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Dialectical Behavior Therapy (DBT) 

Dialectical Behavior Therapy (DBT) is an evidence-based form of cognitive-behavioral 

psychotherapy developed by Dr. Marsha M. Linehan during the late 1980s. Originally, DBT 

was designed to treat individuals diagnosed with Borderline Personality Disorder (BPD) who 

experienced chronic suicidal ideation, recurrent self-harm, severe emotional dysregulation, and 

unstable interpersonal relationships. Over time, substantial scientific evidence demonstrated that 

DBT is also effective in treating a variety of psychiatric conditions characterized by emotional 

instability, impulsive behaviors, and difficulties in emotion regulation. 

Although DBT evolved from the principles of Cognitive Behavioral Therapy, it differs from 

traditional CBT by emphasizing the balance between acceptance and change. While CBT 

primarily focuses on modifying maladaptive thoughts and behaviors, DBT recognizes that some 

patients first require validation and acceptance of their emotional experiences before they are 

able to engage successfully in behavioral change. This dialectical philosophy allows individuals 

to accept themselves as they are while simultaneously working toward meaningful psychological 

growth. 

The term "dialectical" refers to the integration of two apparently opposing concepts into a 

balanced and more comprehensive perspective. Within DBT, the central dialectic is the 

simultaneous acceptance of the individual's current experiences while encouraging behavioral 

change. Patients are taught that both ideas can exist together. For example, an individual may 

acknowledge, "I am doing the best I can under my current circumstances," while also 

recognizing, "I need to learn more effective ways of coping with my emotions." This balanced 

perspective reduces self-criticism, enhances motivation for change, and promotes psychological 

flexibility. 

DBT integrates cognitive-behavioral principles with concepts derived from mindfulness 

practices, behavioral science, acceptance strategies, and dialectical philosophy. Rather than 

concentrating exclusively on symptom reduction, DBT aims to help individuals develop practical 

life skills that improve emotional regulation, interpersonal effectiveness, distress tolerance, and 



self-awareness. Consequently, patients learn not only to reduce maladaptive behaviors but also to 

build meaningful and fulfilling lives despite ongoing emotional challenges. 

Since its introduction, DBT has become one of the most extensively researched 

psychotherapeutic interventions for individuals experiencing chronic emotion dysregulation. 

Numerous randomized controlled trials have demonstrated significant reductions in suicidal 

behavior, non-suicidal self-injury, psychiatric hospitalization, emotional instability, and 

interpersonal dysfunction among patients receiving comprehensive DBT. These findings have 

led international clinical guidelines to recommend DBT as a first-line psychological treatment 

for Borderline Personality Disorder and as an effective intervention for several other psychiatric 

conditions involving emotional dysregulation. 

Within psychiatric and mental health nursing, DBT provides a practical framework for managing 

patients who frequently present with emotional crises, impulsive behaviors, self-harm, and 

severe interpersonal difficulties. Psychiatric nurses play an essential role in reinforcing DBT 

skills during routine clinical interactions, encouraging emotional regulation, supporting distress 

tolerance, facilitating therapeutic communication, and promoting recovery-oriented care. By 

integrating DBT principles into everyday nursing practice, nurses contribute significantly to 

patient safety, emotional stability, and long-term psychosocial rehabilitation. 

Historical Development of Dialectical Behavior Therapy (DBT) 

The development of Dialectical Behavior Therapy represents an important milestone in the 

evolution of contemporary psychotherapy. During the 1970s and early 1980s, Dr. Marsha 

Linehan, a clinical psychologist specializing in the treatment of chronically suicidal patients, 

observed that many individuals diagnosed with Borderline Personality Disorder showed limited 

improvement with traditional Cognitive Behavioral Therapy. Although CBT effectively 

addressed maladaptive thoughts and behaviors, many patients experienced the therapeutic 

emphasis on change as invalidating, particularly those with histories of trauma, emotional 

neglect, or chronic interpersonal rejection. 

Linehan recognized that these patients required more than cognitive restructuring alone. They 

first needed to experience acceptance, validation, and emotional understanding before they could 



successfully engage in behavioral change. This realization led her to develop a new therapeutic 

approach that combined traditional cognitive-behavioral interventions with strategies 

emphasizing acceptance, mindfulness, and emotional validation. 

An important influence on the development of DBT was dialectical philosophy, which proposes 

that seemingly opposite ideas can coexist and be integrated into a more balanced understanding. 

Linehan applied this philosophical principle to psychotherapy by encouraging therapists to 

balance acceptance with change, flexibility with structure, and emotional validation with 

behavioral accountability. This dialectical approach became the defining characteristic of DBT 

and distinguished it from earlier cognitive-behavioral models. 

Mindfulness practices derived from Eastern contemplative traditions also played a significant 

role in shaping DBT. Rather than encouraging patients to suppress unpleasant emotions or 

eliminate distressing thoughts, mindfulness teaches individuals to observe internal experiences 

with openness, curiosity, and nonjudgmental awareness. Integrating mindfulness into DBT 

enabled patients to become more aware of emotional experiences without reacting impulsively, 

thereby strengthening emotional regulation and psychological flexibility. 

Initially, DBT was developed exclusively for patients with Borderline Personality Disorder who 

demonstrated chronic suicidal behaviors and recurrent self-injury. However, subsequent clinical 

research expanded its application to numerous psychiatric disorders characterized by emotional 

dysregulation, including substance use disorders, eating disorders, post-traumatic stress disorder, 

bipolar disorder, and adolescents engaging in deliberate self-harm. Today, DBT is recognized 

internationally as one of the most effective evidence-based psychotherapies for managing 

complex emotional and behavioral disorders. 

The Biosocial Theory of Dialectical Behavior Therapy (DBT) 

The Biosocial Theory is the central theoretical framework underlying Dialectical Behavior 

Therapy (DBT). Developed by Marsha Linehan, this theory explains the development of severe 

emotional dysregulation, particularly in individuals with Borderline Personality Disorder (BPD). 

Unlike traditional theories that attribute psychological disorders solely to biological 

abnormalities or environmental experiences, the Biosocial Theory proposes that emotional 



dysregulation results from the continuous interaction between biological vulnerability and an 

invalidating social environment. This interaction gradually interferes with the individual's ability 

to understand, regulate, and appropriately express emotions, ultimately increasing the risk of 

impulsive behaviors, self-harm, suicidal ideation, and unstable interpersonal relationships. 

According to this model, emotional dysregulation does not arise from a single cause but develops 

through the reciprocal influence of innate biological characteristics and environmental 

experiences throughout childhood and adolescence. Consequently, effective treatment requires 

addressing both the individual's emotional vulnerability and the maladaptive learning 

experiences that have shaped emotional functioning over time. 

