes such as a decrease in parasuicidal behaviors, a reduction in inpatient psychiatric hospitalizations, an improved treatment completion rate, a reduction in undesirable symptoms (e.g., confusion about self, impulsivity, emotional instability, interpersonal problems), and a reduction of behavioral problems on inpatient units. These outcomes aren’t as primary as a life worth living, but they are important and valuable outcomes to the individual client, and to the system of care. These positive changes have been shown in most of the studies below to be significantly greater for DBT than other treatments in a variety of situations. However, this isn’t universally true. One of the randomized controlled trials that focused on BPD compared DBT to a well-defined non-behavioral therapy. Both treatment groups showed significant improvement, but DBT wasn’t significantly better than the non-behavioral therapy (Linehan, Comtois, Brown, Reynolds, Welch, Sayrs, & Korslund, 2002) A second RTC had BPD combined with a substance use disorder, which compared DBT to comprehensive validation therapy (a sub-set of components used in DBT) with a 12-step program. Again the results were positive for both groups, but DBT wasn’t shown to be superior (Linehan, Dimeff, Reynolds, Comtois, Welch, & Heagerty, 2002).
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Safer, D., Telch, C., & Agras, W. (2001). Dialectical behavior therapy adapted for bulimia: A case report. International Journal of Eating Disorders, 30, 101-106.

	Tx Group
	Comparison Group
	Disorder
	Format/Length
	Assessment
	Key Findings

	DBT
n=1
	NA
	BN
	Individual
20 weeks
	Weekly during treatment
	Both binge and purge episodes dropped to zero at 5th week, and maintained throughout treatment





	Abbreviation
	

	>
	The treatment on the left is more effective than the other treatment

	12 Step
	12 Step Program

	BED
	Binge Eating Disorder

	BN
	Bulimia Nervosa

	CCT
	Client Centered Therapy

	CVT
	Comprehensive Validation Therapy

	DBT
	Dialectical Behavior Therapy

	PDs
	Personality Disorders

	PT
	Pharmacological Therapy

	SUD
	Substance Use Disorder

	TAU
	Treatment As Usual

	TBE
	Treatment By Experts (not DBT)

	Tx
	Treatment or experimental group

	
	

	Differences noted are significant at the traditional .05 level



Fidelity of the implementation of the DBT model in Vermont

There are several issues that have been revealed in the discussion of fidelity to the DBT practice. First is a discussion of fidelity to the practice as presented (Linehan, 1993a, 1993b) and in the research presented in the previous section. The essential components of the DBT practice that are needed to achieve the desired outcomes are closely related issues. Second issues of fidelity to DBT leads to questions about quality and the liability of offering DBT and not adhering closely to the manual. Third is the measurement adherence and fidelity to DBT, and finally the roll of leadership and supervision in the maintenance of DBT.

Fidelity and Essential Components of DBT

DBT is a combination of treatments and concepts brought together by Marsha Linehan in the early 1990s based on prior research and her experience, which is the way many EBPs are developed. It isn’t possible based on the research to know if all the components of the treatment are essential or even necessary to achieve desired outcomes, because DBT has been almost exclusively researched as described in the DBT manual (Linehan, 1993b). There is at least one research project that used qualitative methodology to try to determine the important components of DBT (Cunningham, Wolbert, & Lillie, 2004), but the strongest evidence for DBT comes from randomized controlled trials with adult women that have BPD and the treatment using all the five major components. However, DBT has been expanding to other disorders like substance use, and to other clients including youth and males. Work is ongoing to research uses and to develop manuals for DBT to be used with even a wider range of diagnoses and populations of clients.

The key question is how close to the manual does the DBT practice have to be to be endorsed as DBT. In the State of Oregon that has legislation and a formal process for evaluating EBPs three versions of DBT have been accepted (DBT for Adults, DBT for Adolescents and DBT for Substance Use). However, these versions of DBT have the same components adapted to the new situations, but there is very limited research. The safest and most prudent approach is to practice DBT as closely as possibly to the manual until appropriate research is completed on these other versions of DBT, but even this research will not answer questions about the essential and necessary components of DBT until each component and combination of components is tested.

Though CMHCs try their best to operate as closely as possible to fidelity to the manual. It may not be possible or desirable to follow any EBP including DBT rigidly at a community mental health center. Currently community environments provide a varied range of resources and each consumer is different with different specific needs. The question may be how does an agency maintain the maximum level of fidelity given their individual circumstances and population of consumers?

