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Dialectical Behavior Therapy (DBT; Linchan, 1993a, 1993b) is 2 cognitive-
behavioral treatment for clients diagnosed with borderline personality disor-
der (BPD). Case formulation is essential to efficient, effective DBT. Skififul
DBT intervention is guided by a stage theory of treatment, bivsocial theory
of the ctiology and maintenance of BPD, behavioral principles, and ideas about
common patterns that interfere with treatment. This chapter introduces the
concepts and method of case formulation in DBT.

HISTORICAL BACKGROUND OF THE APPROACH

We begin with a brief description of DBT 1o orient readers unfamiliar with
this approach. Marsha Linehan and hes colleagues at the Suicidal Behaviors
Research Clinic at University of Washington deveioped DBT as a trearment
for women with a history of parasuicide who met criteria for BPD. {Parasuicide
is any intentional seif-injurious behavior including but not limited to suicide
attempts.) By watching videotapes of Linchan’s therapy sessions, she and her
research team identificd aspects of her style and her maodifications of cognitive-
behavioral techniques that scemed cfiective. The treatment was then standard-
ized in treaument manuals (Linchan, 1993a, 1993b), demonstrated in empirical
trials to be more effective than treaument as usually offered in the community
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(Linchan, Armstrong, Suarez, Alimon, & Heard, 1991; Linchan, Heard, &
Armswong, 1993; Linchan, Tutek, Heard, & Armstrong, 1994), and now has
been adapted for use in various scttings in the United States and abroad (e.g.,
Basley et al., 1993; Miller, Eisner, & Allport, 1994; Swenson, Sanderson, & -
Linchan, 1996). )

DBT is a complex treatment that blends cognitive-behavioral interven-
tions with Eastern meditation practices and shares elements in common with
psychodynamic, client-centered, Gestalt, paradoxical, and strategic approaches
(cf. Heard & Linehan,1994). Dialectical philosophy influences every aspect
of DBT from the rapid juxtaposition of change and acceptance techniques to
the therapist’s use of both irreverent and warmiy responsive communication
styles. Nevertheless, its guiding principle is simple. DBT is based on the theory
that most “borderline® behavior regulates dysregulated emotions or is a con-
sequence of failed emotion regulation. This emotion dysregulation both i
terferes with probiem solving and creates problems in its own right. Maladap-
tive behaviors, including extreme behaviors such as parasuicide, funciion to
solve problems. In particular, amelioration of unendurable emotional pain is
always suspected as a consequence that reinforces dysfunctional behavior,
Although such extreme responses are understandable given the chronic chaos
and suffering experienced by many individuals with BPD, the consistent re-
feain in DBT is that 2 better solution can be found. The best alternative to -
suicide is 1o build a fife that is worth living. DBT decreases maladaptive prob-
lem solving while working to enhance the capabilities and motivation needed
to improve the client’s quality of life.

Comprehensive treatment (1) enhances capabilities, (2) improves moti-
vation to change, {3) ensures that new capabilities generalize to the natural
environment, (4) enhances therapist capabilities and motivation to treat cli-
ents effectively, and {(5) structures the environment in the ways essential to
support client and therapist capabilitics {Linchan, 1996). In the standard form
of DBT, these functions are divided among modes of service delivesy. For
example, clients enhance capabilities by learning skills to regulate emotions,
10 tolerate emotional distress when change is sow or unlikely, to be more
effective in interpersonal conflicts, and to control attention in order to skill-
fully participate in the moment. They may also enhance capabilities through
pharmacotherapy. The client and therapist collaborate in individual therapy
to motivate change by identifying patteris associated with problematic be-
havior and by addressing inhibitions, cognition, and reinforcement contingen-
cies that interfere with solving problems in a more effective manner. To genr-
cralize new behaviors across situations in daily life, the individual therapist uses
phone consultation and in vive therapy (i, therapy outside the office). A
weekly consultation meeting provides therapists with technical help 2nd emo-
tional support to remain able and motivated to treat clients effectively. Struc-
turing the environment for both clicnts and therapists is done as needed by
the clinic director or administration, and for the client through case manage-
ment. In adapting DBT, the particular distribution of functions to modes of
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service delivery depends on the sesources of a given senting—what is essential
is that cach function be in place. Typically, onc primary therapist cisurcs that
a given client has each function by providing it or acting as a services broker.
Often she individual iherapist hias primary responsibility for crisis imanagement
and treatment planning. Case formufation influcnces cach of these functions
but is parsicularly relcvans for the primary therapist conducting individual
psychotherapy.

CONCEPTUAL FRAMEWORK

"Theory-driven case formulation is the cornerstone of DBRT. individuals with
BP1 ypically have muliiplc problems. The sheer number oof scrious (af timcs
lifc-threatening) problems that therapy must address makes it difficult for
therapists 1o establish and maintain @ treaiment focus. For example, it is difficult
10 decide what g0 treat first when the client has numerous problems (panics, is
depressed, drinks 100 much, returns repeatediy to an abusive relationship,
becomes mute dusing treatment interactions, and is cheonically suicidal}.
Following the concern mosi pressing (o the client can resuls in a ditferent cri-
sis management focus cach week. Therapy can feel like a car veering out of
control, barely averting disasier, with a sense of forward motion but not mean-
inglul progress. With clicats who have multiple serious probiems, crisis man-
agement and siopgap reduction of acute problems can dominaic the thesapy
10 the extent that cfficient, cffective treatment becomes unlikely.

Treaimens decisions are further complicated because clients with BPD
oficn act in ways that dissress their therapists. For example, despitc experi-
ence or training, it can be a struggle to manage one’s cmoiional reactions when
2 clicnt is recurrently suicidal and both rejects hiclp that is offered and demands
help that onc cannot give. Even when therapy is on the right track, progress
can be slow and sporadic. All of these factors can induce the therapist 10 make
criors, including premature changes 10 the treatment plan. In DBT, a partial
solution 1o this problem is to use a theory-driven case formulation to guide
treatment decisions.

At an introductory level, five sets of theoretical concepts are important in
DRT case formulation: (1) stage theory of treatment; {2) biosocial iheory of
the criology and maintenance of BPD; (3) Icarning principles and idcas from
behavior therapy; (4) common behavioral patterns of BPD, and dilemmas
created by the dialectical nature of these patterns, which interfere with cltorts
so change; and (5) dialcctical orientation 1o change. These five scts of con-
cepts can be considered the “lenses” through which any problematic behav-
jur will be viewed. Just as one might inspect the same object through reading
glasses, infrared goggles, a jeweler's eyeglass, a high-power microscope, and
an orbiting satellite, these five concepiual lenses make apparent dificrent fac-
cts of problematic behavior. The DBT therapist locks for opportunity to fos-
scr change with cach leus. Theory-driven case formulation resolves confusing
variability into specitic hypotheses that guide assessment and interveion.
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Stages of Treatment: Behaviors to Target in DBT

The first conceptual lens is stages of ireaiment. “Fhis is the COMMONSCNSE fied
tion that the current extent of disordered behavior determines what treataneig
tasks ae seievant and feasible, DBT's stage model of treaument (Linchan,
1993a, 1996) prioritizes the probiems that must be addressed at a panicul.u'.
point in therapy according to the thrcat they posc to 2 reasonable quaii!y‘ui
fife. The refevance of problem behaviors is detcsmined botih by the scverity
and complexity of the client’s disordered behavior at the moment as well i
the progress of therapy. The fiest stage of wreament with all DBT ciice‘us is
preircaument, followed by onc to four subsequent stages. The number of sub-
sequent stages depends on the extent of behavioral disorder when the clicnt
begins tecatment. :

In the pretreatment stage, the primary behaviors 10 target are therapist
and client agreement as to treatment goals and mutual commitment Lo freat-
ment. Before beginning formal treatment, DBT requires that all partics agree
on the essential goals and the basic format of the treaiment being offcred and
make 2 verbal commitmient to them. Because DBT requires voluntary rathers
than cocrced consent, both the client and the therapist must have the chaice
of committing 10 DBT uver sume other non-DBT option. So, fur example, in
a forensic unit or when a client is legally mandaied 0 treaiment, he or she is
not considered to have entered DBT uniil a considered verbal commitment is
obtained. In pretrcatment, once the therapisi commits to the client, the pri-
ority is 10 obiain engagement in therapy. : ' L

Stage 1 of therapy targets behaviors needed 1o achieve reasonable life
expectancy, control of action, and sufficient connection 1o treatmcini and
behavioral capabilities to achicve these ends. Treatment time is distribued o
give priority 1o targets in the following order of importance: (1 suicidal/ho-
micidat or other imminently life-threatening behavior; (2) therapy-interfering
behavior of the therapist or client; (3) behavior thai severcly compromises the
client’s quality of life; and (4) deficits in behavioral capabilities needed 1o make
life changes.

