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fis,it becomes increasingly hard for the patient not t0 jump.
Pl

g2

The tical Dilemma for the Therapist

The dleticaldilmma for the herapis s 0 balance bis o et respon

o the oscillting nature of the patients distress—sometimes expressed as

crises and overwhelming affect, and at other times prescnting as complet

b ohﬂzmve oncing. A i by the gl xudlu
all thar atient o the other

Tiemicoh e hrsp o 10 i e paens wndrsand e
ot sty o e sl et s pat ki
ive the proces o grievin. Such realstic hope requirs the therapist o teach
riing il incldiog e coinsracyes e o ol s
tance and reorganization of i n the chout dhat which s lost

ooy, et o s i v i’
emorion: e
i

od difcliein e ki o e O
ing u ou concete hel in el e ot ey
be even more dlsmmng (hzn oferingnodin e ol Y e coucetebelp
thmthe znpmhnmn res the patient o confront rather than avoid

she i experiencing. n. synthesis toward which the therapist works

bl paicn e by boch 1, end ply and to end grieving; the ulti-
mate goal is for the patient (0 rebuild her life in the light of the
current realitis.

Concluding Comments
Inthis chapter as well a the previous two, I have described the theoretical
foundations of DBT. It s easy for many to believe that heory is not very ele-
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expres e principal way of achieving, this is to discus

o whations aum d.mpy essions. This s case said than done, since

often the patient actiely reists such suggestions. Some patients insist on dis-

coming revions s, pericalarycldhood e, before they are able
enthe

%,

e associt alinhii n when th thrapist s suc
bt mmluarlw,lthn;cmwlﬂ sfenampy
shut down n the middie and be silen o only minimally coms
Sxmple e el b puen who il contine lin shout i
i et she s gt o he s of ers enrly sops o
inraction n e patcnt epinscontrl oy psins, who i
allJane, coul v’ o mmmllych arged topics o morethan
o R s T o e e e
o she ol ook away o curl p i  fl po osiion, and al i
would cease. With previous thrapists, who themselves el silent when Jane
i e pomerns ot o ol ions via g o, O e
Tlearned that during such episodes hee mind usualy cither wen blank or

s oode i acingthoughs sh el s f e v choking, conle
wcher| and believed she might be dying.
poc fand e d urging the patient o talk do not work, the ther-

zpm ey b mmprnd 10 s e s e ceperen lr\mnlmg for
him or her, the patient must want to be fruscrating. The patient's behavior
& ben il s ik o e St i iy o e
described earler in this chapter in the discussi inger and BPD. (The
ideorpsof  henpyseion withJne, 1 o T e
of those that ca ‘professionals in the au d et sume ta he
kcqmzsl!tn::sdun g g e sescon e wcive attack me.) Ofien,

bebaviras b ) s been eprrd
e

5 0 me that therapists think their own
guides to the mor

ves of the patient. The
clearly ivalidates the experience of the
dating environment that the patient has
ore, it fail o offer the patient the help
ol
my expericnce, a more fruitful approach has been to focus or

T i s g e, st e
tional inhibition. The idea i to take the patient’s expressive difficulty seri-
ouslytoffer thehelp thenesis.Forcrample, it

e Topion
e
e s e s o Wi ot i s o ot
eminded he nlax her face muscles. nd b

her jaw slighty, One can
view 10 an creme howere,and et v st fo hole
s when i exis. The ke poin s hat facors nfuencing
bdnvut ...\.5 subject to assessment, not assumpions. The inhibited
e e analyses of patients’ sometimes con-
ey baviors as masisaions af hovly e ot s o,

take this poi m e ofview
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TREATMENT OVERVIEW AND GOA

From the perspective of acceptance versus change, DBT represents
bl s bl approses i o pady chaologies o
change, and humanistic and client-centered approaches, which can be thought
of as technologies of acceptance. In DBT, the therapist not only models a
Chang  cctpance syt b also cnsouriges
patient, advocating change and amelioration of undesired
adsions s wl s lerance and scepance of o s’
o b e s eepce skl s beanced 7
ing skills in emotional control and mm:ptmnzl effectivencss in conflict
situatic

n.h& stance to the
o

s,

‘Crucial to the balance of acceptance and change is the therapist’ abiliy
10 cpres wareh 1 comel simalancouly i terapy Seings. Moch of
i contol in changing pticn behavor is achieve through the use of the
reltionship; without  significan evel of concurrent warmth and acceptance,
the therapst ill probably be experienced as hostile and demanding rather
than as caring and helpful.
Stance of Unwavering €
versus Compassior

red
nate Flexibility
g v mq sl of leingn ol i e he
Fy and i the patien, It s calmness i che s, i e
center of a hurricane. It requi vith res

iresa rwndn d v

e paint nedeta th oo s el smbh oxmmnmmmry
2 painxperincd byt patsen wchout o g nthe short run. Cen-
teredness in DBT docs not mean m:

st Sy el b coning by of e e

it o ke i kv informacion bout the s o the patient and 10
odify his or her position accordingly. It is the zb\ll!ym ng huly r

porkion o we fomery laty o oy, I ca

one's feet on the ground, flexibility is moving ot st o e o
lecthe patient by. Fexibili .;.»..mualuyorzr.m.mp.mnmnign,mpm

e, and i Dulecualy, i s che bl tochange e boundaris o
cheproble fiding and o nchding what ben previouly xclude,
S el ol naling i s conducig DB, ll il
adi and epai riales aade i he co

urse of the therapeu
ot s s, ot e vt ik ek sod e
St o e B A
wards i a beter index of good therapy. Whether the mistake is smiling 3¢
the wrong moment and b perived s mocking e chan warm e
n 0 poves suggls or becoming impatint it he pain

progress and ten ejin ber by o o e Bhone sl and ehavi
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a synthesis or balance between the poles of each dimension; thus, the ther-
e e e e 1yn|ha|x of acceptance and
change represents the centraldialectical balance that the therapist must achieve
in DT The othetwo ksl dimensions—ummveing cenosdnes s
mpassionate fleibiliy, and benevolent demanding versus nurturing—
fections of this central dimension.

Stance of Acceptance versus Change
Thefis dimensionis sometin v beendiscusin hroughout is oo
b-l.: zel: n crinion tovs vr-nntwr.ha cinaion «m.a
nce” here, | m e - namel
m patient and e o b g
e et procest,xmcy o ll of s o i e o
Tl e Lo e i s S R
beschange gy, Rsbe, e the herpists willingncss t fnd he e
=i and o ofthe curct ot thepacicpess i
i el e e o s Heme o i
previously, however, eal nature of any
e e e b i oy
Gonihip i on tha oigiaae n he ascsy of hangs 4 he peacs
‘i 1 obesi peofcaical i 1 th procs of Snnd, A oeradie
toward change requires thatthe therapist take responsibiliy for direcing the
therapeuric nfluence, or change, tothe advantage of the patint. Such a stance.
s actve and slf-conscious; it involves systematically applying principles of
behavior change.

Py

S

laion. e
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coldly, he effective thrapist must be able to acknowledge su
o emardal cption alerlegoty
hei therpiss and pinfl afet aring fom some terapst acions, and
thus may not require as much repair work. Borderline paients are not kely
o be in this category, however, and their therapists may become identified
it sbusie indviduls n i s Wihous therpist ldaion of
4 puith cxpeence b soempe ¢ o slving b the -
tion, the therapeutic rlationship becomes for the parient one more mistaken
o, oae more Fulld lamnibip eha e b ckie 86 o hopeleslycm
dured. Furthermore, a therapist must be abl to tolerae both frustration at
thepenseicion of gy spproprit necnions nd g
ey sppss g, Py i s and g i the ey

it alie betveen uwaveingcntee compassionate lexi-
ity means hat thetheapit ot b capable lubkrvm‘lnmm and con-
ook, ofen i the e of massie a0d oen i depeate smempts on
the part ofthe patient to control the therapissresponse, wl et
sime fexibly changin, adapig,and “gving " s he sivion ki
‘The therapist must Bisor s gy (anatul acion
e e it e e o the trap of
b i s il e it
o o o vih el bt p, e el bt e
es becomes most saient when the therapist has placed a dysfunc-
personal behavior pattern of the patient on an extinction sched-
o 10 saycenered and il he ehodae s mproive o
ety ot e < pwint ermitent reinforcemer
e dysfunciona behviorwillbecome highty ress
simple fact of opern earingsched.
therapist can be ovrly rigid

r

pnnd adequately to the pa-
ents leghimee nocds o oue of y paias poored ot e nocnal
u i 0 e ve people more care and atiention when they are sick. Yet

sick to get care and attention.

Stance of Nurturing versus Benevolent Demandiny

DBT, there s a high degree of nurturing of the patient. n.: qualites of
urturing” i this context include teaching, coachine, asssting, srengrhen-
i g b il o s of i e patints bl
ties 10 lear and change. A wilingness and cer
4 nurtriog th patens e neded s ok e e v
tial with patients who whilesimulaneously as constricied and
s o el expresion s mos borderie ndviduals. Wihout thse
, herapsis bvays o scps bhin he ptens fen bl e
5 to the therapist's statements, remarks of other group members, and in-
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DBT conducted on an inpatient unit may be very time-limited.

Some borderline puiens cannot toleate  nonenevable tme-imiced
spprosh. They cannoxopen up cmocionally o vebaly when they know thac
e mry i gimg o2 ok s eiusey o Thipe pacentsshowtd ot
‘oreed nto nonsncwable tenelimted irep, Obvioust, with nourencw.
bl dimeimod pprosche thegolsof herpymay b satowes thn fx
loog e hrgy. o sl sl wm] il picns o o imied

who

T

v isoris f manyphiic hospialsions,
Pl ot stk o emlnin
and chronicaly par o o 1 e Sk o

wonically parasuicidal;
them. Some have been on the no-admitlsts of more than one arca hospital. In
these instances, L have made it very clear o the patients that L will work wi h
themfor 1yt s then help hem indsnoher therpi, My gl ol
= 0 the wmd o il B o B s iy
eacht o and e tel o sherapi. | ik
bk gt et s Tongterm work that s needed.
Circumstances of Unilateral Termination. Duting the first several ses-
xmns.x therapo shold maks he cicumsrncs chat il ed o il
termination very clear. DB has only one formal termination rulc:
el e i shber e ke
training or individual (an, prsrEie
© therapy unil the end of the current contracted permd i i
is a matter of negotiacion. There are no circumstances under which this rule
broken. 0 good reasons
i

There are no s DBT for missing 4 vecks of sched
led therapy: n. e was gty adope fo we need:
© have o dfinion of therapy peirmpn Thave
found vt i s an encellnt cicl kel ery ety aeines wha com.
s el sions (4 0 s o) e ke oot 4 roppng

ot fourmised idividual o uq«utd skl training sessions in a row).
v, o e sssios i o boow thetheywill

s mk an d yhx vl o i ey it & sty
w.n cu In this maner,the def-out.ofsherapy’
Phasoraenon b i
their therapists o make an uncondit

prrsvirt s R
it 0 i gy i et ki S
limied e depending o the rginl sz o matcs whatSch
puies iy e camo e e i, sl or e e

s she i the therapist will end the et orry
ybe e :thanm(
be terminated

ey s poni
that no marte what she does or says in therapy, she will not
before she i ready. DBT does not advocate this stanc. Instead, the position
taken is somewhat like that in a marriage. Although the therapist commits
il el o vorking with he pasien, o sickig it il procs-

5, and to trying to resolve any therapeutic problems that arisc, the therapy
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ERVIEW AND GOALS

ternal or environmental cues. Although a major effor is devored in DBT to
teaching patients how to identify and verbalize emotions, therapists who can-
o come very cos 0 mind seading i e aer g of eearment e
ey o el that bonerine s ey boage e
ous biaion o th Pt o v ily e s o =~ e
oncs an bl and arackog,

A hrapi et blunce giing ¢ puent the el help dhe s w.a.

o iving uneded il Benevolos demanding” s e g

tonof the patincs i capacic, infore=ment ofspeve sehavr

and sclf-control, and e o he puien when e can e
manding change as

e
for herself. Generally, adept rlds arngend demar
» preciin for O e patiat desin) s crcial. . crtsi by
0 be tough when the situation warrants it i a requisite therapist characteris-

hand

whiespportin b withte other band. Thu,nurtuing s in the
of suengther

ning the capabiliis of the patient. As I have noted above in dis-

cuin smumpicns sbou he paceta e eacmens,he abace i thac

between taking care of and taking care for the patient. It is using both the
R b Ak o provaore e

Agreements of Patients and Therapists

i

gre
Agreements

requirs a umber of patien agreements, Generally, these ae required
e e D s
They should be discussed and clarified doring the frst severl sessons, and
atleast oal ageeement should be obained. A writen contractcan be used
a the discedion o the therapist.

smied Approach. Followng he f

wheer
ld not be automatically

sl s the paient st shou Idwﬁzxylm ly on
they will wor o Tong. 1t show
assumed that th o vik the Siepis. ..am vy
circumstances,the xutnund o wake T g s
Aol e exd ofeach oo sme st ey

he e
sestion of whether to continue working together is discussed. Therapists
VIR ik ot et o i, o thermpiss e villog
ook it i omg e b and will eoew the heagreeme
year unlessthere s some problem or the patients have met their goals. de
therapists are much more oriented to time-limited therapy and wi
‘et upthrapetic laconships witha clea nent 3t s he begimiag v
the patients clsewhere a the end of the year, i treatment s still necess





index-134_1.jpg
Skils Training Agreement
I one major aim of the therapy is to help the patient substitute skilled

responses for previous dysfunctional responses, then it seems clear that she
e i i secded mmmnn skilssomevhes. Duin te st year
of DBT, all patients in the DBT skills training progeam (or,
i imposible, saocher tqmv:l:m oban,

Research and Payment Agreement

1 DBT is carcied out in a research context, the patient must be informed of

and agree to particpate in the research condition. Patient fees should be made.

clear, and a mechod of payment should be agreed on.

Therapist Agreement

Itis very important that - therapist state clearly what the patient can ex-

pect from him or her. Therapist agreements in our program are as follows.

“Every Reasonable Effort” Agreement

Themaximum dhtpaienscancxpec fomtherpiis thatthey wil make
reasondble cHor 0 condacs he therpy a5 comperenly ¢ posble
can expect therapists to make their best efort to be helpful, to help

q

in insight and learn new skils, and (o teach them some of the be-
Kol el ey e it sty il e ing sit-
wations. Therapists should make it clear that they cannot save the patients,
canno solv the patients’ problems and cannot keep the patiens from en-
s n il behario This o ow iy o ot ot i
bout patient, discussed car s ol
s ohen st for m.,. 30 v oo el
heapy A o miscomsepiom it s e i cun e e
everything bectr. The therapist’ inability 1o take away the inense pain, o
‘o even o leen sk e e s wcarin -
.xmm..m.w.h.p  not imply that wi

ling ip e
et “rom o ot et o ht iy o,
retad ek of e DT herapo s sy 0 gkt
assumptions. | find it uscful o emphasize that although I can help a patient
o and pracic nw behavirs hat maybe bl shaping e
inhe il aalis shape e e for b T metphor of e
guide

can b bl bere. | can how somen the vy, b |
vl the ol for  caring is in staying with o) patient on
tp m mmx ar o nesded pesoicly Sroughont
Ethics Agreement

m.m conduct can be a very salient isue in treating borderline patients. In
‘many of our patients have had previous therapists who engaged
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"
commitment i not unconditional. If the therapist inds it impossible o help
thepatien furher, i the patient pushes th therapist beyond his o hee lm
orif an unexpected mitigaing condition (such as moving out of town) ariscs,
hrspy trminsion il b consdeed. Ay paics cven o et
low s not unconditional. The agreement thatthe therapist does ke, how-
e 40 8 o o b bes 9 prorectthe paient o wiles e
tion. When the patient’ behavior i precipitating termination, this means that
the therapst will (1) aler the patient o impending daner of termination
in oough s o thepaient 0 e ey changes i et own b,
and (2) assist her in making the changes (As the next two chaptersindicate
oo sy, bearirsthas thoste s termite ey peanely o
the second most important weatment targt.)Similarly, athough the patient
can terminate treatment at any time, it is expected that she will terminate
b coming o + weson and discumin th poposedteinacion withbe i
dividual therapist.

Attendnce Agreement
‘The next agreement s that the patient will atcend all scheduled therapy ses-
sions. Tndvede kil riing and heray scsons wil b reschediiod f
both the therapist and the il o so conveniently. If a missed group.
senionis videotape,che patien can view h mised esion beor the st

ve. The therpin o ot oo oyt e e ot o e
Pkl e be

od for

,;i

i s e she e o e 0
i mood for therapy wibes 10 fecls hopelss.

é’

Sucidol Behaviors

I suicidal behaviors (including parasuicide without intent o dic) )esspation

forshepaint,she should be s hat ecingwch bhavios

weatment gos, The basc agreement nceded i foat, all oths things being

gl he st will work tovard mvm;vmblmsmw;yx\‘hrdolw!m

clude intentional sel-harm, attempts to die, o suicide. It should be empha-
ook oucof b g o, thn DBT may no be e approprie

e g it
i o a.m,, with the
understanding tha educn il beaior st o of the e ;b
she ey o be sl ke opecs et ke wl ottvm
cuing his agreement s dikcuvsed o sl in Chapes 1.
Theropy-Iterfeing Beboviors Agreement
“The next agreement is simply to work on any problems that nterfee with
the progess of therapy. Making this agreement explic highlights the g
of therapy 1 an interpersonal,collsborative eltionship at the very begini
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suficient tothe task; often they are not. The task of a therapst,therfore,
s 0 analyze faccorsthat inhibi orinerfere with a patent’ effots and mor
o0 mprne, and then 0 s probke slvingstegis o bl the -
tient increase her eforts and purify (o to speak) her motivation.

4. Patients May Not Have Caused All of Their Own
Problems, but They Have to Solve Them Anyway

Y
The founs s ol wintps she bl i DAT tas i

<0 change h!rwmbehavm vl respoies and s b envivon:
il i v change ot resule from the patient’s

e o o s ook Do s b e e
1o ot sasmring, Ending o psio e akembap, o g et
o the grace of God. Most importantly, th therapit cannot save the patint.
Akbough i may be-ru chas he pasin: canno chang on b ownand

e nceds help,the lion's share of the work nonetheless il be done by the

p e, Wouldthat it ez aoe ot Surly v could sve paccats, we would
s them, e e it che DBT thecapios e (s sesupion ey
lear to the patient, especally during crises.

5 The Llvws of Eubdal Nocdniion i

Unbearable as They Are Currently leln( vt
The fith assumption is thar borderline parients' frequently voiced dissatis-
facions it theiivesae vl ey ae inded i i el It
complinsand desrpion o thei ounlves e aen atall seriouly, i
assumption is self-evident. Given this fact, the only solution i to change their
lives,

ts Must Learn New Behaviors

5o

Patie
All Relevant Contexts
Borderline individuals are mood-dependent, and thus they must make im-
portant changes in thei styles of coping under extreme emtions, not just
when they are in a state of emotional cquilibrium. With some exceptions,
DBT docs gl fovor hosiaizion cwen e Snc b
saton e il ou o cvronment whers heyned e e
Skills. Nor does DBT pardcularly favor taking care of patients when stress
i e o sens uk sl Times of s e e s 0l i
ways of coping,
No akingcare of  psens docs no mean hat 8 DET therapit dos

not ake care forthe paicat. The task o th therapist during riss i o stick
e e he s, whispering oemurgement and hepol suggsnons
in her car all the whil, Such an approach, in which the therapist is bissed
toward producing sel-cae from the patint during rises rather than taking
care of the patient, can esul i a number of risky encountes for th ther-
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‘The most important thing to remember about assumptions i that they are
just that —assumptions, not facts. Nonetheless, assuming and acting on the
proposiions discussed below can be useful in g borderline patients.
They constitute the context for treament plans

Patients Are Doing the Best They Can
s philosopical oskion in DI i that l peope ar, at ny
o i ot e e o o G i
il wesking gty Lae i tpond s e
ther i it vsible succes, nor are the patient’cffort a behavioral control
pdloh et o e e et bk gy
rin, expcble, nd umisagabl s cnpting o dese e
< s e i i il o i Wkt
ot s e spond ha ey ing. Such pa.
e e et o o o Pl s i
dzn:yulm iheapiss o ey st orimply
aded a7 2o ying hanlcough, cin b one of the pacenc ot
Taltariog cpercase i pecbotiaapy. (T 5 nox 1o by chet 1 4 e
ougit s S approd, a St aigh ace o 5 phrase s 28
this 10 influence  patienc)

tients Want to Improve
The second assumption is a corollary to the first, and is smilar t0 the as-
sumption therapists and crisis workers make with suicidal patients: If they
are callng for help, they must want to live. Why else would they call? Bor.
derine pains 0 o hearin i bebavioa e an il
at hey

tes with therpeuic terientonswem from motiationaldefcis hat
i o el i Ives. Assuming chat patients want to improv,

docs nor lvred e s e anlyis ofll of the uctrs imeting, with moti-
aton o mprov. o tame-based nbibiio, behviorst dei, nly
belids bt ouzomes, ndctors e beharion s o
improvement are all important. The assum; pm..b, pists that filures

e oty or o ;kl e baed on T b .
best aulty logi. podhadines Juieiorly

3 Fationts Need to Do Beter, Try Harder, and

Be More Motivated to Change

The third assumption may appear to contradict the first two, but 1 do not
think so. The fact that borderline patients are doing the best they can snd
want to do even better does not mean that thei efforts and me





index-127_1.jpg
TREATMENT OVERVIEW AND G

Acceptance of the possibilty that the patient may commit suicide is

i cenial rquise for conducing DBT. The oter aematie, hoverer—
in which the patient staysalive, but within a i filed ith incolerable emo-
il el

7. Patients Cannot Fail in Therapy

The seventh assumption is that when patients d of therapy, fal 10
Peogtin, o semally g wors whilela DT, th terpn te dusepc, o
both have faled. If the therapy has been applicd according to protocal, and
the patients still do not improve, then the failure s atributable 10 the thera-
py isel. This contrass with the assumprion of many therapists that when
patients drop out or fai to improve, i can be atributed to a deficit intheir
St e wompd 1 s e o o iy 1 il
motivation suffciently for the patients to

Therapists Treating Borderline Patients Need Support
‘As noted throughout this book, borderine patientsare one of te most diffclt
poplsions o s wih e Ovs end v cherpins om0
sabes thtmfre it the pater R b e il
ot pcicns o s o amcodie
e o e cpal f soobin he pan. b i e 1
quenty inteseres widh proidhog help o th loagicrmn, Therapis g aught
between these demands for immediate elef and for long-term cure. Many
tber facors mabe il for herapis  emai herapetic i bor
drine paicnts. A cospession group,  Eament cam, @ consilan, o
a supervisor is important for keeping therapists on trac
Therapist Characteristics and Skills
erapistcharacteristis; in this context,are the atirudes
Pl fsiimiors bt
Briely he therapist must balance.
flexibly synthesizing acceptance
demanding s ok

s and pervasivein-
fakes n slasonshi o the paen.
xhrpau apablis s deficences

g soueges with canee
e il ange
it be g it i pdee Sie . et e
DT i i e b b sy e
do nheren i DBY i Therps whoned bickand-vhie o
eprulations, ol o meheds e ey o cxperince DT o s

‘e confonted wih e et nhera s e
e behaios e s promocing. groveh and el

isie therapist characteisicsaec |Iluvu=udmfxg\m4] chough
they are presented in terms of bipolar atribute, the correc DI

A
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Thé el e kvl ey chaogs il ot

o of Aocpre of it ince of what is

e DR ot o s s oo S et s

ance i cach araion withth pees. DRT reatmeot rutis om B¢

organized in terms of ther tendencies o fall primarily at the change end ver-

s the acprance end ofthe ikl polariy. Th secondarywrion
. T)

berween theexerieof coaol and reing. The herapis ey conrl of
the heapy and ¢ Lelyropistes l)mm s S ik shies

Aoty umgdu il o et e hcapi ol

i e i e T e e

tional, cogaitiv, or ovrt responses)are confronted, and new, more balanced

responses are taught.

lying Core Strategies: Validation ar

g

App d Problem Solving

The core of the treatment is the xpphumm of problem-solving straegics
balanced by validation strategies. This i the “teeter-otter” on which the ther-
apy ests. From the patient’s perspective, maladaptive behaviors are often the
Sl pmbkms she wants solved or taken away. From the DB ther-

apists e, bhover, maldapie. bebvirs ar hemsdes she
problms
Valdation
There e svo ypesofvlidaion n he st e the therpifinds dhe
rcctness, or value in the individual's emotional, cogaitiv, i
T s The Wi ocus her s m xch for the

frrihraroicboitpmlrlaasopisrbur ol
context of current, associated evens. A key e cioa ot o s

R
41
s
£z
£ig
H

oariens Th second type of validation has (0 do with th therapiscs ob-
ensag i bleing 1 h paiont's iberes ably o et ou of e miery
cha s her e an bl e worh lvin. I DBT, the terspis s and

gl the it gy, e o s fraglic. The therapist bo
lieves and believes in the patient.
Problem Sobving

The core change strategies are those that fall under the rubric of problem
Solving. This sct of srategis includes a (1) performing a behavioral analysis
of the tageted behavior problem; (2) performing a solution analysis, in which
xlu e e sl e devlopd; ) oening the patient o the

lution; (4) eliciting 2 commitment from the patient to
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cal communication style in contast is warm, empathetic,and dirctlyrespon-
sive 10 the patient. I includes therapeuic self.disclosure desigaed to provide
modeling of mastery and coping with problems, a5 well 2 of normative
responses 10 everyday sivations.

Combining Consultaton-trthe Paient Strategles

with In ions in the Enviro
BT her i 8 songbias owand aciogthe patin 0 b e own e
g e consaraion: chl. Te basic noten hm

+to-the-patient”

ot rather tha Itervepiog for the paict o sl probcens o
weament with axhe profssonals, the DBT sherape cosches he palm\( in
how v rsaie e pbiems herselt The xppronch flows diectly ou ofthe
therapist's beliving in the patient. Problems and inappropriate behavior on
thepatof other mencal bl profesionl, e whn hey are membrs
o the DBT ieumensseay s views as pporaniies o s,
‘consultation-to-the-patient strategis are

g, v sm\'h:envmmmmxmm i anges, sol

or coordinate professional treatment on behalf of the patientare used inste
of e comslraion s d ...m}.mwhmumwumm
et i (3} e e ot clecy does ot e he capabiley s proh

5'%

Treating the Therapist
Staying in a DBT frame can be extraordinarily difficultfor the therapist with
a borderlne patient. An important parc of DBT is the treatment of the ther-
spis by the supervion, e consiaion, o eanent e, The ke of

case consultarion group s to hold the therapist inside the treatment.
Tho amimpion s thas vosvecoofbodetin paicsn oo pracic, ot
sde s cam b framenork i prous a b, Thus,the s of he thec

apist is ntegral t0 the therapy.
Modes of Treatment

1 use the term “mode” to refer o the various treament components that
together make up DBT, as wel as the manner of ther delivery. In principle,
DBT can be applied i any treatment mode. In our escarch program validat-
i e clsivns o DBT 1 20 cupn e, however, reatment
e el in o pimary wodes oo conurely:individu oy
hotherspy, group skl ramng, lephone consalation, and case consula-
e et onot i e
wcatment modes In il seings e 5, sl privtc practic o paicnt
treatment), these modes may need o be. psoideioy
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the recommended treatment procedures; and (5) appli

i

h bebeianl gl comin o & momentiomorment chan anals
o detcrmine events that clici or prompt maladaptive behavior as well as
functionl analysis to detcrmine probable reinforcing contingencics for
maladaptive behaviors. The process and outcome of the behavioral analysis
leadio he sl nays: The thecpst od (ptmaly) he pten e
e behavioral responses and develop  treatment plan oriented to
kit et A okl Toik e o iy

I Do e indiidoal v the capaiiy o cgage in mor: dapie
responsesand o comstrct  fe worth ing 1 no, wht behavioa sl
e The anvers o s quesioneds o h sl ining

et T o Sl e bt o o Sl B
55 tolerance, emotion regulation, interp :uaml cfectiveness, and self-
management. (Chapter $ discusses these in more decail)

S Whtsre e oot consagraciet I the peobem' ek of
einforcing outcomes for maladapive behaviors, or of punishing or neutral
outcomes for adaprive behaviors? I cither i the case, contingency manage-
ot seoshue s deopd. Tht gl s o s o pok -
haviors o e negative behaviors o be punished.

s pene Ium the new rules.

3. If adapive problem-solving behaviors exist, is their application i
i by oo ot o S 1 e pese st henes oo an
exposure-based treatment is nstiuted.

4. 1f adaptive problem.solving behaviors exist i thec applicaion in-
i o e i b falybehes a0 ssumprons L s copie

modification program must be instituted.

P

showthat ther are sl defcs,
o b e e A b o o o
guilt, and faulty beliefs and assumptions. Thus, a treatment program integrat-
ing sill aining, contingency management, exposure strategis, and cogni-
tive moificaton s kely o be rquird. The behavioral argetof each srtegy,
howeve, i dependent on the behavioral analyss

Balancing Interpersonal Communication Styl
DBT combines and balances o iterpersonal communication syles: ireve
el o o communicuton s decgred
1o ge the paient t “Jump the rack?” 50 t0 speak. The therapitsractions
ar notobviously responsie o the patint’s communications, are sometimés
cxprinced 1o he wll? and el she therpic fuming b s
der comsiderionin s cones i romche pint’s The i e e
s 0 push th paient “of balance” o that rebalancingcan occu. The ecpo-
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she wishes 0, if another one is available, and if tht othr thrapist s willng
 work with her. She may not parcicipac in any other part o th trestment
program, howeve,if she drops out of individual thrapy withous switching
0 another individual therapist (cither insid or outside ou clinic).

Skills Training
All patients must be in structured skills training during the first year of ther-
apy.Inmy experience, skilstraining with borderline patientsis exceptional-
ly difficult within the context of individual therapy oriented to reducing the

moiation o sicidl o e borderlin behaviors. Th eed for ciss
tervention and attention o other issues generally precludes skill training.
ebgmipl st ogos el o easily given n a treat-
et with therigoousconrolofdherapy agends usully neded for skl

ocni h thee e iterconducted by ddfm e (hu-
es by the same therapist. In ou pr
g without concurrent individul p(y(hmhu
e inividual pchotheap is necesary o belp the patent inicgre
new skl l e The aeage bordrin nividal (znnanrplme
drsfuncionsl, bordelne coping sy with silled bhavi g without
intensive individual mxh\n;

aining. The x aion o ehis roblem in standard DBT has been 0 sple the
rapy into two compor
picd

jucted i psychocducational format. In our
grogam s gl conducd i open roup ht et weskly for 210
o but ot group formass s possile. Some clis i have dvi

o e o i B oy
on o prseing nw il n s cis ey [ s
g pr vk o Al il i e smaler vk
fr ook . n el o ke i
T
el o TR

o, 8 g s caly o paciet. A petent who camne b pyiod
for one reason or another, however, can be given skill raining individually.
g e ks i el gl doss e ndovdul sl

g
g
z;
11T
%

i‘

s, ther s a tendency (which I at leas,have dificuly
g o e i, okl :nmm!  pvebotarapy mode
i, he ndividal herpis s he sl g i the ongon ing psy-
choterpy,spare esions tightly s waining should be

el y-point sl g progam s dsbed n the compan
manual to the presen volume.
roup Therapy
e compleing sk:]ls aaning, patients in my progcam can join oprional
supportiveprocess group therapy i they wish. These groups ar ongoing and
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Individual Outpatient Psychotherapy
In “standard” DB (ic.,the origial verson of DBT), each patient has an
individual psychotherapist who s lso the primary therapist forthat paient
on the reatment team. Al other modes of therapy revolve around the individu-
Lt TR i i esponsiblefo o he pintin
hibic maladaprive, borderline behaviors and replace them
ecponse. Toe incvidul dhergi pays clve aenon 10 oy
e i persotsand enpoental fcos o i e b
haviors and that elicc and reinforce maladapive behaviors.
Individual outpatient therapy sessions are usually held once a week. At
e beginningof teapy and dutng s e, tesions may bebeld i
e o S
patients twice 2 week e S ey o 5060
50-10 minuts. Thelonger scsons . doubl sesions” arehld with
ciens who have il apening op and then clouing op eodonaly n
the shore sesion. Sesonengh can vy ovsthe resmnes peid,de
ed. For exan

rendingon the spmr.( themy ks be secompl mple,ses-
s ey oclisadly e 60 it but when expomue shoe i
stimuli np:n Sions may be sheduled for 30120 minuts. O ane
dooblc esion o i it 0 e o o ke e

schdald o  perod of e, The thcapis ca
i i s b e R o pun-
ishavidanc. When ngehening  sesion s impossble becaue of schdul
ng conflcs,  phons conalation may be planoe for that s cenins
o€ stion ty b bl o he ace e, Azt puics
lten st ko ssions iy be hedled dundulmzaay
‘The key idea here s that session lengh should be matched to the tasks at
B o e o O e ot herpi, Crenieproben
saling on the part of the therapst is sometimes caled for
Within clinic and research seings, assignment to therapists can posc
specil il with brderine pinis Many borderlin ndividals e
sy b ane o e “aled”capenic copmaes and ey b g
bl boue what ki of person they wan o herapis:. heapiss my
e squallysong views sowt eshterig it i y want to tre
comforabl with, Many women who hve ben sexual ally sbused e
el limid e i igucs and | give information
urin the intake nerview about the aviable terapis, nd paems are
sk o sy prfrnces, A specc indoidual therapis s asignd ollow-
b eament s i of cch i ke erviw istory,
and presenting complainis. Althowgh | support th idea of patents”and.
St meritwing ach bt e . forned 92k oot ki
together n our cinc such a procedure is not feasibe. Instead,the firs seveal
sessions are structured as a way for cach patient and therapis to decide
whether they can indeed work together. A patiene can switch therapists if
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ter indicate, one assumption of DBT is that therapists often engage in

et s Leheriom of Wik paen seoe thae. Toey g s
for good reasons. Borderline patients can put enormous pressure on their ther-
ay thus feel pressured

lplnmamdlomtlhn'pzmunm:duwly,rhzn ists m:
into making major (and at imes precipitous) changes in the treatment, even
when the treatment might have prowed eicive .: it A o s
dherapissreac 10such pesure by gl efusing to make ay chnges. When

can casily

neiths approsch works s misry s ot iend, e tepion
“The stres of treating his Iyi\nu al pa-

mpond by Hlmin te vicina”
et canad 3 yclal patenof spessemnsolowed by panisoe e
oo fllowed by e e i
roblecns s s n  Tciapissdeivery of st are bandled
byl herapis

DO com oamnion et T saig o st
(il and o) ey o DOT wich boreine pasens. Sl
o the eqiemen ht paticts paricipte sl cainin, DB terpises
e req nsaion of supervision rlto i e wih
e e e e e n the s vt
of ey bl e grop and e ndividual herapis houd snend she
same . day ot riopatient wtingsappiing DBT,
a e e T L
onsultation meetings are held weekly.
Ancillary Treatments
Bocderlne patients may a times need more than the weekly individual,skills
training, and teephone sessions. For example, some may need pharmacother-
apy, day rcatment, vocational counseling, or aute hospializaion, o name
el wans oo nonprofssonal grougs uch s Al
e from

justa few. Many
holics Anonymous. T i corhing s DBT tha rocsibes he i
obtaining additional professionl tre

T che addiional e mnm&uabynnmmwno iy rends

st

'DBT consulation mectings and who applies DBT principls, then the DBT
et i simply expanded 1o incloce thee additoal compones.
hough | e not witin DBT proocols o thes addionl componens
roce’s basedon DIT principles coud (1 shoud) b dee

ditional weament s appied by 2 DET cherpis, he ter erapist wil not
i o consle gy vith o 18 e o e e
mal gy s viewd 1 y o e 2 sy OV cas There

e prococol ot anclry e of phemoucotberngy amd s -

hns icions these e eineh i Cospt 15 G o

o the DEY dherpie eaces wih aneihacy health pofesionalsae i

coued in Chapter .
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opens generaly, patients make renewable, tme-fimited commitments o the
group. To be in standard DBT supportive process groups, patients must have
‘ongoing individual therapy or case management. The exceprions here are the
o sacs g, vhe g gy e emer 41 4 loog s
primary heap for some bordrinepatiens. Th condct o thes
¥ ccrived more fully i th comparion

Aubough e ol sy s Y e 48 i

st he nividalDET descrbed sbon could b duplted wide
ot oty i e i oy DYT g oppeics o
replce the indidual DBT component,
Ttlnpbone Consultation

hone consulation with the individual outpatient thera

rapist between psy-
seions s & impariat put of DET. Theee s s sasons

d\clhnﬂ
for this. Flm s dal and borderline individuals have enormous
fficly askin for elpelfecivly. Some are inbibied from kg fo b
iy by ey shame, or belcs sha whey sre undeserving o thle sl
v iy v e cogag i peouniciil i o os

v behavio
behaviors as a “cry for help” Other patients have o diffculty asking for help,
but do so in a demanding or abusive manner, actin a way that makes poten-
dal benefactors feel m,...p\.l.m, ot s e g Tekphone

ed 10 provide practicein cha
s often need help in

consultations are design anging these dysfuncion-
al o Secon d, paints of gencraliing DBT h:vml
o i evryda e Sucdal s ecuendy need more
cor coidr i e LB s s el e
sroup skill raining sesion) per week, especially during crises, when they
may be unable to cope unassisted with problems in lving. With a phone cal,
a patient can obtain the coaching needed for successful skill generalization
totake lace. i, ollowingconflc o misundesandings, phone corsl

e tha a8 oo

o ofr an v forptents 0 epi thei sk f 8 i e
apeutic mlzn onship vi (um i v n.
Inday s, o resbeialprogyarms, -

teracons with et ekt o, are o ches s eeters 3
substitte for some of the phone consuliations. In outpatient practice with
an on-cal system, oxher therapists can a times handle phone consultatons
wihin o DBT s, i s paicalarly e for the s cwo gl of
shone nmladon(eain o s for s e el sppropria nd
Sl generlizaton).

Case Consultation Meetings for Therapists

There i no quesion about i Treating borderline patiensisenormously srss-
fulfor a therapist. Many theapists quicdy bum out. Others (somewhat biind-
Iy 1 suspect) fall imo iatrogenic behaviors. As subseaquent sections of this





index-114_1.jpg
Treatment Overview
and Goals





index-113_1.jpg
ONCEPTS
1o pr I, epecily deaof w1 do and whea 0
don,uwnmnﬂytenl . Th st o s buck s 10
st o proide you s ech Ip the theory and
peacical Howee,n thesay mamul of bookcanamipate llof
ations you will un into. Thus, you will need to know the theory e enough
0 be able o create a nev therapy with each patient. The purpose of theory

ogeons e b b ks e g4 iy 2 under-
stan e and to | e 10, e hough o

n-nd:d

ke
m»a simi .|.. % o
prslzaon of t .m; .n.m that will gi ..h
e focliag bopee 4ad o peoide e veie fo e e Hes
o i dpra o oo v o .
Notes

1. Otto Keenbergis one ofthe most influntisl theorists proposin excess anger
as crucal n the development of BPD. When | proposed this endec-linked hypothesis
1o accountfor out diffrences on this point,he ponted out that many of his teachers
have been women.
2. Ac other times, expresive inhibition may function a5 an emotional control

s he s oo B e o e o o
i s o bt daoed otba eneondlepeevnce s g
ot eain ol of ol o fo e rions is sl of consiions
(e biologea) s i s h s, igt b imporan facor g

acan early age.
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Throughout rcatment, th patint is larning coping skils 0 use instead of
habitual, dysfuncrional responses; fourth most mportant s the siabilzaton
ofths v kil Once progrs s e mae o thesegals work
esolving postraumatic stres ise 1o the top in importance,followed by
i ing te s hiee broad-besed sl vadaion and el frspece
s do 1ot e o verk ondersing il nd passi
Pl st iy s e
o e et e b gt
o workon ot DBT gt s dedloped s hray prgrescs
eyt e them oo v e apec ot st ot
b vaysin which esment i caried vt and ay grod ks P who
dono g m o s oL s )

~s

prasify lns< tings whru i s canat egally o chicaly b
jocd o fresmen el gy w.m.n a progra
wonded e s bnr - mnu ‘agreements to the terms of
BT ar alwaysbeocghe o whea ey et o siokt the s x gt

he s chaged. et st ca 2o et b b
up by the patients.

Establishing o Relationship
The !htraym st vork o exablh s, posie iyl el
ionship with the patient right from the beginning. This i essential because

e plaiontipwihthe gl s oo iy th oy enforece that woeks
 borderline individualin managing and changing behavior. Nl ohgt
1 y sicidal patent,the laionship wih the tern i s what e
her alive when all ot Bl i o iy b ofpiote:
7% DBT verks o he et S exprieof b !unumdynavwd
i caed fo and aboc lvl\u!mmawnnym apart from any changes
that the patient makes as a result of therapy (Linehan, 1989). Not much in
DBT can be done before this relationship is developed.

As soon as the relationship s established, the therapist begins to com-
municate tothe patint that ch rles have changed. Whereus the paent might
have believed previously that if she got better she would lose the therapist,
she is now told that if she does not improve she will lose the therapist much
more quickly: “Continuing an ineffetive therapy s unethical” DBT has been
alled Hackmal hrapy by some,snc the herpis s illingto put she
qualiy of the relationship on the line in a trade for improved behavior on
the part of the patient. Ifthe therapist canmor achieve the interpersonal pow-
e necessay o nfcncechang,then ch herapy should beexpanded o
clude those who do have such power with the patient. For example, with
adolescents, family therapy may be essential

Staying Dialectical
The central dial
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Targets, Strategies, and
Assumptions in a Nutshell

Cruck

Steps in Treatment
In a nutshell, DBT is very simple. The therapist creates a context of validar-
ing rather than blaming the patient, and within that context the therapist
blocks or extinguishes bad behaviors, drags good behaviors out of the pa-
Sen and g o 5 vyt ok the g behior 10 iforng
aticar conti stop

‘Auth

s e a s and ops the bad st
e onset, “bad” " behavors e deind nd sed i order
of importance. c.,.,.,..mmmm.:mly Wrebalattis

bebarioa rpen s  eqii harrericic o he DET pent Th -
site characterisics of the therapist are compassion, persistence, parience, a
it he fficacy of the herapy that will utast ! e paincs bl in

ieficacy and s crtinwilingnes o play Sices” and ke ks
g e ok s vaat of ik, which et o

§

Setting the Stage: Getting the Patient’s Attention
Agreeing on Goals and Orienting the Patient to Treatmen
Agreement on gosls of reatment and geneal re mmma\..mnhum
il s sep ‘vefoe therapy even begins. A this poit,th theapit has t0
 paiont atenton and e, DBT s vry specifc on te order and
mportanc of various acatment targets, a5 Chapie 3 discuses indetal -
cidal, parasuicidal, and life-threatening behaviors are firs. Behaviors that
e the process fheherapy e secod, Problems that make i mpos-
sble ever to develop a ressonable quality of lfe are third in importance.





index-147_1.jpg
- RVIEW AND GOALS
Parasuicide can also have beneficial efects As I descibed in Chapter 2, a
sense of relif ater cutting or burning is extremely common even when the
chaioriscariedow n v, Getig e, comeqence of ocrdosing
and other methods tha cause unconsciousness, often s a substanial bench-
Gl e on meod. Faasicide ofany ot espcaly i  causes st com.
‘morion, can be  very effective means of disracion from persistent negitive
afec and problematc situations. Finally, both suicide ciss behaviors and
parasuicide are quit often effectve ways for the patien to make others take
e oyt obiain bl an senion, 0 escap from situaions, o -
sume or terminate relationships, o o achieve desred but otherw
able hosptalizations.
“Thas,the expectations that arc perhaps most in need of atention are
1 s about he i ot o of il bk

i

ther, expectations

Ra s rega
havior need to :aa :a. 2o i ive problem-
soling behaviors e Siciderelated
pcmnumandbc s re gy lucnd.ed o decly only i they o o
ental to parasuicide, orsuicide crisis behaviors or if they nter

Kl behavios.
Sumdehkmd Aﬂ‘«(

As nor parasuicidal acts and thinking about suicd

ke e vannmxmwmmmmlnmamunmmm er-
line and suicidal individuals. These individuals may report feclings of
relaxation, calmness, and emotional “release” from feelings of panic, intense
anxiety, overwhelming anger, and unbearable shame after they engage in

parasuicide or make plans to commit suicide. Sodwciuce may be duc
the ek ofinkrupenal lsming, sl codidoning o some m\m:dl
e nearoehemia] et of sy, o e

et S el b o e N s

goal of DBT is o change the individual’s emotional response both to parasui-

cide and to thoughts, images, and fantasies of suicide and parasuicide. Like

suicide-relaed expectations, suicide-related affec is generally attended to

distlyonly if s ancionally lted o parasuicide o suiide i be
haviors o if it interferes with skillful behaviors.

mw Suicidal Behaviors as Maladaptive Problem Sobing
s is perhaps obvious from the foregoing, DBT views all suicidal behaviors
pogel e s cndpr g g o previously, whereas
the therapist typically views suicidal behaviors as a proble, the patient often
{but o hvay)views them a3 souon T, a st sk of therapy i
‘work actively toward resolution of this fundamental diference in view-
points. A dialectical syr mhems is the direction to head in. c\m even a fragile
mcheis s achiee (o reseievd)theap s i v Fendacnt





index-146_1.jpg
i those who do not (Stone, 1987b). Second, parasuicide

the rate
et by, s evevoesly Cut i urviag o gty
ot be undone; scars are permanent, Parasuicide not only damages the body,
but holds out the possibility of accidental death, Third, actions based on the.

it o barmone sl o simply incomparble withevery ot gl o ny
therapy, including DBT. The effec o of U eyttt
based,a st 10 some extn, o rlopia e o b S
k. Thos,tesmeot of paasccae beharios gos 1o th hear
ofthe herpeutic k. Fourtn i quie difical fo  tesapist 10 Gredily
commnicate caring for a patient if the therapist docs not react o the pa-
s harming b, Respondin o parsmicie by insising ot musc
g, a0d devting el s of herapy o thit o, qinencial
o e are. Thc b 110 Gondone parasic

S ol e
s un umstances is, of course, a stategic therapeutic m
dncanbe rsondinacly Aiffeut for the thecapl 1 atueain #0ch &

Suicdol Ideation and Communicatons
Another prioricy in DBT is to decteas the frequency and intensity of sui-
cidalideation and communications, Turgeted responses incude tinking about
suicide and parasuicide, experiencing urges o commit suicide o inflct self-
harm, baving siide raed mages and aasics, makin sicids g
dhctning sicid, and allingsbous sk, Bordin ndiidals o
spend  consiezble amouns of i hinkin sout wicids I e s
aion s  habitual esponse that may be unconnected 0 any desire
it aomeot Th pouthly S e e i
e to0 o, tere s sy  way ot {1 am reminded hee o fibe g of
mide cpiles o sis i s oy ae congh, ey con s vid
e e s b s by et
o suide o almost am provoction, b s metocy vidine o dinks
“hee hras, el xhr bodering divduale o e
el e e
s ke ntolable pan sl s hrays s dicly. o
wid destion s g iy ol when s e ot e
se o aversive, i associated with parasuicide or sicide rises
interfers with skilful problem solving.

isnips
Suicide-Reloted Expectancies and Belefs
BT likewise targets patients' expectations about the value of suicidal be-
B g hermats. Uniocaasel,may of these rpe
tations may be quite accurate. If a patient wants to scek revenge, make others
sorry for what they did or did not do, escape an intolerable if situation,
o even save others pain, suffering, and money, suicide may be the answer.
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i cbullyconceth pientspeional e e tha problen with
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sonshipe) e han i e heapns s reludonship. Wheacver an ahe-
ol ity it rmi ey el
she has not  had long e prhocheriy: An emporit s
drsbust sl il el oo Gt
On the e nd ofhe specrm i the arached pte, uchan
diidaluly forms a0 simos immedit, s lionsip i he

therapist. She almost never misses a session, and if she does she often asks
{or demands) o reschdle . The paen s for and may e nger than
sl csion, mrs recuent o, and more phne clls ot s

D o Fiom e e, kR i s g et

ship rriedps important focus of therapy. Often, the therapist s the patient’s
primary upport peson, and the teespestc rlaiaship s her pemry
tepersns laionsip. Arached patens ey diop out f B
e dificlis when thei therapis g on vacation, and re sfid
mination from the beginning. Many of these individuals have had Ivnshmu
sics of psychotherapy relacionships, which have reinforced their attachment
behaviors. With these patients, an important area of therapy-interfering be-
haviors s sheiinsbily o tolesteimpeet therapiss who are ocn wnable
to meet their needs

Traditional Cogritive and Behavior Therapy Approaches

In reading some cotive and behavioral treatment manuals and research,

one often hasthe impression thageting  patien o collaborate and actual-

Uy nageinhe thrpy oo it docs o bea isusion. Wi some
ent populations, this i indeed the case. The arention being given to pa-
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terfere with the patient’s collaboration o continuation i ety ey b
‘The patient behaviors | am referring to here ar similar o those included in
the concept of “resistance” by psychodynamic and psychoanalyti therapists.
The therapist behaviors | am referring to fall under the analytic rubric of
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however, is rapidly increasing. For example, Chs
e e 0558 e de i fpenespa dintes g s
haviors. A number of aricles and books have been writen on patient
compliance (Shelton & Levy, 1981; Meichenbaum & Turk, 1987).
‘Cogaitive-behavioral therapists regularly attend tothe necessiy of developing
a collaborative relationship in therapy (Beck, Rush, Shaw, & Emery, 1979).
In contrase, cogitive and behavior therapists have paid ltele atre
fotherpis behaios thesthan i) ht e wih o
therapy. Genecaly, the behavioral pos e twafld on this ques
tion s, the it of ch perpin o e
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Bramien 1981). Ocher behaviorissaru ot theic ince (Goldfried &
Levi clearly

Davison, 1976; Levs, 1980; Wibon, 1989, Evn thse who view
s e interpersonal behaviors as important, however, argue for
implementation to fit cach parcicular patient (Arnkoff,
e e S, ek . (1379)pehaph cxpes s beviorelview
st when they advise ta he ndividal herapist s proce by obsr
ing the cffecs o hi or her actions on the patient, DBT accepts such a point
of view.
thnprl terfeing Behaviors of the Patient
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work on reducing suicidal behaviors).
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refusing.
Behaviors That Interfere with Otber Patints. In group and inpati
i s o i s b e 1 o o B
therapy. In my experience, the behaviors that are most likely to make other
painsunale o prfi.om theap e openy bosle, i, ndjuds
el s died 0 hem Al ey be desisle e oder
pat o L S b BT
D s e whom tg n e ¢ oy ——
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at solving a relationship problem with another patient are usually also therapy--
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Since one of the interpersor BT is to help patients become

e oot bt s b o
v wsually) viewed a5 acualy deizable in DBT. Although almost an be-
i d».  creates conflict may interfere with therapy for other patints, in
i sy openly haml: attacks on other patients theaten to des-
sibilty of thera
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‘Behaviors That Interfere with Receiving Therapy:. The notion herei that
gy vkt ke e wh B he s Sl sl ncim
o therapeuic blood leves for psychotropic medications. For DB to be
e theptnt e s s, collaborate with the therapist, and

ly with trcatment recommendations.
1. Nonatentiv behaviors Behaviorsthat ntefere with attending (0 ther-
apy interfee with treatment cffectiveness. Obviously, if a patie s e
come o sesion o drops outpematurly,he will o enefi o e,
Less obviously,if a patient comes to therapy physicay but does not atend
pychologicaly it s dificult o understand how she wil benefi from the ex-
hene. Anenionineriringbehavior that ve v s i our

pe
= fllon: dping ol e mmna\mgmdmvmxroﬁhmw, ooy

e:l: sessions for nontherapeutic reasons; experiencing continu.
o di dmm«hohm s coecatvy and o sag
Seiane;aciog seckal on Ipaciea wnie, and s Efghceing the walf o

ing
that he patient cannot eave orreceive a pass to come to individual or group.
iherapy seions, ating, sl iidl ot heaening e in the
presence of people with legal power to commit the patient 0 a hospital in-
voluntary patients usually <'mmxobum passs to auend outpatient therapy

Scstion) aking mind-leing subsance bfore Comg t sesions (e
e v by prscpaions wallio ot of scsions beor hey cn e
, having panic attacks, or having seizures during sessions; dissociating or
daydreaming during sssions; and not geting sufficent siep befor sesions
and coming oo ted 0 sy awake, I he behavios oeur bewer

Ssson and the et oF witkinth sesion, hey ae noved, and dincissed
and leran poblerslvin ssteisare applid.

2 Nomcoluborarve behevior. Behavio derapiss have i
asized the role played by +colbor uuvz.mdwlknalnlanamhupb«w«n
patient and (h:rapm in therapeutic efectiveness, especially when treatments
Tvle te pscars s piricipaion witin sciomen: svdions, ecous
direct modification of aduls’ environmentsis difficult or impossible, mose

koo et g, s t s conss of s aiion of

ach

sclmanagement and sl aining. Thus dheapises must tesch dul p-
modiy theic o environmerns 5o that fnce donal behavors
gl rhanced. I such programs, paiens aiv collboration
i obviously essentia
Altcrnatively,in reatments emphasizing the reinforcing functions of the

therapist and focusing primarily on in- tesion patient behaions, colabora-
tion may itslf be a goal of treatment, rather than an essenial patient be-
havior for achieving the goal. Such is the case with “functional analytic psy-
chotherapy?” a radical behavioral treatment based on Skinnerian principles,
developed by Robere Kohlenberg and Mavis Tsai (1991). Collaborative be-
haviors are viewed in DBT both as essential o treatment and 25 a goal of
treatment. Noncollaborative behaviors are considered instances of therapy-
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Bebvior Tht Burm Ot Therapists. Bordrine nividale ot bl
from people in their environment, but ofen they cicher ar unskilled at ask-
ing for and receiving help or burn out potentia caregivers. Learning how 0
ask for and receive help appropriately, as well as how to care for the help
e b oo e - T on xbring ey g 04
Belpeiing bkmiorsamong bordein nividual 2+ el s e g

lizaionof e =
apy and everyday

onof e behaviers cepia i, enhances the ualiyofboch
i, OF course, edurin behavioe hat bur outther
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gt ieahes e 1580 Carel 8 Wi, 350 ca b
difcult o ecows rom. Thus e secms impotant o proat burnout e
e e o oy 3 sl B T e et
e e DB o
St s o e ol e i e .
Fllowing o o abor,the DT indiidual therapt sses dearly ¢
the beginning that an important goal of DBT is t teach the patient (o act
insuch s mamner hsche heruis ot ol can g the elp s the paien:
% b w0 & Cl, G e ol o iy
thathere s uch hing 1 ncondiin ] o ncomirions
Jore. Eren the oo devo e dmded o i o
7= i of laive he . Bkl 1 for  therapi, G he gt
behaviors, any patient can cause 4 therapist o reject hr. This point is made
very clear i the DBT therapy orientation, as Chapter 4 notes. The dea here
510 cutoff acthe beginning any belies that th help the patient eceives from
the et e 0 b v eperoal b i e e
Tk ok s
o om h pae o the thmpas. Mary hav bon i from shay
et once. T dathas heapy wil it hem T preventing this Fom
bappenin sgin s velcome e,
ss often have rouble identiying behaviors con-
cibingrs bt e ey s ey g b ow b
20ty dniling iy bovios th i with sending her
1 clsboraing it e therpiss, and compying Ry vk et e
Tendatons. Howews, patents bebavios hat p
or decreas their motivtion to it pants ol ot e
e, Inchese instanes many o e s ot
Either the behaviors are part o the patients “psychopathology?” or the ther-
apiss reacions ae somehow marks of teir own inadequacy. When thse
Sckaiors e s s pt o i pology hey are ofen o
seted direcly. Many therapistsseem to believe that if patients can be “cured”
o theie “boeincnes? hse cheviors Wil atom ey o Al
tivly, when a therapists reaction are viewed 25 problems of the therapist,
the patients behaviors are often ignored in favor of focusing (usually in
supervision or case conference meetings) on the inadequaciesof the therapit
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prevention zm.burnhﬁelmp ent mp'mThdx
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notin psychiatric or psychological reatment. Nor do I believe that border-
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o . Howeresthese bl idividal beny donox

Althow

o commit sui
mean that | must agree with any person that suicide s
acceptable choice.

Inthe face of persistent atempts on the part of some borderline patients
0 convine o terpis het i i  good e a4 well 8t e
sional succes i uch atempt, heraps s o hav  preesermined,nn-
neotabe position o ke, t cannot be  dbaableoption, et e pa-
Genclote. | v chosen b onthe e f . Aldgh vl hos o
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Rorosuicidal Acts
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group, including all members of the treatment team, agrees that consistency
g with oo smoehe s ot sl xpecs ach terpie doc
‘ot have o teach the same thing, nor do all have t0 ageee on what are proper
rules for therapy. Each therapst can make his o her own rules about condi-
st o iy ok i o K, Acnds e s 6

o
b

saing when ol of an instiution, ager

sl ax:vlmd as inevi
ioomorphic et werkd e sl e i they e s at o s A'ur
ient as wel s therapis) o pracice abmos o che Sl cght i D

Observing-Limits Agreement
The case consultation group agrees tha alltherapists are o observe thei
peeonal ol praiions emse,Ferhermere, Goutaati groep =
agree not <o infer that narrow limits reflect therapists fears of intimacy,
self-centredness, problems with dominance and control, or gencrally with-
hokdingnaus,or ht broadlmis el ned t0 e, problms wih
boundarie, or projecive denification. Paticnts can learn to figure out the

Phenomenological Empathy Agreement
Thehempo e, ol e things bing sy 1o s o onpeforstie
x phingmmlogosly ampeiic teeprimuo of puics beioe
o s o e, st oS e
the patent ety 7 ek b vt 5 o s o b
thethemyox umes'” with ther therapist. Whe a therapist i unable
o hlt il o interpretation, other consultation group members
et it n ot 50 e anwhile ss validang the “bllmc the vicm’”
mentaly of thethersps. Thu, consalaion roup me 0 hold
‘one another nonjudgmentally in the DBT frame. T} -g«wn o el her-
apists who always adope the empathic nterpretation a5 naive, unsophisticated,
oxovely enied wi b pins hy o s o |b= | therapists
o shvaysadopt e osics pioraie, it s v e
s agaressive,

dominacog, or wadiaive

Falibility Agreement

In DBT,hee i an explic agreemen hat l herpissae i, Pucin
vely speaking, “therapists are all jerks™

sive snce it is agreed ahead of time that

et

the vl i meas e, el

Thus h er il need o be defen

febpistresphatorponi ‘problemaic things they are accused

T ke e group members is 1o apply DBT t0 onc

another,in order to help cach therapist stay within the DET protocols. 4
with patients, howeve, problem solving with therapists must be balanced wi
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apy,treatment goals ae usualy described in terms of behavioral targets —
that i, behaviors o increase and behavors o decease. | have sed th same:
convention here. In DBT, ach targe s  cass of behaviors relating 0 @ cer-
i e o araof fncioning.The pcibharorsrgedwiin xch
bchavioalcs e ndividualied o cachpaticns e slecion deends
o initial and continuing behavioral asessment. This point cannot be aver-
emphasized.

e Overall Goal:
Increasing . ieckeat Banonior Pates
“The overriding and pervasiv targt of DBT istoincrease dialectical behavior
pattcrns among borderline patients. Put simply, this means both cnhancing
dialectical patterns of thought and cognitive functioning, and also helping
ks o chng e pcly e ovios s or e, o

Dialectical Thinking
Dialectical thinking is the “middle pah” berween universalstic thinking and
Universalstic lhmkmg assumes that there arc fixed,

elativisic thinking,

universaltruths and a universal oder tothings. Truth is absolute; in disagree:
ments,one person s right and one person is wrong. Relativistic thinking as
sumes that there s n0 universal truth and that the order of things depends
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validation of inherent wisdom of te therapistsstance. Because,in principle,
al therapists are fallibl, it is agreed that they will inevitably violae all of
the agreementsdiscused e When i s done they il ononeancher
0 point out the polarity and will move to search for the synthesis.

Concluding Comments
onddine paec, 1 vel s e
sk gl
ot o DB el e o o e o
‘making throughout the treatment. The experienced therapist has no doubc
noticed that DBT overlaps extensively with many other therapeuic schools,
incdin hos dacfid as beavioral andcopricie-bbavional as vell 4
S et ARbgh Gy b ke g sl
poic v em 1 Thope,wison) dipensed sross
e s e D = e v
s by ety I ot ns v chapi. o e .
s the ook, devoted 1ol te specic et actions and
decsion e thie dfine DBT.In Chapuers  and | dsrb n mch grs-
r detal the behvioralpatenstargeted n DBT. m.... crapists which pa-
e i o s se Eapoat par of oy omboat
for some, it forms the bulk of the therapy empron P s
the specific reatment strategies and procedures used n contacts with patents.
“The application of treatment strtegies in any approach is still more of an
arhan scinc, bt teluidate s o 5 possibleh s hat hould
guide this application in DBT.

Note

1. Vhave to thank Lorna Benjamin for this succinct summary of DBT.
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Behaviorsl Targees n Teser o
entirey on who is doing the ordering. Truth i rlative; in disageements, it
is pointles to search for ruth, since truth i i the eye of the beholder. By
contras,dialectical thinking assumes tha ruth and order evolve and develop
orertime. I digrements, s gt gl e i i
i outof he bt both p: ts are ordering events, Truch is created
e caboss sk and inludeswhat e peviously excuded
by both m(s 1554, 1)
Tt el kg b s s Gommic i Wb
e i o b et chanes thas o ough o
sl nerston wit heir envionmens. The copiie proach of
KichatWabone (199), whic e G s selopmenc et
I e o e 8 e ol o e e
ot with 8 nondiecicalpaen of thinking, such a ol
ich cmphaszsindin parcms ha s he same o e and

" 1 v dscusedin Chaper 2, decial inking el he bl

ies to transcend polarites and, instead, to see reality as complex and mul-
ool lomnenamm oradicon thoogs and poityof e, to e
and integrate the comfortable within flux and inconsistency; and to
e oy o e
tions. When one is stuck in considering a problem, a dialectical approach
wouk e toconider whatbas been ek out o how e s arcily ar-
rowed the boundaries or simplified the problem. Border iduals, by
ks ol B Sty 0yl S i T W
or white, viewed in dichotomous units. They often have diffculy receiving
new information; they search instead for absolute truths and concrece facts
St hnge. The el ou of BT s ot o gt patiets o viw el

aser and wi
i 5 ki

i of rayy bus e 0 hlp her e |
achieve a synthesis of

iy
For those who are not dialectica thinkers, or even for those who are
bt b v thought sbous i ¢ can be diffcue 0 grp sy what s
being discussed here. Here is an exampl: Imagine a patient who grew up
i famly with 3 very srong workd view, As an ,d\.n, she rejcts much of
the world view important to her family and instead embraces a different view.
Her familydisapproves vhemendy.She belees ht e she i igh and
her family is wrong,or her family i ight and she s wron. s wrong.
shond bandon that viewpoa n [t of e o g
formalistc positon, the therapeutic task s 1o help the patienc
ot siraan i s o o e e
truth. Either the patient is en-

st wih e e o e o
et indysfncional ining and bl chage b dnking sl o she
i vewing thigsaculy and neds assenc in valdatin and belicving
herse

sic thinking would imagine that neither world view is
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Targess in Tesemne m
apist feel She will make sor
okl xaﬁﬂy just as her lhtnpm o Howare i
1esoved ot o lose sight of hr own terapeun goal. She may decid 1o
work very hardintherapy i order o move toward transorming the ysem
50 that these two values do not conflict

Dialectical Thinking and Cognitive Therapy
Thepervasive focus onnondletical inking i DBT s very o the
foceton dyancaasal thinking i copitve heapy. opl, copaios
emon rgd incopie “thap e o foic el il
a task of the therapist in DBT is

terns of thought

wohelp he paent ldznuiy e oot o s s gt e, and
then to it he i teming e vy o ber coocusions and s
ol thinking parns g i boh DET and copiie

as follow

tory evidence.
2. Overgeneral

§

4. Toapproprians acrbutionof ll M e rsporaibiity o oegaive
events to oneself.
5. Inappropriate arribution of al blame and responsiblicy for negative
events 10 others.
Name callng, or the application of negative rait labels that add no
new information beyond the observed behavior used to gencrate the
labels.

7. Carastrophizing, o the presumption of disssirous results if certain
events do ot cither continue or develop.

8. Hopeless expectancies, or pessimistic preditions based on sclective
attention to negative cvents in the pst or present,rather than on verii-
oo

Some (bt no ) formsof cogrice by emphese an cnpirs
form of easoing whichhods h s s wht st P, ot orks
1l| ,wm permits prediction in the material world, and what can be
permiealy Thus the mai o s on the i o by of
ptuwmms.  plict, and gencralizatons. If p roposions wer, vy “rue
T rimany? he epiic) approsch wouldbesufcient,and thnt would
b o eedfor she dcical spprosc. Hovewr, e i of et o
t0 accep a final truth, an immobile and indisputable fact. Although
DBT favors the diaecical method of reasoning, it docs not hod that such
reasoning i suffcient in itself. Empirical logic is not viewed as “wrong.”es-
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ron. Therapy inthiscase might focus on helping the patient decide which

o i e il b Toe s might be on Feoblrs the st

has in taking responsibilty for her own point of view and her dysfunctional
need for others o decide for her or for others to agree with her.

In contrast, a dialectical therapist would asis the patient ideniify the

hers

It e e g0 b yord view nd o b b e
J v, b flmdth wordviewsof b Gy menber snd o

sheimeacs with o e i focs o disoreing whebessapiiog
eimericimg with furd adevglopmmund&\ange Therapy might i focus

o v ey ks i b gt o el s g
G chang. Th s i e e pen o xplr o ach vord

i o o the s gt Al wod
View can b apprciard wishoot ialdatog eac' wn viewpe

e is anohes xaple. Soppose o padeas sl bes thepie thtshe
i aving marywrges oot S Afer prlonged forsa probe
slving in this scuation without any sucees,the therapist suggests tht the
yacin i e 1 he ol bospcal anl e dangs b pasd. The
pasn dcdes agins bospalzaion and s Th theraps pros

to e b commiidivolatarly o an pasins bospial At one po
E

he paica mey anelyze the siuaion hom a foemal poscin. She sy et
her o seds and s s mor imprtat and nmw. er order than the

i, Al b sy = ber o bl The Jobof thengins s
ot o thi vehes dowe paicss roas, locking hes up e ey

Gapee She may decid o wibhod information oft e abow e st
feclings in the future —to “play the game” s0 to speak-—and to give up get-
sing bl on sobing pobles ht make b feel suicidal
times,the patients thinking may be more relative and less ab-
ol Gt b e it e easonable hatsh should b sble
0 talk to her therapist about suicidal urges without threat of commitment.
1 sh oot e hospalvton, wha e ot of te erenes .
ing her therapist has given her? On the other hand, ber therspis caes s
e nd wans e 0 s v, v i e o e o e fore 0 lp
sl Both poins of view make cqual s b
panient i simply confused.
e e s s stance, she can come 10 see the
problem as a clash between the ther i gl nlmanngmndmom that
and the obliga

s e vy thecapists rotect her from harm.
“The ask of cnhancing the paticn’s autonomy may lead o pricices that are
ot optimal for protecting her from harm (teaching the patient asertion sklls
i hooaraing tust i b o o ki & sy, the sk of
protecting the patie im Hharm may lead t0pracices o do ot cahanie
R utonomy (commiting he patient afinet e sted wihe. I e

kot cam o 0 e ] s s e of affair, she may decide
o try working with the therapist on ways to deal with problems that make
her fee suicidal, while a the same time working out ways to make her ther-
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patients also have a high incidence of parasuicidal behaviors not accompa-
by oy et i Al amon s s, prsil o
arc unlikely to prove fata, and thus do not epresent an immediae thiest
1o th pacenc s, Norhels, paranician acs of an tpe ac high:
prioriy targes in DBT, the easons fo theirimportance are discused below.

Five subcategories of suicde-reated behaviors are targeted in DBT: (1) sui-
ide crisis behaviors, (2) parasuicidal acts,(3) suicdal deation and commu-
icaions, 4 ik rlred expecancis and bl an 5) icid-elted

Suicide Crisis Behaviors

Suicde criss behaviors are behaviors tht conince the therapist o others
b pain 2 igh i klnr mmioens iide, a o maancs, hoe
behaviors consis of some combination of credible suicide threats o other
commutictonsof upcoing i de il laniog d reparsions o
g and keepig i bl ehal means s (5. boanin drgs o bying
ol ndigh e . s nications o sui
intenc e o s Wb or ot e

e e i e o
‘The desire t0 be dead among borderline individuals is often reasonable,
inthtis bated o s ht e carrenly bl Abas ol

ket e ot it conof B negative
o lem s uxual\ ik paintsimply b o ey
e s et s po b e Sepcrnal sicinebiot

el nplorms or physical problems to enjoy e o find
B i o ald fenciond bshvio par
teens both create their own stress and interfere with any chance of improving
1 quuy o . T s, bodelne individadls eaaly bve 5508 seasons
for wanting to be dead.

However, DT therapists, by livesof incalculable:

D, e slmeyson th e o1 Bl e o by i The o b

this stance against suicide i as follows. The agenda of many borderline pa-

e e i e covine hek i o e i ndcdwe
living; such argumen

worth living; i e i

eenume o i e herap e orhe il e ey (e
oy, o my polo of ] md :ng: quality of the patient’ I
O the patient may be trying to wo 1 ouregs 10 ot sid, O the
Pt may be g the proces o arging wih the terapst o lic re-
sousfrbope nd ssmance. Whteer e s, [ b t s b

nce by it tha they ae righ. Not only did 1 beleve tha theix
wereunlvibe,but myscf s o way oot fo them. 1 et hapeless mysel
My feelings of hopelessness about a particular patient, however, are no
better as a guide to reading the future than are the patients. That s,  have
often fel hopeless about a patient who has subsequently improved the qual-
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as only one way o think. From
forms of reasoning is most useful

pecially in problem solving, but it is reated.
Tok popin, the b of the o
for arriving at understanding.
Dialectical Behavior Patterns: Balanced Lifestyle
‘The easiest way o think about dialectical behavior patterns is to consider
the idea of balance. Borderline individuals rarely lead balanced lifestyles. Not
ol et b it okt ool sl o, &
apt 1o be dichotomous and The bordeing bharion peees—
el

cmoconal veneably s o s mlidton, aned ingcrites vt -
i g e i iy v peates oo s G-
ter 3)—are exampl Gufi oot  parre g

‘moving the patient toward more balanced and integra
sicuations. From a Buddhist perspecive, this is
In particulas, the followi

tive responses 10 life
walking the “midde path
ing dialectical tensions must be resolve

1. Skill enhancement versus self-acceptance.
2. Problem solving versus problem acceptance.
3. Affect regulation versus affect tolerance.
4 Sllicay verss bl scking.
5. Independence versus dependence.
. Transparency versus privacy.
7, Toue v agiion
8. Emotional control versus emortional tol
5. Conollngchsging vess obsenin.
10. Anendingwarchig verss participating.

Needing from others versus giving to others,
i Selbiocuing verus aherfousing,
13. Contemplation/ meditatio

versus action.
Primary Beh:

Decreasing Suicidal Behaviors

As Mintz 1968) has pointed out, nio psychotherapy is effective with
pain, Thus, whes e e of a pacens ek e e o ot
of any therapy must shift to efforts to keep the patient alve. In most psy-
chotherapy siuations, the thica 0 f s posed by suicidal behavior,bur other
ehaiors may s qualify (e, continued fasting inan anorexic patien,
neglect of vl fal s, puting onesel i danger of a i
pmwmn omiide As have ot n Chapter 1, sl bhaviors, -
Gcing complet e mmv:ydalmwmmmed with ntent to die,
are particul }yp ed.u s, Inconast 0 many et
paien populasons, hawever, and ter 1 likewise notes, borderline

2.
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ings,cither with a supervisor, peer supervision group, or other members of
the parent’treatment team. The basc idea, here, is tht the patent can count
on the therapist 0 get help when necded rather than, for example, contine
Adeily i sfcie cssmen o Wamete paens o rblems i

Therapist Consultation Agreements
Much s e dheapis and pic do, e
consultation group agree o ineract
i o T olaag e A DR
Conentof th spervision or cas conslarion meeings, That
agre o weat each

tion, the agreemer

with patients.

aiss i comperian or 2 e
another in certain ways. The
guidelines within the
therapists
other a leas as well s they trat ther patients. In addi-
nts are intended to faciltate staying within a DBT frame

Dialectical Agreement
‘The DBT case consultation group agrees to accept,at least pragmaticlly, a
dialectical philosophy. There is no absolute truth; thercfore, when polarities
arise, the task is to search for the synhesis rather than for the truth. The
dlecical eemen: dos n prosr g pinions, o o gt
olariisae undesiale. Rathes, i simpl poits o he direcion e
e e e T
he consabation tam.
sultation-to-the-Patient Agreement
The spiit of treatment planning in DBT i that therapiss do no
gt o ot i ot vl nphig b
bersof she creament team. The DBT case conslaton rov psgesha the
o e ot 0 ool i el oy it o bow
10 nteract with other therapists, not o tell other therapists how to nteract
with the patients. Thus, when a therapist behaves fallibly (within reason),
ihetaskolthe e thepiss o thecams ol it cope vt
s herapsts bebavior, ot reform the therapist. This does
L oot i sl g
 their patients, mhanpe information sbout the patiens incuding thei
roblens wih o mmbers o he treament ), and dicuss prolem
. This sgrecment is disussed more fully in Chaprer 13,

Consistency Agreement

Failures in carrying out treatment plans are opportunitiesfor patients o learn
o deal with the real world. The job of the therapy team is not to provide
a stress-free, perfect environment for the patients. Thus, the consultation
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in extremely questionable, and at times clearly unethical, behaviors. Sexual
involvement and dual elationships chat clarly cross the boundaries of effec-
tive therapy are cases n point. Thus, an explicic agreement to obey standard
ethical guidelines and professionl codes is particularly important.
Personal Contoct Agreement
Like the patient (see above, the therapist agrees to come to eve
e e o i
whenever possible. The length of sessions should be discussed, and the pa-
sen prfrnce and pro thesgy experenceshoud be stcraind. The
innt b o promide sesions of redsonabl ength tht are ot ot shor
e i e e e
the cherapist s out of town or unvilable,the therapist also agrees o pro-
vide reasonable phone contact, How much contact i reasonable i determined
both by the DBT telephone sratcgis (scc Chapter 15) and by the obscrving-
roa
Respect forPatient Agreement
1t seems obrious, but i helpful 10 discuss anyway, that the therapist must
be willng (0 respectth integrity and rghs o the patien. Although respect
in he patcn s csenil 0 effctive heray, the arcmen e gocs b
yond considecations of helping the patient make needed behavioral changes.
Confidentilty Agreement
“The therapist agrees that allinformation revealed in thr: be held in
e o, Camcnil ol o of s e e
ek 1 e piecs i progre) e lowed s ot
noes, and asessment materials. I should
coute i sppropriae ltseof oo ot
supervision meetings, the ther-
embar ol
s there o & compeling eed 10 o aherwise
o besesed,hower, o=
entalty when the paient st
s r recured b a0 epon
o them. When doing 50 s necessary to maintain the pa-
tient’ safety or that of thers, such threats may be communicated t0 other
people—cther those in the patient’s home environment or members of the
legal or mental health professional communicy.

,nw.. e v
ed

H]

the therapst s no bownd o confdeniatty
suicide o in other circumstances where thera
things patients say to

Consuttion Agreement
Therapists agree to obtain therapy consultation when needed. In standard
DBT, al therapists agre to anend regularly scheduled case consultation meet-
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n

tivities of the current momen, without separating oncsclf from ongoing cvents
and interaccions. The quality of action is spontaneous; the interaction be-
tween the individual and the environment s smooth and based in part, buc
not by any means entircly, on habit. Particpating can, of course, be mind-
less. We have all had the experience of drving a complicated route home a5
we concentrated on something clse, ariving home without any awareness
Whassoe of b vegothe, Dottt alobemindfl. A good exampe
dful partiipating is that of the skillful athlete who responds lexibly
P e v e et o e sk i S o By
ot with self-consciousness. Mindlessness s partiipating without attention
0 the task; mindfulness is parccipating with attention.
s The next three mindfulness skill have
O i P e
1 ans fcusigonone in inthe momen,nd bin i dog
what works). As taught in DET, taking a nonjudgmi juse
b g S o ot B T ot e e
from a negative judgment (0 2 positive judgment. Although borderlin i
diridul end o fudge b thmsehes nd ther i e ccsiely pos-
ive terms j rhin). e
e balaned i chei ol

(deslnaion) o excssivly negative e

position here is not that they should be mor

EC s ths dging hokd i e ped alogeter Ths

it very bl pont b 4 very imporan:one. e The pacon vt ot b
b can be “wortwhil” can awtys become ~worthles”

Eamat, DU s o oo o 1€ et of ibavios s

For ccample bhaviors may ed 10 pinal consences for aneel o za.

umm S the outcome of v maybe desrcive. A nonidgencl

roach observes quences, ng b

e b e e e veryv.hm‘
smply i O,u ber Ell i putd o b ot L
“ationl-<motiv theapis: would handle the prespect of an mminens plane
byl you die you e

Nindfooese s vy b 1 o ith the quliey

a person brings to activities. The second * s to
mind and awareness on the current
aeion among sexcal e o becena e ights
b i, Al oo s o s o o S

. upabﬂ oy that most bordeclin patits ack. Ofe bordrin paents art
stracted by thoughts and images of the past, worrig o s . o
i thought bt bl or curen e cgaie moods Rthe han
focusing ther entire atention on current oy
of mindfl woreyiog)and prhaps rsaiving s qul a current worry,
they often worry whi at the sam time tying  do someching ele. This
problemis readily o m-bkxmh diffcultes in Anendmgmlhel}n‘shllx

caining program. s must be ught how t0 focus their atent

,,,.,

of svass c
ow” goa arn o focus the
oy sk s splicing
X aciviy and thoughe
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Iy, actively observing and describing one’s own behavioral responses are only
necessary when new behavioris being learned, thereis some sort of problem,
or a change i necessary. For example, beginning piano players pay close ar.
et o the locaonof thei bandsan ngrs, and e st o s
out o o name th keys and chords they are plying, As skl improns,
o i ooy S S o e s
made air  picceis earned,the playermay have o reer tabserving and
describing uniil a new patter has been learned.
The it “what il s s clmriag—tht i, s o v o
ions, and other behs g rdria do e
in Y b g o el experience with aware-
ness, in the moment, whatever is happening, rather than leaving a situation
gt it an emron, (bshovionsdicsd el 35 among o
o o b el Genenly,the ailly o rnd 0ot s
s he event; of

comsponding by
sepml(ox ife lh:mnrllxll (Oboerving wlkin an 1.;
pwn r campl) Tis oo o “xpsining the

roaches an

ok ey ezm sychological appror
tons of nonreinforced exposure as a o zxm\gm:hmg amomaic
avoidance and fear responses.
T second “whar Ol thac o descrbing vt and personal rsposes
rds. The ability to apply verbal labels o behavioral and environmental
events is essential for both communication and self-control. Learning to
describe requires that the individual learn not t0 take her emorions and
Songis il b . 0 il mﬂz:llons of environmental events. For
example, feclng afraid docs not she s oo s heving
vos’s e o welare. Homeves, bordrine av-au |s oben confse
tional responses with p mﬂvnulm!evm Physical
e i oy ighnotog and o i sogmre
ot

s

confused with perceptions of the environmernt (‘
ing 1ol e cxu). Thonghs sho

school") to produce a thought (T am
lxtufunuhnhmnll s e oo 1 ol o) e cntned
5t Chom ko e ame o the il o ol g theogy
with their corresponding environmental

ettt st of howghis orrespon

events. The individual who cannot identify thowghts as thoughts, outside

events as events, and so on, will have great diffculy in most reatment ap-

prosches, neesinly,smos ey therpeutic pproachsrscs he mpor-

S or il b panzl\to bserve and describe events. Free association in

ing bhavoral diris in behaviortherpy; cording

mmp i coptie ey ol e vel=pfmd

ing i clent-centered therapy are htutprycl st

obsering nd decriing baviora spomacs 13 ngoing v i he p.
tients lfe.

“The third core “what” skil s the ability 1o partcipate without self-

consciousness. “Participating’ in this sense s entering compleely into the ac-
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sensations), self-soothing (via vision, hearing, smel, taste, and touch),im-
proving the moment (with imagery, meaning, praye,rlaxation, focusing on
one thing in the moment,taking vacations, and sclf-encouragement), and
sining of pros e cons. Acepane il nhde i s i
ompiteaccepance rom e wichin urin he mind v scepance
(i choosing to sccpe soly g o}, d wllopes o
Tocideaof “wilingnes” May's (1982); he describe

e
Wilings inphes 3 rdcing of ncs s, o o
o e s o el b o

e partof some Lime coumic rocssand 3 commment o
o o roes I ot s  he s ofovcl sy
rom the fndamenal esenc of M in an aemp to s, direc, con,
o e Mo g i s g e
s o rehaps e

r of b sive n cachmoment. Willu
commonly, “yes, bk, (p.6)
Alough borderin patens an thee therapiss alike eadly acept cris
el A s, DA DT B o e s ) b
is often viewed 4 inherently lawed. This viewpoint s based on the notion
st scesprmcs s willnges gy appronl. his i ok v May (982
: Rl 5y e e g e dpcodion i
o 0 e hat i e st imeitable ha s
s s e e i

Bt il nd il do o syl o g o s They
et e the underlying acitude one has toward the wondet o i el
limgas s s momie s s s f st .. -
fulncs forgts i, ignores ,or a s worse, actiely res t desroy i, Thus wil.
ingness can sometimes seem very active and aserive, even agggesive. And
willlness can appear inthe e of pasvity. Poltical fevoluion & good ex
ampie. (5. 6)
Emotion Regulation Skills
Borderline individuals are affectively intense and labile. As noted in Chaper
3 ey s ko sggstd tha bordrine and parsucidl il
are characterized by anger, intnse frustration, depression, and anxiety; as
o i Chape 2, DB o tho i regulating
tions are central  the behavioal difcules of the borde
From the paents perspecte, puinal felngs ae mon ol e -probla
10 be solved Suicdal behaviors and other dysfuncrional behaviors, includ-
o e e e o intolerably painful
Such afecive intensity and abilty suggest tht borderline patint
beneit from hlp n learming to regulat their affective leves. I :qu
most borderline individuals ry o regulate affect by simply giving.

é
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?

on one task or activity a  time, enga
and wakefulness. .

The hird *how” goal, being effective is dirced at educing the patents”
ndency atimes 1 be more concerned with what s Hghe” han withdoing
whass sl e o calld o i parilar . Beig i
it cpposie o euingoff yout et s your ae? s o ey

. it “plying he game? ot ~oing whst wole? Foman Easera

pespesive foostin on ecsencs s “uiag Sl e The

ety 101 B f o e n fovorofachiving godls ,of course

elated t borderline el o ithemidaing evioamenss. X

e b ey pai s whibir ey o  their own

perceptions, udgmen ddemmm ik i i

o S 1o b coest cx “rghe” Hmee, akaa 0t ey o

phasis on principle over outcome can ofen resul in borderline patients be-
ing disappointed o alenating others. In the end, we all have 0 “give n” o

of the e, Borderlin patets t e find it mch a0 e up b
ight for being ‘when it is viewed as a skillul response rather than

T8

a “giving in”
Distrss Tolerance Skill
DBT emphasizes learning to bear pain skillfuly. The abiliy t olerate and
ccepe s s 2m s ear heakh goal for o et esions. Pt
pain and distessare partoffe;they cannot b encirely avoided of removed.
T nablty o ceepe i mmatable fat leads sl 0 inreaed pin and
suffring. Second, istress tolerance, at least over the short run, is part and
ot ofay scmipt s hang ol e, o s il -
e wi ffors o xablsh deired
st sl g e il
i the abiiyto accpe, n & ronjadgmental
ne's curten sitution. Essntialy, distress tolr-
the abiliy to perceive ones environment without putcing demands
on 0 be iffernts o experence one's cren emorionl sate without at.
Epiag 1 btz ks o kv oot ows thoughts and action pat-
without attemy or conol hem. Aldough the sance
dvocaed hee i 3 nanjudgmental one, this should o be taken to mean
e 1 oo of spprovel, s eapecally imporact tht thisdisiclon b
made clear o the patient: Acceptance of ealiy is not equivalent 0 spproval
of aliy. O, 35 cogiie rsrucurin cherapis might put t,“The fact
dhat someting s not  catsrophe does o mean i s ot pin i he 1
T s leancebeiors trgeed in DBT e conernd with o
atng and surviving crises and with accepting lif a it i in the moment. For
s s il g re gt i (vith e ey dong
et conci, comparng onclf o peope s el of, opposice
otions, pushing away painful sicuations, other thoughts, and inense other

Distress toleran
ness skills. lwyhmwdaw
frbon, b sl
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fully logical (.5, i one person hates another, this does not necessarily mean
that the other is worthy of being hated), it can nonetheless be important for
borderline patiens. Identifying these functions of emotions,especially nega-
tive emtions, i an important step toward change

Reducing Vidnerability to “Emotion Mind." All people are mor
cepuibl o cmoina reactivy when theyarun Ml
tal sress. Accordingly, patients are assised in achieving balanced nutriion
and eaing habits, geting suficient but not 00 much sleep (including
g el cing et i i iy oese
staying of nonprescribed mood-alering. o i,y,.A
i inativides tht b e o e Fﬁc: and
focus on maer s very il vy schedlng in il
o ek o e 791 Ahough. s e e e
o g s e A s be xbasing
S b puciens and e ih g 1o i, of s b
drine paticns gt o never-nding b i whichpharac Py ofien

5 of e help. Poverty can intefere with both bal o and
il . Vork on yclrhenex o ot s e e by e
paes nd peconcs il e B bgin b Accumatte The 1t
2 problce v pesiity o maey b paies e be b

dal difficulty here.
Increasing Positive Emotional Events. Once again, DBT assumes

most people, including borderline individuals, feel bad for good reasons.
Although people’s perceptions tend to be distorted when they are hghly cmo-
tional, chat does not mean that the emotions themselvesare the resul of dis-
torted perceptions. Thus, an important way to control emorions is o' ol
The i e st off xnoons. Inceasiog e b of o o
e e son spproch o incesin posi:cmoions | 1 th st

e moles g duly postive xprcnes. In he og e, means
aking e chnge s et .u e s o sddiion
creasing, s 1 sl st o ek o b ng mindbl of

.

pus eSS S o g e
he posisve cxpercoce will o

'g Mindfulness 10 Current Emotion. Mindfulness

 cu
siosions mesh crppricaing s motions without juding them or et

ohibt them, lock e or i rom them. The basic idea here is that

exposurecopaiful o dirssing emorons, withous s5eseoson e
consequence, will xinuis tht abilty 1o timulate scconduny pessn

emotions. The naturalconsequences of  patientsjudging megaie emodons
as “bad” are feclings of guilt, anger, and/or anxicty whenever she feels "bad'
Tt of e i 0 oy e s gy s
th disires more intnse and tolerance more ficul. Frequenty, ot p
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instructions not o feel whatever it i tha they feel. This tendency is a direct
resultof the emotional invalidating environment, which mandats that peo-
Do sl the 4w, b o e ot mckthe ot e
they = anyy and confess and feel forgiven when they are feel lms 'w
lation sl can be xenely it e b
i ifuns hare ofen bos pr oo bt o
vould o change the e e ot e o s s
onerine dividuscome fromvirerencoswhereevipoosthe e
T ks e e ey e vy
same ..m.v.a\.;k v b tlerenceand s e pa.
i 0 ot Ao o, O bt o Eoma il
S i o Gonrol thlf oo Soch somel would gl et et
people are right and they arc wrong for fcling the way they do. Thus, affect
salioncan be aught nly i conext of emoional elf-vldcn.
Like disress . flect pulation s the pplcationofmin:
skills—in m.; u«, the nonjudgment sion and desrpion
of one’s cumens cmodonl rspor ea i that much
ine indi

g
>

vsc. The theorscal id of
sl cmosoas dines s mouk of codary responses
Le.;, intense shame, anxiety, or rage) o primary emotions. Often the primary
orons e sapie: o sppopriee o the coet The o of i
secondary distress requires ey cioions i ol
ool smcapcs 1 fulness to one’s own emotional
tech

Identifying and Labeling
islearning t0 identify and label e cons Emody bowere
1 comple bohavioaleponscs. Thet Moo e ivobesshe by
ot only to observe one's own responses, but also to describe accurately the
et Whic s ot G, Toas g g
alresponse is ided enormously if one can obscrve and descri
rompting the emotion; (2) the interpretations of the event
emoton; (3)th phencmorelogiea
of the emotion; (4) the expressive be
{5)the afreioct o the emotion o

Affect. The fist sep in regulating
ongoing, cu

iy ancmoten:
e 1) e event
that promp the
one's own functioning.
Identifying Obstacles 1o Changing Emotions.  Emosional behavior is
functonsl o the individual. Changing emotional behaviorscan be difficult
ity el i oo i elrng s o
sons and il emosonal bhairs a be el Gener
aly cmocons e el g othes s o o & pinty
m. o Exmaiona beheiors can s bve sootr
“The fist, elted to the communicatio o influnce and
ool ohe people's behavior, thesecond st et he pesots v
perceptions and interpretations of evens. Although the late

important func-

 function is not
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‘could toleate a distressing situation or painful affect if oy she could e
from fecling gilty or anxious about feeling bad in the first place.

osite Action. As discussed in Chapter 2, behavio
il e v i e
e Changn o gl m coion s Chaage s bhioal o oo
ponent by acting in a way th oppose or i inconsisent with the cmotion.
The herpssbould focus o the patiens vt acions e, ding some
thing nic o someone she i angry a, appreaching wht the s afd of

osura nd facl expressvenes. B, with rsec o the
e, tnprmm st e i cla e he e w10 bk p sion
o on o | rther i s 0 xprs  diflrn: cmorion. Thr s 4 very
big diference between T el oo s bk
prission of anger and  eaved fcal expesion hat ExpresesHkin, This
technique is discussed extensively in Chapter 11.

Applying Distress Tolerance Techiques. Tolerating negative emotions
withoutimpulsive ations that make matters worse s, of ourse, one way to
‘modulat the intensity and duration of negarive emotions. Any or al of the
disres tolerance techniques may be helpful here.

Interpersonal Effectiveness Skill

The paricalar beavoa prtrns nesied o sl fesivees deend

almos nily on one’s gl 2 pa |m|=rnmma Th(ﬁ «
section of the interpe ‘module addresses lem.
e ok e P oepeee ko b a5 o

in co p e i

den ndiidual g Shen bve any comenationa il i i rper-

o, Sodel ficcvnce, hoveres, Toquies T somplemcaney

behavioral-expressive skils (1) skillin producing automatic ok

saons excouee| habmully, £ 2) ol s podciog o)
when the situation calls

T:Amcrpﬁmn by ns(pllwrns o D e Slmllx
ot eaght 1 st and monal probesling s They
i e avstegisfo b o et o s, oo s g
with mrnpenalulmnﬂm “Efcctiveness” here means obiaining the changes
one wans, ecpng e o, and kepin o’ sl spec, Athoogh
e s e v progoram e quse fic (e the skills waining
S i) T apect s sy Seceped nerpeine

rther deta
program could be subeiate for e DBT
g, borderine and sicdalindividuals :.equ.mym good in-
terpersonal skilis in a general sense. The problems arise i che application
ofthese il o he svsion ht e paients ecounter. Theymay be s
o decribe e beaviona ssuencst when discusing b peson
encountering a problematic situation, but may be completely incapable of
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st hat willower does ot n el producesces ¢ mery alows
a person to persistin the face of the failure that i typicaly part of learning
new behaviors.

Borderline individuals acn principles of reinforcement, punish-
R i DA A, o e B
Ths, principles of learning and behavioral control in general, as well 25
Knowledge about how these principles apply in cach individual's case,
‘oporunt g icin lexmagem il L e vmgeed
s ubsanial change i patincs bl srucre,
iy stylativork vt controling her own behavior
Realistic Goal Setting. Borderline patients also need to learn how to
tive goals, 0 assss both positive and
a sk ek s e el v i
ofiew of mhes hifatin patint
i piopsiod i ooy bt
B e T et e o
Encouraging patients o “think small” and “accumulate small positives” can
be helpful here.

Environmental/Behavioral Analysis Skil. Therapists willneed to
it sch hills 8 slf o s corronrocal moihorg; ghave
1 eaostiog bl and eeluting et o deterive e

sonsips bervenaceden and comespent vt nd b o
s Skl are vey smla 1 he pothesis-etingskls taught i cop.
i thrapy (heck ¢ sy 1979,
Management Skills. Borderline individualsfrequenly ha

PO o A i ot i i
Pians. I my cxpeicnc, most have cnormous diffiuly withth concept of
self-reward. Usually,the problem s that thir thought patterns center around
g s ot dsrin et o paihmens S e s -
tion of deserving seming i bl o k on con-
dogeocy mansgement bt rwoven with (nchm il Msssk!l]
A patient wil often phaisigiing gt = u paithme
or deprivarion s the only cffective e made
T erpist shold spciicaly point ot A e ug:nvc efects of
i sty (. you do oveear g bt additonlprlems e ou
:lumlgby the i yourl s pnimenc) e g
ronavisie bavior maagement ontin e, the ther-
i o e bt Knowledgdbl abot th pre e i
sive about the problematic effecs of misapplying contingencies.

iz

il Conrl Techniges A invalidaing environmen’s
me any set of environmental stimali

o

that an individual can
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ting or smilar be analyzing their

i Ty e ol s s bk ity o unen-

ollable affective responses are inhibiing the aplicaion of social skill.

R oo e s o ol o ek  prem
ture termination of relationships. This probably resuls from diffcules in
allofhe gt aras. Pobems i af tlrnce make e il o e

feo, it o fusraionsthas e cpical i confcna s
o P s platon o 1 by se chroni
o frasaron;nadeguse sl reglaion i nerpersonal problesobog
sl male il o poreiel el onship o "uslnwy ositve -
vers. Borderline individualsfrequently vacilae between avoidance of con-
50 e confoenaion. syt i of avoidume v
confrontation s based on the patients'affctive tate rather than on the needs
of the currentsicuation. In DBT in general,therapists challenge pacients' nega-
five expectancies egarding their environment, their elationships, and them-
slves. The therapists should asss the patients in learning to apply specific
inepersonal roblesobing, ol and sserivenss kil o modiyave-
ive environments and develop effective relationships.
Self-Management Skills
Self-management skill are needed to learn, maintain, and generalize new be-
i s AR g ARl ooy el b
change Selimansgencns sl incudebebavioral catores uch s sl
goaldirected behavior In its widest sense, the term “sclf.
il o sy tmnp o) e, o stbeie coungs
one’s own behavior,thoughs, or cmotional responses to events.In thi sense,
theDBT il of midflces, dists eane et o, and e
perional proben solvig chought of a5 specific types of self-
et . T e o B bt e i
8 of bhaiorcapabile hat a sl aveds i ond 1o A
ther skills. To the extent tha the borderline individual i deficient in sel
‘management skils, her abilty o acquire the othr skillstageted in DBT is
seriously compromised. The self-management skilsthat should be targete
are discussed below.

Knowledge of Principles of Behavior Change and Maintenance. Border-
line individual areofenseiouslylacking in knowledge o fundamentalpr -
iples of changing and mainaining behavior. A patiencs belif that peopl
change complx behavio parterns in  heroic show of willpower mmw
for an accelrating el o alure and sel-condemnation. The fulue o

2 goal becomes one more proof that rat explanations of failure (azines,
lack of motivation, no “guts”) are realy true. The therapist must underminé.
his notion of how people change. Frequently, analogies o the learning of
common veryday skill (.5, Iearning t write, rde a bicyle, exc ) serv (0
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of the therapist's), however, has two unfortunate outcomes from a DBT point
of view: First, it deflcts the therapst from atention to the ptient problemat-
ic behavior To change a construct,such as boundaries, requies at leastthat
shehrapis be able o sy theShavos it apeationally defne the co-
i ikt o Secal e ko boundaris s asumed o

centi

blematic behaviors, there islle ot o i
prassrjsiee pis o pobe o e nfencs, Thus imporan raeshi
ining the bel mtm.ybtm\sw«i,m:km‘;hzn et moch o i,

2. Behaviors that push organizatonal imit. Although we do not or-
inacky ik of rpions, cring st i, having “ésona
limits it 5 seful o consider limits from his perspectve in DBT. Thus, in-

pescn wie ks (.5, o radio), et o d restment conencs
(e 10 guns),or outpatint clinic rules (.5, waiting for therapists in the
O wabing e ar st of oresdions it Ty e

‘sonal” because each treatment nit has its own set of limits, often dzvzloP““
fo sty many individuls (il and i sdiior ol persr

2 i i, o e commpe i i p cross a limic
they do anything o ke gl o o T lumlkllwdoulvflht

e e vpas. The o e \m..m.l.,

oforge nizations of et i i Sasby gty

oo linis i vyl etings. Thus, s sequiing irncal or s

Seheroe, o procibiog iaerpesons) bebavors et Woull e
lemad n ey o sk e oo St robaly g
10 DBT, behaviors thar cross oxganizarion) ks are eated 1n e
fkion's those tharcos o erapiots Timis. In bo casce, the therapio
ar that thelimits reflec the personaliy of the individual or

make it cle
e rpmmsaion

Asinthe case of atherapis’s personal limits, a most importan
argancatons ik bty ik e s i o o
ments for conductin effcive treatmen. This type of limit comes the closest
foam ey i sice it s conrucied wi  css of paties i mind
(e, borderine puiens), ihos consideing he neds o any par

e, Fo cample, inthefist e ofsandard DT, all patins e
bty e b il dmep ]

sl inin. Onmany inpatient unis, ol i iy
i spocibed mmber of e aicis o ho oy goup. na s
ment seuing, ll s may b requed t paraipute inperiode s

meons, The ke b o th i to b v creul i deeopang e
keeping only those that everyone i sure are necessary for the treatment pro-
cram to work.

3. Bebaviors that decrease the therapist's motivation. A prerequisite to
Gisiion of sgy 18 oo s s Gt g o s
apist and patient. Motivation, in tun, is dependent on reinforcement history
in.particular situation or contex. I the best of cases, the patient’s progess
toward treatment goals is the primary reinforcer for the therapist; when
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ict0cach theapis and vy with comtt. Thore been important
e e e e ekt
o et T g i o pecssae U b
not given); trying out behavioral suggestions given b the therapist rather
than saying that the will ot work};asking whether thisis 2 comvenien time
s Al e gl el kg S 8 i i

8 with good ne call shorter than desird; keeping

ather s

e e ik um,m i
ety oo o ing ) ndshwin e of humor, o a st spprcs
ton of the theaps s of humo, Thalu:y in v that
by S e e o
Therapy-Interfeing Behaviors of the Therapist
Therapy-interfeing behaviors on the part of the therapist include any that
are iatrogenic, as well as any that unnecessarily cause the patient distres or
‘make progress difficul. The basic dea hre i that the therapist should, fist,
9550 b Sl e i b sl e i o
i S g foumie U e ol
fensive ey i st response
s Whes s
b sray of s sy s hpie g bikisior.
‘Those that have consiscently influenced me and others i my clinic include.
ihefllving: perona factors,such a e sres ac home or 1 wrk,noc
ough slecp, or illnss; t00 many time demands other than those created
7t peian; cmpirmesalieg il ek ke sl part o o e e
23t i deads e s = cpeiencd st s
s problefor those e scademic wol ones sl
asatherapist especally i comparison o o e bl
parisons of the patients seeming lack of progess to the progress cveryone
else’s patients seem to be making; anger, hostlty, and frustraion directed
b pin; “laming e i’ aiudesspclly fone cnnoe e
e another way to think abou the patient' behavior;  sense o being pushed
s the vl by e paes o oflosin conil o the therpy s
he pat Il commit

tion; fear of being sued; anxiety and/or panic that t ill
i 1nd i b ;,am e s oot 8t it
cortesponding unreason: e of o .

Qnrohh e most commn,and ot deilita caing factors lading o ther-
e mitaes 4 it by o ke 3 pciens commanc:
o e . i )
ko ltomes o rsiscaoas Werir, whi s b b
i suffering, actually inrease i i the long run this poin has been discussed
in more detil in Chapte 4. Theeapists therapy-inerfering behaviors, however
can be genrally clasifid into owo categorie: (1) those that concern balance
‘within the therapy delivcry, and (2) those that concern respec for the patirt.
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slow, other behaviors of the patient can assume e

o Th anwilingnss of macy heapieto work with borteie pascess
s direcly tied 10 the relative absence of reinforcing behaviors from these pa-
tients and 1 the presence of many behaviors tha the therapists experience
a5 aersiv. Failr o attend 10 therspy, noncollaborative behatiors, noncorn-
lane s znd d pnbing thetherpics B all qualy bere. e iy

Thave d nclude s bl il i ad s
i e sl do et o 2 beie e ly when s
e smeabic o eeustic cotimsof e espaapa e pesealis S
G f the ezt vt place of wotky ol ok o grasitode o
Sippsiacn of e iy el e il e o -

rogressthat doss o and comparisonso e thecpis 1o other who
s bt therapies. Paicalasy suecssul paint behaviors are
e o e th e, eporting th hera i 3 e s boad o

otherwise engaging in 2 public rebuke of the theraist. One patien in our
cinic brought and sent hr therapst an overwhelming number o ees,cs-
s poems dravings . The hecapis nc ok homean s o
s o miplcd . hs i e e o b
nd when m: o ad misplaced it
g e e S o e
i i 0 e o st e gy o o cuine
o1 i he patent o afc he locatd he mising
s thaedoe il r grop membes s, In g

. 2t oo, e i g ' e o e il
merbereill s S aneshs i s st 4 patcn and frly men
ber can also be considered  therapst. Any individual behavior that decrease
the motivaion of other roup, mlic, o family members o continue offer-
ing help and seay inerestedinthe patient' welfar ar therapy-interfring be-
haviors.

forc
v dxrddo

Therapy-Enhancing Behaviors of the Patient
During the il rentation o DET,andsometies fequendy thereatier,
Imake i e 0 patiens e of thei tasks is o interact with me in
ks gl e mn.. e working with them. (1 have a similar
iprocal obligation to them.) This idea is often a o oue o e puns:
(OFcours, dutag ntcackions with a patient, 4 therapist has an obliga
o elpfl way o maes whit e et i G, 1 i s

. 1 pos-
e e e asions hould b eminaed. To prevnt e
outcome— rex:mpl:. losingphone calls oty altogether—the patient
is taught the haviors ance the likelihood of interac-
e
‘As noted above, the chief therapy-enhancing behavior is simply making
progress toward behavioral goals. s s e, s
e comers ofth therapy-intecfring behaviors described sbove, are specif-

tion's contin
ed
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and withholding help on the other, assuming that the parient will help her-
sl when she is sufficienty motivated. In the frs case, the patient s seen
as excessivly fragile, incompetent, and 100 vulnerable (o help herself. The
herapis may nanie te pain, et e at bl 0 male deciom,
a4 dohings o sod elphe i s tha he therpis wouk ot con
or xber paseaa, Out of ot acamples o 1 my in nclude regulary
o e e b b o ks Vo B e e
25100 afaid to come to the offce;taking her places (orignoring missed ss-
sions) becauseshe is bl o drive and is bl oo ol o e 1
de pablc rnsporaion changog il topics,belving that the -
ene 0 mred o spak for herselfand allowing st b slentwhie
o s By g ol i g G e
pering bl o b 1 comtrae, o tceapa . ke ey ks 10 st tac
a patient necds more support and nurturing than sh is ecciving —a siance
that e e, A« s e patins may sl cxagge b e
and n e e et i b £
tes in keeping.

n_a

riously, thus continuing
v of e Dific 1 blane berwenivrveingfox
1ndnkm5t.ne of a patient versus consulting with and teaching her h

care f are discused eensively i Chapeee 1.

s f e Do Therapiss
o e e o s e comr
mumicaon (sec Chapiers 4 and 13, On she on hand, bordene pe
seem to encourage vulnerability and personal sharing on the part o m. m
“pin T facorsope b, P, o padts i o

v i thit auments ht he herapeutic elationship s ar ety
Smalin i ot ot o ot i ing all the risks?”
syt extemely capable

o st
oo i o often, therapists make the mistake of becoming over-
Iy vlnrsble witiathe thergy I no ol f thnpins 1o dekop
the habi of haring i o pesonal il and bulations with

Yinepaiens,segerdisof i v e oty S

et with a patientis the most exager Sdpores mple here. Ar che other
extreme, therapists can overemy pmumd e betven themlves sod
theie patients. NowD3T thepies e ing 10 “boundary

e o the hespeutic fame” DI therp rehslighinds .nm-mmm
wnication mm, rreverent communication, theray and

boundary issues, o sl b o pa-

tents’expense; hostle criticisms

s unwarranted attacks on patients’ belifs, emo-
tional responses, decisions, and behavior; and inflexible emotional and
physical distancing from patients.

Behaviors Showwing Lack of Respect for the Patient. Behaviors that com-
‘municate lack of respect o a patient sometimes communicate accurately. At
other times they arc inadvrtent, resulting more from thoughtlessness than
from genuine lack of respect, Typical distespeccful behaviors of therapists are
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Behaviors Creating Therapeutic Imbalance. Typically, behaviors that im-

balance the therapy are consistent behaviors located at one extreme or the

thzr(zg . sceprance s change o sabily vs. i) of a coninoum
of therapist behaviors.

X Imbelence ofcharge e acspanc From o DIT perspcive,he
' pati e and maoain

ort afdees ofthi st ae boharir pavens thic crete
ln:k balncebereen change an =i purmert i A
overly focuse Pipey: change s he paents seme

i idshiariod Tt yar ey bespe n o e
apies undoing the damag. A patient who rebelsin such an environment may
be bl 1 exesely dekense, s ber oecions iy o wbesdd: I
ot 3 g who s e paet ncondanly b dos

et e mor competent bbavor partrns, doss the patin il g

ld:e-d,m:h um approsc ey aceepes e patcnsown viw of what e
ke o oo 1t i & s bovd e puscee ko'l oo saper
nds dificlt o mpos-

porchvetam b s L
sible to handie

2. Imbalaceof ity e sablity A scond roup of thrsy-
Inrin i oo eI bty e B
iy nmodiingesmentspposches with sy o herpec o
Such s proble st o oo wih e o, without a theoret-
el perpective 0 uide heapy, witches e e
achieve some behavioral progress. Essentiall,the problem s one of patience.
Aimosay therapeic ey witha bordrin ptin e i amouns

em:

oftne o me:d Equally problemcc i terspas modifcionof ther-
apy accor ry iteria. Examples include skipping skills
lmnmgmhvm 1--n et s e o e o
o not “in the mood” for the effort imposed by skills training; locking a pa-
ient in a hospital out of aner o to appease family members, rather than

ing

st el om bt e b spe
because the therapist s 100 tird or does no have time to cope

il sotic Nedls o s in 1o comins. 1o o ke
Aoeuie beberioes are for e patcafs own good Snply CompouS the
rcblm: A the rhe pole, gl macuing shrspeui Sregis thae
prodcean prgres o et ds o the pir, opely f ot
il e it sl sl by e, U

s become mor igid un d.,

Seciiy depend oo oo ecapeue s
interventions described in great detail in Chapters 8-11.

3. Imbalance of nurturing versus demanding change. A tird type of im-
balance i that between nurturing and doing for the patient on one hand,
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TABLE 5.1. Examples of
§; Mo s sl
2. Cancels appotntments without rescheduling.
3. Aobeacly hanges b or h&rwhnuvnhm(pmm((rl changes phone
policy, fees, appointmer

4. Boes nox s mesages or phone calls, or delays clling back
b mp-m/mmm'f T v cling
& Do e e s i v
§ Decrrer papers pasen g
ot unp'mfn
5 o poor phyaca b
10 i el o uocian affiespace
11" Smoley Gt s
12 B G e
3. Does nor froe
T e B ke o s
15, e lneatoe duing seskon oF houe el o ngages 1 oxbe aciiies
16, Forget importan informtion (e, evant history information)
7 ac el e s B
1 iy
13, B whea i e ot
20 Rvods ye comace
21, Talls shovs aths pain
22, Tull chose how 1o o s woul rth be doag someshing e
23, Watches the clock when with the ptens
54, End scsions premaniely
35, Refes 10 pains in 3 enst, patemalistc o matcmalisic manaer
s e B et
o S P B

Trears

Note_From Developing a Sa
ks il il 159 ptaed i Gy oo,
Repented by permision of th sutho.

listed in Table 5.1; chis list was put toget imber of resources

by Marian Milr (1990). Many of the e o B mt s s

ftheapiss ot cither in gl o wih s paiculas pi. Allhough

i occasional instance of behavior communicating lack of respect is perhaps

, an accumulation over time can interfee seri-
oe Even mor cruchal then aviding -

ey el ey

with the therapeutic endes
ol behaviors, however, i th therapit's response
e poincd our by th pait. Th sk of repaiing ostibscrid
i thefabric ofthe relationship can be one of the most therapeuic processes
the paten experience. Cerainy the necssityto rpai relationships s ypcal
i g this case, however, can prove extraordinar-

i

2

Decreasing Behaviors That Interfere with Quality of Life
As 1 have indicated in Chaptee 4 and agan in chis chapter, DBT assumes
that borderline patiens have good reasons for being suicidal and unhappy.
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the recogaition that a particular behavior patten is problemtic i the frst
sep o the path to change. In such nstances,the therapist must be very care-
ot lecp the focus on chavors that e 1= Focionly sl 2

quality-of e issues or the particlar patent. Opinions and personalized judg-
e s i o et herapy-intrfering behaviors by
the therapist.

Case conferences and supervisor be invaluable for helping

aherpi or chrough hs o her owh s, diffeence beveen s an.

the patient’s values, and the influence of the therapise's values on therapeutic

priorites. Such sorting through i especially important when a therapist and

s come fom difing cluralbackroui. Wheshr ot o8 ther

it can work within he conext of th patiens oy, depends
m

therapiscs own personal limits. For cxar Icl wpaien i
posal picup boses. She did ot view o pytiwsii
pmblem  When wo s sogoing e 4 cond i peirdal py, 1 old her
that I could not work with her unless one gonloiduzu piniphisgrd

behavior. | did not want t tolerate my images of the patient’ geting arrst
d or other peoples not important leters.
A et preio ot DBY ot  sracenrd eyl s funcioully
e v herpeui i acros sl arges reas. Inancaty Yrionof DET.
i pasote o e s vt tht ok e, o o e
b e o ok Ay B S e
o mploymen,vlutes ob schol, o e bligtions.The ewson
fo this equiremens s cha s | o Gk
possble) o 0 borderln mood-depmdn e
n. he paenss sy a sk an ol vayig b ©
sffes, ccalatingfea and aoraphobic e bchav\m!,
g st et s oo
e 08 econmpdcon i ubenetat Veions of o ety ek
ok 0 i DT gy o e sy
roach s to avoid unilateral ermination of therapy,if at al possible.
ik sl ummaluteamist oty gy
able to the therapist, and we found that it had (o be used 100 ofien when
sructured activities were reguired. The current policy s to make dysfunc-
ional behaviors as uncomfortable as possible within the treatment. Condi
tions that can lead to temination of DBT are discussed further in Chaper 10,

Increasing Behavioral Skills
Skils raining in DBT is designed to remediate behavioral skilldeficits typi-
individals mecing i for BED. s Chaptcr 1 s g (e
especialy Table 1.5), the nine cri designated in DMV can
ekl bkl nplacbeiisay ot i
snie of sl snse of emptincss; ehavioral dpteglaon (mpuisv, slf.
damaging, and/or suicidal behaviors); emotional dystegulation (emotional
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“The solution,from my point o vew, s for the patients o change the qualiy
of cherlvs. Behatiors that might b categorized s ntrfering with the qualiy
of e s e i Tl 5.2 The e ot b, nd b posens
Tay suface with a particlar patient. To be included in his catcgory, a ps-
o e scouyprobimatc<nough s ha  nk chnge,
e surely will nerfer with any chance of a reasonable qualit of lfe. A good
v o dcmin whtes he e atcn s cnugh o iy
here is o consider the pattern both in terms of DSM-IV diagnos
(in partcula, Axes | and V) and in kmsnl(hzz"«lso[lhebd\avlman
the patient’s ablty to progress furtht in therapy. Behavoral pattens that
B o e wwi i
imefere i the furthr ondactof heapy do no qualfy under tis bead-
stead, les serious o les harmful parterns should be treated in the s
o md ied sages of DBT.
sl e desemination of which behavio patcans e s crcria
il b e Yy gt s ot oy oo n oy et

E

TS 53 s Tt it it Qe ot
Sibane s (camples: akobol kg sbos f o presripion s
2 ko e sl bhoir camplo: e sex e s
ng e vy el RO e, i TP L)
5 Eaen il Ao (el recritog g bl affcines
i badgenng cxese pendin o g by 10 e bl
Ssencie
4. Criminl v i o s my e (e o
exing fes
. Seiusdysfnctioal nrpesoal beavirs cxampls c i
physically, sexually, and/or emotionally abusive partners; ex«ummlan
Shvave i ves ndmg elaonships pemanrds maing ot peop
e e e g e e o
ool dpprova)
6. Employment o chooblted s (cxampls: uiing
T oot oo e o S
 stin e vockona i, it o o bl ot
e e s e e s e o)
e et oo (i sl o g
bt epirhs g .l otk
sicians; refusal to treat illness) i pM

¥
£
®
i
i
3
Y
g
T
H

ples: living in shekers, in cars,
rmmin.bl: eope o g

i
| Vo ot oo s wmsisging i
Bospialspharmacoterapis hoppings not ding mecded ancey e
‘Menaldisorder elated dysuncional ptirns (examples. behaviora paerns
et e fo thr svere o deiaing Ao o Axs 1 ol o)
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TREATMENT OVERVIEW AND GOALS
TABLE 5.3. Goals of Skl Training in DBT
General Goal

associted with problems in lving that are caus

Specifc Goals
Behaviors to decresse

Inerpersonl dysegulaion erpersonal sklls

Emorional dysegaltion Emorion egulaton skils

Bebavioral and cognitv dysegulation  Disress tolerance slls

PR — Core mindiulness skl observin,
decrbin, piricipuin, kg sn-
il e g o o
g i he momen, b e

bl problens i s, el dsulionchaoi elaon

ships, fears o abandonment)an ymguunm« i

rociator St e w.. ol skl e these

problem areas. The relti

sght i rm
BT sl i e brosd g
BT s i oot Bl 33, Bt regulation e interper-
sonal effectiveness skills, distres tolerance skill, and DBT “core” mindful-
ness skill are caught in a structured format. Self management skills, which
are needed for learning all other skills, are taught as needed throughout the
treatment.
Core Mindfulness Skils
Mindfulness skils are central

BT; they portant that they are
e o s e sl They o )lzﬁ ,k.u‘ ..u,m and arelisted on
the diary cards that patients fll out every week. The skils are psycholog logisl
st il by o

;n tughtin Evrn

pracices. e deown mos beaely rom he it

‘e comparble with mos Westnconrpl o o ot prac-
There are three “what” skils luhscrvmg‘ describing, participating) and

hre i sl (abin & oniodgmemmt s, focusing on one thing in

the moment, being effective). These skilsare outlined wd dzsmb:dmunz

decil in the companion manual to this volume; a brif

below.

mary is

Core “Whats* The mindiulness “whae" skills include learning o ob-
serve o describe,and to participac. The goal is o develop  ifetyle of par-
ticipating with awarencss it s assumed that piescpsion wibous svarnes
is a key characeristic of impulsive and mood e General-
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00d from current behavior s essentia if primary target goals are
bz:uhanBTThttmpaium BT o dises leoce od s

nce of e as it is, without necessarly changing i, is based on pr

s Abhoodh | iy Aoy o bt B
is by no means least important. In many ways, all of DBT focuscs on this
target,since the lnk between negative mood and congruent maladaptive be-
i i xingihed (1] soinespushe) concny trovghon

Concluding Comments

BT s i e+ g Aencsil o e e

or being able tols the targes in oder of p syl

st Thecucial econd skl whichcan Lesruileunit ol bl
o mosne the gt o s ek o e bty 2d

el e levan cagoris pigeonhole wht the

Paior i dog on il aoiodupled

o ook h your et e it 0 oo ¢ e et
i i e eaming 1202 comple piceof s Fe, you s b
able o idenify the notes. Once you can read the notes, you have to be a

0 play the music. That s the topi of the next chapter

Note
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solving. All of the DBT behavioral skill both rely on and feed back into
lveplvh\tm- solving behaviors.
' ability and motivation to

mpting (o increase borderline patient
uplahl soluions, oy them ou,and evlut hee ectivnes i
point at which therapy me derailed. The problem i quite simi-

e e patients outide of therapy. A
misake that many therapists make i rying to make apples into oranges. That
i theapscs fen 10 ke pains who preler  pse el eglaion

styleinco| ik s it el o i i Lt s
approach is door the time. The focus in
BT 1+ onhlping paicas e mmeg i peaie s gk The oo
here is that an individual who prefers a amvuzll-m‘ul:uunslyk enal-
loving peion o cnts i th evironment 0 requate be beavior)can
leam o control her o b il conrlin the rutre of
the environm .sms ntracts, seing up deadlines, making lsts and wric-
enschedules bty e ot
selfregulation.

Increasing Accurate Communication of Emotions and
Cor casing Mood De p. ncy of Behavior

mpetencies; Decreasing
Bosetine indivdulsolen micomminicas e cuen roion] e,
noted in Chapter 3. Although a times they communicate exaggecated emo-
Sl espontes s et hey nhiic expressonsof negaue: emoios.
Such a pattern is predictable for anyone brought up in an invaldating en-
vitonment. Borderline individuals, however, are often unaware that they
ing emocionsacuraelys nses, they hqnm!ly et chr
“withholding’ in their responses
fvidusls lern how 0
Il as o

ot expressi
pesons are swre of bow sy et bt e
o the pateny disees, Ty s vl tht the odi o
express emotions accurately (both nonverbally and verbally), as well
assess whether their cmotional expression has been understood.
Simiarly borderine individualsalio bave problems with communict:
ing 10 others when they are having difficulty or are not competent t0 handle
lar

S i Part of the prot o i  puins o e oce

judges of their own competencies; frequently, they belice they
e Sk Sorans eben thay e sy B o oo Tty
i £ ey e e bk

howewr, paients ommunicae competency
o cope To e sl tht pope e 1 e them e oy who cried

welb o0 many incs, and faly bl h he paiets ae comforable
ina siuason when they hemscivesfoe hat hey ar “fallng parc” Al peo-
ple including borderline patients, mus be able to communicate needs for
assistance or help in such & way that others wil heed the message. Much
of interpersonal effeciveness skills training addresses jus this topic.

The e tht o st b i accord with mood is a dysfunctional
opposite extreme that i also typical of borderline individuals. Separating cur-
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carget priorites across teatment modes, or the responsibility for achicving
target goals is changed, the therapist must be clear and specific about what
is being changed and how.

he General Theme: avi
The goal o increasng diaectical behavior paerns am e
isthe theme that guides DBT's approach to all other i
args e e the ohers It wars. i s 5 o et
b el Ul g oo
entmode incontsh,al modes ofDBT annd it behavis p.
. Al heapss o bt tomodel nd o efre  dilecical e of
Eiking st “pposching s nd chalenge nondislecicalhinking
orsppoaces o prblems, o haptr S b e,
Second, ther thera i
e s B ey e e it b s T

e paat s wok e a cuplc saguatonci v ok st Vecomig
more dialectical. The main reason for thisi that I have believed that the con-
optof il i cverly shtas andfared tht explanation an st

n might get in the way instead of facilitating learnin i o addition, | have

eagin i m absence of dilectical thinking patterns would prevent
Comioment o oek v adopin such & Sy of though. For oampl
o vabyin il b e o ali,nd ths
that absolute m is knowable, is not likely to agree to lt go of this ap-
prosch o knowing and ordein the universe. My elciancet each e

el panerns el oo, maybean ovely i spprosc. el
cogntive therapists (e, . 220 toas e vy oy
e e o i e oty e
e kg e o e oppos s ko Shoking it
reme action) in teaching the st of skills discussed in Chapter 3

A third diffcence between tageting diaectical behavior patterns and ar-
eting other behaviorsisthat, becaus it forms an aspect o cach of the other
Bt o be e, il behavir s o he e of -

1o be discussed next.

