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1. To describe how the DBT 
philosophy and model apply to 
adolescents and families.

2. To describe how to adapt DBT 
skills group for use with 
adolescents and families.

3. To describe how to adapt DBT 
skills for use with adolescents 
and families.



What is DBT?



“Dialectical behavior therapy is a 
modular and heirarchical
treatment consisting of a 
combination of individual 
psychotherapy, group skills, 
training, telephone coaching, and a 
therapist consultation team.”

-Linehan & Wilks, 2015
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Early therapies emphasized acceptance. . .

Behavioral therapy emphasized change. . .

DBT, through the dialectical philosophy, balances acceptance (through Zen 
principles and validation) and change (through skills, practice, and problem 

solving)
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Mehlum et al. 
(Norway)



RCT comparing a shortened form of DBT (DBT-
Adolescents) with enhanced usual care (EUC)

77 adolescents with recent and repetitive self-harm 
randomized to DBT-A or EUC

Both conditions

• Treatment retention was high

• Use of emergency services was low

DBT-A was superior to EUC in reducing:

• Self-harm

• Suicidal ideation

• Depressive symptoms



1 Year Follow-Up

• DBT-A remained superior to EUC in reducing the frequency of self-harm

• Suicidal ideation, hopelessness, and depressive or borderline symptoms 
and for the global level of functioning, inter-group differences apparent at 
the 19-week assessment were no longer observed

• EUC group had significantly improved on these dimensions over the 
follow-up year

• DBT-A participants remained unchanged

3 Year Follow-Up

• DBT-A remained superior to EUC in reducing the frequency of self-harm

• Suicidal ideation, hopelessness and depressive and borderline symptoms 
and global level of functioning there were no inter-group differences, with 
no sign of symptom relapse in either EUC or DBT-A

• Receiving more than 3 months follow-up treatment after completion of the 
trial treatment was associated with further enhanced outcomes in patients 
who had received DBT-A



McCauley et al. 
(US)



RCT comparing DBT to Individual Group and 
Supportive Therapy (IGST)

173 adolescents (aged 13-17)

• Current suicidal ideation

• History of 3 episodes of NSSI or suicide attempt (with at least one 
in the past 8 weeks)

• Difficulties with emotion or impulsive behavior (based on BPD 
section of SCID) 

2 sites (UCLA/Harbor-UCLA; UW/Seattle Children’s)

6 months of treatment, with 5 assessments over 1 year 
period



Youth in DBT group attended more treatment

From baseline to 6 months:

• 9.7% of youth in DBT group vs. 21.5% in IGST had an attempt

• 46.5% of youth in DBT group vs. 27.6% in IGST had no self-harm

No statistically significant group differences between 
6 to 12 month on attempt

Findings add support for DBT as a promising 
treatment approach for youth at high risk for suicide



DBT Modalities



Individual 
therapy

• 1 hour per 
week

• Consistency 
as basic 
aspect of 
therapy

Skills training

• 1.5 hours per 
week (from 6 
months to 1 
year)

• Mandatory 
aspect of 
therapy

• Must be in 
individual 
therapy at 
same time

Phone 
coaching

• Must have 
outside 
appointment 
availability by 
phone for 
coaching



Diary Cards

• Must use diary 
cards weekly

Consultation group 
for the therapists

• Must be in an 
active DBT 
Consultation 
team

Uncontrolled 
auxiliary treatment

• Individual 
therapist is 
primary 
coordinator of 
treatment

• Medication 
management, 
nutrition, etc.



Comprehensive 
DBT

• Individual 
therapy

• Skills training

• Phone coaching

• Consultation 
team

• May include 
family sessions if 
with adolescents 
(and parents 
may be included 
in groups)

DBT-
Informed

• Individual 
therapist 
adopts a 
DBT stance 
in treatment

• Using 
components 
of the skills 
training 
manual 
sessions



Philosophy, 
Assumptions, and 
Stages of Treatment



Irreverence:
Matter of fact tone

Balancing quiet/calm with 
loud/dramatic

Radical 
genuineness:

Way of responding to the 
client as the therapist 
would to anyone else in 
his/her life

Does not treat the client 
as fragile



The most caring thing a therapist can do is help clients change in ways that 
bring them closer to their ultimate goals

Clarity, precision, and compassion are of the utmost importance in the 
conduct of DBT

