Evaluation of DBT Emotional Coping Skills Groups for people with parasuicidal behaviours
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ABSTRACT

Five 18 week skills training groups based on Dialectical Behaviour Therapy (DBT) were provided for 34 participants with parasuicidal behaviours; 26 people completed the programme.  Monthly support/education groups for their key workers were also provided.  Inpatient admissions decreased by 30% and out-patient appointments for those without admission by 61%, over the 18 months from the initial pre-group formulation meeting, compared with the preceding 18 months. Statistical analysis showed significant effects in 3 of the subscales of the CORE over the course of the intervention period:  Well being, Symptoms and Total Psychopathology.  Service user satisfaction with the group was high and which was reflected in the relatively low drop out rate of 23.5%. This study has clear limitations in terms of numbers involved in the study and lack of a control for both the groups and the additional psychiatric treatment, but it does reflect the realities of working within routine mental health services, and as such the results of this intervention are encouraging and suggest that in services where full DBT is not available, skills group plus keyworker support alone might still be valuable. 

INTRODUCTION

It has been suggested that approximately 11% of psychiatric outpatients and 19% of inpatients meet criteria for Borderline Personality Disorder (BPD; Linehan, Armstrong, Suarez, Allmon & Heard, 1991).  People with BPD present with severe, chronic and persistent problems, in particular self-injury, frequent suicide attempts, impulsive risky behaviours and emotional dysregulation leading to depression and anxiety problems.  Approximately 10% of patients with BPD eventually die by suicide and the rate is much higher among the 36-65% who have self-injured or attempted suicide intentionally at least once in the past year.  The costs to services are high both in terms of service use (inpatient beds, community support, crisis interventions, therapy costs) and for staff who risk ‘burn out’ (NIMHE, 2003).  

Over recent years new treatments designed specifically for people with BPD behaviours have been developed.  One of the most promising has been Dialectical Behaviour Therapy (DBT) which has an explicit focus on decreasing suicidal and parasuicidal (self-harming) behaviours (Linehan, 1993a).  Results from a randomised controlled study showed that when compared with treatment as usual, people receiving DBT recorded fewer suicides, fewer inpatient days and a decreased need for emergency readmission, and that parasuicides were both less common and medically less severe (Linehan et al, 1991).  At one-year follow up, this progress had been maintained (Linehan, Heard & Armstrong, 1993).      

The full DBT programme comprises individual therapy, group skills training, telephone consultation and a staff consultation group each lasting for a minimum of a year.  Several studies have started to look at how DBT can be adapted to specific settings, with some indications that this is both feasible and effective (Davidson & Tyrer, 1996; Miller, Rathus, Linehan, Wetzler & Leigh, 1997; Evans, Tyrer, Catalan, Schmidt, Davidson , Dent, Tata, Thornton, Barber & Thompson, 1999).  

The present study describes the application of an 18-week Emotional Coping Skills (ECS) group, adapted from the full DBT programme.  This was supplemented by a monthly consultation group for any staff who were working with the group members in the community.  Data from five groups are presented. Following Linehan et al. (1993) the primary outcome measure was days spent in hospital over the 18 months prior to participation, compared with the subsequent 18 months.  For those who were not admitted during the time of the study, outpatient appointments were chosen as the primary outcome measure as it is likely that these reflect whether a person is in crisis or not.  Hence a decrease in outpatient appointments would indicate more stability in the person’s presentation.  Secondary data on well being, symptoms, risk, social functioning and satisfaction were gathered.

METHOD

Participants

All participants received standard psychiatric care throughout.  This comprised referral to the Community Mental Health Team where they would receive medication, psychiatric review and/or support from another member of the multidisciplinary team.  Initial referral criterion was recent (within six months) parasuicidal behaviours (eg cutting, burning, frequent overdosing). There were 66 referrals. 63 were offered initial pre-group formulation sessions, intended to collaboratively analyse the function of self-harm, and the group was offered to all participants whose self-harm functioned at least in part to manage emotions. Of those 63 offered formulation, 17 did not attend, 8 did not meet the criteria, and 2 declined the group. 36 people accepted a place in a group – though 2 dropped out before their group started due to childcare issues.  

Diagnosis was not an inclusion criterion, however all the participants met criteria for Borderline Personality Disorder (BPD) according to DSM IV.  According to medical notes, of those who attended a group 61% had a primary diagnosis of BPD.  Of the others 8% had a diagnosis of personality disorder type not specified, 27% recurrent chronic depression and one person had a diagnosis of bipolar disorder.  31% of those attending the groups had multiple diagnoses encompassing atypical eating disorders, social phobia, anxiety, alcohol dependency and posttraumatic stress disorder. Drug or alcohol use was not an exclusion criterion, unless levels were such as to preclude learning.

