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A Pragmatic Therapeutic Approach to Address the’Attrition
of Adolescents and Young Adults With Borderline Personality
Disorder in Dialectical Behavior Therapy Programs

Jaiganesh Selvapandiyan, MD?*

Addressing the conundrum of the diagnostic validity
of borderline personality disorder (BPD) in
adolescents, several research studies!™ indicate that BPD
can be reliably diagnosed in adolescence. The diagnostic
criteria for adolescent BPD are almost isomorphic to the
adult BPD criteria with matching symptom profiles. In
clinical practice, dialectical behavior therapy (DBT) is
the recommended treatment of choice for adult BPD, and
research informs the effectiveness of DBT in the adolescent
population as well. A significant proportion of patients who
undergo psychotherapy discontinue before completing the
prescribed treatment, and most of them do so at an early
stage before a significant treatment benefit is theoretically
possible.® Many randomized controlled trials”® of DBT
in the adult population reveal high dropout rates of up to
60%. Extrapolation of the data to the adolescent and young
adult BPD population cautions for the possibility of an even
more increased risk of dropouts during the therapeutic
process because adolescents occupy a unique position in
the developmental trajectory. DBT comprises cognitive-
behavioral therapy (CBT) techniques with an infusion of
mindfulness strategies, with some authors acknowledging
the practice difficulties involved in certain recommended
techniques.” The decision by an adolescent to abort DBT
treatment may be a consequence of the perceived burden
of the treatment, which is partly a function of his/her
cognitive immaturity. Therefore, the administration of
DBT to an adolescent creates a unique challenge from a
developmental perspective that is mainly predicated on the
cognitive capacity of the adolescent to learn the intricate
steps of the therapy.!? In this context, the purpose of this
report is to describe a pragmatic therapeutic approach that
can be administered to an adolescent receiving DBT, who
may perceive certain steps in therapy as burdensome and
subsequently drop out of psychotherapy.

2All India Institute of Medical Sciences, Mangalagiri, Vijayawada, Andhra
Pradesh, India

*Corresponding author: Jaiganesh Selvapandiyan, MD, All India Institute
of Medical Sciences, Mangalagiri, Vijayawada, Andhra Pradesh, India
(jai8887tkmc@gmail.com).

Prim Care Companion CNS Disord 2021;23(3):20102596

To cite: Selvapandiyan J. A pragmatic therapeutic approach to address
the attrition of adolescents and young adults with borderline personality
disorder in dialectical behavior therapy programs. Prim Care Companion
CNS Disord. 2021;23(3):20102596.

To share: https://doi.org/10.4088/PCC.20102596

© Copyright 2021 Physicians Postgraduate Press, Inc.

Case Report

The patient, who was age 18 years and in her freshman
year of college, was brought to the psychiatry department
for consultation with complaints of anger outbursts with
destructive impulsive behaviors and multiple self-harm
attempts (slashing of wrists and consuming lethal substances
to end her life) for the past 2 years. Her symptom profile
indicated a diagnosis of BPD per ICD-10 diagnostic criteria
for research. Her score on the Zanarini Rating Scale for
Borderline Personality Disorder (ZAN-BPD)!! was 24 (the
ZAN-BPD is the first clinician-administered scale for the
assessment of change in borderline psychopathology). She
was prescribed 32 once-a-week sessions of DBT spread
across 8 months. The protocol framed by Linehan'? was used
for treatment with few adaptations.

For the first 10 sessions, the patient was trained in distress
tolerance skills, emotion regulation skills, and interpersonal
effectiveness skills. All these skills were primarily taught
with a cognitive-behavioral backdrop using both didactic
and Socratic methods. Major distortions addressed were
polarized thinking, comparative statements, should
statements, and self-invalidating core beliefs.

In the next 5 sessions, her metacognitive awareness
was the focus for further intervention. Metacognitive
mastery was improved through attentional training in
metacognitive reflections into the functioning of her
mind and her significant others’ minds. After 15 sessions
of cognitive and metacognitive therapeutics, mindfulness
training was inducted into the DBT therapeutic regimen.
This was achieved by training her in wise mind skill, “what”
skills (observing, describing, participating), and “how”
skills (nonjudgmentally, one mindfully, effectively). She
experienced difficulty in understanding and implementing
these DBT skills. Starting from the initial set of DBT skills
(observing, describing), she reported extreme unfamiliarity
with the specific strategy and complained of difficulty in
application of the suggested technique to resolve her day-to-
day emotional crisis. A possibility of early dropout was sensed
through her parents’ reports, and a therapeutic titration
(Figure 1) to ease the process of learning the techniques was
devised to encourage her to stay in the therapy. A technically
less tedious cognitive and metacognitive platform for each
session was introduced whenever the patient indicated
hardship with mindfulness practice.

