DBT Pre-Treatment Checklist Strategies and Reminders

Instructions:  This list was derived from the DBT manual, DBT adherence principles, and clinical experience.  A reminder - DBT is a principle-driven and pragmatic method of CBT treatment.  As such, there is a dialectical balance where a checklist can help organize your thoughts, remind you of strategies, the substance of ‘what is’ DBT, and serve as a reminder for tasks to be completed.  At the same time, because DBT is a principle-based treatment – DBT is NOT a checklist!  At times, adhering to a checklist without consideration of DBT principles will reduce effectiveness.  Therefore, strive for a synthesis of ensuring accurate coverage of needed pre-treatment tasks AND balancing the uniqueness of the individual presenting in front of you.  In this synthesis, there will be times when tasks are done out of order (with principled logic for doing so), some tasks quicker, and some content more thorough. Many well-experienced and expert DBT therapists may use fairly different pre-treatment, formats, and manner to obtain the same end result.

Although orientation has a lot of direct didactic teaching a solid effort should be made to have sessions experiential – dragging out examples and involving the client in the process.  Linking concepts to their own unique life circumstances.

Some suggestions on how to use this tool:

1. Read over the Orientation Tasks prior to your session and map out the session
2. Use the list as a reminder prompt in your lap AND don’t get caught reading it verbatim
3. After a series of tasks with the client – take a peak and see what you have to cover and what was completed
4. Check what you have completed after the session as a reminder of what is still outstanding for future sessions

	DBT Four (4) Session Orientation Tasks

	Diagnostic Assessment/Problem Assessment

	· Complete a diagnostic assessment including BPD or Emotion Dysregulation
· Review 5 areas of dysregulation for assessment (behavioral, emotion, cognitive, interpersonal, self)
· Conceptualize Problems from 5 areas of Dysregulation
· Consider appropriateness for DBT



	Orientation

	· Orient to orientation.  Purpose of orientation (learn about DBT, how DBT is different from other therapies, patient expectations / therapist expectations, figuring out can work be done). Payment.  Research, etc.
· (Self) Disclose experience with DBT, BPD, education, certification, and experience treating similar patients



	BioSocial Theory I

	· Biological - emotional sensitivity, reactivity, slower return to baseline (impulsive action as a function of emotion regulation), harder to learn skills
· Biological – some people are wired for impulsive actions

· Social 
· Pervasive invalidation/pathologizing/criticizes behavior (emotions, thoughts, actions) irrespective of validity
· Punishes and/or reinforces up escalated emotional behavioral expression 
· Over simplification of problem-solving communicates unrealistic expectations for problem-solving (i.e. will power model)

· Sometimes from close match or far match (tulip in a rose garden) with parents

Consequences of Pervasive Invalidation
· Inability to label internal experiences
· Lack of trust of private experiences
· Emotional escalation / Emotional inhibition
· Perfectionism
· Simplistic or passive problem-solving
· Inability to tolerate shaping (gradual change)

· Transaction between Biological and Social that is the creation
· No fault biology or social environment (outside of blatant abuse)

	BioSocial Theory II

	· Problematic ways of escaping HIGH emotional arousal IS at the root of the problem to treat
· High EMOTIONAL arousal gets in the WAY of learning and doing all needed skills (ER, IE, DT, M)

	Orienting to DBT Specific

	· Present DBT as a functional, problem-solving approach to maladaptive behaviors
· Present a skill deficit model of maladaptive behavior

	· What is in DBT (modes)
· Individual
· Group (differentiate DBT skills training from classic therapy/process groups)
· In-between session phone contact
· Consultation Team

	· Orient to DBT with emphasis on DBT Philosophy
· DBT is Supportive
· DBT is Behavioral
· DBT is Cognitive
· DBT is about learning new skills
· DBT balances acceptance and change
· DBT relies on a collaborative relationship between therapist and client
· DBT is ACTION oriented talk therapy not simply talking about problems
· Discusses Consultation-To-Patient default model over Environmental Interventions (IT IS DIFFERENT than most therapies or case management).  It is the client becoming a case manager in their own lives

	· Help the patient orient their network to DBT when needed (often after commitment is obtained)

	· Differentiate, when needed, DBT from other forms of therapy – especially psychodynamic and early childhood-based therapy ideas when needed
· Explicitly demystify any part of the treatment
· Convey belief in the treatment (i.e. “trust the treatment”) AND don’t defend the treatment
· PATIENTS CANNOT FAIL DBT – DBT fails or the therapist fails or BOTH DBT and the Therapist fail

	Patient Assumptions (as needed):

	· Doing the best they can
· Want to improve
· Need to work harder and faster while being more motivated to change
· May not have caused all problems – got to fix any way
· Unbearable lives as they are being lived
· Must learn new skills in all situations causing suffering
· Patients cannot fail in DBT
· Therapists must work with other DBT therapists to do better for patients 



	Life Worth Living Goal & Problems

	· Obtain broad, rich, slightly fantastical, Life Worth Living Goal
· Search for what floats the client’s boat (other goals in general)

· Patient identifies problems interfering with having a LWLG
· Consider problems from 5 Areas of Dysregulation and from the 4 DBT Skill Group Content Areas
· Behavioral assessment and definitions of problems (frequency, duration, intensity, topography, and contextual factors
· Clients may bring in a list of problems they believe are interfering with their LWLG.  From these problems behavioral targets are devised, monitored, and treated