The Hierarchy of Primary Targets
The i s riary b g uined in Chie S c
b aigned 10 ity m et of porecec. The ey o e 1
mcnt 5 whole s hown. in uble 1 el e s it
targes have been discussed in Chapter 5. This is also the order of priority
for targess in outpatient individual therapy. The hierarchies for other modes
o theapy difor dihey, w1 sty i e chapeer. Although the list
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Structuring Treatment
Around Target Behaviors:
Who Treats What and When

I ting crses and behavioral
g o G SR Sk B s o e
therapist. At times, s0 many environmental probiems and maladapive be-
haviors are occurring simultancously that the therapist has dificlty decid-
ing how to focus therapy time. The factthat the patient often makes intense
e o e i o bttt 1 o does ok Llp in i e
ton. Mood dependency can mae it ik foxmbmdtrlm: individual to
dress any problem not related to her current emorional expericnce; the in-
o ot caion of ot ply o e b gy e
forthe therapist o focus on anything else. DBT targets prioritis, which arc
guidelines for how t0 structure therapy time, are designed to help ou here.
‘When a therapist i fecling overwhelmed by the clinical stuation, DBT target
priocies indicae wht o focus on.

e i of DU ht et fees s ol e i
i s o eV S o o el kel v
it ineach mode (5. individua ey . G e, elphions com
alaion) of DET: Thus, i escnral ha each individuat provdin test-
men o th borderlin paten b lea and spcifc about whic ages that
iidual 5 esponsil for. Even f & herapit 1 he oty terapst or &
particular patient, it is important to have a clear idea of prioriies in cach
interacton; prioriie in a psychotherapy sessionfor cxample, may be very
ot o pionics dug » phone comerton,

T chis chapter, 1 describe bow treatment targets are organized in stan-
dand BT, The mox imporan pot i skhongh specifc priorities can
o and probaly s chang n o sng) e i fordar-
e specificity should not be dropped. If the taget order, the division of
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“The individual therapist pays artention to one order of targets, the skilstrain-
therapists another, and the process group therapists another; n telephone
iteractions,yet another order of targrs guides the conversation. In some set-
tings, the milieu and unit or clinic director may be part of the DBT team, If
50, then the milieu and unit dicector have their own lists utmw priscienm
b ks modes e addd o e cosment prilond
up for cach mode. the
id

s e i o espontiis
Foo il bl sl s
and modes of therapy. These possibilities are discussed more fully later in
this chaprer
Thehey ol o b made s DT therpises i parilr
seciog st ndesand ey whar e own s ofurges
h pacicasand how chos hietarcie it o the overll irarchy of
s rges Gy the g and o e 1 xch e
mode of rcaumen. Thus, if therapiss are careying out more than one mode
of reaument (e, i the individual therapist is als the process group thr.
apist, or if the individual therapst or skillstrainer also takes phone calls),
ity s b bl e he e f s o coch mode
S ot b ble o St smootly rom o hmrey 1
it o oo et e

to another as they.

The Prriary Tharapst nd Responsiiey for Maning Trgets
cach trearment uit, one therapis s designated the primary therapist for
ool ity ik b
th therapist i the patents individual psychothecapist. The primary ther.
apist s responsible for treatment planning, working with the patient on
s ool s ad lpin hepin gt o accasonaly
deade to dsard)wht s bin lame i ot v 1n
xpeencs,che primary s dos ot e seseorbeler b
aracd chiwhere uch Kafing s oen siout
weaken piss 2 common cin may ke par i esment plr-
ning, have input into which speciic behaviorsshould receve attetion
category of targets, and togeher decide 3 division of ta
among treaument modes and thrapists. Howeer,
the akof lpin he et el and i
e 5010 speak. As | emphasiz n discussin the consultation-tohe-patien
s i it L5 b pr s e i e
How o interack ffcaively wit all ather membersofth teatment it and
prfesson]communty. (Comeny, ot herapists ol i e i
et on how o interact with her primary therapist.

s what s being

rgec responsi
e theprimry herapist s
into account the “big pic-

Progress Toward Targets Over Time
In my experince, progress toward treatment targes can be grouped i
phases. Although the sages of therapy are presented here in chronological
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rimary Targets in DBT

TABLE 6.1. The Hierarchy
s e i i
Fiststage targes:
1. Decreasing sicidal behaviors
2 Decming therpy g behviers

o e intrfeing behaviors
haviol kil

=

= rmml et

6 I e for self
" inctaing ripec
7. Achievig it

was developed specificaly for parasuicidal borderline patents, 3 moment’s

eflction suggests that he st a leas through thefrs phase of therapy could

be applied to any scverely dysfunctional patient population.

Treatment Targets and Session Agenda

Although the importance of cach target does not change over therapy, the
elvance of  targt docs change. Reevance s devrmined by the pavent’s

current day-to-day behavior, as well by as her behavior during the therapy

interaction. Problems not evident in the patients current behavior are not

curtently relevant. Relevance and importance determine what the therapisc
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Stage 2: Reducing Posttraumatic Stress
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D is 3 specal
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of postiraumatic stress may be questioned by some.
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el surouding cvironmen)an sl vidance (vidingcvens
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Relapse Prevention Plans. Like the alcobolic individuals described so well
by Al Mackes (e Mnr!‘n & Gordon, 1985), borderline individuals fre-
uenly repond o ay elape o small thntas n iicusion tht rh:y -
Yol s oy o el v u e, they will develo

management plan and then umalunully ﬂp:ct oo ‘dhmn( ©
the plan. The target here is actudinal change. It is important to teach the
patients to plan realistically for relapse, as well s to develop strategis for
accepting relapse nonevaluatively and for mitigating the negative effects of
relapse.

Abilty 1o Tolerate Limited Progress. Because borderin:
ok lesne B o b iy b iBtos ot o b
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s, cophasin e g ol o of havmr change s the e 0
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What About Other Behaviral Skils Trinin

Youmay be wondering whether you need to mck © na—np«.n behavioral
skill raining or whether you can usc other skils taining programs instead.
D rogramama b sl in youn e oy i, o Jou

e famile with snoer program. Mindflcs il can e lsmed
el progar sﬁdonp rinciples similar to mindfulness, e
medicaton eache Th zens of elf-help books and classes on per-
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.m uzbgmhemmon ek d ot cognitive and
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serious quality-of-life i

‘and behavioral skill are in place. This issue is discuss
the next chapter.

i el of hidhood sexul shue b ben dssbd

Bricre (1989) and are lsted in Table 5.4. A number of these sequelac are
the behavioral problems targeted direetly in DBT, while others overlap with

ot of pocamnamn s taveder, As o el soxne s
have suggested that BPD jtslf should be reconceptualized as postraumatic
stress associated with childhood abuse. Although DBT does not take this po-
sition, cereainly many of the behavioral problems of borderline patients may
be directly related to previous abusive experiences.

Accepting the Fact of Trauma andior Abuse
‘Coming to terms with and accepring the facts of the trauma that took place:
is both the fist and the last target in treating the sequelac of traumatic ex-
periences. Individuals who have been scvercly tra oamacized of T
memory of the experience. The first targer, therefore, is for o
v:lblllumrlnumamcmdmumiﬁumlly g ok When,
events or fragments of events) ar remembered, the mext task i for th in-
vl 10 bl tha e v she e o s approximation
of the events)actually took place. This can be a very dificul paofheur
since trauma victims often fear that they have simply imagined or made up
the traumatic events or abuse.

I s also difficult because retrospectivly one never has direct access t0
events that took place in the past. Thus, an important task for the patient
{andsometimes o the theaps )it e st hercl cven when

actual facts of her ife may be uncertain. The goal for many patients is
roing tha someshing happened,onthe né and, and
semdaari « happencd, on the other. Comport with ambigaity

ws mh
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TABLE 5.4, of Chikdhood Sexual Abuse
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o Yok
nd ey discused t e biningof e chap
Sl e sy unfolds, the task of gieving and ity sty
one’slife becomes at once both crucial and extremely difficult
— ym g s withinhis o ht e aceprance, g
3 cor s s, mus be larod and praciced. The iy to
e et a3 oo of e i sapedime s et
e heough i i, Joith Herman (199) b calld chis e e
brance and mourning phise o teaing aumatic people nd describes mose
eloguently both the immense dificalty and the courage needet
Reducing Stigmatzation, Self-Invlidation, Self-Bame
The second goal s to reduce the stigmatization, sclf-nvalidation, and self-
blame assoctaed with trauma. Vicams of sbus typicaly believe that they
are somehow reprehensively different rom others otherwise, the abuse would
o have ocured. They ofen bl that hey cansd the s, orthac
because they did not stop it (and at times ind it pleasurable,
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reasing Respect for Self
unﬂm p encompasses the abilty 10 value, believe, validate, trust,
and cherish onesel,including one’s own thoughts, emotions, and behavior
e, The s b i o h ey cmorionl, ogiie, and b
vl responses s nily adspive: o beneicial. Indest the iy i
it sty e 4 mporoe charscrrisic ol
iapive fncotog e i ousome ofcomaneud st Tespet nd e abil
ty to trust one’s own self-evluations iscrucial to growth. The borderline pa-
tient, however s usually unable to evaluate her own responscs and hold on
o her self-evaluations independently of th opinions of important others, in-
cluding the therapist. She i nable t0 respect her own self-cvaluative capa-
biiis Thus,se i uffced by changes inopinions and the rescnce o b
sence of important others—opinions and events that are usually out of her
o, Mo of i S 1 et of s e oftous ey
proval. Borderline individuals often operate as if their well-being is totally
dependent on the approval of all persons important to them. One goal of
154 ot thesors, e o sl el s
ance of sl dispprovl an o cxingih behaiors cntadicory o thee
goal
"My oo paias e 10 e wth e o, b
dering nclh Allut o o normousshmen gl e
bout heir own abuse history,the troubles they have caused, and
o ety paln, Choe sy e
emotional reactions. Ths,che therapist must target the sel-hate, the sclf
blame, s the sense o ham. Aldough ok on his e i 3l

process, substantial progress should be made before thera
One ting he terp mmunhr peily ol o 7
s i t0infore atient sl mdent o the therapit.

indepe:
i i ot Ry ok el reinfore wih.
e therapeutic relationship self-validation, self-care, self-soothing, e
problem solving without reference o the therapist. 1 ha = 10 8, howers
that chis stance does not sugges that patients should learn to be indeper
of al people. Interpersonal dependence, asking ¢ o and e eoting arig,
soothing, and active assistance from others are crucial for most tpeoplet well
ing. Indecd, the abilty to be relaed to ...ma nd on others without
lmzhdanng one self is an important target of DI

n.

Secondary Behavioral Targets
A number of response patterns may be functionally elatd to the primary
target probiems of borderline patiens. These patterns are secondary BT tar-
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in the case of sexual abuse), chey are “bad” or “sick” or both. Even when
they do no feel responsible for the occurrence of traumatic event, victims
often beliee that they are responsible for, and feel ashamed of, thir reac-
tions to the trauma. At times they minimize the severity of the trauma.
Reducing Denial and Intrusive Stess Responses
‘When an individual is confronted with severe rauma, respo
s which oen epet themeees 8l ion: 2 e demal e
1 itcusie”ghae: Resposes xcring s rwo phses e been
uined by Horowt 1986)an ar e in Tuble 5. Evn when hefcs
of the trauma have been accepted, the individual may continue to disavow
the implications of the traumaric event and to xhibit the other denial-phase
responses listed in the table. In individual or group scssions, when cues
socitedwic the trwum ae brough up, e individal mey become mute
s blankly oo space. The dena phas i quesimiart the

lm:sy ndror mtI)\ave s il giving” (e Chape b
o T i phse s simac whu Thev descibed in Chaptee 3 25
siedes ity syndrome. Du :mrmm:phu(,n range

gt K. ey
54 e sk opse, Ot I g i g e, 9
0 exingaish. However, when the denial phase
e e b sedoe il ol
rapilyfollows th other can continue over many years. Such i the case with
the borderline patient.
theszing the “Abuse Dichotomy™
The “bus dichotomy” s 2 phss coned by Bree (1989 0 e o e
cncy of icms of chidbood sbus s conceproaie responsalty or
r)mubmu black-and-white tems: Eithertheir abusers are al bad for abus-
them, or they are all bad because they were abused. Ofien their views
afwho il bad vacilate from moment to moment. This s ce of oni.
i dinking, o« plting: n pohoumiic wrme Resolution of this
cal tension is the target hre. The therapist must be carcful, however,
20t v mply thas th anly sydhess posible for a patins & forghvenssof
the abuser, Although acceptance of the facts of abuse i essenial, and some
dentandin of e abusebevio s o of s srmund
ing the abuser may be important, forgivenessiself may not always be possi-
e Inaddion, e i st :mqn.uy careful not o paint the abuser
e el iver or par-

;‘f

incasinly e hen the abuser was a caregi
oo ndiicual ant to salvage at k:u Some positive
nlanan.\hlp it paresal figurcs, Pshing 2 pa et wop ovio  pre

e i mmk parts of the. )dlnomhxp. Lyl L
pati ictims of abuse canno tolerate that further los. Instead, the
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dary pattern and the functional elationship of the patter to primary

e asessed,ather than asumed. I hangiog o pariclar secondary i
i not insteumental in achieving primary goals, the response patter s not
ape. Tho,thesecondary el s e ofbpdieses o be s,
The tecondry e i poposed o DET s bm on the poles of the
dialectical dilemmas 1 have described in Chs The targer are as fol-
sl o e
t: (2) increasing self-validation and reducing slf-imaldations (3) increasing
i deciion making and fudgment, od educig e pmeiog be-
haviors; (4) increasing emotionsl experiencing and decreasing inhibitd griev-

1o 5 cesing aciepoble clvngand deresiog e pzm‘myb(
1 () ecaing ssaree opvonion o cmosoes oo o
e g ot R 8 St

Increasing Emotion Modulation;
Decreasing Emotional Reactivity
“The frst secondary targe s to increase the emotion modalation
o i crions sty f e bt i, Toe
specifc behavioralsills tha arc most helpfulinthis egard are mindfulness
(especilly nonjudgmental observtion of events precipitating emotional
tesponses), th distresstolerance aitudes of acceptance and willngness, and
i i it it s e il g b
increasing modulation and reducing esciviyshouldbe lerly disin-
guished from emorional nonreactivty The idea i not o get id of emoions;
indeed, DBT assumes tha former borderlne individuals will ontinue o be
he cmotionally intease, colorful, and dramatic people of the world. Nor is
e o on he irwionaiy of s uien sponss. R h o 1n
the extremity of the responses. The dea i o educe intolerabl rage o toler-
e angh, napacianig poic o prdent sy immobiling gt o rfle.
tive sadness, and humiliating shame to transitory guilt. In other words,the
sssmpions o i e mocions e basedon ol i st
a ational work

rather, they are scen as overshooting the mark.
m‘ SelfValidation; Decreasing Self-Invalidation
and self-soothing are specifc skill included in th
e vakage. S pacms pick and coose thi ponpshss
ance stcges s common o patins 1 nor hese v, Howeres
imalidason and sl r ofen elated 10 siidl behaios s n
self-management programs, and increases in emotional vulnerabiley. Wi
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such i the case, these behaviors should be targeted directly by the individual
therapist. Increasing self-validation and reducing sel-hate are important com-
pooems .n self-respect, and thus become primary targets in the later scages
of thers

Increasing Realistic Decision d Judgment;
easing Crisis-Generating iors.
BT does not assume that borderline individuals precipitate al o their
crises. But i also does not assur

S b s Ao e
% do withgenteating e Tht Ewo patcn charactriicsmos elaied 15
crises are mood dependency and the resultng mood-elated behavioral chaices
(10 be discussed

), nd diffcly in prdicing i oucomes o
Tacous behavion] hoices —tha i poot udgnent To e exent mood
pendency furthes cxacuars oo udgnm ndividal ofen .
ok podic how e seacions Wi chicgs rm oo mood nother, and
Thus o e b owe,behavior. The ivalid et s
e vt 0 ol o oxbers o bebavioralsalaiow, nseead of haping
individual problem-solving and decision-making skills In a chaoic fami
sher i il modeling and tacing o
b

achi prs ety sl
i e i e e et Gt o
o) bk s Mooy o ek oenegn il
elated 1o issues of making realistic judgments about
pori

reasing Emotional Experiencing;
Decreasing Inhbited Grioving
‘The ability 10 experience emotions as they occur, especially negatiave emo-
tions, i crucial o ehei edaction. The raonal for s s b disussed
extensively in Chapter 3 and i not repeated here. Thus, an important targec
of ueamens o many patens s inceasing thei abilty 0 expricnc e
than i e cmorons. o cxteme cucs, where paies are s
ol ncapabl o xpericnciog e e o 8
this target may take on the stas of & gy
Increasing Active Problem Solving;
Decreasing Active-Passivity Behaviors
Borderline patiens have  tendency o eact o problems pasively—a tendency

shat ot only rfres wich achvin some 1 gonls. bt s o be .
wemely frusteting for the therapis. As discussed in Chaper 3, borderlne
“active passivity” i perhaps the result of a biologically mediated paseiveself-
iegulionsyle combined with leamed hellessncss. An importan rge of
o disrupt this interaction style and increase the use of acive problem
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plored during the next chain analysi. That is, once a hypothesis s formed,
ibeicaschain s o et validiy. In this manner, the

information scarched for becomes more fine-tuned over time.
Helping the Patient to Monitor Her Behavior
As noted carlcr in this chapter, there is ample experimental evidence 0
demonsrte tha crtent moge éan hav s poweia les o emeny and
on how information is organized, retreved, and pr roceed (Wilims 1993
Thisisaprticlarprobleinrestingbordrine ne parens, e vaiale mood
nd afect eglaion i  deiing characisic o he populaton. In DB,
cnpbasi i e o nly o behaiorsoccuring gt the et s
sion, but also to behaviors and events occurring ion. I order
0 assess and treat these behaviors proper lss accurate informa-
don s essential.
Reliance on unaided memory is the least acceptable way of obaining
information. Thus, in DBT, as in most types of behavior therapy, there i an
nohasson hving pets monior theirown bhavioron 4 dly basis
Ute of the dieycards descabed i 6 is an essential component of
T, at least a..x. the first rwo hzsn o thesg e vy e b
iyl ese cards provide a record of frequency and intensity
o roblm bekavors duin the meralbecween dividus esons. They
do not, however, record information about events surrounding the problem
behaviors. Ths, thee cards e bes ued s sgnal f robems hat necd
wracki

ing and a

Whether apaven shouldberequesed e decailed dis

dq;;n s on the patient’s ability to ey vt the et phes o
i e it e i iy s S e

B e wing, S s e m ol bl conrucing

events surmnd peobles bhtvios, Aifonghs o weck o o of dlly
lhlbu;wd-d:nu heck he iy ofhe lcpmnm recall,
un| fnc dlly onntut s S o mesdo, OV s sog s v

ety s e et el o e B
Ecsion et anlesof beaioewih thse paia can be e helful
in teaching them how to organize and recall events. In my exper xﬁer
2 b ofvach nalyie, e pacens g in the ShOY 10

e e o S o b s Bt o
events surroundis “There i some evidence o suggest thatthis improve-
be

houl

fooning g bt decripton o e il ol haiar, dh dte, dursion,

and frequency of the behavior, the place or context of the behavior (where

S who wich: choughe, e, i b pcin el
behavior (antecedents); and what happened afirwards (consed
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and then return tothe previous discussion topic. Such a digression may take
only a few minutes, but can have very powerful effecs if done consistntly.
“This technique biends conceprually with insight scrategies (sce below).
Maintaiing Cooperaton
Getting the patient to cooperate with chain analyses s one of the essential
tasks of therapy. In my experience, both therapists and patients often esis
this work. Patiens have any number of reasons for avoiding it. irst, it in-
volves  great deal of effort ofen when they are exhausted, want nurcuring,
orhave sl ntoacive pasiviy Rsponding. Analyzing pas dysfncron:
al behavior also commonly cliits intensely painful shame. Furthermore, i
b, i gl i rmoesion, S it e

reims i e gty e mated v hold on . Finlly, snee

e Dehavior 4 pt pensafe wa 30 frgt F snd e e e

ofthe mament. Evcn when od pr e atends

ol beaviors ar iewd a problems by heei solutions
Reminding patients of the problematic aspecs. [mcubehzvmn

e comms s vk e o Dehara g

times over and over.

‘Therapists also may prefer to avoid these analyses. As for the patients,
they ol ¢ ot of et work I ghen air und et Tk
g s ot s i to e patins k. For mary therpits
difficult to direct patients or to get them to
it 0 do.Some ar afid thr i shey Pl paies 0 mmm ain
Snayses, h paints may gt sfedal. O sh et rescenceand ol
dircted at the therapitsare simply too avrsive. In my cxperience, the ten-
dency 1o avoid behavioral analysis in genecal and chain analyss in particular
i o ofthe mormpeciments o conducing DBT. The st helpal anc-

e is the case consultation team,

‘maladaprive solutions. Therapists must emember that much ofhe i, 4
functional behs
by pa

ings in therapy

Using Previous Analyses to Guide the Current Analysis

After a number of chain analyses of a particular behavior sy
i shoud ok collsbortily with the pasen: (o gener
ypothesesaboutusualortypicalconrollin vridble. Thse potheses
oomdse ki e problem behavior oo therbeaviors
(choughes, eclng,sensations, and over ctons) hs oy lead ot
problem bchavor infoces that may be g he prolor behvio
beliefs and expectancies abou the wtility of the problem behavior; and so
on The theapist and patintshoud discuss and gencrae thse ypothees
together. Hypotheses formulated should, in turn, guide the information ex-
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REATMENT STRATEGH
pending o the sk, oo moe of s catsoresmay b droppd o o
Topeed oo nother. The use of such a log provides an opportuity fo the
therapist to help the patent learn o observe and describe the who, what,
when, whee, and how of event; to disciminate inferences from observa-
sonsand 0 s and ganize ecall 0 maimum benfc ofbehavior
s’lhzndaxlymmlwnngnnwd therapistand patient should colabarate
onthe form of the m . Theimporanc o i camno o
Cmphasioed. Ptints amos sways v defie opinion and pefrnces
e

Some patients love 10 keep diaies, and will arive at ach sesson with

dhrough the i, Wi these pien he sk usal i 10 s th
record keeping so that data can be easily and quickly extracted and mymmd
Other patients are very unwi mm‘mmz:mxlynn able to do cor

ymumwn\thu ilng out dsxsummd nd so
fahavenowe hd patc wawnabl ﬁll outa cst) oo menit-

iyl g o . paien. Dyslexi pi
e i o e i e ek oo
ot port s el problms e wih hes by o o ome
‘monitoring task.

‘Whether a efusal or inabilty to sefmonioin s seveda

Wil hogridhelp g g ol
o T ondac f th thisagy. Fox cmple i et moribon pevce:
dures are being used t© change ongoing or frequent thoughts and assump-
e e S e e ey e iy
during a therapy sess ence of thoughts during the previous week,
orth wy m whiehthse houghts wee elaed to problen bashe iy
monioin hre may b el and he terps shoid be e
nocto drop i ukbecusethe parent docs ot wan o o o s difcul
Axthercines, s oring iy b ekl bu 1 o raly sl For .
ample, in my experience, most patients can (with help) learn 1o i
eatonably acourudy e s i p o mroding, s ol
parssicdal behavir. A theapis shad s s o6 moghoing s be
et s pood

. GENERATING HYPOTHESES ABOUT
FACTORS CONTROLLING BEHAVIOR

ing Theory to Guide Anlysis
DB assumes tht ach ndividual s a unique patern of variables contro-
ling her “borderline” behaviors, and, in addition, that the variables control-
Jing behavior i one intance may be iferen romthose guiding ¢ in anothe.
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b s ool evens shld b dsrbed
s s et e g el
e of i T e he p..m..
e o s oo e oo 1o o b o
et o e Elk o 2 calling o th pho When oo
pan i e i wiside aemp, o ptn old me b
fore she attempted sucide she decided to kil herself. I asked what had Ied
20 e di. St b g e s e w0
il oy oge Eom e utets gl of i, ek v
hat e s ancndsable and dcilin 10 il el s e evidet, bt
it was ot 1 . Indee, i secmed t e chat one coud decid i wat oo
painil 1 I an lnger and then decide o change L. O one coud
believethat death would be even more painful and decide o olerate lfe des-
pic s pin. At ined ot pon qesinin, b patinc sl ssimed
tha she would be happir dexdthan v, Challoging this ssumpticn
ihen became on f hesoluions 10 sopin hes pesisen st

for cach ik in the
sines o jump or
stions of the }

S iy bl s o o s
£ of esding e paicn's cmosons,behavio, o mind, descibed in Chap-
ter 8. Rather than understanding the links in the chain, the therapist m
slayhe e o st s, udesancingnibin end quesioingcv
g This s no 0 suggs that g out he ks i che hain indepen-

an e v

dey o the pasint s ncvr ol n.x o parient skips over

P o i o . At e pay oo sk whaies

a partiul oy hough, ¢ i m not be an important link.
e b o e i

v he thrapist wans 0 denfy v
hat may awomaticall lct maladaptive behavior o are pecursors o hem.
Emotional esponses in pariclar, but also axherbehaviors, may be contolled
primrly hough th condiioned socaions i cves Scod, e ther-
e wmulmdmnfy avioral eficisthat may have set p the prok
pcemis & oty o el ey b i bl
it e e e e T e e
1o pinpoint events, icher in the environment orin the person's prio tesponses
(fears, belef,incompatible behaviors), that might have iterfered with more
apropiae Shavars. il the hrapis wanes 0 gt g des of
peronstves s dsincional sponscs, 2 el 5o posie s
brelralilod
Where 0 Stop? A chain analysis
hatled up o the problem behavir (anteceden
b conspiacetof o bl Toc ot e ot it
hat may be inflacacin ch problm hehavir by maimeaming, srengen:
ing, o increasing it (rinforcers). These may include the occurrence of prefer
bl e, the nonocerence o cesation o e v, o opportnies
engage in preferable behaviors. Similarly,the therapist wants to identify

e informaonconerming on
)4 wll s domaion shout
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How severe or intense the instance was, how: cnberdis how
Taporeas e i o ohe e, s s
are all important. When severiy and priority are equivalent
shouhd sl behavions occrin within e sesion e those o i
s for analysis. Over time and epeated andlyscs, a sample ofbe-
R s il be chea thes s e e o

Atthe third leve, if o DBT high-prioriy behaviors are relevant for anal-
ysis or a criss situation has developed demanding attention, the focus ofthe
analyss s determined by the patient a5 noted carlicr.

own preference
1, th sherpio

Atending to the Links of the Chain
Whre to St Sice mladapive bk s viewd s luonto
aproblem, e oot the buginiog fhe e ok
putint when the problm began. Malud havior is viewed as occur-
sog i o o episode haz i  purposes of analysis has a
begming, il e bevioe i quesio) and . o coprenc
e i S o episode

T de, bovevr, s 9l b he cvirnenct th et sht e
he patience chin ofbehavior, Alchough preapiating s ey o fmes
bedifict opiapoin, s skis ey imoran. The vl gal s ik
the pien behario o enviromenal o, opecallyone thtshe may
el b oo For cxample, thepaient may
s lyhmmlm. upfe Im!)\apel s nd icidl o she may no e b
nify anything in the environment st of v
il i o e o et f e o
it th e oftheproblem, e i e v a it appe el
0 the patients behavior. Rather than asking “What caused that?”, th ther-
- uubmnldnk “What st that of 2" or “What was going on at the moment
arted?” Therapists not trained in behavioral therapies, as well
o e temped fo e op e o iy, Wy
of events associated with problem

bey .

o pmvnte
and the passage of time, howerer,  parc
initation may emerge.
Filling in the Links. The key here i that the therapist has t0 think in
tems of oy smallunis o behaior—he inks in the haln, 0 10 pek.
roblem s that many therapists assume they understand the link
e behevionl rspanet e s oyl el oy
ks i he cha that may rurn ut {0 be mporant. Once the therapistand
s ooty he gt o the s the o p i vy
lon sbout what ws going on both inthe environment and behavioral-
el paen at tha pont. By “behaviralh?” | mean whatthe paiens
s ding, g (cmocionsand sesations), hinking both xpily and
implicity, as in expectations and assumptions), and imaginin.
T e e ks deseoes e serpis shold s, Nk et B

>
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consequences that may be imporcant in weakening or decreasing the problem
s with e rcedin the behaion e chrapist shold b
formarion thows extemel cvests (b e of he bbavir o the xtene)
s % elaomaio] 5 ol Al e o s
tions, actions, images, toughts, assumptions, and expecations). It s impor-
tant to ge information both about the evens that oceur and about their
e o aacion o th ain. Theherapsmeds som knowldg of
entary

H

rinciples of einfosmen, Fo cramgle, immed

‘moce el o inffucnenbeharioe cver efeces et ar rmporally ey
the behavior. Intermittent reinforcement can be a powerful method of mak-
< bvio vy et o i e will ppres bheie

inga
o if anther poranally ot ring sponse s vl he bebavior
will ypically reappear once the punishment is emoved.

{Th gol her i 0 aserin the funcion ofthe ehavion, o, in ther
5 S i bl ehavio ha slvd. o bpo
ant point o kee e i e ot W ol

e Teb ey b ot o Wi o
oinsinin the ehsvio. Thi' e of o bavir o vt pol okt
beaioal learin acers ousid of svarsness. (O fom ot poa of

e most eaing i implici s than xplict, i cually imporas
10kecp i mid that saing that consequences maintin behavior is ot he
s:muhmgnsal that an individual does something “in order to” et the
o . Fo Sermle dact e ence whioe  prefce o
i oo of what he o she ays, simply b nodding and smling when
the professor movesin th targeted dirccion or makes certain comments. In-

b]y,w;:ﬁmocmwnhnm the rolesr’s mvarencss. Docshis e
ot changes s o b oo n o o et e o ot
e e o e g e ey o
Sepending on consequenceydocs s e ot the comper 4 orer
i g craincomsesuenes e s i vry impution of i rde
o e nhe o ey wu\...gmmxpnm.hgm«m:m -
sequences

because the “in order t0” is often
o with thes phenomenologcal experences,

. E plaining these poins, 4  indict et
Scraegies,is a very important part of the therapy.

fered, s mmmnl!, is noc
o npues perie maive

i be dscwson of didacic
mm. Bm{ Choin Anclyse of In-Sesson Behaviors
g bk iin sy s, hey vk

e ety When e o

ety wik i b sorened cons o iyt
Questions. For example, if the patent threatens suiide,the thrapist might
stop and ask several questions o determine what led up o the threat, com-
ment on other altemativeresponses the patien could have made a each poin,
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E

e anes ad eplesnesonthe o the arment peronnel e
it them: Taken togeher, hee four obsrvaions suggesd th exience
of a group of individuals who did not do wellin traditional forms of treat-
e, despi oskiv prognosic dictors. The emodonal s of o the
1 and the cherapiss seemed iorate when thes individuals en-

s and the d o deter
ychothera

T erogis of the populaon refered o 38 “bordeline” hs e

0.8 number of ther conceptual systms fo organizing behavioral syndromes

and etiological theories associaed with the term. In contrast to the single

ki ot pkic ol gl ittt

Bave comspmuled B song sl conia. Pt , the
Gioote epeacoe 't oFchaict oot 64 i i s e
Couts, and ouome. Sione (1980, 1981 has eviewed i e et
ey and conchude hat th disorde s relte 1o seveen f he aor Axis
1 dmocry i, e of kil chemcrinin famly his oy, e

spone, and ilogel maler, For exampe be sugges e bordesine

rypes: o et 0 shisophrnia,one reled o :r«u dxmdzr,:nd
bt ted t0 organic brain disorders. Each subtype

e e e
il identifiable forms. These ltte cases are the ones to which the trm *bor-
derline” is applied (Scon, 1980). I recent year,the endency in the theoretical
7 e e b o s conciving of i b -

diome e ot primelyonthe v disores coniowom (Gonderon

Elliow, 1985), although accumulating empirical data cast doubt on this
bt

A i pprosh 0 undesandingbodein phnomens s b
beldthe ecltic-desripin”approac by Chtham (1985 This pproch,
embodicd primarily at present i the forthcoming DSM-IV (American Py
i Assocaon, 1991)and Gandersoty nuwmk. s on  defn-
tional use of borderline critria sts. The defining cha e been
deived egly by conensus athoughempirical daa are onboingvacd

cextent o e the defiions. Forcxample, Gudesots cer (Gun-

Geron ¢ Kol 1578, Gunderson, Ko, &¢ s 1981) wereorgnaly de
vloped thiough a eview of the ieraure and distilation of six featurs that
s oot desrbed o chanersic of bderin piecs Zanarn
Gun 4 their

deson, rkenbur, and Chauncey (1989)hav eendly e
BPD critri to achi g dgr m st
Axis I diagroses. Hmt{,zvmmlhul ok s e ods of e
ing e i e o mde ot ey sppes o b
ulberlhmcmpmald:n . Sey o cher o BPD s DAV
I, DSM-III-R, and the new DSM-IV wes agrmsd bywmmms o ook

s fomd b the American Pychiatic Associaio, and were basd o he

rirplliorkrpe el it s o

poyeblarisns in pracics e the term, and empiical dta ol o dae
‘The most recent crieria used to define BPD, the DSM-IV and Diagnostic
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TABLE 9.1. Behavioral Analysis Strategies
T helps P DEFINE THE PROBLEM BEHAVIOR.
T helps P formulate the problem in terms of behavior
T helps P describe the problem behavior specifically, i these tems:
— Freasency o bhair.
7 o B
'm araphy of behavior
— Toeant sldaton throughout.
T conduess s cmm ANALYSS.
T 2nd P selecs ome instance of problem t0 analyze.
T atends o small units of behavior (che lnks of he chain), with -
tention to defining the chains beginning (antcedenis), middle (the
problem nstance self), and end (consequences) in terms of the

Hlowing
_ Enotons

" Bodily sensatios.

— Thoughe and g,

 Etoemcnal s

Conducts brc chain analyses as necessary of in-session evens.
T et P o ) cooperston.
T helps P devclop methods to monitor her behavior between sessions.

T GENERATES HYPOTHESES with P about varsbles influencing or cor-
rolling he behaviors in question.
T e th el ofprevios the current
T i puided by DBT theory:
Auti-DBT sactics
T colludes with P in avoiding behavoral analysis of targeted beha
endly s formaion hein o pre ' v heoryof P e

lyses o guide

a4

s process of arriving at a problem to be analyzed differs from the
beheio! cam ol o mthod of T (1990 s e m st
priosiy agets rnot o muchthose “primary”problms it i
4 going e ll ks symptome, roblems that cmbody he

gravest immediaie xlnunommmu:dh el wgmitdiestrpac

e i tha onder. Fro th DET pne of view, et of ay, proen

Wil o0 e .t “prineypebi hough e e b

tween behavioral systems and across problems that emerge through repeated

bl ancs. Al s primary prolems s dependrt o co-
duct of very thorough chain analyses, s described

Formulating the Problem in Terms of Behavior
Although a times the problem to be solved is the environment's behavior,
ot the patients, the therapeutic task is to formulate the problem in terms
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ific Instance
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ocured more m... once durin the preceding week or is curently evident

mbes of factos can nflucnce which one ischosen for anl-
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of some aspect of the patient’ or therapist’s feelings, thoughrs, or actions.
For example, with a patient n a severely abusive marriage the problem may.
be cast s the patient’s not finding the situation acceptable. The eventual so-
lution may then be to leave the partner or actin & way that causes the partner
10 cither stop the abuse or be controlled by others. By defining the patien's

i o ot leving e ot o 0 e 10 change he parencrs b
ciona the prblem, | it soggsin s the vironment s
o sfoctonal mludapte, 4nd verse, Nonethls, 2 dfining charac
serisic of all poychotherapy with adus inclding DI, s hat the rimary
is o the patienc in situations, not on th situations themselves
Melbe frsaeplnisbtbensridodbe ol
10 poblem (5. “1m oing v Kl myselFwithout g able  deaily
aversive environmental scuations without be
problem sicuations to be solved. At other times, the patient will describe
siuationor cent i suchambiguous and nonspesfic ermsthar s difflt
b bl ok ] e o theais hou
il hepatien hat the it sk s 0 enily the specfic probl mzlt-lr‘y
Tt e A e ihepaint il be nlig o engage
msuch dcusion nhee inanss, e thrups showk Simply epeste
ot o ch asintwhat h robem beavirappear o be As o
in Chaper 8, however s il for che cher is ot o sme
cally that the problem is the patient’s distorion of a situation rather th
the aversiveness of a situation iself

Describing the Problem Sp«iﬂwﬂy
Problem definition should ic, no Defining a problerm as “fec
ing upset and blue every b ugmul s‘y...s the problem is “fecling =
presed ey daye s movespcic bt sl to gnerl. The oal s o descib
precicl and n detal xacty what he inividual means by depression
lr/":v:ryda Thns‘vnmed\epmblmbeh:vlmp!mnnwdmnﬁxdmnnml
the thrpishonld ‘obtain a precse description of the behavior in tems of its
oporaphy (1. exacly what te patent ), h requencyof s occurence
b ot e, and ity ensy (. Senge o dept ofthe o harir).
Some cusmple of ustol Qs o clitingspecic desipion
4 follows Wit do you mes b that, xacly?” How mary imes 4 cht
happen last week?” “How long [how many minutes] did that fcling stay with
ou?" "Did a thougt run trough your mind at that pein? What vas i
o itensc s she fding or desre on  1-100 seae?” Alho ough a3
e behavion ansyses the thcapit and ptient may proitpas g
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hinge 4 e when hy have ot e made et The s mpdnof s
o o e 1o e 0 of ot o bt poople ke
how to do behavior analyss.

when learning
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over) in dealing with a single problem issue. The application of problem-
solving stategies t0 the more general case of selcting DBT as the reatment
for a particular pacent is discussed more extensively in Chapter 14.

Overview of Problem-Solving Strategies

-

Dol sings oo procs: ) ndersa erpng he
problem a«hand, ad (2) aemping o genct, o :vzluﬂ ,;.. 4 impem
aioms tht igh e e ted o
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i et ko ol S A 0
S e e s e i
l s Jeding up 8 and.following s the partils poblmatic msponse
hand. Theandlye s conduced i grea decal, with close aticnion ohe
reciprocal interaction beoween the environment and the patients co
o, and bl epomse. gt s, whih s el pact
from behavioral analysis arbitraril for the purposes of the present discus-
inchade obsevingand Jabeling parems of havior v andsuaional o

e v e e s e o

behaionl otcome e ks than cxpocted r desivl Tyl the g
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Probem solving, cogaitive flexibility, and mood are inexcricably linked.
Py et o s o sty choon ogebt gt
fonés gl e time, m adspt o ones conmet 0 nd
v yt relevant solutons o problems (Beg & Steenberg, 1985; Showers
e, 1985 imon, 950 T iy o sy rblns priclr
aspects of one’s own and oncs ervironment that are elaied 0
e e s i e
amoun of cognicive flexibilty. A number of escarch scudies suggest szong-
ly that posiive moo faciitaes cognitive flexbily, and thus problem solv-
ing i gmenl
Posiive mood enhances a person' abilcy to develop mulipl, alterna-
v interpretationsof  situation and to see interconnections or similaities
when required by a ask, 4 well a t0 see important distincions when that
e (e, Sjn, i, & Sfan, 1990:Showers & Car 965
These abilties in turn ar requisic to collaborating with the therapist in
oo and o b p, Pt ‘mood sio nnances

3
vy, incuding genesion of problem,sltions (e, Dabanan, &

N e 1987, s Johmson, Mers, ¢ B, 1985). Whe st g
oliions s pblece, ¥ o posiv mbod e 35t

9 it o differently, see .u...a..,m,” they would not or.

dinaily see, and use more creative and intuitve cognitive strategies (Fiedler,

1950 Euloning b oncoas st vih parielas wltions s o
by s B ol bl et o e e i

of positive versus negarive outcomes are related to an individual's cu
ren posin o negaive smood (e Willars, 1993, for & reviw of s
e}

.1

pointsare essential 1o keep in mind when applying problem solv-
ing with birdein paionts. s paricalr, he heapi shoul] xpest ek
probke soving will ot go moreskowly and be more dificls shen Wi
oy othe paes opulaions. The e for eyt underanding
for interventions aimed at enhancing current positive mood duting pr
sobringcan becxremely impors e The elccamenena la.hdzunnun
y el in pare fom thelr mood-<shancing cfces. Undersanding hese
ot Bl b B interacting with the patient may
also be helpful in heading off inappropriate e of e s
passive problem solving o negative artitudes toward proposed solutions
simply not trying o not wanting to change.
A primary sk of thetherapit s o orient the paint oscing maladap-
behavior as i facta result of attempting to solve prol bemxm g S
d ium i

M. heepelcms canbe sohed s s ve ashion.
The six groups of problem-focused s o disomed chapter—
Seheioo sy, i vrmegis, dtecle segin sl Son sy

orenting staigie, and commitment stegce-may be repested o pev
problems e brough upfor dcusin. nsome = o e e i
modified and/or several sections wil need ated (scemingly over and
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tional anaysis For our purposes,the two sets ofsrategies can be separated

asfollows. Behavioral analysisin DBT refes specifcally to the in-depth anal-

ysis of one parcicular instance orsetof nstances of # problem or a argeted

v, Thus s 2 el consciousan focused s n the arof he
[

i (ad, on hopesthe pasen) o gt s oy
uy(o,lollomn:,.a ing’ or influencing the behavior. T
i Bk e et S e e T

Havor tha have cerged iches withi he eaionhip, dutn sssionfor
sesson discussion, or over the course of a number of separate behavioral
=%
ct of the behavioral analyss processare crtial: (1) The anal-
i sl iainlin bl
of other srategies, such as validation and contingency management); (2) it
s provide tuficen dtsi 1 give n scure od resonably complee
i of the sequencs of inemal an xnal s socied with te
problem bebavor and (3)conclsons musbe acepid i manner hat
permi he

8 pei s hdsmer by s dconfed. The o
frale sk pins o o v o
erkdgleeiar e e s etk

low and summariaed n Tabl 5.1,

There are any number of ways to divide up the conduct of such as anal-
ysi. Not every aspect of the steps discussed below is always required, and
the order is not invariant. But the therapist should, ac a minimum, obtain
all of the indicated information.

1. DEFINING THE PROBLEM BEHAVIOR

on is decermined by a number of facors. A
e b Sohing? b hen gy b

o when s gt gl siing, the g oy lu( see Chapter
6 ble 6 i wed 14 ndelne. Problomsare explored inal seven of the
e icidal behoiory, herapy-nrering behaviors, behaviors.

al
h qualicy o bzhman.\xhlkdzhuls postrmmat s

oo prl it sl spece and dificlie i eaeving ndvidal
e e vl hen shesapy s n e, h oo o st
ment s determined by the order of tagets within the DBT hicrarchy. Thus,
during the first phase of therapy, any suicidal, therapy-interfeing, of qualiry-
ticimereing bebaros the e cccard e the last session are ad-
dsed gl dy e el o i ithough not necessarly thatorder

ime). During the second phase o e S it
< pbed and smlysed. During he « fnalphase o thepy, s b sl
esecs and in meetin individoa goals axe observed and rspo sponded
e i bl 0 pirdned b b s o s

sts the agenda and focus
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malizes the patient’s own behavior and serves as  source of hypotheses about

what may be maintaining the patient’s behavior, as well as what may help
in the change process.

The second problem-solving stage begins with the generation and evalu-

ation of alternative solutions that can be used in m foure. Once 2 rnge
of solutions has been generated, the therapist and iew what s re-
it 1o mplmens e change procedare.Todt i, th theapie o e
patient t the change process. Finally,the therapist and patient commit them-
selves to the implementation of the solutions generated. Putting commitment
atthe end of problem solving is done purly for illustrative purposes; i real-
ity, it precedes, accompanies, and follows change procedures

BEHAVIORAL ANALYSIS STRATEGIES

Behioal i s o of h mos ot e A5k s of
scgiesin . if ot mos, therspuic o are ssment -
o o s e a fauley

e s Dawa S e mwp
in problem solving. Treacment of any new patient, or of any new pro
o el besomles Ao Ll i
guide the sclecion of an appropriate inervention. In addicion, the emergence
or omision) of currently targeted problem behaviors becween one session
o &l 6 o i vy (o e
s posiive behaviors, and decrease nc oo problens s
g wil hinthe therapy process el b e eonded o o b
havioral analys
e pimpons of & ebeviea oty o Sgure vt i e probicen
i s caning b, s s el wih e rtation of e rablsy
and what aids are avalable 0 hlp sole the problem. In some inseances,some
of this formaion s aready nwn o can b srised. This h proves
of condcting  bebaviors] nalsis may b i, imolvingonya v s
tions, or quite lengihy,requiring one or more entir therapy session
point in cither case, however, s o che
h therapist i cither surmising from experience with the particular patient
o hypothesizing from theory; in a way, it s a counterpoint t therapist bias.
Ty thould st be dupennd i o s through n ot ubion
‘The only exceptions are cases whe intervention, even without an assessment,
isumen; when oche activiiesclearly ke rioi or when the therapis
s of is o e asessment of the v,
noted carlie, behavioral analyssi presented separaely from insight
P i i mwnm.l purposes. In reabty, behavioral
i willvay nclud nht S v, bt oy potencs
problems and behavioral patterms depends on the judicious use of behavioral
analysis. In most textbooks on behavioral assessment, the two sets of srate-
gies are combincd, with the whole being abeled “behavioral analysis™ or “func-

ssions.
<k out in an emy pmu.\hshm b






index-269_1.jpg
Core Strategies:
Part Il.
oblem Solving

T

Levels of

El
-4
5

H

At the first level, the entire DBT pr n be e 3 gl applie
tion o prblom sobing. The poble ved . paicats overl B
o luonis implimesaton DR Frions olving cllocavenes hee
rends o whether DET i the sppropri et for i ariclar p-
e, the cmpirica data gt hat the reament s seonies
plsda impaied bordeclin woren s may o may o ropriate
for e o
Second Level
DBT is a very flexible treatment and includes many treatment strategies and
procedures. The second levl of problem solving i figuring out which state-
gies and procedures should be applied to this specific patient,at this moment,
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Cheerleaders and coaches do not leave a game carly just because the team
is doing well. Similarly, it is important that the therapist be available o offer
coaching o ther ssance i he patintruns it oube I the chrapis
o a wmmm on e, and then e e alome
2 of standing in th w

spe, il .,.. derstandable that the
peen wonld s ».nn o hecleting Sce it b
of most busy people (o “gec m”olm.h:ubyulh ]

me? it very imporcant for the therapist t guard a

ing into this habit

against inadvertently fall-

ncluding Comments
It is difficult o overestimate the importance of validation in DBT. Man
problems in therapy are the result of nsufficient valdarion and an excessi
focus on chang. The general rule o keep in mind i that every change statc-
gy must be surrounded by validation. Ofcen the excessive focus on ch
Sems roms the dheapiss ity about elpng the pate; the th
e the paten. s i problns lrainghe dses. Valdation s many
ilsin DT [ sodhes the e i B S bt o
wel, it enhances the therapeutic connection of patient and therapist.
Theposent b oo s sopponed. The g seenihens
ot her own empathetic atitude. Therapist validaton teaches the patient 1o
rust and validate herself. Finally,encourages the paient o keep going when
she wants o throw i the towe.

ange
erapist,
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for this problem. Most importantly, the therapist has to figure out which
change sategies ae most el to b hlpfl. roblem-soving efecivencss
here depends on whether the therapist correcly determines what is causing
and main g the problem beavions i aced of change Appiaion of
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e change procedcsud i DBT contingeney managemen, sl
e gy g
chapters.
Third Level

Athe hic evel solving addressesspecific problems tat come up

in the patients aAy »a,y life. A DBT treatment session often begins with
the patient's describing events that have occurred during the past week. This
description may take place in the context of eviewing diary cards and respond-
ing 0 gesions sbout sumd: deion or pusmicid duingte previous

Duriog e of this discussion, the patient may descr
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Ul e paens proble 4 cx 5 claryariculated s heproced:
ing e ighe s i, Somecmes e problr st b nggedout”
of the patient, 50 (0 speak, especially when the patint fecs she has already
it prbem 404 et 0 o 4 80 e problm (Thi I
cilly likely, for example, when the patient has “solved” her problem via
il ehavio) At b tine the paiens rblms will e presced
in the con mxvn.‘emalmnz] venilaic, vling s, depeion s

s

o, o tearful Incbar ofhie insacss, the he therap
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the pati or will carry out the solution.
Mood and Problem Solving

The effect of mood on problem solving s essenial o understand in working

vihbor xdzr v pains. A bav nord repetedly i i hook borderine

etz by vlucle mood awings. A basne negtis mood
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s i vorking on berprble, o vdenced by ber g in e
fscuss exicasivly . he neet chapen,  bordesline paint ofien
periences praisc s threatening. Thus, for it o be an effective cheerleading
eonique he thrapie shouldsuround it with ressurences. The contmt
ofthe etsmancs, fcoue,depends o th o of he e, For cam-
Bl e theiens oo of b ot s hepi my
“Th "l meed e I e st 100 igh Cxpecuion n
e hethempst my s ko b il sl 4 Ao 50 0
Some borderlne paticnts scem o request eassurance endlessly. Ther.
spinsafnfsca 1o e b lienthey s uch paiens, e
reassurancesfll on deafear; they have no effec. When thisoccurs, it should
bopasierpolsaleep b besbyu ey il b
cuss furtherin Chapter 10, prase and reassurance should be gradually reduced.
as the patien lears to validate and soothe hersclf. This i, of cours, espe-
ally imporcant i Stage 3 (sec Chapter 6) where self-espect is the primary
arget.

6. BEING REALISTIC, BUT DEALING DIRECTLY
WITH FEARS OF INSINCERITY

A patient will sometimes respond to cheerleading with scatements that she
fndeithard o st he therapss v Te i o response tohi should
be o vl e lckof . The e of thery ae o diffn fom

those of the el ationship ha he paiesuncrsinty ray well beunder:
e ¢ ot ke e e s S e o
cheerlading from  thrapist havethe same meaning asthey do from some-

one cs. Afer all providing praise, encouragement and cheerleading s what
e herapis s i o do. e s e g bl acknowiedging ho o
be extremely valdating for the paien.

Second, it is esential that the therapsebe eaisic n hr or is chee
g, To ke i oy cate comsiation e, 04 oo

o the story of the child i the carthaquake (ee sbovel

Now,imagine thesame carhquake sievarion. Bu i 10 ourknowledgehat

2 e Dol hs e b k. cain b g b o

in th space where she . Would you e e 10w, sping s on g 9

oY wld k. You ok ol o it s mor el o

mght sy et 0 maer the denge 0 yo. Ths b the uloce

Teeded it Sheccaing

Efeive cheeeading s contngnton reslisic gols. ¢ ot g
fo ce heaps 0 1l che paint st sh con B g b S
bl il Lot Ak
apissfich in a patient' general ability o cvercome.
bevarraned, it n b bl o schice speiic et ot
pered with 2 clar focus on resliy.
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able flaws. Thus, the strategy s to affrm

ekttt ol il

e e b i b ety

‘ ist should not be trapped o teying o prov the valdiy of th affirm

o, s s skl o & 1 be e o il o

ey be st . Sinea bodelin pains e s cht e s

he iy of any hought o emoti sh cxpeicces, b saemens o0

dheparofthed herpiscan oo hlp v e ot te et the avepabil
iy ofinuitive knowledge. When the patien argucs with encouragemen, the

Theapiecan shays ol back 8t sy

Expressing a Belef in the Therapeutic Relationship

The herpist houd perodiay expes s bl i e threy e,

o be o more esuringand o ﬁpnnwlh'pa iy gt ns
o the parcnt. I the paticas beliows i the theppist and th thecpis b
lieves in the patient, lxlwv\ll!m the two a5 a team can be a good synthesi.

s e dots whetee s el han: S, f oo, -
capiss that others keep their doubrs to themselves Incither
e ochul for = herapa 1 remak peioaially hat e of
she has faith in the therapy and in the therapy team. Although the patient
may often argue back, the power of this simple statement should not be un-
derestimated.

Valdating the Patient's Emtions, Be d Thinking

above can be quite approprite in the context of checrleading.

ICTING/MODULATING EXTERNAL CRITICISM
i s chsreding he pasi,the patent il ofen el
stated lack of belif in her or critcisms of her as justfica-
e opciesnes £ lack of sl et The herpis honld pook
outthat whether these criticisms are valid or not, they do not necessarily im-
ply that the patient is hopeless. The therapist can (if honest) lrly disagree
with the criticism. The therapist should not invalidate any negative feclings
that the patient may be having in response to others’criticisms. Such emo-
tonalesonses are undersandsble, and this undcsanding hould b com-
5. PROVIDING PRAISE AND REASSURANCE
Praising the patient's behavior can be both reinforcing and encouraging. The
therapist should make a determined effort to find and highlight evidence of
improvement. An arca that can always be praised is the patient’s steadfast.
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the season. The team is behind 92 t0 0 in h quarter;theee people
A ppelinbapi g bl ety Ayl
is threatening anocher touchdown. A time out i called by th team capain.
‘The team huddles and wants to quit. Wha does the coach do? The coach
scknowledges hthe o i i, bt noncthls s i, shous
ragement, and inspires the team to keep going. In short, the cosch
Greeads.

Bl snd sicidlpainsr fn iscouge,bopls and -
bl sy nonsicids slaon o i roblns i o Life nd her
apy are very dificult for them. Their self-concept, and frequentlythe opinions
aths hav f then s wel, ar at  ow oo Doin  seion o & et
ey valasbetwec hope e dicomragenct. Tao st oo confnten
sl may be cnough to prcpite dicoungement Bvn when he painc

atarly 70t dscouragd he hepic an be e ot b
<sions the foling kel 5 rearn. Cheeadin st <o b hlptol
both in counteracting current hopelessncss and in anticipating and counter-
acing depelii oo s the sy . Chkaling ot of

cipal strateg ssiviey behavior ofthe bor-
s i n paien

eudin, h therapis s validasing th nberas sl ofthe
tient to overcome her diff iu:uluuandmbudd:nlewuﬂh living. Although
.h. rmalrh iy ifer from what s hoed o v xped st ay

e by I B ot
e e The i o sl e
250 perorm up 1 e sl 1 e b bope e b i con
panded, while being ealsic st both shacthos bl e an how
B e i A Pl s 0 e
Pl e i oo bl el
iens i wil b tht s xperence of aving someonebelier n and e
conidencs e, Incheclenin,the thepst s vldaing b o cape
e i s o, e cheseading sy
e el poelrsmacson g A i
tiv validating strategics.
cleading s e v in st bt oy et (. vy
session, every phone call. Frequency should be highest with the extremely
dysfuncrional patien. As the patient improves —and particularly during the
b phase of Shen g, wich s o mpes self-valdation— the
S i a|b<lanedo"Hm=x.nulm rant to
o that simost evctyone néeds  certa amountofchcrleading o
ek L ot Thils el e i et emibca e
adiffcult task, such as psychotherapy. Thus, although cheerleading should
be educed e he course of theapy, and iy he s o the -
Ieading will change, it emains an important part ofthe therapeuic rlation-
sip thoughous
ding i sometimes experienced by the paticnt a5 invalidating.
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Controling the Length of Exposure
Thequesion of cxposr ngh bl b e b of much hor
ey i e st on . To dc e omplen, bt
hree o are importan. it the exposur should s long enough o
5k e menis o e { ity act bt ) bearable level. Es-
n ndering enianbfre he emoion ey o be
cchcial. Second, the paient should end i ponsy ety ]
o hoving svont s (ot alization, impulsive
onming e, sk he st ) 0 0 sap e coponrs Wi
inparia, hepins gt he oo he o
Sl i e Sy ey
g i poiat s discused further blow). Thied, whe the problem emo-
om s fa (g o of cmoions), s, gl some ocionin
the emotion should occur be pose s nded. Alhouh i s
e e i e s o et s
e bl thr s nconilbe dunnding W
the correcive information thi tactc provides may
e e e
ot s s Forcxaphe wits tet s cmplos s i 4 ot
typicl of trsuma victms), exposures may need (0 last 1 hour or more.

Specific Change Stategies and Procedures as :xpum Techniques
Behavior Analyss as Exposure. As 1 have pointed out repeatedly and
scribed in Chapter 9, if a patient engn‘u highricyaresbehaio
beeween o withi therapy sesions,  stuetred and el deciled b-
R b o Th o paico s sl by the e o
I publicy nd in grphic detal abou b own ladapvebehaviosand
the marourding rcsmstnces Dordedoe ndividals fie cxperience i

e ham,biliain s of dsppro, iy nd smecispaic
when asked to des b:xh:ﬂvwnmllld.l ive actions and reactions
o Uk ot B i e i

experience such i
ot sevin the cperieace. Abmon: o 2 0 vl o v < the sl
sis. More than one patien in ou program has had to be “dragged kicking
and sraning” oo the proces
As we have scen, the behavioral analysis of targeted borderline behavi

is @ major problem-solving strategy. It i ik s g g5
developing m..v. ol osight a a S Culpl o kst
comection-overcor sy o (Co-
oM rsrseal i s i eposurs s wel The

dividus s vesbaly and imaginaly xposed nox omly 1o her own avrsive
behaviors and the events that surround them, but also to the circumstance

ofpblic o To the et ththe herpis s vlidaing e han
Tadgmenal, provice copathy rthe hen socl ccour, and sndevs





index-261_1.jpg
STRATEGIES
ient. When a therapist disagrees with  patient, i is all 00 easy simply ©
assume that the therapist i right and the patient is wrong. In looking for
dhe e e dhe therapis ke aleap offit and ssumes htwith
proper scrutiny, some amouat of validity sense can be found.
whally

Aough b paints grasp ofreaiy may ot b complee esber i
complc. A tincs, e patids thoughs o te matter may mabe sub-
sania snse. Bordeine pies v an ncanny abiliy someines 0 ¢
tha the “emperor has no clthes™t0 abserve o attend to simaliin the en-
i oo, T il o i o g
the whea from the chaff and to focus, in tis momen, on the wheat.
4. ACKNOWLEDGING “WISE MIND"
As Uhave discussed in Chapter 7, DBT presents to patiens the concept of
“wise mind;"in contras to “emotion mind” and “reasonable mind.” “Wise
imind" s the integration o both, and also includes an emphasis on intuitive,
perinial,andlor sl vas o Looving Thus,ane aspet o copi
e s e gt oo 4 Apu o i e f
knowi o e

an e parof e paicn The theapise st posidonchat s

thing can bt vald v i the pain  camno o i, The o chas someone

s s o g i i ok % e st % psknty po
are not val

ool dors nox e ki e thn g
can necessarily validate . Each of these therapeutic positions ct
aspects of the invalidating environment.

ESPECTING DIFFERING VALUI
Axtimes 2 patent. and therapist will hv difiing opinions and vl
Respecing thse difernces, whi no ssuming superiory s an senal
omponent of cognitiv validation. It is casy for a therapist to take a “one-
e view of His o e v oo a1 ebce o o sapecuble ot
e, and therty o il the paens poit o view.For crampe
e of my patients belived that I should be available to her by phone any
time, night or day. She herself i sk e el b et s e
, b

ihat she vasavalable o the e ked with, because she believed

Tttt compasiont s ym mgmdo koo o

he problm ettt she nm.k ht!(mhvtl

Tt on what{ could g sn ] o hzrmb

{0 baere mors . Alhongh o s o b o
behavir, | could apprecit the valu of bt poio of iew s

CHEERLEADING STRATE
In many ways, working with a bordecline patient i like being the football
‘coach of the lowest-rated high school team in the league during the final game
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training can do double duty as exposure procedures.

E

Exposure Tokes Ploce

eesentation of emotion-relevant cues can be direct or indirect. In direct ex-

pcnnr the patient i exposed to actual situations or events that are emotion-

related. The individual enters feared situations, does things she i afraid of

dotng, and thinks ks about topics s withfewedemcrion, She

m -en:m(htvuy(hl she feels ashamed of or guilty about. The
only yorl' otions is through them. De-

sessions can include ver-

e o o o e, ot
B contoursion, swaceared disasion of voed emioral wopic, &
instructions o the patient to practice mindful sef-awareness during th in-
teraction. For many borderline patiens, simply going to a therapy session

osure condition. Practically anything in therapy that elicits uncondi
ul.m:dp roblem emoions canbe thefous of dies exposu,a g the

therapist is carfulto place new, c on e by sie with th
e g o e Cota o i yoets ot Bneg
patent imagine emotion-clcting scenes. With imagined exposur, it i par-

ielarly imporcant that he therapist guide the patient in “enteing” into the
eyt han a2 1 TV o B st
b prciced b lsening o by apes. Wi o

|ﬁmluopxu psmimisplrimins b i p i
etk i A i

Ttis very important fo the herapist o make sure that the exposure hat
s supposed to be occurring i actually taking place. The therapist must be
sler o cogncie divrion acicy, st disocating, depeondlizg.
focusing on unrelsted thoughts or images, daydreaming, and 5o on. Some.
it hie e eweges e 5 atomats ta e paient ok e
aware of ther occurrence. When using covert exposure, the therapist should
ask the patien to describe the scenc in minute moment-o-moment detai,
in the present tensc.

E

Groduatin the Intensity of Exposure
Should the therapist have the patient vade
o o e te paiet int o G end the
“This quesion has been  controersalone or years Exposure itensies vy
B o s ool s i
ot vey i xposre of mploson and looding procedurs,
e sl nearre suggess hat 1 cxposue has o b, a st in
tense enough to elicit the conditioned emotion. There is no nced, however,
for exposure to extreme situations. nsicad, graduated exposure to ncreas-
ingly emotion-arousin cues is caier on the patient and just a effeciv.

ool from the shallow
e nmw out, s0 10 speak?
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ing Strategies Chec
cates a belief that P is DOING HER BEST.
—— T ENCOURAGES and sy coprss bope.
T expresss faith that P will male i
T el patien that she will be able o cope or handle a problem or
suion
says,

T commu

)

 Tlocs on Py CAMBLITES
T edirecs P's atenion from problems of
p ol

rvaions about P's srength, i

sarounds o h ober
T o bttt P s what she ncds 0 averome e diffil-
ies and construc a lfe worth living.
7 i o ko, e b wise slf

CIsM.
T poes o hat the cims are fcn ot acurs, and kit v
when accurate they do not mean the icuation or P s hopeless.
T communicates a stance o being on P’ sde
T PRAISES AND REASSURES P
T REALISTIC in expectrionsand deal diccly wih Ps fersof s insioceriy:
_TSTAYSNEARin

m
T overgenenlizs, overestimates P's capabiliies.
T oenig o g o
T calls P 3 “manipulatoc? or accuses her of *playing games? “spliting;”
o ing o he e, e 1 e s o 10 ek st dring

o by of e bones ar bkt You can lxlw
ot sheis manipalaing youor
prambbi \Vould ko et fo i e B, i 5
e wanes 0 et ou she wil? Prabably not. What would you do? Cheerlead
Coy oty command, yell,cjole,sweetalkinsistplead,sugaet, heaten,
direc, distract—all of these, in proper context and with proper modulatior
of tone, are methods of cheerleading

%

2. PROVIDING ENCOURAGEMENT
Providing encouragement simply means expressing the belif that the patient
i mmuy ‘overcome her difficultes, will engage in requisite behaviors,
with 2 given situation, or the lke. Essentialy it is a way of com-
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bencficial tacic here.
indfulness Practice as Exposure. In mindfulness practice (described
s .1 the companion it Bk sl o
Ceacdy what ' appeniog i the momety Wit ihg
£y of i swey o grabbing onto it They e aleo asrucid 10
T e woonse i o s, Mot
s racics may b ariclry bl o indiisewh areafid o

shamed o it o thooghs s. The idea is to let thoughts,
Sk ol wnaton o and 0, i and ll ey, ithout ssemping
ol (bthough e posaat 8 poin oue st sl ehe i
sl i ool s e e ot 4 7 o). In s ey
kel e of xpome o sl g houghe, s
and sensations. It may be particularly uscful as 2 way to encourage exposure
ot o esocmed s emisions, Theresandiioni T ot

thsi€  peson docs pll ack 0 sk, and smplyobseres senarins,
thoughts, and feelings, they will do just that—come and go. For many bor.
derline individuals,this s an enirely new experience and is important in reduc-
ing their fears of emotions.

Withdrawalof Therapist Supportive Aciviies as Exposure. During the
b e o e, e et ko et e of e prions
wlidaing and suporiv avies. Generaly. i wihdoval wil e -
anciety nger. The patint s being exposed to it
e s e b o el ot i e e T
e colsbore i s nshor ircing s exposrs 5 painil
forboth. Howeve,with proper tming and riendng, i exposre <o

i o e o o S T et
course s noctowithdon validsion and suppor before he pietcan i
quately fend for herself. To do so reinforces and reconditions the aversive

2. BLOCKING ACTION T
'ASSOCIATED WiTH PROSLEM EMOT
During exposure procedures, it s essentia for the therapist o block the pa-
mmxtl:;n:{o;-g;nmn tendencies associated with the problem emotion. In
away,al i e of s saegy; DU focuseson hs
cmoion-lted behavior befors changing m’f.’.m.m mmm,m‘,’ﬁ"‘
. The basc deg b s s el low (1988) an
e thepaien o e o i e

el ol v L SO
scon ndeny i el nions s sap o vidan Bordrine
patients (and many other patint populations as wel) consistently ry to avod
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the therapist understood how relly awful it s, and how rally incapable the
patient i, the therapist wouldrit believe that the patient can change or ac-
mmpluh aying or do what s beig equetd. n cheelading thether-
s belosca he patien cansave bl the et n conrast fen
belites the she necds o b saved. The ask here i to balance an apprec
ton for the diffculties of making progress o eapecomions wit boge
and confidence that the patient can indeed change. Cheerleading has to be
Taced withemorionsl vabdacon and  lrge doseof e, Wichoe s
elements,it can indeed be invalidating. Thus, the therapist must be vigilant
o ecapitiog e dificuey o th paGea'sprblen v whil evr g
up on the idea that the problem can be overcome eventually. The therpaist
checrsthe patintwowand gods tha e el o b nd coniders
idual differences in capabiltes. Some specific techniques ar discussed be-
o and summersed in Table 8.4

1. ASSUMING THE BEST
ne of the mont demoning things tht heppes o bocerine puiees
hat thers aebte hce lck of progr t s beio 12 1 b
senc of mocition o ok of Gon. As in Chapter 4, a fun-
damental assumption of DBT is that pmmu want to improve and are doing
ihic bes. Fruent commenst he patent tht the heais koows
e warts o prve, and tha e s doing h bes, e e helpfut. These
‘comments are most needed when the patient is expressing doubts about her
desire to improve or reporting that she could have done better. Almost al-
yro, the ' et o ol e don et sho b ok
Towed by a comment rmm e el e e bt e conld, Sk
e Bl i e et

rion strategies descri

§'

Maintaining this belief—that che patient is doing the best she can
both essential and extremely difficul. It often feel as if the patient is
‘manipulating the therapis o is being obstinat. 1 find the Sllome sy

el for keping myelf and the herapists n my cas conulas
cheerleading (cathe than punshing) frame of mind:

* foams e Tou e it b in 2 cmble crbqake. Hoge buld
ings have crashed down. Fires are al around. Police, firefghters and construc-
o morer e et o v o il v el o T

love most i the world sl e, bus apped in  smal spce undee

Tiuiting Then sy ‘opening she could craw through to escape if she
T jo 2 st closr 0 the opeing, you
coud g e 20 pll s . The pening b sl o 1o
in and get her. Time i of th essence because 2 loudspeal hnmck st went
by teling everyone o clear the area; when the next afters
of the building will all down. You search for a stick nrsomerhmgmrhmw
o her to rab hold of, with o succes. The child s crying for help. She can'
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Crange Procedures: ar 3
and acceptsrather than huriliats, his exposure does not einforce further
shame, As the individual repeatedly analyzes her behavior in the presence
of the therapis, srvives the cxpercnce,and docs no os the affecon of
the therapist, the exposure does not reinforce amvicty and fear.

Coningerey and Skle Triin Siratgis o Exposure. Mch o he
behaviora practic lnked tothe kil aning moduls has, s one et
e e el b ol 1 e s
tense and aversive emotions. Patients are routinely asked to do things they
e tidof o fe unralisical gy abow. 1 ne sations tht s
off anger or sorrow, and expose to the publc eye events they are ashamed
o I cotingency ansgeran s e v of it el cone
s the patient about her problematic behavior. In both skilstraining and
mmmge.n:y procedures, in other words,a therapist ives a patient dirct, cva
ative feedback about her problematic behavior and the likely consequences.
The patint is exposed t intepersonal disapproal o criesm and public
Highlighing o e gt o problemacic ehaios. ik bhavra anly-
sis, these procedures expose the patient to circumstances that clicit condi-
el thame and fer-ered motions. Howewer, i coperas o bhavios
analysis, where the emotion is 2 response (o the act of self.disclosure, the
emotion's a response to the acts ofth therapist. Indeed, these therapist ats
{confroncasion, dispproral) may b the ey onesthatte paient s in
s Tht vty sopond asorusloly fnd meimes i
i ity dependency,
boma i opd sucssion. oot e
s of capes hiling wnd scking fen cofuse b he e and she
therapst.
‘Once the therapist realizes that contingency and skill taining pr
i o chmsme of expovire, & monite o foes gidchine ka x
the e of hse pocdursllow. P, e gt honkd ot
heprocedares simply because hey mak te paentuncom
e e s e gt oy Lo s st o e
‘middle of overarousal of the patient. The tacic here should be t0 back off
slightly, soothe the patient, and stop as the patient’s arousal (fear, shame,
) goss down,cven i ol ighy, econd, expoar shod be rdused
o masedo e, Al bit o cofronation o dsppronl an
o s 5 b Vonbios polio Th R A e
form o exposae, e tcrepes s ke cee tht  peosedu: e et
furthe reinforce shame- and fear-related responses. When  procedure elcits
nges, e i should mainan e cposar whil sy i
ing formario tat dersse he vl fruseion of babrant Bl
necds. Finally, contingency and skillstainin procedures should aways e
combined with validation of the patient’ responses. The fact that she needs
o chane does not mean that he reactions are not understandable, mor docs
it mean that cverything associated with a problem behavior is problematic
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public. Especally when the borderline individual i experincing intense emo-
s i ety or anasperson 10 asumetht e vt s distoting
somchow. Thing rc o, o camor be, 3 b as s sys. The aap here
isthar asumptions ke he lce of asssmetsbpoes and inirprea
Wy el o enis o e “The other persoris priva
e o bl far. Soch o st et he

take the
retaion is aken as a guide o,

idaing ot
‘The task of the therapist in cognicive validation is to recognize,
12,400 undean the piecs expesed and st iy =4
lief, expectations, and underlying assumpions or rules, and to find and reflect
e il of ll o par o hee, The srgis o “cching houghts
desiying sempions and speenis,anduncverin les e i
e behaio peialy when these s e opesicg ot

Dot psiirnpi Jogicl challenge.
A borderioe indiridua bas su:l]y Socn e in o ‘s making
iy where b peeptions o ety ere fen imalidaed. The vl o
bl g md el s et perceptions, thoughts,
poe (Sl b rosp bl g b o
‘hen she cuns. The sk of the el s 0 i in this proces. An
exclusive focus on the patient'sinvalid belefs, assumptions, and cognicive styles
mm
et

s counterproductive, sinc it lesvs the patient unsore of when (F. G
‘pecceptions and thoughts are adapive, functional, and valid. Speci
tive validation strategies ar described below and summarized in Ta
1. ELICITING AND REFLECTING THOUGHTS
AND ASSUMPTIONS
“The firs ask in cognitve valdation is to figure
s thinking, what her assumptions and expectar
She s using 0 organia her world. Ths s ease sid then done, becae
derline individuals often cannot artculate exactly what they are thin
times,choughts rush through thei minds oo Quikly for hem o e
at other times, their assumptions and expectancies are implicit ather than
explicit. Passive expectancies, for example, are automatic, effordless, and
difficult to verbalize, as opposed to active expectancics, which are conscious,
ibe (Williams, 1993).

oo xactly wha e
4, and what cone rms
e A

occupy attention, and are easy to describe (Wi
2. DISCRIMINATING FACTS FROM INTERPRETATIONS
Itis easy 10 assume that a patienti distorting what she observes;it is much
more difficult o ascertain just what a patient is observing. The task here is
to make private events public. The therapist should carcfully question the pa-
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‘Anti-DBT tacics.
encourages P to mask emorions.
- & highly maladapcive atempts by P to escape of avoid emorions.
T punishes adapuive styls of ending aversive sicuaions.
T forges princples of shaping.
T wests P as overy fraile

f believe that the actions in question are wrong or immoral. That
i s e By e o Tt o ok e ok e
fronted with belivable social condemation or personal moral accusations
during e-exposure;tht s, she does ot eceive new iformation that changes
bermorl sance fom scspanee o candemmain, Thes, eponrebased
cues associated with childhood sexual abuse in the presence
o smpehi therpit shon edaceeonditoned i Expose o s
associated with an ac the individual beleves firmly was wron (c.., steal-
in,chatin, o in, uring o rind),cspecil o ac 8 nnepaned,
oy sy i e s o . A o who e gl o
standing up or hee rights will probably feel more guiky if ach time
e o aserion skl e 1l tht e i o ool
‘Shame is a particularly vexing and diffcu emotion, primarily because
s s pemvashe among bordrine ndividuasand becaue by 13 oy sanee
Shame interferes with the free flow of therapeutc discourse. The
ok v o shame ' poBhe cnrs o bumiiaion, The
problems shame creates in conducting therapy with  borderin individual
e, o e cpresed i mamer e hrpit cn nder
stand;

120 second, e patin e s cobide e g of same

s e e pmmd o tht  problem with hame .
s b s mom’z(lxm, ifecin,
nd loss of th respct of oxhers. Thus, it is partculrly when

ien s eveling shamefulmaveral ht he ther e i dwlxh v.llld
lmu;ogpnudma sure,with accptancerter than rfcion.
la e herapsshouldbe lrt o the o har dsclosing the o
i shaming, Thas, o ded in mpnndm: to and validating the
act of disclosing,

“Asin the case of guilt and shame,the efficacy of cxposure i the reduc-

tion of anger is not explored in any detail in the emotion literaure. Efficacy,
Bowee s proly nexiably linked to the prevention of anger action and

ssive e and 0 the induomet o[mnvcne actions and think-
gy whieh T .m. 55 further below. With respect to the procedure of non-
maloced epos mm T s essonabie to suppove ha sueaon
hould b pas 10 ahering how much th station cither acualy or percep-
tually e s aainment of goas Fo example,  pains
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for something else o happen. Thus, the folowing phrase is appropriate: “A
should happen in order to produce B It s very important that the therapist
g e e’ gl st b o b T kit i
prefer 0 behave r may want various outcomes that demand
e Dvio petima. I hcefanort, e e b lt 1
ting the “shoulds? and communicate o the patientthe valdiy of her prfer-
coee. Together, the therapis and paat can cxploe the vadiy o the
“should in order to” sequence. At times, 2 patient will be making inaccurate
prdicions (e, 4 5 ot needed i ordr o B o ccou™). At che e,
a patients preicions are quite accurate. Inthis instance, he theapistis look.
ing for the nugget of truth in the patient’ behavior.

5. MOVING TO DISAPPOINTMENT
It is casy for the therapist to get caught up in invalidating the patients
“houkde whont recopuiing et by tmpocant o avoid valdadng the
s = undersandable disappoinment inher ovn behaio, n he
brief discussion, it is important for the therapist to ale

kel alduing he s o underandable s lidainghe diappin

ment as equally understandable. Cer kxhavlulsbu sould end hould
. When this happens, an response is disappointment.

§

VALIDATION STRATEGIES
Intense emortions can precipitate emotion-congruent thoughts, memories, and
images; conversely, thoughts, memories, and images can have powerful n-
fluences on mood. Thus, once an intense emotional response start,  vicious

it fen s up: The emtin s of more, mages . and thoughts
acnces prepions and procesiog of whichin turn feed
s S A s A
Aot i U of il o d may color many, if not most, of
e m ridul imrcsions and sz o v, Noa mood-related
enceptions, expectancics mermorics, and assumprions, howere,

mdysbmmmul o imaned. Th pont i cracial in condocing DB,
DT does not assume that borderlne individuals”problems stem primar-
ily from dysfunctional cogitive syles, faulty interpretations and distortions.
of events, and x.hdapnnuwdedymgznummnscrmyunvetha&Br

cause borderline. and.

patients sometimes distrt, e,
e e scleciody i 1s common for up around them
g heepi) 10 stme he i cking shd prcprons s sk

s Gy, o ek ht n disgremens e poleel s erdeied
e likely to be incorrect. Such assumptions are especially likely when full
ation about events precipitating an individual’s emotional response is
ot available—that is, the stimalisetting off the individual’ reaction are not
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LE 11.4. Exposure Based

Tas: rocedures Checklist
— Tonms o cpee b ot s coni collaborate,
et  omcsands peinciples of xposeeased roce:

e s that P can cooperte bt
— dingshes “masing emotons” rom haging enoina xprs-
T povides NONREINFORCED EXPOSURE t cue the it poblemai
T makes sure that new informarion abou fear and anxiery-clic
Situations i received and processed.
— For problematic ik and shame, T uses exposure-based procedures
ol e gtk and e ek Essoprnted I e on
T presents anger elicitng stuatons that evenually work out the way
P wans, i P toleates the fuscation a bt
T matches exposure situation o probem sitation.
T insures tha exposure actually takes place.
T s o dverin et
posure, T has P describe scenes in deci

g

T graduates exposue intnsiy.
makes sure that exposure ass long cnough for emorion o be
sl and for some educion o e, bt ot so o that P
control.

|

e

s spcic chang seges and pro
s g
s~

r

B e oy SRS
s e o g ofspport st
T BLOCKS ACTION TENDENCIES ssociated with P problem cmorions.
T blocks P endeney t excapelavoid when fcin afad
T H e o B i i g e
ik P ey g o sl whes i -
pored gt
7 Bk B ey o ol nd s rsonses
2 of xpuntnin 55,  Hocks wldonerofsopr and Alps
P dihibe experience of ange:

T helps P EXPRESS CONVERSE EMOTIONS s ecing
TP diferenines ki’ o xpreing o s e
T ENHANCES P SENSE OF CONTRO ive affctarousing evens

Y Geins cxpoue st olonnivty v
T instructs P beginning tha she has ulimate control over simuli
d canend ccpoare 2y e
collaborate in scayng in emotional stimulus conditons 35
possible.
P TR aically
T is winerable 0 P flcnee.
— Tk v of mor ol g b e s sy, e
Gl i the esment o postraumate sics resposes (second e of

(cont)
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“TABLE 8.3. Cogritive Validating Strategies Checklist
T helps P OBSERVE AND DESCRIBE (points out or clicts Ps recogmition—
5., by Soctatic questoning) her own thought processes (sutomatic
isoighs, vadeyng ssumpions)
7”4,. mFum o iz ber word

— Tt sssumpions about herself and the word
oy A S i ik by
T listns to and discusses P's point of view in nonjudgmental fashion.
T helps P assss the facts and DIFFERENTIATE EVENTS FROM INTER-
DiaOw e
for the "KERNEL OF TRUTH i Ps ey o viewng v
appropriate, T uses T interactions t demonstate o P that
.n ity iy may nox b complt, et i  icomplete.
WISE MIND', T commuicas o Pt e
empincally verifiable knowledge.
ES; T does not insist on vlidity of his or

;
%

- u um... st
SPECTS DIFFERING VALU
oo

Ani-DBT actis

T presents  ciid view of evers.
T i unable o see realt from the perspective of P,

s st s what b bgpend and who i what o whom. s e
ed carlicr, discriminating events from the inerpreations of the vens can
e v diffca Ofen he pace ol 3 inerpesaionof the abtersd
bebario of anthe "He vans o fire me’) o n xpscaion desed fom
an observation (*He is going to fire me”). The therapist should ask, *
4 e e o Bl i 7 s o S v et
assumprion that the other person did something, and that the patient’s
sepeation skl 1 el ki, The gl in s cse.
s to uncover the empirical basis of the paient’s bel

3. FINDING THE “KERNEL OF TRUTH"
“The next task is to find and highlight the thoughts and assumptions of the
patient that are valid or make sense within the context she is operating in.
“The idea is nor that individuals (including borderline individuals) always
“make sense;" or that they do not a times exaggerate or minimize, think in
s devli what £ valoable aad st whet i ordinary, and e
dncioal decisons.Ideed, in bt poplar andprfssionl airiony
borderine individuals are notorious for just such disordions. But t s essen
ot prjudge the opnion,thoogis, e dcilons of  bonderine -

§
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'ix

influcatialbehavior s parasuicide orthe threat of impending suicide;
i, he b vies 40 b e s 0 s ot St
e pinad sy, o curen criestha theindividoals canno s o
sl Such behavirsand commanications, of course,ar ot by hemscves
nce of manipulation. Otherwise, we would have o say that people in
e rasipulaing” o f e epondt thes commanictions
of dies. Th cenal uesio s whethe or ot brdeine ndividuals pur-
posly use thse behavios 1 commanicsons 1o auence othrs ety
et fraudulently. Such an interprecation is arely in accord with
borderline individuals' own self-percepions of their intent. Since behavioral
i camnly be s by el o, i o the v .

of e indviduls denal wou i u e o rdecline
e s e o i o boh
Ieis diffcul o answer contentions by some theoriss that borderlin in-

icit. drvg i an e
ment that i highly controllin ldm!l ot e s s e
*Cha e 15, My own exprence in working with ikl boderine pe
s s e tha te froquent eeprecsion of thee suicidal bchavit a8
mampna ive”is a major source of heit feclings of invalidation and of being
misunderstood. From their own point of view, suicidal behavior s a reflec-
tion of serious and at times frantic suicide ideation and ambivalence over
whether £ continue e ox ot Alkhough the paiens’ commnicationof e
rs may h by the

dividuals frequently lie. With one exception, u... nmhem myexperene.
The cxop o i

me ideas or enactment of ext haviors oapuied

esie to h:hlpedanescutdbym nm\;:hy aricacog it

b ecesarly mean tha they ar acingin s manace in ondr
to get help.

Thes ndiridons umesous il bkions d i s o
ion to i and jcion,and fruent vyt aricula

treme reaci
‘ichof amber o factors e discly ifluencin thes b émitso or do
att v peope el manipulted. ' behavioral

 times make other
iy Sampebepl v it g b
nbers ol manipulaed -1 il ancoe i loge. The fact that  behavior
i influenced by is effects on the environment (‘operant behavior;” in be-
bavioral e sy e g sbot ninividalsent with spc
o that behavir Fnciondoe ct prove inenin,For cxamp, o
quite predicably threaten critcized. Ifthe cri
e et sssenans e con e e it prseens
bemmmunfmxndsmadcmleaxiwl“vw However,the factof the coree-
lon .o va mpls tha the pason  in o ndig t0chang he
ticae?s ubaviot whh s, o v o o 1 conelaion. Th
e behsvio s noe manipulacive i any standard se ofthe eem. To s tee
st he “maipulaon” s poniciont 2 gy b o ikl e
Both the pejorative nature of such inferences and the low relabilty of
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Sem
N,mm_s..,.m.;“:;.afm o conempsons des
s, vl o o e o
R Tt S

o i o e oty

2 = Pasy
3. noedinare ypessenimiy— A4
s res ,..,..,Y but allng shors of outrigh deluion.
4. Pichic 5 body Ty~ saeof evion and s of posrersdily a-
parent 0 casul obsee.
Ricomive thempeui resion —Cerain iterretations by ansie, mesot 1 be
i e or a3 manifestanons of ackof ko and

s
el e e  dosingi
o ouburss may oo e, iidl gt

e oy S e e s e

" Gyt
Masochism, often accompanied by scvere depresion.
o.w.il.m...y, nunlly . Tn.m,x ncapaciy to tlerae much s,
. Prgjec X strong e . a tmes carying pa-
e sy b
Difficulies in ralty testing—Fatly empathic machinery in relation to others.
impared capcty e s ol st et of ot e o
roprite and reaisic perceptions of the whole person,
Deusch (1942)

Depersonaltion hat i vt ca-alin o disuring 0 the paien.

lcsions Wi s, which s s sl o e

'
. d
i
3. 'X"Ruy aitaied grasp on el
4. Poverty of object rlll'lmns, ‘with a tendency 1o adopt the qualities of the other
pilofsloran il
5 R o b s, b n i o i i
R ey
. e, B 5 et b i e
S o e e e s
L T o g i o S o
Schmidbe (547)
I Ut ol i e
2 Wi’ ek mary ks of sl copenion
e e et o et oo pr
e e
5. oty motaes b e
& oy e .
7. Levd' oo s whic o drad i was hppcring
3 Bty S i e
bt sy Lt e
e 25 ot e
s i,
I . & edonom
5. Intponi 5. Do sels
[ v
(com)

4 Exciubily.
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may van ol bout opic A during s, and my he respond with

maes i he thrapss wars 0 alk abo berpauic el behvor dur-
ingiheprvious vek. Conitenscxposre 1 sessios i whic tlking about
P sk s ollowed b Sacomions A likely o redy
the automatic response of anger (0 the Kh:ﬂpms dscnce o8 wndumn
hdmmrxl il ofpmions sl s Comism rporus ©olos

et opie & ey (e tings bl el nbancs

tent cxposure o he thrapiss unavailabily during
sy o o e silbaig o bomlaliss
 whenshe s expored s

ket
crises resuling in unwante
tion, is likly to increase the patient
dhe hcpis'snaalabliy Whring . Conient exposur o ch thee.
apists nsalabily,pied withthe ablity :hxhtlpor make e
P dependendy of bewioa kil v avert ufleig o hospalaio,
oy
A mumber of additonal principles must be remembered. Firs,the ther-
apist must be sure thatthe exposure stuation or event matches the problem
Situarion or event, Second, the therapist should nox assume that exposure is
occurring simply because the patient is n the ituation. Third,the exposure
Should be intense enough that cmotions are evoked, but not o itense that
s with ot prcsin o procesaoidanc of e
the exposure should last long enough for emtions o build, but not
o Yo s e Y .
Matching the Exposure Sitition to the Problem Sittion
Ther s no substi o assingbo he characrisics of the suaion
dhe i the problem moion and the emens of e sneaton o
entorcethe csorenal rsponse, The exposoe iuaion hnmrmmluh
pmhkm Fobsimlan rble il <monvho
i 1 st b st i e Eacads iy e 2 fomr i
sty bl b el e
e vy bt . g e e Bl s s e
ing rom a fiend may clictconsiderable il The thrapist must be as cae-

ful in assessin the events that reinforce or recondition the emotion as in
assssing the context that eliis the emorion. For example,the est-anxious
sden s probaly fsidof b cam ain e e »um. ms. Fear
of kg crams may be renforced by Fulling xare e f e oy b
reinforced by consequences aHd e, such 1 being Copehed o oot
fear of being expeled may be renforced by losing frends and social staus;

nd o on The paramers of comens has ke i wil vry by
patien, emotion, and problem; cffctive treatment may requie expoSue
Cach paametr i oo, Exposue caried out i he el ety of heiapy
interactions must be supplemented by dirct exposure in the day-o-day en-
vironment o the patient. The more pracice exposute the pacint gec i her
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‘municating hope that the paient can achicve what she wishes o achieve. En-
couragemen can bespeciic (., 1 know you can handle the upcoming job
inverview well)or general (., “1 know you will someday overcome your
problemssnd ket n ) s ca o :.m in the patent’ abilics
pe or change in the shortterm (.5, 1 belev you can get hrough jusc
ertbraddutunitalo daniii il o ded
someday you will overcome alcoholism”). Howeve it s sad, i s absolue-
3 il s the gl s 0 up e o e psin, v 1
xpress that hop and condence ity (0 the i
ot o e Sl Yk s bl i
undessimate the paiens valabe abily and Scengh. Some therspist,
lik ther paients, oscilte between underestmating and overestmating. I
ismporiant, howee, it encoursgmen b bsed on e sesmentof
s and nor o he o f s heapis. enealy 5
g e i o do o e s the e e b bl 05
o o T heapis cnco patient wd hard ohi
Beloing bt e e can do s e i o s Vit
sl b sy Ofen, e paicn i ol ko e b e ot A
1 soch B case,the herapis s alans chercading dgaie vlidsting
mszmlsmulhm[landhuuwnxb ties. The therapist must be adept
at fading from I hink you can do it now” 0 T think you can lean to o t”
'When the patient jects encouragement,saying tat the therapit docs
ot undercand, th therpist should comside whehethe o sh s ae beng
100specfcInthese instancs, i can be helpful o fallback o the more general
satement that he hecapist: simply belive n th patien, ha confidence in
her, or beleve that somehow she will find & way. It can also be usefl to
discuss with the patient th dilemma that she creats if she always fecls mis-
understood if the therapist belevs in her. What s the therapis to do? Stop
believing in her?

@ pasntsai

3. FOCUSING ON THE 'S CAPABILITIES
Itis very easy to focu (lwly on helping che paient gain insight into
bt maladapie thinkingpaecns, roblts emenponn o4 dysfunctional
acion pacrns. It s csenial tht the focus on problensbe followed by a

focus on and encouragement of the patient's capabilites It is most helpful
here to pinpoint specifc capabiliis specificall.
cwmmmu.., Tht the Patient Has Everything She Needs to Succeed

s o prer 3, borderline patients often subscribe to the “fatal flaw

oty ok o they do not now and never will have what
they need to overcome their difficultis. A therapist should periodically com-
it hea o b g e ..«ammm: hee difficulties
‘According to this perspective, the problem is a developmental one rather than
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The counterstatement to this s It is” o “It happened.” The task is o gec
8 g s e ate g e dewiog il cent S0
A sl sp in countering “sholds” s :dnmmcexpl.r
naion of cavsabiy idicaing i ry vt s ot The egincan
o through a mumber of exples of rwanted, undesabl behaviors wi
e oRvaai B B B b s o S M
sy is 0 show thtthoughts (' doc wan ") an emrions e anger)

Cmm(:nng the “should” can require a substantial amount of time, and
S s o i o o s e b
e ample, s nlly el sory abo
nveyor lndnu(o widing. The boxes rumble ot ofthe buing
e A e oS e e e
e bores t stop umblin oo of he bulding s by yelinga them o o
oy waning depersly noughforthem o sop Nothepeson vould
ime that he orshe would have to get out of the car and go into the build-

o igure out what 1 wiong, Knowing what s gin on in te buiding
e oot ek v ple, ogether
with their pasts, are often like buildings that no one can see into. Another
‘example I use is © hold something in my hand and pretend that i s a glass
ofed vine, ;.,m.l....muy pmdmx tha h carpe 2 brand new whie

c As lsp doppig e

carpet et o ce oo, e aing whehe
i gas hould no drop when It o Why does mpl’ld want it
e oy bt e ot S

i . The ol e £ he hs i e 35 0 s (o

‘my hand opens), something has to be done to stop it
e very imporiant 1 coes shseprinepes i rcher sbarac way

peganingof herapy and gt thepatien t greon e st fd
e e skl riing modues e bein adminstere, these poios are
umaly discused whie he pains s eaming b mindfne 5 il

distress toleance. o et o ol that a nonjudgmental
sl st i s s shvays it  thorough
il i Throughout the remainder of therapy, the therapist
can efer back to these principles, noting that the patient has alrcady agreed
o them, and can point out their application i the individual case. As fhe
y progescy the patint il begin catcing herselfand ber “shoulds” Thi
course, s 10 be encouraged and reinforced.

4. ACCEPTING THE “SHOULD"

Often one event must occur for a second cvent to oceur. (“IF A, then B “If
not A, thn ok B°). e commmon and pproprit v e sh e -shosld
ina statement when one s referring to something that must happen in order
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expressions is one method of emotional regulation and control. This litera-
ture can be reviewed with the patient.

g hanein expressions and acion tndencies should be

presented as 3

inge those emotions that the patient herself wants to change. Thus,
o |:1fus(dwnduc<\mw‘med dyxh.\mxmn | v mosions i he
siations tht it them. |

aversive emotions; in-
dekd,  major enetof DET i hnmemxhnhzy pech gy
ather than the aversive emotions themselves, is 2 source of many borderline.
behavior patterns. Thus, tolecating emotions rather than changing them is
cheathe gl of DET. N arexpomo bl prm:dum e G
ingmorional xprsivenes e . On o, amaorfocs is
associated with or -d: expressiveness. sm:-
i‘dnnkgln P e oo e e

1. PROVIDING NONREINFORCED EXI
The firt requirement i for the individual o be expe at set
offan avrsive emotion in 2 manner that docs not recondition the very

on e theraisand paint e yin o decreae, Tt he prson should
oo oo the b ot of Lot ok peodiel he s
tionalreaction in the firstplace. To put it more clegantly, the exposure situa-
tion does not reinforce the anicty response. As Foa and Kozak (1986) puc

e
H
H

4 t0 the cues ths

it, the exposure situation must contain “corrective information.”
Cmum[ Nonreinforcement

Inthe cae offeareted emorions the perion should be exped t0 s
thac oty s ansieyor R e
s s recived and procesed, Th iatio bt proid nw nform
oy s sdgl m”n i f e o o

ut the ample, s dent
Who has faled five exams in a row becomes te “Taking anor
S i U7 o o s B o 5 ek e i
Ao e vk ) o it Mol 3 ok v
indeed, the fear associated with taking exams s reinforced. If 2
arsthtance an emorionsars e will o ompes control e,
and then she does, the exposure has increased fear insi
ortant

tead of mducmg

0 keep in mind, then, mr. at exposure-based
d lvzlslv(maumu. including fear, are o il when o
Al i e oA e o s i oo

e e fa s ot of proporaan so ctual theat.
of g, th eauiement tha xposrs be onreinforced -
5 s oot ot iz i b b S oo Sl
unsupported. Guilt can be supported cither by oo ot
code o by the social community. By “unsupportcd guil” | mean that the in-
ividualin hr calmer moments.—using “wise mind,” 50 10 speak—does not
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suggested tha change is th resule of emotional procesing thatleads 0 in-
tegration of new correcive information incompatible with exising thre

related cognitive structures (Foa & Kozak, 1986). The general idea s thac
lamed o condiionedamisy reacions ca b unlearnd ot uncondiioned

R (1968) oo phest (g od, 1977, o, iy o -
tion thory andresarch, hzvﬂuu,:ﬂndt s lfecivencs of s o
duresis Annlmu e o b i e el
action tendencie mﬂedwﬂ e, n o proetares wpeing
‘et problems, o cxample, moton-ie ecap and oidanc are

Tatly Wocked. That i, the acon endency socated wih ea (ight
prevented. As Barlow puts i, in exposure procedures individuals “act them-
b s ek

el
‘With the exception o blocking premature e treacing fear,
dindcxpome b procioem 50wy famers canging e,
al behavior during exposure to emotion provoking situations. In DET, this
emphasis is added, and it vy imporant 0 get across a clear and cominc-
iog w1 i et Moo gt el o e 2
i
o that s e otiona

e

n hiding

r

toe i oty s g vl indeed, =
fte sking’” e

L}

s e e ,,....
Ravior s kel 1 b xpercncd 4ok mors ivaldaion. Th Fepit o
make a number of poins in discussing this requst.

s imporant o divinui “matkingemotion” fom “changing mo-
ol xresenes”Maskingualy ols h ensingof i s
Explunngmwppmn:mmnm,mch calmnesin conras o e s
oo incomes o g or e, i el ofhes vy s
mscls. Masking and tens 5 for instance,
it ok e K S o R et
oy Having thepatient ry th differnt facial expressons can be very ffetve.

e e bbiod cnging il 1 posurl cxprsions ot mus
sl opodlly s b he fc, exd st o the b b
i g, Thes mesaes i um amplly and e
on In DB crpomee el procse the s b to oy 1o e e e
‘and body to send a different message t the brain— for example,that a
situation s not frightening, Mask wmr-lsrmnlmn" cogrisaa
s This s i

s s frightening and I can'tshow ic” In a similar vin, actons also
send messages tothe brain about emotions ch.r.;...,,,.,m.,a. anges the
e, The s et meles s eyt chingig e
esgs conhage e dusion nd ey e cnion et

onal xprsion modlaing educing o ng) e rtnsr/urd s
ton of exprsions, and imlusig cmosons) an be used 0
egulae o even acivae genuine emotions (Duncan & L, 1977; Lain,
I574; L, Wagener, Nt ¢ S, 1992, Rnodewal b Corns 979
Zuckerman, Klorman, Larrance, & Spiegel, 1981; Lanzetta, Carcwright.
Smith, & Kieck, 1976; Lanzetta & Orr, 1980). Thus, modulating emotional
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ing and subscquent disappointment. It i useful for the therapst o e
sy saingo e =.. s would probably car b e,
nd that the problem may be one of fecling helpless and hopeless racher than

onof noccar Sy ecoiin h gt snse of b ot of o

ing.

trol can be useful in helping the patient identify her avoidance straegy.
Readingcorions s some sty by thengiic wihthe k-

ture of the patient. Knowledge of the patient’s S

prcipitaing uaton, togeies withobscoations of e pemps b amd

sometal beluvmr an be usefulin arrivin .al:dmlpn ion of the patient's

ink berweer
bt “Thos, o the

The n events and emotions is in part universal
in pzn ke Thu, 10 crmt o e iy pltkm’x o
ing histories are similar, the therapist will be adept at em
he s of sy, il evperce (apecily wih bonine
paticnts) and books and movisabou people ke the psent an be hepful.
Avery important task of the case consultation geoup s o assis the therapist
work.

in dhis
Timing
Reading emorions is essntial at the beginning of therapy with the bord

s bt hould b apeed f oy ey progecwes. A gt
ot ey povers . ltin echiqe e e e s

i iy, The maln ookl i the whenthe heaintseuds he po-
tient's emotions, the patient does not have o learn how to read her own emo-
o Do s o ek o gt ot having the

hrapis ead s rmociom & usmaly ey comforing o the paiet Thux.
b the theapio s o cpe i o nit nthe pientsimp

her ability ot el peiant

it uncing. Ty s et s e paiets emosiones

it lecs the patient avoid verbalizing them herself. Thus the exposure to talk-

e 4 e 4 GRS bl o it ok
discuning emoions aybeimpeded. Fially svoiding emocionl

be.

s allon the paticn t svold oo validation.
Inthe boimingoftherpy, and someimes sy 1 ey bas b
gun, the therapit's refusal to read the patients’emotions often produces esca-

e of 2 snoion unl & b ol naly xpresed openy T s e
d o maladaeive vy n ot wads, the cmoconis ol cxpr

th xprienc of s e i than e ol sniog e

bzl sk L

o temyt il ox ey il adee v 4 i of view thac el
an extreme emorional esponse. Before the patient has learned to inhibit such
‘maladapive behaviors,the therapist's withholding of cmotion rading o force
the pasient o expres e emoions s pobably counerprodacive, Howeres
one hese behavr o s comol s thepetienscn el i
ate distress, continuing to read emotions is itslf counterproductive.
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emergency professional staf persons. For example, patients can practice in-
eeesons vl s gt o bospls gt ot o bl g more (o o]
tetion rom bl s, the o of eergeny pesonel, e
vent imvoluntary detainment, and so on. Distress tolerance and
I il can e praticd il ae sy, i
and demands ar overwhelming, Teaching patients o use thei behavioral skils
with other health professionals i so important in DBT that an entire st of
reament stxaegies is devoted to it—the consultation-to-the-patient srate-
gies (described in Chaprer 13).

Using Dialectical Strategies and Shaping in Devising Assignments. From

BT perspective, problematic in vivo and therapeutic situations can be
S opportunitis for practicing behavioral skill. Changing the Imlk
in this way (rom problem to opportus i) i ol e o the ]

lemons mm
.

i

lenonsde ut of i i Chapeee 7.
all dialectica e sl b i glhtpﬂ ot ,, e
e s i wanting o patient (© have success ex-
pericnces so that new skills will be reinforced and screngthened. Principles
of shaping (scc Chapter 10) are likewise crucial in devising homework as-
sigaments and rust be advocated strongly by the therapist. Patients who want
o prcice ol in vy suaionssholdbe pushed,and paens who
‘want o practicein situations far above thei abilcy level should be held back.
5. ENVIRONMENTAL CHANGE
As T have discussed previously, borderline individuals tend to have a
ol pesoal guaion. O the o whote poles e pike

epitonsod cxrma, ovionmetal el aion, chey ars e e e
e e belw s he u. poleof
e comtamien s Tabety b o ool bl e

e er o
ol gy e i ol b b . g, A
hough DBT doc nt sugai (e comers —the cvionmenes mguti
styles are preferable—it does suggestthat ging with  pcents suength 5
ety e e ad more benccial i the o un, Thus, once beavior
skill are in place, the therapist should teach the paicnt how to maximize the
iedeny of the fats cvionmens o ot skl o okl be
b T e excin theptin b 0 e svr, bow o
public inse e comminnent,bow s fd somemnier and
ot e i o P e
o T e o et Fn s ke isnot (0 say that pa-
tientsshould ot be taught self-regulation skils rather, e pesof el
lation skils taught should be keyed tothei srengehs. Writen self-m
with a prepared diy form, forcxample, s prelrable ove oine fogeisi
ixhavwru(hdiy:ndma e & el e of . Kes pn s slhol outof e
wseis prfrable 0y el sy 0 bt psing ot o o
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derstandable; how else would the therapist know how the patient feels? In
contrast, whe the therapist cannot figure out how the patient feels unless
the patin plls € out i da, this i ofen experiencd o alidaing
i, or wncar
o threpim s il o eble 10 red paints’ i, -
P .h.. the patients stte verbally how they ar feeling or what
they want. It is not unusual to hear therapists say to patients, “I cant read
Youe min i toue of vl cealy imphing thet expectmg e thrapis
o koow bow che pains el wihout beig old s somchow paholoil
e demands ha erpiss do—is e common complains a cate con-
e s e il o e
e o B o s st o el i
ey mcpacotia b 1 oo e i & pecson s s
houseis bured in  frc, a lage account i won or lost at work, or a child
Vit e i, o ol ol s ey o o ey

feel and 10 act accordingly. In m: ps, the s
just i che omplaintof on roup alrh! shsiyset e o]
Snlsened 84 i ol omsc sl ety sl v e
Men dort understand Caucasians can' see life from the per-
:,mm Abian-Aimoicen;te ich i e pocesand 20 o

Demanding that others understand us beter, or develop the ability to read
our emorions, is not unique to borderline patiens.In each case,the problem
i thar peope of on cubrl background have diffcuky eading he -
tons of thoe o amotherbkground. Ao i s te s of s b
e borerine et and moe herpists Ty b vy i
rienes, making i difcl o €ach toundesand the ohes.Paiens have
2ox had the nculorion tat miles & heepits oo Shrapis e o
had experiences close t those of the borderlne patien.
Among the more common and important emotional asstions made by
bordein and sl paients ar varians ofhe sttmen hathey “lor't
ore? Such cor important because they aford the poten-
o thepatiens 3

care any m it because they
il of eraidaiog caions thet a1 e conen o the ptiens’ oinion o
msche. A pten may sa tha he doss ant 0y any mor, o that
bout somingsh previoulycared vry v sbo. When
il cut off further collsboraive ok between
P S s P s B e
£ e, i et e B e e therapist’s
s el she e, shewould b, o beter, ). huhere
i a temptation to agree with the patient that she doesn'tcare or doesn't want
0 mprove, At athet e, the herapis cxpeiencesdh paient’s st
s manipulative (*Obviously she cares; she is just saying that to play games
or get something from me”). The therapist responds with veled i
coldness. Both responses can be expericnced by the patient as inval
of her truc emotional state. Not caring any more it vl v
response and an attempt on the part of the patient to avoid the cycle o

ot car
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on helpin the patient apply the skils she i learnin tothe problems or which
she s secking help. It goes without saying that the therapist must kep track
of what the paticnt i learning in structured skills taining.

Homework ssignments in srctred dls rning are keyed 10 I
specificskilscurrently being taught. The individual therapise, howerer
e Lol ey L
houghout therpy o o 0 e neded basis I il e, he e
of bomeveck formg cunbe o  the ndedua!s s, For cample
0 f e boms s oo et sy s, sl s

rough a serics o Mphex‘lniywﬂ < is fec
fodaut ot mueﬂ ha e paen o i o hencrs
sheis confused or overwhelmed by emotions. The companion manual o this
volume contains a large number of homework assignment forms, covering.
e DBT bk ol Tha oo, of e s i
revise these forms to fic

cither their patient' o their own
e s

| Uing Consulationoh-Fatet Setgis i Devlping A

T acpdaet DT, patess i ol el sbot o hengor

e thraict i e esent peogere S0 oo

setings.

et ccing with o
s fien heard in clinic, day treatment, and inpatient

plai
.,,., e i anoebe herapht i e e e provid i op-
m-yfmp.umu,mhm k10 work o vaiey of skls, whichcan
T be pracied with the other therapist
), patient n structured

Forcrample (1 fen th a iy program), ptien i
1l i oy compln e e el st e s o
ap untcasonable o is making some other mistahe. The

ond by bl

i
n‘ -should responc Ipi ml the. pmem ‘analyze the situa-
o snd etgmioe whih s of Sl might be ot spropriae r sl
o wi e . Tops g e s

o bes b Ot mghe

sonal skillsto g the skill rainer o change his
be an opportunicy for disress tolerance praciice— e epin b e s
g Svaionand thepaents v s sbout 0 20y . O
s ar ariclaly s o panul it migh b an pporuty
Hiertkool il mampbohon o platede
ot e ype o eepemone roblen All e whle the i
therapist might pay pirticular atiention (o helping the paricat practice -
S i aricay a nonidgmenal sane) n the st A
fent and therapist can review how the skils pracice wert.
‘complaints g0 in the other direction: Pa-
w o duing il i s
ew skills

iy, o progeam, he con
tients complain about cheir individual
sions. The skills trainer can help such
she can practice wich her individual g,
b et it . be weil v helpthem praci new skl
artcularly in communicating abou suicidal behaviors, e ipaen and
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sient calls the hera ome (according to the treatment plan) and then
(e gl o e s doing so it s a naturaltendency for the ther-
apist o tel the patient that she need ot eelthis way. This should be recog-
ied a5 an imaldating suemen. Al okt sy vt 10
communicate that callng the therapist i acceptable and understandable, it
is ks understandale tht th patin fecls s
o ofen, imalidation of 4 it ecings wi e from e ther-
i ———— pts 0 help the patient feel becter immediately. Such

tendencies should be resisted, because they counter an important message
tht the therapy s arrpein to commusicae  rarey, that pegave and
painul emarions ar not nly undersiandable bt tolerable I sedicion, f

the therapist responds to the parient’s negative emotions by either ignoring

on changing the cmotions, th therapistrunsche risk of behaving fust a5 others

inthepatient’snaural envirnmend e dome T e m oz o

o by illones, ot ik hapey” and o svid negatie thoughs s

.k:y rchecini of the malidatiog eovfontacar, The t st be

e not to fall into this trap.

BEHAVIORAL VALIDATION STRATEGIES

Behavioral validation strategies are used n every sesion. They constiu

iy eaponte o theadensy of ordietine adome o ivabdas o ,.,..A

ish their own behavior patterns. Behavioral validation can focus on behaviors

a patien notes on her diary card, other behaviors during the week, or be-

bwiorsocering dcing e thempy eviom eracion it the g,

Thebsiiden i cese dxrpion o hebehvion i e and

e s il Behaviors vldaion

o oo e T i by events occurring

an s (i principle, at lss) s undersandable, Th therapss sk i 0

e out th iy of the et rspone and to ettt tpct of
bebavior. Akhough thte g e beig ducutd is e of vt

eheror ond s, the o b spptiod squly yal 10 hepi ptite

acepe tek own emotiona eacionss Geisions belic, and houghs hey

are discussed here for convenience’s sake. The behavioral valdation strate-

gies are summarized in Table 8.2,

1. TEACHING BEHAVIOR OBSERVATION

AND LABELING SKILLS

Dc:mbm; behavior and its patterns i an essential part of any psychothera-

Borderline patients can be remarkably unavware of both their own behavior
s s the s o thei behavio o athers. Ofen his s the cse
people have described their behavior to them in terms of pre-
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g i i e ¢ T ol value of mary
sfuncrional borderlne behavior pattems le n theircffectiveness a reducing
these motions. Second, akhough borderline indviduals ofien have many of
ihe bhaioal il they e n pariuls s, thee ity o e
the skils they have i oftn inhibitcd by anticipatory fear, shame, or gt or
s nerired with by excesive anger o sorrow. Thd, may borderie pa
tients have such a fear of experiencing and expressing emotions that they are
ofienunable o discuss emosioa i i therpy I ther words he e
mosonphobic. el because of pat rmumatic e (ncluding e
sl suse maeybodeine inividal e fom unrtlved -
ated wich the sres. Some borderline paterms
e ongoiag emotiona rponses. n DI,
exposure-based procedures, broadly conceived, are an important ngredient
in the treaument of these diffculies.
“There i ltte question that nonreinforced exposure o feared objects or
situations is effctive in reating anxiety based emotional disorders. Exposure
e sy ot i e e o fiond
panic, phobias, postiraumatic sre e sgaphobi, baesi ik
Tog, compulive behaviors, and enerl ity (Bariow, 19891 Expon
basod meammens have . il bece spplid v cnorons s
s0ge boveres I DB, modifd versons of pose bd
well s fear-rlated emorions.

houds
s dm:aly preryegess

0 amxiery-relt
hol wmatic

shame, guik, and
anedmexmuicd 0 reduce these emortions a
nparioa, durs 8 ied n DET inclde nonreiloreed xposae
mnrs:hn =t lie:l,ncrmw ik, shame, andango, el s
bty ragh phond sl retherioacb et e
“The emphasis ison both exposure and acring difernty:

expressve endencies.
Espouue bued pocedres e e someshcnormaly i DBT. Tha
le eions or 4 st of seions:

s, thee is no formal module i which whole scs
are devored to uilizing these procedures in an explicit manner, The excep-
tion here s thetreatment of postraumatie steess responses i th second cage
ofheapy Inthe ca f sexul buse i parscale m e wrteey s o ey
procedures i a vey focued Fspion Al

modue, especiall one developed spe-

tively, any
gl e
Dexpmx‘umlmmﬂnllux:ofex surein DBT, the process nonctheless
unshroughthe whol o e ey M  of the sstepes | e discused
previoudycanbe reanalyzed i trms of et tendenis 10 cxpos te -
tent 0 emotonally condioned sl ad 0 blok emosona acto -
denci wpupidy s i xpor e llows: 1) Sl hs e
problem scuation and elicit he conditioned a ok resented;
(2the e sporse ot emfors (3 maldapne ot
including escape responses and other action
individus e ofcomel avs the soaon o heel et n
(5) exposure lasts long enough (or occurs often enough) to

well-developed treatment
abuse victims, ca be ither nseied o conduced con-

he DB exposure based
o d v
i s i

E
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fect the therapis’s task becomes teaching the patient the skillof emotional

experiencing and expression. Thisi especially rue of the inal stage of DET,

in which developing self.respect and learning self-validation are the primary
arps. rinils of sl o nludingshpin,discsed i Chape

e rlvane e

2

ering Multiple-Choice Emotion Questions

One danger in emotion reading is that the therapist will misread an emotion
butth paien will e mywzy She may do this because of umpl:mm'

sion, e o i wth o disappinig the therapi, o 3 ol that
her actual emotions are so bad that she can not admit them.

ient 2 range of emorion Iabels to preieekorsd
ing angry, hurt, sad, or all tree?” The advantage here
is that such questions are not open-¢nded. Borderline patients often simply
ot answe openendd qesionsabouttheis e emoions, Ml
choice emotion questions give the patients some choi

ice but not to0 mu

4. COMMUNICATING THE VALIDITY OF EMOTIONS

The single best way to validate a patient’s emotional experience is for the

erapio 0 commanicat diredlytht e o she fnds te emviondl o

understandable. Two types of understanding can be communicated hee.

m atient can b informed that almost amyone (o a st many people) ol

e e M

eapooding. Thisisnormatve vldaion. Seond,the paien can b blped

1 0k that o b pas eming apeniooces b conal o (e

iF athers vl react izl s sedemardable whhi thar conees, 1a

both instances, howerer,the emphasis s on dentifying those aspects of the
current situaton that promp the emotion.
Jiopoman e therp it e ol e ey e
lexperene bl e s e o el o
olwnﬁachsm‘!‘f.ls b =a i, o pnicy e npeiees
ot gl i ey

v
R e e
shepesen Pebre vho il sigoss ek bin e ey o s
mosiona spenses shouk b elped 1 olor e i s bl
Alngh e e e o chllnge such pains mor
sandards, o g arious emoions
on's nky ndetanding of he own eligous wadbion
St g el B e il e
paient moderate her responses. Thus, it i rarly usefl 0 espond to what
seems 0 be an unvarranted emotion b instructing th patint that she nced
ot feelthat way. The therapist may requently be tempted to do this when
the patient is responding emtionally to the therapist. For

%‘

re often based

exampl, if a pa-
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Changs Procedures: Par I s
A final poin needs to be made here. Sometimes patents'newly learned
sill do not generalize because they themselves punish thei own behavior
ouinhe el word Tis s unaly because the bhaioralepecatios

fr hem g e 5y Ay et
Piungoy st hangeif gecalaion ssarc 0
e [ty

Pmblm\svmh ]f f-reinf t and self-pur
e el Chapes 8 and 10, B vidatoneaegn ovd
o counteact these problens, should be used here also.

Family and Couples Sessions. One way to maximize generalization is
1o e st o s et socnt commty oo 3 o

Uraaly hese will b caberof the pasie umly o the paics spoe
o pares Familyan couplessessions promore gneralzation i  number
o Skl laroed d pracicd vic the therpit cambe prac

omant xpers. Thes teion o alow the therpis o baere e
p:um oy it ey e Somions b o may find s

¢ sils mught o fr simply e o sffcin,and tha e skl

figlenolon, Sodoens fopd ot ety i i
Iy, spouse, or partner in the nsd to reinforce: ih\kdwunxhlled behaviors.
Ofim ol do ot gl becue they e puisbed cuber i

vardd by he natus ommuniy. Aveion s, o exatmple, e typcal
problem here, especially w nt social environment does not have
T e e v hs iy

Principles of Fading. At the beginning of skils aining, the therapist
odel, nruts e s fesdback nd coaches the it Lo -
ing skill both py scssions and in her natural environment.
S bt e e vt % oo depedene o

henlance o he therapie, oweh, e te theraio et rad ualy fade

o i e o hes procds,parilacy o and i

ment. The goal here i to fade skills training procedures to an intermittent
e e B & ot Lo et i o
cosching than the patint can provide for bl znd less modeling, feed-
back, and reinforcement than the patient is obtaining from her natural en-

vironment.
EXPOSURE-BASED PROCEDURES
Exposure based trtment procedures were designed originally o reduce un-
el problematic et ad el cmocns? It DET, hse proce
e extended and somewhat modifed o st ther cmorions, including
o g o oot el smangbodelne i
s suggest tht  diec focus o painful emorions is necessary n any therapy
o el e sy, s, pae, s, i, s, nd
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3

10 STHENT STRAT
duce communication of emotions, whilenot imposing so mich structure that
the parient withdraws further. “Enough structue” generally involves asking
questons about emtional eactions and leaving enough silence for the pa-
st rspod. Puieceand he bily o ot slence e s b
ced ol e billy g when e gone on oo oo Long
Ca nduce e withdpawal, ntad,affe  esonabl e he
vmherbn i e e a1 it
about what the ptient i fecling and sienes for esponse, i the patint
begins to talk again.
2 TEACHING EMGTION OBSERVATION
LABELING SKILLS
Skill in observing and labeling emotional experiences and states are an im-
portant arget o the skillstraining module in emotion regulation. The ther-
5 mo o v i sl g s e daily
e LT s
e i o o
ofah s i ocers o e h il v ecde, ot borde
ln s e gt god i anddescrbing emorions otbers have
sl e, o g o 3, Thy Yo 5
fsingsomethin. bt they have il o 1o e o ey e
10 putit into words. With these paticntsi s often useful totea Son
pfelieplrda il s ut eces-
saily having to put labels on ther feclings right away.
“There arc many theories of emortions, and just 15 many theories of the
imrs o prent [ UBY s pevs Kow 0
ibe thepr s b iermal o ctermal houghs
et e ey b

and mrrrp o evens; sicalresponses
ed i e emosional xperienc; deses dwnh:nn«mcdwlm

e cxpericnc .5, wiingthe bes for o perion or wanting to
e plemdey b il s et
“My feet want (0 rur”) Information about the emotion being experienced
can alo be obtined from overt reactons that may be expresions of the emo-

tion,such a facial and body expressions, words used o things sid, and ac-
tions. Finally, it can also be ucful to examine the aftreffcts of an emtion.
For example feeling secure and trusting when near someone s more ndica-
tive of love than of anger.

Avime, nformain bou prmping v is il s recded
i out n mocanal Rapone, I on prson treten 0 kil anthe, the
s will most el espond with fear sudnes asaly fllows he dent
of aloved one. Bcause of theis diosyncatc nd culura earming experiences,
howeer ndividuals may varyintheis emorional responses o diffrent situ-
o Afunkercopliag cor s h o vl o
derline patients, have diffculy discriminating prompting cvents (¢ 8.
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be modeled and reinforced for the same type of siuations. In the second type,
echncaly clld “simalusgeneraeation? the shreps s concerne tha
sl eamed i one stingil enelie 0o eings Mosto e proe-
dures listed below are designed to enhance this type of generalization. The
baic de o tht th thrapisk shouk et the pue t ey out skl in 45
‘many typesof siuations as possibl. It s particularly important tha th ther-
pi
teristics o the patient’ nterpersonal eltionship outside of therapy. One way
todothis and il oy genmine i e elionsi s o highlghtsimlris
becween situations outside of therapy and the problems and interactions that
occur within therapy scssions.

2. BETWEEN-SESSION CONSULTATION

Paticnts should be encouraged to scek consultation between sessions if they
are unable t0 apply new skill i their narural environment. I individual out.
pasin therpy s conlaion willsualy bechaned hough phooe cls
inthe heein, Aot i, devlopd by ChkesSvton 3 Cor-

il Medica New ok gt o Wt P s s
v . P ek ol i e Sl e
whose task i to help patients apply their new skill o everyday lfe. On in-
e dy e e pasiescan b oo o sk tsocs
from ‘when they are having difficulty.

e o sl i i
ion of eleant Skl o the paien's e e sturons. n general che e
actons should be conducted i a problem-solving marner, with the therapist
being el o belp th pacent v o efscive olion o s me
her developing skills,rather than simply giving solutions to the s
tempuation o give a slutin atherchn t work with he .m -

Haly whenthe herapis s shors o e or doss not wan

with the patient at that moment. In these case, it i pre Bov the m
15 10k the patent o phone agan o com b fx ent
o P caly ad ches o o couslnmtion ssegs are dcused a
B e G 1

IDING SESSION FOR REVIEW

All psychotherapy sessions should be audiotaped for both evaluation and su-

pervision purposes. A second audiotape can be made of each session for the

Pt s el 0 o i e e berween
the audiota

er ae seve aegy. Fis,
el b st s
accompanying depression and amxiey, or dissociative

o s pockis .
often unable to attend to much of wha transpires during a therapy scssion.
‘Thus, the patient may improve her retention of material offered during the
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Validation Stratagies Checklist

—— T provides opportunities for EMOTIONAL EXPRESSION; T empathizes and
Seceps Pt ecings.

