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dream of one day creating a grassroots, zine-style newsletter
for the therapy community. This was likely coming from the
punk rock high schooler still in me (who you better believe

[ still actively channel with my teen DBT clients). In 2017,
during a research meeting with Lynn McFarr she brought up
her dream of one day starting a proper DBT journal, and the
first conversation about the DBT Bulletin emerged. Five years
later and more work than I ever anticipated, I am thrilled

to see where this journey has taken us. This project has
connected me in so many unexpected ways with the broader
DBT community, and it truly feels like my heart’s work. This
issue is especially near to my heart because we first launched
our debut issue of the DBT Bulletin publication at the last
ISITDBT conference that I attended in person, pre-pandemic,
in 2018. So much has changed for us all since that time. The
following year I lost my first client to suicide, and shortly after
the world shut down.

In this current issue, we are honored to feature an article

on postvention practices. This issue also aims to uphold

our commitment to anti-racism work in DBT and includes
articles on how to do anti-oppressive work in private practice
settings, as well as guidelines for cultural adaptations of

DBT. We are also excited to include DBT perspectives on
contingency management and DBT teams. Further, we

have continued our tradition of lending a voice to creative
considerations for both skills via a fabulous table on a DBT
skills master handout, as well as clinician perspectives on self-
dysregulation in Borderline Personality Disorder. Finally, | am
beyond thrilled to announce that we have not one but three
extraordinary student spotlight awards this year. 10,000 gold
stars go to Christine Bird, Yoel Everett, and Sarah McHugh. |
sincerely hope you enjoy this issue, and [ have been honored
to serve the community as your resident punk rock zine
collaborator. Here’s to another five years and seeing where the
DBT Bulletin takes us next.

-Hollie Granato
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Introduction

Inrecent years, clinicians and research-
ers have made substantial efforts to
make existing evidence-based treat-
ments more effective for clients of dif-
ferent cultural, racial, and/or ethnic
backgrounds. These modifications, or
cultural adaptations, have been found
to increase the efficacy of interven-
tions and lead to reduction of symp-
toms (Arundell et al., 2021). A recent
systematic review found 18 studies
that implemented cultural adaptations
of Dialectical Behavior Therapy (DBT;
see Haft et al., 2022). DBT studies have
evolved from comprising primarily of
white participants to include increas-
ingly diverse samples in more recent
studies (Harned et al., 2022). Based on
this review, the authors summarize sev-
eral recommendations for clinicians to
improve the acceptability and efficacy
of DBT for clients from different racial,
ethnic, and cultural backgrounds. The
present report expands upon those rec-
ommendations and offers DBT clinicians
several tips in efforts to culturally adapt
DBT in their practice.

Clinical Recommendations
Tip #1: Make efforts to deliver and obtain
written materials in the client’s native
language.

When working with clients from
different cultural groups, clinicians
may need to adapt elements of language
when implementing the treatment (e.g.,
by delivering therapy in alanguage other
than English, matching handouts/work-
sheets/diary cards to the literacy level
and dialect of clients). We recommend
language consistency be maintained
across all DBT treatment components
to facilitate accurate communication
of emotional subtleties that may be
unique to each language (McFarr et al.,
2014). In addition, translation of mate-
rials into the client’s native language is
critical and materials should be trans-
lated and back translated by multiple

experts familiar with a target culture.
Future research focusing on validation
of DBT materials in different languag-
es is critically needed, as is accessi-
ble dissemination of these materials.
Behavioral Tech provides information
on how to obtain permissions to trans-
late DBT materials into other languages:
https://behavioraltech.org/resources/
dbt-in-foreign-languages/#Spanish.

Tip #2: Explicitly discuss identity-based
prejudice when introducing the biosocial
theory.

Discussing racism, discrimination,
acculturative stress, and historical and
intergenerational trauma with clients
when discussing the biosocial theory
is especially critical when working with
clients from different cultural groups.
For example, clinicians could collabo-
ratively create a genogram of the cli-
ent’s family in order to identify family
members who may be means of support
or stress, as well as visualize systemic
problems in a culture and community
(e.g., Kohrt et al., 2017). At present, rac-
ism is not mentioned as a factor that
interferes with skillful behavior in any
DBT skills training handout (Pierson
et al., 2021). Observing and describ-
ing common methods of invalidation
(e.g., from lower severity of empathic
failure up to systemic (see Pierson et
al., 2021) may help shift the client away
from shame, build trust between client
and clinician, and move the client from
self-blame towards a more dialectical
understanding of the causal and main-
taining mechanisms of their current dis-
tress. For example, the Minority Stress
Handout for Affirmative DBT is a help-
ful model that acknowledges common
experiences of LGBTQ+ people (Chang
& Cohen, 2022; Cohen et al., 2021).

Tip #3: Provide psychoeducation and
tools for clients to cope with cultural
stigma.

Stigma of seeking mental

healthcare, especially for self-harm-
ful behaviors, is rampant in many cul-
tures, and needs to be addressed to pre-
vent treatment drop out. Examples of
addressing cultural stigmain treatment
include framing DBT sKills use as appli-
cable to anyone regardless of meeting
criteria for mental illness, addressing
myths related to suicide and self-harm,
incorporating family into treatment ori-
entation and training family members
to provide psychoeducation themselves
about treatment, renaming groups, and
holding treatment in culturally-support-
ivelocales, such as community centers,
religious centers, orlocal schools (Arun-
agirietal., 2021; Choi et al., 2019; Kinsey,
2014; Ramaiya et al., 2017). Developing
a cope ahead plan for skills the client
can use when they confront stigma,
either self-stigma or community stig-
ma, such as Pros and Cons of being in
treatment, Check the Facts on stig-
ma-associated emotions such as shame,
self-validation, and acknowledgement
of causal reasons for current distress
may be helpful. Understanding the
factors that are stigmatizing to each
client/culture can inform treatment
delivery modifications and improve
treatment acceptability and feasibility.

Tip #4: Use flexibility within fidelity with
the diary card.

DBT clinicians likely already modify
the diary card to fit the needs of their
individual clients. Certain tailored for-
mats may be more culturally normative
and acceptable to certain individuals.
In particular, simplifying diary cards
to include non-numeric ratings (e.g.,
using pictorial representations) for cli-
ents with low literacy may reduce bar-
riers to compliance (McFarr et al., 2014;
Ramaiya et al., 2018). For clients who
express symptoms somatically, phys-
ical sensations might be used instead
of or in addition to tracking emotion
words and urges (Arunagiri et al., 2021;
Mercado & Hinojosa, 2017). Finally,
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reinforcing diary card completion using
culturally relevant contingencies is
recommended (e.g., a Mexican Bingo
Rewards Card (La Loteria Mexicana Tar-
jeta de Recompensa) where the client
with the best compliance rate receives
a small reward (e.g., a $10 gift card to
a local bakery; McFarr et al., 2014).

Tip #5: Increase attention to cultural
context in the interpersonal effective-
ness module.

The interpersonal effectiveness
module may require the most tailor-
ing for clients of color and those from
non-Western cultures. For example,
using traditional assertiveness (e.g.,
DEAR MAN and FAST) skills may vio-
late female role norms and even be
dangerous (e.g., resulting in physical
and emotional harm) for female clients
in the context of a patriarchal society
(Ramaiya et al., 2018). We recommend
increased focus on interdependent rela-
tionships (e.g., hierarchical relation-
ships and power differentials) when
teaching these skills to clients from
non-White and non-Western cultural
contexts. Utilizing DBT skills manual
worksheets such as Interpersonal Effec-
tiveness Worksheet 1 (“Pros and Cons
of Using Interpersonal Effectiveness
Skills”) and Interpersonal Effectiveness
Worksheet 7 (“Troubleshooting Inter-
personal Effectiveness Skills, Part 6: Is
the environment more powerful than
my skills?”) may be useful in increas-
ing attention to these issues (Linehan,
2014). Furthermore, although possible
in Western contexts, more clients may
identify with goals of increasing social
harmony or supporting group goals rath-
er than the other two DBT interpersonal
effectiveness goals of keeping respect
and getting an objective met (Cheng
& Merrick, 2017; Ramaiya et al., 2018).
In teaching skills to clients, describ-
ing differences between interpersonal
relationships in different cultures may
help frame interpersonal effectiveness
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skills depending on individualistic ver-
sus interdependent cultural values
(Cheng & Merrick, 2017). Group thera-
py—or therapy involving wider familial
and community networks—may be more
common and accepted in certain coun-
tries and cultures (Hays, 2009; Ko¢ &
Kafa, 2019). Accordingly, adding group-
based components beyond traditional
skills training to treatment may increase
the acceptability of DBT for certain cli-
ents. Practicing Loving Kindness (Mind-
fulness Handout 8: Practicing Loving
Kindness to Increase Love and Com-
passion) could also be used to increase
social connectedness (Linehan, 2014).

Tip #6: Adopt additional components
into DBT teams.

We suggest that DBT teams adopt
the Antiracist Consultation to the Envi-
ronment Agreement as described by
Pierson et al. (2021): “At times when the
problem is an intransigent, high-pow-
er environment, as is always the case
when the problem is racism, we agree
to actively seek out ways to support
the client through antiracist advocacy.
We agree to take a dialectical stance by
ensuring that consultation to the envi-
ronment is done in tandem with con-
sultation to the client, so that environ-
mental intervention does not fragilize or
disempower the client. We agree to pro-
vide functional validation (i.e., respond-
ing with action) to racially marginalized
clients by using our own resources of
privilege and power to change racial
inequities (p. 18).”

In addition, clinicians could also
adopt the new Antiracist Therapist
Agreement proposed by Pierson et al.
(2021) which includes additional com-
mitments towards consultation to their
team regarding assessing and develop-
ing their own antiracist competencies.
Forresources, see Pierson etal.,2021and
the ISITDBT Antiracism Committee’s
evolving webpage (https://isitdbt.net/
anti-racism/) for suggestions of skills

to use to increase antiracist therapist
competencies. Furthermore, DBT teams
could also enhance observer agreements
by adding observer tasks such as check-
ing on microaggressions, as well as add
weekly or monthly didactics related to
culture and dismantling racism (e.g., a
team member finds an article with a
clinical application related to diversity).

Tip #7: Advocate for increased train-
ing of clinicians from different cultural
contexts.

Incorporating members of the
community into the treatment either
through training counselors already in
the community in DBT (e.g., through
Train the Trainer methodologies; Frank
et al., 2020), or through the addition
of other treatment components with
community leaders (e.g., adding tradi-
tional tribal or religious practices) may
be helpful (Beckstead et al., 2015; Choi
et al., 2019; Ramaiya et al., 2018). DBT
clinicians can advocate for and invest
in training for mental health profession-
als already integrated in racial, ethnic,
or cultural communities by support-
ing scholarships to reduce barriers
to attending DBT trainings (e.g., the
DBT-LBC BIPOC Clinician Scholarship).

Conclusions
There are several ways clinicians can
increase the acceptability and/or effec-
tiveness of DBT for clients of color and/
or different cultures. Synthesizing the
tension of both training DBT clinicians
to increase their cultural competence
and humility while acknowledging that
DBT itself has ethnocentric components
requiring cultural adaptations is key.
Empirical research evaluating the effec-
tiveness of DBT for minority groups is
critically needed, with significant find-
ings used to inform potential systematic
treatment adaptations for these groups
(Harned et al., 2022). We encourage
readers to consider ways in which we,
as DBT clinicians and researchers, can



further promote more culturally respon-
sive care in DBT beyond the practices
identified in extant studies.
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Doing Anti-oppressive Work
in a Private Practice Setting:
Sharing Our Ideas and What
We Have Learned
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AS A DBT COMMUNITY, we have
responded to the call to engage in
anti-oppressive work. Our investment
is occurring on multiple fronts as we
examine the structures, systems, and
assumptions creating barriers to DBT
for communities of color and other mar-
ginalized groups. These barriers include
access to DBT treatment for clients and
to DBT training for providers.

At our clinic, we asked ourselves:
What does anti-oppressive action look
like in a clinic staffed by predominantly
white clinicians who serve mostly white
clients, delivering a treatment that has
been under-studied with diverse popu-
lations? This article will describe what
we learned by taking up this question,
knowing that other clinics are doing
similar work. We share this in the spir-
it of growth and collaboration, from a
place of humility and not of mastery.
We hope that sharing our challenges,
lessons learned, and accomplishments
will spark ideas and encourage us all to
work together taking anti-oppressive
action as a DBT community.