Stage 2 nargets posttraumatic siress responscs and traumatizing cme-
sicnal experiences. lis goal is to get the clicnt out of unremitting emotionai
desperation.

Stage 3 synthesizes what has been learned, increases scif-respect and an
abiding sense of connection, and works toward resolving problems in living.

Stage 4 (Linchan, 1996) focuscs on the sense of incompicieness that muny
individuals expericnce, even afier problemsiin living are essentially resolved. ‘The
goal is to achicve the capacity fos sustained joy. Thie task is 1o integraie the past
with the present and future, the scif with others, and to accept reality as it is.

Although the stages of therapy arc presented lincarly, progress is olicn
not lincar and the stages overlap. It is not uncommon to hit 3 snag in stape |
that requires a momentary (cturn (o prcireatment tasks. Indeed, with some
clicnts this occurs repeatedly throughout therapy. The transition from stage |
to stage 2 is usually fraughe with difficulty, and it is not unusual 10 move back
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atud forth between the two stages for quite some time. Stage 3 not only over-
faps with stage 2 but is, at times, a review of the same issues from 2 different
vantage point. Stage 4 is often a lifelong endeavor that sequires acknowledg-
ment and acceptance rather than completion. At termination or before sig-
nificant breaks from treatment, especially if ill prepared, the client may revert
bricily to stage 1 behaviors. The infrequency of stage 1 behaviors as well as
tire specd of reregulaiion {rather than the presence of any one instance of
behavior) deline the difierences between stages.

The controlled treatment trials of DBT 1o date have been with clients
entering treatment at stage 1. Across each stage of therapy, case formulation
is organized by the extent of disordered behavior that determines the relevance
and feasibility of ireatment tasks. Although the principles of case formuiation
are consistent throughout all stages of DBT, the focus of case formulation does
vary with the stage of therapy. The remainder of this chapter is about case
formulation for stage 1 of DBT.

Biosocial Theory: The Central Role
of Emotion Dysregulation

The second perspective guiding DBT case formulation is 2 biosocial theory of
the etiology and maintenance of BPD. Linchan theorizes that the transaciion
of 2 biological vulnerability to emotion dysregulation with an invalidaiing
environment, over time, creates and maintzins borderline behavioral patierns.
03n the biological side, individuals with BPD are thought to be predisposed
{perhaps due to high genetic joading for emotionality) 1o have (1) high sen-
sitivity to emotional stimuli (i.e., immediate reactions and a low threshoid for
onsct of emotional reaction; (2} high reacivity {i.c., intense experience and
expression of emotion and cognitive dysregulation thai goes along with high
arousal); and (3} 2 sfow return 1o baseline arousal {i.c., long-lasting reactions
that contribute to high sensitivity to the next emotional stimulus). This bio-
fogical vuinerability contributes to difticulty regulating emotion. Expanding
Goteman and Kaiz's {1989) dcfinition, emotion regulation requires the abil-
ity to (1) decrease {or increase ) physiological arousal assuciated with emotion,
{2} revrient attention, {3) inhibit mood-dependent action, {(4) experience
cmotions without escalating or blunting, and {5) vrganize behavior in the
service of external, nonmood -dependent geoals.

Transaction with a particular social environment, termed the invalidar-
ing environment, can create or exacerbate this biological vulnerability. In an
optimally validating environment, a person is treated in 2 manner that strengih-
ens those responses that are well-grounded or jusifiable in terms of the em-
pirical facts, correct inference, or accepted authority, and those that are effec-
tive for reaching the individual’s ultimate goals. The optimal environment treats
the individual as relevant and meaningful, validates the individual’s valid re-
sponses, and invalidates the invalid.

The invalidating environment, however, fzils to confirm, corroborate, or
verity the individual's experience and fails 1o teach the individual what responses
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arc o are not likely to be effective for reaching the individual’s goals. Invali-
dating environmenis communicate that the individual’s characteristic responses
to events (particularly emotional responses) are incorrect, inaccurate, inap-
propriate, pathological, or not to be taken seriously. By oversimplifying the
ease of solving probliems, the environment fails to teach the individual to i0i-
erate distress or form realistic goals and expectations. By punishing conmu-
nication of negative experiences and only responding to negative emotional
displays when they are escalated, the environment teaches the individual 10
oscillate between emotional inhibition and extreme emotional communication.

Eventually, individuals fearn to invalidate their own experiences and search
the immediate social environment fur cues about how to feel and think. The

- primary consequence of the invalidating environment is to punish (or fail wer

adequately sirengthen) selfigenerased behavior. Self-gencrated behaviors are
an individual’s unique, uncensored responses that are not primarily under ihe
control of immediate aversive social consequences or immediate external or
arbitrary reinforcement. That is to say, self-generated behavior is “intrinsically
motivated” or “free operant.”

Childhood sexual abuse may be the prototypic invalidating environment
related 10 BPD, given the correlation observed among BPD, suicidal behav-
ior, and reports of childhood sexual abuse (Wagner & Linchan, 1997). How-
ever, because not all individuals who meet BPD criteria report histories of sexual
abuse nor do all victims of childhood scxual abuse develop BP'D, it remains
unclear as to how to best account for individual differences in etiology.
Linchan’s theory srgucs that it is the invalidating aspect of childhood sexual
abuse that is most crucial to development of BPD (Wagner & Linchan, 1997).

The transactional nature of this model implies that individuals may rcach
BPD patterns of behavior via very different routes: despite only moderate
vulnerability to emotion dysregulation, a sufficiently invalidating environment
may produce BPD patterns. Similarly, even a “normal” fevel of invalidation
may be sufficient to create BPD patterns for those who are highly vuinerable
to emotion dysregulation. The transactional result is a disruption of'the orga-
nizing and communicative functions of emotion.

The stage of reatment and the biosocial theory suggest general hypoth-
eses, that is, determine “what” is to be assessed as one formufates 2 DBT case.
in particular, the running hypothesis for any targeted probiematic behavior is
that it is a consequence of emotion dysregulation, an attempt to modulate
emotion, or both. Behavioral principles teanslate these general ideas into spe-
cific hypotheses about 2 given individual.

Theory of Change: Learning Principles
and Behavior Therapy

The third perspective used in DB casc formulation is a behavioral theory of
change. In general, persistent disordered behavior is viewed as a result of defi-
cits in capabilities as well as problems of motivation. Principles of learning snd
ideas from behavior therapy specify methods 10 analyze behavior and infle-

0
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ence behavior change. To understand a specific problematic behavior, DBT
case fusmulation relies on functional analysis or behavioral chain analysis. This
is where the “rubber mects the road,” where general ypotheses regarding
problematic behavior guide the analysis of specific aniecedents and cunsc-
quences thag mainiain (i sivate) current problematic behavior. Each individual
is fikely 1o have a unigue paticm of variables contrulling probiematic behav-
ior, and these variables may difler from one sct of circumsEances 80 another.

Careful analysis of antecedents and conscquences is particularly impor-
rant due to the central role of emotion dysregulation in 8P, The hallmark
of emotion dysregulation is instability. Therefore, capabilitics disrupted by
emotion dysregulation (c.g., an abiding sense of sclf, resolution of interper-
sonal conflict, goai~micmcd action) are also likely to he unsiable across sci-
tings and over fime. When therapisss mistakenly assume that behaviors covary,
they may expect consisicncy beyond what the client produces. Simifarly, by
assuming that an ubserved dyssynchrony is wraitlike, she sherapist may ireat
the client as overly fragile. ftis uschul to distinguish berween capabilitics in 2
particudar context (whether a person can do something under the best pos-
sible circumstances), performance difficnity in specific contexts (case with
which a person can perform 2 certain response), and traits (typical or average
behavior acsoss diverse contents) (see Paulbus & Masiin, 1987, for a similas
distinciion). Keeping these distinctions in mind helps the therapist assess
whether the clieni lacks an abifity or has the ability bug is inhibited from skitled
responding.

