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Naturalistic Evaluation of  Dialectical Behavior Therapy-Oriented Treatment 
for Borderline Personality Disorder 

R a l p h  M.  T u r n e r ,  University o f  the Sciences 

This article reports the results of a naturalistic investigation comparing the effectiveness of a dialectical behavior therapy-oriented 
treatment (DBT) with a client-centered therapy control condition ( CCT) for borderline personality disorder patients (BPD). Twenty- 
four patients diagnosed with BPD were randomly assigned to either D B T  or CCT. Blinded, independent rater evaluations and a bat- 
tery of patient self-report measures were completed at baseline, 6 months, and 1 year during the course of treatment. Measures of sui- 
cide attempts and self-harm episodes were collected on a weekly basis. The number of psychiatric hospitalization days per 6-month 
period was also measured. Outcomes showed the D B T  group improved more than the CCT group on most measures. The quality of 
the therapeutic alliance accounted for significant variance in patients' outcomes across both treatments. 

NEHAN (1993) d e v e l o p e d  dialect ical  behav io r  the rapy  

(DBT) specifically for  t he  t r e a t m e n t  o f  w o m e n  who  

m a k e  mu l t i p l e  a n d  r e p e a t e d  suicide a t t empts  and  w h o  

m o s t  o f t en  m e e t  cr i ter ia  fo r  b o r d e r l i n e  persona l i ty  disor- 

d e r  (BPD).  Five e x p e r i m e n t a l  and  quas i - expe r imen ta l  

s tudies have s u p p o r t e d  the  efficacy o f  D B T  versus treat-  
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m e n t  as usual  (TAU) in the  c o m m u n i t y  for  parasu ic ida l  

adults  a n d  ado lescen t s  (Koons  e t  al., 1998; L i n e h a n ,  Arm-  

s t rong,  Suarez,  A l lmon ,  & H e a r d ,  1991; L i n e h a n  et  al., in  

press; Rathus  & Miller, 1999; Stanley, Ivanoff,  Brodsky, & 

O p p e n h e i m ,  1998). 

T h e  p r e s e n t  s tudy takes the  r e sea rch  on  D B T  treat-  

m e n t  fo r  BPD o n e  step f u r t h e r  by con t ra s t ing  a DBT- 

o r i en ted  therapy m o d e l  to an  al ternat ive psychosocial  treat- 

m e n t  r a the r  t han  c o m p a r i n g  it  to TAU. In  add i t ion ,  t he  

p r e s e n t  s tudy focuses  on  assessing the  effect iveness ,  in 

cont ras t  to efficacy, o f  DBT-or i en t ed  therapy. To ach ieve  
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the first goal, DBT-oriented t r ea tment  is c o m p a r e d  to a 
c l ient-centered therapy (CCT) t r ea tment  protocol .  To 

The present study 

takes the research 

on DBT treatment 

for BPD one step 

further by 

contrasting a DBT- 

oriented therapy 

model  to an 

alternative 

psychosocial 

treatment rather 

than comparing it 

to TAU. 

achieve the second goal, regu- 
lar menta l  heal th  staff in a 
communi ty  menta l  hea l th  
clinic setting conduc ted  the 
t reatments ,  in the context  of  
the real-world comorbidi ty and 
complexi t ies  associated with 
this diagnosis. In addi t ion,  
both  men  and  women  are rep- 
resen ted  in this study. The  
CCT treatment  model  was cho- 
sen as the contrasting treat- 
men t  condi t ion  because many 
clinicians view support ive psy- 
cho therapy  models  of  treat- 
men t  as appropr i a t e  for BPD 
patients  (Adler, 1979, 1985; 
Buie & Adler, 1982). Further-  
more ,  all psychotherapy mod-  
els bui ld  on a founda t ion  of  
support ive componen t s  to es- 

tablish a t r ea tment  re la t ionship  (Luborsky, 1984; Lubor- 
sky, Barber, & Beutler, 1993). 

M e t h o d  

Research Participants 
Potential  par t ic ipants  were initially t rea ted  in local 

