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A further discussion of the state of the science behind DBT

A new very persuasive randomized controlled trial (RCT) supporting dialectical behavior therapy (DBT) as an evidence-based practice has been reported in the period since the Evidence Based Practices Panel Report on Dialectical Behavior Therapy (DBT) was issued by the Clinical Practices Panel of the Vermont Council of Developmental and Mental Health Services (see Appendix A). Marsha Linehan (the developer of DBT) and her associates replicated her initial 1991 RTC of DBT but with a comparison group more carefully defined than treatment as usual (TAU) to test the hypothesis that, “unique aspects of DBT are more efficacious compared with treatment offered by non-behavioral psychotherapy experts.” 

The participants were 101 women, 18 to 45 years old who were clinically referred. Inclusion criteria were being diagnosed with Borderline Personality Disorder (BPD), recent suicidal or self injurious behaviors, and two suicide attempts or self-injuries in the past five years. The exclusion criteria eliminated women with confounding diagnoses like schizophrenia, and possible therapy confounds such as being mandated to have treatment. The participants were exactly the population DBT was originally designed to treat. 

Community treatment by experts (CTBE) was developed for this study for the comparison group. Therapists were nominated as experts at treating difficult clients with BPD, and they provided their own expert treatment that wasn’t DBT or behavioral. Expert treatment is the model used in most community mental health centers where therapists are hired based on their expert credentials, and the therapy delivered is based on the therapists’ training. Therefore, CTBE was very much like the treatment that would be expected in a typical clinic except that all the therapists were more experienced than in the average clinic. CTBE was designed to hold the elements of therapy common to DBT and non-behavioral treatments constant as well as other variables that may affect outcomes (e.g., therapist’s sex, training and clinical experience, hours of individual treatment, and allegiance to treatment approach). Therefore, any significant differences in favor of DBT can be attributed to the elements unique to DBT.

Participants were assigned to groups based on a multi-variable matching process that balanced five prognostic variables between the groups (52 to DBT and 49 CTBE were analyzed). Study measures were given by experimenters blind to the participant’s group at intake and every four months during the study. Both groups received equal amounts of treatment for a year and there was a one year follow-up period.

This carefully designed study produced several outcomes that were significantly more positive for DBT than CTBE. These results support the hypothesis that DBT has unique treatment elements that aren’t common with non-behavioral therapy that are related to significantly more positive outcomes. For example, participants receiving DBT were half as likely to make a suicide attempt, and required fewer days of hospitalization for suicidal ideation. Participants receiving DBT were significantly less likely to drop out of treatment, fewer emergency psychiatric admissions and used the psychiatric emergency less. These study results also add further support to the recommendations made by the Clinical Practices Panel (see next section). Though DBT was found to be more effective, Marsha Linehan suggests that the non-behavioral treatments for BPD should be examined further, because they were effective, and may be appropriate for certain clients.
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	Experimental Tx
	Control Tx
	Disorder
	Format/Length
	Assessment
	Key Findings

	DBT
n=52
	CTBE
n=49
	Suicide attempts or self injury and BPD
	1 yr. of Individual /Group Therapy, and
1 yr. follow-up 
	Pre group assignment & every 4 mos.
	DBT > TBE: ½ as likely to make a suicide attempt, required less hospitalization, lower medical risk, lower dropout rate, fewer psychiatric hospitalizations, and fewer psychiatric emergency visits


Linehan, M. M., Armstrong, H.E., Suarez, A., Allmon, D., & Heard, H.L. (1991). A cognitive-behavioral treatment of chronically parasuicidal borderline patients. Archives of General Psychiatry, 48, 1060-1064.

	Experimental Tx
	Control Tx
	Disorder
	Format/Length
	Assessment
	Key Findings

	DBT
n=24
	TAU
n=23
	BPD
	Individual/Group
12 mo
	Pre, post, 6 mo post, 12 mo post
	DBT > TAU on parasuicidal acts, hospitalization, treatment retention; DBT gains maintained at follow-ups


	Abbreviation
	

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

	CTBE
	Community Treatment By Experts (not DBT or behavioral)

	DBT
	Dialectical Behavior Therapy

	TAU
	Treatment As Usual

	Differences noted are significant at the traditional .05 level



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. (1993). Cognitive-behavioral treatment of borderline personality disorder. New York: Guilford Press.

2Linehan, M. (1993). Skills training manual for treating borderline personality disorder. New York: Guilford Press.
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