A behavioral chain analysis is ai in-depih analysis of evenis and situational
factors before and aficr 2 particular instance {or sct of instances) of the as-
geted behavior. The goal is to provide an accurate and seasonably complcie
account of hehavioral and cnvisonmiental cvents associated with the problem
behavior. Close attention is paid 10 reciprocal interactions beiwecei environ-
smenial evenis and the chient's emotional, cognitive, and overt responscs.

A chain analysis begins with 2 clear dchinition of the problem behavior.
Nexi, the therapist and client identily both general vulnerability factors (those
factors that are the context in which precipitating cvenis have more influcace,
.., physical iliness, stecp deprivation, or other conditions tha influence
emotional reactivity) and specific precipitating evenis that began the chain of
cvenis bt led 1o the problem behavior. Therapist and client then identify cach
link berween the precipitating event and the problcmatic behavior 1o yield 2
detailed account of cach thoughs, fecling, and action shat moved the client
frum point 4 1o point B. Finally, therapist and client identify the immediate
and delayed reactions of the clicas and uthers that followed the problem be-
Lavior. This detailed assessment allows the therapist 0 identify cach junciure
where an alternative client response might have produced positive change and
averied conditions that lead 1o problem behavior. When dystunciional links
occur (behaviors that interfese with achicving the client’s long-term goals),
the therapist assesses what alicrnative hehavior would have been nore adap-
sive and skillful and why that more skillful aliernative did not happen.
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The absence of skilled performance is due to one of the following four
factors, linked 1o behavior therapy change procedures: ‘

First, the client may not have the necessary skills in his o her reperioire;
that is, the cliens has 2 capability deficie. DBT views specific skills dcficies s
pmicuiaiiy selevani to BPD, and therefore the therapist assesses Wh‘ﬂhcr ol
ents can {3) regulate cmIotions; () welerate distress; (c) respund skillfully to
interpersonal conilict; (d) vbserve, describe, and participate without judging,
with awareness, and focusing on cflectivencss; and {¢) manage their own be
havior with strategics other than slf-punishment. When clients lack these skilb,
skills tr2ining is appropriate.

However, if asscssmcii revealed shat the clicnt docs a8 simes behave more
chiectively in similer situations, then the therapist assesses which of the theee
other factors interfered with more skillfuut behavior. The sccond possiblc rea
son for the lack of skilled performance is that circumstances reinforce dystunc-
tional behavior or fail 1o seinforce more functional behavior. Problem behav-
jor may lead to positive or prefcired outcomes, or give the opportunity for
other preferred behaviors of cmotional states. Effcctive behaviors may be ful:
lowed by nesitral of punishing ouicomes, oF rewarding outcoincs may bic dic
fayed. if problematic contingencies are identified, then contingency MAn3ge
ment interventions are appropriaic. ‘

The third possibilicy is that conditioned emutional responses block mare
skillful responding. Effective hehaviors may be inhibited or disorganized by
unwarranied fears, shame, guilt, or intense of qut-of-contiol emotions. The
person may be semotion-phobic.” She or he may have patterns of avoidance
or escape behaviors. I this is the casc, then some version of exposure-baseid
weatment is indicated. '

The fourth possibility is that clleciive behaviors are inhibited by faulty
belicfs and assumptions. Faulty beliels and assumptions may seliably precede
incficcsive behaviors. The person may be unaware of the contingencies or rules
operating in the cnvironmen or in therapy. If problems are identilied here,
then cognitive modification stratcgics arc appropriate.

BPD Behavioral Patterns 2nd Dialectical Dilemmas

Change in primary targeis {deercases in behaviors thiat eheeaten life, thesapy,
and quality of ife, and increases in behavioral skills) is the main focus of stage
i DBT. In order 10 successfully treat primary 1argets, however, other {sec
ondary ) behaviors of behavioral patterns may aiso need to be targeted. From
clinical observation of the problems that prevent {and wreak havoc onj treat

ment and clinical progress, Linchan (1993a) distilled paticins organized inda
dialectical poles. Each patiern describes an aspect of the transaction between
the expericnce of emotion dysrcgulation and 2 history of social consequeites
incurred as 2 consequence of cmotion dysregulation. As the word “dialeati:
cal” implics, BPD individuals frequently jump from 2 behavioral pattern that
undersegulates 10 another that overregulates emotion, the discomfort of cach



o

REL HANDROOK OF PSYCHOTHERAPY CASE FORMULATION

extreme triggering oscillation between response patterns. ‘These patterns per-
petuate themselives and create new problems. These secondary targets are ofien
common across behavioral chains and common acruss stages of treatment.

‘This fourth perspective orients the therapist to behavioral patierns that
may destroy treatment if not directly treated. Each pattern highlights the di-
femmas faced by both tlie client and the therapist whenever therapeutic change
is initiated. DBT’s aim is to help the client arrive’at a synthesis or more eifec-
tive balance of opposing behavioral tendencics.

Emotion Valnerability and Self-Invalidation

Emotion valnerability refers to the intense suffesing that accompanics the
experience of emotion dysregulation. By analogy, individuals with BP'D can
be considered the emotional equivalent of burn victims where the slightest
movement is automatic extreme pain. Because the individual cannot conirol
dhie onsct and offset of internal or external events that influence emotional
sesponses, the experience itseif is 2 nightmare of intense emotional pain and
the siruggle to reregulate. This unpredictability foils personal 2nd interper-
sonal expectations because the person can ofien meet éxpectations in one
emotional state but not anotlier, leading to freguent frustration and disifiu-
sionment in both the client and others. Even dysregulation of positive emo-
tions creates pain. For example, a client reported, “I got so happy and excited
when | went home for the holidays, 1 couldn’t stand it 1 jaughed too loud,
1alked t0o much, cverything [ did was 100 big for them!” These individuals
duspair that vuinerability to uncontrollable emotion will ever lessen and sui-
cide may seem the only way to prevent further suftering. Suicide can also be 3
final communication 1o an unsympathetic public. Emotional vulnerability is
an important link to parasuicide and therefore becomes a target in itsclf.

‘The suffering associated with inability 10 regulate emation creates nu-
merous ubstacles in therapy. Nearly any therapeutic movement evokes some
emotional pain, much as debriding docs in the treatment of serious busns.
Sensitivity to criticism makes it painful to receive needed feedback; in-session
dysregulation (dissociation, panic, intense anger} interrupts therapeutic tasks;
generalization and follow-through on in-session changes. and plans goes awry.
Therapy itself may be traumatic. An undesstanding of emotion vuinerability
means the therapist must understand and reckon with the intensc pain involved
in living without “emotional skin.” The DBT therapist is empathic, coaches
and soothes, and most importantly ueats the emotion dysregulation i ses-
sion. For example, in response (o intense emiotional reactions during thera-
peutic tasks (¢.g., 1aiking about an cvent from the week), the therapist vali-
dates the unconwroliable, helpless experience of emotional arousal, and teaches
the individual to modulate emotion in session.

Self-invalidation occurs when the client responds to his or fer own be-
havior (or the absence of needed self-generated behavior such as emotion
control) as invaiid, taking on the characteristics of the invalidating environ-
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ment. Self-invalidation takes at least two forms. On the one hand, clicnts may
judge themselves harshly for their vuinerability {“I should not be this way™),
act in self-punitive ways, and feel scli-hatred. The experience is of onesell’as
the agent of one’s ows demise. In this case parasuicide may function as pun-
ishment for transgression. On the other hand, clients may deny and ignorc
their vulnerability (“1 am NOT this way”) and hold unrealistically high or
perfectionistic expectations. In doing so, the client minimizes the difliculty of
solving life problems. By ignoring or blocking cinutional experience, the per-
son not only loses information necded 10 solve problems but disrupts the or-
ganizing and communicative functions of emotion. Seif-invalidation is oficn
3 crucial link in the behavioral chain to parasuicide. Increasing self-validation

“and decreasing scif-invalidation become essential secondary targets. The cx-

plicit focus on the necessity of appropriate self-validation is 2 hallmark of DBT.

The intense discomfort of either extreme results in an oscillation berween
experiencing vuinerability and invalidation of that experience. The dilemma
for “June,” a client, becomes who should be biamed for this predicament. She
is either able to control behavior (as others beficve she can) but won'y, and
therefore is “manipulative,” or she is as unable to control emotione as she
experiences herseif to be, which means she will always be this way and dooms
her tos 2 never-ending nightmare of dyscontiol. Junc can try to fuifill cxpecra-
tions that are ous of line with her capabilities and fail, feel ashamed, and de-
cide she deserves to be punished or 1o be dead. Or she can sec her vailnerabil-
ity and adjust her standards. But if others do not also change their expectations
of her, she can become angry that no one offers needed help and become
convinced that suicidal behavior is the only means to communicatc that she
cannot do what is expected.

