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Dialectical Behavior Therapy (DBT) has been proven to be successful for reducing
symptoms related to Borderline Personality Disorder.1,2 However, because of the gap that
exists between mental health and substance abuse treatment approaches, little research has
been done to show the effects of DBT approaches on addictive thinking and behaviors. In
addition, only recently have researchers begun applying DBT interventions with a teenage
population.3 Using self-report methods, the authors examine the use of a modified DBT
approach with 13 participants from ages 14-26, exploring the effects of a DBT group
modality on symptoms commonly found in individuals with substance use disorders
(SUDs). Preliminary findings resulted in an overall mean score of 3.24 for 14 items
corresponding to SUD symptomology, suggesting that DBT interventions helped to reduce.
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b) Identity disturbances and low self esteem
c) Relationship conflict and social skills difficulties and
d) Dichotomous thinking and emotion dysregulation.
Future studies are needed using larger sample sizes, informant reports, and a sample of
individuals with a primary diagnosis of SUDs, to gain confidence in these findings.
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Introduction
DBT has been proven to be a successful method of treatment for
minimizing many symptoms of BPD.4 Because BPD is typically an
adult diagnosis, there is less research to support the use of DBT with
minors. Yet there are many times that it is appropriate to diagnose an
adolescent with this disorder, leading clinicians and family members
to question what is the most effective care for a younger person.
Because of the efficacy of DBT with adults, many researchers and
clinicians have begun using the model, or a modified version of it,
with a younger population, resulting in promising outcomes.3,5 As is
the case with the application of DBT with an adolescent population,
utilizing DBT with a SUD population is a natural extension of its
use with BPD clients. While substance-using clients differ in many
ways from clients presenting with BPD, there are several overlapping
behaviors, attitudes, and treatment needs that cannot be denied.

Symptom commonalities between BPD and (SUDs)
BPD and SUDs are often comorbid,6 making it difficult to
determine primary and secondary diagnoses. While many individuals
with BPD act out with substances, there is also a high comorbidity
between BPD and trauma,7,8 with substance use and other selfdestructive behaviors developing as coping skills for the trauma.9,10
The complicated clusters of behaviors and symptoms make differential
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diagnosis just as complicated, reducing the value of using a diagnosis
to guide treatment planning. The danger of incorrectly perceiving
certain diagnoses as comorbid, particularly personality disorders
which are found to have a significantly high comorbidity with many
other disorders,11,12 have resulted in Maj13 suggesting that the term
“comorbid” be avoided altogether. Selecting treatment interventions
based on symptom presentation, rather than diagnosis, may therefore
yield more positive results for the individual. In taking this approach,
the similarities between SUD and BPD symptomology are striking.
In 1992 the American Medical Association defined alcoholism as a
chronic, progressive disease that is influenced by genetic, psychosocial
and environmental factors, with the most notable symptom of
the disease being denial.14 Similarly, in 2013 the APA6 describes
personality disorders as being pervasive and chronic, and as having
multiple influences on epidemiology. Furthermore, Millon et al.15 note
that personality disorders have egosyntonic symptoms, resulting in a
significant amount of denial. In addition to self-destructive behaviors
and a propensity to relapse, identity disturbances and low self esteem,
relationship conflict and social skills deficits, and dichotomous
thinking and emotion dysregulation are among the symptoms that
straddle both BPD and SUDs.6,16

Self destructive behaviors and a propensity to relapse
The Diagnostic and Statistical Manual of Mental DisordersFifth Edition6 list’s suicidal or parasuicidal behaviors, as well as
impulsivity, as potential symptoms of BPD. These symptoms often
lead to complications related to substance use, eating disordered
behaviors, or other risky acts.6,9,17 SUDs, according to criteria listed
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within the DSM-V, involve compulsive use and obsessive thinking
related to substances.6 Similarly, obsessive thinking has been found to
be common for individuals with BPD.18 While many individuals with
BPD engage in self harming behaviors such as cutting or burning,1,6
the obsessive and compulsive nature of these behaviors, as well as the
tendency toward relapse, result in presentations and treatment needs
that are similar to those with SUDs.