Early Work: Honoring That We Don’t
Know What We Don’t Know
Our clinic is located in a suburb of Mil-
waukee and our staff and clients skew
toward a white, middle-class demo-
graphic. We made a commitment to
increase attentiveness to diversity sev-
eral years ago. At that time, we wrote a
“diversity statement” to guide our work
and started examining the network of
insurance carriers we work with in an
attempt to increase access to services
(work that continues today). We did not,
however, have an overall plan to guide
our efforts. We decided to work with
an outside consultant, an expert in
anti-oppressive practice. She met with
our team twice for several hours, help-
ing us identify what we were missing
sowe could articulate a clear vision and
create a cohesive plan. In writing this,
we know some teams may not have

access to such a consultant; it may be
useful for the DBT community to iden-
tify professionals trained in this type
of consultation and willing to connect
with teams seeking to engage in anti-op-
pressive work.

Our time with the consultant high-
lighted that effectively adopting an
anti-oppressive lens necessitates estab-
lishing a strategic plan with specific
goals. This is in contrast to what had
been happening, a pattern of initial ener-
gy and focus, then having it fall off the
radar, observing that it fell off the radar,
and then looping back around to enthu-
siasm once again. We needed an inter-
nal workgroup tasked with articulating
desired outcomes, creating internal pro-
cesses toreach them, guiding the work,
and keeping focused on the goals even
when feeling overwhelmed or distract-
ed. We created our JEDI Council (Jus-
tice, Equity, Diversity, and Inclusion), a
workgroup composed of staff members
as well as students training at the clinic.
This composition has been extremely
helpful because staff members bring his-
torical knowledge of the clinic while stu-
dents bring new perspectives. Having a
regularly scheduled time allows us to
be one-mindful over time, breaking the
aforementioned pattern of inconsistent
attention. Finally, having this be com-
pensated time for staff communicates
the clinic’s support of anti-oppressive
action. Often, this work is done by ded-
icated people for little to no compensa-
tion. This devalues their contributions
and creates a situation where the clinic
does not have to make a full commit-
ment to organizational change. Being
intentional and explicit about the clin-
ic’s willingness to support structural
changeis critical to avoid falling into the
trap of performative allyship and subse-
quent burnout.

Our Approach: Embracing Genera-
tive Discomfort

In DBT, we rely on dialectics to help us
“walk the middle path” to keep mov-
ing forward. We know that this involves
moments marked by dialectical tension
that canbe uncomfortable. At the same
time, dialectical tension creates oppor-
tunities for change. This is generative
discomfort. To facilitate this process,
we engage in dialectical assessment,
searching for what is missing and
enabling us to see the bigger picture of
the reality we are in. We relied heavi-
ly on these concepts as we carried our
anti-oppressive work forward.

Just as we would encourage our
clients to skillfully “lean into” discom-
fort, we challenged ourselves to do the
same. An example of this that occurred
on our team was during a consultation
meeting where a client’s race was an
“elephant in the room.” The team was
discussing this client’s behavior, yet
nobody was directly talking about the
client’s race and how implicit biases
could be informing our own interpre-
tations of this client’s behaviors. The
team observed the “elephant” and the
therapist seeking consultation shared
that they were feeling defensive follow-
ing that observation. Their disclosure of
feeling defensive helped the team val-
idate the therapist and move to a more
dialectical position where we could
simultaneously hold that the client’s
behavior needed to change and at the
same time the team needed to be more
attentive to their potential biases that
may be influencing their interpretations
of the client’s behaviors. Situations like
this call us to look at ourselves as indi-
viduals, as a team, and as an organiza-
tion, to observe and describe what we
see and to identify how our observa-
tions fit with our wise-minded values
or deviate from them.

One strategy we found particularly
helpful in harnessing the power of gen-
erative discomfort was when we asked
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all team members to consider their own
identities, their privileges, and how
these inform their DBT work. This took
the form of formal reflective identity
work over the course of several weeks.
First, each team member did person-
al reflection, writing about their own
identities and their influence. Next, we
divided the team into small groups to
have multiple discussions about what
was learned from the individual work.
Finally, we gathered together as a team
to discuss what we discovered through
the prior sessions and how that could
inform tasks we take up as a team. This
helped the JEDI Council create an action
plan embedded in our own understand-
ing of where we were as ateam and clin-
ic as well as destinations we wanted to
navigate toward.

Our Actions: Strategies We Have
Implemented

An initial step was adopting “begin-
ner’s mind” by taking second looks at
our internal systems. Anti-oppressive
practice calls us to examine structures
to identify systemic contributors to
inequity. What were we missing as an
organization that may be contributing
to inequity? We conducted an exam-
ination of our environment and pro-
cesses, which revealed work to be done.
The needs we identified were broad and
included auditing our documentation
practices (particularly for clients with
LGBTQ+ identities), re-envisioning our
physical space to increase accessibility
for those with a range of body shapes
and sizes, ensuring restroom access for
all through universal design, and getting
all of our consent documents translat-
ed so they are available in English and
Spanish. We also added a dedicated
skills training group for LGBTQ+ adults.

Next, we determined that our sys-
tems to collect client demographic infor-
mation made it difficult to understand
our client base in order to learn who is
and is not accessing our DBT services.
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Setting up systems capable of collect-
ing and analyzing accurate demo-
graphic data is critical to identify gaps
and detect whether implemented strat-
egies are effective. To accomplish this,
we changed intake paperwork to cap-
ture the data we needed. This included
transitioning to an online/app based-di-
ary card and data collection system
that allowed us to aggregate data and
increased assessment completion by
removing behavioral barriers. Our JEDI
Council also facilitated the update of
intake paperwork and made recommen-
dations to add signature lines for the
name clients go by if different than their
legal name, provide space for reflection
on minority identity components and
for adolescents to provide their expe-
rience of loved ones’ acceptance of the
name and pronouns they use.

We also noticed we were missing
opportunities to recruit team mem-
bers interested in helping us grow in
our attention to anti-oppressive prac-
tice. It was something we cared about,
and yet were not saying it “out loud” in
our materials. We needed to be explic-
it about our goals and our desire to
recruit others interested in collabo-
rating with us to reach them. To this
end, we added language to our student
recruitment materials: “We seek to col-
laborate with students who are interest-
ed in making DBT accessible for diverse
communities and populations.” We also
cultivated relationships with local train-
ing programs that serve a diverse stu-
dent body. Subsequently, we noticed
an increase in applicants talking about
anti-oppression in their interviews and
expressing enthusiasm about the work.
Increasing training opportunities for
students with diverse identities and
backgrounds creates pathways for train-
ees to connect with DBT early in their
careers, a priority for the DBT commu-
nity overall.

Next, we addressed our tendency
to focus on anti-oppression for periods

of time and then drift away from it. We
agreed it would be helpful to build in
intentional strategies to keep anti-op-
pressive action top of mind. We started
having a JEDI Council member regular-
ly do a brief presentation during team
meetings on segments of the American
Psychological Association’s (APA) Inclu-
sive Language Guidelines (2021), which
defines important terms and suggests
language to use and not use. We have
done readings and discussions as a
team (e.g., Pierson, Arunagiri, & Bond,
2021) and in smaller breakout groups
where we provided question prompts
for structure. We share resources (e.g.,
webinars) and gather in a central loca-
tion articles and other documents
like APA Resolutions (e.g., Advancing
Health Equity in Psychology, 2019) and
practice guidelines (e.g., Guidelines for
Psychological Practice for People with
Low-Income and Economic Marginal-
ization, 2019). We also monitor local
and state-level legislation (e.g., anti-
trans policies; legislation that would
create inequities in access to services
for BIPOC clients) so we can be aware of
structural issues impacting our clients
and engage in advocacy when needed.
Finally, we launched a blog series
as a mechanism for exploring how DBT
connects with anti-oppressive practice.
Members of the JEDI Council write posts
that get disseminated on our website,
through our email list, and to all of our
clients. We have received positive feed-
back from clients feeling validated by
being included. Examples of blog topics
include: Bebe Moore Campbell Nation-
al Minority Mental Health Awareness
Month, the Juneteenth National Holi-
day, Transgender Day of Visibility, and
National Hispanic Heritage Month.

Future Directions
We have learned so much from engaging
in this work; we have accomplished a lot
and there is much more anti-oppressive
work tobe done. To guide our next steps,
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we talked as a team about priorities and
identified the following: keeping our
commitment strong over time, being
active in challenging power structures
on the team, and connecting with our
surrounding community.

Keeping our commitment strong
is critical as we move forward. As many
teams have, we are considering adopt-
ing an anti-oppression team agree-
ment. Beyond this, we have thought
about either including this as part of
the Observer’s role or creating a sec-
ond Observer dedicated to watching
for microaggressions, inequities, mar-
ginalization, etc. For this to be suc-
cessful, every team member must be
willing to embrace opportunities for
generative discomfort. This speaks to
the importance of the aforementioned
team agreement and also relates to the
issue of power structures.

For our team, continuing commit-
ment involves balancing the dialectical
tension between reflection and action.
Team members observed the danger of
getting stuck in an overly reflective
place (e.g., prioritizing reading, learn-
ing, small group discussion) at the risk of
neglecting direct action to connect with
diverse client populations or recruit
BIPOC clinicians. On the other hand,
there is danger in moving too quickly
into action without having done inter-
nal work to address biases and power
structures that can be oppressive for
those individuals. This led us to consider
ways to challenge power structures on
the team.

Challenging power structures is
twofold: experienced team members
taking a step back while helping new-
er colleagues take a step forward. This
involves experienced clinicians staying
mindful of the goal of reducing power
inequities on the team, not being the
first to speak when a question is asked,
and inviting input from others. To help
newer team members take a step for-
ward, we are considering having a
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mentor who is not the trainee’s clinical
supervisor for each trainee. This mentor
would act as a consultant and cheerlead-
er, helping their newer colleague con-
tribute to difficult discussions on team
and navigate dialectical tension.

Finally, we believe that connecting
with our surrounding community, par-
ticularly communities of color, is needed
toincrease access to DBT treatment for
clients and DBT training for clinicians.
This aligns with our long-term goals
and additional programming we plan
to implement at the clinic.

We hope this paper provides ideas
and encouragement for teams seeking
to incorporate anti-oppressive action
into their work and look forward to the
continuing discussion of this important
topic within the DBT community.

Note: We would like to express deep
thanks to all members of our team, past
and current, who have made contribu-
tions to our anti-oppression work. It has
truly been a team effort!
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Abstract
Objective: Thereis alack of information
regarding how DBT teams should man-
age a suicide and how to best support
the individual therapist and consulta-
tion team.

Method: Due to the lack of informa-
tion, the goal of this paper is to provide
a clinical and administrative roadmap
of steps for teams to help manage the
crisis before and after it occurs.

Results: We present trauma-informed
strategies for clinicians including set-
ting limits, managing coverage, and uti-
lizing support. In addition, we provide
consultation team and administrative
guidelines.

Conclusion: The use of these guidelines
should increase support for clinicians
and consultation teams during an emo-
tional and potentially traumatic event.

According to The Centers for Disease
Control and Prevention (CDC, 2019), sui-
cide is currently the 10th leading cause
of death across all ages and the 2nd lead-
ing cause of death among those 15-34
years old. After a pattern of declining
numbers, rates of suicide have risen in
specific population groups from 1999
through 2018, with greater increases
occurring after 2006 (Hedegaard, Cur-
tin, & Warner, 2020). Of particular con-
cerntotheadolescent DBT community,
rates of suicide for females ages 10-14
hasincreased the most of any group, tri-
pling between 1999 and 2014 (Heron,
2016). Suicidality isa common feature of
individuals with Borderline Personality
Disorder (BPD) who are often treated
with DBT. In people with BPD, rates of
suicide have been found to be 50O times
greater than in the general population
(American Psychiatric Association,
2001).