In the cognitive platform, the patient’s symptomatology
revealed key distorted assumptions in the area of dependence,
suspiciousness, and self-invalidating core beliefs. At the
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Figure 1. Psychotherapy Titration®
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automatic thought level, frequent dichotomous thinking
masked the ability to evaluate things in gray shades, leading to
abrupt and extreme behavioral outbursts. Adaptive cognitive
evaluations of these dysfunctional thought patterns paved
the way for an emergence of emotional tranquility.

In the metacognitive platform, the patient’s dysfunctional
processes revealed a key problem of having difficulty in
differentiating between reality and fantasy. Metacognitive
reflection into this aspect of the mind’s functioning had
helped the patient to re-perceive or decenter from the
emotional crisis. Metacognitive subfunctions managed in
the metacognitive platform included understanding her
own mind, understanding others’ minds, and mastery over
the metacognitive state. Each of the subfunctions instituted
in the metacognitive platform followed a path from basic
comprehension to superordinate integration.

Flowchart depictions with added pictographic
representations of the previously learned cognitive/
metacognitive/dialectical tactics were used (Figure 1). In
each session, the patient was advised to select a suitable
method from the chart during times of difficulty while
practicing mindfulness. The homework practice also used
the same approach of moving to easily comprehensible
and applicable second-generation cognitive steps. For all
dialectical sessions, the same flexibility in using the different
techniques was implemented. With the implementation of
“psychotherapy titration,” the patient became inquisitive
with regard to learning the mindfulness techniques and was
able to assimilate DBT strategies with ease. Her final score on
the ZAN-BPD decreased to 4. During the follow-up period
of 6 months, her mean+SD ZAN-BPD score was 3+ 1 (see
Supplementary Appendix 1).

For reprints or permissions, contact permissions@psychiatrist.com. ¢ © 2021 Copyright Physicians Postgraduate Press, Inc.

e2 [E PRiIMARYCARECOMPANION.COM

Prim Care Companion CNS Disord 2021;23(3):20102596



Discussion

From a theoretical standpoint, the areas of emphasis in
CBT procedures give rise to the concept of “CBT coming
in waves or generations,” with mindfulness-based therapies
and DBT being classified under third-generation therapies.
The behavioral orientation of the first-generation CBT is
expanded to include the information-processing approach
of the second-generation CBT, which in turn is expanded
to incorporate metaphysical considerations in the third-
generation CBTs. The mindfulness-based therapies of the
third-generation CBTs deal with a higher form of cognitive
response compared to the first and second generations. The
dialectical perspective of DBT as recommended by Linehan'?
advocates mindfulness training as the core component of
the therapeutic process. It is natural that directly adopting
mindfulness in DBT may prove to be difficult for an
adolescent learner compared to the earlier variants of
therapy (ie, cognitive and metacognitive approaches). The
patient described in this report highlights that difficulty
and the successful management of an imminent dropout by
using a “psychotherapy titration” procedure, which suggests
a balanced delivery of therapy by swapping among different
therapeutic strata. It is designed to improve adherence to
treatment by creating flexibility in the use of therapeutic
approaches within every single psychotherapy session. As
the spirit within mindfulness pedagogy places emphasis on

Case Report

process rather than outcome, a flip-flop protocol is chosen
for mindfulness-based dialectical techniques that are tough
to implement, and therapeutic shifts are intentionally made
from dialectical to metacognitive to cognitive frameworks. In
the cognitive and metacognitive therapeutic frameworks, the
individual is primarily trained to identify the core cognitive
and metacognitive processes and respond to them by using
one of the strategies from the information-processing
platform (ie, considering an alternative perspective, labeling
the distortions, challenging the distortion by gathering
evidence, testing the practicality of the distortions, pie
charting to identify multifactorial causation, etc). In contrast,
the mindfulness approaches demand a greater effort from
the individual to manage his/her emotional difficulty with
the “contextual framework” wherein the person is required
to address the functionality of the cognitive disturbances
by targeting his/her relational aspects. Generating adaptive
responses to dysfunctional cognitions (cognitive) is
relatively much easier than getting into an insightful
metacognitive awareness (metacognitive), which in turn is
more feasible than the mindful act of seeing thoughts just as
thoughts (dialectical). The approach discussed here poses
a hierarchical model to ease the therapeutic learning as the
adolescent or young adult navigates through the tensions
faced in implementing mindfulness, eventually leading to a
better treatment outcome.
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