 DBT and Trauma
There is growing research-based recognition that adverse childhood experiences such as abuse, neglect and trauma lie at the root of a high proportion of severe mental health presentations  (Kessler et al 2010, Varese et al 2012). As a result, being ‘trauma-informed’ is increasingly recognized as an essential component in any service treating severe mental health problems.  
DBT recognizes invalidating environment, along with emotional vulnerability as factors behind problems with emotional regulation. In routine clinical practice, it is clear that the invalidating environment is dominant in the background of the people we see for DBT, and that this more often than not takes the form of egregious abuse and/or neglect in childhood, or, and often as well as, traumatic experiences in earlier adulthood from abusive relationships and other adversities.
When I embarked on my clinical career in the 1990s, the impact of childhood abuse on mental health, and the extent of its prevalence within the caseload of a psychological therapies department was just being fully recognized. I witnessed the harm that could follow when such disclosure was routinely followed by the expectation of deep exploration. Temporary breakdown in the context of a functioning life could become intensified and lead to extended disability. DBT introduced the important insight that emotional resilience needed to be established before it was safe to embark on exposure in such cases. Hence, the first year of a DBT linked skills and therapy programme puts off consideration of the trauma behind the mental health problems for later. Past adversity is acknowledged in the Biosocial model and features as one of the levels of validation, but is otherwise postponed until Stage 2 (which in practice is infrequently delivered).
There have been a number of therapy programmes that attempt to remedy this by combining PTSD treatment with DBT. Recent examples are:  DBT Prolonged Exposure Protocol (DBT PE) –(Harned et al 2021 and Bohus et al. 2020.) Corrigan et al (2020) have published a meta-analysis of phase-oriented treatment models for PTSD. Despite the fact that this avenue has been explored for a long time (Harned & Linehan’s paper came out in 2008), such combinations have not taken off in clinical practice. This could be because, as the research papers attest,  despite promising outcomes for those who complete, such programmes are heavy on resources and suffer from high drop out. 
I was alerted to an urgent need for more attention to the issue of trauma during the most widely available stage 1, standard, DBT by the following passage from a first person account in the journal psychosis:
“In 2013, I attended a course of Dialectical Behaviour Therapy for 10 months. I found this invalidating of the trauma I had endured. I found it blaming as I did not understand why my thinking and behaviour was wrong. I didn’t understand emotions and couldn’t label the ‘uuuurgh’ feeling into words. I was sectioned again but carried on doing the course until it was decided that the therapy itself was making me more ‘unsafe’.” (Gary H. 2018).
This shocking testimony galvanised a proposal that I had been considering for some time – to suggest offering the very simple, trauma informed and emotion-focused formulation that is at the heart of my Comprehend, Cope and Connect approach (Clarke 2021; Clarke & Nicholls 2018) at the Commitment Stage of DBT.  DBT’s emotion management skills are a major component of the post formulation intervention phase of CCC, and the formulation links the trauma firmly to the current difficulties. This is achieved by a slight amendment to the States of Mind diagram through adding memory.  Research by Brewin and his colleagues (and others, e.g. Brewin 2011), have established distinct types of memory with very different characteristics. Verbally Accessible Memory (VAMs) is contextualised within sequential time, whereas Situationally Accessible Memory (SAMs), when disconnected from VAMs, as can occur at very high and low arousal states, can present past, often threat, experiences as if they were present. Adding Emotion Mind memory and Reasonable Mind memory to the familiar diagram enables the therapist to make the point that, when the two circles are not connecting at Wise Mind, the individual is left without access to information about time, so that past threat is added to current adversity. This explains why events that others would manage become unbearable, and the person resorts to extreme coping such as self harm. This is then expressed in a very personalised and strengths-based form in the co-produced formulation.
The DBT SIG put on a well-received on-line training that illustrated how this might work in 2020.

Bohus, M.,  Kleindienst, N.   Hahn, C.  et al. Dialectical Behavior Therapy for Posttraumatic Stress Disorder (DBT-PTSD) Compared With Cognitive Processing Therapy (CPT) in Complex Presentations of PTSD in Women Survivors of Childhood Abuse A Randomized Clinical Trial. JAMA Psychiatry. 2020;77(12):1235-1245. doi:10.1001/jamapsychiatry.2020.2148
Brewin C.R.(2011). The nature and significance of memory disturbance in posttraumatic stress disorder. Annual Review Clinical Psychology.;7:203–227. doi: 10.1146/annurev-clinpsy-032210-104544
Clarke, I. (2021). Meeting mental breakdown mindfully – how to help the Comprehend, Cope and Connect way.   London & NY: Routledge
Clarke, I. & Nicholls, H. (2018) Third Wave CBT Integration for Individuals and Teams: Comprehend, Cope and Connect.  London & NY: Routledge 
Corrigan, J.-P., Fitzpatrick, M., Hanna, D., & Dyer, K. F. W. (2020). Evaluating the effectiveness of phase-oriented treatment models for PTSD—A meta-analysis. Traumatology, 26(4), 447–454. https://doi.org/10.1037/trm0000261
[bookmark: bau0005]Gary H. (2018).  A diagnosis of ‘Borderline Personality Disorder’ Who am I? Who could I have been? Who can I become? Psychosis, 10. 70-75.
[bookmark: bau0010][bookmark: bau0015][bookmark: bau0020]Harned, M. S., .Schmidt, S.C.., Korslund, K. E. & Gallop, J.R. (2021). Does Adding the Dialectical Behavior Therapy Prolonged Exposure (DBT PE) Protocol for PTSD to DBT Improve Outcomes in Public Mental Health Settings? A Pilot Nonrandomized Effectiveness Trial With Benchmarking. Behavior Therapy. 52, 639-655
Harned, M. S  & Linehan, M.M. (2008) Integrating dialectical behavior therapy and prolonged exposure to treat co-occurring borderline personality disorder and PTSD: Two case studies  Cognitive and Behavioral Practice,15, 263-276
 
Kessler RC, McLaughlin KA, Greif Green J, Gruber MJ, Sampson N.A, Zaslavsky A.M, et al. Childhood adversities and adult psychopathology in the WHO World Mental Health Surveys. Br J Psychiatry 2010; 197: 378–85.
Varese, F., Smeets, F. Drukker, M., Lieverse, R., Lataster, T.,Viechtbauer, W. & Bentall, R.P. (2012) Childhood adversities increase the risk of psychosis: A meta-analysis of patient-control, prospective and cross-sectional cohort studies. Schizophrenia Bulletin, 38, 661-671.



 

