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Borderline personality disorder as
an official diagnostic category is rela-
tively new, appearing first in the third
edition of the DSM (APA, 1980). Its
history, however, is quite lengthy
within the psychoanalytic community.
The term was first used by Adolf
Stern in 1938 to describe a group of
out-patients who, in the view of ana-
lysts, did not profit from classical psy-
choanalysis and did not seem to fit
into the then standard neurotic or psy-
chotic psychiatric categories. The cur-
rent diagnostic criteria according to
DSM III-R (APA, 1987) are character-
ized by four types of pervasive insta-
bility: interpersonal, affective, behav-
ioral, and self-concept.

Diagnosis necessitates the presence
of five of the following eight condi-
tions listed in the DSM III-R: (a) a
pattern of unstable and intense inter-
personal relationships; (b) frantic ef-
forts to avoid real or imagined aban-
donment; (c) marked shifts from base-
line mood to depression, irritability, or
anxiety, usually lasting a few hours;
(d) inappropriate, intense anger or
lack of control of anger; (e) impulsive-
ness in at least two areas that are po-
tentially self-damaging; (f) recurrent
suicidal threats, gestures, or behavior,
or self-mutilating behavior; (g)
marked and persistent identity distur-
bance; amrd-(h) chronic feelings or
emptiness or boredom.

Among behavior therapists, diag-
nostic categorization in general is con-
troversial. This has especially been the
case for Axis II (personality disorder)
diagnoses. We share these concerns as
well (see Linehan & Wasson, in press,
for a review of this issue). None-the-
less, behavior therapists are showing a
slow but steady upsurge of interest in
the behavioral patterns associated with
borderline personality disorder. Ap-
plications of both cognitive and behav-
ioral theories and treatments directed

January 1990

This s the third in a series of articles on women’s issues, presented by the
Women’s Issues in Behavior Therapy Special Interest Group. In this article,
Marsha Linehan and Amy Wagner discuss dialectic behavior therapy, a
Jeminist-behavioral approach for treating clients with Borderline Personality
Disorder. Borderline Personality Disorder typically begins by early adulthood
and is diagnosed in women more often than in men (American Psychiatric
Association, 1987). The authors present a theory of Borderline Personality
Disorder and a treatment program for helping Borderline clients. Some aspects
of this treatment program are common to other lypes of behavior therapy, while
other aspects are drawn from other sources such as feminist therapy. For
example, dialectic behavior therapy emphasizes the client’s invalidating
environment, similar to the way that feminist therapy emphasizes the client’s
sexist environment that makes incompatible and contradictory demands on
women. This article will be useful to therapists who see female Borderline
clients and who want to use a treatment approach that is both behavioral and

[feminast.

Charlene L. Muehlenhard
Contributing Topic Editor

towards individuals meeting criteria
for borderline personality disorder
have been proposed at professional
meetings (Barley, 1981; Linehan,
1984, 1985, 1986, 1987a; Padesky,
1986; Turner, 1984, 1987; Young,
1983, 1988) and in the literature (Line-
han, 1987b, 1987¢, 1987d, 1987e;
Linehan & Wasson, in press; Pretzer,
in press; Turner, 1983; Young, 1987).

Borderline personality disorder is a
diagnosis given primarily to women
(APA, 1987). Interestingly, most
major psychoanalytic (e.g., Adler,
1985; Gunderson, 1984; Kernberg,
1984; Masterson, 1976), cognitive
(e.g., Young, 1983, 1988), and behav-
ioral (e.g., Turner, 1987) theories and
treatments for this disorder have been
developed by men. Many psycholo-
gists would agree that psychotherapies
are based on implicit value systems
(Halleck, 1971). In our view it is pos-
sible that theories and therapies pro-
posed by men for borderline person-
ality disorder are based at least implic-
itly on “male developed norms,”
inadequate for conceptualizing the

problems of borderline women (Rose-
water & Walker, 1985).

