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A BSTRACT
Training in Dialectical Behavior Therapy (DBT) skills coaching is desirable for staff in psychiatric settings, due to the efficacy of
DBT in treating difficult patient populations. In such settings, training resources are typically limited, and staff turnover is high,
necessitating brief training. This study evaluated the effects of a brief training in DBT skills coaching for nursing staff working in
a child and adolescent psychiatric residential program. Nursing staff (n = 22) completed assessments of DBT skill knowledge,
burnout, and stigma towards patients with borderline personality disorder (BPD) before and after a six-week DBT skills coaching
training. Repeated measure ANOVAs were conducted to examine changes on all measures from pre- to post- treatment and
hierarchical linear regressions to examine relationships between pre- training DBT knowledge, burnout, and BPD stigma and
these same measures post-training. The brief DBT skill coaching training significantly increased DBT knowledge (p = .007) and
decreased staff personal (p = .02) and work (p = .03) burnout and stigma towards BPD patients (p = .02). Burnout indices and
BPD stigma were highly correlated at both time points (p < .001); however, while pre-training BPD stigma significantly predicted
post-training client burnout (p = .04), pre-training burnout did not predict post-training BPD stigma. These findings suggest
that brief training of psychiatric nursing staff in DBT skills and coaching techniques can result in significant benefits, including
reduced staff burnout and stigma toward patients with BPD-related problems, and that reducing BPD stigma may particularly
promote lower burnout.
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dard of practice in most mental health systems.[1] Barriers
frequently cited to explain this implementation gap include
Translation of empirically supported psychological treatment lack of staff knowledge and skill in delivering empirically
practices into a pre-existing mental health system is a task supported treatments, limited administrative resources dedthat is often challenging, and too frequently unsuccessful. It icated to staff training, and inadequate leadership and inis widely recognized that a substantial gap exists between frastructural support dedicated to developing evidence based
evidence-based practices delivered to fidelity and the stan-

1. I NTRODUCTION
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a vital role in implementation, as these staff generally have
the most frequent patient contact and are thereby the most
available for coaching in DBT skill generalization. Therefore, even when comprehensive DBT training of nursing staff
is not feasible, some amount of training in DBT skills and
coaching techniques is likely to be advisable. In particular,
brief training of nursing staff that results in rapid knowledge
and skill acquisition, while conferring the benefits associated
with DBT training, is desirable. In order to garner institutional support for DBT training and implementation for staff
in these roles, clear demonstration of benefits for both nursing staff and patients may be needed. However, currently
little research exists on brief and effective means of training
line staff in DBT techniques.