Although rates of suicide have ris-
en, many mental health professionals
see suicide as an aberration and are
therefore unprepared to manage sui-
cide when it does occur (Gutin, McGann,
& Jordan, 2011). This is unfortunate, as
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statistics highlight the number of clini-
cians who can be affected. In 2017, the
number of suicide deaths in the US was
47173 (CDC, 2019). Of suicide decedents
in 2010, 31% were found to be receiving
mental health treatment (Parks, John-
son, McDaniel, & Gladden, 2014). Given
the number of suicides as well as the
number of those receiving mental health
treatment, about 13,452 clinicians may
lose clients to suicide on an annual basis
(Tan, White, Homan, & Dimeff, 2017).
Due to the aforementioned increase in
suicide rates, DBT’s focus on work with
clients who are suicidal or exhibit sui-
cidal behavior, and the increasing use
of DBT by mental health clinicians, the
management of suicide must be giv-
en serious clinical consideration (Cur-
tin, Warner, & Hedegaard, 2016; Miller,
Rathus, & Linehan, 2007).
DBTisanevidence-based behavioral
treatment that has been found to reduce
the frequency of suicide attempts and
self-harm as well as decrease depres-
sion in adults (Panos, Jackson, Hasan &
Panos, 2014) and lead to a reduction in
suicidal ideation, depression, hopeless-
ness, and borderline personality symp-
toms in adolescents (Mehlum et al.,
2016; Cook & Gorraiz, 2015). Although
suicidal behavior is often addressed on
DBT therapist consultation teams and
much attention is given to managing sui-
cidal crises, the effects of suicide on DBT
teams has yet to be carefully examined.
Linehan provides brief postvention and
confidentiality guidelines intended to
help therapists from a DBT perspec-
tive (Linehan, 2000-2015). Additional
suggestions have been made including
the components of a suggested case
review (Tan et. al, 2017). However, lit-
erature remains sparse in the DBT world
on specific dilemmas and suggestions
for teams. It is hoped that after review-
ing this article, DBT teams discuss and
implement a post-suicide plan of how
to manage clinical considerations for
their therapists and team, speak open-
ly about dialectical dilemmas that may
arise, and review how to effectively
manage administrative responsibilities.
In this article, we will refer to treating

the clinician as individual, group, and/or
parenting therapists who had frequent
direct contact with the client and who
may need additional support.

Impact on Clinician
In general, suicide is considered a trau-
matic loss with bereavement features
that may be similar to the mourning pro-
cess afteran unexpected death that was
not a suicide. The suicide bereavement
process may include additional stress-
ors specific to this type of loss such
as stigmatization and experiencing a
death that is sudden and/or violent in
nature, both of which may impact the
surviving clinician (Gutin et al., 2011).
Clinician survivors of suicide may expe-
rience symptoms that are consistent
with acute stress, particularly if they
are in training or are more junior in
their career (Ruskin, Sakinofsky, Bag-
by, Dickens, & Sousa, 2004). Symptoms
of acute stress may include intrusion
symptoms, negative mood or dissocia-
tive symptoms, avoidance, and arousal
symptoms (American Psychiatric Asso-
ciation, 2015). Therapist grief reactions
and distress following a suicide may last
well into a year after the loss (Hendin,
Lipschitz, Maltsberger, Haas, & Wyne-
coop, 2000). In addition to managing a
challenging and traumatic loss, Plakun
and Tillman (2005) describe a twin
loss after a client dies by suicide that
clinicians experience on both a person-
al and professional level. This twin loss
includes mourning the death of the cli-
ent and person as part of a personal grief
reaction in addition to a loss or shift in
professional identity and clinical work.

Guidelines for Clinicians

Short-term considerations.
Immediately after a clinician experi-
ences a death by suicide of a client, it
is important to provide support from
the DBT consultation team. Given the
challenging nature of the grief reaction
in addition to the possible long-term
duration of post-suicide experiencing
by the clinician, suicide loss may make
managing therapist consultation team
and other clinical responsibilities more
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difficult. Clinicians may not be function-
ing optimally if they are experiencing
post-traumatic emotional states and
these states are more likely to be trig-
gered by work with other suicidal clients
(Gutinetal., 2011). Whileitisimportant
not toassume that a clinician will expe-
rience a grief reaction that impairs their
functioning, guidelines are given for cli-
ent care based on the APA Ethics code,
taking both therapist and client well-be-
ing into account. Supervisors or DBT
team leader should check in with the
clinician and assess how they are coping
emotionally and functioning. Many cli-
nicians after a loss may not require any
reduction or change to their responsi-
bilities. Preemptively, it may be useful
for teams to develop a handout or set
of written guidelines following a sui-
cide on team so that this is not be deter-
mined in the aftermath but rather has
been previously discussed and thought
out as a team and/or organization.

If therapists are experiencing
impairment following the death by sui-
cide of a client, they may not be able to
provide effective therapy in the short
term. The Ethics code is clear that if
personal problems are impairing a psy-
chologist's ability to function "compe-
tently," appropriate measures must be
taken to remediate the problem. While
client well-being should be of primary
focus in a therapeutic setting, a thera-
pist who recognizes that they are not
able to function competently working
with suicidal clients may need a modifi-
cation of thatrole. If clinicians do change
their caseload or require a temporary
reprieve, we suggest minimizing the
difficulty for the client by transferring
themtoaclinician they are familiar with
from other DBT modalities (e.g., skills
group or coaching). We also recommend
that the time away from clients be as
minimal as possible.

In the immediate and short-term
time period after a suicide, we encour-
age teams to give clinicians the follow-
ing options if needed to reduce burden,
decision making, and stress on the treat-
ing clinician while minimizing impact
onthe client. These options may also be
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functionally validating to the clinician.

Other members of the team may also

request similar supports as needed.

+  Senior team members (STM) or
supervisor can offer to call clients
and cancel (or provide coverage)
for the day of/week/desired time
period after the suicide in order
for treating clinicians to get sup-
port as needed. The clinician can
decline this offer if they so desire.
We encourage supporting the treat-
ing clinician’s decisions and prefer-
ences throughout this process.

« If the clinician would like, identify
a STM or supervisor to cover their
coaching calls for the immediate
future. This is to minimize disrup-
tion to clinicians’ sleep and sched-
ule and to decrease the possibility
of concurrent exposure to coach-
ing calls that may include suicid-
al ideation, suicidal or self-harm
behavior, or other crises. In addi-
tion, it is possible that a clinician
coping with a recent suicide may
not provide the most effective and
balanced coaching to other clients,
with an urge to possibly react in a
more fear-based way. As previously
mentioned, we suggest providing
these options as possibilities and
clinician can accept these offers if
they so desire. The clinician can role
play with other team members how
to speak with existing clients about
a change in coverage if needed.

- Find coverage for group co-leader-
ship roles as needed if desired by
clinician.

Numerous factors must be considered
regarding clinical care at this juncture.
While it is important STM/supervisors
convey confidence and a non-blaming
stance towards the clinician, it is rec-
ommended that the treating clinician
be provided an option to not assess
or treat suicidal clients. There may be
an immediate readiness for some cli-
nicians and it may take more time for
others. It is up to the clinician and their
supervisor to determine when they feel
equipped to assume responsibilities as

normal. If needed, team members can
be assigned to cover cases and groups
with life threatening behaviors as need-
ed during the interim. In addition, the
treating clinicians is encouraged to iden-
tify and observe limits around their clin-
ical capabilities during this time as they
would during any other personal or pro-
fessional crisis, particularly if they are
unable to provide treatment effectively.
If the treating clinician would like cov-
erage of their clinical work, this can be
supported and managed empathically
by the team. While the clinician who
most closely worked with the client who
completed suicide may be most vulnera-
ble to grief and stress, all team members
should monitor their reactions to the
loss. Clinicians who are experiencing
grief reactions should be encouraged to
ask foradditional support or assistance
during this process (discussed further
below).

Medium to longer-term
considerations.

Managing absence of the client in group
while managing privacy concerns.
Numerous additional clinical challenges
may occur afterasuicide. We encourage
team discussion about how to manage
the absence of a client in group while
managing privacy concerns. This may be
handled differently based on the stage of
treatment of the individual who died by
suicide and their level of involvement in
the clinic or practice. In groups includ-
ing Adult Skills Group, Adult Graduate
Group, adolescent Multi-Family Skills
Group, or Adolescent Graduate Group, it
isencouraged that clinicians first speak
with the client’s family to get their per-
mission before informing group mem-
bers of the loss. Clinicians and family can
discuss the language the family would
like to be used to inform others (e.g.,
died, suicide). If the family and/or clini-
cians prefer that group members are not
informed of the suicide, clinicians can
inform other members that the client
and/or family will no longer be partic-
ipating without providing information
that would violate privacy. In the case
of adolescent Multi-Family Skills Group,
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if the client was an adolescent and the
parents also participated in group, it is
also possible that family members may
want toattend a group session to inform
others. Teams can identify what might
be most appropriate for their setting.
Team members must be prepared for
managing reactions of other clients and
families in the practice and the possible
increased risk for NSSI or suicidal behav-
ior. Primary therapists need to be alert-
ed and ready for risk assessment and
possible contagion. In addition, treating
psychiatrists and involved school men-
tal health providers should be alerted as
well, with permission from the family.

Assigning and providing client sup-
port or coverage as needed. It is possi-
ble that the treating clinician may want
or need to make short-term additional
support or changes to their caseload. In
these instances, based on the treating
clinician level of impairment (if any) as
well as their needs and wants, several
options are possible. Therapists can be
provided with extra supervision if need-
ed or wanted. Additional assistance can
be givenin the form of having a co-ther-
apist cover coaching or individual ses-
sions. Many clinicians may not experi-
ence impairment after a suicide and can
continue to see their caseload as usual.
At minimum, we recommend that con-
sultation team member check in with
the clinician more often.

We suggest that the team embrace
decisions about clinical work following
a suicide nonjudgmentally and with
compassion. If the treating clinician
has the desire to transfer clients with
life threatening behavior or to contin-
ue seeing their current caseload, it can
be helpful to discuss the pros and cons
of this decision in team. We recom-
mend that decisions regarding clients
and caseload be recorded and written
downinteam soit canlater be updated
asneeded and no cases are left without
a coverage plan.

Helping the treating clinician return
to work with suicidal clients when
appropriate. As previously mentioned,
a treating clinician may want to obtain
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short-term coverage as needed for sui-
cidal clients. If coverage is sought and
the caseload changed, it can be difficult
to determine when the clinician may be
interested in or prepared to return to
this clinical work. The choice may relate
to the nature and level of the clinician
stress response, time they have had
available to process the loss, physical
rest and strength to resume coaching
responsibilities and manage calls appro-
priately, trauma history, level of inter-
est or motivation to participate in this
type of work, and participation in their
own therapy. In order to navigate this
decision-making process which could
possibly be an emotionally vulnerable
and personal experience for clinicians, it
isrecommended that the treating clini-
cianreceive (at least) an hour of weekly
supervision with another team mem-
ber. This time can be used to process the
loss as needed or desired and to discuss
when to return to working with clients
with life threatening behaviors. In addi-
tion to providing a nonjudgmental space
for support, utilizing this supervision
structure will allow another team mem-
bertolearn about the treating clinician’s
level of functioning, which may allow
them to make recommendations regard-
ing alterations of clinical practice. Schul-
tz (2005) recommends that supervisors
facilitate contact for the clinician with
others who have also experienced sui-
cide loss. Supervisors may also consider
making a recommendation for individ-
ual therapy if warranted.

When clinicians return to work
with DBT clients who engage in NSSI
or suicidal behavior, we suggest that
the treating clinician and their super-
visor discuss how to reintegrate this
type of clinical work into their caseload.
For some, it may be useful to return to
taking clients with lower levels of risk
(either NSSI or SI) and then resume
work with clients with both NSSI and
SI. This may require coordination with
one’s intake or screening clinicians and
clients may disclose life threatening
behavior in session, despite screening
procedures. We suggest that the treat-
ing clinician notify the team that they

are going to begin this type of work so
other team members can be available to
provide additional support as needed.
In addition, we recommend that clini-
cians reach out to past supervisors or
mentors for additional support during
this process as needed and that this be
supported even if these providers are
outside of the clinician’s current place
of practice.

Post-suicide meeting as a small
team of supervisors, treating clinician,
and administrators. Clinical programs
may want to meet with a group of super-
visors, treating clinician, and adminis-
trators to review the case and course
of treatment. We recommend that this
occurs at a time when clinicians have
sufficient memory for the event and at
a time when they are emotionally pre-
pared to engage in a discussion that
will most likely involve more people
than their regular supervision. The goal
of this meeting is to bring information
together that was gathered by team
members and to identify things that
were learned from the event, provide
support to one another, as well as con-
duct a formal chain analysis on the sui-
cide. Due to the potentially stigmatizing
nature of a suicide loss even for mental
health clinicians, we caution teams to be
mindful of using language that could be
considered blaming. At the same time,
the meeting may actually help clinicians
recall information that can help them to
conceptualize the casein aless blaming
way. This meeting can also provide infor-
mation to clinicians that can be used in
the future with suicidal clients as well
as feedback for the team on how they
handled postvention.