The therapeutic relationship is a real relationship between equals

DBT therapists can fail



Principles of behavior are universal, affecting therapists 
no less than clients

Therapists treating these clients need support

DBT can fail even when therapist do not 



Typically, each consult team develops their own 
agreements

The team addresses: dialectical agreement, 
consultation to the client, consistency, observing 
limits, non-perjorative/ nonjudgmental 
interpretations of behavior, fallibility 



People are doing the best they can

People want to improve

People need to do better, try harder, and be more motivated to 
change

We may not have caused all of our own problems, but we have to
solve them anyway

New behavior has to be learned in all relevant contexts

All behaviors (actions, thoughts, emotions) are caused

Figuring out and changing the causes of behavior is a more 
effective way to change than judging and blaming



Pre-treatment: Orientation to 
treatment and commitment to goals

Stage One “Targets”

• Life threatening behavior (Suicidal Crisis 
Behavior and Self-injurious Behavior)

• Therapy Interfering Behavior

• Quality of Life (Address quality of life 
interfering behavior and increase skills 
generalization) 



DBT 
Consultation 
Team



Need to establish a DBT 
team

Group members + 
supervisor(s) well-

acquainted with cognitive 
principles and behavioral 

theory.

Commitment of at least 2.5 
hours per week + prep 

time

Co-teaching model; 
rotating co-leaders

“Effective implementation of the treatment requires selecting a 
team with the appropriate skills and capacities to learn the 

treatment, training them in the treatment and ensuring that the 
team promotes ongoing learning and supervision of the 

treatment” (Swales, 2010).



Honoring limits
Self 

care/burnout 
prevention

Adherence to 
model

Ongoing 
training and 
consultation

Problem solving 
and support for 

challenging 
client behaviors

Addressing 
issues of liability 



Meet weekly or bimonthly for 90 minutes (depends on # of clients held in team)Meet

Cap the number of members on one teamCap

Team members must have active clients or be group leadersActive

Rotate leadership and observer roleRotate

Follow team developed guidelinesFollow

Observe dialectics in teamDialectics

Observe team interfering behaviorObserve

Monitor burnout in membersBurnout



Commitment Sessions

Running a Consult Team

•Mindfulness

•Agenda

•Notes

•Getting help/being 
vulnerable



Phone Coaching 
with Youth and 
Families



• 10-15 minutes in length

• Focus on problem solving (mostly)

• Develop written crisis plan 

Coaching not therapy

24 hour rule vs. scheduled appts

Honor your limits vs. Shaping



M .  L I N E H A N  2 0 1 1

Assess suicidal behavior

Check means and plan; remove lethal 
means

Identify prompting event & summarize 
problem until you have it

Attend to emotions

Problem-solve, generate solutions/hope –
randomly if needed;

Remove or come up with a plan for 
remediating severe conditions immediately



Activate behavior/make a plan

Get a commitment to act and not commit 
suicide/tell not to kill or injure themselves

Trouble-shoot

Plan for a reoccurrence

If needed, plan for a check in or 
emergency intervention

Assess suicidal behavior/status at end of 
call



What is the crisis procedure for parents 
when teens are in crisis?

Who do parents access for support and 
suggestions on effective interventions?

Do they need their own therapist?



Individual 
therapist 

serves as the 
adolescent’s 

coach

Multi-family skills group 
leader (or other member 
of DBT team) serves as 

the parents’ coach

Allows for 
“dual 

coaching” in 
family conflict 

situations

Importance of DBT team 
members using 

consultation time to 
discuss any safety and 

contingency management 
issues



Early Treatment 
with Youth and 
Families
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Sample 
orientation 
handouts



Validation of target behaviors 
with focus on commitment to 
engage in DBT

Discussion of initial commitment 
vs. long term commitment

Assess safety and develop initial 
safety plan

Get commitment to be alive for 
the next session

Commitment with youth and 
with parents



Sample 
orientation 
handout



Remember, you need a clear commitment on treatment goals to be effective!

Commitments and goals are re-visited throughout treatment

Common commitments discussed:

• Not to kill yourself

• Not to act on suicidal or self-harm urges

• To call for coaching before engaging in self-harm

• To give the therapist time to respond before engaging in self-harm

• To use skills

• To attend skills group and individual sessions

• To complete the diary card and/or practice

• To target particular problems

• To implement particular solutions

• To “build a life worth living”



Case management strategy

Dialectics:

• CHANGE: Therapist consults primarily to the client about how to get help from 
the treatment team (including DBT therapists, psychiatrist, etc.)