Dialectical Behavior Therapy (DBT) is a psychological treatment with a considerable evidence base for treating severe
and multi-problem patients.[4] DBT was originally developed for adults with borderline personality disorder (BPD)
and related problems. However, since its inception, DBT
has been demonstrated to be effective in reducing a wide
range of problems, including suicide ideation and attempt,
non-suicidal self-injury, depression, bulimic symptoms, and
substance abuse, across a variety of patient populations.[5]
Recently, DBT has also been applied successfully to treating
multi-problem adolescents and, in this population, DBT has
been found to reduce suicidal ideation and behavior, nonsuicidal self-injury, psychiatric symptoms, and treatment
utilization.[6]
Therefore, in the current study, the authors evaluated the
effects of a brief training that focused on teaching DBT skills
Because DBT has been demonstrated to be effective for treatand skill coaching techniques to mental health nursing staff
ing a variety of difficult problems across patient populations,
working in a child and adolescent residential psychiatric treatthe demand for DBT training of mental health professionment facility. Based on the findings from prior DBT training
[7]
als has substantially increased. The extant literature on
and implementation research, the authors hypothesized that
DBT training indicates that typical training methods, such as
the brief DBT skills coaching training for nursing staff would
comprehensive workshops and internet-based training proresult in significant: 1) Increases in DBT skill knowledge;
grams, are associated with increases in DBT skill knowledge
2) Decreases in staff burnout; and 3) Decreases in stigma
and utilization among mental health professionals, and that
towards individuals with BPD. The authors were also interindividuals with widely varying levels of education and trainested in the interplay between DBT skill knowledge, burnout,
ing can acquire competency in DBT under expert training
and stigma towards individuals with BPD, as this information
[3, 8–10]
and supervision.
Research further indicates that clinicould help to effectively tailor future DBT-oriented training
cians who have received DBT-informed training report lower
programs for psychiatric staff. For instance, if two or more of
professional burnout, less stigma towards individuals with
these variables were highly interrelated, future interventions
personality disorders, and more optimistic attitudes towards
could potentially be streamlined by targeting one process in
treating BPD clients.[11, 12, 14] Thus, there is evidence that
order to produce an effect in the other related variables. Such
training in DBT methods is effective and beneficial when
information would be especially useful if one process were
delivered to mental health professionals working with severe
found to be particularly predictive of positive outcomes and,
and multi-problem clients.
therefore, targeting of this process could be expected to of
The research on DBT training and implementation to date greatest benefit in the training of nursing staff. Therefore, the
has been conducted primarily with masters-level clinicians authors also conducted exploratory analysis to examine the
delivering DBT individual therapy and skills training groups. cross-sectional and longitudinal associations between DBT
However, little information is available regarding effective skill knowledge, burnout, and BPD stigma among mental
means of training nursing staff (e.g., mental health techni- health staff.
cians, psychiatric nurses) working in inpatient or residential
psychiatric settings. There are many institutional barriers to 2. M ETHODS
training residential line staff in DBT techniques, including
2.1 Participants
extremely limited time allotted for training and high turnover
for staff in these positions.[15] Moreover, while a consul- Participants comprised three cohorts of mental health nurstation team, which aims to improve skill in implementing ing staff, consisting of primarily mental health technicians
DBT techniques, while simultaneously decreasing provider and nurses, who completed DBT skill and skill coaching
burnout, is a regular part of any DBT program for therapists training between October 2011 and March 2013 (n = 22).
and skill training leaders,[4] nursing staff rarely enjoy the ben- Training completion was defined as attending at least 8 out
efits of a such a meeting. However, in inpatient or residential of 12 training hours. Some of the staff attending the training
settings in which DBT is delivered, nursing staff can play worked exclusively on a residential unit dedicated to delivery
of comprehensive DBT treatment, while others worked on
56
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units in which DBT skill coaching was not an explicit focus.
Due to the nature of staffing in the facility, staff members
from different units were included in the training, primarily in order to improve their DBT coaching for occasions
when they were temporarily assigned to the DBT unit. None
of the staff participating in the training had previously received formal training in DBT theory or techniques. Due to
the sensitive nature of work- and client- related questions,
and relatively small sample size, demographics were not
collected on training participants in order to protect staff
anonymity. An appropriately convened institutional review
board approved all aspects of this research.
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family therapy and clinical psychology, respectively) DBT
clinicians, both of which had at least two years experience
delivering DBT.
Table 1. Description of the skills content presented in the
brief DBT skills coaching training for nursing staff
• Week 1: Understanding Severe Disorders & Chain Analyses
a. Transactional model of emotion dysregulation
b. Understanding transdiagnostic emotion dysregulation
c. Introduction to chain analysis: Describing problems, their
antecedents and reinforcing consequences
d. Problems with punishment and alternatives to punishment
• Week 2: Coaching Essentials

2.2 Treatment facility
Training was conducted at a 116-bed residential facility specializing in psychiatric treatment of children and adolescents ages five to seventeen. The facility contains separate units designed to treat varying age levels and psychiatric presentations, including a unit exclusively dedicated
to DBT treatment for adolescents. On the DBT treatment
unit, adolescents received weekly DBT individual and family sessions and daily skill training groups, as well as other
DBT-informed therapeutic groups. Nursing staff, particularly
mental health technicians, were the individuals primarily responsible for in vivo coaching in effective use of DBT skills
in order to promote generalization of the skills that the adolescents had learned in group and individual therapy sessions.

a. Importance of self-management of the coach
b. Strategies for skill acquisition, strengthening, and generalization
c. Importance of validation and how to use validation
d. Blocking without punishing
e. Crisis coaching
• Week 3: Coaching Mindfulness Skills
a. “What” skills
b. “How” skills
c. Using awareness/mindfulness to identify goals and skills to use
• Week 4: Coaching Distress Tolerance Skills
a. Distract
b. Self-soothe
c. Improve the moment
• Week 5: Coaching Emotion Regulation Skills
a. Accurate identification of emotion (primary emotion vs. secondary