Of the 34 people who began a group, 26 attended over 50% of the sessions (range 56-100%) – ‘completers’.  ‘Non completers’ (23.5%) attended between 1 and 7 sessions.  Reasons for drop out were:  moving away from the area (2), difficulties with childcare (2), inability to cope with the group setting (3) and changes in family circumstances (1). 

Groups 1-4 were all female, Group 5 included two men.  Ages ranged from 20-53.  Three patients were in hospital for the full duration of the group and a further 5 had short admissions during the period of the group. In addition to self harm, impulsive behaviours were common.  These included binge eating, excessive shopping, drinking alcohol and aggressive outbursts.
Measures

Days spent in hospital and outpatient appointments
The primary outcome was the number of days spent as an in-patient, or for those without admissions, the number of outpatient appointments. Data were collected for the 18 months prior to beginning a group, and the subsequent 18 months. These two measures were chosen because they (i) have been isolated as key outcomes for this client group in the literature, (ii) they can be reliably assessed, (iii) they have significant implications for NHS resources, and (iv) they link to staff ‘burn-out’. 

Clinical Outcomes in Routine Evaluation Outcome Measure  (CORE; Core System Group, 1998).  

The CORE is a 34 item self-rated questionnaire designed specifically as an outcome measure for psychotherapy (Barkham, Evans, Margison, McGrath, Mellor, Clarke, Milne & Connell, 1998).   It has four domains: subjective well-being, problems/symptoms (ratings of both anxiety and depression), life functioning (perceived coping) and risk (both to self and others).  A total score of all items can be used to measure overall levels of psychopathology.  The questionnaire can distinguish between clinical and non-clinical populations and has good reliability and validity data (Evans, C., Connell, J., Barkham, M., Mellor-Clark, J., Margison, F., McGrath, G., & Audin, K., 1998).  Each domain provides a mean score for the items within it, ranging from 0-4.  The total score is also expressed as a mean of all the items and ranges from 0-4.

Work and Social Adjustment Scale (SAS; Marks, 1986) 

The SAS is a self-report measure that asks participants to rate their functioning in key areas in life – work, home management, social leisure activities, private leisure activities and family relationships.  Participants are asked how much their problems impact on each of these areas on a scale of 0 (not at all) to 8 (very severely).  A total score is obtained with a range of 0-40.  

Satisfaction with CBT Questionnaire

At the end of the group all members were asked to complete a satisfaction questionnaire, specifically developed for evaluation of CBT services. Responses were anonymous. Participants were encouraged to be honest as this was their opportunity to benefit future service users.  The questionnaire listed seven statements concerned with different aspects of therapy.  Each statement was worded affirmatively (eg ‘my therapist treated me with respect’) and rated on the scale disagree strongly (0), disagree slightly (1), unsure (2), agree slightly (3), agree strongly (4).  Total scores ranged from 0-28.  In addition there was a section where participants were asked to write down the best and worst aspects of the group and any further comments.

PROCEDURE

Individualised Formulation
A group facilitator met each group member once or twice. The function of the group was explained – that is, skills training, involving homework and practice, rather than focusing on personal issues.  Written information about the groups was given.  A key task was to formulate the individual’s self-harm behaviour, and to assess level of risk to self and others. The key DBT elements of these individual meetings were: non-judgemental acceptance, validation, an introductory formulation, discussion of alternatives to self-harm, instillation of hope and information to take away and read. Discussion around commitment to the group and planning for difficult times was another key element.  Permission was sought to invite any keyworkers involved to the monthly support meetings.  All participants who had a key worker (12) were keen for their keyworker to be involved. The mean time interval between these meetings and the start of the group was 3 weeks. 

Emotional Coping Skills (ECS) Groups


Two clinical psychologists trained in DBT ran 18-week closed Emotional Coping Skills (ECS) groups. Meetings lasted 2 hours, with a short break in the middle.  An open and collaborative dialogue between the participants and the facilitators was encouraged.  The first half of the session was used to explore each person’s week, and in particular practice of new skills (homework).  Where problems had occurred, difficulties were validated and then a problem solving approach was taken to find alternative ways of coping in the future.  Many group members found it difficult initially to talk in the group. The second half was used to teach the topic of the week.