Impact on Consultation Team
Suicide on a DBT team is a unique type
of clinical loss as the care of clients
and responsibility for their treatment
is shared by all members of the consul-
tation team. Thus, after a suicide, team
members, to different extents, are likely
to experience responses to the suicide
that may impact both their personal and
professional functioning (Gutin et al.,
2011). These experiences are likely to be
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intensified when clinicians are exposed
to other clients who exhibit suicidality,
which is a likely and expected occur-
rence on consultation teams. Given the
challenging nature of managing emo-
tional responses as well as clinical duties
on the team after a suicide, we suggest
that teams be mindful of the needs of
the treating clinician as well as team
members’ needs (e.g., assessing each
team members’ burnout ratings in an
ongoing way and treating accordingly).

Addressing Dialectical Dilemmas

Dialectical dilemmas specific to the
experience of client suicide may arise
on the consultation team afteraclient’s
death by suicide and should be identi-
fied and navigated during the process
of treating the clinician and team. The
specific dilemmas noted here were iden-
tified based on the clinical experiences
of our team after a client died by suicide
and some or all dilemmas are hypothe-
sized to appear on other teams as well.
These dilemmas include excessive team
emotion vulnerability versus emotional
inhibition/avoidance, fragilizing versus
assuming competence, and rigid prob-
lem-solving versus hopeless passivity.

Excessive team emotion vulnera-
bility versus emotional inhibition/
avoidance.

Excessive team emotion vulnerability
includes the tendency to experience and
express intense emotions frequently
and openly during team, either during
portions of the team dedicated to emo-
tional processing of the event or outside
of it during other clinical consultation.
Excessive team emotion vulnerability
may manifest itself by the team becom-
ing aroutine place for an excess of emo-
tion processing and exclusively focus-
ing on the suicide to the detriment of
other therapist issues and clinical prob-
lem solving. This may occur due to cli-
nicians feeling that consultation team
is the only time they can express these
emotions, clinician emotional vulnera-
bility, or, at its extreme, grief or trauma
symptoms of clinicians’ that have not

been adequately addressed.
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Team emotional inhibition/avoid-
ance, on the other hand, may appear as
the avoidance of discussing the suicide
or emotional material on team. This can
occur for many reasons including regu-
larly having other items or client con-
cerns present on weekly agendas, team
members experiencing anxiety about
bringing up the suicide, and concerns
about judgment or stigmatization occur-
ring on team. In addition, some team
members may be less interested in and/
or willing to discuss the loss around col-
leagues and other professionals due to
perceived judgment.

Synthesis of this dilemma requires
that team and meeting leaders as well
as consultation team members observe
and describe what is being discussed
and prioritized on team to identify
any polarization around emotionality
that may be occurring. While doing so,
we encourage teams to validate that
extreme movement and/or polariza-
tion on this dialectical dilemma is to
be expected, and then attempt to find
amiddle path that recognizes the emo-
tionality inherent to this experience
without allowing it to overtake team
functioning. We also encourage teams
to allow room for more concrete work
or necessary tasks that may inherently
include disengagement from emotional
experiencing as needed. We suggest that
teams validate the treating clinician’s
emotional experiencing regardless of
where they are on the dialectic based
on their needs at that point in time.
Radical genuineness is encouraged.

Fragilizing versus assuming compe-
tence. The treating clinician, other team
members, or the team as a whole may
be prone to being fragilized after such a
difficult event. The process of fragilizing
the treating clinician occurs when team
members assume that the treating clini-
cianis unable to identify or solve difficul-
ties, they may be experiencing related
to theloss. This may include taking over
responsibilities without getting feed-
back from the treating clinician about
their needs, wants, or functioning. This
may also include avoiding discussion of

the suicide in particular contexts due to
concerns about making things worse or
upsetting the clinician. Fragilizing may
occur due to the team wanting to relieve
the treating clinician of potentially trig-
gering clinical situations or administra-
tive duties. Atits extreme, this may lead
to team members not acknowledging
or addressing problematic or dysfunc-
tional behaviors on the part of any team
member or the team as a whole. While
fragilizing clinicians often comes from
the team’s desire to protect and take
care of team members, this may resultin
the treating clinician believing they are
unable to manage these responsibilities,
which can inhibit their personal and pro-
fessional growth aftera client’s death by
suicide. Fragilizing may lead clinicians
to feel incompetent in their profession-
al roles and to believe that their team
members have lost confidence in their
ability to make decisions independent-
ly or to do clinical work with high-risk
clients.

On the other side of the dialectic,
assuming competence may refer to team
members assuming that the treating
clinician is capable, as they were prior
to the suicide, to validate themselves
and others and problem solve effec-
tively. This may include expecting the
treating clinician to have no difficulty in
identifying their needs and wants and
communicating them effectively to the
team. This may also include expecting
the clinician to maintain their current
caseload and administrative duties
without assistance from consultation
team members. Team members may fall
on this side of the dialectic for benign
reasons in an attempt to give clinicians
full autonomy over decision making and
give them a “vote of confidence” after a
loss. For those experiencing grief reac-
tions or other post-suicide symptoms
or distress, this may feel invalidating,
which canincrease the urges of individ-
uals to avoid team and instead process
their emotions outside of team or in
smaller groups. Over time, this may lead
to feeling unheard or misunderstood on
team, which may lead to problematic
behaviors such as avoidance, burnout,
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or re-experiencing trauma. Assuming
competence may lead clinicians to feel
punished for setting limits or asking for
accommodations in the short or long
term after a completed suicide.

To manage the potential for polar-
izations that may occur, we encourage
both a thorough assessment of the
affected clinician’s current function-
ing as well as regularly scheduled team
check-ins. We recommend that the team
be aware of and assess the clinician’s
responsibilities that may need reassign-
ment or adjustment. This may be a task
best accomplished by first making a list
of all clinician responsibilities and then
ranking which duties are proving to be
the most difficult in the presence of a
validating and understanding colleague
or supervisor. If necessary, we also
encourage open discussion about using
opposite action skillfully if the treating
clinician is experiencing unjustified guilt
or shame about making changes to their
responsibilities. We suggest that the
team and treating clinician be willing to
fully participate nonjudgmentally in the
experience of recognizing one another’s
limits and abilities in making decisions
about changes in responsibilities. We
recommend that team members do their
best to not take control of decision mak-
ing without the treating clinician’s input
and that the treating clinician does their
best to keep the team’s functioning in
mind. Ongoing team check-ins are cru-
cial to meeting team members’ chang-
ing needs.

Rigid problem-solving vs hopeless
passivity. After a completed suicide,
it is natural (and helpful) that teams
should ask questions like “why did this
happen?” and “what can we do to pre-
vent this from occurring again?” Ques-
tioning the series of events that led a
client to die by suicide, examining the
role of the clinician in the events lead-
ing up to a suicide, and attempting to
piece together the event in question
is a functional way to respond to a
loss. However, teams may fall into the
extreme of rigid problem solving, which
may involve the inability to tolerate the
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(inevitable) uncertainty of a client’s
feelings, thoughts, and decision-mak-
ing process, extreme questioning in
accountability, and even blame for the
clinician’s role in the completed suicide.
Rigid problem-solving at its extreme
may lead to blaming or finger-pointing
that is counterproductive and possibly
traumatizing. More broadly, teams may
make more extreme decisions to pre-
vent a completed suicide from occur-
ring again by enacting elaborate safety
protocols, more thoroughly screening
and excluding new clients on the basis
of risk, or relying more heavily on envi-
ronmental interventions (breaking cli-
ent confidentiality or referring a client
to ahigherlevel of care when it may not
be clinically indicated). While action
should be taken to reduce the likeli-
hood of suicide, rigid problem-solving
may discount clinician judgment, which
may lead to unnecessary protocols that
interfere with effective treatment.

On the other extreme, team mem-
bers may feel dysregulated and hopeless
about the risk of working with suicid-
al clients. Hopeless passivity may lead
to a reticence or resistance to examine
the facts of acompleted suicide because
“nothing could have been done.” This
results from fear and concern about
the inability of clinicians to effectively
identify risk and stop clients’ high-risk
behavior. Teams as a whole may expe-
rience a loss of a sense of mastery or
ability tointervene. Team members may
lose faithin DBT as an effective interven-
tion, leading to despair. At its extreme,
hopeless passivity may lead clinicians to
regret their choice to provide DBT ther-
apy, to no longer actively participate in
consultation team or the treatment, or
decide tonolonger practice DBT to avoid
working with high-risk clients. Hopeless
passivity may be more likely to occur on
ateam when clinicians are experiencing
grief reactions that are not adequately
being addressed.

Finding a synthesis between rig-
id problem solving and hopeless pas-
sivity requires a consultation team to
hold both truths that our job as clini-
ciansis to help clients build lives worth

living while also acknowledging clients’
individual free will and choice. A basic
assumption of DBT posits that clients
cannot fail in DBT, only clinicians or the
treatment itself is responsible for fail-
ure (Linehan, 1993). At the same time,
DBT assumptions ask clinicians to fully
accept clients as they are while attempt-
ing to move them towards progress and
change. On the one hand, attempting
to control clients’ behavior or any pos-
sible danger in the future is unrealistic
(and impossible), while on the other,
hopelessly acknowledging we have
no control is also problematic. Sitting
with these broader questions, allowing
team members to discuss both sides of
the dialectic, expressing fear about not
being prescient, and sadness about the
possibility of a future loss may be help-
ful ways for the team to come to a syn-
thesis. Continually reminding ourselves
of the assumptions of DBT as well as
relying on the observer to acknowledge
the other side of the dialectic is critical
to finding a synthesis to this dilemma.

Impact on Trainees

In a survey of 292 psychology interns,
97% of them had worked with a suicidal
client (Kleespies, Penk, & Forsyth, 1993).
Hence, trainees who work in a clinical
environment and participate on a DBT
team may experience the suicide of
a client. Given the unique status and
demands of training, we make several
additional suggestions for supervisors
and consultation teams with trainees.
Itis particularly important that trainees
are oriented to the possibility of suicide
as well as the suggestions for teams out-
lined above during their DBT orientation
process.

We encourage supervisors and con-
sultation team members to validate the
unique perspective of the trainee during
this experience, particularly around
their being new to the field. The experi-
ence of emotions and possible distress
canbenormalized. In addition to validat-
ing emotions and their perspective, it is
important to monitor trainee response
to suicide given their potentially limited
amount of clinical experience. Trainees,
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particularly those who are earlier on in
the training process, may have had few
past clients and a small number of cli-
ents on their current case load. There-
fore, they may feel the loss of this client
acutely and make generalizations about
their clinical skills or practice. We sug-
gest that supervisors and teams be sen-
sitive to this possibility. We encourage
supervisors to devote additional time
to discussing the trainee's clients in
supervision. We also encourage train-
ees to seek out additional support from
their academic institution with profes-
sors or academic advisors who can be
attuned to any changes in academic
development.

Impact on Administration in a
Clinical Setting

In addition to impacting primary treat-
ing clinicians, trainees, and the consul-
tation team, suicide is likely to neces-
sitate completion of particular tasks
as part of administrative procedures.
Members of the team, as well as mem-
bers of the administration in one’s orga-
nization, must be notified of the suicide.
Numerous additional steps to clarify the
post-suicide administrative processes
are described below.

Administrative Protocol.
Immediately following suicide, it is
encouraged that teams take the follow-
ing administrative steps:

1. Treating clinician should immedi-
ately notify your team leader.

2. Teamleader will notify the remain-
der of the team with names of clini-
cians involved in the case, prefera-
bly by phone or phone tree.

3. Team leader and/or clinic director
will reach out to treating clinician
to assist with documentation or
administrative tasks that need to
be completed.

4. Clinic director can call to cancel
clients of the treating clinician as
needed or desired. Clinic director
can help treating clinician and other
team members (as needed) identify
high-risk cases they plan to see in
the near future and give the option
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of having another clinician see the
case or having another clinician
present to assist.