Biological Vulnerability 

The first component of the Biosocial Theory is biological vulnerability, which refers to an 

individual's inherited or biologically determined tendency to experience emotions more intensely 

than most people. Individuals with high emotional vulnerability are not simply "more 

emotional"; rather, their nervous system responds differently to emotional stimuli. 

These individuals generally demonstrate three important characteristics. 

First, they possess heightened emotional sensitivity, meaning they detect emotional stimuli 

more quickly than others. Even relatively minor interpersonal events may trigger intense 

emotional reactions. 

Second, they exhibit greater emotional intensity, experiencing stronger emotional responses 

once activated. Situations that produce mild disappointment in most individuals may generate 

overwhelming sadness, anger, or anxiety in emotionally vulnerable persons. 

Third, they demonstrate a slow return to emotional baseline. After becoming emotionally 

activated, they require considerably more time to regain emotional equilibrium. Consequently, 

emotional distress may persist long after the triggering event has ended. 



This biological sensitivity should not be viewed as a personal weakness or character flaw. 

Rather, it reflects differences in emotional processing that may be influenced by genetics, 

neurobiology, temperament, and early brain development. 

Invalidating Environment 

The second component of the Biosocial Theory is the invalidating environment. Linehan 

described this as an environment in which an individual's emotions, thoughts, or experiences are 

repeatedly ignored, criticized, minimized, or punished instead of being understood and accepted. 

Children raised in invalidating environments often receive messages such as: 

 "You're overreacting." 

 "Stop crying." 

 "You shouldn't feel that way." 

 "You're too sensitive." 

 "There's nothing to be upset about." 

Instead of learning that emotions are normal and manageable, the child begins to believe that 

emotional experiences are inappropriate, exaggerated, or unacceptable. As a result, healthy 

emotional development becomes disrupted. 

An invalidating environment does not necessarily involve abuse. It may also occur within caring 

families when caregivers consistently misunderstand or dismiss the child's emotional 

experiences. However, emotional neglect, physical abuse, sexual abuse, chronic criticism, 

inconsistent parenting, and exposure to family conflict substantially increase the likelihood of 

emotional invalidation. 

Over time, repeated invalidation prevents children from learning essential emotional regulation 

skills. They may struggle to identify emotions accurately, tolerate distress, solve interpersonal 

problems, or express feelings appropriately. 

The Interaction Between Biological Vulnerability and Environmental Invalidation 



The Biosocial Theory emphasizes that neither biological vulnerability nor environmental 

invalidation alone is usually sufficient to produce severe emotional dysregulation. Rather, it is 

the interaction between these two factors that contributes to the development of Borderline 

Personality Disorder and related emotional difficulties. 

For example, a biologically sensitive child may experience intense sadness following a minor 

disappointment. If caregivers consistently respond with criticism or dismissal rather than 

empathy and guidance, the child gradually learns that emotions are unacceptable. Unable to 

regulate emotions effectively, the child may eventually adopt maladaptive coping strategies such 

as emotional suppression, impulsive behaviors, aggression, substance use, or self-harm. 

As these maladaptive coping behaviors temporarily reduce emotional distress, they become 

negatively reinforced and increasingly difficult to change. This cycle continues throughout 

adolescence and adulthood unless interrupted through effective psychological intervention. 

Emotional Dysregulation 

The combined effects of biological vulnerability and environmental invalidation ultimately result 

in emotional dysregulation, which represents the core clinical problem addressed by DBT. 

Emotional dysregulation refers to persistent difficulty in understanding, managing, and 

responding appropriately to emotional experiences. Individuals experiencing emotional 

dysregulation often struggle to: 

 Recognize emotions accurately. 

 Control emotional intensity. 

 Tolerate emotional distress. 

 Return to emotional stability following stressful events. 

 Express emotions appropriately. 

 Maintain stable interpersonal relationships. 

Because emotions become overwhelming, individuals may resort to impulsive or self-destructive 

behaviors in an attempt to obtain immediate emotional relief. 



Relationship Between Emotional Dysregulation and Self-Harm 

One of the most important contributions of the Biosocial Theory is its explanation of why self-

harming behaviors occur. 

According to Linehan, self-harm is rarely performed simply to attract attention. Instead, it often 

functions as a maladaptive strategy for regulating unbearable emotional distress. Individuals may 

engage in self-injury to: 

 Reduce overwhelming emotional pain. 

 Escape emotional numbness. 

 Relieve intense psychological tension. 

 Regain a sense of control. 

 Express emotional suffering that feels impossible to communicate verbally. 

Although these behaviors may provide temporary emotional relief, they fail to address the 

underlying emotional difficulties and frequently reinforce the cycle of emotional dysregulation. 

DBT therefore focuses on replacing self-destructive coping strategies with healthier emotion 

regulation and distress tolerance skills. 

Clinical Example 

A 24-year-old woman diagnosed with Borderline Personality Disorder reports intense fear of 

abandonment following a disagreement with her partner. Within minutes, she experiences 

overwhelming anxiety, anger, and hopelessness. Believing that she cannot tolerate these 

emotions, she engages in self-harming behavior to reduce emotional pain. 

Through DBT assessment, the therapist identifies both biological vulnerability and a childhood 

history of repeated emotional invalidation. Treatment focuses on helping the patient recognize 

emotional triggers, validate emotional experiences, develop distress tolerance skills, and replace 

self-harm with healthier coping strategies. As emotional regulation improves, episodes of self-

injury gradually decrease. 

Core Principles of Dialectical Behavior Therapy (DBT) 



Dialectical Behavior Therapy (DBT) is distinguished from other cognitive-behavioral therapies 

by a unique set of philosophical and therapeutic principles that guide every aspect of treatment. 

While DBT incorporates many cognitive and behavioral interventions found in traditional CBT, 

its defining characteristic is the integration of dialectical philosophy, acceptance-based 

strategies, and behavioral change techniques into a single comprehensive therapeutic model. 

These principles provide the conceptual framework that enables therapists to address severe 

emotional dysregulation while maintaining a strong therapeutic alliance with patients who often 

experience chronic invalidation, interpersonal instability, and recurrent self-destructive 

behaviors. 

The fundamental objective of DBT is not simply to eliminate maladaptive behaviors but to help 

individuals develop "a life worth living," a phrase frequently used by Marsha Linehan to 

describe the ultimate goal of treatment. This objective is achieved by teaching patients how to 

accept their present experiences while simultaneously developing the skills necessary to create 

meaningful and lasting behavioral change. 

The Concept of Dialectics 

The term dialectics originates from philosophy and refers to the process of integrating two 

seemingly opposite ideas into a more comprehensive understanding. Rather than viewing 

opposing concepts as mutually exclusive, dialectical thinking recognizes that both perspectives 

may contain elements of truth. Through synthesis, a more balanced and adaptive solution 

emerges. 