A major exception is the behavioral
theory and treatment model proposed
by the first author (Linehan, 1987c).
Certainly, much of her treatment is
based on traditional (i.e., male-devel-
oped) behavior therapy techniques.
However, her theory and orientation
are decidedly feminist. The major or-
ganizing position of Linehan is that of
dialectics, a term to be discussed later.
As we shall see, this dialectical philo-
sophical orientation is fundamentally
compatible with feminist values. The
purpose of this article is twofold: to
describe Linehan’s theory and treat-
ment and to compare her approach
with more traditional therapies.

Theoretical Stance

Linehan’s theory is based on a dia-
lectical philosophical orientation and
combines both diathesis-stress and
learning models of psychopathology.
Although every attempt has been
made to base the theory on known
empirical data, a major focus was to
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create a theoretical stance that would
help the clinician work effectively with
the borderline client. Some data sug-
gest that borderline clients who are
liked by their therapists do better in
treatment than those who are not
liked (Stone, Stone & Hunt, 1987;
Woollcott, 1985). In the theory pre-
sented below, Linehan made a con-
scious effort to create a theory that will
enhance therapists’ compassion and
liking for their borderline clients.

Dialectics

A dialectical approach has been ap-
plied to socioeconomic history (Marx
& Engels, 1970), the development of
science (Kuhn, 1970), biological evolu-
tion (Levins & Lewontin, 1985), anal-
yses of sexual relations and feminist
therapy (Adams & Durham, 1977;
Firestone, 1970), and more recently to
the development of thinking in adults
(Bassechus, 1984). Wells (1972) has
documented a shift towards dialectical
analyses in almost every social and nat-
ural science during the last 150 years.
This shift is quite compatible with be-
havioral approaches as it involves a
shift from entity to process, from static
to dynamic, and from dichotomous to
dimensional (Kegan, 1982). Most im-
portant, a dialectical approach to psy-
chopathology may allow greater com-

A dialectical approach
emphasizes
interconnectedness,
wholeness, and process
(change) as
fundamental
characteristics of reality.

passion. Dialectics, with its emphasis
on developmental and inclusive/sys-
temic accounts of change, is incompat-
ible with the assignment of blame.

A dialectical approach emphasizes
interconnectedness, wholeness, and
process (change) as fundamental char-
acteristics of reality. All things are
seen as inherently heterogeneous,
comprised of opposing forces (the
thesis and antithesis). Change is a
characteristic of all systems and occurs
through the interaction of opposing
forces. The whole, then, is much more
than the sum of its individual parts; it
is a dynamic system maintained by the
temporary balance of its opposing
parts. At the same time, the ever-
changing nature of the whole influ-
ences and is influenced by the ex-
ternal world of which it is, in turn, a
part (Linehan & Wasson, in press).

This perspective influences concep-

10

tualization on all levels. For example,
a dialectical view favors a systems
approach. Within the behavioral, tri-
partite systems view of human
functioning (Staats, 1975), a dialectical
orientation suggests that the relation-
ships among the three systems (overt/
motor, physiological/emotional, cogni-
tive/verbal) are dynamic and recip-
rocal, such that change in any one will
produce system-wide changes. Ad-
dressing one system in isolation from
the others, therefore, is not mean-
ingful. In turn, the individual cannot
be isolated from his or her environ-
ment. Less obvious, but equally true,
the environment cannot be isolated
from the individual.

The overriding opposition ac-
counting for the genesis of the bor-
derline syndrome may be the juxtapo-
sition of an emotion invalidating envi-
ronment and a physiologically
predisposed vulnerability to emotional
extremes. Similarly, current behav-
ioral patterns among borderline indi-
viduals can often be analyzed in terms
of the influences of contradicting be-
liefs, conflicting functional outcomes
across poorly differentiated environ-
ments, and/or incompatible response
repertoires.