	Therapy Agreements

	IF we are agreeing to work towards your LWLG do you agree to work in this treatment by….
· Patient agrees to:
· Stop, reduce, and eliminate all self-harm and suicide behaviors
· Agree to treat the therapy relationship (TIB) and work collaboratively
· Length of treatment (6 months, 12 months, etc)
· Attend every session (group/individual even when not feeling like it) 
· Agree to learn new skills
· Stop competing or incompatible individual therapies while in DBT
· Skill generally not pill therapy (POSSIBLE stop, taper, eliminate as much as possible & do not initiate more Rx whenever possible)

	· Use of DBT Commitment Strategies to obtain commitment to DBT and especially the goal of reducing and stopping self-harm and suicide and/or other targets

	Leaving DBT (4 miss rule)

	· Ensure the patient knows that the only definitive way out of DBT is 4 consecutive misses of individual or 4 consecutive misses of group therapy
· There may be other ways out of DBT (i.e. severely crossing limits, iatrogenic worsening. etc); however, everyone is given a chance (and help generally) to stop whatever behavior may cause therapy to stop.  Usually ‘therapy pause’ is not done without expert consultation  
· In DBT we work hard with help and warnings to avoid unilateral discontinuation of treatment

	Therapist Agreements

	· Therapist agrees to:
· Make every reasonable effort to help teach patients to save themselves
Therapists do not fix or save.
· Obey ethical guidelines
· Attend every session and cancel in advance when necessary / be available to patient
· Have respect for the patient
· Keep information confidential except for suicidal behaviors (see below)
· Discuss non-confidentiality if suicide or high-risk behavior
· Agree to attend consultation team and supervision when needed
· Therapist agrees to ALL the patient agreements & especially to treat therapy interfering behaviors when needed



	DBT Orientation Additional Information

	· Explains skills training.  Explain other DBT/CBT procedures if not discussed earlier

	· Recording session agreements / have the patient record and listen to the session



	Targets and Analysis

	· Chain analysis/functional analysis of problems (if possible)
· Derive targets from problems
· Chain analysis of significant targets
· Choose targets and problems to work on
· Use DBT commitment strategies to get agreement on targets and problems
· Agree on targets and problems to work on initially



	Monitoring Targets and Problems

	· Orient to the DBT Diary Card
· Focus on the most interfering targets for monitoring on the DBT diary card
· Collaboratively define and determine which targets to track on the diary card
· Suicide/Self-harm and substance use usually are static items on the diary card
· Most targets are measured with urge (0-5) and frequency of actions (counts)
· Orient to treatment hierarchy and connect this to the patient's ultimate goals
· Orient to diary card putting targets on diary cards
· Practice completing the diary card with the client
· Troubleshoot daily completion of the DBT Diary Card

	Behavioral Assessment and Analysis of Suicide / Self-Harm Behaviors 
(or other needed behaviors)

	· Conduct behavioral assessment on suicide and self-harm attempts
· Orient to Chain Analysis (THE BEST WAY TO UNDERSTAND THE CAUSES OF BEHAVIOR)
· Conduct Chain Analysis on suicide and self-harm actions
· Obtain a list of past suicide methods
· Obtain a list of past self-harm methods
· Obtain preferred means for suicide (and self-harm as needed)
· Begin to reduce access to lethal means
· Troubleshoot commitment to reducing access to means
· Interview using LRAMP/UWRAMP risk factors and protective factors

	Consideration of chain analysis on the first suicide/self-harm, the most recent suicide/self-harm, and the most severe suicide/self-harm.  At minimum, most recent suicide/self-harm.  Consider what are the Prompting Events for other suicide/self-harm.

	· Preferably construct a Crisis Response Plan with the client on a cue card after an analysis.  
· Identify personalized warning signs, self-management strategies (DT skills and Distracting Social Contacts), reasons for living, social supports, crisis/emergency steps[footnoteRef:1] [1:  Bryan CJ, May AM, Rozek DC, et al. Use of crisis management interventions among suicidal patients: Results of a randomized controlled trial. Depress Anxi- ety. 2018;35:619–628. https://doi.org/10.1002/da.22753 
] 

· Troubleshoot the plan and ensure willingness to do the self-management strategies



	Orientation to Limits and TIB

	· Orient to this is a HUMAN relationship that should mirror many aspects of other human interactions and relationships so that the treatment generalizes to other relationships in the patient’s environment (this does not mean that the relationship is not a professional relationship)
· Orient to concept of therapist and patient limits
· Orient to observing limits, providing warning, and problem-solving

	· Inquire about past Therapy Interfering Behaviors (TIB).  Complete behavioral assessment (frequency, duration, intensity, topography) and chain/functional analysis (if appropriate/possible)
· Generate solutions for anticipated TIBs with Solution Plans
· Troubleshoot solutions



	Off hours brief (5-10 minutes) telephone coaching

	· To advise of skillful behavior
· Coaching on “what to do a skill” and “how” to do the skill when the skill is unknown
· Quick therapy relationship repairs
· Pre-crisis phone calls
· Other agreed upon reasonable contact

Make sure clients know and have:
· Have a backup plan because call-back calls are not instant (i.e. technology fails, you have your own crisis etc.)
· Clinic policies regarding electronic messages and print outs
· Orient to ways to keep phone data confidential (and away from prying eyes if needed)
· 24 Hour Rule
· Phone session/text rehearsal in session
· Will discuss both ways if it is problematic (too much, too little, ineffective, pushing limits)
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