5. Team leader can suggest having a
team meeting in the next 1-2 days
forany clinician who canbeinatten-
dance, especially for teams who
may not have their next scheduled
meeting for many days. Put this as
agendaitem1at next team meeting
so the treating clinician does not
need to schedule.

6. Ifatreatingcliniciandoesnothavea
direct clinical supervisor, the clinic
director or team leader will assign a
STM to them for ongoing additional
support.

7. Participate in a morbidity and mor-
tality review to provide feedback to
treating clinicians and ensure that
standard of care was followed. If
not, review what specific adjust-
ments need to be made to ensure
standard of care will be followed
in the future.

After reviewing these guidelines and
suggestions, we encourage clinicians
and teams to consider the culture and
requirements of their own clinical set-
tings and identify team-specific clinical
and administrative guidelines to have
in place as part of the underlying foun-
dation and structure of the team pre-
emptively. We encourage DBT teams
to speak openly about suicide. Lastly,
when orienting new members to the
understanding that if a client dies by
suicide, it is a suicide of the entire team,
we would like teams to highlight that if
asuicide does occur, there is a site-spe-
cificplanin place to support the treating
clinician and team.

Conclusions and Future Directions
Inthis article, we present challenges and
potential impacts encountered by the
treating clinician, therapist consultation
team, and administration after a client
dies by suicide. In an effort to mitigate
disruption and trauma to consultation
teams, we present specific guidelines
about how to manage these challeng-
es. We alsoreview dialectical dilemmas

that may arise on the DBT consultation
team after suicide and how to work
towards finding a synthesis in a way
that will not compromise the import-
ant therapeutic and support roles of
the team. Fortunately, suicide is a low
base-rate occurrence. However, when it
does occur, it can have a serious and last-
ing emotional impact on the clinician,
including therapists in training, as well
as the therapist consultation team. This
article strives to provide ideas to stimu-
late discussion and to assist with plan-
ning and implementation of structure
on teams prior to a suicide event. Our
hope is that by discussing and planning
for suicide openly, you can decrease dis-
ruption and distress as well as provide
support and guidance to your teams in
the aftermath of suicide.

Future directions include conduct-
ing qualitative work to gather informa-
tion about the emotional experience of
team members, including trainees, after
asuicide. Feedback from treatment cli-
nician’s experience on DBT teams during
suicide postvention will be critical to
further shape and articulate short-
term and long-term efforts to provide
emotional and concrete support. These
guidelines will be further improved by
considering abroad range of clinical set-
tings across a full continuum of care,
client presenting problems, and cultural
considerations. Additionally, the dia-
lectical dilemmas proposed here are
hypothesized as potential polarization,
and more needs to be learned about the
dialectical dilemmas that may emerge
on a team and how syntheses were
achieved. It is critical we learn more
about how to support clinicians during
an emotional and potentially traumatic
experience.
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Introduction

IDENTITY DISTURBANCE is one of
nine symptoms of Borderline Personal-
ity Disorder (BPD). The Diagnostic and
Statistical Manual of Mental Disorders
(DSM-5) describes identity disturbance
as a "markedly and persistently unsta-
ble self-image or sense of self,” (Amer-
ican Psychiatric Association, 2013). In
Dialectical Behavior Therapy (DBT),
the problem area of self-dysfunction,
of which identity disturbance is a part
of, is targeted by its listed antidote, the
skill set of mindfulness. Outside of the
acquisition and application of mindful-
ness skills, the DBT therapist is left with
minimal direction for how to target this
arguably primary and integral aspect of
the BPD constellation of symptoms.

The authors provide guidance on
how identity can be operationalized
and assessed within a DBT model. Our
intention will be to acknowledge ways
that this conceptis already understood
and addressed within DBT and to sug-
gest additional ways that we can apply
a DBT frame to more specifically target
identity disturbance in DBT. The LIVE
skill will be presented as a novel skill
addressing this problem area that ther-
apists and clients can use.

What is Identity and Identity
Disturbance, and How Can We
Behaviorally Define It (Better)?

Little has been written on how to stra-
tegically and specifically target identi-
ty disturbance in DBT, which may be in
part due to its unclear definition. Con-
structs that are harder to observe, such
as “identity,” can be difficult to opera-
tionally define, posing a challenge for
behavioral treatments. Given that iden-
tity disturbanceisindeed a symptom of
BPD for which DBT is designed to treat,
this question of how to measure identity
and the disturbance of it is not theoret-
ical; it is clinical. If we are to help our
patients find a “life worth living,” pre-
sumably we must also help them clarify

2l

whoitis, i.e., theiridentity, thatisliving
this life.

Although identity disturbance is
not easily defined, Dr. John Gunderson,
aprominent BPD researcher involved in
further defining the BPD diagnosis for
the DSM 1V, defined this construct as
frequent and suddenly changing goals,
beliefs, vocational aspirations and/or
sexual identity where people may also
feel asif they are assuming the identity
of other people to whom they are close
(Gunderson, 2008). Linehan’s original
1993 text posits that identity distur-
bance is a natural side effect of labile
emotions that interfere with our abil-
ity to recall, regulate, and experience
identity-related behavior and cogni-
tions. Specifically, Linehan suggests
that heightened emotion may result
in a failure of memory during affective
events, as well asin dysregulated behav-
iors and cognitions, making it difficult
for patients and those around them to
discern patterns that might characterize
an identity. It is important to note that
this dysregulation includes both height-
ened emotions and also its dialectical
polar opposite, emotional numbness.

Taking into consideration the above,
we propose defining a stable identity
as a collection of interests, values, and
mood states that persist across time and
can integrate with others (i.e., can be
impacted by others opinions, interests,
values, etc., while not shifting entirely
and impulsively based on them). Based
on this definition, we can determine
what we are actually measuring (e.g.,
interests, values, and mood states) to
mark change, or consistency, over time.

Which DBT Skills Address Identity
Disturbance?
The idea that emotion dysregulation
plays a central role in identity distur-
bance and chronic feelings of emptiness
isalso supported by empirical research,
which suggests focusing on mindful-
ness and emotion regulation skills when

targeting these symptoms. In a study of
participants with BPD who completed a
12-month comprehensive DBT program,
overall DBT skills use was associated
with significant reductions in various
BPD symptoms, including identity dis-
turbance as measured by the identity
problems subscale of the Personali-
ty Assessment Inventory-Borderline
Features Scale (PAI-BOR) (Stepp et al.
2008). When controlling for each mod-
ule of DBT skills, only Mindfulness and
Emotion Regulation skills significant-
ly predicted a reduction in the identity
problems subscale scores over time. In
another study of a 12-week inpatient
DBT program, Roepke et al. (2010) found
that self-concept clarity (i.e., identity),
as measured by the Self-Concept Clarity
Scale (SCC), significantly improved from
pre- to post-treatment in comparison to
the waitlist control group. Their hypoth-
eses as to which DBT skills most directly
target this construct include validation,
behavioral chain analysis, dialectical
thinking, and mindfulness.

While these studies offer broad
suggestions for categories of skills to
emphasize, they do not provide spe-
cific suggestions for ways to instruct
patients to use said skills. To help cli-
nicians and patients better understand
and assess progress with this construct,
we propose the LIVE skill: Locate, Iden-
tify, Validate, Expect. In addition to the
descriptions of each step of this acro-
nym below, please refer to Table 1 and
the corresponding LIVE handout for
more clinical suggestions.

Locate pleasant and mastery activities
using mindfulness

Awareness building via the practice of
mindfulness is recommended in order
to increase identification and engage-
ment with interests, values, and charac-
teristics. Similarly, mindfulness of cur-
rent emotions, both in the moment and
inreflection via diary card data, can help
to build awareness of a person’s typical
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Table 1. Prompts for Therapists When Using the LIVE Skill

L

How did you feel when you did X activity? (e.g, joined a local
sports league? Went for a walk with your neighbor? Watched
a new movie? Read that article about a particular political
belief?)

When have you felt most alive? Most yourself? The most cen-
tered and connected to yourself?

When have you felt the least comfortable? The least like your-
self? The least connected with yourself?

What value(s) do your interests align with?

Are you living in line with your values?

Are you honoring your values in the activities you engage in,
the people you surround yourself with, the way you represent
yourself?

Are you judging yourself for your interests or values? How can
you practice self-compassion about aspects of your identity
you tend to judge?

Are you relying on others' validation in order to feel secure in
aspects of your identity?

Are you changing your identity to match the identity of others
around you?

How does it feel when you own an aspect of yourself without
shame and without seeking approval?

When identity confusion arises, ask questions to further

enhance self-awareness such as:

« Do you still value that? Why?

- How do you feel when living in line with that value?

- Why did you choose to wear that outfit, say that thing,
join that club, attend that event? What values of yours
are those things in accordance with and which are not?

- Haveyoubeen honest with yourself and others about your
interests and perspectives?

+ Doyouneed to use your FAST skill to stand up for your wise
mind values, even if this means disagreeing with someone?

patterns of emotions over time. Both of
these applications of mindfulness pro-
vide datato the client and the therapist
alike — i.e., how is a person spending
their time and what is the impact of that
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(positively or negatively) on their emo-
tional state? From there, with the con-
tinued use of mindfulness, the puzzle
can start tobe pieced together towards
amore stable identity. This may require

opposite action to fear and/or shame
to explore new things and to face the
emotions that may come when trying
a new activity. Through discussion in
therapy, therapists can drag out this
self-reflection and help patients start
to further develop their identity.Iden-
tify underlying patterns of interest
and values

As mindfulness of one’s experienc-
es allows the patient to recognize the
specific activities that lead to pleasant/
desired emotions, they can begin to
incorporate these activities more stra-
tegically and frequently into their rep-
ertoire a la accumulating positives in
the short term. The goal here is not only
toincrease the patient’s mood, but also
affirm that these interests and values
are something they can and will engage
with repeatedly. Specific behavioral tar-
gets could be set within the patient’s
diary card, and the clinician and patient
could monitor whether engagement is
increasing over time.

Once a category of one’s self-iden-
tity is established, assisting patients to
connect these activities to the broader
values that they fall into, a la accumu-
lating positives in the long term, can
help with further deepening one’siden-
tity. Once values are established, they
can become a guiding principle that the
patient returns to when feeling lost or
disconnected from their identity.

Validate interests and values internal-
ly and externally

The need to practice self-validation
becomes the critical next step in pre-
venting a person from being incon-
sistent. Exploring one’s interests and
values, and self-validating these dis-
coveries, can help provide a ground-
ing frame to return to when a patient
experiences intense emotions and
cognitions that prompt feeling discon-
nected from their identity. Additional-
ly, how we understand ourselves is in
part shaped by how we are perceived
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(or imagine we are perceived) by oth-
er people. Seeking others who will also
adopt a nonjudgmental or ideally posi-
tive stance towards the interests and
values that are shared by the patient
will be an important part of embracing
these aspects of identity, and building
a community that will encourage their
continued development.

As with all of DBT, wise mind will
play alarge role in discerning when and
where to seek out this validation from
others. Identity disturbance can some-
times lead those with BPD to shift their
interests based not on their wise mind
but on what those around them like or
value. Additionally, some people are
not always able or willing to validate
all aspects of one’sidentity, and can neg-
atively judge, ostracize, or otherwise
hurt others for characteristics that they
deem unacceptable or different. There-
fore, it isimportant for patients to enlist
their wise mind to discern when, where,
and from whom to seek validation.

Expect and troubleshoot internal and
external obstacles

The path that follows is often littered
with obstacles. Many will have anxiety
about whether they will be successful
in their pursuits, or accepted on the
other side of them. Others will wonder
whether they deserve their vision of a
life worth living, or can tolerate the dis-
tress that lies between them and that
at times distant future. The nature and
difficulty of these obstacles will vary
from patient to patient, influenced
by multiple internal and environmen-
tal factors. As such, the steps for this
stage are highly idiographic, with the
ultimate guidance being “Cope ahead,
troubleshoot, and do DBT.” This is an
ongoing and collaborative process, in
which patient and clinician work togeth-
er to continually assess for obstacles to
engaging with these interests and val-
ues, anticipating that these obstacles
will change as the patient successfully
takes steps forward.
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Patient Illustration

Imagine a patient who loves to cook but
often feels intense feelings of shame,
anger, and sadness when interacting
with her colleagues at work where she
isaline cook.Inresponse to the intense
work environment, she may start to
have thoughts such as “I suck at my job,”
and “I’'m not cut out to be a chef,” leading
to her quitting her job due to her efforts
to inhibit shame. This is now the third
career path that she has started and
abruptly stopped. The emptiness that
now comes from the lack of ajoband the
intense emotions that the experience of
working at the restaurant prompted lead
this patient to the new belief of, “I never
enjoyed cooking after all,” and further
reinforces a lack of identity.