— T s wih & pnjdgmenal nd sy e 0 cmodonsl

T m,. ¥ OBSERVE AND LABEL feclings; T helps P siow down,scp bck,

tend to compor ional responses.
5 o s o e o phenomenclgisl experences of

—— T helps P describe and label bodily sensation asocistd with feclings.
7 helps P describe and label thoughts, asumprions, and interprea-
b P decrie dsisand wihes st vt s
¥ decribeacio endenies and s asoced with g
T e e o S
may be associaed with fecings.
ADS EMOTIONS, T xpress insoudgmencalfsio oo
e S F o ol e
—— T times reading of emtions, apering as P progreses in
T ol g hois i o e e i
(UNICATES that P's feclings ae valid
Tmm municats that P's emtional cesponse (or part of P response)
reasonabl, is wise, o makes sens in the context of the sicuation
(bt of coure Y00 would e cht vy,
T ol ou thar &vn when i vereacin or i racing o 4 pos
bly "distored” view of the situacion, P is nonetheless picking up
something from her own behavior or environment (1. thre i

J

— T taches sl i i emoions) s cased.
T offntlcis  declopmental, aming based expln
tonal responses, countring ' judgmental
Anti-DBT tactics
insiss upon T' perception of P's feelings; T appears closed (o possibilty
TP g dien ham  suppos
—T e s kgt
iy or disorted basis of feelings without cver ackn
e e ot v
T s el ey i o o
e onlydls&wn:’rn Py pod oo
T s dpoacted il st oy e
,,4 . hange procedurs for engthy validation whenever such ex|
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Skit Generaiation Procadures Checkise
PROGRAMS cthMuzﬂoN ot

D aches + vy of siled responics to cachstion.
T Vs o stosions ot  pracicessls i
T dupheaes withi the herapen

lonshp mporane chrsc
e oftmerperseal lpahip P s oute S thersp.
— T CONSULTS wih P beweey o help P apply skils in viva
L enive P in appling skils 1o prblem ssons v phous clls
— TP sebil el s o
T gives P in vivo BEHAVIORAL REHEARSAL ASSIGNMENTS.
~Zia standard DBT (with individual therapy and skills raining
herapiscs) individual T g fic tasks o practce with skills
waining therapists; piss give P tasks 1o pracice
with individual T.
T talors assgm T uses principles
of shaping.
Thelps o Ci
T teaches

T teaches P in selmanagement
T is explici and fim regarding necesit of P's einforcing or arrang-
2 o cvrouncaal eloreemer of desrble rpondog P
o change.
iy s s, T bighlighs ety of sl
forcement for adaptive behaviors and reduction of punishment for
|t bt
fades reinforcement t an intermitent schedule, such that T's
e e T

encies in P

skills especialy how to structure her

portant that the therapist actvely encourage thi transfer ofskils. A number
olspechcpme:dum for doing 50 are discussed below and outlned in Table
ERALIZATION PROGRAMMING
Acvery step of kil tainig, the herapist should actiely program two types
of generalizarion. In the first ype, technically called “response generaliza
o he herapi i oncrmed hat il ared il be gl
il s that i mos sctings the pain will ave« mber f behavior
s 0 choose from. Inappyin the procedures described aboe, e thr-
ey i el einforce, and prescribe a variety
el For example, when generating skillul
solutions to problem situations, che therapist should help the patien think
s umber of difren sponies e hian stppin  soon sone el
ful responses is produced. Smilaly, a variety of different responses sho

#
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oo mewith o crt o of ol My s i) rom i
erprecations of the events s me? 1 am having a paic atack
kil e sl T iy oy toseparae acul cvens rom e
encesabout the events i an imporcan it step incognitve therspy approaches
031 aeo mporant in DT,

Scf-observation reqires further that  patient sep back and ote the
rscnce ofphysal enationselngs emotion-lader, o “hoc hoghts,
and action tendencies. At imes, gecting the patent to slow down and ob.

s ot v sponses s he nly wayfor e herapis o gt caough nfr-
mation to resp nnd 1 bty o che pain. Abough the DT therapis s
expected t0 *ead the patienc’s emotions? atleast i the intil stages of ther-
o o) b S e e e
ke i e, Otervie, el e pies s cn
s fllke 2 guesing game. Most people,inc erine pa-

e o cxtrety il

ing carricd away by them. Inde

rpileion ebaie. T

thhmqu:r for helping a pati a
moions incde quesionig sod kg coamens shou: the

. s aceasial acom moponies sl
ocsing on ormasi eponses o s pople i s s Flig
Obsering and Descibing Emocions omework shees fom he mo:
o et sl i ol (o th cogpenon emed 5 s
volume)can also be qie sl The drantag of thse sheet i it the
paint can s ther et ek ok on deifing emotions.
plistegyediual ecal ool el
obscrve n emotion 5 invaldaing of he smrion. The patents endency
1o take the emorton lterally, s information sbout the precipitaing event rather
than abous ber espons 1 he recipiin v, he difcly b, The
suggsion that onc can or shouldobsee, e emosion impls tha the
problen Memal on, ot it off. To counter this, the therapist
e et 10 bacee with commanications that vt

her ongoing cognitive, physiologic:

oty
3. READING EMOTIONS
Reading emtions is the emotional equivalent of rading someone’s mind.
A therapist who i 2 good reader of emorions can figure out how the ptient
el juse by knowing what has happencd to her; he or she can make thefink
between precipitating event and emotion without being given any informa-
fon st e cnorion k. T s sk shs cpeed s e
ing ofthe patient’s emotional ex The message communicted isthat
{3 paicads cmaional ponss 1> events rt noralprdictable and un
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THEORY AND CONCEPTS
x...e ool s g0 prcclty eges cxperience with
rdecline individusls, hﬂwevu. |. rba st stcive ot s
Tenerally mmny g, t s i depmesian. Fo
e a & samle <8 18 o s ol s ac e o b BPD
and recent parasuicidal behavior, 71% met criteria for major affective dis-
order and 24% me crieria for dysthymia. In our most recent treatment study
(Liehan, Ausong, e, Alman, & Hear, 1950, my collsgues sd
T were amazed at the apparent seability over a Lyear period of sel-reports
fdersion andhopeleocs. oo D Rt 2 ciphads oo hednic
cresion, hpelsnes woresess, gl and helplewnes seens o
harscenioepasesucidal borerie ndvidaals ekt than th DSV does.

Emotion Dysregulation: Anger
Both the DSMIV and the DIB-R emphasize problems with anger dyscor
B e i
i both sesof criteria. Our linic of parasuicidal borderline patints certain-
Iy includes a number of individuals who meet this requirement. However, it
i e of o it ok i by
contl o ngy Gings. These indiduls caly i e diploy angs -
e heydipoy pater of pas ik Ecberiog s gy
e s e gl
ble with anger expression, but one group overexpresses anger and one group
undeeprees . In the e cse,underespresion i ¢ timeselaed o
a history of previous overexpression of anger. In almost all cass, the under-
aprsive bordrline diidaals hve marked o and iy sbout aogee
xprsion o mes eyl hey willse conrol i ey o
the slightest anger, and at other times they fear that targets of even minor
anger expression will recaliat.

z
i
!

lation and Other Pejorative Descriptors
the DIB-R and the DSM-IV stress so-called “manipulative” behavior
as pm of the borderline syndrome. Unfortunately, in neither set of criteria
isit parcicalarly clear how one would operationally define such behavior. The
v maspulne b e 4t nfloce o mage s wdly e
oy in " American Herage Dictonary (Mors, 3 794) and.
gt o o el ey e o Sl gl
s i fraudlent way” by Webstrs New World Diconary (Guralik, 198,
363) Bth defiiionssggst ht the maniulacing i sl inends o
Eote enobts prion by ati, o o
s this ypical ehaviorof borderin individusl? Inmy own expecicnce,
it has not becn. Indecd, when they are trying to influence someone, border
e individuslsar ypicaly v oeeul, and, i anything, unactfl. s
surely the case that borderline individuals do influcnce others. Often the most
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The Disrder: Concepes.

Convoneses, Defitior
cidal behavior (intentional selfinjuy, including sicide atemprs). (In kecp-
ing with this, 1 use the pronouns "sh” and “her” hroughout this book 10
refer 10 a typical patient. This group s perhaps the most disturbed portion
of the borderline population; certanly it constitutes the majority. The treat-
en ed flexib rogresses

visdesigned ey, such ht a2 pe 5, changes are made.

reatment applicaion. Thus, it s not kel that th st pro-
w vould s b clctiv it s ey disrbed individal, B at
che be based on speculation, not well-

e it sk 2 i Sk
controlled empirical treatment studies.

The Cone ept of Borderlin
Definitions: Four Approaches

2
5
h

Thelormllnonu(p!olBPDvsnhnvtlynzwln e field of psychopathology.
It did not appear in the Diagnostic and Statisical Manal of Mental Dis-
orders(DSM) pubishe by he Amrican Pyciatric Asoiaion il he
publication of DSM-IIl in 1980. Although the particular constelation of
rais comprising the diagnostic entity was recognized much earlier, much of
the curent oerest i i population bas sl rom s ey gained
offical starus. That status was not achieved h

Sernia 199 o drbe a rupof oupaenswho dd o il om -
sl pchoanays and who dl no e 8 i i che e o "
= emebo apdiaci covaies Fodiumbologs a taxtin it

mnuma ized s occurring on & continuum from “normal” to “neurotic” to

ychocc” S beled b group of cupsins s fring o bor.
am ine group For many years thereafer, he term was used col-

oauialy among psyshoznalyﬂ;mfk oo e o oush ey had

severe problems in functioning, did no fit into other diagnos
e el 0 et whth comenoal sl ctho. Diflnt e
s nd pychoss (S, 193 Shmidber,
1975),wizphrenia and nnschaophrena (Noble
e mormal and the sbnormal (Rado, 1956). Table 1. provies a sampling
£ m. O

5;_

of early definitions of the term. Over the years, the term “borderline” gener-
ally evolved in the psychoanalytic community to refer both to a particular
o ot peratiny ottt cd o e ol of sty

of personality funcrioning. The term clearly conveys this lawer notion.
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sesion by lstening o the tap. Sccond, lisening (0 a tape may provide the
patient with important nsights about her own behavior, about th therapists
reactions to her, and about the interaction between the two of them. Such
iy o bl e it ndemond d inptors b o s
behavior and the lmelpamm\ relationship bewen the patent and the

Thin liein o e esion at home ca el the patint i 4nd ....g,..

p.

this material in the natural environment. Essentially, she is relearn
speusicnights ousieof e theapyssion. Fialy many ptets l!puﬂ
that lstening to tapes can be very helpful when they are feeling overwhelmed,

eichad, oftashl o copebetwin ssion. Simply lisening t0  tape has
0 Sl thsof bving 10 slonal i vith te thpi.
Such e is o be encouraget
e e o g P R S
sessions. One problem may be thatthe patient cannor afford a tape recorder
or audiotapes. If indeed this i the case (and often it i), the patient should
begen el bk sdipe b bgin of ey e She
Soukd be oaned s ap reonde and the probicm of btaning
o7 et e i i o o s bt e s
ex should be the focus of a problem-solving session. If no other solution can
be Ko, srmanmeits s b sl e ot B
atthe therapists offce. At other times, the patient may g ope
= greplbug ol dee bl o s oy
forgcules should b analyad and wested 3 tefapy -ecering behavr
Fisl, = patien mey s e she 1 uaable 0 ey o sesion ually
e 0l oy o et i,
010 a

the therapist can point out that most patient ..d cult o listen

1 e beginaing, bt with e eing oo oy bocmes ase b ur\if’(
quently quite Howew lsening e ok e

e ,,y m s pu |mudnmmlymfu o a0 et

R wisshoul b rsperee, The opi ould e enodoced st

Ay tommghens tcment e e e patient can be persuaded o

‘g her mind.

IN VIVO BEHAVIORAL REHEARSAL ASSIGNMENTS
Weckly behavioral assignments ae a important partofth stucrured skils
craning modules and are theprincipal way of insurin generalzation of sl
o everyday lf. It s essenia, therefor, that boh the skils rainer and the
indvidoal herapis suppor h assignments e,k h patin b he
doiag i thm, s el b reome obtaces o enpging in e 3
doned pracics. Ther b o oo it e i s il i
s con ups 1 ive crough s

ing, especially when
individualproblem. Paiem lxmhw\nml et toadmt o v e
difficulties with gracice. *Sanda” DBT combines sl i v ik
dividual psychotherapy: It s essential that the individual therag
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validating response. This is all the more so when the therapist helps the pa-
ient recognize self-invalidating and selfjudgmental descriptions of her own
b, For  bordecine paten; 1w supid” may be 4 o il
ion of missing a bus than “I went to the bus stop 100 late to catch

i
2. IDENTIFYING THE “SHOULD"
Borderline and suicidal patient often express extreme anger, guilt, o disap-
el ey bncand they e o e o e Bk
without exception, such feclings will be based on some
T s b e e e s they did, or
thathey “Should”have acrd diffcenly naher words these painspac
il el e Sopecies o b el han thy do. A
behaviora validat iov b p en this ype ofslf-
e :m:nd Although the pimrst gl s
e T e e e T e
oy oty (e Wy 8 2o, Fiow ot e do o
“That was stupid!”). Learning to identify unspoken “shoulds” is an impor.
ol

‘magical “shoulds” by a borderlne individual i one of the

poraat (eoe telrin wih beheriral saping. Beiaag her

he thoud b diffea arady proibis he patent o pating togeber
arelisic plan tobring about desired changes. Indeed,in an invalidating fam-
ilyis the impositon of unrealisti “shoulds” thatsubstancially inhibic tach:
Baihe e s il v e Thas e Ml

il the vl hat the individul exprenced i rovi
ighighin ths fo he patiens can b helpiol n promoung chane

a
g

. COUNTERING THE “SHOULD"
T it pme s comeitn i dszmmun tween un-
g hom o w80 pproving of the event.
P e e i e
the ccamsancessurounding s te el tha f  bchavio s ndersiood
itis also approved of. The therapist must emphasize that the act of refusing
0 accept a given reality means that one canno ac to overcome or change
that el Simpe s cuba iy m . The hrapis can point 1o
2 neary wal . " an ndiicusl wane e wallt be char
s ihe is

v i eoor e e 0 acep the fa < e wzl ey nox
arvane, 1 ety s e oo il e pa e
Ascsond pois s bing madehr s well Wiing o ey wee B

«chane i belosin hat sy s whs on s i be dos
make s A s, 8 st hat someting houldet be i lso e
ot v deying s xtonces “Sine i s aceepabl,  coukdnchappen:
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Validation Strategies Checkist
T helps P OBSERVE AND DESCRIBE (points out or clicits P's recopnition—
i by Socratic questoning) her own behavior.
"5 Relp P diferntise behavior from nferred moties and judgmental
Lbels,
— i IDENTIEY THE SHOULDS, T b sl dseis ol
behavioral demands, unrealisic standards for acceptabl be-

e Ps e s for b modfcaion.
= st o ekl her punish-
T COUNTERS THE “SHOULD"; T commnicaes ths al bebvior i un-

prtarinniyetiang
T communicates that any standard not realized is by definition un-

Tl o dsingashundesanding ht the conions sy
for something to happen have occurted (on the one hand) from 3p.
proving o the evnt el on th o)

T i, commpes, e it
st prncipes of ek 1 bl P s thar s hapoens
own behavior, s 2 natural produc of rality 1 it 1 3¢

ACCLPIS ehavir,including the *shoulds” she places
s to P4 bhavi in ncnjodgnentl Sibion,
T o whh P vty of b B (s ordr to"
T looks for nuggee of truth in P behavior
T valdates P's DISAPPOINTMENT in her own behavior

Ani-DBT tactics

T imposes his or her own behavioral preferences a absolute “shoulds”

T communicates that P should be (fel, act, think) diffreny than she docs.
T commnicaes that others should be diffren

gumed mives (5 “You ey 10 conrl ) ftheeffcof he b
bservers (e, nipulating me"), ather ..,...p.d
s ("You ae cha ..g...gm opic). Alhough

o S of U oBeeras Shece, 47 oo it 5 Kt
Gcsrpions of th paicn?’ experienstht,the Gedoack s inaied O

heiorl sl e indgh rmege dicued i he et g
-t sechalques for raching 5 patens bew

cribe s own bebavio. The poin | waat t0 sk hee 1 that dtsmbm'
behavior, without adding inferred motives and judgments, can itslf be a





index-364_1.jpg
Orienting and Commitment to Exposure: Task Overview
“The old advice “If you fll off a horse, g back o i€ s an example of ex-
posure as a treatment for fear. Most paients will have heard this adage or
one similar o i In orienting a patien to exposure,the therapist muse em-

pmu the et of s advc. Tha s e thrps must comince
it that doing the opposie of what her emotions tell her to do will

behel pil i th long . Ul e il s tlnp inciple with the adage
il ot s how i 5 rleant o he “The therapiscs ack

it make i elevan. Dilecica saegis, such a5 toyeling and othes
et o ok, co b e bl B

s Ain, borierine paint ar 0 fearul of emoions, apecally ege

one e ey o ok by bokin el cxpsrcs ofhe e

s Tha 1, sy, vl cmooney i e bt s spere of

emotions; thus, they have no opportuniy o learn that when unfetered, emo-
ons come and g The theapis sk 0 comine such pties bt -

of e cominginrom the sea o tebeoch. Ll aloey

e em bic es o keep

(htwmmmum ‘and goes out. The emotion-phobic patient tig
the waves from in by building a wall, bu( fnseead of keeping the water
vt ehe wll acaly s he wace e the wall Tking down e wall

s the solution.
In most instances of exposure, the patients collaboration i crucial. A
patient can block exposure by disassociating, depersonalizng, distracing her-
el i otber houghsand image aving o llin o, digresing, or
shor he can ko i ca,Orining aod
ublio e
but noc

diverting the topi e a

o e o el s, n pesacl
e s 1 the ot o Yy WL xpovens e oo
e . Tht i, e comssmnly s off Sxposar vy gy, he mey
.h herself feel worse instead of better. Validating the extreme difficulty
o o il nd e sl s combiing e whth he

onahedoor siucgy (s Chapte 3, are ey B here.
Helping the patient understand e o o o st
e end Revi
nd c

mensis e theky 1 ganing commic Colboraon. Reviewing
ssarc el and e thecapis personal and clncalexperence an o
e qie hepfl. Explaingn et vay b crmorions wok and how e
s chang can aiobe el As wih eing thcory pe i
oot s g ol v b skl up of the
e emtons i e o aient th et 0 and s expor. bssd
procedures properly. A number of books are excellnt here,including
by Balow (1358 and Greeber od St (1967) A e it
S chang e bcspopomd Depending on the patients
posure sication, they may be discussed
e g xcaation: The lctivencss o xpasae e rtmen: hat ben
aibuted o roceses f extinion abiuadon, and ilogical o uhring
up (sce Barlow, 1988, for a review). Information-processing theoris
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Pt w

e motives presumably leading (o the performance. One of the unforunate
e s oy Ve it e e
them feedback about theie behaviorthat i uncontaminated with interprea-
tions about ther presumed morives and intene. When the presumed motives
do noc i th individuals ofen discount or are distractd from the valusble
feedback they may be geing abou theie behavior. A therapist feedback
should be behaviorally specific that i, the therapist should tel the patient
ctacly wht th i doing dhat e nicaieof et oo e

mprovemen, Tellig the paticn tat she s man pulaing, coresing 3

et conon; overecing, clinging o e ot &

vl nos bl
f there are no cear behavioral referentsfor the terms. This s, of ourse,
pecally e when the therplc s pinpoised Sy Yuvmrmma
bt s i motvaios incel, Many between patient
ki it o deniney
losely o the patient’s behavior (both behavior

BB eyl it o b et
Segoasin o i e o ocld e i b e e
O heapy when the paten ay do et Sppears competet, e he:
spisis il well v o g st k on v b of rsporme
‘componets. For example, the therapist should limit feedback to onl
or owo of the res p\mmnkdm‘lmpmn eic

paradign dscusedin Chaptr 10)shold b sed wuh h«lba:k coaching,
reement dnlyud 0 encourage succ ximations 10 the

i pnutnlxnﬁtn desperately want feedback sbout thei behavior,
bt ¢ ce same s ar i o st eedback. The sobtion hee
it mround ncgmie leedbmc ik i b, Titicg e pusar

o0 gl t deal withnegive sl favor. An important

of feedbacl kxsy ng n prsiionpsalr by paients be-
T cm e "ris s discusd more ceensvly in Chapet 12.n
comton will et rocal cocantaicadin Fesbgc.

Coaching s combining feedback with instructions. The therapist tells
the patient how a response i discrepant from the citrion of silld perfor-
mance an b i migh e improve, Thatis couhing s elin the ptnt
et 0 do o how o improv. Clcl prcicesggess cat e “pemi
sion” to behave
is needed

inceia ays tha i implt ncoching maybe all e
o sccomplah change n bl

SKILL GENERALIZATION PROCEDURES

DBT does ot assume tha skils learned in therapy will necesarily general-

ize 10 sitaations in everyday lfe outsde of therapy. Thercfore, i is very im-
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context or situation. The therapist acively accepts the patient and commu-
nicates chis acceptance to the patient. The therapist takes the patient’s
spones srioulyand docs o dcout o iz them, Voo s
gies require the therapis to search for, recognize, and refec 10 the patient
he ity inherent i et esponses v, Wihunruly <hilden,pares
et catch hem while thye god in nder o einore thei e
iy he thesps has o uncover vl wiin the patiens sprse,
time: sxmpl»fy and ten renfore . In the ary penod o ndvidus
arion srstegies oy b e princpal iaeges sed i chcapy
Sometimes it is easir to understand what validation means by under.
standing what it does not mean. Pointing out that 2 esponse was functional
30 e W ¢ o, e Bl s kv o
e, 2 parint may say that the eheraist s abways gy ot hes I ch sher-
it mmedily dere iy and hen otas s i e e 4 el
her it relaionsips might have reasonaly o bet 10
e pie o b ey e henpie W it e plllzms:omm: . Th
i e
ekt o hetprvions xpere s espotiss wodd b vk, but ot that e
response is valid in the current context. Validating the patient’s history is
the same as validating her current behavior
Similrly, the checapist is imvalidating the patient’ response if her
e tepretod s  rcstion o e o anger ot g, Al
any ad hominem (or,in this case, ad feminam) response, such as this one,
imvalidates the conent of m( e puients siewpoin. Axbongh much srumens
may o v iy, e st it comie e
thy lely perienced as v..d ing. A valida nsc would be
e T e e e e e
i e S o gty S
i paticn e ermocion or ol ht e bekrors el it
ing 5 e simply miling paints el good or bulding up chi el
IF% pitont 473 that st i, mpin S sh 1 s vl
experience of being stupid.
There are three seps in valdating. The firs two are part of almost all
sy rdiionss he shid s, hoveves s sl o DT, T s e
as follows

s-‘nnv

1. Acive hserig. it e themit gt ormatin s
b happened ot patincor it appesing n e rroment, s i
o oo SR, it ot S, T o
of this sep is that the therapist is awake. The therapist lets 8o of theorics,
e and prsoual st that ek the way of sbacrng e soial
emotions,thoughes, and behaviorsof the patent.In agency and hos opial e
tings,the therapist et go of gossip about the patient and other profession-
a1 opinions abou the paient. The therapist e e
and observes public acs. In addition, the therapstlstens with a “thrd ear”
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capabilitesthe therapist will decide (prema-

fea admits to having
pl el capyis ompl Tced O the painsmay fea hat i she s knw
fobe i dosomein in ane conest e hrpis vl ik e can
dofinal oo, mcludm; those whee she cannot. Ths, the therapst
i skt o s e, posing e PRSI of e
i s e o o ot poblms s s wouldce
Paicnts may also say tht they do nox e oo ey ik

ot know

or that they cannor find words, when in gl
their thoughts and feclings. As many patients sa, hey e
be b it e st b een taught by ther families and
1 of i bl s motronaly b, Thy b

c Do tht poiot sy e b< ndo
Thing b st do fvested s ol S
tain the possibility that motivation: v. g’
iy eed Facirs ey el qumdnmmm“m froshmibel

learning more adaptive ways of behaving).
Some heraiss spond 0 pains stemnts thiat hey ct do ary-
o vich 4 cqualy polatioed sarmen thttheyca i nly hey want

Fallng o o 1km[ully, i e now b o bk il
ently, are s s o st 8 dtermined by moces e
i) bR e Bgestions, or oth ach-

crpeskpishalrg

making
g e bk s i st cosoirpog deped
o th e i the wa of Al heapy: Oher cherapits,of coure, all
i the ap o bscig e hes painscan ey do syhing Acimes
e v g5 far 25 0 belee ta e ptes e incapable of aming
o sl Accprance, ururanc, and coionmenal iervenion coni
ot e srrmamenarium of hese thisapiss. No srprisingl, v
esetons oot i s poes et s, o g o
ting” often aris. A dialectical approach would suggest looking for the syn-
thess. (1 discus this topic further in Chaper 13.)
o sscs whethes s bl aer i widhi pacent's reperie
e i b ot ot . o i Semmny s
roduceth behavor, orinterpersonal beheviors o sprosimaion tohis
e plyingn e ffce o m.e pasint s, sking e 0 desrie
e e wold sy i pereelas smion. | am egueaty amsed o find
tindviduls who ppe ey  penantly s o op
essonable responses incertan ol ply ukdons, wheres ndiiduas who
g sl iy quite capable of responding skilfully
inthe comfor ofhe . smlin dises leance the thecps can
peipeeny s he s ks bt n ol
o s ot e regulation can some
incerpring  sssion and acingthe padent o s
bt siion S Slfmanagemens and mindfuines skl an
b amlyaed by abseingth patins behavior i scsions nd questioing
et day-to-day behavior

S'
§
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FOR SPECIFC TAS
the stuation. Similarly,learning to control emorions i contingen on having
the slf-control skils needed to carry out a program of learning the behaviors
needed foxemorion eulaio, Howeres, pring such 8 plan o scion
hampersd by the ey sl High e

e e syl
i ik o b eyl s ot b
plan in favor of trying to get rid of the painful affect by some quicker but
maladaptie mean.
s these

s
anagement

camplsict, s quie sy sh the patien how i

cndens e bepavioa il re. At i pnt i s belpfl v oo ou

e ot e s o o h A o he ey be e

cach of these arcas. Although the patient must be given hope that she can

remedy these deficts, such a description can also help her sec why she s fecl-

ing fosed Such  nderading i presnably mabe i cser 0 ol
process of skill building that DI

3. ORIENTING THE PATIENT TO TREATMENT
The it e sesons of heapy o rening e paient and
inclde ol nducion s ginthe patint he apropriate n ey
tion about her role as a patient and the ther npm ok a\z e tcepis. The
tummn ‘content should be covered during these.  ore ofis

"
resntation, howewe,canbe individualy talore. Agans gt
e senggses e o ol
the patient, so that 2 minimum of didactic presentation is necessary.
“The therapy itself, as well as the number,form, and content of sessions,
Should be desctbed ey sod in el 10 the pan. I sdiion,te
characteristics of DBT treatment philosophy sh
X, DBT s suppoie The et of he DET therapi oo b
portive of the patient in her attempts both to decrease her suicidal behavior
i o incroi sctacion wih s . 1 i epeny o DB thepi
will attemp to help the patient recognize her own positive attributes and
strengehs, and will encourage her both to develop these characterstics and
0 use them 1o enhance her ffe satisfaction. Now is the time o tell the pa-
e that DB i nt  sucde prvenion program i e cbancment

"DBT i bebaviral, A majo focus o he thecapy will b on helpin
e pmn o ees analyzc her characteristic problematic behavioral pat.
e, g s ot ot it o ot oo S
tics, and (b) learn to replace maldapive behavior with sl M\:vwl
3. DBT i cognitive. Therapy will also focus on elping
change beliefs, expectations, and assumptions that she has learned. rmm h:
pernce i prvous tings b hat ar o longer e oc hd
‘addition, therapy will help her examine and change when necessa
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e bigh st o e psicot and e dificlies o changing he workd aroud
g sy o heapy on changin the paien. Depending on
the dherapsts renation, esment migh o oo h i
clonal houghs spanprions o e ot 1 s Ftional mge:
e etocon; bow ber mppropeice nepers

e behvions or mosvs
e o vepersonal grobns how he abnormal biciog invrirs
o b ] oty Ao oy
idietoe foo Tadetupre i onti fatpess g
applying technologics of change, with the focus of change on the patient’s
behavion, prnaly o bologial pims
pects,this focus recapitulates the invalidating environmen
o oot wat e prbles st pairt aded 0 e, Wher
promoringchange,  thcapis may vl 3 pakn’s wort e The a-
tient indecd cannot trust her own emotional reactions, cognitiv interpreta-
tions, or behavioral responses. Mistrust and invalidation of one's own
tponss o cvens whether elgeneted o comingfrom oter boweer
are extremely aversive. Depending on circumstances, imvaldation may clict
oarsangey oy e cabissiot o dl the. Tho the e focs of
change:based therapy can be aversve, since by necessity the focus contrib-
s v and s sl valdaion. No wondee e pae woids or
resists,

b

often a
for ased on unconditional a
e snd valdaio o he paric beavios proves cqually roblcsatic sty
8. 1f the therapist urges the patient (o
accept and validate herslf it can appear that the therapist does not regard
the aients prblems ol The desperaional the bordrn ndid-
i et o ko - based hrapics, ince e hope of change
offered. The pat nal experience of her lfe a5 unacceptable and un-
bl s therey b
“To resolv this impasse, DBT atiends o the balance of acceptance-based
it hane bued rmens g, A prinary ous ofvemen s s
ingthe pasent both 0 ldt hesel{ ad o chane. Mot imporany he
py scives t help the patient understa bty g i
ropriat orvalid and, at thesame time, dysfunctional and in need of chan
e s, 950, o il poe Tl balancepoioe, howevesconsam:
ly changes; as a resul,the therapist must b abl to move and react flxibly
and quickly in therapy. The recognicion of the need for flexibliy and for
the st o babnce of complemenay o pposepole i the rsson
why dialecics is used 25 a found: crapy:

ther o hat s mms

aon for the th
Defining Validation

“The essence of validation is this: The therapist communicates to the patient
that her responses make sense and are understandable within her current ife
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Change Procedures: Parc .
new skill. It can be useful to point out here that learning a new skill does
ot mean that  patient acually has to use the sill. That i, she can acquire
a skill and then choose in each situation whether to use it o not. The pa-
s problem is mch ke thr of peomns vho Cu G They do e

1, because then they might have to fly. So

o ;k.mb«_- shebas o e tt
r.... wll! .n el ind e skl o poios o shat the skl o
< cthr e of oehe pople{ Know. Howeves, theraitcan.

e o of o particular skills will actually help a give

individual.

Befor teaching any new skil the therapist should giv  rationale (or
v i in Socti shion from he ptien) iorwhy the parsalar sl or
il migh be scul. A ims this may only requie a commen o
s i may e extensive discusion (Spcic onales
o eac e of DRY o 2 g i cxcpanicn sl o
volume) o individua e slving, his will i Ay tke lece i the
s shoul in the
ale

23%2

i il 45 e 1d alsoexplain the
ol for s o her e hod;n acingtht 1, the cond

fnr e Dt i rining procedures. The mst imporat point [0 mke

and to repeat as often as e e e

prxnne pracice, practce. Equall mporanly, pracic s % occs inic
wher he el an needed. I e oot domet gt thou weh o

Dot st 1 ot i o St s il sl o s e

ILL ACQUISITION PROCEDURES

Shlhwumn fon procedures are concerned with remediating skilldeicics.

o it o e A b s e
1 morconal in . otad the et of e pain's sl o
cular area s assessed; sill acquisition procedures are then used if skill

s o o of ot i of s, i Bt
loys skill acquisition procedures and then obscrves any co

in behavior.
A Note on Assessig Abilties
It can be very difficult with borderline patients o know whether they are n-
capable of doing something or are capable but emotionally inhibited or con-
strsined by environmental fators. Although ths is & complex assessment
queston with any patient population, it can be particularly hard with bor-
e diidal e of e sy 1o sy hee v, ehovio
mple, they beingofid o doig o
it i nbll pt i fcnpove riu! on-
g micgaing g e g s
T dicuedin Coapts 10- [palnmhlmmmh

lep s
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Strvetural Seace

H

tions, and among individuals, some functional characteisics of parasui
dal behavior are common to most sicidal persons. These characerisics
should be described and discussed with he patient. It s best i this discus-

slonca b St ony i which e paiens el gneratsmny of
the functions. The therapit should be carcul to presen the funcrions of
P s s b e e o
o patins i necessaly ke othe vl

i his cor comes, i o imporanstha the e of a nconl el
tionship be descibed to the patient. As  hve discussed in Chaptrs 9 and
10, it i not uncommon fora patient to underseand a therapists present
oliqmmnn:lmlammdupns( how implying that the personis consci
inendngto el golia i Tho e ot
o the pain & el bchviecoutone gt doc
ey s ke e e nconiousy) end-
S vaiied O i b e e il K o
m ity

bt wch consequnces ca o reinfor il behavion e
the paist doc The the plcznd ‘much to bolster
dhepatn s confience el addeuing i e o the s ey
e paticnt o b has bee rold by ignifant othrsto e
e i s el s, T o b e imtod

at some lenghs in Chapeers 1 and 9.
T tint o o b et wthhe e of b oo
behavior devlop from & combinton f o donal dystegulation and an in-
e o ) O s s
present the model in a Socratic manner, cliciting confirmation or disconfir-
maion o the asns 2 the discusiongos oo, Akbough DIT rest
e sl el G, i b comsaing phue(d
hroughout cerapy) s to develop and moify th thery 5o th i s the
particular patient.
helpful at this time to draw on a blackboard a s of killthat bor-
derline individuals ae presumed to lack (sec the companion manual to this
ol o anoudlin o i mteral). Ahough i e materil i prescc
ed in skill raining, i benefis from repetition n each mode of treatment.
e desrbing what cachof he il conss o, i henwcfl 0 s
the interdependence among the skill in a humorous or slightly dramatic
fashion, o ive the patient an appreciatio nand ssiesaiig il s ol
of her own sense of frustration in tring to d e set o! sl when
she doesrit have a second set of kills required oyt
For cxample, becaue th individualcn st el arcae v
ments, she s unlikely to ol Any v slLconrlpogan
bas b conducedin .u s and hecloe reques 3 tlerane of he
ofafaisfor & perid of e, Ofcouse,fhepaent bad sl
ool skl s would i tolerting aversie evironments much esir
Sne bk of s tleanc s ofen 3 el of e paiens sensc - i
the situation will never improve because of her lack of skils at impr

ning, i
Sicdalba






index-244_1.jpg
Core Surceges:Pa L. Vakdacon us
scnion o thesad, e, ndecd, valdaionsiegies e bl
problemsolving scategis, which focus on fnding and taking
characteristics of the patient that must be changed.
“Thete are four types of validaton strtegie. The firs chee, emotional,
b, and ot i, e v im0 v o, Thy
singishe i this chapics oty ‘o provide 0 ity to discuss
e i e T patier
“Cheseading’ s diflrnt, in thathe terapist v e et apa.
ilies ofthe patient—ones thatae not ahvays obvious o the patint. Thus,
emoional, cognitive, and behavioral validaton are experienced by the pa-
tient asvaldating;cheerleading sometimes i not. Although each ofthese four
strategies includes the the sceps above, how the therapst puts these steps
ogether can vary.

nced by
ction on

Why Validate?
 need for validation in treatment of borderline patients may
prrse gt who has read the previous seven r_\ﬂpneﬁ

anyone
of this book, therapists often experience so much dificulty in maintaining
avalidating stance with bordesline patientsthat the point cannot be repeated.
100 often. To summarize the points | have made carlicr vlidation is needed
first 10 balance change Sy The St o sl 5 v
of chane focus will vary among patients and for a particular

ime. Gener

o caky, e et i i aossteiee s bl b el
i i nted will need a higher validation-to-change nnalhz
ccombe who, though equally vulne uablemdmnsmve, can‘s

Vg oo e, Forllure whio sme i e e

Tocer (o wihi and Gt of the sy iaion ip) goes up, the
abdaion~hange quosies o o g pacconng, S, when o

rysncie opis e bing sddesed elidaion sonld b ncrese
Even within a partic urw- n.me therapist validation can be ex-
Poued oo vy, Thecapy with ud(rhnepamn(nnb: ikened to pushing.

o indivdus v cowr 10 the odg of a sher i, Asthe back of he per
son's heel rubs the edge, validaion is used to pull the person back from the
preipie toward the se ground whesthe herapis i
‘Sccond, valdation is teach the patient o valdate herslf. As

1ba Koo pshbiy (ht  bocletin iadus i e fad wih
incompatible but very strong sources of information: her own intense:
eepoi v e o te o hes o s ikeepan, s S oqualy
i, sponses o the rherhand, Ahough DB dock o e it
fine patients do not at times distort event, the firstlin of approach
e e s G s i i s e
o f s fe  comsequnce o h 3 e of emodonl

function. The experience of sel-mistrust s intensely aversive when it sl
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(C TREATMENT STRATEGIES
a lecture format with a blackboard as an aid. In scandard DBT, written in-
structions are given in the handouts with each skillara (sce companion man-
sl o i vl cherselhelp booksca b g, ncrcionscan e

suggesed s ypothess obe comieed, can b prsed s thessand -
tithes ymh ied, orcan be drawn romthe piet v theSoric
ncinod, Tn sl e ».mp,;. ‘muse be careful not to oversimplify the
he of behaving efectiely or of eaming the e

2. MODELING

Modeling can be provided by the therapist, others in the patient’s emviron-
ment, audiotapes, videotapes, films, o printed material. Any procedure that
provides the patient with examples of appropriace alternatve responses s 2
form of modeing. The advaae of o therapst mode i hat thescion
o maml o bl 0 ke pie) ok
There are a number o (ohichthe therpl con o il
bchaio: Inssion ol L Mt M e
rpersonal behavior. When cvents becween the patient and therapist ari
i ar il o sionions the pace counes s b e v
o, he therapis can el hadling uch s inflectve vays. The
thepis cn alo e sl (peaking lowd) 10 model opig sl
e, i penies. o i of g sy
e F Fargx:mplc, the hrplt may o, “OKo bre'swhar [ wonld sy 12
myself; Tm. imed. What's the ﬁ s T i i
Bk down v he stuion ko e and e i, Do she s ting o
T Tling mon, o Wl s o proviing algiien
irfaop. Lot e bl stemaie
e g Finaly, herpit sl isclomre can beued o model e
bchavion cspsialy i he herupis b encoutered probems i vin i
Jar o those the parient s currently encountering, This tacti i di
length in Chaprer 12
T addicion o in-session modeling, it can be usefl to have a paient ob-
serve the behavior and responses of competent people n her own environ-
men. The behaviors that she obscrves can then be discussed and praciced
forcretual by the patenshersel, Wicen modes o how 0 aply some
f teapeuc sagesions s o wsefl. Bographis awkiographics and
o st peopl who hvecoped whth i poblen sl e e st
I ey importan 0 dieuswith e paccn any behaiows aodded by
the herapt o preeted a0 model outsde o hrapy, o be et he
patient is observing the relevant respo

{

SKILL STRENGTHENING PROCEDURES

Onee silled behavior b been acured, il senghening i sd 10 haps
refine, and incrase the bkchoodof i e, Wipoot emoned pracoce
Kl canor be leameds i i cannot be cmphested 0 i, st
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S FOR SPECIFIC TASKS

RATEGH
IEWING TREATMENT AGRE| AND LIMITS

Potient and Therapist Agreements
The patient agreements and therapist agreements, presented in Chaprer 4,
should be thoroughly discussed. There are six patient agreements (to enter
ey ind lwn . ssnd thrpy o work on educig sicidlbehvior,
10 amend il g, od o e
= el fileni :y«mmrx) eeccsiry for DBT. Ther are s ther.
o areones ol ey bl e 0 b el 1ot
cally,to be availableto the parent, o show respect forthe patient, o mainain

contdenialiy, and o g conslaion whenneded). Tes srsmes
opeaiondiz the DET seamen hisophy dicsed sbove. Thee e
e dicussed In Chapees 4, and 1 ot repat 1 hre

Avaiabity of Phone Contact

During the first session, the patient should be given phone numbers to con-
tact the therapist and available emergency services in the community. The
therapists phone call limits should be discussed. I at this point the patient

ey chas e cold ne positly call a i, he herapst shoulddiss

yith b the DBT oriemation o hone cal I goeraly lhu s thar

of therapy can be done wnhm the conet o inivida an sl ing
b s Ko e pa capist at times.
forindividual coaching, es .ny.“mu.mm when elrvuylrmpntd
10 copup i e el sy aladap e b o, Fube s
gies regarding phone contact are discussed in Chaper 15.

Recording/Toping of Sessons

1 sesions are recorded, the patien shoukd be advised of this.

incing b el gy e et Sl oing mmions e

roleof thes tapes n hr reatment should be discussed. I having th parent

e oot beueen ssions s par o e esment pan, e heapis
ke arrangements for the patien to have 4 tape recorder to st

i The e of wps n DT and prbles ht may

i with this procedur,ar. dcussd n Chapee 1,

COMMITTING TO THERA
Formal therpy cannr begin unl he pacn nd thrai have sved ¢

e ok e e P o s et

s hetherpis commics 1 the herapist ageements. This ot camor be

mphasized. The commitment sracgies outlined in Chapte 9 are the

ipal means of athering and srengthening the borderline parent's com-
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THENT
to hear the unstated emtions, thoughts, values, and belifs th therapistalso
Ohsceres with 8 ubind g 1o gueas e mnstred actio of the patint. At
e vegoning of therapy, the therapstofen neds the abily 5 “read the

t can be similar to taking a photo in the dark on infrared
hapog the piet pogrse ot e  bein bl

patient’s minc
i Vi herspenic
o ke uch “ghony” o el
Reflectio d e thespie scuruely el back 1 the
i o o s g, s, vaa ke
e, 8 mdgmenal st i andaimcoal. T thrapiss commnicass
0 the patient, in a way that the patient can hear, that the therapistis awake

ot )bt soxlsmpmgvmdmplmn
‘Sehaviors patens ar eqiee, Though back.and-orth docsdo,
il e paintdeniy, deseabes bl v g
o e a4 Chdoce s oy i 0 Heapit e
e birap ety 1 g llccnng, therapis o
states what the patient observs bt is afrsid t say or admit. This simple
St flccion,specily when te thraps vy ¢t can b  powe.
s of aldains A buriedin pasnt oin abserves sl scuruely
inghe s place, bt naldates a discounshe o pecepions becase

s
Direct valdation. Third, th therapist looks for and reflects the wis-
domorvaldiy o the paients espouse sl commnicatethat the espouse

i understandable. The therapist finds the simuliin the current environment
that support the patient’ behavior. Even though information regarding all
iy s e sl the it v, g, d

the el s

ke pefs e the cotes o thepesn's e xperic
e ot Behawor s adapive to e o in which it o s
s o that adaptaion. The therpie s ot

thethecpis g b
1 o i st o s s o ] ot
he response that may be eicher reasonable or approprit

e o thei

i aspes of
10 the context. Thus, the therapist sarches the patient’s respor
st e, speogeiene, o o reasonablecss beoreconsidering th
re dsfunctional chracerisics,Even i onlya small pat o the esp
vt it portion of the behaviorand responds
.11 1 i T G ks e o sebing by o therapist and
thae defincs vldaion most clarly. By inding th vl i the pients
ponse, the therapist can honestly support the patient in valdating herself.

b sty patien’s response sl
finding for a nugget of gold in a cup of sand. The smampion o DIT i
that there is 2 n e«on gold in every cupulund, there is some inherent
validity i every response. Atention to the. golddoc no preclode
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I the patient produces 4 behavior,the therapst knows she has it in her
repertoire, However, f she does not,the therapist cannot be sure; asin statis-
sl there im0y 0wt he mll Bypbesi. Wen i dle (which il
wsually be the case),it s sfer to p th skill acquiscion procedures.
o e o s Bty o A o o o e o
fecother atons elaed  skiled behavio. For xampl, both msracons
d modelinthe principal sl aoqisiionpocsdure) sy ok bece
they give the individual *permission” to behave and thus reduce nhibitions,
et they add to the individual’ behavioral epertoir. These.
two basic procedures are described below and outlined in Table 111

Instructions are verbal descriptions of the response componentsto be leamed.
ooy n ity e, theycan vary from generlgidelins (- When
g o inking, besmemchzckonnhcpmh:bx.h:ylhznhedu:
conseque 12 “Tink rorement) 0 vy pci
i it it 33 i i £ e o 1 e
be .m.m..m b D ) n... (K“pﬂmxw:r
o ove o yourself, 1 can do 7). The ed didacically in

TABLE 11
T asesss targerelevan abilt
T create circumstances conducive 1o performance of sils P has.
T observes Ps behavior in sessons and phone interactions.
T ke Pl ke wokd sl B 3 st o protien,
oty chavios, such 35 changing emotions, during scs-

kil Acquisition Procedures Chackist

o0 or phore meracion
T rleplep i P
— TR il 'i’ e,
i - i ths s conrete
wﬂﬁh for P m mwl:
T e o down o ey -l wep
T begin with sl ks e P4 cpibiesand easand
e s e s o
provbes  with xamples of skl b iarcd.
T B handous S sl
T MODELS skiled behavor
T rleplas wih
T s Sed behavior i meacing with
o o et s o dapive diking.

T discloses own previous use of skilled behavior in everyday lfe.

Tl s ming sl beheviors.

T poma o modes n e o b,
e s wit il e

T bl s demonsin

Books (¢, biographie), me
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Straegis w

of inkin priclaly be llocnone” hinking and ndencics o b ove-
iedmenal cspcally with repet 10 bl
& DBT i skilloriened Bothsrctured il i and individal
py e ds o e pin e sl and i he capa

e A e ing, the focus
el ey interpersonal effectiveness, distess tolerance, self-
ontl and emoion eglcon il Iividoel dheapy wil o on el
o n.; paticnt integrate the skills she is learning in skill traning.

balances acceptance and change. The therapy willfocus on help-
e e e e s i feclings, for aversive environ-
e, fo gy an o e sow o paceofchange 1 gncral. . cons
hee of herapy wil be rscivin e omradicion thaksre from focvs
in oy 0 e ad iy e, ol
point out o the patient that she probably often vcillste between two seem-
ingycomruicoey posiions sl xsipie ofthis may b ciched from
the patient at chis poin. For example, the patent may note that she vacillates
berwen eling hopeal s fling hopeless, beswen g in ol con:
1o nd independen and felin sl ot of conol and depndens,and
requires a collaborative rlationship. DBT requires the patent
g B et e it sl T
2 o ol does he psint ety e ey b b paiens
and therapist have to work cor on i eliondip behavios 0tk
e e Tans e bt
e o b b g and e g e ot
interpersonal styles to the needs of the curren relaionship.
ORIENTING THE NETWORK TO TREATMENT
During the iitial assessment, the therapist will have gathered information
bt te paints merpersonal network and about sl ohercurene e
cal and prychological treatments. It s the therapist’s responsi
e s v ol s e it pabadogie
‘ment network to DBT and her participation init. If the nature of the ther-
spuctc relationship allows it,  therapist-patient joint meeting with one or
‘more members of the patient’s network may also be very uscful. This can
e paiclry it with  ihly sl pia,whes commuricy

i hopoe

o of he high sk t0the pateny e nervork s st s i
(1 hement of the ecwork in managemen o siidal b |b= aviors is
vcssed more fllyin Chapter 15) Thest il etwork mestins ar also

an opportunity for the therapistto orient the network t the sainrto
the-patient seraegies discussed in Chapter 13, to provide the nevwork with
the DBT teorical formulionof BED,andt gcher further information
abou the patient and her net
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humility—just the opposice of the superior posidon one takes when using
sighsof tand n gimmicks. Ofcoue,his docs ot e ot playig games
s e of aing o with he .t uch s s b

oy e o be e

y
E

ey desribed in this chapescanbe misusd o fliely ot
oo tsuidvipiaidsmtinss ki
Ao o ot e PR Maphts v ey
ling can be used to get out of answering a question dirccly, to divet atin-
tion, o fillime, or to show off. The story may be fascinating but may have
el s s The s e
rapist sc sition to argue that has merit and vali-

et b o i oo B ona e orbe-

Tl i st by wa e when the thecap i it th pait o ol

o appea o bé spid o o, Exeedingcancasly bemmeh stile and
e e o A e e 1) s i
Threas o chrene sspomie, Actvadng “wise s is groet potal o
vl he paricns inheren wisdom; i an st sy beued, howeer
o validate the therapist’s sense of his or her own wisdom at the expense of

the patient. Similarly it is casy to forget that making lemonade requires a
T Smoun of suga. When the ecapst fuls o ecogoras het te paens
does mot hav ready access 10 sugar herself,the resul can leave a sour taste
and diminish th patient’s faich and confidenceinthe thezapst. Natural change
tegies can be 1 coet fr 3 hepits biay incodteney il o
Kecp a promise flr o plan therapy, o moodiness.Finlly dlecical
e i nt goro ol s e i evghesed o e o ey e
v s, Tt o adiions s rlecf st cobounie can
ooy oSty  eble comequences o he pr

tient or for the therapist. The baby can indeed be thrown out with the ba

a 3

Notes
1. To a greate o lessr exten, all therapeutic spproaches highlight the sar
dinecical priniples s discused hee. Pychodynam terpis o cxample, oend
o dymmic nsns and confics ik h peson.Beriorsspprosches
o wholi ol bt e g nd

is of her nvironment, Cogri
e approaches o ring and accepting reality 3¢t s n the mo-

ek g Tt S Tl e R
on dislectics n DET i

“nothing new’
In this and the following chaptrs,
o paricular wreatment strtegics.

subheads in capcal etes call artention
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Change Procedures:
Part Il. Skills Training, Exposure,
Cognitive Modification

SKILLS TRAINING PROCEDURES
Skl g roceduses e ety whe s poblen o s kle
nokcorendly inshe individuats behavionl repertone. That i, ndet el
Comimnanees (vhee behavio s ot tekred with b eae onlicig -
tives, unrealistic belefs, exc.),the individual cannot generate or produce the
beharios . The e 4k i DET s td ymonymosly wih“sbl-
ites? and includes in its bm s sese copitve,cmoronl, and o
il (o aion) esponse cogether integration,
ey o e peoeancs B

¢ with their

lctveocs s g b b Yo

o o v otttz of he bibviot, Efeoins peornhons an b 3o

fined as those behaviors that lead to a maximum of positive outcomes with

i of negaie ovteomes, Thos, " wed i the s f -wing

killol means;”as wel as in the sense of responding o siuations adapively
or effecively.

The imegration of il s emphasised in DBT becute o (indec,

jual has the component behaviors of a skill, but cannot

usually) an indivi
them together coherently when necessary. For example, everyone has the
o “nc i o bes sepewoie. Bt & person oy 0 b ke f0 ut
together with other words in a skillful phrase t0 refuse an invitation while
simultaneously not alienating the person giving the invitation. An interper-
sonall iilfl rsponse requies puting ogehes word that one leady
oy s F&(nvelcnm\ copthe withsppropinte body Langusge
et o o T oo el s el s

n
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TABLE 14.1. Contracting Strategies Checki
T conducts DIAGNOSTIC ASSESSMENT.
— T e 2 seucured dagosi nrview (e, SCIDI, DIBR).
T s et et iy
_ Tmesens a BIOSOCIAL APPROACH toproblems i lvin ngecel,andt
Forerin behvioral pacns i paricuar
— T proen ‘protlemaahing spproschto maladape
5
e s s dec modd of ¥ e s
_ TORIENISY 1 DBT, with cmphason DT phiophy.
" DET is supportive.
T DBT s behaviora
7 DBT is copncie.
DB s skill-oriented.
DBT balances acceptance and change
DB requis  colborsin slonsin
T helps P ORIENT HER NETWORK to DET.
T reviews TREATMENT AGREEMENTS AND LIMITS.
T dies s purt s
—Tosay agreed-upon amount of time.
= € lengih of imial esment contrace.
T e e Pt o conm sl
nother time period.
o oy o,
T pepotns ey nd g ofsesions i . s

T Conmaes ot P xpected 1 e wekly in
Gvidual and il tsinin sssions. Limit of four misses
ns ow s expand

o edcing i o
T verk collborauely wi
s o e b il v
nd becween sessons are approprite (., It s not 3p-
oprte o s s s ey 0t e

a'

e —

o keep sescarch and payment agreements

— Toulnes "L reseach requirements
od armet g
T dsz
T el o o b cllective t helping P make
Changes s wans 0 mae.
__ To obey standard echical gidelines
T To be reasonably avalable 10 P.

?

e
TR i cmfdent,
" icuses nonconenialy of igh sk suicidal behv
o bin theap Somliion whe esdd.
 Tlceses malioiy of phane comac snd cordin/apog of
rmmmmmsmmx:sm:mnmm. «DBT,and
peily 10 gol of reducing pirasicdl behai
o o i, Sorking wih

teont)
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goal of therapy in this case might be t bring all behavior under the control
F conscions e s chotee Cogaiiv-ebaiorl thcapis would e
tainly agree to this goal, a last with respect to umwanted, maladaprive be-
haviors.
“The difference betvieen an approach based on “choice” or “intent” and
s copive-behaioal approsch s v, i, ot behaior ther
apiss voul sk wht cools “hoosing” nd i 1 his s s
v by o  what on chooses i wha one wants o prefrs, o
= Blrmied il | \x cn ada The explantion is post hoc.
ive-behavioral sertthat choosing and intent are con-
i e e pl Fope b s
and form intents that have previously been rinforced; they avoid those that
have been punished.
Second, cogite-bebvorl s wod o g ot bente
bavonsae o e e som of comcious che o v, ey s
e undethe conol of unonsiousnen. ndcd i may be 2 tclogical
statement. Instead, the cogitive-behavioral view i tht the absence of  con-
btorseulemany o s plsetiod dedlyuper
¥ connecron must e eared. 1 larned when inoring oucones o
ow actions that fit previous intent to act or choice. From this perspective,
intent and choice are cognitive actvities (even though there may be an emo-
sonal componens,spclly withtes). Thu, he elaonshi beswenin
or choice and acion i a behavior-behavior connection. The connecti
r sl  bror Indeed, wat bordekiospesnss e peobem s
52 by > s bkt o i cofo, a coion
Thus, therapists may sec out to. sysematically reinforce such
behavior-behavior connection.
An overrliance on choice s & determinant of
beh

n

£e

behavior ignores the role
of behavior capabilty. The notion of chaice assumes freedom to follow
thoughanan's choces. One cannr o what one s b o do ot
ter how much or how ofen one choosesto do’t. Borderlin patents ae often
ettty i beavion 1 thyand e heapists vans e
Altho ingencisa imes crat cupabilies whee o o ke

. oodInkainssan e o safcin e ebeviors o
nd change.
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festtask in meeting a porential patient i to orient the patient o DBT
i develop an iniial treatment contract with the patient. This contract then
forms the basis of all furure reatment.

Contracting srtegies re used during the ist several meccings wich the
paicns o o be vy what DET i sbout, what |Szxw¢ud ol ber, what
e can expec ofthe therpit,and how and s eament s cpced
0 work.The goal i 0 forge 3 ommimens b e ptens and therais
o work m;exhu a4 therapy e, Contricing i the application of 5
cning and commimen: scg - o pn  shin; s g )
the iniition of therapy. Thereacr, these strte sy

are reapy
e paden ) s ilaicg b theapy omiracs o eaering .0 0 (¢
says she i quitting skils training); (2) i threatening suicide or parasuicide;
(3) appears to be making unrealstic demands or to have unrealistic expecta-
onof the g () i hviogdiffcalyusing therpy sppropriacly (g,
sl e B i ) b St do o becaa of
: s o mpo . the treatment contract s remade

v i srnneyn are summarized in Table 14.1 a

iow

1. CONDUCTING A DIAGNOSTIC ASSESSMENT
i sractured diagnoscicinterview has uctedpreiously, o
task during \'hz mn cacting phase is to sundna xur.h an interview and nbum
a detailed behavioral and psychiatric history, concentrating particularly on
<he paiensprevious experences i peychotherapy: In our chic,we use the
Sl Clncl i o DSVTIR, A 1 SCID.I Spiee & -
K 1990, 4wl he revied e of he Digroi i
rarines (DR Zan o o 59
“There ar  number of reqisit parient charscreisic or DBT. The most
ortant of l hue voluntary participation. DBT requires at least the pos-
laboraive e sionhi,contining he lasonshp with the

i i only b i 5 porit contigency when 3 paet wans

st propam. Contingrcy munsgemen s tus sty
bbbt it gl -
abl i the patint wil g to remain in therapy evn if the therapst
L

perience,a loc also desirable, Patients who

]\ve in lh |mm liate area (l £y mmpomnm\ time of 1 hour or Itssyol who

1st move to the area for | lhrx-lpy ‘will have difficulty finding the community
ol supportand ks ey ned o e te s f gy
1oy vl bmor e o gty A aditonl e s
ticneeded or group therapy i th abiity to control hoscey
Borderine groups with n cverly hostile member are

x\huh

nly har 3
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Core Strategies:
Part I.
Validation

w7, elidaion s roblem-scin g o <o o R A o
stategies are builk around them, Validation strategics are the most obvious
and direct acccptance srategies in DBT. Validation communicates o the pa-
dlent 8 nonambiguous waytht b bbavior make e and i under
e e ot e, The hepid s e n 7
e besaios, moion an thoughs o impli rls.Problen-
peEi, by conmay briou: g strate-
S OO b e ok e o o e et i
ing her own behavior, committing (o change, and taking acive scps to change
her behavior
s discused in Capts 4, mladaptive behaiors e ofnteslions
o problems heptent vt ol o abenavay.Howewr,romthe ther
phcs poin of e, hee sare behvions ar he problens o be soved. To
ovrsimplify mattes somewhat, vlidtion ;mmnmmmmmm
the parin'spoint of view, and problem-slving srategies bl b
apis’s, This statement s overly simple because sometimes the
e wiched: Thepatent views b v bebavior o snd ol

ofchings,wheras the hempint & o acceptance of the patient and
behavior just as ti. Bot Hermel, i probim o ling rwegis e
Vg impasses result

e e e e o
from an imbalance of one strategy over the other.
‘Aborderline patient presents herselfcinically as anindividual in extreme
emotional pain. She plads, and at imes demands,that the therapist do some-
thing to change this state of affairs—to make her fee becter,stop doing des-
trucive things, and live her life more satisfactorly. i very tempting, given
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The Dsorder: Concen [
groups (Weissman, 1974). nvecpersonal dysregulation s evidenced by rela-
tionships that are characterized by hostilty, demandingness, and conflict
(Weissman, 1974; Miller, Chiles, & Barnes, 1982; Greer et al., 1966; Adam,
Bouckoms, & Sar 1980, T & Sansid, 1984, Relacive o oters, pas
uicdal individuals have weak socalsupportsystems (Weissman, 1974; Slater
epoe, 961, Wi st shey stpors eepemon seions  thi
chiefproblems i iving (Linchan, Camper, Chils,Srosahl, & Shearin, 1987;
Mars 951, Paerns of behaviral dyssulaion,ucha subsanc s
sexual promiscuity, and previous parasuicidal actsare frequent (sec Linchan,
981, for a reviews see also Maris, U Coomity thoe i e e
o cope effecively with their emo-

mousthinking (Neuringe, 1961), and poor abstrac and interpersonal problem
takin (Goodtin, 1583 Loveon & Newsiner, 1971 Schoe ¢ Clum,
992, b s et b Sl s s
(as compared o general)cp = (Wil 91 v
oo sl ity somtliapeic i
porehisic pasens. My collagoes and e found it paraisodal indvic
s it more psie o dspenden) cpesonal pobleslin eyl
(Linchan e al., 1987). In th face of their emotional and interpersonal diff-
clis, many of e inlvidas repoe tha thei beario s deignd 80
provide an escape from what, o them, scems like an intolerable and unsolt-
able lie. A comparison of borderlne and parasuicidal individual characters-
tics s shown in Table 15.
The Overlap Between Borderline Personality
Disorder and Parasuicidal Behavior
As have noted earler, much of my treatment research and clinical work has
ki i usmﬂda! individual who also meets crteria for
st o, e i indiidhs s e cioia
{orBPD ma g vy ore depress might expect
e DMLY i Tey e oem e o and mbldemof
anger, which are not discussed in cther DSM-1V or the DIB-R. I do not view
thse ains n the et s sggeed b oo DSNETV and th DIB-
R. My dlnical experience and reasoning on each of these issuesare as follows.

fation: D

Emotion Dysregulat
“Affective instability” in DSM-TV. l!ku to marked reactvity of mood caus-
ingeisdic depeson, irriability, or anxiety, usually lasing a few hours

ind only rarely more than  few days. The implication here is that the base-
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against individuals labeled as “borderlne” has led many to protest the diag-
it sy e
tims that some believ it should be discarded altogether. Some, pointing to
ihe o beween the agnosesand hildhood sl sbute < Chap-
i 2o eview of s ), bl that hes ndividalsshould i
ya

,.p. tha Nighlhs this apociadon, mch 38 “postrnumaic
mdne? Thelisseeats be tha if 2 abel sugges tht roblem b
Povior . reslt of abuse (utherthan e of he mdvidua),
will be reduced.

Alhough am b an ofhe e “borderiny | o ot bl that ve
il e peic again thes il o et ndvidal by chagig
Iabels nsed, bl taheslion hs o b the dexclopmenof e

o hats o ot e rnple, bghighing e e of e
ordered “ondesine” ehaviosin normal esponses o dyshncrioml
ological, psychological, and environmental events. It is by making the

erbap, s, v demenhes 80 ke then ke Orce we e
e, h princls of v funciog normal bhro ncing
‘own) are the same. mmplﬂ influcncing berdedine behavior, we
the difficul

ol mpaie and pond compusienscly o Mypmkm
o with:Thetheoreical posiin descibd i the et o chapes rmpe
chis need.

NoTES
1 Peychoherapists usualy us cither the word “patient” ot the word “dint” o
o et e e 1 Dok lum‘*panan
oy inhe companion sl gl he rm " Are

e casecan be oade fo uin ciher s, Th case for wsing the e “paine

can be found n the fist deinition of the term (a5  noun) given by the Original Ox-

Jord Enesh Dicionaryon Conpac Ds 1987 A sl one wh s p-
Genly” Athough now rar,te defsion noncheles o el he bordrloe
individuals  see for psychorherapy. The more common meanings

‘whois s i esmee e cue o some e o

orhing ht underocs s i o (& whom o WHEh forein i don s

less applicabl, since DT is not based solly on a disease model, nor does i view

the paient a passive or one to whom things are done

s i @ 7o v b e pheslyic d b
e s T i o s 8D  duing the i decae

i e e m.m... s
e b ey et e e lcind et o BPD

. D a e oo o b o
haviors forinclusion i the 10th revision of the International Clasification of Dis-
eases (Dieksa, 1988, cited in Van Egmond & Diekst, 1989). In this new sysiem,
anempred suicide s distinguished fom parssuicide. The defincions are 15 follows:
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icaltreatment (e 8., light scratches, head
Y et e ke

o, Nor i the misel

sy i g0
r be-
s of suicde rates among

med

s, andcigarte brn) oo

P el iy

havior of borderline paticnts always nonfa

39D padens vty ot e 0 o st 54 s 1985 e, B &

Nowlis, 1987; Krall, Carey, & Sines, 1985). In a series of BPD inpatients
followed from 10 to 23 years afcr discharge (Stone, 1989), patints exhibi

in l igh DSMI i for BED a the ndex adision b ¢ e

rat of 36%, compared 1o a ate of 7% for in five 0 seven

criteria. I the same study, individuals with Bl

o e e s o vt kit
cide. Although there are substantial lteraures both on sui-

and on BPD, thee s virtually no communi-

.55

dividulswhomet e
and a history n[P

previous parasui
cidal and self-injurious behavior an
cation berween the two areas of scudy.

tryto kil themselves and the BPD

Individuals who intentionall injure
popolaion hav » moatber of ovecepping Suirecssicp which I decive
ater in this chapter. One overlap, howener, is particularly noteworthy: Most
individuals who engage in nonfata slf-injurious behavior and most individu-

als who meet criteria for nm are women. Widiger and Frances (1989)
e Sh i tporicg for BPD;
ocd 45 o b al sl

enderof pints mseing i
pulti iy, intention:
imqnm(nm e o

injuries,

m....m.gm
&

ochodig mie sucmp, st mone
(Bancrofe & Marsack, 1977; Bogard, 1970; Greer, Gunn, & Kolller, 1966;
Hankt, 1975 gt 1975 Shncdman,Faberow, 8¢ Livmar, 19707
Afanher dmograpic el of e he ey o g bth (D
d o nouta sl eheio. Approsmly 75% of s of

elinuiosbehvior i prsons b the g of 1 1 43

(Greer 1967, reepan, 1975, Tukman & Youngn, 968). 5
i it s e e A3 Syoe, ¢ baghrg, 1986
and BPD characteistics decrease in severity and prevalence into middle age
(Paris e al, 1987). These demographic similarities, together with others dis-
sl e he s pssblty it e s s conduend
v popuaions, ahough caied ot spaaeyhave i fct been
s pon fortunate mw studies

onhese
e o el oveapping populsions.
of il il bevions do ot repors Ay o i
"The cratment descrbed n s book 5 an negrtive cogniive-
o e A Wb herapy (DBT), developed and evalu-
et bad oars

ated with women who o only met e fo BPD b as
o muliple nonfaal il behavios. The ey havecons
be valid, and the treatment program described in this bool e comg
1 ik e o e B e o e e
patients. However, from the outss, it is important for the reader to realize
that the empirical base demonstrating the ffectivencss of the treatment pro-

gram described her s limited to BPD women with a istory of chroic parasui-
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tion, howerer, ofcen i. In DBT, almost any desired behavior can be
e o8 3 S T i kot it pobins e roing
m.l.a;,,.m or ineffecive responses are both considered using one's skills
“The sm of DBT is to replace incffctive, maladapive, o nonslled behavios
i skl mponses
g o e el Gl DB, e i
imis crcy opporny et patien: o vy n e acsion
andprcieof et hll S ncds s copé with he e, T heapis it
et ety eyt boreieintons e
obiomoing sy, To roceures desbed bow ca e spplie e
maly by vy herapis where approptiae Toey are e 2 formal oy
in thestructured skils raining modules (desc che companion man-
2 o s ol
e e s o il o proceres (1) ol acqision
(et inaruions m ..\ ;2 senghenin e behrr e
sl bk and 5 killmemlsion (s, bomevork s
i and dfe

s

e B i siom. o e st son, e
pist i teaching new behaviors.Inskil strengghening and generalization,
b o ok 5 e o il i e
probaiy hat he e villse e il behaios lady ner -
Sy e s S ieiing i T o Gy
e it i o sl
e oo e, T o ome e s e bt
ticular response pattrn is within th patents current repertoire then o
procedures ae applied o ncrase the patients use o this pattern'n everyday
B, it cmphadr on s, o kg il kel
es DT
Pl i

opiie hepisth iernia
o s o s waeg .

Iy identical 10 those uscd in supportive, dynamic psychotherapy.

“The targes of skils raining are determined by the parameters of DI

(e mindilnes, erpesonlclecivnes, emoion egulion,disess
tolerance, and self-management skills), as well as by behavioral analysis in
ih individal s Almostany bhavor et the ndividua docs ok
currently have in her repertoie but that would be helpful in improving her
ooty e ol il o, The hoie of spelic procdrs e
scquisiion vs. strngthening procedures) depends on the skill the patient
already has.

5

Orianting and Comn to Skills Training:

o

mitting

Task

Orienting is the (henphu chief means o selling both the new behaviors as
‘worth learing and DBT procedures as lkely to work. Skils taining can only
be accomplished if the person activly collaborates with the treatment pro-
ram. Some patients both have skill deficits and are fearful about acquiring
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cont)
T CONDUCTS ALY ofmaor e b
il e v
T Frvou hepy, mlding xch pemre i of hepy
e et v iy of
— Postrraumatic stress responses (in second phne of lim:wl
b dvdop e THERAFEUTIC KL
ey v ikl oot s
T s e, iy e b

= bepm e ke requisic commiment from P
— T halheared inabaiing commicmens, T clldes it P in ides h
problems or emarional pain must be “worked through before commi
ments can be made.
T skips or abbreviats contracting srategis o respond o immediat ciss and
then neglects 10 fo back and complete srtegier
T promises herapy he or she ot want

iven the usual combinaion among the patients of high emotional sensitvi-
o e Dehevieal paitin
Jnshe e dmonscaing the sy of BT, paies e smed
o acive peychois an orpane et disraees. Foc o escarch ocined
golieion s DAT, ek e ol b ..mu ,u ‘o the degre tht
i ,...ﬁ i impaicnersuh o ity o i oo grsp il
e ro e ik b bseing B il taining. The
o o b dependenc s not groundsfs exchion excps s
case where the patient cannot beneft fom other treatment before the depen-
wed.

dec i In principle, there is no reason why DBT cannot be. ook
s pimary subsance sbuse probens, Soveal o our paien
oweres et elred o short e substance buse npatins programs
re being admitted

L PRESENTING THE BIOSOCIAL THEORY
OF BORDERLINE BEHAVIO!

During the first or several sessions, the therapist should present the dialecti-
cal/biosocial point of view on parasuicidal behavior and BPD (sce Chapter
2 Sucidl behaviorshoud be presntd s an e by ndividualinpin
10 solve problems i living. Thus, suicidal behavior does not differ in princ
lefrom other mladspivebeavios xcep chatic hasaigh sk ofbeing
fatal. Although the function of parasuicide can vary over time, across situa-
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wm
m.m.vm: o e disorid basiof e gencradon Thus
ore like the .p., i of Gresnbergan Saan (1987), who make
4 d- m berveen “authentic” emorions and sccondary or
5. The actions 0 primary cognitive appraisals
ool pockltresi o product of hains offelngs -
thoughts. Dysfunctional and maladapive emotions, according to
0 Sfan, e usully scondary emrions thar blockthe experence an -
spmin ofprisey e authors go on o sugoet et “all
affective el eoiarl ol oo
098 7 xm m important point here is the suggestion that
nal etpotac v ae oot o i
i oe vl eponie o v Fadingsnd ooy
responses constituc the essence of emtion:

é‘

v mith
ing these primary.

T)lthmwl'/n’lhelh:npmmapvlyllum

emorions valdation s

s g

al viidion
i ot ot
e used el

ey e o4
the therapist can expect the therapy to backfire. Such honesy,
e iacitdiews kel b il dergst validity to
be found, and that searching for it is therapeuticaly useful.

A borderine individual commosly cannot denly the emotionsthe s
experiencing, usually becauseshe s experiencing a vriety of emotions et
ol ot i gk sucossion.Insome e, e pzncnuitm
Connioutl resporae (. o, e o a0 b ey cnoion ey
be so ntense or extreme s to disrupt or inhibit the primary emorion before
he paint has  chanos 10 cxperence, process, o ardculae. Ar ot ety
o iy e dngn oo iy o st b
upset, but cannot gt past that depiction 10 fuller description of the emo-
o T paies may epoet hat 1 daly scouns s besors evare of
e emotionsaly s he fce. An imporant focs o herpy s hling

the patient observe and describe her current emotional stat in  nonjuds-

el fsion, kg cee t scpars decription o the oo from
o st e 1ot emosio,
ithdraws

ot i i ry inense emosions, showing
e it o o e Vo passive behavior is some-
sl i o p ‘eiding ox nbiiing all cmoronal
onses that would otherwise be clicited under the current conditions. At

s. e i oo Wi e conpla ot ndidd i

of an emotional response while inhibiting other pars. For
Fredtimlapinhmrik penomeclogial e yrioriohiel
e withousthe facel o postre expresivea motion, or viee
ere Or e pacn may e an s gt iy s e
tion (8., to scream, to run out of the session, or o hit the therapist) with
o corresponding emotional experience or physiological changes, DBT does
not assume that the patient is experiencing the emotion unconsciously, and.
thus juse doesnit know it. The patient who wants to hit the therapist

s ot
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i

patient cannot practice geting angry, feeling sad,or experiencing joy. Instead,
she has to practice specific components of emotions (changing facial expres-
sions, generating thoughts that clicit or inhibit emotions, changing muscle
o, cc).
I cprne s il e ki sl i o s
arcunt of cpolng and shepin  needed & paint will .
interpersonal situation, for example, the ity Abg e
= Gilogoe (" Then whis couk you 477 oty peacsan ot par of 4 ew
kil s that the patient s not overwhelmed. The essence of the message here,
thatin order to b diffeent the patient mus practiceacting differ-
el e epec

dhough,

e s i ally when
s By e et o m
forable abow roe peyng, the bes 91 don sl et pocie b wih
crbe memberso he conslatio . At ther times therpis e role
lyingbecaus ey do o wark 5o piah el e pirs Sk
it of dats ndicacing chat bebaon

gt Ty not b avace of e e
ehearal s eted to hrapeatc mprovement (. Linehen e b, 1979

2 REINFORCEMENT OF NEW SKILLS
Therapist rinforcement of patientsbehavioris one of the mst powerful me.
s f shaping andsogivning Sl bebavr borderin and il

neniroomensthat o

S'

patiens. Frequently, thes patients hav I nments
Fassvobloum el sopadleinpie gty e e
T genea nd the therpias i paicut and aply sl puishing -
gies almost exclusiely in rying o shape their own behavior. Over the o
T, Skl einforcemenc by a herapis un mprovesuch  paencs sl mage
incease her use of havior and cnhancethepaens s hatshe
can control pos

insaoc,echinga paien rpeons
then punishing or ignoring those same kills when she uses them in a therapy
sesion, i no therapeutic. Encouraging a paint o think fo herl, bt
then punishing of ignoring her when she disagtees with th therapst, isnox
therspeuic. Suesin that "nox fiting i i 4 crcumstances e po 3 div
aster and that distres can be tolerated, but then ot tolerating the patient

‘when she docs ot it comforably i the therapss shedul o prcon
otions of how borderlne patients act,is not therapeuic.
3. FEEDBACK AND COACHING
Responsefeedbuck i the prvisio fnformation o pains bout e per
stres that the feedback should pertsn to performance, not
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standing and pervasive. At a minimum, people have 3
00 whom o bl demches mhwnnmu’mud@
obuain validation for an original, quite valid perspective on

an anemy
evenss. | k oint out to patients that one of my goals in therapy is o help
them lear st their own respons

b st o lctie e ol idarion ar knowing when i
and, once it is begun, when to cut it o ot Tom e

pmbkm ‘when ks modons e proset o ciined, For some pamms,

if the therapist allowed it therapy would be ltte more than emotional cathar-

5. bl o st off ool copesion and get to problem solving

s 10 be made. Inpatcular, 8 imporant it e

s g e
st not use valdation surategies acely following dysfuncrional
behawoes hat ae maitaed b st wndency o el vabdarion fom he
g oty bkavioe i

environment. (The use of therapeuic cor
cussed at length in Chaper 10, At times the best strategy s o ignore a pa-
tient’ current disress and plunge into problem solving, dragging the patienc
alon, so o speak, as best one can. Validation can be a brief comment or
dipeion whie woringonoter e, o ¢ an b he focus of an e
son, A it cter DET st he e of e mas b goslried
andpurposcl Tha i lescenriUderia o bmtho gt
i i o Soasl, oot o M s s e
eyl seomiededgog o el e
selfobservation and nonpejorstive slf-desripions (i o teach her self-
valdation) 10 eam sbou he paien'scren expeiences o xpeincs
accompanying an event; or to provide 4 valdating context for change.

EMOTIONAL VALIDATION STRATEGIES

o piss e beween emotoat ibiion and e e
Egionl e Some ptiens characriialy nkiit cmoionsl o
during therapy interactions; other patients always seem 10 be in
emotionalcris sl others cycle back and forth. These phases have been
described in detai in Chapters 3 and 5. Emotional validation poses different
Chalengs, depending on which phae the paict s in. With te inhibied
individul, emoronal expression i ik th smal flme o a camphre on 3
rainy day. The therapist has to be very careful not to smother the emotion
with overly facile observations, explanations, and ineprecaions. Teacing

e ot

he patien t0 obseve her own cmotions, being able to e o
il o, nd g o e o e i

2l mporn, Nt e cnmionaly v pae, by o ..m, he
Challenge b 10 vt he amrion wihows o ot e me ime.
Proviin op hvmnutslot:mnuon-\l o and elcing emrio
important in this case.

port
Emotional validation strategies contrast with approaches that focus
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T give P behavioally specifc FEEDBAC
"1 conchs .

ractice iseffortful behavior and directly counteracts borderline patints'
lendtncy t0 employ a passive behavior seyl. Skill strengthening procedures
are outlined in Table 1.2

1. BEHAVIORAL REHEARSAL
Behavioral rehearsal s any procedure in which the patient practices esponses
10 be learned. This can be done in interactions with the therapis, in simu-
lated situations,or i vivo. Any skilled behaviors—verbal sequences, nomver-
K i s o ki o copikie bl b e et
components of physiological and emotional responses —can, in principle, be
P,
Praciccan b s et o covr,Vrious o of vt ek
il okl o sl the therapst and patient may role-play
roblem: ther 50 that the patient can practice responding
Topropraly. Bifeedback s a meehod of practicing contrlof physlogical
ponis,a the theps can sk he pin 0 paci: g during a
‘o I g cognte il e paet my b sled v cble of-
fecive sl ssemens, n e speific e of copr ;e
nt e b sl e 2 cupine s el any dysfomeions] el
o xpcandescliced by theproble s, ndthen o s
o bl by g more el copiog meemer, rules, or the
Conr: espons pracice—tht i the paint’s prcicing e i
s mm of il smnghen-
ing, It may be more efective ods o acking e coupl
ey e s s e when th et
overt rehearsal. A patient can be asked to practice emotion regul | aions enc.
i oo, ‘sl bhavior anniot b pracsced ey That i 3

oo
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mimenttothe proces and gl of DBT. Unl e necsary vl com
ncsare made, th therapist should nor promdlodm:uxxan i
Thesshould b o mesigaions of e paiens st 0 g s o s
‘rstnce’ o dscusions ofthe pen cmotiona misery o e chaos
praetinl st ol umplyunlcommlt sight now; no
e heart e sbout the paints et whh (¢ e
(except as partof the niial orienation and mutual asessmen) o sce whether
the aient canwork i this aticls therapis. hispint s cicil b
e thepates sometmes bl ane o moreo the DBT commimenc
iy ey antedy o sl o make commimeat 2 thet e gt
sl i il o et themaches 2 o dapeae ot erepiss
become desperae o help 2 quickly 3 posl
P patins (and somesies  therapss) dsprnion, i he p
e 3t the s ety it et 8 ot sbov,
epie shoukd seceptthe patine pascerts bet emain
o i iy ool e SR s e g ey
ot he gt peses comantmca s e g el egiss Wiy
3h <oy 1 g el g orehos o e
e cgin oo e sation bl he pasngrcarsar sy sl
goes, gers lef n the tation are

No v s st cngine oot s
ok g 0 mach chee dnto ey e, Donoekodpescos icly
el ndlﬁcully making s commiumen o vork on =g paraic
and sicide i, Fiow to obtan this commiment s discused ia desall

Chapeers 3 and 15, 501 do no go neo & furhes et

Iis sometimes so easy to focus on geting a commitment from the pa-

i the therapist forgets to consider carefully whether his or her reat-

= can aciualy blp (. pacont ¢ st 2 ¢ b thes vl e
v reaments, and whethe h o she scualy s e i

ticlar patent. When individuals come to treatment n rii, ready and will

to commit to anything, it i particularly casy to rush into treating them

hout gving this the careful consideration such a commitment warrants.

tent tha

withot
Facile promises of therapy xnleszlym:plnthtmzde:pcutcpauzm but
forjustthis reason they cremely difficult to break withou serious
e he o I moss case the herapist should ot promise con-
i oainae dowing 1 e v sl el 4 gl
hna v ik

i we will e the st o o hre sesions 0
gt e whederthe pery probcs s et trpo b T am bl 30
. Lconsider whethr | am able and vilng o ffr poten-
ey e ettt o i percta ndiidoel o 8 commt
ment is made during the second or third session. If not, I help the per-
son find alternative treatment. Occasionally, I have suggested that a patient
enter and complete an alternative treatment (c.g., a substance abuse pro-
5m o s, loog e DET inpien ‘program) and then return to
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BASIC TREATMENT ST
ssarily assumed to be angry at him or her.In fact, in thislattr case the
problem may be that the patient is niof reacting with anger. That is, she s
avoiding or inhibiing the flow of a response that would ordinarily occur
Forth patient who is inhibting emotonal experince and exprsson,
the e e il o ke i e s s Ixmg
hibited and the difficutiesthe patient s having in aneous-
1y Undemtunding th inibion wil gencrly equie Sl b ebar nl
asesment (dsced i vl n Chaper ). For example, the p:
el e omdondl nspoues o il emioeal rpeeion 84

nces. (See Chaper 3.) Sccondary emo-

aresultof classical conditoning experir
tions, as noted above, ypically cut off or interfere with the full experience
andlor expression of the primary emorions. Finally, ms ity e v ey
Song mara belicis about the appropeiatenes of varous

et pa o o]l o xprsan e 00
dlomn, e thrpi bt o e g care ot 0 e vabduin 9 ek
spen the oo comnon sy Iy xpeine

higue o. emotion
o apus s ates ifthey recogia orvldats bodeine
patients' emotionsl experiences, they mmardmglhzrm sl behari

and it wil continue and even escalate. At other times, therapists, like their

em peri
f harif ey vl e Sonmers dem»glhzm
oty i

patients,
e wmptaion e oty pusistunens  cedue e s, Tha ey
ke cvn i docs o ety vty et cmoronal sty
only to respond intensely the next time the same sit: encountered.

o8k o, bW she

O a paint os har, e ke serious!
wsually calm down. Indeed, if the therapist takes the patient's emotions more
seriously than the patient is ukmg the (e il woxgy of et
ing) the it may seully st t e the hrai.Speif

ool vllacon racgisare discussd below and surmmaried n Tl 8.1

1. PROVIDING OPPORTUNITIES FOR

EMOTIONAL EXPRESSION

g i o it 1 sobsanial
processin Eliu s on lhe

patientin a state of overw]
oo exp n an
e et e expres
Felopmrnind Aol oo de o vl e
b Inthese kst he herpis shoul simply e, a entify, clarfy, and
| manner. As noted

ety e tepaiens cings i nudgmens
o e peen ol Ad\ully:almd Tty o st oo

lem solving, Open-cnded ings a this point are prob-
T e i e Ily,()\:ywlllvmplyptalm\;xh:zmuunnzlmlensl:y.

seful. General
whereas reflctive statements about cither the patient's feelings o environ-
mental state may help diffuse the intensity.
‘Opporuunities for emotional expression are jus¢ as important for the in
ibited paien. Here, howeser, he tas 1 (0 rovide enough structur to
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‘genecalze 10 sttings outside his or her office. A patient who appears to be
in  neutral o cven positive mood when she Ieaves 4 therapy session may
all the therapist hours later and reporc extreme distress as 4 resul of the
session. Several weeks or months of successful coping with life’s problem
may be flloved by 4 criis and behavonal et o fnfecive copiog i

xcreme emotion dysregulation. An abilty to regulate affct expression in some

ol i s s B e e
instances, bordecline individuals exhibit very good interpersonal skills and
1ne e god s xher i deslingwih e own, roblems -
it they camnt spply thse same sl ot av v

be opms e e Tome nvorke
i one o 1 ‘whoen 1 vill Gl Soan. Susan e o Soras

b for She came to therapy welldrssed, had an -
b el s pinsecboghar 4 poredgod peformnce erews

at work. Over a number of months, she repeatedly asked me for advice on
m © hmdl: Ierprsonlprble wih b bow: he spessed vy -
e hm zndl vinced that she had the requi-
. So L kept tryi acors imhiiing het s of sl
Tpernamid ¢ Thamiy b g rpletm ey simply couldr'c
Sk o bow 30 approach het bos o pactclar mares. Abough sl be-
Ve heshereallyhathe s il | ggeted anedo, i xpes-

tion and frustration, that we role-play how ar situation.
Iple s sl e e s A ke l.l,shz ssed amaze-
e mdhadl:dx)wmumon She remarbed thae b had smply
o st ymg otk She o eadly ageed
© appla:ch e bos and e 6 ch I had modeled.

o e e ot etk
didno e the it capablisbeoe ur ol ly Pehapt e ke
sl comered fomsion about the social rules for behavior with bosses,

Somply gave her “permission” t0 e skilssh aready had. B |

o o onsy sy b sd S, e hl st
i ey 5 e i the asion whees s mcded thern
of the borderline individual. First, the individual's competence is extremely
e e condiocal, oMl (981 bt wepees) sted,the borderine per-
HELET able” The obener, competencies that

et and e rpeemed e

e ey crsibiet o otk bt el
such competencies ofen do not generalize. Data on situation-specfic earning

et ecrliaion of ehaiors s diflren: ationa cones

is not 10 be. s oy et e Ml 563, 914, o i)
b o Sontin e e e fentsof ol

Iearning combined with situation:-specific learning. In particular, pe st

capabiliis thatthe individual has in one mood sate she frequently does not

have in another. If,furthermore,the individual haslictle contro of emotional
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would inevitably get extremely despondent when talking abou cither her
weight or her marital status; however, except or th topic, | would never have
Yo, Idee, e pasint prescte such 4 cogent argumen o ek
perspecive that | might have reasonably belicved that she had mastred her
cultural conditioning on the topics. Discussions of sexual abusc often have
the same effect.

A thin b fnciog sppuent competnc bas o dowith e b

i ndivdual s 1 pesoal o, The il pe

1 vork with sppear 10 hav acos 10 cmotions 4nd beevorl
Compence et condions Edbessh 1 he sl prce o A
Syt g du o eyl bl 0.4
spporie, snd sable elonalip vich s vhen

h

ot pen st il vt T n-pswhm. bovdectine
individual often appears so compe ».mw.m et thrspis, sl h
therapist is a supportive, nurturin s indvidoa Rarsy howees s he dw
o o e s et s b, T

e i ot s he e I e, u.ﬁum chis may implon

e in crocsv memony, s Al (1985) g i s may e 1
do with the generally e ofsthepenicrlaionhip Indee,
herapy retonships e dehimed by te ot cht thy oy bordr
line patents, they end prematurely and abruptly. The e

and e s
e s os st e 3 Y
whenwehave bl spporive sl supprs neorks (e Sason, S
hearin 198 o  eview.The i s e magnicdeof e
epaney b sondeio paden apiblies n nd ot oftppce
tive elationships.
Teis ot clear why relationships have such aneffect on thse individuals.
A number o factors may be imporant. i not dificul 0 imagine how so-
il laring can account fo this phenomenon I i i nfored fo

hnng compesn nd hapey when s pcple and s sent (0 be alone when

heris, it secms estonable e s o
it pwn mben i ool m oninadnl o e dzﬁaan in el
regulani

lacion rom the envi
oy b e et e e
access 10 2 helping relationship may disrupt the person's afect suffciently
0 start the negative affect cycle that ventually intrferes with competent be-
bavo I sidion, e velL s penorcnon of performance facltation
intep s indirduls (Zafoc 1965) may simplybe e -
‘i bordelne
m eppearance bf competencecan fool xhers, ncludin the thespi:,
eving that the borderline individual is more competent than she ac-
ol T dierspancybeeween sppsranc and sty sy pepes
ates the invalidating environment. The absence of expected competence is
bl olack of mosivaion, st g playing sancs o,
o other factors discrepant with the individual's phenomensl experience. Tht
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s (which is to be expected of persons with deficient emotional regula-

mmy, n for al practical purposes she has ltle control over her behavioral
bl

focor infloencing appuet competence s o do i e b

a.«l..md. ual e her vulnerabiliy clearly t the other

significan | lein her |k, “ncluding te herapis. At timesth borderine

ndividual sovmaccal inhiois nomesbal o expssion of negste emosiona

rxp«lemirvmwhz - s appropriate and expected. Thus,

Control. The competent appearance is somecimes enhanced by the border-
ln ndividal’s adoping and xpresin the bl of e cmvtonment—
ey, har he s competnt o et sations ad ove e I onc
oo st o contest, il s iy preicing bl i
ent staes o stuations. This smilin, ken by
ctber fora st eflcionof ansituational iy e ll o ot
Wheninaother cnciona s o o he ndividal on-
i b, i S dfam ot e ik bbaro 4 gl
fegng hepcsos 10 g« i ot umae o
Thisinkiidon o gt cmosoalexpresionpobaly st
o e e o i s
Cropor oGt ahdaio emormens ewar e o o
negtive afect expresion. Emphasis is put on achievement, personal con-
i el e e o o
al mosbodenepaicns i P
S o e gy e bapperig
e

‘communicating thir vulnerabiliy: i
First, an md\vd alw Sl i el e e,

but her nomverbal cues do not suppor such a mes the patient m
discuss 2 mn:ll vulnerabl vope and experince itcasely ngaive
fec b oy ot communicte (erblly or omvesbaly) the expescnc of
o afc. iy b e, bowees, s psten ypiclly bl th she
has communicatedcleary Inthe irst cas,she beleescha  simple descip-
tion of how she feel, independent of nonverbal o i sufficien.
She may not be aware that the nonverbal message is discordant. In the sec-
nd cas,the pant belicves thas the conte i sulfcens commenice
on. Y whe ohers il o pick p the messae, the vl & el
e disesed, Ths e s ndernandable fowees soce o il
faced with discrepant verbal and nonverbal affect crust the nomver-

e o depesed theyan hinkin of Mg hemsive.
O  paticnt may clk about a recent efeion, i hat h e e
ot v lom, in s voie 3 casual as if she were discussing he wead % 0
of my parients, who s single and havie then norms for women her

Thave had paients who calmy and in an ordinary tone sa to me, almost
handedly,tha they
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ene s The vy o ansbue ko oot st b

chan inability s especially dangerous. Not only is su ce, adopred un-
il imldin e s prves thetherapis from ofeig necdd lls
e The alloo-usual exeriene of  patientslaving a sssion appar-

oy 12 e o b o S b calng hory, e
afer 0 thraten suicide, may b o conseqenceof s pae
Inconras i can e an esual rblem i ot copaias
o picns tos i s g i the aciepasivy p:mn with
b e can b apecialy sy forthe therapis 10 misake el aingemocion
alty and demands for true deficencics. Panic at times masq
M. Nl o b il el o o e o i e
paient v nistingtha i therpewic xpeions rs ot owered and more
stance given, be the
o)

consequence. o akes s cousgeons and,

assistance gi
T igh s, sl cor cherapist o avoi caving in and appesig the
peent e thse cicumgances Bhvion prnciples o ipome ping
are especially relevant in these situations. mple, as 1 dis

Tt ot o S i s i A it

resd o patieats motions o ofven rom skimpy nformarion and antic.

i problems mch mrethan during s ages fr e patient s -

provd her commanications skill The ke, o coue i ecustly i
Woen on the shaping gadientthe ptint i  paricala 1o

Beabing thrcugh to sce pesdoiy smd gatiog copesopition

a continuing task. The mistake the therapist must avoid i thaof continuing

the orimpiication of o paints il and sumin 0 s hit

the paient ca wlhpmbk ol Sy o gl s cadrei
UL e che sppercanin . Howeve,uch o -
o s e iy 'hpmm, scmepunnkg ine
ooyl et hod gy o oL
che individual is likely to

i sl g proier e
b ot srssog he ahrene il of change, while s the same time e
quiring actve progess nonetheless, can failtate active work. The roe of the
therapis i to balance the patient’ capabilcies and deficencies, once again
feublyshemating beweenspporve acepanc nd cofronaonal hange
P s s Exhortations tochange must be integrated within-

Unrelenting Crises versus Inhibited Grieving

Unrelenting Crises
Many borderline and suicidal individualsare i a sate of perpetual, unelene-
ing e Aihough i, parsicide, nd mos oh iyl
hnwrsmmt\mpl\uhmdmDB’l'nmxhdaanmmpkxann:meuns

i living,  more accurate statement i that these behaviors are responses to
a state of chronic, overwhelming crisis. This sate is debiliating to the bor-
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Structural Strategies

- —
iow boch DBT as a whole and individual sessions are begun and ended. They
el the therapis scructures time during the various
phases of treatment and during individual ses

T prmary ak in beginsing DET s 1 deviop  collboraive e
rment contrcs The primary ek i cding DT s 0 repar he s for
life without DBT and to orient the patient to what she can expect from the
therapist and reament team sk formal wesmens ends

‘The key emphasisin beginning and ending individual sesions i
oo cepoe i il bl e pASEt 40 S gl
a..nns the session and that will protect her as far as possible from uncon-
e s ion e
therapy is

oai el Seontine vl
s arucurd sconingo the DBT gt iy (s

il bhariors, deceasing tetop imefcing behrions, deceaing quliy-
O merking behvions, eeuingbehavioral il eceatng powta
i e, i sl et and achiring nividal g, Scssion
structure in other modes (

therapy (e.., kills raining, phone call, ctc)
5 demined by the g prioie of e paricalar odz of ineraction.
(Seacring of il esain s dscsee e ssccaparying el i
)

e are no new acceptance or change suategis involved here. As in
case man:gcmcm e oous n srpcomal Gesepis 1 o sk
10 be sccomplisheds hus,strucural srategies amplify and integrate old state-
gies rather than ereate new ones. Dialectical strategies and the core validat-
ing and problem-solving strategies form the backbone of the siructural
srategies.
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“ HEO!
‘2 major consequence of this borderline syndrome s that it supports the ther-
apist and others in “blaming the vicm” and blinds them to the patient's need
for assistance in learning new behavioral pattrns.

ma for the Patient

The Dialectical Dilemr
‘The borderline individual is faced with an apparently irreconcilable dilem-
ma. Onthe ne hand, he ha emendous dificlis wih selfregulation
of affect an joral competence. She frequently but some-
hnmudl -bly e deofssiance, o fd hlpless and
Hopeles, and s aiaid of beng e lone 0 fend for herselfina wor mwnm
<€ has ol over and ave gain. Withousthe iyt prdic and con

her own well-being, she depends on her social environment to regulate =
behavior, On the other hand, she experiences intense shame at be-

affect and

Karing dependenly n 1 sy hae unnurml:nu dependency, and has

les inhibit expressions of negat helplessness whenever

e afect s witin Bl b lndud when ,...p st mood e

may be ext pnmnzlly variety of situations.

he. oo e s iy prodicing e v bebeio apt
e , and

the posit
Vit n  difeent s comensaieacs 10,o6ers n abiley 0
cope beyond her capabiliics. Thus, the borderline individual, even though
at times desperate for help, has grea difficulty asking for help appropriately
o communicating bt s,

The nabiy to nsgroe o syheie ions of helplessness and

mpetence, of nonco control, znde[n&cdm: ad ot acedig b
b s oo e iysfuncaonslbehavio. Behcvng
that she is competent t0 *succeed;” the person may experience intense guilt
‘about her presumed lack of motivation when she falls short of objectivs.
At other times, she experiences extreme anger at others for ther lack of un-
expeions. Hoth the e gk and he

derstandi ing and unrealistic ex
e anger can lad o dysnctional bebaios, inclding

sl iy ey s i pp:r
o conpiis vy e s e ly means of
commuricuin o others tht s sl car cope and e el tha
suidalbeavir .y fox bl The behavirmy alo funcion 2.2 means
o0 ge altr their unrealistic expectations—to “prove” to the world

ety e is expected.

‘The Dialectical Dilemma for the Therapist
“The dimension of actve passivity versus apparent competence presents a di-
alectical challenge for the therapist as well. A therapist who sees only the
competenc ofthe apparenly competen perion ot only m:ybtmodmnld
terms of performance expectations, but may also be unres

Jevl communications of disaes and ifclty, An validasng evivn
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—predictthe frequent, excessive demands that these patients make on
e, Hwers appaen-competnce paen lads o8 cersnun-
willingaess on the part of others to as patients. When this unwilling-
R ot 5l . oS il il
into unendurable crises.

Uncemitting crises generally interfere with treatment planning, Critical
problems a.;m faterthn i st or athespis can dealwih o
fetly Iy e i oreted natre o o bodeine individ-

i males e patclaly e decdamos imponsible 1 ollow
redetermined behavioral treatment plan. This s especiall 5o if the plan

omohes achig il thas o no ikmacly 2o otplonly el v e
amen s ad that do not promise immedise i, Focused sl

ient s bt like trying t0 teach an individual how
2 tomado hi

ing with the borderline pa
o bild & house that il et Fll down i .mn.mmnn tomado hits.
The et knowsthat te sppropiss placetobe darin o tomado i n
 osding e 4 s bl s ndre endabl i she

on waiting out an emotional “tomada” in the “basement.”

et iy o e & sl 1 aply consisnty o choni
caly paranicida nd boririoe . capics | knew

i o paen pop nhnonLG uzlly‘ﬂmxuez(muuxl e

s raining, expost

e elective
gies required a cons of skilltaning
i o i i i, Dot ey b
o o hepatcns ik sy well -houghe-ouk and ariouated et
men lans fo more han  wee o . the e of e 1d il
e[ oty manlring e e oy e it
plans o mply coling e o T
aises. s seemed mo mpomnnhmeld . Yo
o st oted b e o by o okt 9w
fnccpricnce s a behavi thcapist o sere o herpeunc skt on
g Al number of e b | et e fthe proens
o lck o aii lhenwcm robably sy ot s ekl
This insgh v st n my T Th solion o
i e S b e e deelo pochstatont ey
g ol gl pecsepr g e
the task ofindividual psychotherapy s to help the patient intgrate the skils
it di e, e rudimens of b e s gt e of e conies
f sy infiisal ey My collapes nd Lo o h 3 o
casir for a therapist to esist being pulled into individual crses in a group
n adds e e
i can
md und

settng. In addicion, it seems easier
a mmmg sbenceofaenion to e individul cries when tey
tbut i o demads ofthe ronp g o uberth o
their current helplessness; the sense of persons
Amup e ot csesia, howeves. Any seting vl
from that of standard individual therapy—where the mess
we are doing skill training, not crisis interventi

imalidain
age. mmmd
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derline individual not because of the magnitude of any one stressfl v,

ot because of ot the ndividuals igh eacivy and th chronic e

ofte vl cvne. ot example, Aolhaseout ot of o, soute, and

children and a concomitant serious iliness would—theoretcally,atleast—be

s 10 cope i hin e same st of cets cxporienced on  sequenial
st repetiive stressful ever

bass. Beren (981 g ol s, coupledwidh n
insbly to e lly o R P result in “weakening
ofthe i and sbseasent siidl or ohes bchlvv In
0 b e e rearn o eemioud bl

blow hits. From Sely’s 1956) point of view, the individual is conscantl Iy =
proaching the “exhaustion” stage of suress adaptation.
“This inabilty to retun to baseline may be a esul of several factors. Typi-
caly s bodzlnendiriden o o md s conrolled by an v
. Tepersmenal o exusasthe i il o
i ST o e v Rl s o s
e bt subsequent stressors are then increased v i
% rsponses o e il s, sy t lern o e otz
stress without emitting dysfunctional escape behaviors creats sill more tres-
o Inadguae imerperona s both et i nerpesonl s and
reclude sol

precide solingmany of s robles. An squally inadequste socil -
5 sk (e i e oy bt 10 s he mabil
toconro negative cviroamentalcvens 1l uhr weaken th prsons
chancesto devlop, neded capabils
Tor wmpl, o eraan may b comsenliod by o sbenie basbasd sl
sveral youns, dependent chilrn. I may be unealisic s piy
merall 0 suggest chtsh eave b ol Poor skl and s et
ot e her i

inerfere with any chance she might have ol m sls

a bettr job possible. ul g stress, coml

an inical I s o a4 ey v shey
ads almost

‘This experience of being n the key to understanding.
ek pinegs gl sy ot sy eeminsion) 6
‘commit parasuicidal act, threaten suicid, or engage in other impulsive, d

leads almost incvitably t0 the experience of further events as overwhelming,
overwhelmed i oftr
?

age
ancion]behvions. Andy 5 e 1981 ggess,the cumlatve vesening
afhespin can et actual completed sicide.Secmingly incomprehens
ile erteacions 0 apparely minor v, petin g e oo
unde

crcandable when vowed gans e ackirop of e patens gl
ness in the facc of the chronic criscs they experience, The active-passivity pat-
tern, described above, suggests tha these individuals are usualy unable to
reduce the stress unaided. Both patterns —unrelenting crises and active pas-
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A further therapeatic problem with unrelenting crise i that it i often
sy for both a patient and a therapist to ge lost n the thicket of the crise.
nce the patient is emotionally out of control, her crises can escalate and
becorme 5 comple it e phime e ihepis can maii 1 o
gu e g g coat o i r ofthe problen s
ithe pients e o raminae hou raumatic s The umination
ot only e petuates tc e, but can generte new cises whose lion
hip o the original crisesis ften overlooked. Sucha paent s 2 b
tired child on a family outing, Once overtired,the child may become
e ey e oo e 7 o o baving e
ax he s provcatin. I he paets s 0 g (0 sl vy
ks o 0 e 1 o
e ekt . St e i oo
derline patients must be attentiv tothe original event creating emorional vul
bty in prila s o chay i the thaist ey oon
et ey e i bt e o he bcames
4 1o dsorgnios n spprscin the
Paiot of e whom, s paricl ity sensiie
ddlﬂpp v e o b vt s b
e e Wi e e ik o
{hing e disapproved of il autbursssomeimes followsd fequenty ac.
compinied by besioge. By te e Lorie was 35, el scearic wold
asfollows: She would make a decision and put ino effec a plan she lter
ard b v s woek might not ke Afr much o
the decision and her supervisor's likely negative reaction,
b s g o b o] et e o She ol
o e e oy, T
have  discussion with other coleagues and decide that a joint work project,
e e s e, oo b
1d buy liq

g o

el
ofber cote impimen Ko g b o
o, . ki o Dy P s e
woud iy deppoin hs sberd vhovat sea e end o s o
bkt ol oy ind unavoidable il
sbout uming o ool s, she i ;Mwemmmlq m her hus-

b hout  collge iton bl ot hes davghr,an s e e with
her usband e Anances would cnsc. S wouk th come 4 o that
day with me and begin with acalm request o discuss whether sh should look
for amnbor o or sl e b, because s hd desided chat e family
needed a highe income t0 put her children hrough college. All of my atemprs
at problem soling in regard 10 this partcula criss (not enough collge
maney) would, understandably, be met by further escalation of emotion.

Inhibited Grieving
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f things are neces this technique off. Firs, the
o e T & cal apsunciondi rls and genc
i el Seeondy e e has o engage the parient with # straighe
face and with a rather naive-sceming expressive style. Third, a kind of off-
beat but very logical response to each of the patient's pumen s bl
able en
naiy

Fourth, the therapist’s position has to be reason:

b careme cnough o allow coumrsrgmen by the pasen pm\ i)
simulsneously valdtes th paiencssachmen o an idea and ivaldtes
w\sdcmofdn a s (hudnl ' cerin igheoes sad sbily o ol
et b iy o o pecmry Fmally, i il
h:nw! tay de: d when o the i

e e g b i o
4. EXTENDING
“Extending”isthe therapis’s aking the patient more sriously than she takes
herself. Whercas the patient may have been saying somcthing for cffect, or
expressing an extreme emotion in order o induce reasonably minor changes
it e e e e s v Kty T o
s the em

ool sl o e de
 ctmpleth pacns ey male n e sstment st he o
oo oot of o vt o roblm I e i Clhyoudosched-

ule an exta session with me, [ wil kill mysel”). The therapist first
patient’s statement ofthe effcts or consequencesltraly, and then e
i e sesiousnss o he conseqencs (' will ll i), inde s
o e lationship o he vt o problem demiie b the o o
daling a cxa o sion). m heapis may sy e g 0
ncting ety yo e o st You might il o
e it Mo o e H
e s b
e, s st 10 your e s be dest with . How e v plnning
e g ales

ol yourl?” he apet
ously s not the as lzuh: i e ik o The pacn
i mn e probien il ,and indcd v ofen cxtndin
gt e th G somsoquemees sl g tends e
O i Cioiug s o tocaiog et vy ived.
she

Uil sy e the e of makin the psen e that
sequncs. When i happens (0K, moybe L am -
wimeunng, T moe g s, s il hat e et then
e 10 tking e proben sy The paint s b inforsd
for redcinthe emtional consequences of the problem. Used poarly, the
strategy can be a cover for a therapis’s filing to take legitimate problems
ul th paien sriousy. Tisechrue i b e whentepict o cx
i the e 1 e er seriously, or when escalaing a cisis or

sis maintained by its instrumentl effect on the
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of he s esment e, Fo v pise’ limits narrow when
paticnes e sracing and raaden e th zy w. or e ke
o et o er. Lam

i e -t mun o phons i cven s ncomenist e, b
paticnts who call and scem o be helped by calling. Patients who charactristi-
cally say that d h el as bad at the end as they did at the beginning, and

hocricie my inabliy 0 sy o the phone onge mnu-pmmum
illng o o ,p;.m conversations with.

me o it all of my o' lfmm Lesgntyion -z.,
chall

herey oo oock wihs e o ot boeherd b ingrade
Tt ot e v Al forTom with paints who kep refcig s
gescons.
In DBT, there i no need for limits to be universal among team members
orscoss pains. 1 nly imporant o cuch e np. endesand bt ¢
£ wn limits and communicate these clearly ©0 jent. This vaiabil
o s heion and viin the ame menpx in turn,
a greater similariy between the trs rosrmea and vyl i L
o eople smply ar ot onstetsno e tey alvays valabe 1o mect
=i v oo s i et re i
e all xpecatins. The goa of DBT s t s pties how
vy and appily wihin s el erpersonl i
pesomallims e s o mite gy s e
serionhan dors g iy e Toe DET g canpo
ek on e ofpedeernedrlc. Toes £ no bouk o ook vp bow 10
espond when  patient comeslae fo the 35th ime. DBT docs not provide
a rule book on limits because arbitrary rules and limits do not take into ac-
couns e indivdulty of e pesons ..,m\...o..;»..p Thus the heapisc
peona ssponbiyfor is o e own i This o be ey
T A s s e
ke 4 v the s, Ther o, veves, vl gielios b stie
el obering limis wichborerine patins, which are discussd bl
and summarized in Tabl

1. MONITORING LIMITS

Therapiss are required to observ their own limis with respect to what is
sceptil it bbavie i coh theripetic laonthi, 1o e
these limits i the conduc of therapy. In paricular,  therapist must carefl-
i and continually observe the elaionship of a patien’s behaviors to his or
her own willingness and motivation t0 iteract and work with the patint,
sense of being overwhelmed, beic that he or she unbﬂe[&cnvtwnh the
patient, and feelngs of burout. This process is much caser for experienced
ihrsis hen o o ans. s i o y e ance remarked, 1t
i very difficult o know your lmits before they are crossed.” Warning signs
incude fecings of discomior, nge, and istracon, and 4 Sese o -G
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to be too valnerable o cope, it is also not unusual for the therapist to go
1o the patient’ side of the therapeutic teeter-—otter and become overly nur-
turng and solicitous. The therapist comes into the team meeting saying, ‘I
s ey o il vy one of you who are bin mean o my pain e
s DBT vy tohink” The b st DT iy ok
the eatonsblene ofthe erspists oot e
e countepoint cha il help him of bt move 10 4 more balanced pos-
o The s s DT sl s G O
Ttis very important that consultants and supervisors remember the para-
doxof DET: Chaogecan oy occut inthe oot o scepanc. T 2n
mparan ol ofcopeukane s o i he vald reapontes of he thsepo
and 10 eflect them within the consultation meeting. It i also th task of con-
Sl 0 hlp e heapi ol approprae s i eeaumcat st
the patient is helped most effectively. At times consultants take the side of
the it g be cme 0 4 st and g inded .
times they take the long-term view, arguing tht tough m
ek
A consultation team in a clinic or programmati seting usually has two
urces of information about a patient and her treatment. One source i the
gl sam i the oty e Ieacions il o ‘s of
the program. On the basis of al the available information, the team applies
DBT trcatmen srategies to hel u;h it s himself or hersef in
the moment and also change therapy straegics as needed to be more effec-
. T o e Kty Koerer's paas, DT tam, members e 5
“warmly ruthless” about maintaining fellow therapists within the DT
parameters as they are about helping the patients.

Working Out Problems of “Staff Splitting”
“Stff spiting;” as menioned earlicr, is a much-discussed phenomenon in
which eofssonal reacing bordeine pacas begin i s P
sbou  psien, e eamentpla,or e beaviof ke prfssinale
with the patient. The responsibiliy for the dissension amon the staff i then
S o e, e g o ke o s it b
it
T oy of dscharg plansing,an inpacint vas sfred
vk syl ol g
et eovicw when' el i eopied, Sy ht the asesument
should not continue. e laer found that the atending physician did not be-
ot il e ool b et for the patien. Both the
rmd
be permi

%

ent nd members of my treatment team got angry. The patient was then

n\amp:uenlp o i the s bosp n i, with instructions o

o s e et ced (0 join my

The bead of heaupatint i vas now angey o mplcasion ot she
ot copable of rking Approprise weatment lan. A 3 afl meting
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perhaps because s drug addict? Hones:dis-
ey s ehene et i v aog
“These analogies, or any other that the therapist thinks of, can be spun
into shorter orlonger stories as the sicuation calls for (and as T have demon-
sed). Insome ase, e spnt lmost o sssions whally wiin
‘metaphorical story spun alternatly by myself and the patient. Teaching stories
andmecphors v e e ll i il radiions Vedana, Bdism,
Zen, Hasidic, Christian, and Sufi 1. well as in philosophy, literature, and
childrer's storcs (See Appendix for other sources.)
3. THE DEVIL'S ADVOCATE TECHNIQUE
Inthe “devi’s advo gy doloped by Marvin Goldied (Goliel
e ¢ S 1978 e e g aeme propositional
e, ket padent heche e bl th nmene b e s
e e e e A e
proposition. The therapist pesents the thess and cliit the antithesis from
ihe e i heprocesof agumen,they ariv at e The e
s o e by s g Bk e S
mkrs i the pisnt b expescd o 1 ol oal ks
it s b &:Ilmm\l Iisusdbes o o
b e i imile ot e ofpacadon; i mhich
o g s bt ot e e 3
forces the patien to the adaptive end
e e advocste cheue s hvarssednthe s e
o elcia strong commitment to change on the part of the patent.
apist argues against change and commitment to therapy, because change is
intl snd il eaty this e the ot v ket opposfional
position in mma.. ‘nd commitment. This us of the strategy i dis-
Eoscd bahr i Chapees 5
“The arpamencive sprosch ofin sed i cogaiive rerucaring hes-
py is another example of the devil advocate strategy. For example, th thesis
sl el of e rposdb Ell (1962), s By
grehisto e me, andifhre e prse who docnyhn a4 vor
lespeson?or uum d anyone or any reason, it i 3 mort
i ctwh1a s e Bt bdml b
e herapst may pesent the seond prope-
siion given sbove by suggesing that cven f » o swanger i afcnded o
some et acviy of the pasints (uchas dsving the ped i on
th e, o f omone e fended because of s duarion,o if o
oneis offended by the patient’s refusa to behave llgally or immorally (such
2 heing), sh patesshold s e behaio o o et
pected and approved of. Anything the patient proposes can be countered by
exaggerating her usual position until the self.defeating narure of the belief
becomes apparent.

. T i
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ingency o
relacion omip o ipley grestes enpesonal il duing therspusic
fons. The therapist is also expected to control his or her own beharior,
o insure that therapist actions at least cause the patient no harm. Despite
these cavears, the therapist i seen as inevitably affected by the patient's te
havior; depending upon the e bebvio i e e e wi o p
mote the therapist’s motivation and ability to help the patie

5:

Natural versus Arbitrary Limits
‘With very few exceptions, there are no arbitrary limits in DBT. The only pa-
e behavior that is arbitraril limited in both individual therapy and skills
training is dropping our: Therapy is suspended if the patient drops out of
ellhn  The only anbicay liis an thrais behavior r hos st forth by
onal ethical gudeine.Seual iteations withpatins,for ccam:

Pl
N B e S e o thepis ot
time, as a result of any number of facors. Thesc include per
a therapist’s life and work secting, the current patient-theray
the therapise’s gl o the pasicry
oo L saerow e ¢ st i ick , an
e oo s s i T i o
b ke e e o s L
apists with a supportive consulation team or supervision wil presumably
el el g U 8 Sl ol
i a patien’s sceaming o
Lo s o o e s
ingss o put up with i e
don'c have

erapist manshl,
nd the chairisisof 3 pariclar

thers. My ill-
s e o o  feon B grtir 41
nother patient waiting than i | do.

Momr cxc i o' o, ddin hose workin with e
o, may have different imis. One herapists s may
broad, another s very narrow. For example, one therapist ey :miul\yx
vy pint ke, o mater o ongo ey ;e
oy Qcombimelritoe oy {ooie i
o may . My s on sicide sk 1 s weilin  olrate among
By s e i thosof ol e n S
Some s e B s 1 o son e

(e oten s npging ncingiog

ing in sessions is far N
Py
iy

et Eien e st i n i o 4
therapists and not others. The list could be endles.
‘Generally, a strong therapeari alliance leads to broader limits. Peof
o ] s oally illing oo o more for amd sl e e thoes
they fee close to than those they feel disant from. Therapiss limits ar or-
dinaril broader with patients who work hard at therapy and narrower with
those who refuse tocomply withor resit nerventions. The way in which
limits are affected by patient behaviors, however, may vary among mer

day bothers
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rder: Conceps, Controverses, Defidons

%e

i, il e i o0 s sl
o I boleine cnis i iz now DB py
rapy, will e opred DAL o il
.u.w,a o ety i st v o |y"=:::,, od o DBT
p kil taining, and 8 were assigned o a no-kill-raining controlcor
Eon. Al sbjecs re aleady reccwing oividoel, contimn threpy
e communic and wer eesed fo o Sl crining b the indivigual
thrpis Subiecs wee mthed nd andomly asignd o condiions Oher
s ey s, o 0 el o sul
e i seudy and thoe i the i oy ds e sben, o
pion o theFcs that e e reind e n il ining easonably well
gresbe s 134) dhe s ed that D o sl g ey
it i 25 anadditve eament 0 ong
vl el s el -
o berwecagroep Aiesee o ey Yerabe o 4 o oggs# et
e e o fnd  uch ifeenes vas 8 sl of the mll e s,
e o ocecpericn of ol Sy 2 o
tberagy ve16) with Seudy 1 patienes who
Tt allved v 10 compor DB 10 o perso]
poychotherapy where the therapist was as commitied o the paient a in DET.
The Sy { ptns g sandrd DB dd bt gt e P
s instable individual ceaamen s-usal, whehe o ot they received
pou 1 o, A st do ey e o o) b e 22
jecrs m Seudy 1 o reatment-as-usual. What can we con-
i o s B i oy prgpens bl
e i sy Sandond DET (o e ppehoherpy i il i
ing s more fcive than genel neament svusul. Ve cannoc conclude,
ovees, tht DET group sl inin s e o uimporant when
feed within the standard DI Noc s har wheber DBT sl
i ol b o e s ok s rom )
individual psychotherapy. In standard DET, the skill training is intcgrae =
el e individua therpyprvdes an cnormousamount
feedback, and renforcement. This integeation of bothtypes

nd study (L
thefollwing ques

s bl lzmdnvldualhdpmapplymgnzwb(hlvmu.\xkﬂly,
e crticl toth sucees of iandard DET. Futhermore, combining non-
ndidul theapy i DBT il g migh et  coflc forhe

i cwome. W rc curently sdringthese

Concluding Comme
Although there is a fair amount of research on BPD, there is still some con-
troversy about whether the diagnostic enity i useful and valid. The prejudice
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observation, logical analyss,kinetic and sen
rning, and intuition (May, 15 s ,

rdeline patents have 10 lear “wise mind?”In effect,
have o et o of moton logkcal anabye, of st dess

sy b Focsing sod
e s e e e enough to allow wisc know-
3 oo st s e o i et ol

S Ctssonale mind) or owdeermined ("omaon M) Tl of
Socuing. The it sk o some s hougn iy ol 10

o the tht they s indeed capele of chi A b pte my
S o vyt e b iy sdom of ey sy,
el o o e s
2 i Bk Th s she o e o b s B

2ctnshe dooit o one. Second i o gl g  mamber 2t
campleof e whe the paimt may b cxperenced “wiemind” M.

Pl experence i mmedaly ollovin s or o rosFios
Rt e i s 1 s S o ik
bcidrael b i o oeing sonsabing dicly ot
clearly. Sometimes it may be experienced s grasping the whole pictue in-
stead of only parts; at other times it may be the experience of “fcling” the
rgh choic n 8 dilmma, when he eling comes rom decp within e

2 current emotional hird, it can be useful o lead the per-
mlhmu;h mm mu l to experience that inner calm-
s that surunds wise iy Genealy 1 havepaens fllo tei et
(e v hee breath co 5“.. ou), snd s e e o i
ional focus sl o i phyal e, e ok of

Tation. That vey cetered point 1 wise mind?” Almest all pens s e
10 sk i ok

When sk g nt “wise mind” s, psiet s et ke

i sance and e v espoud frm chit ceesof bt
pard t gaing decp it a el n the gromad. The o ¢ the s
of the well —and, indeed, the entire underground ocean—is “wise mind.” But
cathe vaydown thee e ofenrp doors thatimpde proges.Sovernes
ooms e so ot

he d iy bl s h e acaly belows s e
o0 e the p door may

e The i ol e n.; bl e Y e o tow
1o get each trap door open. Perhaps it i locked and she needs a key. Pehaps
e T e i
2 chil Bt with pesiscenc anddiljgnce, b ocan f wisdom s h b,
tom can be luchud

Borderlinepatients may have difficulty disinishing “wise mind” f

motion mind? B have 4 quality of “fcin” somethin 10 be the case
both rely on a type of knowing that i diffrent from reasoning or analsi.
"o go back to our story, ifthee has been a hard rain, water can colect on
1op of a trap door in the well Ifthe trap door staysshut,the pool o water

can be confused with the ocean at the bottom of the well It can be easy for
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s opposed to teling her this because the therapist dislkes inhaling the smoe.
In the first instance, both can argue the point; at 2 minimum, the patient
can masonuly s hat ber physcal bealth i et eponsii. I the
nd inance, here i le roomfor argument o he first ntance, the
iomy

dheapi s chowin e espess for the individuats ooy and s ol
is good or bad for herself In the second inscance, the therapist is m
...; . At e e s e ihe oy bones on e

is, much ofthe time we al (therapistsincluded) ty to control others'behavior
by el he i fr i benei,when it el focoue o el
Honcsy a3 sraegy can b extrsondinaily e Aoy
tient is often hungry for respect; honesty abou the therapist's own lmits is
e T e e iy ha s B o whlk T
therapist may agree with the patien that the limits are not fai (when they
are not), but should point out nonethelessthat is or hr going beyond these
Vs il probaly b he paiens i the cnd. I ned b the hrapis can
e ik e pen ke o e st by other therapists wi
did not take care of themselves properly.
rbonesy sndor cofoio shou whos linis rc being obered s
S tpocl s o prehieicpin for v s it s Vi
of psychotherapy sugsest that pushing a therapist’ limitsis pathological by
dehotion. The cherapst who (ke that o clls b  patict 1. therpis
a¢ home are acts of aggression toward the therapis (sce Chaper 3) s an ex-
ample here. Thisor a similar theoretical perspective makes it i quit dificult
toasesheeacion il A dheaps may e unily even o camine
dhe pousilyhat he ouble e i i o e naity or urwilingres o
rend i f the welare of the putict. Goncepe such a4 countre
cly focus o the possble pahology of s herapit’s own iy
-, they do no provide forthe “diffcul-fie”situation, where legitimate
o e e e e e g S e e
of the pae, Second,bein a therapis s  piion of gt pon i
o

regard 0 other people. I allows arrogance and dishonesty
This possibity s oneof e ook ol i

an iporans ol n D
o i i B b e g s sy o e
bencfi o the patient;in traning programs, the Ixnzﬁmithulm rarly
11w:rm=n!mnn‘l Thus, heapies cam el o gy o somchow wther.
il o g g o i paieschen
fr teribly, and somenes herpio ol tht hey elly ol
e i ey o y.-.u ader limits. The options for a therapist eyl
s (1) o repeatedly cross his or her own limits; (2) to decide that the pa-
P il !lmply pahologal or (3t allow she paiens 1 conse
suffering and accept responsibility or being unable to help. Difficulty i ac-
cepting that the therapist i the proximate cause of the patient' suffring often
Jeads 0 one o the s o coices Observin it lads o the hirdchie
my experience, it i this difficuly i accepting one's own impotence that
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L 3 » 3 ® ®
iy Time
it Momber A& EOiS i ighes el o sa sptio f confict s beween
Sufhlombor |, A3SS,
Sl Marber 8. Ao owest oo s s contict arss betoen

ifferen s members ciudes oward ot

Here both the falliblity agreement (cherapsts usually make mistakes) and
e phenomenological empathy agrement (herapists aiempt o seelfe from
e perspective of the patent) can be helpfil

with Unethical or Destructive st Beha

The lh!npm pervision/cor nsnlmmnlppmldusba ption

!hau]Vlh:uplslxwwkm‘onunmmm:r!uﬂ mm\umwehl e,
tence, erhics, and nondefensiveness. e based on mu

The sysenen o
respect. Itis difficult for a therapist 0 va havior of anothe
apist whom he or she does not m«z e -
s therapstwho s ol s to el fesdhack. Occsonaly
a therapist on the team or in the suytrvmon/wmnlmlon group may have

erious problems that inteude ino the seatment, may engage in mn(al
breaches of ethics, or may continue with a destn nawem.l ent relationshi
Fains may makesrousacusaionsabou nc checapis e Gener
aly, these problems are first dealt vy, n vl supe
1 ouside of tam mosing. The i
o the i disstormay be consled,Srous s
apeaic breaches are not ignored.

idual umpm my be contomed
fons and ther-
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environment, It can be particularly effecive when the therapist feels manipu-
lated. It has the advantage that it manages b patient’s behavior and,
at times, the therapist’ affect and desire to attack, in one response. Done
successfull, it is very satisfying.

