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I frequently field questions from people who are just learning about DBT and are working to
hold the tensions that the DBT assumptions can sometimes create. It can be helpful to
remember that by definition an assumption is something that is accepted as true without
proof. This hopefully ends the struggle to “prove” that there can be exceptions. There is a
reason that we might want to treat our clients as though certain things are true, even
without proof. In essence, these assumptions help us organize our behaviors toward our
clients.

It could be said that the assumptions focus on questions where it is impossible to truly
achieve certainty. By agreeing to behave according to these assumptions, we are reducing
the distraction invoked by the struggle to get to certainty. By adopting these assumptions,
we are not saying that we believe without doubt that these statements are true; we are
agreeing that we are going to behave as though these things are true.

We can use the first assumption “Patients are doing the best they can” as an example. How
you behave toward someone, and even more importantly how you assess and target their
behavior, will be different when you believe that they are doing the best they can, versus if
you believe they could do better and are choosing not to do their best. By referring to the
first assumption, we can agree that we will approach our clients behaving as though they
are doing the best that they can.

The most important thing to remember about assumptions is that they are just that—
assumptions, not facts. - Linehan, 1993, p.106



Reflecting on DBT Assumptions about Patients and Therapy

by Vibh Forsythe Cox, PhD

I think one important point about this assumption is that it saves the therapist from the
incredible temptation to decide that a lack of change is because of something in our
client’s conscious control. I think this interpretation is tempting because it provides an
escape from the responsibility of doing more careful assessment of what might be the
reinforcers and punishers in the environment. It can take additional mental and emotional
effort, not to mention time, to figure out what is blocking our clients from getting to their
goals. It is much easier to decide that they are not trying and hold out hope that if they
just decided to do better everything would “work”.

This assumption helps us resist that temptation and keeps us doing the work to figure out
what needs to change to help our clients get closer to their goals.

Through Behavioral Tech I provide training and consultation to many therapists.
Sometimes, therapists will say that this assumption cannot be true because they have
heard clients say “I am not really trying.” As I mentioned, there are some reasons for not
getting tied up in “truth” when it comes to these assumptions. I usually respond by trying
to hold up the other side of the dialectic. A client’s report isn’t actually proof. Often, our
clients are people who have been told frequently throughout their lives that they are
“lazy” or “not trying” or that they are “self-sabotaging”. Because of this, when we ask them
about the reasons for why they did or did not do something, they may just answer with
the explanations of their behavior they have received from loved ones or from former
therapists.

Sometimes they have received this same messaging for decades. They may never have
worked with someone who has given them an explanation based on an understanding of
the transaction of biology and learning history (the bio-social model). By agreeing not to
accept the “I’m not really trying” rationale, we can hold ourselves accountable for bringing
a new perspective which holds more promise for identifying actionable steps toward

The first philosophical position in DBT is that all people are, at any given point in time, doing the 
best they can. In my experience, borderline patients are usually working desperately hard at 
changing themselves. Often, however, there is little visible success, nor are the patients’ efforts at 
behavioral control particularly obvious much of the time. Because their behavior is frequently 
exasperating, inexplicable, and unmanageable, it is tempting to decide that the patients are not 
trying. At times, when asked about problematic behavior, the patients themselves will respond 
that they just weren’t trying. Such patients have learned the social explanation for their 
behavioral failures. The tendency of many therapists to tell these patients to try harder, or imply 
that they indeed are not trying hard enough, can be one of the patient’s most invalidating 
experiences in psychotherapy. This is not to say that in a well thought-out strategic approach, a 
therapist might not use a phrase such as this to influence a patient. - Linehan, 1993, p.106

Patients Are Doing the Best They Can
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change. With that accountability, we are more likely to do a clear behavioral assessment
and we might find out, for example, that they have not been adequately reinforced for the
desired behavior. Then, from a behavioral perspective, it becomes unsurprising that this
behavior has not changed.