Identity disturbance and low self esteem
Low self-efficacy and low self-esteem are risk factors for substance
use,19,20 yet are often reported by individuals with BPD as well.8 While
identity disturbance is a symptom often experienced by individuals
with BPD,6 adolescents and young adults may be appropriately
struggling with identity formation, which may become exacerbated
by peer conflict or pressure to identify a career choice.6 While forming
an identity is an appropriate developmental milestone, Santrock21
emphasizes the importance of effective parenting on identity
formation, noting that certain parenting styles may interfere with
an individual’s ability to establish a healthy identity during critical
periods of development. While it is important not to pathologize
normal developmental milestones, recognizing and treating potential
identity problems earlier in development is likely to minimize
negative effects later in life.
The struggle to fit in and establish a stable sense of self that is seen
in individuals with BPD is also a common problem for individuals
with SUDs. Chronic feeling of emptiness,6 another symptom of
BPD, may motivate excessive use of substances or other dangerous
behaviors, as an effort to externally fill an internal need. It is also
likely however, that individuals with BPD, in their efforts to establish
their identities, may associate themselves with other individuals
engaging in self-destructive behaviors, such as substance use. It is
appropriate for clinicians to make this a significant focus of treatment,
as substance users who identify themselves as part of the addictive
subculture have poorer recovery outcomes,22 while identifying one’s
self as a cutter is correlated with a more severe level of pathology.23
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to the dichotomous thinking patterns often seen in addicted
individuals.26 Substance-using adolescents have been found to have
more psychological distress, coupled with fewer of the problemsolving and coping skills needed to help regulate this distress.31–33
Emotional problems, personality disorders and suicidality have also
been found to be associated with poly drug use in adolescence.34–36
According to the APA,6 symptoms of dichotomous thinking
and difficulty regulating emotions are included as BPD criteria.
Linehan8 presents dialectical dilemmas in her DBT treatment model
that describe many of the extremes that individuals with BPD
vacillate between, as well as some of the treatment implications of
these dilemmas. According to Linehan, emotional vulnerability (the
predisposition to be sensitive and reactive to emotions) can greatly
interfere with functioning; however, the tendency these individuals
have to invalidate their own emotional states can significantly worsen
these symptoms. Many invalidating statements may have been
internalized from childhood, as the combination of an invalidating
environment and emotional vulnerability has been shown to increase
the risk of developing BPD.37 While invalidating environments may
stem from a multitude of problem behaviors or diagnoses, there are
again many striking similarities between symptoms experienced by
individuals with BPD and those experienced by children of alcoholics
(COA); further substantiating the overlap between SUD-related
factors and BPD (Table 1).
Table 1 Comparison of Symptoms Associated with COA and Individuals with
BPD26
Symptom

COA

BPD

Invalidation of one’s own feelings

X

X

Low self worth

X

X

Mistrust of others

X

X

Conflictual relationships

X

X

Dichotomous thinking

X

X

Relationship conflict and social skills deficits

Feeling of unreality

X

X

One of the most important recovery goals for maintaining drug
and alcohol sobriety is adopting a sober lifestyle, while abandoning
connections with drug using peers.24 Best et al.25 noted that an
increased number of meaningful interactions with supportive
individuals (especially recovering individuals) were related to better
recovery outcomes. Capuzzi & Stauffer26 note that requirements for
effective SUD prevention programs include social skills training,
parental involvement, peers as educators and inclusion of members
of the community. The success of 12 step fellowships in maintaining
long-term sobriety27,28 is a testament to the importance of socialization
and positive social interactions.

Cognitive distortions

X

X

Similarly, individuals with BPD experience, repeated chaotic
interpersonal relationships often exacerbated by intense fear of
abandonment.6 While healthy relationships and support can be
instrumental in facilitating change for individuals with either BPD
or SUDs,29 the lack of insight and high level of dependency that often
accompany these disorders can be very damaging to relationships;
causing a reduction in an individual’s much needed support system.

Dichotomous thinking and emotion dysregulation
Substances act directly on the limbic system, which can interfere
with ability to regulate emotions and control behaviors,30 contributing
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Many of the symptoms commonly experienced by individuals
with BPD or SUDs can be organized into the above 4 categories.
Depending upon their severity, these symptoms can greatly interfere
with the functioning and overall quality of life of individuals no matter
what their diagnoses. This, coupled with the high-risk and often lethal
nature of both of these disorders, makes it critical to increase the
body of research around treatment interventions and their efficacy.
This study offers preliminary data to encourage and support clinicians
in selecting DBT treatment interventions for individuals with SUDs,
which in turn may open the door to further, more in-depth analysis of
the effectiveness of these interventions.