Them oo dsriedis i s b borve o

aikido, a Jpanes sclf.defense. Extending is an aikido pracitoner’s

e e e e 10 reach thei atrl compleion,

0 e extding she epd pone of the movement sishly e
vould 5 paarly i v th chllnge offblanc and vloerable

blending which in i

a shiftin direction. Extending i always preceded by * g
kido means accepting or joining or rmmmgwuh:he:h:.\lenmxenngyﬂw
in e disrion in whic i s ging (apossk, 1980). Forexample e p
st may uy i he therapis, 1 you don's st diffee, i therpy
going to help me” (the challenge). The therapist says, “If (hcnpy piif

ek

conclusion of the respor

in regard
b vl extreme conespescen it  ofbet bt ey ogl
respanse, a response reasonable enough o seem “real” but extreme enough
1o llw the petient s that shei Veig e, ighnse and b
i modiBicirion of he theraists poaion s epially kepoctant

5. ACTIVATING “WISE MIND"
In DI, prictsae presced i the conept of e primary s of
mind: “ressonable iy “emoson miad? and “wie mani” & parson s
Tesonal mnd:when e o ppmutin ol Ilpa\ully ik
ing ratonally and logiclly, anend: icalfacs, i planful
i st o i, a4 T B i bl T
person is in “emotion mind” when thinking and behavior are controlled
primarly by her urrent emotional stae. In “emotion mind.” cognitions arc
ed or

o esonai, gl hinkin il s re amp mpiid o dis
bt becongruns withcurent s ad he cnrgy eharior s Hewise
congent with the curen: mosional

e mind i the tcgraion o “emoton mind” and “ssonale mind
oy d them. “Wise mind" adds inuitive knowing to emotional
cxpertaing and logeal soalys Ther s maty defiions of i,
Detlnen (1982)sugets ht i s knowin that s not s by resson
‘and goes beyond what i received via the senses. xhuq\nl o ofdivr o

nes

perience, immediate cognition, and the grasping of the meaning, sign

o o o o g e b analysis. e

ingis guided by “feclings of deepening coherence” (Polanyi, 1958). Although
experience and reason play a part the quality o the intuitive experience s

unique. *Wise mind” depends upon a full cooperation of all ways of know-
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TABLE 10.3. Observing-Limits Procedures Checklist

— T MONITORS his o ber own s inconducing hespy:
oo b

Vi o ety

Wi respec  phone cal ming durion frequency.
" With repec o vilatns of T priva

th respect o infingements on T propery,time, etc.

15 e 10 tggrmt bbair i s or G 1 T
" With respect o type of treatment T s willin o carey out or be 3

part o
— With respect 0 T's willingness to rik P's suicide.
T EXTENDS lns enporely whon ety

T is CONSISTENTLY FIRM sbout own limics,
T uses contingency management visa-.vs limits,
T combines SOOTHING VALIDATION, AND PROBLEM SOLVING with
observing limits.

Ani-DBT tactics:

than ususl from T.
T limits change or fuctuat in an acbirary andlor unpredictable manncr.
presenss limits as for the good of P rathr than for the good of T.

u

10, not again.” The idea is for the therapist (0 catch themselves before they
cross their limits—that is, before they are suddenly unable or unwilling to

i with i et sy o, The commlaion e can b i
useful he

BEING HONEST ABOUT LIMITS

Atherapist’s limitsare not presented as for the good ofthe patint, but rat

o o o e e A i Sttt s S, i the

0 ofbch pates s sl inked i ey therpeeic eaohip,the
Enphasic vty dilres fom pruseniog i 5 e thepints o g,

i emphasis in turn leads to diffren “The main point

that although the patient can and should have. sl ity

‘maely for her own good (she is not a child), she does not have the major

say in what i good for the therapist. An analogy can be drawn o the ther-

apist’s ellng the patient not o smoke in the offce because it i bad for her,
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it was observed that it was clear that the patient was indeed borderline, since
she had managed to spit the staff before she even got to the unit

In DBT,arpumens smong sl members and diffeences in pis f
staff see res i

view, waditionally associated spliting, are scen as falur
thesis and interpersonal process :mang(hcm s s 35 2 ptienty
atient does it runs

problem. The staff splics the staff. The belief that a p:
Perlously close o the tye of tinking therapss w10 hange i het o
S g probems iy e v o s o on exemal oy

In DB, staff members e encouraged to iterpersonal work

hese pr Stk o shey i oo du:gleemcnu overa, pmm are
e s poeniallycqually vad polsof i Thu, the sarin pooe
for dialogue is the recognization that a polarity has s Wa.u v
implici i not explici) assumprion tha resolution
synthesis.

“The precipitants of staff spiting are multple, and a number
gt Mich g s 0 o wih e St dunhenplsu i
toward patient
2l

low a wave parcern similr to patints'vacillation beruicen

el i i il s

space anchored at one extreme by an attude that the patient needs to try
harder and the saff should be tougher, and at the other extreme by an ater
e that the patien i fagike,the world s 100 tough on her and the staf

il

shoud b oo e o, o oue common scenas, o ey
sent. First, the intensity of the patient’s pain communications evoke
rocal itense desie o care for the patient and cure th pai o The

el
iy 5o ot o 1 e ot ol o i, egepally when
suicide threats are part of the pain communication. Second, different ther-
apists interacting with the same patient have atitudes toward the patient that
e momentarily ut of synchrony with cachocer e aimdes are at oppo-

site extremes of the wave ps ch s st i show in Figure 132 b
tween saff members A and B m\sﬂy e i e

he sty of ey .sy..m municat dmmnm o

thersps mfor with that pain. DBT handics his problem by carch

e o she s v s omgh ad the g ocrcpn. s e
zh:"" ‘member C might be able t help members A and B arrive at 3
Asccond scenario has tdo with a patent's complaints 0
(the ‘200 17" bou the el bevior f ot it (e "o
o T he go0d iy s o the “patin-onFaghe spe o ah e,
iy ca o i orber o g ey he "o oy This nder
exacerbated when the stakes are gh g whenthe patenti )
e oy o the e gl e

DB handles this by assuming that there i a synt i T
pervisor and/or consultation team s for eyl ity of the
tients complaints and  the validity o cased heapas beboic

Defensiveness on the part of the “bad gu does not help matters.
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2)her abiliy o produce behavior further along the continuum, and (3) he
requirements of th situation. If the patint has moved along the continuum —
v i bebavion epreensprogrshe thersps shouldrenors .
€20, the thrapis should gnon o purih sy necosary, eich
behavior. During xch ineracion, he heapse must cons iy maich te
s behaiorswith hes prse s inclcing e uuhnlmn with-
ihe stution), be potenial apabiliis andthe naure o he sivaion
Thia lkoemuion, i e o o proace  tharupeuc o, No
‘wonder working withthis population i s diffcu. Becaus o th complex-
ity and extensiveness of borderline patients’problems, as well as the chang-
ing e of e defcis dependin om comes,eapies umaly b Hxu
e e
i e el
e

d it o e

o
condion. It th patients who put so much personal
st on e hizpios, ik m! Besibe we o th miormaton ten

DBT approaches this problem in two ways. First, clear hicrarchical tar-
geing sl therpis 0 somparimenaliz nfomation 1o atend 1o some
b o o chen T el o e o i b
Haviors cqaly. nsea, e heapis wiors agains: the target
archy. hapcdvspbsars et
e i o he b e i o e e
patient strategis, discussed in Chapter 13, ar designed to imit the number
of people the therapist is “treating.” In contras to most other treatment pro-
rams, DET sipulats thas he dmw only treats he patient. There s no
need to organize and txy o i
sl it , s theep nanl has
0 thepaes, This, sy DET cop
apist 0 a manageable am

e i st o el
oy abou s o e
e b varroviag the foou o bt them
ount of complexity.
OBSERVING-LIMITS PROCEDURES
“The observing:limits approach is simpl in theory and diffcult in practice.
Ttis the application of proble- sttt Crplarincbe s
men:procedures topaien behaiors ta e o s e it
personal lmits. Observing limits is essental 1o DBT. The responsibilicy for
e e of st i DO elonps o he therpis, ot t0
dhepatien. The heapst mus b avre o et bebais beor
sheis able and willng o tolerate and i forma:
tion should be given (o the patient in a o o ate.
Toe thpise e s specy which bchaviors he o she an acepe e
temporarily and which are acceptable over the long haul, as well as which
oot eeior are el o ca o therapie bursout and which are o
Patint behaviors that cros the therapist’s limits arc a special type of therapy-
interfering behaviors; thus, limitelevant behaviors are second only (o sui-
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therapists what skils are being taugh at the moment and to highlight any
problems individual paicnts are having in skills taining. Idividual therapiss
e furid i b gt el wil skills and about
specifc areas of compet s is a chance for the in-
Bt nd skl i vspin o et Moo
e e S sl ol e
ivrcions with i modes of herp e, vocaionl hablion cue
o) ity bt o the DT program, Becse DT doss
et eopbeney, st amons bers is ot actually neces-
Tty her, Howeven, the nlckical speement agocs ot acmptin 1 arrve
52 e opposin pocions e vk The o e bl ke
vt and an il therpis i  parila e, o 3 coe man
Al e s 30545 5 &0 his
3.0 clinic settngs, or when therapy is part of a DBT pro-
i nld:cmm\s that must be made are discussed. The goal is
0 reach a synthesis monal problees shoud be esponded o
{aldough, once aai, v ) s
isthe patient who gocs to skillstraining and kicks holes in the walls or acs
i e e v oot W e o B
‘What s the clinic or unit director willing to put up with? Who should ob-
Lerve she st Who shouldcommncae s 4o Sonsequcnons 10 e
wien? Oninar e gt il el il b roponsbe o
Siy-o-day managemen of th cae, incloding cormunication of any st
onal i, Howee,coorinaon (nsols a5 ocedaton 1 euible o
posible i ondoned ¢t DET meing, 1t o ot all wmas] tht P
e vilgodissy oo embes o e racmen e nlding e
i e, Thes gt e shard.

. Al therapists should have @ chance to bring up any misunderstand-
s ooy (hzy are having .,.,...,,k mencicg DE. I s sievaion, e
S of ST e e uus snd he grocp a5 wice

pemes ke the Suprme Court. The 1y 1 ee out o t mplmn
fogratintigtoyiinoing
5. For therapiss and oher program staf members who ae eaming DET,
Eair M'Iphd if 2 scgmen of m; mecting s set aside to review the DBT
it st s gl By i g
Rl ho of cach meeing 1 e som aspc of BT, This can b 1
mporcein devlopng § et o o DBY sl Thuaskcldmlwmn

KEEPING SUPERVISION/CONSULTATION AGREEMENTS

‘The therapist supervision/consultation agreements have been discussed in
Chaper 4 and are summarized in Table 13.3. The importance of these agree-
ments cannot be overemphasized. They form the fundamental contract upon
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TABLE 13.3. Therapist Supervsion/Consultation
T axends regolar supervision/consultation MEETINGS.
— T ks and ks superision/conlation AGREEMENTS,
ke s S pomeci, eahin o pbeses ol s
e
T consuls with P on how o et wich ot therapis,but does
ot el ocher herapists how o interact with P
T accepts other DBT therapits behavior even when i presenss differ-
e e o o , scing it 15 & emon to help P make.

personal limis, even when they diffe from
T ind et s heape o s o B,
T saiche o nenpeoaiv, henemesleical empathic e
T St e Al i e e,
T CHEERLEADS ater terapis
—— T seaches for unsen progress i, s
T helps therapists find resources for their pasients.
T helps other therapiss make plans, repar difculics with testment
and the relationship.
s, ot herapss in maipctnng BALANCE i thee aiodes nd
e et o oty o o et
g 10 therspiss.
— When nvolved in”staff splitting” T acceps a measureof responsibiley; T hlps
o work ou such problens s they are.
T dsswih ot heapissunchcl o et bhior s ey
an appropriate
7Tmy Wiy s i pl S
T

Anti-DBT tactics

T blames P for saff splicing.”
T e o S s
 Tinsiss thathe or sh hs “rght” nerpreaton f P or  hold o abolue ruth.
T e et o e 8
i thatcveryone b consistent i how hey ine p—
T e o wh S
i jdgmentl o othe theapits i,
e e
T is ovecriical i giving fedback, forges to valdate othr thers

H

toward therapy. Each therapist should review atleast one
el teilipes prorpr g e
Al patins, The ol of th o o conslanthee it help the trapst
ik dearly about b t0concpraiethe pcnsy the e, nd
hgein DBT thorsialemn, od how o aply e escment
s e sk e 4nappor b e niid

E
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ofen is between th swimmer's wanting to
o e 19 thor and the conct s e i o
e e costh row mer o he e et will s
swim, but i the swimmet £ough seas she worit learn to swim
hidglirkhoplinsplepein i g swimming under water
0 scare the coach into jumping in after her,are instances of patient thrapy-
i behaiors Refsing 0 bod ot anoa when the i keeps
oing nde and roing e svime 0 shoe ey e black o comes
e cxamplesofterpiss therapyinefin beka
Pudents o e misundeme wheares thee thecepis ush them
i gt s o R B o et s ey
ke to 4o somehing 1 cans do” o, put anoxhr wat, 1 you 100K my

niieing

ot you ot ko do mmchin et s e
ot  aady do” i3 common msae st o bdein i

o theapi. This mesage and the p o s for e thr

s ¢ e of 0D i in i po n.‘

e Lorna Benam 55
e eyt peens o ok« sty o iy

7 o e ok s, s oty il

el o he psin' cmoconl pinand e o e nd he

b arempe o gt hept g M

tion of one | erbed docwh

s umzwhl te-hot bed eyt sl

ey i The woman s polysed wth i an Bttt

mad et 8 pichs ofcoain waer t pout an b e, But tere i nox
g e 1 cool downall e col Sothefiend, vy ansous o e

o out of e i e quicky 13 possiblc, el “Runl” And

Febt oot et o e jumps i the <ol nd sars pubin e

e

s pen? 1 sh ety underwood t, would sh

e nsad?

oo oy i amlbor:

e i i ool . A o i o

of burning coals.
h

cands her
with her in the does the

ned the metaphor o
remain pressed. mm\'h: mmgroll.hehuk room. Does
the riend whomnl sl
c good fcnd grab he despic het protests
:ndpu.\!bmh(oukrymmuﬂ\ faming doors Ina siht

ariation, | asled
the patien to imagine that she and I were alone on a raft in he middle of
the o fling ik ol e e, o e s badly cut
and she

was i ‘Over and over she was asking me for pain
v e o Lo e o g o
e T et ut s s, 11 Gt i o g b
pin medicine,would that mesn tht | did v undersand or ke sesiosly
her pain? What if | only had theee more pain capsules and | sa
onthem and kel nea iy o wewor run out so quickly?” Or
thepatient believe that | really had k

otd
Jots of pain capsules and just didnc want
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behavior resling in actul tsue damage,illess, or sk of dath o (2)
any ingesion of duge o othe substance nok precsbed or n excets of
prescrpron withcea ntct o case boly hart o deah. Parasuicide, as

defined by Kreitman, includes both actual suicide attempts and self- e
(including self-murilation and self-inficted burns) with lite or no intent to
cause death. I does ot include the taking of nonprescribed drugs (0 gec

i 102 nomal igheof sy o 6o el i, o dinguished

yhene nvenionl, el e deeh occu: icide
i he it o e e . o of b el ot b e

oo e sarement; smoe sl i, whee the individuspu
elf at risk but docs not complece the act (¢.g., dangling from a bridge
orpaing pll 2 hr souchbak o sallowing e an sicde eation,
Pricide ocudesbehaiorscommonlyabelled e g nd
“manipulie icide atemps”The e “parasicid” i eered v ocher
e o e e, it dow i confound o miona o
it deseiptive stement Terms uch 1o geore? manipulache? and
cide attempe” assume that the parasoicide i motivted by an atiempt to com-
i, o nffeneaberscoverty,or 0y ocommic i respectively
There owerer,such as mood

1 assessment

from sui

r

e xbe ol ornons o pesscde

eplation e, eduction o amsiey). I cach case, carel tis

neded—1 sy obcured by the s of deseripions ssuming ht such
an assessment has already been conducted, Second, parasuicide s  less pejors-
sk Sk b s s o has been labeled a “manipuls-

i T ki in reaing e individal e i arilely ey
1o “blarme he vicims” and comsesenty (o dlike tho. Yt g berd
line paticts s corelsed with hepingthm (Weollcor, 1985). Thi s 4 par-
sy sl e, nd | dss ¢ e 3 momene,
Research stuies of parasuicide hav typicall employed a.

Gl Vih 8 ity f piesucdalwehvion e sompred o othe
B Vit o bl e R
el oy such s e compers o esars b sl
s s o s con it Adbugh s
1 diagnoes aec heldconstant,such a sty i o the norm. Indecd, one
o the goals ftherescrchha b o desrmine which dingnostic caegors
are most fequenly assocated with the behavior. In only very recent am‘
and rarely at that, are Axis I diagnoses held constan or even r

cvethls, n eiewin the parauioe e, ot s b et
struck by the similaites between the characreristics atributed o parssu.
idal individuals and those arbured to borderline individuals.

Thecmoson s of prsicielindyls s o chronic, v
siveemotional dysegulaion. They appear o be more angry, hostk, and i
T Crok,Roin D, 975 Ko Mo e o
Richman & Charls, 1976, Weissman, Fox, & Klerman, 1973) than ronsui.
il pychatric nd nonpsychiatrc indviduals and more depresed than both
suicide completers (Maris, 1981) and other psychiatric and nonpsychiatric
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a0 STHENT STRATEGES
difficaltyin ou clinic is many patents lack of financial resources. For ex-
ample, patents lose the medical benefits of public asistance if they get em-
loymén.Reuotmdical problens hen e thrn g thek ok
et 1 e metical on public asistance,they ot only feel like
failures, but must live o bl ot sy ey ot ¢ bl o con
e oS T £t S Sl 1
e unable o france e cducaions v e bordelin dividals can -
e workand chola the e e, Ot theymay do b i slone
by beunable o afod . sy of oo paiars v Gl paying
fo ramporion o and s g ety S s e il
o diance rom th ity cebir, Moving 10 e vy o avive
ooy wdaiags of oppormiis oorbm e be imosile
The therapists o sich pacients must not only keep up hope, but must alsa
be sourlnhe fc of i 23 bl s i o
indiv  task of the cons erapists
et

bt i sultans is o
find the necessary resourcelness

At oths it hrepss re n despic with theaeles,not wih theit
s e v s man s therpiss e 0 mabe ik
Vit borderlne paiens. The emoriona efect of s ch misakes can be i
tense, and therapistscan feel eribl. Although it is good to
i e xcesilybadabout e s racly bl ol Usoly,
isppenigsha s hepit e g dhemhes . o wing i
e skl ) and i own therapeuic behavior with that of
mythical ol e o e bt
e e o B A s s
therapy misakes. Usually, he best consulation srategy will b to malke
e el 1 bl e erpas come < wih 3 pln for makig
Iemonsde u of e leons heyhave crae. Bein b o

can be extremely rewarding.

4. PROVIDING DIALECTICAL BALANCE
it o of it e s s proide b
each therapist 50 hat he o she can tay within the diaectica frame of the
therapy. When a paien s rigd, polri txd,mume‘mdmgulpam,llu
be xmondary s o  her bl When the -
e s b hrpit, e o coperne o g0 ekt s of
Torward st unsst o e e v et oottt
‘withdrawing from the patient, wishing to atack back, o wanting t0 qui.
I nox unslon . e o gl ot s imecig g,
1 am ready to ill the pa o g A DET w1 i The s
sy for the hllcg, vlidtshe e
on selving the e, Th bt sy DET s o

patient s in a seemingly overwhelming criss, belicving herself
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pescnality disordee (BPD) has cxploded. Thi erst s eaed o at st

w0 facors. Firs,individuals meeting criteria for BPD arc flooding mental

health centers and practioners’offces. Eleven percent of all psychiatic out-

patients and 19% of psychiatric inpatients are estimated to meet criteria for

BPD; of patients with some form of a personality disorder, 33% of out-
et nd 63% of e apper et BPD i o Wi &
e, 1983, o v econd, kb ocmen o s

e woctuly ndequne Followp seic soggtt hat the il o

e el s b e et o improvement

is slow, taking many years; and that improvement s marginal for many years
3fes il szt (Capent, Gundeon, ¢ S, 1977 ope, Jons,
inderson, 1983; McGlashan, 19863, 1986b, 1987).

<ol it e s Lepi s L

one. They present with severe pr mbl:mnndmu e vy, They s dificol
1 tea subocasully It s onder that many méet] bcakth ciicians are
feig i) il i d e i seareh o e thee

promiscs some relif.
Ineresinly th bhavr parem mos equenly assocced wih e
220 dapodss panen of ol b dunagin s ad wiie
been comparatively ignored as  target of treaument effots.
ot 382 b e s s bk ey o, v 9
representing the “behavioral specialty” of the borderine patient. The empir-
cal data bear him out: From 70% to 75% of borderline patients have  his-
fory o a Jat one elFiuiou ac (Clakin, Widie,Fancs, Hor, &
Gilmore, 1983; Cowdy, Pickar, & Davis; 1985). These acts can vary
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hvies o pesmicide o other e hesaing bebrion)
,m They e heapy-dhreseningbecuse hey s wih

« herapists iy o wilinges xstonny epr o
e ignore such behaviors; hdistre therapist il sooner
or later burn out,terminate therapy, or otherwise harm the patient. In ob-
serving limits,the therapst takes care for the patient by taking care of him-
self or hersel.

e

Rationale for Dhunln[ Limits

o o st them onsite 3 o conern i s e
e e e o o
terms of containing or stopping the patient’s maladaptive hduv:o
Gotivers, otimen and Lobese 988) o el st ~Shou s
Iededpochocherpeue shiques] il v n nividua!s e
sive acting out, then more vigorous measures, i the form of appropria
b bosbomlypdlasetremy vittiriclst e
as: result ofthe patiencs having o boundaries o limits to her sense of self,

mis g, o, sdocsment of the it e

of identiy through enhancing her personal boundarie. (See Green et al., 1988,

med with preserving the
rsonal imits of the thera xl—lhuhcmpuunnxnl;di v The
oalis o mabe s that he contingnces aperting i hrapy do
ih the therpisc contioed imlvement. Th focus s on the hlmmhx
becween the therapist’ limits and the patients behavior. When a patent pushes
= hrapss i, the svaton i cyamaned i trms ofte i bevween the
paicns need o deres 10d the therpic by o wishes. Tha o i
ot s o e 10 be dorere (. 0 ey, oo i), N
s ek i e B 5, Tanieing fhes
problems). Instead, he assumption i that e
et vt sl s e el prlogele tncertfpdpeat-ond
“They push other’ limits. The interpersonal fit is poor.
ol s ot 10 vmply thes paint beharor et ks sl
o be camine o irder. The iy ot on’s dmand
ndepindoaly f oo ol Sl s ey e B o
recipocal eltionship i th iy 0 obsre nd spee smothr P
sonslimis, Many bwdg 1...= e s andcnntmmxhu:bnluy Comenly,
the iy o know s own limics in a relaionship i equally
e iy e abilcy. Although DBT,
more s than man ek e, emphasies e i mpt o
the patient’s experiences and perceptions n therapy, i also sees the therapist
Soviigsoaly ebencet b e sty e it e
the el of the herpi nd patiens e s 3 symmetical;he i
‘encrate more accurate hypotheses about factors nfluencing
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which meetings are based. The vulnerabilty and nondefensiveness that arc
sk chascireis o thote sendingthese mestings e imply ot po-

e if there is no common basis of understanding.

Insome nsiional seings i prsripion may e  dilemma,
Diserse theoredical orientations,tre losophies, ime constzaints, and
ondnetionl thacgy cam tceeive i s s wiliagocs o e g
and implement DBT supervision/consultation srategics. For example, on some
inpaent ussidividulpycboberpinsaply mamens basd on ober

pposches, do ot atind slf mesings andae o part o the

pans . (OF ouree, when ti st ing im-
el pirtaly, st e ot of b esemct b e dbdnnt oo
chotherapy.) Or a borderline treatment program may be a subunit n a larger
clinicthat houses diverse treatment programs of many diffrent orienations.
hen a snall b of DR thries work it s insitsional

sng e DET it a shonld et pebe, oot hei
ments, and follow wprrv\swn fconsultation s . Those applying
et progeams—for xample, e od dividos g mommpmmmp.

tient unts mentioned above—arc viewed as ancillary (10 DBT) reatmenc
itk b S e - g o ke

to g DBT.Here, sy mus e seachedfor beweenthepoaies
of those lmplrmcnnu DET andthose ot The pis, s st
attend 1 the o Pbtice bamesi DEE mad

ant-DBT.

3. CHEERLEADING

Lo ll o0 cay o become demoraied when esing bodedine patins
Soaes of demoraliation ars numeros. I can at e be xcepionaly
it 1o cha  paent s making sy proges, Sometines o therpise
e o choe v e st s e et i 1 of supervisos o tam

member 0 fin and gy that e bi of change o progese it he
saten i nfo: make: Reminding e herpis o el o progres
Sorderine ndividuasand of ot i i who were s e
vt el e s, e of the conslas sk
T cominiog remindoscun ometioes b et f
Tonce had a patient with whom  fet like a falure every weel
Tttt omaton e ey e e thould ks he o0 o]
e back o he hspicl ooy ould o elphe: And vy weck the
g iy ited out some very minor but nonethelss positive
et made Rencwed snd goracd, ot back oo the
Fosor g gy espt et g
ey, ad demoralizaion became I of & roles o me,
Because of the extremely diffcult environments ichin which they usually
live, borderline patents ofen fel hopeless and helples to change their stu-
aton, and therapists can easily fal into despair with them. A particular
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realize it. One of the dany uollh; gy i st « paens may f s

the heapt i o aling berproblems xcnnuxly rick is not to over-
Simpify how hard i can b 1 fnd such ok charscstin n l act,
can be like looking for a needle in a hay stac) ».;.m

ratgy

beusedin lzava\ln' mannr s e dicaclii hecapeaeis inion:

ship where d ows tha the therapist has decp compassion for her

i e o gy canbe wedlighdly and with

Fumor, When | conduc skl wanin, o it g i
runiy o

r

Ly e e v the worw it b
436l Te incongriy oy response n. Tar i ]
i (1ot ) :pl p and ke i acw informaton
(ic. this is a chance to pract i lvcvencs, emotion s
il nd:nx ot e sl s o

tion, or distress sk
sl ofthe thrpie i
oud i indeed lack.

finding the sivr lining without denying that the

ALLOWING NATURAL CHANGE
Dialectcs assumes that the nature of reality is process, development, and
change. Thus, t0 introduce arbitrary stability and consistency into therapy
wnu]d b soutilctin in charcon: T oo 0 o s et

doesnosmid mnod\m!\[ changesnd by i ther

lp/‘norls ek sistent therapeutic environmen.
Hangemensof he gyt eving mzychan 7 Fom e o ey appoi:
m Sy ety vl o U g o bt ecapi

development,

acing with the patient may allsay differen things. The change,
and inconsistency inherent in any environment are allowed to proceed natur.
. The key words e el s oscy” Moo e
nothesameting s introducin changefor the sake o changes tht would
Dot kb o el tha vl rom
ditons rather than those that are imposed from
Sablty and consiency re morscomoriable o o s,
d many baecnormous dificlywithchns Th oo ber s it cxc.
e, in 2 ke smonpher can be thepetic. idncs of
ferslite opy

a
i
H

oure 1o c
ange within the therapeutic rlationship o ity for the
pmmlmdzvclapmm&mwllhdnw,ambl‘mry\l vealcblicy, sod n.
consisency. (Indeed, the opportunity 1o lea t cope ffecively with chang

isth “lemonade” made rom the 14 mon” of experiencing the occasional
oy of e el ) A i i sd e,
e herapeuic laionhip also it the gencrsizabiley of

Kaoning e i e bt o asil s i, where -
biuity and a cerain amount of unpreditabilty ofen

Do s s it e o conasoy 1 DRT? No.Buc

the consistencies thar do exist are like the still water underneath the waves

that come and go i the ocean. They are more realthan apparent. Technical-
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resate frequently that the observation of tese limits will beneft the patient

inghe ol (Th herpio will o ey s Gy o o
se harm the patent.)

. COMBINING SOOTHING, VALIDATING,
LEM SOLVING WITH OBSERVING LI

s o wding e gt vkl by drioglnia

cannon e overstated. Not giving th pacent what she want,or b

\ilin vy et acect chavion o ot meas e the hrpit o

ot comiort the patient atal. The therapst also needs o validate th patiencs

disress and help her find other ways to cope with the problem. Observing

Kimits must be surrounded on asides with interwoven valdation and problem-
solving suategics. Invalidating the patient’s wishes and needs is rarely the-

apeuic.

Sice DBT encourges s i priis lghonc
i ot sty e el e o S o
Thertpss who canorsecpe s afe hours lephone el hould
iy ot ok withbodeint P v et ooy
and therapist needs as well 1 shorttem ssues muse be consideed indetr-
mining an appropriae elcphone policy. A therapist who has never placed
e oo on sephon s oy thas e et ootk
chat at 2 A cither has never had a needy patient o i headed for bur-
sou and o o he .

The duration a !nq o ofallovabe clls vy for dins
aiss andfor et pats of te same herapi. Some herpivs
Wiling otk cal ot ot ary (i ond do ot s beuhred by oty
alls. A therapst who once worked with me did woodworking and painting
in hisbasement n the cvenings. Patients who calld during the vening had
almoslmisd i, s e contiues 10 i o pie whie ki, O
therapists are unwilln 0 spend so much time on the phone and learn
s ikl oo call 4 i bk when comvenient. Gondidons o

hone calls may als vary. For example, in our clinic | have had therapists
B () e ol S o e b
patint back (ch theapist needed tme 0 et  glass of water and ey
(2 ad ety e e bote s v 4 v
therpc i s b ot up don 5 ol e cls v the 2l
ing sugesin that the patnt call e s e ey e
dayime emergencie (i heapics daytime schdule wastos packed 1 1
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both therapist and patient o get confused. Rain water can look like oce
el e ot bl by
el e el al ity o o, Thir 6 o sl St
this. Ifintense emotion is obvious, the suspicion that a conclusion is bascd
on “emoion min” nsadof “ws min” i probably coms. Gennl,
ime is the best ally
s i Sk i ot e

Hertaseit| i fat or unlovable;”“I don't wan to lve without him,”
“T'm afraid o fail’)asif th feeling state provides information about
heempic ey (1 o o unoable? = ot v kbt b T

g o o), When tis ez i el o imes imply 12 e

e et I i e T o e i b You . Tt ok
Smesl &y W i e 1 gt o b
be true in you ). What do Whatis true?”
R e e e mgﬁ 0 be true an
‘what she thinks t be true; the synthesis s what she knows o be tuc.
efual of the theeaps v eerin -emorion mind” o easonable i
i n cxample of  coniling sty n b srvic o etog g0
e pushtard “vise mind” bythetherpist can b asly abuseds o
il hesth Mgk etV A 2k tiu i e
=yl T g ik Pt o4 ol
mind: ” Thi e A e
2 e o D en o s T o o
‘mind” conflct with another's This is an interesting paradox. The value of
therapeuic humiliy canot be overstated. In DBT, one of the major func.
tonsofthe consiainispersion g gl i s il e
rogance that can casly sccompany s rul positon as the herapiss.

E OUT Of

. MaK (ONAL
kmg lemonade out of emons” requies that the lhenpm take something
that seems apparently problematic and turn it into an asse. The dea is simi-
1ar o che noion in psychodynamic therapy of ulizing th patient’ esstanes:
The worse the patient acts in therapy, the better it i. I problems did not
show up in the therapeutic encounter, how could the therapise b helpful?
roklems in evryday i e opprunies o prcic il Inded,rom
thepont of i of praciing skl havingp be a dis-
aste,sinc there would be nothing to practce on. Suf :im., ey
prsideepiorer et havesufered can reach out and help others.
Ao hrs he oo s he pains graess weakses are
dimaily o hergreste sengihs (e, et persi resising.” change
s just what will kep her going unil changes re made).
“The idea that lemons can be made into lemonade should not be con-
fused with the invalidating refran, repeatedly heard by borderline patients,
thatthelemons i thir lvs ar actually already lemonade f only they could
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ofien the problem for more experienced therapist.
3. TEMPORARILY EXTENDING LIMITS WHEN NEEDED
Oseoinglimisis ot s 0 be uncring o snrsponsiv 0 imporant
atint e Nor i i permision o be chaoi n rsponses o pate
o and demand, It esesaryfor heapiss e push i o
limits, extend themselves, and give wha they do not want to give. This s
pariclry e i choniclly il an dbmd e paiets.An anlor
no maybe el ber W u  sreons caor
fus 1 hospial for an ‘ould rather

o s
e e et i e e ichoelpicd
be on cal periodically. A surgeon who has been up for five nights in @ row,
secting 1 or 2 hours of secp pe night, may reach his or her outer imits and
nedsomeone st take callsfor 2 day o cu. Noane can suve orlong
Ao SOl e S et W ot i o s
ocher

and the p: :nemxhl e in danges,the approprit gy i il

Peokials i e peowion o car. Woth s s o o and 6 P

S oot n danger roblen sovig s chn\gg pm(:dnm are the
appropriate stategies. The dialectic here ushing limits when neces-

b ko i sl o derired
4. BEING CONSISTENTLY FIRM

Paticnts oftn try to get therapists (0 extend theirlimits by arguing the vl
ty of their own needs, crticizing the therapists for inadequacy, or at fimes
threatening to find another therapist or commit suicide. They may engage
epcatedlin araiide, o rfse o cooperte unil theherapsts coper
e with o n clinc s npatien sesoge, ey Soei sha il

andn ,mn,cmmm. ince, complain vociferously o othe
tients, or go Yous spervivon. s perbodymart g pt £
oot g d
The important point here is that obscrving limits often means placing

p:umzbehawnnenanmmcumuh:d\llt The anowr 1 paient’s i

extending efforts s simple: I am who I am” Thus,in the md,lhtm e
Has o aption bt 1 apsere s o hr o i, I 1 emp
lorof pressure s applied to vacillate bevween expanding limics an prphierle
the patent,implying that her needs are excessve o inappropriate. The emp-
ation must be resisted. Giving in and appeasing the patint following be-
havior escalaions will only einforce the behavior the therapist i trying to
sops esponding puniciely mean isin theside s of v cose
quences The tacc hee i 0 us the same P ey paiens

taught in interpersonal skill training: e e
oo i or e poilon caly sy, nd B, may b el o
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Keeping Information Confidential
With one exception, al consulation discussions are confidental. Informa-
tion about patients i of course confidental, but,jus as importantly, infor-
mson therapiss reveal bout themsehes s ali confdntil, The nly
ey are discussed at

eepian & eyt e e of e b
peridon/consltion mesing. When s piet rotscas o an it
Spie may juiciously vl s of the sabscance of the iscusion i
this information will have a posc prickod y.g ent’s elationships with
hr therapissor when o fedba L i m@(h:p(hapmm:m.
hance her skills. The potential for distori be kepe
in mind and fecly dmined.

Concluding Comments
e therapiss he cae mansgement sreges in DET are the most
e topemens The b BT spproach goss omevhas against the g
Moo of us b b taght priniplsthac e s the apposes of some
bl il (5 Ivtdrksep e and
st s munberof e wiesin 1 ey
e e s o

2

seting. Some of the principles wei
i e, Fo e, e could v caly o0 Wchl:m; inpatient days
a5 an outcome measure for outpatient DBT if our treatment team controlled
an individual stayed in the hospital. Caveats and exceptions were

gy and found whee webad 0
o tht mayof he ek
o ed ot 0 be very effec-

and ne BT.

developed s we went to the Lo n

allow modification. 1 was

e dewloped iy forraeareh p

el Tuo e e
mm thespikmperviionic e sopeouh whe by e 4 i

necess <0 be sure that all the llunpuslswma:llu!ly con-

dcringth erenen, bl we gave group skills taining

e o s ng individea pchothrapy inthe com iy, 1 g1

0 know firschand how many therapiss were fnctioning without the supe

portoF  consalomion goup |l o ¢ of ther-

i |sxw)w un:dmzfo(hclpwuh therapeutic p as noed earlier,
s surprised by the therapy mistakes that were halng pd syt

:punwh eemc ehcrwie o be ey B30 therapin As | v ool

further to inpatient units and public agencies, 1 have been sk o and

over at the lack of supervisory and staff support in many insti

g el dha e flue o cbrin nd g deque conediacon tod

r s based on a failure 10 reconize the importance of context and en-

Vool ot napiog Where Bkl i erapeutic behavior. Ther-

apeutic behavior requires a context that reinforces it. The laws of human

behavior that apply to our patients apply equally to their therapists.

suleed w.m sl h % i
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il peoblems. nded, the et doublebinds ht sl ol
lss elgou, ol and racil expectaions placean individual bbavir
are viewed el s portan nocaces n idividue behsio o

lading he behaviors hat borenne idividuds find problematic. The po-
sibiliy that BPD i 2 joint person-environment disorder is entertained.
Bordeline pains ofc sy that they el s they dol i ' ey
feel alenated or disconnected y ar lving in.
e Sty i ey s i Bl g s g
o the social world they must live n. The traditional soluion to this is to
g out how sch an ndividalca change el o 6 b becer o o
Do o o e Tht sl s he pern G el
oweves, i oficn atural (“the way things ae”) and unchan
The o e e i :,:;,u e el b ,.,.M

r

-b

mnd eaenlige of the sy in which

i e iy o il e onins et st

diidualhas e h 1 believ that she  indecd iadequate o el

Iy Bawed. Disccica asesomens reqires an st of the g oca

nmk o i merlondkip w..». the mosnaos peronal comers. The

sl i e pe

oL rdalins ey p] .“s e e e e ke

ing th idea that another culture —a culture into which the borderlne individu-
syl poadbie

s very same points also apply to analyzing the influence of th struc-

ik of onpy, o the el i af th hovdelns padens. Ot e

Tl and egularions about how prchotherapy should progress have been

rd. I s et e e and gulaions e o catur

chi be. Such. cerain rigidi

the only way things can a position leads to a cerain rigidity of ther.
S Sehaion. The iplicaion oo e.,.m s that i a patient does not
 thereis something wrong with her rather than with the therapy: The

patcn s caght 1 the sherapy: we do not ordinarily think of i the
therapy to the patient. Dialectical asessment requires an openness to cxamin-
ing the oppressive or iatrogenic nature of some therapeutic rules and styles
‘when working with borderline patiens. Such an analysis will expand the pos-
s of herapy and perhaps llow s delopmetof he herpesic roce
res and relationship for the maximum benefit of both patient and therapis.

Concluding Comments

auw poed e cancasly be confused it pimmicks
yofag , gm ...q.uwpm. ed g, And i

i vt s acally sid and don, s wou ol

et cav A dsleceal stance requires he hetapist 1 hold both sides of
every polarity, to believe that he or she daes not gtk
t0 search in earnest for what is missing in both the therapist’s and the pa-
ient's way of construing and responding to the world. In short, it takes some.
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y, the only consistency required isthat
= dyxinncmma.\ status quo as well as beris a--@ - m,,
the therapist must be consistently on the sde of the patient, w:llmg 0 bend
the therapy to promote the welfar of the patient. Indeed, it s this consisten-
o of carethat s the laionsipsfc cnough for exponre 1 change

beneficial
ssh
Much olwhu: any poychocherapy can b thoughtofu s
menc” Tha b e heapis and ihe i tryluﬁz\munnuil:uﬂly el

is influencing whar; wha facors om0, e an ik
2 ih Goe; hat g wrong o g I hepain :‘5I|f=:n inther
£ e g om o 8 vy o . Wher the ey

gs

lookfor o e thecocinl perssaion aeyisting
o A pahon) and sydu.- r i sl s ot e
ppesachcs i BED, i paralr, e = pachunt o Joomiey e socsof
disorder within the individual racher than within the social and physical con-
picaly

st roundin e pson.Aovgh gl syl e
i o carly environmental vents in the development of he
Froblems of th borderios pascn, ot teoces Py sane aanion on o e

kol he e oot kg o e i
prolems Disrired biloyd: oncional copiie cheas, nade
jec elations, an s b l e e aenion.Bo.
ince of the premise hat heir

d:rlme mdmduals are. nmzbl for the
R e e
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i e L
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R e e
nomic m(lu.e ices on the :ym cur 0t bchsvwr
P ——
T e T
...amimw"a,...@?lu,v. e el P o 1 o
B
it o it ) i s i
ST e e et i






index-346_1.jpg
Crange Procedures: Part 1. Contngency Procedures

Jow her t0 rerurn calls); (4) end calls immediately unless the patins had al-
ready wied a certain number of skill (the therapist was tired of “doing for"
this patient and belived i was untherapeutic) (5) end clls f  patien had
consumed alcohol in the last 6 hours (drinking interfered with the patients
abiliy to be helped); or (6) refuse o take it

the patient called and then refused to engage
oy e st s s calls. Tho

he

s iy e ek
in (che ther-

ﬂmp point n ereis (hu
cch therpist s s bis o her own i, whih
ot by the therapist nd the supervison consula

Suicidal Behaviors

hecapists ‘olerance for suicide thrats,especially sriousones,
e T i e s
but high-risk treatment plan that puts them at isk of being sued i the pa.
o ot iide Some s hksphicaly appred vl
hese areas. In general, patients need
sl el gty L eleuled
i b ol oy s of k] oy, s
Tight g i fthal behavior ar not allowed 1o hve Itk e
Somersks s moe within sy K. | havealoo . paiat n e b
e el s fre ot e e
consequences of observing limits ar extreme for the pa
tary com

o (e, involun-
‘commitment),itis essentialthat the therapist both give the patent proper
warning and provide a way for the patient to avoid the aversive consequenc,
It s also essential for the therapist to observe his or her limits. The topic
of suicidal behavior and limits is discussed more fully in Chapter 15.

Concluding Comments

Itis very important for thet i ists to be aware of the conti ies they are
wpyingin pwrhulhz equally imporeant to b avars o hhz dﬁm
of contingencies whetesso s ae incendedor 10k, Mty
ol by ot o el eyl

by sppiio cootagence. ot

<o o emisgmces e viewed b, od
negative contingencies are viewed as coerive, manipulatie, o theateni
en hee herpis e stamomy and bl that behaviorsunde the
control of external influence are ot as “real” o as permanent as behaviors
underthe control ofinteral nflucnces. Inother words,these thrapists value

i s e o f el ot e he
old o the idea of

unconsciousinent and choce,somecimes func-
nn .,.my el tha il v s actually e the ool of e
choice the intent and choice are simply conscious o
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Dialectics in the context of the relationship can be compared o ball-

oo Gaming, The thcapo e eapone s i i ot o6 whate

she i. The idea is to move the patient slightly off balance but with a hand

firmly guiding her, so that eventually she can allow herself to relax and et

the musi move b, However, he patent s frequetly e 2 dene iing
f control erforce

The therpi has o move i i Sy with 3 co
p-llvznl from moving off the d. ce o “Dencing” wm. e st
R e the o 5 ol AL o e i it

g g m Sty e i e o
support, the carrot with the stick, a hard edge with softness, and 50 on in
i sicsion.
he teter-otter image, the objec s for the therapis and

oot i 9 the e sgetbes v thi bk ko 4 £ o0
¥ iGhe platfom nd tecerboee. Abbough o paael ey whes b0
or the other moves back on the teetr-totter s to balance it by moving back
nesl b conine t o bacovardboh il ll o and e e
il detied o dppud. A it Gl omion 2 B o
of  bordrine pacint s beweenthe e cant sand i

el Ve pot e e, e et s
e ok o e gt B o o B e B s
b s e wil hen lo mov vt e midde: 1 c mlhzn i
bty il Rrbaps you cas ot sons, b il elpyou. bl

"‘i

cha gy with sicidl pae

o o
sui ik nd from i sk com
notion that DT pame of ik played b heaps
g llyhe ) cortelfrenall i Slors
1o it bt G o a5 have 1o leave s miidaal therepst o el
Dbl b e 0 g et
riginal therapy agreement. The patientleft the session and called her ther-
e sing e 8 e bt s i w006 b il A 5
ot 7ot gt ff, and kil ersel I b thecapist et 0 th bus saion
o e e et o el g o s of gy, onld b
been the same as jumping to the patient' sde of the teetr-toter. If the ther-
spi bad cald sh et “marplatr” and e ko et woud
shesame s mvingback n th e oter o maloan bl
T s b o Mo s e g i
ek gats hemell.Ioead, e hepis meved sightl vowardth e
by expressing fith in the patient,validating her suffering, and encouraging
et el et the b b e ot n ), come back,
work it he therpis 10 b the problem. The it would be
i

waiting and pr ing that the
b ccampl e presced, ompi !
o s olq e e 8 psm of s eradieial e
sy, such moves il ndace the paien 0 fump qlncldy heugio
side to maintain the balance. The therapist may say something like this: “I

oberend
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son, who just happened to be listening when the message came in. The pa-
tients behavior clearly crossed the therapist’s limits. The patient was told that
ifihebbavior eure o anyresson whasoeer she wou beon aation

m therapy. The patient repeated the behavior and was put on vacation.
T B Tt T e
ol et oty f e mansed 1 0 e 30 oy without con

racing the herapis e theraps'ssocite i any vay (o e

e e o). This s e it sl e, e th thrsp
e shepasar ould be s ool e Schiviok e s The e
dition that had to be met was that the patient had to reassure the therapist
by her behavior that continuation would not be harmful to the therapsts
family

Vacations following adverse behaviors should
haviors acxually inter
st

only be used when the be-
o with she condact o herspy. One wey 0 emeber
ahe psietsbehavir and h puihmen shoud, whenposie
st e s e, ot e St I ks et ik
o s ki s gt e e ik i

e e s e
o e pacat beaior. Toe serapis s scd o Know how avrie
Jaceic il b, o e pees, g i ek o oo e
flloving drémcione bbaios mfrin, ey e

1o come anyvsy. Obviusl, ot be put on bri

cions. For others, ek viation s ghy s g sl
ek Koo Ot s poral st e e b il s
Jociiodpeiod o e (5t pcon b abin s cully ey b
sufficient. Generally, i the behavior pattern

o e

is xeme and ll o s fled
(ocuding beif vacions).he herapist o considerpuin he piec
an vecmionunl the e of e conraced e A. poin th painc
should be allowes n to renegoriate eract for with
the therapist. In e only siwuation requires a vacation unt nI mmd
of the contract: missing 4 scheduled weeks of therapy in a row (sce Chapt
o i of o

Termination from Theropy. . .as an Aversive Last Resort

As in a marriage or family relationshiy

ip, any permanen breakup is regarded
asa las resort in DBT. However, under some conditions termination is un-
avoidable or even advisable. At the beginning of therapy, before a strong ela-
ionship s formed, a therapist may terminate if he or she beleshat nober

therapist would be more helpful. Obviouly it sy snop oo szoer
therapie s el n s s of e e er-
minated before the end of the con iod only after every kA
S b s s Ao B b been pEs ‘mamg solute aten-
o o therpy iterfering behavios,ouside conultion o “couples coun

eig, and vacaions, The e it et pehovios thk s b o
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consistent with DBT and may at imes be prescribed (see Chapter 15). Ses-

sions with family members without the parient present, however, are incon-

sistent with DBT. This means that although the therapist helps the patient

Sl e oo e s e Bl sk
it pacnt,po with s 8

T s s e e e e he slpzn .,a e
beter undeandingof nd mor vldatiog s ovad the paten
DT oo b advacad o e o ki ot sl g s

cussed.

Arguments Against the Approach

The :mu«\unumlvlhrpmml Ipvav-h in DBT is quite different from, and
sometimes diametrically opposite o, the behaviors expected of mental health
professionals. Furthermore, it is undeniably time-consuming, It also appears.
inconsistent, at least a¢ ace value, with a systems (including a dialecticalsys-
tems) approach. These arguments are discussed below, together with my coun-
it o mmeapicy o conaliaion spyoasa:

Mores of Psychotherapy
Peychotherapists are expected to exchange information routinely with thei
g o pasens by, Bgpons meomion; st epuees

current status, and any other information that would help the professionals

currently treating the patiens. Even when patients are capable of speaking

up o themeve and inrening 0 e ove bel, bowes hrapes
e o ected to

edinasily sl exp rovideinfomation s conlt wich ober
bl professionsls eatieg 8 e pues ic mores are lightly dis-
regarded in DBT. The divergence between DRT o oo pracaes s bsed

on two lines of argument, one. g palpeora
Clinical Argument. The mores of collegial behavior in psychotherapy

e b on e modelof mein csmene Case complation and prov
sion of referral information are necessary in medicine because the average
patient seeing a physician is not competent to convey complex medical infor-
mation accurately to a new physician. When a patient with a history of heart
aimens s aken o he cergeny room, ¢ may beof i anddesth impor-
ce that the physician know the individual’s medical history and cu
dications.

e

problem arises in transfrring the rules of medical treatment for phys-
mx iortrs o peychosocialsment for behavioral disorders. Although
Jay not be able o give a coherent review of their heart or livr func-
Soning, o individust, inchding bordeline paiens i pychodherapy, can
sive s g cohre: account oftheir bhavirlfnctioning, T o e et
that psychotherapy is collaborative, one would also expect p iy pa-
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dialecticalstrategy is the balanced use of specifc stategies and
zpeu e i b th reps dorig iceacions with e pein.
o e i i choge iy i
iy, sururing with challngint, aed & foous on C4p .h.lm with  focus
onlimiations s deci s he s of i ol o bring
ot the apposic bothintherapy e pacents i, sl
o onthees. The key es gndm. the therapist’s e
i opposie ot complemenatyposiion cn b held,
T, change may be e by phating cprncs, sad

by emy e
sapbediiog unge i copias s copotin s s
D e e
in cach part of an interaction. The wisdom of this approach
R ool gyl s el et
commented tha “wichees sid he therapis aligos imsaf vith, e pa-

sintwilluslly el mpeled e (.5, Comerly, g i

<o e ol of  dleciceds o incresedension :upxstl

patient, and suall e plicshin sthe G s st sod
th. Thus, synthesis and

rowth require attention wh |...u The s
s arh wh wiseious ot both the b
nt behaviors and

o oebor i thes st st e
(whilc beng open i by e otdmnp that embrace
and include what was previously excluded.

Maincaining a dialectical stance in the therape
ber of essential chara
is 10 keep the patient sufficiently off balance that she cannot

e, P, pesd s e f she o

e s
pyass
foothold to maintain her previous behavioral, emotional, and cogaitive
gk Qo sl ke ook & mpian e Sond e aeapis e

be ke, e ensing cch movement of e pacien. Th dea s
oo with the ing with just enough movement each time the
pasentmo mm.‘ ﬂh:xmbenllltnl[htnrsh and the paient
i endsof s etes s perhed on  bigh w

v he Grand G :nyan e,  dilecical oy

ires tha the ther-
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therapist icks th patien out and then pinesfor her recurn.) Finall,ch ther-
apist should provide a refertal or backup therapise while the patint is on

e o vork on dcing e cceie lbol
consumpri 500 forthe. 1 ould ot desrmion wheamer
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i o kSl bt o ek e s s i 4
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e G e M by ke
er back as soon s she was willing o meet my terms. She felt that she could
not stop drinking under pressure from me. This scemed fair enough | sug-
g 15 st bl i e Vel v

lowing 3 while intoxi
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. After working with a patient or some time, | came
id not 2

iedon e v o

o f o spproved
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not help her

of her se-

s tpasialing
sbsanceabuse theapy, ot she
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e e e sk g P
S yaod found 2 cae m scc her individually. She was 50 angey
et e el o ol to me and nded o dop bck o s pockisicle
plllznruml e he it gt 0l e v e s
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‘and tell her how I missed her in individual ﬂ-mpy o conib wai un
ks Jme productive actvitis. She finally did, and therapy turned

organized so
e amples above involved the absence of patient behaviors that |
el e el o the comducs o heegy, Wht doe  Tuapi do
when a patient i actively engaging in high-rate behaviors destructive to ther-
apy, or the rb:xlplsr‘s miligen s o edasned (pencel i)
s b il A Jusse ofoue o out e

a e ‘home answer femes.

ey

and d o othr
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‘anious rumination. However, there were no differences between groups in
Sl reporeed depresion eve though u sbjeces mpreved. With Fapes 1
interpersonal skill, subjects receiving DBT, compared to those receiving
e ey vl ced thenibes bee o verpeionl e nd
l problemslring, and wer bighes o boch selbeport sod

interperson:

interviewer-rated measures of social adjustment. DBT was not more effec-

e, e 0 the eatment-sesosl ondiion, b i gt rom
selves and reality.

ofthee own s naceping and olraing
T B e e Lo peten
days,and anger among DBT patient, in spite of no diffeential improvement
in depression, hopelessness, sucide ideation, or reasons for lving, suggests
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those receiving DET were doing better than those in treatment-as-us s
pessres of gobal et il sdusmen, e vk o
every are was super et s-usual t poskeatments
e was mainten: .munmg i during falow: o ;m Smomh!
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sponses. Two ideas are important here, The first s that the possibilces for
ymm\ahndwmld\m:edomxemﬂg: from some point outside of or tran-
scendent to th system, but le within the existing contradictions of cach specif-
ol conext S, 1986, The personand e cvconment ot clngs
and imi cxch the eprocaly. Changebot nthepeson and i e -
cial context, involves ref it  capacities
in light of these challeny ts (Mahoney, 1991).

" The sccond de s that cxemnes mdngdbehavwrpatkmx are signals
tha o diecchas no been achevd, Thus il pch sl o that
advocated in Buddhismm, is advocs “The important thing in
following the path to Enlightenm ey being caught and entangled
in any extreme, that i, always to follow the Middle Way” (Kyokai, 1966).
‘T e el o charkle e s ke Tho, e Uiagec bl

ecached

20 hold o el in  igid fion o svid
Robere Aitken, a Zen master, has said, we
nomstchmen” (Aien, 1587 403,
Dialectics,from the point of view of behavior, can be most learly seen
inthe e et adocted in DIT. The DBT beharioal s ar good
exampls here. Emotion regulation is balanced with mindfulness, where d
cophs s ancberin,descbin,td paricpuin, naed of
motional or a experience. of emorional
Tt e e e el
experiencing with attention and leting g0 of control on the other, are advo-
el Inerpersonal fetivencs focuss onchngig problemati vions
by contras, distress tolerance emphasizes acceping problematic stuations.

all costs. As
from our

he

SPECIFIC DIALECTICAL STRATEGIES
Specifc techniques that target the therapist-patient relationship and dialec-
sl bbavir pateens ae decribed below and summaried o the bocom
le 7.1. Although I believe that each of these strategies can be
ibed in strictly behavioral terms,  have not attempted to translate from.
byl it o e Itwould, it seems,
violate the spirit of the dialectics | am t comey.

1. ENTERING THE PARADOX
Al e 1989 one s o on o hefist s s mpocn ke
poychotherapy with borderline patentsis o get thei atention. “Entering.
paradox” 1  powertul vay o do jus hat. I works, i par, because

prlndox contains within itself surprise; like humor, it presents the un
pected. When confronted with a paradox, one has to sit up mm!.:
Entecing the paradox is a straegy much like koan practice for the Zen stu-
deo. Koas are dimnas o engnatc s hat Zen tsar:pven
0 solve, even though th nological answers; cy students 0
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apy problems fthe therapist is using purishment o controlsuicidal behaviors
Third, people usually withdraw from and!or avoid people who punish them
Thos the e of v contequncs 8 theraputic prosiue i Ly
ke 18 o e mal b acr s e K
5. Wich borderline patintsin particular, aversiv consequence

o proup abeasion, el witbdsena 420 bl 2 all, preme.

vere emination, snd ol beherioes Gncding sl i) Lrogen
e i ol st from atehing the wean e v the bebavio
or caumple,hanh confontaion of it or dsseociing paen
during a sesson is unlikely to help her talk. Commenting on the effecs of
her withdrawal 1 know this is very diffculc for you, bu I can't help you
if we can't figure out a way 10 get you back in the session™-may help. Taken
Uepshes s g e s g e e ot el

g3
13

be the last contingency management procedure considered.
Determining the Potency of Cnnum
A therapist simply cannot assume that & partiular cons will be rein
foring neua, o paciing o » e, What ke paient may
ok for mothr The oy vay o deemlne whater s iy
okiagisn losely. Although the therapist can use his or her the-

ory or assumy ,,ms vl e paiens 1o g poeble ey o

puishmens, hese cannon guarcce what wil i fc k. Thee s o sb-
stitute for observation and exper on n this seuaion. Poeoil i
= i ot nl beven e, i o by coute witin she s

Peson. Thi pann e covtunoes iy s ion for herapiss.
el g cheerleading, belief in the patient, con-
tact, and availabiliy for example, may or may not be reinforcing, depending
ontext)

on the particular siate o the patent and current cvents (i, he context)
Thus st o e et s i o st oy
it various conseenceswil enfor o punish, butthe condiios n-
der which they will d

Praise as o Reinforc

Borderine and suicidl individuals atc often both cager for praise

afrid o it The hxmﬁyb:arpssmdmﬁﬂmnc.\ywlh ioh i

ment (requests not t prise, questions bou the validiy o the herspsts

e ldiy of
rais, i) They sometimescven evet 1 more dysfunctional behavir o
;w. e n.,,....m... e i sk o raie.  pains
F i e e e s g vl nd o i
Rbindonmen e sufc, O e padent g s e
it ying e of e, Anget anorpaic ey sl Wi o
 bordrine e iy ket e o il e e ot
than he can deler. Fers o e and of dsuppoiming e pie s
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Taking an extensive history may be difficult in

certinly, it s casier and quicker i che patient or s e an g o
information. I the patient i desperate for hospitalization, she may nt divulge
accurate information about her past. Thus, the expedient thing to o is to
ol e peeny comen herui ad b for mlnrm:lmn i e

ommendaion. The epeationis will provide s
i

thatthe hera
information. I n; therapist does not it o nfocmaton s
okl ek e cither. To do s0
i ey o il he s Reeds on er s The usalpotcy
i such an instance i o review thesituation with the patient, making it clear
5 e il o e s sty S
, with the patient’s permission, to give the informatio
iy kit et T e s do o e
alytell the emergency room physician whether o hospitalze th patient or
not, although the therapist may give information about his o her poicies
o hospitalization in general ot in parccular with tis patint.

What about the System?
When an individual lives in an unsafe environment, how should a therapist
targe treatment? Should it focus on making the environment safer? Should
theindividual be taken out of the unsafe environment f i cannot be changed?
Or should treatment focus on teaching the individual how to keep safe in
an unsafe environmen? Each approach has its merit; each is necessary at
times. Within DBT, however, the philosophical emphasis is on the last of
these—teaching frilfosssiy g iy et
therapy, the focus is on “empowering” the individua

I
Wain DT, he e fthe herapiss b the pain
the system (including the DBT system). The intervention approach s “bottom-
" saher han top.d n ths is not possible —for example, the sys-
temis extrao avilingr \.mk change—the patient
ishelped ou of he . Alhoughthetherpistmay ry o hang e
sional o ohr systms, hse efors m o behalf o all paiens,
parielarpatien. Pt spiations g themeles and ik o
s ressonble conol,and th o work oward improving th sy,
encouraged.

pervision/consulation with therapists s integal, rathr than ancillry, to
DU oo o e thepi, ¢ 50 of e Seps,balaces
the consultaion-to-the-patient strageties discussed above. DBT, from this per-
speccive i defined a a treatment system in which (1) therapists apply DT
patients and (2) the supervisor and/or consulttion team applies DBT
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can se that life i just unbearabl foryou. You really can' take care of your-
elf any more. Perhaps therapy is too dificul a this point in your e Do
yonshok bl s e v o e bl g
sed e gl o i ot o ths o e o
rhelabeinle. o e endrldtins

e In bt b st b o soodea”

A DBT segies s aranged o bighlt e dsciclcharce.

m ﬂmwn in Figure 7.1, satgies canbecagoriadat primarly e
or acceptance. Many treatment impas el m e e

lm.hng 0 bance esment smaegie n ooe e (i .'.M or accep

theic olr commrpa Th corizsion i aificil, oce n oty

ey sy i ek g o nge. e
s hoe char ey combin he e, found in st
it vho ws wlerd o et bes el b optionswee
togetin i orto iy to a sae hospi.
e ey o pate ey m,.“ e v
resources in the Se
by

FE

acle arca.

e o St vt i i vt e

xinvoluntarily committed; the nurses weretrying (o get her into a program
with e, A oce e sppeinint, 1 ld e dht sbe was she perie o
of person for our program and I would accepe her into therapy (an accep-
ane gy, bty i she agied 10 work on hangiog e sicida o

Bario [ ol s S s 1o chiote thsepy wih e o oot

leting go), but I was also fe to choose whether to work with her or not
(control). The aspectsof change and acceptance are discussed in more det
later.

ACHING DIALECTICAL BEHAVIO

Theoughout dhesp, 40 cphasi b put on dilecial ssonin, bt on
the part of the therapist and a2 styke o thinking taught tpatients. D
Sl g seles o il i, s b
logical reasoning and intelectual analyss as the only route o truth, and to
embrace experiental knowledge. Meanings are generated and new relaion-
s e o by appoing e o proposion with s apposic o 41
alernative, The primry message to be communicated to the patient i that
conceming ey sujec,opposic st ossible. The dialectical
herapist help the patntschev synchessofoppossons, et than focu
ingon verifin e e of an opositonl argument The therpiss s
the patient er-0r” (© “both-and-" Thus, ey
e ot lowed by inberntcppore ih e o
ing o the paticot the by and mcomatency ek st i To
ey e is no o ivaldte the it dea or polsiy b sseeiog thesecond
Thepostion s s bl e b en b o, | v il
A similar position is adopted wi o action and emor
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bumout occurs, Howee, if bumoutdoes o, dspe ne's best o
o on e e B therapist may not be able 10
o b i e b 1 e S i 1 St
a possbly destrucive elationship. The important point o remember s that
termination by the therapist is viewed in DBT s a failure of therapy, not 2
failue of the patient.
Punishment versus Punitiveness

T SN Y © el bt e b
i s e increme s s Vindsvnes and

e o s e s e e
e P e il e
e fclings. oy crpesience, i n emonimany cuy, o Scropis 1
punih et covrly, iding he behaio underthe g of herapoic
responding. ksl bkl pa o kot i horplie
) arcferal, ermin elcuinghesry confoni
makin i

e kg rating sl cyiscios
Pooraie can not'cen sl apper “eiapeanic” cen when th gl
idedly nontherapeutic ways. With aversive consequences in
crapises o wasch i owepehaviorwith bordrbine pUBKTES
flly. The comlocion e ca be exrenely e ey
These e  namber of giclnsfor evabing the kgitiacy of e
ponss. Fis,the behavin being punished sholdbe gt et
Fih he excepion o abeeving I (s below), DET ignores behaviors
g targered, even if the therapist pm. tyer mkmunallyd ap-
proves of them. Sccond, behaviors lower on the  hiecarchy are -
nored in favor of higher_priority behaviors. "o DB therapists let many
maladaptie beaviosgo by the wapide. (Bhavos gored i he arly
phassof ey hmcr,mzynmbuplemd in later phases.) Third, if ex-
tinction or reinfor peting behaviors would work just as well, versive
Consequences shold o deayed. Finaly, he gains houkd oueveigh the ks,
ot desebe st

pariclar,
very care:

2

Side Effects of Aversive cweqm

o consienioulyaplied, hv imporans
s e e e o et o
e e o i a e Tho, plersasleel
alone does not teach the individual how to solve her problems and meet her
el n e sdapive ays. One punshmen i oppcdse ot e nd
py or a patient’s discharge from a treacment unit—the punished be-
i il ghe b, S, he o of paibimnt slly
oyl e individusl meting out the punishment is earby;thus, che
avior islikely to contine i secre. This can create serious ther-
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tients o be abl togiv a easonable account ofthelr current treatment plan,
hough padents e rarly expets hre, When te goal i cabancing an
diriduls abilis o cone s ovn bebavior tnd inflenc e v de-
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oure a tmes a patnt eanmct gire suc am sccocmt nd may
priadirandsl el sy e e e

D e e e e i pari
able or unwilling o intervene effcaively for hersel,th therapist should move:

e e e
il xperinc, bowves marytherpis and esmens

et e ot o b
Wl e e masipal comsmaricaors 3 e i g
wishe ok i for a patin. Theboerin nividal
isofem raind o mor gl s e ipuleive s 5. A herapic
servns when the pacent can and shoul crvens closely oe herl,

£ comriet o

iment from the bordecline patiens in our program is th
4 ey hermpeic parof the ecment s ur bl 1 he e cpab
ties when others (including the patient) frequently do not beleve. We
hem when many accuse them.

mpirical Arg st argumen for adoping the consul-

O e o hin o e it e

e < DT mael of e, ching chi o of staegien s 20

el one. Akbough e conmlaion st may v b e

T o omscasantd Y i et

hkhnb«n found o bl e Auhe momen,know o o empirial
indicating that he strategies are detrimental or incfiective.

ting that the stra

Time Demands on Health Professionals
comitaion spproachcan be
hing,for another persor

el Avseul analgy

The quie time-consuming. Ofen i i casic
to.do sor than it is to walk her step by step through
doing o h nlogy i to compare th hepapt v paret
in a hurry € grocery store »nr)\ a child just learning to walk: It is ohrn
o it vy b e
3 T sonines s e i T o s ohen
o g b e
--4 »
-g b

e
cessary,at times the therapist has o
For cuample, a patient may g1 an e ,-
sy tht she needs immediae hospialzaton. Knowing thar the
4 sy bospialaed unds e
oo ben o eciding whether to

b
wit be important in de Sorpiali bs e
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5] 00 somecioes aber cuting the sopes 10 deanding 8 dvoce from 4
mling paror d 10, ddictive beeiorssch s denking e drvgs
Learning distess tolerance islke earning to be a blanket sp o
on ady, ein Jeave fall 5 they ey withous ighoig b
a4 grderecs g o o he Bl o
a5, no mater wha the gardener docs to et rid

Lieledwilingly o ke pleyin 3 pame f cards e obict s 1 play ech

b sl posle mo 2 ol whet cads e dent ),mx.m. s
basbalor i bl hrowm b bl m g machi
0p or cven sow down the ballscomin, 50 she ]s!:wm;(:xwe\l:x
r b

o o, s o e s Bl

We have used more extended metaphors to describe therapy and the
process of growth and change. Here s one: Therapy, for the patient, is -
linbing ot ofbln ko i ldder wih 10 o

4
Condingaly jumy pingof o eing go i herapy nel for by e
pei Holling a Borondh ot 1o P Rt b B
i therapy imrising Pebavoe b he ot Th:pmbl:mhtnln)\:l'-"ll

o of hl i ussally hoir v tha b s 30 sk & whie
el e e 0 st e again.
Anotherextended metaphor for therapy islearming how t0 swimin all Kinds
fcendons T prcnt s o svimmes e i s e coc g
in 2 rowbost circling the patien, providing direcions and encouragemen
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that ld the student to Zen. It i & struggle for one's very Iie” (p. 223). So

o et o o e e i B
borderline paient a sruggle for e Innumerable paradorical dilemmas that
take on lfe-and-death qualites typically aris in therapy with a borderlne
g R gl e ol gt T o o

ou? The puen s, “Heca you sy Jou car o e iy
o ev e when 1 am 30 despernc Th uimat syncheis here 8“3

e ey seved Howeer, i i ghes b 1 3 i he o e
in realiy, e therapist can o save the patient. Trying to do so, therefore,

ol vt therapy 2 pscado-hlp s han the el help has e pa
tient nceds. Also, cven if the therapist could save the patient in the current
o i ke ey me o e ptencefor s thempe o bl
e sve sl e fo the threpit 15 peseue she paem,
e e b o s B o vt s
o dlemma of decdin who i ght and who s wrong wheoeres 8 Gagee-
ment o confoaion e, The e that the e s b ot et
i o e ptn o g, Ofen, e herpic o e
ot o the paec has v b mwh  du eonfontaions e oher
peron s tha T OK and ' OK? e ooae s i s e
cial point—che therapist in Bll'uhxnvalducn e patint’s point, but simul-
oy does o snse b s e
ey ofsevig i (e Clopr 10) e thesple il e
s need ("ot would b et o ouf vt ct going utof v
o weshend) whie e il onioning wih e o g0 ut o v
The patient is pﬂmzy:d e ‘000 gy (ou raly do ned wha you
say you o'}, but so s therapist (*And 'm scill OK for not giving it 0 you

ssence of th strategy of entering the paradox, however ische ther-
apits refusal to st in with ogi or intelecualexplanation to pullhe pa-
tient out of the stmmh As Suler (1989) gocs on to state, “The cracking open
ofthe double binin el cotdisionsnd e nsghil i of oncs
ke Zen,one s o of the hld .l
ting things happen of their own ol o 3. Some paredone b
in psychotherapy and in the lfe of a borderline parient may take =
resol

ve.
entering the parados, the therapist continually sresses o the patient

hat things can both be true and not true, tht an answer can be m

and no. The therapist i not drawn o the paient’s wish t0 asser one i

of an oppositionsl argument as absolutely tru, o the exclusion of the &=

ofth pposionalpoitfview Nesber docs e herpit uncondiionaly

s the e e of e rpen . T g cominis o it

at both side e andtht i ane question can be both
yﬂ beripg spanios g e as an altemative
either-or” Theterapist ned ot be overly ottt aring p the
patiencsconusin abou histe confusio wilder up s che paent b

miebl:rhlm:leam.l ach. To return er-
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The cominsed ot rie i s lmmph o hat oot o i
forcefear, shame, or anger should in the long run ch: r»aulpzue
om segang 10 sk szu oo with ehe paciin dheapesig b
Hevorsshoukd evenualy ead o s posie vlenc, The reasoning behind
this s that it is important for the patint to learn to be reinforced by praise.
Prise s an f themokcommonly ued sl einforers i vy I

Apeon who'scber paihed by praise o w0 8 s di-
advancage.

ments on m.mmm cmm
In Chay pn:ri”u ssed the 4" patient versus the “butterfly”
ot T ke e b e oo who b e S et
3 sou sl i pimsilelich m.». therapist. Wlﬁlhlip e
provl, and intimacy hkely 1o be songly o
e £ e e pmal sy i it S R

i s Ap e b e ks
be aversive. This may be due to Greumseribed facors relted specifcally o
the rlationship with the therapist, or it may reflect more general issues re-
et eyl coseons s it o sl S adheont

omeny rom ll an

atien may b wocking 0 e ts includi
Sl thrap Tt o hnvmnl a sigaal w0 much incvacy o los.
e, tercoe, may be oumverproducioe

“The key h m,z,.,. IImmm ey managemen, s to keep a lose e
on the effects of interpes n-mlh ‘and attachment on the miatiie
oo s gl ks wems theory rom he fld of wigh

ason and spply it 10t Enerpesonal domsin, S poiat theoe mEEES

s cxch odiida b o e o o welght gaion, ock o e
bdy wil defend tht weight pss o minus 10 o s pounds), Whe

th et point rang, heindiidual ope being hungry and fids ¢ iffe

5 5 body el sl vy 0 u:trhepertodshodywﬂsh:back

point. When under the set point range, the individual i famished and

et i o thin o aryingoer o iy by mesholin s

down 10 keep the person from losing any further g, By anlog o

i range of intimacy

o speal

erpersonal rlationships,cach individual has s 1 ;
xhn hz or shz is comfortable with and will def kmd lh ( range,
o e il ot prpassdic
R T B R e R
ey vl o poimed .h veseing, Whe ander ok s ot e
e will each ot fo mimacy: wasmts 2nd s s it o
eperincd 1 enforeing;coos e and Gisencing bebvios il beer
perenced as aversive;, and even lage steps toward greate inimacy i
Vewed st g, The e oo of thopits s i o
derlin parentscan neve be “filled up” reflct this phenomenon. 1 suspect
tha thisisrrely, if v true. From my perspecive che actached patient and
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tionships with one another, often marked by “staff split
mong el slone,dconisgd,bopcessand Syt

hosile at the patients or other sta e 0 e e o
dent, encouraged, and hopeful. Ilhuugh Kreno il omtond iy
these patters emerge,therapists often put unealistic demands on themselves

Firt, the patents s 3 whole cngage n the three most suressfulpatienc
Scharios(icide rtempo micide e, sod ooy iy e, Mose
rumowis 1986). They ko communicue

thei v i
e i b gt oo R a i, progees i ey
i mach lowe s s o ptcns o b he ot e e
o ar s, n s, paens b hele theapis 1 belp them i
ety sndthevaten i f they . This sty b ]
th paint coud bebelpd immedisely, but hey sl cann. Terpis
kelm‘ incompeten,infeciveandbelpless i e cemaion where ey

e e s e
B e e
ivtes that help the patientsfeel bewer now but harm thei fong:<erm prog-
g W e gt s iy b e M o oy
(perhaps by saying that the patients are for therapy now) o precy
tously terminate them.

Sccond, patients often inadvertently reinforce thrapists for engaging in
incffecrive therapy and punish them for engaging n efectiv therapy. At least
dhiss fenthecase whendheapss e ying o impemensDIT. n ndivid

sltherapy, patins uuallydoe ot want o s rgeed bekaiors,uch
=i, thnpyerering bebeior of bes v o bk po
usly .m.«m b e, 1 e docs s he was to ave

ochearsdiscusion ot e feingsor e thrapi behavio, bt
S e K v s S e iy ycbm g
‘The power struggle that ensucsis usually very aversive o the therapist. It s
mach asir o he paens conrl e sgends fequenty, e a0 ot
morncsing, I ol ning et vt o dcss it s
Bl f ety 8 olog 10 s When ey willng o o
o sl i, s th kil o not being helfl nough. T
il rainer may bog 0 worder Wy Dot e e e
oough s sy o go avesboard n the il ining s, e
oringimporan roces s I he e g s Fusraed crouth, i
asy just to drop skills raining and “go with the flow” 50 to speak.
Third, patients present not only as needy but as very capable of nurt
ing e it Potca o bl e e s 1o the shrapios
isin thir own therapeutic best interest thus, it s easy for therapis to veer
into discussing themselves and their own problems. This can then lead ino
sl of e, whre he atensbcam he herpis o he herpi
Inmy clinic, | have consulted on cases where patients have loaned therapists
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rul difictic o s s e, Toe ek experiences a sense
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S 5 Wk i s b e e o, P s expericced
4 furtherefecion of e nadeqaci. This s o

indeed trivial or i praise is
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mylemmh praise should be viewed
iragynerriog b e s e a4 The e
1t shoid s the comseqiencs of n inabiliy 3 acept pre, bixh
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e ags I pacimcid scouin b of ok i 10 pene B b
havior (since the therapist now knows she can), will einforce the patient's
own fears of praise.
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e BASIC TREATMENT STRATEGIES

Thor,

patent in DBT:
o the therapiss. The supervisor and/or consultation team provides a diaec-
tical balance for therapists in their interactions with patients.

at three primary functions of consultarion to the therapist n DBT.

There

B the soprvisor ot consbion s ey e ech dvidl -

s e herapdoeic mlstomship. The 1ok here 10 cheelesd and -
therapise. ko c upeeisoror consulaon tram balanes the

T p cin s o s meracions wit he patint (s Figure 131 [nproid
ing balance, consultants may move close (o the therapist, helping him or her
maintain a strong,position. Or consultants may move back from the ther-
requirng the therapist o move closer o the patient o maintain balance.
et whhi do progammatic applcaons o DET, the sapervisonon:
sultation team plvvldes the context for the treatment. At its purst, DBT is
a transactional elationship between and among a community of borderline

patients and 2 communicy of mental health professionals.

The N dlursup. ision/Consultation

a1 have e previosly DET was devloped and st apled wichin
 context. Extensive herapittainig, close opervion of i
il cusct e conneegin oo al Secepas ot aypticions o

oty
the treatment to emerging clinical problems are integral components of any

Sl ecach progam. Supeviion 1 conslkaion, howees, e i
sl viewd s smellry e etmentprocss . beleedthac
e spervidon/cnslation woid be et
c aning of e chrapis was complete. fcedbmklm
m sotlopicsriberein 1 o gt s v it Wik
esof herapy gone vy howeres, persuaded me radlly th rie
o sultation in nonresearch therapy applications i perhaps

mors mportaa d byl imagined.
Thave come (o belive tha it is extraordinarily dificult to dliver efec-
v ssmen o mos bordeline et i out conmlsion o mperv
e ben amared ahow many v god thérpissend up conducing
e v— ing major mistakes wit tis paint populaon:
x lince g, soth 25 pacen unies s i, therapists at times
m 0 act almost as borderline as their patients. They are often extreme.

in thei posiions imalidat one amhe i patients; blame the pi-
tients as much as the parients blame themselvs; are vulnerable t0 crticism
or feedback from others about their manner of treatment; have chaotic rls-
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ate, modeling autonomy and independence, yet encourag-
pendence o the part o he pavnt. The paens s no
ing the way she is, but she is responsible for what she

tached and in
tachmen .m
esponse for
becomes.
‘The patient s urged o get in control of excessive attemprs to.
‘The therapist uses highly controlling techniques to. it Pt
dom. Svgaing with, confrontin, and reakin throw h these pardons
foesthe ain 1t oo g patens of o oo, e e b
sothatmor |blzp.amn$ .p. Likewise, genvine
el thecapec sl aud e com.
b gmu e hespitt o e o of ipd 3 dmaresal posson
and inflexible therapy rules, regulations, and patterns of action.

THE USE OF METAPHOR
‘The use of metaphor and storytelling has been stressed by many psychother-
apists, most notably by Milton Erickson, who was famous for his teaching.
stories (Rosen, 1982). Likewise, the use of metaphor, in the burm of simple
aloge, ancdotes, parsbes, myths,orstois, s exremey imporant in
ecaphors are alternative means of .m de Jectca th k ing and
upmlll! op possbiliisof e bebarion T rage both patient and
o o ouk o and v herate aaings 4 poies o efnce
for events under ru:mnny Gnes o i i i b e
are usually the most effective in encouraging different views of realiy.
As sy ot wries b discused (Barer, 1585, Delan, 198
Kopp, 1571), mn.uz enphor i 4 mhable

oo
number 5. Stories. Sing o st
e
wanders when she i presented with behavioral information or nstruction,
may find it much casie to attend to @ story. Soriesalso allow an individual
o them n e o vy for b v puposes. Ths e sz of bing
ld by the therapis or teacher s lessencd, and the patient may

x«hndn v cw way of hirking orbehavig ,m.m. sle;hlnely
0 stop listenin gxmmtdu(:yurm[e:] overwhelmed. She can take rom the
ey whas, e can e ehbes nmedly or -4 e P gt
meaphors, when contrated sy cambe s thrcatring o th ndvidi
L Pk o b e el s« vt v ke s
e vo of i can be especilly helpfal when the therap
milrirslorgrimep o by oot
ey ot mormalizes the esponses o iher whi ot dietly criciing the
patien. They can also be useful i talking about the therapist’s own responses
{especially when the therapist’s own motivation to continue working is flag-
o o in elog he pucce ‘what she can expect from the therapist
o s, reframe, and suggest solutions to problems; hlp
2e aspects of her own behavior in or reactions (o situa-

ag

- pari





index-337_1.jpg
consequences also work better because they

o B ie mm el gy s ly
generalize o other sicuations; h o o of g 2 bt cxpecd
e e o erpersoolcosequences and the oo avreoecion b

sty bl sbye e b e o el S Ths

sl ekl o s el both positive and negative, are ikely to

4 S g o mpins i i and are reasonably

‘Observing lmits(ce below) and rcipro-

‘Chapter 12),also reflect this preference for

promote general
ces s lesslkely to

s sln(eyﬂ(
natural consequences.
‘Attimes, however,arbitrary rinforcers are the only effective ones avail-
able o the cherapist. In these cases, the therapist should pair the arbitrary
‘consequence with a more natural consequence. As the natural consequence
Bt it e ubivn oue the therapist can then gradually,
ime, fde out use of te arbitary renforcer. Thudeusmrzyw(mmgh
ezﬂm-wnmolnmul :ans( s wces by pair ith highly desi
e iy one. (This i has s ben e pokr o e el
To go back to the exampl of assertive behavior above, praising what the pa-
et i that inflanc the therpis i i he ams e gving b whacd
she asks for is an example of pairing an arbitrary and a naural einforcer
Principles of Shaping
In shaping, gradual approximations o the targe (or goal) behaviors are rein-
forced. &lpm& requi s e e rerapi it el sh desred b wavior down into
mal sep and 0 s heses s sequnialy,Shpin s sl wih
all patients, bu particularly with borderline b wue ofthei pa
histories avoring hopelessness and passivity. Tr i adapti
b{h-mur from sch a pasns without g seall o on e wy 0
o imply docs ot vork. 1 e promisio  hiler 2 sump-
o q et i she can gec o the other sde of 2 high mountain, and then
refusing o feed her during the 10-day journey.

Shaping has to do with what behaviors a therapist expects from a pa-
tient and is willing to reinforce. The failure of the patien's environment to
trach e adapiebohmirs can be]ald et il o e
e princples of haping. Tha i, oo o he cvionmens

 the abi resul,pr et
rathe

igh or < o the paicnty xsa rogre n punis
el rhental up to expecta el e
i€ represnts an improverment over paie behivioe The uoeeaine sdants

of borderline patients, discussed throughout this book, are another result of
{his e 0 pply shepog principes
It may be helpful 1o think of a in sarting where a paent was at the
beginning of herapy and ending where the paticnt s ying o get t (gosl
i), Whethes he herapis efores,punishes o gnores e vt
behavior has 0 do wih (1) te parienspresnt locaton an th continuum,
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otter mecaphor, when the patient it o the very end of one side ofth tcter-
Lo the i bt s o he exr nd 8 povde aline and ol
tancously focuses aention on the oneness of the teeter-oteer.
A central paradox of DBT and al therapies s that al behavior i ‘g00d”
b pin e e (0 e “bad"” behavior. DBT stresss valida-
.ml.pm utcly 0 couterthe i she s ben
T Veidon i 2 s y, Aslong 1 the acins o the
apin) i i i el o i vt s camas s e e
dichotomy el is an arcical one. Behavior i nicher valid nor imvalid, neither
0d e d o e binc atond o henpis and paent sk
of neither vali sl Bspoeass hopty
e Ther e a  comsemeie of e i comditons tht s both pt
e, s i e e o el ot peecs 1
responses have consequences, which may cither be desired or not.
“The parado of change versusacceptance runs throughout therapy. En-
seing the prsdo, the e ighight nd ampies e semig ncon-
e by g o say o patients,
Do e udg-.. by st sl s e
in the mo ot s s s, o e i
Sl e, e vy adnoriion toleam o scpe comes & ponse
cepatie fth s g, The paic i ld e e s pctc e o e
e oo by s ety e, e o b
e behavor patems. o i way he theaps ighiens the el s

&

mgdulmlul facng e paien, 0t she bat o0y ut e
& o ey B b P:n vk, o masr of Zen nd
powteh vemplasion, mgge e g s o e et

civion com s that
gagement with one'stacher... This ac g Sl e
S  samakcar: SO0 B o e A i
ealization are arrived at via the engagement o the nudzm/pmm: iththe
‘et npriclan,the therapis st e he mulile

the patient encounters n trying 10 solv the dialecti s of xmome
ol bmxy s g sl i ing criss versus
o nibing the xperience of he emo umn .wnm
— 1 pasive inabilty 0 resohe probes an
e i o oo prun\u.
'k e of diaeaicalesion e sl s e aourc o the -

chotherapy rlationship. The patient i ree to choose her own behavior, but
she can no tay in therap i she does not choose to reduce b,
The ptcn s g (0 achiegreaer sy by b s

asking o and receivin elpfrom shers. The pacnt bas s ight o

e o o) B s e e s ey
e ocked . T herepie  pid v s o e oo, b . ey
doubtsabout the genuinenes of th therapist’s caring are usually interpreted
asnstances of the patient'sproblems showing up n th therapeutic eltion-
ship. And i the patient tops paying, the therapy stops. The cherapis is both
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the butterly paient differ in their respective relationship set points. The at-
tached patient, once placed in a secure, bonded, and warm relacionship for
long enough, will eventually relax and stop clinging (e e the sy
i h

o .;r.. poin il sop being incaialy hunry s be
or she gains en o enter the st point m.w werfly pa-
llml,xlpvulennuﬂ' o, 20t pushed fo e el fying out
ofthe therpistsband, e et e whes . g T
e ached,
Princples of Satition
The s pios snlogy provides 8 second imporant pin, whic splcs 10
lhzwo{pmse{diku.\nd w0t e o The g
o v e e he miidusthas aheady e
e s o oaded e of e ot Th o o sl o
e i dy st on wht i being fferd: Fod s no ikl to be
reinforcer for a person who has just inished a large meal. Too much

goqd
pie, eedom, or warrth oo many phone call and s om will 0% ok,
The secret s “just enough." Unfortunately, there s no substiute (once again)
lor!ml and error and close observation to determine “just cnough for any.
il pain n e prncile o sagees e gt offers o0
w P e v d as a rein

uc of what s offee forcer i lkely

Py
tural Over Arbitrary Consequences
Whnwwr possible, natural racher than nbm\ry consequences should be ap-
P, Natralconequencesaethose that low rom ad ae chrarisic
tcomes of a behavior in everyday life. The consequencesare inurinsic, rather
than exrinsic o the situation and the behavior. Smiling, moving closer, and
ng s s consequences o somsones seyin someting ve e
giving the proverbial M&CM is an example of arbitrary rinforcement.
it wha o asi fo i il coraeocme o il
Beeioe Seying poadr” b na gvig b what e a1 20 ol s
Vorry sk, b o b o,
‘Natural consequences are used fo two reasons: Ptients prer them, and
they work better, Yok e s s, ey e
il e 3 vy ez e o s e e i
e o T g
s srom e osbineo o s wpecisly wenle
e 5, th more ity a pacent il b
Eevios e, Haly o i at el
hat have lt-

Sk conseaqut

insecing it as a result of her

ing from characterisicsof the therapist o the treatment seting that have

tle o do with her. She may see the therapist as autocrati, withholding, or

sy i appro. Th elaiosbiy of he comegence 1 the e~
ssential part of learning —
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ioney for house morigages, gone o therapist’ homes to cae for them when

theyare sck, accepred i calls Fom therapsts who are geting divorces,

nd rovided hoseepiogs m icmunll xrwoesim therapists. With bor.

dertiospaers, magxm hemeies ko
inking ekl |r/zr=sn the pa-

" The theaps onslbmion/sepervsion segis
are outlined in Table 13.3.

1. MEETH

z
&

CONFER ON TREATMENT

T
Modes of Supervision/Consuhation

How the therapis cngages in supervision/consultation and who the commi

i depend almoscomplcly on bis or b work sttin and bodeios
oo o, Therapic i peyte pencion ey eontrac o foeal st
Eowich a oo xpetcnnl theepir,my amge wih s collga
spenson o may aendpes i e i e
y nor dificult in urban sctings, but may require ingenuity (¢5., o

evnce phone conlaion) i roalsings. n ageocy do e, i
inpat i s ings, the DBT supervision/consultation meeting may be the regu-
I weekly eam mecein o s conference, o hre may be sl DBT
consultation meing.

“The frequency and length of meetings depend on the number of ther-
o sovadiog oo he b f pdans 5 b dveuted, Mot ]
research clinic usually take place every week and last for 2 hours. When |
have provided individual consultation for private practitioners, ey have

wsually been I-hour biweekly sessions. I myself usually discuss P

et with o comslant or el S i Allhn the mini-

b of poplereied ot mesicg approach
i m e ther o hree vee 1 polaiy
1.,, a third pers ok g e e T .

ot 8 srthess

Meeting Agendo

Inindividual conslaion, the gendaisof course se by te therais ek
ing consultation. In peer consultation meetings and team meetings, or case

s A P vacous formas e

ings are possible. The important items on the agenda are as foll

ach therapist should have an opportunity to bring up any problems
ore having with a particular patient. Problems migh include deter-
ining whichpaicnt bhaviors 0 focus reatment on st the momen sl
in o mplemenig s sevegc; epning gl it
behaviors; or coping with the therapist's own feelings. coward the
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and attend to a number of points. The most important one i that the ther-
apist must believe in attending directly to high-priority behaviors. That is,
the therapist must believe in the value of applying problem-solving approaches
o such bcnmm s Clealy the paent umaly does ot beie intis 3

s, ey i einforces moving on
ic. 1 the thrapise s des no bl n mzm....,; o
haiors dinly s vcy il 0 s the paints gt 1 s

1o cr topic, The et s o e therpi v e sl o

onlong e gain rthr tha shortem pese aring the session i
therapist practices the criss survival i e o
‘icrsncs bl of sl weciog),

disress tolerance me
‘Although high-priority behaviors do not have to be the very
discussed during asession, they nonetheless canno be ignored. i i
agees to discuss something other than these behaviors, he or she may unwit-
....,uy e ifocingsvidancebhvion by iniing on dicusing e Hgh-
i avoidance havkm Attimes
by

.p b pendmlht i ehsing
o e e B A
ooty deibed a hremwig & behavies taptrm? If hee beherions
JC R UM il tined from discussing the high-priority
Sk by s ones—the thrai i then revaring he p-
dent’s nmon ol sl i, s v e g

often

1o belpa prso ot Bmpmors: s s Brpesbene et o 2

dove and e i 5000 find will do what s esssary o ke the bypo-

thems v moricg (Thi mtaghor can be ol i gasing coopesion
rom the lucantpainc)

s i more detil i Chaps 10, the by e i the combi-
nunofunw:vm.ng men with qaly uvaein soo0ung,Sout
g, in i e, may conott of orienting the patient t0 the importance.
of discusingthe igproiy behaviors, eminding the et of e com-
Tt ek oo s b, G eing 0 b S s
of e spen on umvanted tpic and validaig e diffclic cowidh vach
an approach. Umvmering nonappesscrment means continuing with the be-
vl . sluion andlyse, wkin nku(l:p:v:nrlllwz
vale, and staying on track, but all the prese respondi rmth and
enion n  Sxpeiene, onc 8 et lare the ey o
without exception the therapist willnot avoid high-priority behaviors in ther-

0y, on oftw thingshappens. Bicherthe ptient ks nough proress
a e behaions it they do o bt be discussed, or she coopera
h the therapeutic guidelines.

There is o a prior eason why the paticular arges or divsions of rgets
described above must be imariant. The hierrchiesdescibed here have worked
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behaviors far more effectively than long-term aversive consequences wes
them. Thus, it s important for the therapist t reinforce improved o
s00n as possibl. Behaviors occurring in the therapist’ presence, or during
il o |mm:dun: reinforcement

shphone comenaions e «:_hmm
Thus, itis important to b alert o imy py interactions.
Scheduling of Reinforcement
Authe beganing of themp,contnuous sl be needed. If pos
e Dharoe Sat o o e ok Eveey s ol e eine
e s misare Dot i i poin e evices s  wh v
e herpis an begint fde the relforcement schedule gradually, and ca
e o ot e Bebriors rermiceently reinforced are
e, th theapie shoukd b sl

i oget
e e e ek 5
o inorement. n such ntances e therapis shold camin s o b
attentiveness 0 positve events or attitudes toward the patient.
Valdatin, Responsiveness, and Nondemanding
Atentiveness as tinlov(m
How 1o reinforce a borderlne patient an be exceptionally compl
patms, expreions o nmh.m o o A o
expressions are tening that their effect is just the opposite of
bty hule i e L develop a posiive
iltonsipandthenuie that el einores rores,how clos
ihe therapis and parint r 10 acaly bavngsuch a eaionship e
i herpis behavirs v Bty o o Wk nm
. How mine the por el o
For ity o ) bmd:rlm o
e sinforing, ) expresions o
¢

H
Z

sonsip Eehaiors
e, concern, and e 21 hwin that cor
6 e b 0 ow on vk of prise), waninto work with
o g0 Lol (9 behvionstha s he i
that he therapis is dependable and the therapy is secure; (4) almost any
liduing response (excepe, at imes, chee s 5) behaviors o s
fesponsive o the patic’s requests and inputs; and (§) atcention from or con-
tact with thetherapist (.5, eting regular or extra appointments, being able
o phone the theapst becen scsions, havig ongr o shrir ssuons
the patent desires
% EXTINGUISHING TARGETAELEVANT
IVE BEHAVIO!
Behavioral responses arc extinguished when the reinforcers hat maintain the
behavior are removed. The therapist muse determine what reinforcers ar in
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LTS with P about best way o respond o FAMILY AND FRIENDS,
Eaklida o,

P Sives Eamily membersor fiends who cll gecrl informason and
obosin sk eled formaio from hem, bu docs o g ot
information sbou

T by s wih P, spprcprse,

T coaches P but does not speak for he.
T provides information to family members about westment,
theory of BED, etc.
T helps family validace P
Anti-DBT tacrics
behalf.
T treats P as overly fraile
T ess P as ovely manipulaive,

thrown 10 the wolves and lef to fend for herself. Consulta-
e e therapist will be right next to the patient every step of
the way. This orientation may have to be repeated a number of times.

‘With other professionals, che best policy for the therapist is simply ©
ataibute his or h e s 0t ol of the henpy and o cxplin o thes
the cooion sppoach. gy someing e i spring o
Pt timeg, mi reies it ke posatl gt e patient to
Tcrvae foe bl rachesthan doleg i fo bes. 1 may poiat outthat boeee.
line patients often have enormous difficulty interacting ffectivel in the health
sy, Becaus ofhaty 1 am focusingy oy o chingtepatet b

e e i, T o Gat it s ey Wik (o ey g

% e o ool Mgy Pkciioral with (et bk

e rck o gt the oxhe presonals o e that 1tk g
fom b = e el ok it the paicat inswad of with
them. In my experience, sl g wd o s oo
o ey G, T s gmlu over, oo r.h: ater

s

§=

Prlcnionds need it of vlidoion
sionals,  therapist may occasionally Foa T it e
e and move 10 he emvronmental tervension stregics.
NT ABOUT HOW
"GTHER PROFESSIONALS
‘The essence of consultation to the patint i this: The role of the therapist
ist0 consult with the patient about how to manage other people, rather than
to consult with others about how to manage or trat the patient. The task
of each DBT therapit is to help the patient iteract more effectively with all

3
28
g
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Death is improbable so long as firs aid is administered by victm or other
S Vi sy e s s o et public way
or takes no measures 1 ide self or inju
Cuttng: Deep et involving endon a.... (o severing) and possble nerve, vssel,
ol sy damt, o o Il s Yt 0k s s
Hlod o i el s than 100 . s o nck g0 by scching
ot oy s s e
Ingesion: Thisis a m.sm overdose and may correspond to the lower par o the
LD, range.
Examples

o 014 o o o

o doses may be
aken bt pcen nsues mervention 5., 64 Somines) > i, 50 0
v T Py bk e . 0 i opl s i
ek el ks reflrpidend
s, el someone within | hour). Sgnsof physlogical ress may be prescnt
ke ot bod s, ety Ginges, ol e
consiousnss stopping short of or. Lighte (3o o ounces) 15-20
am cabonte ablets

Yo Ry e o el i b el o
ion (.., ted a shoelace ightly around neck but came to

50 Deat is a 5050 probabiley direcly orindirectly, or i the opirior c/ the

average person, the chosen method has an equivocal owtcome. Use this ating only

wher (a)dessil are vagues () a case cannot be made or ratin eithera 3.5 or 7.0,
resulting in sizable blood los (more than 100 cc)

e e oy e ey ket o ek o

the isuc.

1 Reports of vague but possibly signiicant quantces ofIethal medications.
Uetoovn e of deos o s il sl doegs s bing e
Exonple: “Take  agemumber f chloralbydae sod Doriden's ook 60 ASA and
1n undeermined st of oher medicatons™
Otber: ocencaly lechal acts.
Examles Tvag o v b il okt vith s e
o fom o A by st g 30 e by
et e g o g g b S s o,
Db robable outcome unles ther i “immediate” and “vigorous”
0 ety s ape i oy b e
Skt e ks i e ity 3 peroms st 1

public where b [or she] is lkely to be helped or discovered
Cuating: Curs
o Mg S ek il e G sy
e e e i e o i e

f ghasand oo b 10 det”called docor skercring, Elopig an vy se-
Ve o i bl o - g ok b
apie—pains makes direc equest o hlp afer et
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it pin. This nfoaion sees v o besdes smple i
fon. It provides a ationale for the patient’s deciding to drop punishme
ool chigue, As v meioed sl e previoutly, i
punishment s sometime e only sl <omtrlproceduresueed by ordedine
S T i i s o s Bt
(e eloct of puisbamans miceabh e PAGLACY Pomer bt e
ekl nd g e A apetis e g v e
e i o Mo i o A 5 B
ance, mindfulness) and for extinction and punishment ¢, theatening sui-
cide, attacking the therapist) il have been discussed as part of the initial
nd coniingasssmen andtstment planving, Th prinipes discused
sbos s by e o ity e 3 e should oo
Iy be rviwed with m paent dusingte il arinaion o therap
Eicamon e ko b meaiod whis, pe e
e e b o paa e o bkl The
10 ey i et i e e s s betre 5
pled o h paicns bebmir Hom & 4 non ey o parealy
bepél for e therais 1 xplain wiy,what, or how ontingencies e be
npheseted i vy iogle ndanee, To d i o 4o emire
pattemn of contingencies from that uscd in everyday life that omnadic
mih besriouly compromise. i patclalyimporant e e
fon and punishment are being used; i is discussed in more detal

ient and therapist are att =mp i

1. REINFORCING TARGETRELEVANT ADAPTIVE BEHAVIORS
Acental pmm.pk 9LDDT s e ol lors g e
adaptive behaviors when the “The therapist must at all times pay at-
i 1) wht e i s doing (2) whethr the patents behavior
e ot nrease, s g for deceas,o s relevan o curent sims
(L whedhesth behavir i agecrelevant) nd () how h o she esponds
o the patcnt behaviors. In Kohlenberg and Teais (1991 terms, the therapist
s bseve clnelly elevan:beaviors anrifrc hoe behaviors tht
presenpoges. o mporan principes o norcncn e proper
ing and proper scheduling.
nmmg of Reinforcement
focemen s far morspovefl i dlyd nforement.
iy oo e bhaviors e vl il 10 decias They
e e s o, howers,these same
Sehaviors e  Jon.fem negatie o punising awtcomes. e b
haviorsare a good example here. The immediate e Srsshprtmpt i
alcohol, gambling, food, and ofien suicidal behaviors as wel, strenghen t
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2 werinduded i s, e vamens sl i
for assessments. Results favoring DBT were found in
1. Compared o treatment-as-usual subjects, subjects assigned to
were signifcanty s iy 10 rgage m paasicide e all dur ch
et e eported fever prasiide piodes  achasessmentpont i
had less medically severe parasuicides over the year. These results obained
than teas-usual at im-

in spite of the fact that DBT was no bett treatment-as-us
proving self-reports of hopelessness, suicid reasons for living.
Similar ledumnnnnkeqnznq f parast é were found by Barley

el

i weimens
drop most srious therapy-interfring behavior. At one year, oy
54 i gy o, ooy s e S-S5 who poot
of other treauments by chat time (see Koenigsberg, Clarkin, Kerat

mans, & Gutfreund, in press).

3. Subjects assigned to DBT had a tendency to ente psychiatric units
less often and had fewer inpatient pychiatric days per patien. Those in DET
g o .46 i it dp g the oy
388 for subjecsasignd o eatmenta sl

i sy cinicltessnca sedic,sobjecs who ckbét amcampt sl
orare! hmpmhmd for psychiatric reasons are dropped from the clnical eial.
‘Thus, I was particularly interested in looking at these two outcomes jointly.
A system was developed to categorize psychological functioning on 2 con-

o pycisic

dinuum from poor o good as follows: Subjects who had no.
omalion snd 1 parmsicide ptods dung the s o
their treatment were I 003 Thos wih hber o hspilztion o
2 parasuicide pi o v bt it b a hospiah
Sion and & parsei e pisode dnrmg e e e,
il 2 he one subject whe> icded, wer labeled poor. Using this g7
e 1 DB, subcts i Bo0d outcomes & had modgess ousrmcs, ol
3bhad poor utcomes I the tesment sl condito, e were Sexch
9 66 10 ik St e, Ti

o
and with poor outcome:
el e o vt 02 leel
e e T b sagen w ooyl
treatment-as-usual, were rated higher on global adjustment by an interview-
rand e themsles hiher on 3 s of el e (v, bl
ouschold) performance. i, combied vih DETs s i
inpatient psychiatric dayx suggest that DBT w hat effective
improvig It imerieing behaviors.
5oL i nhncin the behaioa kils rgeed v
mixed, With espect 1 emotion rguliion, DET Subjcs, more 0 than
rcament a5 wsual ubject, ended 10 3 e o o
changing their emotions and improving general emotional control. They also
had significantly lower scores on sclf-report measures of traic anger and
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h and change. It is also compatible with 2 behavioral perspective
s e whenee o b oot and st nd
the interelatedness of cach in producing change. Dialectics as a theory of
change is somewhatdifferent from the self-actuaizing notion of devel
assumed by clent-centered therapy. In that perspe
iniaporenialy hat il nfold aruly e

lopment
civecach hingbas itk
sghout is lifetime id-
hereat in dialectical growth. s this

? P b e of s s e

e in the patient, while atthe same
also transforming the therapy
and thecherpis. Thus i an v presesdlcticawson wiinter-
apy iself between the process of of change.
e v ks e B s e i,
tain herslf as she is without changing, and her auempts to change herself
regardless of the constraints of her history and current ituation. The transi-
om0t new wmpoey by i o xpeeicnd ' pantal i
oy il ko o 8 Xy e e o o b
inth work. Ve the rsisincet doing o i e o
bscn of repeaed and vared pcoumecs o " (Kegan,
0. Thempon by s ot gl
taneously her atcemps at selfprescrvation and at elf-transformation. Con-
trol and dircction channel the patient toward increased self-control and
selfirction. Nortuingsands e by e wiheachin the aint 0 care
hersel,

present
inge and the outcome

Dialectical

iew of dvalaﬂle and relationship, “dilectics
sl ime il e opposicions inheren
sl imreringl L el imperso
like analytical hinkin, dialcticsis
fecing the wral eI .4 apr

o hat movemen:can b made. T

e B bk SV T e o S meanings
w: mold ingh oing closs 1o he ssenceofthe sbles
Jen nm:d above, the synthesis in a dia

the thesis and antitesis, 50 that nither of th original positons can be regard-
ety ot ot b, boreres s sgons . aow an-
et and thus st v 4 e e T, theror s neiher s
nor reltive; rather, it e op, and i constrcied ve sim. From
th daletialperspec jetrila o nothing stands apart

rom anyching clse 35 mhmu.. e The spicic of a dialecicalpoinc
of view is never to accept a final ruth or an undisputable fact. Thus, che

" refers to
e n e
ol logc. Thur,

pesonl aing i sc popts

;E

under con.

lectic contains elements of
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of its targes, it limits, and its ruls. The most relevant principle here, 35 |
i in Chiaters 1042 15,9 aply chang g it donos -
tancously reinforce the behaviors therapy is intended to reduce.
m‘bnm for Other Targets
Deper g snd e g ailable, treament
e o B B B B
inevsing 4 wigh i goups vipone aricpaes ) and kel
ined targets developed for cach patient. For example, cach patient may have
her own sctof targeted quality-oflife-interfering behaviors. In my experience,
an important qualiy-of-ic-interfering behavior that can be uscfully argeted
o e g i i s s h e to Gnding afordabe
ing o ol withocher s o Becsine il b
rece ot el of il s s 0 et postzaumatic s
abuse, especially wi m(hnmﬂmmuuﬂ e v i
o it s e s e eviepenent o o e nach of e rly
oo s . A streured sbcane Abas o il of i, B
decreasing substance abuse 2 a primary targec. Many secings other than out-
patient thecapy also target some variation of the behavioral skilstaught in
DBT. It i ot unusual, for cxample, to have lfe skillclasses and groups for
teaching assertion, cognitve skill for reducing depresson, anger mansge-
ment, and the like.

Specifying m,m for Other Modes of Treatment

As T have said, DBT modes in my cinic include individual psychotherapy,
B i e, st et gyt gt il
theaps case conslations. Insome serings, however, oxhermodes of st
ment may be very important. For example, on inpatient and day tre
S msase. Patea sl ety mesiogs
constitute another mode. Vocational counseling, “wellnes” or exrcise classes,

bigh xhno! lse, and s may b mporant s of eament o
In community mental health setting e, i
e ey manlsmcm e ofen odes. The

e e g of he e of et bing provid.
it is imperatie tols clearly and i order the targetsof each mode. This
oo ot meen hat e cannoc b rrp v modes, For il
h and emergency sgement ey gt g
e ot s basir ondy secondarly, sl geeraat
In one longiterm inpatient hospital unit, et by s S
Cornl Mitieal CentNew York Hospil a Whie Plain, DBT sl
raning groups ae 2 realar part of the theray. In addiion, 3 uic skil
e O e v o e Tk
has dily ofice hours, and patints can 80 0 him or her with questions
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ifsheis not hospitalized,this willinadsertendly (and usually without aware-
ness of cither the patint or the therapist) increase the probabilicy and inten-
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Jeation-to-the-Patient Strategies Checklist
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o 1 and o il e il 1y e, il Susie

the team ) do not share inform: regular basis.
s o M iy e M v st

fdentiality ules, and all are interested in applying the same treamen
fmel

ciples to patients and therapists alik. Information given will be
in8 aimably predicabe way, Nonmenbesofthe tam e e e
o sseumed tobe appyng the same ks the piens

o he DBT s por s bow will be inerpreced
Aldbough the enrl prin hyohhzwn lsion:

i spproacae the ziar " DB

the specie sreegies i These frences ar imora
o Table 132 and are descrbed

Specific consultation strategies are

bel
1. ORIENTING THE PATIENT AND

THE RK TO THE APPROACH

When first the consultation-to-the-patient approach vas

o Searle,
in the local community. A fair amount of community
‘and the idea took some getting used to. Both 3

i nroducedin
conmoermlv
orienta vy
Gent and members of hes network mas be orinted tothe consltation
e o he pie, m
ind how te
bt

rosch. The s time he therapist refses 0 it
Bt pains shoud oo wh s ein
th i ke & ompetens person il i the o ,m. e inher
terst. An rreverent uylerlrrzvtm\ct: b et pres ed fraily
ey sl bre. A paient s ften i

orincompetence to
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3. RELATION: LiZATIO!
Generalzation from the. (hcupy Rhuanl«hrlp 0 other relationships is not as-
sumed in DBT. Although there are many differences between a therapeutic
eaonhip tnd s ~rea”on,thetherapit hould uetimes o oy
il and sionsipproblm soin o exlore he sl ich
cionships in mp.n o s e e s o e o
ot bt bt oo, When e i e el s
houldseo be cknowledged, and h elaionsbip whth e teaps should
be compared to other rlationships th patient i engaged in. Such a compar-
ison can highlight what the patint wants from a elationship and what s
mising from her day-to-day reltionships. All of theskill generalization srate-
sis, discussed in Chapter 11, should be employed here

Concluding Comments

ool the i ot nhded in i bk s he prrce for o

ol behario il g i b pins. Thecom:

e ool A g e e e e o e
o i e, Tt scual 0k e daeibod i Copts 3, e sl i
rocedures forindividual therapy are described in Chaper 11. By putting
the two together, you can create your m\smmmn ach. The im-
portant point o remember s that whe mpanion manu-
D e e e
ently than she does. I is your task s a therapist t0 teach, coach, cajol, and
gently lead hr into a new way of being and behaving in this world. The srae-
S ottt capi s ki bop s eamrt frame in cxis-
while you sccomplsh the ing and the patientlearns how

E
g

APPENDIX 15.1
Scale Points for Lethality Assessment®
00 Death i an impossile resultof the “suicidal” bebavior
Cuting. Light scraches that o ot break the skin; e s i sl
s ke lasi, i, ppe sy, opning old wounds o cudd s
Jewl, Wounds requiring sutures must be rated 2 a higher level.

{Fom The St s Clind el St Ce g, 27280 B
e obingon . e oelogs b g 1991 by the American

ety s, Urdaeb o enly R e

it of Sacde Aempr Raing Scale by . Sic, . W. Contor,and B.D. Rl 1984, Sucde

T bl 402136, Gy 90 e i,
peemision. The ssle pints wer orgnaly sugesed by T. L. MacEvoy (17
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ECT
N\ IC,q(

N amene
chanGe / \ AcCEPTANGE
wote

Vowwront A
Problem Soiog
Consutatonto Enveonmenta
o Patont Inaenin
E MANAGEME!
v
FiG reatment ststeies i
The suategies .m is and doubt have

e ke oL i s o ey
xl et o th ottt those who deop e opy ol am
o theapy from theie paticnts —that is, what works and what does
ettt il mesrslonl gl
ing with similar typs of paccnts and problems. Although the formulaton
ofbow and why 2 priclr s aprosch vk i bordeine

i across horsial recatons, the herapwic bhavos s
ety cfcive s pobably much less vriale. I wring the orignal
it of i ol ..mmunm i i e b

i e e i el ther
they e cuppored to behave i heapy. My nen wa others
b the bhaviorsspcifc o thi eaumen, Wheneve | founda et
B i e e e e s
DB, i t0 e sl anuage o desrbe . Ths in 8 e much
i maalbesben ol o prcsingmamale When e vk
shops on DI regons e i A b
e e e o teling them what they already do with
borderline patients. Thus, I suspect that many therapists will find much of
their own therapetic behavior described in these chaprers.

2’
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Dialectical Treatment
Strategies

| » S——
nated acivites, tactics, and procedures thatthe therapist employs to achieve
the reatment goals described in Chapters $ and 6. Strategies also disste
the role and focus of the Lhrupm and may e 0 cooninsted
that the herapis xhamd gwoa Seoblen prsened by & ).,., -

ol iy i g o v o 39
procedurst protocol and “echnique” i othe st sprosche
yt!ﬁenh: term “stategies” because it implies both a plan of action and finesse
s mumber o con-

careying out the plan. Ammw each st of strategies
pones, nor ol of st ae st i ey otz I important
oot the et af a goup o raiegis than 0 adbere iy o s cat
guidelines as presented here. Inthis secion of the oo et

the major strategics in DBT.
 Basic reament g n DBT are depiced i Fige 7.1 Thy e
s fous o e (1) it e, 2 coe -
oo ) sy semegin, e d (4 coe mamgement s, e -
e e combinations of sategics
o camgte et it et hprrs o s bl o
oo o et sod e s s ot Toe o e
sis consis of problem-solving and validation strategies; as the label “co
S ingi ey are e e heae o h st o with i
. Seylistic sratgies specify interpersonal and communication
Sicscomparible with th therapy: Case management g have o do
o how s therain nerace wih ae esponds 0 the sl perwork i
which the patint is enmeshed. With specific patints, some srateis will be:
used more ofcen than others, and it is posibl that one or more of the strateg-
S only rarely. Not allstraegies may be necessary or appropr
e for any given time.

Session, and the pertinent combination may change over
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patient and cagerness to be sure that ths very diffcult be-
piaisilpliod e person is 50 miserable that she actually commits 3
parasuicidal act, how can a responsible therapist ignore it? The therapist n-
s on sddesing he proe. The cormeton-oeeorecion procedrs
e the behaiora nd toltion aalyse Ahough many bordrin paens
ke o dicus e problens that et o e paraic da ! bbavion, vy few
o el vy leading up to the esponse; for almos
" On th b ek

e gt s i
e o e T bt B e o
cthr thige. A paent o min who v 0 syt sicide,orloseand
sl bl ona gl basissddely a6 s o ey spped

mplecly: 1 asked et what happened. She sad she had g dn;mz
7k i o he ol e, e s el abowr sy

o gy el unin. o g s it
has nox done any homework, the therapist launches intoa ullscale, vry em-
pebec e f wht s kb o i vith b i

%, o bt el ol et shout o
Counerace thes nflaences, I thepacent bsautcly A
gy vl oy mmnlnll o e
i i s Al g e e e
1he hade memberd o had besh o Ovrwhelma 1o pracue her il
One week, afer several frusraing months,she began to rport and discuss
et i He i wel o oy i el
e was interacing ¢ patients, Her individual

gt e e S s e g hed f i o o
o anlyee why sh hadt pracioed and fgared it was cats k10 do i,

Comcion-overcorrcion i n rample o uingbo he carr and
5 s gl s e

don-ovrconetons thesick. A paien i e not. ..1Y
foe hing ff he vall, bt e che belngings o e orking e
ekl g sy o pist g clm @
Gicused fariber blow), & cer e ot Beariomieiog bl e
ot only to restore the clinic 1 ts

consequence was that she was required
e peerpt el sy kel
bourssecuriy of e i by cotributin o thecosof hiing an afrhours
remepriouist. The curot was anods sppoiatmeat i b Tcrapt I
it rosiog of el e patr repaied umerous hols e
Kkt el epaining and prucing vp the sooms while e was ¢ i,
Once the hles e rpaicd,sssons resumed: & pen of ine (wth my
coluson) ) el ¢ prn m of caling me oo cé phon n the creingy
st i i e
m.., i & i ry with b nsend, imied
albiy by phont 0 20 minutes per weck -
themare, ol e ht b sk vas o onlyt ot hzr phooe e
o s 0 e ey ek i o il 0 ek o
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Scrucauring Teatment sround Trgse Behaviors 195
attended and if the entire e s e it of oo
sl ey e confi sbov g
Key o this cooperarion i clriy about whichtresment targts ar specific
towhih modeof eamen, s v el 2 ey ot b hlm 1.
each mode of teatment. For examy rle s 4T

i, il eines st wdereend e periiit
fih ik il akaios s po el oAy e e s
of the primary therapist. Thus, when such behavior s threatened, a skills
trainer callsof efersthe patient o her primary therapist,instead of working
%8 meharm comrct o the v o sendi e puiet o the sl
A second compone e 1

“a

o of cooperaton, 2 1 e S Clapeca, 8 e
Pilosophy of DT the erm mernbes d ot v Ao, s e e
things w paicats, o be peslay consicat wih ruzms Tonfoe
team members focuson teacinginererona ls and
i bt aponabig o e peen o el o o ey
s, neded) o st ot whas 0 lar nd wha o discard A i e
ofbepin he team on rack s muual espet among tam membes. D

| i pplied when conis arie.

sl bt ol s
effors.

In contras, patients’ use of ancilay treatment s rife with possibiliies
for conflet. A psychologist consulted for behavioral work on a specified
mblenfr cumple dondinties o sttty expnd e
e e iy bl ek e il A
Prarmacorberspis aay decide the amwber ok of atm ied
for eyresion o il desion (5 h ospitalzation), wi rring
the patient back to her prim: b o e it b
ul ;..u "ty deelop eh e gl i g
sent 10 new oupatien herapis: Aough DET sk o com he

ment prorties o the DT tam, i has o necessay agenda fr iy
infuendng reasment prosis of ancilry herpists. Th consulationto-
the-patient approach, which puts the burden of influence on the patien, is
used here. 1 discuss this much more extensively in Chapter 13.

Concluding Comments
inDBT req hings: aclar understanding

ey pain 1o s s cnnrning o sy
ntiw h:h ﬁ(p:mmando”\ ot acpes elon o ol s
men When you are a_patienc’s only therapis, you must
o o ol o hes e g echimscon, wih e
patient. Once you have achieved this larit, you have o gt yourself o fol-
Tow the treatment guidelins. It s this aspect ofthe treatment th has proved
t0 be the most diffcul for many therapists. It i probably impossible to fol-
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tion as abitrary and emorionally withholding explaining why it s being sed,
and working on  recommitment to work on the trgeted behavior, can be
helpful
Theborcomine s hecld.Fs,ance s pant s placed onan cxin
tion shedule, the therapist has o find the courag and commitmen
ok, Seond, when exmguidhing behavior tha i uncions o the
idual, the therapist must help the paient find other, more adaptive behat-
forsthat willnction a5 welor becter and b sure torinforc those behaviors.
Third, when putting a patient on an extincrion schedule, he therapist must
soothe her through . Extinction can

o stick

not a means of punishing patients.

ES... WITH CARE

Ao have ated sbow,punishmet s he piin o &  behmion] pons
ithsn e cosoquee. Do o hepaen har he
ook and aking avay somein for example,

and tal y g i doce e,
mences fo mos pecpe. As v e el sl
o spemie cmseus depesls oa th persic Hsiiion the parde

o e ety by e
sive in one context or situation may not be aversive in another. Once again,
2 vith inocemen, e deinion of punshmes s 3 fencioal o
ool ever

one s et o oo b o (nd et
beled “punishment”)only if it act t suppres behaviors
the specific case
The diirene cinction and punishment s sometimes subde
bt mportace I extncion, &

incion, the consenuenco st s einfoeiog he bebavioe
i emoved;n puishmen, posiive condiions prviouy unlted t the
Response are removed (or ave itions are added). For example, if
arsuiide on an npatent unic fiimce by staff oo, ignorig e
el peremi o e o privilges

taking.
or publicly humiliating her is punishment.

At times, aversive consequences are the only way to eliminate targeted
maladapeive behavic

fors. They are used in DBT in two instances. Fist, they.
o i whe e ooy kol A oo high-priority
bcharor e ot unde the col o the therapiss1nd o s st winger
e e sl That i, the ehai canor bepu

sbelil oix i ncoupaihl o s e behavior b inforeed. For o
: bondrine” beharior ma ey and lscivly e o

i it eorions, houghn and

in dsed

situations or create pleasant ones; result
inpaiot admisions (o icharges o oy oo public as-
s provde 4 vay ou of il sk or i vldaion and exprs
sions of care or concern. hers. When these reinforcers cannot be con-
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must teach the evaluate her own needs, survey
e B ey
s i, ot ctpl t pes i oot
ting it s her esponsibility both to gt 2 pass o come toindividul and skils
ring eont 420 10 Jeep Gnoogh ol v b edicarion thet she
is not placed on medications she knows won't help (or are not allowed in
e eument program). The hrapieshoud no el he pacient sl un-
less sy ecessary. 2 described bow) but shoud tach the avenc
e lcrive inthc cnionmen. Te st el (perhaps with
cherapist) must work with the outpatient phar-
o i o Tk o oo ol b gt s G
5 for further discussion).
“This principle appears deccptively simple. In practce, many of our
cherished ways of treating paticnts must be rechought. Take the patient
s apatnt it who s herelf deply. InDET,he herapisc 2o bnff e
call and arrange for a medical consultation (unless, of cours,
he paticn is deary anabl 0 do 0. ntead, he patent i msrced 15
ll ke the apporntment, Th saf cosches e paten calls Ther.
apists and saff members do not make appointments for patents with other
Pl K s s sl 3 il of making their own ap-
inme
b

25%
’E

nts. A therapist intervenes only when a patient i clarly unable to
S0 and the failure to make a timely appoincmen would lead 1o conse-
quences more serously negative than the posiive learnig the pacient is cn-
saged in.
Corollry 6 Do ot e sl problrs o actfor he et wih
oo Tl coolry & e B e o Corolry 5. b

tient serves as her own agent in resolving difficulties with other persons, in-
cluding othe |ul mn. o pofcsonss, o s s o s
o the thrapio 9 vt fo b It paies 1y disitiod

T e i s i o shepis, e
therapist working with her a the moment helps her figure out how to com-
mcae s efively o he oher professonl. Thé therpie s the
pain s uimacly capable (ih mor o s kil g of st n
berown bl For cxample, i 2 et s bvingdffclcs it neox
ol ehien un,(h e therapist who knows about it does.
o 3 o the xhrsand explan oy 0 e the problem. Therapissdo
20 e s s o o pies, Fo mi\'zlw(, Sheisaly gy o,
but s afid o el you. How could you ac t bt s not an

o . One can i e o s by
i diffcult in pracice. Humily s a reqisie fthis approach s not

stzay.