Applying the LIVE skill with this patient

could look like the following:

+ L- Ask the patient to practice
mindful observation and monitor
on their diary card how they feel
while participating in cooking when
at work or when at home. What do
they notice?

« I-If the patient realizes they tru-
ly enjoy cooking, they can start
to plan meals they would like to
cook each day. Over time and with
consistency, this patient may start
to self-identify as “a person who
enjoys cooking.” They may realize
that this activity falls within the
value of creativity and now this
value becomes another integrated
aspect of their sense of self.

» V- As this patient moves through
life as a cook, self-judgment can
interfere with maintaining stability
inline with this value. For example,
she may get a new job and make a
mistake on an order, leading her to
thoughts of self-doubt (e.g., “I'm
an awful cook, ’'m not cut out for
this”), and subsequently urges to
quit. In these moments, she can
remind herself that she truly loves

cooking and has worked hard to get
to where she is as a cook, so as to
not give up. She may also choose to
surround herself with others who
support this aspect of her identity,
e.g., working with a chef who can
act as a mentor.

« E-Ifthis patient deviates from this
aspect of their identity because, for
example, they stop making fresh
meals in service of going out to eat
most nights per week because their
new partner likes to dine out, this
may erode their identity as a cook.
A more dialectical approach for this
patient would be going out to eat
some days per week while also hon-
oring that they are an avid cook and
want to make meals at home several
days per week too.

Final Thoughts

Identity disturbance is a historically ill
defined, and therefore difficult to mea-
sure, concept. By operationalizing it,
we hope to make this core diagnostic
feature of BPD more understandable
to clients and clinicians alike. By pro-
posing a novel skill, other than just the
previously prescribed intervention of
mindfulness, we hope to make identity
disturbance more targetable and there-
fore changeable. With the LIVE skill,
DBT practitioners who treat individuals
with BPD and identity disturbance more
broadly can guide patientsin a concrete
and structured way towards develop-
ing a more stable identity. As patients
grow in confidence in their developing
identities, our hope is that this leads to
them experiencing a more fulfilling and
balanced life worth living.
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IDENTITY HANDOUT

Guidelines for Addressing Identity Disturbance:
Building a Life Worth Living (LIVE)

Locate pleasant and meaningful activities using mindfulness

Q Monitor engagement with interests, values, and characteristics

Q Use mindfulness to clarify which activities increase and decrease positive
emotions

Identify underlying patterns of interest and values

O Increase engagement with identified activities via accumulating positives in
the short term

Q Identify and increase engagement with patterns of interest and values via
accumulating positives in the long term

Validate interests and values internally and externally

Q Self-validate by reorienting towards interests and values while experiencing
intense emotions and cognitions

Q Build community by seeking validation from others who can validate said
interests and values

Expect and troubleshoot internal and external obstacles

Q Anticipate internal (e.g. anxiety, shame, self-doubt) and external obstacles
(e.g., invalidating environments, applications, financial costs)

O Cope ahead, troubleshoot, and do DBT

DBT BULLETIN



Effective Use of Stimulus
Control Strategies on DBT
Consultation Teams

Aditi Vijay' and Alan E. Fruzzetti? )
'Kean University, °McLean Hospital/Harvard Umh)iSl“ o g

o
.
Ll TR
& o oh

)
] |
j l




DIALECTICAL BEHAVIOR THERAPY
(DBT) rests on three foundational prin-
ciples: acceptance (mindfulness, aware-
ness, validation), change (behavioral or
learning principles and behavior thera-
py) and dialectics, including a dialecti-
cal philosophy, dialectical assessment,
and dialectical strategies and thinking
(Linehan, 1993). These same foundation-
al principles apply across all five modes
of DBT (individual therapy, skills train-
ing groups, telephone and other coach-
ing, social and family interventions,
and DBT consultation teams). On con-
sultation teams there is typically a lot
of emphasis on acceptance, validation
and mindfulness, in addition to dialec-
tics. However, it may be less common
to emphasize change principles as much.
Based on the experience of both authors
in consultations and trainings on DBT
consultation teams, therapists express
more comfort and consistency in pro-
viding cheerleading and validation as
opposed to providing suggestions or a
push for change (including “naming ele-
phants”). Further, many DBT therapists
are skillful in terms of incorporating a
dialectical perspective by seeking mul-
tiple points of view but often less so at
balancing the interactions among team
members or differences in opinions. Of
course, adialectical stance also requires
synthesizing the dialectical tension
between acceptance and change on
the team. Core behavioral strategies
include: 1) behavioral assessment (chain
analysis), 2) skill training/acquisition
and strengthening, 3) stimulus control
strategies, 4) exposure & response pre-
vention (a special kind of stimulus con-
trol strategy), and S) contingency man-
agement. This article focuses on ways
to utilize the often-neglected stimulus
control strategies to improve consulta-
tion team functioning. On teams, as in
all modes of DBT, these behavior ther-
apy strategies are essential to replace
problematic links on a person’s chain
with skillful alternatives (new learning,
generalization).
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Overview of Stimulus Control
Stimulus control can be especially use-
fulin two general situations: 1) problem
behaviors are at least partially under
the control of ordinary antecedents
(“stimulus conditions”), or, 2) skillful
alternatives should be (i.e., it would
be much more adaptive to be) under
control of existing stimuli. For exam-
ple, one common situation occurs when
a car driver moderates her speed when
a police car is present or when road
conditions are slippery, and increases
her speed when the conditions change
(stimulus is removed). In behavior ther-
apy terms, the behavior (speeding up,
slowing down) is at least partially under
the “control” of the situation (a police
car or an icy road). This is adaptive, and
the absence of this moderating effect
would be problematic. Note for the
behavior therapy geeks among us: In
different situations the stimulus might
be a “conditioned stimulus” (in classical
conditioning) or a discriminative stim-
ulus (in operant conditioning). For our
purposes, we’ll often not worry about
the distinction, while acknowledging
that it might be important at times. For
now, we’ll consider both types of stimuli
as “antecedents” (and discuss discrimi-
native stimuli in more detail below).

Sometimes, a stimulus communi-
cates that a behavior won’t work. An
“S-delta" describes a stimulus (or lack
of a stimulus) that signals that a rein-
forcer is less likely if the person does
a particular behavior in a particular
circumstance. For example, it isn’t
effective to “answer” a phone that isn’t
ringing. That is, the behavior is unlike-
ly to work or get the person what they
want under certain stimulus conditions:
answering a phone that is not ringing
will not result in a conversation with a
friend. When something really should
not cue up a behavior, but it does, that
is also problematic and useful to con-
sider. Answering any phone that’s not
ringing is problematic (active behavior

in response to what really is an S-del-
ta), and not answering your phone that
is ringing is also problematic (the cue
should pull for “answer it" but instead
elicits “don’t answerit"). OnaDBT con-
sultation team, setting the agenda is
one cue (discriminative stimulus) that,
hopefully, elicits interest in engaging
and getting help and feedback and add-
ing that to the agenda. If instead a DBT
therapist does not identify topics for
help and support, and fails to put them
ontheagenda, there has likely been mal-
adaptive conditioning (operant, classi-
cal, or both).

Similarly, the absence of abehavior
in certain situations is also important.
For example, a judgmental or invali-
dating statement is unlikely to elicit
warmth, kindness orincreased connec-
tionin arelationship. DBT consultation
team members must remain aware of
both what is being expressed and what
isnot,and under what conditions (what
is, and what is not, present in the meet-
ing, or the “stimulus conditions” of the
consultation team).

Consultation Team Example 1
Emma’s consultation team members
agreed to record their client sessions
and share a clip of a session on arotating
basis during consultation team meet-
ings toimprove the effectiveness of con-
sultation. Several months after agreeing
to this, other members of her team have
shown videos on multiple occasions,
while Emma has not yet done so. The
first time Emma was on the schedule
she said that she was unable to record
and the second time she told the team
that she had another urgent matter for
consultation, so they focused on that
instead. When Emma missed her third
scheduled time, she again asked the
team to focus on a different urgent mat-
ter, the team decided to do a chain on
Emma’s behavior (not bringing a video
for consultation).
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Assessment of Cues

In this instance, the behavior (redirect-
ing the team to an urgent matter...and
not showing video) is under control of
some variable(s): the antecedent(s) and/
or consequence(s), or both (what we
often call “controlling variables”). The
first hypothesis might be that it func-
tions to avoid showing session video,
and maybe thus to reduce anxiety. But
if we assume this and try only to block
the avoidance, showing video could
become more aversive for Emmain some
situations, and just being in the consul-
tation team meeting could be associ-
ated with that negative emotion (gen-
eralized). We can ask: “What is making
this so difficult?” Maybe there are some
maladaptive stimuli operating here and
reconditioning them might help to block
the avoidance without creating more
aversive conditioning. Although it is
most common to think that blocking
avoidance or escape solves the problem,
that may not always be entirely true.
For example, the way we block could
be aversive (demanding, embarrass-
ing, judgmental, invalidating, etc.), and
may not include enough understanding,
or help, for the person to change (and
have that change, orimprovement, rein-
forced). Consequently, itisimportant to
block and invite a new response so that
exposure works (e.g., showing video)
without unintended consequence (fur-
theraversive conditioning). Fortunately,
most DBT therapists have a lot of skills
toblock in non-aversive ways once they
are alert to the possibility of inadver-
tently falling into aversive conditioning.

Similarly, a chain can be approached
in a variety of ways both by the per-
son whose behavior is being analyzed
and those conducting the analysis. The
approach used to do a chain analysis can
change the experience of it for both. For
the other team members, genuine and
clear curiosity (e.g., “It seems like it’s not
obvioushow todo___ differently. Let’s

do achain and figure it out together”) is
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likely to have a very different effect than
a more frustrated or abrupt response
(e.g., “let’sdo achain”). The former like-
ly leads to less negative emotion for
Emma, increased learning and willing-
ness and a deeper understanding. Over
time, the simple, “let’s do a chain” can
be reconditioned not to be aversive, of
course. For Emma, others’ judgments
and anger or frustration can condition
the experience so that elements of the
team become aversive stimuli (team
consultation meeting overall, certain
team members or situations, and so on).
To be effective, everyone can start by
activating their own wise mind. Notice
that mindfulness (paying attention to
something on purpose, in a particular
way, with curiosity and not with judg-
ments) is a stimulus control strategy.
Mindfulness and even a bell (if used reg-
ularly in a pleasant way) can function as
specific stimuli, inviting and reminding
DBT therapists to remain in the pres-
ent moment and approach each other
with curiosity, kindness, and without
judgments.

From a stimulus control perspec-
tive, understanding more specifically
what is aversive about showing a video
of her session can lead to recondition-
ing the situation/stimulus. In this way,
stimulus control strategies make skill
generalization possible, or at least easier
to do. Forexample, the thought of being
observed might elicit shame (or fear of
criticism). To recondition the situation,
team members can help Emma slow
down and notice in the present moment
that team members are curious instead
of judgmental and want to be helpful
(neither aversive nor treating her as frag-
ile). Then, receiving effective feedback
can reinforce showing video efficiently
and the cues for negative emotion on
the team become less aversive.

A discriminative stimulus signals
that areinforcer is more likely if the per-
son does a particular behavior in that
situation (in operant conditioning this

might show up as SD). In other words,
a discriminative stimulus sorts out or
discriminates among the world of var-
ious stimuli and lets us know under
which circumstances a given behav-
ior likely will work. In this example, if
Emma makes an effort to be descriptive
and accurately expresses her reaction
to showing a video it makes it easier
for the team to validate and reinforce
this behavior; avoidance behaviors are
unlikely to elicit a similar response. This
isalso a place where team members can
be helpful by eliciting (inviting) and then
reinforcing certain behaviors (accu-
rate expression, being descriptive) and
not reinforcing ineffective behaviors
(avoidance, general anxiety without a
description). This process overall is a set
of stimulus control procedures because
it results in more effective cues eliciting
effective behaviors (and thus facilitates
skill learning and generalization).