Within DBT, dialectical thinking encourages flexibility rather than rigid, black-and-white 

reasoning. Patients with Borderline Personality Disorder frequently interpret experiences in 

absolute terms, viewing themselves or others as either completely good or completely bad, 

entirely successful or complete failures. This cognitive rigidity contributes significantly to 

emotional instability and interpersonal conflict. 

DBT teaches patients to replace these polarized perspectives with more balanced thinking by 

recognizing that contradictory experiences can coexist simultaneously. 



For example: 

 A person can accept themselves while still working to improve. 

 A patient can feel angry without acting aggressively. 

 A relationship can involve both love and disagreement. 

 A difficult life can still contain hope and meaning. 

Developing dialectical thinking increases psychological flexibility and reduces emotional 

extremes. 

Acceptance and Change: The Central Dialectic of DBT 

Perhaps the most distinctive principle of DBT is the balance between acceptance and change. 

Many patients entering treatment have spent years feeling misunderstood, criticized, or 

emotionally invalidated. If therapy focuses exclusively on changing their behavior, patients may 

experience the therapist as another person who believes they are "wrong" or "broken." 

Conversely, if therapy emphasizes acceptance alone without encouraging change, maladaptive 

behaviors may continue unchecked. 

DBT therefore maintains that effective therapy requires both principles simultaneously. 

Patients are encouraged to recognize: 

"I accept myself as I am today, and I am committed to changing behaviors that interfere 

with my life." 

This balance reduces shame while maintaining motivation for growth. 

Acceptance does not imply approval of harmful behaviors, nor does change imply rejection of 

the individual. Instead, DBT distinguishes clearly between accepting the person and modifying 

the behaviors that contribute to suffering. 

Acceptance-Oriented Strategies 



Acceptance-oriented interventions help patients acknowledge reality without excessive self-

criticism, emotional avoidance, or denial. These strategies are particularly important for 

individuals who have experienced chronic emotional invalidation. 

Major acceptance strategies include: 

Validation 

Validation involves communicating that the patient's emotional experiences are understandable 

within the context of their life experiences. Validation does not necessarily mean agreeing with 

maladaptive behaviors; rather, it acknowledges that emotions themselves are real and 

meaningful. 

Patients who feel understood are generally more willing to participate in behavioral change. 

Mindfulness 

Mindfulness teaches patients to observe thoughts, emotions, and bodily sensations without 

judging or immediately reacting to them. 

Rather than attempting to eliminate emotional pain, patients learn to experience emotions with 

curiosity and acceptance while avoiding impulsive behavioral responses. 

Radical Acceptance 

Radical acceptance refers to fully acknowledging reality as it currently exists, even when that 

reality is painful or unpleasant. 

Acceptance does not mean approval or resignation. Instead, it reduces the additional suffering 

created by resisting situations that cannot immediately be changed. 

For example, accepting the diagnosis of a chronic mental illness enables patients to focus their 

energy on recovery rather than denying reality. 

Self-Compassion 



DBT encourages individuals to replace harsh self-criticism with kindness, understanding, and 

realistic self-evaluation. Developing self-compassion reduces shame while strengthening 

emotional resilience. 

Change-Oriented Strategies 

While acceptance validates present experiences, change-oriented strategies help patients develop 

healthier patterns of thinking, feeling, and behaving. 

Major change strategies include: 

Behavioral Analysis 

Patients learn to examine the sequence of events leading to maladaptive behaviors, identifying 

triggers, emotional responses, thoughts, and consequences. 

Understanding this behavioral chain allows opportunities for intervention before harmful 

behaviors occur. 

Problem-Solving 

Patients are taught structured approaches for managing everyday difficulties through logical 

evaluation, generation of alternatives, and implementation of adaptive solutions. 

Behavioral Skills Training 

DBT teaches practical skills including: 

 Emotion regulation. 

 Distress tolerance. 

 Interpersonal effectiveness. 

 Mindfulness. 

These skills replace maladaptive coping behaviors with healthier alternatives. 



Exposure-Based Interventions 

When appropriate, patients gradually confront avoided situations while learning healthier 

emotional responses and coping strategies. 

The Balance Between Acceptance and Change 

The effectiveness of DBT depends upon maintaining equilibrium between acceptance and 

change throughout therapy. 

If treatment emphasizes only change, patients may experience excessive criticism and disengage 

from therapy. 

If treatment emphasizes only acceptance, harmful behaviors may remain unchanged. 

DBT therapists therefore continuously balance these two approaches according to the patient's 

current needs. 

For example, after a patient engages in self-harm, the therapist may first validate the 

overwhelming emotional pain that preceded the behavior before collaboratively exploring 

healthier coping strategies for future situations. 

This balanced approach strengthens the therapeutic alliance while promoting meaningful 

behavioral change. 

Clinical Example 

A patient diagnosed with Borderline Personality Disorder becomes extremely distressed 

following a disagreement with a close friend and subsequently engages in self-harm. 

Rather than immediately criticizing the behavior, the therapist responds: 

"Given everything you were feeling at that moment, it makes sense that your emotions became 

overwhelming." 



After validating the patient's experience, the therapist continues: 

"Now let's work together to identify other ways you could cope with these emotions if a similar 

situation occurs again." 

The patient experiences both emotional acceptance and encouragement toward healthier 

behavioral change. 

The Four Modes of Comprehensive Dialectical Behavior Therapy (DBT) 

Comprehensive Dialectical Behavior Therapy is delivered through four integrated treatment 

modes that work together to facilitate emotional regulation, behavioral change, and long-term 

recovery. Marsha Linehan designed DBT as a multimodal treatment system because individuals 

with severe emotional dysregulation require continuous therapeutic support beyond traditional 

weekly psychotherapy sessions. Each treatment mode serves a unique function while 

complementing the others, ensuring that patients receive comprehensive, evidence-based care 

across different clinical settings. 

Unlike conventional psychotherapy, DBT recognizes that learning new coping skills requires 

repeated practice, reinforcement, and application in real-life situations. Therefore, the four 

treatment modes function together to increase patient motivation, teach adaptive skills, promote 

skill generalization, and maintain therapist effectiveness throughout the treatment process. 

1. Individual Therapy 

Individual therapy is considered the core component of DBT and usually takes place once each 

week. These sessions focus on enhancing the patient's motivation to change while addressing 

behaviors that interfere with safety, treatment participation, and quality of life. The therapist 

works collaboratively with the patient to analyze emotional crises, identify maladaptive 

behavioral patterns, and develop healthier coping strategies. 

A major feature of individual therapy is Behavioral Chain Analysis, which examines the 

sequence of events, thoughts, emotions, physiological reactions, and behaviors that precede 

problematic behaviors such as self-harm or suicidal actions. By identifying each link in the 



behavioral chain, patients learn where alternative coping skills could have been applied to 

interrupt the cycle. 