Eric Thompson and Sue Swindell from Washington County Mental Health Services (WCMHS) presented some of their experiences with DBT to the Clinical Practices Panel. They stated that what WCMHS calls DBT has been seen as “reasonable” by Charlie Swenson, a national DBT consultant. They try to keep the core principles, but don’t use diary cards or the four misses rule per the manual while other agencies maintain these aspects of the model. The manual may help but it doesn’t have the spirit. Being true to the spirit is more important than following a checklist. One comment was that like New York Style Pizza LCMHS provides “DBT Style” treatment, while other mental health centers use the term “DBT Informed” to describe their adaptations of DBT.

The Washington County representatives were very forthright in explaining the divergences they make from the DBT manual. They aren’t very picky about the diagnosis a person has, which appears to be common among the five agencies we have asked to report on their DBT practices. The criteria at WCMHS are self-injurious or scary behaviors that scare the staff. The RTCs are very specific about the BPD diagnosis, age and gender of clients, but DBT or “DBT informed” treatment is common for clients who may have many and varied diagnoses. Though the opinion is different at NKHS. Bernard Norman states, “We have tried our best to follow the BPD diagnosis and severe level of symptoms. Not to do so risks countering the whole intent of trying to assist those in greatest need, highest risk of self-harm/death, and reducing over-use of other services (e.g., crises services and hospitalizations), which takes away from other consumers in the long run.

Phone consultation during the week with the clients to assist them to use the DBT skills they have learned in stressful situations by the individual therapist is a manualized component of DBT. However, phone consultation has been done in other ways. For example, several CMHCs have used the crisis team to do phone consultation, and they have perceived the consultations to be successful at coaching skills. While the Washington County experience has been that the crisis team doing phone consultation isn’t able to the coach DBT skills.

We heard from the WCMHS presentation that a need for joy in life (motivation) is very important and that a strategy for developing a relationship is most important. This speaks directly to the discussion of the importance of a technology versus relationship. This same debate is happening between divisions at the American Psychological Association and among the members of many more groups like the Clinical Practices Panel. However, the Washington county presentation seemed to integrate the two points of view. One objective of DBT appears to be to help therapists learn how to develop relationships in difficult circumstances, and also to support the therapist over time to maintain the ability to keep the relationship intact by use of a consultation group for supervision. It may not be that relationship and technology are antithetical, but that it is the qualities of the application of the technology that is important. As is described later, there is a difference between simple adherence to a manual and fidelity to the practice.

Based on the observations of Cathy Rousse of NKHS, who also has experience with DBT programs in Massachusetts, the mental health centers in Vermont are more true to the model than what she observed in Massachusetts.
Fidelity Measurement

There isn’t a fidelity measure for DBT developed by Marsha Linehan’s research group to be used to measure the DBT, which by many definitions of evidence based practice is an essential element. The Linehan research group is developing a fidelity measure, but because no validated fidelity measure for DBT programs has been formulated, men​tal health authorities and program leaders must rely on their own efforts and DBT experts to determine adherence to the practice. In several cas​es, DBT teams have been funded but then allowed to drift, resulting in such extensive modifications that the treat​ment no longer resembled DBT (Swenson, Torrey, & Koerner, 2002). One question is about the liability of a mental health center representing itself as providing a complex EBP like DBT and it can’t demonstrate the quality of the treatment through measurements of fidelity.

Measuring the quality of and EBP like DBT isn’t easy. It may not be just the measurement of adherence to the DBT manual (Linehan, 1993b). It may also include evaluating the competencies of the staff. For example, a staff member’s ability to understand the needs and environment of a client that leads to the selection of the best possible treatment modality(ies). There are two main areas that can be used to assess fidelity to the DBT practice. These areas are adherence and fidelity, and they are necessary for a minimal level of evaluation to be completed before measured outcomes can be interpreted for use in quality management by system of care managers (Huber & Donovan, 2004).
Adherence in this context means the extent to which a program is following the structural guidelines of an EBP (Huber & Donovan, 2004). For the practice of DBT as delineated by Marsha Linehan (1993a, 1993b) to be fully adherent, the program must, at minimum, include all five processes/elements at the minimum frequency and duration (Huber & Donovan, 2004).