Consultation Team Example 2

Dr. Patel is a new member on the DBT
Consultation Team. She recently fin-
ished a clinical postdoctoral fellowship
with a focus on DBT. Dr. Patel has had
two meetings with her supervisor, Dr.
Kennedy, in which Dr. Kennedy seemed
to express doubts about Dr. Patel’s com-
petence and ability to carry her new case
load. Dr. Patel now looks forward to the
days when Dr. Kennedy misses the team
meeting because she feels freer to ask
questions or ask for help without “con-
firming Dr. Kennedy’s negative apprais-
al” of her. In this example, Dr. Patel
needs to ask for help and support from
the team but does not do so when Dr.
Kennedy, whom she perceives as judg-
mental, is present. The supervisor is now
an S-delta for asking for help, which is
problematic. That is, in the presence of
her supervisor she does not engage in
accurate expression nor seek needed
support and/or adherence feedback.
Note that identifying this situationasan
S-Delta doesn't tell us how the stimulus
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Table 1. Different stimulus conditions
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Discriminative stimulus

Signals that in this particular situation one behavior (or a class
of behaviors) is likely to work. That is, a particular behavior will
be reinforced. It might “work” often, or intermittently, but often
enough to reinforce the behavior and maintain the stimulus
properties of the situation.

S-Delta

Signals that in this particular situation a particular behavior
(or a class of behaviors) will very likely not work. “Not work”
might mean extinction, punishment, or pairing with something
aversive.

Unconditioned stimulus

This situation or stimulus naturally elicits a certain response (or
a class of responses). We call these responses “unconditioned
responses.” You don’t have to learn them or condition these
responses.

Conditioned stimulus

After pairing often enough with an unconditioned stimulus,
a conditioned stimulus will elicit the same response as the
unconditioned stimulus. We call these responses “conditioned
responses” because these responses do not naturally occur in
the presence of the conditioned stimulus...only after repeated

pairings.

became conditioned (e.g., punishment,
extinction, classically conditioned, or
lack of skill). Assuming that this is due
to punishment is limiting because that
would suggest only one solution: the
supervisor has to change, unilaterally.
One of the advantages of thinking about
this as a stimulus control situation is
that it facilitates dialectical or transac-
tional thinking (Fruzzetti, 2022), and
then all parties can focus on their own
change to improve the outcome.

Dr. Patel’s reluctance to ask for help
potentially reinforces concerns the
supervisor has about her competence
and can create a problematic transac-
tion. She “learns” that the best way to
copeisby staying quiet and passive even
though it will likely lead to job dissat-
isfaction and burnout, and further neg-
ative evaluations from her supervisor.
Dr. Kennedy may, in fact, not be judg-
mental about Dr. Patel at all; however,
the transaction is ineffective, so one
or both must do something different
to improve it. Just like our clients, we
cannot expect supervisors/colleagues
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tobe mind- readers. If she does not over-
come the present barriers to engage in
a difficult conversation, she likely will
continue not to ask for help and support.
Itis clear that thisis nota ‘good’ or effec-
tive situation for anyone — Dr. Patel, Dr.
Kennedy or the consultation team —and
it will affect overall team functioning
negatively if it remains unaddressed.

Reconditioning the Stimuli and Cues
and Presenting New Effective Cues
In this situation skills are the solutions,
and it appears that Dr. Patel is having
difficulty accessing those skills in this
situation. We can safely assume that as
a DBT therapist Dr. Patel has the neces-
sary skills in her repertoire to ask for
help. However, the conditioned cues
from the social environment (poten-
tially invalidating supervisor/fear and
shame) are overwhelming her ability to
access these skills. Employing stimulus
control strategies first, before focusing
on skills, could be helpful to change the
relationship and make more effective
skills use possible (e.g., opposite action).

Dr. Patel has several options: 1)
recondition the stimulus (change how
she experiences or reacts to her supervi-
sor), 2) change (or introduce) other cues
that help toelicit herskills; 3) recondition
the current cues, or 4) utilize mindful-
ness as stimulus control. Reconditioning
the stimulus could include, for exam-
ple, engaging in a pleasant interaction
with her supervisor in which Dr. Patel
accurately expresses something about
herself/her experience (maybe unrelat-
ed to DBT or her job) and the supervisor
responds in a validating or otherwise
collegial manner (or she asks Dr. Ken-
nedy about something around which
they have common interests). In this
type of interaction, it would be import-
ant for Dr. Patel to be a bit more active
and open than she usually is, so she is
able to experience a different response
from her supervisor. This approach also
serves to change the intensity (level of
validation) and frequency of the cue
(differential responses from the super-
visor). The supervisor’s responses had
become the antecedent for Dr. Patel’s
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behavior of disengaging and shutting
down. Reconditioning or changing the
cue could also change the transactional
pattern that has developed.

Dr. Patel also could consider recon-
ditioning the cue such that when she
feels invalidated by Dr. Kennedy, she
works towards finding a different way
torespond. For example, if she can accu-
mulate a few positive interactions, she
might then be able to remind herself that
Dr.Kennedy is not only invalidating, that
they have some connection (relationship
mindfulness). If she decides to use this
kind of mindfulness as a stimulus con-
trol strategy, Dr. Patel can change how
she pays attention in supervision thus
changing the interaction in the moment
as well as the ongoing transaction. Dr.
Patel can employ these strategies with-
out ever telling her supervisor about it
and it may reduce the intensity of her
negative emotions enough to engage
skillfully describe how she experienc-
es supervision more accurately.

Dialectics of Stimulus Control
Although this example is written from
Dr. Patel’s perspective, she is not respon-
sible for all of the changes on her own.
The team is there to help change some
of the stimulus properties of Dr. Ken-
nedy and the team and provide support
to both. Over time, Dr. Patel’s supervi-
sorbecame an aversive stimulus for her
AND she may have had a similarimpact
on the supervisor. If Dr. Patel is able to
(slightly) shift her stimulus properties
she might elicit a different response
from the supervisor, which will then
alter the transaction: this would be
good for both, and also a dialectical
solution. For example, this might involve
putting herself on the agenda in a team
meeting when Dr. Kennedy is present or
asking for help in individual supervision
from Dr. Kennedy. Ideally, however, Dr.
Kennedy would respond with curiosity
and compassion to these requests.

Based on the current state of the
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transaction it seems that any efforts
Dr. Patel has made have not been effec-
tive. Therefore, they may need the help
of the team to help the supervisor con-
sider some changes. And Drs. Patel and
Kennedy are not the only participantsin
the ongoing ineffective transactions and
addressing these challenges is not sole-
ly Dr. Patel’s responsibility. Team mem-
bers are also participants who (we hope)
notice the shifts in Dr. Patel’s behavior
on days when her supervisor is present
or absent and respond with curiosity
and determination. There may be a sim-
ilar (ineffective) transaction between
team members and the supervisee-su-
pervisor pair: no team member has
yet put this transaction on the agenda
(either they have not noticed or avoid-
ed). Every consultation team member
has the option and obligation to put it on
the agenda in an inviting manner once
they become aware of it. Putting it on
the agenda in a welcoming way then
becomes the antecedent stimulus for a
conversation characterized by curiosi-
ty, descriptiveness, accurate expression
and validating responses. If one team
member puts it on the agenda (e.g., “I've
noticed that Dr. Patel frequently does
not ask for help. I want to be sure she is
getting the support that she needs.”) it
allows the team to begin to understand
the behaviorand its impact on her clini-
cal care, job satisfaction and burnout. It
will also have animpact on the nature of
the transaction between 1) Dr. Patel and
Dr. Kennedy.; 2) Dr. Patel and the team;
3) Dr. Kennedy and the team; and 4) Dr.
Patel/Dr. Kennedy and the full consul-
tation team.

In conclusion, the role of stimulus
control strategies is often overlooked
on DBT consultation teams. We have
provided a couple of common situa-
tions in which thinking about the role
of stimulus control likely will lead to
more efficient implementation, or gen-
eralization, of skills and can help make
the consultation team a warm, helpful,

and welcoming place for DBT therapists
to get and give support, and to provide
and receive expert help to deliver effec-
tive DBT.
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SIDEBAR: How do I apply this on my team?

Stimulus control is a set of behavioral principles. It can be used in a variety of ways which
are dependent upon the situation. Instead of a prescriptive approach, here are some items
to consider as you think about stimulus control and your own experience on your consul-
tation team:

What do you wish were happening on your team or what changes would you like to see?
These might include more/less validation, more/less assessment before problem-solving,
more/less change strategies, suggestions to improve adherence. What do you think are
the factors (controlling variables) that influence what is happening or not happening?
» This would be an appropriate agenda item for consultation team. A

team chain analysis would allow for a look at the multiple factors

that influence something happening or not happening on your team.

Consider the degree to which you know your colleagues’ experience on your DBT con-
sultation team. Does this affect your ability to support their clinical work and provide
consultation. It is important to note that we are not suggesting that team members
must be best friends, of course. However, genuinely liking one another likely makes for
amore pleasant team experience and understanding another person’s experience on
your DBT team and a bit about their life can lead to more effective and meaningful
consultation.

» Consider ways to incorporate relationship mindfulness exercises to help understand
one another’s experiences. These types of exercises are designed to help you get a
glimpse into one another’s experiences to gain a deeper understanding of the other per-
son. Examples include noticing your curiosity about one another, having a conversation
for a brief period of time about things that do not have to do with DBT or work, prac-
ticing accurate expression and/or sharing something about your life with each other.

Select targets for your consultation team to work on together. Think about ways in

which you think your team could function more effectively together to meet each

member’s needs to increase adherence and job satisfaction.

» Are you working on improving adherence or obtaining certification or improving
job satisfaction? How might you all work on these things together? What would
a behaviorally specific goal be that allows you to problem solve effectively to get
closer to that goal?
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HAS THIS EVER HAPPENED TO YOU?
You’re working with a family to decrease
an adolescent’s life-threatening behav-
iors. You’ve assessed the function of
the behavior and controlling variables.
You’ve highlighted the problemat-
ic transactions to the caregivers, and
the caregivers understand how they
reinforce the behaviors they want
to decrease. The caregivers agree to
enact a comprehensive, collaborative-
ly developed contingency plan, and
you’ve helped the caregivers identify
and practice any missing skills. You’ve
addressed anticipated barriers to follow
through, and you’ve used commitment
strategies to increase their willingness.
It’s “go time!”

Aweek passes,and you’re excited to
hear about the caregivers’ implementa-
tion of the contingency plan. They arrive
to the session and sheepishly report that
they didn’t execute the plan. Your miss-
ing links analysis confirms that the care-
givers were aware of the plan and the
associated steps. So, what happened?
When you inquire about barriers, the
caregivers respond, “I didn’t want to
upset her,” “she threatened not to talk
to me,” or “I hate being the bad guy.”
Caregivers often share concerns that
implementing the plan would damage
the relationship with their adolescent,
which resulted in them avoiding execut-
ing the plan, even if doing so impacted
their adolescent’s safety.

Clinical Observations
We were eager to understand this avoid-
ance pattern. Based on observations by
our family therapists, we arrived at a
hypothesis: lack of follow through
with contingency plans stems from
caregivers’ (a) difficulties with emo-
tion regulation and (b) preoccupation
with or withdrawal from the caregiv-
er-adolescent relationship. Caregivers
who had difficulty regulating unwanted
emotions or utilizing emotion regula-
tion skills, along with caregivers who
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expressed anxiety or resignation about
the relationship with their adolescent,
seemed to exhibit greater willfulness
implementing the plan.

Most caregivers with an adoles-
cent in our program complete at least
one round of Multi-Family DBT Skills
Training Group (MFG), and many also
participate in 1:1 “skills coaching” ses-
sions to behaviorally rehearse missing
DBT skills. Caregivers also have access
to phone coaching with either their MFG
leaders or family therapist. Even with
opportunities to learn, practice, and
generalize emotion regulation skills,
some caregivers experience a “skills
breakdown” when the perceived threat
of damaging the relationship with their
adolescent feels greater than the bene-
fits of contingency management.

Correspondingly, our clinical team
posits that caregivers’ attachment
styles, or their adaptive responses to
perceived relationship threats, direct-
ly impact their willingness to employ
contingency plans. Caregivers who dis-
play behaviors associated with secure
attachment appear to be more willing to
risk a relationship rupture from apply-
ing a contingency than caregivers who
exhibit behaviors associated with inse-
cure attachment. An insecure attach-
ment style is void of the secure base
from which a caregiver can take risks
in the relationship like applying contin-
gencies or aversive consequences. Fur-
thermore, if a caregiver has witnessed
their adolescent’s suicidal behavior or
its consequences, the fear inherent in
an insecure attachment style may be
heightened, thereby creating additional
barriers to follow through.