Another essential component is the Diary Card, a daily self-monitoring tool used to record 

emotional intensity, urges for self-harm, suicidal thoughts, impulsive behaviors, medication 

adherence, and the use of DBT skills. Reviewing diary cards enables both therapist and patient to 

monitor progress objectively while identifying situations requiring further intervention. 

Clinical Example 

A patient engages in self-harm following a conflict with a family member. During the individual 

therapy session, the therapist uses behavioral chain analysis to identify the triggering event, 

associated emotions, automatic thoughts, behavioral urges, and possible intervention points. 

Together, they develop alternative coping strategies for future situations. 

2. Skills Training Group 

Skills Training Groups provide structured education designed to teach patients the behavioral 

skills required to manage emotions, tolerate distress, and improve interpersonal functioning. 

Although delivered in a group format, these sessions function primarily as educational classes 

rather than traditional psychotherapy groups. 

Patients attend weekly sessions where they receive instruction, participate in practical exercises, 

complete homework assignments, and practice DBT skills in a supportive environment. The 

curriculum focuses on the four core DBT skill modules: 

 Mindfulness 

 Distress Tolerance 

 Emotion Regulation 

 Interpersonal Effectiveness 

Group participation also promotes observational learning, peer support, and normalization of 

emotional experiences. Patients often gain confidence by observing others successfully apply 

DBT skills. 



Clinical Example 

A patient with Borderline Personality Disorder attends a skills training group and learns 

grounding exercises and distress tolerance techniques. During a subsequent emotional crisis, the 

patient successfully applies these skills instead of engaging in self-harm. 

3. Phone Coaching 

Phone coaching is a distinctive component of comprehensive DBT that helps patients apply DBT 

skills during real-life emotional crises occurring between scheduled therapy sessions. Rather than 

providing extended psychotherapy, phone coaching offers brief guidance focused on helping 

patients select and implement appropriate DBT skills before engaging in impulsive or self-

destructive behaviors. 

Patients are encouraged to seek support before acting on urges for self-harm, suicide, or other 

maladaptive coping behaviors. This immediate coaching facilitates the transfer of therapeutic 

skills from the clinical setting to everyday life. 

Clinical Example 

A patient experiences overwhelming urges for self-harm following an interpersonal conflict. 

Instead of acting impulsively, the patient contacts the therapist, who provides brief coaching 

regarding distress tolerance techniques and emotion regulation skills. The patient successfully 

manages the crisis without self-injury. 

4. Therapist Consultation Team 

The Therapist Consultation Team represents the fourth treatment mode of comprehensive DBT 

and is designed to support clinicians rather than patients directly. Treating individuals with 

chronic suicidality, recurrent self-harm, and severe emotional dysregulation can be emotionally 

demanding and may increase the risk of professional burnout, compassion fatigue, and 

therapeutic inconsistency. 



Regular consultation meetings provide therapists with opportunities to discuss difficult clinical 

situations, review adherence to DBT principles, receive professional feedback, strengthen 

clinical decision-making, and maintain emotional resilience. The consultation team promotes 

therapist effectiveness while ensuring consistent implementation of DBT across the treatment 

program. 

Clinical Example 

Following several emotionally demanding sessions with a chronically suicidal patient, the 

therapist presents the case during the weekly consultation meeting. Team members discuss 

treatment challenges, review DBT strategies, provide professional support, and develop 

recommendations for future sessions. 

The Four Skills Modules of Dialectical Behavior Therapy (DBT) 

One of the defining characteristics of Dialectical Behavior Therapy is its structured skills 

training curriculum. Unlike many psychotherapies that rely primarily on insight and discussion, 

DBT teaches practical behavioral skills that patients can apply directly to everyday situations. 

These skills are designed to improve emotional regulation, strengthen interpersonal functioning, 

reduce impulsive behaviors, and enhance psychological flexibility. 

The DBT skills curriculum is organized into four core modules: 

1. Mindfulness 

2. Distress Tolerance 

3. Emotion Regulation 

4. Interpersonal Effectiveness 

Each module addresses a different aspect of emotional and behavioral functioning. Although 

they are taught separately, they are closely interconnected and collectively provide patients with 

a comprehensive set of coping strategies for managing life's challenges. 

1. Mindfulness 



Mindfulness is considered the foundation of Dialectical Behavior Therapy because all other DBT 

skills depend upon the ability to remain aware of present-moment experiences. Marsha Linehan 

incorporated mindfulness principles into DBT to help individuals observe their thoughts, 

emotions, bodily sensations, and environmental experiences without immediately reacting to 

them. Rather than attempting to suppress unpleasant emotions or eliminate distressing thoughts, 

mindfulness teaches individuals to acknowledge internal experiences with openness, curiosity, 

and acceptance. 

Many patients experiencing Borderline Personality Disorder or severe emotional dysregulation 

react impulsively to emotions before fully recognizing what they are feeling. Mindfulness 

interrupts this automatic process by creating a pause between emotional experience and 

behavioral response. During this pause, individuals become more capable of choosing adaptive 

coping strategies instead of acting impulsively. 

Mindfulness also helps reduce rumination, catastrophizing, emotional avoidance, and cognitive 

rigidity. By observing thoughts as temporary mental events rather than objective facts, patients 

gradually develop greater emotional stability and cognitive flexibility. 

Core Mindfulness Skills 

DBT divides mindfulness into two groups of skills. 

The "What" Skills 

These skills describe what individuals should do during mindfulness practice. 

Observe 

Patients learn to notice thoughts, emotions, bodily sensations, and environmental experiences 

without attempting to change them. 

Describe 



Individuals learn to put words to their experiences objectively rather than making judgments or 

interpretations. 

Participate 

Patients fully engage in the present activity instead of becoming distracted by worries about the 

past or future. 

The "How" Skills 

These skills describe how mindfulness should be practiced. 

Non-judgmentally 

Experiences are observed without labeling them as good, bad, right, or wrong. 

One-Mindfully 

Attention remains focused on one activity at a time rather than multitasking. 

Effectively 

Patients choose behaviors that are helpful and appropriate rather than acting according to 

emotional impulses. 

Clinical Example 

A patient becomes intensely angry after receiving criticism during group therapy. Instead of 

reacting immediately, the patient practices mindful breathing, notices the emotional response, 

describes the feeling internally, and postpones responding until emotional intensity decreases. As 

a result, the patient avoids impulsive behavior and communicates more effectively. 

2. Distress Tolerance 

Distress Tolerance refers to the ability to survive emotional crises without engaging in behaviors 

that worsen the situation. Many individuals experiencing severe emotional dysregulation respond 



to overwhelming emotions through self-harm, substance use, aggression, impulsive spending, 

binge eating, or suicidal behaviors because they lack effective strategies for managing distress. 