Finally, these clients have often suffered a long history of invalidation. For many this
therapy is their last hope. Imagine how it would feel to describe to someone the depths of
your suffering, your history of failed attempts to make life feel worth living, and to make
yourself vulnerable by trying some of the new behaviors they recommend–only to hear
them say that change isn’t happening because you are not really doing your best? This
could be the total opposite of the client’s experience and thus would result in significant
invalidation. This experience has the potential to damage a client’s confidence that this
therapist or this treatment can help them, and for some of the clients who come to this
treatment, the hope that this treatment can work is the only thing standing between them
and another suicide attempt.

Patients Want to Improve
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The second assumption is a corollary to the first, and is similar to the assumption therapists and 
crisis workers make with suicidal patients: If they are calling for help, they must want to live. Why 
else would they call? [Patients with borderline personality disorder] are so used to hearing that 
their behavioral failures and difficulties with therapeutic interventions stem from motivational 
deficits that they begin to believe it themselves. 

Assuming that patients want to improve, of course, does not preclude analysis of all of the factors 
interfering with motivation to improve. Fear- or shame-based inhibition, behavioral deficits, faulty 
beliefs about outcomes, and factors that reinforce behavioral regressions over improvement are 
all important. The assumption by therapists that failures to improve sufficiently or quickly are 
based on failure of intent, however, is at best faulty logic and at worst one more factor that 
interferes with motivation. - Linehan, 1993, p.106

In my opinion, there is a theme among the assumptions. The theme is that these
assumptions orient the therapist toward a position that will help them stay alert to
continuing to fight alongside the client instead of getting polarized and finding
themselves on the other side of a perceived tug of war.

Even worse than the tug of war itself may be the potential consequence that the therapist
ends up feeling frustrated and resentful toward the client. The assumption that patients
want to improve is an important foothold in the climb away from the pitfalls of believing
that people are seeking treatment in order to get attention or that they enjoy their own
suffering.
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I have heard people talk about suicide attempts and self-harm as being “cries for help,”
and I have always wondered: if someone is crying for help, why wouldn’t we answer them?
Also, why would they be crying for help if they did not want help?

When I have heard therapists say of their clients “they don’t want to get better,” I have
conceptualized this as an escape thought on the part of the therapist. It is a way to help
get relief from the fear that our efforts may not be enough to help someone see and walk
the pathway out of their own suffering and that we might lose them in that wilderness. If
it were really the case that the client didn’t want to get better, then we would have
permission to stop fighting to help them find a way out. Our hopelessness would be
explained, and our guilt would be absolved.

Much of this treatment relies on careful behavioral assessment. As sharp as we may be as
therapists, we cannot assess intent even if clients say they do not have motivation or
aren’t trying their hardest.

Many of us understand confirmation bias and the threat it poses to the scientific method.
We talk about how DBT is a treatment that is based in the principles of behavioral science.
For this reason, it is important that we attend to and address the potential for bias in our
assessment. As there is no hope for any person living to operate completely without bias,
especially when it comes to our interpretations of and responses to the behavior of
others, we can try to exert some control over the direction in which our bias takes us.
Rather than have a negative bias which we will seek evidence to confirm, we will adopt a
belief and open ourselves to an interpretation that helps us help our clients keep moving
toward their goals.

Again, the assumptions are here to guide us by relieving us of the struggle inherent in
trying to access what we will accept as “truth” and instead lead us with an assumption that
will orient us toward the needed behavior. If we can agree to believe that our clients, like
all people, want to improve, we can have a counterbalance for judgments that may arise
that can help us find the synthesis and understand how best to move forward. For
example, if I can hold both a “cry for help” with “a desire to improve” as true at the same
time, I might be more likely to assess how these ideas relate to one another and may be
interacting in a way that maintains the client’s problems.

Take for instance the client who is suffering with incredible loneliness. Talking about her
sadness and suffering may be the only time when she has the experience of someone’s
undivided attention, sincere concern, and offers to do things that help her feel soothed
and connected. It would of course make sense that this person would keep seeking
conversations (including therapy conversations) focused on conveying her problems to
others in a way that engages others in helping to solve them. Attention, in this person’s
case, is providing deeply desired relief. It would fail this client to say she just wants
attention. She wants so much more. If we could offer this person a way to feel longer-term
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relief, and longer-term support and connection, we have no reason to believe that she
wouldn’t be interested. We cannot lose sight of the fact that our clients want a different
life than the one they currently have. “Just wants attention” suggests that there is no
rhyme, reason, or rationale. But if we take the stance that all people want to improve, we
are open to looking for what she may be trying to improve or find relief from with the
skills she has in this moment. Asking for help may be her strongest skill. She may be
looking for someone to pay attention to her pain, her suffering, or her life that is
unbearable as it is currently being lived, in the hopes that that attention might lead to
relief.