The dilemma in therapy is that focusing on accepting vuinerability and
fimitations may lead June to despair that she will always have the problems
shie has; focusing on change, however, may fead her to panic because she knows
there is no way to consistently meet expectations. Further, if she changes her
problematic behavior, she may feel ashamed that she could have done what
was expected all along but did not because she was “lazy” or “manipulative.”
To negotiate this dilemma, the DBT therapist flexibly combines, moment i
moment, the use of supportive acceptance and confrontive change strategics.
The therapist communicates, in word and deed, that June is doing her best
yet must do better.

Active-Passivity and Apparent Competence

The second set of opposing behavioral tendencies is active-passivity and ap-
parent competence. Active-passivity is the tendency to respond to probicms
passively and to regulare oneself, if one trics at all, by regulating the refevant
aspects of the environment. Regulating oneself by regulating the environmeit
is not a problem per se—the problem is that the individual with BPD is not
skififul emosgh at reguiating his or her environment.
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For example, “Paula,” a clicns, reiurns from a psychiatric hospitalization
and her reommate asks her to move out. Instead of searching for a new place
10 live, Pauls spends the day in bed and is silent during therapy despitc all ef-
forts by the therapist 10 cncourage active problem solving. Paula experiences
hersell as, and actually is, unable to do what is necessary without more help. I
she had just been discharged with 2 broken leg, help might be forthcoming.
{ lowever, without observable deficits, she may get feedback that i is socially
unaccepiable to need “100 much™ help o reassurance of to be “go0” depen-
dent. Thus, she cither avoids geiting necessary help or atiempis 1o get it in 3
way that is experienced as demanding by others. That is, repulation of her en-
vironment g solve hier problem is deficient or unskillful and inclicciive. As the
situation worsens, the therapist becumes frusirated that Paula creates a crisis
that could easily be solved if she would cope actively {get the ncwspaper, find
anoiher place). Her experience, howeve, is that the situation is hopcless no
matter what she does. This style of problem solving—acting exiremely inad-
cquate and passive in the face of insufficient help and a1 times maghifying prob-
lems if they are not taken seriously—is ofien overlearned from repeated failure
despite one’s best clforts in an environment where difficultics are minimized.
Remaining passive in a manner that activates others confirins that, in facy, the
problems could not have been solved without help, that in ciiect things arc 23
bad 25 claimed. While regulating in this way can be effcctive, averrcliance on
this bichavioral paticrn olicn nicans problems are not solved and life gets worse.
‘his paticen: can contribute 1o parasuicide in many ways, including increasing
life stress as problems go unsolved, alienating helpers, and making suicide one
of the few means of communicating that morc help is needed.

Therapeutic changes siay under the control of the therapy relationship
sather than adequately generalizing to she clieni’s natural cnvironment unless
this pattern is addsessed directly. Consequently, in DBT it is as important 1o
teach the client 10 solve problems as it is to get the probiemis solved. As onc
BT therapist said 1o a client with aceiviry-passivity {in spades), “1 can see
you are warking hard in therapy, but you’re not working smart. You've got 1o
be learning 1o creatc your own therapy, not just following oiders.” The sec-
ondary targets here are 1o decrease active-passivity behaviors and increasc ac-
tive problem solving, especially skifls to more cflcctively manage oneself and
one’s environment.

Apparent competence is the sum 1013l of behavioral responses that influ-
ence obscrvers 1o overestimaie and overgencralize response capabilitics. Ap-
parcut competence takes one of 1wo forms. First, observers arc likely 1o
overgeneralize when verbal and nonverbal cxpressions of csnotion are incon-
gruous. Ofien clients verbalize exsreme negative emnotions but convey ligede, if
any, distress nonverbally. Observers are likely inn these instances to believe
nonverbal over verbal expression when, in fact, it is the verbal channcel that is
the mure accurate expression. Second, observess overgencralize when they
ignore the critical context needed Jor skilled behavior. For example, in the
context of cither a positive mood or positive sedationshig, many behaviors are
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more casily performed. To the extent that Paula is a relational person and has
little control of her emotional staie (1o be expecied when the core problem is
emotion dysrcgulalion), then she has little control over her behavioral capa-
bilitics. Variable and conditional competence acruss settings and over time may
be due to behaviural capabilitics that arc overly mood or context dependent.
Nevestheless, the absence of expected competence is intespreted as manipuly:
tion and decreases others’ willingness 1o help. The further implication here is
that others have difficulty knowing when the person needs help, thereby cre-
ating the invalidating cavitonment. Here the goal is to increase accurate ci-
pression of cmotion and competencies and 1o decsease behavior that is overly
dependens on mood and context.

The dilcima in therapy s that active-passivity and apparcnt compeiciice
miake it difficult for the thesapist 1o detcrmine the level of help that should be
offered with what Paula can do for hersell. At times and for a varicty of rea-
sons, she may nced more help than those in her environment are willing or
able to provide. Apparcnt compeience tcads others (inciuding the therapist}
10 cupect more than can be delivered. The appearance of competence also
desensitizes the therapist and others to low level communication of distress.
“Doing (6™ the client when tie clicnt is passive but doces have the capability
10 help hesself reinforces the probiematic learned helpiessness and blocks her
from learning active problem solving. But abandoning Paula to her own mcans
without syilicicnt helip prevents appropriate skill training, increascs panic, and
increases the probability of further dysfunctional behavior. The DBT ihera-
pist negotiates this dilemma by responding to low-lcvel communication of
distress with active help and coaching of more cficctive behavior while insist-
ing that the client actively solve her own problems.

Usnvelenting Crisis and Inhibited Grieving

Uinselenting crisis refcrs 1o a self-perpetuating behavioral paticrn in which the
pesson with BPD both creates and is controlled by incessant aversive cvens.
Emotional vulncrability and impulsivity combine 1o make an initial precipi-
1ant quickly snowball into worse problems, as when a person impulsively acts
to decrease distress and inadverienily increascs problems. For cxample, yoli-
ing in anger at a casc worker and impulsively ending an interview needed to
complete a housing application can result in being unable 1o rescheduie with
anuther warker before being evicted and homeless. Incomprchensible over
reacsions make morc sense when viewed against 2 backdrop of repeated cxpe
riences of helplessness. The inability te recover fully from any onc crisis be-
fore the next one hits leads 10 a “weakening of spinit” {Berent, 1981) assoviaicd
with parasuicide and other emergency behaviors. This crisis-of-the-weck pat-
tern ég]lcritfcs with fullow- through on any behavioral sreatment plan and has
led DBT 10 scparate crisis management (psychotherapy) from skills training
{psychoeducation). The sccondary targets arc to decrease crisis-gencrating
behavior and 10 increase realistic decision making and good judgment.
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Inhibited grieving is an involuntary, automatic avoidance response of
painful emotional cxperiences, an inhibition of the natural unfulding of emo-
tional responding. The individual does not fully experience, integrate, orf fe-
solve reactions to painful events bug, instead, inadveriently increases scnsiti-
zation 10 emotion cues and reactions by avoidance and escape. Borderline
individuals are constantly exposed to the expericnice of luss, start the mourn-
ing process, sutomatically inhibit the process by avoiding or distracting from
relevani cues, reenter the process, and so on. The gricfinhibited may he asso-
cisted with childhowd trauma of revictimization as an adult, or it may be evoked
by the many losses that arc the current consequence of maladaptive mping.
Inhibited gricving is the primary targes of stapge 2 of DBT, butitis targeted in
stage | whenitis linked to the primary targets. The goal is to decrease inhib-
jted grieving and increase emotional experiencing. .