Unlike emotion regulation, which seeks to reduce emotional intensity over time, distress 

tolerance focuses on helping individuals tolerate painful emotions during crises when immediate 

change is not possible. Patients learn that emotional suffering can be endured safely without 

resorting to maladaptive coping behaviors. 

Distress tolerance skills emphasize accepting reality as it exists in the present moment while 

using practical strategies to survive crises until emotional intensity naturally decreases. 

Major Distress Tolerance Skills 

Common distress tolerance techniques include: 

 Crisis survival strategies. 

 Self-soothing using the five senses. 

 Grounding exercises. 

 Distraction techniques. 

 Radical acceptance. 

 Improving the moment through relaxation and imagery. 

 Temporary emotional regulation until effective problem-solving becomes possible. 

Clinical Example 

A patient experiences overwhelming emotional distress after the end of a significant relationship 

and develops strong urges to engage in self-harm. Rather than acting impulsively, the patient 

applies distress tolerance skills learned during DBT by practicing paced breathing, holding ice 

cubes, contacting a support person, and using grounding techniques. As emotional intensity 

gradually decreases, the patient avoids self-injury and later discusses the situation during 

therapy. 

3. Emotion Regulation 



Emotion Regulation refers to the ability to understand, manage, and respond appropriately to 

emotional experiences. Within Dialectical Behavior Therapy (DBT), emotion regulation is 

considered one of the most essential skill modules because emotional dysregulation represents 

the central feature of Borderline Personality Disorder and many other psychiatric conditions. 

Individuals who struggle with emotion regulation often experience emotions that are unusually 

intense, persist for prolonged periods, and interfere significantly with decision-making, 

interpersonal relationships, and daily functioning. 

Emotion regulation does not aim to eliminate emotions or prevent individuals from experiencing 

sadness, anger, fear, or disappointment. Instead, it teaches patients that emotions are normal, 

adaptive responses that provide valuable information about the environment. The objective is to 

reduce excessive emotional intensity, increase emotional awareness, and help individuals 

respond to emotions effectively rather than impulsively. 

Many patients experiencing emotional dysregulation either suppress emotions completely or 

react to them impulsively. Both extremes contribute to psychological distress. Emotional 

suppression often increases physiological stress and emotional tension, whereas impulsive 

emotional expression may damage relationships and reinforce maladaptive coping behaviors. 

DBT therefore teaches patients how to experience emotions fully while maintaining behavioral 

control. 

A fundamental principle of emotion regulation is that emotions are influenced by biological 

vulnerability, cognitive interpretations, environmental events, and behavioral responses. Because 

these factors interact continuously, modifying any one of them may improve emotional 

functioning. Patients therefore learn not only to understand their emotions but also to influence 

emotional experiences through healthier thinking patterns, behavioral choices, and self-care 

practices. 

Goals of Emotion Regulation 

The primary objectives of emotion regulation include: 

 Increasing awareness of emotional experiences. 



 Identifying emotional triggers. 

 Reducing emotional vulnerability. 

 Improving tolerance of intense emotions. 

 Decreasing impulsive behaviors. 

 Strengthening adaptive coping strategies. 

 Promoting emotional stability. 

 Enhancing psychological resilience. 

These goals enable individuals to respond to stressful situations more thoughtfully rather than 

reacting automatically. 

Emotion Regulation Skills 

Patients are taught several practical skills to improve emotional functioning. 

These include: 

 Identifying and labeling emotions accurately. 

 Understanding the function of emotions. 

 Recognizing emotional triggers. 

 Reducing physical vulnerability through adequate sleep, nutrition, exercise, and 

medication adherence. 

 Increasing positive emotional experiences through meaningful activities. 

 Practicing opposite action when emotions are unjustified. 

 Developing long-term emotional resilience. 

These interventions gradually reduce emotional instability while improving daily functioning. 

Opposite Action 

One of the most important emotion regulation techniques is Opposite Action. 

This skill teaches patients to behave opposite to the action urge generated by an unjustified 

emotion. 



For example: 

 Anxiety encourages avoidance. 

 Opposite action encourages gradual approach. 

 Depression encourages withdrawal. 

 Opposite action encourages behavioral activation. 

 Anger encourages aggression. 

 Opposite action encourages calm and respectful communication. 

Repeated use of opposite action weakens maladaptive emotional patterns while strengthening 

healthier behavioral responses. 

Clinical Example 

A patient with Major Depressive Disorder reports remaining in bed most of the day because of 

persistent sadness and hopelessness. Although emotional urges encourage inactivity, the patient 

practices opposite action by getting dressed, taking a short walk, and attending occupational 

therapy despite low motivation. After several weeks, behavioral activation contributes to 

improved mood, increased confidence, and greater emotional stability. 

4. Interpersonal Effectiveness 

Interpersonal Effectiveness refers to the ability to establish, maintain, and improve healthy 

interpersonal relationships while preserving self-respect and achieving personal objectives. 

Difficulties in interpersonal functioning are among the defining characteristics of Borderline 

Personality Disorder and are also common in depression, anxiety disorders, personality 

disorders, and other psychiatric conditions. Individuals experiencing emotional dysregulation 

often struggle with unstable relationships, fear of abandonment, excessive dependency, 

ineffective communication, and recurrent interpersonal conflict. 

The interpersonal effectiveness module teaches patients how to communicate assertively, 

establish appropriate boundaries, resolve conflicts constructively, and balance their own needs 

with the needs of others. Rather than avoiding disagreement or responding aggressively, patients 



learn flexible communication strategies that strengthen relationships while maintaining personal 

dignity. 

DBT recognizes that interpersonal relationships are a major source of both emotional support 

and emotional distress. Consequently, improving interpersonal competence contributes 

significantly to long-term psychological recovery. 

Goals of Interpersonal Effectiveness 

The primary goals include: 

 Communicating needs effectively. 

 Developing healthy interpersonal boundaries. 

 Improving assertiveness. 

 Managing conflict constructively. 

 Strengthening self-respect. 

 Maintaining healthy relationships. 

 Reducing interpersonal instability. 

 Increasing social confidence. 

Core Interpersonal Effectiveness Skills 

DBT teaches several structured communication strategies. 

DEAR MAN 

DEAR MAN is primarily used to help individuals obtain personal objectives effectively. 

It includes: 

 Describe the situation objectively. 

 Express feelings clearly. 

 Assert personal needs directly. 

 Reinforce positive outcomes. 



 Mindful of the goal. 

 Appear Confident during communication. 

 Negotiate when appropriate. 

This strategy improves assertiveness while reducing interpersonal conflict. 

GIVE 

The GIVE strategy focuses on maintaining healthy relationships. 

Patients are encouraged to be: 

 Gentle 

 Interested 

 Validate others' feelings. 

 Maintain an Easy manner 

These behaviors strengthen trust and improve communication. 