¥ Corallery 7: Do ot defnd other profssionals Wik e therapy team,
conshaaia s s padt et S soh i o ey
only for his or her own behavior, and not for that of others. Thus,it s not
ihe o ofon dheaps o aeﬁ..a another therapist to the patent. As i the
‘world, some people may interact with the patient betterthan others. All
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Appendic Suggesed Reading
inicallysensiv teatment ecommendat
et el o pirece
Egan, G. 1982). The skilld helper: Model, skills and methods forefective helping.
ad ed). Monteey, A BrooksCol. (et cspesally Chapers 5, 4, and
reciprocal commu-
. 0576 Th il mindes: A il n mediaion. Beson
This bookymnd\lnnmnk and methods of mindfulness pracice. Although
it essencally spicicual in orentaion, the approschis not religious. Mindful-

AR i e e e s
‘core mindfulness sl of “acceprance” s highighted
i s T o e, VT e o

understanding of this practice.

Hollandswort, 1. G. 1990). The physiology of e

Jl}m(mn anxiety, and substance abuse. New
BT i based on

H

ologica disorders: Sci
York: Plenus
ba biosocial theory of behavior and sorder. Thus,
foaied -m...zmmm.w...nk...mnm biology,environ-
2ot d iints S e ot T e i
mining prsened by Hollndovrt s compasl gkt
R
e ron e ochenia s poopyiogen o
i schizophrenis, depression, anxiety, and substanc abuse
b Zin (990 ol ceophe i gl of o bty nd
e e et et e
n-sww s the program of the sress educion dlinc at the University
i amachiser i e Ahough desgred within he ome o b
havioral medicne program, the program teaches fullaray of mindiuless prac-
tice. Asthe author say, it is an inensie,selfdirected raning program in the
Sy e s o g

. components. Hospi-

2
¥

Kancr, J (1989). Clmnluxemhuwvmbcﬁmn 1, princy
tal and Commnity Peychiatr, 40. 361-365.
i ey of et ot musoe, ks v,
meatalint s taris s i 2o
i of oo it
wel.

intense and carative therapeutic elationships. New Yoek: Plenom Prss.
ﬁnboddmlhmmwmhwmlpﬁywsﬂumm
within the framework ofntensive nterpersonaly riented pychotherapy These
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roblems regarding the application of their new skillsin everyday life in the
Foepid Thos senralation of behavios il s e primary et foc
e :m\mlum, rather than a target for the individual psychotherapist. Such
Tty e parclit acfa whea udivduetpercbohecepiss do
b it provide DBT.
'DBT is nonetheles increasingly being applied in miliu settings. The suc-
e ofthe applicaion insuch o setin e cosely ikedtothe s bl
o think cleary sbout the s enaviora ! g and 0 opaie D
remen st 1o s s e, The Herschicl 1
o i paatons it b s ollowy, 1) prevenig parsbids oy
cide; (2) decreasing behaviors that nterfere with unit functioning and cohesive-
e 2 ncrasig genealzsionof DET hzhavmnl il o o e
actions; and (4) decreasing quality-of i aviors and increas-
ng qutot o cahtncg beharios mg hehzvlurxmxu on the unit.
The limits of an inpatien 0 suicidal and therapy-

imereiog bl rohiedns qm(:dnlienmlmmlh o of anindvidul py.
ocrpis. Ourihs conol of e behvo maybe more imporant,
e A i B e s b T

e, sl members sy develop e and coningenie fo behvir ch
ifffrom those s by the inividual psychotherapists. Thes rles may eflect
che il lf's ced o g e wefreof e nire i, 2 el s

i cach individual pain e s more dhan il thit 3

reepeciic s ofteapy ariing bebaiors will b mecdd 10 et
e P e e o b et e gt
are ocuring. Ina long<erm inpatien stting, the miliu may have primary
responsibility for increasing skl generalzarion. In such a stting, a patient
may more appropiaclycll o he il il i o e i -
hothragia. e i i roces: g ey, the o f i 27

roach depends heavily o o Bt behayor
i and ity ok e ke e e, et o mmmbc

 patient s not in sl a very useful target or the borderline individu-

L oo, iy et iy i il e i ol v
ery well

In il and ther insiaioal etigs,ther will b t e one or
ganizational leader and sometimes many more. In such setings, the trat-
et g o hese indidal néedto be speciied. Uty ey il be
esponsibl for patients”and therapistsobservation of unt or organizationsl
limits. They also are generally responsibie for the therapists’ behaviors;thus,
they target delvery of DBT by the therapists.

As 1 have discussed in Chapter 4, the mode of DB for the therapit is the
‘weekly case consultation supervision meeting.In my experince, i his is well
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has not observed his or own limis. Breaking the schedule and appes
il kel when the teraps s ansure of His o hr tarment plan bas
no properly assessed the behavior, or fecls guilty about not giving the pa-
tient what she apparetly wants and nceds. Appeasement usually occurs when
the extinction process leads to a greater display of pain than the therapist
o N o 8 e ok ity e pic e e
hen e herepio e he the commit suicde or otherwise
eangally b Bl Do aentsFequy o i
i doss ot d somethin  ducethel e Civing o redoces
che ot an the pin, il and soches thrapis and st sl
o T it ca doa ramber f things 0t he cxtintionpr
paticnt and therapis alke. I s important to d herwi
r bol s

EE

on or b parismay sl i e cerpe A cotncion
shold b simeda the targtd ehavir, ot he il e
i is to break th reationship between th tageted behavior and re
I coequen 5 i e g e o e
consequences completely. Two seatgies arc weful here: fnding other be-
Raion 10 enforce, and soasing

.~_”L

1. Finding another response to einforce. The firt siategy s 0 gec
i e e e e e e
Revior beig cxtinguished. Accoring o ch prineples of shaping (dscssed
below),the idea is to get the patient to do something just a litte bit beter
S e o e iy i e, Wi bl
e mch e ofpoblm sl and comsideble

wil

line patient thi em sol
mm,h.umny some rv(unmp Abo. i i el i
o acd paicn pes. (At car, il (uzhuh er-
i i e peton Bicy 0 vyt
agreed \»slswp)Th:lm\;mﬂnlzskb assocate :dlpmpmblzm viog

bcharios vihmre g ucomes thn those ked o puyured
e tbing, With s patienton an xinction shedle, s il o
e threpn o et poraece o b ey whit e war snd
needs, and to acknowiedge solictously how difficult th therapy process is.
Tt it ‘what she wants or needs but in how she goes about
g i This, the therpis. st combine i wih o hesy doe
o soohing and Kindnes. Tis <an be particularly dficut for g,
il thoe who fel guity abou o Gvin s what they
Som hiapits tope with thels o painfal cmocens by coing v
it cmoionalyfrom the pen ha ,tey b n  someha bor-
derlne fashion themselves—all or none. One possible tactic is to come up
with 3 way to suffer along with the patient, meamvhile continuing the ex-
tinction, (A father who tll a child he is spanking that the spanking hurts
him more than the child is an example here.) Orienting, didactic, and com-
mitment srategies can also be applied. A parient ofcen expericnces extinc-
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e hopes that the patent will be rifored i she s new ol But e
Key i n the Sk i e et ik bappens, e okl s
it e patient n coping with th Sruscon, The dividasl theapirs ob
in this instance is to represent society. The. i s jobis to teach the
patient to cope with socety. Ifshe asks skillully and gets reinforced, she learns
that skiled behavior is more useful than demanding and aggessive behavior.
she does ot gt o, e bt  chancs o e that v et -
havlorlsnmﬂw ays einforced in the everyday world. Which is the more im-
onant lemon? It ot e, e boch e pie)

say that the patient comes t0 the next skils raining session and

IO s ol oy ees i v

e of, sid o abrpdy,and e oegoie: The kil tsoe’s sk
i 0 belp the ptien anaiyae b own hchavm'andl other persor
ubwmvzyl!wmbk, figure i 0 e o e
gl gt b !:ppl O cmmhain g

A T i o s e 0
Sl hrapies perspective—not in order 10 decide who s ight, but in
order to help the patient fine-tune her stategy. The abjective i for the skill
et ot i b g o

srnding e ndividual ssion I s anaprovitation of hvig  camer
L oo o, S G St ey impora) that nsead
af 2 camea the Sl rine b te prm ofche sl dhecaps, DRT
dots o somtme hie s ot heapins o noe.

I the next interaction with the patient, he skill trainer might share
che informaion he or s hs btained sbouhow che prient came actoss

the therapist or how the therapist saw it. Prhaps both saw the nteraction
similarly. Or maybe the therapist was having an “off day, or perhaps the
aten Faled e tha hemae e equct nthe vl ofdiscmi
Snoche importan opi fom which the herapit did o want © Al
O pehaps the dheripis e cht he pasem g agan prescnc s
quest in a very unskilled, demanding manner. Whatever the case,the skils
trainer now has both sdes of the sory and can usethat information (or not)
insying 0 help e puent imprv b ercional .

“This rule can be particularly difficur, of course, therapist be-
s ht snthes persos ramen of e pien s derimental, put e
belicf in the patient in DBT is 50 strong that it dicttes holding one's com-
s 0 smber profesiona nd enming the e pa
fulin modifying o stopping the detrimenta For cxample if another
poksons s nabep sy liotiog mledapin: ekon o Bl
quent occurrence), the DBT therapist teaches the patient to work with the
thr presionl s melkigappropistschanges. Lesming o be an nformed
and skillful consumer in the medical system DBT goal. Be-
cause of it importance, tis topic is disussed agin below

Corallary S: Teach the patient to act as her own agent in obiaining ap-
propriatecare. Animportant ole of the DBT therapist s toteach th patient
how to obtain whatever professional care she may nced. Thus, a therapist

et will be success-
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Appendix: Suggested Reading

* Strongly recommende

sround
. . (1985). Using metaphors i psychotherapy. New York: Brunner
ors are crucial to DBT and form an imporaant set ad.;mu e
es. This book s an intercsting discussion of mecaphor and psychotherapy, and
Sl gives ceampls of many mecaphoes poseialy useul in DBT.
* Barkow, D, H. (1988). Ansiety and is disorders: The natureand treatmentof ani-
ety and panic. New York: Guilford Pres.
bk o ot bl e et
based d scription of theory and research on

therole.
thory and eamet e o pedrembssmes =iy o -
e DT, o et of e pins e e s ot -
oo of xpor s sesegis i BT en et an o ot o
[ ik gt
* Basseches, M. (1984). Dialectica tinking and adultdevelopmernt. Norwood,
Ablex.
“Thisbook providesan excellent overview of what s meant by a “dialecticalthink-
o style” It also gives  brie review of dialctical philosophy. Underscanding.
the points made her i essedial for the conduct of DET.

Clnical and legol tandards of care. Washing:
o s A Pycogion Al

“Thisbook prorides an excellent overview of cinicaland e
e e s e et
o date. Bongar reviews the theortical nd empiricl ltrstur on high-risk sui-
cidl behaviors, and summarizes case aw s i pertains 10 restment o suicidal
patints. The book provides sophisticated sk mansgement srtegis inthe con-

s
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‘When th therapst responds to trget elevan maladaptive behavior with
disapproval, confrontation, or withdrawal of warmh, it is very important
toestoe  osine trprional mosphere ollwing ay mproverent e
BRI, i b s o s al and barely discernil
Thatis, 2 and inerpersonal warmeh should follow; whsiae;
O Tt Paemmaih I e dpsope oy s
o materwhat s oy gy e i ofsoune,

ient can engage in behaviors that are so aversiv or frustating (o th

r i ok cmoboel vArea iy & ok el el

chough th paient stempts o epai the ituation. o Tnteee cavn, the s
1 comsequnce o the padenes Behavior i ongerlasing than he paseny
and sometimes the therapist, may wish. A good surategy here is to discuss
ihe problem with he it nan open nd seping mamer. The vy i
cusion e p towadreaionsipepi, andths il probably
force the patient’s improver

Correction-Overcorrection as an Aversive Consequence

“The firs and most important guidelines i using aversive vt
b i e e pzllm( have 2
way o avoid or teminate . The correction-overco m... o mees
o these e e Caon, 1983, and Mackoaie Keating ald,
1990, for eviewsof s procedare). I adiion, it s uual T saitng o
the therapist.

There are three seep rection. Fist, followi
s o  prbles ebarie, b terapn withdraws a positve s
o bl svmeing o paen wae ot s n g oI
The b comsequene i ne thie expads » e bt andesiale (rom
the ptints pin of view)elfect o the eaior Sondl the heapi
QUi the puiknt 1o cagegein .o behviostht b corrcts he e
of the maladaptive behavior, and goes xp o it ey
Instruct m..,zmxpnm.». rationale of correction-overcorrection is clearly
stateds and posiive consequences for engaging i the correction-overcorrecton
i lad out The eaeired omectve chavior, s thus dialectically rlsed 10
ihe problem behario Thi,once the new “Somecing-orereorecing” b-
havior occus the theapist imimedisly 807 the punthmnt. hat 1
does the negative conditions o st swxrhho!dmg ‘Thus, the patient has 2.
readyway o erminat he punshmes. The challnge, of cours s 0 devise
s and over n behaviors that are averse nough while ex
she same i i e o uareaed 1 he bavirs e el

e nncen DET s paticnts who engage in parasuicide becween
sessions participate in detailed behavioral and solution analyses of the be-
havior before other topics are discussed is an example of correction-—over-
correction. The negative consequence expanded is the therapist’ very natural
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agement S ar
inpient pcinicanis, L shape y” on, he it ey 10 o
By el i i b, e peics oo bk v the
i, which il el boodbae ey newsaf, Ll then v

o sl s A e byt s Sal o

ity t0 city? No. I scems chat it will be much easir f [ just “shape
2 . paoen v manage Incloie hospial poases. The paen
6o how o consalt i the hospial e and how 10 el unnecesary
Kookl it St B ool et el

= r(mm

work out a

‘ment plan—perhaps one n which she. ind alk to someone in an emer-
o, b cancor be einored for plxswc und il Bekavioe

The consultation approach is also very effective at decreasing a therapists

v ange a i peokaional,and o hocpng shiesios abh oy
ted o beling thepaient.  had 10 clpic psins who was s anp i
pacnt of a specals n town. At s the oo el f e aniconnle
s vl g o igho tolow, s i onkd g the ey room.
admived o lloar cily s sl modd
e o s e e i i
e motdo well o the new meliccon an e edcss (o ey consil
with her specialst. After discharge, it could take up to 3 weeks to get her
backom bt unal medcations od tabld s, ¢ append oncemore
She was medial floa,and whie llng o e o he phone
i o i i i immedine
emorional response was anger at he attending physician, i
el 1 was the one who had to “pick up thepieces” ever
My frs tempration was o callthe attending physiian and interve
s and impasen and wantd 0 sop he <y, Caling, boweer, “would
v been a vilasion of the conuraionspproch | soon elzd tht my
Lok was it o chnge th people eang  paint (. ak tha et o
hlming,but 1 chenge te paiet (a sk tat flé mch more manage:
stk My anger droped 1o noting. ol e e docind i v
i s im tone s i e e simply b e okt e hi

s ot e erlmon Sheom o oenon
berom o yu this point than the ihough e conliono e
e . ol b, Th pest i o 2o

Rood at e chat s medicarions re moniored corecty The sl readr
o e s o i et
sl g oo koo cnnd it s ekt pod

get
sonsl m i is, she ws
sy o o
e s the thrupe o i ot e DET e
o ‘providing the nontherapeutic or destructive therapy? It i here
ot o et wal a st sgheope besween the e conmltion o
patient approach (not standing i for the patient o telling others how to treat
the o) and e therapi supervision consultation approach (carrying out
yhnmng and treatment modification as a group). The consultation-
wthe-p: roach i biased toward exchanging with other therapists in-

et her specialit to ntervene with the
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19 TREATHENT OVERVIEW AND GOALS
o the o i B o S

o bt s e et
et el o kol o and Srtuncin; A goe
of my students said abou doing DET, you have to be “warmly ruthless” in
your determination to help the patient change. It also helps (if you are em-
pircaly minded) o emember the emprcal daa on he cfcacy of the
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Pur 1. Contingency Procedurss
trolled by the therapist and are more powerfulthan any equivalent einforc-
er he thrapist has a his o her isposal,the gpplication of aversive conse-
cnences may be ey Second, s comsquencss e wsed when 2
ldpts bebarir s withll ot adapive behviors—

4. Thi

exerbhariors ocur ot ca b is s patic
iy b the svion e et bt oot
i s ek & sl o e e e b

toward her therapist that no therapeutic work could be accomplished. The
behavior appeared to be an automaic, conditioned response to certain topics
brought up in therapy. Once it began, however, the ol behavior was 5o
pervasive that ltle or no posicive behavior was emitted that could be rein-
lm«d I this nsane, e chraps responded by cning sesions cary i

trol her hostile, attacking behavior within 20 minutes.

rova, Confrontation, and Withdrawal of Wormth
sequences

i, confomtation, s il of g syl and vt
5 Sy e o e g skt i (6 b
furbercutions in decmining the porney o on S(quuw(s wma
anbe o avesiveha e therps worpesh ot ol

%o o o d v bty O e e s

e, but low doses
oo s i e ey o patient as noc
b o i i ek
ation of therapy itslf. Thus, both intense shame and cqually intense fears
of sbandonmcst maybe immedit comesuences. Ahough i may be the
ended el of puishment some of e tme it uallyfr oo s
{oe he behaos i qeson, Evpresions o ruraion o disnay can b ar
more cffecive than expressions o o T e s ange an s )
ensly disesbing the the paict becomes emoronaly disorganized and
perhaps vn more dsfuncional han bfore, (Comerly, o some s

the thrapis’saner s actaly ifrin,sice € communicaes htte

copin s chovgh 05 ng) I ing i e iipesone s
— pist mus nd analyz thieeffectivencssa cve
step

Nonetheless, with proper consideration, just cnough di
fromaion, o ool wisdemvl can o g sl
v epons i rilale. Ther s  umberof wey o preset e

opiions and emoional reston. The ecprocland e communi.
unmm‘ms,dl!m thm 12 b . o
it gl ol 1feel or do

is the problem behavior and Y is a resp muhauh lm\:dot;nm -y

O, more. mv\‘cremly, the therapist may say to a pat wokill
b 1 you VAl youref T ol 10 5 beog 10

e l.hruy\ o
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“e BASIC TREATMENT STRATEGIES
e ke i i conge, depending o who's oo
hem: A stmpionn DBt th - gy pns i
iy et gt o e
patient with other treatment professionals. The point here i that the ther-
50 don o i o e o sl A e
s, That s, the therapst dos ot sand in fo s or ber
collag

%

does not mean that one therapist cannot help the patient un-
i e S T teaching the paticat how to be effective with
others often includes helping them develop an empatheric and understand-
ing atitude. It also does not mean that one therapist canno agree with
another, even if the patient i furious at the other. For example, we had a
pacient in our clinic who had enormous difficultes with her skilstraining.
thesivt, who i s i ke gnifian herapeusic mimales, Once i
i v e hvwmr there repair the relaion-
i The pis et v ey crsad
wd e e ing, Th skl ranee fmally ot of all con.

act. The patient then began calling me (as clinic director), imploring me to
ol oo sl socr vl s b My o s to vatiam e
patients distres, validate the trainer’s right to observe her own limits, and
assist the patient in problem-solving how she was going to handle his pai
ful state of affars

Instances When Other Treatment Is Undermining Theropy
‘With the exceptions noted above under environmental intervention, the
heraist does no oteene i therprofsioal and o et

hang inffctive o ogni westmens or ones tha dol it with pis
st th st oalre e sy mesemeos sousiom it
i and he et bovt escing W patie b  nerven o her v
treatment community. The first opion should be to try to help the patient
influence other professionals to change thei treatment prosch 0 b €
this fals, the option of terminating or changing to another pofessionl
wreamen: program should b explord. Seveal examples ey lusenethe
point,

One patient in my clinic goes to emergency rooms whencver there i &
it (whih k). Sice she s uly e .u.md., e sincm o

gets admitted. According 10 her,these adissions are a

Rboth th i g > o

vishe,
155 method o av bt
problen. (s, thefood 5 ey 8o00) ot o st e B
Foced o gt and b bt e e o o
sodistuptive hat she has lost three obs and is now o public assstance. Her
monle i dectasing furcher (along with ours), and therapy is going down-
Hill Cane | consule with the hospicals sbout developing new, more efective
s o b No Ny s B v o et on i
adopta more efective poicy, in Scare thereareatlast 10 reasonabiy go
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2 Appendix: Suggested Readng
arethe same principlesthat underlie the contngency procedures in DT, In the
hind (and lat) stage of trescment, DBT s quit simila in many ways o this

Kopp,S. B. (1971). Metapbors from a psychotberapis guru. Plo Alo, CA: Sience
& Behavior Books.

Karp rovdsmany mssphorsfompinie o o, Chiiny
the Orient, anien Greece and Rome, he Renaissanee,children' ales, and science
iction. There i a nice reading lst a¢ the end.

,

Maris,R. W, Berman, A, L, Maluberger, J. T, & Yufe, R. 1. (Eds). (1992). Assess
ment and predicion of suicde. New York: Guilfod Press.

T a bk mmmarsing et o dote n st ad rdc
tion ofsicid, It reviws and discusses most methods of suicide sssessmert,
i micde o sk, prshlogiol el i,

“Thisis a vy good, very basc rview of principles of behavior modifiction,
incuding operant and classcal conditoning, shaping, chaining, ec. It is espe.

** Masers, . C., Burish, T, G., Hollon, . ., & Rimm, D. C. 1987). Bebaviorthe-
apy Techrigues and empirical findings (3rd. d.). New York: Harcourt Brace:
Jovanovich.

‘This s  good basic overview of behavior thrapy techniques. The chapters are:
organized b techniquesraher than disorder. There i  good appendix covering.
basic plmnpln of learning,

» C. A, Felder, R E., Malone, T. P, & Warkentin, J. (1982,
e gl s bty
.. Nel & D P Kniskrn (E4),Fom pyche 0 ston: T solig shrpy
of Carl Whitaker, New York: Guidford Pres. (Original work published i 1962)
Fiststage echniques for working with schizophrenic parents are very simiar
1o the reverent commicaion e used in DT, This chapts o+
smey wilh s ofamples Some o e ehiges e by Whiner
‘and collesgucs would no be used in DBT because they are 100 suscepib
ottt imporan e, ey gl
do ot it my own sl

e, K. (90) Nobordry Eastersnd Vs aprosches o prsonl roth

e O ew S o

prescncs a compellng discripion of how we crete polar

and paes out ofthe whoe. Undersanding of the cvemial unity uwu.m-«

and of the arificial nacure of these boundaries i csental to.adialectical view:

s

7
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uring Trestmene around Torgec Behwvors
behmer is diffcul 10 resst credibly. In any ca igues and
1 i et P o e oy & e o
o ey s s i) by o only one has been re-
jeced fo s reston,) Thus, ecacho ofthe comasimont  work soward
i gl et ot woud be consileed athrapy ceingbeavior
s, it would bescondinimporace ol 0 the i of mmien icide
"The necessity for being in heapy, if therpy s 1o work, s s s
evident. And alogic :Inkn usually be made that for therapy to coni
ot intericring bohaiors dhat e hav 10 be del wih. The e
A o e b e o s e e
e, he ettt therape, o b will el i, ekt o b
out, and commitment to maintainin the therapeutie relationship will decease.
Sinethe therapetic wok i e g ha binds e relaionship together,any
behaviors that nterfere with that work interfre with the rlationship. Bor-

apy regimens. Thus, a goal of developing and maintaining a working
(R g S et  mly ek € ko
beginning
o' i probles il vl b ofcoondimaned st
B o b s
‘Ata minimum, the emergence of cither the problem behavior or detectable
oo i e o 4 by e themptr, e ey of gl
and progress vary over time and situational context, each time the target
problem behavior or substantial progress cmerges, a behavioral analyss is
Unally conducted. For a negative behavior, he sherapik anayze, afen in
Sercining de e s palel gl f view Wb ol e 5 e
Pobloma emponse, Fox  posie ebig s thesapis sy s
o he prblem ehavir e avcded. At thebegang of ey e
it of schanalyes may ke up whele o, nd e e il o
mplbed Fime o o e il s s s

a s and e ther uton analyss, which
s e o b e o i £ o) e
e okaos i o ey i 1 emelymest
o it i ks S Fcsily e

10 the argeted problem behavior. | describe how to work on a target behavior

in much more detail when I discuss individual teatment srategies. One en-

e ey the arging sy, whic i 2 bty unde the e

tura strategies — pertains to the allotment o treatment time and attnt

various targets (sec Chapter 14).

Patient and Therapist Resistance to

Discussing Target Behavie

Theimporacein DET of iocu.m\g time and attention direcly on targt be-
aviors according o the hicrarchical list cannot be overemphasized. Itis a
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Change Procedure:

Part I. Contingency Proc

(Managing Contingencies and
Observing Limits)

Co, i
procedues, behaios sl iin, exposr-basedprocedars, and o,
nitive modification—are inerwoven throughout DBT. They are used by all
Tacrpicn, ltnougth min will vy wih st iodabyand phas o
heray Applcsion of e procsdures i ke fout man groupe o e
tons sideed inbehevio aniri. e el o hee rovpe of
quesions o priclar proedurs can be e in Tble 101, Eachtpe
ol s wte brcly and nformally i sl every therpeoi s
S hey can sl b o i & e s o) ey,
i ot e b e S o Atk

erapi
ek mplemening ke an Divieg sy n inpasket a0 st
" o organiced self-management programs becween sessons. More
informally ndfen with ik rlcuon vy therapio respons oberved
o experienced by the patint (i, public behaviors of the therspist) can be
cither nural, punishing, o reinforcing. Ths, cvery contingent resporse i
an informal contingency procedure, skillfl or not. Making direc chanes

in the environment t support new or more ffective behavior is also an ex-
ample of usng contingency procedues.

An important point in the application of change procedures is that
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Ccxe St “
NVIRONMENTAL INTERVENTION STRATEGIES

Although the main goal of DBT is to get the parient active in solving her own
life problems (che basis of the consultation-to-the-patient Souin o e
anissue i 5o important and/or the patient's abiliy to intervene on her own
behalf i so limited that intervention by the therapis is necessary. Environ-
el imrvenion sz e el it of conplion o the-pens
s wen 1] hecucom el and () he pse:caly doc
sochte e povs ot capally outcome, “Essent

this context generally means m-ammbmmv T 0 e pai e
environmentalinerencion srtgics e s sometincsneeded when the -
vimn ..m Jower relativ to the patient; in such a cas, the therapist

igh pe
equalize the power distribution.
™ The rle in DBT s thas dee o unltera trsons by the therais
should be kept to the absolute minimum consistent with the wellbeing of
dhe paten. The therapis inerenes only whn the arm t hepatin of
ot e outeighs the har (bt o e o reing o
Sl Farhermre,when the herapis dos acteyervnc,h degee
i i s e e posle. Thus when
the therapist s consulting with other professionals o family members, the
potosilpvary - b o o s
a5 posible in the consultation. If the patient canot be present but the inter-
ion i mosehals abolaly ascaer,  complesssaanary of e i
tervention should be give to her as soon as possible. It gocs without saying
et whenews poseible he pasica should be nformed aboot the e
tion before it takes place. Indeed, except in emergencics where there is a isk
of suicide,serious selfinjury, or violence o others, the paient st give in-
formed consent before interventions take place.

Case Management and Observing Limits
it is usual for patients to have both a case manager and
lp!yc i 5 dhee sering, o o the case management -
orscan and shovld be eonducied byt ager rather than by other

o o e et e e et e aneee
Syt e snings,th theapist might want 0 consider with he paint
the posibilcies for obraining a case manager. When the patient o
nated case manager,the role of other therapists, including the primary ther-
apist, is o assise the patient in using those services appropriatcly. Although
i appopeiae i DET fo the ndividul thecapit o perorn ek
.| im

=

associated with case management, the personal limits on time
s therapist will probably constrct the therapist’s own abi

o
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sit
ts puts therapy on hold temporarily, and some-
times i actually sets back therapy. Thus, it s rarely the treatment of choice.
2. RECOMMENDING BRIEF HOSPITALIZATION..
UNDER CERTAIN CONDITIONS
i nocwihsrnding, e s s susions i i he DI ther
apist will ecommend or consider brief inpaient hospitalizations. These
s ar e Tl 158, Wt bpleian  somsndon
g do o of i vk evod s g 1t b
e el e o) i
sdniin. The heais hould beinvieleable e e e
ervce i the local are,as el 3 Ooroughly Fudias widh
s eyt wistndon o ko i S bghl ot
v i v polcies and prfrences. n s, sl should be i
oritized in terms of paticnts
The therapit should dscus e o el o Bspliaon with
i pao darog orkepaion' hepy. A ptet sy o it
o equiecmergency ospalization,but ma eus 0 b hosptalae. This
situation is covered by sate laws regarding conditions and means of imolu
oy eamen. Therpss shold b horoughly amilrwith hei o caliys
nd sa Jures; a crissis no time to learn these. As [ have sad carler,
e e they stand on involuntary commitmen,
15 hoad ma i cos o s puns. Pl herpe shonld b
ol sl ek md s relevant phone numbers for cric
dmissions.

3. SEPARATING THE PRIMARY THERAPIST'S ROLE
FROM THE INPATIENT ATTENDING PHYSICIAN'S R¢
Insandard DBT,heprmary therapist doss o uncion s 1 he inpe-
tient attending physician for 2 patient; nor does the primary. lhgnpm admit
apasn. A heapist who wans 3 et ing hospital where the
therapist has admitting privileges should find another person to .a..m #

é
i3

pocen. The rconal e i B s o s b e
therapist’ not being the pharmacotherapist. In this case, the therapi s ol
0 consult with the patient at v ke zpp sl it ipa-

e . secarrnt sk will aslly be 1o achthe paent how to
il .m. il bch.mor inamnnrthae dost o undulyscare
patient. Going. zmund lhum
= Srligorta o it i, o o 1= is usually not
ey Toahing the paica Bow 1 ed smaivencs gyl p ate
cooperation, and advising her how to function in a sometimes arbitrary sys-
tem with very high powes, are also common issues of consultation. A primary
dhepi who s ch pover ket boep the patient in the hospital or et
her ou, or to give or fake away privileges, cannot be a good consultant.
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Core Suaeges: P . rbi
din srategies is nowhere more importans than in problem solving
Dt o e b e 0 ot i)
0 an end and a commitment is needed), the therapist needs to encourage
e o o il pges o oty po
‘out that she has within her ‘will take to overcome her problems
in'the end.

8. AGREEING ON HOMEWORK
Assigned, structured practice of new problem solutions or new behavioral
skillsis an integral part of the psychoeducationalskilstraining groups. Stuc-
tred homevork asgnments ar ot ypical o ndividual therapy Howeer,

i and herpis may ohen e o pic bhavios s e
o i will r bt oo stion and o ot It a v, he e
3pi o be st write downthe b s o vy
important not to forget to ask about i during the next session. At times it
i e e e S sog o do sl
ki vy difficul,the therspi may sk chepatins o chck i dring
the week to report on progress or unexpected difficultics.

Concluding Comments
‘The problem-solving stracgies in DBT are no differen from those us
e s f o Vbl hen g o s s e
tee, of coune, there would be e nesd o devlo a spcifc eamment
for BPD. A major difference between thesesiategies wich borderline paticnts
s spplyiag thsm with e puens it with e former, e cepi

s g gt o i e U, Comibmentt e e
i T o g i o 10 g ks ity
fore ¢ sk . Behavioral analyescan e i consurming nd tediouy &

Podly whe the proses 1. el by peasd Scapisicng
behaviors. Altemative behaviors and soloutions that seem possibl tothe ther-
7w ol 8 i Gl il i, applie
Sonaindapeci e i, s expome s e
reduci ufmns
e nm

aimed a re el dogyoxin et
s, 0 belp the patin . lunw\n‘)\um xm
i and pasnt have doeioped to
bkl ropeogrs apters.

i
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il oe i decriniog herpeuic st ny g moment
bl Toecoph sphasis o A bt . DT ...m.x.x ‘o the ther-
emphsis i Gestal h rom a wholisic, sys-
e o o s g, B s
ot tcrapy approaches to BPD developed by Beck and his cllagucs

(Beck, Freeman, & Associates, 1990; Young, 1988) explictly incorporate
Gestalt techniques.
Whedherthese diffeencesare undamentally imporant s, o course, an
il quesion, Cerinly, when ol i sid and dowe the standard
e bk ol componcnsmay be e ooes o mwmblr for the
effectivencss of DI 5 copricie and behavio thespies o ndduzr
mptwenuyﬁrd s BT and o sand
plications are not s sharp .;xm.m

[ ement Effectivel: The Empirical Data
i ot e o gt
S e e o e o

e immense diffcic i raing dese patas, ehe Beraure on hiow 10
{reat them, and the widepeead ners n th s, ths 6 rthessurpFising,
Uhave beenabe 0 findanly o other tesments tht e been subjeced
o conolled s il Maral and Munso B (1987, Moo

& Marial 1987, 1905, Clrkin, Marsal, & Muneoe- Bl ,mn
e o pychoyamic oo thenpyfo BPD (Relaonkip
Farchotberapy, RMP) o indvida eyt e ey T
e
successful in keeping patients in therapy. Turner (1992) has recently completed

= adomised canerolled il of s Sreared, mlienodsl eeameat o
ingof harmacothrapy combined with an grathe dynamicloogie-
behavioral wreatment, quit similas o DB. Prliminary resuls indicate promis-
g oumomes wxd\pm&u reductions reportedin problematic cogitions
behaviors, anxicty, and depression.
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vention strategies) is on interventions by the therapist in the paient’s envion-
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Sty i s pen w4 el rapy
pobetiecap.
A patient at risk for suicidal behavior nceds limiting acce
It o of s, The g e DT it el s
e gocn ot el Once parints knw il they el
e abous comveing o e hysican and/or nurse.practtio
e hould dicus and devise meodsof conoling
bt e lraditiebotr gy insuring pescripton compliance.
Theemeshodsca icldete o bl sk e e cooprion
offumily member, the e ofmll prescripions, an e s ofbod o
e |m| moscring (e, lhium Iowl) o caton is
ken or s being hoarded. dos jridedy u[uu brpilrryid
oud b he prscribg hysca
prdyec

iz

he presci onciey e e e o
program, but o z»dp it el v
e T icidal behavir.
N THE PRMARY THERAPIST
e PHARTAC
.n DBT favors se ychotherapy from pharmacotherapy,there
e whet i e PACUEAL, The pakt e o b bl o
one lsc;especally in ural areas, there may notbe amyone s valabl. Or,
sl o s o ey, epsion oy
violae his or her own principles of For therapiss who manase bo
Sohohrpy antphrmassbecpy, DV gt 5 olows

:

1. KNOWING THE CURRENT RESEARCH LITERATURE. The research
lrateon pharmacotherapy of BFD s grovin s s y i, ad ecp-

py
ingupvith s sntal. s mporat

s may be e difeent o st s,

et the same criteria for Axis I disor plc,:

it sl e bl plisbennty
diferent medication regimens; some medications increase behavioral dyscon-
o, specil problem when o e borderine individua Gardner &
Cowdry, 1986; Soloff, George, Nathan, Shulz, & Peel, 1985).
2 ADDRESSING THE PATIENT'S HISTORY AND RISK OF SUBSTANCE

ABUSE. Subsanceabus s 3 el ot wih bordrine sl
s & paesmay el abue he medicaion she s prcribe, Thi s+
hbenodipineand fo i esonthey sholde wed

e e At oo vy e s o oee o o0
o o o o et o g gy 20 P
chotherapy in standacd DBT. The prescribing therapist should intermitently
address this issue matter-of-facly, analyzing with the patient the factorsthat
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Strucaurig Teacment wround Trge Beh
making them dependent, o that asking for advice during the game is a hosile
attack on the coach. " shesne

Thicd, when interpersonal conflcs or crise arise in an intimate rela-
s i does ot sem emonsle o penon haing difuly bas
n arbitrary amount of time, st by the ocher person, o esol
1 Flons culy 6 s st Wl 1o ey o s A
penonalbonding betwee patlot s thrso it he s ok o
portunity to cqualize the power discriburion in therapy. As other therapy
pespecies would pat % ouch call “empower dhe paen.
“These thre reasons for phone calls dicate the targets for such call. In
order of importance, these are as follows: (1) decreasing suicide criss be-
haviors (2) increasing application of skill to everyday lfe; and (3) rsolving,
imrpnonal cries lntion, o e of diance betwen pic 124
she. A kst wih b s

hysyemialon el e kgl
e crisis lxh:vwxx. e i o n ssesiog ik and
using problem-solving approach o identiy alterative behaviors. General-
I, Su:i\pmbkminlvm‘wxll Jead it 3 dscusion of how h pic:can

apply DBT behavioral skill o the current sicuation. O, f the prok
Lkl e b S o oy A
el thepain sl ol gmerly s e s g
spect o skill generalization, the modal comment of the DB ther
i o & ol el o o i e e Th
he therpi eenlsly ecpe e focu o how hepatiotca e hr skl
0 cope with the current problem uniil she has another sesion. At least 3¢
the eiming o smet, g he et divsclernce -

g i sl il e iy ol oal here. Analyzin
bbbl et ek gl «mm
i v e palr o co s de .,..nd e the et of

o I s crcil thsthe therpit remembe a0 st o s ...‘,
e ooblem rsalation s usally the paic eced i the
phone call,

Aborirs puin o s oy s el ondisnsrom e e
apis; therapy sessions frequently st offthese felings. However, such a p
s e bt e escons o caiontwih th heapit: Tt
emotions of anger,sadness, alicnation, or other distress may no occur until
same i b a racion:Callng b herapis sproprse i i
uaton: The g o these call, o the DBT pa of view, ¢ dersc

in the paient’sen sichrbnteiet anc o e e The i
for the heraps s heling th parent with hi s o wile o e w4

dyi(unmun!b:havlen s the s i, dscus i e n mch rsee
deilin Chaper 1. th beginin of e .phu;x(l acsons st oy
my requent,but also may las a fie amount of tm . The heapetic
s ofobcrving lmic discused n haper 10, can b pecilly e
vl s it

ical here if the therapist is not to burn.
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of rinforcement on the brain, independent of what a person may intend or
want,can also be discussed. Reinforcing consequences cause chemical changes
in the brain; neural circuits are changed.

“Third, the therapst should point ou that consequences can affec be-
Bavior withoua person'savaenesInfactmost ofus re ot avar of how

nd when behaviora conequences fooc urbevion. Thu, the Fcht
we “feel” anlwan ing g o con oo 7 rpexd
ey ettt tis o o P s 4on l|ym Juencing

g s oot o menl pants”) end o omsruct o

i o behwior when Eases are bt appare (Nisoe & Wion, 1977

the immediatcy prec m.lx s, If  prson e that i wad beng
ooe b o she ol of courme cpla the increasod behviar 31 du 15
Tt s s vy el g et
et i he b wthos his o bt knowedg? I i simlaion could
Bt ot n il o e Vol el
but the person would not know that the stimulation was influencing it In
1 emaaamo, el peogl ¥l e p < el sk edond
o brain simulation (¢8., I like doing i€"), o explain their own behavior.
Tt e o et et o e e or ke b el 4
et forbebavio hat s e foun o beinfunced b o
cntrly, and then sl xamples from the patien.
iibe Lol ek ey person figures out what
is influncing mxarh e, th s called “Tasight” s ey ic
insght it soially unaccprablebehavir renforee will be
v i theaps an paicn colue 1 g ot e, oo

b v ety o e s or el
b o (ot sopporing dte) e stwap b b idoaion
it ey o v Whe b g o ot o
s oo piocls i mannes ey vk g b

denifing the elationships that influcnce behavior.

Fih vty helpfl o giea sson o the e of exiocion on
behavior. If necessary, th therapist can exp:
tive behaviors may temporarly incresse i feque
o einorcement. Underiandin s elfcssomeimes migates the o
esocsted withremova ofusul sifoeer. The oot e dos ke
desribed n Chaptes 9, canbe used 0 helpthe paent male s commiemen
1o tleraing the paiful aspects of changing comtingencies.

Finally, principles of punishment, discussed below, should be revi
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TABLE 5. The Hierarchy of Primary Targets or Telephone Calls
Gl o e herspist:
et e ot Ecviors

2 Tncreaung generaizanon of bchvirs! sl
3 o(m...":g'&": e of conflch, ahensnion, disance from thcapse
herapss:

Calls to th skils siner or other
1. Decreasng behaviors lkely to destoy therapy

ith (behaviors ) o o rnon v e she
SR« prsn i 0 s s S
o 0 beewions et s up wihinthe terapy session, i

o S S e ey o i St
punished, o extinguished are spcific to cach patient. That s, not very ar.
et s necessarily accorded the same importance for cach patien

Telephone Calls: Hierarchy of Targets

Targes for phone comersations with  patient depend on whether a cal is
made (o the primary therapist or t0 a skillstraining or ancillary therapit.
The hicrarchy of targets is outlined in Table 6.5.
Calls to the Primary Therapist
lophone clsberween sesions o b iy sherpis e cocounged o
DBT. (A therapist who i immediatcly worried about getting too many
Bovmns, ot oo ok § posonts g o o
herpyneenngbkavior) To destand e of args o phone
ol the prmaty therapis: neds o remember he thee rssons why I
Tovors e . P o o idividue who s iy st by
i o kit et el oroterwe suffers

adverse consequences 13 st of e iffcly e very act of ephoning
ispracieinchaning this dytuncional behai I offers e cherapis
e o imevne tostop il b

havi
| Scond, paien o e secds el i gencraliing DBT behaios il
e evryday A phon call can abcin the coachingneede o suces
eneapenion i DER i primary therapis is much like a high school
kel o et chothesp esions ar ik the diy, s
ichotprciecsns whete ndamenals re aught nd scion s v
o builing the basic kil forthe game. Phone call,in contras o hk:h
it ofthe couch wih cam meniers d\mlll an acuu
coa enbe

ch s s s remembe and apply what ey hve
| Ama st o In o, it inconciale th
ol e g A and bl e membes, Nconch oo

d
Prsfrion s part of the job, that helping players P ring games i
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Table 102 (cont)
—T o it ol G i i
shapes P’ respor oo
i bt o shenty P e
b o o biow the i of b bl e il o
B o et oo e e i i

P ey sccomplihed
— When b s the it of b capile T renfores behrio
T does not einforce (T excinguishes) behaviors far from the goal
 havirwhe bkarors mare s o i 3wl s .w.
emation about al varizbles in 2 situation inc
T B s it o e
Anti-DBT actics
g0 P demndsand eiforces bhaiors el bl s capailies
‘when more capable behavior is reqired i the scvation at hant
T is inconsisent in use of contingency ....n.,mm procedures,

sionals alike, about principles of reinforcement and their effects on behavi
makes this task both extra important and extra difficult. Gerting across
curate information about how learning works is crucial i the patient s o

oliborue in dicvein the forces conliog ber ovn behavior. It goes
bl

out sying that the therapist s o be ulyfamilc with principles of
ing; most general textbooks on behavi rmndnl' fonor bekei e
apy will have a summary o el (8, Manin & o, 1953,
Memy oL, 1907, Nillcnson & Leie, 1979, Oleary & Wilon, 1987).
The therapist also has to work at reducing the s gnau[sc:uh unaceepta-
Blepacrnsof einorcement Iy experince, he following points (in any
orde) re the most helpfl ones o make,
e th therapine should dscss the difeences »smon iceons, be-
h:vmul planning, purpose, and consequences as they how individu-
a or act in the world. With borderline pmmsuh s pericaary
“The intent of their behaviors i frequently unrelated to a east
of the outcomes, incuding outcomes hat rinforce the behaviors. The
herps shouldpoot ot o e ‘patient (as  have pointed out throughout
i book) hs . e n o 0 sme that the consequences of be-
Nevin messsally prove ntct. Maey consequenees ae in fact unintended.
Moreoner, the fact that a mn;equmu strengthens behavior (ic., is a rein-
forcr) does o mean hat he consequence vas intended or wanted; unin-
{onded Constquenees can and frequenty do riforc behavior
Second, the therapist o o e e s f ot eae
ing, Examples that can be used include infant and animal learning, in which
conscious or unconscious intent s usually not ascribed. The physical effecs
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Decreosi
TMD)Knnmnwnal“ licting” occurs with regularity in the lives of border-
e paser. Spliing pocurs when dfcent dividuals i 8 paenes o
work are at odds over how to ineract with or respond to her. Parents may
b st for cample,one paen may want (0 cominu gin the i
e oom and boar,whiethe e st he ptint i pying b
o houschold cxpenses. Frends aybe i, with some bl
prostssenarec s oy i paient’
e e e
ing” halth professic b

(X aH splttng” health ol g e same paet o oy di
st teament methods and e, but do 50 ehementy. (Thi
o Bacused n e e s it <y
roach was developed to reduce splic-

The conslaion-ethe asentapp
‘. By remaining in the role of a cor
m bem g in o fin ooy potions o
h the patet. Disagreements on bow 10 espond
e e e
think for herslf, o ntegrare divrgent advice, and generall to take respon-
sibilt for her own lfe and welfare. By staying ou of arguments about how
o skl g o e paic the DBty i kg pur
in and contributing to split

ped
nsultant 10 the patient, the theray

epin
ken by othe
o the patces

Promoting Respect for the Patient
Finally, the consultation approach promates respect for
b, i s conmt v e monce o DT e T
sage sent 10 the patient is that she is a credible source of information and
animerne il in o ovn el wihin b v sl and bl
vk Abough i o sl for g conl i one o
o o thay e g o bt o S T
e or pochaberspy), uch consulason, when conduind n i s
of the persan imvolved inthe cas, sends one of several messages. It may -
pl o the s of shiing theindividal pou s o complen o b
i et e dm et oo s e ot e
ik ] o ot
Sl o b . The ppronch ot macome i on o
ing o demytiythe proces ofbehavioaland peychologclchae o thac
the patient can become a beter advocate in her own behalf.

parient and her

The “Treatment Team” versus “Everyone Else”
“There ar several variions on the consultation-o-the-patient approach. The

variations depend primarily on whethr th person needing informacion o
consultation is 2 part of the therapy team o nor. In principle all ancillry
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s to Skills Trainers and Other Therapists.

though the sl s migh sem 0 be the il peon ol o
elpin pplying sl o vy e n DT, whe uxhllx
e s i i
e o i paer. ol e o i e
Imich bitr sppetafon ofhe paint’scurent sbiis s eicaions, nd
thus il be in 3 siton o require and einforce “just-noticeable im-

provemen” I other settings, his limitation on phone calls and ancilary con-
iy o e ey P ccumpl i dividul il g modd

s, s may e e o he pacent o b ablet call e il e
ot el in pplyng spoatic bekavior okl utsde of meaaoeo o ssons. u
milien treatment is used, a s typical i inpar n,.m.u treat

comsbtions o hely n skl rorszcon might o ondnary be diece

s sl Tn thee eences, e chond s s sopicmion of il 30
everyday life
In my program, the only purpose of a call from the skills Gl
view is o keep the patient i skill training —that i, to decrease
h i tha e oo e contimuaion o terapy, Obricush, Kcping he ,,.
v s ikl o achiving i e gon. A sls posion B e
by he hrapssn te DBT program, i the progeam directo.The
only appropriate focus is on those problems that threaten the patient's con-
tinuation in the progeam. All other problems are handled by the individual
therapist.
1 a patient call the skills trainer or any other therapist, including the
program or unit director, for help in a crisis or for help in applying skils
0. situation, that therapisc will ef her to her individul therapis and will
dist

help the patent with distress tolerance skills unilher cherapist i a e
1 the patcas i i i damger of micid,the n pie doss v
e et puly sl s then Hhepeber
individulthespis. & mre dessieddscuasion el p ints i provided
in the accompanying skills training m:
Target Behaviors and Session Focus:
Who Is in Control?

ke the i doc o v i g iy g bchevio the
theapistis faced with controling the therapy focusagains te pacents wishes.
DBT reqirstht th sherapist adere ol to the argr irarhy o
the ariclr e of i bngcondcied Aldough s e uch -
et desls aemion, o ther prs
o, s do ok e b te o The i i
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STRATEGIES

contingency procedures, in which the focus is on therapists’limits and pa-
cients’ behaviors relevant to them. Limits, both for borderline patients and
fortheir therapists,are often enormously controversial. The observingfimits
Sppesac bt b dewlope 0 del by and vy with problens
inthis et iffes somewat ol stiog approsches n may ot
therapies, however.

‘The Therapeutic Relationship as Contingency
For most borderline patients, the m xm., s usually have to
o withdh quality ofhe cecapeic eaomhip, Wichsome paticts, il

e jonshi
leis powertl encugh 1o e the iaforing efes siready i plice

democin s ol dapir beheic: T, oiagoucy procalucts
S impossible to use before a strong relationship has developed berween
pasint o therpi. A oo eaionbipnivces e e o et
apist’s behaviors, which are then used unabashedly i force pa-
tient behavior. In sum, development s

ent of a strong ma. sl is

lsiondip with he paient s cncil. xm..  that other re
mavalble other ko eous v
for £ pat

g comsmesof puren probl e
the therapist
‘Once a strong positive relationship has been developed the most ffec-

s einfre bl o et e ression and continuation of the
posiive e . The most ef tis withdrawal of the ther.
iy mw.u..nam i o o e e
apy altogether). The rlationship i sed n the sevice of the patiencs long-tem
ol (I hevemaculr used n Chapec 4, e shcapit 6 develops s

positie rlationship and then uses it o “blackmail” the patient into making

rargeted, but excruciatingly difficult, changes in her behavior.) Two points
are very important here. P e el o e el ionship contin
gencies before a scrong, lxioati i formed, Yo hove gt e
ooty e bask ek Jou can' 4“, 50 10 speak. Sccond, ince DI
oo Foiee nacucl ot arbr ingencies (discussed oy e
crength o ot he e, ofthe aongi, he 0 be s, That i
a phony or less than genuine attachment of the therapist to the patient leads.
nccsarly o rbirary ot st e espomes Moo i
liking for the patient is one target of the therapist supen
sescgien dcued n Chaper 13, Fa from goring or
therapeuic relationship, DBT stresses the strength of the relator

Yo ity i b son of it o il it

ment, and so forth as reinforcers may scem incompatible with genuinely car-
ing for a patien. For some, the very idea feels manipulaive. For others, genuine
iing méans saing varm 1 stched o matr wht the oths
does. As with most controversies, there s truth to both sides, On

ison/colaion
vl y» s the

peron
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Case Management Strcegies

TABLE 13.1. Environmental Intervention Strategies Check
 Tintervenes when P s una mmmrnm.u...nmm.,m....wmm
e gt poiat homaloson o o mecaey
T gives mecessary information to inpatient staff o support immediste
hospitalization and to implement treatment plan congruent with

Dy i,

T intervenes when environment i intransigent and high in power.

o . mabes phone calls requied to maintain insurance, dis-
abilcy benel Jssion t collateral reatment programs, e

T intervenes 10 g imvoluncasly committed to alerna-
ive reatment or inpatient treatment.

en appropriatc, T notifies P family when P s a risk for suicde,
T arT e e o ok ol
T notifes appropriate agency if P is sbusing.
lery indviduat, o hescening boduy harm o 8 speiic
dividusl; T comphe with laws concerning protecion of other

dividuals.

T intervenes when it i the humane thing (o do (<., goes and picks P
o eaton when P e ks o i o
harm.

“Tintervenes as above f P is 2 minor, but wih due regard for parenc’s or

- ighes.
T PROVIDES INFORMATION sboss P o othee profssionsls 0 a nci-o-

know basis.
T keeps information that would unnecessarly or hunillate
P confidential.
T ADVOCATES for P.
¥ S o P's cnvironment to asis her

LT Chserves own limics an case management dutic.

Anci-DBT wactics
— T G i s
il o assess acrual capabilites of
e oty
T uses peorative descriptions, motivationsl inferences without supporting
aa, and other negative characteizatons of P when communicating o
others about P.

3 ENTERING THE PATIENTS ENVIRONM

TO GIVE HER ASSIST:
oy borderline individuals live very solated lves; thy ofcen havedifficulty
Dl it seining » supporeve mecpesonsl sewetk, The may ok
have family members nearby, or rlacionships with narby family members
ma bs sl vl rinds ey b bl o provide useful s-
‘Not uncommonly, a paient is unable o find anyone

]
Z
3
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s made more reward-

sonf coping st nd groweh ocurs becase
ing than other ahernatives.
= DBT, a dialectic i thus intrinsic in the therapearic relaionship; the

jist must choose ppmpnlkbllanubﬂ’w«nlkkmﬂvpm:hzs
e o o relacionship as therapy” facilitates both acceptance of
theclentas e od delopment. “Therpy tiough e ol
tas the i conrl o beh:vlnr rhe patnt camoc ontrl s
patient’s acquisition known orinsuf naulygcm
by
Before ither approach can proceed, however, there must be a therapist-—
patient relationship. Therefore, one of the goals of the initial phase of ther
ristndevelopthepatien-therpi achmens sy, Mt of -
P s inckose (e cphasl wpom. aldaion of e ety sl
copitie and bikavioal xpaieee he iy of e comirec i s
cidal behaviors and building a life worth living); the focus upon therapy-
interfering behavior; outreach and availabiliy through elephone call; the
therapist’ recprocal communication style; and problem solving of fecings re-
rcting he el Throogh thee, e thrist s the < py
g of achnent s e Equly mporan homeres
acmhmat o she pasea. 1 e heapit ot mbivece o e
patien, his wil be communicated. ;h o it acion, and
the rlationship will suffer. Resoluti e et vy e upon sui
“ behavmn Fhich will educs therapin sl dhrapy oo
and folings sbawe he elationsbip, s wel 82 by superviion snd

%

i
“The ther lasionsip s uullyno s e i cxer e of
BT o2 5l e o supporiveproces py. Nevercheless,
ool i ok el ot S
ek s e i M il Ny, Myl

sipmaybethe nlytharpeuticngrin hat spt e aieeve et
Alhough mow DBT sescgios snend 10 an i ohans e gty
iy s Spefic focus o he relai iy s sontines ol o These
cee particularly important issues, each marked by  elationship strate-
& o again,thse st do no eqire nw lain, butdo e
S iforens mcegasion of segic | have arady discused, s
) esonaipsseane () eaionii proen mlvmg,:n e
onship generalization. Unless 2 dialectical approach s kept clarly in o]

e prsence of S opposie echniques s rltonship sccptanceand

tionship problem solving i the same set of szaegies willseem paradoxica

indeed, Relationship strategies are summarized in Tabl 15.9.

1. RELATIONSHI

I lonsiy r.h:npm recopnizes, accepts, and validtes both
ainsand hmsef o herslf 5 3 heapit with (i e s el 3






index-203_1.jpg
) TREATMENT OVERVIEW AND G
Ineesinly, mary heapiss o ako discuss patients’

d-z g bebei with the tpall sl
therapist o osing ch bohaviorswith pacent

rapy-incr
ience mary e avi
e s buroed out 8 i I o e, The prablons s brough v 5n
Elesdidrsndali it Generaly hese therapists seem
o beliee that “nontherapeutic” responses o patiens e..,fclings of anger,
S i e i il e o e o
paces By cons DT approscer asindicaions ha
ey i, therapy interfering
are discussed

m mxh:rh relati hlp rverg e

behavior With v rewm,,mwd. pmhl
‘it patkats a8 i, probcavaolying masac. Mor s said o this opic
i Chusn 5 e patients, therapists often do not want to discuss
o on e ove —ml:lmnlbehavlws, cither Indeed, some ther-
ss are quite adept a rurnir omplaints about their own behavior

o deusdons o o e e oo, iy oc e L.
Individual Therapy Targets and Diary Cards
How docs a therapist come to know about parasuicidal and other targeced
behaviors hat occur during the weck between sessons? Ceraily,th ther.
can ask. This is a simple thing to do when negatie high-prority be-
barir gl o poste ot ot ey
For cxample,if a person enerstherapy curing herselfdaily,an
intopping h cuting, i s oy ot the i o sk s
1t egmingof cxchsesion. Howerer in my apeiec,
ingy dificul for the therapis 120k shout sueh bchavio ales i has o
o s et of ek o o Lkewber 4 o il
isnot.a problem atthe moment, te herapist may fel uncomfortable o sill
king abous ¢ ach nd vy ek ncesed e o bhaioral sl
s, bt he et i dibgenly appyin such shls week e weck,
Tty b il ot & e s ey g vk B e
perience, problems with drugs and alcohol are very unlikely o be reported
he

d was
lrmatitaton
siiionos

sl ificulis i to have the paient il ot a
h and every week, in order  obain infom cnsion 5 Ay
b:havmn. The front of a DBT diry card s shown in
tone

ach

cion isobfained about ype and amourt

Figure 6.1. As can

of alcohol ingested e dly,lyp« and amounts of prescription, ode

coune,and licic drugs tken;and dere of siide deation degrc of

o, dee of ures o commicparasicidl s, and occurenceofsuch s,
ing for amoun ofbehaioal kil practice s s obtsned cach dy

e s variety of purposes, but one major purpose is
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force , over either punishment or extinction wsed alone.
Idezlly,zx o above, e terapt e s range o b bl
and maladapive behaviors are replaced by incompatible skilful behaviors
that have become more reinforcing for the individual. Ideal conditions,
bowerer, e ot wsal wih buldzrl\ntp cents; as @ esul, ither extinction

ive consequence: i t

" Contingeney procedures n DBT, cape o IIY the e o i o
quences,are very similar to procedures for its in ocher therapeutic
rosches. A unaly defined, i Tk ot therapist's ac-

= ha purih o thea o of e for eharion the seraioe
belces ae harmfl o the pacen L el n i comect o the i
ofscspble behaio Usaly bt ot sy e zvmhmnrzd.mﬂwu
that the therapist believes are maladaptive and out of the patieat’s control
orhose that sriusly merer with threpy. DBT defnes i more
rowly and makes a distinction between limit elevant and target.rlevant be-
haviors (see below); however, again, the actual procedures used in DBT are
quite similar to limit-setting procedures used in other types of therapy.

Managing

The Distinction Betwe
Contingencies and Observing Limits
T e oy of ooy vl DX sl ooy
ofeheviors. o Bt ey "iogeocy massgroces? Skt
e e T ity g o vl e bebarioey Enncons

e e

lated to them. Taken i be cons
bebaviocy™ 4 tcm vty oo n ncaning 10 th s il dova be
haviors;” coined by Kot b«g and T (199). Athough ncluing uncion

ally related behaviors nm.unly can open Pandoras box, the targeted behaviors
e claly spcified a the bgininof erapy pl\l\nplc at least). The
tebrioncy DBT.
s high in
been rer

ot hooks o werk on e nlong:
term therapy, once behavioral pa
ot et v b vios mayconsis pi
behavmlchucnir/(h e Thais, ey my o
target, the patients individual goals. ik b by
e e el S oy
category, “observing limits” addresses all patient behaviors
therapist's own personal fimits. Taken togecher,these

e Werachy of targes
imariy olp rns
DBT

The second
chat push or cross the
ehavior un e considered vt bebvios” Th paoens welfrs
and wishes are not the primary and deciding factors i this instance. Instead,
the deciding factor i the reltionship of the pacient’s behaviors t the ther

pics v personal i, Thus, imitelevan beharion il e vy
erapists; behaviors targeted by one therapist will not necessarly be targeted
‘r/ another.
DBT strongly emphasizes differentiating these two types of behaviors in
sing Contngeney pocedurs, Obiceing limis s el catrgoy of DBT
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ies that ar cither not possible to obtain (such as learning to get insurance
companies t© pay without a therapist’ report) or not reasonable or neces-
sary (such as earning to get broken down cars going),the therapist intervencs,
lnlewemng When the Patint Is o Minor

s ot b wid by iy emnt e fo s pcces g
oy - both legal Land Amu.\ considerations can rc-
e At s lmnmlum 0 the patient under
certain circumstances, In particular, it mly very importan to work with
ey, g, o tacher o o minor pen. Abough :h:unu! policy
in DET's e m». i paat e, i ractical or

Youog sdolescor. Evenwhenthe ,.....amy«m.-,
e ..mm yfo the therapst o b fa more arive han the st
Bl e ot eporde s grcealy cpl o
shetp v s coms hores o o nrocs of i dbue,
Sl enommentl ireion wegiss e de
ted in Table 13.1.

no

PROVIDING INFORMATION INDEPENDENTLY OF THE PATIENT
Providing information to othersis one of the most common forms of caviron
mental intervention in the mental health community. Medical records, intake:
and discharge summaries, and est results are routinely Seu e profes-
sionals teating a patient. Phone consalations to plan thera cooname
e, or o gt adviein s risis are mre o les rutioe
sexings. thecruial thing o emeaber inany thrapy nchding DBT ot
information should be given on a need-to-know bases only, Confidential and
personal details of therapy, private confidences, and information that would
embarrass or humiliate a patient if made public should be kept confidential
Pforaiv descrption, meriatioal ineencs without supporingdas, s
er characterizations of the patient that might have a negative influence
gtk paicn should be seicly svoided.

2. PATIENT ADVOCACY
i pint advocacy he herapis s o bl f the pains o g n
uome fmvrable o the patnt o o nflunce e atment ey

e, Exampe nclude g aed e sonais o

1epors o mana the paints media bencsclling i e
nies (0 work out billing problems; advocating the patient’s acceptance into
estmento esdential progra working v e dh poiens it o
tary treatment scatus (or on such status); getting her released from an in-
pasen rogam; and the k. Advocacy i done only when sy
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the patient how o gﬂhﬂukladmmedman e, o o o bopinl

Thisisalmos sy posite o couse,
oy oom s sae e i ol et Homes et imber
i drusc opront nd the it o i o ke poa
hes. The theraps should b o Sl techin hre o b o she wold

hese. rapist shoul
be in teaching a therapist pnkmd option.

5. Not punishing the patient for going against advice. Itis absolutely
essential not to punish the patient if she gets herself admitted o a hospital
ot he herpis i Th ouyimporatthingconside i wheder
the patint i actin n accord with her own “wise mind rather than accord-
ing to “emotion mind” or (much more rarely) “reasonable mind”

RELATIONSHIP STRATEGIES

A srong posive laionsipwich st pint s ol sl

Although some herapcs ey be el with o mdwxdna.\x or et
complaints .\m.amm laionsi, o vih

e, thisis not true of work wit

suengeh of the relationship s = k«,ﬁ ety pzncm e o

apist as wel) i the therapy. At imes,if all else fails, the strength of the rela-
tionship will keep a patient alive during a crisis. The effectiveness of many
DT it s s, sk s cesoivg, sl el
comngocy mansgemen, and ot v
dpetupen s ost i b b tent and .hu

,4

gl e posive elonstip il belp the ther
ol b s e o s o
eponding with hosli, fruraion or e counerherapeui behairs.
Although DBT was designed to enhance the therapeutic relationship, the
Sengihof he relonshp wil eprocaly enhncehe v of DBT:
o he aioship in DET has. dual oe. The elaionship i h vhice
i e therpie sl ety plepinrnd cherapy. There
s s daecical emion berwen thes iews. The later implics that the
herapy wil b sl he theas i ca e  corain i i ey
ooy, s, s, mets genel, etpng, ol pate
Wihthe prorbion o a rlaontip having thée mafven roumdsof
the patient's past experiences will heals her developmental deficiencies will
e
i

be ecified; and her innate potentia and cap .su.w s il

Id. Contol e behaio and te coure of

primarly it the paiet, In conrast, when the elasonshi 1 wed 22 e

Vebicl 1o bing bt hrapy, e dhrapiscontrls ey with e

ot of e pin. Te sty sthmamem&mm:n

v e comtasand leverag withthe ot 0 e e
view, wounds heal nly because of active exposure of the p

et i kb sons s s methet b s






index-206_1.jpg
2

mruomdm.-"
1. Decreasing therapy nterecing bebaviors
2 Seengbesing merprnonl sl

. ncasing bhmiors insumenal 0 s sty o e decrsig behaviors

iringwith 2 posive Qo i
oen sy

. Crirpaanag bebaions
Grel Ehibion

£

o

flic stuations, and emorion regulation. The order of targes for skillstain-
ing s given in Table 6.3. The trgets and thei orderin are reviewed n de.
i the compnion manual 0 s ol s o o s them
impran o, v b e g ey n il e
o e e e T g
Supportive Process Groups: Hierarchy of Targets

I contrast o skl training, where very ltde direct attention is given o in-
ession process ssues, supportive process group therapy in DBT utlizes the
behaviors hat occur during group meetings—that i, the group process—as
the vehicle for change. Thus, the principal targets are in-session behaviors
that exem fy some way the prot blzms nd\ pmem is having unmd: of

sroup ity if the therapy s 0 be
ool
does them a di

ings. This comparal
e eaching pasicnes o have 20
Veheriony ane ot Fueond n hes everer v docs them 3 dseric
Bectoech et proces §rps i o e ey cosrolid by th g0
therapists than in any other mode of DBT, the hierarchy of targets is less
rigidly adhered to. However, through orienting patients to treatment and
through mscsion commens and questios,thespistscan hev some -
uenceon the therapeutic focus 5 hich beharos e o,
The hicarcy of roces g0 urgm i outlined in Table 6.4. The
most important target class i that of therapy-intefering behaviors (.g., not
comin to sessions, coming late, missing for unimportant reasons, not keep-
s, viclainggroup ke, widdravio, attacking others, ecc.)

ing agreeme
Inididol DET ad il g roup, e ok pinay g
ity for addressin these sucs. I th process 100 wmm.;.,,y.

inertcing béhaviors of group mermbers or of te grou
opportunity for patients to work on the second most important targer.
Srengehening use of interpersonal skils especialy in th resolution of pi
{lice sutions. The third taget cass inclodes oyt bebavir pae

exhibited in group interactions that, outside of the group, would intef it
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TABLE ingency Management
T orens P o o ansgement

T cpleto e Ykraing g eforemens, s lce
T s diffrce bétween “intending’ an owcome and an out
o beng eoncionly e 1

— s rapone g songe, T gradually adesfequeey and i
s ol eiioreement o tn it sched
A environmenta and selfmanaged con
o e adealy Sonss oot et s
pleely.
T uses th therspeutic elarionship a a rinforcer.
T EXTINGUISHES tage vt mladapive behaios.
— ¥ s b ki b i by it
& v NN
T holds to the extincion schedule during behavioral bursts.
T apages B ke sling 0 bl e ind ot ehaior
an be reinforced,
T rapidly remforces aler ive behavi
— Troothes P during cxmcion.
T slcous and vadaing of s i
L o s e
—— T s AVERSIVE CONTINGENCIES when
" When the reinforcing conseque .y. rority targer:
maladapeve behavio ar not undes T conrol.
—— When the maladapaive behavior itereres with all other adapive

chavios.
T uses disapproval, confrontaion, or withdrawal of warmth
(cautiously)
T n n
T uses vacaions from therapy wi sy,
T cerminates therapy a5 3 las resort only
T demnes potency of comeqencs,
— T identifes reinforces and versive consequences emprically; T docs

ot assume that 3 paricular evnt, e, o respons (Specaly
praie) is ncessarily reinforcing oF aversive for 4 partcular P

T uses'a variey of iffrens consequences.
T uses narural consequences over arbitrary consequences whenever possibl,
2 i by comseqences m .....ml ol consguencs, g s
iy oncs o e 1o s cliecivens of s con-
it of o o g ¥ i (F S
e e s b s f osion s e

capabilies of B)
feont)
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sis. Fnally, 1 discuss more expliciy the arguments against the consultation
approach and the reasons why this approach was chosen nonetheless over
the more standard approach to consulting with the medical and mental health
community. I hope to convince you to give this approach a try.
Rationale and Spirit of Consultation to the Patient
‘The consultation-to-the-patient approach was chosen with three objectves
in mind: (1) to teach patieats to manage their own lives; (2) to decrease in-
stances of “splitting” becween DBT the Sl fodnitia
ing with the patients; and (3) to encou
Teaching Effective Self-Core
“The frstconsideration was o have a policy that would function as the opp
it pole toborderine patens prfetencefo aoidanc o probe soving:
Frequnty, hse patiensue et ove et means o rpersonal -
. They ocnfsguenly uy o gt i herapis 1 ren o e
mmterpasom.\dllﬁml o The tousmion Arseges e gard
sy eiing v slatom e Tt i
piscanno o ll evirormentl probles encouneed now of i e
e by i pte
e two cor nceds here, On the one side is the need for
infrmaion byl Inivual vt o nracin with  paict. Hesk
fessionals, as wellas family members, work associates, and friends, will
i espond mor el s padem hey know and dersand. The her-
50 il o i itV 1 e G
the thrsid i the patens eed 1 e 0 inractffscively wih ter
her

idals (i uding heakhprfes mal). 0 ake e of an o el
sc e own sl and sl <onidene T conation s
et e s T DB e e o n;mkn:pmmmlkl

some of the short-term. u,.un ‘consequences of ineffective sel-ca

o long s mproeet ol e, W the i prsiolis
ofthe consltion et ook m 100 severe, the therapist switches to

the e

i n i ppeosch s ekl the patin’scapac
oiacriscfcivdly b DBT,the paent s the rsponsble party n e
s with abers. The appac s bsed n e bt herpiss
o bl the paiens cope with the work s i it ol probles
dincquiies—no 0 chnge i o th ptien. Rahrthan rveringfor

et i oy el s o geing whas the paint need o vans,
et o s b o el
e e s Adveciy and “bad” ement of
B s e v o s km..,.; [
e ods enons are s fo b n emonade e it s aght
“manage” the environment, mot to submit passively to
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s
of borderlinepatients often ind almost impossible. Relationship acceprance
s “radical” because it cannot be used in a discriminative way. Radical aceep-
tance does not choose whit t0 accept and what not to accep. Ths, i re-
uires n accptane ofthe painr, of onsl ofhe st e

and of the state of art” without distortion, without adding judgment of good
orbad,and wichout glakttporm dﬂll::xpal fence (in the mo-
‘ment). Another way to think of acceptance, including relationship acceptance,

ekl Teis scin e thempeutic ldanamhlp Clearly,

thout
the haze of what one wans it or doesn't want it 10 be. From an analytic point
of i, the ailty 1 respond, bsh privaly and public without
defense.
‘One of the most important things a therapist with  borderlin

it 0 gt  he tcenpec misaie wil e made. Misake may

s i o o o o o DO i o e
ts major emphasis on avoiding mistakes; insead, the major emphasi is on
pssn il oklfalysod el A sl ay be thovght o33 e
ontipln 8 e ofaric A good DIT therp o neve ears
e bk, e o he can e well s twduvsn Learn

elaonshipscan b rpatcd s posily ety el
To paien e i tht repirs e o edd i ARl el
doniip (s Kohut, 198, for 5 simia view.

RELATIONSHIP PROBLEM SOLVING
Rehmmihlp pmhlrm solving s necded wheneve th relaionship s a source
ofproblems forether member, Unhappines,disaisfacion, o ange by ccher
e o herapi ¢ the e s e 5 gl it the lonsip
peds roblemoving axnion. Al ofte problesobing s di-
w o Chapee 9 i approprsee ship problem solving in
e Tt g sty 3 Sl e
ship in which cither o both partics may be the source of the problem.
Common demensof ase conferenes when bordering P e
cused are comments havin 10 do with how 3 ceran patent s “playing
Sime s eyl o mampulate.the herapit, s cogagng o “walfsplting:
oris otherwise out togetthe therapistand destoy the < g Toe iy

Iy or

on faulty logic = e borderline patent have an uncanny
ability o s skt ok ol
ihink that ins0 sy woublcsome
B e e e b of s e e o

tin almost any therapist.
s, of course, have a number of complaints about their therapists.
o hese xtnsivdy i Chapee S and will o o o them aain
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o clict information about targeted behaviors that have occus
previons vk, b card tgons ¢ el ax ot so:wmd it
noted and discussed. If very high suicide ideation is indicated, i is assessed.
eremine wheher the puie e igh rik for suicid. 1  parern of

drug use apy uudncuxlcd(sz qu

wa P
excessve alcohol o drug us ality-of
g behovio) e 5 e prescebed b< + thnpy
inefcimg kv, 1t ard ot brough i1 nad iled ou,
i conres  terapteiring ehevioe a0, of it g bty
such.Finally e e blankcolamns fos cordin iy e behviors

the it xd i ey o, Generaly o a1 e b
o oy, o sy s e ok gl
o Fo p:,xnmmpnm record hours
work, wﬁperday iving, bulimic cpisodes, amount of exercise, num-
o oges o aoid iuatons S ar eed and b of disocaie
cxpeionce
P ll ot ey o oo e e st v st o e
eyl i pe et bty it bl ped
ot Bl kb ot s e g
ot e e kit ok i Ak o e

chese b aic s
iary cads should ot be topped unlte hrd phase, At tht it o

tinuation s 4 matte of negotiation becween patent and therapis. This is
906 e e el ot o sepodiion doe 1o ke s dising .
end of the frs phase and throughout the sccond phase of therapy. As
f e o s 4 i ke b e e s‘nl sin

sqenly Dy card i cm pee wlll

p e Thme oy on ol el ey £ out ry
S gl o g L et
also be allowed 10 go on vacation. This seems reasonable to me.

Skills Training: Hierarchy of Targets

definition, skills raining has as s primary focus the acquisition and
fwumnmm.w sils. Skillstraining in DBT has four distinct mod-
ulescovering mindfulness, distress tolerance, interpersonal effectiveness in con-

TABLE 6.3 The Hierarchy of Primary Targetsin DBT Skils Training
i Stopping behavors likely mdm.q hecspy
2 Sl acusin, stngheing, and goclision
& Co e Sl e g
B, Inespersonal siccivenes
C. Emation regulavion
5. Distes aerance
3. Decresing therapy-inerfering behaviors
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hand, in most eltionships people naturaly reinfore pros

i o wibholdrenioermen ollowig gt o G e

When a husband le or steals for instance,  loving wife docs not immedi-

1 cxgres aproval and . A pron docs s sl espond

boslc vkl stk by spendingmor ime i e ke Ok s
of human relar froma in

coebips e spoccelaioabip ot -
e behaviors are rsponded 0, bu ather n who s benehing from th pos-
e explcitness of he use of contingence.Inthe thrm

i st b i pten e o, nd hewscof
contingencies i intentional and self-conscious. In most other relationships
(priclarypct elatonhip) hebeeiofborhparis s qually

tant in determining what behaviors will be reinforced, and contingenci

used in an un-self-conscious way.

O the ter band, s of rpronlcontingenis should ot b an
tion from a elationship-deprived patent. Mmme for minute, even the most
difcls pint s sl engagin infa mor o, sdapive behviors
i prblenie oty s... oy coming o aapy s
e gl g e g iy s
e s i e s s et o
ile e vk pmpioue]dependably, maeerance; and e af Pobi
‘That s, they should search for opportunitis to reinforce the patients; more
simply put, therapists must love thei patients, giving them what they need
o flourish and grow, and perhaps a bit more. Nor should the criteia for
warmth and approval b set oo high. The sightest misstep cannor occasion
catastrophic loss I discuss this point more full below in connecton with
principls of shaping.

CONTINGENCY MANAGEMENT

vy eponse withinnnrperonal inscionss il o of

forcemen, punishment, o xtincion, This is o les rue in psychothera

-n... inany rhe laionsi, and hlds e whehe he heraps ...a;.r
et nend i or . How the heapis responds o the ptes

T o moment, fccs what the puent sibecuenly doc, ks, ks

and senses. Contingency managemen sraegies arc ways to ptendmad
tingent relationships between the patient’s behavior and the therapist’s
e beneficial instead of atrogenic.
iewed inthis secion and summarized in Tble 10.2.

Orienting to Contingency Management: Task Overview
‘The therapist should orient the patient to the use of contingency manage-
‘mentin psychotherapy. The enormous confusion, among patients and profes-
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other than th therapis o call on for elp in acrisis.Inthese cass,the ther-
apit can reach outand diecly help the patent i conditions discussed above
ace met. Forcxample, the therapit may actimestake the patient o the emer-
sency room or hospital i she i sveely suicidal; may go with her 0 asis

i i ks b e print s sl o el it e o
ol ooy g e bt gy s e

‘Aximes h paientnoeds o than advice

15k bl f o v e e

from afr, but
(ms) st
inctions not on
T 52 e oo vt e ol
sk e T ki)

» BT ks o cse i e lonciness ofac

e problen o eadyacs o bl ol he eed are. This
e o i e ey . The m

o sy i o therapy is in vivo p ko

e thrapist ordinarily accompaniesth patent n hr atempts o eter fatul
situaions wihin her everyday emvironment. As I have noted carlie n this
ook, the DT e ol il o he et e g, whispein
g o iy o s g e o b s
{he i beswess concling s v o P 04 ki o
ot the paden. The aver 5 done anly i ceeepiond cmstane

CONSULTATION-TOTHE-PATIENT STRATEGIES
Conslaiontohepatnt g e il concep and vy hard
“The concep is this The primary role of the DBT threpie s 1o
Conml with th paia about how v iness ey with bs i
‘men, rather than to consult with the environment on how to intersc efec-
sy withhe pin. Theborderin ndividal s he paien, o ey
oraevork. The i therlors (ncions 13 con it to e pticn
et the pincs vk For problemshepatens has wih e
cvork, the therapis ngages inproblesolving wit te patictsthe et
wurklsrh gt oniatndy
th some exceprions, health professonals providing ancllary treatment
sl ey i sl e
Viewe, s e i pet of DB e e of s v
ancilry profssionals s one ofthe mos o of the
incnt 1 cn b Gl 10 e bt s covns o o
pinratel s cained o et e poes irheraddnadued
i amout of theic healh careresures  ying o codimste i
et o kbl b o opposed
iews in genera,coordinated cae s probably bette care. The difer
ence isin how DBT views its own role in coordinating care
Inhis o, Lt discus the ol o st ofthe conslsia
to-the patint straegie in general. Next, | outine spcific consulcation e

o
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Relationship Strategies Check

—"
s relioship 1 ke P ale
T T e mhtonng e
T ACCEP et ,;m.,:m.,mu n the curen moment
T Mot o el e o g o
T i e o g 1 i o

herapy through the reaconship.”

T wling o e
e et minaes wil b repic-
g mistakes well
T focuses PROBLEM SOLVING on the relationship when problem arie.
T Sssumes that borh T and P are motivated t0 solve elsionship
problems.
T Sesumes 4 dilectical approach, beliving that problems ar a reult

Aui-DET

T manipulates the moment t0 s0p
T defensive,
N hersy ide the

the quaity of the patient-therapist rlationship. Each is accepted as it i in
b et o el sl gt of s f .
apeuic progress o lack thereof. Relationship acceprance, like all other ac-
cepance g, cannos be approached s echnie forchange —sczp-
tane i ordr o gt st  arclar poin. Relaiondip sccptance g
many things, but most importantly it equires 2 willingness 10 enter o s
s bl i eolibioga
e o maplaing o et s h . My hopins e
o prspaed o the o they il encountsr nreatig orderin pten
r theprfesiona ks peionaldobs,and aumaric moments
ouner Th old sring o T you cannor aand e bes, doh B b0
k. N ogher mors e ha i ek wich sicidl and borierind
tients. In addition, a high olerance for criticism and hosil affect, and

ES*

mezh by to it s cojudgmenal, behaviorl ppronch e ey
mporant o lionship ace
"o put i nothe way elationship aceptance means hat he theraps
must radically et o thetherapeutic elationsip,meecngthe ptient where
she i just a¢ this one moment. “Meeting the patient where she is” may be
a it saying, but in my consultng experience it i a stance that therapists
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procedure that will be employed (c.5., behavioral skills aining o pro-
Tk v o sodal eaeion) o o wht v s nplema
ing 2 specfic solution seected during the soluton analysis of a particular
problem sation.Spcis on rening the paent 0 therpy a5 o whoe
are outlned in Chapter 14, Before cach instance of new learning, however,
ey sl pad o o
iy o e e i e o peavde rmci iformaio aboet what has
learned, a well s  clarification of the conceprual model wthin which
the learning willtake place.
Many apparent failures to learn stem from failures to understand what
hasto be leamed, ther than i A o o ey, o
prebenson ofthe ks mproe i rismensof he sk ae i
Erom pracic b adequselearning com by assred uly i e
Enows el whet b 1o e laroed Ot e taciog ey
result from inadequate clarification of the conceprual model o raionale un-
derin he procsdn, The mporanc of e rent ionale i ac
in hempeaic gain bas boen demonssed by Roen 1974 4 wel 3 by

?

T ——
a5 generalfirstsep in epeated recommitments o thrapy, mspeoﬁn.\\c
Spetic procedurse, and to implemenion of provioudly sgeed-upon
b sluions. Th geneldea s hat rors il b oot o
faerf e pate s 2 muchinormaion s possible bt e e
mces for g, he e for e reamens s selced, nd e
elaonsip o atmens proes 10 oucome catog st s
zed in Table 9.5 and are desribed below.
1. PROVIDING ROLE INDUCTIO!
Role induction involes clarifyng for the patient what she may relisically
anticipate from the treatment o teatment procedure iself and from the ther-
(g The foco b o s e ptic and therpis il culydo

b during therpy s whole and i implementing 8 spcic sl
¢ he therpin canexpec fom the i, s we it o e

o h e, Sl Wi Aot e

e 2 e et tion ot Pt et and ders e e

Shaszd. Rol nduction s mporian beceas negat eckings v boh
the therapist and the reament an sl o i rm..m,. eclcklin.
formation abou what the patient can realistically expect dt
of therapy. Conversely,events that confirm the pa\'wnne:(ly-eu:bhs\gd e
e likely to increase her sense of attraction toward and trust of
the therapist,

‘The clarification of mutual expectations should be discussed through-
out therapy. In particular, the therapist should be alert to picking up umer-
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valnerable and self-disclosing wih. In general, humans are not eciprocally
valnerable with evecyone. IF therapists were vulnerabl in this way with al
of ther patients each day, they would not be able to crawl home at the end.
of the day.

‘When a therapist forces vulnerability and self-disclosure fo the sake of
herpy he inteacsion 1 ot ehuine o mthenic. A paar’s complins
thf e il gy pe o el s et i o
Although the patient may want reiprocal vulnerabilty, expecting or demans
fog e b uorealise A rlaiorip het b ausbewnty ecpencl el
iloingy and eauinecan aoly oceat i th comens o what o espit s

il and sl odocxlx e s no nscesary w0 make o el 1 e

e ofbow eproal dislome and vlnzabilty vould b harmf
wa pamx, v thegh & ney e be baeaal. i o ety 1o
convice he paiar that the hesapees inabily or unwlingects 1o st
as she wishes is in her best interest. Nor is it necessary to assume that the
st needs and wishes fo mare oy are m:hcrw pabologeal.
W‘u eiedbee therapis “re-
pu€ s

.

i honesty on the
mmaricason? 1 m ot alking sbout 3 herapiss

fog ha s m(unmhlsmhuhhu Shing ey vacion i
SR T, T o e o peaon e o s s

E_

Potient Charocteristics That Limit Vulnerabilty
DBT, the therapist does ot build interpersonal boundaris or barriers.
e e Ve
the therapist and the patient; it means that the therapist does not purposely
build them as a part of the therapy. Observing limicsincludes observing such
boundaries, including barrirs to vulnerabiliy and self-disclosure.
A pamber o 1 Bk St ind el ey s
rociy. Bo push,
piog spon o Semind sy s vlnesbliey o, ov;h:xnn uding
e o, e s bt i peons ein pe, impiged op
o Gl ey a0 b e 1 el s s ard
iobe relaxedand sponanus with pron who mreah:nshsm:l:; ione
:la:nlmap«wn s, xmd.m Jtto be intimate with an individu
responds warmly one: bbby oy
e o e i
for them. The therapist discusses the barrirs with the patient, incu
describing how the patient s contributing to them.
e e e g ood match between patient and ther-
Differ nalicy an

é

rences i perso communication seyle, socal clas, gender,
i, poltes, educarionsor =,im mpl, may dcrese the e’
oot o il the vy of sl disclosre Reclproca communication

it o he wearing dev of ot buries Tt B oo ackovielgment of
them. Itis 3 natural event in lfe that cultural and stylistic barriers exist be-
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bl rmay b o coional e tha e probesobvig sl
el m..d ki 8 a0 naily o s n soluionsaecom-
t should espor Iuﬁm . e el
e et s shold b et appropriate. Second,
o i et e e e Pemon can e he therapi 4
responsible for keeping the call on track. Third, all problem.
o b s i o e ik e o i
s b, is theapy-neing and hould be e
o) 5 oo W aphone cll the thrapist should
s b e ol e, Ao st
S e e llngres 1o conioue
Ore e, f he therspis perias with this sy, bothte paints
sk s el life and her skils ing help on he phone b
improve. T requeney and duration of calls wil
R s o i B e B o e s e
after 3 while they know exacly what we are going to do and say, and they
can just as well do and say it themselves. O, as one patent said, “Talking
about skill all the time is not much fun”

pairing the Relationship. If there is a rupture in the therapeutic ela-
it T o g b masonehl s e Pl 0
whol ek befor i can be repaitd.Such e it iy nd seems 0
me lacking in compassion. Thus, when the rlacionship i in disrepair and the
i ok dliensrd, k. lppmplule for her 10 callfor a brief “heart-to-
™ that i, 1o process her feelings about the therapist and the .nm ists
o of . sl m.« <.u; ill e precipced by s g
& oo o o sl aiperes o e
tent to call just to ek The e capi’ ol n e calls i 80 soothe
and reassure (except in the final phase of reatment, when the focusis on the
poiets lcaiog ootk b, Indeph o should it il he
e i . without the phone call, there might not be.

,;'v

™ o therapises ar aid ha i hey allow paients o call e
the laonsip s mprd,chi il mdvertnly el uprrs 4nd
hecapyrelationship will radually worsen. This i  likely e o
conditions are met: (1) Tlking o a therapist on the phone is more einforc-
g e moiig rprns: e, and (2) phone calls become paired
i rladonshig uproing Thesolaionheris okl i te
herapist shol brak the reureinforeement ik by makin sure 2
{he oot e ol for e ehecn® when thert s no rltonshi
i, For cxample, the phone chedsing st in e ot ston can
s his can e prclay imporan for e who finds it difficulc
goan, K with no contact. Second, he thrapistshould ry to make
adoudhi with o Fupeares nd o msienipcall o eforeng
 lionhiy with uprres plos call. Spa fude sysemat
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s of bsrving, mindulnes, and voidane ofudgment aell dorived
Forcji oo b L e i

(0 DBT in this respect is Hayess (1987) contexcual psychotherapy.
Hayes is a radical behavior therapist who also cmphasizes the necessty of
Seaviol seceptance. A s of o hecee are pplyog e pre-
ciples 10 pecific problem arcas and have nflucnced the development of DBT.

Marlact and Gordon (1985), for examl, teach mindfulness to alcoholics,
0 Jcobion (1991 bs ey begun o syematiclly seach aerance

tal couples.
ot <...pn.m in DBT on therapy-interfering behaviors is more similar

tothe poychodymanic emphais on “andeene”behvirs han it 02y

aspect of standard cognitive-behavioral therapies. Generally, be

..u have given little empirical attention to the treat sty et v
e, i she teragy, The cocepion e s he e icraeare o e

mentcomplitns behavors (-8, Shelon B¢ Lewy, 1581, Ohes approschs

psy(hum: inpatients, and the mentally retarded (see Masters, Bur.
o Holon, m, 1987, Thi i ok say that he problem b b
ed cor ambe colles

ignor Iy in and hr colleagues (Chambertain, Faner:
g wanagh, & lolgu:h 1984) b vn deloped a messure of
treatment resistance for use with families undergoing her behavioral family

interventions.
o cnpbise on he thempeuic elaionip us crucil o progre i
BT come prmarlyfrom my wrk nneentions with siial nivid-
s ookl s 4 ol i ot Laod e i B
havior therapists attend peutic .d.x.mn o i 008,
e T e i o e o
s ths ge o DBT. Koblober e T 199) bt sy deve
lopedan vl eharioa heay i whic the vl o hang s he
the

elaonsipbeowee Khr{.lpm ond pmml.v_h:lr S rm influenced
P while always imporanc,
gl e (oll:bnr:nwn:nonxhp viewed

as necessary 10 the lhruyy A xcepion e i she et ook by S

and el 1950)
Fnaly, the focus on dieicl proceses(which | dicus i deal

Ghapts 2) et DBToffrom andard cognve-behaviora therpy, bt nox
a5 much as it ppnhzl . Sl o e shery il
semas procss v s, Recnt adasces i adica behamocism
contextual theories and the appro; therapy they ha vcsem-

aed e Haws 587 i 8 o 2 coon 1993 Sy
s of dialetics. The newer informaion-processing approaches

therapy (.., Willams,in press) also emphasize process over siruc-
- howewr ake he applicron of dislcics subancialy frther

thin do many sandand copaitie and bohior therapies. Th fore ofthe
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among autonomous selves. Rather, they describe a social o relational
e oaciog neevork of slasomsi sprserehyives o

e syt ofsoial exchanges and obligations” Lykes, 1985, p. 362). 1
i sef s defind a5 i rlaon? nclasive of axhers i s very defnition,
o fully separate self exists—that is, no slf separated from the whole. Such
a relarional slf, or “ensembled individualism” in Sampsor's terms, charac-
terizes the majority of societies, both historically and cross-culcurally (Samp-
son, 1988).

‘Autention to these contextual factorsis partcularly essential when a cul-
el comenas uch 35 " 5 empl yed eeplain and desc e
ulual consrctsuchas “mencal bea the aditional definicion

Self may generally prove adaprive for some individuals in Western sociecy,

pebpeissi ey dr syt as
products of Wester socety, and thus may prose inappropriate for many in-
diridul. As Heid Headand e aruedclubers (Fead & Linban,
1993), and as I discuss later in this chapter and in Chapter 3, the problems
ety bt b et e e ey

sion of a relational self with a socity that recogizes and rewards only the

individuated self.

The Princple of Polarity

Second, realiyis not static,butis comprise of nternal opposing forces (‘th

" and “antithess"), out of whose integration (“synchesi”) cvolves 3 new
setof opposing forces. Although dilectics focuses on the whole, it also em-

phaiaethe complesky of any whole Thus, wiin s on i o -
o5 s o S s ol e e sl o e
‘how hard physiciss try to find the single pnudt o clement that s the basis

of sl e, they el o 13 wi' s s Y s b ik
el e g it amepun 100 < positivecharg forcah
force, there is a counterforce; even the smallest clement of matter s balanced
by anti-matter.

A ey mportant dileciclde i hatll roposionscotan within
m their own oppositons. O, 5 Geldber (1980) pur

i
H
S
gt
1
5
b
§‘

ssume that ruth is ps
inits own contadictions,cht truths stan sid by side. Contradictory trths do
ot necesarly cancel each other ou or dominate cach othr, but sand side by
Sde mving pacicpaion and cxpeimentaion. op. 95396

{ou ok s de sriouly, i con e e profoundmpct o o
clinical praciic. For example, in most descriptions of BPD, the emphasis i
‘on identifying the pathology that setsthe individual apart from others. Treat-
‘ment s then designed to feret out the pathology and create conditions for
change. A dialectical perspecive, however, suggests that within dysfunction
thereis also function; that within distortion ther i accuracy; and that ith-
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und Tge Bhios
be the focus of reatment. As the parent begins to develop trust in the thr-

apist, she will generally begin to be more honest with the therapist about
borseedfor bl Duin e nil sy o e s s o
on reinforcing the patent or askin the therapist fo help when the pt

¢ hving trouble coping with  paticular sttion. Howeor, i equest
for helpis not transfered to other people in the patint’ environment, and
ithe paien s no ugh 0 ender asisace o el o sl st the
teminaionof hrapy il b exemel aumatc The ransiion rom
ance on the therapst o rliance on slf and ochers must begin almos im-
oty ool st vyl
onober el whiecaming 0 el eian. Thshe o s e sle
10 rely on oneself while temaining firmly within recipr

within personal
networks.

Enhancing self respect res the reduction of self-hate and shame.
In my experience, o p.mm o€ sheme ot ool sl v i

sl e dain Sag  of therpy,In paricl, e individal may
need t0 work he will construe her own history and how she will
b e gl e b e g B e et
decide how t0 espond o queris about her past. At times,the e-emergent
e she o o of ermipmig e ey b oo o
return of Stage 1 behaviors or sl e

ot e Pty oo o o o
shame the patient or overly pathologze the retun of maladaptive behavior
patterns. The situation is much like that of a smoker who stopped smoking

$ eamsagoand i reexposd 03 cuesongly i with smolin, I
Stz o b i s s it th smoker
‘mey exprioncs tn mexpecid,inme e 1o ke DT o wotts
et bt of new laring may be necded atber tha cht s i

!

ey s egrened
becween Stages 1 and 2, parients may sometimes take a break f

Gy ks o g gt . A i, iy o o
o work with othe thrapiss durin the inervls. There i no resson
R to encourage this in DET.
Setting Priorities within Target CI
in Outpatient Individual Therapy
o shve e i sychotherapist in outpatient DBT i

ary therapist, and thus is responsible for mpmung treatment to ac ;hm
iy e o T o of s o o i
e e, howerrca e b  hllng o h primaryderps
oo ki i e 1 vl i 25
bows
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COMMITMENT STRATEGIES
The final problem-solving step i cliciting and maintaining & commitment
from the patien to implement the solution chosen. An enormous amount
of evidence indicatesthat the commitment to behave in a particular way—or,
more generally, commitment to a behavioral project such as a task, job, or
lsinsiy—s songly et 0 e prormanes (5., Varg & Ko
550l Ho, & Waseman, 1990, Peole ar mor ey
at the todo, l to stay in jobs and relation-
o e

They are
s 1 which ey v e

s of Commi

jement.
e the il staes o herpy e commicntsouht pa
aricipae in DBT vith is paricul oy

0 keep e e et ck..,m» vrry
T at the begonin of therapy, th patint muse agre 10 work tovard
eliminating suicidal behavior and building a more worthwhile lifc. g
behaviors that may be addressed as inconsistent with this degree of commit-
ment and collaboration include refusing t© work in therapy; avoiding or rfus-
ing ol abou g and v connectd with argebehoviors tnd
eejcting all nput mm herapist o attempts o generate alternative sol
i e e mbasc v therepy ol shosld b ane-
Iyzed and discussed, i oot

¢ from a paient s to
iod of time

ol o it ng  ecommiens. The momests
(sometimes very rare in the beginning) when a patient does display a com-
mitted and collaboratve atitude call

Torshr rinforeemeat by the ther
At the second level, the commitment sought i for the patie
Iaborace in the speci

ific treatment proceduresselected. fskils waining pro
dures are implemented, the commitment s for her to e
applying new, more skillful behavior in problem siuations. With exposure,
the commitment s for her o nter the feared or otherwise stessfl sitution,
0 expericnce rather than avoid emotions, o to think or do things that she
i fid 1oy Wit cogatis modifction,the commiemens i for e 0
modify wt

work on learni

examine and atemps to ot ey v et
chancisicy acen of thought e 1 prablea behmions.
management stat e:dd{rﬁom thes in tha the o iy

I —in ferent. In contingency management,
on observations o reports of the

olaborson
et e s
's behavior. The assumption is that exposure to new contingencies will
havior. Thus,the equisie commiment on he par o he et
o ot b e
her own behavior. For most patents in DBT,cachofthese commitm
be necessary

At the third level, the commitmentis o implement whatever behavioral
soluion the patient and therapist have selected in  solution analysis. The
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rreverent Communication
ation srtegiesar used o provoke the patient 0 “ump
therac Sk, The st i o g e pct ol ans
pogrosndisho bl e el ]y
the patien’ attention, (2) to shift the patien’s affective response, and (3)
ot ptnc e compleelydifeen o i, wd whenewer
th it orbchpatent and i, e Sk dpfncionl
tional, thought, or behavior p syleis ofbe
Irteverent communication indic
the

rent communication indicates to lhtpamn(lhnanyldezarbcllel
by s thecheaps o he e slamaely opn 10 gustion
ploration, and change. Logic i used to weave 3 web that the ptient cannor
o bl T o o s v s e B
come from the herapist’s center” (i, it must be gemvine), and (2) it must
bebult on ook of compasion, g nd varmih. i e
is the posibiliy for misuse when it i used out of contex. lrreverent com-
munication balances recprocal communication.
Imeverent communication is diffcul to define or explain behaviorally
i et e b il o i, Iy s
D g i

EE

deadpan sl Thedheapis s the ainc’s

i
ey ety ot e apyarss
s palen may ot Baveconidened ko, By cons I he e
prsimmabry gl dendan, igh sy ond cmaionaiy or th ik
ingof creme ssementscan o el e, Whishes dusdpan
= tas, e sl . s eoorat 40 1 he varm eponsivnes ofthe
mcpeoca syl Sl leresea commanicution sesegi e dicused

below and oudlined in Table 122
Dialectical Strategies and Irreverence
Many if not most) of the dialectical strategies described in Chapter 7 have
an irreverent flavor. Indeed, their success often depends on the therapist’s
i et o e o 3 o
e, B et th paradon, plyin the vl dvocat, exendi
chang, and making rmooads oo o emont st only et e
00 reens them vith cofiencewnd s comply matt o our. The
s v s S e e e lightly incredulous that the
ot v imedimely by tepaent.Fo cunpl n ccending e
Seepis tacciulonly s s position:
pectme o respond to your e e g s e forpdtrd
ing of suicide? Why, of course we have to deal with the suicde frs! What
od i b i you e deadr I lloving hang, e therpis sponds
e i ki, m erk o said 1 have verything [ need; chis
e saying | don't have the skils I need?” with a simple “Right”






index-522_1.jpg
e Strteges £

havior requires the individual to be socially sensitive, so that she does not

ask for help excessvely or at inappropriate cimes. In addiion, the request

‘must be ncther made in a demanding manner nor presented in such a fas

lha( she et v o cual bl o help. Ths s sl o give e
B both her bel

havis in skin o bolpand, gl
i, m)pmuﬂ these requests have elicited in the therapist.

‘Amajor treatment goal in DBT nmh&\pl’mpﬂn&mﬁndal}mmﬂl duals
in her environment (0 turn to for hel

i Hoveres, e st b ecopizd that
ifthe patens sl are noc at 1 pldcep ing others for help may
lead t0 increased isolation racher than incre socl:l networking. On the
b bl e thrept it L b £ B 15 s iy
on the part of the patient.

‘This s a special problem when treatment s time-limited. No matter how
inept the patient i at asking for help, at the end of the time limit she will
be required t0 ask other

s e thenthetherpi o e s, By
atleast the midpoint of therapy, the therapi iy woringvih
the parient on fin dmg oh i v o for her to call
vheshe .sn = g, 1 tene el do i pesdace positre
m be di uumd and analyzed within the therapy sessions.
he sesults should be planned and practiced by the

Pt

Therapist Availability and Management of Suicidal Risk
‘When I conduct workshops with therapists, one o the most persistent fears
rised i that of being called too frequently afier work hours by borderline
i Myt o bl bl ik i 3
thm ke inrusins i hele everyley v o cope with this
aeelopiag sbiary s Hming phone call ¢ e, Onpestope by
ming oo cing sy o achi o g b, oo o e
=t e hat ey e vl o bering o e o wia
o with 10 be b, Otberscope by geting s angey ¢ thec
o e ey oy s aoc Bl s
suicidal and/or borderline pacens. The DBT observinglimis procedurs,
me control over the potenti

it
nceds, howeve,can be vy el and pocntialy vryseios,

times when a therapist must extend his or her limits, sometimes oy
lon periods f time,andbe avaibl 03 puien by phone nd drig the
craing hours bl sl o mumberof et (e Bongar 191

treatment of suicidal patients iaiog oo et s

EED) o e o s e .l e gt oy sigh o
day, work days or holidays if necessary. A high risk suicidal patient m:
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n TREATMENT OVES
tients behavioral and social resources 1o cope with the therapy process. A
times,therapist and patient may find it uscful o take a break from thera
fora i, For ccampl,oeof mypatiens ook severa e 0 e o
1 ofhrapy When sh was il ady o focus o he e sl

o bt i e A9 B B vl i S
i o o g o ¥ i e The s o s ok
be inhe middie of a crsi peiod when s vas s gttt ¢ i
Ao ey kbt Sags2 i Yo el sl iy
i ceings il nd o we anl e o 7 i 0 begn
2ty Thepatntydinber oging pporive proces goup fod

Anohe patent e shrapy s compleing most of Sage |- Durng e
B ot e e s oo e svaance s pecps.
She then returned to therapy with me to work on resolving traumatic rela
tionships wichin her family of origin.

i copmncly mport ot she gl il sl g

ful cor

with posttraumatic stress responses (a successful complecion of Stage 1 of
ihegy) for s i s consion o terap. Alinough the by now
there nmnnmxa\l( worth living, the postraumatic sress patterns
et o Gt 3 o3 B ey o oo s o

coasersbl emotiondlpain aad sulfring, Akhough soac vidls ey
be able o toleate for long periods o life with much pain and sufering, oth
will finally go back to Stage 1 behaviors sxawayw-lmlmnlc Bepne
ot frhe e, Thus, hegins of Sag 1 ofcherapy may be s i Sae

2 is not negotiated successfully

Stage 3 ncreasing SeltRespect and
Achieving Individual Goals
rdpping it e i o ghtes, o formin he il phse of

s Seopag e o s o b o
opiionecoion,and stons and,ngenel o s onesclt mecpe
dendy of the therapist. Work on he patients individual goals als occurs
lagely dorin his s, e s of umost mportanc that e el the pasent
a4 i heopy b gncrled o montmpeuns tons The ordaany
course of events n thrapy with a borderline patien s that the patien
inicially havegrea diffculy intrustin the thera i, n kg s e
for el and n arivin ¢ ot balnce hereen oo o

pendince Qe o duing e s ot of i, s il

e e s ol pote o herapist even when i

‘would be appropriate 0 do o, and will vacillite berween extreme dependence
onthe hrsps o solv e prolens sndan independent e dor
nced anyching or anybody” Exploration of these patterns will ofen indicate
htthe same nteepersonal pterns are a1 occtring with ether inthe -
s covioamen, T o by 0 s, 10 ik for e sppropeaey,
and both to depend on and o be independent from another person willofien
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T commisrues wih P abous how il o weame ks are.
T ol o thuc T crate aws of earning/change and does
e e shr et e P

balized, unrealistic expectancies on the part of the patint. Such expectations
should be reflected and summarized back to the patient n  nonjudgmental
fashion, and clarifying discussions should follow. It is important that the ther-
apist communicate understanding of how the patient may have arrived at such
unrealistc expecancies. As always, a balance between acceprance and change
should be maintained.

2. REHEARSING NEW EXPECTATIONS
I helping a paticat prepare ent & new behavioral response to an
vt i P B
Iowiels oottty i el e Wil il
agiated pacent, in there simply i o substitutefor 2 decaled, sip-
e A scio th e b oy ool i e e
e camied ot s the solution i disused and chen I cn be bty
dhrough agin js belre the sesion o phone ineacion ends Some pa-
s may ce 0 i down ach sep chers write down
o i o g e ekt i
when sy This copive ehearsal sl annsancof o sing
and an aid to memory that will nhance performance in the problen situ-
tion.

By the time therapist and patient finish reviewing what the patien
pected to do, the patien lm:ybemdlmuﬂydmmahlh:ampn
therpi fals 0 inerwea 3 heavy amount of lidtion song he way |
usually first commiserate with the patient about how hard it is going
Then oin ourthat [ did o makeup the Lo feaning and 1 do' 1.

om 0y b o s doss. ik o i the “Yes, but.
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tween people for various reasons. The therapeutic value is that the patient
cn leam shous sanral bares i & noemonlisk, nonudgmenal con
e ot n the patnes bt e o et e ae o urins
ever. It s in the patient’s best interest 10 ¥ ea shout e woek a

'DBT therapists should be open to the fact that much of psychotherapy
irining advocarsceatin boun iais besween patiens and therapis. Moo

have undergone such taining. Thus, thrapistsin DBT should con-

T o o e i Ch1o e bt
s it il and how may are sl and houk work onloveriog
the artifcial ones and acknowledging the natural ones.

Limits o Effectie Therapy
“The degree of therapist vulnerabilty and slf-disclosure must also be limied
by the boundaries becween effective and incffective therapy. There are two
sources of limits: the therapis’s previous expericnce with vulnerabilty and
disclosure, and the focus in DBT on the parient. With respect o the first of
these, DBT requires a somesmes dificult alance between personal
it difens pains and pprcaion of the ity of the
paticn, Wit 1 chective with on paren may ot be with anothes, What
s oneclfectvewith  pariulac ptien may i
v s e o e eltonls s b g
e e s B i stracegi
is no substiute for ongoing asscssment.

Sccond, in DBT the focus of therapy should be kept on the patient. Ther-
apists must be carful not to talk about their own feclings or lfe history in
manne tht it he focus 0 themsebes uch it can e parsclarly

temping with borderline patients, who often make persuasive arguments
against the inequality and role-dependent norms inherent in psychotherapy.
Frequently, teir desir for reater intimacy,thei abilty to be nurturing and

{0 renforce therpis sl and thei endeny o punish e

‘onl e i dovn angospat o sbandoniog e e

aiouie X boabns e b W hepatet e
Vomerine lads o s comple rle el The i i

thepatne. At e s the el s paral and e el mn,pm es
one of Skt Nk or a cocounselng relationship
eyt s r S He it are problematic for a num-

et of essons. Nekhe one v dh pe f eatonsi afeed i h e
el therapy contract. When such a change
place, a patient ofen finds it extremely difficult to complain, even wi
o s e o e bl T it o
s DB,
frocs

the therapist's problems o life story burdensoms uam
e be e sl —hat i, wiin the
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behavioral analysis and pmrhl sl s sy s
v gt Y 0 Gt picos call, I i he cpope bouk
not give lh:plnzmmmmnuvl v therapy or more validation, prase, or

s soia riforcement oly when he relonshi s not gong wel.The
Sempin s < p s the coningenies prvidd when e lan-
ship is going well. Social rinforcement should not be faded t00 quickly.

2. SCHEDULING PATIENTINITIATED PHONE CALLS
s cimes, the prien may ned e i snd atenion an gl b s
than the herpist can provideinthe veekly mdxwdnli

<hepatint may becllngthoe of mor i ik on 4 contimuing o
S it et heduling call fo preser,
Tgalar merats.Such  paliy mp..ng s paieats et o s

sifanc; minimies the posie comseqoncs o bing i 3 i nd by
g 3 iingpriod ety cll, s he pent o develop
d: e

e wlesne e um..g. the pan:n( therapist time,

extra time is not tempor pasents il paicind

e ooy ot giving medical pa-

dents regular pain cock nl; nnnmnn gty vl s makieg them -
of pai

tingent upon the pres 1 regular phone sessions are scheduled,

o ot gt ol wih (e it o o

duled time, even if a crisis is present.

3. INITIATING THERAPIST PH

Therapist-nitiaed phone calls are aa.,.d i\m her extingui

tonalconnection between the thrapss action andthe ptiend din
behavior and intense negaiv affes Such ealls showld be independent o r

et iited o o terapi, ahhoughs srnraly hey il oy b4
Dlnacd whea & § known at th paint s having an unusully difcul

e or e Socing 4 vy st

event. These phane calls can be quite briel
1ad o focs cahow the pamm is doing in applying therapetic princi-
Pl tober curen day problems.

e o theny

when the patient
P theapy. st cases, the phone.
Gl breaks up he avodance Foleximpk‘llzpantm afraid of coming to

therapy and does not show up, I may cal right away and be rather directve
abou figuring out a way for her t0 get o the session while time still remains
G sheduinghefor e nthe oy e agin, e theaps

the function of the patient's maladaptive behaviors and respon
EEDRACK ASO!

Uil

UT PHONE
R DURING SESSIONS
Asnoted pmnb«sly, one goal of the telephone strategies i to help the patent
leam how t0 ask other individuals for help appropriatly: Help-secking be-
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e seharon o pucidal behaviar, A cal 1 th shecpit § perind
following 24 hours of nonparasuicidal behavior; if the patient engages in
paasuicide sganin the k24 hours he ok tarsagai: ey oo
Ly st frame can beeduced 0 12 houre. The thcapit mue becare-
ful o provide

e same sor o ime and st for s v orincd
v s o ek sudal priods I s el o st e ptens
Tt sh docs ok have 1 i ek v e hepie

ypes of Calls
Callna ihe herapist ars cncouragedundes twocondions, and those
s deirmine the condcsof  al. Th st condio on e when s

isin a crisis oris facing a problem she cannot solve on her
oo when s gy elionil s m g e mmdug —
d- Genealyphon cals il Lt o nolonge than 10 20 i, ol
ough cxceptions can be made in crisis sicuations. If a longer amount of
i s needed it mey b uefol fo e therapit 10 sl on otsemion
with the parient o suggest that the patienc call the therapist again in a day

Focusing on Skills. The rarionale ofthese cals a et from the ther-
apis viewpoin) s thtth patent ot needs helpin applyin the behaviorl
sl he b lsmed o date o s i o problems o criss i iy
living, The focus of thes call should be applying skill—rot on analyzing

e v problan sy o e’ espoe o the peblon, o PR

fng o m e g s described carlir should be implemented.
e e
i ..r. o Tox e ragin o complo problems e for iy

bewnnypcndn@ o waytht will nable he et o g e et
sion without engaging in maladaptive behavior. That s, dysfuncrional be-
vt o trerd, b she ol f o sl s ol o0
e Problems often need ©©

i s o remindthe patient of i d
s it skl ol b ecommende.

i pmmn ot S readily available near the phone
he e suvival stsegies (e the compan nion ma vamua o this sohume). A
e gein bt descp S o1 oty prokieh o i, g he i

oo e ich ol et o e e s o e
ingin DBT o thr sl he ha devloped mdependenty). The he -
7 o oot DBl ot ey s e e
iy o et oy ot o el e
Cllm bk chock o T Pl w con Bt oo ae e
if that is needed. m R
e trap 0 avoid s conducting DI individual piychodheapy over e
phone. Tis can be il becasethe it afh pents s et s -
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ssed. Treatment of posttraumatic stress will usually fade into the last
e h i e remediating any esidual problems
with self-respect.
Reducing Posttraumatic Stress
“The primary work on posttraumatic stres reducion is done i individual
therapy, although joining ancillary groups for victims of sexusl or physical
sbusc o the e s encourgedforsome. During h scond s of et
ment, DBT moves t0 2 previous sexual, physical, and emotonal
o i g T o s any other carly
hidhond expericnces schs s i o e numas pk e
o cument s rponses. T, homnd o it
gencrally begins the i o e ooal proesinds e
o of sy et ee e g  osly
imolve  heavy emphais on exposure and cogative modifiction szategics,
and th

foased on chngin psiens’ moional spones o csuma et smul
copnicie icpreaions of bot herauma athe st sube-
responses

The four gous i i tage s scepeing th focs of wsamey
rducing sgmatization, selfinvalidation, and slf-blame; educing denial and
inrsiv sss espons pacns ndredain dichotomous hinkig sboue
e st ) sed in Chapter 5. In the ordinary

sy e gl e ok on concumenty with ssion focusdicatd by
Prblems cha are during te <ourse of xpoT 1 traumate s
Increasing Self-Respect and Achieving Individual Goals
During the final stage of individual therapy,self espect s targeted. Since the
greates threats to sel-respect for the borderline individual often originate
in the social environment, treatment at this stage focuses primarily on sclf-
spect bhavors s they o (o fl 0 o) i he nepesonal el
tionship between the patient and the therapist. Atention 0 such
i vy lose focas by the chetapit on mome o1 e

he a

tions between therapist and patient, as well as on the verbal, emotional, an
Vehavord eponses ofthe pain. Generan ion of newly acquired
chavior paterns t che evryday world s argeted simultancously. The rest-

men at i o losely resembles poshodynamic 1 vell s et cmred
thrspy, alhough the inerpreations ofbeavirofered my i bt
ey oo s, A e closs B8 may befound betven DBT tSge
3 and funcrional analytic psychotherapy (Koblenber e & Ty 199

Suge 3l i o wotking on ey ache el e problers

the patient may want assistance with. At this point, goalsare arrived at much
=y e gy o e ofthe pine and skills of the ther-
2pit axe mos mportant. For example, | hve had patents work on making
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at the same e prseting i consequences ofchoces ey For -
ample,in dvlopin (ox erclopiog) s paiear’s commismeot o wop o

e, b et ey cnphaso ot he puicn s e
1 of oping by paraaicad, b ha i i choie i made anocertherapy
yrilled o b found, sine DBT iz rdcion ofpasicide st g -
Similly, the therapist may note that the patient i free
ietcngbehewin, bt shou o clythe theapttsowe it
i’ e For ceamples couewids i wh pesoed i g
larly avrsive (to me) behavior pattern that she could continue the pattern,
K i L e s sk e Sh inmecianly red
e sty o Rl g N
ey lm'z y vith you sl
e reades ey o o i ek e
3 elinsi. These et ot povetol soneuenes for
rticularsrategy since they are the onesthe therapist can be most sur about.
AT discussin Clapee 10, hwevs, therspeuc contingencies depend
strong relationship. Thus, hey must be used with caution i the relationship
is not yet formed.
T gt o ok 0 th pevos o
oo s A e
ey s i o o yfncions b Tt i
isthat boeh therapist and patient must accepe tha the paientis fre to choose
these behaviorsand theirconsequences. Highlighting tis feedom while simul-
fancosly sesingthe egaive consequences offilure o make & patclar
mimitment can srengthen both a commitment and the likelihood of follow.
rough on the agreemen.

6. USING PRINCIPLES OF SHAPIN
It important to keep in mind that commitments often have to be shaped.
Inhe il sages of change, commimets mey be 10 e gosl tht can
b::xpandcdwume < ot )wn imes, the patient may simply be tired or
demoralized, a ¢ commitments may have to be reduced for
i fredel larger commitments than the patient

can give. The therapist must be flexible and creative in obaining at times
a just-noticeable difference in commitment. The ability o reduce requests
or use the door-n-the-face technique, without at the same time making the
patient look like a falure, is essential here.

7. GENERATING HOPE: CHEERLEADING

One of the major problems confronting suicidal and borderline individuals
is their lack of any hope that they can put solurions generated into practice,
or that their attempts will not ¢ in failure and humilaion. Commitment
without hope of keeping the commitment s extremely difficult. The use of
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Case Management Strategies:
Interacting with
the Community

| CT—
o with how e sherpis e 12 s with the et ont-
5 e i hespl sl Thae scvegin o o b the -
it raponds 1o o Prosionds (ndudng of ultants o the
patient, as wellas consultants to the therapist); b conbers nd sga
cantothers of the patient; and other individuals making day-to-day environ-
mental demands on the patient. Case management strategies do not involve
oy oo s s e thy prvide gdlines s how
 apply dialecti ation, and problem-solving strategiesto case manage-
‘ment problems. by oy o eas g s
o soober: couplaion tosberpaicnt emgir, eviomperallrven
tion strategies, and therapist supervision consultation straegies.
“Case management” refrs to helping the patient manage her physical
d social environment so that her overal lfe functioning and well-being are
tment pro-

Shaneed, e Tonges e gkt Glmnd d o o
B il T ki prlden s sl s st
e wih the paied’snconing ot progess,the thrapis moves o he

atemanagementssege, With s borderiepaint, problems ofen arse
. professionals or agencies are engaged in ancillary medical or psy-
cal eamens vi the e, Th herapi 1 cue g bls
i manage interactions with other professionals or agencies, as well
robkns of surival 8 ey world

other
m- tien
by s depen
B
BT's

Wihin it cse amsger o iy of
freedom vers I ;
s environmental inter-

s e contol e el
emphasis n traditional case management (and in DI
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Borderline patients’ unrlentin crises and mood dependency,as wel as
e g eacions o [l Mo sl e g
vry difcut o strucure the teaching of new behavioralskills ntoindividual
Pty Thespoblems comor b oy voideds o vay or he
oher, the eahing ceomple. I mycii,l e paens i

ndidue poehobergy s e st 1 e of o T
ks it o i hrepotduing e et v o primarly
on aplcaionof sl e puics s eain e chan on seasiion o
v sl per s. The aim in individual cherapy is to integrate these skills

o the pasensdly e and 10 ncrase h frueney of i s
Tl s 4 ioton ooe i iy 455

m i o o i

o
rogran s nc ind fast rule. If 2 needs a skill that has not
e beencomre inhe il i pae o the gy he the sl
raps tesches the kil “uhad of me? 50t speak, Al if h pant
missesseveral silltraining sessions, and remedial eaching is not conducted
Yy bl oty et e e ol thes o o
2teach the mid sl i ndividualdheap. Doing 0 will depe
iherapistsand patint’s apiions about the funcional vlu of e
elaionship o e argeprolems
ituations, independent kill raining may mot be possible or
e R e T
in program my o be ruming  he momen aalbe il i -
grams may be inappropriate for the patien; o the therapist may be isolaed
Yihin g whre ndeenden il iing s o vlud o suporel
Wit wel fanioning bordeine piens (L., hos cceing herapy aedy
ell acs tage 1 o thoe age e nw skl and i  foces s
o o doing s tere sy b e e for  scparte il wining. When
this s the case,the individual therapist can fold skills training into the in-
dividual psychorberapy.

Onee bl progress b b mde n achiving e it s

At haberthe psint s sl b e i
skl!ls s hem stage of ther e ik

s treated. The membes o e e
e o povsseamatc e o s shins st sxl, 1
caler, heapy o ook proceed i the et s rsomably okt
the patient has at least the rudimentary skills necessary to cope with that trau-
a Thus fheeachingof e behavara il has beenincideal oot

spects of individual therapy thus far, the therapist at this poin may need
o ot pried of i bt T i screngthening
belore proceeding. In a sense, the therapist i filling in the “learning holes™
before taking the next step.

The therapist also must be alert 10 the re-emergence of first-stage
problems (swicidal, therapyintrfring, and qualey-ofHie nerfering be.
haviors) in subsequent stages of therapy. When this happens, the focus on
later-stage issuesis momentarily suspended and the higher-order targets are:
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scale the request back t0 once or twice between now and the next session.
P the pten sgees i and i hink sl complance s ey,

rise the request slightly to three times before the next session.
4. CONNECTING PRESENT COMMITMENTS
TO PRIOR COMMITMENTS
Avariation on the foot n-the-door tacticis toremind the paient of previous
commimear, i thoul s be done when e gt of » o
‘ment secms to be fading or when the patient’s behavioris incongruent with
er previous commitments (“But | thought we/you had agreed. . ). It can
3 el Yol € i g, gl s e s
threatening suicide or some other destr vcloping new
mitments dunngammnnb: eptonaly e T e o s
b quie sfyng forthe theraps and  prfrabeto atacking the p
o tstming et coueuthavios, o comapl, 4 v peess oac
calld me {0 it ofth clnic) i crids aver the lision o
thwing o go 0 group il runing. Whe | o g b pemision
o quit the p 0d il conione i oo Shesid, 0K, hen 1
lnhavuoh el mmediatly i, Bt | hog ugh youwer going
y your best no wdoh 2 That's one of the cor ade
on caveing herapy wih us”

In reminding the patient of previous commitments,the thera
o discuss whether the patent sill has a commitment made it
shonld e bl the ptnt iy b commitmens. 2 commione o

DBT (ucha commiting i working oo gasicial b

therapist’s own limits, the therapist
mmitment. 1f changes do no con-
it rncpistion of commiriots

5
33

goalis essential to

v n the cxample she) o ot

sould next focus on escablishing 2
e DB ot erpit

may be in order.
 HIGHLIGHTING FREEDOM 1o CHOOSE
AND ABSENCE OF ALTERNATIVES

Commitment and compliance arc nhaned both when people beliee that
they have chosen  commitment fecly and when they beliee that there are
o altenative paths to their goals. Thus,the therapist should ry o enhance
e f i vl he e e sl sk of e
ways to achieve the patien’s ver o do i . e o
T e oat b . Toe b A
T e ot e n oo\ o
T gote. The ctc i tht i choovin hr ol sh lio as o be prepred
o accept what gocs along with those goals. Tht i, she has to accept the
atural consequences of her choices
“Thus,the therapist should stress the patient's frecd

fom to choose, while
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rence is usualy iskier i the short term. It can
s when o s epes . A e i, v e

bmaltuonghatet a o s ol prorss ey, i
Saie i the e o b ik i the o o, Lk vlsamon withow
chane, it can fai 0 take the patient dire situation seriously. In the same
Lo e o s Wil ik chsge semegs msprocky e b
blended with ireverence. During some sessions, irreverent
Gumog s et ol ke pecicn. A o 0 o incluing
those you teach a ptient),the craf i frequently i the timing. This can only
be learned though experience.