2.3 Training procedures
The DBT skills coaching training consisted of six two-hour
interactive training sessions delivered over twelve weeks,
which focused on acquisition of DBT skills knowledge and
strategies for implementing effective skill coaching. The
DBT skills coaching training sessions all contained the following structural components: 1) Review of the homework
assignment from the prior training session, which consisted
of an assignment to practice coaching patients in the DBT
skill techniques highlighted in the previous session. Homework review allowed opportunity for reinforcement of effective skill coaching delivery, as well as provision of feedback and problem-solving regarding any difficulties encountered in skill coaching; 2) Instruction in new DBT skills and
practice coaching in new skill techniques using role plays;
3) Assignment of coaching homework to be practiced before
the subsequent training. A detailed list of the DBT skills
taught in each session is listed in Table 1. The DBT skills
coaching training was delivered by a Ph.D. level clinical psychologist who is an internationally recognized expert trainer
in DBT with more than 20 years experience in delivery, training, and supervision of DBT. The expert trainer was assisted
by two intensively-trained master’s level (in marriage and
Published by Sciedu Press

emotion)
b. Accurate expression of emotion
c. Allowing/accepting emotion
d. Opposite action to emotion
• Coaching Interpersonal Skills & Self-Validation
a. Balancing objectives, relationship, and self-respect
b. DEAR MAN
c. GIVE
d. FAST
e. Self-validation

2.4 Measures
All measures were administered prior to the first and following the last training session. A ten-item DBT skill knowledge
test was used to measure acquisition of the DBT skills taught
throughout the training. This measure was adapted from a
knowledge test frequently used in DBT intensive clinical
training (K. Comtois, personal communication, October 2,
2011), though adjusted slightly to correspond with the content of the training described in this study. Similar knowledge
tests have been previously used in DBT training research,
with each adapted to match the specific content of the train57
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ing being tested.[8–10] The test consisted of multiple choice
or matching questions pertaining to the content taught in
the skills training, each of which had one correct answer
out of four potential options. Scores on this test were calculated as percentage of questions answered correct; therefore,
potential scores ranged from 0-100, with higher scores representing greater DBT skill knowledge. Though the research
team was unable to collect test-retest reliability of this measure at each time point, baseline and post-training scores on
the DBT skill knowledge test were moderately correlated
(r = .42, p = .04), providing some evidence consistent with
adequate test-retest reliability.
The Copenhagen Burnout Inventory (CBI)[16] was used to
assess burnout. This is a nineteen-item measure used to
assess different facets of burnout, including the following:
1) Personal burnout: burnout related to physical and psychological exhaustion (six items); 2) Work-related burnout:
burnout related to general aspects of the work environment
(seven items); and 3) Client-related burnout: burnout related
specifically to interacting with clients (six items). Scores on
each of these subscales range from 0-100, with higher scores
representing a great degree of burnout. The CBI has been
found to have adequate reliability and construct validity.[16]
In this sample, the internal consistency of the CBI subscales,
as measured by Cronbach’s alpha ranged from .82 to .91 at
baseline and from .74 to .87 following the training.
The Attitudes toward BPD Questionnaire (ABPDQ)[17] was
used to assess stigma towards individuals with a diagnosis
of BPD and related problems. The ABPDQ is a thirty-item
scale, in which each item describes a stigmatizing statement
towards individuals with BPD (or a non-stigmatizing statement in the case of reverse-scored items) and responses are
scored on a 5-point Likert scale ranging from 1 = Disagree
Strongly to 5 = Agree Strongly. Thus, scores on this scale
range from 30 to 150, with higher scores indicating greater
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stigma towards individuals with BPD. In this sample, the
internal consistency of the subscales, as measured by Cronbach’s alpha was .88 at baseline and .90 following training.
2.5 Analyses
Repeated measures ANOVAs were conducted to examine
changes in skill knowledge, burnout, and BPD stigma pre- to
post-training. Cohen’s d analyses were used to estimate effect size.[18] Pearson’s correlations were conducted between
DBT skill knowledge, CBI scores, and ABPDQ scores at
pre- and post- training assessment points in order to examine
the relationship between these variables. Hierarchical linear
regressions were conducted to further examine the relationship between DBT skill knowledge, staff burnout, and BPD
stigma. Because of the small sample size, bootstrapping
with 1,000 samples was used in all regression models. To
examine predictors of each facet of post-training burnout,
the pre-test CBI score for the facet being examined was entered into the first step, and pre-test DBT skill knowledge
and ABPDQ scores were entered into the second step, of the
regression. To examine predictors of post-training ABPDQ
scores, pre-test ABPDQ scores were entered into the first
step, and pre-test DBT skill knowledge and all three CPI
scores were entered into the second step, of the regression.
All predictors were centered to reduce problems related to
multicollinearity.