From our point of view, a funda-
mental dialectic in any psychotherapy,
including behavior therapy, is that
change can only occur in the context
of acceptance of reality as it is. And,
acceptance is fundamentally linked to
the possibility of change. Dialectical
behavior therapy utilizes the dialec-
tical tensions and oppositions that
exist within the therapeutic environ-
ment to promote change in the bor-
derline client. The focus on dialectics
guides the therapist in balancing
change versus acceptance strategies in
the treatment setting. In addition, a
dialectical approach focuses thera-
peutic attention on the client’s diffi-
culties thinking dialectically (i.e., the
client’s rigid and dichotomous
thinking), synthesizing conflicting re-
sponse patterns across time and situa-
tions, and integrating personal needs
with environmental demands. Some
examples of this process will be given
throughout the article.

Behavioral Patterns

Linehan’s theory incorporates a de-
scription of behavioral syndromes
characteristic among adults meeting
the borderline criteria, with an anal-
ysis of their associated temperamental
and developmental patterns. These
behavioral patterns can be organized
along three dialectical poles arranged
around a biosocial axis: (a) emotional

vulnerability versus invalidation, (b)
active passivity versus the apparently
competent person, and (c) unrelenting
crises versus inhibited grieving. From
a theoretical stance, those patterns on
one side of the axis (emotional vulner-
ability, active passivity, unrelenting
crises) are originally most heavily in-
fluenced by biological factors asso-
ciated with emotion regulation. Those
patterns on the other side of the axis
(invalidation, apparently competent
person, inhibited grieving) are most
heavily influenced by social responses
to emotional expressiveness.

Emotional vulnerability vs. the invali-
dating syndrome. Emotional vulnera-
bility refers to the inability of many
borderline clients to regulate emo-
tional responses. They appear exces-
sively sensitive to any kind of stimuli,
respond intensely to even low-level
stimuli, and have difficulty regulating
the return to emotional baseline.
From Linehan’s theoretical viewpoint,
this emotion regulation dysfunction is
most likely physiologically based and is
a core characteristic of the borderline
disorder. This emotional vulnerability
leads to a pattern of vacillating be-
tween avoiding and/or inhibiting all
incoming emotional stimuli and in-
tensely overreacting to current emo-
tional stimuli. Suicidal behaviors are
usually maladaptive responses to over-
whelming, uncontrollable painful neg-
ative affect. Empirical data support a
physiological basis of emotion regula-
tion. In particular, research on tem-
perament suggests that high auto-
nomic and emotional reactivity is
often constitutional in origin (Derry-
berry & Rothbart, 1984; Strelau,
Farley, & Gale, 1986; Thomas &
Chess, 1986). Cowdry and his asso-
ciates (cf. Turkington, 1986) report
that borderlines may have a low
threshold for activation of limbic
structures, a brain system associated
with emotion regulation.

The invalidating syndrome refers to
the tendency to invalidate affective ex-
periences and to oversimplify the ease
of solving life’s problems. Often, sig-
nificant others in these clients’ lives do
not tolerate any display of negative af-
fect, dismissing or trivializing both the
experience of painful emotions as well
as the factors these clients view as
causative. The nonacceptance or over-
simplification of the original problem
precludes the kind of support and dili-
gent training such individuals need.
As a result, they do not learn to ade-
quately label, control, or trust their
emotional reactions. Often they learn
that extreme emotional displays are
necessary to provoke a helpful envi-
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ronmental response. In addition, they
learn to respond to their own emo-
tional reactivity as their environments
have modeled—with shame, criticism,
and punishment, together with at-
tempts to inhibit all negative emo-
tional experiences and expression.

Empirical support, except for clin-
ical observations, for the invalidating
syndrome is meager. However, the
work with expressed emotion in fami-
lies of both depressive and schizo-
phrenic families suggest that such a
family constellation can be extremely
powerful with the vulnerable indi-
vidual (Leff & Vaughn, 1985). In ad-
dition, Perry and Cooper (1986) re-
port a strong association between bor-
derline personality and blind
psychiatric ratings of conflicts over
the experience and expression of
emotional needs and anger.