If that is the case, we could offer that person a way to resolve that aching loneliness in the
long run, and not just in the moments that someone is listening in a therapy session or
when a friend is listening on a late-night phone call about how terrible life is (which may
ultimately result in burning out friends and losing those relationships).

When our clients return to old behaviors that have been problematic in the past, it may
not be out of a lack of motivation to improve. A more behaviorally-specific
conceptualization might be that they have practice and success experiences with one way
of solving the problem and it will remain difficult to take another path. Taking the new
path only becomes easier when they have the knowledge or experience to make them
believe that the new path will be just as effective or more so for the goal of getting
something that they desperately need. Some change in their approach to solving their
very real problems is often what is needed. This leads us into our next assumption.

Patients Need to Do Better, Try Harder, and Be More Motivated to Change
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The third assumption may appear to contradict the first two, but I do not think so. The fact that 
[patients with borderline personality disorder] are doing the best they can and want to do even 
better does not mean that their efforts and motivation are sufficient to the task; often they are 
not. The task of a therapist, therefore, is to analyze factors that inhibit or interfere with a patient’s 
efforts and motivation to improve, and then to use problem solving strategies to help the patient 
increase her efforts and purify (so to speak) her motivation. - Linehan, 1993, p.106-7

The idea that the client needs to do better, try harder, and be more motivated to change is
what helps us understand this third assumption as one side of a dialectic. I often use
“Patients are doing the best they can, and they still need to do better and try harder” as
an example of a dialectic when I am teaching about DBT. I will often ask groups I am
training how we can hold both assumptions as true at the same time. I would encourage
people reading this blog post to take a moment to answer this question for themselves
before reading how I answer. How could it be true that somebody both is doing the best
that they can and needs to do better and try harder?
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In my opinion, the therapy is the synthesis. Our patients are often stuck and suicidal
because they see that they are doing the best they can and it isn’t enough to reduce their
suffering. In fact, sometimes they end up suffering more as a result of their efforts. These
clients are the same people who are told time and time again that they need to work
harder and be more motivated to change. What we, as therapists, have the opportunity to
show them is how to work harder, do better, and be more motivated to change.

For me, the synthesis is that they need new information about themselves and the world,
to practice doing new behavior, and to experience successes as a consequence of that
new behavior. I operate in line with the belief that these experiences are what will help
them see that there are pathways out of hell. Hopefully we also help them see that they
have the capability to follow those pathways to reach a life they experience as worth
living. What we are proposing to our clients is a bridge between the life they have and a
life they won’t want to end. Just as an engineer who builds bridges must be able to see
and understand both sides, so must the DBT therapist.

I had a client who wasn’t getting a full dose of treatment because she was frequently late
to session. Sometimes this client missed over half of our scheduled session time. She was
one of my earliest DBT clients and we tried several strategies (unsuccessfully) to solve this
problem. I knew that she needed to be more motivated but I was relying on all of the
same strategies that other people in her life had been using for years. Thankfully, my
supervisor prodded me to think about how many punishing experiences she had probably
already encountered related to this behavior. That feedback helped me remember to treat
her like someone who wanted desperately to improve. This moved me to reinforce her
efforts and not focus exclusively on the outcome. She needed more from me to be able to
improve. Part of what she needed to increase her motivation and capability was for her
efforts to be acknowledged and valued. My supervisor helped me see the reinforcement
value of my own behavior, and therein, the potential to give my client new learning
experiences. My client and I did figure it out. When I brought my behavior back in line
with the assumptions of the treatment, the change was swift and significant. For me this
was a valuable lesson.

If we accept that the assumption that more than the client’s current best is needed, our
role becomes clear. We can start seeing it as part of our commitment to our clients to help
figure out what they need to do better, try harder, and be more motivated to change, and
to help them get it. What they need may be skills, encouragement, or a change in the
contingencies of reinforcement in their environments. As DBT therapists, we build the
bridge between people who are doing their best (and still suffering) and what it will take
to make change happen.

