CHAPTER TWENTY-FIVE

e L L T T S

The Birth of Dialectical
Behavior Therapy

THE GOAL OF my NIMH-funded research study was to deter-
mine whether behavior therapy would be effective in treating
highly suicidal people. And, specifically, to see whether behavior
therapy was more effective than the standard treatment of the time,
which was principally psychoanalysis. Here’s what happened.

The Search for the Right Balance in Therapy

There were four research goals. The first was to develop a reliable
and valid measure to assess intentional self-injury and suicide at-
tempts; this is called an outcome measure. Second, conduct a pilot
study to develop the new treatment, to determine whether it has
promise. Third, develop a treatment manual, a how-to guide, that T
could use when conducting a randomized clinical trial and that could
then be used by others treating the same population of patients. The
final goal was to carry out a randomized clinical trial, based on the
first three goals, to propetly evaluate the new treatment.

The treatment plan was to combine problem-solving, assertive-
ness training, and standard behavior therapy. I would be the princi-
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pal therapist in the study, working one-on-one with participants,
who were mostly female, for about an hour once a week. I would
ralk through issues that had been bothering them in the past week,
exploring what new exercises might be helpful. A fairly typical be-
pavior therapy. Other team members would watch the therapy ses-
sions through a one-way mirror and take notes on what worked and
what didn’t work. They would know it wasn’t working if the patient
screamed at me, walked out saying I was invalidating them, and so
forth.

After each session, our team (around seven or eight people) would
discuss the treatment session. I used this input to decide which pro-
cedures should be kept in the treatment and which should be dropped.
The manual evolved as we went along. As far as I am aware, it was
one of the first manuals—if not the first——to be written this way.
That is, by observing exactly what the therapist actually does in the

therapy room, rather than basing treatment instructions on theory.

Standard Behavior Therapy—a Technology of Change—
Doesn’t Work

Once I had my outcome measure established, I began developing
and pilot-testing the treatment. I immediately found myself in un-
charted territory. The client would come in, we’d talk, she would
tell me about her life problems and why life did not seem worth liv-
ing. We had to discover which of her many problems was driving
her suicidal behaviors. It might be her believing that no one loved
her, that people hated her, that she just wanted to die. I would say,
“No problem. I can find a treatment for that.” I went through exist-
ing behavior therapy manuals to come up with the appropriate
treatment.

The next week, I would review with the client what I thought was

needed to solve the problem we had focused on, what changes we




214 * BUILDING 4 LIFE WORTH LIVING

could make together. But typical response to any attempt to chap, o
What? Are you saying I'm the proj.

i@

the patient’s behavior was
lem?”

They got Very upset, sometimes retreating into silence, Othey
times standing up, yelling, throwing chairs, stomping out of the
room. “You're not listening to me,” the client would say. “You’ra
not hearing what I’m suffering. You're trying to change me,”

Most of the clients had experience

For these clients, it was as jf they didn’t have emotiona] skin. Ag
if they had suffered from third-degree burns all over their body,
Even the lightest touch was excruciatingly painful, and they lived in
environments where everyone kept poking at them. They perceived
suggestions aimed at change as personal attacks or as further invalj-
dation. It would whip them off the emotional charts.

Many Different Versions of Hell

Irealized that what these people obviously needed was for me to be
compassionate, to validate them, to show tha the factors driving

ng made sense to me. I had to see the world from their
point of view. Before the study started, I’d had no ideq how excruci-
atingly painful the lives of these people were. | would have to find a
way for both the client and the therapist to accept the tragedies that
had happened.

At the time, T didn’t connect their suffering with mine, My past
was so different from many of theirs. I understood pain, loneliness,
rejection in general. Bug I didn’t have to relate their experience to
My past in order to understand thejr suffering. (That is hard to do
anyway, when you are inten tly focused on someone else.)
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When I heard and saw them, I felt with them. In a small but
meaningful way, I went through what the
described it. This is not unusual

cried with our clients; all of us h

y were describing as they
among therapists. All of us have
ave felt stabbed in the chest with
them. The specific thing from my life that was helpful was: T actu-
ally know what hell is, and I know how to get out. The path out of
hell is hard work, a sea of misery, but T know a person can get out.

A New Focus on Acceptance: That Didn’t Work, Either

So I dumped the emphasis on change and went full-bore for helping

in their lives. My new goal was to
agic lives. T knew about unconditional positive
regard, a set of strategies developed by the
Carl Rogers. And I knew of supportive th
focuses on providing a strong therapeutic a

clients accept where they were
validate my clients’ tr

humanistic psychologist
erapy, an approach that
lliance, where the thera-
pist is both trusting and validating, “No problem,”

ceptance is it. I am switching my strategy.”
The response to this was as volcanic as it had been to m
change. “What? You’re not going to help me?” the client
“You're just going to leave me here, in all this pain?”
more sitting mute, more walking out of the room.