FAST 

FAST emphasizes maintaining self-respect during interpersonal interactions. 

Patients learn to: 

 Be Fair. 

 Avoid unnecessary Apologies. 

 Stick to personal values. 

 Remain Truthful. 

This approach prevents excessive people-pleasing while preserving healthy relationships. 

Clinical Example 



A patient with Borderline Personality Disorder becomes distressed whenever a friend declines an 

invitation and immediately interprets the situation as rejection. Rather than responding with 

anger or repeated phone calls, the patient practices DEAR MAN by communicating feelings 

calmly and respectfully while allowing the friend to explain the situation. As communication 

improves, interpersonal conflict decreases and emotional reactions become more balanced. 

Stages of DBT Treatment and Target Hierarchy 

One of the distinctive features of Dialectical Behavior Therapy (DBT) is its structured and 

hierarchical approach to treatment. Unlike many psychotherapeutic models that address 

problems as they arise, DBT follows a clearly defined sequence of treatment stages, each with 

specific therapeutic objectives and priorities. This structured progression enables clinicians to 

focus first on behaviors that threaten the patient's survival before addressing deeper emotional, 

interpersonal, and psychological issues. 

Marsha Linehan emphasized that effective psychotherapy requires clear treatment priorities. 

Attempting to explore childhood experiences or improve interpersonal relationships while a 

patient continues engaging in suicidal behaviors or recurrent self-harm is unlikely to produce 

meaningful clinical improvement. Therefore, DBT organizes treatment into sequential stages that 

gradually stabilize the patient before focusing on long-term emotional growth and personal 

development. 

This hierarchical organization not only improves treatment efficiency but also ensures patient 

safety, strengthens therapeutic engagement, and facilitates measurable clinical progress 

throughout therapy. 

Pre-Treatment Stage 

Before formal therapy begins, DBT includes a pre-treatment phase during which the therapist 

and patient establish the therapeutic foundation necessary for successful treatment. During this 

stage, the therapist explains the philosophy, structure, expectations, and goals of DBT while 

assessing the patient's readiness to participate actively in therapy. 



An important objective of the pre-treatment stage is obtaining the patient's commitment to 

treatment. Because many individuals receiving DBT have histories of treatment dropout, 

emotional instability, and recurrent crises, establishing commitment early enhances treatment 

adherence and therapeutic collaboration. 

During this stage, the therapist and patient also identify primary treatment targets, clarify 

responsibilities, discuss attendance expectations, and introduce the concept of diary cards and 

behavioral chain analysis. 

Objectives of the Pre-Treatment Stage 

The pre-treatment stage aims to: 

 Establish a collaborative therapeutic relationship. 

 Explain the structure and philosophy of DBT. 

 Assess patient motivation and readiness for treatment. 

 Obtain commitment to active participation. 

 Clarify treatment goals. 

 Introduce DBT skills and treatment expectations. 

This preparatory phase creates a stable therapeutic foundation upon which subsequent treatment 

stages are built. 

Stage One: Achieving Behavioral Control 

Stage One represents the first active phase of DBT and focuses primarily on achieving 

behavioral stability. Most patients entering DBT experience significant emotional crises, 

impulsive behaviors, suicidal ideation, or recurrent self-harm. Consequently, the immediate 

priority is ensuring safety while reducing behaviors that interfere with treatment and daily 

functioning. 

Linehan emphasized that meaningful psychological growth cannot occur while life-threatening 

behaviors remain uncontrolled. Therefore, Stage One aims to help patients gain sufficient 

behavioral control to participate effectively in therapy. 



During this stage, patients begin learning and applying DBT skills, particularly mindfulness and 

distress tolerance, while gradually reducing impulsive and self-destructive behaviors. 

Treatment Priorities During Stage One 

DBT follows a strict hierarchy of priorities. 

1. Life-Threatening Behaviors 

These receive the highest priority because they directly threaten patient survival. 

Examples include: 

 Suicide attempts. 

 Suicidal ideation with imminent risk. 

 Non-suicidal self-injury. 

 Severe self-harm. 

 Behaviors creating immediate physical danger. 

Every session begins by assessing these behaviors before addressing other treatment issues. 

2. Therapy-Interfering Behaviors 

Once immediate safety has been addressed, attention shifts toward behaviors that interfere with 

successful therapy. 

Examples include: 

 Missing appointments. 

 Refusing homework assignments. 

 Dishonesty during sessions. 

 Frequent lateness. 

 Hostility toward the therapist. 

 Lack of treatment engagement. 



Addressing these behaviors improves treatment adherence and therapeutic effectiveness. 

3. Quality-of-Life Interfering Behaviors 

After safety and treatment participation have been stabilized, DBT addresses behaviors that 

significantly reduce quality of life. 

Examples include: 

 Substance misuse. 

 Eating disorders. 

 Unemployment. 

 Financial instability. 

 Relationship conflict. 

 Social isolation. 

 Risky sexual behavior. 

Reducing these behaviors improves psychosocial functioning and overall well-being. 

Clinical Example 

A patient with Borderline Personality Disorder presents following repeated episodes of self-harm 

while also experiencing unemployment and family conflict. 

Although unemployment is an important clinical issue, DBT first addresses self-harming 

behavior because it represents an immediate threat to life. Once the patient demonstrates 

improved emotional stability and reduced self-harm, treatment gradually shifts toward 

employment goals and family relationships. 

This hierarchy ensures that interventions are delivered according to clinical urgency rather than 

chronological order. 

Stage Two: Processing Emotional Pain 



Once behavioral stability has been achieved, treatment progresses to Stage Two. During this 

phase, patients begin addressing unresolved emotional pain, traumatic experiences, grief, shame, 

and other psychological difficulties that were previously too overwhelming to process safely. 

Many individuals entering DBT have histories of childhood trauma, abuse, neglect, or chronic 

invalidation. Attempting to process these experiences during Stage One could increase emotional 

instability and self-harm risk. Therefore, trauma-focused work is postponed until patients possess 

sufficient emotion regulation and distress tolerance skills. 

The primary objective of Stage Two is helping patients experience emotions fully without 

becoming emotionally overwhelmed or engaging in maladaptive coping behaviors. 

Stage Three: Improving Quality of Life 

Stage Three focuses on helping patients build meaningful, productive, and satisfying lives 

beyond symptom reduction. Although emotional regulation has improved substantially by this 

stage, many patients continue experiencing difficulties related to self-esteem, career 

development, relationships, education, and personal identity. 

Treatment therefore emphasizes: 

 Achieving personal goals. 

 Improving occupational functioning. 

 Strengthening relationships. 

 Increasing independence. 

 Enhancing self-respect. 

 Developing life satisfaction. 

Patients gradually shift attention from surviving emotional crises to building fulfilling lives 

consistent with their personal values. 