· motivating the client to change (typically addressed in weekly individual therapy, 1 hour;

· enhancing behavioral skills (addressed in weekly skills training groups, 2 hours);

· ensuring the generalization of these skills (using phone consultations with outpatient treatment; or, milieu therapy for inpatient programs; ongoing, as needed);

· structuring the treatment environment to support client and therapist capabilities; and

· enhancing therapist capabilities and motivations (required attendance at a weekly DBT consultation team meeting).

In addition, the materials used in the skills groups should be those developed by Marsha Linehan, or modified with her approval. Diary cards, as described in her textbook, should be used on a regular basis with all clients (Huber & Donovan, 2004). There is no perfect way to measure adherence easily (Huber & Donovan, 2004), but an attempt has been made in Vermont (see appendix B).
Fidelity, in this case is the degree to which the therapeutic interactions are following DBT principles. This is even more complicated to assess than adherence. Typically, in a research trial, fidelity would be assessed using a rating system of taped sessions/ groups. This is very time-consuming, complicated, and costly. It is more complicated because there has not been research indicating which elements of DBT are essential, and/or how to assess fidelity. Some work is currently underway by Linehan and colleagues specifically on these issues (Huber & Donovan, 2004).

Leadership and Supervision

The promotion of DBT in a clinic can also fail if expectations for program fidelity are not clearly artic​ulated and reinforced by program leaders (Swenson, Torrey, & Koerner, 2002). The General Organizational Index for Evidence Based Practices (see Appendix C) developed by the West Institute as part of the evidence based practices tool kits series may be an appropriate measure to use with DBT practices to measure the environment of the DBT practice. For example, some program leaders show a premature readiness to modi​fy the treatment package in response to financial, political, or philosophical pressures, not appreciating that high fidelity programming may be more effective (Swenson, Torrey, & Koerner, 2002).

The general opinion of the Clinical Practices Panel is that the most important factor in developing and maintaining fidelity in a DBT practice is the supervision of the consultation group at each CMHC, and the State Consultation Group. These groups help maintain fidelity, help therapists with difficult therapy situations and also are a place for therapists to process their own therapy interfering behaviors. The funding needs to support the local consultation groups. In addition the State Consultation Team needs to be supported by the State through leadership and funding for it to be able to be an asset for mental health centers with DBT programs. The members of the State Consultation Team need to be compensated for their time, and there also needs to be more hours of consultation with DBT National Consultants to help with the most difficult situations and provide an outside view of the DBT practices.

Information about the outcomes and impacts of programs already implemented DBT in Vermont.

Availability of Quantitative Data in Vermont

 Harvey V. Fineberg, the president of the Institute of Medicine, has said the plural of anecdote isn’t evidence, but we don’t have much more than anecdotes to go on now. Neither quantitative nor carefully collected qualitative data specific to the practice of DBT in Vermont is available. To be able to make decisions about this practice managers will need data. The comment of one participant brings the need for data into perspective, “How can the quality of the DBT practice be monitored to avoid hearing that DBT stands for damn bad treatment?” However, the observations of the large majority of the people who reported on DBT in Vermont are consistent. The following are representative of the observations reported to the Clinical Practices Panel.

The Consequences of not having a DBT program or a program treating BPD is that consumers have died! Having a specific program decreases the frequency of self-harm behavior, which has also been shown in the literature. Not to have a program could be seen to be neglectful, increasing risk for clients and increased liability for the CMHC’s was the comment from Bernard Norman. It appears the consensus is that DBT has produced positive outcomes, and the outcomes are similar to the ones described in the DBT research literature. DBT has been a lifesaver and a life changer for many at NKHS. For example, substantive life improvement/progress has been achieved. One client who had been mute for many years increased social integration. Another client frequently sought hospital care, weekly at one point. Now the client rarely needs to even attend DBT sessions, is working, and socializing. The client hasn’t had any serious self-harm events for two years after being in our program. Another person commented that skills group has helped consumers learn they aren’t alone with their individual problems. The groups also have provided a place to practice social skills with others.