3. R ESULTS
As highlighted in Table 2, there was a significant increase
in DBT skill knowledge (p = .007) and were significant decreases in the personal (p = .03) and work (p = .02) burnout
subscales of the CBI, as well as a significant decrease in
ABPDQ scores (p = .02) from pre- to post-training. However,
there were no significant reductions in the client burnout
subscale of the CBI post-training.

Table 2. Means, standard deviations, and ANOVA results between pre- and post- training staff DBT skill knowledge,
burnout, and BPD stigma scores
Pre-training

F

df

p

33.30-92.30

52.01

1.21

.007*

2.47

34.52 (18.44)

4.17-79.17

5.80

1.21

.03*

0.38

7.14-96.43

35.52 (18.06)

7.14-75.00

6.06

1.21

.02*

0.36

0.00-58.33

22.58 (16.15)

0.00-50.00

0.93

1.21

.35

0.19

Range

M (SD)

Range

DBT knowledge (% correct)

63.27 (13.80)

38.50-92.30

74.21 (17.68)

CBI personal burnout score

42.05 (21.59)

0.00-91.67

CBI work burnout score

42.53 (21.11)

CBI client burnout score

25.85 (17.69)

ABPDQ score
*

Post-training

M (SD)

71.09 (14.33)

45.00-95.00

65.27 (17.81)

41.00-105.00

6.26

1.21

.02

d

*

0.36

p < .05; DBT: Dialectical Behavior Therapy; CBI = Copenhagen Burnout Inventory; ABPDQ = Attitudes toward Borderline Personality Disorder Questionnaire

As highlighted in Table 3, scores on the ABPDQ and CBI training assessment points (p < .001), suggesting that patient
personal, work, and client burnout subscales were all highly stigma and staff burnout to be highly related at both assesssignificantly correlated with each other at both pre- and post- ment points, such that more stigmatizing attitudes towards
58
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BPD were associated with greater burnout across domains.
DBT skill knowledge was significantly negatively correlated
with ABPDQ at pre-test (p = .04), but not post-test (p = .20),
suggesting that those with greater knowledge of DBT before
training were significantly less stigmatizing of BPD patients.
Table 3. Correlations between DBT skill knowledge,
burnout, and BPD stigma scores Pre-training

Pre-training

Post-training

Measure
1. DBT skill knowledge
2. CBI personal burnout
3. CBI work burnout
4. CBI client burnout
5. ABPBQ
1. DBT skill knowledge
2. CBI personal burnout
3. CBI work burnout
4. CBI client burnout
5. ABPBQ

1
----- .04
- .08
- .31
- .43*
----- .03
.16
.01
- .29

2

3

4

5

----.90**
.63*
.72**

----.75**
.70**

----.71**

-----

----.80**
.74**
.68**

----.80**
.62*

----.79**

-----

*

p < .05; **p < .001; DBT: Dialectical Behavior Therapy; CBI = Copenhagen Burnout
Inventory; ABPDQ = Attitudes toward Borderline Personality Disorder Questionnaire

Controlling for pre-test CBI client burnout scores, the model
including ABPDQ and DBT knowledge pre-test scores significantly predicted post-test client burnout, F(2, 18) = 6.00,
p = .01, R2 = 0.28. However, only ABPDQ significantly
contributed to the model, B = 0.86, SE = 0.30, p = .01.
Controlling for pre-test CBI scores, the model including ABPDQ and DBT knowledge did not predict
personal, F(2, 18) = 1.67, p = .22, R2 = 0.07, or work,
F(2, 18) = 1.30, p = .30, R2 = 0.05, burnout post-training.
Controlling for pre-test BPD stigma, the model including
CBI and DBT knowledge pre-test scores did not significant
predict post-test ABPDQ scores, F(4, 16) = 0.68, p = .62,
R2 = 0.05.