The juxtaposition of an emotionally
vulnerable temperament with an in-
validating environment has important
implications for understanding the
suicidal behavior of borderline indi-
viduals. Recognition of the discrep-
ancy that exists between one’s capaci-
ties for emotional and behavioral con-
trol and the excessive demands and
criticism by the environment can lead
to both anger and attempts to elicit
understanding and validation from
others through dysfunctional (sui-
cidal) behavior. Such behavior is espe-
cially likely, of course, when the envi-
ronment responds in a compassionate
and helpful manner only to extreme
expressions of distress, a characteristic
of invalidating interpersonal environ-
ments.

The strong influence of an invali-
dating environment coupled with dif-
ficulties in regulating emotion suggest
a treatment based on validating strate-
gies and on teaching emotion regula-
tion skills. A major portion of dialec-
tical behavior therapy is devoted to
teaching a variety of widely recog-
nized cognitive and behavioral tech-
niques to achieve this end, including
the following: emotion regulation, which
involves problem-solving strategies for
reducing vulnerability to stressful situ-
ations, as well as the characteristic
overwhelming affective responses to
these situations; interpersonal effective-
ness, including coping skills necessary
to solve interpersonal problems; dis-
tress tolerance, which utilizes a combina-
tion of behavioral strategies to delay
gratification and control impulses,
cognitive strategies to teach the accep-
tance of life as it is, and Eastern medi-
ation to teach practices such as “mind-
fulness”; and finally, a variety of self-
management skills. Furthermore, the
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therapeutic setting is designed to pro-
mote a validating environment,
whereby new behaviors can be prac-
ticed without fear or the threat of
punishment.

From our point of view,
a fundamental dialectic
in any psychotherapy,
including behavior
therapy, is that change
can only occur in the
context of acceptance of
reality as it is.

Active passivity vs. the apparently com-
petent person. The defining character-
istic of the active passivity syndrome is
the tendency to approach problems
passively and helplessly rather than
actively and competently. There is also
a corresponding tendency under ex-
treme distress to demand active
problem solving by the environment.
It is not uncommon, for example, for
borderline clients to call their thera-
pist in extreme emotional states, de-
manding that the therapist do some-
thing to relieve their pain before they
resort to suicide. However, such
clients are often very reluctant to put
the therapist’s suggestions into prac-
tice. Passive problem solving can best
be understood as a learned helpless-
ness patern, although it may have bio-
logical roots as well. Eliasz (1985)
found that people with high auto-
nomic reactivity often prefer passive
self-regulation styles. Borderline indi-
viduals are aware of their frequent in-
ability to interact successfully despite
their best effort and thus stop trying.
In addition, in an environment where
difficulties are minimized, one learns
to magnify them so that they will be
taken seriously. The individual bal-
ances nonrecognition of inadequacy
by others with extreme inadequacy
and passivity. The inability of border-
line individuals to solve their own af-
fective and interpersonal problems
leads them to actively reach out to
others for problem resolution. Empir-
ical support for this behavioral pattern
can be found in work on both parasui-
cidal and borderline individuals. In
our research, inpatient parasuicidal
individuals, compared with both sui-
cidal and nonsuicidal psychiatric inpa-
tients, show markedly lower active in-
terpersonal problem solving (Linehan,
Camper, Chiles, Strosahl, & Shearin,
1987). Perry and Cooper (1985) re-
port an association between the bor-
derline personality disorder and low
self-efficacy, high dependency, and
emotional reliance on others.