• ACCEPTANCE: Sometimes an environmental intervention is needed by the 
therapist when therapist and client recognize circumstances in which the client 
can’t effectively act for self

With adolescent and families, think about how this would apply. . .



Biosocial Model 
and Emotion 
Dysregulation
Early Treatment with Youth and 

Families
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Chaotic family life

Trauma and abuse

Onset of puberty can trigger emotional vulnerability

Temperamental fit between parent and child

Discrepancy between intellectual ability and emotional insight/control

Social environment 



Chaotic 
Family

Perfect
Family

Ordinary 
Family



Non-judgmental

Elicit examples from family (without breaking 
confidentiality)

Underscore that differing 
responses to events have a 
cause other than “bad 
character” or 
“manipulative” intention

Remember, 
adolescent 
experiences emotion 
in a different way 
(“brains are different”)



Generate Generate hope for behavioral change

Highlight Highlight effects on the adolescent as well as on the family

Illustrate Illustrate how varying levels of sensitivity to events and the 
family members’ responses influence each other

Validate Validate that family members may be at a loss as to how to 
understand or respond to reactions different from their own



Sample orientation 
handouts



Middle Path



Dialectical Analyses

• Truth is sought through efforts to discover what 
is left out of current ways of ordering events

Dialectical Lifestyle

• Walking the “middle path” with balanced 
behavior patterns  

• Balanced Actions, Emotions, and Cognition

Middle Path Module Skills

• Dialectics

• Validation

• Behaviorism







Validation



Find the wisdom, correctness, or value in the 
individual’s emotional, cognitive, and overt 
behavioral responses

Therapist observes and believes in the client’s 
inherent ability to get out of the misery that is 
her/his life and build “a life worth living”

Therapist plays to the client’s strengths, not to 
their fragility   







You need a trusting relationship before you try 
mind reading, validating past experience, and 
radical genuineness

Increase validation when client is doing a 
behavior that is difficult

Increase validation in the presence of escalating 
emotion

Increase validation in presence of increased 
environmental stress



Behaviorism



Perform a 
behavioral analysis 
of targeted 
behavioral problem

1

Perform a solution 
analysis, in which 
alternate behavioral 
solutions are 
developed

2

Orientate client to 
proposed solution

3

Elicit commitment 
to try solution

4

Apply solution

5



In DBT, any response of an organism, such as thinking, 
emoting, sensing, and over motor behavior = behavior

Develop understanding of 
behavioral patterns related to 
target behavior

Story of the problem vs. behavior 
pattern

Reinforcers and Aversives

Is there adequate contingency management?

Encouragement (shaping)







Skills Group



Builds compassion (for each other, for 
other families)

Validation teaching and opportunities 
(impact invalidating environment)

Behaviorism teaching and opportunities 
(increase likelihood of getting reinforced 
for behavior if parent is bought in. . 
.creates context for skills)



Structuring sessions

Balancing attention to teen and parent

Role playing: who are the players?

Leader/co-leader roles

Homework/Practice
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Process group Skills group

Purpose Building Insight Building Skills

Interaction
Freeform, 
Patient Driven

Structured, Leader 
Driven

Personal 
Disclosure

Significant; 
Required

Not required

Leader Role Facilitator
Teacher, Facilitator, 
Model

Joining
Set group 
membership

Multiple entry/exit 
points

Time 
commitment

Varies
Time-Limited (2-6 
months)



Mindfulness and Middle Path (“on ramp”)

Distress Tolerance

Interpersonal Effectiveness

Emotion Regulation



• Mindfulness Exercise

• HW/Practice Review

• Break

• New Skill

• Assign Practice

Structured sessions

Balancing attention between group members

Role playing

Leader/co-leader roles

Homework/Practice



Group Leader and 
Co-Leader 
Strategies



Instruct

Model

• Therapist model

• self-involving modeling

• demonstrating; role-playing to model

• self-disclosure: modeling

• Participant modeling

• Models  in environment

• Models in books, movies, magazines, t.v.