Patients May Not Have Caused All of Their Own Problems, but They Have to Solve
Them Anyway
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Many people have a negative reaction to being asked to solve a problem they didn’t
create. The judgment “unfair” often springs to mind. Depending on how you describe
unfair, it might be unfair. And, from my perspective, this assumption is here to remind us
that we do not have to invest time in that idea. The decision that must be made is about
whether solving the problem will get us closer to or farther away from our goals. In a
situation where your goals involve limiting your work to tasks that are directly assigned to
you, you may choose not to solve certain problems. My experience is that more often, we
are motivated to solve problems we did not create by the fact that we are the ones who
will experience the negative consequences if the problem goes unsolved.

I often tell clients and other therapists the story of my broken car window. I was late to an
appointment on a rainy day. I was rushing to get where I needed to be and got to my car
only to find that someone had smashed the car window and taken a few items. I still
vividly remember the willfulness I felt in that moment. I did not want to have to solve that
problem. My opinion was that I did not cause that problem. However, my opinion did not
matter. No matter what or who was to blame for this particular problem, I was the one
who needed to solve it. I did not have to find who broke my car window. The more
efficient route to solving my problem was to look at my goals, and what I needed to do to
be able to get to them. I believe this is one of the assumptions of the treatment to help us
orient our clients to doing the same.

It can be true that we did not cause a particular problem AND devoting time and
attention to the fact that we did not cause the problem takes time and attention away
from the behaviors that will solve the problem. So, like the other assumptions, this
assumption helps us orient our attention. It may help us step out of conversations about
why we shouldn’t have to solve certain problems and invest that energy in the things that
need to be done to help our clients get closer to their goals.

Problems rarely get solved without action. As it is written in the manual, this assumption
has emphasis on the fact that the therapist cannot save the patient. I take this to mean
that the patient is the one who must take the needed action. The therapist can help to
highlight action that is needed, teach new skills, and provide guidance, and I believe it is

The fourth assumption simply verbalizes the belief in DBT that a patient with Borderline 
Personality Disorder has to change her own behavioral responses and alter her environment for 
her life to change. Improvement will not result from the patient’s simply coming to a therapist 
and gaining insight, taking a medication, receiving consistent nurturing, finding the perfect 
relationship, or resigning herself to the grace of God. Most importantly, the therapist cannot save 
the patient. Although it may be true that the patient cannot change on her own and that she 
needs help, the lion’s share of the work nonetheless will be done by the patient. Would that it 
were not so! Surely if we could save patients, we would save them. It is essential that the DBT 
therapist make this assumption very clear to the patient, especially during crises. 
- Linehan, 1993, p.107
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our responsibility to encourage the client to act as their own agent of change. For me, this
is not related to ideas of fairness. I understand this position to be a reflection of the fact
that problem solving requires a set of skills and capabilities, and by solving our clients’
problems for them we take away valuable opportunities for them to learn and practice
those skills and inhibit their ability to gain those capabilities. Maybe even more
importantly, we risk preventing them from having the experience that they can be
effective agents for change in their own lives.

The Lives of Suicidal, Borderline Individuals Are Unbearable As They Are Currently
Being Lived
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The fifth assumption is that [patients with Borderline Personality Disorder’s] frequently voiced 
dissatisfactions with their lives are valid. They are indeed in a living hell. If patients’ complaints 
and descriptions of their own lives are taken at all seriously, this assumption is self-evident. Given 
this fact, the only solution is to change their lives. - Linehan, 1993, p.107

This saves us from the pitfall of focusing too narrowly on keeping clients alive. Our clients
are often in excruciating misery, and from that position, the prospect of living looks like a
commitment to more misery. I understand this assumption as a reminder not to ask our
clients to commit to misery. We have to remember that our clients cannot live their lives
as they have been living them. For clients who have contemplated suicide or made one or
more attempts they see this very clearly, and in order to effectively help them, we have to
see it clearly, too. We must understand the problem before anyone should trust in our
ability to help them solve it. The problem, for many of these clients, is that their life is
unbearable as it is currently being lived. Agreeing to these assumptions means acting as
though these premises are true. Acting as though it is true that a client’s life is unbearable
as it is being lived helps us remember the fallacy of asking for commitments in the
absence of a plan to relieve some of the suffering. For our clients’ sake, we as DBT
therapists must plan, problem solve, teach, and encourage as though their lives cannot be
borne without change. The behaviors that follow this assumption generalize farther than
commitments not to attempt suicide, or not to self-harm.