The dilemma in therapy is that unrefenting crisis and inhibited grieving
interfere with crucial sherapy tasks. Systematic behavioral integventions, par-
ticularly exposurc-based therapy dealing with trauma, are a0t feasibie when
these patterns are prevalent. i1 is difficuli (0 engage in “uncovering” work and,
simuliancously, to inhibit grief reactions and 1o aveid exposure 1o cues that
evoke memory of past loss and trauma, particularly when one is in perpetual
crisis. Avoidance and escape from painful feelings with maladaptive behaviors
that generate a crisis inadvertently increases exposure {0 crisis-induced losses,
which in turn increases avoidance of cues theough further maladaptive behav-
jor, and so on. In part, this pattern differentiates a stage 1 client from one in
siage 2. The DBT therapist expects oscillating expressions of extreme distress

and complete inhibition of affece and teaches the client skills needed to toler-
ste emotional experience without engaging in behavior that worsens the situ-
ation while decreasing the behaviors that lead to further luss of selationships
and other things she or he values.

Dialectics of Change: Philosophical Guiding Principles

Dislectics has been referred 10 as the logic of process and as a coherent system
of exploring and understanding the world (Basseches, 1984; Kaminstein, 1987;
1 evins & Lewontin, 1985; Riegel, 1975; Wels, 1972). Within DBT (cf.
Linchan 8 Schmidt, 1995), dialectics provides an overriding contexi for case
concepiualization. In contrast to the fout lenses reviewed so far, dialectics shifis
astention from the client alone to the comfext within which the client inter-
acts. The “case” that is formulated, from 2 dialectical perspective, is not the
individual per sc but rather the relationships among the client, !Eii -;.iicr_n‘s
community, the thesapist, and the therapist’s community. Factors impinging
i the therapise become as important as those impinging on the fh:f“. o
As a worldview, there are several essential tencts of dialectics. First, it is
assumed that a “whole” is a relation of heterogencous “parts” in polarity (“the-
sis” and “antithesis”) out of whose “synthesis” evolves 2 new set of “parts”™
sud, thereby, a new “whole.” The parts, which hold no intrinsic or previous
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significance in and of themselves, are important only in relation (o one an-
other and in relation 1o the whole that they define. Considering phenomena
10 be heterogencously composed has important implications for case formu-
fation. The fact that parts are not merely diverse but also are in contradiction
or opposition to one another focuses the observer not on a taxonomic identi:
fication of the parts but rather on the relationship or interaction of the pans
as they move toward resolution.

A second tenet of dialectics states thar parts acquire propertics only 4s
componeits of a particular whole. The same part may have dilferent qualitics
when viewed as an aspect of different wholes. Parts of diflerent wholes will

~ embody dillcrent contradictions and diafectical synthescs. The importance of

this point for case conceprualization is that no clinical phienomenon can e
understood in isolation from the context in which it occurs. Because the sys-
tem itscifis dynamic, the ever-changing relationship between clinical phenom:-
ena and their contexis must also be a focus of assessment, conceptualization,
and change.

A third tenet is that parts and wholes are interrelations, not a mere colli-
sion'of objects with fixed properties and immutable boundaries. As such, the
parts cannot participate in creating the whole without simultineously being
affected theinselves by the whole. An important implication of this view is that
it is impossible for clicnts not to alter the therapy system within which they
interact (and which would not exist without them), even as they are simuliti-
neously aflected by the sysiem. Autention to the “parts” other than the client,
therefore, is as important as attention to the client.

Fourtih, as already mentioned, dislectics recognizes change to be an as-
pect of all systems, and to be present at 2l fevels of a system. Stability is the
rare occurrence, not the idealized goal. Dizlectics is neither the carefud bal-
ance of oppusing {orces nor the miclding of two open currents, but instead is
the complex interplay of opposing forces. Equilibrium among forces, when
found, is discovered at a higher level of observation, namely, by iooking at the
overall process of affirming, negating, and forming a new, more inclusive syn-
thesis {Basseches, 1984, pp. 57-59).

Examination of the root metaphors of dialectics (dialectical materialism
vs. dialectical idealism) suggests how dialectics relates to DBT case concept uali-
zation. In dialectical materialism, the “energy”™ or force that uitimately drives
the creation and synthesis of oppasites is the efforts of humans to compel
change in their world. In contrast, in diafectical idealism this process is ener-
gized by the Universal Truth (i.c., the universe itself drives the process). DT
case formulation moves back and forth berween the two views, employing
human activity as the motivator in some instances {c.g., pointing out the con
iradiction between the ideals created and upheid in a culture and actual by
types of individuals) and farger, natural contradictions in others (¢.g., the intes
play of chance and skill in the outcome of human interventions). While the
philosophy of dislectical materialism refevant to DBT (corresponding 1o e
havioral theory as a foundation of DBT) views humans as imposing an onder
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on an uncaring world, dialectical idealisin {corresponding 1o the roots of DBT
in Zea psychology) belicves that we can secognize and expericnce a unity and
paticen inherent in the organization of the universe. Dialectical materialism
focuses the therapy and the therapist on the application of change procedures,
and the case formulation identifies both what needs 1o change as well as what
procedures would be most effective. Dialectical idealism fucuses the therapy
and the thesapist on radical acceprance of the whole—beginning, middle,
and end. .

To summarize the conceptual framework of DBT case formulation, the
stage of treatment influences what probilem behaviors are rargeted in therapy
as well as the goals one is working toward. The biosocial theory frames the
key hypothesis about what variables arc central 10 development and mainte-
nance of the problem behaviors. Learning principles suggest both methods of
bchaviora! 2nalyses and change. BPD behavioral paticras and dialectical di-
lemmas suggest secondary behaviosal patierns funciionally linked to both
problem behavior per se and to difficultics changing these patierns. The dia-
lectic berween change and acceptance, beiween dialectical materialism and
dislectical idealism, is the central dialectic of DBT and informs case conceptuali-

zation at every level of treatment.

INCLUSION/EXCLUSION CRITERIA

Although DBT is currently being adapied for non-BPD cliens populations,
there is empirical evidence only for igs cflcctivencss with chronically parasuicidal
female clicnts with BPD. Conscquently, we focus on the issucs eacountered
when working with clicnts who have severely disordered behavior. It is im-
portant to note that the diagnostic criteria for BPD asc considered as samples
of behavior and appropriate targets of intervention in themseives, rather than
as signs of an underlying phenomenon that is “manifested” or “indicared” by

behavior.

STEPS IN CASE FORMULATION CONSTRUCTION

These azc three sicps to formulating 3 DBT case: (1) gathering information
about treatment sasgets; (2) organizing information into a useful formar; and
(3) sevising the formulation as nceded.

Step 1: Gather Information about Treatment Targets
Probless Definision and History

‘I'his is the essential 1ask of DBT case formulation: in the initial sessions one
must assess the range of client problems 10 detenmine the appropriate stage of
wreatment. A client is in stage | if be or she is at least minimally commitied 10
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treatment and has life-threatening and/or parasuicidal behavior, behavior that
interferes with therapy, and /or behaviors that severely compromise the clicnt’s
quality oflife. When the client enters therapy at stage I, coliaboratively iden-
tify and obtain a history of these primary 1arget areas.

The lirst target area includes five types of behavior (in descending order
of priority): suicide crisis behaviors; parasuicidal acts; suicidal ideation and
communications; suicide-related expectancics and belicfs; and suicide-rebaicd
aflect. Either belore treatment or carly in trearment, the therapist should ob-
12in a thorough parasuicide history. In the University of Washingion rescaich
protocol, the Parasuicide History Interview is uscd 1o get this history (PHI-2;
Linchan, Heard, & Wagner, 1995). The PHI asks for all details regarding
parasuicide for the past year, including exactly what was donc, the intent ol
she action, and whether medical atiention was required. This history is cssen-
tial 10 assess suicide sisk accurately, to begin to identify situations that cvoke
parasuicide and suicide ideation, and 1o manage suicidal criscs. In particular,
one must identity the conditions associated with near-fethal suicide attempts,
parasuicide acts with high inient to dic, and other medically serious parasuividal
behavior. -

The sccond target arca, treatment-interfering behaviors, includes be-
havior of gither the clicnt or the therapist that negatively affects the thera-
peutic relationship or compromises the cflectiveness of treaimens. For cli-
¢nis this may include missing sessions, cxcessive psychiatric hospitalization,
inability ur refusal to work in therapy, and excessive demands on ghe thera-
pist. For therapists this may include forgetting appoiniments or being laic
10 them, fiting 1o return phone calls, being inatientive, arbitrarily chang-
ing policics, and fecling unmotivated or demoralized 2bout therapy. infor-
mation about these targeis shouid be obtained from prior treatmient hisiory
and prios supcrvision history.