As the study progressed, 1 began dancing back and forth, back
and forth, back and forth, trying to find the

namic between pushing for change and offe

I thought, “ac-

y focus on
would say.
More tears,

right balance in the dy-
ring acceptance, It was

like walking on a tightrope. Too much weight on either side and
over you went.

Blackmail Therapy

My students jokingly called our treatment “blackmail therapy.” 1

would spend a lot of time at the beginning on validation, and very
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little on change, other than a commitment to stay alive until the ney;
session. Once I had a good relationship with the client, T would use
it as a reinforcement, by increasing warmth toward the participant
following effective behaviors or emotionally withdrawing it as 5
negative consequence of dysfunctional behaviors.

With suicidal clients, T would generally start by asking if they
believed that they would be happier if dead. They seemed to think
that their suffering would end if they killed themselves. 1°d point
out that there were no data proving that was true. There are reli.
gions that believe if you kill yourself you will go to hell, and others
that believe you will have to live your whole life all over again. That
could keep me from doing it!

The team continued to observe and offer feedback on therapy
sessions. Before long we noticed a pattern. Clients had many trag-
edies, problems, and disorders, and they kept changing what they
wanted to work on in therapy. They would say the problem from
the previous week wasn’t important, that some other problem was
now more important. If I tried to work on one problem, the client
would bring up another problem apparently even more dist ressing
than the earlier one. “I can’t stand it,” “I’m going to kill myself,”
and so on. I realized that a core problem for my clients was their in-
ability to tolerate distress.

Skills to Help People Tolerate Distress

I'had to teach clients how to accept some suffering in the moment so
that we could then focus on more important problems, such as life-
threatening behaviors and dealing with interpersonal relationships.

Atthat time, in the early 1980s, there were no protocols for teaching

acceptance. No protocols for how to cope with the pain. Teaching
acceptance was simply not part of the behavior therapist’s reper-
toire.

This was the impetus for developing a series of distress tolerance
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«kills, of which there are more than a dozen. I told you earlier about
the TIP skills (temperature, intense exercise, paced breathing, and
aired muscle relaxation), which would have helped me cope better
with the fire in my Washington, D.C., apartment. Half-smiling and
willingness are two more examples.
Others include the STOP skills, which help you to not make a
pad situation worse. They stop you from acting on your first im-
ulse. Parents of my clients say the skills have helped them enor-
mously in difficult sitnations with their kids. It helps them to not lose
their temper! And, I'm sure you will agree, there are times in many
people’s lives (perhaps all people) when the STOP skills can be
very helpful.
These are the STOP skills:

Stop the urge to act immediately.

Take a step back and detach from the situation.

Observe, so you can gather information on what is happen-
ing.

Proceed mindfully, by evaluating the most effective option to
take, given the goals, and finally following that option.

I'll go into each step in more detail.

Stop:

When you feel that your emotions are about to take control, stop!
Don’t react. Don’t move a muscle! Just freeze! It can help prevent
you from doing what your emotion wants you to do—to act without
thinking, Stay in control. Remember: you are the boss of your emo-

tions. Or at least you can become the boss.

Example: 1f someone says something that provokes you (in-
sulting you or saying untrue and hurtful things), you might
have the urge to attack this person physically or verbally.
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That, however, is probably not in your best interest, Doing
that might result in your getting hurt, being jailed, getting
fired, or saying something that is also untrue and hurtful. So

stop, freeze, and don’t act on your impulse to attack.

Take:

When you are faced with a difficult situation, it may be hard to think
about how to deal with it on the spot. Give yourself time to calm
down and think. Take a step back (in your mind and/or P]]}’.Si(:ﬂ”}:’)
from the situation. Get unstuck. Take a deep breath. Continye
breathing deeply until you are back in ontrol. Do not let your emg.
tion control what you do. Remember: youare not your emotion, D
not let it put you over the edge.

Example: You are crossing the street and don’t notice a car
approaching. The driver stops the car, gets out, and starts
cursing at you and physically pushes you. Your urge is to

unch him in the £ ; however, vou know that would esca-
P . By

late the situation and get you in trouble. So you first stop and

then literally take a step back to avoid confrontation,

Observe:

Observe what is happening around you and within you. Who is in-
volved? What are other people doing and saying? To make effective
choices, it is important not to jump to conclusions. Gather the rele-
vant facts to understand what is going on and what your options are.

Try to be nonjudgmental.