Stage Four: Achieving Fulfillment and Meaning 



The final stage of DBT extends beyond symptom management and focuses on helping 

individuals achieve lasting psychological well-being, personal fulfillment, and existential 

meaning. 

Patients work toward: 

 Developing inner peace. 

 Maintaining emotional balance. 

 Strengthening resilience. 

 Enhancing life satisfaction. 

 Continuing personal growth. 

 Living consistently with personal values. 

Not every patient requires Stage Four, but for those who continue treatment, it represents 

movement beyond recovery toward optimal psychological functioning. 

Target Hierarchy in DBT 

One of the defining characteristics of DBT is its hierarchical organization of treatment targets. 

Every clinical decision is guided by this hierarchy, ensuring that the most urgent problems 

receive attention first. 

The hierarchy is as follows: 

Priority 1: Life-Threatening Behaviors 

 Suicide attempts. 

 Suicidal ideation. 

 Self-harm. 

 Severe impulsive behaviors placing life at risk. 

↓ 

Priority 2: Therapy-Interfering Behaviors 



 Poor attendance. 

 Refusal to participate. 

 Lack of homework completion. 

 Behaviors disrupting therapy. 

↓ 

Priority 3: Quality-of-Life Behaviors 

 Substance abuse. 

 Eating disorders. 

 Financial problems. 

 Relationship conflict. 

 Occupational impairment. 

 Social isolation. 

↓ 

Priority 4: Skills Acquisition 

 Mindfulness. 

 Emotion regulation. 

 Distress tolerance. 

 Interpersonal effectiveness. 

This hierarchy ensures that treatment remains organized, clinically appropriate, and focused on 

maximizing patient safety and long-term recovery. 

Application of Dialectical Behavior Therapy (DBT) in Borderline Personality Disorder and 

Self-Harm 

Dialectical Behavior Therapy (DBT) is widely recognized as the gold standard psychological 

treatment for individuals diagnosed with Borderline Personality Disorder (BPD). Since its 

development by Marsha Linehan, DBT has consistently demonstrated superior clinical outcomes 



in reducing suicidal behaviors, non-suicidal self-injury (NSSI), emotional dysregulation, 

psychiatric hospitalization, and interpersonal instability. Numerous randomized controlled trials 

and systematic reviews have confirmed that DBT significantly improves emotional functioning, 

treatment adherence, and quality of life among individuals experiencing severe emotion 

dysregulation. 

Borderline Personality Disorder is characterized by pervasive instability in emotional regulation, 

self-image, interpersonal relationships, and behavioral control. Individuals frequently experience 

intense fear of abandonment, rapidly fluctuating emotions, chronic feelings of emptiness, 

impulsivity, recurrent suicidal behaviors, and episodes of deliberate self-harm. These symptoms 

often lead to repeated emergency department visits, prolonged psychiatric admissions, impaired 

occupational functioning, and significant psychosocial disability. 

Traditional psychotherapeutic approaches frequently proved insufficient for this patient 

population because many individuals found it difficult to tolerate emotionally demanding 

treatment or maintain consistent therapeutic engagement. DBT addressed these limitations by 

combining behavioral change strategies with emotional validation and acceptance, thereby 

creating a therapeutic environment that balances compassion with accountability. 

Why is DBT Effective for Borderline Personality Disorder? 

The effectiveness of DBT in Borderline Personality Disorder is largely explained by its direct 

focus on emotion dysregulation, which is considered the core pathological process underlying 

the disorder. 

Rather than concentrating solely on symptom reduction, DBT teaches patients practical 

behavioral skills that improve their ability to: 

 Recognize emotional experiences. 

 Tolerate psychological distress safely. 

 Regulate emotional intensity. 

 Improve interpersonal relationships. 

 Reduce impulsive behaviors. 



 Replace self-destructive coping strategies with healthier alternatives. 

Through repeated skills practice, individuals gradually become less emotionally reactive and 

more capable of managing stressful situations without resorting to maladaptive behaviors. 

Another major strength of DBT is its emphasis on treatment consistency. Individual therapy, 

group skills training, phone coaching, and therapist consultation work together to reinforce 

newly learned behaviors across multiple clinical settings. This comprehensive approach 

contributes significantly to improved long-term outcomes. 

DBT and Self-Harm 

Self-harm represents one of the most challenging clinical problems encountered in psychiatric 

practice. Within DBT, self-harming behavior is understood not as attention-seeking or 

manipulation but as a maladaptive strategy for regulating overwhelming emotional distress. 

Many individuals engage in self-injury because it temporarily: 

 Reduces emotional pain. 

 Relieves psychological tension. 

 Interrupts dissociative experiences. 

 Restores a temporary sense of control. 

 Expresses emotions that feel impossible to communicate verbally. 

Although these behaviors provide immediate emotional relief, they reinforce maladaptive coping 

patterns and increase future vulnerability to emotional crises. 

DBT directly targets the functions served by self-harm rather than focusing solely on eliminating 

the behavior itself. Patients learn alternative coping strategies capable of producing emotional 

relief without causing physical harm. Distress tolerance skills, mindfulness, emotional regulation 

techniques, behavioral chain analysis, and crisis planning gradually replace self-injury as 

primary methods of coping with emotional pain. 

Behavioral Chain Analysis in Self-Harm 



One of the most important DBT interventions for self-harm is Behavioral Chain Analysis. 

Rather than asking only "Why did you self-harm?", the therapist carefully examines every step 

leading to the behavior. 

The analysis typically explores: 

 Triggering event. 

 Thoughts. 

 Emotional responses. 

 Physical sensations. 

 Environmental influences. 

 Behavioral urges. 

 Self-harming behavior. 

 Immediate consequences. 

 Long-term consequences. 

After identifying the behavioral chain, therapist and patient collaboratively determine where 

healthier coping skills could have interrupted the sequence before self-harm occurred. 

This structured analysis transforms self-harm from an incomprehensible behavior into a 

predictable behavioral pattern that can be modified through targeted intervention. 

Reducing Suicidal Behaviors 

DBT was originally developed for chronically suicidal individuals and remains one of the most 

extensively researched psychotherapies for suicide prevention. 

Rather than focusing exclusively on suicidal thoughts, DBT addresses the emotional processes 

contributing to suicidal crises. Patients learn how to: 

 Recognize early warning signs. 

 Develop individualized crisis plans. 

 Apply distress tolerance skills. 



 Contact supportive individuals. 

 Delay impulsive actions. 

 Replace hopeless thinking with realistic problem-solving. 

Repeated practice strengthens patients' confidence in surviving emotional crises without acting 

upon suicidal urges. 

Evidence Supporting DBT 

Over the past three decades, substantial scientific evidence has demonstrated the effectiveness of 

DBT across multiple psychiatric outcomes. 

Clinical research has consistently shown that DBT contributes to: 

 Significant reductions in suicidal behavior. 