hospital  emergency  services for  suicide at tempts.  They 
were then  re fe r red  to the communi ty  menta l  heal th  out- 
pa t ien t  clinic for  follow-up services. Sixty-two patients 
were refer red  and  evaluated. To be eligible for part icipa- 
t ion in the study, pat ients  had  to mee t  diagnostic cri teria 
for BPD, no t  mee t  cri teria for  an exclusionary diagnosis,  
give writ ten in fo rmed  consent  to par t ic ipate  in the study, 
and  had  to accept  r a n d o m  ass ignment  to t rea tment .  The  
exclusionary diagnoses inc luded  schizophrenia ,  schizoaf- 
fective disorder,  b ipo la r  disorder,  organic  menta l  disor- 
ders, and  menta l  re tardat ion.  Thir ty-three pat ients  met  
cr i ter ia  for  a BPD diagnosis and  gave in fo rmed  consent  
to par t ic ipate  in the p rog ram for a r educed  fee. Dur ing  
the screening and  intake process, 9 pat ients  withdrew or  
had  to be removed  from the study. Four  pat ients  d r o p p e d  
ou t  and  refused to par t ic ipate  in pre tes t  evaluations; 3 
others  r equ i red  inpa t ien t  d rug  and  alcohol  t rea tment  
and  were refer red  for those sin-rices; and  2 par t ic ipants  
withdrew from the study after t r ea tment  assignment.  This 
left a total of  24 par t ic ipants  to be randomly  assigned to 
e i ther  DBT or  CCT. 

Dur ing  the year-long t rea tment ,  4 DBT and  6 CCT pa- 
tients withdrew f rom t reatment .  Of  these patients,  1 per- 
son in the  DBT condi t ion  r e tu rned  to DBT t rea tment  af- 

ter a 5-week break.  Nine DBT and  6 CCT pat ients  were 
still in t rea tment  at  12 months .  All 24 pat ients  partici- 
pa ted  in the 6-month and  12-month assessments and  
composed  the intent- to-treat  sample for the analyses. 

Nine teen  females and  5 males were inc luded  in the  
sample. The  e thnic  composi t ion  inc luded  19 Caucasians, 
4 African Americans,  and  1 Asian American.  The  average 
age was 22 and  the range was from 18 to 27. Average level 
of  educat ion  in years was 13.3 with a range f rom 12 to 16 
years. Twenty-three pat ients  met  cri teria for a comorb id  
Axis I disorder.  The  majori ty was d iagnosed  with dys- 
thymia plus comorb id  genera l ized  anxiety d i sorder  (n = 
17). Three  patients met  cri teria for  major  depressive dis- 
order,  3 met  cri teria for dysthymia, 18 met  cr i ter ia  for al- 
cohol  abuse, and  20 met  cri teria for  substance abuse. 
Most pat ients  (n = 18) met  cri teria for  two addi t ional  
personal i ty  disorders.  The  most  f requent  combina t ion  
was 9 cases of  the borde r l ine  plus d e p e n d e n t  personal i ty  
disorder.  The  absolute count  of  comorb id  Axis II disor- 
ders inc luded  2 antisocial, 1 compulsive, 9 dependen t ,  6 
histrionic,  6 narcissistic, 2 paranoid ,  and  3 schizotypal. 

The  types of  self-harmful behaviors r epor t ed  by the 
patients inc luded  parasuicide;  fights; wrist cut t ing or  
scratching; bruis ing arms and  legs; impulsive, unpro-  
tected sexual episodes; impulsive abuse of  a lcohol  and  
drugs; and  accidental  overdosing. Eight  pat ients  had  a 
history of  b r ie f  psychotic, or  paranoid ,  episodes,  which 
had  previously resul ted in psychiatric hospitalizations.  

The  study pro tocol  d id  no t  include a pharmacother -  
apy componen t .  However, 19 pat ients  were taking pre- 
scr ibed psychotropic  medicat ions  at the beg inn ing  of  the  
study. There  was no consistent  pa t te rn  of  medica t ion  
types. The  r andom ass ignment  p rocedu re  p laced  8 med-  
icat ion subjects in the DBT group  and  11 in the CCT 
group.  This difference was no t  statistically significant, 
X2(1) = 2.27, p = .132. At the 12-month evaluation, 4 DBT 
patients  and  10 CCT patients  r epo r t ed  they were receiv- 
ing phalwnacotherapy. This difference was statistically sig- 
nificant, X2(a) = 6.17, p = .01. 

P r o c e d u r e  

Assessment  
Patients re fer red  to the clinic were initially screened 

by the investigator to dec ide  if  they were appropr ia t e  for  
the study. The  screening interview consisted of  a 90- 
minu te  s t ructured interview based on the Diagnostic 
Interview for Border l ines  (DIB; Gunderson ,  Kolb, & 
Austin, 1981) and  the St ructured Clinical Interview for 
DSM-III Disorders (SCID-I; Spitzer, Williams, Gibbon,  & 
First, 1990). Patients mee t ing  DIB cri teria for BPD and 
not  mee t ing  exclusionary cri teria were invited to partici- 
pate  in a second assessment session. At the second  assess- 
men t  session, an i n d e p e n d e n t  assessor admin i s te red  the 
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