Positive outcomes have also been reported for therapists. A major perceived strength of DBT is that the structure and team approach of the practice provides safety for the staff. Working with clients who have BPD can be very difficult and even an extremely competent therapist often has her/his personal coping resources depleted to very uncomfortable levels. The consultation group structure is valuable for therapists working with clients with BPD not only to share and learn about how to best interact with a client; but consultation group also is a place for inspiration and keeping the therapists “in the saddle”. Beyond the local consultation group the people providing DBT at NKHS strongly endorsed the Statewide Consultation Team. They stated that the Statewide Consultation Team should be securely funded, maintained and accessible to all designated Agencies’ CRT program personnel. NKHS hosted the State Team this past December and the staff felt it was a very effective meeting for those in DBT direct service. The Statewide Consulting Team is part of the DBT process that adds to the quality of treatment.

The structure of DBT not only helps therapists develop knowledge and skills, but also the structure is effective for managing the relationship between the therapist and consumer. A related comment was that the structure of DBT assisted both therapists and consumers to manage boundaries, transference and counter-transference. 

Both clinicians and consumers involved in DBT are often extremely motivated, which may in part be due to being in an exclusive program. This is also the finding of a primarily qualitative study conducted at a community mental health setting in Akron, Ohio (Ben-Porath, Peterson, & Smee, 2004) Martin Brutus of LCMHS who believes the relational component is more significant than the skills component, asks if motivation were as high with another treatment would the outcomes be as good?

Finally, there may also be benefits from DBT for all the programs at mental health centers. Several comments support this. The concepts and elements of DBT have infiltrated the whole of WCMHS. At CSAC many treatments are based on the principals of DBT and described as “DBT informed”.


The resources needed to adequately implement, expand and/or maintain the DBT model in Vermont.

Staff Requirements

DBT is a very resource intensive model requiring a high level of clinical expertise, which means a master’s level clinician with significant DBT training is required. The therapist must also make a commitment to participate in the consultation group. A major challenge is that master's level clinicians are very difficult to recruit and retain. This comment is from NKHS, but it is one of the most common themes across all the CMHCs. There are numerous reasons sited for the recruiting and retention challenges. Training for therapists is expensive for the agency, which will be discussed below, but beyond the cost of training is the high probability of a clinician leaving the agency after being trained, because a DBT trained clinician can easily find a position at much higher pay. The same logic holds for hiring clinicians with adequate training. Further it doesn’t help that working with clients with BPD is very intense. The nature of the clients and the DBT treatment make it very clinically intense for the therapists so much so most professionals avoid the work. 

Many strategies are being tried to make the limited staff available more effective. For example at NCSS an advanced skills group has been formed in part to free up therapist time, because they have been down to one DBT therapist. Other centers like NKHS report that they haven't been able to have full DBT consultations at each site every week. Instead they now only have a DBT meeting, which is dominated more by case review than team consultation, each alternate Wednesday, because of the pressure of time and diminishing resources. The predominate feeling is that the integrity and continuity, and thus quality of the DBT program is in jeopardy because of turnover, reduction of staff level, lack of Master's level clinicians, etc.

Training

Training from the “official source” is expensive and time consuming. The 5-day “short” intensive course costs about $1250, plus expenses and lost billable time. Some have commented negatively that the developer of the therapy, Marsha Linehan through her for profit company, Behavioral Tech, controls training in DBT. However, this is also true of other EBPs. Unless there is grant funding the costs come directly from operating budgets, and it is difficult to maintain a pool of training funds. Is the problem that training is expensive, or that this is the real cost of effective training. Finding the resources for adequate and needed training is very difficult, but these training resources are necessary to maintain the level of quality.

After clinicians have been to “basic training”, there is a need for ongoing training. DBT is a difficult treatment for many therapists to grasp. The language and concepts can be mystifying not only for them but also for clients and other staff. The clinician needs to be fluent in DBT to be able to communicate DBT concepts to others. However, all the problems related to training courses are true for supervision, but they are ongoing costs. Adequate resources must be allocated to supervision in consultation groups.

System

The structure of funding streams doesn’t provide incentives and often are barriers to providing the highest quality mental health services. Many of the expenses for fundamental DBT treatment elements aren’t reimbursable (e.g., phone consultation and the consultation team). The State must be available to support the fundamental elements to even reach minimal fidelity, training and supervision that are necessary for quality.

Another request for support from the State is to provide adequate access to expert consultants, which is seen as essential to maintain fidelity and quality in the treatment. As was described in the section on fidelity, expert consultants are the best way to maintain fidelity until fidelity measures are developed. They are also important to provide expertise in difficult situations, or to validate the work done by clinicians.