The shird 1arger area, behaviors that sevesely compromise the clici’s
quality of lile, includes behaviors that disrupt stability or functioning aind
thereby curtail treatment effects. A diagnostic evaluation may help 10 assess
the range of problems a client experiences. Structured diagnosiic intervicws
such as the Personality Disorder Examination (Loranges, 1988) and the Suruc-
tured Clinical Interview for DSM-ii-R—paticat vession (SCID-P; Spitzer,
Williams, Gibbon, 8 First, 1988; American Psychiatric Assaciation, 1987 ) ase
useful. Mood and anxicty disorders, substance abuse, cating disorders, psy-
chotic and dissociative plicnomena, as well as inability 1o maintain siable hous-
ing and inattention to medical problems, impair the client’s quality of'iife and
may alsc influcnce parasuicidal behavior and interfere with therapy.

This history will allow an operational definition of the specific rarges
behaviors. Frequency, duration, and past and present severity of the probicn
should be noted—{or example, “Client cuts arms with 3 razor, 2-3 times por
month, in the past requiring up 10 20 stitches, but in the last year requiring
no medical attention™; or *Client misses one out of every four scssions and
thea calls in a crisis, demanding help on the phone.”
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Chain Analysis

The next step is to specify the controlling variables for each targeied behav-
jor. Returning to the metaphor of viewing behavior through the lenses of stage
theury of treatment, biosocial theory, behavioral principles, behavioral pat-
1erns/dialectical difeminas, and dialectics, it is as if the therapist were a qual-
ity-control inspector examining lengths of chain for problems with individual
links. Clients monitor target behaviors using a diary card that is reviewed at
the beginning of each DBT session. As the therapist reviews the card, asks about
the week, and observes both him- or hersell and the clicnt in-session, he or
she picks up those lengths of the behavior chain that end with parasuicide,
therapy-interfering behavior, or behavior interfering with the dlient’s quality
of jfife.

Repeated chain analyses identify the precipitants, vulnerability factors,
finks, and conscquences sssociated with each primary target. Each link (in-
session or out) is considered in light of whether the client's response is func-
sional or dysfunctional, that is, whether it moves the client toward or away
from long-term goals. This sorting process is guided by hypotheses about
controlling variables suggested by bit ssocial theory, behavioral principles, and
the behavioral patterns/dialectical dilemmas. ‘The biosocial theory suggesis
that the core probicm is one of emotion dysregulation; it suggests further that
the conditions that have created emotion dysreguiation have fed 10 sibier pre-
dictabie skills deficits. Common dysfunctional links might include dysregu-
lation of specific emotions, disiress intolerance, punishment and perfectionistic
self-regulation strategies, nondialectical thinking, crisis-generating behaviors,
active-passivity, apparent competence, self-invalidation, and inhibited griev-
ing. The behavioral principles and ideas from behavior therapy suggest search-
ing for controiling variables in the current environment and examining ways
that skills deficits, emational responses, cognition, and contingencics inter-
fere with more skiliful responding. For example, Don, 3 client, may experi-
ence immediate relief from intense anxiety when he cuts his wrists and have
nies other reliable means for reducing anxiety. In addition, sporadically, his
estranged parente take care of him after particularly serious parasuicide inci-
dents. Bt is important to note that aithough increased care and attention fol-
low parasuicide, this may or may not have been 2n intended consequence and
may or may not increase the probability of suicide or parasuicide. Particuiarly
when assessing the contingencies maintaining parasuicide, the therapist should
assess {rather than assume) the functional relationship between conseguences
and parasuvicide. ‘

‘The behavioral patterns/dialectical difemmas also suggest problematic
patterns that may occnr acruss chains and prevent therapeutic change. Main-
12ining a dialectical perspective reminds one 1o ask, “What is being left out?,”
thereby expanding analyses to include the effect the client has on the thera-
pist and the influence of the therapist’s own community 3ll(.i context on the
process of therapy. As one gains information about the chain of events that
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feads to problematic behaviors and difficultics with change from cach of these
perspectives, patterns emerge. ‘

At times 2 minimai intervention may replace a weak link (e.g., suggest-
ing 2 solution tiat the client hadn’t considered). More frequently, a problem-
atic link will nced a fair amount of work before it is replaced by more func-
tional behavior. Then, the assessmient task becomes to determine what specific
functional hehavior should replace dysfunctional links and what change pro-
cedure will best replace the target behavior.

Task Analysis

Identifying replacement behaviors for each target behavior and most wsual
dysfunctional links requires a task analysis. This means a step-by-step behav-
joral sequence for the particular set of circumstances needed to bypass the
dysfunctional links and get to the desired behavior. The necessity of situation-
specific solutions can be an incredible challenge—for example, how does one,
in the midst of extreme emotional arousal, inhibit the associated action urge
and do what is effective for that moment? Step by step, what is needed? There
are three pools to draw ideas from. First, one should consider replacing dys-
funciional links with DBT skills. Staying mirdful of the balance between ac-
ceptance and change, one should consider interpersonal skills to change or
jeave the environment, emotion regulation {emotion observing, emotion de-
scribing, emotion experiencing, attention control, self-soothing, ctc.), distress
tolerance {including radical acceptance}, mindfulness, self-management skitls,
active problem-solving behaviors, congruent emotional-expressive behaviors,
self-validating behaviors (acting so s 1o increase self-respect instead of active~
passivity and apparent compeience patterns). Second, one should fock to psy-
chological literature on treatment and normal psychology for replacement
behaviors. And, finally, one should consider personal experience. In similar
situations, how exactly did one solve the problem?

From the situation-specific solutions of task analysis comes an understad-
ing of the more general obstacles that interfere with replacing dysfunctional
behavior. In other words, across situations, clicnts experience recurring prob-
femns when uying o adopt more funcuonal behavior. Here, again, ideas from
behavior therapy suggest one of fuur classes of problems. The client may lack
the needed skills {behavioral deficits that preclude engaging in the desired
behaviors), may have emotional reactions that interfere with skiliful behavior
or beliefs that are incompatible with being effective, or something about the
situation may derail him or her (inappropriate stimulus control that clicits
interfering behaviors or inhibits goal-directed behavior).

These standard steps of behavioral assessment are used to determine con-
trolling variables and appropriate behavioral change strategics. Oric further
step is needed, however, with many BPD clients. The question is what inter-
feres with a straighiforward use of change strategies? Here, secondary targeis
should be considered, and in particular the dialectical dilemmas of emution
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\'uincrahiliiy/scii'~invaiiahliun, apparent competence/aciive passivity, and
unrelenting crisis Zumbitited grieving. Also, attention should be paid o the
sransactional relationship of the individuals with the cutire system—intra-
orpanismic, within therapy, and among the individual’s therapist(s) and the

CHVITORMCRE.

Step 2: Organize Information in a Useful Manner

Within the first 2 months of treatment, one should erganize infurmation on
cach target arca into a written format. ‘The purpose here is (o create 3 forimat
that hiclps identify arcas that aced further assessment, prioritize the areas that
need change, 2ad systematically consider the approprisic avenuces of interven-
tion. ‘The content of the formulation will sepresent a synthesis of the five pei-
spectives {stage of treatment, biosocial theory, behavioral shicury of change,
dislectical dilemmas that interfere with change, and dialectics per sc) inte 2
single statement of the probicm, its controlling variables, and the behaviors
required 1o get from problematic behavior 1o preferred behavior.

“The written formulation should be in a format that is useful 1o those who
will use it. A wristen format is particularly impostaat with suicidal clicnts. The
pressures and complexity of work with chronically suicidal, multiproblem cti-
cits increase the odds that 2 therapist will overlook, forget, of in some way
miiss important connections that 2 written format will bring 1o focus. For some
2 narraiive would be inost uselul, whereas for oihiers a flowchart would be best.
‘The essential feature is that information on cach target behavior be organized
1o guide further assessment and 10 keep a clear priogity of targets 1o be treated.
A flowchart is used in the “Case Example” section below.