Materials and methods
1 male and 12 female respondents ranging in age from 1426 participated in this study. DBT group members ranged from
newcomers attending for duration of only 4 weeks at the time of
responding, to more senior members attending for over 2 years. 3
of the participants had discontinued group in the past and resumed
again in an effort to re-learn or increase application of skills learned.
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Individuals providing responses all met the criteria for BPD, and had
a wide variety of concurrent diagnoses, while 1 participant had a
concurrent SUD diagnosis.
Respondents were given a 20-item group rating form used to
evaluate the skills learned in DBT and group process, using a 4-point
Likert scale. All group members were asked to complete the form
before the start of group, with data being collected from two different
groups on 2 separate nights. Group content was the same for both
groups and the same leader ran both groups. The group followed the
manualized structure of the DBT model,8 with some modifications
intended to make the content more age appropriate, and to expand on
content to meet the needs of the individuals (such as trauma recovery
content, 12-step philosophy, education about family dynamics, etc).
Participation was voluntary and responses were kept anonymous,
with all group members contributing feedback with the exception of
2 group members who were absent on the night of data collection.
Review of group rating forms resulted in identification of the 4
key areas of study that were determined by the authors to be related to
addictive symptomology: self destructive behaviors and a propensity
to relapse, identity disturbances and low self-esteem, relationship
conflict and social skills deficits, and dichotomous thinking and
emotion dysregulation. Item selection resulted in 14 items being
identified as corresponding to these 4 areas. Mean responses were
calculated in an effort to determine group member’s perceptions
of the usefulness of a DBT approach in reducing these problematic
attitudes and behaviors. The percentages and range of responses, as
well as the standard deviation were calculated to allow for increased
understanding of the data set.

Results and discussion
While DBT has strong support in the research with regard to its
effectiveness in reducing BPD-related symptoms,1,2 as do modified
DBT programs for adolescents,38,39 more research is needed with
regard to the effectiveness of these interventions with SUDs.40 DBT
was created specifically for BPD and, while arguments could be
made that SUDS are distinctly different conditions than personality
disorders, there are multiple overlapping symptoms among the
disorders that cannot be denied. Further, there are striking similarities
between BPD symptomology and problems associated with COA
(Table 1), allowing us to draw inferences about the usefulness of DBT
with individuals with addictive family patterns. Results of the selfreport data provided in this study indicate that a DBT or a modified
DBT approach may be very useful in reducing addictive behaviors
and attitudes.

Figure 1 Mean distribution across 4 categories of DBT group rating forms.

Limitations
While this study reveals a modified DBT approach to be perceived
as very beneficial to reducing symptoms related to addictive
symptomology and BPD, this is only a preliminary investigation
requiring further study and statistical analyses. In addition, although
research supports many of these symptoms as related to addictive
diseases, this study was done with a sample of individuals with BPD,
not SUDs, so a sample of individuals with primary SUDs may not
yield similar results. Furthermore, this is a very small sample size,
using a measure that does not have established validity or reliability,
and measuring responses within an open group format, which may
have skewed the data. Although individual responses were kept
anonymous, there may also have been some response bias, since
individuals were asked to fill out their group rating forms together.
This method of data collection may have increased the risk of, or
the perception of risk of others seeing personal responses. Finally,
descriptive rather than inferential statistical measures were used in
this study, weakening the results.

Future directions
While self-report measures are a good start to exploring the
effectiveness of a modified DBT approach in reducing SUD
symptoms, further data collection is needed to increase the validity
of these self-reports. Gathering informant data would be beneficial,
in order to increase the validity of these responses. Using a larger
sample size, inferential statistics to analyze the data, and including
multiple valid and reliable measures would increase construct
validity to allow for generalizability to the larger population. Finally,
including individuals with a primary diagnosis of a SUD is necessary
to establish the effectiveness of DBT with the population as a whole.

Preliminary results

Conclusion

85% of the respondents in this study reported DBT to be very
helpful, or extremely helpful in reducing all 14 problem items related
to the 4 areas identified as common to addictive symptomology. 2%
of the responses given indicated that DBT skills were not helpful at
all for the individual items inquired about, with 38% of the responses
indicating these skills to be extremely helpful in reducing these
behaviors and attitudes. Using a 4-point Likert Scale, the mean scores
for each of the corresponding categories ranged from 3 to 3.36 with
an overall mean of 3.24 and a standard deviation of 0.16 (Figure 1).
The overall mean indicates a perception of DBT skills being very
helpful in reducing symptomology relating to BPD and SUDs. The
standard deviation indicates that there is very little variability among
the scores.

There are endless concerns about how SUDs affect the individual,
the family, and the larger community. These are among the hardest
disorders to treat, with relapse to substances being a reality for at least
50% of individuals,41 and relapse to addictive behaviors and attitudes
being far more likely. Similarly, personality disorders are notoriously
difficult to treat, and often present comorbidly,6,15 resulting in much
bias and misunderstanding by treatment providers, and by the general
public. The introduction of DBT in the early 90’s1 changed the way
of thinking about BPD, and it is now listed in the National Registry
of Evidence Based Programs and Practices.4 Research utilizing a
DBT model with a SUD population is lacking however,40 resulting
in alternative treatment models being favored for use.42 Because of
the significant commonalities between BPD and SUD symptoms,
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it is reasonable to assume that the application of DBT with a SUD
population would be effective as well. While this study includes
a small sample size, preliminary data analysis, and self-report
measures, further exploration of the effectiveness of DBT with a
SUD population is warranted; due to the positive reports of symptom
reduction identified by participants in this study.
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