4. D ISCUSSION
In this study, the authors examined the impact of a brief
DBT skills coaching training for nursing staff in a child and
adolescent residential psychiatric setting on DBT skill knowledge acquisition, burnout, and stigma towards individuals
with BPD and related concerns. The results suggest that the
brief DBT skills coaching training increased knowledge of
DBT skills and reduced personal and work-related burnout,
as well as patient stigma. These results support the utility
of providing brief DBT skill coaching training for nursing
staff in inpatient or residential psychiatric settings, at least in
facilities providing treatment for children and adolescents.
This study adds to a growing literature suggesting that individuals with varied educational and training backgrounds
are willing to engage in training in DBT techniques and that
these trainings can result in the acquisition of DBT knowledge for such individuals.[3, 8–10] However, this is the first
study demonstrating the ability to deliver DBT knowledge in
Published by Sciedu Press
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a brief and relatively low burden format to nursing staff working within a residential psychiatric setting. In such settings,
staff turnover tends to be high and resources limited,[15] making it unlikely that most staff members can access the more
typical intensive or comprehensive DBT training. In this
study, even just twelve hours of training was sufficient for
producing significant DBT skill knowledge acquisition and
salutary effects on staff burnout and stigma towards patients.
Training of such brevity may be more feasible to deliver to
nursing staff in inpatient and residential settings than more
traditional training methods, and therefore may allow for increased delivery of evidence-based treatment practices across
different levels of staff.
Further, decreasing staff burnout through DBT skills coaching training is of notable benefit to psychiatric staff, patients,
and institutions. Effects of staff burnout include diminished
emotional and physical health, reduced job satisfaction and
performance, increased absenteeism and turnover, poorer
continuity of care, greater institutional costs, increased negative attitudes towards patients, and, ultimately, poorer patient outcomes.[19] Thus, any means of decreasing burnout
among staff in a psychiatric setting is desirable. In line with
other research,[12, 15] the findings of this study suggest that
training in DBT techniques can assist in reducing destructive staff burnout levels. Further, the results of this study
suggest that even a small amount of time dedicated to staff
training in DBT skills can lead to significant declines in
both personal and work burnout. Thus, there is potentially
a substantial benefit to psychiatric residential institutions
for implementing a low-burden intervention. Though the
decreases in the client burnout subscale of the CBI were
non-significant following training in this study, initial client
burnout scores among the staff in this sample (M = 25.85)
were below previously reported estimates for patient care
workers (M = 30.9);[20] therefore, there may have been
a floor effect for this variable. In contrast, the personal
(M = 42.05) and work-related burnout (M = 42.53) scores
in this sample were higher than those previously reported
(M = 33.0 and 35.9, respectively).[20] These discrepancies
in the domains of burnout could reflect that the nursing staff
were working within a high acuity setting, which may have
resulted in elevated personal and work-related burnout, but
several of the staff were already working within a unit guided
by DBT principles, which may have resulted in decreased
client-related burnout.
The significant decreases in BPD stigma following the DBT
skill coaching training are also notable. Given that, consistent with the DBT model,[4] the training included a focus
on the importance of taking a non-judgmental perspective
towards even the most difficult of patient behaviors and iden59
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tifying valid parts of patient experiences (such as primary
emotions) to validate, this result was anticipated. Further,
this finding is consistent with results of previous studies,
which have found training in DBT techniques to reduce stigmatizing attitudes towards patients.[13, 14] This outcome is
important, as individuals with BPD are a highly stigmatized
group, with healthcare workers expressing more negative attitudes towards individuals with BPD than patients with other
psychiatric problems.[14] Perhaps unsurprisingly, perceived
stigma has been found to contribute to poorer treatment outcomes for individuals with BPD.[21] Therefore, an intervention that reduces stigma poses a potential benefit for patients
on a residential unit. This is appealing for institutions that
aim to improve patient outcomes.