These behavior patterns are in
marked contrast to the “apparently
competent person” syndrome, the ten-
dency of borderline individuals to ap-
pear deceptively competent, both in-
terpersonally and in other ways. The
deception is that real competencies are
not generalized across all relevant situ-
ations and are often intertwined with
many incompetent behavior patterns.
The appearance of total competence
can fool others into believing these in-
dividuals are more competent than
they actually are. An inability to syn-
thesize the notions of both compe-
tence and incompetence, of control
and noncontrol, of needing and not
needing help can lead to dysfunctional
behaviors, including suicide and para-
suicide, aimed at reducing the painful
(contradictory) emotional states.

The dimension of active passivity
versus the apparently competent
person can lead to great difficulties in
therapy. Therapists responding to
competency expectancies may be un-
responsive to low-level communica-
tions of distress and difficulty, thus
taking on the characteristics of the in-
validating environment. In contrast, if
therapists do not recognize clients’
true capacities, they may fall into the
active passivity pattern with their
clients. The therapist’s role is to bal-
ance the client’s capabilities and defi-
ciencies, flexibly alternating between
supportive-acceptance and confronta-
tional-change approaches to treat-
ment. On one hand the therapist rec-
ognizes and validates the client’s reac-
tions to life’s difficulties, yet on the
other hand works to change those re-
actions.

Unrelenting crises vs. inhibited grieving.
Many borderline and suicidal indi-
viduals are in a state of perpetual
emotional crisis. This state of crisis is
debilitating, not because of the magni-
tude of any one stressful event, but by
virtue of both the individual’s in-
herent high reactivity and the chro-
nicity of the stress. Inadequate inter-
personal skills and social support net-
works (the invalidating environment)
preclude adequate problem solving.
Repetitive stressful events, coupled
with an inability to fully recover from
any one stressful event, result in dys-
functional or other “emergency” be-
haviors. Suicidal behavior, then, can
be conceptualized as a maladaptive re-
sponse to a state of chronic, unre-
lenting, and overwhelming crisis.

Balancing the tendency to be in per-
petual crisis is the corresponding ten-
dency to inhibit the experience and
expression of extremely painful emo-
tional reactions. The inhibited
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grieving syndrome refers to the pat-
tern of repetitive, significant trauma
and loss, together with an inability to
experience and personally integrate
the negative affect associated with
these events. Often there is a history
of one or more major loss patterns
(incest, physical or other sexual abuse,
death of a parent or sibling, parental
neglect, etc.) at an early age. Border-
line individuals seem unable to tol-
erate their extreme emotional re-
sponses to loss and so, rather than
work towards the resolution of emo-
tional experiences, they inhibit any
emotional response, experiencing in-
stead numbness, emptiness, and at
times derealization and depersonaliza-
tion.

The borderline individual often
vacillates between intense overreaction
(unrelenting crises) and just as intense
underreaction (inhibited grieving).
Each state can be viewed as a failure to
maintain the extremity of the other
pole. The task of the therapist is, first,
to help these clients understand their
reaction patterns and, second, to offer
realistic hope that they can survive the
process of grieving. Such realistic
hope requires that the therapist teach
coping skills needed to successfully ac-
cept and reorganize one’s current life
—that is, pattern recognition, behav-
ioral analysis, and solution analysis, in
an environment that validates the
client’s emotional experience and dif-
ficulty.