Proceed Mindfully:

Ask yourself, “What do I want from this situation? What are my
goals? What choice might make this situation better or worse?” GO




., Continue

{your emo-

It Who is in-
effective
1 the rele-

Foptions are.

are my

The Birth of Dialectical Behavior T herapy - 219

into wise mind (see Chapter 32 for a full explanation) and ask it how
to deal with this problem. When you are calm and in control, and
have some information about what is going on, you are better pre-

pared to deal with the situation effectively, rather than make it worse.

Example: You get home really late from work because you
had a flat tire on the way. Your partner starts to yell at you,
accusing you of cheating on him and calling you names. You
get really angry, and your first impulse is to yell and call him
names hack. However, you want to deal with the situation
skillfully. So you stop and then take a step back from your
partner. You observe that there are a lot of empty beer bottles
in the kitchen and realize that your partner has probably had a
little too much to drink. You know that when he’s drunk,
there’s no point in arguing, and he is likely to apologize in the
morning. So you proceed mindfully by explaining the flat tire,
pacitying your partner, and going to bed. You postpone a full

discussion till the next morning.

[ am sure that you won’t have a lot of trouble thinking back to a
situation in which, had you used the STOP skills, you wouldn’t have

gotten yourself into a situation you later regretted.

ls This Something New?

Within a couple of years, I had an embryonic version of what even-
tually would be called Dialectical Behavior Therapy. It was wildly
incomplete and still lacked some of the major innovations that make
DBT so very effective (balancing acceptance and change, providing
aset of behavioral skills, requiring that all therapists work within a
team). My major question at that point, though, was this: Is DBT

something new and different?
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[ wrote to a few trusted colleagues and described wha I wag
doing. I'd ask the straightforward question “Is this something Noye|
or is it simply a version of standard behavior therapy?” |

Terry Wilson is now professor of psychology at Rutgers, Whep
I wrote to him back in the early eighties, he had recently serye 1
president of the Association for Adyva ncement of Behavior Thel.‘a})y.
Terry said something to the effect of “Your emphasis on distrags
tolerance and acceptance is unique, and not part of behavioy thep.
apy.” As it turned out, acceptance was a key difference.

Movement, Speed, and Flow

Throughout the development of DBT, I had to be prepared to go
where my clients wanted to go- At other times, I had to guide them
where 1 wanted them to go- It required a spaciousness of mind,
dancing with what I call “movement, speed, and flow.” Both the cli-
entand the therapist are moving forward into a new place, smoothly
and quickly. It became a mantra for us, Knowing when to push,
Knowing when to support. Going back and forth, an organic and
loosely scripted flow. It’s not easy to explain this process.

Beatriz Aramburu, a former student, has a different angle on it;
“Marsha has a deep, deep blend of warmth and caring for her cli-
ents, and she couples that with telling them, ‘That’s not all right—
stop doing that. I understand why you do it, and I know it comes
from pain and is difficult to stop. Now knock it off." Marsha has a
very good clinical sense of getting into the client’s mind.”

This new therapy we were developing was more demanding than
standard behavior therapy, not least because the client population
the therapist works with are highly emotionally volatile and present
the very real threat that they might kill themselves. You can imagine

how emotionally draining that could be. The therapist needs to be

compassionate without getting drawn into the horrors of her cli-
ent’s current crisis, In addition, clients are free to call their therapist
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At any time of day or night. Again, the therapist has to be compas-
sionate, but completely focused on directing the client to the DBT
skills that are relevant to the current crisis. DBT practitioners have
10 be willing to reveal themselves to some degree. It’s not surpris-
ing, then, that there is a high burnout rate among DBT practition-
ers. Many therapists have to move on to other avenues of work after
three years or so. At the same time, DBT is more liberating. “Itis a
(reatment that allows me to be me, to use me, the person, as thera-
pist, as opposed to just supporting the client,” says Beatriz.
Another student of mine, Anita Lungu, echoes this. “To be good
at this therapy, you have to know the treatment components ex-
tremely well,” she says. “Yet at the same time, it allows me to be
who I am. I don’t need to put on a therapist’s hat and assume a dif-
ferent persona, because I am in the role of therapist. I can be who I
am, very genuine, very straightforward, say what 1 think. And at
the same time, having the treatments in my mind to guide my deci-
sions. 1 don’t have to become a different person to be a therapist.”

The Role of Irreverence

One of the defining techniques is irreverence. I am naturally irrev-
erent, saying what is on my mind, not censoring myself, calling a
spade a spade. It’s gotten me in trouble more than once. But the
students noticed that my irreverence often had beneficial effects,
getting the therapy unstuck after it had jammed.