produce larger effects over time. Further research should
explore this, as well as begin to identify moderators of these
training effects (e.g., staff factors that might influence outcomes). Additionally, training for this study was conducted
primarily by an expert with extensive experience providing
DBT training. It is unknown whether training by individuals with significantly less experience would achieve similar
results. The skill training was also conducted in relatively
small groups, was interactive, and was delivered over many
weeks. This training format intentionally provided opportunities for staff to practice skills coaching both in the training
in order to receive coaching and feedback themselves and
between training sessions. Although other formats might be
considered (e.g., 12 hours over two full days of training), it
is unknown whether briefer or more consolidated training
Further, stigma against patients with BPD-related difficulties
would yield the same results. Nevertheless, future studies
and personal, work, and client burnout were highly positively
should explore these options.
related at both time points. These findings are consistent with
past research, which has found that stigmatization towards Another major strength of this study is that the training was
patients among mental health workers is associated with conducted in an existing residential institution, which lends
more self-stigma and poorer job satisfaction.[22] Addition- ecological validity to the results, suggesting brief DBT skill
ally, stigma towards BPD patients at baseline predicted client coaching training could be feasibly implemented in similar
burnout following training, even after controlling for pre- settings. However, there are also study limitations related to
treatment burnout levels. In contrast, pre-treatment burnout the conduct of research on an existing unit, which include
did not significantly predict BPD stigma following training. small sample size, lack of control group, and inability to
This suggests that less stigma towards BPD patients is pro- collect demographic information or test-retest reliability on
tective against developing additional burnout related to client measures. Though the findings were sufficiently robust to
interactions. This presents a potential pathway to promote detect significant results even with a limited sample, it is posreductions in staff burnout following DBT training; DBT sible that changes in burnout and stigma are better accounted
training may reduce burnout by increasing understanding for by time and/or experience, rather than specifically atand compassion for BPD individuals through an explicit tributable to the training. This is unlikely, however, as prior
focus on being less judgmental toward patients and more val- research has found that burnout significantly increases and
idating of their experiences. This also suggests a motivator compassion for patients significantly decreases with greater
for staff members to reduce stigma towards difficult patients, time spent working in a psychiatric facility.[23] Further, it
as this appears to benefit staff as well as patients. One con- was not possible to collect direct patient outcomes for this
cern that could be raised is that a significant relationship study, though anecdotal evidence suggests that staff trainbetween BPD stigma and burnout continued to exist even ing in DBT skill coaching techniques resulted in fewer unit
following the DBT skills coaching training. This could sug- shutdown and seclusion and restraint procedures. Finally,
gest that even further emphasis on increasing validation and the study was conducted specifically in a child and adolesdecreasing judgment towards individuals with BPD may be cent residential facility. Therefore, it is unclear whether the
important when training nursing staff in DBT skills coaching findings of this study generalize to facilities providing for
techniques.
adult patients. Future evaluations of brief DBT skill coaching
training for psychiatric nursing staff should include larger
A strength of this study is that the training was delivered
and more diverse samples, a comparison group to control for
in a brief format, thereby reducing time and resource burpotential confounds, more internally valid study designs, and
den. However, one issue for consideration is that all findings
direct patient-related outcomes.
may be subject to a “dose response” effect of training that
this study would not be able to detect: Perhaps more training would have continued to produce increasingly positive 5. C ONCLUSIONS
effects, and possibly less training would have some effect. Brief training in DBT skills coaching for psychiatric nursThe effect sizes in the present study are small to medium; ing staff can result in significant benefits, including reduced
therefore more training of nursing staff may be needed to staff burnout and stigma toward patients with BPD-related
60
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problems. Further, lower stigma towards multi-problem individuals predicts staff burnout over time, suggesting that this
may be a particularly important training target among staff
working in a psychiatric residential facility. These findings
suggest that such training is a worthwhile investment for
inpatient and residential facilities utilizing a DBT model that
wish to improve outcomes for staff and patients.
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