Expected Length of Treatment

Only one of the research studies reviewed above was for longer than a 12-month period. DBT is a treatment for people diagnosed with BPD and presents complex challenges to the consumer. Based on clinical experience both Martin Brutus of LCMHS and Bernard Norman of NKHS agree that for CRT level clients with BPD it is at least a two to three year process of skills group and therapy to reach the consumer’s desired outcomes. The single year that might have been effective for Linehan's original out patient, college educated clinic population just isn’t enough for the clients participating in CRT programs in Vermont. The resources and associated costs must be considered when planning for CMHCs’ future needs.

Demographics and System Resources

Vermont is a small rural state, which means there are often challenges to delivering services due to the higher costs associated losses due to inefficiencies related to small scale. This is also a problem of delivering DBT to the small population of people who appear to need DBT therapy and skills training. Skills group sizes of 10 clients are possible in the most populated areas of the State, which is large enough for needed group dynamics to develop. In other areas groups often start with only four people. There is also a critical mass that needs to be attained to be able to sustain a total quality management process for DBT programs. 

One factor affecting the critical mass is that the largest community mental health center isn’t doing DBT as an organized program, but the DBT programs in CRT can’t be considered in isolation. The full extent of the resources must be considered, which includes private, hospital and sub-acute facilities. Within the agencies developmental services, child, etc. need to be included in the discussion of DBT programs. For example DBT consultation groups could include all the divisions of an agency. An example of a resource outside the CMHC system is the Seneca Center at Fletcher Allen Health Care. It is a partial hospital program that uses cognitive behavioral therapy groups as its primary treatment modality. The mission statement of this resource is as follows: The Department of Psychiatry is a regional leader in clinical care.  It sponsors nationally recognized research and is committed to educating medical students and training residents.  This three-part mission is carried out in collaboration with Fletcher Allen Health Care, the University of Vermont College of Medicine and the State of Vermont. Underlying this mission is the belief that integrated, comprehensive care is best for our patients and their families. Our research efforts grow out of clinical concerns with an eye toward the practical applications of scientific discovery. The energy that fuels our teaching comes from a desire to transmit how the art of caring complements the demands of evidence-based practice. This is only one example, but all the resources available must be considered.
Sharing DBT among Programs and Mental Health Centers

As was stated above it may not be possible to support DBT programs in all the communities of Vermont, because of the expense balanced against the number of clients who could benefit from DBT and want the treatment isn’t favorable. One suggestion was to explore the possibility of having regional programs across two or more agencies. Though there are programmatic problems seen in this approach by others. Sharing DBT Across agencies may work for 'residential' services but likely not to work for out patient services. The reason for this opinion is rooted in the nature of DBT. As Martin Brutus of LCMHS noted the idea of the importance of the relationship between clinician and client, and Jane Winterling’s and others idea of relationship versus just receiving 'clinical' service requires access to the clinician. Could a circuit riding clinician be able to maintain the appropriate relationship with the clients? However, there may be other organizations of a DBT practice that involve multiple agencies, but time and distance will always have to be a major consideration.

Consumer and Agency Choice

Recommendations about the DBT practices in Vermont can’t be made in isolation. First, DBT has been shown to be effective treatment for many women with BPD, but not all. Second, CMHCs need to be prepared to provide services for everyone in need and respectful of their choices. The choices made by individual CMHCs must also be respected. They need to be able to choose among programs that fit the local environment.

Equity

Bernard Norman at NKHS believes equity is a sensitive issue that may be used to level the system of care to its overall detriment. DBT is a long-term model that requires a significant amount of resources, which may lead to questions about equity. A few clients in DBT use a large amount of resources that aren’t available for other clients, and the DBT therapists receive significantly more training than other therapists. These facts may be used as an argument to distribute available resources more thinly over more services. Rather than seeing DBT programs as inequitable for other consumers and staff, it may be viewed as a model of service every consumer is entitled to receive. This may be a long-term goal, but is important to consider every time resources are allocated. There must be a minimum level of quality for a service to be offered.


Recommendations for Dialectical Behavior Therapy Practices from the Clinical Practices Panel to the Vermont Division of Mental Health

1. Dialectical Behavior Therapy (DBT) should be available in Vermont, but not all agencies should be expected to implement the practice. However, all consumers who need and want DBT should have access to treatment.