Being irreverent is saying the unexpected. Research shows that
unexpected information is processed more deeply than expected in-
formation. It gets the client’s attention, maybe jolts them out of
their mental rut—hating therapy, for example, or being consumed

with self-loathing. An example might be:

CLIENT: I'm quitting therapy!
THERAPIST: Oh. Would you like a referral?
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It is not being cold and unemotional, Tt

has to be in a context gl
warmth and validation, letting the

client know that you undermand
hy they are miserable, The Populatioy
of people I work with often have rather direct and intense way
communicating, and they often re
communication,
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spond positively to equally diregy

CLIENT: My life is s0 horrible. 1
dead, to escape all this pain!
THERAPIST: You know, there is

am so miserabie. 1 jHSt want to i)e

absoiutely no evidence that you

will feel better when you are dead. Why take the risk?
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world is now? Who has done that? Have children done that? No!
Adults have fucked up the entire world, and they do that every
day, and T am supposed to be in therapy with an adulr?” My re-
s “I know what you are saying. But you are wrong. Itis
way worse than you are saying,. It is worse than you can imagine.
{ can’t even tell you how bad it is.” The kid said, “Really?” It got
his attention. said, “Yes, but 1 can’t go down that road or we’ll
poth end up dead.” That’s pretty irreverent, because it’s not what

gl)fm-'ric wa

he was expecting to hear. He really turned around.

Most people are very serious when they talk about suicide. Itisa
cerious matter, of course. But being serious all the time is not the
answer. The occasional irreverent statement, spoken with humor,
warmth, and support, can be an effective tool. It can produce fire-
works, sometimes when you least expect them. 1t’s all in the timing.
A client might get angry, for instance, and scream at me that a friend
will take care of her dog when she’s dead. T would say, “Well, T am

going to tell them not to. So if you want your dog to live, you have

1o stay alive.”

Acceptance: For Both the Client and the Therapist

One of the reasons 1 developed a therapy that was out of the main-
stream was likely because my academic training was in science and
the methodology of scientific research. T hadn’t formally trained as
a clinician, dealing with clients. I was saved from “therapy-ese”—
the approach to treatment that is highly rule-bound, overly “fra-
gilizing” of clients, with oh-so-soft voices on the one hand, treating
them as damaged human beings in need of coddling, and judgmen-
wal invalidation on the other. I learned to apply science-based treat-
ment at Stony Brook, but I had arrived there with an already
developed philosophy of treatment. That philosophy, of compas-

sion and love, later drove my development of DBT.




* BUILDING A LIFE WORTH LIVING

You could say there were two realizations that set me on the
path to DBT. First, { had to accept clients for who they Were, 44
well as accept the tragedy of their lives. Second, clients a/sp had
accept the tragedy of their lives. I had to accept the slow Pace of
change, the artacks and anger from clients, the refusal to do whag
I wanted them to do. I also had to accept the real risk thag he gy
she might die; T could even he sued. T saw what was needed—_
acceptance—but I didn’t know how to do it myself, and T didn’t
know how to teach it.

Therapist Teams

Working with highly suicidal people is extremely challengir
emotions pull you in different directions, Atone extreme is trying to
take control of the patient’s life, to save them from themselves. At
the other is wallowing in compassion and empathy, sharing in the
patient’s misery and despair. Neither response is helpful. Therapists
who work with highly suicidal people need emotional support them-
selves. This was why 1 developed the requirement for therapist
teams.

Teams have two main responsibilities: first, to keep therapists ef-

fective and in compliance with DBT therapy, and second, to pro-

vide support to reduce therapist burnout. Teams are like therapy for
the therapist. They are coaches and consultants to one another.
Therapist teams also agree that all therapists are responsible for all
clients. If a client commits suicide, and a therapist on the treatment
team is later asked, “Have you ever had a client commit suicide?”
the therapist has to say yes, even if he or she did not personally treat
the client. This is no small responsibility.
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ond, clients a/so haq t 1 devek)pﬂd a set of six consultation agreements for therapists. Of

oept the slow pace of |' e six; MY favorite is the Fallibility Agreement. No one therapist is
the refusal to do What orfect, OF can be. This rule, then, is that we have to accept that all
he real risk that he o {jerapists are fallible and can make mistakes that cause clients pain
§f what Was needed-_ .aﬂd cuffering. “Therapists are all jerks,” as we eXpress it in the
b myself, and T didyy ggreement. This rule, which is called the Fallibility Agreement, and
e five others* are vital for providing support for every therapist on
the team.
| We were making good progress at this point (the early eighties),
and T was encouraged by our direction. The combination of change
¢ills and acceptance skills was new to psychotherapy. Now we
: challenging. Your needed a name for this new therapy.
xtreme 18 trying to
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* The others are the Dialectical Agreement, the L‘unﬁuitation—to—the—Patient Agree-
ment, the Consistency Agreement, the Observing-Limits Agreement, and the Phe-

nomenological Agreement.