Note

“The irreveren commanication style in DBT is very smilat o the style of Carl

‘Whitker (sce Whitaker, Feder, Malone, & Warkentin, 1962/1982, for  desription;

for an inwoducion to Whitaker's work in geneal, sce Neill & Kniskern, 1982),

‘Whitaker's syl at least a represened on e writen page,is quite 3 bi sronger

ihanhsecommended e Te syl s s o the e of pradovic
ion by some therapises.
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2 CONSULTING TO THE PATIENT ON PHARMACOTHERAPY
SUMER SSUES. Once e e roles rt spare ued the pychosbere
comes l.heconmlummlht atient al bmnh eract effectivel

communi hrh nzrd\zlvmawllu

< ¥a
.’ﬂ?

el
n'dmdnnpandzd how & i i s
ik and eoebisafvarious ph:nn:mlh vy e bw o
advice and medicl treacment plan she is given; how to comply i = .mp
tions; how to ge prescriptions changed when needed; and so 0. Because
e bonds puies e bpllzd ey, the hrtp o e
teach the patient how s meical etens amsconsl i
enging mdia atmenc s elore changing all of e medicaions. |
. s alecnnly the csponbilty o e p-n:n(mma e that she
Pl iatrogenic treatment psyd-mh(npm also
bt e it Low o ot e opions s b s o pharmscorie
it she can work ol with, The lng e goalaf e piariod
replace medical management of behavior, including mood and cognich
procese, with behavioral management o ef-managereat. For s00¢ po-
tients, however, this is not a short-term goal.

TREATING PRESCRIPTION ABUSE. When a patient is sbusing
psaivion o i Y s e e s e
o s poaaly Bishraimin o e Il 0 purticie b
haviors; as therapy-interfering behavior i mdmnnn s emaly s pe
mu.m...msz... and as quality-of ffeinter ors ifit s not.

P b i Ticit and llict,
=3 il kL ld regu-

VE’

S o lu e primary therapist shoul
I.d review this informatior ill e decide on hee own 0 si0p
oring medication ure, ey usoaly that 1 1 she same o2 iy, 4

hesionsdouatyced v e e o, T thsape hould n g ond
with this. Instead, patient and therapist should work out some sort of short.
hand notation 5o that the patient can record the information more casiy. In
this manner,the patient can keep the therapist from knowing about medica-
son e only b ng.

ether the patient lics o the psychotherapist about misuse of medica-
dons depend el on the thrupsts o bt 10 dhe o 4nd
© lying. Genecally the therapist should respond more negar
and/or withholding information than to misuse. thlem—mlvm; scraegies,

ontngene rocetcs, il i o wil b e o
oot g s e e o ecaions
on kel o, Gl 1 it et
ot mecon e B‘ i el
tomcicon it 1 DB, ot howi o
it s voring i et rows s
e DT ot nd ot s o it oy
antbecaise th DT aprosch s o o xpeced on n g o
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more friends, resolving problems at work, making career or later-in-life
choices, and learning to cope with chronic physical pain. The work on self-
tespect may thus be woven within the fabric of working on other issues.

Using Target Priorities to Or'nl-u Sessions

How an dividual thtapy sesion s uied s detcmined b he paiens be-
Reviorsdarig he pcuar ek proceing  sedon oo duiog the s
sion iself. Two elbdmumanxvlzvm “The first consistsof the pat

e o eevhn Wkt canpe i peeal s
telephoning the therapist oo much, spending the rent money on clothes, hav-
ing fashbacksofchidhod sl buse, o ialting b own pointof

g i Tht oond s pmmv:be aviors h atindic

o' progres on  argeed behavior —for strong

e okl gy ey
‘many times previously, ovcrcoming fears and applying for a job, using be-
havioral skill to confront a family member, or holding on to an opinion in
the e ofdispprol, Taomen i i et o cuto bbavior the

cture of the sesion i somewhat circulas, i that arge focal pos

ime.

™ The prorey for s

ton during a given therapy interacton is determined

1) 1fcither parasuicidal behaviors or sub-

s dusing s el wek, s

over arention to therapy.-interfering behavior. In

fo gl it i o progress)

sl rcmlis e ockog v A weiring bebaviors, 124
on. Alhough morechan one ragec wm. for can ofter

ven herap ssio,ifime i shot o a problem iscompl eprid

y gt shways ks precedence, e i mcanssghing e aher

problem Mplnnmurlh:npls‘wanum:ddmlmnwlm “Thos, the reat-

‘ment targets and hei order of precedence determine to a arge extent what

elid bout o ey sons. e e

‘highlight

,g;

Py

targer, which can range vingcomment b the thp
51k e i e sirfeys .n ugh analysis, depends on the valence
of the behavi o or negete) it hes e o alking xbnuuﬁ
bvor s eiloniog Necuriy ¢ s ree positive behaviors

withhold : recmen follovig iyl oy

Wih respect t cachtargr h hey ok n problem seving i 0 it
o ot S B e 2 s i,
vy tcmen ey in DET works b with coper

s, Thuf e therpisis working on o g ket e
ient' ative com: ‘work on the same targes, litte progress i ikely
Iy cxprience,obtaming o e h i o ey Bk
forsuicidal behaviors. The long:term negativeeffects of parasuicide and sui-

cide are generally obvious to patients, and commitment t0.a goal of reducing
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inereninl theris ofpersonaity od persoalyompaiztion 1 wela thei

preence o undersanding s ating behvir .x cognitive, and affc-

S pheoom st e ey e s el
e b o At g et

theorists, howeve ioped m
oo behmiolpeaerm Thes oo view B 12 sk of e
o o K et B Py o
are, in many respects, similar to more cognitively oriented psychoanalytic
theee. The s cention o bordelio phenomcnoiogy described

re arc outlined in Table 1.4,

Diagnostic Criteria: A Reorganization
e e fo BPD, s cumenly deined e of behavioral, emo-
o and comuin bl s dpsepuaion, Thee difolios o b0
es lised in Table 15. 1 have reorganized the

ed i he e ctegor
mewhat, but 2 comparison of the five categories I discuss be-
ria in Table 1.2 shows that | have re-

o wih e DNV ond DIBR

orpanized bt o e h:m
First, borderln iy e sl gl
tual generally

I st ot bipiepries
bas i e ptodic ceprmion, ety o sl s et
e and agercxpresion Second, bordrine ndividal

i ot may b

line ndi
they may engage in intense an frantic efforts o
G eving the. I cperenc, borline il mor
seemto dowel whe i bl o elionships 1 0 e

ey o e ioships
rin i of behavioral dysegolation,
Lo i i st g
cidal behaviors. Attempts o injure, mulate, or kill themselves are common
inthisppuion.Fouy brlrendiidl e s ol
ich, nonpsyc hull:lomuohhuu:)\!dyyngummn,mcludm;dz—
are a times brought on by

gl oo o e,
gl e bo espi problems
st often ind i extremely hard 0 e 8 of laonshipe; .
keep significant indivi mm

regulated. Bric
Pessonalization, disociron, and ke
Soestlseuations umzll clear up when th sres is amelioraed. Final-
T dviegulon of the srs of el common. s not umusalfor 3 or.
Geline ndividus 0 repor i she has o sense of sl sl el cmpy
nd docsnotknow who she i n fac,on cancomsider D 2 perise

e e et st sene f ks norion g
d by Scephen

posed by Grotstein (1987).
“This reorganization is supported by interesting data collects
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habitual or what I think of as “background" suicide ideation is not always
abinrod ety b 4 S T Bt onhd ot e any
other behavior for many borderline patients. For the most part, the assump-
tion in DBT is that ongoing suicide ideation is an outcome of low-quality
lives; thus, the treatment consist of focused attention to enhancing the qual-
ity of lfe (see below)

Decreasi

%

ing T} Interfers wiors

The second task in md\v:d al camen .0 del wich ay bebaviors hs

....grlm ththe therpy proces, Thesebehavirs e consdered second n
rtanc ony o igh ik sicidl behavios, ncloding paraicdal acts.

Vikwiomof o o i therapy (¢.g., missing 4 consecutive weeks

of scheduled therapy) or other problems that threaten continuation for cither

the putien o he cherapist ke hihes prioiy, ofcous. Net i impor-

are the following, in this order:

1. Patient or therapist behaviors that ncerfere e i
of treatment (¢.5., the patients not coming to therapy sessions, remaining
mute i sesions, o engaging i hehaviors dhat are &g rsn 40 the th
‘gt ey do ot st hey il el i the herapits eminaing
therapy; the rhrup s g sl o avsly 4 des
the patien cnner
Pt lhz pﬁlxh s that are funciionally related to i
Pk e g o s ok bk
150 o, o ke b . o 45e ke Ot sh pain e e
Pocpitee il s e pasen’s erachon o hesgreament o work
on reducing suicidal behaviors; the patieat’ fears of calling or confiding in
the therpi bfoe rather than s puriidl beavion; te pasincs
heaeingsiide i uch 8 annr it i o sty o he theapint o
e, amilos the tepirs ovetaction tha (e skt vk
benaion
3. Patent behaviorsthat mirror problem behaviors outside the therapist’s
offce (hostile, demanding remarks t the therapist simlar o interacions with
close family members; avoidance of diffcult opics and problems similar to
avoidance of problem solving outside of therapy).

by e o e b o el et o
ignored. If a patient s engaging in multple therapy interfering behaviors,the
ihcpist may van 0 elct oo o o for comment nd o the s

ntil progress is made on the ones One o common, but
nonetheles: 1hzxmiu| |sukcuhanhn enbitalorimarleon ine patients
et th patint erepy-imeriring beheiors unel o . Whi
often hag

at
epens & that a paioncngages i behaviors that st both he





index-305_1.jpg
TREATMENT STRATEGIES

e Need for Flexibility

perhaps goes without saying, but leibilty and respect for the patients
own wishes, goas, and ideas about “how (0 gt from here t there” are necd-
i Thus the therapis hold void bin el abou h pue's
choie ofgoalsando commimens. The herapis ol becarl ot o
impore b o br ow godlhof reament pr patint when
o s o ety DB o e et v
Alhough s mping o preses ey herpis choies o prefcnes
pecsa,uch 3 endency must some ity e el = e v
notced. The case consultation team can be particularly uscful hre

iing o conuianen omm & paint sy vl o mmsbes f g

The hrapie s afen ancioing B sood slsprsn. Te o b
i ld s DT, beavior, eneved o o cang, o somecines e

I o f 4 o o il el Table 9.6 may
s el s e o art ofthe patienc when
anan il el
i o i hnkpnx s hopeless abou
her capacity to change; or when wh cbing she pacemt
fears e, The bes ceample e i m comimen 1 gy
the first place, which is discussed in Chapter 14. At other times, only 2
ot e 5 v o 18 ..md:d and other actics can b
discarded. The therapis should feel fre to move back and forth among

various strategies as needed.
1. SELLING COMMITMENT:
EVALUATING THE PROS AND CONS
Deope ep commitments ey beles i betr than thsethey do ot be
le i T, once o o moesctonplens v b propsed che
ap should cagags e pasen £ divson cfthe i o o
kg s om0 e panor shion T dea e
(1) 1o rehearse the i of i sbmiis i
inthe sohion s R velop counterarguments o reservations
will simost certanly come up lteyusually when the paint s alone
and wihout help i combaring dous. The therapis should make an effoc
0 relate commitments to change to the patient's own life patterns, to realis-
e cxpecaions o the s nd 10 he rtionale nd xpecsed awcomes
for d
2. PLAYING THE DEVIL'S ADVOCATE
Autimes, a patient will make a facile commitment that will not be strong
cnough o sand up duingfuurs advrsiy: Thus,oncea tetaive commic
ent is made, the therapis should try to increase the commitment if at all
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patient says, “l am going to kil ough
You apred nox drop out pricveec)

A patient of mine was faling again in hr attempts to keep & job. Figur-
ing {rather realistcally) hat she might b fired during the next week, she tried
0 convinee me that the s of much constat aiure s eaon covgh
il bee.She chenimplied ST oo o o s

¢ v sine s obvi ol proktil In the

7 the therapist might rep

, s cbriously nal. In the center of

very e and em ol diaenion; 1 rpicd calaly, marer by
‘nd everey “Oht B 1 o undertand. 1 hev o v with s
oF e ofthe tane. Yo can ot g how sl i B fo e
o have a patient constantly threatening to kill herself. Both of us have-
Mok g Bl Ul ity s g el oS
solving and a the same time does not reinforce suicidal behavi

INGING IN WHERE ANGELS FEAR TO TREAD
Borderline individuals are often interpersonally direct and intense. As | have
i vt B s kv o e, Thoy frequently
o peopl o comupicas i &

sn:uh B o o B St e 4 s s
omimueaion, DBT ssumes dha borderlne patents e boh frugle and
ot gl ivvrmcs e diecred ¢ puens gl pecs, e

tsumes s iming of “merpreaions” ocbypdhesc o oy
. Th syl o e erspit 1 v , coner, candiy wd oren.
pin call  pade s pade’y s ep s

unges i where ngels

e g sl s sl g s ;kl lessness a

characteristic of the style. The rationale for this irteverence is the same as

that for the frefighter who, dispensing with socialnicetis, throws a fire vic-
e e wmdaw ot ety ne, o o the eguad who grbs b
g

swimmes o bring hr 10 sy, When pain s o,
s e w abing the direes

Dysfunctional attempts at problem solving and other sensitive topics,
incuding miida behvior,therpy-ntriring b

aviors,and other cscape
Dehtions ar cceped s ol comsequencsof the Indvidua e eaing
history. do“msrummly operating her lie. The behaviors ae treated
a5 normal consequences of aberrant contexts. The therapist does not step
bk o Cacosiog hem o approsch them gingery, ot rthr plus
shed calmlyand esolely Inparicalar,sicidal deaion, icde thets
and parasuicide are discussed in 2 marnes similar to the manner o discu
Errodiciainios e poniot e the ot soud ndend il -
s sckoowed pm\yunom..mm;mm “This matter-offactness
iy co Comes 4 & sorpris 0 he paint, for whom the behaionsbve
liched s sgnficant community response i th pas. The mater.of
e bt o mnm e topic and her usual
Soong emotions. The dea s for th theraps o move quickly and arually
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FIGURE 15.2. A possible ancllry wreatment scenario in DET.
and complex. A possible scenario i llustrated in Figure 1.2, Circls enclose.
ired b DBT;those i prehse ar opions anclary comslams

ancillary treatment strategies are outlined in Table 15.7.
o=t Patt will b Admiaed g Expuct g
unit and take psychotropic medications are 5o great that special DBT hospi-
tal and medication protocols have been developed and are discussed below.
ihll il L the cate mamsgemen g, pesialy the

et aegs discued
e

§

in Chaper 13, should be ap-

e e wih ancliey et okl d with o
Feirt i eand e e prfomion Is. the therapist must remember that his
consultant o the ancillary

orhet ol  hat of consulant  dh patict ot

treatment unit. It i useful to remember the DBT dialec

ially te emphasis on truth as constructed ather than absolute and the

ciplethat consistency need not be maintained. Ifthe patient recives onflicting

advice, opinions, or interpretations, the primary therapist can asss the pa-

st i thinking through how she Besll v 0 comsides bt and b
fe and problems.

tical strateges, espe-

2. RECOMMENDING OUTSIDE
CONSULTATION FOR THE PATIENT

‘The primary therapist should be very free in recommending that the patient
obtain outside consultation when she is unhappy with the individual therapy
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" R
s 2 i of Target Behaviors within Target Classes in
Outpati Therapy.
Susds o
Suicde crisis behaviors
3 s s
£ e il s S 4 s

3 Suickal esion, expe
ng b
2 melisly g ehatirs o e o hcpi
m.,ml,.,m.m;f.,mmvmﬁmmn,.e..m,.mum.,
ety inrting behaiors Smle 1 problemsbehavirs owsd of
v by

b P
5 i o
Qulit-of ffe-nteeering bebavio
1 Behavors causing mmedine crises
2 Eaotochange ovr dificlctochange) behavors
3. Behaviorsfunctionally relted o higher-order targes and to patent lf goss
vl s
enty being taught i skils

fonly e o gheroder
ened ye

il drcly. I s s 2. by prodcs of by o

Inceasing
T Skils cureen
2 gl o

ing
argers

nor
-kw scide destion b ot

iimetering behavios.

Decreasing Suicidal Behaviors
‘The firs ask of the individual cherapist is to assess, keep track of, and focus
treatment on the reduction of suicidal behaviors (see Chapter $ for a full
discusion). The pricular DT respons o sicide riss bhavirs,howerer,
depends on the assesed liklihood of suicide;the funcion of the behavior;
the therpisacsmenof e pin’s o bilitesto change to more adap-

v problrslving ot importandy whichbehaviors e hrapis s

kg reior g Al e e e e ignored,this
notmean that the proper DBT responseis always to “save” the patient.
‘When parasuicidal acts oceur, they are aays discussed in the next in-
ividual psychotherapy scsion, The conduct of 4 decaled behavioral andly-
sis and subscquent solution analysis after every instance of parasuicide is
of BT (e Chiper  for a desrpion of thes e
only m.. that would ke prcedence i -

i e -
Ty "
g g e o xom 2 oy 1 comln s
g il e S o o
i behovior 0 acur unanded e DO o sy
prosche 0 reuin bordesie paicrs

I orvry e e houghs,imges, and commuicaions
e addesd ey i ndvidul gy sion sobeden o o
rtence, Howevr, ke e ck beaviors and prenscint s
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idea here is that the therapist should directly elci the patient's agreement
0 try a new behavior, to work on a specific problem, or the like.

i

itment and Recommitment

my experience, one of the chief reasons nm. shenpy Bl sl

Iylcrmmmcms isimadequat commimnt by cithrthe patien,the herapis
or both, Th:  beinndfien or gy commicment i o

mu process, or more lkely, events both within and withou thera-
may cospie o e rongConrimens e prevouy. Pt com-
Eiencot 1 DET i bosh on st prquble o iy ot

sl of the theapy. Thus  commicment o chang o o implemens
bebavioral luions o old problms i o ssume, Com it s vl
13t b, whichcnbe i, s, nd kool The sk

of th therups ¢ 1o gare o wars to hp i proces shons
T ethout et et canxpo e st il
of the commitments she has made, as well as assisance i refin-
g, ponding, o remakong b ol commiment (someimss o and
over). In some cases, 2 patient and | have had to go back to the original com-
ke el s i ol ey b g kg wd
O other occasions, one or more whoe sessions m:
e o e e T s ot
sy yerberabiresig o it o il o8
o assumed) when a problem in therapy ariscs. Before moving o solve the
problen, th theapin shold f goback wihthe patint o the o
ment srategy. cnt is made, both can proceed with address-
ing the pmb!em e hand.

imes the uncommitted partner i the therapist, not the patient. This
O e ey kel bty
demanding woures hsthe chrpist docs o v labley oy v
failed o make progress for a long time. Or progress that is being made may
oot .8 i othe egp Seaion Mot
b Pt & ergaaiing o i e -

D iy s . Ther et o ot s o
the crises that were so consuming at the beginning of therapy have e

e macy erapeuse Eallure i Commirment ha hav been Laid at
e pae he feet

the fee of borderline patients could more properly be laid at the feet of their
erapins. Therlor, i derpist s avalye bis o bl of comic
s the paint and develop new, mre vigorous commitments as need-

0 The motk pproprse rcn fo this work st DIT st consiaton
tcam,athoughlss o commimen s o an mpotan e tat ¢ patinc
therapy.-inerfeing behavior may be on the
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TABLE 12.2. Irreverent Communication Seratagies Checklist
T voice tone i macter-offact with respec to maladspive behaviors.
T uses logic ineverently to weave a web.
T employs a deadpan or 2 ighly intense syl a5 appropriate, to contras
ith Ps syle

" Playing Is e,
" Extending,
" Allowing change.
" Making lemonade out of lemons
—— In 2 manier-of fact way, T REFRAMES P's communication i an unorthodos.
mannes, or picks up on an unintended sspect of P's communication.
T PLUNGES into sensitive aress,
—— T s s sigorvar, i, and clea; T "l  spade 3 spad”
B
funciional behaviors in 2 mater-ofcourse manner.
e e ity
T vy DIRECT CONFRONTATION of dsuncion b
T communicates “bullshit” o responses other than targeicd adaptive
behavior
T prevenc escape o diversionary dysfuncionsl traumas.
CALLS Ps BLUFE.
= ‘OSCILLATES INTENSITY of emotions, vice, and postare; T also uses
SILENCE to encounter P
scems approprise.

T assumes OMNIPOTENCE or sdmits IMPOTENCE, 25

Anti DT tacties

communicarion in 3 mean-si

T usesireverens communiestion without awa effects on
T uses imeverent communication i seied or rigid manner

© find the synthesis, Or

T uses ireverent

H

And then the therapist goes on, leaving the p
thetherapis hangesechniqucs o s sbrpt it no a0
apology, and no explanation. I the ptient says, "Have you changed weat-
ments again?” the therapist says “Yes” and continues on matte-of-facty.
\MING IN AN uNmrmmx MANNER

ireverent st never the reaction the patient expects.
Abougs pok il communication, it is nonresponsive ©
the patients expectations (and, perhaps, immediate wishes). The therapist
efiames the patient's communication in an unorthodox manner, or picks up
‘on an unintended aspect of the patient’s communication. For example,if the
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be given  phone mumber where she can reach her therapis at home. If an
oo s ik i s i e 04 bt e
calsfrom suicidal patints unless s g beapes
tolimc s, s et sotmmeh
0 own s, o cample, el et whenee eyl
imeand 1 am unaadlbley they can be s hat, ¢ e ltst, il cll
dhem bk beor g 10bed thatmight. Ifhey canrit v r)wyhmbuk.
upph mbersthey cancal. (1 hve alo spent countes ho
ey pecasdi e dmcaming fsninid
e o Eh s bt e e e e ot
eimo ity hea s it e 5 i, Ty v bty
schedule i e Ko whenshe can mot sl gt me by phooe. Ly
Bl e ald b Bk oy m out of o, e
e puiensry or am ava Iabl: ey <o g
e imising lesdesaleo prorde back i)
ek e
e b B e T i i Sl b ey
many patients.
T my experience,very few DBT patients actu:
lephon thei herpins when DBT s e i onsizy.Forhoe
o iappropie calingSimply bocomes  drapy meriring bbavio
ook o et W e every single time a patient abuses
the phone, the behavior will not oninuc long, It s essential, of cours, that
the therapist not view all (or mos) cals during a criss or cals for help in
averting a crisis 25 abusive or manipulative.

cually shosethei abily

ANCILLARY TREATMENT STRATEGIES

1. RECOMMENDING ANCILLARY TREATMENT WHEN NEEDED
Theris ndingn DBT that proscibes scilry el bl maimens,
as long as these programs are clearly ancillary to DBT and not the primary
rements. Qupatiess may b admined or b peychiaric paene i
 wsidential subtance abuse progras (v Jong s they do ot st more
a4 scheduled weeksof DD ‘ske poychorropic medicarions and s 2

%
physitan, s, o other pharmacbeaps for mnitoring pricipa
behavon sl cases o wnity; attend group meetings and

ih i counselors in i communitis; see casc
e wih anclley vesaméo; 0 aiage counscing e

Sl oscacing, o et ey g e do weamen.
arelkely to make occasional contact with other mental health care providers
(., cisis clinics and emergency rooms).In my experienc, any aempt o
proscribing ancilary treatment for borderline patients would lead to b
dishonesty by the patients or open rebellion. Thus, in e ol s
sitvation with a borderline patient, the mental health network is oftn large
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Decreasing Quality-of-Life-Interfer
The .d set nl targers for treatment consists u( mala a
i srious enouh (o fcopadine any chane he pasiet s for 3 I of
reasonable quality. It s not unusual for patiens to have more than one sy
offifeinterfering behavior; several patients in my laic b mchprblens
in five orsix areas. Guidelines for choosing which of these behaviors to
onin  given therapy session arc a follows. Firse, bt
ke prirky. That i if the patient has 10 money fo food or hovsing
 fochsing on fnancaissue s precedince e workin on ubsanes
se (unless, perhaps,the patient has spent the entire vesk indeointion.

hard prol

iom:m active

ptive behaviors that

- casy problems should be solved before har Thu sy

isintended mainly to increase the lkelihood of reinforcement of

wlvmginl the paten The da i ha i o e \umiwmeexptnenn:
g biea,she will be mor kel o work ackiel on olving ot

i heviors funcionally rlated to higher. copriony g and o
the patients lie goals take precedence. Loosely speak - e e
ance i workingonthee ypes o mceringbehavios (fom i olow
krer) s m i e el i 1 s s
sl ey i behevons 3 sl et
and a sense of “miscry”; (4) maintenance of treatment gains; and (5) other
lie goals of the patint. For example, if alcohol abuse is a reliabl precursor
of pursuicide, workingon subsanc buse o ke pecedene e i
sty o compler 3 semenes of vhich my be uncionaly
= e e g o s oy omxss\ng
icn, g hoosig hould e e g
Functionally rlated only to maintenance of treatment gains.
principles of shaping determine pacing.

e agai

havioral Ski
Teachin 5brhnv:au\slulls(mmdlnlnnx,emanm\:l regulation, nterpersonal
fectivenss, disess leance) s o h on band neevind s
achieving the first hree targes, and on the other hand constituts a fourth
indpend Figh. 1 he paicn and therais arc.
ing he paiens sicidsl, hray g, and qual-

thirmurkrmg Seheviosthos behaviors b replaced with some-
g Toc o omines o DBT: ot of e beriond el el
by in Chaptr S and i deca i the companion manual 0 s volume.
iherspl s e ol ol bekaiors o e paee e o
erlpin syl o each e nw oo In citer e su-

san it of o o o seghening nd gerlizaion

a i
previ

et egmen gt n s v

oun of energy must
foral mn;,mnmn panemcul use d n ose skills in
y elici

‘maladaptive, unskillful res
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possible. The discussion of pros and cons (see above) s one way; another
i the e’ advocat” echique dscused i n apice 7. Inthis e, the
iheaist poses argumens agin: making . The secret here is
1o e e ha e coumeaaneas s sghly weahe han e pesent’s
e s s D, i ar oo ston, the -
‘may capirulate and reract her initial commitment. When this happens,

e A ok S Bt e e e
mitment, and then revert back once more to the devil's advocate position
Thitacicis alioholpulincabncin he psist's e ofchokce nd il
of control,
3. “FOOTINTHE-DOORDOORINTHE-FACE" TECHNIQUES
‘The “foot-in-the-door” (Freedman & Fraser, 1966) and “door-in-the fa
Il 1975 ke i vl ot bl i
durs for enhancing compliance with requests and previously made commit.
S T o o o e T i o Touet o g
S dmins p el 1o O ol thedase i, e et
o M g e i e e 1
oy ek o st e il pose
kit la el sl ooty
exprsons skl o the phonc). I the doe -t o echriue, e proce.
dure is revers: The therapist first. requests something much larger than he
orsheacualy cpes Sen e moctivg o ey, ox et
ingthe patint o age no 0 bam herself dring ming vk
hen ruesing s her o cll the heais befre bring b
—asking firt for sor ...mr,n..a o e e
Ve ety progeeing up 38 e Al reqern Tyt
the most cffective stategy (Goldman, 1986). All thre strategies are likely t0
be more v than simply asking el for » commitmen:
‘When the therapst i obtaining commitment to ther mo ok s
ticular treatmen procedur, a varition of the combined sra be used
2 follows. Fis, the herapist resenes ol (of thrapy o of )upwd )
Somewhatvaguely andin a faorabl ight, omiting dscossion of how hard
goals will b to reach, o that almost anyone would agre. Second, the ther-

,g
iz

resch goal Fih, s goas st vy
Tekh, pehaps more il g e p v b s s
hanthey may scualybe s arnable o he pot
: the dhespit :1 s ot compiner o ok g
In icking commiments o omevork pacie o1 10ty e
behaviors, the door-in-the-face nx:duxe is of mo'::‘mcc:s;ﬁll a, ex-
ampe, | may s sk  patint t pracce 3 new Skl every dy,and
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Silence can also be used cither to escalate or o reduce intensity, o with-

draw from o 0 move closer to the patient. For example, the therapist may

be rying 0 get a commitment from the patient, a change in affect, or move-

mentfrom  upesonable osiion. Afes argiog back a fort, et
i mey s slene o encounter the pacint and produce 3 acuum o

initiative that the patient may ll. The therapist does not speak, smile, e
o atall,but g epmm,mmpm.w 2 aliaed ol The e
apist waits fo se (¢.., one with affect, a commitment,

B e s
6. EXPRESSING OMNIPOTENCE AND IMPOTENCE
Tecan b very effective andirreverenta timesfor th therapist 0 ssume omri-
porence, suggesting that only by working with the therapistor following the
it togesiom o h it sl o Tt sl e
st may s, “The problem wih siide, of cours, s hatf you re ded
Tou o e me & help your Or i ¢h patint st "How do you hn
e it o e s w30 rows B imm me.
Lknow these things” Just s efecive is the opposite—adiitting imporens
For cample, in eponse o thr ,,..m,...g i e ol o
s27,"You have won. Maybe this herapy doesn't work. in d
e e sl P
o i Tt i il Al you vt t do ™ When the pacent as
comlsined one againsbou the therapics bhavior o e own opoese
s, the response may be “Perhaps you need a better therapist than me?” A
cerain lement of callng the patientsbluff s evident in these examples. Like
the cup of sand that contains a nugget of gold, the comment must include
i et of e, reernce i ot 3 bt for emuinncs,

Concluding Comments

ity and irreverence must be woven together into 2 nﬂg
g excisiely oc In 25 uabalanced manner, neither
Reciprocity by tself isin danger of being too “sweet”s g foul)
isin danger of being too “mean.” Reciprocity can be overused by the meck
or ity hecais imeverenecan b oreured by e acoant o angy ther-
pist. In DBT, the styles must balance each other. Unfortunately, knowing
e oy o i e ;am « for how t acomplh this blend.
Although dialectical o, ol pracic and a cram amou
e p s s api e bl
i that DBT communication requites. Timing of your movements from style
ostle mus be basd on what is happeing nth here and now of the her
apy ineraction. You nttdmkvp siosbabia n i mw., gand
Picsied mbeze are going

of cmatny o slf<onfdene ca
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ing to assistthe patient in inding such help. As I discuss below, psychiatric
inpatient staff members can often be extremely useful her.
A patient should not participate in more than one individually oriented
peychotherapy relationship at a tme. Tht is,there can only be one primary
Trapitat s cme. Wichi DBT,al e hecaiscbe o he indvdua -
chotherapist are learly complementary tothe individual psychotherapist; the
same laonship must obsn wih ouside prtestont W o
text of DBT, eeing an outside individual consultant i allowed for up o thee
cuions ncose srvsion. Morsth that showd b contders b
dual herapy. Thisis considered a form of therapy.-nterfring behavior and
is thus high in priority for session focus

MEDICATION PROTOCOL
FROTOCOL WHEN PHARACOTH
RE ANCILLARY PROFESSIONAL
T TARATING FHARMACITHERASY FROM FSYCHOTHE
BT, e prinary theais docs s ke s =
ol Wit cnpios cscaned ek i ety
when the primary therapist is  physican or nure practtoner.
uhwiidmvcdbmhl-mmaurdnmalocpﬂwmm\zvmzmm
fin phllmwnlhmpy peychotherapy, and from behavioral principls un-
deirg e g ofprios o e respomible e comprcas edial
cnsumers My dinsal erpeences sgpes o i s i -
onsabo e f meion o et lime i oceied
sty bahess gt e gl
o el bout i bece e hat i o pacatspmry i b
the ol of medication manager, he patient hasan incencive (i about medi-
o e at 4 means f obtining more dugs o he therapis, Fom
behavioal poit of view thisrenders he therapis aimot trally el
Pyl bbb sk e e ey e
tion. Essentially the therapistis inthe power positon of drug pescriber
such a rol inerfeees with his o her abliy to work collaboratively with the
e egadin the proes we of medicions.
Intheye

§
g

AP n
;h

lnxmtxlmsnlux:dlhg licy of separating psychotherapy from
i rgtars o bire e s podbling
iy o s .;r o, aderus s gty misme
escibed medications; combine medcation . ioooctie weyes hossd

eeicions fo  povble fumer bk ame o o e i) e
11 cut ff an ierac withthe rsebio pyciatri o ure i n -

ive manner a times and a dissembling manner a other times. [ am not
i tendency is any greater in suicidal and borderline patiens
than it i in any other patient population. However, it was clear in our liic
that we learned alot more about these practices as 500n a5 we separated the
w0 types of therapy.
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therapist and the therapy; the therapist says nothing about it dirccrly; and
then suddenly the therapist hits his or her wall of olerance, is bumed out,
and terminates the therapy unilateealy. Usually, his is done in a way that
mabes tlok s hough the pain s e e heapis bad o he

The ptne s shaced, and beg o s chanc 10 pae the lconhip b
is not taken back. With some of our patints,this has happes
o i by e o e e i b
“The lack o progress as  therapyinterfering behavior should aso be
oned e, iy i  atien s ot progtesn n heray it b
imary e of heapeicinercions. I progress il does ot o
o should betermiatd s the od ofthe conaced priod. ha ck
e enis s e e b
o Ttk b ot st B e s o
o make progess,herapywil be erminated.Cliying thisswitch i con-
ingencies is an important topic of nical therapy orientation.
r 08, et et 6 v e ko pve i G
b b

g hould herapy contins without discrible progess ovard gl

i rsion holdbs cxpece, cpecily Mmth..
tientis put on an extincrion program; and how should progress be measured:
Answers 10 these questions will be intimatcly tied o the therapits theories
of weamen, of behavioral functioning in general, and of BPD in particular
Borderline patients, eltive o many other patient, often make very slow
s Fo campls on sy found tht st improvemen o 1
justment might require over 10 years to achieve (McGlashen, 1983), despite
the fact cht smos alf of g W e e s e

low-up assessment. At S years afte the index diagnosis, borderline pa-

tens sypiclly e dysoncional acron any area (ope t sl 1983
‘The therapist must balance tolerance for slow progress in therapy with an
‘openness 1o the possibility that the therapy he or she i offering is simply
incffctive

Unforcunately, a patent ofin oleate neffcive and attimes iateogen-
ic behavior by th therapist for 100 long. We have had several patients who
sayed i incffectiv therapies and showed gradual but remarkable behavioral
derioraion e time Some sy vith thetpis o o 1010 12 yars

and were sill requendy engaging in parasuicidal acs and going in and out

ofhospital monthly when thy came nt ou program. Othes lered the
apss who engagedininappropriste sexul behaviors; used the puens s
surrogate therapistsfor themselvs; efused torespect the patients knowledge
of hemsehesotomodify he S o s e b

weracted defensively and *blamed the victims,*further undermining the
tientssense of competence and worth. These behaviors, if they should oc-
cur, are a primary focus of DBT treatment. As one might cxpect, the treat-
ment of the therapist by the DBT consularion supervisory group is ot
cruial here.

H
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i g

Part . Probiem Sobving
TABLE itment Strategies Ch
—— T il and discuses FROS AND CONSof 3 commicent t change.
T “sells” commitmen.
T relates commitments to change to P's own life paterns, to ealsic
expecrmions o the ftre, nd 0 therepy romle and xpeced
Ty e DRI AOCATE nique to strengthen P’ commitmen
and build sense of contrl
T uses "FOOTINTHE-DOOR” and “DOORINTHE-FACE” techniques (0
obsin Py commimens t DBT gols and procedures
T s poulssomewar vy and i sl g, omiving
oals will be t0 each, so that almost any-

foeitdad
— T s s commiomens o resch gl
scribes gl prescnting more seics ad ighighin
T i anoher om0 s godl
T "ups the ante;” presenting goals as very difcut t reach, peshaps
e dificll han anying P as v anempeed—buc it
s o

i s oo 1 e gouk.
—Thi h..m..;..s PRIOR COMMITMENTS P bt mde (ot  thsght we
bad agreed. )
T discusses with P whecher she el hs & commitment made previously.
T helps P clarify her commitmens.
T focuses onrcommiment if goal s esenial 0 DBT or 10 T
T enegoriates commitments if changes do nox confict with DBT or
Tl
ith CHOICE sain P el o choor e
i oy i ko Sk
T h.d-l.n et 7 i fme s chocte o gt & b o i b
e, bu f tht choie s e anrber terapy vl e 10
< Tound, since DBT require educion o parasicit 3 3 g0
T s e 3 e o e e bhevos
b e e T R 0t ol e
T uses principles of SHAPING i clicking commitment
T generates hope in P by CHEERLEADING,
T and P agree WORK.

“peically on HOMEWORI
AT
s fdgmeal bows s choieof gl andio commimen
T i st s o e 1 s g, when gy s -
posed by DIT or T b
T impose i e cv gosls o et procedesan P when sch

gosl or procedures are not dictated by DBT or T's lmits, presenting
S as pecesary eher tham sy
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BASIC TREATHENT STRATEGIES
enough to pullthe patient along, I essence, the response to suicidal behavior
i to treat it lightly and martr-of-facly, and at the same time to take it com-
pletely seriously.

Finally, irreverence is surrounded with validation. Thus, if a therapi
il  pasins hat she shouldnot kil el because it will ctekee ot
erapy, this statement s followed immediately with a communication that
s’wmus!b(kdmgxe ly st opee,orthe e, Ao st e
fused with being un ma and emotional
upmmm b s

3. USING A C NAL TONE
The imeverent d!mpli confronts dysinmmm] behavior directly, and t times
blatanly (e, “Are you getting irrational on me again?” or “Are you out of
i for a second actually believing | would think
o m.; isa T ) The e oot S
sk i oo g sapeing esponis, Tht theapi
s Bt e e oot o Biniomiey dnkimcionn
e, Fo e, whet the paint raponds 1 sy proeling Wi
Y e s sl gt ) oo of s o eaion
“Soap opera;” the therapist may say, “Do you want help with your real
Problens o no?” o O, ot Amaer 0ap opece A8 these exampls indi
s oot deycnd 0 Y o s poe oo N
can it sand alone. surrounding validation.

4. CALLING THE PATIENT'S BLUFF

The irteverent therapist call the patien's bluff. For example, if the patient
says, “I'm quittng therapy,”the therapist responds, “Would you like a refer-
s The dislectia gy of rending aking he paien more o
ly than she wants to be taken—is usually an instance of calling the patient’s

il The therpi, bowees s e carol kv or provis e i
ith 2 vy ot when b Bl sl The st b s nthe i o
ling he bt and of roviding he sy . Themeck i rovies

oo [l 0 et e i o oy eoet o

o
5. OSCILLATING INTENSITY AND USING SILENCE

Deliberately oscillting the intensity of emations, voice, and posture can be
irreverent when it cuts across the grain of the patient’s own intensity. Here
the therapist quickly moves from high intensity to relaxed calmness and back
i, o rom beowen dexdserioanss o playflness ad bck agin. The
irteverence s in the oscilltion itself, as wel as i the incongruity

the patient’s apparent mood and that of the therapist.
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TEGIES FOR SPECIFIC TASKS

Ancllary Treatment Strategies Checklist
T RECOMMENDS ancillary treatment when nceded-
— T recommends spproprias pharmscnbey
mends inpatint horpitalization when approprite.

T dherapy
coERCTOX HOTOcoL
(GILLARY PROFESSIONALS
AR pracbeny ..n e
T o CONRURTANT 70 o g e —
e ORLSCIPRON ABUSE o ,K..,.,...u o o il b
Fvcrierng behavior, or quly o e merisng bchavir
WHEN T IS ALSO THE PHARMACOTHERAPIST:
T knowsthe CURRENT RESEARCH LITERATURE on pharmosochespy

T DIFFUSES power sruggls by referal.
HOSPITAL PROTOCOL
inpatent peychitric hospitalzaton whenerer pos
T AECOMMENDS b bopiatuason st i ot
T DOES NOT ACT as P’ inpaient aiending physican.
7 acas 55 CONSULTANT TO P on inpatient reament isues.
T P g b b e o
—1 m;lnuln; ion and
res P ri

ssible,
Tibe 158

H

inain her ovn posiion.
T e ¥ ke e of e
—™"T teaches P o take responsibiy for her own welfae
T teaches P o truse her own “wise mind” even when
others dissgree.
T teaches P how 0 gt herelf admited
T reforces self-validation by not punishing P

T
|3

Aot DBT ractics

T inerpres P's wish fo outside consulation in a pejortive manner.
T has a positon of 100 much power reltive to P,

7 punishes P for following her own "wise mind" and going againse T

Eecommendations.

o vl e oo v the iy i

One of the inequitis in DBT ittt dher pmhs per team in his
S i S e e ks i e ook s sty
compecen team o help hes i relating to the therapist. The inequity is mici
gated somewhat by group therapy, where group members and leaders asist
patients in heirepisodic traumas with individual therapists. Not only s find-
ing other consultation viewed as desirabl, but the therapist should be will

o the st
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paint accpt b v rescsons o the therapi ad he heai's o e

emotionaly cool l.htupln mentioned sboe, spened 1o complns
S ok o s by i e o e only one
ehofs hat way, O eopl iy e owe o ok e ad she
S ching, 1 Know o becasie for you s v e

ing oy best”Such  self-disclosing and velnerabl respons made

Bk it i s e an g ek S o e

need to valdate her experience of the therapist or prove her point that she

vesded more varmh, nstadshe and the herapicoul focus o how
age 2

jonship n wi person could not give her the warmth
vt and pska ek M s b Sompaed shot

of my own interpersonal weaknesses that others also pick up on. Sharing the
fact that others also complain is immensely validating and refeshing (o these

patients. Sharing the fact that | am working on the characteistc (if it really
i deimencal and i i changeabl), but deing so wibout undoe gt o
it aggess 8 degee of slfacepranc tht e panemts oan Fite
Personal Self-Discosure
SelfDisclosure as Modeling. DBT encourages personal sef-disclosure
to mode ither normative responses o stuations or ways of handling diffcult
siusion The therapis may dilose opnions o o o sion, b
ot gt o spoes o 1 il o Lt
diagre? This model g can b spcally povetl o nised in
icor“peri” il whers the pinons nd ooy
oo 1t o o he e, Ol ey s vttt b
R a a pbiates
sepable
iy ecpis sl disclone ca b el when h it s
et o 5, but nonetheless, are valid are
bt vogigiatsmbapdsamon d-: therapist and the
patient dorit “fit inta” o the culture in simi
el eldaing or e paten. The et o s sl
i minoryingwihin e majory e, v he

onal pesoninan individated culure e cxamples In e s it
el i i e o s vith o
mn;m oot et gt e b o
majority are maintained.

oo hoiond il be extre o present a cop-
ing mode (athes than a mastry model) of Sl applxwl The therapist
e sharcs wih e patints s or her ffors, incudin faores 35 wll as
successs, in using the skilsbeing. e ot s o s
tant especially when the therapist goes o to describethe hanling of a falure.
“The important point to remember, however, i that although the therapisc’s
situation may be similar to the patients, it is never identica.

FHT
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Specil Treaument Scrtagies
ing at least  medical examination should simply not be one of the
pions. The hrapesic laondhip i th thempics ety o iy point
Ures he pint ¢ high sk of kiling hers 1 sh s e hospitalized
(or,of course, nceds continuing medical attention), the DBT therapist does
isode Iy i

o rcommend hospialization ollowing a parasuicide
e, patens e e |m.m.. y ool s b
cment progeam i fon is not part of the trs
sy personal kil I eh phy-

idea s for a patient to s
o mental bl profesionls are o prsaded they an be
1o al the hempir. The sheapl ca thn eyt ptien :sdwcn ion
e i o e emergency

il e el hemsches of iy f he oo s o Yoot
hae b sked mre than anc 10 are 0k il espontiyfor

paccn i she s lsed. Thi ca b & il s for any terapio
since it generaly occurs by phone rather than i the patient’s pesenc. How
the therapst responds should depend on hisor her knowledge of the paticnc

and the patient’ current risk satus. How e he e s, v,
8 A 5 v mpore e hmpeic sl

r example, one of my inthe u 0ok a moder-

i e e o b d me, and

iemh ot 0 he cmereny room.Fromther e paes iyl
e phyicn, who s thrateing 13 arangs il .

ridoriei oo ni, A¥houghthe puten was early oot of .
ical danger, the Bl e s s rd sl b
hospalued or te ight. He insiced tat L gre o cake all nical v

by o e patcnt e disharged hs In kg o he pain, | psved

0 her that I was putting myself on the line for her, and quizzed her on
e comamicment v avoi Fuhe ssiadl pehavicg e h willigaes and
igh

p

ecarions, Hes ot

on uch o comaizment. Abes conding heron 5.

abilty o carry throu
e gy rom bebvi 0d veifing out et ppoinmet
oo h,v that | would accept responsibility for her continued ca
ifhe . 1t s vy Al e ot o my s bt o
ety :p:l:m needed. Most of the time, however, the parient's
Kocpersoml sl pehaps i sl of conhing] il b i e
therapist’s best strategy is then to recommend that emergency room persor

nel, paramedics, or police officers on the scene carry out normal pm:cdum
1 such  modical rt s v b he

Abbongh e orring concers
patient ali ary issues are important in the long-range manage-
o, Firs, therapists should work with community

i
agentsin developing general crisis rsponse strategies that are minimaly e
forcing of suicidal behavior. Sccond, the social consequences of serious i
i beavirshould no e inerfrd it Thetherpis shuld mnsnnt]y
tothe et thathe o e s 0 conol over community
peent can devlop i Cepecations showt oy o
her suicidal behavior

i‘

e Thus
‘munity responses
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expanding many of theideas in DBT, especially those concerning acceptance.
versus change, and applying them i the context of marital therapy. In a cir-
ular fashion, his creative ideas, especially his contextualizng of acceptance
within a radical behavioral framework, have come back to influence the fur-
ther development of DBT.

No professor can succeed, however, without an army of very bright and
capsl s oo, g, i, snd g e e aod
suggestions. Certainly that s true for me. Kelly Egan, Ph.D., my firs doctor-
Ut e e el of Vg ot ol ey e e

0 this therapy and shot down many of my less creative ones. | have had the
Jor of working it and sepervidig «a, il vock o e coe o he
Finest groups of clinical graduate scudents to be found anywhere: Micha

dds, Bt Aramburs Ph.D, Aan Foraet, Ph.D. e G

Ph.D,, Kelly Koerner, Edward Shrarm, Ph.D., Amy Wagner, Jennifer Waltz,
and Elizabeth Wasson. Jason McClurg, M.D., and Jeanne Blache, R.N., yom«i
il b o

s th pychological backgpounde, hey vere

et S0 and cary e s andlyng DY Akhoug e

ostnsiblyteaching ll ofthse individuals DBT, i relity [ was leaning mch
of el e

e el i o s frma e, o sy

ite controversil. My collaboator, Hugh Armstrong,

Seate

rch

%
x

ik b el s bl e
persu . somaiaty o S Shenes Ay

therapists—! Rimon, ., Scve Clancy, P Dy Decky el P D
Charles Huffine, M.D., Karen Lindner, Ph.D., and Alcjandra Suarez, Ph.D.
both demonstrated the effectivencss of DBT and found many of the flaws in
the original manual. As a group, they embodied thespirtof a dialectical srate-
6 Toe o G s Saia s doe o g s it o

P52
‘§

2ded the
Douglas

lue in large part iy o
ot vl headed,snd o coough 1o
e il S My e o
the years—John Chiles, M.D., Heidi Heard, Andre Ivanoff, Ph.D., Connie
Kehrer, Joan Lockard, Ph.D., Steve McCutcheon, Ph.D., Evelyn Merce, Steve
Ph.D., Kirk Strosahl, Ph.D., and Darren Tutek—have beer
roviding the support and many of the deas that have nourished the
lopment of s empically grounded ceamenfoc BPD. | do o bl
‘would v wete ehis book & 1 had not had crairical da 1 b
1 st of o e wEok] ot T o B et

a first-class research team,

My own atenes ofen wondeswhtnew resmes dea L am L
iy ot on hem nex, O th yeasthey have shown mariclous
7 bl ot ying s daeio i eteptn T have bt e cnge

e g i many others would have
quitlong ago, not one of them has given up. They have been most gracious
in pointing out many of my errors, noting the successes, and giving fecdback
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sl and Biosocil Underpinings of Trestes
that of persuasive dialogue and relationshif Yok s
potion, e e e o
Kicrney 2 it dlogo e oeomep st
s approach or strategics used by the therapis 10 ffect
change. Thus, centralto DBT are 4 number of therapeutic dialectical strate-
sies;these are described in Chapter 5.

Dialectical World View

The errelatedness and Wholeness
s, dialectics stresses interrelatedness and wholeness. Dislectics assumes
a systems perspective on. e T s of pars oF 8 sy s of o
ited value unless the analysis clarly relates the part to the whole. Thus. idenciy

quence of thei relationship, nd the rlaion-
ol Tree s e gt of it vl el ot
on ching comor e it e oth, ot s s propees o
il e b e poperie b ce of
thei inerprecation. (p. 3)

Thisbolisicview i compacle with boch et 1 cnexua views
of psychopathology. Such a perspectiv, when applied to treatment of BPD
Rt e o st 5 st lion i
ion, and adependenes in Webetn cubeal houghe, Nosns of e
dridual ok e have only gradually emerged over the last

(Baumcines, 1987, Smpace, 198}, Snce wormen ceve

ol 57D mch mor o i hesmen, e el pades

o ot |1.nd. ropriate interpes undariesis of particular
cion I s ehisking sbou te disoeder

Boch gender and st chssspifcamy nflence how one defies nd

experiencesthe self. Women, as wel a other individuals with lesssocial power,
e more el o hav a laioal o socal s 4l s s e groug )
5 apposed o n i sl one it cxcudes dhe o) (cGure
oty P P s, & Mo, 990). Tt
et o+ e ot soca 30 smas vomen has e hihliged
by many feminist writers, the best-known of whom is Gillgan (1982). Lykes
(1985) has perhaps argued the feminist position mos: cogenly in defiing
“the self a5 an ensemble of socil relations” (p. 364). It i very important to
note that Lykes and others do not speak simply of the value of interdepen-
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concerrs
taking actions that led to problem resolution; passive problem solving con-
sisted of getting another person to salve the problems (Linchan et l., 1987).
ey and Coopr (985 por n asocation beteen BPD and Tow self.
cy, high dependency, and emotional
o insbily v promet themaehs s oyl
the conseaquent sense of helplessness, hopelessness, and desperation, can be
impomaa ey b e ndidual e peronalerepr
deney: eapl who cannotsolv ther own affecive plohhm
Tt sl 1 v oo o ech vt roblem.
Tesluion, When e ppcic pnis e sndio et il e
this reaching out turns to emotianal clinging and demanding behaviors. In
um,his ependenypredicablyeads o nens mtioal spones o he
los o heat oflos of mepersonlly st peope. Franic smps
0 avoid abandonmer with this constellacion.
e role o cularal e bl ad s rle sreoeres o idocing o
s pasinyonthepac S women cannor be ovrlooked, Ingenerl el
d o learn interpersonal achievement styls that are ffective because they
:hulh:lp d povesion fom athes (Hofan, 1972, Ftermors, o
fren restricted by culural morms and expectations t0 indirec, per-
i an heplss e o fluence Uohmsons 1976). Cender difirencs
show up at an carly age. Observation studies of school children, for exam-
pl, indicates tht ollowing criicism boys respond with activeeffors, whereas
girls tend more to fllino the passive mode of giving up and blaming ther
owm i Duweck & Bus, 1976, Dk, Davidon, Nelon, & Emde
1978). Although school-age gils do not, in general, have more stressfl evet
thandochoo s boys (Gonder,Klvin ¢ Garai 1986, os
i s cxpans e oo e b the e et e i
Yo do e Gty she de o sl b such
s harediscused n some el i Chapes e doga o o
i e e e T
e among women hanamong me. Thus,th emotonal dependence
charactrisic of borderline individuals may at times be simply an cxtreme
yasiaion ofan epesonal syl commnto many women. e s pos-
ble that the dependent style characterstc of borderlne individuals would not
b viewsd 2 pathologial i over culores

;ub.l.

parent Competence
’Appnem competence” refers o the tendency of borderline individuals o ap-
pear competent and able (o cope with everyday life at some times, and at
othertimeto v (gt o he o if he bsered com-
et i o i, . For cample, o sl vyt sppopianly -
Serive in work setings wher sh fel confden: and i ontrol, bt ey
e unable o produs erto esponss it el whert e
fecls less in control. Impulse control while in the therapises office may not
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Core Sraegis: Par . Proiem Soving s

be especially painful for both the patient and the family. Many

"he paints Tl beharion e Tingided dbang o chospe sty
ol sy judgmental views of her. One of the most important
tasks of family therapy sessions s for the therapist to impart to e famly

didactic information -bmlube formation and maintenance of BPD and bor-
derline behaviors. They are given the same informs i o el pa-
e fllr ditemstion e Chaps 1) The must remember,

coue, st

hat aempts 10 chnge he pot o iewof  padents iy
arounded by he fudcious e of vldaig esegies
SOLUTION ANALYSIS STRATEGIES
DBT and behavior therapy in general assume that conducting behavioralana-
Iysesand achicving insight intothe orgin, paern, and maintenance of one’s
bl are el ffn et permane ki hange. s,
onc ndersandin and inight areaciee,theaps and paic s
e with an s aempt o e s s b e e ,;m
S s o lan for making chang
out. ebiudtaletag Mol e
apist a5 prohlcmx o ey e i theslution ol means s new
way of adapeing to lif asit s (.., problem cspnce et than probem
solving and change). In solution analysis,the therapist actively models solv-
ingprobls e the ours of thrapy e and reodonces te eoce
ftion and e of v problem slutions b che pasin. The ses discused
elowcan b iz inay orderandcombinatio 0 s he paricula s
e are als summarized in Table 3.4

Leves of Analysis
At the firse level of analysis, in the beginning of therapy, the therapist and
i st Sl it e g e ompeig T g of BT
i 1o e bondeline and il bhmiors 3 methods of cplng wich
problems by working collaboratively with the patient o build a life worth
|Mng i thi 2 2 e s L problem
rogress. At the second leve, th therapis is xamining whet

dwpn wares g mprove oshe behaviorsargesc n DBT. Byoas
ing parasuicidal behaviors and therapy-intefering behaviors, all other goal
i v e e e e e i
therapistbelives that a partcular goal s essential 1o any further therapeutic
S e it ol o s i wider, although the focus
on the sically, the

he

nd mduc.

mu i mmain roblem situation under consideration. Basically, 6
Ai'thlwmnldhlvem:hmgch  the pr m 10 be solved or
‘Acehis hird level, it s also important for the therapist
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EMENT
et and therspeic indines are rlted 10 posive ot
Ticrirur on porchoberay (e Mors & Mugrth,
583 o e o s s e therapy). This i at least a5
true with borderline parients as with other populations (Woollcort, SEL
Pl o s s bk vy o i e
et I thcupios, O the on hand, s sedency o anchecked
g i, s overly strong positive affec) can lead
Mrﬁpxl\m break the therapeutic contrac in favor of nontherapeuic friend-
lnes,cmoconal and physica lownes and s rle vl On he
ok bt S e o 1 s ot b
it Ao e . The sl ol y therapsis o
oy n

) and 0 ivalid and blame te vicme i 50 gres itk DBT

and hostil,
ly worl
iy pushing the paies avay, (This topi s discassed i mch mose
detail in Chapter 13.)

“The middle way, exprssing warm engagement, s the ususl herapeutic
stance in DBT. “Warmeh” can be defined as the actide communication of a
postive response to the patient. Warm engagement couples the positive
response to the patient with a positive interest in working with her in the

o ational style should reflect:

mm,xnm..mpm Both voice tone and comvers:
warmth pement o e thespeui ercion 1 pposed 0o
Sty nstng St ‘particular, the therapist should cn-
lly in the conversation, o it s voe fne 4.,(, ot e

e fully in o
Ereniondly commmurieae impaicaes oF Annoyince a
o ookt B s B . ok oy s
 bordelin prien, ofienbelices that her dhrapit s 187 ot ber,wants
e ridof e, finds berborin, o e Such a ptnt may dread com-

o sesions, feaing ol dsappreving, of niniereted welcome. One

et very. oy

i speci ofthis pasicla gidein s he communi-

the more therape
cation of warmth and of looking forward to secing the patient cach weck.
ol afcionte sy, e han 3 ool boincsike pprosch is
the goal here.
Limits on Warmth

ke it s cpscily whendhe i
bt visobia gy v or though 2n e
e v, f the shrapi sl 0 ulk o he a4 il
yein (and thes im0 mmedisc s equiing atenion), be o she can
itk o et a Tt i O the cherapican b open bout is
or he reservations, negorate  brie interacton, and then engage with the
paien sy and warmya ol dociog ths bl priod. A e

peatedly fecls cool, distant, uninterested, or bored with the patient
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could have ben avoided orcoud b avoided inthe uure .
ns). I a geoup, the therapist directs arention i a very matter
i o D e skills could be applied in
such instances. A similar approach is used when suicide deaion and uges
are discussed. Displays of parasuicidal el e, bandaged s, -
covered cuts) or discussions of outcomes (e.g., being. uxpmhud) wee
ally ignored. The only behavior directly attended to is an atempt to eng;
i s,

in parasuicide during a therapy session; the individual is told to stop and,
.;., cary, ch behavior s prevented. i the behaviorpesiets,te prinary
icapi o o i o e et s v o, (O
e i high el o s ik, ey s th i concim)

eptions: Inpatient and Day Treatment. Inpatient and day treatment
cnvironments ofe anique possilie for cahancing te sppication of
roble-solin ssegies o sukcdal behvios, becaseof the e i
ber of individuals who can respond to such behaviors in a focused, problem-
solving manner
or cxampe inane inpaint stin,the ursing sl sodio menal
ekt oo ki, gt il s oo v
of .umm.m o mide i anaries The smirecs e e
kol kly community mecting where patient and staf n
e Key to the success ofthis public procedureis con-
ucingof e anses in o onjudgnenaly o, and vldaing
anner. Staff members must provide an expo opbeethat does ok
fimhreindorce the shame, Bl and e P e ot g
icusing th behavor That,no oly are behaviora nd slation nafyes
modlad b o peens, bt sy hew » hane I parecpar i he oo
o thes e remmablyincesing il s o oy beni
e nd contenences ppled. il e i

ﬂ

from the vicarious exposure and
and solution analyses, Wam with other pr s, are also

applied by the individual therapist.
In anoter sering, peicey wees foemerly put o publ consane b
servation fllowing parasuicidal or suicide crisis behaviors. With minor ex-
the 24 hours

copons,  paent was ot llowed o ek v Srpore durig
ollowin soch a bhavior The procedure was o inaccod with DBT
principles to drop the enforced slence. The new rule was tha for the 24 hours
following a parasuicidal o suicde crisis behavio, the only topics of conver-

sation allowed with taff or other patients would be formal behavioral and
‘o anaes o he behario I cochof e prsools sidl i
and their attendant pain are taken very seriously.

nt with Suicidal Patients

s Thus ot miicions o "minary psythmhnapy o handle sui
dal behaviors have been included within the fabric of the therapy. However,
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For example, it is approprite 1o explain a borderlne individuals extreme
emotionalIabiliy s attibutable in part o geneti or biological factors and
diposiiens.Ditorid peepion, opic biss(cspecily in o).
‘nd rgid thinking can in turn be explained as ordinary and typical conse.
uences of high enotonal aousl, blems in concenraing o sunding
it el ey e b i
ming in hvsologica acors o geaic prdispostion. Ot
iy b il ndoces e, iy o ok of mesvon
D o o e g, s, o A
the therapist must walk the fine lie becween indicating 1o the patien that
prolems maybe doe o ey eing hisrcs and sggesing cha he
problems esul fror ol s o e e e e
dalcicof cange s most imporant, and the therapist
must yaeheie st o plas f view e tha ¢ i
e S oo o e e s
2. GIVING READING MATERIALS
S ke e il md e 1 e i
problems. Paten this bo
eaniy arilsand e
tha they mes

don relevant to their
; the accompanying skilstrainin
P a well s thr = s e
s B e b st
Sl diral e bl e e
e oyl o L s
ings selelp books that contain accurate and sour
th cherpist woud e he et adersand
Hitming, o s s nd s o pople
y o e ot 1 i o o

ind information on topics
s sch 3 principes
on. Genel n
Thue,any maerals 1
ey be et i, Mot peie wil ot read Jong-wided orace
am..uu dybooks bt many el ed e e or bookchapers. U
ately, most popular books on BPD py coneica femulaion
e e e e o DA o particular, many
onvey anidea that the individual’ disordered behavior is caused by a “men-
tal llness” from which the individual must recover before real changes can
be made. DBT is not based on a mentl illness conception of BPD; if it did
acepton, it wouldsugs cht main el changes el o cue e rther

‘GIVING INFORMATION TO FAMILY MEMBERS
“The family of a orderline orsuicidal individual ofien blames the pate
ber il This lame s sl baed o sy fomio o b
havior and BPD, and grows outof the familysfrustration intrying to under-
andand bl e paint Wherthe reson,the amis nabily o
ory of the paticn’s behavior tha is compassionate and non-
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E

¢Dislosure of rofessionalInformation. The therapist should be
o s o e e et ke bt ey
i S o bt e S X pesea 3 iy
ask about 4 therapists experience in reating BPD and about successs o
s suchcesmen. This nformationshould be disclosed,long with
information about supervision and consulttion arrangem

£

f-Disclosure of Personal Information. Patients ae often interested in

nal details about their therapists, such as age, marital status, children,

Ficnship pacens,eligion ot reigious bl work hbit, whethe he ter.

spinshave hemices beenn herap,and s on. Therapas shouddiscse

inormasionhey arecomfrablesharing. Th princplehers s hat s g
es (ot

as a disclosure s in a parients best nterest, there are her th:

common sense and the guidelines ey Tevicing information gven v e
paicn, St thcaptes e morepefve o ...m.., the important point

£ o thrapits 1 abacre and discoe thets wn peivacy T Urices

et behaiorwouldbe sy ispproprise i ey oime miaion
i, 8 heapisshoukd o communicate o the st tha e wishes o
e kot ar pah
 Areioeril < e, sk whesberth terapis has
e T i i e nis
iyl S b, open about his or her
‘own e, and whether the information can be used effectively by the patient.
In some treatment progams, such as many

simed at subtance absers e
i e lecid becaus hey have xperienced he same problems st
e s shain s information i s an xmwn ot gt o bt et
s roup e baed on the same notion—tha hre s con

Lo cvee trapst and group members. In DBT such
sharing is not d.cﬁmuonal ©0 the therapy, but it is not proscribed.

Sl i shoudbe ept i min shou i e of liiclons.
i oo e siuation, he diffrences beweenche ther
st o he paticn may b fa gretr hanthe simarces, bo he A

e and th imaiis shoud be rspected. Second the herapie shoutd

be very careful abou sharing current problems. Burdening the patient, oot

g thepaticnt i the ol of“herapist o the thrapise” should be avoided
These points are discussed in more detail below.

Using Supervision/ Consultation

Managing slf-disclosure is a very diffcul task and is one reason why many.
schools of therapy sugest that therapists themselves undergo individual psy-
chotherapy. In DB, the individual supervisor or the case consulation team
an be csenial i helpin therapists wac thir ongoing self-discosing be
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speciic
“The suicidal patient will quickly apprecate the diferences between the
DBT therapise’s and the community's responses o suicdal behavior. Gener-
ally, commanity agencies willrespond far more accively than the DBT ther-
api s e the e should Qs ol acly wi
e

the patient the effect of her engaging in behavior that frightens other in-
dividuals.

2. KEEPING THE 24-HOUR RULE
Ifthe selfinj jummb(h:vlor\szlalynalnm/ur posaialy e dreniog
o dcgoum, e herpi shold svr the 24-hour rule, which is

escbed e ful e i consecion with he el sl gt
gt sho i e ot h g e cnig

behavior i not appropriate, and should instruct he to contact peie
(family, friends, emergency services). Except in very unusual circumstances,
dhe comerationshol then b ermint. The inpproprise cll s well
s the parasuicideal behavior should be discussed in the next therapy session.
L BEHAVIORS: PROTOCOL

ATERAL THERAPISTS

T

| KEEPING THE PATIENT SAT
I the parient engages in behaviors that sugaest high imminen risk for sui-
cide, all therapists attend t the behavior. Al therapists other than the primary
therapist should do whatis ecessary to keep the patient safe (see abore) un-
6l contact can be made with the primary therapist.
2. REFERRING TO THE PRIMARY THERAPIST
nce safety is assured, contacting the primary therapist s the first esponse.
O et ok et . e ok Yo e i
even f the patient feels that a collaeral therapist is the source of the crisis,
i becvainedfrom theprinary tempie, Sl oy belp the e
e il il bemais v)mm
i ey s mellcsions (e . pve:hypnwn: 10 pint with o)
0 increasc her tolerance; and 50 on. But, other than attending , s uie

sues and observing their own limits with respect to the amo

stk theyare il otk ol theaio e

Tepond s coi eharion by pnm..,m.n.awm
o it ehs S

Exceptions: Skils Traning and Supportive Process Groups. One rle
i sl taining and supportive proces groups i that parasuicidal actscan-
20 be discused with ot it i ofgoup mecing. e i
is brought up in  group session, acention is immediaely focused on how
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ridoc, oy e be exourngd by he i e hepial views

roblems as unsolvable.
K e srmgularion el iy s sl o the ndvidl i
il dposion s well e iy m.l.. g

oo
wrol both negative affects havior
pz,B\ oves1376) e b St e, 986 o gt e
ip between high autonomic reactiviy and dependency in a social

et sonion,Iertog ot o B (950 e by Suclau et al.

1986) suggests that people with high autonomic reactviy, independent of

othe consderwions wil s pssive el eulation syl tht i, ks
that vl il s fos 10 imprve thei ovn abiles

" Vil and Mangan 0 1505 bl a0 e o
patients avlmsd medicalvisit. They found that patients who were
e fox s i v e sgaie G ponsaly ly negacieapects o n
xpeicnce (“hgh monitors) wert more  ghlyconcerned wth being e
i indoss ndropec etin s de gcin o prescriptons
reassurance about mu« et f e on e heseh, vansing more
aioimaion A e o Saonkow Mok imposcent v e poc by
s T e e e S By D
a5 many high monitors 1 low monitors wanted to play a completely passive
mein (hm ovm care. Thu, i pssivity may o b oy a sl of
allhough a sy offilng inefforts o conrlbo hemsches
ronmen & vy kiely Impor
141 cary 1o how o i pasyiygeonaion cusbe end. Bor-
deloeindvidul b e g by v st bl They
aware of their own unhappiness, hopelessness, and inabil he
wurld o posii o o i, s vl 2 e dmubasns el
et el G of b s bope, nd ot e
ol g et earmed bplsme. T e
s St o st S o s
tern. In addition, in an environment where diffculies ar not recognized,
the individual never learns how to deal with pmb]zms actively and effect

I Learing uchcoping stepis equies ot 3 i, e cogiion
of aproblem. In ere difficultes are minimized, an individu-
ke o agety e m ywnll e ke sronly s i s
ifed view of ifclics and i rther characterizes active
ey Th indivduat baanceste leloxtwglwe inadequacy with

extreme inadequacy and passivt
:mpmux sppoet onthe actwpassivey i be found in work
e, iy

arasuicidal and borderline ndividuals. In
S e G adaty prcediog parsicid, cohpaed 10 b
el oo e e by
acive interpersonal problem solving and somewhat higher passve problem
Soling. Activ problem solving i this rsearch consised of an individual's
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e for ordrines e (DB cricis,ae ised in Tl 1.2
A fourth approach to understanding borderline phenam:m.
a biosocial learning theary, has been proposed by Millon (1981, 1987a) M
lon is one of the most articulate dissenters from the use of the term “border-
ImA to describe. hl pﬂ‘ﬂ ity disorder. Instead, Millon has suggested the
m oy sl to ghighc

lod pe e e and mood sty
Tt e views 2 el 0 th rom Ml pespeci e bor
deine personaity pasen e o i

adgwnnd hlxm

personeicy paacens. Millon srsesthe e e b
found among bordelne individuals, and suggests hat BPD ca
via 2 number of pathviays
Tt (e (s ok i bl o ¢ ool ey, and
ays is similar to that o ot af o e b mm
Snteracion of bioogical and soial eaminginflucnces n the exology ofthe
Ssonis, T conres o Milo, 1 have ot ceveioped an independentdei
tion of BPD. I have, however, organized a number of behavioral patterns as-
Sociated with a subset of borderline individuals—those with histories of
‘multiple attempts to injure, mutilte, or kill themselves. These patterns are
discussed in decal in Chapter 3; for illusteative purposes, they are outlined
in Table 1.3

TABLE 1.3. Behavioral
Emorional vabnerabl Ap:nrmp{wn:wcblﬁnd(n in regulating negative
emorions, including high seniviy o negaive emorional timuls high emotional
ey ndlow e o cmoionl b s wel 5 awarencs and cxperience
endency
s, |

of emotional vulnerabiiy. May inclode a o blame the social emviron-
ment for unrealisic expectatons and demar

. S mdaton. Tndeny o s w ogits oo o s
responses, thghs,belies, and behaviors. Unrealisically high standards and ex
e it Ly ol et e, it s o e
Unrelnting eises: Patten of frequens, stressol, negativ cavironmental evens,
o o s ot by o oot oo 1
others by 4n insdequte social milicw, and many by fate o chan
Inbied g Ty s o vl emosin o,
assocated with gref and los, inchding sadncs, anger, gl shame,

e

A e o 2 s G

i Fdre 0 cngase ey i i of oy e prbless o opehe with

v anemis sl probem soin o ek i o cvironas ol

Replsnen: hopdesnes

Apprcompetoe: ey o i prs sy o

o scually s, umaly dve o e of Competntis 1o gene
X oo st nd e 74 o o 0

At
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Sotsic Sraegies

Borderline patents often express  need for thei therapists to be “real”
s sty ot i ambiguity of meaning imposed

b Byt loguigornlie] “really care; or is caring behavior
areflction of the role? Most other patients tolerate artificial lmits and bar-
s posed by the dermpecic ol borderline ndividalsdo o ol

them el pue becusethei Bt b b fll of iy e B
ind distinetions. Thx;d oo cox e tha  heceit o Id!\avrnnb
ers. Having no barri u-\obu.\m A genuine relationshi
i s of dhepy eation o loarm that v fn 5.

Z -
relationship there are n:mul Imu and ‘barriers as well as arbitrary ones.
o B e e s i 3 ot
mnsl ial relationshi thulhznaamgzl:mmmmmdcr[mmep-
ok ot s e i o o
Sler e
e o i B
s o s i
S ey vt o g s g s
e o o e s i i
e e Ty e s
T i st o o e oo o
and therapist Th)sqluhrye being oneself has been described as " oiow
o o ey bt o e
S e e e
o e S
e
L T
101)

ra Mimiel (g & Tovve, 1997, .
ind Segal (1990) discuss.

In asimilar vein, Safran and Segal (1 relationship in cognitive
therapy s follows:
Ulimaely, howeve that all thoretical coneeps and.

e vy e ol Segned 1o hlp e g
e e s o | Thou o e pasat. Thoe
ool themseies, howvc, <an become obsiacies i they arc used o
b b ettt o e e, A 20 iz zzn
Sy ieh ool i th hand of the wrong man become the

Y ‘ ool b o m wise therapist will thus nm mninu the particular vehicle
for Cange. wih the undeying esnce of

T s e ik e .“? Ty of s

g o s v eltng 10 the patient 15 a1
by, of in Bubers phaselogy,an T rthe than & “Thou.” Theapis
i et sy o e comept ek provied b b
hi iln e human o, whch ol 0 brs T
Cending. 2 oles and preconceptions sbout how tey hemsel
Tl out he possblty of he vy expercnces i human i
be healing for their patients. (pp. 249-250).
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..
}-

s
m P 13 sppoprse i varous susions.
R T b
i, ik
_ Duting prbien-solingphone clls, T coshes P o usin ciss sr-
v and rhe kil t e e vt e nce seson.
T i wiling 0 repae s slenaion doing phom cas
T consides SCHEDULING Piniaed phone cal fo eguar tmes.
T INITIATES phone contaces:
2 g o conesion besven T o s i
o i with P vl
T s P FEEDBACK sbout p

g

<all behavior during therapy
Ant-DBT eactics
— T dos pachetheapy o e phone.
=T spirited about acceping phone call,
T gives pejoraive interprecatons of P's phose call to T.
T s not available during criss perods.

afier indeed, they do not have o be suicidl in order to call. As moted earlier

in this chaprer, once parasuicideal behavior has occurred, a patient is o al-

lowed 10 call hr therapist for 24 hours afterward (unless her injuries are i

threatening). The idea here i that a thrapist can be more helpful before than

afer an artempr t0 solve problems via a parasuicidal act The rationale given

i tha a phone call s o longe weul afe  paten has enpged i st
b

inuious eharion, because th patintha ey sohved the prolem (-
Setmaladcon md son hu!mk she et teion
o o therapist iforemens dal ideati db:

Gy desaoed o the pain. I sdion, e hcupis h
e peen s cpmrinatly difeu o
bepia 2 person who wals il sl o befor kg ciorha.
il s parins xsin ohavir st call e s
callsshou merdtrbed e i chp-
o Toe sl v shope e pedent o i e therpi o e
of risis An intemedise sep i chis shping might e callng befre e
plr-mcldthuufhn lhtsumd:udﬂuan s invated; thefinal goal,of course,
i cling b s in sicidl dewion.
effecs,

plun g suicidal ideation shoul
hecapist should dealy
anyone t

depending on the
i . o et b s mm..pm.mv
i, th sutgy offrs an opporniy for Ierning o rplce desru
Shaio wih on for bl approprath: Prsidl Behvir o e
ceed by an eyt o call he sherpis s viewed 3 e
bckaio and hus becomes.a focusof e
kg e e comforing, 1

py time. For the patient who finds
s, any behaviors associated with
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Acother times,the therapist willfelthat the patient i engaging in the
“Yes,but. . " syndrome: Every soluton proposed by the thecapist i discussed
as inadequate. In these cases,the therapist should idenfy his or her sense
of what s happein widin he theapy i and sk the pen
for sggcions to sole dhe impas. I boghi ot e

puteats cpections of o e

s e s i foerason sod ook e .m w2

ause th rowing roadblocks o the therapy.

e el o ity ofthrow
..»,m. Possible Obstacks to Effectve
particulr solution may be efective if emylwed but for one reaso
i desoophisnienh de o o el
of factors that may intrfere with solution implementation s, therefore,  very
“The analysi

e analysis of possible bstaces in DBT is based o the behavior defic
nd spone v modds v proposed vy o e i
of falures in asertiv behavor (Linchan, 1979). The behavior defct model
st e i e bbrir whe 1 e 1 el
o deicincy hat i, eevant, fective behaviors 1., actions plos know-
ledge of how and when 10 use them) are abscnt from th individuals behvioral

repertoie. The response inhibition model assumes that the person has the
e behavions buk i i fom esoring. Thr et ypoeses
sbout th detsminans of ibidon: The s ypothes s hat i doe
o conditioned negative affective responses;the second is tha it esults
maladapive beliefs, self-satements, and. expectations. A variant Fi
espon niiion pproac asamesthi he pein has he ruis b
haviors,but that performanc of hese behaviors i intrfered with. Once agan,
sl e dar e o
by the prior emission of incompatible behan e
compaile beharorsaeghe i he indoviduals espons ey han
ar ppropie v sponcs,Second, he comingenisopeating
e curen emonment may evr infrse v lceine behario,Efe:
tive behaviors may be punished and incffecive behaviors rewarded.
o anayzingsoluions t a pricularproblem sication or e paen,
s e crel 0 asess he aiales infuncin e ptic’s
Savio intha parscla arce, ntead of i indy sppbying o ot
ooty hrd g o et b what s interfeing.
yihhe e offecie ol jeelriin copheshierl sl
roee I thare i il dfcs il raiing sy b 1 oo, i
Vo s o ettt b guilt usually indicates the need
for exposur-based techniques. Faulty belifs may be remedied with formal
cogitive modificaion procedures. wakmzn:(mnnwmﬁ inthe v
et g contingeny managemen: procedures. Thee
scribed in decal in Chapters 10 and 11.

%

s that s, inappropriate, in-
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most lkelyin male-female dyads, but can be an equal consideration i same-
sex dyads when one or both partics are esbian or gay. The therapist may
want to confine a good-bye hug to open, public places (sich as the hallway
or the offce with the door open). Discussing the thical issues surrounding
touch with the borderline patient can be very important.
& Tesboukd goidiot i ek st uch e seepiabl N
it oo of il Wik b o ol e, o i
vera . Borderline patients and thei therapists, n particular,
o e e appropree sexul elaionsips e ks o lvales of
are higher here than with many other patient populations. Thus, great care
is needed. The therapist should be particularly carcful about how the patient
consesouch. Tere s nosbsiefor lkingsbout b the s -
g orpat o heshoulder The thecpis houkd
— ¢ Basisofgnder and seual e

not simply as-
drocig e experienced
- a cherapist o touch the patient without it becom-
ing somewhat sexual for either party, no touch should take place. If  ther-
apist i sexually atraced t a atient (mor than brifly), | would recommend
not only avoiding physical touch but geting a consultation immediately The
secret here is not 10 trust oneself 100 much.
7. When inappropriate touch or asexual overture is initiated by the pa

i, the therapist should “tlk it to death” Such behavior s .bmp,mmﬁmn.
i 454 vl b o i T hrst ol i b il
0 examine his or her own behavior for inadvertent encouragement or ren-
forcemens ofsuc beavio

Physical touch should be pote

niially public. This does not mean tha
PRy bl o does e th  Sherpit st
discuss it publicly wih any his o her professional colleagues. It means
simply that the therapist s r. ot ry 10 b the fct of bugeing  paiet
good-bye, for example, a

topic should be peri

caly discused
ac supervision/consulation mee
(e s

o ing 1 i o oo s
Shoukd ot o o ut of nge whe huggin  peien. The pure
poses of this rule are r procecion, A thrspis whokcps
R e s leul\lml drif into mistakes.

4. GENUINENESS

Almost all experienced psychotherapists and therapy schools value genine-
ness as an important characteristi of therapists; DBT is no exception. Bor-
derline patients, in particular, often demand a genuineness from therapists
that can be exhausting to maintain. These patients can pick up subtle com-
munications, and it is extraordinarily dificul fo their therapist s e b
hind a role. Having a borderlinepatient s like having a supervisor for a pati

Every arificialresponse, unareful ervetion, nconisent mmmm:,ar:l

tempt t0 use power inappropriately is noted and commented wpon.
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coblem situations of her everyday lfe —in other words, to encourage skill
Foerabiadon

Thic, the phon segie provid sddiionl therapy time 0 the p-
tient bevweensesons when cises ars o the paint & oxherwise m
1o cope vithproblems i g, Skl od bordie pate

ed more herapetc cont i i e plovadad b L e
donpee pecally sioc indiidual patins congemscan sy be i
rining sesions, Athough cxrs heapy sevions may

ey b o s i sl it

via the therapist's ln:lahxhzy © p e o s s
Fourth,the phone straegies are designed o w.ag waining or the pa-
e in how o eqes elp fom ochers appropricy. In DB, te patnc

pis for assistance when et Phone calls to

yalber primary
sl therpisy g group thrpiss, e el mx ks
Sz ¢ e
fedepeis pmbk e ond e 10 ttepy
T coudiing re i he compenians masme o B oy

‘Although patient’ phone call o thei therapists occur on a continuum
from “few or none” to “excessive; the callsof borderline patients often cither
fall a onc end of the continuum or vacilat a different peiods beween one
endand the ot Some ptiescl hei dherapis a et i of o
Bl fenclln  iappropras imes s ineatiog with e therpis

ing  hosele mannee. Ouhr parens reus o calter ther
PRt bt Lt
ated or completed parasuicidal behavior. I is often uscful to make calling
the theuibeween sesdont 8 homenork usgamen o s e of e
st O patin may, . ifient imes in heap,cll s ot
enough or t0o often.

e applcation of e honesregis will b som
e noncllng paien vrsusth patient who callsex
calingpatcn mus e " atk for hlp ealie 1yt s seenc,
s siidal behavirdoes o fncion t et acion: The o phons
e nesd 0 tprove e e sleune il Thew e s
b el st ot one alls from
totheterps becaus of a risis o by o sl  urend ot
i, Tocime o i e bt i 9 mpiamet
regular phone calls from the patien to the therapist; and (3) phone calls 1o
the paticnt from the therapist. Strategis for each are discussed below and
summarized in Table 156,
1. ACCEPTING PATIENTINITIATED PHONE CALLS
UNDER CERTAIN CONDITIONS
ond Suicidol

ewhat different for
cessively. Ofen the.

Rule
Patients e told as part o orientation that -M are expected to call their in-
dividual therapists before they engage in parasuicidal behavior rather than
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HOOSING A SOLUTION TO IMPLEMENT
Generatin, evaluating, and discussing potental solutions o problems are
o e e e e e e

ol ofien ke this b the cae The gl 10 implement sl do
has some likelihood of working o of improving the situation, Thus, during
the coureof calution the hcapis shoud guidetepaticnt i hoosing
= panicla sourion 35 the e 1 proceed with: Alhough shere re

ways o organiae crieria for this choic, the thrapist should pay partcular
atention o long:term ove shortterm valu, and tothe ffect of vaious so-
bsons on ecin e wishes o ol aicive it

iveness), mai
o o exbaocinginsrpersons nlznmiups (pe fecivencs),
and maintaining or enhancing gy el et respect
i these

). (A ulr deseripion f iveness is given in
enpanying skl i mancal & togeher on i i sep i
e e ot b e e e
Coious ceurding 1 ppeoptis odgmesal i
Whenth slution vlves oplemntationof speific DBT procedares,
ol o e herpistnhelping the paint e the chle s much gt
2 For iyl wbon il i, cpoe o o modifcuion e
1 a5 Chose 0 atack 3 probkin consens benweenpaint and e
I+ Sacatl, 8 thos procedares i clge comperaing. I comath, o
tingency management can be implemented unilaeraly by cither the patient
(B g o pig Ul bt c e e T
boween. i ht e i must reminfexble, willg o et
e hre s vt v R

OUBLESHOOTING THE SOLUTION

In troubleshooting a solution, therapist and patient discuss all the ways im-

plementation of the solution can go wrong and what the patient can do about

it. The idea here is o prepare the parient for difficulties and to think ahead

of time about ways to solve new problems that come up. At the beginning

oftherapy s o i managememt,the heapohould be vy e ber

‘Tosblshoding i ohen combined with e hesl of e sl dis-
connection w.m orinting. The most important thing abor

s ©doit.

ORIENTING STRATEGIES

Orienting and commitment strategies are always interwoven and are pulled
apart here forthe sake of expositon. Oriening involes giving patints tas
informaion about the process and requirements of DBT 25 2 whole (a the
first lee, ehere DT is a genera case of problem slving) about a reat-
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A most important characterisic of genuineness has to do with arbitrary,
ole-defined behavior versus natural, congruent, role-frec behavior. In DBT,
thehecpl doss o vrepbsie i o bl tha i, effscvnes and

naturallimits rather than asbitrary role definitions determine the therapist's
posse, This st ca be e difica for heraies walocd fn

I hs emphsiae it boundaris and “prfsionl” bebvior. As
i obseming i, e sl book i DB 0 oindicte whabhurion
et bemg one sl in shcapy. In apis capists k to their own
natural helping style.

The Need for Therapist Invulnerability

Some therapetic approaches take it as acccpted fact that the levels of vulner-
abilty and self-disclosure for patient versus therapist no only are not but
should not be equal. I these approaches, the therapist-patient rlationship
Mgt s v oo it T b ofmch

oships i that o peron (e person) is more vuln
e e ot Al e o preiouty v, bovdetioe i
ey st o powes e e aiomiph To o e B
el th quasparnal natore of many therpent Fuonthips, st

ing quite rghtly thac they are not children themselves. They ask why
ubealiiy s haed mor qaly DV s o basdon 4 el il
d actily works ginss  quas partal elionsi, o o ht s
the patint s il s most sl in s elionship modl o i
i

§

e e |.m mpower” the patient. Yet, cven in DI
o T e b Bt

gy il very good one: How should the
thempist oo when the atint conends i eprcal vy ind
dislosure would enhance rcatment, no ntrfre with it? Asone patient sid
0 a colleague, “The less you act lke a therapist, the more helpful you ar

Ther ar mary snswers. In DBT, paradricaly, achanswer piriy
sround te herapiss willngoes tobé ratral rther han arbiary wiin
hoelaonship. Three mpoeiant atons hav do with hethra pm
sona i, prila charcterisisof the piens,and he e
vulnerability with the therapiscs ablity to conduct effective therapy.

herapist Limits on Vunerabity
primayeson wy s of ity and el o ae o
et and teraps s tht  thsapie can' endure ¢ f ey e

There s s o much Ieprocy 4 prsoca el s oo o
pletely vulnerable and open in every relaionship he or she in. None of us
really could sustain that. Most of us are open sad rlesble vih e o
two, or at the most three or four, people in our lives (sl members
our famlcs). Peopl without familes have one o tws clos fiends thy arc
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o engage in suicidal behavior; rathr,she probably wants o solve the problem
ha e i expeiening 10 e beer, i 10 be e st with e
Such a statement should then be folowed by a comment that there are prob-
ably other ways of obtaining these goals. The patient may continue to insist
dhat what she el wane s o be dead i bk i
eally wamed i e cherapi's pemision o self-
Iy be

d "o paen iy sl b e her-

e o e o Rt e oty

vlidar he paienspain, e o fllo such abments op i  eocis.
g of the comersation on aiernatve solutions. At imes, this irculs

i process
‘may be required 10 or 20 times within a single interaction. At other times,
{cven i the same iracion) he ptens will e that she does o vank
fochange g s cxoyhngs e Sk st el
from opelessness and lack of control.
Pt Rl e b g N A S ABOR )
possible for the patient to know what she wants if she is no fre to choose
st sheihs . Ofen iingly ot il o e nkeoghy

wht th patcnt wants in paricula sicuaion. The t
e b e g et i s i e
ofgouls For scamy |=,|n a borderlne patient who could nox decide what
she wanted from coworkers, o whether she wanted t0 be promoted, 0 say

o e caen oy o ek, Al 8 nmbes of ey Sgsesions, & b
came apparent to me that the patient’s extreme lack of assetive behavior ac-

sy preved be e sding up s bl at ok o ing
forhe promsion, o fom searching oo difeent o When | sgsed
e o e b vl

in mnﬂm situations. My strategy was 1o teach her how to oy g g
and sk foranymumber o ings, sonig wih bt
.m,.h Pyt leanbowto sk o the s e a.: o dhe i
© ask .|.rp,y.u.mm etent ion,
ety o s i o Yo e
wanted
s simes cpecially when deviing ncw pomcs 10 i o, the
therapi et possibl gols o cbectives,descring e ogeher
i ymnm b/w)udn pasio might i e, The thapicshold
make repeated attempts if necessary to engage the patient in a discussion of
e hapis-genraed ol alking care 1 ocson hor-erm,realiic
ok m)mr than longterm, seemingly unattainable goals. ¢ may be use-
e with o it s of posle gl crbjectes for 4 pr
- rank-order them ost desirable to least de-

ol il
srable.
“Afinal major impediment o the identificaion of goal, nceds, and desires
s the cominene cndency af siida and borderine ndividals o blieve
that they do not actually deserve happiness,che good life, love, or the like.
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With rcalitant discess, e might almost say rcalcitant patierts, reat-
ments end, ascver o become desprate and o be ued inceasingly in he
ot ol o el e il
i ther ca e be e g e i

b gt Uil s v ok

urse use sedatives 10 soodhe hemseves when desparate, and fo cscape rom

vaene and

concealfrom ourseves and our patients ncresing hatred [with] frantic good-

ess i the reatr the more worried we become. Pehaps we necd to emind

ourselves egularly that the word "worried” has two meanings, and hat if

the aient i us 10 savigelrindy ity s il o -
The s g i ovesomin e i che il cxedetir it
07 That s, the therapist st slivae = ot s
e e cmoional o chding g b e b g
emotional reactions that come and go. Although any emotional reaction can
e th therpis imporans e o undersandin e pains an b il

ties brter, lice i gained if rage persists. Persistent or very frequent rage
usully  co th some personal soues of the therapst has beentapped by
the patient’s behavior. In agency and group practice settngs, persistent rage

‘may indicate insttutional problems as well. Honest slf-analyses and usc of

thethrapi upeviioconslaton st (dscusd in Chape 13)

essential here. Individual supervision and!or therapy, o consultation ot

ol it

Rages iy bsed o o e of e gt “shuld”
statement about the events cliciting the anger. The person engaging in the

e b i s penler e, and able oot b i he

only wanted to: “She should not have done that” “She is manipulating me’

“Shejuse ot s o g bexs?and o an. T sl oy of DET

' e o Wi T w;;ndx

atenc’s behavi

developed tu
countering ra pecive,sin she
e b s e e
apist must move (0 @ oo baspec, e
poin of vew of the patient, Tt 1 when he teraist e old down boxh
it of view at one- e My spone s he oy oneposte gen

life history um.m the “Yous mspome s maccsprable
novethlew, wad i of the therapist—that progress car
made in therag Ih:vchzd Peiods wih paricd il paies when e 1]

mike s s many s wihin the spaceof e meracion with  pa-
on, Thus, e thraa s bave vl sl aine i epe.
i th proces ot and o,
i honld domly camine ki o b o s with
s e s Bt ot oo i s e-
e o o i e
procedures, outlined in Chapter 10, were developed primarily to moderate
Therapist frostration and age. It s rarely usefl t commuicate these imits
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and legal issucs, counseling with other staff members invlved in the
S i e et i e b e
wemely dificul, but s nonetheless essential, Consultation with a knowledge-
e cleague shot posncnion s, i el conslaions,
strongly recommended by m;
THERAPY.INTERFERING BEHAVIOR STRATEGIES
A have emphasized throughout this volume, DET e, coll
v paricpaton on the part o the patiet. There are tree mafn ype
e therpy-inerring ehavio () behvrs e i
i herpy (nonaentis, noncolaborie, noncomplnt b
o s i i . ) bbb
heraps 1., behaiors tha push he lhtupmspﬂsonalhmm oldme
bisorhee mrivation). Specfic stancsof tes pehavios are icused
G 5. The el ey fo dealing wihpatiens thcpy: ineiing
bebavor st approac i . poble t b soved and (0 sseume shet he
i mativtd t soe ber probles. Sl mehods or desing vtk
e ey ncering behaviorsare dicosed low n vith

Ilvrnpm:i«ums the e g s g e do m.,-d isnot faal-
e, el css st o i o oo peleio.
Mo et prompts both lheupm aad pa soview
interoring behavior a5 ek of & probleasinthe ereaemen el ratber
then 23 cridenc i uppon of egativ conlons dhou certsn s of
the patient. The therapy- ing behavior strategies are discussed below.
and outined in Table 155,

1. DEFINING THE INTERFERING BEHAVIOR
“The firs sep is to specify interering behaviors as accurately and precisely
ol T i o intecfering behavior should be discussed

atient and discrepancie n the patient’ and therapis’s perceptions should
e,

2. CONDUCTING A CHAIN ANALYSIS OF THE BEHAVIOR
e :tmym should not begin an analysis by asking the patient why she did
¢ in some specified behavior. Instead, a forsuicidal behaviors,
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LE 9.4. Solution Analysis Strategies Che
T helps P IDENTIFY WANTS, NEEDS, AND G
7 heps P redefine wishes o engage in parssuicidal bt
desd 35 cxpresions of desie 1o decrease pain and improve
of e,
T heps P redefne lack of desire to change or nabilty © generate
p:.\s.vanapﬂn»v\albcpd iness and powerlessness.
T and ? GENERATE SOLUTIONS.

sibl
s P delop sec: copng regis an prcices t short
ot e, slenigg ko
—— T bl P EVALUATE slusions e
e ot g v
e
necessary, T confronts P directy about probable negative outcomes
of her behavioral choces.
T and P discuss problem solution eritria.
T helps P sdentiy factors that might ntefere with problem solutons.
T b P CHOOSE o oluin.
— T s i, s
1 e spece DET
‘Case management srategies.
" Skills waining srcegis.
" Exposur strategies.
" Comtive modifcation siategies.
— Comingoy magene i

a0 opinon, when necesary.
rocedures 25 needed.

T seviews with P stempts o sobve problem can g0 wrong
ROUBLEHOOTRG:
e o e docs e ok on sl he o e .
Sometineshe psins ik e ) st el some

o
problem, have the other perso i Asmpurcg v
O e e T
terproductive insuch instances. At other imes, i wishing to stop a problem
defniion i a charactersic form of avoiding problem solving, th therapist
maynecd 10 dip o the commiment s (o e i, s i o

obain an iniial agreement even to wo

1. IDENTIFYING GOALS, uasns. AND DESIRES

Impediments to the Patient’s

Suicidalindividuals ofcen suggest m.- their ..m in life s o be dead, or that
‘what they desir s o cut or otherwisc hurt themselves o to engage in some
other impulsve behavior. In essence, such an individusl is representin sel-
destructive behavior as the solution to her problems. T o
therapit i o pointout that it i very unlikely thatthe ptient acrually
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during regular sesions may be sure that som with the the
oy i ey e, o R
the consultaion team, analyze the interactions with the patient, and employ.
a relationship problem solving. Often, a therapist’s umwilingness is a sign
that the patient s cngaging in therapy-interfring behaviors or the therapist
is not obscrving his or her limits.

Some therapsts are just ot “the warm type”s tha s, they are
sonllyesrved by e OF e i i problr with pains who
dojust as well with some distance in the relationship. In contrast, with pa-
s who prer o need more warmih, o who misinrps e frack

of affection, it can be a sumbling block to therapy: The firs thing.
e i e e Chaper 0. I iy
i for a reservd therapist to b honest with the patent about his or her
abilty to express affection obviously or dirctly. Second, the therapis shoul
bl he paien nrpe and dealy xpeinc)otherchaacrisisof
i laioship as inicaions of i o hr riendlinss and affection That
inhe therp uuh-mld o migate he s ofisr ber e by i
lighting other positive aspecs of the reltionship. For cxample, a therapist
b o o s s e e iy
fection. Third, the therapist can ely on words to communicate feclings—for
cxample, ke working with you”* find you vrsting T loking o

3 g o el et g
" (when this is truc)

Coping with Rage ot the Patient
Telln herpisis o cxrss warm engagren i all el e
gt s iy e mgils oy . and e
ness during every interaction; i not cverwi
ool B s+ e T ther-
api makes the gt mise o wi when the theupis s orelouded with

her concerns;is not threatening o qui therapy every sngle weeks s not
complaining about th therapist (in ways that fel exaggerated) o anyone who

e

willisten; s not igidly rephrasing what the therapist has just said in a man-

e tha ek diorid 1 exeme (g m L e sl s

Lmight 1wl s ot csponding withproraced slene whenowr an

ieensices ek s mades s s ncx altenconsly .m.!m. prove
deteri 2

orting desiethe heapise' e cors,Bu e about whe
e pareat ' cgeging 1 s o Al ofthess s, o v ook Mok
only s hard v b warly o s pnt, busic can o be difft
povto el by aacin the patent. v e cxperinced o obsred
in othe herspies 5 much g at patintsa with borderine paints. The

gt i specily et when th paies s commusicaing ine e
ing and scems not o be improving. Main (1957),in a beautiully empathetic
sty of s i with ecalirantdiss, b capard the csence

of the problem
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ot all borderline patients present as being at high risk for suicide. For p:
tients who do, or who become high-risk patints during the course of trat-
ment,the therapist should of course be particularly careful o employ strate-
et minimiz ek of e pin e The i shoud
overes, e g i the ik of s o b own gl blluy it
et dos i, s Bong xusnzd others have su
e s o the sk e opeste cnical 300 gl
e b et igh i poelmiont Bosgar sagos o s o i
alnd gl ik mamsgemens g ek incorpored
into DBT. These include the following:

X, ol sssment o sl and persoralcompeene o et i
dal behaviors s essential. Such competence should include knowledge of the
specifc linical and research literature on recommended e e
cidal behaviors, as well as for other disorders the patient presents with. Not
all dlinicians are cut out to work with suicidal patients, and certainly many
e o eniped by empersnet by teiningto werk with icdal b
decios peieas. A thrupis should e pient o b uperviton sad
ade ompetence is not suffic

thera
shoul

digons . it m; or her
Moo ond vty documoeienion ' sapimd, Thi
i e g ecordof il ety s of
and benefits of various trcatment plans; reatmen decisions and their ation-
s (clding decions oo o hospcalae o patns o not 10 abe oter
recaions) consilaions obtine and avic eciveds communications
withthe pacent and with othersabout ratment lans and associated risks,
wd prLsirps st el The g s of s S W
yrin did
ot bty o o 5 SO
i ol e
DST,the ol proceurs s would b o mles he e pitie
for obtaining these records and bringing them
" Inolving the famity, and if necissary the pacents support sy
(swith the permission of the patient), in management and treatment of suic-
dal il g g il meers of ks and et ofproposed
ent versus alic cments; and actively secking e familys support
oo 1 paes smgpend 1 e o o T
compatIEwih DT whe o piemt s e oty i e sy o

pore petwork, nd ¢ i ofen ecommended by sicide xpers
3, Sotatonuth ot pefsin s e
ik asesmen . Semisons it it

S e T oo e P52 consultspe-
ety wit i colleagues about the advisabiliy of using medication
o the need for additional medical evaluation, Ancillary pharmacotherapy it
comparible with DBT and may be useful in the indivdual cs.
6. Postuention following a patient's suicide —including addressing
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ofands s much i ecded o get her to stop
evaluting nd simply t e e T capis houkd each and
rodlth ey b iy pincien indelying brainstorming actic.
1 the patient gencrates a ls of solutions, one or more of which scem
lfcive, hanther s o e shrapoe v comemae v sl
Avtebegiming ol thrpy, boweres i sy o bppen. s i s pore
the thrapistmust o be ol by the “pparns competcnee of
into beliving that she actually knows e the prolem bt ply
is ot moi n:d e kel oo . This sy
pen sl golhere o he pacpt o gencae, bt
cmnt e bhvios ndependeady ot therapio. Tl prompeng
e increasing emphasis ondravin rom he
patient specifc behavioral plans for how pecific problems.
 Bectse il an bordeine paien ey mroboryioy O
inking, a patient will often prescnt the therapist with only.
meiinioe b B et adaptive or at leas beter than
the patient’s usual solutions), the therapis should, of course, rinforce her.
Howerer,qie oftenhe sluion preseed s inadéqut, s mladarive, o
vl e ko poible e e oo e -

+pin). New slions muc
he patint canao generte an ffecive action plan or i ham-

o mtng st alrtnunmbycmenmul inhibitions or faulty

e perceives as associated with

Yt cxpeaionssboush oo
such aliemativs. I these instances, it is helpful for th therapis 10 sugaest
various acton plans for solving the problem. The therapist may also need
10 helpthe pant develop specic Stege for coping ith sef-damaging
behaviors that might sabotage the implementation of a solution.

3. EVALUATING SOLUTIONS.

possible obstacles to carry them out.
Analyzing Potentiol Effectiven f Solutions
Thehrapi sholdcarflly assshe pints cpecanies guding e
utiltyof the outcomes (both short-term and long-term) associaed with va
imions. Duing tes omiont, e epo am e the ot

s s e cpeciancies . The i shoud e -
maticaly sssume ha egative expectances on the part o the patent are
el e oy ks b b e vzl s

huuhew 1 ive outcomes may be substantial. When
P

feras
g iy b sl o e i

o pend kg how such expered owtcoms might be
iigaed
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3. Physical touch should express an existng therapeutic relationship.
Ici  communicaion srtegys  should et bt e 4 8 hange pocedure
‘Thus, physical contact should be appropriate to the level of therapeutic in-
timacy in the relationship. Within close reltionships, ouch (c.5. a good-bye
bug)houd sl the cren s o e reationsi. s hould o b ed
to e diffeen elaonsip st For example i he relionship s
dl\cllxuwdmrrymnpauu A hug reflecrs repair
catical l\shtd r both parties) it s not & means of epair. Massag-
inga paticntsneck w ee he  noe oppropiate i DBT. Nt s pysic
cotats o vlaion prouedue suroundieg o hasge procedure. Than, bkl
in the patint withina theapy esion, cvenduin pariclarydiffl i
s, i not & DBT wruegy, The ool cxepons o e thos e
P il conac maybe helpll o srain
or control a very npmed
A paicns sorncimes sk fox b i arewell o for comtlaion whes
atherais doe nos e coe nough i he relaionsip ( b comforable
touch. This s especially likely with new patients and i therapetic rea-
shvsmlrlvdbyv i bl o nonasachment e the by
= i g 5 I At 4 ol o
when

atents

on bepig he paienc Sl e o kaiion of

e appropriate and to act accordingly. e e e s

e i  problems in i s

s puien s asking o  goads by b that he cherpise docs

ot feel co yvmg e o sh hould cxmine b sesons e e
nn pist g she paicd oough

i e

h may not be giv
o Tetne o Camm o o et of s
Paeo s e e e leeuon whee the 100 vlncrable emotion-
ly, a good-bye hug may become especially importan. Many battes con-
g ch e o s s b, To ot pnicn
{gnored, but  hug should nt be substiuted fo appropriae sess
kst
"4 Physical touch should b sensitve o the patient's wishes and com-

for Thnoepie stk pecimion betore hgging s pasins o o
ingher hand, and should not ouch  patent who does not want o be touched.
T herapi man e sls 0 chnes i comrt e and ck ccordigl
b bt i ot e el becauseshe does
not el e ¥ apeat vt

S B ot shoutd bt urapit o pesonal it Fo
s e oo s i e
this clear tothe patien, without implying tha her wish for physical contace
s somehow patholoical or problemati i principle sce above). As | have
e n Chapter 10, kamin t s oxhers i s 20 imporane

sl il O hrpis may o el e muchin 2 it (en e

s spparnly et o o], e cly i fnds o cllacs b b

oo for sl el with paints. This conce
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a program should be based on the results of the analysis of the interfering
behavior. A program may focus on mortivational issues and changing contin-
gencles, teaching skills necessary for performing the equisie behaviors,reduc-
in hibiingcrions, hanging bl and cpecancisormaniulaing
rnmenal dcrminanc, As wih dl prolems i thecpy e therpis
o ol emphisio a5 mode 8 rblemsen ing approa
4. RESPONDING TO THE PATIENT WHO
REFUSES TO MODIFY INTERFERING BEHAVIOR
Actimes, a borderlne patient will simply refuse o comply with requirements
of therapy. The patient may say that she does not necd to attend so many
‘el may e 0ol sy o caryout bomenerk sty
simply refuse o abide by other therapeutic ageeements; may demand that the
therapist cure her; or may say that it is the therapist's responsibilty 1o be
b, whic be o e i o, I thee Iz, he it o
gage the patient in a discussion of the overall goals of the treatment, a well
< ofhe il sgeemens it the paiens Pl b
i hat e conions o her acprance o the eament progam. As
mary g n DBT the sty 0k h ol behvir s dsch
e o ot 7 o e ke s
g ansu dos no sem imporan, i shoukd nt b pursed

ot et s vy impoeoe i DT e s chooiog o s e
i shold be prepard, hough o gt andwinsome avicsn order
hl h parent. The paicn should ot b descebed at ot caing or 4
being Loy, acued of enion| A5y sbocaging threpy o descibed 6
any other pejorative
o Lo s s A g sl iy
of a vacation from therapy, or of a referal to another therapist, should be
brough p for discusion. Such i il s o o
the patient who woul sing to g0 on vacation or

1d be choosing i terminate, not
he i Indendythe capt emphin eyt ot cae shout
the patient and hopes that they can work togecher to solve the current im-
s, Sch dicusions should b cated o, only e he patent s
sork onsling he prbl and ther s dssic optons bave b
explored with both the patien pervision’consultation team.
TELEPHONE STRATEGIES
‘The DBT telephone strategies are designed with several points in mind. First,
th erdingprincipe s ha  paient shoukd ot be rqured o be sl
inonkr o bosin

exra o rom e rmay therpis. Thsy

the s redesgned o i i i plone 1

foe o ,p. aw. e denion econd, e s awea
e e s ey o s

3
E
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“This belif i theiruter worchlssness must b countered at exery tum. Tech-
niques and strategis for changing such dysfunctional beliefs are described
more full in Chapter 11.

2. GENERATING SOLUTIONS
Level of Solutons
1 have noted, at the initial soluin it paients
mm geting into and scay nxr er solution —in
o, <ombining DBT with i armz{ ot

o ay e
T ot Aot oA e bk e
e e o s g ve DE. e
 particlar patter of behavio s identified s an appropriat solution, new
by emege o o b g o, The b, e p
ocbe et el n e preen e, A e
erpin ol seluions o speclic prblems s ey
st o ey may g e morecfectivs ways  andle o problems,
cidon b stocesed ae et e oot ey s bl 10 D
i ey s ey i good ammpt T ey v DT,
these two later approaches are typically interworen.
Dapto-doy Solution Genertion
During the conduct ofthe behavioral analysis, th therapist will have noted
long he chn possible skt responssthe ndividul could hav e
1o 40ie the problm t had. Conducin  chain anays i  bi e con-
sructing a road map tosec how the patint got from one point o the next
Lie al oad mape, bowers, chan of alo indicas e Toads” e
pasns coud v ke, Thse b rods o slutions shouldbe pied
s theanalsisis o However, i sumaly m e
o e o o e
e soions. Such & disusion e dives
s o the ok ofcontrcing e complc . A
in out f e olions sl b s done by of slion anlyss
xher s more complee sl aayss s condces. Thismay
e doc s ghon comersn sin duing i, when the paient s armp:
ing o cope wih ol apave vy, Ot durin
crapy scsion i which rrent
i saation, Alcnativel, mach of therapy can be viewed a5 g 0
generte and implement new solutions to chronic problems faced by the -
tien. The is ask inthese cases s to “braimstorm” soluions. The therapist
thuld st e pus whats e con ik of ot var o i o
i

:—-<
g,_

At s po

ay be done
e o s e sl ok o

problem. I is important to elcit as many. v
sibly think of. The patient's tendency will be

ey e o
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inthe midde o s rgeul eaction; howeve, e the therapist calms down,
such a discussion may be frutful. :hnwvyhmdn e pa
tients, the therapist must expand b oy il the
patients' behavior improves. Principles of shaping ae essential to keef

here (see Chapter 10 for a eview). In fact, reminding oneself of

ples an b el n reducin ange:

Finally, it i imporcant  keep in mind that perfec control and perfect
therapy are simply not possibl. It s nor a catastrophe if the therapist occa-
sionally blows up or engages in hostile or angry behavior. That i it s not
catastrophic if the therapist repairs ndnx acombip wel. i topic ' i

’E

sred more ly in Chapes 15,101 s o e By
an e el 0 emembr tht umelm g warh i 20 2 chcei
ey eaonship, o matr bow itis.

Warm Engogement and Touch in Psycotherapy

A problem with borderlne patiens i that i is easy t0 g0 overboard—t0 be
00 warm and too engaged. In an effort o avoid that, some therapists g0
the opposit direction and withdraw t0o far, both physially and emorional-
Iy ot pasis. T s nowheremore e han i he s of
ok nherapy Many thrapiss espcally n chis e of i) he
m iy et Sy e ouch

e s s ik e
hen s rapanaive v an indiduats ¢

request, however,
Touh can b healing i any mespersonal rliond p, s ochoding te theee
spousc elaionsi A boniine paent b ks for o niitsphoic

conac o 3 hug. When his i ppropria it sems uvesonable o de

e edie o pishthe.  paiens avey o iy easons. A good b b
el ot fos et b peco. The vt of

inthee ance, st wn. me paient, should notbe underest

Even when a sesson has been appropriatly wound down, parc

sesforiling e ks whcher ey o vy e vy i
16he rles were cleare,things would be casir. So what are the rules

us and explicit. In sum, couch should be thoughtful arher than careless.

3. Pl toch should b brf.Pain, he atent o the shouder
asshe goes o her chai i the therapy room, hugging hee when saying good-
e or when metiog sl some i, iy pusing o and o s pancnt’s
hand during a particulary diffcul disclosure, and firmly gripping the pa-
tient's hand or arm when she is out of control can all be approprite and
therapetic in certain circumstances.

spics mid. The eaionsip o touch o ch eament planshoudbe con-
e
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TABLE 155. Therapy-interfering Behavior Strategies Checkist
— Tty DS o P i s 08 therapy.
e merrigbhaiors T offs o

ity
e cuses o of thetpy wih .
T awids unnecesay poves g
consders vacaion from therapy of referral o ancther T.
Anti-DET

T blames the paten

T infess, withou assessment, that P docs ot want to change of progres.
—_Ts igi in interprecaion of P behavior
T places al esponsibiliy for change on P

T stakes ouc  positon and reuses 1o change.

—_Tis defensive.
T fils 0 see

tion to P’ behavior.

a chain analysis should specify the antecedents that produce the response,
b recpact ek, o h conseqaics s fllow s eponse,
haustive detail. Whe the patient has difficuly identifying or communicat-
ing variables influencing her nterering behavor,the therapist should gencrate:
hyporhesesfordiscusion; thse should be basd on knowledse ofthe speit
icdiidual and of il s i gencrl. A e vy ofsusions
b rkin bk, e o of e b i st
e sppoacheddeographi onep:

bt it hopele o
o

ol
R o e e e e A o e e o
 chances of Improvement. Anothr patcn:may it scsions because o
anicipatory anicy, depression, or the negate felings. A cid pae
iy mis sessons bt of the il i produc he bbariosnecied
for session atendance (c ., leaving work on tme, arr babysiing
iling inds s she s o e o n el A fourh paict
miss ause of pressur in her environment. For example, peo-
i ootttk stop therapy,
may ridicule her for going o therapy, or may otherwise punish session #t

G A PROBLEM-SOLVING PLAN
Oncethe pmblzm s defined and the determinans identifed, paientand her
apist must e on a program for reducing the interlering behavior. Such
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Strategies Checklist

aceges: P m Sobving
TABLE 9.3. Didactic
T provides INFORMATION t0 P bout he devlepmen, mancnne, and
o b poek.
pobvbompincnd o o
presenss lea ....u:m,a " athr curen theoriesof behavio
discusses psychobiology of behavior.
s neerelations and fancions of behavio paters,
challenges P’ slf-blaming, moral, or “mental lless” explanations
of current status or behavior
T provides alternte explanstions based on empircal findings.
T provides P with peaplematc - oveview of s problem
T prsems parasicdal and implie behaiors (. drinking, g s
Child abuse, avoidant behavior) s problem-solving behavior
T diueslatonhipof bk problelhin Sl decs
ot iy e il oo

-‘-1..-

—_

Lo

1
— T provdes  with READINGS on behvicr, e
7 o loion o i s B s P AMILY, s
Ani-DET actics
information

T overloads P with
T insists on one vesion of realiy.

speciic goalsin treatment. Information given didacicall is meant to coun-
teract overly moraliti, superstitious, and unrealistc views of behavior and
change. The assumption i that borderlinc patients are often woefully lack-
ing in such knowledge; they frequently have inadequate information about
Iy nfuncebehaio and abou normacersponcs

may be du o vy

factors that typically influc
sions o which the iod bl i lack m:
8 the deficient il ing typical o
mvlhd.llmg e Loy
1. PROVIDING INFORM;
red pmlmlily.bm‘dtmmzndwvudzlmdwldua.\s quite often trace cheir
es; they often believe
ol o st el pursons b

Asnor
problems o unconirollable negative
g Ry “losing cor e us
o i rablem. A patint ety has oly two xplanions o ber v
it She 5 cthr cram o el (. “mad o bad"). An
et o concpruazaion=—namely o e paentsbiharr s
— problematic eaming s o ordiy psychological pro-
Cemer—can o b quite hIphl Thas il eamingbasd
cplmsions or ot e uret, opiicaly Vel s i o d
be o d attempts on the partof the patient to cxpl i e b
et o el e of s sho b et die
“The emphasis on psyehologicalexplanaions certainly docs ot ule ut
biological or genetic explanations of behavior when these a1 e sppeopeine

bebarior d s
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lves,prescibing physiian, and the patien¢s weight in kil

Tt ot et bt rlpseidin siderigurt
dru regulrly taken ot in the possession of the patien. I s importan 0
remember that a dose thatis ot potentially lechal can still be medicall dan-
serous. Thus, knowing the lethaliy of a drug is insuffcien for a skillul
response.

Sccond, a therapist who is not medicaly trained should always
anassssment of drg lethalty immediatly with s medicall quaiied
som. Somecimes the problem hee s geing ampone 10 provide he needed

information, others are ofin afraid of iability. In my experience, the bes
i b1 o) sl sspt o et e b i,
This is the place leastlikely to want unnecessary hospitalizations, and thus
most ikely to want to help. A therapist who knows the exac dose taken or

threatened, the patients weight in kilograms, whether alcohol or licit drugs
areinvolved, and any medical problems the patient has can usually get a very
good consultation. If the therapist cannot get 2 medical consultation, there
B it b e on e e of i

Usls the i s et e should ollow
i S s o e un
koot el

iodiscus the o agin) This poot cano be made
Pttendr el il oSl
sing e, 1 undersimate the medical comeuences of g ovrdoe.
Mt macionscu b dlye,andthefc tat pant s o gy

ooks OK is not sufficient reason for inaction. Ofien @ therapis justifies
o, e ok o sl o, e b
havior, but this line of easoning can sometimes have life-treatening conse-
quences.

Other Lethal Means. Patients may threaten suicide by other means than
g cvstose. Thas,  herpie s know the el Iy of vriows
of suiide,Obviouly, th het 10 jump from 3 st s ower than

methods
thcat 0 jump fom 50 fct. Common methods, in dsreasing orde of

1.n|.,. {00 st and explosives, () amping from high places, (3)

cutting and piercing vital organs, (4) hanging, (5) drowning (cannot iwle,

{6)poiseing (soids and liguid), (7)cuting 3 pein sl o

{8)demming ca i) ) poisein e and 10 s snd soport.
bstances. (Schuz, 1982).

2. REMOVING OR CONVINCING THE PATIENT

TO REMOVE LETHAL ITEMS

Once the therapist has determined that the patient i suicidal and possesses

lethal means, attention should be focused on convincing the patient to re-
move or dispose of the lethal tems. During telephone conversations, this can
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" THEGRY AND CONCEPTS
life would be lke if we were always emotionally vulnerable or did not have
pychological skin ourselves. That is the life of borderline patients.
Anger and Borderine mmy Disorder
Difficultics with anger have been part of the definition of BPD in
o ot DA e 580 I pochounalyic how (5. Konbes
heores see Kernberg, 1984), an excess of hostle ffectis viewe 2 a fun-
damentl cologial o nte devlopment of BPD. Much ofhe cutent
et ol bkl el simed  nerprein bbavor n b of
presumed undet i ot s . S o
one sid o me et s e pen e e o
R e e et ey
e mepen g A b iy
silence, withdraval, or passive behavior as an aggressive attack on me. Pa-
tientsin our group therapy often discusstheidificultis in convincing other
e s poeinl o i, o 11 ast some of i, is noc
reflection of angry
Clouty the expriece s ...p g PR
portant role in BPI from my perspective, other negative cmo-
s o aqmm shame, gl and bumiation;and s
portant. It stands to reason that a person
eralized ifficultyregulating emorions
specif But whether all or most of borderline
bk e o i o' s e o ey g
whois mlel’pmmg the bebviorber o e actual behavior or
b, DR ol o s e it e Bl of i
i e M b e
noying 10 the therapist, then the patient must mean it o be so—if not cons-
iy o sl Mpongh e g 1 e o
wonder ls
prscints ria w r
ik ive than

its presume oted psychoanalyst

o o e s
ity and pnic are eualy
ot cmetioaaly e e b g

il pcic o m:...; with anger

oy to u\k g
s not ted nder an e of
Ol e o e e it ol
S el & ki 1978 A\.s e e sl mor Ty o s
. Theor romulgated anger and coping wil
hosle nwnv.slsz.iwnnalmlhtnmlugy of BPD are, of course, men (¢,
Kesnber, Gunderon, Masirson).
my experience, much of the borderline behavior that is interp
stemming lnvmhnml:m e end tage e ey i
ps, s (This i si Mo 1576 posi
s ot b e psychopatholo-
8% The patient who on one of my videotapes i silent and nonresponsive
i often struggling to control a paic attack that includes (according to her
later descriptions) sensations of choking and fears of dying. Aidough e
panic response iself may stem from the inital, rudimentary exper
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s noted i Chapter 2, DBT does not assume that any particular be-
St s iy e S R
sponses, or sensory responses, i intrinsically more importan than another
in the eliitation or maintenance of problematic behavior. In this sense, DB
bt onncther e ot o e behaviol oy Albough el

i hvays made 0t mironmental conext of ehair, BT asu
hat prosimal cases of behavior may be behavioral or evionmencdl,de.
Py o the peclic i

“Thi doc s e, howers, that DBT s 5o theoweia prefeencey
i dos, ad they e ver important, With epet t et o i
variables, DBT focuses most closely on intense emosonal s
Naludupoe beavicr, o8 e exo, rom emotion
dyseegulati b gyt pnn s always sus-
pected as one of ll.he ....,y motivational factors in borderline dysfunction-
albehavior. Thus,in any chain analysis antecedent emotional behaviors should
beexloedin paricnlar deyh, DET sl mggens il ptens o chains

o e e e Kl 5 ok ot e el s Ti
DBT suggests various mmulmn znm(hehzvm
i okl el e haviors.

ol ki et g s bt sl o bt poa
e, 1 el s defcs nch behavoral sl of indfies, inerpersone
ffectivenes especially in confict resoluion),afec egulation, distress olr-
5, s i msigese, s Sosesaly igont o burd.

From 2 somevwhat different pes st that pacula sets
of e b s o B ol o e o
generation and maintenance of borderline behavior, and with the process of
change. These pattemns include deficts in emotional modulation, self

eldion, el asnin od fdgnen, cotoml eperening, e
lem solving, and accurate expressions of emotional states and compy
. Conupwndl o e i, . a0d usually cooccaring wih rhm\,

e cacns . cmotons eacivley, el meldain bl peraiog be
haviors, grief inhibition, active mvnyb aviors, o mood depeadeacy
‘These patterns and their elationship to BPD and therapy are discussed cx-
syt e s chptcof i bk The e e dinkd
iew these chapters carefully before initating DI ents with bor-

e paes.