 Decreased frequency of non-suicidal self-injury. 

 Fewer psychiatric hospital admissions. 

 Improved emotional regulation. 

 Better interpersonal functioning. 

 Increased treatment adherence. 

 Reduced impulsivity. 

 Improved overall quality of life. 

These findings have resulted in DBT being recommended by numerous international clinical 

guidelines as the first-line psychological intervention for Borderline Personality Disorder and a 

highly effective treatment for chronic emotional dysregulation. 

Clinical Example 

A 23-year-old woman diagnosed with Borderline Personality Disorder presents with recurrent 

episodes of self-cutting following interpersonal conflicts. She reports overwhelming emotional 

pain whenever she perceives rejection by significant others. 



Following enrollment in a comprehensive DBT program, the patient begins attending weekly 

individual therapy, skills training groups, and completes daily diary cards. During periods of 

emotional crisis, she practices distress tolerance techniques, mindfulness exercises, and emotion 

regulation skills instead of engaging in self-harm. 

After several months of treatment, episodes of self-injury decrease substantially, emotional 

awareness improves, interpersonal relationships become more stable, and the patient reports 

greater confidence in managing distress independently. 

Role of Psychiatric and Mental Health Nurses in Dialectical Behavior Therapy (DBT) 

Psychiatric and Mental Health Nurses play a pivotal role in the successful implementation of 

Dialectical Behavior Therapy (DBT). Although comprehensive DBT is traditionally delivered by 

trained psychotherapists, psychiatric nurses are uniquely positioned to reinforce DBT principles 

because of their continuous therapeutic contact with patients across inpatient units, outpatient 

clinics, community mental health services, rehabilitation programs, and crisis intervention 

settings. Through daily interactions, nurses help patients translate DBT skills from the therapy 

room into real-life situations, thereby promoting generalization of learning and long-term 

behavioral change. 

The nursing role in DBT extends beyond symptom monitoring and medication administration. 

Modern psychiatric nursing emphasizes recovery-oriented, person-centered, and evidence-based 

care, requiring nurses to function as educators, therapeutic communicators, behavioral coaches, 

patient advocates, and members of multidisciplinary mental health teams. By integrating DBT 

principles into routine nursing practice, psychiatric nurses contribute significantly to emotional 

stabilization, reduction of self-destructive behaviors, improvement of interpersonal functioning, 

and enhancement of patients' quality of life. 

1. Comprehensive Assessment 

The first responsibility of psychiatric nurses is conducting comprehensive biopsychosocial 

assessments that identify the patient's emotional, behavioral, cognitive, interpersonal, and 

environmental needs. 



Assessment includes: 

 Suicide risk assessment. 

 Self-harm assessment. 

 Emotional regulation abilities. 

 Impulsivity. 

 Interpersonal relationships. 

 Coping strategies. 

 Substance use. 

 Trauma history. 

 Family support. 

 Protective factors. 

Comprehensive assessment allows nurses to identify immediate risks while contributing valuable 

information to individualized treatment planning. 

2. Establishing a Therapeutic Relationship 

A strong therapeutic relationship forms the foundation of successful DBT implementation. 

Patients with Borderline Personality Disorder often have extensive histories of emotional 

invalidation, rejection, abandonment, and disrupted interpersonal relationships. Consequently, 

establishing trust may require considerable time and consistency. 

Psychiatric nurses promote therapeutic relationships by demonstrating: 

 Empathy. 

 Active listening. 

 Authenticity. 

 Respect. 

 Consistency. 

 Emotional validation. 

 Professional boundaries. 



Validation does not imply agreement with maladaptive behaviors. Rather, it communicates 

understanding of the patient's emotional experience while encouraging healthier behavioral 

choices. 

3. Reinforcing DBT Skills 

Psychiatric nurses reinforce DBT skills continuously during everyday patient interactions. 

Examples include: 

 Encouraging mindfulness during periods of emotional distress. 

 Coaching patients to use distress tolerance techniques during crises. 

 Reinforcing emotion regulation strategies. 

 Supporting assertive communication during interpersonal conflicts. 

 Encouraging use of diary cards. 

 Reviewing coping plans before discharge. 

Repeated reinforcement helps patients integrate DBT skills into everyday life rather than 

restricting their use to therapy sessions. 

4. Crisis Intervention 

Patients receiving DBT frequently experience emotional crises characterized by suicidal 

ideation, self-harm urges, severe anxiety, anger, or interpersonal conflict. 

During these situations, psychiatric nurses: 

 Maintain patient safety. 

 Assess suicide risk. 

 Encourage distress tolerance skills. 

 Reduce environmental stimulation. 

 Apply de-escalation techniques. 

 Reinforce crisis survival strategies. 

 Promote emotional stabilization. 



Rather than immediately solving patients' problems, nurses coach them to apply DBT skills 

independently whenever possible. 

5. Psychoeducation 

Education represents another important nursing responsibility. 

Psychiatric nurses educate patients and families regarding: 

 Emotional dysregulation. 

 Borderline Personality Disorder. 

 Self-harm. 

 Suicide prevention. 

 Mindfulness. 

 Emotion regulation skills. 

 Distress tolerance. 

 Medication adherence. 

 Relapse prevention. 

Family education is particularly important because supportive relatives can reinforce DBT skills 

within the home environment while reducing invalidating communication patterns. 

6. Promoting Recovery-Oriented Care 

Modern psychiatric nursing emphasizes recovery rather than symptom reduction alone. 

DBT supports recovery by helping patients: 

 Develop hope. 

 Build meaningful relationships. 

 Return to education or employment. 

 Improve independence. 

 Strengthen self-confidence. 

 Develop long-term life goals. 



Psychiatric nurses encourage patients to recognize strengths, celebrate progress, and maintain 

motivation throughout recovery. 

7. Multidisciplinary Collaboration 

DBT is most effective when delivered through collaborative multidisciplinary care. 

Psychiatric nurses work closely with: 

 Psychiatrists. 

 Clinical psychologists. 

 Social workers. 

 Occupational therapists. 

 Addiction specialists. 

 Family members. 

 Community mental health teams. 

Effective communication among professionals ensures continuity of care and consistent 

reinforcement of DBT principles. 

8. Professional Self-Care 

Working with individuals experiencing chronic suicidality, recurrent self-harm, and severe 

emotional dysregulation can be emotionally demanding. Psychiatric nurses must therefore 

prioritize professional self-care to maintain therapeutic effectiveness. 

Self-care strategies include: 

 Clinical supervision. 

 Reflective practice. 

 Peer support. 

 Continuing professional education. 

 Stress management. 

 Maintaining professional boundaries. 



 Preventing compassion fatigue and burnout. 

Healthy nurses are better able to provide compassionate, safe, and effective psychiatric care. 
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