• Stories, metaphors, analogies



Rehearse Behavior

• Describing new behavior

• Covert rehearsal

• Brief, impromptu rehearsal

• Role-playing

• Psychodrama type rehearsal

Reinforce new skills 

• Natural

• Arbitrary

Coach and give feedback



DBT Skills









• JUST NOTICE THE EXPERIENCE.

• Have a “TEFLON MIND”.

• CONTROL your attention.

• Be like a guard at the palace gate: Alert!

Observe

• PUT WORDS ON THE EXPERIENCE.

• PUT EXPERIENCES INTO WORDS.Describe

• Enter into & BECOME ONE WITH YOUR 
EXPERIENCE UNSELFCONSCIOUSLY.

• Act INTUITIVELY from Wise Mind.

• Actively PRACTICE skills as you learn 
them.

Participate









Primary skill in beginning of treatment

Bell curve (time vs. emotion) 

What is a crisis? When to use problem solving?

Distress tolerance = crisis survival strategies and 
ways to accept reality

Motto:  “Don’t make things worse”

The primary purpose is to often waste time, not 
feel better. 



ACCEPTS

Self Soothe Skills

TIPS skills (change biology)

IMPROVE

Pros and Cons

Radical Acceptance/Alternate rebellion

Half smile/Accepting reality

Willingness vs Willfulness
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Skills that lead to long term 
improvement in therapy

Are more difficult/intimidating to 
use



Goals
How 

Emotions 
work

ABC PLEASE
Mindfulness 
to Emotion

Opposite 
Action













Understand emotions

•Observe and describe

•Function of emotions
Understand

Reduce emotional vulnerability

•Decrease negative vulnerability

•Increase positive emotions
Reduce

Decrease emotional suffering

•Letting go

•Mindfulness
Decrease

Change by acting opposite to painful emotions

•When afraid, approach

•When ashamed, continue behavior openly

•When depressed, get active

•When angry, gently avoid/be kind

Change by





Practice, practice, 
practice

Goals Barriers DEARMAN, GIVE, 
FAST

How hard to 
ask/say no

Practice, practice, 
practice
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Skills application is the responsibility 
of the individual therapist

Client does not need to be able to 
utilize all skills at all times to end skills 
training

Skills training ends when curriculum 
ends in time limited groups OR

Skills training ends when client “tests 
out” in open groups



Family 
Involvement



A family member is 
providing a central 

source of conflict; the 
adolescent needs 

intensive coaching or 
support in attempting 
to resolve this conflict

A crisis erupts within 
the family

The case would be 
enhanced by orienting 

one or more family 
members to or 

educating them about 
a set of sksills, 

treatment targets, or 
other aspects of 

treatment

The contingencies at 
home continue to 

reinforce dysfunctional 
behavior or punish 
adaptive behavior

Table 9.1, Miller et al. 2007



1 0 8

DBT is not family therapy

Be clear about rationale for sessions

Be clear about who will attend

Prepare adolescent for session

Family Behavioral Analysis



1 0 9

Orient to target of analysis

Orient to collaborative nature of the task

Orient to transactional nature of family interactions

Ask someone to start (often the adolescent)

Family members share perspective on chain of 
events

Observe in-session behavior of family members as 
source of additional information
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Identify goals of 
family meeting

1

Consider possible 
family sources of 
adolescent’s emotion 
dysregulation 

2

Rehearse effective 
skill use, including 
ways to handle 
adolescents emotion 
dysregulation in 
session

3

Anticipate difficulties 
and trouble shoot  

4



Provide psychoeducation 
regarding emotion 
dysregulation

Help parents increase empathy 
for adolescents’ pain while 
decreasing judgmental reactions 



Anticipate 
despair, anxiety; 
other strong 
reactions from 
parents

01
Validate parents' 
distress and 
concerns

02
Cheerlead 
parents’ ability to 
get through the 
crisis 

03
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Increase parental 
responsiveness 
during noncrisis 
behaviors

01
Increase 
reinforcement of 
adaptive 
behaviors

02
Decrease 
reinforcement of 
maladaptive 
behaviors 

03



Provide psychoeducation 
to parents regarding risk 
assessment

Increase parental 
monitoring of the 
adolescent

Devise a detailed plan to 
keep the adolescent safe

Anticipated crisis 
recurrence and stay in 
touch
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