IGHT (INTERPRETATION) STRATEGIES
The gou ofnight srmsgis,a e lbel g i o el the pue -
tice patterns and achieve insight into functional interrlationships. Although
this is 2 fndamental goal of behavioral an: srbedsbors, e ther-
apist may also offer his or her own “insights” at many other points in mm
Py, independently of a formal behavioral analysis. Olln theray
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Communication Strategies Checklist

TABLE 12,
_Tis RESPONSIVE w0 P
T attends o P in 2 mindful maner
with P
T atends o small changes
T varies affect e

T is “awake” duing ineractions
s o s
expres s (posure
e i ek k) ssoing ' e of Fi et
municaon, xpresing mers 4nd e imvolvemens.
T matches P sy,
" The iming of T response comeys undersanding and inerse.
T ropands o the comen of P commnicnions.
“eponds o P aesions il el s
T sepons & drcly relevant 10 P
T caborss P coment.

isclosure in DBT.
T T engages in sll-nvolving slfdisclosure,
T provides P with ongoing reaccions o P and 10 her behavior using
B atements of the form When you do X, 1 f [oF think o
want 10 do) ¥
—— T didows T v experinc of
onship; T has “hea
Y e i e i
T el P where she scands with T.
i blm‘x slimoiemens od rsponincs
sbout P’s behavior and T's own, diffrentiaing the
T racksthe effcsof self sk

interacton and ono

persor
blems similar

T madels normace ehavios and
mmm,mpmmmmx.m

= copin
coping with
T discloses profswonal informaton about himsel o hersel

Te e VAR ENCAG N (o prc»e‘ reluctance 1 in
T

e omeaacly il
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e becraive e, During  esin, e patet ol b sed b
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the invalidating environment. Thas, the borderline ndividual tends o invali-

date her own affective experiences, o look to others for accurate reflectons

of external eality, and to versimplifythe caseof olving lf’s problems. In-

Dltn o i poiees i s e el
ience: ™

 and xprsion: Te peson it o st ber v perepios
ol rali pobiis dowlopmentof s sene of ety o confdence i bec

prif S mplicaton of s dificulics leads imviably 0 e e
Following e 0

achieve goals.

Ourside of clinical observations, empirical support for self-imalidation
mong bordrin idividsals s meagey Howeres, mumber ofpobers i
tions can be expeced 25  result of experiencing an invalidating enviror
ik et Copstn wilk of g exprlo e be & lkaedbylh
il coveooméat. Th pressus 0 bibi egasive cmotional expres-
on imerkes i dovelopiag e abl o sene posere amd meraler
expressive (especially facial) changes associated with basic emotions. Such

sensingis nioegal e ofemosionlbehavior.Sesond, insuch an e
ment the individual does not learn to label her own negative emotional reac-
s sty T e sy 20 et oot om0 3
commmanioa them webally does e delop,Such Fnabiley ot eases
o cmariond imaldution thet the evionmiet, snd excanullythe odividos
hersel, delivers

s difcultfor  person o validate an emotional experience
that she does not understand.
At e of an alidaiogevirnmen specily when busi
s such s angr, sy andsdnss e vl s e
an environment docs not lear when to trust her own
2 ld eecdon of il v oo v, ot she e
validace and trust hersef. That i, if a child s told tha she should not
be cxpeiencing paticla emotiont the the hs o dowbe et eegioal o
seanons o merprcations of ey, I communicasion of et emo-
i punkbe, 1l inanmaldaing envionmen e sponse

thena
of shame follows experiencing the intense emorion in n. i place and s
presing X pubidy i e wond Ty sow gative emoti
person learns o respond to wntmonon:lmpm\ss
r.m ironmer mh s modeled-—with shame, criticism, and punishment
mpasion for sl and compassonate selfdreced bebavios ey de-

- lop in such an atmosphere. A vicious cycle s sec up,since one efective way
h s
en the bord

citheran e cmoronldplay o presenation of exemecircumsncs

sary t0 provoke a validating environmentl response. hsch
conment,he il s tht b xaion o e jonal
response and exaggersed, but convineing, presentation of upxm circum-
stances cliit validation from the environment. Sometimes other positive
responses, such as nurturance and warmth, come along with the validation.
“Theindividual thus fips back to the cmorionally vulnerable pole of this dimen-
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ine patient in therapy is treated similarly in some respects

2 e i elatonship: She s frequently trested s les quali

fied than the therapist to make decisions about her own welfare, A child,

however, cventually becomes an equal of a parent by contrast, s the patient
* her power in the therapy rlationship does not necessarily change.

‘When that event (equality) appears lkely i psychotherapy,the relationship

eyt il

‘There isa saying i academia that sudens sand on thei teachers'shoul-

des. Lineag fom sache % Stadent 18 ace 0 show iflcnc. [ pp-

chotherapy, however,the mores of the culture conspie to keep the relationship

g o be achamed ofrche tha prowd o Evn theeupst

fen do nor disclose this

-g

E

st —someth a
o b prsbotharapy pains thcme
it bl ey
Borderline parients in particular are quick to pick up on
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il v o S, e 6 db o M i
e oo 4 s ety el e e
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i pains e o with s undmerial ey, Unab .
S e o ol i e s S b b
havior that s subservient, needy, and clinging and behavior that s domineer-
o i g, Thegnbock o b hrvem g
and overindepender ules ace wiling o say for long within in-
bty s ol e Ji
limited. The need for a longterm therapeutic rlationship places a bor
lneindvidualin 3 pariclryslarable posiion;fecive herapy
thache therapis be pariclary s  hisdle
Reciprocal co gt gy i the pcsived
n herapis nd pasiens 0 nrse the il
o ke o ind thereby communicate trust and respect
achment and incimacy of the elaion-
o — lierturs on eponsiv:
scussed below and outlined in

53

powee difcensial
ty of the therapist
for the patient; and to dec
ip i Derlga & B,
ness and self-disclosure). The scrategies are dis
ety

“qu)cmlventss. hm.dly defined, i the degree o which the thrapist d-

dreses the parient’s communications in 3 manner that indicaes nterest in
whatthe patint i saying, doing, and underscanding, s wel s concern ith

the substanc of the patent’s communication, wishe, and needs. It s a style
indicating that the therapist serious-
by nstad ofdiscounin, goriog,

Charactrisics of 4 responsive stle includ

Tlistening to the patient and taking her
o oreriding what sn e says and wani
e the followir
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FIGURE 15.1. DBT crisis planning sheet

e No. oo Weight ().

cRists PLAN
Reference notes (bref parasuicide Nistory, treatment pan)
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anger-related feclings, thoughts,or bodily eactions,this does not mean that
the subsequent behavior is aggressiv per sc or hostie in intent. The overin-
terpretation of anger and hostile intent, hawever,can iself gencrate hosilty
and anger. Thus, such interprecations create a slf-fulfilng prophecy espe-
cially when rigidly applied.

‘Although problems with anger and anger expression may reflect more

sencalzed emoiona sy and dyslason, ey mayalbe  cons-
e e Al sagnie Vs s ol o s
ions and discomfor of any kind can activate nzemd ings, action
tendenin, and thoughs "ood memorc, Loona Bkt m 599,
1990) has prop optitive meowsosiasoniic model of ang
o T Bt e s s o vt g alicioe
tional factors, negative affect and discombort acivate an associative network
of initial, rudimentary fear and anger experience. Subsequent higher order
copkieprecesing o he i e cxpeene o e ey e
s o the fll dlopment of the anger motionaod
o Bere hie, e 1 opresion sy comse
o e e e e
neguive emorionalsscs. He eviows a i body of dtato demonsrate that
negative emotional states and discomort other than aner can produce an-
g nd ol o Ioine i i oo, kv b

-a’

ot o i ldom oo, et sl i
bumaniy ingenerl whosechaacs s g o of s
S e oy s e Wi ) seocm Ry

iy sk eyt el bl Lt
o i s nclion” (o, 190, 021

regulated anger and anger expression can, of course, cause any

<ol s e it T ey iy beepciallythe case X

m cven mildcxpresions of anes may b terpred s e atpusion. o

example, behavior d o e 5 lbeled o5 asertie” in e may be aeled “a

Sresscimwomen (Rose & Ton, 1979 Fercived aggreson begets el

Lyl i sl conflict s born. Depend-

ing onone' prvous earin sy, he cmotionof g el may i
eperienc 30 anacecpable tht e off Futhr ioconal eacions
Gttt g Thee s e oo ..:‘. weiomeals

o Wl e o e i ot et ot e

‘may become th prferred manner of esponding 0 anger-provok-
ingsrosions. Pusee, el behmioc v e il e
eltive meris of direct anger i versus inhibiton ater in this chaprer.
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Disorder: Concepes, Cont Detri
TABLE 1.2. Diagnostc Criteria for
DMV
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Suide o selfm sy chavior vered i ceron 3
5. Recurent suicdal theats, gestres, o behavior, o slf-mutlating behavior.
& e msail l'{mxl iy o mod (. et il drpbois -
ylasig a few boors nd o ew s,

rabilyor sl
7. Chrone s of i
. Iyt i g o bk f Gl b s
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e secion
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3 Gromc n.‘mr.m.
i ol i i

(e, frequent dislays

g

ot o
. 0dd thinking unusual percepal expers
7 Nondelusionalparancid expericacs
8. Quas-prychotc expe
Impulse Acton Pattens secton
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10, Sexul deviance
11, St mutiation
12, Manipulative sicde efors
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a brief interaction o the topie (taking care to keep it from digressing 10 a
general discussions of our relationship), | then return to the original problem
athand. Thi tactic may be repeated several times during the session (“We'e

ina wrugle agin’). Avays eurning 0 the topic hovee,

ecting in a power s
& rucal, Ooherwi, i e e il e v ok
the patient to avoid difficult topics

Sccod, claborued beart o hears e v einforcers I i o,
i iming shoud be schtha they immedisely llowsome improvedpe

s behair, or a s some expour 0 e vided i Fot xmpiy
Ty dog s pasen hough b orl sl and then ave a et
bear bt how hard

i caboraed et bears” aions
i e S e e e T e s Bk v e
e s e m e e
in . Relaonship probleslvin e discusedx enth n Chap
15 e pects claborated versions of a “heart-to-heart” It s

porass b, howery 10 b Find reniorcing e of bar o

s for most patiens. The therapist must ot allow “heart-o-
e e sheapy oot o il opics. The blanc b .
ettt ket
i bl ance e thsepis e v beswecn valbaion s aciveprobes
salving.

Blending SelfInvolvement and Responsiveness. As this discussion has
indicated,self-involving self-disclosure rquires the therapis to b aler both
tothe pcient and 1o il benel. e s e sbily o bt
about one’s own feclngs and reactions, as well a5 an abilty o put those
o nto words hat he pates an hea. Two pines e aporant Fit
When presentingthe sation the thérupist should ke o the bacrables
rather than presenting inferences about the patient's morives, fantases, or
YAt et o Sk i e A
‘own reaction o the situation; hey are not pa e e i
Wl asif o e lying gameswith e’ v i o sy e
e playing games with e’ Seconwhen preseing escion, he therapis
should b carful not 0 makethe intensiy 00 high o t00 low: For example,
tellng a new patient who is fearful of rejction 1 am e it
e beter than saying I am angry.” Matching the ntensity (though not neces-
sy the emoion) o the pain's . good way 10 il
with all therapist behavior, it is essential to track the effect of self-
o b o e o al psen. The gou i for the shcepst
1o e bl e with e pienc—vealy and behaviraly,openyand
spenancouly—lis o bereactons o the patin. This may ot b possible
at the beginning of thera osoe ha 1o b e,
Self-Disclosure of e Reactions to the Therapist. Self-disclosure
about how orhers eact tothe therapist an also be important in helping the
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1..“;.; e the therapias el e e, o gl snd
wmmumnlmncanbt indicae i 0 the . Forex-

s 8 el ey o) \‘anlymm uicidal patient

pot
hoeatof be o o | able n e paen cormis wtde. T shs.
i m:ybn avare th; einforcs th behavior, but may be afrid
ek ot i e he paiet i ot hospialied. Soe drpies
e wlig o e g b personal risks than others. Not all active in-
teion st be i s deignd o preshe welare o hepint
indpendntof the therpits oun el 1 he ain s nghncd
herpis, this shold be made cla, and the hcapists i 0 i
be explained. When the therapise’ slf-intrest

il mdrmkappt mm,mmmd.mm
does notscem capable of acting in her own best interest—this should be m;
e Fo xample,ahough L am genrly oposed o ivoluary
it a4 mechd of micideprevenion [ wold nox heae to comrie
i acively suicidl individud n he middle o 1 psychoic cprode. A i

focusin working a with suicidal patient is on helping the patient 3p-
o e hsvains ofldivdial e e contenui wis o o]
o her suicidal behavior.

The therapiss posion on imolunary commimene and probabe
sponse o threts ofimminen icide should be made ey cr o he pa.
st hebioning o of ey, .l g tha f ey e cominee

a they are going to commit suicide, | will probably actvely intervene
oo thes Ao bt e Rl e i deeion
(including the rights of a borderline patient in therapy), I have no intention
ofbeingmy mfuiwnalllk Simedisagi heialy i

et commiting sicide when{ couk v wopped i
losophy against imvoluntary commitment,
Sk S e ey bt s ol e ian
alysi, i thee i an irtesolvable conflit becween a patient’srights © engage
ina certain behavior (suicide) and to remain he: from involuntary conline-
entversus my ighs ent pro-

ummamumzpmltnl dlunlm
iorm)w er persons struggling munn“uan de will me
e o i o A e o ey ot
divorced from i iterperson-

therapeutic point is important. Suicide cannot
al context; by entering therapy, the patient is entering into an interpersor
reltionship where her behavior il have consequences within i
The e s e, of couse, o the i b and he et view
on voluntary commitment and right o choose suicide should also b explored.
7. ANTICIPATING A RECURRENCE OF THE SUICIDAL URGES
Once the patient s no longer threatening imminent suicide, the therapist
thould aociipar and lan for 8 ecoraceof sicdal res o g o
flic selfinjury.
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validation strategies with capabilty enhancement stategies (skilstraining).
The tension created the patient’s alernating excessively betwen high and low
aspirations and expectations elaive 0 her own capabilitis offes a formi
able challenge to the therapist

Active Passivity versus Apparent Competence

Active Pudvllr
The defiing characterisic of “active passiviy” s the tendency t© approach
e el and ey b han sy dermined o
o corsponcing evieacy mides s dikesa o denand oo e
environment (and often the therapist) soutions to lfe’s problems. Thus, the
individal s e i ing o g s sl e prlems o el
berbharon,but s e sbotsling problems o her own, Ths mode
opng gl e i o sl by L
and Follman (1984). Emorion-focused of responding to szes
Drovoking sinaions wih sfo 10 redace o negaiv cmions acsions
ot seion—for exmple by dacin o skin comfr ot
This contass wich prbllocused copng nwhicthe individual s
ol the p e 5 i sy
rvdloid i ‘au ecen pamvlly[ rom learned h
lesnes, I both e, e individual s helpies i sowing her own pro

m s, o vidon simply gives up =
Jp from the environment. In accive passivit, the

m‘n du‘v ictim.” Sn(}»m \er exacer-
o further demands,an the vicous Yk born
i

cvrubéining and spparndy uasevab probems
i e ad sl gl aton o o dos e g et e e
hough ¢ ey be i ot em el f the et i
hatsccompanischem, The queston o whetherproblems
bl oo s, ol b of comenion b par 550 pi
Thedherpise may bl hat the poblrs can be sl i e patet il
st begin o cngage aciely i coping; by contrast the parient often views
them 2 hopeles o matt what she dows. From e padencs ppecie,
cithe thre is o soltion o thee is no problem-solving behavior tht the
le e
b

S beles bl bl o prodace T paients el iyl S
discrpan from che therapis’s beles i the patients inherent prot
by, Indeed,  pasi el aon e i Bt sty





index-289_1.jpg
0 BASIC TREATMENT STRATEGIES
drive me crazy?” 0 a patient who engages in an already high-
o erlering behavior for what fecls like the millionth time.)
"The i guidelie s that ivcpeetations should i sump o bk -
ent behavios fo current vens. Bordedne panes lesperate to
e ey thy ey o ot e early

know how they came to
childhood events and to determine the role of their early learning history in
the developmensof i probleas, The thenpi ould ok ok suchdis
Cusions compleey, s the goal s obviousyleiimate. Bt he porat ncd

by saying, “How can | ever get better having

mnrmmda int s obmins o s diusiong
ch e e |Itl'~rymr operly handled; however, they should
not al o 10 waersand the pakat’s bosavior i she

ket
Timing of :m;mxm

‘There are no guidelines applicable to all patients for when to offer which
oo DET. Tleepooc oo, ik, it o hw s
0 interpret should be determined empirically and idiographically. That is,
the therapist should observe the effect of a insight on the ot od shoud
‘modify his or her behavior accordingly. Second, the DBT

ondinacly ratthe bordelinepatent 4 rgile or wable 10 tle

thetheupias acrl iepreation of s thin. Thid, prin Plnalxhtp
ing guid which bchaviors o igors, il latr, i fovr of dhebehairs
o focus o now. (S Chapte 101

‘The four insight scraegies are described next.

z
H
&

. HIGHLIGHTH
I bighlighting,the cherapist gvesthe patint feedback about some

of s she s dong v ks o misoriog, Hghighion, o bogip
the ore thepatinc’spariernsof behavior. Ofen the highlighting is very bricf,

Pshapsonly a ucintcommen (5 ey imerestng - snd e s
o b et o rat ot e i s Highlhing can ot
be phrased a2 question (.., “H that you have switched
thee times this sesson?”).

Highlghting of sgaivebehaiors s sully construed s e by
ryone, and thus the therapist must b carcful ot to use chis strategy a5
e o i bl o g i e ST =
s e o ikt ik up o i el 3 god st
o balance iglghin o  aien’s seagehs with s focus o probls
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s
‘When asked, the thera be willng o discus with e patient
vhesheor e mmm. aient. In this instance, th ther-
ol i e htonhe!«slhnﬂmumhxpu:whnl:,
et g o s e For example, one of my patients
e e (again) withou callng because she had faled to
fake her antscizure medications (again),resuling in an admission to thesei-
e ik (i, Atthe e s, e stk s v i o
h will. But
=

e ith b again) | epid (i esce), Ve
i i S i D B e o o s
dthen we 55 om sgain. W sem 1o have & ey go0d elaionhrp

o, iod ko we 0.
s bt of g can e shse ups and s ey wall S o gt 0
x iogs” A borderine

ek g s o, S lngnonwodu iogs”
patient often asks direcly, “H feel about me? i e
i it met och et Bl s sy ot ik r)w
., L might have said, “Right now you drive me crazy, but [
when the patient s en

g b i o bt DO
o the agenda and ignor intrfeing behavior or to sop and atiend to the
very dificul.In my experience, f one always sops o discuss
o0 il g done f uch behavio

e
i

vmmm
e havio smost no ot theapy i
i b N i ok o Vo
Ionciog behvior e ot #vide e behurons S focsin

ind. The therapist has o be very careful not 0

therapy from the task at ha
collu dzm o e At o totes are usually very rein-
o pain and e an consin wha ca e oy caled
“hean. m bt ns.

e o e s s e g e o
esp b kol s e b e sl
idea i to use them to advance problem solving or reinforce therapeuti
tivties, ...d to srid them when they et et s from 1
portant x 1».....4 n., said, there occasions when

e bt bewsed 1o brek up in-esion pasent b

bt

Firs, a
haviors that interfere with work on
manner,the heartto-heart i an instance of highlighting (an insight straregy;
e Chape ), depeingonte el of conrontaion, may sl serve
cy (see Chapter 10). For example, a paticnt may come
X 1,.. et

a5 an aversive contingency (see Chapt
1 therepy In 2 bostle but paSEE mood o d reject
tempts o solve a problem in therapy. I may ask, ~r
b el it
mey«um; Orlmy

ing t0 get you o be responsil
going on here? I'm doing the best I can to help with this problem,
Ihl ke you are just sitting back and making me do al he work. 5o
hndn s harder to gt you imolved. But ¢ doesrt e 1 be
well. What do you think? Is that your perception too?” After
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solving behaviors. For combined respondent suicidal behaviors
e g thould b combined,
“Two points are important here. First, the decision as to whether suicidal
bebavor s apean o eponden shouldbe based on el ssessmen.
sory cannotanower thi quesion;alycse obsrvation cn, Scond i
iing with chromclly i individuale, thre il be ines when
eaconuby high shoreaurm ks mus e ke  produce mpm
i) Sl s i B oy e
ing s, Diffcly i finingtebest epons s mos il whn i
dalbebavior s both respondensand gpean ...ah has previoudybeen o
intermitent einfo =
somehat e |= g s o ot o i s
i obstaclrthe abjct s o bethe s

‘make DBT
o car drivers speet
Fopepriiag
Generally, active intervention is taken to prevent suicide but not o pre-
v paaeaicl, aelns ke s e 10 bl bt paraicilal 2
il el serionsmedica aem, Oy, buring, o
se f

8, cuttng, ingesting 3
ore e then esempendet, n bt ok ol
bydmm e T i e a consultarion-
to-the-patient approach and an cnvironmenal itervention approach; the ther-
s ordinarl chooss t former, Wit s cholcly parasuicidal patien,
thetherpis can expct s of epesedpaasicde b the ehevid
‘comes under control. However, it s ultimately essential that the beh

Unde the parenfs conrol, ot the thecapias o the Communis

lines on when and how to hospitalize
Mg b p-n:ms, are given in connection with ancilary
treatment strategie (sce below). DBT does not have a specific policy regard-
ingfvluny commionentofodirdu i for i, Some s
e e willng un omm 0 e isopton pinins
e it point in DBT is that

s hey o 0 s o P o b
mvdd o » s i .20 v o b Bging 8 o

o he applicable gl uidlnes procedurs, nd el precedens
sate for involuntary commitment.

s impocant e s s Aot e ressons o imesveions
it the wishes o the . Ofena herapisis ctigin his et ow

st (because of fear or exhaustion), and g iy the et
of the patient. I ey cas e inervention i imlun erapists
and the patient's view of her Koenanisly o unbmmmly.

Yo g s s ani ‘manner, in our legal system he
o she gives up power to mental health profesionals and loses individu rights
of freedom. Thisis in spite of the fact that there is no empirical ol
whatsoever that involuntary intervention or psychistric hospitalzation

ally decreases suicide risk in any way.
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ol mone e otves
deineparnesthan by ny o
e Sauks o e hys
o he themapi. P mple,prcts nou i hve
eisdebalgcut ke apart, stolen mail, thrown obiects, kicked.
Holes in walls, and writen graffic on walls. Such aacks, of cours, st up.
5l ol b e e it e el b o
ety & thespis e o g s e
imafothe heapis st aemp  pcig ange i the
dxympll)w c sndesanding of the jiotabpopi e el
ity o b chpeoace s abiasin. Forcxrile,n rviewiog bow A -
it reacion wet whve or-vhy s0me goel wes ok et e thr

fen by

vl canthnk o . Acties
canb:p sical; these often consist of ar.
clinic hay

spisin any vy impis hs he patiens could improve b pefomance e
et sime e paes skl o rspod hat e herapis mus a)xumlz
St e e b b o o o 1 s o i
mentisright. A bt havior -n.um kn]]ux—
o e Iy cxpesct oy o e oy AR

5 populon Tels o hepins isvldonof peine expeence
ad i, Onthe e and i  therps st changearined
acic—lismnin toth pan or ympaheicaly idaing dhe puiees

o e thopii ol gt e oot il s

inpoow: 1 she b g, i b ghe slon then this st be the

S e T i e e v

rerlarlodston bl s et

crete suggestions o change ensue. A vcious cyce s begun—one that often
wears out both patien and therapist alike.

Ttk A e e S ate i 4

g B Scmdort bt iy (i

i S tohna] b Pl o e s e

invalidated my patients.  was teling them that icher ther behavior was wron;

or el ehining was raioual o problanss n o . Thapis

faedoech oo, e o enpie e ey ol sl e e

vl Acecping i ain il some s I was i b

e ot o el ody, eming pope who coudt

d for themsel middle n,
oo e Toe

swim to fend for d ocean eling n s sooting
i o o e 1 ot s " T sy s
T vt vy i o e sl
o o cherapiss o Tarac with & e 5 8 sl s on s
K obsrvain ofpint ecion Vb omen oot chrges i

the use of supportive acceptance versus confrontation and chane sra

e Gateal alane thee e herapist st s fo b 0 vt
the essential wisdom of each patients expericnces (especially her vulnerabili-
ties and sense of desperation), and to teach the patient the equisic capabili-
e for change to occur. This requirs the theapist  combine and juxtapose
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g

other times,the pattern or implicai recogized, but the patint
RO A s ki e i s g ey
Each of these alternatives should be explored with the patint when the ther-
apist and the patient disagre on the presence or implication of a behavioral
e At the same tme, he thersis hould b alrt v K 1 he v
biases and diffcules n elinquishing “insights” It s possible that the proffered
insihtisimply incoret. nhesediscussions, i il hathe heapis
respect the patient’s point of view; furthermor, pist should com-
Feaidind bl s bl ol gy s
e vt in s ) cllabaceine oo, Thas, diageciacs bernica
patient and therapist should be approached nonevaluatively, and possible
diffculiesthe patient may be having in recognizing patterns should be dis-
cused in s maverof ok and sceptin mamner:
In ngoin heap,  paiewil fen ffs b own inighs and in-
sepetions of o thrapist behavioe and the paiern of meracions
pebeicbelon il eciolsdodmide L oipnim
otgbol el s ey ey iyl o]
o validating th patient’sinights where appropriate. Searching for the vli
oy shnld s searching o the paient s prjcions, dlnsvenes ack
of kil inofrin gy, o uleio mores in icin the
e s T e
s b e therapist’s part,this situation provides an oppor-
sy bok o ifore el cbcrriony and 1o model nondefetns o
self-evaluative self-cxploration. This topic i discused more extensively in
Chaprers 12 and 15.

DIDACTIC ST}

a
7

‘The essence of the didactic strategies is the imparting of information about
factors known o influcnce behavior in general, and of psychological, bio-
logical, and sociological theories that might cast light on particular behavior

patterns.Information about borderline behaviors(including parasuicidal be-
haviors) and BPD, empirical data on various treatment strategics i, and e
el polas ofview e comeyd 1o he P and s by

orsociinework aswell, The spci sm et Gl
ol P g i e pory)
A basc idacic uwegy s the direstadhin of the ollowig i
pes feaming and dewlopments blogiee onsequencsof vt s
patterns (including drug ingestion); and basic emotional, cogni i todbe
havioral processes. Usually didactic information is imparted as i
:lfnmvemclhodsalbnhnlwch:ngc o selfcont relevans o bt paics
e, ¢ times such nformation i lo sl n under
:undmg e ke o e s patient. This didactic trategy
ek Yl O i o formaio ducing bekarionl
analysis, o generate solutions, and to make decisions
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2. OBSERVING AND DESCRIBING RECURRENT PATTERNS.
An important partof any therapy i th construction of meaning out of e's
vents thtough obiervin recrrent,relible paterns 4nd elavionhis. In
ongoing discussions of he patents i 25 wel a3 obsevations of behavors
occuring within the rlationship, the therapist should be aert o recurrent
relaonhis ctheramong aious pcien bhavors or betwen bhavios

ind envionmental s, I e e e shold ook fo those
elaiondhip hat will o g o sl pases. T, 81 bcaviors
analyis h focus s on nrin s i e i orminforesbehvion:
e, it i most usefl for the therapis to sk the patient firse whether
ey inerestig pters. O th herpit cn somey s o et poloe
e b b et s e e e
of events in such a way as to highlight the patiern observed. At other tmes,
i mos hlful for e cheapst o commncace ity is o her s
ations and to discuss the validity of thse observations with the patien

3. COMMENTING ON IMPLICATIONS OF BEHAVIOR

As noted earler, DBT does not assume that peopie (including borderline
paticats) are ordinarily aware of the variables controlling or influncing thie
i, Mk e s gt b

muhol h e bebavir i nde the ool of mplict s and s
Eveons thsroglnty lickcrai paiene o bivio, s wel s vt
foncdon o oo o et o o f s
O o o T e escay o
of represson (i..,that it is motivated nonawareness). Instead, it i assumed
that most people most of the time have dificulty accuratly identifying the

acors ha comeol hi own bhvior Most of e me, indecd, soch et
fication is not necess:
‘Gencrally implictions of behavio ae based on “if-thr”rles o ela-

ooshipsof whi the pains may oo be i By coramnciog,the e
i i sying, 1 o eacion s X,then ¥ probably he case i

ontrast, wh rving and describing pacns the therapist i saying “lsn't
it interesting gl oyt Lo y ifa paen
et wants o the thapian i sssoaable plicaion e e

ing angry or threatened. If she avoids or escapes a situation, then she may
be afd or may beleechat te siaton i opels. Decing 0 g0 ack
o school implics that she has some confidence that she will pas her courses.

The therapist should be particularly careful about suggesting that conse-
quences of behavior are intended, especilly when the consequencesare painul
or socially unacceptable. The theory and assumptions outlined in Chapters
2.and 4 are especially important to keep in mind here.

G DIFFICULTIES IN
CTING HYPOTHESES
A recurrent pattern or implication may not be recognized by the patient. At

9
2
=
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treatment, the application of these skill isencouraged and coached. The use
of contingencies operating within the therapeuic environment requires the
herpit 0 pay o aintion o h iprcal fluenc ha ach paricpant,
therapist and patient, has on the other. Although narural contingencics are

bighlghd s 3 mans o inlonciog pain beharir the thepi s ¢
el o wing ity ilors 3wl s e consigencics
Vihen e bebvior & Sl A e Vbt A of
tient i not readily produced under ordinary thes conditions. The ten-
ey o bt i sy e g sitions is o
<omiuin fout of DE. Bshin-sssion and i o cposure o ferlicing
il srnged and encoursged. The empbass oo ot modies
cion i les systemati than in pur cogaiive thrapy, bu such modification
I encoumged boi i gy bbevor sty ot n e prompig of
change.
ht focuson valding eqirs tht the DBT theapise sestch for the
of wisdom o truth inhereot n ach of he patint'sresponses and com-
it that wisdor 10 the pans bl he paieney vl desie
10 grow and progress, as wellas  belicfin her inherent capability to change,
ndepins the emen. \alidation lo imshesfsqens, sympathtc s
Knowledgment of he ptient’ssense e dpiion T
reatm b incaining  po
nd

en,the emphatis i on bulding mlvt‘mz -
tonal,colsboaie o btrwzm patient and cherapist. A major
haracrisicof the thespeic eationdip s tha he prinary ol f the
it s colan 5 i oo ot s ol e Al

Differences Between This Approach and
Standard Cognitive and Behavior Therapies
An DB set it off from “usual” cognitive and behavior
sty vl acceprance and validation of behavior as it is in the
ot (2 cnpbats o g st imeriing bevio; 3) he
emphasis on the therapeutic relationship as essential to the treatment; ant
(4) the focus on dialectical processes. First, DBT emphasizes acceptance of
behaviorand ety a i s more than do most ogaiive and behavir he-
pics. To a great extent, in fact, standard cognitive-behay aviora hrap can
b( hough of 15 technology of change. I derive mary of s techpgues
m the ficld of laring, which s e sy of bebaviorl hange i
cxpeince Inconra, DET cphasions e pope rtance of balancing
with .mum Although acceptance of patients as they Kls:mculw-m)
500d thrapy, DBT goss 3 sip frthr than standard aogmitveehimson]
therapy in emphasizing the necessiy of teaching patients to accept themselves
‘and their world asit s in the moment. Thus, a technology of acceptance is
a5 important as the technology of change.
‘This emphasi in DBT on a balance of acceptance and change owes much
my experiences n sudying meditarion and Eastern spritualiy. The DBT
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STRATEGIES FOR SPECIFIC TASKS
8 LMITING CONFIDENTIALITY
“The patient who threatens suicide or engages in potentialy lechal suicidal
behaior ofen equces dht h therait e Soch behavir coniental
T gl o o . T e okl e e oy
y to the patient and her family during the thera ase.
ONGOING PARASUICIDAL ACT:
PROTOCOL FOR THE PRIMARY THERAPIST
1. ASSESSING AND RESPONDING TO EMERGENCIES
1 a patient phones her therapist after initiating sel-njurious behavior, or
i sk b e ot phose e thempi thonld i
comversation on assesing the potentiallthaliy of the behavi
aicnts curens sl and phone mmbec T the o of 8
e e e ke e e e e
tial lechaliy of the behavior for that particular patinc. If the patient is cut-
cingherell,the therpist shuld s the amount of ood od wheher
the cut appears to need medical atention. If the patient has twed

b in bt e, the degre of veneation and e cht the g was
b eeaned T he pa s i e e (5
drano, bieach), he type and amount should be determined.

1 the selfinjriousbehavior i posiby fe-hrcatening, he immedicy
of the medical danger should be assessed, along with the patient’ abili
obtain medical treatmen on her own and the presence of other pe
b n the ik consies o meical emeryncyte herapist should
alert mdlvldnals:\m:m ly near the patient ant ly
il e ppeopese com sk Lo e
o th paten and nformation s e patents pcsicsal bhavior (T
potenial necesiy equires that sl therapie have paica’s phons mambers
and addresses always available.) The therapist should then call the patient
back and stay in contact until aid arcives. If medical attention is required,
but ime is not on e e e el o f amee whetvr

patient i willing o get the required at warily; if s0, he or she
xhauldhlpxh ..m. ﬁ‘lnrmnh mgelmx )vyﬂclan,mtdl cal clnic,
epending on the patient’s condition and her circum-

st bl il transporaation or
the paticnt should be sent on her own or in a cab. Depending on the ther-
apist’s trust in the patien, it may also be wise to instruc the parient o cal
2 check nfom sh emergeny oo Thiscomersaton, e, ol
be limited to checking on treatment and medical satus.

Puens e ofn umaling o et medel e for # parauide
fearin (ofen ressonably) that i willesult i involuntary peychiaric hospial
aaion. The therapst should apply problem-solving srategies hee. If 2
ically indicated (o sometimes f the therapist simply fears that it might
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TABLE 9.2. Insighe (Interpretation) Strategies Checklist
T focuses m,m. ‘on DBT target behaviors and their precursors.
T explores current, observabl, public behaviors and evens.
T gommees o i ssion behaviors, i 3 specl mphass on
T e R,
. empathecc imerpreations.
Sl e ey g e
T observes effects of isights, and changes pactern or type of nsights
s e thes i wldain
P’ behai
o in 2 ongong disusion with P

T e ORSSRVE AND DESCRDE e paens (bchaviosl,
Vironmental, or both) in the contex of consracung mearing out o the
v of P e

T idencfes ecurring thoughts.
T identifis recurring affectve esponses.
T idenites recuring behavio seqvences.

T bl ol anddeeriepacns o sl nd s o
e elaonships ha dic (sl condioning mode) o
force/punith (operant conditioniag model) P response patiens

T comments on possible IMPLICATIONS of P’ behavior

T EXPLORES DIFFICULTIES in accepring o reecting hypotheses about

behavior in an open flcible manner.
i open to possibity of P interprtations being correct
Anti-DBT ca

T impuees pendently of P's pereptions of
b o goab,

s insights according to theoreical bias, instead of basing the
on abservations of P's behavior and surrounding events.
T insss on intepretatons and operats in 2 noncollaborativ manner,
T offes pejoraive interprecatons swhen nonpejorativ ones arc avaiable for

e e b " ke
— Tengsgesin insising hat outcomes of behavio prove motves.
s iy

fronting the patients’ own interprecations (Kernberg, 1975; Masterson,
1990, Gunerson, 1984), while others pont out the harards o confronia-
tions (Sederer & Thorbeck, 1986; Schaffer 1986). Both Gunderson (1984)
Sl 1996 e mglmpdunzof:mpammcraiﬁnnﬂv:mum
preasion n DBT dif from that ffed
other o plu’  The main difftences emphasis on ob-
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B BASIC TREATMENT STRATEGIES

EL

ment in the interaction.

active i

Toking the Patien’s Agenda Seriously

Responsvenes reuies akingcepaincs wishes 1 s st sesin

ageada ey s it g he sy Taking e paiat' g

4 sy, bowes, dos o ecenaly e ln iog b sgends -
2 of e heapists. It docs e cogein s wishes opnly raber

i o i e b il e e
i o R W i i
of her wishesif the therapis chooses o insis on his or her own agend.
' t© the Content ., the Patient’s Communications
shenes s e thrapist o follow th paiens quesionswith
i e e e e
T o b o el e o o whe o i
justsid. Responding o a patien’s quesion with th counterquestion “Why
do you ask?” may be therapeuic, but i i not responsive.

SELF-DISCLOSURE
“Sef-disclosure” involes th therapist’s communicating his o her own atti-
tudes, opinions, and emotional reactons tothe patien, as wel 4 reacions
0 the therapy situaion or information about pertinent lfe experiences. In
s s e, Bl o gl it i
sional controversy. It can also 2 point of con patienc
and hecapi.Usialy b o e
0 s it ol vk s Koo de mey
TN e self.disclosure in some inseances and
Gisconrage it ngher. Decions abou it o b i
from the point of view of helpfulness o t and relevance tothe opic
under consideraton at the moment
Two main types ofslfisclosure are wsed in DBT: (1 self-involvng
dionrs a0 (3 personlsldonme. i sl o
o echncl e for he therapis's st h ptientabout
hisor hr peronal eacions o h paien. I dhe counscng e
ature, chis is sometimes referred to as “immediacy.” In psychodynamic termi-
wal
on b0

nology, one ight ket . foruson the ot e
self-disclosure” refers to the therapists giving the patient informs
himselfor hrself,such as information about pofessional qusibéstons
cial relacionships outside of therapy {e8, mrkal ) pas o et
periences, opinions, o plans that may not relate necessarily to therapy
the parient.

Sel.di

sclosure can be used effectively as part of almost every DBT stategy:
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Specal Testment Sescegies s

instructon). Nor should the patient be “baited” with sttements implying

ha e will nevr cay o b hreses, S saemens ey ot P

tient to prove that she is actualy serious. Rather, the therapist should vali-

date the emotional pain that has led to suicidal behavior, while at the same

e oo o vl ch b a syt slion (e Chaper
ments against suicdal behaviors.)

2
Rz
2

RATING HOPEFUL STATEMENTS AND

In some crises, the best thing the therapist ca

hopeful statements and solutions as possible .-ah
pthe paint tcknovldgethat e soktions

LUTIONS
ik one of hse il
ige 1ions 3 the pobles may et
anothe should be proposed. | e onee making on
o v v et s B e b o
hisbandand hden ware veain bt vy crucly She e complec hoer
less. T spent over an hour talking with her while my teammate spoke with
the i was e and vl 10 sl the s s conld g home.
But nothing seemed to help, and she rjccted cvery idea and solution | cou
sk of i

?é

2 and soution |
Kof. Fanly 1 s5id, Ve ,.xb marriage and hmlymay
be « catmmophe doer meas s hlehfe n has to be a

caastrophe; o o i Complt e , “Lnever thought

of it that myh o oo e g ahed s o it e

s was v for the benet 1 hod expanded th bormdasies of e
r.m. which led o0 a new interpretation of her lfe and allowed affectve
Focusing on the problem siustion rather than on the planned suicdal
behavior is ueful, because undue emphass on the later willdivert artention
from finding alternative solutions. Some problems may be so complex that
renthe therpi s unableoave a irmatives el o educe the sope
ofthe poblen. In thes insances he therpis: hod impy
bough it an anonsicidalwuion  he momen, u\
s o s T ety ioide 3
e e e yosiolin o bk o
be presented.

(EN SUICIDE RISK IS IMMINENT AND HIGH:
KEEPIG, CONTACT AND KEEPING TO THE TREATHENT PLAN
Perhaps the most difficult treatment sitaation encountered by a therapis is
that of the patient who convincingly threatens suicide, is alonc, and refuses
1o be disavaded from he parpose. Th generlrle st stay i conact with
the patien, cither in person or by phone, untilthe therapistis convinced that
the asient will st rom siid r serous ham) o comc s brlen
of W posble, ey sesion o phone call shold be e tended until the
erapist is able to develop a satsfactory plan with the patient. A home visic
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"

ment to herself, she willslip even further from desired behaviors. The conse-
‘quence of such slippage i further dyscontrol of her own behavior, and there-
fore of rewards from the s ‘The fear s such that attempts by the
beapis o ks with the punshmen oy 10 mumx lct & paic
response. Secont
vtwn i

d, an invali o i
e o o b B ek e
. Bordrin pasins ofen fnd e il 1 el tht ey desre
ting orerhanpishmct and i sty mumbe epor e ey
deserve 10

e ical Dilemma for the Patient

The juxtaposition of an emorionaly vulnerable cemperamen with an in-
alduing Cvieonmcoepresac e o eeein ddtans o th b
derlne patent and has importan implications for understanding svicidal
b i, el 4 o pohohesn Te gt
irst dilemma bas to do with w me for h men. s he v,
el

mn(her;x p]: in the environment o
fate o blame? The second, clﬂ«ly related dilemma has to do with who is
right.I the patient really vulnerable and unable to control her own b

chavior
gt e o b
reactions but unwiling t0 do 50, 2 the environment tels her? What the bor-
derin indivdual sems bl 0 do i o bld boch o thete cotudic
posiions i minda the am s ox 1 i s 5, she vacil-
s berwecn ls. Put simplisically, the chorscfigabon ot

ktquemly eyl ebivin opposing ocearaions o thels own be.
Bavi Eides chy it hemievswich o pasion a bl cht
bad gt s 0 them e i consequnins o shets own vl
e s :nmudy mvnlxdnm; hu
dthe o he v, blicvinghat all o e
pen €0 them are unfair and should not be happer

Nt it o dhse exreme, e orderlie i
tionally invalidating atcitude herself, often in an extre
iin the cae o achicvng behavioal gosls 4m o o

such cxcess

I

ineiable s socad s
sl i, 0d s purishméot,nchding suiidal bebavior. The
pern descvs 1o be the ey s 1 The sl o ha e e i ok

fed becaue heis o b, Problems i in e che o thei v
U, B i i o o cmnin poiestiitin
wary. Thy el the povtl e o deiae sgone e,

e sk e A e P Ty
vengeance a that of borderlne individuls’ atred toward themseves, One.
paten o mine becomes 50 utraged atherefcht i sssions she has cawed
e face and leg, leaving long raw seratches. Suiide o parasuicide, from
<his orientaion, s primarily an ac of sl irected hosiley.
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IC TREATMENT STRATEGIES
insights (typically labeled “interpretations” in more radicional psychothera-
pies) can be very powerful in both a posicive and a negative sense. Thus, it
i essential that they be offered as hypotheses to be tested rather than as im-

e B U Ao 54 be casul o eogoz thar
the insighs offered a

sights offe roducts of his cognitive processes,
i ar ox sy, st lzplﬂelua(mm s s s
therapist.

Thersputic eharics that come wnder the b of st nchoce o
meting o e paients behavor, summasing wha s e b eid
ke uwcocrdm: mphaiae certain aspes noicig
and commenting on an observes g is ip; and commenting on
implications of a parti .,,,... behavior,such as mdzorc

e mple, Ofirng o0 nlges o inegevaions omdio
of al psychotherapy (Frank, 1973) as well s DBT. Insight i often ——
the main focus of therapy is on another topic but the therapist wants 0 note:
3 panicular bekavior oo pmrm[ o e reerene. At ot times, it may
be the prelude to ref patient i avoiding or hop-
ing e terapiss will not s, Tnsights can e orl i
the therapist wants o cue the patient o a behavior or pattern but wants the
gatioe s e conslaion b .o confrions 1 whe
the therapist i trying (o push the patient 0 a more active or more flexibl
stance. In contrast o behavioral analyss,insight scategies focus mor often
o bt oocig Vi the heapeuc ke

Insight sratgies do nor take the place of behavioral analyss. Insights
e frmulaonsof v Gzl eyl vy
e s doingit.In behavioral analysis, atient ot v vy

it o sy e g ok interpretations,
like others theories, cannot be evaluated in terms of “truth” but only in terms.
nluuhrv oy itherhelp inhe chang procss o dono el anda times
actually be detrimental. Kohlenberg and Tsai 1991) note that “every
psychotherapy seems to include teaching the clent to give reasons
e o] that ar sccptale o che therapst” They 8 on o summarze
linlk: sscr (1988), who have suggested that psychoanalysis can
b des nap cess in which the patient tlls what happened and gives
The sherpise shen vcpress,gvin ifesn easons, an ey
,,1 e whenthe clint's rstons aethe same asthe herapis' Insight
Table 9.2

What and How to Int uidelines for Insight

Theorists differ markedly in rd 10 what behaviors should be interpreted
widh bordeln s and b thes ivrprtutons shouk b cari vt
For example, Kemmberg (1975) suggests focusing on the negative feature of
“transference” Masterson (1990) ecommens keeping the focus on maladap-
tive behuvior ousde the scssion. Many cinicians support challnging and
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Table 121 m)
—uT

l reserved by nature, T expreses carng in other
L
T

T selfdisclosurs are rlevant o T's needs, not P,
T s o ahiere i o responsivenes and e disclosre.

T i etk F iend o working o el proken
behav
—_Tisghom
SwmA
‘means keeping atention focused on the patient without en-
B e e sribblng while istning (un-

les itis necessay to keep notes), allowing interruptions for phone cals, or
Kecing an ey on the cock. The heraps mus be pariculary vake o

g i s o Sl o within the nteract

K1Eaied riceine padeats pomerbl smotional o
o o “Thas,che therapist should

e el caly with he paenc on what

cock
e o amaig o ity g v
e e e el e i e
current ineraction on the patient; changes i therapeutic syl or focus may
2 e b Akbough e oy momesly diter o e
easy o get bac
thing.

m\rcl vhatisbappning, e el on track. Stay-
g e s e g o of o ‘;z ;
y 5 awal als reqins n engsged, egrocal neres
Verbal

expressions of emotion, and the intensicy of these crpenion pvel
asnonverbal responses (posture, e contact, smiles, e o, howld vy
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- STRATEGIES FOR SPECIFIC TASKS
fack carry them out. On the phone, the therapist should simply el the pa-
st what sh i o and vt while she disposes o he bl s I he
suidl et ocusdrioga ol s the pain shuldbe insrued
o brin tehal st he mextssion, o e 0 g0 home a bring
tin el Kcping kbl e
e e Rt e Thl o e o
b dpeiin il cghdeetily
i mportant tt he therpis o be divertd o he sk of remor:
S ) it o o] s shn g b e gl
a5 safry fcror inxious
bt ey o A P
is that the presence of such items may lead o an accidental suicide, even if
retrospective analysis of the situation she would probably not have decid-
o il hert T o o i xpldis it paice s

s stk upon et fems gan 1 3 oval of lthal
nmnhuuldhtmnndun« ique 10 i o o o i
sl st il o ef i e e B e

e sk whem ¢ becomescear

I aoim o overfocus on
et the et b sy o ing o comply The pos Krufie e o
00 by b i L et sy e g avocd
iy back of and being it p anoher dy,persisince in bringig ¢ v ¢

appotun imes shold vnualy el n s, Howerer, e e
s b oo patients bringing in lethal
e o throwingthem away. A pent o Cof mine hosded 8 sock of various

medications that would have kiled her many times over, o 2 years she re-
fused togive them up, because they were hr safcy valve. She finally brought
theminsbos wrapcdn Bk deciical ap,with s G o
o he opof he box. She had brought e e ofn and this marked
turning point in therapy:

3. EMPHATICALLY INSTRUCTING THE PATIENT

NOT TO COMMIT SUICIDE OR PARASUICIDE

Ofcn,its bepflsimply ol he i cmpharical that he hould ox
il or harm herself. Once again, the therapist can tellth patient hat refain-
o e b e G e oing it n the e,
4. MAINTAINING THAT SUICIDE IS NOT A GOO!

Suicidal patientsoften try to gt heir therapists t agree tha suicide uxgood
oluon, o that they <o have “pemission 8 s Bl s
s essential not o give such permission. Thus, a DBT therapist should never
instruct a patien t0 g0 ahead and do omebing wnders s v
tion chat such statements may arouse in ficien

ik sny il bhavior G 2 s e
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Betavioral Pacers:
sion of borderline experience. The alternative to secking validation from the
emitonment s simly (o chane o st 10 modue ncs cmocoml
responses in accord with environmental expectations; the inabilty o regu-
i, v, s s ko o o .
Jn soch 1o cmioment, e s anderstandale s the chid devops
ik s e e i ik
child is punished for relying on private c This paer o
Ca sccoun o the problens masy bodesiae s hae I sl
+poinof view i the ce o dsagemen o cim, 2 el afor thec
e e i1 0 vt vldtion f thei poin of i fom
b omisonnet I yug o et s noc rded, and
srabregizer il iy sl g
She cunteyvochiamgethe public xpecence by persaasve oo s e
s b oty s s v 01 ke ot o s
ine patins tnd 0 yle brweenthese two optios.

P e e original emotional distress and the sub-
s s sl eim oeat ki o v o e b

Parcculary il o the herpiet. Axone sod e e ey e et
s secking validation for 2 painful emotion and communicating Such intense

dises st theapiscnptheially wishes 0 el edoce the pain ax
quikly st posle, The ot commen misale therapiss make n e
o o ove 0 chang the pinl gl e ey v ating
i) e original emotion and thercby reduce the sur-

roating i
A fourth effect of invalidating environmentsis that individuals adop the
invalidating behavior change tactics and apply these tactics to themselves.
Thus, borderline individuals often set unreasonably high behavioral expec-
iaions fo themschvs, They simply e o concpt of the noton of
apig i dalmp men the e e cnd e
punish rather b s approximations to their goal
ormy s Iznnn s g iy
up. oo o et S o it i e s ot
s evard ove punishmen s a mehod fbhavioe chang, Ahough puish-
entmay be ey e in b shor trm ¢ o i v e
Jong . Amang other negative efects, punshment, npml.lly mmelorm
e e s e e o
ffient wey 9 morive behrin oo it like any inte
. cn e though nd b St to rdce te i shee
mdmd\ulx simply avoid the situation that generate the g, thercby avoid-
ing the e behvio changes  coretthe proem. Prsdingbor
d«llnepﬂmnumfﬂmpnu i and uil mpnp«em forcemer
el harir s m.
nforcen

is one of the major stru snlbc avior with the
The refeecefoc punishme ent p mbxbl s rom
urces. First, since p\lmshmtnl e te on lybehavio
borderline individual fears that if she de vpym ot
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< u Sohing un
therapist. Since these are high-priority behaviors, the therapist must attempt
0 build nsight relevant t the factorselicitng and maintaining thse behaviors
Once the precursors are dentified, however,the therapist should Yk
e e a thenpe s o eagls Mty
ofmine who chazaciersicaly cuther wiss whenevesshe f st mo-
tions and believed that others were not taking her feclings seriously. n scs-
sons, noisdchat Maey ol communicrd iense emoton i blad,
jonal style, which made i¢ difficul to take her sriously. | frequently
e he i el s Mperha peéabond comete At o
Etmation, s et s mae i hardfo o e bort voacy b s
actually fecling. At times, this comment would refocus the discussion on 2
behavioral analysis of factors controllng her verbal and nomverbal expres-
sions, there and then in the session.

How to Interpret

How one interprets can be just as impor wha behaviors o focus an.
Commening o 4 pec nxb:hlvmrw)ﬂ\mzmn teraction a ndulz ing ide:
out facors o whichthose bebavior may be el b

it ai.u mocncion maskedly, e e dm

2 comment o interprecation, the attempts at insight noc cv\l

iy e e probems itk st )
e

‘;Z:
3s5F

el ¢ st behamion, should b ed Vi Gt e,
are three guidelines for the content and manner of interpretations

BT dha parale o some et he gidlinesfoc it o erprt. The
hm ideie in o esrecion shold b based o e icsoc ey
dcsceied i Chaptee 2, 4 wel 2 on the DI o imptions about patients
ouined in Chapee 4. Indecd one of e prinary 7 foncrions of any clieal

theory or setof assumptions s o guide the therapist n constructing hypothet-
e rpresons o aint behaion. The hempist shouk oo omments
rules that govern

on rules n the patiat’s behavior,as well as the ways in which her
Sehavior s funconally elted 0 immediat behavior] I s ot
comes, known psychological processes common to al people, biological in-
et e Bmanal ot o pommecs, Cadlnes 1 or formuling
hyporheses about behavior e e At sed in offer-
ing insights.
Dl guideline i that efforts must be made to find nonpejorati
agefor ffering inghs Allother tinsbing cual, ptezt ]
ights should b enerained befor pejorstve ones Simiady,insghts e
are congruent with the patient’s phenomenological cxpe ould be:

g more beavly thanthos hat e ncngruer. The evcepion her,
a5 Chaper 12 indicates,is when the therapist uses irreverent communication
tategis to effct change. n thse insances, used scategically, nterpreca-
on may be ot etrgeous and anycing butronporai (For car
pl, the therapist may say, “Are you trying again to gt this ther
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1 said, “You keep asking me for help but wor't do the things I believe are
necessary to help you. [ feel very frustrated, because [ want to help you but
feel you won' let me.” “Pm pleased” s a common disclosure of mine when
patients show improvement, confront something particularly diffcult, or do
something nice forme (e, send me  brthday card). “Tm demoralized” might
i oo e st herself o an inpatient unt againse
vice for the 10ch time.
T iionesof e o th padnt seres both o el and o
challenge. It is a principal method of contingency managemen, obscrving
limits, and contingency clarifcation, argeting the patiencs behavior n rela
tonship to the therapis. It s contingency management because a thrapist's
sicrios pristibhwion s o s il o Ty
e ihrposiive and eioes te X bebavios, o they
punish . As [ have discussed in Chaper 10, the therapist’s eltions
the patint is one of the most important contingenciesin working
patient. Sef-involving self-disclosure is the means of comm

s
it

wuh a

rhn(
the momentary state of the reltionship.

Sl dicoar o mvidoal s, both o iy oy,

imits procedures. Here, indeed, the therapist

t, “self? and

essential 1 using the observin
ook s I st gy ol e “heraie,of te s
o2 popersyof he therapy o of s herap e book. Sl
is sl obseving i,

Do escios e peient b behavir i o mess o
contingency clarification,sine t gives the ptient information about thecf
fes o b own behavir. o he exten tht the therpissrescion e
icsenably pormathe s normasion can b xtemdy imporan: bl

inthe s chang e espersoml bhiors. Borderin ndividsls

infamiles where reacions ot b were e oxcom

ot normaive. Thus, a pacent s often unaware of how her

chavioafecsches g o e 1o et the darmege. o o

Ity mporanc o e ot eack on by nhe i
of detrimental interpersonal behaviors, rather than wi acior

5 50 stromg tha the elacionship will be diffcult o repai.

§

Hearto-bear” Sl imoling sl disclosure lso inludes discusing
with the patient the therapist’s experience of what i going on in the immedi-
e et s o e o ! ‘Although this
i not really very different rom disclosing recions o the paiens behario
the focus here s on the back-and-forth interaction between the two p:

“The theapist dicloses hisorherperceptions o he crren nesaction, long
it i o her own espone o . The orm s it seems 0 me hat X5
happening between us. What do you think?” For instance, “T'm fecling like
o P ey i e you feeling it too?” The
therapist switches the focus of the dialogue to the here.a o naction
) proces. The swich can be ey i st pemog sty o o
lead 1o an in-depth discussion of the interaction
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-
force m behavio than vas happening prviusy. Assuch sl
o i become ethal.

N of e e, il o among bordecline patints are simul-
sancously respondent and operan. Hopelssness, despir, and th unbeara-
bleness oflife elct the behavior. The community's responses—
kg he e sy, olang b e ot fdifl s
o on-sinforethe beheio The best rsponse s one o
the mnu. A ...,...m.uy e e ehevir e

medical emer incervens

irher
ot ol b ol
o i o improved pcion bevios B and b e i i
Fiexibility of esponse opons isesential. The therap out
b finctonof the oo and e b s, o i e o m
loep he beio ol There ay 0 ecp a patent
o eurpl, it behavor it 5 o Sarepo .
tion, and f going into the hospital is aversive for that ptien, insisin that
el s obrouy s s thet e s s o il b
vy maintain saety without renforcemens. Of course,th therapistshould
oxgie et i onc s sinhe bospical, W the cional v
ofthebehariorie gt the paient o sl he e reponsechoul,
e ok e e D,
o svion nd s vt il of th besoil o ok up
e e o oy bl it of § bospial O pcheps

cient c
imvoluntary hospitalization should be considered (assuming that this is not
4 einfring orion. i shys 8 good de o heve aresbopil rdersd
in terms of the patient's patient who becomes suicidal to gain

o if
oo should be ad o s s o porae
mpli patelgdomd gty oy therapist must

Chaps 10, what s 1 s ot o
s can lybe desrmind by coe empicl obsrvan. The ot thac
Lpsie domile hecor

ot i s ospen, O S ok e copli
it does not necessarily mean th forcer

L The e of b s s of whe e e
ing he paienes suicidal behavors i theprincipal eason behindthe cmphasis
in DT on minute behairslasesmentof vy epsode of prsicide and
e

5

ey, o apcantsdl b, e pla o desgn o
ha i narural siad of rbiary, somewhat avrse (bt 70t S0 aersive
tha it only temporaril suppresses the behavior o drive it int0 serecy), and
10t  ifore for that prila ptien. Usally bt sheays, s
meting other thn the paiens prfered therpeutic
dene sl bebavion,he plnis o desgn 4 e
povnxlh( o o o ) e o o
atient how. furure, ik

means selecting.
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borderline individual, however, Interestingly,such a pattern of aktenating ex-
cessive and depressed aspirations has also been found to characterize individu-
i e A i) e, gy o s st
moxonaly vanrabl (Kol 1977, cted by Sl Fare, &

Gy
Dialectical Di for the Therapist
These owo interelated patterns may provide us  clue as o why therapy wi
the borderline paticnt s sometimes tatrogenic. To the extent that the ter-
apis creates an invalidting environment within th therapy,then the patient
maybe xpecd o et onl.Common e of i e
S herapsts offring o nsiing an a interprtation of béhavio s
e e s g o ptnzmmsfﬂzp{n'mmm
v sl s Byl ol
compeent than she actually s;filing to give the pacient the help that would
e gienif he therapis bl che paens o pspectie o b ol
8 or otherwise punishing the ptient's behavior;ignoring important
Communieations of aons of he patn nd s o, Sffce i 0y e
in most thrapy reltionships
Al

inseaies  fcing o s dsphoia  being s misndersiood and
slone; iy ad panic becaue of the cingthar  heaist who camos
i o s e P e campx g o s
e e pd ol g A
haviors. Behaviora reactions o invalidation can include avoidance behaviors,
increased efforss at communication and gaining valdation, and attacking the
iherapis, The mos:cxtzeme form of avoidance of course, s siie e
el e pirs my sl ity o st i o coang
Jam o scsons. (Th high thiapy dropoes s aroog borls o and
A A oy e e o erap
e vldaing hee pesen) Depemoosbemion o et shermen
can be other forms of avoidance, as can simply shutting down and verbally
eovingwihin ey ssions. pansmay incas cmmanicaion
o by vaous e, inchding clin e hapis e ssons, mk
ing extra appointments, writing leters, \clml‘l iends o oter
ol healhprfsionas o cll e therpist 4 C
chaviors munication e
hat he therpit nf vttt all ikt behen
havior)
Attacks on the therapist are most often verbal: The patient udges and

blames, with lttle empathy for the difficultiesthe thrapist may be experienc-

e
e s e
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that guide insight formulation (how o int

tto mmm
ree general guidelnes about what patient behaviors can or should
e e, o e e s et oy of o et
focusdirectly on behaviors withinthe DBT ierarchy of argets o on behaviors
funcrionally related to them. For example, suicidal behaviors or behaviors
that commonly lead to them would take frst priorty; behaviors that either
e wich ongin herpy o e prsicie of spomig prblens weld
cond prorit; and so on. Tt gidelneis tht, ol other hings
oy indgh ol o sobsrvable o publc
S s o ot ot o o
oo adions Eihe s’ e therpis abereschm o he ptiet
Ve behavirs ofhe awn ha o has Gecrved (5. whetsh s kg
or fecing or sensing). The third guideline s that in
events and behaviors in the present as oppos
Al e pes ke g gt the o e imigh
e thos periog . the paents bpaviors 5 the ot in erkecons
i the thecapis oy he e or nprson).Das e presced by Margia (1954)
suggest that the greate the extent to which interprtations are focused on
in-session behaviors, the more positve the treatment outcome. This approsch
ok it whe s askne’ roblemati ehavies oot sponaneonly ot
can be elcited during ineractions with the therapist. As Koblenberg and Tiai
199 hve poited o, te el herapeic elationshi s ne i cvokes
he e probemic o il e e il s o e
iding opporunits fo devloping mor cfecive aernaie b
ios, Prblinang ntrpecsonl e 1 bbavio oo ot e
e likely to occur in a borderline patents
intractions with her therapist, and thus the best candidates for insigh.
However, many other important problemaric behaviors willoccur in therapy
imercions, cling sl deion nd s csionl i
imlece of dsss andaiaion,
e behvions difclies wih
onjudgmentally), an
Sty

s n o behaviors and events
:npﬂlludﬁ

sights should focus on
ied o thos nthe pas.

ysregul
pul
dering e range of postraumaic strss
ponses improvemens i cach ofthese s ae ao kel 0
e Gomoust i fcapeuhe e o B e rapist should
attend closely for opportunitics o observe and comment on instances of pa-
tient behaviors that are relevant to clinical progess.
e o bt it focus o behaviors ccrin during e
therapeti sssion sets DBT apart from many other types of behavior thera-
o whe e o o s et e
exception o this gideline hlxmdnwvlh sl i ik
nning and preparing for suicide, which arely occur i the presence of the

[iF
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It is part of (1) validation when it normalizes the patient’s experience or
responses by disclosing agrecment wich the patient’s perceptions or nterpre-
txons of  stution undertandingof e cosions, o tbing of b dec-
oot 2) problen solving when it discloses vy of aaling  rolem o
lutionsthe therapist ha tied for similar problems; (3)skilstraining when
o s sl e ke by b
‘own personal experience; (4) contingency management and clarification
b o s D s o e et e 151
exposure when the thrapicsreactonsar ons thepatnt fars o fnds fue.
trating, In addition, selfdisclosure enhances the serength of the therapeutic
relationship by increasing intimacy and warmth. As with all strategies, there
are a number of guidelines for using self-disclosure wisely.
Orenting the Patien to Therapist Self-Disclosure
‘The llty of selfdisclosure often depends on whether the patient expects
bl I eotirpatdisriotewhihonidd ol isoed
o o0 it and cffective therapists do not self-discose are
By o be put ity .4 sl discoue and may view such  her-
i o inefcive and lncorbpet. A paiet of i wt ke 80
peevions therapic snucrly et ey, Some e e
= e e e e e
ifomarie apons vas et with s e deisc: 11wt wiling
8wy g o il ot n0d i i e
g wold e b e told het | had not e b et
o bereen DT and pychoanabss Ao caehl peparaion may
fiay b v e o fbgr ) g
1t e begionin oftherapy o ehe rle o herapist el dislowr in DBT. I
st ind ou and discus the patient’ expetaions and belesabou

Self-Invohing Self-Disclosure
Dls(lu:mg Reactions to the Patient and to Her Bebavior. In DBT, the
therapist presents in an ongoing manner, as part of the dialoguc of therapy,
his or her immediate reactions to the patient and her behavior. The form of
‘elediclomre ber is “Whenyou do . 1 e forthin o want o ol 17
For example, a cherapist migh say, “When you call me at home and then
criticize all of my ef nxmh]pyvullzdluslra 1 dortt war
ol 0 you any onges?” o 1 st hinking s dogs ally v e
ohelpy yon Follwiog  wask whes th puicar phane beberoeangeor
pist might say, “When ymn(nn(lud me lss on the phone this weck,
ity help you? Amm ist in my clinic whose patient
complained about his coolness said, “When you demand warmth from me,
e s me away and mabes  harde o be warn?” When my paics gt
begging me to help her but woulds/t fll out the self-monitoring diary cards,
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ay be called for if such a visit vill not inadvertendy rinforce the suicide
Cormasicaon. Home vt in DBT st be cared ot with anothe eam
ember v slon), and  mle i o abvays b accompanied

b 2 fmle theraps,Home v r: cxtenely e in DBT
Ashecapis who s nable o 2 incontactshould i b fom s
i by, ity mesbor, o cher et peonae (e cue
mansger orbous counelo i he ps s e .8 roup home), o tbeuld
sggswemporary bspiazaion, Thethreat of minent sicide i o the
time for confidentialty. If the patient i willing, she can be referred t0 area

emergency services, such as. gy oo St of s s
the least intrusive intervention neces

=

isk Factors and Operant versus Respondent Behavior. Two factors are
important t0 keep in mind when planning treatment and deciding on how
active 1o be in response to a suicidal cisis. The first factor i the short-term
ko e f e theruptdoe ot sty iyt The soond e
isthelomg e sk of icid, o oot woeth v, i he heaptdos
iy imeren sponse to the in any given case requires 1
oo o S e e e o E e

Fovor o ‘patient. Therapist will know much fes clear about risk fac-
tors and the functions of suicidal behavior for new parients; thus, in the cary
stages of therapy, treatment should be much more conservative and active.

Risk factors have b«v-dtxnb:dakxm. The geen i cha e higher
the sk, the more activ the espomse should ey wiiguin s, howere,
e the funcions of the behavior and the kcly longiteom consequentes of
various courses of action. Although in the short run  certain response may
decrease the probability of suicde, the same response may actually increase.
the oo of e icde. The ke amal hat mus b madeis whter

he specific instance,the patient’ suicde ideation, prepararions, and.
‘munications e cpernt o epondent kg {irjmins espondens
wheni s automatcally elieed by uation o specic smulus vty he

bcharior s underthecomtol of he prcing e, not o the comeguences

Suicide ideation and threats elicited by extreme opelesios nd 4 vih 10
die, by “voices” ellng her o kill hersel, or by severe depression, are exam-
ples here. When suicidal behavior i respondent, theray = do ox e o

be a5 wary that they willaccdentally eiforce by gt

‘When thebehavior i perant it e the control o enngms«mz
Operant behavios fncion t affect the environmen, When sicide et
o and tres ancion gt thes actively imoved (.1 gt bl 1
mtnd senion o con .m.e € others (0 solve problems, to obtain
sdmision 104 hospal, 5, they e fancional opprnt. In b cots
B b b b wary of inadvertently reinforcing the very be-
haviors—nhigh-risk suicidal behaviors —they are trying to stop. The d

is that i a therapist withholds active involvement, a patient can alway
Yt her behavior (0 a oint wher the herapist docs ersene. Thiscan rein

EE
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s Diemmas

Acthe e xteme, the b idividel ¢ e by e
el of el Aspieions e otedocte
sk Reppeiion st he

of her emotional and beha
iy loweed by the i, bt .»mum
ducspaey b for emorional nd beharion
srlanbile periolylers e part of the
idudls e

i
byl h anger and attempts to prove to significant indivi
oo b s i b 10 do e than el by o e

ich communication can be essential ifthe

bl sl i spialy ety of e,

rper sponds i a compassion

res. Also, the bor-
1d

‘manner only to extreme. &pnmm\x
i perion Ao o Hs i pakiines & 1 e i o e
i thre i disgrecment bt awn cperince o that f b, par
Tarythe thrapiste. Suicidal behavior valiqoes the ndividual’s own e of
vulnerabilty, reducing the ambigity of the double messages coming from
b own experiene versu hat of the herapis
Fromcis e, boelin individuals s anly sldt e v
inecabilicy, but also vt e ehevirs a0 iologicallaws that have
e mahing s Voo s i iy o b
aware of the unfairness of their existence. At times they believe that some-
Dowthe s capaleof bkl i oo rrce o s x
i em
right things . o

e ight things to
at least wanting to

4’

bezn fi i them e o, o ol be o 0 e
igure out the o do A othr
ex uem:lyh i .nw,w.u in fact ever figure out
perience themscelves as good st
e ey oo o o bebaionl -
srssionis followd b i ham, gl and remone, Ty ac v
ey shop ht e e, bk, and ugy put oo bk e
cusomersdonos e them, Alhough they oy he besoind s 0 i
ves,or fesh clay o refashion their shape, ther efforts are ultimately
e i S e
In the center of ntense emorional pain and vulnerabiliy,the border
individual frequently belives that ohers (parcicularly the therapist) e
take away the pain if only they would. (One could almost say tha they have
e dsode 5 oppos 0 pusnid dorke)The clon of e firm
vometins sidendy cprssed u8l 0 ey bl
intense experience of helplessness md eeiccavencs tea
o the most frequent dramas in therapy with borderline patients. e
finadequac help the pics ot eoual pia sod ot ofcomeol b
e et o ancard o, ey bt and misnderod. The
e e aniputted d ecualy msundersond. Borh e poted 1o

ally

withdraw o atack.

Pacince, acceptance, and self-compassion, together with gradual attempts
= change,slmanagement nd sl oadbing, s both the ingredicnts and
e outcome of synthesis of vulnerabilit and invalidation. They clude the
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Such observation, howeer, is esential to change. The n
e e e Tk
balance cnough to shake up her typicall rigid, narcow-bounded approach
e 0 herself, and 0 problem solving. The dea st highlight both poles
of the dilectic without denying cithe.
RECIPROCAL COMMUNICATION STRATEGIES
Responsieness, sel-disclosure, warm engagemen, and genuinenes are the
ur basic reciprocal communication strategis. Reciprocity is important in
any good interpersonal reltionship. It is partculary imporcant within an
it i, s 2 poshcheapy i s il i hepeic
consip with o borderin ndividal. ecirocl communicaion ' e
e

Power and Psychotherapy: Who Makes the Rules?

Pasents in pychotherapy often complain that while thy can be emotionally
touched and decply hure by thei cherapists, thy fel unable o influence ther
sl e s The s el i sl s
el s i rled i i et dothes o

& uncrely dwidod. Puens e bald & sove of e therupl
il o hat e h hcapiss hve i boun e,
: che power in atherapeutic rlaionship s noonly
ol by the ey ot oyl et i e s
of a pacent’slfe that count the m he barles hat go on in py-
i Ly s 6 i it o s d o
emps o el

Alhough nearly as invulnerable s ofen be-
vt o s e e e of Gy oy st B
o e sy topic and for their confusion. That s, lthough
therapists might prefr it o be otherwise, patients’ complaints are often valid.
Rukxguldn\salhmpls(‘:h(hzvlm: fnepescnn syl e chen iy,
nown (o the therapist but ot to the

h therapis i not only incomy
le. The th

atient; as a resul, the behavior of
rheotite o e paicn bt o

e therapist encourages cmotional intimacy within the relationship,

butshe onfnary e of B o o not apply. Rules ofntimacy

signed for a perc on enpaed simulancously inmany paen-heapis el
tionships (the therapist) may be completely inapproy opriaefor o pron who
iscngaged n only on (the paicn). A theapiot afen uncomforiable

or theoreicaly opposed o slfdiscosure o his or her own part, while i

sisting on self-disclosure by the patient. Although the therapeutic relation-
ship s presented a3 a nurturing and helping one, the availabilcy and flexibilty
inherent in almost all other nurturing relacionships are frequently nonexis
tent or severely diminished.
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Foreword

 some dlinicians, becn the disconry ofanefcive
i et Thevh o s o S
P el hmmeolog ot b e bl o fested

line paients, and even the medications (ncuroleptics, antdepressans,lth-
ium, carbomezapine) most effctive for accompanying targe symptoms have
s v el od ompion, O s b o
choterspese guriarypoxbodmam developed for border-
tmdxvrd e Db, o e .,ga..m the wrearmens
fcaion of i own (pacicalnly s e
e e St b 1 ey
o say thar individuals with borderline personaliey disorder constitute the
toughest and most insoluble problem for the average cinician and the aver-

e cinic o inpaties iy, Erryone s sbout brderlne pesmal

eorde b i vally seen tat 20 o knows Qi i © o about
Until Dr. Linchan thati. She combines an unusually empathic under-
‘sanding o th internal experience of borderline individuals with the tchri-
cal ool of a cogniive/behavioral therapis. D Linehan s creative clinical
mtmkee S koo e pof it e o

wegrated ap
pooge fove

»,

i
nc pars and s devloped 4 semied

i o o e s amable,
e e :»dw patient. Dr. Lincharis
e gy  of borderlne individuals and my teach-
ing of others

e v mideiand &

how ind trea hese patients. | have no
do i book wil change our practic and ke you such more
with these most troubled and needful individuals.

ALLEN FRANCES, M.D.
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ing the patient’s comprehe ; and coaching. It i this
{iming arifeation of conigences, iy differens conexts and mood
e, a1 ool o DBT.Eapecaly Ao the i sngs o s
the e inply shonkd nt expct the pient 1o et and emember
all of the rules. Nor should failure to learn ingencies al-
ways be interpreted in motivational terms.

COGNITIVE RESTRUCTURING PROCEDURES

Cogitive retructuringis a way of helping the prient change both the syle
and content of her thinking. Four aspects of thinkin are of nterest: (1) non-
ki kg (3, ichotamou, g, cxtene thinking sy (2
fauly general rules govering behavor (belics, undier ptions,idezs,
expectations) (3) dysfunctional descriptions (¢.5., ploesrsopred
o it el caggacd et (1) pabaional slocationsof
oo, The pocedare s s he abcrionsnd sl of e

sapecs ot it i g, Kl byt s s ne

Pt s

e vt g U o Tl
Chalenging curens thnking and amcaions) lases by offecig ot
theories, explanations, and descriptions; and by cxamining wvailabl cvidence
(and obtaining new evidence where nceded) pertaining to the accuracy of the
pasnts s ad bl Chnges e sgihened by ks prcic, Cop
e resrcurin procedursare dicusd belowandsummarized i T

16

2

ACHING COGNITIVE SELF.OBSERVATION
he a0 sceed o monioring and changig s cogriiv

¢ ime and across sivations, it s cruial that she earn to obse

hoghs s and sl o vt of esoms, e andbor
I ety s Bl il s e et i e e

of sprasingor thinking sbou an e o sivaion s s mene ok ey

e unable 1 nepouside o hemiees, 5 o speak an rflecs o he st
thinking and appraisl proceses independently of the acviies themseves.
The pmey hepeuic sy wd s h of e sl bt

pracice (i \xh:vloul rheasal where the behavir re slf-
observation of i), withthe therpist i d.q, .u.m.
iracions, feedback,cocing, a inoreement s mevodecan
from instiuctin the paint o ey 10 vand imaginaly ourade hensl and
observe whatis going on in asession, o giving her an assignment to monitor
o e down e thoughs patterns durin secfc euations orunder s
o conditons. I i et geen b e the therapist
& evew i sl wi che patient vaious methods of carrying out he
signment. Mindfulness practie (sce the companion manual) and other medi
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the actual ethality or medical isk of th parasuicide episode. The scale points
listed in Appendix 1.1 can be uscd. This scale, developed by Smith, Conroy,
i Ehler 1984 andthen wpdaed by Bongar (1991, can b elbly e
b nonmedicl cnians and doss s epend an  paien’s s
ehesty dicat e et s o o b pes Ao phode, I
o o o o he sl e pevidd by i e, 30 v ls b
updated by Bongar.

“The frequency and emoionalintensity of sicidal ideation since the lst
contactshouk be exploed, At noted shors,contined iide dsion s
il e o ot s ned o be s b, i
Chinge (thr incraseorderese)shouldbe explored, v f on
oy e olrosey s sy i
0 attempt suicide and has the means needed to carry out a suicide attempr;
simila nformation should be licited regarding parasuicidal uges. Icis par-
il gttt lopep on b ot he e s g rd
kecping parasuicide implements (hoarding drugs, carrying razors around,
g taenlys porylimey

2. CONDUCTING A CHAIN ANALYIS
A chain analysis should be carried out in excruciating, m oment
decail. The therapist shoul ldcl ik nosgh dnal daniyl  Commia
eveats, emotional and esponses, and overt Tt ed g 0
the i e e o (el

oo s the fu
tions it served). The sta m inc :M:nxlyslsu e momen i paien
ideniies a5 he begiming of the swicidl vt o the moment o the i
thought or urge to commit suicide, threaten suicide, or engage in parasui-
e One e (b itended)comeguenc ofsch  dealed andspecii
et o ho e uesionfor cxample, od id e thovght of -
e cross then or hat moment

eore then, At hae i
u.gm .:a- il yourlyo did that fdling eome up e, ot
ou saidyou el & s b i leavingyou for snesher woman. Did
that feling (wanting. m ymux:lle Vo e sare th s e e b
et learing,or id you thinking about it or thinking about what

mcansfo 7o an e st fling idalr bigligh ha conrary
0 the patient’ belefs) suicidal responses a ve nox sy eponses o he
ent under discussion. The assessment model Chapeer 9 should
e olowed.

3. DISCUSSING ALTERNATIVE SOLUTIONS VERSUS TOLERANCE
Once the problematic situation has been identifed, therapist and patient
should discuss aternative solutions to the problematic situation that the pa-
tient could have used. The therapist should always suggest that one solution
0 the problem could have been simply to tolerate the painful consequences,
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ful elaionships alsoreq 10 slf-regulate cmotionsin appropriate:
a0 contot e behev, ad o tlerte sl e prduces p

o e dre. Wibou such o, 4 ndersandabe b
derlne individuals deve faiomtips. Diffuies it s nd
20 corsion, i ar o ek s losnaes of bl e

b, s dscus e Chep 3t cmbinstion of o
ioal valcrabilny withan ialdating émironent cds 0 the devlop
‘ment of more intense and more persstent expresions of negative emoions.
Esenial he maldtiog enionmen sy places e mdtidal o 30
Il ot ikl i oo el e
e s o demands for help are ritoced sporadiclly. S Such chedue
e et e e e
with e ordrinepeson s ll v he o mevmtey SEpeaig
ee—sometimes giving i to and reinfocing high-ratc, high-inensity aver-
e cmoonal prestons and o s i it o they b recrnning
Condiionsfo e perso's learing of rlaionhip-desrucie behavior

ity il

ith

Goners s et i Taught
Recogition ofthese emtion rgulation diffculie,originaing in both bio-
o makespsndmadeq srming xpercnces sgacs hateamend
should focus on the twin tasks o teachin the borderline patient (1) to modu-
I cxreme cmosindlity ad o mladapiv: mood-dependen ehaviors
204 (2)torus and e e owncmotiens choughe, i aciviis. The
herapy should focus on skils aining and behavior change, as
validation of the parent’s current capabilis and behaviors.
A major portion of DBT is devored to teaching jus such skills. The skill

¢ bk o Koo e e st it o
tvenes n conficsivcion,nd ths show promise inderain v
mental stimuli associated with negat ; (2) srategies culled from
the behavioral te: :mwnl Bt oo st dieacics doinion, s

y,fear, anger) and pos ress, which increase self- lzmmul\m—

S cocuion o o 6 o p et sl

314kl for tlraing emos ocional s ol changes ar o eomiog o
{4) sl adaped fom Eers (Zn) mciion echiques,such s mi:
fulness practice, e the ability to experience emotions and avoid

emortional inhibition.
Avoiding “Blaming the Victim"

The successful extinction o maladaptive, extrme emorional displays s on-
tingent on 3 number of factors. Most importantly, a validating environment
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quires ffort; the patient has 1o focus her aention, rather

mwhnzufwhnmsmmmd without effor. Often shame s associared

with thinking and talking about suicidal actions. Talking about suicidal be-

haviors also means that other topics important to the patient may not be dis-
cussed because of time constrain.

1 parasuicide and suicide crisis behaviors have not occurred since the

last session, the therapist should focus on any suicide ideation or urges to

nd i

engage in paras e tha b ooowre, & wella the copainye et
Tt apancors of i e The amount o o ad s
v el o e e

o 1o scussion o et ensive s h
o S el e e i S
ghting comment, is needed. Low leves of these behavors are not

or a highli
el vy e xbrwis,dher vl be st o s
0 other g,
ccement of ol eponse 0 et that pisly i
ucial until changes are stabiized. Sometimes,
idence of these nonsuicidal m;pm« an absen 01
I behay ., many therapists have

rience,
ing time on suicidal behaviors th
Sopic 1 e bt  ptent and a thrpi i ofn ecms
i s 0 gnon . Howere, i e ofhowth pen acally aoids
i e, specily n e mu:ms..m ideation, paras
cidal urges, and/or gencral misery, can be ex scful i affording op-
Poralac o she hiapa v ks st pmNﬂMlv\n‘ behaviors.
Attention should be faded over tme to insure that esistance o suicidal be-
haviors comes under the control of natural reinforcers.
ual session, the following steps should be taken.

‘Within the individ

“The first stp in respondin to @ patia’s previous uicidal behavior i 0 ob-
‘ain deaied, descriptie information. When sicide risis ehavors have oc-
curted in an interaction with the therapist, these behaviors are reviewed 10
e mr there i agrecne o just wha the behavios ere, inclcing what
Vs i, b i v sy i ot i cogrd o i
done,

%

Wi espetio pauxu
ot sl i eheo (.8 whir e i g e he ot tacty
g ke i
context (alone vs. with others), the physical effecs, any medical attention
that was neded, the presence of accompanying suicide deation, and cons-
ious intentions the patien can recall The therapist should carefully asess

tive case notes should 3
il s, the therpl e the et
 th how
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ack in if she got “command voices” tllng her to commit suicide. In our
il populatonofprssiidl borderine women, a majoriy eprt hat

intent to change their environment is part of at least one instance of

paras Ma.n behavior.
oty e insrumencal characce of siide e nd parsi
udz iy e o therapists and theorists working
th borderline individuals. Thus, suicide arempts and other intentional self-
Iniriousbehviors e oen eereed 4 rdnipulative The baiof thi
ilernce sl  hrpists o feein ofbig manpule, A e
dicused in Chte 1, hoveve i s gl o o asum it i 2 be
aviohas  paticlr e, e act covgedin bebehvio

ring about the beha
the abs

g-l‘_cr

effect v’nmlabdm‘a suicidal behavior as
i o s o e e e
Koo Gn b mdydd trious e, This sue s disusd e
in the Chapter 15 where 1 & sracegie fo suicdal behaviors.

Emoton Dysregulation and Identiy Disturbonce
Generally, people form a sense of selfidenity through their own observa-
tions of themselves as well a5 through others reactions o them. Emotional
consistency and predictability across time and similar stuations are prerequi-
s 10 i deelopmens of e, AY emrions e some hement of
urm oo rosch-swidene. A s of oo, scog coer g
s contingent on prefering or liking something consistently. For mmp]:, a
Poran ey st caers e ad piining ad dercop e e oF
el thatincludesspecs o n i deniy. Othrs obseving s e
preference may react o the person as an aris, further developing her image
i, Unpredictable emotional lablicy, however,leads to unpredictable
inconsistency; thus  stable self-concept, or sense of

SEherslt, Unpred
behavior and cognit
0 develop.
Atendency of borderline patients 0 inhibit, or aktempt to inhibit, emo-
ond repornicy ma sl ot 2 an sbeese of & o st of
tity. The numbness associated with inhibited affet s often experienced as
s, cotbuing 0 an ndequte (and ot imes complecly
it imilarly, if an individual's own sense

e ety ot e st - mszznn‘

il then oné would expertthe ndividual 1o devlop an overdependen
rispmiencs, sl whe he penne nlzux

s with ide

empeine
sent) sems

upon others. This
o preerence,deas, and opnions,simply cxacebates
iy, and 5 vcious cyele i s again sared

n

Emotion Dysregulation and Interpers
Effective interpersonal relations are tnn’mws\y bencfited by both a stable
sense of self and a capacity for spontaneity in emotional expression. Success-
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change procedures are carried out with the therapistin therapy sessions, the
difference berween DBT change procedures and many other types of cogni
tive and cognitive-behavioral therapy lessen.

Concluding Comments
I hischapes and Chapes 1, e eviowed basic cogricie b
ange procedures and discussed h o e sppid o e = o
i e Tha o b ot ol oicaionst st
genics, skl sainiog, exposaesed eebaitis, 4o cogmie
e e oy o o e s T, DO do

3?5,

effective. Thatis, you or I could write ad..o al chpuers o
e e o icoded, For cxanple, i a Gestale therapist, m
non o 20 i G 1 th Sccom 2 e g
etimoa T DasEla, rocedaes S 4 he o<l techniaue
be very useful.
¥hen woking o speiic bebvioral problems .. il o sl
dysfunciion, substance ab sk ko, o ot Ao | i)
you might consider adding procedures. demonstrated (o be .
ecive with those problem: xll gwrhmmdn widual who meets
e oe ki pesanabity disonie, 7ok ight add s0mi of the v
o that cxpess st e haw deroped t cohanes pesontiey I
tegration or “merging.” It is important, however, o integrate other procedures
ins thoughfl,thoreialconsistent manner. The rescripin e s or
st whenver you gt discouaged o immedialy rying -
technique you hear abou

Note

oy of the guideine and much ofth sructure i this setion were provid
T ool g s e
efective exposure based trestment programs.
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TABLE 15.4. Factors Associated with Imminent Risk fr Suicide or Parasuicide
Directindice of imminent isk for suicide of parasuicide

{
FE

H

H

Indirect indices of sk for suicde or parasuicide
5 e fls o m(;:; o e k. popisions .

ccen: disruption of lossof ntrpersonal relationship; negative environmentl
e voe e e B

7. nifrence 10 o hatscio wih thersy; copemees an cadly pss e
ol

§. Cone e

5 Rt b

10 v e, s o e

R T T s e

11 Grcumsnces ssocised with sicide nd/or prasicide i the nxt sevecl
houn/days

12. Depresive curmoil severe anxity, panic attacks, severe mood cycling,
13. Alcohol consumption
[ progres:
15, Methods availible or casily obtained
16. Isolation
17. Precautions agains discovery or intervention; o concealment sbout

Note Adapted fom *A Seial-Behavioral Anlys of Sicide 0d Parsmcsde: mpicaions

oGl Amsmen s Tcmen”sy MM Linchn, (3811 H. G i) Gl
i (64, Do el Do mion S N ok G
Copyrigh 1981 by Garland Fublung. Adapied by permsion.

(PDR) can be very useful in decermining the specific drugs and dosage levels
the atien has on hand o hasingestd. ndividuals who are ot medicaly
trained should not under ordinary circumstances make decisions about the
Iy or meficl il of whet s pien hs ingesed o s gt
i, T lees o combningdrugs with an st o it il
peciic medcl condition, h paients welghe, and s uctors ke
decisions complicated.

‘The response o @ patient threatening suicide, however, will depend on
the therapissesimte ofthe actalrsk of death or substantial harm. There-
fore,itis lmpurun( o ke om S o e e by o e
drugs the patient has on hand or “There are a number of aids
o pioetit: Pt e hegis o B planning sheet for-
mulated and kept up to date for the patent (sce Figure 15.1). The risi plan-
ning sheet should contan information about all of the prescription and
nonprescription drugs the patint is known to possess or take, together
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teristics. One of these borderline characterisics is continuing emotional
vulnerability—that is, continuing emotional sensicivity, emotional intensity,
and tencity of negative emotional responses. Such vulnerability is,
‘perspective, a core characteristic of BPD. When I discuss cmotional vuln
-b:l iyt i ol L i b 0 e indikdals scual bl

o her own simultan s and porinc o e i

e i
i

{

5

o e oo ntl avrstois o gt ih emotonal socs)

st make mattrs paricalrly el ft the b individua. i
one st ocp i minthat cvocions e no siply el by ological
vens, khoughphiclgical ruslcrinyfomsan imporan arof
e s BTt o, i e ol
e + Tt theyareinegoted g of el copide, ad
el hyscloge sponses. One com ponens of s complex
Croional respanse s ot necesarly mr basic than another, Threlore,

the problemis not simply that borderline individuals cannot regulate physio-
logical arousal; rather, chey often have difficulty regulating the entire pattern
ses associated with particular emotional sates. For example, they.
o beable o modslc the sl il expresion, pgresive acion
o vrbal stacksssoind with anger O they may noebe she

T gt cbeionsl worrics ot el e bebes wiows
ar. 1f this point ukep(m mind, then it i easier (0 understar lex-
7 of the problem fcig bordeine potiats a well . Sephrtiss s
o imes incxpliably dysfoncionalteross & wide ange of bebavirsl areas.
Second, intense emotional arousal typically interferes with other ongo-
ing el pones. T, lated, planned, and apparently functionl
ngbbavirs cana sl apart wheniniuped by moconally -
1.;4 imel e fssaicn nd o Donca whin iy is hppens iy
s wore, Fhermor, igharo ol iz whdk

it o i romniy paans h i

tr Complae e M ] ol e ik haric

oo

tability stems from the borderline person's inabilty to control e cas and

offset of nternal and external events that i ﬂ e emoionl reponse st
well s an inability t0 modulate her own i s B

orse by th Fc hat  unpedicenble s e individus doessceeed ot

conrlighe eraonal sesponse.The prablera hee s the the g

duration of this emotional regulation is unpredictable to the individual (and
0 others as wel). The quality of this experience for the borderline person
s that of a nightmare she cannot wake up from,

Finally, this lack of controlleads to some specific fears that increase emo-
onal valnably sl frter: it h bevdedline person fearsseusions
where she has lss control over events (usually new situations, as well as those
where previous difficultis have been experienced). The borderline patient’s
frequent attempts to gain control of the therapeutic situation make perfect
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Change Procedures:
e ctors and e, A he bgiing f therpy ok ccsay o
he thersist 0 “mind 600" (et Chapir 8 for on exenive discumion of
his topic). During the middle of therapy, the therapst should be pushing
the patint t0 observe and describe her own maladaptive assumprions, be-
B o e, nd o et s s of hinkin, A he nd o e
the patient should be able to think more dilectically and catch her
problemaic syl and o, it e o o (ol:)\ ing fom e s
inipe of contingency managemen and ol aning, discussed n Chaprer
0 ol s caperShold b apple 1o o o

Integrating Cogritve Skills From Skil Modules
s noted above cognicive skills ar taughtin every skill modules. Specificself-
e i e
modules; claifying outcomes and appropriate outcomes expectancics s lso
an important part of interpersonal cfectiveness training Identifying and
chaning evauate, udgmentl decripions ae g n the s
ule, a5 are skils i settng distance and observing, The emotion regula-
gkl et b Mty
o I hee okl r anht sl rining bt the individal i
hberves s ominlogy o sl s e kil they e -
o e and ol o e ot o pood T om0
S e ol he e apist po vey s s 0 the copekive
skill being taught in skills modules, and build upon and reinforce them.

Formal Cogritive Therapy Programs
‘There i nothing in DBT that prohibits implementing or referring patints
toformal o thrapy programs. A adunciv therapy program, -
cally o pacins whose readyandwilog they may bav much

mend them. Orgaized, sroctued copisie change rocans 41 not

i s ot vt DT sl Ao Pt
stk d il o ol
information s  solution to her problems i frequently 100 similar o the in-
ldaing enironmens. s il o counte he mesage ht f e p-
s il kS, xyiig o 6 O Ao’ e
unintended velbcaredout cognie thr

o ound st 1 xrleety i sbcion o v

Second, formalcogiive therepy geneall eqies skt s cog
tive selfmonitoring, writing down thoughts and assumptions, figuring out
challenges or experiments t test thoughts and belefs, and actualy carrying
ut the

ot the cxpermens. Thse acrivics mquueanumberoi iy dile
amy bordeine paats singly do o e A g tha e

a hr:mnum ohmi pendent ok t e begian e 1 o ppropeisn o
ly disturbed iive treatment is modified, such that
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TABLE 153. (cont)
Factor

Paraicide
Uncomfortable with
people
2 Possibly poor health
Jesance
. Overt moror
1. nterpersonal e

Low ol vl
Less lkely to
High fricton and conflic

2. General behavioral  20-55°% prev
parasuicide
Alcohol and

o

Soicide
Prychic aniety, panic
tacks
Poor healh (ncreases
o with age)
Low pan ler
by
Low socisl imalement
Lesslkely 1o ask for
Support of atention
Data mixed on ficion
“and conflict
20-55% g

abus larmpor M
Criminal behavior
{young men)
Unemployed Unempi
“Aduped from A Socal_Bebavioral Ansysis o Sl sd rrasicide: o

T en e M. vy

T Gl ).
oG

5k e Bkl e D metion S o
perm

198 by Carand Publicing. Adsped

ot shou the method e s 0 e (m e

rrently available or easi
a pwpnled dm‘ m e herpie sl

i the cas o
s ot by

o

Rl T the et postcion naw (o casly et topeiet with
the number of pilseft and their dosage leve. In addicio, the thrapist should
dﬂﬂmme il e b o | suicide note, has any plans for
o precauionsagaint discovy ornesven-

b  het now

s important also availbl thr peope e
and how avalable they il be oves he st el \d e pio .
s o divalge s formation, he sk , mh e therapist
shoukbe slrtroigs olmudmﬂgdcplmve: emerging
e stacn, I S ik asesmens B ISt race over the phon, i 1
Poran o deermine whetr the pain i e deindog o caking non-
prescribed drugs recently, where she i at the moment of the call, and where
s people e n latonshp t the pae.

Lethal Drugs: Use of the Crisis Planning Sheets. Patents theatening to
overdose have frequently solen drugs from a frend or family member. They
mayhave 2 vague ides o what they v o my be bl describe it, but

will not name or dosage. The Physicians' Desk Reference
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by their opposite poles. These dialectical dimensions, llustrated in Figure 3.1
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nd e £

‘heuristic value in clarifying

ipoint,
ional vulnerability, actve pas-

s |y. nrlening s ar s onestha have been mor nfocnced
uring dolaponcr byt biaogical it fr emoson egalain. Cor

mondags S i baby e astyoi wkineilison &

e g, v oo i s
e socel Conseucaces of eactonal expection; & bey pota sbo these
patterns s chat the discomiort of the excreme  poltn oo e of s
sions insures that borderline individuals vacillte back and forth between
polarities. Their inability to move t0 a balanced position representing
thesis is the central dilemma of therapy.

the
ing a syn-

Emotional Vulnerability versus

Emotional Vulnerability

General €t

In ch.pm 2, 1have discussed the emotional vulnerabilt of individuals meet

in o m BPD as a major component of emotion dysregulation, which
variable in a transactional development of borderline charac-
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wcn-- Passivity.
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Stylistic Strategies:
Balancing Communication

plis, hav (o do with the style and form of therapist communication. They
focus on hovw the therapist uses other reatment strategies, raher than on the
content of communication. Style has to do with tone (warm vs.cool or con-
ational), with edge (soft and lowing vs. hard and abrup), with intens-
ity (light or humorous vs. very serious), with speed (fas, quick-moving, or
ictesipios . v, toughti,and o) nd wihfporsfrncstrik
oeralc . imperions). A therpists e o commanicatc i such
a5 condes ...,a e
There are owo rmmicion sy DET.The s com:
msicanon ke delocd b o e e
riocacn By conta,the rerien Commanicton eyl veallowed,
imperinet, and nconguous,Reciproy s sl mcience ey be
e oo e constin he pols o a dlectic They oc
o Bk b b STt T et s e
oo bk o e bemet e o o iy s e eling
f constiues  stylstic strategy.
Borderline persons are remarkably sensitive to differences in interper-
{analpoves i o “games s heapst o . Ofen, the majocit of thei

£2s

e expeene hasben in 2 “on-dow” osion. My pry i kg
sonal problems are a esult of somewhat clumsy attems to recify power
rinees. The e of e nication is o recify such im-

balances more skillully, and o ylvvld& an covisonment that holds the pa-
tient within the therapeutic enterprise. I i also intended to model for the

patient how to interact 25 an equal within an important relationship.
 Botios persons v grea iffcly g nough pochlegcl i
rve and describe the ongoing events and processes of thir lives.
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To
John O'Brien,
Al Leventhal,
and
Dick Gode.
Most of the really good strategies in this book
1 learned from them.
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suggests,its overrding characteristic s a phaus on “dialectics™-that is,
the reconciliation of opposites in a continual of synthesis. The most
undameon] dalci i the acccsly of o iog pacoms fat 48 they, e
wihin a comest of ying o tach them o chang. The ensio between
s slemaing,excsiely igh and ow apiaions and expetions el
tive o their own capabiltes offers a formidable challenge t0 the

oy e (203 e with Western psychological
d.kamlw 55

ey o e g om e part ot
therapis, as Ihsalu g o cange vty Gchontoaty and
g tinking on he pae f(hep ent: So |.m il DB bl f i
ffct,somomhac ieveea, el o s o de about

ut current
o previoe pareciadel s i ot behaon it
wearmth, flexibilty esponsiveness o the patient, and strategic self-disclosure.
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cmphisi on vabduiog the paren e d be
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‘mindfulness, and self-managemen skills are actively taught. In all modes of
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berween the oppos been
eined o

88

bodudm the term “dialectics” has

Ya Iy e out e theculy wriiogs of P 15 |mx. 188,
sﬂtndlplmns the origi ...m. om. e o
:dxakmul view ibsequendy guided th hea s b 3

s ik p sible i 1\m a plndnn(:l st
Contequenty, the esthent has v it b oo of e
past few years as an interacton between therapy process and dialecical theory:
O it e e s spplied o e therapy has come 0
imply two contexts of usage: that of the fundamental nature of reality and

© Rchmqu





index-88_1.jpg
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has an intense fear of behavioral expectations from e
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sors and effecs of maladaptive actions and reactions just s cre-
fuly a5 fo aer precursors and outcomes
My ofhe DT g, i e herpi (il f s o
i)t ey callgs,nd confont bl bt oo,
heorics, udgmental ealuatons, and tendencie o hik rigidy and in b
ot anb e e 1, nondsecdcalhinking). Disecic g,
bl s s, reerent ommicaion s, and o the
s g modele focus n whol o o bowhe pain o
s formation nd wha he pant ks show zbeuuh
i and sbout he relionshiy besven bl nd e word. T ereios
ok s Lo i g ek g
it the patent in # persuasive manner, and to suggest a viable alternative
arcvery importanc. Anum rofthe stategis discussed in previous chapers
(5, the devils advocate dilecica strategy, th footin-the-door commit-
ment ey e e with i ool Kl el nr b
pon s b e herapis st s coprice
e et b et Tt dsting
Poims 5 mporiant whie uggesing tha othe

binnet
ot poule.
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tive paterns of thou ghl,dylfummm]ml& ind expectations,
e i i o et W ot o
more adaprive ways of thinking that the patient can adops. The most impor-
tant DBT rule here is that the therapis should teach and reinforce dialectical
tinking sy v sy “onlo sy croconalbued hinking, Dis-
lsical inkin s el it s forbosderin paiens) b
discussed at lengeh in Chapters 2, 3, 5, and 7; thus, I do not define
e e i i Sl s bl o s
e therapie st remerber th e 1 sh docsnot hav  lock o absoue
. Evendlectclhinkig has s i, One o o dicicalenions
in cognitive modifcation is that between rational and empirical thinking on
1he oo hedand v nd cmotion focused hinking o he ahe, On
ihe e sid, 3 mors sy copivetherape (5. Beck'copite .
e e o iy e Tk
oest one’sassumptions,beles, and rules. On the oher,th thecapist values
enie moviog e mot e proved in any comentional sense. Funcion
aland effecive thinking, rather than necessaily “true” or accurat thinking,
sl
i
i

b il ering how 1 think dcialyand fnconaly
ivecffor on the part of the patient. The therapist can aid this
ot by o quesioing i eon, g vl 47 g ngets
e s e lhnhzupu(hulhtpm(nlh( ek
of dysfunctional thinking during the week, attemy
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165 FOR SPECIFIC TASKS
6. OBTAINING COMMITMENT TO

A NONSUICIDAL BEHAVIORAL PLAN

“The therapist should help the patint make beha

ol o o moiing

il bhainhe e when encouricing s roblematic s

Agin, e slionnayts g ulined in Chaper 3 should be el
ey, th patient will maintan that there o the pro

Frequent
oot icial beheror. o ronses s posible ol felsaes
review with the patient her commitment o try her best to avoid suicdal be-
o, koo, e et ca gemerte o leaie behavion andlick
e o i ) A< b A sl
One alcemative behavior is for the patient to call for help before eng:
in suicidal behaviors.
7. VALIDATING THE PATIENT'S PAIN
ater how unreasonable the suicidal behavior may appear to b, the ther-
g oot ahvays b cuefl 2 ccprss andersandin of o foeings of v
bearable psychological pain that led the patient to cngage in parasuicide or
consider suicide. s quite casy 0 ge carried away with invaldating suicidal
bt i s bl gt s i hes
o e e, Shcidman 1992) s s pespeciv st cloque
S«ni:nh;rw&umd:ummhumdhrmmwvmmmmndam
m ntolerable, unendurable, unaccepable anguish. It 1 pycho-
ol par of which am speskin; meapan. e pan f g P Fom
P oot oy Wi Ol Ly A
0 oin a deceasd loved one, nd the ke have singly and i combination becn
identifedasth roo acor(s) in suicide. It s none o hes rather £ the pai
molved in any or al of them. p. $4)
Parasuicide difers from suicide only insofar as the movement toward cessa-
e g o

&
a
s
]
2
3
£
9

RALL PATTERNS

The therapist should help the patient see patterns of suicidal behavior that are:
occuring, The inight (nerpetaion) seateies, oulined n Chapter 9, con
stitue the model here. Once such patterns become clear,the therapist and pa-
et ca focus mor o onlearing how 0 generc deied s
in nonsuicidal ways or how to handle problematic situations more ef

2
]
I
z

ENT SUICIDE OR PARASUICIDE:
PROTOCOL FOR THE PRIMARY THERAPIST

An active response iscalled for when a patient directly or indirectly comm-
nicates an intent o commit suicde of o engage in a nonlethal parasuicidal
act. Such communications can occur under risis conditions, and the therapist
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damental but quite predictable cogiti

of behavior (e8., emotional suffering.

ribute that consequence o ntern

0 his error
ients

ror: They observe the consequence
:m uu patients or themselves) and at-
sernal maives o e prt o the patens. I eer
repeatedly in further discussions of treatment of borderlne pa-
“Blaming the victim” has important iatrogenic effects First, it imalidates
an individuafs experience of her own problems. What the idividual ex.
pericnces as attemprs to end pain are mislabeled as attempts to maintain the
Pein, i et improvog, o€ do sometin che o the individual is not
are of. Thus

e ndodul s o i e o cxpaince of

i Afer some m o e ot e e of
view o the th h because bl i e ot
e o Tk s ot i hosig seon | oa bt s e
tient who was having immense trouble mana ,. 6 e bomeverk pcir
ibes she would o goacion, o et pench

o, Somlcmerady, s ocail Sameiing e ey gy i
1 helpha et beer. One ek whon | ske e what b merfred ith
her practicing her homework, she said with great convietion that she obvi-
ously did not want to be happy. If she did, she would have practiced her
homework.

would not be success.

Akey component of DBT is it insistence that the therapist refain from
m..m.,, the victim for her own problems. This is not a position based on
iveté, although 1 have been accused of that. First, the carcgiver's
it ) of the victim usually leads to emotional distancing, negative emo-
sons dieced a she s, decr
T

ased willingness to help, and punishment

ofthe i, Thus he vy help thas s neded i mor i o i

The carsive becomes Trusraced snd afen, but usully vey subl, s i

ou e patin. Bsase he p ..,sn it < e G e

e e e v g

e o o ok s e o i
Concluding Comments

It is important o keep in mind that the dialectical position presented here
isa philosophical posiion. Thus, it can be neither proved nor disproved. For
‘many, however it is a dificult position to grasp. You may ot sce the need
forit e B Ceainly, o can adop some of DT wichout ecssarly e
bracig o underanding) i

v o will bt o will subly change
o coneeptualization of thera profound cf-
on the. rapy and the way | organize my treat-
ent unit. DBT has been oving nd chging continaouly e cmring
|. cation o  daleica en 2 source of much of the

ectics. u e
more ..@ Gme and

7y . Fot o, it b had 2
vty 1 conduce peychecheray and

e have be
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TABLE 1.6, Cognitive Restructuring Procedures Checklist
-t,ms ‘OBSERVE AND DESCRIBE her own thinking sy, s,
_T mEm‘lFlts CONRRONTS, s challenges specfc dysfuncrional rules,
labels, and styles, bt docs 50 i a dislecical manner,
— T s Pin GENERATING mare funcionl adior scur
e, nd vl descripion;
ot o e lock on n s s
1 v.:uo incuitive sources of know
g da e, nooe e been ol 0 o
T o ncionl, v i vt
“erue” or “accurte”
T poke v 20t Bl of B sl I e e v adspie
hinking styles, rles, and verbal desciptions.

e hinking styles,

T el P her problems are “al n her head:
—— T nersimplifcs P problems, implying tha all wil b wel i P can just change
et mu...m or koo g s

2 power stru about how

o i o i ot i of f sl b
m uq b et e sy
rntlglonos Juanisiesd negative affect. And
s e b e s i b e oo
long enough to observe her thought and appraisal patiers accuraely. Fears
of what she wil fnd ifshe cver looks “inside” closely can lso lead t avoidance
ofthe ask. Thus heherapis s o mrios he procedarecarculy b

o kcp reqairemens a2 o ht the pacintcan s, The prinils

shaping must be remembered here.
L IDENTIFYING AND CONFIONTING

MALADAPTIVE COGNITIVE IT AND STYLE
Asnoted npnmdly DBT suggests that cogitive content and cognitive style
a1 10 less important than environmental or other behavioral fatorsin the
development and maintenance of dysfunctional borderlne patterns. Thus,
when conducting behavioral analysis,the therapist should search for cogri-
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including negarive affec, that the situation has generated. Furthermore, it
should be emphasized that there is always more than one possible sols
0 even the toughest problem. The model for solution analysis set forth in
Chapter 9 should be followed.

4. FOCUSING ON NEGATIVE EFFECTS OF SUICIDAL
The therapstshe or el from thepatint xh:uma!mwlmn:l
b el et i i
here are those of solution analysis, contingency clarification, and at times
recprocal communication. It is important for the patient to begin o sec the
negative interpersonal consequences of both suicide crisis behaviors and
passicdal . The psintmay ned consdeable belp o underandiog
e cmodons impac of berbeheio on o, s el the o
i il beavit el b, peiproal comme
cation trategiescan be used to e fodbach oty gt
eyt kit ol rosslr ok Aot
thepi’s felings and atudes s the pen,
venifthe behavior was conducted in private and negative environmen-
oty o s g o] pot ot

e
s long run suicidal behavior is not go means of resoly-
o et o 3% dotsSamprarty e o e s
obain nceded help from the envronment, Th negaive e f th

al behavioron the parcnt’ slf<eem should b discused. I the cas a
e destion, e therpl shoudsddes he ac e hisngabot -
cide in esponse to problems in lving serves only to divert attention from ways
ki e i o vys ofcoaping the i Thrsaiog  micde
o prparngfor sicidecan s dvrt h patien rom inding mo
tive soluions, as well as create further negatiave consequences of i
5. REINFORCING NONSUICIDAL RESPONSES
Itisimportant to einforce the patient for coping with problemaric stuations
in s othr than suicde cris behaviors o parasucide. The procedures
descibed n Chapter 10shold be appid Reiforcesmay inlde ncused
therapist warmth, a more ambient therapeutic session, and control over the
e of o cine. Avetion tnd poste e fedback ar geneal u dicive
e, busthe chcai mustbe vy careul htprse rreond
el patient's continued emotional distres. The patient's
epors of bigh mlse:y. o it oo o petnisdal e, thoud
e iy o and conces s high e Heation, I e pant
has to continue suicidal behavior toelicit concern and active therapeutic help,
il i il ndouelly conine ‘Also, the patient may well need
py i not going to end just because her suicidal behavior

pesiers
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Diectca and Biosocis Underp

i @
st e created tht allows th therapstto extinguish maladapive behaviors
VAl st oo Comioring, and caling e patnt rough
the cxpericnce. The process i bicky and o quuu an enormous amount of
therapist tolerance, willingness to experience emorional pain, and flexibily.
Ofen, b, condctin heay herpiss mayaply to borderline
it the same expecaionsa thoe placed oo patiens When he
Sorderine paries canos et thes cpeciions,the thetapss may be e
for 4 piiod. B

o o
t s the patients display of negative emorions increases,
B tharsginptkae o st 5 ot s sy e e
perncing s out,ad ey th ppese, punsh, o minate by
75 s pis. s oo wringwih bk o
ients have per ognized thems

e in he carles dseripions of -
ldaung Ihnxummmenxand of the familis who g caught
o of sppestiog dpunding b sl gl
e, whee peepilund i teeay, i vy coimuaion ot b
ing eoviomnt ta the paiss heve cxpeecoced teougho th e,
A mom i ol ofbrdtne s o
Bt . bk v o et
ctims.” T st e feploppedoro
et

sychology
ing whethcsobscvees willbame v o misfokane
for their own misfortune. Relevant to the present topic are findings that in
el el bamed s o it han e s compaa-
Blesivions (v, 1984).In the same s s found
hena v s femal, oservrs ut blme o ek
vhen o vt is mal, oberves s blame oyt
he saton o o bl chaca, O vt sl imporant: The
e b 0 e abou the msforant o the vieam; he convequences
A e 131 ot e s ko M
rollng the outcome (Sacks &
e phsdssin

Bugnal, 1987) Tos when peopl ar about
ppe e they do o vt thee ochers o b ey
o e mistortune o sfiin rom happenings they ekl bl
e e o iy
“This is exactly the sitution of therapy with most borderlne patients.
ool ko ot aping Usualythei therapists care whether
Doyt i od cenil, o el date have been shown 0
P ping that suffering. Even if therapists believe
s g h oo ru, ecas i bt
worked with other paients, hlplessnes n the face ofth borderlnes
e i —sfin it o e tespss fodnde i o
Tpeaind aye-dayexpeiane of oeking wih dhes eiedua,In he foce
of his helplessness the therapists may redouble their efforts. When the pa-
ientssill do not improve, the therapists may begin (o say tht they are caus-
ing their own distress. The patients don't want t© improve or change. They
areresscing therapy. (After all it works with almost veryone else.) They are
playing games. They are too needy: Inshort, th therapists make a very fun-
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Heuristcs and B
1. Peopleare mﬂuenwdby the leln\v( avalabiliy, or lmmhvlﬁy from memory, o
events elted t 3 judgment they are making (“wailabilty heurisic”). (Example:
Subjectve cstimates o the probabilty of death from a mumber of causes ar re-
i o diproposioae cxposre o bl e v medi descrprions, el
i 0 their memorabily 30 imaginabiliy)
2 Rl s el e et ki s bt syl

L e bt (Exam
plp ‘The tendency to ml k- Insc m:x h 1en predicting
B e et progams e S o o hoied v

i oot Y, mary sdents o precic tht 3 sdent who incurs the
i approval of his o her adviser will not %n ish. This w\wks (h( hu (Im' mny

&)
s et o s AR

s ey ey villpaly ok qesion e o s i
e
Fople

knowledge (“hindsight bias”). (Example: When: ted with clini
“...m.nam..ampmnymm“mmmmm.
o e for his oo’ ocuring m ck re wimaiealy mcried|
 pont s e ot s s g s
ot b e W i o4 v
et oo, sl o i o o i i
own o more psively. v when ot

e S

§ a

e ety comied oy G

people imagine an outcome ing,theyincease heirestimted ikl
[ oo bk o oy i sy iy
Pl People who hve imagined being flcly sccused of 3 crime become more
g of e e ey s el ol e e o i )

Adpred om The Pychologaial et heoryand
i o Copnie Bar heeps otk 3 o Wb o vt
Prss. Copyight 1993 by Free Prss. Adaped by pecmision.

Applying Contingency and Skils Training Procedures
in Cognitive Modifcations
As with all active DBT intervenions, the therapist’s rol in confronting and
challenging maladaprive thinking syies and concent, and in generating e
more adapive and. dulmwzl pttrns, should be faded ot ve ime 3 the
patient becomes mor rent at observing and replacing her own cogn
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TABLE 15.3. Factors. with Long?Torm Risk for Suicde or Parasuicide
Facto Paravicide Suicde
1. Environmental charscterisics
A Life cha Losses Losses; bereavement
% Ducpmd claindips —
Spuaions =
e Discharge from
‘peychiaic hospial

{within 6-12 months)
i s

B. Social sy
T At Absent
2 Marial res  Unmarried > married  Unmarried > marced
3. Family Hostle Less avalable
. meyeons
Lowllack of confidant  Low/lves alone
C Modan Socially linked 1 other  Family suicide rate
parasicides higher
vm e widespread  Higher after widespread
publicty suicide publicity
D Method aiblty At Avilable
. Demographic characteristcs
A sex Female > male Male > femal
il arr»nk .» i
Decrease with age el
eaases with s
for blacks, Hispanics,
Native Americans)
€ Race Nomwhites overepresented  White > nomwhite
L. Behavioral characeristics
A, Copaitive
1 Sole =
u impulsive -
Foor problem solving E:
Passve in problem solving,
2 « Possbly hopeless Hopeless
Powerlss 2

Negatve sel-concept

B. Physiological!
affectve
1. Affecive

A, s:dwde Apatheti, anhedonic
pre Depressed
Dissatisied wi Indiffernt o trestment
Hih e o sl Pty deen

and affection s

(cont)
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D:alectlcal D:Iemmas in
the Treatment of
Borderline Patients

ot with B i honored radaon s Chares 1 dcaes i
numnbkl|mofbmdu\m:charmmmhmkvﬂpmmdnrmrwxm
thus, it is with some trepidation that I present yet another such s The be-
Aol mmess psuned It ;o o ot s i
agnostic or definitional for BPD, nor are they a complete summary of
important borderline charactrisics. My views on thesc patterns evoled over
 pesiod ofyeaswhie  arggled o g behaviorheapy 0 vork ey

mmal]yp st and ordeine paienr. e § aruggleds | ot
lwas peatedly being wipped p b he same s ofprent haraceisis
‘Through the years, by a reciprocal process of observing (both in the cinic
andhe resarth ) snd cantcing, | devlopes e o e
el e poed b he ordein patn, The bhavioal parern 5
‘ot with tee dlmnas constio e opic f i chape

Although these p: common ey 4 by o means niversl
g pat raciog i o DEDy oty s ctnel Emporaneting
e ot S o b B e e s

Ve found t asefl for boeh el and the puints 0 b awar of he
fuence on therapy of these particular patterns. Generaly, their description
strikes a resonant chord with the patients I teat and helps them achieve 3
better organization and understanding of their own behaviors. Since the seem-
ingly inexplicable nature of thei behavior (specially reperitive self-injuris|
is often an important isuc, this is no small achievement, Furthermore, the

%
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functional thinking, keep a diary or notes, and discuss the efforts during the
next sssion. (Forms for this practice are i the accompanying skills training
manual.) In many cascs, the therapisc must a first more o less drag more
appropriate thinking out of the patient. Borderline patients often say "I dor't
kow" when requested t produce new weysof approsching old problems
Often, they are simply afraid to reveal more effective ways of thinking for
fear of being punished or ridiculed. Thus, a fair amount of pushing, cheer-
leading, and shaping may be necessary to 52 paint o g ber o
adapive thinking styles, rules, and verbal descriptions of events,

4. DEVELOPING GUIDELINES FOR WHEN TO TRUST
AND WHEN TO SUSPECT INTERPRETATIONS

ieve that
been wrong
urse, an in-
e of o pue mondinlcin ticking, But what  the Apraopit
countr o The bes oluion i o helpthe pacensdelop guidelnes that
will assist her in determining when she probably should trust herself and lec
other opinions go, and when she might at least check out her perceptions
and ..du sions

Sone geneal idlines f s sortapply o st vervone. i
ol sty T ologit o el e s

ing people's tendencies 10 b biased i thei evalarions and jdgmens.

b of il ows bisin st e gl gl 1nd

o re eean: 0 the gk e, are e i e 117, Ech vl
e, i adiion, will b g which biasing and discor-
most |.k!y “Thas, beides sdentiing geaeral ares s mot be
i, tudeline ol loo Come th peoes péc laing e

v o it oue paem ey, e s e o the s
excremely anry, or with particular people. Another may be biased primarily
vhen . Women who s mmp messroal sydrome ey ned 12 be

specially carcful during heir menstrual period. Borderline
b o et o Pk el
fively o cues that can be interpreted as sexual or sexist. One patient of mine
many couples she passed while walking.

“The pointsare important here. First, the patint should be told that al

peope i and discors i doce o mesa m. people can never rust them-

ive: Sccond, koowiodee i3 powe, o o et neeaos oy Knowing
yhen and undes wha coniion o s moe ey to bt and ditrt can
be useful in catching and correcting errors. The idea is to normalize rather

than pachologize information biasing,
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s faced with determining the immediaterisk, possibly a an incomvenient time
nd o the wlphone. | nmhu Tastanies, ' s ke o nga

i o e communicated during  schedled et
e ey ot placecithervery

e el o (e.., an anticipated
rejection or failure of the therapy). In the event of any threa, the following
stcps should be carried ou.
1. ASSESSING THE RISK OF SUICIDE OR PARASUICIDE

Fwo types of risk assessment are crucial: shortterm or imminent risk and
longerm il The question inthe sssement of long term sk s whether
the eron fl o  roupa ih s o sicide o parsicide. Mecing
i ot BFD,fos cxumples incrscslong e sk o b Ben emal
e B e o e Ageiepotiy
comld wih e dm:g: vl coneaed with prresilly Fa
rlate Sice and arsaicoe v s i Tube

ke i ol extensively in Linchan (1981) and
chan nd Shesin (1988, Fctor thas s sl i scsing ik for i
it e and prsicd e cd i abe 1.4 and el dsc

5 Berman,

aenivly i Lishan (198 Bongar 199) and Mar, Malts-
s Vil 4952 o o i s
s S 4 o irmly committed to memory

s
e st svalile 1 ecall ¢ momentsnice, It not POkl 1 look
thse up i he midle o o s
ervons who comicwiide sod o who g n sl
acts frequently communicate ther intent ahead of time. Border-
D ohe Dol e s s b o o
e o enions to i vy pt st o  wek
or the like. These individuals may mabe it very clear that hey have no intent
10 commit suicide; a person planning to cut her wrists or arm, for instance,
iy communicae hat she s o cu el o el \mbunhlr tension.
An dividual plansing scde rmay sy be ey it abot erpan

ents also ofen think about or plan suicidal behavior without direct-
Iy informing their therapists. A question, then, is whether a therapist ought
0 sk bous il e fa prin s ok broght p e op. Sl
Iy sugest probin for siidal desion The o v

P o peoe paiaeicde ¢ i eaon

Sia o s g, Y it v o el
e ik o s B B o
be bettr off without her, o the ke should alrtthe therapist o probe further
e iscear it thepatentis onsiering iide o prsicid, the

o o i
berepis queion e

b 15 s el mporean o e
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Dilectical 3nd Biosoca Underpinings of T

e biosocil theory L am prsening hr s el There b e
e prospesios s to documens he aplcaionof s sproch o
dhe crology of BPD. Although thetheory s in accord with the known
areon BED, 20 e b b mound s ot he thory e
tively. Thus, e reader should keep in mind tha the logi of the biosocial
fommulaion o BD descibed i thischapt s baed gl o il o
scrvaton and speculation athe than on i empricl experimentaion.
tion i recommended.

sistant a the time, Elzabeth Trias aceualy fise pojored out the
experince to dislectcs, Her husband was 2 student of Ma

5':
it

of my
m phy:

“Behaviors can slso occur with or without awareness o arention and su
sy e el vl o e b e it oo com
‘mon parlance, they may or may not be available o consciousness. (See Greenwald,
o e e ity e G

poychology.)
5 T\mawannm oo eiews o et onbic s i
The uder s e o e i o (960, Buck (904 o st
B e o, o o 198y K 2ot 9501
ard and Kobak (1991), Lang (1984), Lazarus (1991), Malaesta (1990), Schwartz
(1982), and Tomkins (1952) fo further reviews of this lterature.
4" Kely Koener i poied o st cnoion dnelion coud b
drd b e podus of iy plo e byt ol
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Change Procedres:Pare
oy fos o therpis o ighlighscontingen s, n cai
ing the chain of events leading up to dysfunctional behaviors, the herapist
elp the prien xract s abou what eads 0 what. n cuamining the
functional utlt of targeced behaviors,the therapist helps the paient xtrace
s bt e sk of b o b Ths i ik, i o
courgeshe pasin sk bl eions s s s
e Wi it ko s S Wit i S

Tou G and i d chr o ot et B
tention t th reationship between her behavior and others' esponses. In
gt st the therpi s tepates summariae formation o

‘a number of instances of behavior. The therapi should ighight s
oot b pte) s v ceged o . The e

S s ol o s proposkions! fuem and ourage
the patient periodically to lrpur g :h:upm

ey Clrftion n ecprce Commricaion S eie

reciprocal communication in the next chapter. However, an important
pannllhtse cs i forthe therpio fsquemty t v th mfwr

omsbou e efc ofthe it behaio o the th tr:ym e
o e e S o o F L ¥ e iy s, 5
brigtatabdand bl el e e therapist's
behavior. The therapist should keep up a rather continuous verbal patter of
the sort “When you do X, Y happens.” The value of these statements i help-
g pei e e emm s o B i o 56

imary reasons or ncl regies in DBT.