Patients Must Learn New Behaviors in All Relevant Contexts

[Individuals with Borderline Personality Disorder] are mood-dependent, and thus they must make 
important changes in their styles of coping under extreme emotions, not just when they are in a 
state of emotional equilibrium. With some exceptions, DBT does not generally favor 
hospitalization even during crises, since hospitalization takes individuals out of the environment 
where they need to learn new skills. Nor does DBT particularly favor taking care of patients when 
stress is extreme or seems unbearable. Times of stress are the times to learn new ways of coping. 
Not taking care of a patient does not mean that a DBT therapist does not take care of the…
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For me, this assumption holds echoes of the assumption that patients will need more than
insight to solve the problems in their lives. The skills deficit model on which this treatment
is built posits that our clients need to learn and practice needed behaviors. It is not
enough for the patient to learn and practice the skills within their individual therapy
session or skills training group. Our clients come to us to change the lives they are living
outside of therapy, and for this reason we need to make sure we help them build
competence and confidence to navigate a variety of contexts.

To see the full scope of this assumption, we must remember that context is made up of
multiple factors. Context includes more than where the client is and who they are with.
Context also includes their emotional state. It might be that your client is more likely to do
behaviors that are disruptive to their goals in the context of intense emotional distress. In
fact, this is the most likely scenario. So, in order to get rid of the barriers this can place
between them and their goals, we need to help them be able to use skillful behavior even
when they are under conditions of intense emotional distress.

As you might imagine, talking isn’t enough. Teaching someone these skills is much like
teaching someone how to swim. You can tell someone all of the steps of swimming: turn
your head, breathe” you can describe the strokes in exquisite detail, and this actually
might do very little to help them learn how to swim. We can talk about how when the
client is in high emotion they need to be able to do certain behaviors, and that is not a
substitute for their executing those moves while they are in the emotional distress that
they have been training for. In this way it might be more accurate to think of the therapist
not just as a swim instructor, but as a swim coach. The therapist helps prepare for the
context in which the skills will be needed and moves alongside the client to give feedback
and encouragement as needed to help the client become stronger and move more
efficiently toward their goals. If I may indulge in continuing this metaphor, the session is
like training or practice. There might be certain topics that raise emotional distress for the
client to even think about, and those moments are opportunities to coach them on how
to navigate that emotion to identify their goals and the skillful behavior that will get them
there. Life outside the session is like the swim competition. Even at the Olympics, which
are considered by many to be the highest level of competition (as a suicide crisis urge can
be considered the highest level of distress), you will find the coaches with their athletes.
Those coaches cannot swim the events for their athletes, it is unlikely they are saying

patient. The task of the therapist during crises is to stick to the patient like glue, whispering 
encouragement and helpful suggestions in her ear all the while. Such an approach, in which the 
therapist is biased toward producing self-care from the patient during crises rather than taking 
care of the patient, can result in a number of risky encounters for the therapist. Acceptance of the 
possibility that the patient may commit suicide is an essential requisite for conducting DBT. The 
other alternative, however— in which the patient stays alive, but within a life filled with 
intolerable emotional pain —is not viewed as tenable. - Linehan, 1993, p.107-8
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anything for the first time on the day of the race, and there is purpose in their presence.

The idea of a stance that does not favor hospitalization is concerning for many as they are
learning DBT. I think the assumptions help to make the rationale for that position clearer.
If we assume that learning to cope with intense distress will be needed for our clients to
be able to cope with even the most difficult situations in life without seeking escape
(through death, substances, or other self-damaging behavior) then removal from the
stressful context can be seen as a lost opportunity to gain the needed skill and, by
extension, a pathway to increased risk if a belief develops that escape is the only viable
solution.