Step 3: Revise the Formulation

DRT formulations are under constant fevision as more is learned about the
factors influencing problematic behavior of interfering with preferred behav-
jor. These revisions tend to be refinements of original hypothescs, but at times
significant revisions may be nceded. It is difficult to decide, however, whether
one is working from a mistakey formulation or whether onc is in the midst of
slow, sporadic progress expectable with this client population. A more funda-
mental reasscssment of the formulation, the wreazmeni plan, or both, is war-
ranted when there is stagnation or impasse in the therapy. In DBT the em-
phasis is on changing the formulation or the reatment pian based on evidence
from further assessment rather than based on the therapist’s emotional re-
sponses 10 this oficn dilliculs wosk. The DBT therapist’s firse assumption is
that lack of collaboration or progress is 2 failurc in dialectical assessment—
that is, somecthing was missed in concepiualizing the case and the treaiment.
‘The therapist’s job is to figure out 3 seformulation that will get the cliesit
moving toward agreed-upon goals.
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‘Fhie therapist looks for any information about the clicns that might be
feit out, and in a matter-of -fact manner raises questions regarding the formu-
lasion with the dclient. The therapist reviews case notes, pasticularly written
chain analyses, and consulis with other mombers of the treaiment e io
scarch for selovant patterns that were not soticed.

passes in DBT can also be caused by fiilure to balance technigue (v,
by oo much cmphasis on change or o acceprance); the therapist uses the
consuliation team and supcrvision 1o decide on the bess means of regaining
balance (Fruzzeai, Waliz, & Linchan, in press). Where other approaches might
view lack of change as resistance or fack of motivation, DBT views paticrns in
light of covironmental deicrminants. In particular, the DBT therapist cutsid-
ers how he or she may be comtributing 10 therapeutic impasse. Pransaceions
between the clicnt and therapist must be examined as well as she larger con:
texs within which the therapist is working. The transaction between a clicnt
wish BPD and a therapist can fead to therapeutic impasse or aciually be iatro-
genic even with therapists who are very clfective with other dlients. Chivnis
with B frequently have intespersunal behaviors that interfere with ihe
theeapist's abilities 10 deliver treatment. Delicient abilitics to sclt regulate
emotions and emotion-relaied actions are 3 COIMMON SBEFCE of ditficuliy. Fhis
is not specific to clients with BPD. Across types of treatment, “clicn oitdi-
cubty™ sathicr ihan symptom scverity may be a more importans influcnce o
therapist's ability to competently deliver therapy (e.g., 'Malley, Foley, Roun:
savilie, 8 Warkins, 1988). Hostility and help rejection can be extgemely dilli-
cult for therapists to respond go, and clients with BPD have more than their
fair share of difficult interpersonal behaviors. As Linchan has noted, such cli-
cnts ofica scem 1o reinforce iatrogenic therapist behaviors and punish cliec-
sive behaviors. In addition, quite independent of the client per se, factors unijue
10 the particulas therapist, such as therapy skills deficits, stressful work or home
conditions, or difficult intcractions with other therapisis treating the clicnt,
may make conducting cficciive reatment extremely difficult. Limited shills,
parrow personal limits, and conilicts with other staff members aflecting the
therapiss—clicnt intcraction must 2ll be assessed and their role in the wreatment
considered in the case conceprualization.

APPLICATION TO
PSYCHOTHERAPY TECHNIQUE

The case formulation guides each intcrvention. Usually there is no shoriage
of prublematic behavior among chronically suicidal borderline clients, and the
struggle is to choose where 10 Intervenc and how 1o sustain intervention in
the face of slow change and cxtreme distress. Choosing well in stage | ol Y
means to “pick up the correct length of chain” that feads 10 primary tecat-
ment targeis (parasuicide, therapy-interfering behavior, and behavior iner
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fering with the dlient’s quality of life) and to work on change wherever the
client happens to be on that chain. In the metaphor of inspecting lengths of
chain for problematic links, our quality-control inspector faces an urgent task.
He or she is to inspect chain that will be used as a rescuc rope—in fact, the
chain is already in usc! For example, when a client is at imminent risk for sui-
cide, the finks that most nced inspection and correction are those associated
with immediate danger. In essence the inspector goes over the edge, ool kit
in hand, and fixes each link within reach during the therapy hour, preferably
in 2 manner that teaches the client to fix finks for the rest of the week between
sessions. When the client is further from the edge, then the therapist can “in-
spect and repair” those links that occur earlicr in the chain. An important point
in DBT is that the therapist always moves for in-session change whenever the
opportunity presents itseif. The following case example itlustrates how DBT
case formulation guides intervention.

CASE EXAMPLE
Step B

Our composite client, “Mary," is a 27-year-old white female who has a his-
tory of parasuicide inciuding two near-lethal suicide aweempes. From the PHI,
the therapist learned that Mary has injured hersedf by head banging and in-
gesting harmful substances since age 10. Cursently she uscs a razor to cut her
arms and legs, and overdoses using prescribed medications. Due 10 physical
abuse and neglect she was removed from the custody of hicr biological parents
by Child Protective Services at age 10. ‘Through various fuster care placements,
she hoped that she could return o live with her family, where she hoped to
receive the care and assistance she felt she needed to get her life on track. At
16 she attempted suicide afier a phone call in which her mother said that she
never wanted Mary to return home and wouid prefer that Mary stop calling.
Mary cut both wrists and only by chance was found by a friend before she died.
This led to the first of many subsequent psychiatric hospitalizations.

Mary was referred to the DBT program afier her second near-lethal
attempt. Afier a 6-month period of high functioning (job, tomantic rela-
tionship, successful outpaticnt treatment for alcohol dependence), she was
12id off from work. For financial reasons she moved in with her romantic
partner. Mary became depressed, failed to find work, and 2s her unemploy-
ment compensation dwindled, argued violently with her partner until in 2
state of intense anger she stormed out. She then had 2 panic attack, drove to
a secluded spot, and overdosed on prescribed medications {which she always
carried in her pusse) with the intent to dic.

Mary had past diagnoses of eating disorder (not otherwise specilied),
major depression with psychotic features, and alcoliol dependence. When she
started DBT, she met critesia for BPD and dysthymia, had panic attacks but
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did not meet criteria for panic disorder, and was socially avoidant but et
criteria for neither avoidant personality disorder nor social phobia.

By Session 3, Mary and her therapist had reached agreement that their
top priorities for a year would be to stop her cutting behavior and suicide at-
tempts (parasuicide, primary target stage 1), reduce the use of psychiatric
hospitatizations {both therapy-interfering and quality-of-life-interfering be-
havior), and reduce the frequency of panic atiacks (guality- of fife-interlering
behavior and also on the chainto parasuicide), and to replace these with muse
skiliful coping. After 4 monthsin the DBT program of individual therapy and
group skills training, Mary and her individual therapist had identified the st
typical sequence of events that led 10 both cutting and increased suicidal ide
ation. A chain analysis of suicidal crisis behavior gathered about 2 months imo
therapy is representative. In the late evening, Mary called her therapist {who
had just arrived back from vacation that night}, sobbing, “It’s over,” and stat-
ing she wanted to die and it was afi she could do not to stash her throat. As the
therapist began 10 assess imminent suicide sisk, Mary had 2 cali on the ather
line. She returned to the therapist to say it had been her partner, crying, say-
ing she was sorry they fought. Mary said she wouid be able 10 make it through
the night and agreed to 3 session carly the next morning.

In the behavioral chain analysis during the next session, they identilicd
the vulnerability factors (difficulties at work) and immediate precipitating cvent
{an argument with her pariner about whether Mary should or should not quit
hier new part-time job). At work Mary was asked to take on a project that had
been clearly stated in her job description but which she had no idea how 1
do. Rather than ask for help or ask that the task be modificd, she set unrealis-
tic standards for hes performance (self-invalidation). As the week of oricnta-
tion continued, she began to fail at the task but never communicated eflec-
tively that she was having difficulty (apparent competence). She left work carly
Thursday with 2 migraine and called in sick on Friday. Over the weekend, she
lay on the couch fighting 2 migraine, ruminating about work. During a con-
versation with her partner about her work problems, Mary said she was think-
ing about quitting and her partncr said, “1 hope you're not thinking F'm
going to support you. can't take you quitting anymore.” Panic at the thought
of being on her own to handle 2 problem she experienced as overwhelming
and out of her congrol ensued but within seconds changed 1o fury at her part:
ner for withdrawing help and pressuring her not to quit. As the argument and
anger escalated, Mary began to have vivid images of cutting her wrists and of
blood pouring out. In-session she was unable to label the emotion other than
to say she felt “incredibly tense, wound up,” desperately wanted someonc 1o
help her, and thought, “You don’t understand. § can't stand this.” The argu-
ment ended with her pariner’s parting comment, “This is not going o work
out.” Mary then sat alone in their dark apartment. She began invalidating her
disappointment in her partner and her legitimate work difficulties, planning
to kill hereelf by cutting her wrists, imagined the process of dying, of being
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met by her nurturing grandmotber who had died 2 years ago, and kept re-
peating 1o herself that she had filed again, things would never get better, and
being dead would stop the pain. As this continucd, the anger decreased and
1carfulness, sadness, empliness, and apathy increased. As she gor out the
razors, she thought of her therapist and called the answering service.