2. COMMUNICATING FUTURE CONTINGENCIES IN THERAPY
‘Among the most important contingencies for a borderlne patient are those
keving o do wich teruEy omingeny cleciicuton ber b ews aspoes
(1) whas he tecpis il d, g etinbehavirs o thepain’spar
(2wt he ptens caneasonably expc romthethecapis ndfrom

DR rhias et Aty ol s e 2 o
ing of therapy. I she fme phase, such direconcs shoud be faded ou 10
encourage the patient’s abiltis o read subrle and indirect reltionship com-
municatons.

Orienting o DBT as a whole, and to treatment procedures as they are
implemented, has been discussed extensively n thischapter and the previous
two. Orienting is a instance of teaching the patient ules abou therapy. The
patient i told what behaviors on her part willlead to positive and negative
Cutomes, which expeceaions of hers ae iy 10 be et and which non
and what the consequences of some of her behaviors are likely to be. Orient.
ing not only occurs at the start of therapy (sce Chapter 14 for specfic rules
0 impart) and of cach new procedure, but should form an ongoing back-
drop o therapy: Thatis, the therapist should be continually teaching, assess-

of





index-381_1.jpg
w BASIC TREATHENT STRATEGIES
TABLE 11.5. Contingency Clarification Procedures Checkist
 THIGHLIGHTS CONTINGENCIES; T focuses P's axention on effects of be-
havior on current outcomes.
In everday lfe.
With respect t© P's problematic behavior.
ik ettt of P ehavins o e e
poves o .
__ With espect o efect of P behavior on therapeuic relatonship.
b rope ot of P behavior on resnent ovtcomes
T i i of dacing coningeneies hen using behaiorsl analy-
T s, imight, and rciprocal communication sraegies.
T CLARIFES FUTURE CONTINGENCIES IN THERAPY, el when
oning P 1o DT as 3 whol o 10 prils s procedres
o 7wl do g cormie P bt cpoialy s and
capyineiering bebavios.
Ve o ety cipesfrom T and rom

1. HIGHLIGHTING CURRENT CONTINGENCIES

The fist goal s o help the patient observe, abstrac, and remember the con-

Sl apetiog i br ey i Kaoio el e
robabiies of aapive behavio, o pr

e Somilsoncliad o dzmznd ihe oucomes of b

ehaionand e et & has 0 cebrs. Paiets o arend 10t

e of a svaron o, commsel, Ty b 0 st 2 el Tk ey

canno b themportanihs” el aoip. Cllin e ucmes
s v ey e g« i
s i e ol iy g Ho

B i e e gt

fects on both the

§

i patient and others.
Clarifying mdrms ot ons ol sl yesphs bebarir
onthe pc’sowa eponsts—olins, ik, e s crgs—1 b

Empociaat. Bonrin sl o bave ¢ snarabe sty o e

gt et e ol iy o e s
o hen. Contry to e evidenc ¢ band,they kp xpeing e he
sition o thee own msponses t0be diffie. Finlly, the theapi also

s e pent oy e perating in the emvironment, espe-

i bk gy
o ol Tl e s s ke -

it socune ot prdicing peope e shemiches, they e s

predictng responses they have never experienced. That i, their emy

cong with eple o e caprncing s s o ol

Contingency Clarification in Bebavioral Analysis and Insight Strategies.
he conducsaf s momet 6 momen chin s of bebasos ol on
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behaviors willinfluence bty of subscquent suicidal behaviors. Great
gl

Ifcither suicide cisis behaviors (5., suicide threats) or parasuicidal a

el ool o e et i ey oS e olrng Ko
gies are implemented. Detailed analyses of previous suicidal behaviors, how-
ever,are only conducted during individual sessions. If the primary therapist
hears beween sessions (fcom the patient or another source) about previous
parasuicide or suicde crisis behaviors, including threats made (o others,
eention G ¢t bevior dhoud be poapened duc the st v
sion, unless the patient isin danger of furcher behavior oris at medical risk.
“The first step in responding to prior parasuicidal behavior is to conduct
2 decailed and thorough behavioral assessment. This assessment is aluays
condurd in the e vl thempy s (alchongh i g i
inthesesionis apiona. At imes foral analysis can take an en-
o shorter,

dre session; it will generally ake: e 151030 i (u.m

o bt w4 b ding th i) A soltion

sy fllows, o & e, e i pmmmn. ioe it
bees the n

other behaviors could have been employed or could be used

Ofien 8 mamberof pois can b denied wher  diffcos e .m.,n
hav et st outcome The behavoral and soluon sndlyss I,
optnaly, elapae prvenion ghuming=n 3 el a«nm by Alan
Ml ek & Gorln 1905 soming ok

Thers simply ae 0o 0 the impleme
s o S o whthe s bk m:dlul]y
O i vl e o S ot he 00 8 oo

s
of the patient (o the mood of the herapist;or on whether other, more -
imeditscis e come p o he sl behavior. The s e
sl o ot i the paint s she dos o emmber o doc
2o o 1 At 1 st 1 s et e S sy
nalyes whtdup 0 h pint wher the patints memory has el an
Tk up ¢ the e poi B . 70 coopeato beinir e e
he therapist moes back t the commitment strateges (sce Chapte 9) or to
the therapy interfrin bhavior srteies descibed elow). 1 e i shrt,
thethrapist should shore the soluion anays in vorofthe bbavin
{nyss e s cutn e s beharir s be sended o
mediel, prvious side s havir o pasiid s st on the
Doty i, v i ¢ s v the bt s
et o amlyses will o fser s the ypical i
il behaias b e, Howevet, heepos f paons o
.y shold b coions shot ssoming o ey wadnond o
e s b e
h determinane of suicidal eheios e and 0 b o e
e e e i Capies i 10 ochaviorl ..-l nd,
alesser extent, soution analyss)can be cons e e of e con
tion and overcorrection —a contingency o procadur.
past suicide crissbehaviors nd parasicide an be werie o 2 mumber
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apist should concentrate on helping the patient focus on what exacly has
happened since the last contac, instead of drawn int0 a discussion of allthe
negative cvents in the patients lfe.
Trymgmldtﬂlﬂi“f(’rtdpﬂanuu{lk Current Criss
Freguenly 8 vy minorcven will e of an owrwhling crits espo
b i el that the therapis bl m it deniy s
i ‘Ghen,the ptien will ot whol i of
s oions s her i et s e
selectively—that s, respond only to workable material and ignore plrnd
and/or unmanageabie aspects of th story. In this context, the patient should
be sed 0 b b concrte ad speic n descibing vhat s bppening

e herpis should sl sme prion of he paen’s s resonse
i a5 hor folin cverwhelmed, el despecte il and 40 oy

120 sk the patint 0 popoit jutcxacdly when that rsponi i bege

inceated o decete, and 1 on. For xampls, i he g
o b e i ey s DA Yo f o ¢ o g
b s v e thespit g llow wih A G o o st
sghbuor e X, 10 7 the v iy, the herepis ot bck

ime moment by moment o fnd the exact commen or vent that se off
he teror. & Bt e i the sk, e shrapiss ighe sy Ao 6 ht
crease or decrease the terror?” and so on. The idea is to constantly link &
speific patine criisesponse (o st fesponses) 0 pecifc et o st
ies of eve

Formulating and Summarize the Problem Situation
Problem formlation and summary may be repeatedly during s crisis
scesion; s terapst hould focup o reing 4, ., ot st e definion
of the problem’s main clements. Quite often, the patient will be focusing on
obions o e probe vihos sy defnin he problem, Ofcoue
‘2 main solution often put forward by the patient is suicidal behavior. Th
hrapiseshould be vy let fo & padenes eadency 1 sae & ikl bo
o 1 4 prblens s o 3. wluion.

Thus the parcnt may sy, The problem isthat {want t0 kil myscl”
The henpie el ety and bty o bets o b
bavior s hot  poblem bt i rthe  soaion 104 roblm. The sherapi
ey "OK. Thats 3 soluion 1. roblem. Lecs el em:ywhm
tht e hough of lingyourel emred you min. Whe did
bk of 12 Wha e o One tat oreen s i, he s upm
can then explore what sbou that ven s 50 roblematc tht it liced
e 0 commit suicide, For some indi duals, oughe of suide are pply

iearned responses to any problematic event, or painful emotions o i

ig
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aversive. eople who are invalidated will usuallycicher leave the invalidaing
el kil s sk s e pcy
sons o hie evironmen, o £ o pre theseeswlid and therey o
edue the covironment's ialdasio, The borderine il s when
the il ot e he rvironmens snd et et
cither che behavior to meet the environment
demands
Iimigs eaps s that suchan vt woud produce n sk
vih depennt el ditoner c that such an
et wou b linky ik e ool lly vulnerable child
ool it 18 e ahiving ion coming
i et top G
from the childs emotional responses: “You may be telling me that what you
il was an c of e, bt . urfecling, e, and rge el me ht
oo Yo e el o e e 4o s 020 d
pes et S Lo oo is”

" T cmaionaly vincrale, i o] BB 1 3 Vo
toshaf the cverveghtindiv duilino e ncludingdaly
el mdn <k o T i o i iy et oty
T o o i ing s e o o i
st e wil powes. A body meight ovesthe sl weal s thought 0
b the markof s htonous, Lz, o undiscilned . A bowanddes

e bunge whie diein, beculean ffors o ge and sy i, and 3
Doy thar epin weigh ot e, f o o oy sbeme,
ey o o Sl e ek T e
tween diting and extreme discipline on the one hand, and giving in, relax-
g, and refusing to diet on the other. The yo-yo syndrome among dicters
i o the cmoional aclacion amng bordrin ndividal Neider
urce of informator comfortably ign

Bur wih

Varities a( Sexism: Prototypic Invalidating Experiences
lence of BPD among women requires that we examine the possible

bl i s eioogy. Cemaialy, s i an n imporant soue of i

i o ll women i our ot 4 ey ol yomen do s

become borderline. Nor do all women with vulnerable temperamen

bordering, cven though al women ae xposed o sxism in one o
e | suspect thatthe inlacnce of sexism i the iologyof BD depends

i e un inerable child, as wel a on the circumstances

of sexism in o m child.

Sexual Abuse. The most extreme form of sexism is, of course, sexual
abuse. The risk for sexual abuse is approximately two to three times greater
for females than for males Faleli, wm The prvalnceofcidhood
sexual abuse in the hstories of wom ceria for BPD is such that
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dids'c understand why she coulds'c let problems “roll off her back” as he,
his brother, and his father did. A substantial number of patients in my rescarch

o e acsiely dissaded o going o prchoshenpy by el par.
2 One 1-yarcd pint who bad bon bosp ma several times, had
Shiey of snezoss gt e et b

e va by e e o cer e o ey B b P
b ey thny et s ok e ey e
she could just straighten up on hr ownifsh really wa
i e o o ot et bt i Pt o
told while growing up that i she cried when she ot hur playing, her mother
o give e e sty sh vers coined, b o wold
it
Consequences of Invldatig Environments
“The consequences of invalidating environments are as follows. Frs, by fail-
ing t0 valdate emotional expression, an invaldating environmen does not
teach the child to labelprivate expericncs, ncluding emotions,in 2 manner
normative in her larger social community fo the same or similar experiences
Nori thechid aught o st cmosina sl Bense he prolems
ofth emorionaly alncabl il are ot resogrine e ot got e
tempe  soe he problens. The hid 10 o control e emotions,
ather than being taught exacdy how 1 do that. It s a bit ke eling a child
ke st sl i o il by ek o The
nenimplicaion o h rigial problms precludes the
f mnon, suppor, and digen rining mh m nividal s
child docs equately label or con

Second, by oversimplifing the ease of solving lfe’s problems, the en-
vironment docs ot teach the child o oleate disres o o form ealisic goals
and expectations.

i it on bt i, oo aoioal dglers
nder e probes e oen sy prole s bl in
s e lagisblonsik
et eragonl eacons. By el punishing commicaion o

iion on the ane hand, and extreme cmoriona sates on the other.
Finaly, suchan evironment s 0 tsch he chldwhen 0 st b
wn emorional and cogiie respon ions of ld mrpreaions
e s aat o it sy
fekvifrogr b e st e g
socal cnionment o ces s how 1 think, e, and . A pesrts abilty
deci

o trust hersel, at least minimally, is rucial; she at least has to trusther
Sion not o trust herself. Thus, invalidation is ordinarily experienced
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it, then how can she ever trust her perceptions, belefs, and remembering?
‘Thatis, what guidelines can ihewm!g]l her when to trust herslf and when
s 17 Hlpingthepatin t0dewlopthes uidelies s n iprtnt pac
ognicive modification in DBT.

copithe modifiaon procshuss: copi

e ¢ om0 i g of o

s g and concingeey caicton, Co iuuring aims.
anging th general o habitualcontent mallhrpmau's inking,
e pa e cy clarification is @ special

is on modifying.

s the patent’s
Cheof the e gl ognite eactrig, Th focu
dysfunctional ruls o “if-then’
The s of coingeney dunbcaion > coptit vesvcruing s S
lar 1 he elaonshp of behaviorl analyss 1 nsighs e Chapes 9 n
 c clasicasionand bebaviorl sy the os s

consingeny cl

e bere crece situations,

el i 300 sl s
gies,the focus s on patterns of ever .s,n. i, o pesomsi s

and habieual,

oo, et e St the cmphass ' O dhe emerl
Conciogeary daiBemionis dacosed e a8 specal pm«dmmm
0 focus the therapists atention on ts importance. In my experience, bor-
am...:. ndiduls ofen e difhy |um...5. ppropciane behaviorl rules.
bal proposition, either explici or implicit, n{m i
n e kb
e Bordein pateats, eweo-ﬂv

o .m:u;, events. M
Ronships besween beavors and outcome. Bordrig
o A e appear remarkably naive for their

18 For campe, ahough ey repot feling bpelsncss, varchin them
mscion g hic e eyt ipprpriay, opein o
o ey el h oucomes e
e g g I ey bigh s of
e, nconras ey may o s o creryly communiation of
ingnies, espcialy when these ions ar subtle or in
s only chere threars work o modity thee bhavio It 1 u one has
o threaten them t0 g ther atention or to s g i (1
pus this moe posiinely ey someines do ey gt L]
om.) Difctis i uming contingencicsmay el o many o
e lhenpraklyr e leaming and.atendion, anensona
e 50 e 6 s e AR, selecting, abstracting, and
remenlenng et formaion. Contingsney crifcaion issimd
resing these probl

38
5

Orienting to Cogritive Modification Procedures
From a DBT perspective, dysfunctional cognitive content and style are both

causes of emotional and behavioral dysfuncrions and resuls of them. It 5
th et o the st iinushes DT fom iy ther <5
nitive-behavioral treaments, and cor portant part of
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TABLE 152, Strategies Chocklist
FOR PRIMARY THERAPIST, WHEN SUICIDE CRISIS/PARASUICIDAL
BEHAOR S OCCUANEDY
—Thasnophooe conc with P o 24 b s cidens (ccept
o mrency), behvior dicused 3t the net individua erspy
B )

ASESES e fopanc il sevriy of suicidal behavior.
e T T
T s ALTERNATIVE SOLUTIONS VERSUS TOLERANCE.
T focuses atention on NEGATIVE EFFECTS of suicidal behavior
— TAERRORCES i o
T e P OMMT o trmicl il
IDATES P pain.
T COnNBERS an i s ol .
FOR PRIMARY THERAPIST, WHEN THREATS OF IMMIN
SUICIDE OR PARASUICIDE ARE OCCUR}
T ASSESSES the isk of suicide or parasuicide
—T "’E Yo fciors relaed o siide behavior o predice

2

et longeterm.
s o fcors et immien el bhior 10 i
T s o e, ad e e planniog s
T knows the lkely lehality of various suicide/parasuicide mechods.
T consuls with emergency services or medical consulant about medi+
Gl sk of planned andor vailsble methodis).
LGRS o it o ekl s
— T EMPHATICALLY INSTRUCTS P oot o
T s posion ths s s NOT A GOOD SOLUTION.
T generates HOPEFUL statements and solutions,

not suicide or eng

— Thetps CONTACE and ke to TREATMENT PLAN whe

e sk
S i en s ik s
i docs no ackvly e 0 prevt parsiide ul
mtdu:.l risk is. mn P
1 i oty

with new P
T asesses whether suicidal behavior is respondent
~ T aremps o stop the cliciing events.

T eches P howto prevcnc

them in the furure.
— T whatbe sl b s opra: behavir
D cne for respon bt s e rmens of e
T v i b s
proides  somewhat erse comingency—a thecapeuic
T o FonSe that s ot 3 inorin rsponse.

arches for an optimal response that is naural, reduces cliciing
s (ehavior 1 esponde), and iy reiores mmm





index-77_1.jpg
THEORY AND CONCEFTS
il vih anges pecialy when b ice sister was teasing her. [ was
date this da

10 teach the mother to valdate this daughter’s emotional reactions.
Rferth 5 year-oid pushed a complex purle ofth 14.ycar old's ontothe
o, he lder i sramed o o i od s of e oo

o i e b

leaving the siste in tears. i mothe b
e the lde daughee's mosons by s, “Mary, | can unders
o 8 ane Bt i the e, you have g 0 conrl your nplonau"‘

mother to see how she had invalidated the daughter's
s . e e ot o he o o ondly oot
nd it m e pesons, imaldating environmens vasly oversimpliy these
Dt oo, Wi ot pe i dong—conoliog
no,.s.mmaum e bondeio vl can oen suceed
at only sporadically.

e—

o
i

FH

ironmer

tion Dysregulation and Invalidating E:

Transactional Vicious Cycle

A transactional analysis suggests that a system that may originally have con-

il of  ighty vincrable chld withi  slighiy imadacing il can

over time, evolve into one in which the individual and the family environ-

iz s ighly e bl s vthang o each o, Ches
) des the te

and Thomas (1986) cnbtu\umbd of ways in which the temperame
i, the et varm the disracible hid,snd it pecoas
chldcan crrvheln, ). m .nm rvise rtring par.
on (1976 P Lot Locoe, 599 bee o ex
ity o e i o kTt B o e
s on the part of all parties in the system. Over

Iy coi bebavor paer
hildres aod argt s e e s corn o b
Revics it e e I ey e o bepiors R csmocs
Srehiaiog £ad cocee sysacs i  abe, ot v, dppFice *
ehaviors within the ntir system. One i reminded of a Biblical quotation:
foe ayone who bl e gven mon o oo whobas ot e
what he thinks he has will be taken away” (Luke 8:18; The Jerusalem Bible,
B

Parent
ediog s Bl s e willing ot ke o

patient, more undersi
wishes for the child on. 7 ol wbea tere withs ool .nm.ld‘
Capabilices. Unfortmatcy, what fen happens s hat the chid's e

o mlidaion acually reaoree he Famis svalidaciog behevie Toing

& child thx s folings o srup or wwarramed docs 5t s quic e
i dovn, My el g os i cmosiona b
timeswihiraw and appeat o fcl bt when thes emorons are mad Hghe
byt iy s
“The “conurlling environment described by Chess and Thomas (1986)
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e place that cognitive modificaton holds. As [ have noted repeatedl, he
firstask in DBT is to find and reinforce the borderlne individuals valid and
funcrional beles, expectations, rule, and interpretations. That i, the i
isto valdare aspects of the individual' characer
cogniciy

racterstic cognitive content and

v v, Hoverr, once i i doe, e chrepi s olen I wich
a patient who, while arriving a vald conclusion in some cass is lsosimul-
ancously selectin, rememberng, and processing informaion dysuncon-

cion:
i sty oo e Th cessts mew protieres nted ofproviding
solutions to current problems.

b b £ gt e gl o o
sssumprions, belit, expectancis, ks, automate thoughts, sl alk, and
Shermas That b, contem rfr 1o b e vkl ks nd what
thdidal emembrs Thiking? 2 ued b, e o vl o propos
onal opricieprocening and ca occars  bot the consciousand nn-

onscio
e

el e Willams,in s, for v ofhis poin).“C
|=fus hanciaic mode o normasion
as wy\mvr ity and sy, divgene ...d

wergent thinking
wration, abs acensonal
s are nox oo clar-ut 21 kg hem seen, bt
ax helpful for discussing th focus of cognitive procedures. Cogniive modif
2 s DRT b e o il i ol
oy copie sl owerer,

i s ol s orma, T ..x, T e o ot
s coumined o coosising evmarly f e e timed
at cognitive change. In contrast to cognitive therapies of personalcy disord-
st principalgal of tacment ot o denily o angs perie
‘s htar bl o undrpin borerine o, Nonehels
i peocesce ar ot gnoeed i DBT. A porian: sesmens i

Sarin e rle o o oot el s ol eyl e s
and maintenance o targeted behavior, incl ,.“...m.m o
maificaton proceres e mervenen troughout
vy mposm gt e wit o pais i
i procedes should s b blnded vith

s dcnoman i nking
deficits. The distincrions

ore validation than modifi-
lne indiyduals havespeoe s catie v ves isening o
o of distorting .na....;pmm. . All o ofen, such crt

o i
i o b 3wy v Qs th poeae Jgimrecim, Soing
il inyou head” i 2 simpleminded approch to copricve rislat
one st pics bve encounered: s, when 3 thrpis provides
mba ck hat a paent o indecd ‘amining e wilyof b
jons, conclusions about = embcmu o ey

o lmarprr iy lns opialy J“-o(-nnnt s meanit, o2
herproblemsar “al i herbead” A particule e roblm ha s oy
with the idea that she ond” n ot concision o bl wibowt
heeorebeing “wrong" i relisiye il o lxh:vrd o i The
problem is an understandable one. Ifshe i dis out knows
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tent by qestioning o may b obtaneviaphone calls o the herais rom
professionals or from concerned individuals in th patient's emironmert.
he Therapeutic Task
“The task of the therapist in responding to sucidal behavior is twofold: (1)
responding acively enovigh t0 block the patient from actually killing o seri-
ously harming herelf, and (2) responing in a fashion that reduces the prob-
ity of sicquent icidl beavir The requiements of hese two ks
lectical tension aises between the demands of keeping
o e teaching the patint behavioral patterns
thtwillmake sain lve vorhi,Compiaing l of i are he s
almost al therapists have of being held responsible for # patent’ de
e s i e o 4 it mde. The g dscbd bekow
oo t e b the heapetic ne o e paieot s the i
ber il
How a therapist esponds o any

:aion, and e herpeic o Thereae oy e
tulesin DBT concerning suicidal bebavior(which, ol
nicated to the patient during tre entation). Firs, mmud:]
sl e ehaioe ot ey il s dep ey
e oo par o mga!ﬂmpznmmd:hmummull her e
for 24 hours

apist the act, exceptin a mm emeryncy whee

she needs he the pmm e e Even then, 0 emer-

v scrvice and oo e herapis. Thrd, poseatay e ok gt
e echal drg. (This s potot s discute fucher eat

Suicidal behavior srategis should be e in a least four sit-

The patient o s b o e s

or primary during an indivdul therpy ssin (4 ¢
2y medicl sk (2) the paren hreatn
e ol ity gl 3 e
in contact with her primary therapis, or co

e

imminent suicide or parasui-
sient znl sges in parasuicide while
s i o e ey
pors o theatens suicidal be-
the patient is in crisis and also suici-
should be integrated with the steps

vt ottt e 4 i

havior (0 a collateral therapist. When

dalthe s s ju decibed
ion and summarized in Table 15.2.

PREVIOUS SUICIDAL BEHAVIORS:

PROTOCOL FOR THE PRIMARY THERAPIST

A patient may spontancously volunteer information on previous sicidal be-

havior during any therapy interaction, including phone conversations, sill

trining o process group therapy essions, o individual therapy sesions. DBT
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expressing surprise that the borderline individual car' just “con-

| e ham;" One such family member sugested that his daughers very
s problems would be cured if she just prayed more.

Tpical Familes. When | ariginly oberedthe inlidsing envion:
‘mental styl,  called it the “American way syndrome since it s so prevalent
A s Hom . i Lpira el Gcrmmy,m)‘crr—

cllcague informed me hat | ould havecaled f the “Ge y syn-

irome? It most kel  produc of st auure i genral. A murer
of cmoton thorsts hve commented n he tendency in Wesen soieies
1o mphasic copite cotrol of cmosions o focus on schicement and
lsa’um: of s, The nividared sl in aulreis de-
e by ot et
e bk e by A e
thaexternl .Sl conl nthis o, s e pops il
ity to ontrol their own behavior by utlizng inernal cues and
fin o iy el o dioe the el dontoaters,

=i bl o i ml atleast

md hnlxh e wmooch soieal untoning ot 087

(Nihough ths concepion of the vl ip«vﬂds stern culture, it

i it e rally nor even within Western culture itsclf.)

A key point must be kept in mind about the invalidating family. Wichin

lmi, an it ing copive e o desimesa o cverone o n il
- The emaion conolsusgies v by aich  ulymay e

s 5
fula imes (o the person who s emperamentally suited o them and w
e e ool ool For ccple i by Vil
and associats (Efran, Chorney, Ascher, & Lukens, 1981; Lamping, Molinaro,
& Stevenson, 1985; Mile, 1979; Miller & Managan, 1983; Phipps & Zinn,
1986)indicatesthat individuals who tend to psychologically “blunt” threar.
eeran cue when faced with the propect of uncnsolable e cvens
1es ssined physilogealsbjectvs,and behai
il o i e o
‘Cunningham (1988) have reviewed resarch indicting tht beie in onc’s own
bl onl o g cumnes i of g e
belicfin the invaldating family), is rlated e
ina varity of areas. Thus, cogni mmml 1 nlm\mbnqmne efec.
e el et bdosd i o e o across.
St e bt s o1 G oo, i o
up skyscrapers in big ciies!
The oy problem b sk sy wodshe vk
Thatis, eling ‘who are capable of affct self-regulaion to control
b Ly

ions i  difceneproposion for el his 0 an vl
who doss not hav his capalbily,Fo cxample,one mother [ s working
ith who had 2 14 year-old da ...hmwn.m.lr cult” temperament an

S-year-old daughter with an “casy’ . The older daughes e





index-380_1.jpg
:

e

H

0

ing given o patients. Thatis, the patients are told that many oftheir misap-

praisals and information-processing crrors are normal tesuls both of mnod

and of extreme emotional arousal. Failure to learn and remember approy

ks may el o e ineftoc ofmood with i and jiag
sl

bering. Distorons (or mmaly) e viewd s sl of
i bl o 4. ! s Onn ot ool 42
e s A St B e b e A

amelioaie problens. Falue fo lear and remermben, ahough sndersande.
NG e il it

ce of supe d conulin wihtherapss he dea
0 ke L iy eyl s
s el e e e ey R therapists
10 put into pracice. Because a patent so ofien uss information diffeently
than b e dos, b parsofdations tht e thecps gore

comes  conchios difrent rom hose f e hempa, i s vy

b ik e e dichotomnous tinking el r heel el
e i o o S o Sl e bt e
bt ptn: Even whe s denpio i willng v uples te poslliy
hath o s i “wrong”there may be il o gan. The s that bt pr-
ies may be “right” is what is needed. It can be very helpful i both the ther-
i and he puien o suaioed with el on mood, behaior
and cogitive processing. The material in Chapter 2 regarding the influence
of mood a0 rnoionon cogion st coneo (et th “Ewzonn:
al Vulnerability” section) s generally shared with the patient in smal doses
over the course of therapy as needed. It is crucial that the therapist under-
{and i il nd et o angoags e puent can compr-
hend and accept.

CONTINGENCY CLARIFICATION PROCED!

i bl iy e ) e
ber . As nocd b, b perons
o o R i 15 iy ol o=
ke b way ke o lad 5o posive owcomes, Acoterines
atend but il to extract o remember important ule. Ther
ofoingeny darfcatoniowion Fe, the el iehighe nana
nlesoperating in the patien’s lf; tha s, che herapis helps th patint -
tend 1 and exeac, ufolding i then” elaionhip. I thi e conin
e lifcaion s s of b, g, ad o
her

nnw-cv

communication strategies. Second, the el e pasient e that
il b peestin t ey sossons o pairs vl d bighighs -
e cxpeaions. Coningncy bcrion n i sene i sed mainy

a0 ot ngencics apeeaingin herap. The procedures are dis
e i and s n T 115,
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Table 152 (cont)
—Tyewn improved beh
—1 i bl esponse opions consdered.
16T considers involuntary itervention, T 1 honess about reasons for
doing s0.
T ANTICIPATES a recurrence.
T COMMUNICATES P’ suicide risk to others in her network.
FOR PRIMARY THERAPISTS, WHEN PARASUICIDAL ACT IS TAKING
PLACE DURING CONTACT OR HAS JUST TAKEN PLACE:
—TASSESES FOTENTIAL MEDICAL RISK of bk connlipgwih o
services or other medial resources o determine isk when

" s P ability trestment on her own,

o i et st e

1f 2 medical emergency exiss, T ALERTS individuals near %, and CALLS
EMERGENCY SERVICES,

T call P back and rems
— i ponemerency medial stment s resivd,and  is wiling, Es
¥l b medil e
— it P to call and check in from sit of medical reamens,
Iimiingcull 10 summario testmen 4o s s
ling o gec i, T

ey medcal st s sied, and i il
ROBLE} STRATEGIES.
dosor u« 3 Ic v
e e o o i i o] proesoral.
ell ancilry professional to ollow their normal proceduses.
T intervenes, if necessary, o prevent involuntary hospitalization
st medicl enionis o eded, TKEEPS TO THE 24 HOUR
FOR COLLATERAL THERAPISTS:
T kecps P SAFE.
Skills tainee T helps P apply behavior skils untlindividual T
contacred.
—_ Pharmacotherapy T consults P about medicaton adjuscmens that
g bl ol ndvidl T cinbe conaced
ss criss o problcn g, ando il

— el e
aining el P4 new. appoisment with g
T REFERS P 1o ndidt o ey

rapy session ask

diary cards collected a the beginning of cach indiv

e e ek e ani s
and also ask whether or not the patent acwally engaged in a parssuicidai
s he previous indviduleapy esion. Wihou [l s nforna,
oo e b e et he eiin of i
therapy o
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FIGURE 2:2. The elacionship beeween cnoion dysrgalation nd bordeine behavior

parcrns, according 1 the biosocial heory.

Emotion Dysregulation and mpuisive Behaviors

Suicidal and other impulsive, dysfunctional behaviors arc usually maladap-

tive solution behaviors o the problem of overwhelming, uncontrollable, in-

tensely painful negatve affect. Suicide,of course, i the ultmare way 1o change

one's affective stae (we presume). Other, les lecha (¢.g., parasuicidal) be-

iy owerr, canlbe g e O for cample, saly
Non peiots o hapy et n ey Bas ot nfeoceon

e copionl sl Corig and ing o b

o gt slce selaiog poperies. The exas mechani s

wnclear,but it is common for borderline individuals o repor substantial elief

from anxicty and a variety of other intense negative afective states following.
cutting themselves (Leinbenluft, Gardner, & vadry )
Seicidal beha

inclding icide s and parsiide sl
elfecive in eliciting hlping beh ettt ey
e e o o e et o
ek e oy v sl cn g e oy s o
ey 0 amelirate her emotiona pain. For ex. dlbchvm isamost
sl wy o s soporbor e e to a0 inpiet
Perienicace, Mary totongsts ol heepiiens m.. they can o shouk
hone e i by e g il The sl 3 pach
unit in y area used o el e of ous patients tha she eo

patient
s sight
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clinical inferences in general (see Mischel, 1968, for a review) make such a
practice unwarranted in most cases
Thers are  umber of cher s o peortive trminclogy o borh the

DIB-R and the DSM-IV. For exampl pmpekd criterion of unstable slf-
imag o the DSV ichded e follow s muyd\.;.,..
ves the shif fom ey supplcan for help 5}.

e i e Ly o g nghlcmn a

im?” Use of such a term suggeststhat such a stanceis somehow ysﬁmmun

alor z(holu . Hovers, e ot cvids e 0 76% o omen
crtera for BPD are indeed victms of sexu: cucing idond,

ogether with the it oty hyncl s sufced by

ool (s Chapee 2 o reiows of thee daca),soggss shat sich s

stance is isomorphic with realit.
O let us examine the term “needy?” I¢ does not seem uneasonable for
person in intense pain (0 present as a “needy supplicant” Indeed, such a
sane may be senil i the prsn o et what i needed 0 ameliore
the carenpainflcodiin, This s spcally the case

i B gl o b e appliare o vl oo o b
resources o “buy’ hnv(:dedhzlp bosh o which s o of o
line individuls. We in the mental health community have few resources o
el them. Whalnkc hep we can g e s Hed by ohec obigaions
‘and demands on our time and lives as individual caregivers. Often, what bor-

detin s vat e mst—ou e, aenion,and care—ate avalable
caly i i, atoned hoursof e week.Nor dobdeine ndoiduals e
febiadoiboy il diieariarh

rerpersonal
ualuhlpi where they gt g more of whatthey need. T sy ot okt
more than others can reasonably giv is being 00 “needy” seems to cut t00
o, Wb o e it oy st il

s we do no uuallycll e “nedy upplcans My gucs i dhat
withheld pain e hems they would vacill i actly the
b et Lo
“The case can be made that in the minds of professional caregivers, these
iems e o peosies indecd, hat migh b e Howee, it sems o
e that such peforaie e o, ot e ncrase ompasion,
andersanding, 233 g e o bodedine nstead, for many
i o e e s s o 8 s e oo
s ol b ipelyriry e el alrady rsing emvional

s, s o e fon. - One o the main goals of my thoreical
s B vt oty o D o T scientifically
ot scopefraie I taog, The es b 1s e
such a theory should lead to effective treatment techniques as wel as t© a
‘compassionate attitude. Such an attitude is needed, cspecially with this
population: Ou tools o help them are limited; their ey U4 e and
ocaland th scss o e o ou aemps t help
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Disecical 1nd Bosocl Underpinnings f .
‘Why Dialectics?
“The application of diaectics to my treatment approach began in the early
580 it v of ety oo s s fons by my clinical

recarch team. The eam observed e in weckly thecapy sesions while 1 s
tempted t0 apply to parasuicidal patients the cognitive-behavioral thera

Thad leamed ath Sz Universiy of New York acStony Book under Ceratd

Davlmn nd Marin oldie. A cchsssion, s wonlddiscus bsh

heios and hat ofthepain. At that i, he st wer,
hlpiul b g iog an e not hamper thera
o ot o Sty ot

chinge vnd & poss woekig elatonship. T was the
ina consistent manner in future sessions. Subscquent discussions were aimed
st bping what vas il discaring what was o, and delaping be-
wionly an
umbn

descriptions of what exact) ylu:he:h:npmwud‘

£ of things happened during the course of treatment d

vesifed ha Lcoud .,,px hxvmnl wigey
RPN s s ke o ofthe
ok Hiowens 4y 6 Obersed wade | mas i, e T w;um
with cog-

applying a number of other procedures ot traditionally associated
nitive or mmur therpy Thes chnicues wee cings ich s materof
m s of the impllcaions o v, sl to Wikt (1975,
P 1213, encouraging th sceepance e han change of focings wd

Duaion,ta te sl of Zon i (;5 Ware, 1561 and ool
bind statements such as those of the Bateson project directed at palholwu.\
b;mm\vm‘mk 1978). These techniques are more closely aligned with
vl herep approachsthan i sandand copiie s bhvonl
p s aidtons t e ceof e m:mod!ﬂm dauyld dungio

e becween, on

pliuingrlibind o et v, b
e e s o e w1
portant 2s context and technique.
o Mbough  collcague and ey dewope the ot b
paradosicaltratmen Srsegies (Shearn & an, 1989)
e vt ouosly gl  he e lwaxvtu ity
the approach with paradoxical proceds Twas
Rttt vy bt ot el i
e il e oy s ol e done in the
dd el o e eyl 6 vas ol s
therapy. The emphasis at
ot

Gt e o]
apy on racionality as the critrion of healthy tho
with my ateenion to icuitive and nonrationa thou
Seous.  was s becoming convinced thatthe problems o s
ot reult primarily from cognitive distorions of themseles

Vimmen e though dtris e oy o pors

aining problems once they began. i

%

ooght s squaly adanes.
s did

dlhmm
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is a variation or extreme example of the nvalidating environment described
here. The controllng environment constantly shapes the child's behavior 1o
it the family’s preferences and convenience rather than the child’s short- and
Iongterm needs. In that sicuation, of course, the validicy of the chid's be-
havior a i existsis not recognized. As the child matures, power struggles
e inevitableywih the svionment sometmes appeaina1d ging i and
at other times rigidly holding the line. Depending on the child' nital em-
perament,the eventual resul of appeasement is a child tyrant, a child with
negative passivity,or both. The manner of this development i described over
and s again n manuas on parening.
e the amily is Ewofold. Firs,the caregivers make
e s Ton i e e o e S e
dis capable ot coining Exciages oo s ot odh
i nsucsing cocing cherieniog, nd einorsmen llow Such s -
ter creates an aversive environment for the child, in which needed help is
ot forthcomicg and nvwids i pasibimeo occar. A8 el the G
gt smoroal behrionsinces, nclig e cpreshe bebeir hut
sociated with he cmocions, These bevors funcion s teminte
punishment,ustlly by o such v consequcnces o the cargivers
that they stop attempts at control.
. Andee caregvers ke e scon e They e e fncion-
cxeme exprsiv ehaios, nd xingus the fciona e

ok
e enosiona dplayscan umviriogy s the paersofbebvion
associated with BPD in the adult ppeasement from ochers does
o aceurs peedicabl, the unavokday o wersis Gondiions i
the learned helplessness paradigr: i, e e s b g
<o ineas.  pssive o helples behavions are n s punished, he peson
i faced with an umwinnable dilemma and will probably vacilate betwee
e mtonaly eecni behice e eguly exteoe atse sod Mg
s beaviors. Such e ofaffsis can, widhout o0 mch iy sccoune
for the emergen iy borderline characteristics as the child matures

rate expressive behaviors. Such a pattern of appeasement following
When
bk

Emotion Dysregulation and Borderline Behaviors
Very liele in human behavior is not affected by emotional arousal and mood
states. Such diverse phenomena as concepts of the self,self-attributions, per-
cepionof ontl, kaming of sksand performance paes o slevar,
and delay of grasifcation are afected by emoional s e lard, Kagany
& Zajonc, 1984, and Garber & Dodge, 1991, for e T e

i that most borderline behaviors are either attempts on the part of the in-
ividual o regulte intcnse affct o outcomes of motion dysegulation. Emo-
tion dysregulation is both the problem the individual is trying to solve and
the source of additional problems. The relationship between borderline be-
havior patterns and emotion dysregulation is depicted in Figure 2.2
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35 BASIC TREATHENT STRAT
responses. Replacing them with thinking or talking abou unrelaed topics
{dmescan),however,may b just s efecve. Oneofthe mindfulnssprac
tice exercises, having o do with empathizing with one’s enemies, also has
ihe fctof hanging one'natural nger resprse The cidenc i resona-
bly strong tha catharsis increases rather than decreases anger
vl e 7 bosdetns paiens 4 ke evvespereas s
n of anger, but e underexpression of i that i, thy arc anger-
Fhobi.Inthee cascy he gl 0 isinbibic the experience and expresion
of anger Puradocally, erin o iniic anger one i s aoused may be
e imporant o eaing 0 it e il exprieceand e
of ange. Many pacns e e ht i they do gt any they il lak
o odpontly e vkl Thy s it ey o
or,ovee i hey wilbe icd. Many ba et
e i T W e i e
e e e e o
trol. The reduction of anger phobia will requir a balance between accepting
anger arousal and expression (so that shame and rejection anxietes about
st e ot reinored fuher)ad belpin he ptent inhiic erapre
fear of los

5
g

n (so that fear of losing control is not reinforced further).
3. BLOCKING IVE TENDENCIE

Assoc LEM EMOTIONS

s 1h

e hav otd i, hangingemotonaly expressive behaiorcan bean
enmmm..mm..w e e experiencing. Thus, i i helpful
apisnt oy hsbes 1o s phvsaly cepess o cmoron i
fom that elicited by the exposure cues—for example, to focus on relaxing
e i L e etle & procedure.
ey maybe o that f they el e aces hey il ey mos m.a«
line patients are very afraid and/or ashamed of crying. The thers
have 10 take a gradual oo
Working on postural
soningofthe e, houk

can also be effective, Posi-
oy and g B gt o
emocion. Ofethe therapise will sed 10 g the p ety

i ing o exactly what changes she neds 0 make, The parent iy

advised t0 practice i front of a mirror. Problem: 1wuhb ody image, especial-

Iy Gicomir with by s, hev e pece oty bﬂlﬂﬂll
patients | have worked with; thus the therapist mus !rp here
e and senstiviy. As notd i, s also imprtan o poine b e
ifference becween masking and acually rlaxing and éhanging facal an
postural expresions. A lot of oricsing i usualy sesssar b

It is important to know when to instruct a patient to change her emo-
tionally expressive behavior and when not to. The rule i reasonably simple.
1fan emotion secondary t a pimary cmotion has been targeted o nduc-
tion (eg.,fear of fear, or shame about anger), the therapist wants
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1es st

patient to pracice] a crisis can be viewed as one in which distress olerance
is necded. finerpersonal efecivencssi the focus,the problem can be framed
et 0 mrpesona ions. Genealy, s become“poblms” b
cause they are associ ol sposes

be for the patient to m e el

fective response might be cast in term:
apply any of the behavioralskils to

Porcan and vecy diffclk, Thcapis e thamscves know the behavionl
sk:.\lxlmldt:ndnm ol il G i o il g
ample may behelgal b  comes

s uring

ppos 02 session
iy ol eyt L g
i ek o L s i o o o
any of th following paths, Frst, the therapist can commen that the patient
seems to be experiencing high distress, and can encourage her to focus on
oich sl she could e a his vy moment o ol the pin she s
g ndes anough o
Seond

plunge into a discussion of the

e !h:u phopsie o hzlpmg the patient
b smdestar ‘moment i interacting with the therapist. What in-
rperenals h\lswu]ds h e ight ot mect e obiecives? What dos
sensd that she willfeel good about herself when thisinter-
action i feel

s okl de el therapist to feel o o v
sl s s and what coud e o oy o do 1 b elecie bt
Thinthe therapit can fous the discusionon e

wifin he cutns -
on and gecrating dess ot how o el et righ o Finly,dependin
‘on which mindfulness skill i being ﬂl{nrwh)duhtp-mmn:vdsmpm—
5, he theraps can sugaese ths she o o obsering o descibing e

current scate or that she ty 1 espond to herself i this moment in & non-
idsenctalGbon s focus e arenion o s this ot and
the tak at hand; o tha she consider right now what she needs to do o
cus on what “works”
b s v of Vs e of o
Suiidland bordeline pses often focus o shrt e gain and ignoe
long-term consequences of thei behavioral choices. A therapist should urge
peinmeipdle e K o patient
should be helped toexamine the pros and cons of vrious acion aterntives
in s ot civncs  achierin objcs
el el atheping the patien e

s, ot maianing i
spect and feel becter about

‘Confronting the Patient' Ideas or Behavior Directly

In the midst of acrsis and high emotional arousal, it s unusual for a patient

0 be able o examine the pros and cons of various action plans calmly. When
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by other family members, and if the child reports the abuse she risks being
disbelieved or blamed (Tsai & Wagner, 1978). s diffcul o imagine a more
inlidaing xprence for he ypica <hid. iy, physia b s ofcn
e o thechild s an ot v o s ol ool by e b
il Some cinans have sigsed thtthesczcy o sexul sbuse

e the fcor most et 10 e BPD. b He .,la mm

reported that of 18 psychiatric inpatients with historics of m:
ko abuse, 4% hd nves revealed the expeience to anyone. Feclings
e are comon g sl sbuse i (Edwal s 1989) el
may account for this ailur to disclose the abuse. We cannot exclude the in-
validating component of sexual abuse as contributory o the BPD.

R-mnmllmmmn oo Bt sl o an it
emodondly e rs consticute an import i optimal
lopme e (Wb & Hviond, 198} Tl o ot o

P

l dviopn
..w.m o pai i ot o i v s S e
‘of which is invalidation —are related t0 less optimal developmen. In-
ingy with e genr et e ot o BPDymothers
tend o show morecontiognt respondin s smils a1 dhughey
ks tod s s’ cpesions e ofn hen dasghren (O
& Haviland, 1982)
Dependence and Independence: Ivalidating (and Impossible) Cultural
s et st i i er ol o i
e e et et st Sy e, Py
and Richman (1985) have reviewed extensive data n the arcas of prima be-
haviorand evoluion, delopmental sdies, parohoed, and adlt scal
suppor and menal heakh. They concode tht vaions soialastion e
e, bgiring = i s el cnneced an
sty e e
v ol sappors b othes a ecsons wel-being ot
Iy, the relationship between social support distress and somatic complaints,
deprsion, and ity s sronges for feales tha o males. That i

ema th degee f sodl poor e o ol el o e
i ‘mong men, e highly correlated o cmional wll bing
among women. In particular, Flaherty mx R (199) found s e
inimacy component o socal support s st closely associted with wel-
being among wemen, In eviewing escarch on sseton and women, Klly

Eqai and] conloded ot womets behavioe i groapsor 1 s coninens
with an emphasis on maintaining. nhlmn!hlpl a.\mnsl 0 the exclusion of
achicving ask objectivs, such assolving rsuading others (Line-
han & Egan, 1979).

Given the prevalence of intecpersonal bonding and social su wpport s
portant (indeed, crucial), dimensions for well-adjusted women, one can ask
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s that cre ns,they
..\.1 is an ddm: ek e denpiby o
sty il et Bk B
ol s urig e st iy s thinking about
somethin else. Most patients avoid homework practice and are reluctant @
dorole playing in sessions. At imes,the avoidance comes o carly in the emo-
onal chain hat thepatien e e cpeincshe e cmotion. The
fundamental dency associated !hshamns iding, In therapy, hid-
ingis mm,lmmd.mm,“ s B e s
B e R
withdrawing emotionally and verbally,or not coming 1o sssions ot erminat
ing el poran o edencis st with gk e aremps
¢ eaior el punishmen.Excesive confsions andapolgis ﬁs. Jons
s oo g, ndte dng o mor for e et
vl s oo and oty cialsfjudgments and i =
e e rspanes b
e berpits ko ok the meidanc ot he hiding f hame,
and the repairing of guik. The aim is o expose the person 10 the :mcnan:l
siation without etingthe peron chnge the st by xcting b
ing, o repairing. ey o o i of counc i b caliingte o
o wp(nnm\ -t e mplhed b proger oiemaion
e prineplsofcxposure ometimes,the pair reoriented
many s i one esion Ar o s, cap )povn-z; ust bebln(ked
nilraly by vsbally pullingthe patieat’saiention bck tothe cu
s v The s fr the theups 0 b pesitnt d soohing, 1nd
10 avid becamig demomlied himilf o el
"The cate o sager dveres 4 el s Exaio o oo
cvokingsvuaions acvally s agans he seion enden 5 in
e 0 e, shame and gl That , anges atualy g
response,including approaching and attacking, fixing the situation or over-
coming i ad o . e appoi o s s v o hestution
frSome ime (and thinking sbous something ) o chngig the pic
znmgnln condiiond cmoson the therapit and pient e g
0 reduce, the responses 1o mthm oaims s a2 g, can b
considered hostil approach or First, of course, the ther-
it s ook vl i by i S Ybrions
e acompey el e In i, e therapist wants ©©
okor i the ndividalendeney o respond with vt or vt v
o sagrsion e, hole dlogus anddsrbes elin,sggresive e
s ey Vesbal ggesion, wheihet vt o cor, usaly
i o, o sded o veralo¢ mena eviews of the
actual frustrating events and their delterious consequences for attainment
st s ok S, e i akes the form of imag-
acksonthe b]m of che anger. The person can be ncouraged
ese hostile responses with nonjudgmental, decatastrophizing

€
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Specal Tresement Serseges

terpretations of the event may have intervened. As one can se, finding the
precipiating event i usually the most diret route to iguring out the problem
sivation. Such an analysis should be followed by immediatly reformulating
= b roble nd by ctin and eiforin arcmens o the ains when

OCUSING

oN VING

e o the e with g 0 atiein rr;dmury

of view. mmymmnnh:lpwepw wersive,

oo whle & the sare ik bin e ulu\ i it

e see
anpleasant affc i ecssry fo aousal rducton. I proble:
vmx i s o o e always essential to selec some
small area of the current crisis for attention. The patient will often commu-
nicate an intense desire to *make everything OK right now”; the therapist
.hm.la model raking 8 peblem dow oo small s and desing wih
o bl i i e i .mma re below
lowed, in ddicion echniques
e hapter 9.
Advice and Making Direct Suggesto
In nm‘ the therapist functions in multiple roles (consultant, teacher, cheer-
Ieadr, e, ARBGUgh & prefeseto adoptth consltant ol n 'Klpml
the patient choose from among several response alternatives she has gencrat-
ed, there are times when the patient simply does not know what to
Mok h ndle s ghensaion I thse it i sppopiae o e
give the patien make direct

patien ‘suggestions about
b sl Tt e sopacly poren i deg o o
ey i o b caey i s vry m..m for a therapisc
10 assume that ¢ cually coud e out what 0 o, bt simply
b e u.-y i uuymmal«lhtmm tuing
10 give the patent advice under the mistaken theory that the pati
a0t needi. Thus it s imporant to e et o ccly
i 10 et h patiensknowledg f her ovn capabiis. A ptients
pasiviy mst ot b unlatralepreed s ack of mocation s
kot o i, Moy S, ey 4 o o inade.

e knowledge and/or

_2

oﬂm-meunmmmwmmmn

Al problems can be solvd in more than one way; i depends on one's per-
e o st iyt perspesin ofbpaion] il when g
ating problem solutions s crucalin DBT. Thus, when distress toleance is
the current reatment module (or a et of skill the therapist wishes the
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it simply cannot be ignored as an important facor i the etology of the dis-
order. Of 12 hospitalized borderline patients asessed by Stone (1981, 9, or
75%, reported a history of ncest. Childhood sexual abuse was eported by
86% of oo inpties compaed 10 34% of s py e e
u,maimybyli Nelson, Miller, and Krol (1987). Ar
e utpaients, from 67% t076% eporchidhood sexual abue (Herman,
Perry, & van der Kolk, 1989; Wagner, Linchan, & Wasson, 1989), in con-
8 26% rte among nonborkerin paiens (Hemac ol 1969)
O sk Gootis, m 0 (1989) found that 71% of border-
line ot ot s e 3 of e
bl s
‘Although in epidemiological data girl are at no higher rsk for physical
S 1 e i S i

e ke s amie bl i 71 s i

ln o ( ) (e o ., 1969 Puchrmcrs ' pnkie
1 sl and seual abuse (Vers, Ludl il Mns\

Frraaafi T gl oo ey

M gher ik o sl e b, B o, 1987),boweren ound

wicoea arly s sbuse prediced the diagaonis of D, he combisaion
sl end ghen bose (8 mo. O . (1085) o s i
Ut of sl abuse inboderlin 1 deprsed paiens. T

iz

it ey
other types o
B9, M o scarch 1 mesdod v oy e wotombis.
" A vrysimila conecion has e found brweenchihood el sbse
and suicdal (including parasuicidal) behaviors. Vietms of such abuse have
Kiher o st i s i do EdvalHol
mann, & Harrison, 1989; Herm: 1981; Briere & Runtz,
1986; Brere, 1988);

% 555%0 o vicims 0 on o0 st ey

Farhermors, icsaly ge in more medically serious
Parasucdalbehavor (Wagne el 1999 Bryer et (1987 found that

oo s e s ) o il sk

Inindl wih e dewion ot pumicld e et o likely

b s cldod o v s e sl
Alth crly viwed 12 soalsusor,chid sbse my ply
e v ok 45 3 ot o pyil sl iy toemoion b

regulation. Abuse may not only be pathogeni

bl temperaments t may “create” emotional vulne

inh el nervous e, Sheres P sl ass0)
ggs hat pecperual crauma may physiologicaly e the imbic sy

T, svee hrone sres may y e prmanen s s on s
emosonal iy, and acor of mper
ol abas o s ot e peshaps o of the st
ccamples of exrrn ivaldain duing chidhood. I hetypia e s

ol et sbuse, the vicdm s o that the molestarion orercourse s “OK'
but that she must not tel anyone else. The abuse is seldom acknowleds
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TREATMENT STRATEGIES
Structured Exposure Procedures
Alhough many DT s enhance theraputic cpous o
prssr-opideifry oSyt i pilay s
Plmencation of cxposue rocsdures, s teamats vk, b o deth
of a close family member or physical catastrophe, may also need structured
ymin Teow iyt e ol e mered i of DET, in which
b e o DRE ik ik e sl
. Incis phse, s be devored to im-
o of ety ainly by Enu e e
Socmed with the sbus. To ke th paent orinted and akending, he
dheapisadinaily ashs bt dsrbe the raumacc evens el by e
ncucing v, Kineshesi, audiony, olfcoy and st cus s well
oy bty ot Loglpulinsgoled
ey b audioaped. Paines shoud ls he inruied to pracice xposre
ewevstesons, Evea whin comdoaed i welbsonolod s, e
‘ment procedure ceates such enormous and sometimes unpredictable stress
hat i 1 delped i he s phae arges o wellandersomo. I some
circumstances, hospitalizing a patint for the initial exposure sessions can be
quite seful. Formal exposure-based procedures have been developed by Fox
R KR 906 o st & G 51 it 86
and car ond-phase treaumen.

EaiE

H

COGNITIVE MODIFICATION PROCEDURES

‘The relationship among sing, emotions, and actions is com-
c and ol direcfonal ClicalJore i i n cidence that borderie
ol copicely dor cvens, ualy by engagin n st aven

v i,
v problemsthey may hve. Cognitv thoric of emotions 4nd e
ol dorders e Al 1960, 570 Bkl 1973 ek el 1990
Lazatus 966; Mandler 1975 chche & Singe, 1962 L, 1989 s
e ot 1 s copos Pl o iy s
P e o i et
e ot carly maldtve schemas nderpin peoralytsorders btk
ihe il prption ofa simulsand cognteclaborsions of tha e
e viewed 5 mportant. A g body of rescareh and heory sugpeon
i e e < o R e e
comingencie, e cquly imporan doeeioat of K Hmeal,
1989, for a eviw oftis ierature). Copitive therapies, based
ihcorsof oton,aimat chanpng e iy Pt
and cogniive style 2 a fistsep i emediacing emotional and behaviorsl
diffculties.
BT

ifersfrom cogaitive and many cognitive-behavioral therapics in
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STRATEGIES FOR SPECIFIC TASKS

s
INING COMMITMENT TO A PLAN Of

5. OBTAINING MITY
he therapist should make every effort to pers ent t0 agree o
4l of acin het spc e ca vt v the el wil
s o s e e coutec, An epic, i cou
e Sotaad o reiemens s oot st Bl loreth

ext contact—should be negotiated. Inocher words, the thrapist must com-
municate o che patient that she i expected to take the agreed-upon sieps
0 begin to resolve her current criss.

K
H

6. ASSESSING SUICIDE

POTENTIAL

At the end of every crisis interaction, the therapist should reassess the pa-

tient' suicide risk. The patient m:ybegmm i merction by sying e
il e, b, or cgage o some e

swing o

& it theapats b o, he pant ey sl i
o view it e o the mracion. The thasop shouhd ol
the crisis has been alleviated suffciently that the patient believes she can refrain
from killng herself between this interaction and the next contact. If che pa-
i i et okl e 1o e sl i

7. ANTICIPATING A RECURRENCE

OF THE CRISIS RESPONSE

Topther,the herapist andpatien will oien iumuhm:naﬂw plan that
hhzwd

gether,
Fropisd el the petiocs cumcat cling, of

A i e e e o be e helpfl he pznen( ekl comm
peicn of the overwhelming affect (after a short period
mch That Ging o s e gt shold rae rspomsbly for n‘l?

ing the pacient plan or structure her time between the current contact and
the next contact. The patient should be warned that de fa].\nls are
very likely t0 recur and that several strategies for copi ch feel
should be.

planned.
SUICIDAL BEHAVIOR GIES
reament of il individalseqies  structurd prooco for respond-
in o e b nchdig sicde s behaviorparasicd, hes
o i of puraside e o, a0 g o gage in parasui-

ide Thisprotocolmay b mplemenied wihin or following 2 st s
sion, on he elephone,in a hospital cting,or (lssfrequently) th thrapist’s
or paients ordinary emvironment. Informrion about sucidal behavior may

e spontancously communicated t th therapst, may be clicited from th pa
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ND CONCEPTS
be missed in these situations. The environment ourside the home does litle
in these cases to ameliorate the problem, since the same values are held across
the culture, It s difficul to imagine how such a child could not grow up be-
leving tht there st be something wron wit b

y cincal experience s i st of aflas s o be common
st it s Ve cuck in our clinic with the num-
e ofpadens who s et n areas viued highy n men but e n

herapy i enirly female, and a frequent topic of discusion i the difficul-
i paics xperenced as chidses b thes s nd s
ppeared more masculine than feminine. Another common experi
T e o ety b e e
oo e e hem e lecway, more privigs, and lsspunishmert for
the behaviors that led the girls to grief. Although sexism is clearly a fact, its
St D 155 descrbed here is just a5 learly speculative. We
nced more research data on this point.

;

ypes of Invalidating Families
My colleagues and | hav observed theee types of invalidating families among.
paiccs oo i ot haod” by “pertoct iy o o
‘monly, the “typical” family.
ot el et o iy g ol i
s, financial problems, or parents who are out of the home much
b e gl ol given to the children. For
example, the parents of one of my patients spent almost every afternoon and

the evenis n 0 randmorbers fo dinnes. When
e pass s b, ey sl < e o s el .
they could tolerate few demar dsflvmm children. Needs of the children in
such a fami dy i cgarded an ently invalidated. Millon (19872)
R sgeeed e the s fies i Faiics may be sponsive for t

increase in BPD.
e o, I e e Gy, the parens o e s o

another cannor tolerate negative emorional displays rom their children, Such
e e e i of s e of fcirs,inchdin other deroands

G pireate(sch o  lare. samber of ke oF sl o), 4 -
) e S o s et spolng
a child with a difficul temperament. In my experience, when members of
such a family are asked direcly abou thei fecling toward the borderline fam-
iy member,hy S el of . Ho, it
g 0, thse other members ofe dating aciudes o
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Change Procedures: Parc I

o the n cues (fear and anger, respectively). The

o e ki aum expressions of the primary emotion, but

instead o expose the patient to the primary emotional cues (including the

somatic cues) associared with emotional expression. Changing primary emo-

tonl expresvees inthes css i aviin the cpomre, Bl Blnckmg and
e i

dhngiog expremtrenes hnid
tion. For fear of fear, avoidance of fear cues should be blod e
elici nger, hiding d\ g o spologing o i should be blcdned
In mms:,.f ek (tg d iu cional nmaxyrum..
s ben nging em

ol e
4. ENHANCING CONTROL OVER AVERSIVE EVENTS
“The fact that the therapist blocks avoidance does not mean that the patient
€an never stop the exposure rial. Indeed, gaining a sense of control aver aver-

aiog emoscn ool s vhie
ke b e

sive vents appearsto be important in
idance i bk, e inividal tbow i conl the
s il will actally be
i £ e sbve, the geneal g 8 St o pcet oo ma

ol the ending—rather than en

:npe i
the exposure voluntarily—that i, contro
{hrough automatic o impulsive responses not under the paent control. e
senue of DET as 8 whle it desgned o eshance the nividuas concl

s and el This enbanced conel ot wit

over both her environment a
Cxposae o omorion eeran condiions, il presemably work pehr
enhance emotion regulation and decrease debiltating emotions.

. Sz somany o the oniar hrpy inacions in DET cu be
ued s exposue il i i imporan o be avare tht i prncipl dic.
s g n he pcint some n time is used. Thatis,
e e s e emocions el
arc unendurable. Accordingly, the therapist and patient need o
on positve and adapive 2s opposed (o negative and dysfunct cioos it
end exposure. Throwing a tantrum or hreatening suicide when the therapist
conkoss he paio o nss o behaviora sl of parasicide,forex-
s o e o ol brr Negoriating on
ensty or amount of confrontat 1lly e e
e g i
s i slong it o bl ansps fr e
beh:mnn o encounge Wih et 0 bobavior s npicls |
¢ both the amount of time allocaed to it and the placement
o .».e o | i it he eion bgioing ‘middic, or end). n summary,
w piss” behavi oo, paens b g
\'.hm
s

Do peepe ot g o
sl v oo
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Specil Tenumens Scscgies
the therapist believes that a given course of action will have detrimental cf-
fects, he or she should confront the parient dirctly abou the outcomes of
her behavioral choice. Frequenty, choices will belinked to unrealistic belicfs
onthe prt ofthe g i s nncs the s bl sl
e contoned, When the heiedh Salaie s pui vk 1 1
il ey repond wih o

ind hesc

e
Indiaing it hee pud ally understand her situation. I thesc
anen & il o S vmdireding am vbdation of e p
i s expesincing, d follow di by indiaig o el s
scion chace v hough P, wouldbeprerbl b the ong
cm]m and ‘Adopive Responses
bupmlal saptscopitesnd b pone thee
e i s B e
Tl ey v eponses o s pemced, o hlp iy griner

o o e e o i i e i i reer 10

teroccasonswhen has deale with similr situations adaptively

e

Ientifying Factors Interfering with Productive Plans of Action

Oncehe pasins and theapis bave e plan o o e ppcs

ducie, e hrpis i i e s ety o g
with the plan. If this step is neglected, the patient s likely 10 ex-

e Bl et s st e e il e e

il The denfaion o fcors nerfrin i proctivepans shold

be ollowed, of course, by further discussion of how these problems

solved.

4. FOCUSING ON AFFECT TOLERANCE

Generaly hepans il communicte o the thrpis b by o tolerate

gt ooy s e prmksbion s she aricsand

it Whie validting th patens pain, he theapis must s dircly con
s fre-

Gt ey it the ey o kit ppuis e
ey bl to ke st such i old ke vy yor

Voo B . Now s sppa, i o s o e pin

e o hav to tolerate it. Going through the

you are in, b\n for

painis the e -n». fent should not be expected to empathize

ik i .,e.,.; el view nxl y sages of thrpy. Howerer,his dhoukd
o fom making hee peatedly throughout

uh theray
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Diecticl nd Biosocil Under

H

chis question: What happens to women who cither are not given the social
support they nced or are taugh that their very need for socia support i -
selfunhealchy? Jus such situations seem to exist. Almost without exception,
imrpersonalndependenceforboth males and femles s ol e e
ey bhavior. Feminin characisisicsuch s merpesonal depen.
relying on others— 3 sond syl aleed
e i e caly as mentally “unhealthy”
(Wiier & S 1507 e e gt e apparcatly can-
notconcive of the possbily tht  persom ould ave 100 uch ndepen
dence, Fox cxample, although e s “dpendens pesonaliy dsorder i
the DSM-IY, there is no in “independent personality
“This cmphasi on ndividual independence 25 normatv bebaior is
unique o and pervasiein, Wesern clore (M, 1984 e Sampson, 1577,
fora review of thislterature).In fact, e can conclude that normative fe
nine behavior, at last that part having to do with interpersonal relationships,
is in a collision with current Western cultural values. It is no wonder that
many women come t experieace onfit ver s ofindependence and
dependence. Indeed, i appears that there s a “pooress of i between wom:
en'sinterpersonal sty and Western sociaization and cultural values for .aulx
behaio s mresing bowererhthe ploy i d o the doo
of the conflcted women, rather than on that of 2 society that se
oo et aadfatos ey o vling sormmany 84 aepeioosl
de

Femininity and Bias. Sexism can be a special problem o those female
children whose talentsare those generally rewarded in men but ofcn ignored
o invaldated in women. For example, mechanical ablicy, sports achivements,
e it ol i, 1 g, O il kg e valued
ore in men than in wome omplihmen: an s
Iy b nmaldared i ot Wit such chaecsisis. worse situa-
o e i e
intrests valued in women (.., nterest in appearing atractive, home-oriented
skil). In such a situation, the female child is not rewarded for the talents
chatshe does hav, and in addiion i punished for miting “unfmirine be-
hoviors ot faling t emit “eminine” ehavirs. When the chidsbehavions
st vemperamental characcrstics, she s n furher rouble. For exam-
pl, gentleness, sofeness, affection, responsiveness t© others, empathy, nur-
turance and soothing, and smilar characteristics are ighly valued “feminine’
smiaed characesics (e & e, 187 Fabory & Rk,
509 s oy e the characterstcs asociated with a diffcul

o the female cild purished for having characeriscs that ntecfre with

her meeting the cultural ideal for women, ife must be particularly difficult
when she has brothers who are not punished for idenical behaviors ot sis-
ters who effortessly meet standards for femininity. The injustice is not to
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TasLE
T anends to AFFECT rather th
T explores the problem. sy
'T focuses on cime since ast contac,

T advice and hsNG
o e s s i
Yin “

possibl sol behavioral skils P s learning.
P s e e sesen P
T Do B st e o ebavordiey.
T clarifes and renforees Ps adapeie respons
ST s e o ple
=1 hxu CT TOLERANCE.
oMt bt plan of aci
e R AL
s 3 RECURRENCE of the

E
H

esponse

procedure in which patients in risscan only talk to whichever tcam mem-
ber s on call that day: (S the discussion o elephone sratcgis, below, for
futhercomments. n oher seeings, such s npaten orday reament, espon-

siiltyfo rii ntervention igh be ssigned t0 orber members of the reat-

%

L. PATING ATTENTION T0 AF
RATH ONTENT
g st o ptinth et ber the 0 he o o 3 i
is especially important when 2 patien
oo o e s Chaee 8. e,
atherapist should idenify the paient fclings, commancae o th patient
iy of e eelingsroide an oporany o ol e,
st the paen s bt v cmoina ponies 0 he
lings, and offer refleci

2. EXPLORING THE PROBLEM NOW
Focusing on Time Period since Lost Cont
I e of high emoconal arousal, n idividul gt ofn e track of
he e that precipaied sind response in the firstplace. She may
i noxuly o he pl!apumn‘ ven, bt toall smilr evensthat v
e in b whol e i the pat e wek Tos
o e st e, bt e et ey ey evich
o nodhe in g to Sommaricae what is hapPeRTg 0 hex i
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Special Treatment
Strategies

I his chapter covers strategiesfor -
sonding to specifc problems and issues in treatment with borderline pa-
ents. ike stucturalscatgie,thse sttegies require the combination of
sandadsteges i nowand uiqe vars. g s o g
ing ulh(idlmnumd‘mwdk - (1) patent cries, (2)suicidal bel
i - o ) hphone cal, 5 sclay e

o and (6 p;m.m-( i heiglsle ip issues.

CRISIS STRATEGIES
s noted throughout this book, borderline patients areoften i a stat of cri-
sis. Such a state incvitably lessens a patient’s abiliy to use behavioral skills
she has been learning. Emotional arousal nterfees with cognitive process-
6ty Bkt stk oo o0 ting ks e
prins s n s insanee e herps holdcmploy he s
format described in shis section.

In standard outpatient DET, the responsibilcy for assisting a patien in
s beongs o te i u.-l o  peinary traple. Ot gt e
apiss nd team mermbers should (1) rft the patient t et prmary ther

i aising s 1n making concas i e earys and (2)Bp he atics
apply distres tolerance skill until she reaches her primary therapist. This
i of abor canbe ryimporantinfecively g e pmmm
alls other treatment scaff members wheneve get hold of her prims

bt o mpdumt Wagpirhe ol st ol
hen she dossc ke hee priary terapos response, Many f the e
response srategies oulined in Table 15.1 and discussed below may prove uscful
i ths limited task. DBT does ot advocare, as a usual practie, an “on-<all”

w@





index-6_1.jpg
Foreword

| -E——
calinnovation i ntroduced that profoundly improves patient care.
s D o cognitive-behavioral approach to bor-
derline personality disorder is such a rare innovtion. I first discovered Dr.
Linehan's work almost ten years ago around the ime that she was beginning
 eiesof sysematcresarch s o detrmine s efcacy. Even

he posive reuls were in, | lt ur that D Linchan was on 0 omahing
imporae, It s beenra s o abacve 4 D, Lirchan sfned h e
ki specifc, practical, and ap-

nigues, making them increasingly comprehensive,
plicable to general mental health pracice.
Ths et T Linhen s kot personalicy dis-
ordersan imporiant ad prelen ne lxzyeaxchmcal puz-
iiboirdsphod et et poignant
et o ey oo e o et prona i
encoumed i e praci and v thehihest e of compleed s
ltndof el sy, SN iy Kt i
derline personality disorder present a alinge. They ame
ec he the

it npreictable and e o low o ey o a1 the terpene
i, They prombe s comramtiroces ot thmpo s
e o St o s o, o Ny my e be

ween these extremes. “Borderline” (what a trrible term, but we have faled
o finda uiable placemens) nividuals are s the mos il v b
bed smpomst o e, Ty s, G gy ik o e
Ii-munhuan e e o o g e
rapist ( vacation perhaps biny
Toey o e e g e s b
eels wrongheaded and cruel hearted. The treatments typically end in 2 hff,
and not infrequently in a hospitalization.
Clinicians are most likely o feel ewildered and deskilled by the border-
line individuals in their pracice, and search for ways of dealing with them.
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{EORY AND CONCEFTS
Biosocial Theory: A Dialectical Theory of
Borderline Personality Disorder Developmet

Overview
DBT is based on a biosocial theor csonality functioning, The major
premise is that BPD is primarily 2 ,\innmonollheannnonlc!uhnun
tem i el rom bialogeal eeglarties combined with ceran dysfunc.
ol crimivoent, o wll i o ik oo o caitialos o
. The chanksiies amocstedwith BED (e Caps 1 cpecily Tbles
1 and 1.5) e o of e ths secondiny s fndamenal emo-
i dyscgulaon, Morsorrdhesesame paers case furhe dergulaion,
Invalidating environments during childhood contribute o - devclopment
of emotion dyseegulation; they also fail o teach the child how to label and
el arosal, b o il emorionl s, nd when ot b

morionl responsesas refecions of i nrpretations of v

" R i, boiin il adopethe characresie of o e
ing_ environment. Thus, they tend to mlwm- s
ot ok o i - dmsuoms eecione ol svmsl i and

per
resimphlfy he case of slring s pecblems. This csinpificaion ads
inevitably to uncealisic goals, an inability 10 use reward instead of punish-
mene o smal s Gowsd vl gl snd el folloving fle 1o

achieve these goals. The shame reaction —a characteistic response to uncon-

ol nd negaive cmorion smocg bcdaine indiidul— g
result of a social environment that “shames” those who express emotional
ey,

‘As noted in Chapter 1 in a slightly different context, the formulation
proposed here i simila 1 that of Grotsein et al. (1987), who have proposed
{4 BPD i disrer ol puaion. Byt hey canha e i
s o iy osdown of e et of s of o
 aenion, ey, fec ,;ndm,mm

Byl feopre Grotstein et al. have
noted, few theories of BED hav intc gndbn e e e
Tors nto acoherens teony. To dte ot teoreshav bee etnr squarely
pychological, whether psychoanalytic (5., Adler, 1985; Masterson, 1972,
1976; Kernberg, 1975, 1976; Rinsly, 1980a, 1980; Meissner, 1984) =
copitive-behavioral (¢, Beck et al., 1990; Young, 1987 Preczr, i press
rhey b b producsof bologal i e, K, 7 Con:
Gty & Gardner, 1985 Akl 198, 1983, Wender & Kin, 1981). Grot-
ks (1967 lotion s s weiing. f Bcopil sty oo

poychosmlyically formed pachological theory. Sne (1959) hessggened
asimila integracion. He nicely describes the dificulty of becoming wellvesed
in the two broad areasof psychology and biology and intgrating them inco
4 thortcal postionon P s aprosimatin i complxity the sk of
translating 3 text composed, perversely, of Arabic words alternating with
Chinese” (pp. 253-254).
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STRATEGIES FOR SPECIFIC TASKS
Setting Up Ground Rules for Continued Contact

‘The roles of ex- lhuzvm ma xpusient havebee insfficienly exploredin
e eychobrapy Trratur. I xaemly mpartant that the thrapit e
a clear idea of his or her own preferences about future interaction with the
s, This dea shold be prseted sy ot patins; malking vege
promies (Im ill o be kgt docs b o v, he normal coueof

ists ms te frequent
Folowing hera

Conac wi e ex-heapis maybe i

ey :rmmunmdina auliM,xnd
e will gradally fade i fequency: Sine 1 am abmost s

i M v e she o e o 1 i i o

students, | encourage them to stay in touch periodically so that I will know
b sheyae dein, Thiis the e for mereaviogo rcprocal comi
and observing limit.

e pasencs wilbes for continued interacton wich the herapist sould
also be explored. Some want more contact than others; some may actually
want a complete break in contact. Both parties should outline the riteria
forre-cntryinto therapy. Ifr-entry s impossble,the therapist should be clear
about that and help the patient apply problem-solving to the issuc of how
o find another therapist.

4. MAKING APPROPRIATE REFERRALS
In  periect world, therapy with th borderline patint would progressthrough
Stages 1, 2, and 3 and would end with a patient who is reasonably satisfied
with herlfe and a¢ peace with hersclf. For 2 paient entering at tage 1, this
6 b el s e o it i e
ot e progrsing rom S | oSt 2 con ke st e
e Tere g os e o s S
i S g Lo i ok o e
irlop e st aad more ot cegice, Uy 10 ey i
ihough thes tagssomsines e more bl ha i s
Ustortunaey,becase o el and imvone iimions, dicas
of managed care, personal limitations of the therapist, and/or research .
Sicions s ot ot posbl for & herpit andl et o e 3 4
for the time necessary to achicv these goals. It i cssential in these i
cesthat the therapist not abandon the patient. Thati, the therapist must
o e patic kg seenaie et follow-upplan Forall e

lxmx d, then planning o referral shou!

reasons cited above, making these plans can be sy Mok
thepienwho acks intacal ioure 1o pey o prvtethapy: A s
tional problem luccance of many private thera pms(owe Soricine
nd/ormmdalpnumslo"h : The therapise ey necd 0 cxploe
public andlow-cost prvate menes healch resources, s wel 2 w,m....w
ingand suppor s (o5 Aloholics Anoymons. e e Jnoms
b sttt therpy il be e
stat well before
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THEORY AND C¢

ordes; o diferencs on,a broad by of texs sssing major aas of

cognity vrlu o dffcrences i veal eurodevelopmental his-

- ey it & o g de g ity o

orderinesype behavioe paterms among borderlin patents. For

.,1:, hid o eopes oee s e perisent rocking ot ¥ bead bang.

ing e mor et smongciden e dingcned s aing BPD than
among those later diagnosed as d ressed or schizophrenic.

semptin o locat biologcal nflue

mond

o vt e bi
on behvior  dhe comparson fvariow beavioa dsfunctions in faly
members of the population ofintrest. Studiesof first-degree relatives of bor-
derinepaes v found igherprevlnceof fectve dscrder (Aol
o, G, s ¢ L, 985 Lorange

a; < Solft

181; Andronis ol 1985 B
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war, 1983 Sione, 1980 of dosly el e hnh.
ic and antisocial (\n s S, & prrid .usx Lorang
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etal, 1982; Pwpcc(zl o8,
onsty disorder (Zanarini, Gundersom, Matne, Scwars rircorel g
1988)han among lativesof conrl groups. Hoveres, mary ot et

satorsha e o find s asociaonswenall leant characteris:
tics have been controlled (sce Dah, 1990, for a review of this lterature). A
‘i seudy by Torgeren (1984 uppores  pychosacial oe g model
of ransmission. There has been litle of no research attempting to link tem-
peramentl darceisis olbom]lem m.ux; o data o the genetic and
el ciloy o ental aesibutes. Such rese

sorcly needs

gl
mining neurophysiologi
system. We know, for examg

g

s han g boweres,may becqal imporian ndetr
funcioning, especially inthe emtion rgolation

pe,tha chractristic o the ntavierine environ-
ment can be crucial n the development of the etus. Furthermore, thse charac-
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rampler il ks mp poit e, el el ydeome,charscie by
ety mpueneen b, et
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ntal retardation a
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of excessive alcohol (Abel, 1981, 1982). Similar dysfuncrions are regularly

noted of drug:
ing evidence that environme
nancy can have deleterious
B 4 N 99 i
Postnatal experiences can also have important biologic
Ichas b vel ctabiihed tht rdical envirnmencal eves e condbions
an modify el srctues (Dennenber, 1581 Greenough, 1977). Thre
islittle reason to doubr that neural strug ctions related to emo-
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{see Malatesta & rad, 1984 o  eiew). T eaonship of nvironmen:
tal trauma t emotion regulrion s parcularly salint i she cse of BFD>
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"
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Structural
the patient begins to develop trust in the therapis, she will generally
be more hoest with the therapist about her necd for help. During.
I stages of therapy, strong emphasis s put on reinforcing the paticnt
callng the therapist for help when she is having trouble coping with 2
ala i, Foweve, s sbily 1o reqact help i o sasiered
I e people i the paent cmconmece e I the paint b ¢ ks
wgh to render asistance to hescl, ermination of therapy will be extremely
cmmatic Evn n ey hortem sbsences o he therpist (e on o
o = paraticdal et i o ey o reas Wi par

T e Th s o e e o g ol
eliance and reliance on others must begin almost immediatel. Once again,
el g o b coplrela s, e i g
st bing ablc 1 depend o oserpeople i leain 1o

%g)

IVELY PLANNING FOR TERMINATI(

noted above, the fact of therapy termination should be discussed during.
veryfirst sessions of DBT. Termination from therapy and termination from.

.mhmp . however, should be clearly differentiated. Moreover, the role

of ex-therapist and the role of friend should be equally well diffeentiated.

W v sl cxshenins do 0 bsome peoasl ol ¥l

forme nml‘.mdxdu:ne taion hould o b creed. F  find:
i s mersey an an

right.

will be an unexpected delight rather than an expected

“xlhmpm should discuss with the patient any dificultiesthat may be ex-
pected 10 arise during or immediaely following termination. Problem-olving
e should bewed o devlo uions. nclded smong ol s

ins o e posiliy of oot s s e 4 goed
o plan these sesions,peshaps at 6-month interv

el

Evahoting Prog
Suffcent time should be given to a reasonably thorough review of how
apyhas progessed, what gans have been achicved, and wht fucher pukec

shepicnrwoul e o male n e . B e therapeutic relationship.
il o the therpiss and she paiencs ppecies)and ain’shanes
o g bebavion should be v v, The teaps shoudprescn the
idea that no one i ever complete oubies, and hat al of lfe

involves growth and change.
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‘Thus, individuals with control over atention focusing and attention shifti
owo rlated bt disincsprocesse Fosner, Walker,Fiedrih,&¢ Raal, 1984) -
have an advantage in regulation of emotional responses. In turn, individual
differences in atcention control are evident from the earlest years oflf (Roth-
barc & Derryberry, 1981) and appear as stable temperamental characteris-
in sk (Kee & Hewlins, 1982 Derybery, 1987, Macod, Mathews
& T, 1986). This ot s arclry incestin, i gt o data review
Nolo-Hoelsems 1987) wggesing, geodes difences i avenions .m...x

by & gend
respor 15 under stress ludes that, at lcmwhznde resse
s e kg e
ten depreaed Mo, i urn geoeees depesing ceplnasons tha ncrete
depression further and lead to greater helplessness on future tasks (Diener
& Dweck, 1978). In contrast, men are more likely to engage in distracting
behaviors that dampen depresse :d d I\' vufmuahk to hypothesi .

. She cor

m

that an inabiliy o distract onescl otionally sensiive st
‘may be A ipatai it o th: cmono i gt o am ~
derline individuals.

Biological Underpinnings

‘The mechanisms of emotion dysregulation in BPD are unclear, but diffcul-
ies in limbic system reactivity and attention control may be important. The

emotion regulation system is 2 complex one, and thereis 1o a prior reason
o expect that the dysfunction wil be the result of 1 common factor in all
borderlne individuals. Biological causes could conceivably range from genetic
inoences o diadvanageous i et o ey chidhood evicon-
fects on development of the brain and nervous system.
ey 41 1508 e ek g s v
di o s o e e s oot o b
em associated with cmotion regulation. In particula, they note the over-
among symptams o comple parial s, pisodic  tspeomety
S T e e b e o . it 5
bamazepine) whose neurophysiological s Xoown b ocsed e
limbic arca lends furcher support to this norion (Gardner & Cawdry, 1986,
1988).
Other investgators have reported that patients with BPD have
s o rmcephaograic (EEG) dyhythias than thei depesed
s (S ¢ P, 584 Cowdry ctal, 1985). Andrulonis and
fration onis ., 1981 Al s, 1985, 1985b)have
s il il s s s B2 Vs
didnox cmploycompaisongroups and froeren il o et e
findings. In conras, Cornelus < a. (1989) reviewed a number of studies
B bordrin patets wrs corpared with paens exhibiig vaious
other psychistric disorders. Generaly, they reported no EEG dierences; no
differences in familial mental recardation, epilepsy; or neurological dis-
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oncluding Coms
My paticns often ask me whether thy will ever get bettr, whether they will
ever be happy. i a diffcult question to answer. Surely they can get better
andbappirthan ey are when ey fnesame e e Aod 1 e
dhsfecan beworh ving who has at one time met criter-
ia ot BFD, T am e cerat, howere, hn)w anyone can ever completely
vercome th i ofthe cxremely sbusie eironments mary o My -
tients have experienced. Some amount of grieving may be nccessary over thir
wmk e, Themportaoshing b it 0 ctssophie i ey, Mary
I S e e et i
pop ke
oty e v do i ot cormplnly oo ot 4 hyﬂxxher
apyis only a small par ofthe artampts made by socity to coniont this dilem-
84 The ek of priheng ey be i by e
Shece, i o,y o e, o o plctl, o
o o Thie s aaay e ol b o

P or il ndividals o and s the oving, ruurin, and up-
ot il i ey Sty doks Ao, ey
o nd hse gualics i ne el if they do establish such a
nlaionbip,is iy no b permanen: "The eaionsip withth therapit
aaybethebesone “ndiidual eve finds ok necssarily becauseof de

cic ou es par, b bcause he bl ofour soc ety providecom
muniy and companionship s hriteds evn for maty o s st members.
Sepperive groun dherpy llowing eemination of dividual Ty may
e ood opon fo many former borderine pans Some may vt o
i s s el LA e 0t e s cncimnd
s s former

...4 suppor f intermittent contact with their f
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periences, parcicularly in her views of what s caus
liefs, and actions. Second, it
e caracisicy o peins

sing her own emotions, be-
attributes her experiences o socially unaccepta-
A owhn The St ey bt he
dual e what shesys she dossno ("You e angy, bt you st worl

ot r prefers what she says she does not (the proverbial w»;
she ey she metn e, o hatdoe whaeshe td e did o, Nega
emotic ]:xp ssions may be attributed. plr i E i

i diored view of e, o flae s adopt a oo
Srirude. hhaviors it have unininded negatve or painul consequences
for others may be attributed to hostile o manipulative morives. Failure,

any devition from scily defined s, s beld s eslingfom lck
— v(lvllmn,]l ko diciple, o yng b enough o he e, Pose
esions, bl nd o plans may b somlry ivalidaed
o srurd v ack of ceimiasion, sl Overiealicom, e ko
mmn(y In any case, the individus ;n private experiences and emotional ex.
pressions are not viewed as valid responses to evens.

Erncionally validasing emironmens ac gencrlly mmln‘zm of dis-

plays of negative affect, at least when such displays are not acc

P s ogpentig e o
you ca eself up by

ol you
Pty & mm-.h

oon, The e cmmanised

ied by
s
craps” approach; it is the beli

ke it Individual mastery

of view and actvely communicate
adhere 1032 similr point o e
Jeas ginningin e fceofadernin 0 iy to.
any objecive, or at least never ‘lvmg i 1o hopelsnes, and, most of all
o the power of a “posiive mental aritude” mmm....,,,.,,, e,
e o s expora mslead o disppronl, cicm,
anthe par of oters o brin about o o a change of gt
the 3 peron ctn plce o e emiomens e vl oy i,
T pe e 5 il e o Joh ecpessd emouin’
found inthe s ofbothdeprses nd schizophveis wth hih
Veughn, 1985). The w et cosion g o
e i e e ek e
individual. “Expressed emotion;in that lteraure efers o citcism and over-
.mo\vmwnrmmunlwnmcluds\hmmzw,buzmaddm o sress
i

stration with an individuals
Great value i atached to being hapy
iobelving n oot capa

& 2 nonrecopiion ofthe actal st ofte individul. The consequence
it the behaiors of b, inclcing casives i he u.a‘ idol s o
vironment are not only invalidating of the individual’s experiences but also
nonresponsive o the st il

Afew clinical examples may
uin s family ssson with bold |
holism and frequent serious suicid

idea of what I me:
ol s
s, her son commented that h just
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Dialectical and
Biosocial Underpinnings
of Treatment

lectics
personaliy functioning and ofis disorders i based on some
ondamen g vow e i wordviw s et sspotens andone
has to read between the lines to figure i out. For cxample, Rogers' client-
centered theory and therapy are bascd on the assumptions that people are
Fondamenrlly goud and. dht they e an fnate e towar self-
acrualization. Freud assumed that individuals seck pleasure and avoid pain.
He furhes assumed hat all ehvior s rchlogically drmined,and bt
there is no accidental behavior (behavior determined by accidental events of
bty
Simiary, DBT i bsed ona specific world vew, ht of dseci.
thi section, | provide an overview of what I mean by “dialctics” | hope 10
e o e s et it e
Theways of hinking sbout e ieaciag wht bomerine pcens oo
gt ot e on e g ey of e e,
nor anin-depth coverage of curten: philosophical thinking in thi ara. Sufice
ey s iy i el ‘Mo people ar avare of disectia
through the ocosconomic thory of Mare and Enels (15701 4  world
Howre, il sl s i theoies ofthe dvlopment ofsence
(Kubm, 1970} ickgiclevluion (Levin & Lewonsin, 1999}, scwusl el
tions (Firestone, 1970, and more recently the development of thinking in
s Baeche, 904, Vel (572 ied i s g 1982 b ocinemnd
2 shift oward diactical approaches in alm al andi
during the last 150 years,






index-68_1.jpg
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given the prevalence of childhood sexual abuse among this population
opic I discuss later in chis chapter.

Bordarlne Parscnality Disorder

and Invalidating Envi
‘The temperamental picture of the bo-dzr]mr adult i quite similar to that of
the il chid described b Thomas and Chss 195, From thei suies

peramental characteristics of infants, they identified difficult children
= e aroup with gl 3 bmlo 3 k. g kbl
responses 1© new stimuli, non-ad:

slow adaprabily o change,
o b o s Py g 219) I i
rescarch, his group comprised approximately 10% of their csampe. ey
Bovers nocallchiden Vit difhcl empora
Alhough the majory (70%)of fcul chidren sdied iy Chess
omas (1986) had behavior disorders during childhood, most of these
chidre mprovedo ceed by adolsne I addin, s Ches an
it temg

d Tho-
mas point out, children who originally do not have a difficult temperament
may acquire one as they devel

Thomas and Ches hav suggested that the g

ess of it” or “poor-
ness of fit” of the child with the environment is cru .| for understanding
late behavioral funciioning. Goodness of fit esuls wi
the child’s environment and its expectations and prldieatsiii
the individual's own capacites, characterisics, and style of behavior. Optimal
devclopment and behavioral functioning are the resuls. In contrast, poor-
e of it s whn there e discrepncis 1o disonancsberwen e
Vironmental opportunites and s and the capaci
e e
tions result (Thomas & Chess, 1977; Chess & Thomas, 1986). It this no-
tion of “poormess of fit” that [ propose as crucil for understanding the
development of BPD. Bt what kindof nvironment woukl consiute a “poor
 leading to this particular disorder? 1 propose that an “imalidating en-
vironment" is most likely to facltate development of BPD.

en the propertics of

Charocteristics of Invaidting Environments
An imalidting environment s one in which communicaion of private ex-
pericnces is met by eratc, inappropriat, and extreme responses. In other
o the expesion of v exprences i o lded; e,
often punishe wivialized. The experience of p

e s e 5 pa e ion o e sl e s
cnmional s, e dgare. The ndduls o

motva

5 of her
avior, including the experience o the ions associat-

i T s .
Invalidation has two primary characterstics. Firs, i ell the individual

that she is wrong in both her description and her analyses of her own ex-
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IEERLEADING
the end of each session,the therapst should ditccly and openly encoursy
e poen o ot o e i, ad ol P ik 0 e
tient some posiive attrbute or praiscworthy behavior, Essenially,ths is an
‘opportunity for the therapist to valdate the patient’ behavior without the
ncshavigt sk fo ¢ Thi o opportunsy for the therpic
offer hope and encouragement to the patient. Encouragement from the
e = el o oran f  subwamial pr of Pt
e e i deeing behuror
on her parc. Quite often, the patient wil feel discouraged and hopeless but
il commnicns ompenc 0 b st e mperan g e e
apist ot b fooled by such appart competence. The therapis must b carel
o combine praisc with validation of how teribly hard and painful the <
tient’slife stll s, and should not overestimate the patient’ abilty to
on her own As hrapy progrese,te herapit can sehlly begin t clic
from the patient encouraging and self-valdating statemens. n th later half
of therapy, the therapist may ask the patient dircctly what progress she sees
during the prior week or during the current session.
6. SOOTHING AND REASSURING THE PATIENT
pain el b i by ssin. He s of doper
e L The therapie
his and emind tepatins h Hloritl o
need  session; that s, contact is not irevocably ended.
T gt ot i o s s oo emergency services
124y e 1 can e people i b covionmen o el if b
Asnoted e parsicidal nd bondeinepaetofen b
S kg ey xyprnnely Autoug i s || -n mu
ol demands i B e

- man my arcy il the m
o ask < To hep beore a s
in the

s reached.
beginning of therapy, a main goal is o each the paent how 10
P i oo specialy important for the patient to learn
thashecancell somcone simply o dicuss roblems, ek for dvice, it
e shre wha i going o0 with b il sery i ior e
oo thi e inthe ik sags o sheay the therapis
0 become s omewerk ssgnment. O e patien s comfarable ¢ allm!
c herapis durin a criis, he showld b nseaced t sh €nd of sesions
- o cllng th terapi o  cis s, Once o paien sl
call the therapist appropriately, attention should be directed toward gener-
alizing this skill 1 other people in her environment. desia

point,the ther-
aplsrm:yd\mwn'mnlhepxll(n(ha(veryk  upporiv pople Whom e
‘can call appropriately; hisissue may the o o i
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sty mans dhs e ndiidal s qicly and has alow hrshld
ot an caoionreacion that o, o ol ko proche am
ol eacion, Evens hat igh s b mary peopc e Ll b
« cmoionlly valerable peson. Th seasdve chid ear o emadonaly o
e sight furmion o ispprol. A the sl el e therpit -
o o e st oy i b el e b e
T e e T e
ety g chiout. The clin, o Gty by e
apists and familes of borderlin individuals, of having 10 “walk on
sl of i snivy
moional ntensiy” means tha emotional reactions are extreme. Emo-
onaly e ot al e damtic el of e word, Onhe e
tivesde, parings may preciptat vry inense and painful grif; what woul
Cae sight cbarmaent fo snor oy e decp Bl
ance ey urs 0 ety thame ey develog fom Slight gl spprchension
eocl ' A ek o napecig e O s pasv 60y
Cmeronaly e ndvidsls may e el and ey ol i o o
ihedrop o . They may cxerencefoy mor asy,and thus may sl
be more susceptibe to spiritual expe
A ersber of esigcrs e o st imcrases i emtions srousl
s ety o anion o hat emocion kv il e
e and are more closely attended to (Easterbrook, 1959 Bahrick, Fics,
& Rankin, 1953 Dol 1954 Callavey & Sone, 1560; Corewes, 196

E

Mol e i S9A) T e e sl s e et 3
the narrower the attens . Clinicaly these phenom

m\:lydunm ;..m:nmkm Bk i mporant pois
= Lo i ot e are not pathological per se;
shey ae chaatsisic fay i phtomcesr el snastgponins eoladk
‘The relaive paucity of Al ind rescarch examining the emoions as an-
bectsmistmers il large amount on cogaitions as precur-
Sors o mtion may b th consequence of our Weer wew of didusl

behavior as a product o the rational mind (Lewis, Wolan-Sullvan, & Michl-
son, lew

é

return to emotional bseline” means that reactions are longasting.
i m potan 5 ot hee, howere, he ll mocons e sty b,
st from seconds t0 minutes. What makes an cmortion feel longlasting.
is that emotional arousal, or mood, tends o have a perase et ona um-
berof o proceses, whichncr ar ll(dm he act
tivaion of emotional sate. Bower and his coleagcs (Bowe, 1981, G.Ihy
& Bawer, 1984) hav reviewed a Large mumber of ecarch i indicating
that emorional stats (1) sclectively biasthe recall of affectively toned materi-
al, resultng in superior memory when the emotional sate at recall matches
the learning stae; (2)cnhance the learning of mood-congruent material; and
3)canbiasinerpretaions, fanasies, projections e asociatons, personal
forecasts, and social judgments i 2 fashion congruent with current mood.
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TABLE 14.4. Session Ending Strategies Checklist
— T GIVES SUFFICIENT TIME for ending that P does not fee rushed and the
sssion is not ended abruply.
P is given notce tha sesion is coming t0 an end.
T helps P cope with session's ending
T helps P close up emotionally.
T REVIEWS HOMEWORK or asks ag
— When appropriate, T SUMMARIZE
T gives P AUDIOTAPE of
T encouragesand. cuzzmns. expressin fith i P'sabiliy 1o progress snd.
handle any difficlties she may be faced wih, while at the same time
valdating the eal diffcalies P sl confronts,
aive

coming week.
S sesion.

T SOOTHES P and gives P sense of s continued presence (e, arranges
phone conac reminds P of sty of phone conac or of phone
plan, ec).

T gandsand pars with P in 3 manner tht comeys i and epecion
s thy il meet s soon: tber ENDING RITUALS e dvcioped
employed that are comforcabl for both T and

Ani.DBT tactics
T ends early without warning P.
T brings up sensiive material just before sesio

sesion ending.

T imalidtes P's difcultes with ending and leaving sesion.

rally it should be assumed that there will be such problems, and the her-
should take this opportunity (o help the patient troubleshoor these.

3. SUMMARIZING THE SESSION
‘When appropriate, the therapist should summarize a the end of a session
ot femduptiogfostimomii el ol
should b ffered i an“apbeat”ashin. Imporan gt he pte
s gined dring th precedin wee o th sesionshldbe by me
Housd, At e el o snrmte of w0
4. GIVING THE PATIENT A TAPE OF THE SESSION
Atthe end of each session (|f this s part of the plan),the patient should be
Srenn cop ol hesemion o, with oot et e
rin the coming week. The tape can serve 3 stimulus for the pa-
o cope wihen e el el andis vyt male he e
apist presens ek, n . parents natoral evironme
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‘The biosocial formulation presented he on the ex-
perimenalHerarare i pyehology. o s msmm-shvm
ture i that there is a wealth of basic empirical data on such diverse topics
as personality and behavioral functioning, genetic and physiological bases
of behavior and personalicy, cemperament, basic emotional functioning, and

eminonmental e on behaiors b, with ol e excepions (5.
(Coss and MeCrac, 1986), chesehas been il ampt o pply ti bai
research Iu:ulunmpiy(h wology to the ngolp:-son-hwd\wﬂ-

e a

understandi
o Thi e of st probaly exies becante i vy recem, e
il sy ofperonaiy disorders has ben doneprinarly b pocaris

Mm:s the cmpirical sy of ehaior pﬂsz{mdndmg m study of b
el bases of behmvir)basbeenthe domain s The it

[oiadradaby el i b e, i e ekt firen ldmg

of the literature i the other. Empirically bm i jogys whid Y

e coud comide e el bolts sciplines wig ]

recently shown licle or no interest in pers mnl.ny ——

Borderline Personality Disorder and Emotion Dysregul
e sbove, the biosocial theory is that BPD is mmmly a disordes
N e s ronlnion e, e g b i ot
high cmorional vulnerabiliy plus an inability to regulate emotions.t The
more erionaly bl ndividal i he s e e o -
ton modulaion. e s dhat bordrine ndividals e e
aly bl a0 wvll e i cmoron modlan = il 1o e
e the oot i bologcal predaposions, which s x
i s il crse.

The premise of excessive e .,..mu ey i il decp.
tions, developed in enirely separate research raditons, of both parasuicidal
e s o e s et e 1.
summary, lﬁzznwnmﬂ o b il bociine i
b isoncof honi s, Faluest ihibit mla
ooddepmdu\t gl o oy o L4

Discussions of affect dysregalation with respect 10 BPD usually

i n the depresion-mania consinaum ., Gunderion & Zamr-
ok 1989) Inconeras, | am uin it her n  mch more glob
g o bt il v el & s acros s
1o a) emosionl rspor Almundu i ey tha emoion
dysregulation is most pron ud e mosons bordeine nii-
als also seem to have diff Jaing posive and thei sq

Emotional Vulnerability
‘Characterisics of emotional vulnerability include high sensiivity to emotional
stimuli, emotional intensity, and slow return to emotional baseline. “High
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s STRATEGIES FOR SPECIFIC TASKS
TABLE 145. vmr-nn Strategies Checklist
 TBEGINS DISCUSSING eve ination o therapy with P during the st
s T b TAPERING.OFF senions gedunty s wrmimsion a3

T REINFORCES SELF-RELIANCE AND RELIANCE ON OTHERS over -

ance on T and stesses need for both dependence and independence 45
ey S 8 .

—Thegins PLANNNING for termination at least 3 months before
oy i 8 1 L DT s conac).

ing siraegies 10 roublshoor difficulies with e
Tt Ty rerodic ooser esions il o s g

i
be expeced
T discusss the diffrence among  therapy relarionship 4 rela-
ionship with an ex-therais, and a frendship.
T helps P determine criteria for re-cnvering therapy, reviewing
ki, of ohervis becoming fore acive in problen ol
afe herapy ends.
—— P s o cooe o eamen: wih smeone o b emission,
T MAKES K REFERRAL an 1 sy cominies e P an s
T can begin treaument with .

ime before therapy ends. The timing, however, will depend on how long the

ey i conmmpad o mabe the ncitom oo of therepy knoohes, e

py sessions should be “tapered off in frequency, rather than stopped abrupt.

1y During this process of active termination, the therapist emphasizes and

s i progrs of the pule, exgrsescee conffnce i v iy

indeendentycuside of gy and enphasios s cacingand
thepaen il ot s simply becauetherapy s eminaed

a wmmumly and)

e need a

ot pivate suces et aralecle silor]

2. GENERALIZING INTERPERSONAL RELIANCE

TO THE SOCIAL NETWORK

‘The ordinary course of events in therapy with a parasuicids ederline

panmrlsr)\:u patient will intially havege.lldl[ﬁmhymlnmm;mt
g, ki

o herpi o hely v 3 oo o
ccen nependence anddependencs s dsesed i Explovionof
a patterns will oten indicate that hey ar also occurring with othersin
the parienc’s environment. Essentially, the abilty to ask fo help i a neces-
syl wht s s covromen: o Moy e

o1 o o ok fo bl sppropriahy, nd bt

and t0 be selfreliant will often be objectives of tre
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‘avoid negative emorional cues; they become negative-cmotion-phobic. Without
experiencing the negative emorions, however, the individual fils to learn tha
she can tolerate the emotions and that punishmer  follow their ex-
prssion.

“Third, we simply do not know the outcomes of emotional inhibition and
truncation over the long run. Research is desperately needed here. There is
some evidence e exodons exerencing and cubacis e o bt s

egative emotional states. There is also evidence that emotional catharsis
increases emotionality rather than red
of this research). Under n:mvd
versus interferes with thera

o wil no

o sirong negative or posive afec, (2) slfregulate
jated wnh e, (3) sk anetion b he
iz oo el o cortinated acion

b‘ avior related t©
», logical arousal associ
Sstgrgis ot st 2 (4

aonvmend-dependent gos

ehanging moduhtm'cmmmml experiences by chang:
important principles
ing ot

el ds

principle of

i o rting oo S e & s o e

rying behavior therapy exposure techniques Besides i
havi

undes
alic di 1 inappropriate, mood-dependent behavior usually eads to con-
e t i other uvaned emotions. Coodinaed action i he
exteral goal serves o keep e progressing fo s ch

e it e fam gl

ot

stress and thereby reduce vulnerability to emotionaliy In adition, suc

sonis e oppoie of moeependenybehavir, and thus s nsance of

acing onesel o feclin diflren. | discus thes rncpes i some deal
Chape 1.

Changingcotions b changin physiclogcal aousa i e rinciple
behind a number of therapeutic emotion change srategies, such as relaxa-
ton therpis(ncudingdesensizaion) some edicaions, i breing

e wi o nlresd

i et of panic. The ability to modiy physol

associated with affect means tha the individua is able not only to reduce

e high rousal aiociaedwith some cmoions suchas angsand o s

i cam o) b 0 ncrse e o srowsal s with o

s such s s and depresion (. P 5010 spe

chin el e thesbilty 5 force acivicy, een when 4

the mood. For cxample one of the bsic techniques in cogniive therapy of
depression is aciviy scheduling.

e impormant ol of contgling s 5+ vayt et
it emorionlsimul hasbee poited out by mary (e Dernybery
Rothbare, 1984, 1988). Shiing artention coward  positve simulos cun
s o it oo osive aosa and ot ifin vy o

uate o contain negaive rousal and emori

a negativ stimulus may atten
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jor objective of therapy is to make the patient capable
Fellog o ot people n e cvisomtee o apprprise e by o
the therapy s ended.

py. In any event, a major

3
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7. TROUBLESHOOTING

1fthe patint continues to have considerable emorional diffculty at the close:
of a session, the therapist should help the patient develop emotion reguls-
tion and distess tolerance steategis for use aier leaving. Again, it i partic-
ulaly important not 1o be fooled by the patienes apparent competence.
Certainly at the beginning, almost all ptients will ave considerable difficuty
handiing sssion endings. Although the emorional pain will over i

decrease over time
o v, both therspist and patens shouk arend syt developiog
el tling b lining e ool e 1 g
‘maladaps erns of coping.

IDING RITUALS
nzdmlwpmcm mm, situals can be soothing for the patient and make
parting easier. At 2 minimum, the therapist should accompany the patient
e el oy e eptimion i oy il ot s o

200 o may bscome mprtant o csion o
in (ke Craier 12 ot guideimes)

TERMINATING STRATEGIES

Teis essnt st the patient for termination of therapy from the vry
S ne S, ity
b extremely diffcult. DBT does not advocate a complte ruprure in the ela-
onship; imtead, th patient moves rom the category of patien (0 that of

xpuien, aud he thenpi gos o, he ke of thcple o tht of ex
therapist. v uie diferen om “mon.” oles I heformet,
oot ot o e poore s gl o il
The change is akin to the transformation from student t student,

dependent child to emancipated adult child. ] S
e ;lh‘uh:m!crpcmxulskdljth:w ient has learned with the ther-
neralize to nonthera pecific strategiesfor attending.

o W e e oo o s

;g%;

L ecaiais cismoN OF YeRAT
IG OFF SESSIONS.

Allhw;h the o an geonlaion and rmination contious hrughone
therapy, actve discussion of approaching termination must begin quite some.
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Emotions may also be more self-perpecuating among borderline individuals
becaue of the st inenity of theis cnoiona esponses s sgsesied
above. With high emotional arou irmmensGnclucing he therpis
behaio) canbe slcily atn that scon nd vt o
e primary oo e i o o e e gl
" e s i fepatremedi kil e
T st il s bkl
the e oy fovor Insome snss i s ather supriing hiat any
ends since cnoions, ancesarted, e repeardly ed. A
e 0 emooaal bsline camesbancsti eaivng e e 14 o
ributes to high sensiivity 10 the next emotional samulus. This characteris-
tic can be very important in treatment. I is not unusualfor aborderline ptient
10 say that it takes several days o recover from a psychotherapy session.

Emotion Modulation

The research on emotional behavior suggests that emotion regulation requires

o somewt parndonical sepes The inéividu llmuubn( learn to ex-
e and bl the dcrse emocons that ired into the neu-

Tophyilogs n]—txp a fn.\m' . Thenthe

ot relevant stimuli that srve either

o teacivare o sugrocn cegieg .,4..." emotions or to et off secondary

dnfinciona emocona esponses. Once annenseemoto s st he

md oo s be -bl; o inhibit or interfere with the activation of mood-
ent afterimages, afterchoughts, afteappraisa

s, aferappraisals, aftcrexpectations, and
om0 sp.

Basic emotions are fleeting and generally adaptive (Ekman, Friesen, &
Slrwock, 1972 Bk

gy s b gl yeeided
to have a number of dysfunctional consequences. First, inhi-
bion can Jad 1 neglet of ehe roblem snatin instigating the emoion.

Anindividual who never experiences anger in the face of injustice i lss like-
Iy orememberunus sicaions. Siations ht ety dangerous may ok
e aoidd i e i e L nlogn ey neve be g snd

s i,
ot may be e vanepaced i hame is always cut off
el il el
‘Second, the inhibition or truncating of negative emotions serves
s cmosonal avosanes If he ndvid s kernd oty e
iona negative emori m..n“..h.bmm of the original emotion
emoves any chanes of g, jgm is similar to the cscape-
learning paradigm. Amm:lsrzugmosapthn chamber by having heir
fetshoked wheneve hey et the chamber il case o ener thecha
ber;if the shock apparatusis subscquently turned off, the animals will
Tearn.the new contingencies. They must enter the chambe for new learning
e oo oy Cuich 1 dsoe s mah e shock
pparatus in the escape-learning paradigm. Borderline individuals learn to
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2. USING TARGET PRIORITI ORGANIZE SESSIONS

As Ldicason a amber s, one of the distinctive characteris
BT i the use of |

sics
by prioriies to organize ineractions. The
fobsipndeat chompistietm pychotherapy time i oriented o current
behaviors (since the last session), and priority for atention is determined by
the gt ey o remid the ede ofhat iy (e Capes O
the bight pioy i ndividal cupains thepy
beiviors, followed by therapy ntrfeng behavio, sciows eyt
nrrkmlgbe foe, il s, posnessmai s behaion soesec,

i g sl e o i ol O ol e
als organizes the ineraction according to @ targe hicrarchy: decreasing sui-
ide s behaviors, applying behavioa skill o th probiem ¢ hasd and
mlvinginererional ries o senation betwen thrapi and i, in
that order. Skill training scssions, supportive process groups, and all other

modes of teatment have theit own il irarhes The sk of esch
therapis i to use the order for the current interaction mode i guiding use
of time. This particular steategy is one of the most diffcul for new ther-
apists and one of the most important 1o th overal progress of the thrapy.
{5 Gl ol ool whg st e O

coping with resistance are discussed extensively in Chapers 6
)

ES OF THERAPY
s also discussed n Chapter 6, DBT s organized o four stage: the preteat-
men stage of orientation and commitment; Stage 1, ataining basic capaci-
s Sage . edcing posaumasic s nd Sage 3 ncraog sl opes
oo il ey Pk e g o e i
end to thes cherapy to 3 higher s oals of
curen sage v ben D e e e
Pobicms of s eiows sags rappese. The sty of o
tion and commitment (prtreatmen) before beginning therapy per s s dis-
u.m Al Ao bl R lly n Chopeer 6 b is equally
subs e in Stage 1 before moving (0 Sage 2.
ol ey Dpiies o Lk 2o
cannot be ignored in DBT. Thus, in the absence of a compellng rationale,
skipping from ataining basic capacides to meeting individul goals (other
than temporarily) would generally be a violation of this scrategy.
4. CHECKING PROGRESS IN OTHER MODES OF THERAPY
I individual psychotherapy, when the patientis simultancously engaged in
e s o BT (ot sl waining). e chempt shoud check
The individual therapist must
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FIGURE 2.1 Social-behavioral model of suicdal behavior: An environment-person

system. From Linchan (1981), p. 252. Copyright 1981 by Garland Publishing, New

York. Reprinted by permission.

hzx ot been paid to how the motor-behavioral and the cogaitive-verbal
se modes self-regulate.

P o secoud wiasth epoesims wible gl Saracciin of the
person sha o o typcaly flenced by b the indsaduls behavior
o the environment. These stable characteristics can, however, have impor-
tant influences on both the environment and the behavior of the individual,
In the model represented here, the triangular points represent gender, race,
;..a. ‘As with the environmental square, however, thes kpmnuamnmpy

ualy comeiet, Gende cace dzg are related in impor
o rs. Other disorders will require representation ofd fieren
m-gamsmlc vxnzbl For ik, 1y o oy u[xh\mph renia, one might
want an organi  representing genetic m
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AniDBT tactcs
T does not ask to see iy cards

7 el wilh P gosing o et i card
T dos o sk forformation sht wold v ben on card i
T e
T igores o cursorly discusses suicdal bebaviors.
T ignores or cursorily discusss therapy-intrfering behaviors.
T ignores or cursorily discuses qualiy-oflif-nterfeing behaviors.
T follows prioriy tagecing rules but not spiit of the state.
TR S ki i Suy

cates that skl uaining are someone e i

1. REVIEWING TARGET BEHAVIORS
SINCE THE LAST SESSION

The first therapeutic task in each session is to review with the patient her
behavioral progress during the past week. In the firs two stages of DB, this
inquiry s ordinarily structured by the therapist to obtain specific informa-
tion about target behaviors.

Diary Cords
g ey sesdon i thesimple quesi ave your diary card?”
(s Chaper & for a descripion of i u.aml e s b i
ately scan xkand[m th o decminean il agenda o e
. I the pacent dos not have the card, 1 sk wheehe she il
Vit hippesed 1o, s 2 o 1w i o b I oae

led it
sppencd 1 it, ar reasor

e a. paticn did noxbrng i, qickly eview she information o
fons depend on the stage of therapy and the current behavioral
gy Iu-ully:rymmnma[mtmdsmfum:lkln(anpnﬂul

ol behavios e g, i deuton se linclud-
ing medictions dily misey use of ehaviorsl il .na. nything elsc we
e moriaig). 1 e i o Bl it ou, | ordinarily e hs 8 crd to

. b

ol vt durigte sesion. s e e e Chape s e
of consisten atention to diary o produce compliance sooner
s, o« wold b n it ofherpyercin bk, nd
thus st 0 v e stenion) Therinalefor dy cards, o vl
o acics o ponding o b i paten b o

discused in Chapter § and sgain in Chapuer 15,

Homework Assignments

I homeworks assignments are given, the therapist must remember to ask about
them during the session.
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Allen Frances, MD, Series Editor

THE FATE OF BORDERLINE PATIENTS:
L OUTCOME AND PSYCHIATRIC PRACTICE

-
g

SUPPORTIVE THERAPY FOR BORDERLINE P/
A PSYCHODYNAMIC APPROACH
Lawrence H. Rockland

COGNITIVE BEHAVIORAL TREATMENT OF
'BORDERLINE PERSONALITY DISORDER
Marsha M. Linchan

SKILLS TRAINING MANUAL FOR TREATING
'BORDERLINE PERSONALITY DISORDER
Marsha M. Linchan
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that he or she i the primary therapist, and thus i esponsible fo
g all eeamens modes. I il for st paients 0 belie
oman i he ndividol therapis dos
onsiity
[enn behaviors.

s
remember
coordinati
that a particular mode of therapy is impe
nmbehm iismporant nough e

or cooy with other modes of e
e i therapis and ore

10k sbou.Poleme i s

it 2 nw
N-ENDING STRATEGIES
How a session with a borderline and suicidal patient ends can be extremely
imgoran. Borderine paients no infrquely v hrepy seions wih
tions, including anger, rustration, panic, grief, hope-
d ey

such intense negative
Foces depiy copuinn, o unnkss.l ave great difficuly oler-
ating the emotional pain without resorting to maladaptive behavior Iis very
eporsto o i e caouion e problems
0 be solved? It is equally important to conclude and summarize the “busi-
e paraf e sk ew‘wmcwmk s o s
the progress made in the session. Strategies for en ions are outlined
in Table 14.4,

(OVIDING SUFFICIENT TIME FOI
‘When the ending of a sesion begins dqxnds on the p.mmx.x patient. For
some patients, the ending begins at the beginning. That is, they are o anx-

o sout eing hatthee behavior o he =7 eging o he enlos.
b,.n. aen fc thathe o i e wonds, o
e mmnsl vordeine paiens ofen

i ey ,..d ‘il o emoronalyduring sesions be
hee i i e o “Cosng up They s
ha heycannot rgulte, Alhough tis probles
ot b complely e it o ong 8 i, ach e
and patineshould work ot ogeher b many s shold b I st
the zndl of se)x;;m 1o do the important dmm rk ‘The time needed will
<ol iy b s et nd i s, dependng o b
‘material discussed during the sessior g
2. AGREEING ON HOMEWORK FOR THE COMING WEEK
During e cousofhe s, he s and s ey s -
ousacivies that he patent should ngage in during e coming weck. A
xhtdld of each :s;\un any suggestions for homework should be reviewed
st rd b o' e oy e s o
el ot e e o e ot whehe
ny probiems i completingth sosgmen do e coming weik
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REPAIRING THE
i fow excepions, m\.m,».,, repai atleast briely,should precede othe
scrous work witinth scssion, Fowevt,  “hearttohear” should o be
oo b g ik oy bhos il e i, Te
ation sed more

sgers of this are d extensively in Chapter 12

A therapist wi n 5 s ambivleat abos mesing with he s, anious
o SRR il iV e, ox el frotrated wth the
e hould craine careay whashes he o he el wh o

wshe
thee confics vih e acn. I he snes 1 the poblms should be
addressed in the next supervision/consultation team meeting; a cerain amount
ofreptie work, awey b the paseat, sy be hcded befrr he sopie
broached wit the peticm. 1 the amewe sy, the Seapitshould e she
reciprocal communication strateics (see Chapter 12) and therapeutic rela-
ionship strategies (see Chapter 1) to discuss the relationship with the pa-
tient and begin problem solving.

TARGETING STRATEGI!

Targeting strategues have t0 do with how the therapist structures the time
during individual therapy sessions and what topics receive attention. They
e devopedw e the DET emghis on i orpistion of
treatment targets and to insure that therapists would attend to the hierarchi-
cal ordering necessary in DBT. Implementing the targeting strategies requires

be ext

imegraingsmost ol of he revious teament s I¢ canbe exteme-
Iy diffculnthe s phas of DET,becaus borhpatin and hrapsofcn
‘ot want 1o atend to targeted behaviors.

"The rtooals fo hetrgodeg vt and varions iecions 0 snd
diffculics wih them o wella pornial soluon), hve b discued
xtensivly in Chapirs 5 and .t bars epeting hre however, shat s dhr.
it who gnores the targeting g s ot doing DI That s, in DB

iscused i s mportant a5 o s discusd, Difcltcs gt

ik along with the targeting scatcgies should be treated a5
any therapy-intrfering behavior i teateds how to do thisi discussed inthe
e chape A eyt who s haing il llowin the unng e
s 4 ot ey o) o bing p theopicinhe sonlcon-
sion mesing. Onertherapss willbmost e inly b heving e sume
troubl

Because e aleady gone chiough e riomle o rgcin ot sch
gt e Chpes de g g sy b I con b e

look a targeting 4 scting an agenda. Although the agenda must remain
i, depnimgon rhcpmm\’xbeh:vlord uring the week, i can noncthe-
less, be useful o review it before and ater each sssion. The targeting srate-
gies are described below and are summarized in Table 14.3. Although these
strategies can be used in any order, all should be used every session.
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Emrnlons as Full Lsymm Responses’
jons, from o spective,ar integrated responsesof the otal
xlmcrwy :h:me]uns\lmwcerxlxau

T eiogen g <n basic cmosons) o b of et e
princes earmed emosons. Tht i, an cmion pioly compries b
D o e e o et B o
define cmotions s comprised of phenomenclogical experience (cognitive ys-
) ochenical hangs physleicl sysem) and xprsse ad ction
dencl il e e mems). Compls e igh o

incude one o more spprs e system. Emorions,

el P i S o e b, it
20 oo behaio. Thus e ot ot ol sl b
the The com

responses, but themselves affect lex, systemic na-
ture of emorions makes it unlikely ﬁ\z ke pnmmxc(emelmndyi
ealion,either i el or i icuar respec o BPD, vill e found.
There are many roads to Rome.

1
-
m
o5

uality of Behavioral Modes

as Causes of Functioning

o Gonme o ilogod sl

et i 20 moc of bebaron i niiey more omportne th

e aber s o of b fconing. Thvs i comrn 10 copite

theories (¢.., Beck, 1976, Beck et al., 1973, 1990), DBT does not view be-

havioral dysfunction, including emotion dysregulation, as necessarily result-

ing from dysfuncrional cognidive proceses. Thi is ot o say that under some

condiionscogiie ativisdo o nflencemotor 4 pysioogial be
Aoy

ind cogitive psychology, the position

haviors, as well as the activation of emorional behaviors; in fact,
s o oppotiel the i Clowe uolh opic of tis boo
o cumpl, e the pead iy his colleagues (Beck,
o 1935 e, S s 2 oo, 1985) that hopeless
o e e ot e bt o b
Morcore,in contrast o biologicalpsychology and psychiatry, DBT does
ot view newrophyslogicl yunction s il more it
achce o, bekevor e bes e of flence, Th - i from

=
cive, alhough bebavior-behavior o respose sy
Eeonitio o cetel pawey s Enporoo s Tt
o e el e i el T e e 0
‘comes this: Under what conditions does one behavior or behavioral pattern
‘occur and influence another (Hayes, Kohlenberg, & Melancon, 1989)? Ulti-
vl b, rom il xmevock, sl nar el puens
ofbehmvion nfcrce e ot sough, Rathrhe mporan e
m« St uggeed by Manicas Stmld 1983 What i the e
ivn organism or process undes rom this
ey cveti inclohng behion v ni,:maw.!yxlh e of o
causal configorations at the same and a¢ many different I

i
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TABLE 14.2. Session Begioning Strategies Ch
— T GREETS P plcsany,comeying o e hat ﬁﬁdms«FTbeyx
the session in & manner that indica a sense of

podry

4

CURRENT EMOTIONAL STATE, checking, when sppropri-
has anything pressing that needs arention durin the

— Tanends o P
e, whether

— TREPAIRS relationship as needed, using ecprocal commuication and problem
solving,

ready and more extensiely in the next chapte; environmental in-
o e o e Far o ettt
ar highly ambivalent abou therapy, lexibilt in secting can be extremely
important or therapy etention. Out.of-ofice sesionsinplaces such s bowl-
g sl s con be el i comiing omts v il
Poss. Th same end might phaps b sccomplished by simphy remsining
bl et iy et it
Kimit offour consecutive absences, ths is not praccca. It also possibl that
sch v, mesing place are more el ovomens fr some
Jescents and can be better toleraed in the midst of the raumas n their

Strategies to keep in mind when beginning cherapy are di
and are outlined in Table 14.2.

E PATIENT

1. GREETING T!
Generally the therapist should greet the pacient warly,in such @ manner
25 to express obvious pleasure at secing the patient again. This will usually
imolve sing  the patintand, i he bas mised onc o more sssions,
commening onhowgood it 10 e he agan. The ot s o commuri-
cate value and liking for lzpzln\tan nitial encour

1 RECOGNIZINGTHE PATIENT'S
(ENT EMOTIONAL
ient's current emotional state when begin-
md on the patient’s (or the therapists) part
h.mm out in the open. If topics are pressing t0 the paticnt, this
e e A ol soda o b e M begiming o he s
sion s0 that both parties know what topics need mu disused s b
oedertheywil b diced. The g s iscussed bl
this agenda setting.

Kismporant o ecopze he
g e o
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‘acive observing in, 223
e wiy hane, 222
o 3585
alty diffcutcs,

s P
and cheerleading, 248
of cogaiton, 239-242
in cognitve modification, 359, 360
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Zen mediation (see Meditation)
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Ve st e Db, o) (e
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e
T comeys 10 & vale for the skils ining,
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being examined in individoal therapy. (cont)
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