In fact, as therapists we must bear in mind what we communicate with our behavior. If we
choose to hospitalize a client, we might inadvertently communicate that we are out of
ideas, out of skills, or, worse yet, out of hope. Even when a client of mine makes the
decision to go to the hospital, I do what I can to help them learn something that will
move them toward their goals (which rarely include a life inside of the hospital). For
example, we sometimes focus on how to make the gains they need to get out as quickly
as possible or how they can use the time to reduce their need for the hospital in the
future by practicing their skills (like self-advocacy).

When therapists agree to this assumption, I believe we are agreeing to actively seek and
favor building needed skills in every available context.

Patients Cannot Fail in Therapy
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The seventh assumption is that when patients drop out of therapy, fail to progress, or actually get 
worse while in DBT, the therapy, the therapist, or both have failed. If the therapy has been applied 
according to protocol, and the patients still do not improve, then the failure is attributable to the 
therapy itself. This contrasts with the assumption of many therapists that when patients drop out 
or fail to improve, it can be attributed to a deficit in their motivation. Even if this assumption is 
true, the job of therapy is to enhance motivation sufficiently for the patients to progress.
- Linehan, 1993, p.108 

I believe that this is the assumption that elicits the most consternation when I am training.
The idea that clients cannot fail in therapy seems to kick off a threat response in many
providers. It might be useful to ask what is the threat? What do we lose by assuming the
client cannot fail?

The word “fail” seems inextricably linked to negative connotation. Thankfully, DBT has also
encouraged me to be mindful of my own responses and judgements and to seek
behavioral specificity. My ability to deliver this treatment improved considerably when I
stopped viewing “failure” as an evaluation of a person and their efforts and instead
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interpreted the word as a descriptor for whether a set of behaviors did or did not reach
the intended goal. Definitions of “fail” that I found from the Merriam Webster dictionary
included “To miss performing expected service or function for” or to “disappoint trust or
expectation.” It has helped me and my clients to be specific about the goal or expectation
we failed to achieve when we say we failed.

My main expectation in delivering this treatment is that my clients seek treatment because
they need help to make things go differently in their lives. A person cannot fail at needing
help. My understanding, based on the other assumptions of the treatment is that our
clients are people who are suffering, want to improve, and need to learn how. If we can
understand how our clients’ skills deficits have interfered with their ability to achieve their
goals then we can understand that benefiting from treatment is another goal endangered
by those same deficits.

Beyond understanding, this treatment is organized to help target treatment-interfering
behavior, because we expect that these same deficits have the potential to interfere with
receiving the full benefit of treatment. Therefore, even treatment-interfering behaviors
cannot accurately be described as a failure to meet expectations.

Often clients and therapists will surmise that a client wasn’t motivated or couldn’t do what
was required to benefit from the therapy. I would highlight that part of the functions we
strive to meet with comprehensive DBT are to increase the motivation and capability of
our clients. So, if they do not have the motivation and capability to continue in the
treatment and benefit from it, we have failed in our goal to meet that function. This
represents a failure on the part of either the therapy or the team applying it.

For me, it has been helpful to remember that assessing treatment failure is not about
assigning blame.

In terms of this treatment, we have a more important focus. When we fail to meet a
specific goal, it can be helpful to assess what were the factors that contributed to the goal
not being met. People diagnosed with cancer are typically prescribed treatment that has
evidence suggesting it has worked with other patients with that diagnosis. If that client’s
cancer does not remit in response to the treatment, we rarely say that patient “failed”
cancer treatment.

My understanding of the assumption that patients cannot fail treatment is that it is a
prompt for us to think the same way about this treatment. We have hope that it will work
and we do our best to apply it according to the standards of available evidence. If it does
not work for our patient, we strive to identify changes in our treatment delivery, or in the
treatment itself that would be needed to increase the likelihood that it might work for this
client or for the next person who presents with similar problems.

Reflecting on DBT Assumptions about Patients and Therapy
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We are accustomed to the idea that grueling tasks like delivering a baby, running a
marathon, putting out fires, or performing high risk surgery are best accomplished with
support. I see the assumption above as helping orient us to the fact that the application of
this treatment is no different.