The groups were based around balancing change with acceptance whilst teaching key skills. ECS Groups included sessions on: developing mindfulness; understanding emotions; ways to manage and tolerate emotions; alternatives to self-harm; problem solving, and; assertiveness. The protocol for the group was slightly adapted from Linehan’s Skills Training Manual (1993). Sessions comprised: Introductions and surviving crises (2 weeks); Introduction to mindfulness (2 weeks); Understanding emotions (2 weeks); Regulating emotions (2 weeks); Tolerating distress (3 weeks); Building skills into everyday life (1 week); Problem solving (1 week); Assertiveness (4 weeks); Preventing relapse (1 week). 

The main adaptations to Linehan’s manual were: a slightly more explicit cognitive behavioural focus, linking thoughts and feelings with action urges to work on self-harm and impulsive behaviours; the use of specific problem solving protocols and changes in Linehan’s Interpersonal Effectiveness module to include more general assertiveness practice. Using only trained facilitators, who were in peer supervision throughout, ensured adherence.

The key worker group
To support maintenance and generalisation, a monthly support group ran alongside each ECS group for key staff from locality mental health teams working with working with those clients. This consisted of discussing skills covered so far in the ECS group, providing written handouts from the group, and providing a forum for talking about the problems of working with people who self-harm.  

RESULTS

Days spent in hospital or outpatient appointments

During the data collection period (18 months either side of the pre-group formulation) 17 people were admitted to the acute inpatient ward.  Two were excluded as there was no pre-group data available.  For the remaining 15 people, a total of 1540 bed days were recorded prior to the group and 1080 post group, a decrease of 460 days in total (30%).  One person accounted for 37% (398) of the total post-group bed days.  Four members had increased bed use post group (a total of 89 days); the remainder decreased on average by 85 days per person (range 1-210).  There were three examples of clients who had spent long periods on the ward prior to the group (average stay 156 days, range 107-210) who had no ‘post’ admissions.

For the 9 participants with no admission during the 3 years, outpatient appointments were used to assess service use.  Number of outpatient appointments fell from 54 (18 months pre) to 21 (subsequent 18months), a reduction of 61%.  All 9 participants showed a decrease in their outpatient appointments.

CORE & SAS scores
The mean scores, with standard deviations for each subscale of the CORE at assessment, first and last sessions are shown in Table 1 (only 17 people completed these measures).  An initial Friedman’s analysis showed significant effects in 3 of the subscales:  Well being (df2, p=0.009), Symptoms (df 2, p= 0.005) and Total Psychopathology (df2, p=0.012).  The Functioning subscale is approaching significance (df2, p=0.051). Wilcoxon pairwise analyses revealed significant differences on Total score and all subscales except risk between Time1 and Time 3 (formulation to end of group), no significant changes between Time 1 and Time 2 (formulation to first session), and significant changes between Time 2 and Time 3 (during the group) for Symptoms  only.  
The mean scores for the SAS are shown on Table 1. There was no significant interaction between time and score, but subsequent pairwise comparisons (Table 2) showed a decrease approaching significance in scores between formulation and the end of the group (z= -1.909; p=0.056). 
 (Twelve participants had keyworkers who attended a keyworker group. There was no significant difference between participants with or without keyworkers at any time point).  

Satisfaction & Qualitative comments

Twenty participants completed satisfaction questionnaires. The mean total satisfaction score was 23.7 (possible range 0-28). The seven items in descending rank order, with mean scores in parenthesis, were: ‘my therapist treated me with respect’ (3.8), ‘therapy has given me strategies/ideas to help me cope in the future’ (3.6), ‘how would you rate the quality of the service you received?’ (3.6), ‘my therapist understood my problems’ (3.3), ‘therapy helped me deal more effectively with my problems’ (3.2), ‘my therapist and I agreed clear aims for therapy’ (3.2), ‘my problems were assessed thoroughly’ (3.1).

Two people wrote no comments. Eighteen participants responded to the question ‘what do you feel was the best aspect of the therapy?’ Seven people mentioned increased self-awareness due to being in the group, mainly around the ability to recognise and label emotions and thoughts (eg ‘the understanding of my feelings’). Six people described ways they now cope better with their emotions and problems other than through self-harm (eg ‘assertiveness, learning new skills to cope with problems’). Four people gave examples of universality (eg ‘acquiring the realisation that I was not the only one with “silly” thoughts’). Four people referred to the manner of the therapists (eg ‘the positive and non-judgemental aspect of the psychologists).