Dialectical Behavior Therapy
Dialectical Behavior Therapy (DBT) is
defined by its philosophical underpin-
nings, described previously, its treat-
ment targets, and the treatment strate-
gies guiding the conduct of the thera-
pist. DBT involves both group and
individual treatment. Treatment
targets in individual DBT are ar-
ranged hierarchically as follows: (a)
suicidal behaviors, (b) behaviors inter-
fering with the conduct of therapy, (c)
avoidance and escape behaviors, (d)
behavioral skill acquisition (emotion
regulation, interpersonal effective-
ness, distress tolerance, self-manage-
ment), and (e) other goals suggested
by the individual. Thus, behaviors that
could potentially impede the course of
therapy have priority before more ad-
vanced tasks can be given sufficient at-
tention. Furthermore, attention is
shifted to a target earlier on the list
when problems in that area surface.
Therapy, then, is somewhat circular in
that target focal points revolve over
time. DBT groups are used primarily
for behavior skill acquisition such as
emotion regulation skills, interper-
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sonal skills in conflict situations, life-
styles interventions, and distress toler-
ance and delay of gratification skills.
Integration of these skills into daily
life is a task of individual therapy.
DBT involves eight basic treatment
strategy sets. Four strategies common
to other behavior therapies are problem
solving stralegies, an active attempt to
“reframe” suicidal and other dysfunc-
tional behaviors as part of the client’s
learned problem-solving repertoire,
and emphasis on active problem
solving; capability enhancement strategies,
active teaching of the skills necessary
to cope with a sometimes invalidating
environment; contingency strategies, the
use of interpersonal reinforcement to
shape adaptive behaviors and extin-
guish those that are maladaptive;
and irreverent communication strategies,
matter-of-fact attitudes about current
and previous parasuicidal and other
dysfunctional behaviors. Also central
to DBT are dialectical strategies, which
utilize both dialectical thinking (par-
adox, metaphor, ambiguity, develop-
mental analysis) as well as the dialec-
tical tensions within the therapeutic
setting to promote change; consultant
strategies, which teach clients how to
interact with others (specifically
mental health professionals) and pre-
scribe teaching others how to interact

with the client; validation strategies,
which require the therapist to search
for the inherent validity and wisdom
of the client’s response patterns, even
when these response patterns appear
maladaptive; and finally relationship
strategies, which utilize compassion,
modeling, and generalization tech-
niques to enhance the client-therapist
alliance and facilitate interpersonal
change and generalization to other re-
lationships. These strategies are de-
scribed further in Linehan (1984) and
Shearin and Linehan (in press).

DBT as a Feminist Therapy

The reader atuned to feminist con-
cerns may have noticed similarities be-
tween the philosophy and treatment
strategies of DBT and those of femi-
nist therapy. The major points of con-
vergence are listed in Table 1. The
most striking similarity between femi-
nist therapy and DBT is in the under-
lying philosophies upon which the
therapies are based. Feminist therapy
attempts to integrate “the subjective
and the objective, the rational and the
intuitive, the mystical and the scientific,
the abstract and the concrete aspects
of the universe, and considers them
harmonious parts of a whole, rather
than opposites of one another”
(Mander, 1977). Similar to dialectics,

Table 1
Comparison of DBT with Traditional Feminist Therapy

Feminist Therapy

DBT
Philosophical Dialectics: emphasis on
Underpinnings  interconnectedness and

wholeness; all things are
inherently heterogeneous,
comprised of opposing forces
which synthesize to produce

change

Integration: the subjective and the
objective, the rational and the
intuitive, the mystical and the
scientific, and the abstract and
the concrete are considered
harmonious parts of a whole

Goals of Therapy 1. reduction of suicidal behaviors 1. recognition of the harmful

2. reduction of behaviors
interfering with therapy

(€9

behaviors

Strategies problem solving*

Ll l

e

contingency*
tion*

dialectical
consultant
validation
relationship

PN

behavioral skill acquisition
other goals suggested by client

. capability enhancement*

irreverent communication®

effects of a sexist society

2. empowerment—empowerment
of personal strengths and
capabilities already acquired

. reduction of avoidance & escape 3. behavioral skill acquisition

1. problem solving

2. use of contradictions in client’s
experiences to produce change

3. validation

4. relationship

* Traditional behavior therapy strategies
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wholeness is emphasized and oppo-
sites are synthesized (Miller, 1983). In-
tegration is a goal, and conflicts are
necessary (or at least useful) for
change to occur (Adams & Durham,
1977; Mander, 1977; Miller, 1983).
Perhaps the invalidating environment
that both women and borderline indi-
viduals are known to experience ne-
cessitates this pespective. Similarly,
women in our society often find them-
selves in double-binds (Hariot, 1983).
They are expected to behave and feel
in a variety of ways that are often con-
tradictory.