Supporting Research
Stemming from our clinical observa-
tions, we turned to the literature on
attachment, emotion regulation, and
parenting practices to further inform
our science-practitioner model. As pro-
posedin attachment theory, allhumans

possess an inherent need for connec-
tion with primary caregivers, or attach-
ment figures, and an innate behavioral
system to obtain support to meet our
needs (Bowlby, 1982). In response to
their early caregivers’ levels of accessi-
bility, responsiveness, and consistency,
individuals develop an attachment sche-
ma, or internal working model, and this
attachment schema often carries into
adulthood (Bowlby, 1982; Hazan & Shav-
er,1987). When caregivers are perceived
as accessible, responsive, and consis-
tent, children are more likely to devel-
op schemas and behaviors associated
with secure attachment (positive view
of self and others), and when caregivers
are abusive, neglectful, orinconsistent,
children tend to develop schemas and
behaviors associated with anxious (neg-
ative view of self and positive view of
others) and avoidant (positive view of
self and negative view of others) attach-
ment styles (Bartholomew & Horowitz,
1991; Hazan & Shaver, 1987).

At their core, attachment styles
comprise of affective, cognitive, and
behavioral strategies that can change,
impede, or conceal the development,
presence, and communication of emo-
tions, and correspondingly, these
attachment strategies aim to regulate
emotions and influence individuals’
affect, cognitive appraisals, and action
urges (Gross, 2007; 2014; Brandao et al.,
2019). Frequently, the strategies asso-
ciated with an individual’s attachment
style activate in response to a perceived
relational threat. For example, when a
caregiver experiences conflict with their
adolescent, they may perceive a rela-
tional threat and use hyperactivating
attachment or attachment de-activat-
ing strategies to regulate their emotions
based on the schemas that inform their
attachment style (Brandao et al., 2019).
Hyperactivating attachment strategies,
typically used by individuals with an
anxious attachment, encompass focus-
ing on threat-related thoughts and

DBT BULLETIN



emotions and heightened experiencing
and expression of unwanted emotions,
while attachment de-activating strate-
gies, often used by individuals with an
avoidant attachment, include ignoring
threat-related thoughts and emotions,
denying and suppressing unwanted
emotions, and inhibiting emotional
expression (Brandao et al., 2019). As a
result, a caregiver’s attachment style
may influence their selection of emo-
tion regulation strategies, which may
prevent or result in further conflict or
withdrawal within the relationship.

Future Research

While considerable literature exists on
caregiver-child attachment processes,
less is known about the processes and
impact of supportive relationships on
caregivers’ attachment styles, emotion
regulation strategies, and parenting
practices (Green et al., 2007). Existing
research suggests that individuals who
have supportive relationships, charac-
terized by social support and interper-
sonal investment, tend to experience
closer caregiver-child relationships
and exhibit more effective parenting
skills (Green et al., 2007). As a result,
we hypothesize that the presence and
quality of caregivers’ supportive rela-
tionships may influence their expression
of their attachment styles, as demon-
strated by their emotion regulation
strategies, and in turn shape their appli-
cation of effective contingencies with
high-risk adolescents. More specifical-
ly, if we support caregivers in accessing
and enhancing supportive relationships,
they may perceive caregiver-adolescent
conflict asless threatening to their rela-
tional health and may be able to more
mindfully choose emotion regulation
strategies that support fulfilling con-
tingency plans.

Our program hopes to collect addi-
tional observations on these proposed
associations and invites feedback from
the DBT community. If you are interested
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in future collaboration, please contact
our research team at megan@compass-
behavioralhealth.com or patricia@com-
passbehavioralhealth.com.

References

Bartholomew, K., & Horowitz, L. M.
(1991). Attachment styles among
young adults: A test of a four-cat-
egory model. Journal of Person-
ality and Social Psychology, 61(2),
226-244.

Bowlby, J. (1982). Attachment and loss:
Retrospect and prospect. American
Journal of Orthopsychiatry, 52(4),
664—678.

Brandao, T., Matias, M., Ferreira, T., Vie-
ira, J., Schulz, M. S., & Matos, P. M.
(2020). Attachment, emotion reg-
ulation, and well-being in couples:
Intrapersonal and interpersonal
associations. Journal of Personali-
ty, 88(4), 748-761.

Green, B. L., Furrer, C., & McAllister, C.
(2007). How do relationships sup-
port parenting? Effects of attach-
ment style and social support on
parenting behavior in an at-risk pop-
ulation. American Journal of Com-
munity Psychology, 40(1), 96-108.

Gross, J. J. (Ed.). (2007). Handbook of
emotion regulation (Ist ed.). The
Guilford Press.

Gross, J. J. (Ed.). (2014). Handbook of
emotion regulation (2nd ed.). The
Guilford Press.

Shaver, P.,, & Hazan, C. (1987). Being lone-
ly, falling in love. Journal of Social
Behavior and Personality, 2(2),
105-124.

34



DBT RESOURCES

The All-in-One DBT Skills

Handout

Shira Davis, Sarag Green, and Chaya Lieba Kobernick

The CBT/DBT Center

What Is It

The DBT Skills Master Handout is a
one-page document that lists the
DBT skills with concise explanations
of the skill and/or what the acronym
stands for. The sKkills are organized
by module.

Why We Made It

In truth, it can be challenging for
clients new to DBT to remember
the skills when they need them.
Although the skills are all listed and
explained in depth in the DBT work-
book, clients can sometimes feel lost
or easily overwhelmed when need-
ing to live skillfully. We therefore
created a user-friendly and acces-
sible handout with all the skills and
a brief explanation to address this
need.

How To Use It

The purpose of this handout is to
make DBT skills as accessible and
understandable as possible, so that
clients can increase their skill use
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outside of session. Therefore, the
handout is organized in a way to
facilitate ease of use. The handout
is a one-page document, making it
feasible for clients to put it in their
room, in their wallet, or as the wall-
paper on their phone. It is intended
to be utilized by anyone trying to
live skillfully.

All in all, the DBT Skills Mas-
ter Handout was created to be a
straightforward guide for clients to
remember and implement the skills
that they learned in DBT. We hope
this is a step in the right direction
for more people to generalize their
use of skills.

A Client’s Story

One of our DBT clients struggled
with learning skills, frequently stat-
ing “I’'m just stupid” when her pri-
mary therapist and group co-leaders
would encourage sKills use. Through
chain analyses, the client and her pri-
mary therapist discovered that the
thought “I'm stupid” appeared when

trying to learn something new. The
client’s vulnerabilities included a
history of multiple sexual traumas
and childhood neglect, which made
it difficult for her to be successfulin
school, leading to the belief “I am
stupid”. This thought came up when-
ever the client tried to use phone
coaching and couldn’t remember a
skill or struggled to complete home
practice, preventing her from tak-
ing the next steps to become skill-
ful. Although she wanted to use
the DBT skills she was learning, her
lack of memory led to frustration.
In response, our team created the
DBT Skills Master Handout to help
her, and other struggling clients.
This client was thrilled to receive the
DBT Skills Master Handout, hung it
up on her wall, and proudly refers
to it during phone coaching calls,
which has enhanced her confidence
in knowledge, acquisition, and gen-
eralization of skills.

DBT BULLETIN



DBT SKILLS
MASTER HANDOUT

TheCBTDBTCenter.com

Mindfulness
Three States sf Mind

Notice if you're in reasonable or emotion mind. Try o

spend most of your time in Wise Mind - balanced,

intuitive, respecting both reason and emotion.

What

Observe: Notice internally (thoughts, emotions,
sensations) and externally (5 senses) without words
Describe: Label what you observed

Participate: Throw yourself into the moment

How
Non-Judgmentally: Stick to the observable facts
One-Mindfully: One thing at a time

Effectively: Focus on what works over what's right/fair

Distract with wise mind A.C.CEPT.S
A: Activities

C: Contributing

C: Comparing

E: with other Emotions

P: Pushing away

T: with other Thoughts

S: Sensations

IMPROVE. the Msment
I: Imagery
M: Make Meaning
P: Prayer
R: Relaxation
O: One thing in the moment
V: Vacation

E: Encouragement

Distress Tolerance

Crisis Management:

STOP

S: Stop

T: Take a step back
O: Observe

P: Proceed mindfully

Prss and Cons

Make a chart (4 boxes) of the pros and cons of both
engaging and not engaging in urges/behavior.
Label each pro and con as Short Term or Long Term.
Check which side has the most Long Terms.

LIr

Reduce super-high, body-based emotions:
T: Temperature

I Intense Exercise

P: Paced Breathing

P: Progressive Muscle Relaxation

Self-Sssthe

Use the 5 senses (plus movement) to get through a crisis

Radical Acceptance

Reduce Emotional Vulnerability:

A.B.C.

A: Accumulate Positives. Mindfully participate in
pleasant activities and take value-based action.
B: Build Mastery. Do something every day that gives

you a sense of accomplishment.

C: Cope Ahead. Prepare the skills before the challenge|

Imagine coping well every day.

PLEASE

PL = Treat Physical lllness

E = Balance Eating

A = Avoid mood-altering substances
S = Balance Sleep

E = Get Exercise

Acknowledge treality and accept it when there is nothing
left for you to do to change it.

Practice willing hands and half-smile.

Emotion Regulation
Chect the Facts.

Observe and describe the facts of the situation. Does
the emotion fit the facts or is it based on interpretations?
IFif's ineffective, try opposite action.

IFin crisis, go to crisis management skills.

If it can be solved, use problem solving.

If the emotion needs to be feli, give it mindful attention.

Prablem Ssluing.
Identify what the problem and goal are and brainstorm

different solutions. Try one and see if it works.

Mindfubness of Emations
‘Experience emofions like waves: observe them coming

land going without holding on or pushing them away.

Oppaé(ée Actisn

When emotions are not serving us or not effective, act

opposite to whatever the urge says to do

Interpersonal Effectiveness

DEAR MAN.
Skills to Either Request or Refuse
D; Describe facts of the situation
E: Express feelings
A: Assert/ask for what you want
R: Reinforce - why is it worth it for them to do it2
M: be Mindful of your assert, be a broken record
A: Appear confident
N: Negotiate and be willing to compromise

GLV.E
Build and Maintain Relationships
G: Gentle
I act Interested
V: Validate
E: use an Easy manner

FfAST
Maintain Self-Respect:
F: be Fair to yourself and 1o the other person
A: no over-Apologizing for behavior or requests
S: Stick to your values and opinions

T: be Truthful - no excuses or exaggerations

NOVEMBER » 2022
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Student Award

Yoel Everett, MA

PhD Candidate, at the University of
Oregon (UO).

*Visit Dbtbulletin.org for full details.

Recognized by Maureen Zalewski

Student Award

Sarah McHugh, PhD

University of North Carolina at Chapel
Hill, postdoctoral fellow at Brown
University/Bradley Hospital

*Visit Dbtbulletin.org for full details.

Recognized by Andrea Gold

Student Award

Christine Bird, MA
PhD Candidate, at UCLA
*Visit Dbtbulletin.org for full details.

Recognized by Hollie Granato

CALL FOR SUBMISSIONS

DBT BULLETIN

b

STUDENT AWARD
NOMINATIONS

Recognize your outstanding
trainee by submitting a brief
description of what strikes
you about their contributions,
dedication to DBT and its foun-
dations, and promise. Award
recipients receive paid registra-
tion to ISITDBT

The DBT Bulletin is published as a service to the DBT community. Two issues are published
annually. The purpose is to provide a vehicle for the rapid dissemination of recent advances,
research findings, innovative applications of Dialectical Behavior Therapy, and diversity and

professional issues related to DBT.

- Briefarticles, less than 1500 words, are preferred.
« Research articles should be accompanied by a 75 to 100 word abstract with citations

in APA format.

- Creative submissions, involving multimedia, are welcomed.
- Letters to the Editor, sometimes termed “Devil’s Advocate,” may respond to articles
previously published in the DBT Bulletin or to voice a professional opinion. Letters

should be limited to 500 words.

Electronic submissions should be directed to the editors, at dbtbulletin@gmail.com.
Please include the phrase Bulletin submission and the authors last name in the subject line
of your email. Include the corresponding author’s email address on the cover page of the

manuscript attachment.
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