Twelve people replied to the question ‘what do you feel was the worst aspect of the therapy?’  Four people referred to the balance of presentation of information and available time (e.g. ‘too much crammed into too little time – overwhelming’). Three people described aspects of groups they didn’t like (e.g. ‘no one-to-one to talk about more personal things’). Three people mentioned talking about feelings (e.g. ‘being in touch and aware of my emotions’). One person mentioned having to deal with feelings alone after the group, another her difficulty in trying the strategies as homework due to fluctuations in her mood and someone else the difficulty of hearing about others’ experiences and being unable to help.

DISCUSSION

The present study evaluated the clinical effectiveness of DBT based Emotional Coping Skills Groups with linked keyworker support groups in routine clinical practice. Participants spent 30% fewer days in hospital over the 18 months from onset of therapy, than in the preceding 18 months. This is a clinically significant finding for participants with high levels of self-harm and parasuicidal behaviour, not least because it has been suggested that admission may be counterproductive for people with BPD (NIMHE, 2003), and one with clear financial benefits for services. The fall in outpatient appointments over the same period for those without hospital admission reinforces this point (three participants were discharged from services altogether during this period).

Questionnaire scores showed changes over the course of therapy in total CORE score, Symptoms and Well being subscales and a trend for Functioning scores, and in SAS scores. The suggestion that depression and anxiety decreased (they are the main components of the Symptoms subscale) is interesting, as the original Linehan paper did not find this effect (Linehan, 1991). Data supported the use of initial individual meetings to start the process of understanding and open up the possibility of change by formulating self-harm, exploring alternatives and providing written ‘self-help’ information.  
Satisfaction data were encouraging and it is interesting to note that the item rated highest (‘My therapist treated me with respect’) was also rated highest in a series of five CBT for psychosis groups (Chadwick, Sambrook, Rasch & Davies, 2000) – therapeutic relationship is crucial to the success of CBT with severe and enduring mental health problems (a point reinforced by the present low drop out rate of 23.5%).


The Keyworker Group was a departure from the Linehan model, which encourages ‘consultation to the patient’ through individual DBT therapy. Limited resources precluded this, and the Keyworker group was an attempt to support maintenance and generalisation. Although participants and staff were positive about these groups, there was no additional benefit for those participants with keyworkers attending. 


Future research might measure episodes of self-harm, although this behaviour can of course serve a range of functions. It would also be useful to measure Reasons for Living and suicidality (see Linehan, 1993a). Key workers were positive about attending support groups, and it would be useful to explore whether staff levels of stress and burn out change as a result of attendance. It would also be useful to use one of the emerging measures of mindfulness, to determine to what degree ECS groups teach mindfulness.

The present study suggests that the coping skills component of DBT is sufficiently powerful as to be of benefit to people with BPD even without concurrent individual therapy. Linehan conceives of therapy being in stages, the first stage being behavioural and emotional control (Linehan, 1993a), which is viewed as a necessary precursor to Stage Two therapy, which is dealing with the underlying issues (e.g. post traumatic stress from abusive histories).  If replicated, the present findings might suggest that this process could occur sequentially, and need not be concurrent.  
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 Table 1:  Mean scores and standard deviations for self-report questionnaires (CORE & W&SA), with calculation of the significance of the changes between assessment and last session (Freidman’s)

	
	CORE Scores
	Social Functioning Questionnaire

	
	Well-being
	Symptoms
	Functioning
	Total Psycho-

pathology
	Risk


	

	Assessment
	2.8(0.6)
	2.5 (0.6)
	2.2 (0.7)
	2.3 (0.6)
	1.5(0.9)
	25.9(8.2)

	Pre group
	2.3(1.0)
	2.4(1.0)
	2.1(0.8)
	2.1(0.9)
	1.3(1.0)
	22.3(6.5)

	Post group
	2.2(1.0)
	2.0(0.9)
	1.7(0.9)
	1.8(0.8)
	1.1(0.8)
	20.8(9.0)

	p
	0.009**
	0.005**
	0.051
	0.012*
	0.387
	0.725


**Significant at the 0.01 level

* Significant at the 0.05 level

Table 2: Wilcoxon Pairwise Comparisons– p values: showing changes between different time periods.

	QUESTIONNAIRE 

SCORE
	Assessment-post group

T1-T3


	Assessment-pre-group

T1-T2
	Pre group-post group

T2-T3

	Core Scores


	Well Being
	0.028*
	0.092
	0.232

	
	Symptoms
	0.021*
	0.513
	0.029*

	
	Functioning
	0.007**
	0.796
	0.055

	
	Risk
	0.204
	0.320
	0.796

	
	Total Psycho-pathology
	0.004**
	0.196
	0.118

	Social Functioning Questionnaire
	0.056
	0.285
	0.623


*sig at 0.05 level
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