Feminist therapy typically utilizes a
variety of strategies to facilitate syn-
thesis and change that are similar to
DBT. First, the therapist constantly
validates the client’s feelings and be-
haviors, and similar to DBT, views
maladaptive behavior as a natural re-
sponse to an unpredictable environ-
ment (Gilbert, 1980). Second, relation-
ship strategies stress an egalitarian alli-
ance between the therapist and client
(Butler, 1985; Gilbert, 1980). As in
DBT, the therapeutic relationship is
treated as representative of other in-
terpersonal relationships the client
may have. Problem solving can be fa-
cilitated through modeling and other
behavioral techniques within the ther-
apeutic setting. Third, the therapist
helps the client recognize the inherent
contradictions in the prescribed social
roles for women (Butler, 1985; Miller,
1983). Although the word dialectical
has not typically been associated with
this strategy, it is perhaps appropriate.
For example, wholeness is viewed as
achievable, only by “recognizing the
conflict-producing conditions within
which [women] have lived so far”
(Miller, 1983). The goal of many
women is not to act “as men,” but to
change according to their own ideals,
thus synthesizing the contradictions to
which they have been exposed. A
fourth strategy of feminist therapy,
problem solving, is shared not only by
DBT, but by other behavior therapies
as well. The therapist teaches women
how to accomplish goals through their
own ideals, by utilizing a variety of be-
havioral techniques (e.g., assertiveness
training, self-esteem enhancement, ca-
reer counseling, etc.) (Harmon, 1977;
Jakubowski, 1977; Stere, 1985).

The goals of feminist therapy
(Smith & Siegel, 1985) are perhaps the
most discrepant aspect of the compar-
ison with DBT, although they are by
no means incompatible. One goal of
feminist therapy is to help the client
recognize the harmful effects of the
sexist society in which we live. A
second is to introduce the woman to
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her own strengths. “Empowerment”
has often been used in this sense, as a
means of helping women gain aware-
ness of the power they already have.
Finally, (although admittedly there
exist potentially many other goals of
feminist therapy), an important task
of the feminist therapy is to teach new,
more effective behaviors in the
woman’s personal and work environ-
ments. This last goal is quite similar to
the goal of behavioral skill acquisition
in DBT. In addition, the “other goals”
targeted by DBT could potentially in-
clude the first two goals of feminist
therapy. By virtue of its development
for severely dysfunctional clients,
however, DBT targets the maladap-
tive patterns that could disrupt the
course of therapy before these “other
goals” can be reached. This is a main
distinction between traditional femi-
nist therapies and DBT. Additional
distinctions can be noted between the
two therapies. First, whereas DBT fo-
cuses on the interaction between bio-
logical factors and the environment,
feminist therapy primarily focuses on
the influence of the environment.
Also, the environment is viewed in the
feminist perspective as sexist, and in
the DBT view as invalidating (of
course, sexism contributes to invalida-
tion and for some women may be the
major invalidating component of their
lives).

In summary, although behavior
therapy has not traditionally been
aligned with feminist theory and
therapy, the addition of a dialectical
component leads to a convergence of
values and strategies between the two
approaches. Behaviorists have always
recognized the influence of destruc-
tive environments on behavior. DBT
specifies the invalidating environment
as central in the etiology of borderline
personality disorder. This emphasis
on invalidating environments is quite
similar to the feminist attention to
sexist environments that make incom-
patible, contradictory demands on
women and invalidate their experi-
ences in the world. From our perspec-
tive, behavior therapy, as a radical at-
tempt to induce change, may have
much to gain by incorporating a dia-
lectical perspective. “Just as many rad-
ical social movements are grounded in
dialectical thinking, so should radical
approaches to counseling include
more investigation into dialectical
models of personal change” (Adams &
Durham, 1977).
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