Treating clients who present with life threatening behaviors, significant emotional
dysregulation, or barriers to treatment is hard. It is a complex and high-stakes task. There
are many prompts for emotion, and incredible pressure to soothe, benevolently demand,
and problem solve in the right proportions and at the right times. The myriad thoughts
and emotions associated with this work can pull our attention to different problems and
crises and away from our treatment plans. The consultation team (and the other supports
listed above) help us stay mindful of the plan we have created with our clients about what
is needed to help them achieve their long-term goals and the strategies and principles of
the treatment that help us navigate obstacles while staying in line with that plan.

My understanding is that in the context of this assumption, support is not synonymous
with unconditional positive regard. In this context, I understand support to mean
providing what is needed to help the therapist reach the goal of delivering the best
possible treatment to their clients.

Both the therapist and their team must remember that support can take many forms.
Getting feedback from others who understand the principles of the treatment is important
because they can point out when more assessment is needed, when there may be a
higher-priority target than the one we had been working to address, when there may be
multiple explanations of behavior, and they can highlight principles to consider while
addressing those behaviors. It is hard to imagine keeping a therapist on track and in line
with the principles of the treatment without ever challenging an interpretation or
prompting another way of looking at an issue.

At the same time, keeping a therapist on track is about much more than pointing out

As noted throughout this book, [patients with borderline personality disorder] are one of the 
most difficult populations to treat with psychotherapy. Over and over, therapists seem to make 
mistakes that interfere with the patients’ progress. Some of the problem stems from the patients’ 
intense cries for immediate escape from suffering. Often therapists are capable of soothing the 
pain, but giving such relief frequently interferes with providing help for the longterm. Therapists 
get caught between these demands for immediate relief and for long-term cure. Many other 
factors make it difficult for therapists to remain therapeutic with borderline patients. A co-
supervision group, a treatment team, a consultant, or a supervisor is important for keeping 
therapists on track. - Linehan, 1993, p.108

Therapists Treating Borderline Patients Need Support
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what the therapist is doing wrong. The team is not only an avenue to point out the things
the therapist is potentially missing. Needed behaviors can be unpleasant. Sometimes
needed behaviors require regulating our own fear, shame, or frustration. We see this
clearly when we as therapists are highlighting needed behaviors for our clients. Another
important way the team provides support is by providing reinforcement for therapist
behaviors that will benefit the client in the long run and may be hard to do in the
moment.

DBT therapists rely on the support of the consultation team in much the same way that
our clients rely on our support to approach needed behaviors. Just as we support our
clients’ progress toward increasingly skillful behavior by celebrating the progress that
others might not, I can honestly say that my team has been the one place where I can
share victories and feel like the gravity of those accomplishments is fully understood.

As some of the other assumptions orient us toward compassion for our clients, I believe
this one orients us toward compassion of DBT therapists. Therapists need support. Even
when we offer corrective feedback, this assumption reminds us that it is in service of
supporting the therapist. I like to think that helps orient us toward accompanying critique
with validation, teaching, and ideas and practice to help the therapist enact a specific
behavior change.

As behavior therapists, we understand that our behavior in response to a therapist’s
request for support can serve as a reinforcer or a punisher for a therapist seeking the
support of others. It is of the utmost importance that we do not punish therapists form
seeking consultation. If the consequence of bringing a topic to team is corrective
feedback with validation and ideas for moving forward, it might increase the therapist’s
likelihood of bringing agenda items to team in the future. Conversely, team members or
supervisors responding with critique, disinterest, or problem solving without adequate
assessment might reduce the likelihood a therapist will engage in needed discussions. At
best this puts that therapist at risk of not having access to a valuable resource for
improving their treatment and at worst puts the therapist at risk of making decisions in
isolation and under high emotion.

We have now covered all eight DBT assumptions about patients and therapy. Taken
together, we see the complexity of these assumptions, but also how they work together to
give us a framework to organize our behavior toward our clients. These eight assumptions
give us a way to reduce the distraction from treatment that it can present if we are
struggling to get to a place of certainty or proof about our clients’ intentions. Behaving as
though these eight assumptions are true helps us as therapists to stay on track in
treatment.

* All citations reference Linehan, MM (1993). Cognitive Behavioral Therapy for Borderline
Personality Disorder. New York: Guilford Press.
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