Step 2

A morc general summary of the events Jeading 10 Mary's parasuicidal behav-
ior is shown in the flowchars (Figuee E3.1)

First, her vulnerability 1o emotion dyssegulation was heightened by re-
current migraines. Sccond, she had a varicty of problems that gesulied from
ot keeping a jub. Most work problems originated from not being appropri-
ately assestive and from an appearance of competence, both of which kept her
from obizining nceded help. Thied, unstuctured time alone regularly resulted
in suminative thoughts about past failures and a downward mood spiral that
culminated in overwhelming shaine, anxicty and fimited-symptom panic at-
tacks. Finally, when the situation was further complicated by conflict with a
pariner, she had panic, anges, and intense urges 1o cut herself and to escape.
"The best predicior of a chain ending with increased suicidal ideation or a sui-
' cide aticmpt was her interpretation of the liketihood uf reconciliation with hier
pariner versus being alonc forever.

Even 2 bricfiask analysis suggests many possibilitics of what could change
10 reduce Mary's suicide crisis behavior. Adequate pain management of mi-
graines would lower hes vulnerability 1o emotion dysregulation. The skilis
deficits that contribute 1o problems at work (a lack of appropriate asserlivencss
and apparent competence) would be remedicd by skills group attendance and
systematic work in individual therapy 1o apply these new skills to the waek
sciting. Further, the individual therapise could waich for Mary's tendency 10
minimize problems and discrepancy berween emotional expericnce and ex-
pression in-session and encourage change whenever these behaviors occurred.
Another dysfunctional link to parasuicide is the pattern of rumination abeut
past failures. The therapist could use a variety of straicgics, from activity sched-
uling during the weckends 1o exposure and cognitive restructuring to modify
the overwhelming shame evoked by thoughts of past failures. In addition to
the emotion regulation and distress tolerance skilis taught in the group ses-
sions, the therapist also might teach basic panic management techniques. Prac-
sical measures such as removing razors and not keeping 2 fethal dose of any
sedications in the house would decrcase her risk of impulsive parasaicide (seif-
management skills and contingency management j. A final area for further
assessinent highlighted by this behavioral analysis is to identify exactly what it
is about the loss of a love relationship that leads to suicide attempts. For ex-
ample, Mary had the belicf that if she miakes soncone who loved her reject
her, she deserved o be dead; 2 belicf shat if she were dead the other person
would regret leaving her; an unwiilingness 1o exist unless she was loved in-
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Astoocdents to Presipltating Evess
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FIGURE 13.1. Example of lowchan describing deicsminanis of parasuicidat behavios

tenscly; and a belief that she was incapable of making it on her own. Again,
there are many potential strategics to break the link berween the threa of
interpersonal loss and suicidal behavior, including cognitive modification ot
beliefs that maintain suicide as an effective solution, strengthening distsess
tolerance and reality acceprance skills, suengthening the therapeutic relation-
ship 10 provide another source of love and regard, increasing other sources o
social support, and increasing skills (and recognition of thase skills) for cop
ing with everyday problems in living. ‘

The written formulation helps the therapisi sclect, from all of these po
teatial areas of change, those most likely 1o reduce parasuicide. Because Mary’™s
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suivide attempts had been so nearly tethal, the therapist’s foremast goal was
1er break the fink benween threat of interpersonal loss and suicidal behavior.
‘Ihis included increasing Mary's skills at maintaining good relationships,
couples work, practical agreements about not keeping feehal means available,
and active use of disiress tolerance skills during relationship conflicts. The other
taget selected as central was to stop rumination about past Gitures and 1o
increase Mary's ability 1o self-validate and regulate shame reactions. While the
therapist watched for opportunities for change in each of the arcas in the task
analysis, these two areas of change became the primary focus of the first stage
of therapy.

Step 3

As therapy proceeded, it becamie clear that part of Mary's social avoidance
was due 10 worries that if she increased her interactions with others, she would
lose her temper and become physically violent. She reduced that pussibility
by limiting social interactions, placing few demands on the environmeni o
avuid frustration and anger, and limiting fice emotional expressiveness in gen-
eral. Given her history of physical aggression toward others, these worries
were realistic. Conscquently, anger management technigues were added as
a central intervention. The consultation team aiso helped the therapist see
ehat shie was responding o Mary's hostile statements and suicide threats by
decreasing demands on the client, inadverienily reinfurcing these behaviors
and increasing their fiequency over time. Analyses indicated that thie thera-
pist was expericncing a hostile work environment as well, which decreased
fier solerance for client hostility and stress. The therapist was also unshilled
i Bow to assess for and sreag credible suicide threats. By problem soiving
with the therapist about her own work environment aid its eflects on the
sreatment, as well as by providing support, encouragement, and skifls erain-
ing (regarding response to suicidal behaviors}, the team heiped the thera-
pist to decrease the rate of therapist reinforcement of hostile and suicidal
behavior and to toleraie the resulting “behavioral burst™ that occurred before
she behavior decreased.

TRAINING AND RESEARCH

Training in DB case conceptualization can be 2 complex task, depending on
the previous training and experience of the therapist to be trained. Because
DBT integrates behavior therapy with an Eastern psychological approach
drawn from Zen, the therapist must think like 2 behaviorist and experience
like a Zen student. In addition, the empiricai-minded, hypotheses-generating
and -verifying frame that DBT case conceptuaiization sits within requires a
fiexible mind and skill at logical and scientific testing of hypotheses. The ne-
wessity of using one's reactions to the client but not letting one’s own emo-
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tional reactions control the case formufation requires therapists who are able
to think clearly under stress and regulate emotions in situations where alinosi
anyone would have a reasonable fevel of emoutional arousal. The emphasis in
the treatment on use of basic psychological principles as well as behavior therapy
procedures suggests that DBT training shouid begin after an individual is ai-
ready reasonably well trained in behavior therapy. To date, our primary method
of training research therapists has been to combine the following into an on-
going training/supervision prograin: an intensive formal didactic seminar
(approximatcly 100 hours), individual case supervision (1 hour weekly), on-
guing didactic training in principies of DBT case conceptualization, obscrving
and discussing videos of expert treatment, group outlining of case concepinali-
zation of varicus training cases (1 hour weekly), DBT peer team consultation
{1 hour weckly), 2nd various readings via e-mail communications and journal
articles. As yet, we hiave done no research on whether the adequacy ol case
conceptualization actually affects treaiment outcomes. Obviously, this is an
important area fur future research.

SUMMARY AND CONCLUSIONS

I this chapter we have introduced the basic concepts and method of case
formulation used in DBT individual therapy for stage [. DBT is guided by
the etivlogical theory that “borderline”™ behavior is a function of emotion
dysregulation. In atiempts to regain emotionai equilibrium, clients oscillate
between extreme behavioral patterns that are self-perpetuating and present
significant obstacies to change. Stage | of DBT secks to decrease parasuicide
and behaviors that interfere with therapy and the client’s quality of life. Re-
peated and detailed review of particular instances of problematic behavior
identifies the unique antecedents and consequences that maintain the chain
of environmental and expericntial events leading to the problematic behav-
ior. Through this process, the therapist identifies skills deficits, cognition,
emotional responses, and contingencies that interfere with more functional
behavior. The therapist uses this information to select the appropriate change
strategies (skill training, cognitive modification, exposure therapy, and con-
tingency managemeni ). Noncollaboration and therapeutic impasse are 10 be
expected and should occasion further review of how both parties contribute
to problems in therapy. The formulation is 2 “work in progress,” under con-
stant sevision, yet maintaining coherence with respect to targeted biehaviors
and the conceptual framework within which they are analyzed.

Case furmuilation is 2 crucial element of effective, efficient DBT. Despite
the time it takes, case formulation should be a standard of care with multi-
problem interpersonally difficult clients. With these clients, therapise skill and
motivation are ofien under sicge. Case formulation helps direct focused activ-
ity, even when the therapist is under duress, and serves as a reference point for
thoughtful changes in the wreatment plan.
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