2. The agencies implementing DBT should be expected to adhere to the structural guidelines as first described by Marsha Linehan1,2. To be adherent, the program must, at a minimum include the five processes:

· Motivation

· Education

· Cognitive-behavioral therapy

· Phone consultation

· Consultation Group (Supervision)

3. Because there are minimal means to assess adherence to DBT practices at this time, the State needs to develop a measure to determine if DBT practices are adherent. The State should provide the resources so that the adherence measurement process doesn’t disrupt the work of the programs, or increase their responsibilities.

4. The State DBT Consultation Team should be fully supported by the State, because it is essential for maintaining the quality of DBT practices in a rural state like Vermont.

5. The advisory panel recommends DBT as an effective treatment modality for a variety of clinical presentations, not limited to a diagnosis of Borderline Personality Disorder.

6. The State should consider the implementation of DBT programming in other designated agency divisions. This development of DBT education and skills will not only make DBT treatment available to more consumers, but also increase the ability of the designated agencies to maintain the quality of their DBT practices especially at the smaller agencies. In particular DBT is important to have available in children’s services as a preventive measure against children and adolescents becoming future adult Community Rehabilitation and Treatment clients. 
7. If the State were to mandate that DBT be implemented as part of designated agency requirements, the State should then also fully fund the implementation and necessary on-going training, reference materials, and expert consultation to assist the designated agencies to maintain adherence and fidelity to DBT. For example:
· Expert educational programs should be funded on a regular basis by the State. Attendance in those programs should be free to practitioners who are adherent to the practice. 
· Hours that staff persons spend in education and supervision in the practice should be credited to the case rate for CRT, or for reimbursement in a fee-for-service environment.
8. Clients with Borderline Personality Disorder also often have co-occurring disorders like depression, anxiety, posttraumatic stress, and/or substance use. When a client has co-occurring disorders in addition to Borderline Personality Disorder, each disorder needs to be treated as primary in an integrated manner. 
1Linehan, M. (1993a). Cognitive-behavioral treatment of borderline personality disorder. New York: Guilford Press.

2Linehan, M. (1993b). Skills training manual for treating borderline personality disorder. New York: Guilford Press.
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Appendix B
Adherence Measure of
DBT Program Core Components

(a count of what is happening)

Adherence Measure of
DBT Program Core Components
At _________________
(a count of what is happening)

Agency name :  _______________________________

1. Individual therapy with a DBT therapist

Number of clinicians providing sessions:  __________


Number of clients receiving sessions:  __________


How many of these clients are also in CRT?  __________


2. DBT Skills Group Training

            How often is this group offered?  ___________________

            How long is each group session?  _________________

            How many group leaders are present at each session? ____________________

            How many clients attend?  ____________________

How long are clients expected to attend the group?

3.
Telephone Consultation

	
	Yes
	No

	            Is skills coaching offered over the phone?
	
	

	            Is the individual DBT therapist available between sessions for
            coaching?
	
	


            How is after hours phone coaching provided?  ______________________________________________________________________

______________________________________________________________________

______________________________________________________________________


	
	Yes
	No

	            If skills’ coaching is provided by staff other than the DBT staff, have
            those individuals received skills training?
	
	


            What type?  

_____________________________________________________________

           Who provided the training?  ________________________________________________


4.
Therapist’s Consultation Meeting
            Do the DBT therapists and group leaders meet regularly?  __________

            How often?  __________     How long?  __________

            Is the meeting time spent covering the following areas?





	
	Yes
	No

	            Brief mindfulness practice
	
	

	            Teaching time (DBT related)
	
	

	            Presenting case material
	
	

	            Review of skills currently being taught and progress of clients in skills
            group
	
	


      5.
Supportive Administrative Structures so that treatment can take place

            Has a DBT Program coordinator been identified? ________________

            Name:
 ____________________________________________________

            Responsibilities: 








     

	
	Yes
	No

	            Collaborate with administrators to agree upon program entry criteria
	
	

	            Coordinate systems meetings with key administrators
	
	

	            Serve as the identified contact person for referrals sources
	
	

	            Provide assessments and orientation for potential program
            participants
	
	

	            Ensure core components of DBT are in place and performed
	
	





Appendix C
Using General Organizational Index
for
Evidence Based Practices

This is the current version when this report was completed. There will probably be updated versions as the evidence based practices toolkits develop. The measure can be found in each toolkit. The link below is from the Illness Management and Recovery Tool Kit

http://www.mentalhealth.samhsa.gov/cmhs/communitysupport/toolkits/illness/ 
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